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Abstract

Background: This article examines the utilization patterns of community birth (CB) and midwife-
attended birth (MAB) among Asian/Pacific Islander (API) populations in the United States. It
highlights the presence of significant racial-ethnic disparities and discusses cultural variations that
influence these birth choices.

Objectives: To describe variation in the probability of CB and MAB in low-risk pregnancies across
API communities and to explore contributors to these variations, including traditional birth
practices, cultural beliefs, and acculturation.

Methods: The study employs logistic regression analysis of 2010-2020 birth certificate data to
examine the probability of CB and MAB across pan-ethnic racial-ethnic groups and API subgroups.
The data include information on place of birth, birth attendant, maternal demographics, and race-
ethnicity, providing a comprehensive view of maternity care utilization among diverse populations.

Results: The findings reveal that CB and MAB rates are significantly lower among API groups
compared to other pan-ethnic groups. Among API subgroups, there is substantial heterogeneity in
the uptake of CB and MAB, with lower rates among Asian Indians and Chinese birthing people and
higher rates in Hawaiian, Japanese, and Guamanian populations.

Conclusion: The study underscores the importance of addressing racial-ethnic disparities in
maternity care and promoting culturally sensitive approaches. Factors such as traditional birth
customs, cultural beliefs, and acculturation significantly influence the choice of maternity care
among API communities. Tailored interventions that consider the cultural differences and values of
API subgroups are essential to enhancing the adoption of low-intervention care models and
reducing healthcare disparities in maternal and infant outcomes.
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Practitioner Points
1. Addressing Racial-FEthnic Disparities: Practitioners should recognize and address racial-
ethnic disparities in the uptake of community birth (CB) and midwife-attended birth (MAB)
among different populations, including within Asian/Pacific Islander (API) communities.
Understanding these disparities can help practitioners design and implement culturally
tailored interventions to promote equitable access to evidence-based maternity care.
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2. Cultural Sensitivity and Awareness: Given the heterogeneity within API subgroups and their
diverse traditional birth practices, practitioners should prioritize cultural sensitivity and
awareness in their care approaches. This includes understanding and respecting traditional
birth customs, dietary recommendations, and beliefs about pregnancy and childbirth, which
can significantly influence a person's choice of maternity care.

3. Promotion of Low-Intervention Care Models: Practitioners should advocate for and support
access to midwifery care for low-risk API births in the U.S., emphasizing spontaneous labor,
freedom of movement, continuous labor support, and reduced routine interventions.
Encouraging the adoption of low-intervention care models, especially in community birth
settings, can contribute to improved maternal and infant health outcomes and reduce
healthcare disparities.
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INTRODUCTION

The midwifery model of care aligns with evidence-based maternity care: spontaneous labor,
freedom of movement, continuous labor support, no routine interventions, spontaneous pushing,
and no separation of mother and baby.'” Community birth (CB) settings offer the most support for
a low-intervention midwifery approach. (CB refers to birth at home or in a free-standing birth
center.) While a high-tech medical model of hospital birth dominates birth in the U.S.,*” research has
shown that CB and midwife-attended birth (MAB) are associated with a lower likelihood of
mistreatment and lower intervention-associated maternal morbidity in U.S. births."*” Midwives
attend approximately 10% of American births, and 1-2 percent occur outside a hospital setting."""*
Since 2004, CB rates have increased substantially, especially for non-Hispanic white births. Midwives
also attend a growing number of births, both inside and outside hospital settings, with excellent

%1375 However, racial-ethnic dispatities in birth outcomes in the U.S. suggest that more

outcomes.
access to evidence-based midwifery approaches in non-white populations could be a useful point of
intervention for improving maternity care outcomes.

CB and MAB rates are particulatly low in Asian/Pacific Islander (API) populations in the
U.S., although pan-ethnic categories like API are diverse and conceal significant internal vatiation.'”
' API groups living in the U.S. come from different countries and cultures, with significant variation
in traditional birth practices and their adoption of the medical model of childbirth.***! Traditional
birth customs in many patrilineal Asian countries involve cultural dietary recommendations,
behavioral taboos, balancing of bodily energies, and a month-long period of confinement after the

birth.”>*** In contrast, traditional Pacific Island birth customs tend to emphasize support

networks of women and the honor of motherhood in a matrilineal kinship system.”>*** Asian and



Pacific Island countries also vary in their utilization of pre- and post-natal care and their maternal
and infant mortality rates.”>>* Some highly modern Asian countries, like South Korea, Japan, and
Singapore, have high rates of prenatal care and childbirth education and low maternal and infant
mortality.” Countries like Japan have incorporated a low-intervention midwifery model of care into
the hospital setting and have maintained a robust tradition of CB.>*** Others, like China and South
Korea, have increasingly adopted the medical model over time, especially in urban areas and higher
income populations.”**"#

Once they are in the U.S., ethnic groups with large immigrant populations, like Asians, often
face language barriers that can limit their knowledge about resources like pregnancy and birth
support groups and which can cause stress in interactions with care providers.” Indian and
Vietnamese mothers have reported experiences with racist treatment in American maternity care and
Pacific Islanders often experience different treatment depending on their skin tone, with darker-
skinned women receiving worse treatment.'’ For these reasons, use of CB and MAB may vary
significantly across API subgroups and it is important to disaggregate these groups to better
understand their maternity care needs. This paper examines differences in CB and MAB utilization

in API births in the U.S. We use birth certificate data from 2010-2020 to analyze primary attendant

(midwife versus MD) and place of birth (defining births outside hospitals as “community births”).

METHODS

We use data from the National Center for Health Statistics (NCHS) on all recorded births in
the United States from 2010-2020. Since high-risk pregnancies are often ineligible for midwifery care
and CB, we isolate the analysis to low-risk pregnancies: at term (37-41 weeks), in mothers with no
previous cesarean, carrying a single infant with vertex presentation, and without placenta previa,

placenta abruption, premature rupture of membranes, cord prolapse, or maternal diabetes or



hypertension (N=22,212,076). NCHS data include the place of birth (home, hospital, or free-
standing birth center), the birth attendant (midwife, physician, or other), and maternal age,
education, marital status, parity, and race-ethnicity (self-defined). There are no measures of income
in the NCHS data, thus mothet’s education is the best available measure of socio-economic status.
The NCHS data also include measures for payer (private insurance, public insurance, or no
insurance), which significantly influences place of birth. While CB costs much less than hospital
birth, insurance companies, Medicaid and the VA do not always cover these births and out-of-
pocket costs can make CB cost-prohibitive."
Missing Data Imputation

Some states had extensive missing data, especially before 2016, due to slow adoption of the
2003 revised birth certificate. For example, some states have no data for maternal education and
health insurance status (private, public, or no insurance) in some years. Previous research has used
listwise deletion of missing cases or has excluded data for states and years with missing data on
maternal education.”*** In contrast, we used multiple imputation to generate multiple, iterative,
plausible values for missing data and conserve state-years with missing data. Multiple imputation
produces unbiased estimates and is a statistical “best-practice” for conserving cases.” We used
PROC MI in SAS to generate five imputations, using OLS regression to model missing values for
mother’s education and logistic regression to impute missing values for private, public, or no
insurance. These models imputed values based on all other estimators in the models that we present
below. We then ran logistic regression models across five imputed datasets and used PROC
MIANALYZE to pool estimates across the five imputed datasets.”
Logistic Regression Models

We performed two sets of logistic regression analysis of CB and MAB. First, using the full

sample of low-risk births, we used binary logistic regression to examine differences across pan-
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ethnic groups in the probability of CB and MAB (N=22,212,076). Second, we used binary logistic
regression to examine differences in the probability of CB and MAB across API subgroups in the
subsample of API births (N=1,663,167). Binary logistic regression estimates the probability of a
discrete outcome and is appropriate for binary dependent variables like whether birth occurs out-of-

hospital or whether the primary birth attendant is a midwife.

RESULTS

In the full sample of low-risk births from 2010-2020, midwives attended 11.32% of all births
and 1.79% were CB (Table 1). Childbearing people were an average of 28 years old and had a
median education of “some college.” On average, childbearing people were having their second
birth and 60.1% were married. Approximately half (49.5%) had private insurance, almost 46% had
public insurance (Medicaid, VA, or IHS), and less than 5% were uninsured. Childbearing people
could identify as more than one race. Approximately three-quarters self-identified as white (77.2%),
24.4% identified as Hispanic, 15.7% identified as Black, 1.3% identified as American Indian/Alaska
Native (AIAN), and 7.5% identified as API. Table 1 breaks down the API subsample by ethnic
subgroup.

The first set of binary logistic regression models revealed that the odds of CB and MAB
were low for all groups, with significant racial-ethnic differences (Table 2). Non-Hispanic white
birthing people (the reference group) are significantly more likely to have a CB and/or to have a
midwife as the primary birth attendant than all other racial-ethnic groups. Comparing pan-ethnic
groups, API births are the least likely to occur outside a hospital or have a midwife as the primary
attendant.

A second set of binary logistic regression models focuses on differences across API

subgroups, with Asian Indian as the reference category (Table 3). These models reveal that CB and



MAB vary significantly in the heterogeneous population of Asian and Pacific Islander subgroups.
CB is less common among Chinese birthing people than Asian Indians, but more common in all
other API subgroups. Among API groups, CB rates are highest for Hawaiian births, followed by
Japanese births. For MAB, Indian birthing people are the least likely to have a midwife as their
primary birth attendant, compared to all other API subgroups (Table 3). The probability of MAB is
highest for Guamanian and Japanese births, followed closely by Filipino, Samoan, other Asian, and
Hawaiian births. The results in Table 3 reveal that Asian and Pacific Islander groups are
heterogenous in their uptake of CB and MAB options. We calculated the predicted probability of
CB and MAB by racial-ethnic identity to graph these trends (Figures 1 and 2).

We also ran models that controlled for whether the birthing person was born in Asia to
consider whether a desire to acculturate in the U.S. might be a source of differences in CB and MAB
(not shown). The results suggested that Asian-born mothers have lower odds of CB and MAB than
API mothers who were born in the U.S. or another non-Asian country (e.g., Canada or the UK).
The direction of the API subgroup effects remained the same as in Table 3, with some changes in

magnitude (results available from the first author).

DISCUSSION

The findings suggest that CB and MAB births are more common in some API subgroups
than others. Given the racial and ethnic inequality in maternal outcomes, an intervention that
focuses on expanding API uptake of CB and MAB in the U.S. may help address these disparities. To
develop effective interventions that work towards these goals, one must be aware of cultural
differences among API subgroups. Anthropological research has shown, first, that most Asian
cultures are patrilineal and share some cultural beliefs about pregnancy and birth as socially isolating

conditions. For example, India, Nepal, Bangladesh, and China have traditional taboos about
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menstruation, pregnancy, birth, and the postpartum period as polluting.
Asian countries also include beliefs about beneficial and harmful foods, use of plants and herbs,
massage, and a period of postpartum confinement and rest. Parts of Asia where traditional birthways
are common tend to have low uptake of prenatal and maternity care, partly due to beliefs that
hospitals are places for sick and dying people and that obstetric interventions are harmful.”>*
However, earlier colonization and later development projects have promoted the medical model of
hospital birth as the “modern” method of birthing in parts of Asia.”® In South Korea, birth moved
from home to hospital over the last few generations.”” In China, most births in urban areas occur in
hospitals with overuse of obstetric interventions, especially for higher income mothers.””"* In
contrast, Japan has integrated a midwifery model into contemporary hospital births and also
maintains freestanding birth centers.”***

Pacific Island birthways differ substantially from Asian traditions. Pacific Island cultures
have matrilineal kinship systems that emphasize the honor and respect associated with motherhood,
the spiritual dimensions of birth, and the use of inner strength to facilitate an unmedicated vaginal
birth.?%% As a result, Pacific Island cultures have a tradition of homebirth with traditional midwives
and social support from other women in the community.”>* Previous research has found that
Pacific Islanders who gave birth in the U.S. used negative emotional language to describe their
experiences with medicalized hospital birth.” Pacific Island cultures have not embraced the medical
model to the same extent as some Asian countries. Recognizing these cultural differences is
important, since interventions to expand CB and MAB will likely be better received among groups
whose cultures and values are consistent with these models of birth.

Limitations

While the NCHS data are the best available population-level data on place of birth and birth

attendant with detailed information about racial-ethnic subgroup, there are known problems with



birth certificate data. State vital statistics offices must register all births and then transmit the birth
certificate data to NCHS, and states vary in the timing of their adoption of revised birth certificate
forms and their oversight over data collection. In CB, the birth attendant (usually a midwife) collects
the information to complete the birth certificate. In hospital births, a nurse or hospital registrar
collects the information. Data quality depends on the training of the staff completing the birth
certificate, and lean budgets since the late 1990s have reduced standards for the timeliness and
quality of data.*® Birth certificates are imperfectly correlated with medical record data, where medical
records represent the “gold standard.” Agreement between birth certificates and medical records is
“almost perfect” for delivery type (vaginal or cesarean), prior obstetric history, and Apgar score.
Agreement with medical records is “substantial” for several other variables, including gestational
age, but is only moderate for most maternal risk factors and complications of pregnancy, labor, and
delivery.” Data quality problems could lead to under-counts of risks and complications.
Additionally, we treat all out-of-hospital births as CB, but birth certificate data cannot distinguish
between planned and unplanned births outside hospitals."

Finally, the racial-ethnic identification questions on birth certificates do not distinguish all
API subgroups, combining different countries with different cultures, histories, and religious
traditions into the “other Asian” category (e.g., Thai, Vietnamese, Cambodian, Bengali, Pakistani,
and Afghani) and “other Pacific” category (e.g., Tongan, Fijian, etc.). Additionally, all self-identified

ethnic categories combine first, second, and third generation immigrants together.

CONCLUSIONS
In sum, the odds of CB and MAB are significantly lower in API births in the U.S. than in
other pan-ethnic groups, but this conceals significant variation among API subgroups. This study

used NCHS data to analyze the odds of CB and MAB among seven Asian and four Pacific Islander



subgroups: Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, Other Asian, Hawaiian,
Guamanian, Samoan, and Other Pacific Islander. Results from logistic regression models reveal that
the odds of CB are highest in Japanese and Hawaiian births and lowest in Chinese and Indian births.
The odds of a MAB are also lower in Chinese and Indian births than in all other API groups. We
discussed cultural differences in traditional birthways and degree of medicalization as possible
sources of these differences. This study documents internal variation in CB and MAB within the
pan-ethnic API classification and underscores the importance of addressing racial-ethnic disparities
in maternity care and promoting culturally sensitive approaches. Factors such as traditional birth
customs, cultural beliefs, and acculturation significantly influence the choice of maternity care
among API communities. These insights can inform culturally tailored healthcare interventions that
consider the cultural differences and values of API subgroups and promote equitable access to

evidence-based low-intervention maternity care models in the U.S.
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