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Evidence-Based
Childbirth Education:
A Key Strategy
to Improve U.S.
Childbirth Outcomes

Challenge

Low-Risk Cesarean Births

The increased use of non-medically indicated birth interventions,
such as early admission to the hospital in labor, elective inductions,
and cesarean births, has contributed to the rise of childbirth
complications and costs in the United States.

Cesarean births, which accounted for 32.2 percent of U.S.
births in 2014 [1], double the cost of vaginal birth [14],
require longer hospital stays, and place the woman at greater
risk of infection and hospital readmission [15-17]. The
indications for cesarean births include in order of frequency:
stalled labor, abnormal or indeterminate fetal heart rate
tracing, fetal malpresentation, multiple gestation, and large
babies [18].

With fewer women (and their partners) participating in evidencebased childbirth education classes, expecting parents have fewer
opportunities to learn from trained and certified instructors about
navigating the maternity-care system and optimizing their chances
of having a safe and healthy birth.

Background
Approximately four million women give birth in the United
States each year [1]. As the most common reason for inpatient
hospitalization in the United States, the costs of pregnancy and
childbearing significantly contribute to the rising costs of health
care [2, 3]. When these births involve non-medically indicated
procedures, the expenses are even greater. For example, one study
showed that early elective delivery (EED) increases the costs of
childbirth by 17.4 percent [4], largely due to the complications
that can arise from the need for subsequent interventions. Babies
that are induced before 39 weeks are at a greater risk of morbidity
and mortality, and are more susceptible to respiratory and other
problems that often require neonatal-intensive care [5].
Several factors explain the rise in elective interventions, one of which
is the increase in labor inductions, which increases the likelihood of
cesarean births for all women, especially for low-risk women [6, 7].
Between 1996 and 2007, U.S. cesarean births increased 50 percent
[8]. While cesarean deliveries are sometimes medically necessary, the
prevalence of non-medically indicated procedures creates unnecessary
risks—as well as additional costs [9, 10].
Elective-Labor Induction

Elective-labor induction occurs when neither the mother nor the
baby has a precipitating medical event that necessitates delivery
[11]. These inductions are done for many non-medical reasons
such as the convenience of the practitioner or patient [12]. Labor
induction has a rippling effect, as it interferes with the release
of the natural hormones that help a woman’s body prepare for
labor, facilitate labor’s progression, and help a woman manage
the pain of labor contractions. Disrupting this physiologic
process increases the likelihood that a woman will need
additional interventions, such as pain medication, continuous
electronic-fetal monitoring, and cesarean sections [13].

Reducing cesarean births has become a national priority, as
Healthy People 2020 has called for a 10-percent reduction in
cesarean births for low-risk women. The American College
of Obstetricians and Gynecologists, the Society for Maternal
Fetal Medicine, the American College of Nurse Midwives,
and others have called for a reduction in the rate of cesarean
births [19]. The focus of their work is particularly on a
low-risk cesarean category known as the NTSV cesarean:
Nulliparous (first time) Term (>37 weeks) Singleton (one
baby) Vertex (head down). Approximately 60 percent of
NTSV cesareans occur because of non-reassuring heartrate tracings and perceived longer labors [18]. The Joint
Commission has included NTSV cesarean rates as one of five
perinatal core measures that every hospital with more than
1,100 annual births must report. In 2016, hospitals with
more than 300 births per year will be required to report this
information [20, 21].
In addition, the Centers for Medicare and Medicaid Services’
Hospital Value-Based Purchasing Program will include elective
deliveries in its Patient-Safety domain beginning in FY17 [22].
Hospitals that do not reduce their EED rate could be financially
penalized.
Elective obstetrical practices, such as elective-labor
induction and early labor admission, influence the NTSV
cesarean birth rate [23]. Reducing the number of women
who are admitted in the latent phase of labor or who agree
to an elective-labor induction prior to 39 weeks, can lower
the risks of having a cesarean birth for low-risk women.
While more research is needed on the mechanism by
which early admission increases the incidence of cesarean
section and other interventions, the evidence to support
the outcomes is compelling [24]. Any progress made to
reduce the NTSV cesarean birth rate could have a significant
impact, as just a 17-percent reduction in U.S. cesarean
births would save $1.25 billion each year [25].
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Solution: Achieving Improved Maternity
Care Outcomes via Evidence-Based
Childbirth Education
Evidence-based childbirth education can help expecting parents
prepare for labor, understand the risks associated with elective
inductions and cesarean births, and effectively cope with early
labor at home. National initiatives to reduce elective deliveries,
early admission, and cesarean births among low-risk, first-time
pregnant women are underway, and Lamaze childbirth education
can be a key solution to improve childbirth outcomes in the
United States.
The Benefits of Evidence-Based Childbirth Education

Evidence-based childbirth education helps a woman prepare
for labor and childbirth by teaching pain-management
strategies, providing information on informed consent during
the pre-labor and labor processes, and instilling confidence
in her ability to cope with her labor. Childbirth education
helps lower a woman’s fear and anxiety regarding labor and
birth [26, 27], and has been shown to be a critical factor
in reducing EED by induction [28]. Healthy People 2020’s
developmental goal to increase the number of women who
attend childbirth classes affirms the critical role that it plays
in healthy birth outcomes [29].
The Benefits of Lamaze

Lamaze International is uniquely qualified to meet the needs
of pregnant women and their families via childbirth education
classes and resources. As the only NCCA-accredited childbirth
educator certification program in the United States, Lamaze
childbirth classes have been shown to reduce the number
of elective inductions [28], an early trigger for other labor
interventions. Lamaze’s six evidence-based Healthy Birth
Practices [30-35] are the foundation for Lamaze childbirth
education classes and have helped prevent increased harm from
routine procedures such as EED and early admission in labor.
Lamaze Certified Childbirth Educators complete a rigorous
program and exam to earn the LCCE credential. They teach
women about the physiologic process of birth, the coping
skills necessary for labor, as well as what to expect in a hospital
setting. They are on hand to help communicate complex
medical information to expecting parents. LCCE educators
also educate women on the risk of early labor admission,
elective delivery, and NTSV cesarean deliveries, as well as
encourage them to proactively discuss these topics with
their practitioners.
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Utilization

Approximately 50 percent of pregnant women attend childbirth
classes in the United States [12], leaving close to half of U.S.
women and their partners inadequately prepared for the labor
and childbirth processes. Evidence-based childbirth education
taught by certified instructors prepares women and their
partners for labor and delivery by enabling women to advocate
for themselves during labor, helping them to understand the
informed-consent process, and critically evaluating their own
need for non-medically necessary interventions.
Barriers to Utilization

There are many barriers to increasing the number of women
who utilize childbirth classes such as: 1) the financial outlay
required for the classes, 2) accessibility to classes, both in
terms of time and geography, and 3) the perception that
women already receive evidence-based care by default and do
not need to additional education on the childbirth process.
Inadequate insurance coverage for classes and the lack of
reimbursement for certified childbirth educators contribute to
these barriers. About half of the women who do take childbirth
education classes attend just one or two sessions, instead of the
recommended multi-week format [12].

These factors contribute to the socioeconomic disparities
in childbirth outcomes. Coverage for childbirth classes
under Medicaid, for example, significantly varies by state.
Currently, 27 of the 44 states surveyed by the Kaiser
Family Foundation cover childbirth education for Medicaid
recipients as part of their perinatal services [36]. Low-provider
reimbursement further limits many women’s access to
childbirth education.
Lamaze International is addressing the aforementioned
access and utilization barriers to childbirth education by
implementing new initiatives to increase the LCCE educator
workforce and offering online tools to help meet the needs
of families who are unable to attend childbirth classes. This
includes a series of infographics, blogs articles, a mobile
application, and online specialty classes (vaginal birth after
cesarean, breastfeeding, early pregnancy, etc.). These tools
are designed to reach a wide variety of women with varied
educational backgrounds and more will be available in
Spanish within the next year.
Despite efforts to educate and disseminate, evidenced-based
childbirth education continues to be underutilized.

Addressing Gaps: Action Needed
To help improve

childbirth care, stakeholders should further collaborate to identify barriers
and opportunities to increase evidence-based childbirth education access and utilization.
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