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Midwifery Data Collection: Options and Opportunities
Deborah S. Walker, CNM, DNSc, WHNP-BC, FNP-BC, Joan M. Visger, CNM, MSN, and
Amy Levi, CNM, PhD

Most midwives are aware of the need to collect clinical practice data and of its usefulness in supporting the
care they provide, which contributes to healthy outcomes for mothers and babies. For the individual midwife,
there is more than one easily accessible, standardized data collection instrument from which to choose.
However, despite these choices, in an American College of Nurse-Midwives (ACNM) Division of Research
(DOR) survey on midwifery clinical data collection (N � 263), the majority of member respondents (n �
135; 51%) reported using a self-designed data collection tool, and more than one-third did not know of the
ACNM Nurse-Midwifery Clinical Data Sets (NMCDS). On a larger scale, the midwifery profession is also
in need of an organized and consistent approach to data collection for the purpose of capturing midwifery
practice and outcomes in order to provide data to support legislation, practice, and policy changes. However,
the profession currently lacks a single common midwifery practice database. In order to facilitate data
aggregation that captures a larger view of midwifery practice at the local, regional, and national levels, it is
imperative that all midwives collect relevant data that are uniform and standardized, and that the midwifery
professional organizations move forward with the development of a common electronic database. This article
describes currently available data collection tools as well as their best uses, applications to practice, and
future directions. J Midwifery Womens Health 2008;53:421–429 © 2008 by the American College of
Nurse-Midwives.
keywords: midwifery care, nursing, nurse-midwife, data collection, benchmarking, Optimality Index,

dataset, health outcomes, data collection, clinical practice, statistics
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NTRODUCTION

ollecting clinical data is necessary for the survival of
idwifery practice. Without data documenting care prac-

ices and outcomes, the effects of midwifery care are
lmost invisible. Invisibility leads to individual practices
eing increasingly vulnerable to practice closures, de-
reased access for women seeking care, and, on a larger
cale, a limited ability of midwives to have a voice in
ealth care policy and legislative activities. The collec-
ion and evaluation of clinical practice data can also
ssist with the identification of patient care errors and
uality management. The Institute of Medicine (IOM)
eport on nursing and patient safety1 reinforces the
mportance of quality management and monitoring
hrough clinical practice data collection for health care
nstitutions and providers to reduce errors in patient care.

Many midwives do document clinical practice data in
ne form or another. While this may be supportive of
ndividual practices, the variety of data collection tools
sed and the lack of common electronic databases make
t extremely difficult to combine these data to demon-
trate local, regional, or national midwifery care and
utcomes. There is an urgent need for more midwives to
se uniform, standardized tools. The good news is that
here are standardized data collection tools available, and
idwives do not need to start from scratch. In fact, it is

referable that midwives not use self-designed tools
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NP-BC, FACNM, Wayne State University, College of Nursing and
o
chool of Medicine, OB/GYN, 5557 Cass Ave., Rm. 248, Detroit, MI
8202. E-mail: dswalker@wayne.edu

ournal of Midwifery & Women’s Health • www.jmwh.org

2008 by the American College of Nurse-Midwives
ssued by Elsevier Inc.
ecause there are serious limitations inherent in this
pproach. These limitations include non-comparability of
ata and the inability to use data collected for profes-
ional initiatives, such as the American College of
urse-Midwives (ACNM) Benchmarking Project, which

equires specific data elements. Data collected using
tandardized tools would allow for aggregation and
nalyses to support midwifery care. The purpose of this
rticle is to describe available data collection tools, their
est uses, applications to practice, and future directions
or midwifery data collection.

TRUCTURE, PROCESS, AND OUTCOMES OF
IDWIFERY CARE

lthough the measurement of midwifery patient out-
omes is usually relegated to the traditional foci of obstet-
ical care outcomes—complications, morbidity, and mor-
ality—there are unrealized opportunities for improving
are and patient safety through the documentation of the
tructure and process of care.2 The structure and process
f midwifery care are important to document in order to
lluminate the unique features of midwifery care that
ontribute to healthy outcomes for women and babies.
reener3 adapted Donabedian’s4 quality health care as-

essment framework to describe the structure, process,
nd outcomes of midwifery care in the development of
he ACNM Intrapartum Minimum Data Set.

According to Greener,3 the structure of midwifery care
efers to the characteristics of the providers of care, their
ork requirements and resources, and the physical and
rganizational practice settings. The structure of care is

ften determined by the professional and institutional
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tandards that provide the basis for how care is delivered,
nd the parameters for acceptable and unacceptable
ractices. For example, monitoring fetal well-being dur-
ng labor by auscultation of the fetal heart rate is standard
n most settings and an example of the structure of care.
ecause they are concrete and recognizable, the identi-
cation and assessment of the structures of care are part
f a clearly delineated process.
Greener3 describes the process of midwifery care as

he activities that go on within and between midwives
nd clients. These processes are influenced by the way
he philosophy or perspective of the caregiver influences
he care provided.3 The processes of care are more
lusive and idiosyncratic. For example, whether an elec-
ronic fetal monitor, handheld Doppler device, or feto-
cope is used can be influenced by the provider’s
hilosophy or perspective. In order to assess the impact
f the monitoring modality on newborn outcome, a tool
s needed that identifies this specific structure of care.
imilarly, we need to be able to identify other processes

hat vary among providers so that we capture elements
hat can affect outcomes but that would not otherwise be
easured.
The ACNM Division of Research (DOR) has contin-

ed to build upon the work of Greener and has developed
minimum data sets—one each for antepartum, intra-

artum, and women’s health care—that document the
tructure, process, and outcomes of midwifery care.
urprisingly, many clinically active midwives are not
ware of these or other data collection tools available for
heir use. While an increasing number of choices for
linical practice data collection currently exist, deciding
mong them can be time consuming and confusing. For
xample, some of the midwifery data collection tools are
ore appropriate for research use, while others are more

linically focused.

IDWIFERY CLINICAL PRACTICE DATA SURVEY

eveloping a systematic approach to midwifery data
ollection for the ACNM membership is a priority of the
CNM DOR. Toward that goal, the DOR conducted a

urvey that assessed ACNM members’ midwifery clini-
al data collection methods. Members were invited to

eborah S. Walker, CNM, DNSc, WHNP-BC, FNP-BC, FACNM, is an
ssociate professor at Wayne State University College of Nursing and
chool of Medicine, OB/GYN, Detroit, MI and the graduate program
irector for the Nurse-Midwife and Women’s Health Nurse Practitioner
pecialties. She is a member of the ACNM Division of Research (DOR),
ast chair of the ACNM DOR Data and Information Management Section
nd chair of the Directors of Midwifery Education (DOME).

oan M. Visger, CNM, MSN, is a doctoral student at Wayne State
niversity College of Nursing in Detroit, MI.

my Levi, CNM, PhD, FACNM, is an associate clinical professor at the
niversity of California, San Francisco and Interim Director, Nurse-

idwifery Education Program. Dr. Levi is the current Chair of the ACNM
ivision of Research. a
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articipate through an announcement published in the
CNM national newsletter “Quickening” and in an

-mail sent to members of the Service Directors Network
now Midwifery Business Network) and Directors of

idwifery Education (DOME). Included with the invi-
ation were instructions on taking the survey and the
urvey’s Web address.

A total of 263 members completed the Web-based
urvey, and their responses are shown in Table 1.

embers reported using a wide variety of data collection
ystems, with the majority reporting that they used a
elf-designed paper log or computerized system (n �
35; 51%), followed by those reporting use of the
CNM Birth Log (n � 97; 37%). Unfortunately, 36.5%

n � 96) of respondents did not know about the ACNM
inimum Data Sets, and only 19.1% (n � 50) of those

esponding reported participating in the ACNM Bench-
arking program.
Members’ responses to the question, “What would be

he most helpful to you in collecting midwifery clinical
ata?” were grouped into common categories and are
ound in Table 2. Many respondents reported that a
ystem that works on a personal digital assistant (PDA)
ould be helpful. However, when specifically asked

bout PDA use for clinical practice data collection, most
espondents (n � 223; 85%) did not use one. PDA users
eported that the operating system used most often was
he Palm (n � 61; 23%; Palm, Inc., Sunnyvale, CA). Not
urprisingly, the biggest barrier reported by participants
n collecting midwifery clinical data was time.

In the ACNM DOR survey sample, most midwives
ollected clinical practice data in some form, including
elf-designed systems, ACNM paper-based Birth Logs,
ore sophisticated software programs, or Web-based

orms. Paper-based logs, including the ACNM Mid-

Table 1. Midwifery Clinical Data Collection Survey: Selected
Responses (N � 263)

Variable N (%)*

ype of data collection software or program used:
ACNM Birth Log 97 (36.8)
BirthWrite 18 (6.8)
Gravidata 14 (5.3)
Self-designed birth log 74 (28.1)
Self-designed computer data collection system 61 (23.2)
Other 35 (13.3)
No data are collected 17 (6.5)
Institutional data collection system 33 (12.5)

hich of the ACNM Minimum Data Sets do you use?
Antepartum 72 (27.4)
Intrapartum 116 (44.1)
None 47 (17.9)
I don’t know what these are 96 (36.5)

CNM � American College of Nurse-Midwives.

Percentages total greater than 100 because respondents could choose multiple

nswers.
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ife’s Birth Log, were the primary source of data
ollection for many years and continue to be used by
any midwives in practice today. However, this method

oes not afford the practice or the individual midwife the
pportunity to capture the structure and processes of
mportance to midwifery care or to easily generate
tatistical reports. In order for the data to be analyzed,
hey must first be entered into a software program. Data
ntry, especially when the Birth Logs contain multiple
ears worth of data, can be extremely time-consuming
nd subject to error.

An additional data source is the hospital or institu-
ional birth log. The institutional birth log is usually in
aper form and contains demographic and outcome data
ertaining to each birth for both mother and newborn. It
s an important source of data for research and quality
mprovement studies. Many facilities are adapting their
irth log to a computerized format to facilitate data
nalysis and outcomes reporting.

In the next sections, midwifery data collection tools
nd sources are described. Although one single tool
annot meet every need, midwives are encouraged to
valuate and choose a standardized instrument and are
iscouraged from using self-designed tools. In either
ase, it is extremely important to use data elements that
re standardized. A summary of the instruments dis-
ussed in this paper can be found in Table 3.

ATA COLLECTION INSTRUMENTS AND METHODS

CNM Nurse-Midwifery Clinical Data Sets

arly efforts to systematically evaluate the health care
elivery of certified nurse-midwives (CNMs) began with
he comparison of statistical summaries of maternal and
ewborn care processes and outcomes.5,6 With the for-
ation of the ACNM DOR in 1988 and 1989, the

Table 2. ACNM Members’ Responses to “What Would Be the Most
Helpful to You in Collecting Midwifery Clinical Data?”
(N � 263)

Standardized format, computerized, and portable
Personal digital assistant, linked to the internet
Ability to compare with other practices’ data
Web-based tool
Easy to use (input data and generate reports), implement, and store
data
Ability to produce meaningful reports
Designated data entry person
Access to the system from labor and delivery departments
Linked to definitions of the data elements
Orderly and concise
Allows for some customization for situations/conditions which may not
fit preset criteria
Able to be completed quickly

CNM � American College of Nurse-Midwives.
linical Research Committee proposed as its first priority s

ournal of Midwifery & Women’s Health • www.jmwh.org
standardized, uniform method of collecting prospective
ata that described and assessed the quality of nurse-
idwifery practice.6 The goal of this forward-thinking

roup was to facilitate uniform midwifery practice data
ollection that could be used to describe, compare, and
ssess the quality of midwifery care.3 The Intrapartum
urse-Midwifery Minimum Data Set was completed in

ate 19893 and became available to practitioners in 1990.
The ACNM DOR currently offers two 1-page data

ollection tools, which are available on the ACNM Web
ite. The ACNM Data Sets assess the structure, process,
nd outcome of antepartum care and intrapartum care
including postpartum and newborn care). While not
vailable on the Web site yet, Farley et al.7 recently pilot
ested and validated the Women’s Health Care Minimum
ata Set.
The Nurse-Midwifery Clinical Data Sets (NMCDS)

ave been shown to be valid for the purpose of quality
ssessment data analysis through the use of specific
nstrument development and field-testing procedures.3

uring the 16 years since their development, these data
ets have been used by midwifery researchers in several
ajor studies.8–11 In addition, they continue to be used

y some midwifery practices to collect their clinical care
ractice statistics. Researchers and clinical practitioners
ave adapted the data collection tools to meet their needs.
racticing midwives and researchers have voiced con-
erns about the length and repetition of the NMCDS, the
verlap with other data collection tools, and the lack of
niformity and standardization when the data set is
dapted by many users.

ravidata

lthough no longer supported or available for purchase,
he ACNM software package for midwifery clinical data
ollection, Gravidata, was still used by some participants
n the DOR survey (n�14; 5.3%). This software package
as a DOS-based data collection tool that was specifi-

ally designed to record a variety of data elements
ertinent to midwifery practice based on the NMCDS. In
rder to analyze the data that were collected, users had to
onvert the information into a statistical analysis pack-
ge. EpiInfo, freeware developed by the Centers for
isease Control and Prevention (CDC), was the sug-
ested statistics package.12

Continued maintenance of the Gravidata program soft-
are, including updates and user support, eventually ex-

eeded the resources available for the project. ACNM’s
iscontinuation of support for Gravidata in 199513 coin-
ided with the increase in user-friendly data management
oftware packages such as Excel and Access (Microsoft,
edmond, WA) that are easily modified to allow both
ata collection and statistical manipulation of clinical
nformation. The use of these systems can result in

elf-designed data collection tools and provide the op-
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ortunity for midwives to customize data elements and
eport writing to suit their specific needs, but they limit
he aggregation of midwifery-specific data sets across
ractices.14

ptimality Index–US

he Optimality Index–US (OI-US) is a 54-item instru-

Table 3. Midwifery Data Collection Instruments

Instrument Source

ntepartum Care
Minimum Data Set

www.acnm.org/siteFiles/
publications/dataset-ante-
partum.pdf

De

ntrapartum Care
Minimum Data Set

www.acnm.org/siteFiles/
publications/dataset-intra-
partum.pdf

De

ell-Woman Care
Minimum Data Set

Farley CL, et al. Women’s Health
Care Minimum Data Set: Pilot
test and validation for use in
clinical practice. J Midwifery
Womens Health 2006;51:493–
501.

De

ptimality Index–US Murphy PA, Fullerton JT.
Measuring outcomes of
midwifery care: Development
of an instrument to assess
optimality. J Midwifery
Womens Health 2001;46:274–
84, or www.acnm.org/about.
cfm?id�255

Pe

merican College of
Nurse-Midwives (ACNM)
Benchmarking Project

www.midwife.org/
benchmarking.cfm

In

idwives Alliance of North
America (MANA)
Statistics Project Data
Collection Form 2.0

www.manastats.org/
mana.cgi?p�docs

Hi

merican Association of
Birth Centers (AABC)
Uniform Data Set 3.5*

www.birthcenters.org/data-
collection/features.php

In

P � antepartum; GYN � gynecology; ID � identification; IP � intrapartum; N/A

Survey has 111 items for women attempting a VBAC.
ent that assesses perinatal processes and outcomes. (

24
ccording to Kennedy,15 optimality is “the maximal
erinatal outcome with minimal intervention placed
gainst the dynamic context of the woman’s social,
edical, and obstetric history.” Murphy and Fullerton16

eveloped the OI-US based on an instrument developed
y Prechtl17 and adapted by Weigers et al.18

The OI-US consists of two parts: the Optimality Index

c(s)/Data Elements No. of Items Inter-Rater Reliability

hic and personal
tion, history/risk

, gestation at entry, no.
s, missed
tments, weight gain,
ng procedures,
ncy complications,
re from practice, and

ional topics

23 N/A

hic and personal
tion, history,

rtum risk factors, labor
livery data, immediate
ivery data (first 24
including newborn

40 N/A

hic and personal
tion, provider type,
PE, laboratory data,

ment, management,
utics, and education

23 N/A

Background Index (PBI)
timality Index (OI)

54 Inter-rater reliability �
.80–.90; intra-rater
reliability � 92.7%
mean percent
agreement (89.1–
97.8%)

birth outcomes, perineal
es, infant information,
eeding and postpartum
aternal age, cost
es, birth site, resource
ion, length of stay,
e measures,
imary care, quality
ement and practice ID

60 N/A

d personal information,
pregnancy, birth data,
omplications, third
newborn, and
rtum (6 weeks)

150 N/A

Visit, AP course, IP
postpartum follow-up,

and practice
strative data

99 N/A

vailable; PE � physical exam; VBAC � vaginal birth after cesarean.
Topi

mograp
informa
factors
of visit
appoin
screeni
pregna
departu
educat
mograp
informa
antepa
and de
postdel
hours),
data
mograp
informa
history,
assess
therape

rinatal
and Op

cludes
outcom
breastf
care, m
measur
utilizat
practic
GYN/pr
manag
data
story an
current
labor, c
stage,
postpa

itial OB
course,
VBAC,
admini

� not a
OI) and the Perinatal Background Index (PBI). The OI
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http://www.acnm.org/about.cfm?id=255
http://www.midwife.org/benchmarking.cfm
http://www.midwife.org/benchmarking.cfm
https://www.manastats.org/mana.cgi?p=docs
https://www.manastats.org/mana.cgi?p=docs
http://www.birthcenters.org/data-collection/features.php
http://www.birthcenters.org/data-collection/features.php


c
r
d
s
a
p
c
c
t
t

T
B

B
p
s
p
b
c
i
n
d
p
o

s
s
o
f
t
a
p
3
k
f
t

i
p
a
p
w
i
w
b
a
p
t
M
o
p
f
m

t

b
t
w
a
P
t
p
p
t
A
n
p
p
t
p
e
p
i
i
f

M

T
S
R
a
c
p
p
m
w
i
t

f
a
f
w
h
H
i
b
t
s
d

m
t
b
c
t
b
f
t

J

onsists of 40 items in four domains: pregnancy, partu-
ition, neonatal condition, and maternal postpartum con-
ition.19 The PBI consists of 14 items that focus on
ociodemographic data.19 The OI-US is neither a risk
ssessment nor a benchmarking tool, but it can be used in
eer review and quality assurance programs. Researchers
an use the OI-US to explore the relationships between
are practices and outcomes as well as practices unique
o midwifery. Guidelines for OI-US coding and instruc-
ions are available on the Web site noted in Table 3.

he American College of Nurse-Midwives
enchmarking Project

enchmarking is a performance measurement and im-
rovement process. It is not a research activity, but like
ome research methods, it relies on midwives collecting
ractice data using a collection tool. The focus of
enchmarking is the identification of the operational and
linical practices that lead to the best outcomes, includ-
ng increased customer satisfaction, increased effective-
ess, and increased efficiency.23 Tillet and Summers24

efine benchmarking as the “process of comparing one’s
ractice to others in the field to identify the clinical and
perational practices that lead to the best outcomes.”
Benchmarking can be accomplished with profiles,

corecards, and report cards,25 and allows for compari-
ons of key quality characteristics. There are four types
f measures frequently used in benchmarking: clinical,
unctional, cost, and satisfaction measures. Some advan-
ages of participating in benchmarking projects are: 1) the
voidance of reinventing what already exists in another
ractice; 2) ongoing measurement and analysis of quality;
) building awareness of current capability versus best-
nown capability; 4) encouragement of people to move
rom position of inertia to action; and 5) creation of
ension for change.26

The ACNM Benchmarking Project’s purpose is to
mprove and maintain the quality of midwifery care
rovided to women and children by promoting member
wareness of best practices. An important feature of this
roject is that midwives are compared with other mid-
ives instead of with other types of health care providers

n order to more accurately assess quality within mid-
ifery practice. The creation of a midwifery-focused
enchmarking tool by the ACNM Division of Standards
nd Practices (DOSP) was motivated by the fact that the
roductivity standards put forth by administrators did not
ake into account the midwifery scope of practice.23

idwives can contact the staff in the ACNM Department
f Professional Services who will direct them to the “best
ractice” for the area needing improvement, thereby
acilitating the adoption of that “best practice” into their
idwifery care.
In 2005, the ACNM Benchmarking Project transi-
ioned from a volunteer-run program to one administered a

ournal of Midwifery & Women’s Health • www.jmwh.org
y staff in the ACNM national office with support from
he DOSP Quality Management Section.24 Only mid-
ifery practices that are providing full-scope intrapartum

nd antepartum midwifery care are eligible to participate.
ractices do not need to collect their data electronically

o participate and do not collect data on every indicator to
articipate. Standardized definitions are included in the
roject information packet. Aggregate practice data for
he previous 1-year time period are entered using an
CNM online survey during several weeks early in the
ext year, usually February to the end of March. The
ractice data are kept confidential, and data on individual
ractices’ statistics are known only to the project direc-
or.24 The annual summaries provided to participating
ractices, usually by the end of May, include a report on
ach quality indicator’s range as well as 25th and 90th
ercentiles.23 At this time, there is no charge for partic-
pating in the ACNM Benchmarking Project. Additional
nformation on the ACNM Benchmarking Project can be
ound in Table 3.

idwives Alliance of North America Statistics Project

he Midwives Alliance of North America (MANA)
tatistics Project,21 developed by the MANA Division of
esearch, contains 150 items designed to collect data on
ll birth sites, with special attention to the unique
haracteristics of out-of-hospital births and associated
erinatal care and outcomes, such as data about trans-
orts. The MANA data set focuses on births attended by
idwives and is intended to support research on mid-
ifery practice and normal birth, with the goal of

mproving the care of women and babies and increasing
he choices available to child-bearing families.

MANA midwives have been collecting their statistics
or research purposes for many years, first in paper form
nd now with the additional option of the Web-based
ormat. In fact, data from a previous version of this tool
ere used in a recently published study of planned
omebirths.21 The Statistics Project Web site, created by
arris-Braun Enterprises and Bruce Ackerman, launched

n November 2004.22 With the introduction of the Web-
ased system, MANA began using an ongoing prospec-
ive collection model for all contributors and introduced
everal innovative measures to ensure completeness of
ata entry.
The MANA Division of Research recently finished a
ultiyear evaluation and major revision of the current

ool and expects to launch the revised tool (version 3.0)
y the end of 2008. The goals of this revision include
omparability with other data sets, increased sophistica-
ion of error checking and form branching, and usability
y all types of midwifery practice. In addition, items
rom the OI-US are being incorporated. There is no cost
o participate. The MANA statistics collection Web page

ddress and other information can be found in Table 3.
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merican Association of Birth Centers Uniform Data Set

eveloped by birth center professionals, the American
ssociation of Birth Centers (AABC) Uniform Data Set

UDS)20 is a paper and Web-based database program that
rovides an administrative tool for uniform data collec-
ion of outcome and utilization data. It contains 99 items
111 items if vaginal birth after cesarean section [VBAC]
ata are collected). The UDS focuses on data collection
bout normal birth, on all types of birth sites (birth
enter, home, and hospital), and with all providers. The
ABC’s UDS was first designed more than 10 years ago
y AABC members, led by Debra Jackson of the San
iego Birth Center Study. The original UDS was based
n the CDC’s EpiInfo data system. In 2004, a total
verhaul of the UDS was begun to convert it to an online
ata registry, make it more user-friendly, and improve
he reporting features of the program. In the summer of
006, beta-testing of the UDS was conducted with a
o-live date of January 2007. The latest version (version
.5) includes additional data fields and reports, as well as
n embedded data dictionary. Custom fields and custom
eports functions were also added. The custom fields
llow each user to collect practice-specific data that are
ot included in the overall data set. The custom reports
unction allows users to query their own data to answer
pecific questions. Items from the OI-US are being
ncorporated into the AABC UDS. The AABC UDS is
riced on an annual subscription basis (regular price,
299; AABC member price, $199; AABC birth center
nd institutional members, free). See Table 3 for more
nformation on the AABC UDS.

THER SOURCES OF MIDWIFERY DATA

idwifery care and outcomes are recorded in at least two
ther standardized institutional data collection systems:
ospital administrative data systems and birth registra-
ion. Data collection in an institutional setting often is
nitiated with the registration process. Demographic data,
ethod of payment, and provider information are ob-

ained at this time. The Uniform Hospital Discharge
ummary (UHDDS) contains the universal data elements
or demographics and practitioner identity prescribed by

edicare.27 No data field is provided for birth attendant,
nly “attending physician” and “principal surgeon,”27

nd local legal interpretation determines who qualifies as
n “attending physician.”

Although the most common form of quality assess-
ent used in health care research is the retrospective

eview of the medical record, several limitations inherent
n this process should be noted.6 The medical record
ften lacks detail regarding the important elements of
ealth care; terms often have multiple, varied definitions;
nd recording practices may vary between settings and
nstitutions.6 Unfortunately, many clinical practices im-

ortant to midwives and demonstrating the unique as- f

26
ects of midwifery care are not documented in the
nstitutional medical record.

Once a patient has been discharged, members of the
edical record department convert the record into a

omputer-readable form, merging it with billing infor-
ation using standardized codes. The International Clas-

ification of Diseases (ICD) consists of 28,000 conditions
nd 7500 procedures, each with their own code. Mid-
ifery practice is not a good fit with the ICD coding

ystem because many outcomes of encounters with
idwives cannot by classified by disease states. Rules for
hat data can be coded are set by the American Hospital
ssociation.27 The professional organization of the med-

cal record coders is the American Health Information
anagement Association, which mandates that only

hysician-supplied documentation can be used for cod-
ng.28 Clinician identification determines reimbursement
nd who gets credit for the work. Hospital billing data is
ased on coded diagnoses and procedures obtained from
he ICD and charges. Charges (each with their own code)
an be used as surrogate for clinical data because they
an be tracked to patient, services, and “attending”
hysician.27 Hospital record information and standard-
zed coding schemes do not reflect all aspects of mid-
ifery care, because they are based on the medical model
f diagnosis and treatment of disease. Therefore, data are
ot readily available to practices and administrators that
ccurately portray midwifery practice processes and
utcomes. Midwives need to document all aspects of the
are they provide. Documentation tools and/or billing
odes that reflect the care that midwives provide are
ritical in assisting with more complete data collection.

irth Certificate Data

irth certificate data are foundations of population-based
lanning and are used to implement and evaluate health
rograms at the national, state, and local levels. With the
989 revision of the birth certificate reporting form, it
ecame easier to distinguish CNMs from other birth
roviders by the addition of a specific check box for
NM birth attendants. This addition, while a step in the

ight direction, did not overcome all of the difficulties in
orrectly identifying the birth attendant. According to the
DC’s National Vital Statistics Report,29 birth certificate
ata should be considered lower estimates than the actual
umber of midwife-attended births because of under-report-
ng of midwife-attended births. In addition, birth certificate
ata often do not accurately capture the planned place of
irth. While the US Standard Certificate of Live Birth
ppropriately allows for planning status, many states
ave not adopted this standard. Therefore, the actual
umber of planned, attended homebirths is not accurately
ortrayed in birth certificate data.
It is imperative that all midwives take responsibility
or the accurate reporting and quality of information on
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irth certificates. Eight recommendations described by
alker, Schmunk, and Summers30 assist in ensuring that
idwife-attended births are represented as accurately as

ossible in important vital statistic data. Further research
s needed to more broadly explore the accuracy of
idwife-attended births in birth certificate data.

regnancy Risk Assessment Monitoring Systems

he Pregnancy Risk Assessment Monitoring System
PRAMS) is a population-based surveillance project of
he CDC and state health departments. PRAMS col-
ects data on maternal attitudes and experiences be-
ore, during, and shortly after pregnancy.31 It was first
nitiated in 1987 to explore maternal behaviors that
ay contribute to adverse infant outcomes, such as

ow birth weight, infant mortality and morbidity, and
aternal morbidity.31

The PRAMS sample of women comes from recent
irth data obtained from the participating state’s birth
ertificates. Because of this link to birth certificate
ata, PRAMS data can be used by midwives to obtain
nformation on midwife clients. The link between
RAMS and the birth certificate underscores the im-
ortance for accurate reporting of all midwife-attended
irths.

UTURE DIRECTIONS

here are a number of options for the collection of
idwifery practice data. In the absence of a universal

lectronic data collection system, it is essential that when
ollecting their clinical data, midwives include data
lements with documented definitions, such as those in
he ACNM NMCDS, AABC UDS, or MANA Statistics
roject. Midwifery practices must also be mindful of
ealth Insurance Portability and Accountability Act

ules and the need for permission to be received from
uman subjects.
While midwifery practice directors acknowledge the

mportance of data collection, there are few published
eports of how data assist in practice management and
ongevity. However, anecdotal reports that confirm the
eed for midwifery practice directors to have access to
linical data on costs as well as outcomes are plentiful.
he publication of practice data is important, and
eveloping a venue for this to occur is an important
rofessional priority. By sharing practice data and
nalyses, we would be able to move the profession
orward by identifying and then emulating best prac-
ices, learning from the challenges identified by others
long the way. It is critically important that more
idwives and practices participate in the ACNM
enchmarking Project.
As a profession, there is an urgent need to raise
idwifery practice data collection and analyses to the
ext level by developing an electronic, uniform, stan- c

ournal of Midwifery & Women’s Health • www.jmwh.org
ardized database. In the ACNM DOR survey, more than
ne-third of respondents reported using a paper-based
irth log. While the intent is good, data collected using
aper-based forms makes statistical analysis difficult and
ime-consuming. Many midwives are diligent and de-
oted data collectors but become overwhelmed with the
hought of analyses. In fact, there are anecdotal reports of
idwives with piles of paper-based logs in dusty garages

nd damp basements. Using computer-based electronic
ystems would simplify analyses, facilitate partnerships
etween practicing midwives and students (such as those
ursuing the clinical doctorate and in need of data for
cholarly projects), and provide support to the profession
y having easily accessible data available for legislative
nd policy initiatives.

Along with the midwifery data collection options
resented here, commercial vendors, such as Medatrax
Four-D Software, Elkton, TN), are beginning to develop
linical data collection software for practicing midwives
along with student software). Using commercially avail-
ble data management software, such as Excel (Mi-
rosoft) is a viable option, especially if the NMCDS is
sed as a basis for the data elements. Excel files can also be
asily exported to statistical packages for data analysis. One
omputer-savvy CNM has also developed a software ver-
ion of the benchmarking tool that is available online.32 As
tated earlier, administrative data systems have their own
nherent problems, and although they may be used by
idwives for some data and outcomes, they do not

ontain variables that highlight the unique qualities of
idwifery practice.
As midwives examine their data collection options, it

s crucial that we move forward with an organized
pproach to data collection. Standardized data collection
nd data definitions are essential for the profession of
idwifery and for the families midwives serve, in order

o have a variety of data that are inter-related. Many
tudents in midwifery education programs are entering
heir clinical data electronically33 using Web-based sys-
ems and/or PDAs. This new generation of midwives will
ave the experience and knowledge to efficiently collect
linical practice data. They can make important contri-
utions to established midwifery practices by assisting
hem in improving their data collection. The time has
rrived for midwifery organizations to join together in
eveloping a national midwifery database with a Web-
ased data collection interface that could be aggregated
o capture a national snapshot of midwifery practice for
olicy makers as well as available to each practice for
heir own statistics.

Without documentation of the important work that
idwives do and without data representing care practices

nd outcomes, midwives will not be able to realize their
ull potential for assisting women and families. Mid-
ives will continue to be under-represented in health
are policies and at key policy meetings. The lack of
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linical data can make midwifery practices vulnerable, at
isk of closure, and subject to political decisions and
hims. When midwifery practices close, women and

amilies, especially those from vulnerable groups, have
ewer care choices and less access to care. But when
idwives join together, we all win.

We gratefully acknowledge funding from the Harriet Werley Scholar Award,
Wayne State University College of Nursing, for partial support of this
project.
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