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Several years after the WHO International Conference in Fortaleza, Brazil
made evidence based recommendations for all countries (including Japan) on
appropriate technology during birth (see appendix A), and after another WHO
International Conference in Trieste, Italy made evidence based recommendations for all
countries on appropriate technology following birth (see appendix B), WHO held
another meeting and produced “Care in Normal Birth”. These 59 newer WHO
recommendations on care during birth, which build on and expand the earlier WHO
recommendations, also are based on the best scientific evidence, also are meant for
every country in the world, including Japan and have been translated into Japanese.
(give reference here for Japanese article “59 WHO---)

Using these WHO recommendations, significant progress has been made in
recent years in many parts of the industrialized world to move toward evidence based
medicine in maternity care. Because there has always been large numbers of strong,
independent wmidwives in Western Europe, the WHO recommendations have been
used widely there to improve maternity services. For example, German midwives joined
with women’s groups, scientists and journalists to expand choices for out-of-hospital
birth as recommended by WHO, Ten years ago there was one out-of-hospital birth house
with midwives in Germany, today there are sixty. The number of planned home
births is steadily rising in Germany, England, Denmark and other countries and in the
Netherlands, planned home birth remains at around 30 %,

The trend in Europe, as recommended by WHO, is to more independent
midwives, trained without previous nursing fraining, working in the community.
Midwives working in hospitals are gaining ground in practicing true midwifery rather
than serving only as doctor’s assistants. As a result, there is a decreasing gap between
the scientific evidence and hospital birth practices in Europe with, as only one
example, far less unnecessary episiotomy--now approaching 20 % of all births in many
places as recommended by WHO. Rooming-in of all normal newborn infants in their
mothers’ room, as recommended by WHO, is now available everywhere in Western
Europe and newborn nurseries for healthy newborns are fast disappearing. Because
shaving women and giving them enemas during labor are now known to be against
scientific evidence, WHO strongly recommends against them and they are a thing of the
past in Europe. Science also has shown that putting a woman flat on her back with her
feet up in stirrups during labor is the most dangerous position for birth and so WHO

strongly recommends against it and it is still done in only a few places in Europe.
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One hundred years ago doctors in the U.S. wanted to control all births and have
them for their own profit so they labeled midwives as witches and drove them out.
When midwives attempted to return in the U.S. 40 years ago, the doctors only allowed
midwives to return if they were first trained as nurses because nurses take orders from
doctors and are controlled by doctors while midwives who are not first trained as nurses
are independent and do not take orders from doctors. So nurse-midwifery started in
the U.S. and still exists today although it is gradually being replaced by independent
midwives without nurse training. Indeed all countries which in the past trained some
of their midwives first as nurses are gradually replacing nurse-midwives with
non-nurse midwives. In the U.S., obstetricians are still trying to manage all births,
including normal births, because of their wish to control maternity care and because
this is often still an important source of their income. Because the U.S. has not had a
large, strong, independent group of midwives, there has been no counterbalance to the
tendency of obstetricians to extreme forms of medicalization of birth leading to the bad
situation found today in American maternity care. Between 1990 and 2000, the rate of
induction of labour with powerful, dangerous drugs increased in the U.S. from 10 % to
20 % of all births and during this same ten years the number of births occurring
Monday through Friday also increased, proving that the dangerous induction, while
very risky for both woman and baby, was done for the convenience of the doctors.

( www.cdc.gov/nchs/birth )

Caesarean section is also increasing again in the U.S., now approaching 25% of
all birth, which is at least double what it should be according to WHO and the scientific
evidence. Because elective induction for non-medical reasons such as convenience,
epidural block for normal labor pain and elective (non-emergency) caesarean section all
have increased risk that the woman will die at the time of birth, the maternal mortality
rate in the U.S. has been steadily rising the past 15 years. There are now 14 countries
loosing fewer women around the time of birth than the U.S. and 25 countries loosing
fewer babies than the US.

Onte hundred years later in the new millenium, U.S. obstetricians are still
trying to label midwives as witches and again trying to marginalize them and maintain
their control all maternity services. But American midwives are growing in number as
women learn the truth about the dangers of doctor-attended birth with all the
unnecessary, dangerous obstetric interventions. American women are angry at the
way they are treated by obstetricians and over 70 % of all U.S. cbstetricians have been
sued one or more times by families, a rate of litigation far above any other medical

speclalty. No one should wish to copy the U.S. maternity care system.
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[n 1996, JICA started “Project Luz” in Brazil. The goal of Project Luz was to
promote humanized maternity care leading to healthy birthing. Humanized maternity
care includes: 1) care which is fulfilling and empowering both to women and to their
care providers; 2) care which promotes the active participation and decision making of
women in all aspects of their own care. 3) care provided by non-physicians and
physicians working together in harmony as equals. 4) care which is evidence based
including evidence based technology use &) care in a decentralized system of
birth attendants and institutions with high priority to community based primary care
6) care with cost benefit analysis for financial feasibility.

Humanized birth means understanding the woman giving birth is a human
being, not a machine and not just a container for making babies. Showing
women---half of all people---that they are inferior and inadequate by taking away their
power to give birth is a tragedy for all society. On the other hand, respecting the
woman as an important and valuable human being and making certain the woman’s
experience while giving birth is fulfilling and empowering is not just a nice extra, it is
absolutely essential as it makes the woman strong and therefore makes society strong.

Why is medicalized birth necessarily dehumanizing? In medicalized birth the
doctor is always in control while the key element in humanized birth is the woman in
control of her own birthing and whatever happens to her. No patient has ever been in
complete control in the hospital---if a patient disagrees with the hospital management
and has failed in attempts to negotiate the care, her only option is to leave the hospital.
When doctors give women choice about certain maternity care procedures, the doctors
are not giving up control since doctors decide what choices women will be given and
doctors still have the power to decide whether or not they will acquiesce to a woman’s
choice.

An increasing number of obstetricians in many countries are now understanding
the importance of evidence based medicine and the need to humanize birth.

Project Luz was very successful in bringing more humanized birth to Brazl.
The Project culminated in an international conference “Humanization of Birth”, held in
Fortaleza, Brazil in November 2000 on the fifteenth anniversary of the first WHO
Conference in Fortaleza. There were 2000 participants from over 25 countries,
including a large group from Japan, and including a large group of obstetricians from
many countries. The conference strongly endorsed the six principles of humanized
birth (see above). A global movement---an international wave of humanized birth has
started traveling around the world—giving birth back to the woman, family and

community.
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Birth in Japan in 2001

The people of Japan can be justly proud of having one of the lowest infant
mortality rates in the world. Unfortunately Japanese obstetricians have tried to take
credit for this by telling the public that it is their newer, high technology obstetric
interventicns which have saved so many babies lives. The truth is that scientific
analysis of the improved infant mortality shows that by far the greatest cause of fewer
babies dying is not medical advances but social advances. (see Chapter 3) Japan
looses the fewest babies because Japan has eliminated poverty, improved the housing
and nutrition of families, and most importantly, Japanese couples are using family
planming to reduce the number of women with large numbers of pregnancies and reduce
the number of very young and very old women having babies, Furthermore, the
smaller contribution of medical care to lowering infant mortality is because of basic
medical advances such as antibiotics and safe blood transfusion, not because of high
technology obstetrics, [t is misleading and false to use “safety” as a justification for
having all births in hospitals and for using high technology obstetrics on all pregnant
and birthing women rather than on selected cases with serious complications.

In July 2001, while in Tokyo, I met with the fourteen leading obstetricians from
the Japanese Society of Obstetricians and Gynecologists. In our discussion of obstetric
practices in Japan today, they admitted a big gap between what the scientific evidence
says 18 best, practice and therefore recommended by WHO and what is done in Japanese
hospitais at hirth. The following table of Japanese hospital birth practices, based on
information from these leading obstetricians, illustrates this tragic gap between

evidence based medicine and Japanese obstetrics.

Estimates of hospital

birth practices in Japan Scientific Evidence WHO

Shave and enema yes no no
Withhold food yes no no
Routine IV yes no no
Routine CTG yes no no
On back in stirrups yes no no
Episiotomy 50 -90% <20 % < 20%
Baby away from mother

first 30 min. after birth  yes no no
Rooming-in all babies no yes yes
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When I asked the leading obstetricians why they were not following the
scientific evidence and the WHO recommendations, they replied that WHO
recommendations do not apply in Japan. 1 was shocked and told them that, as a
Director in WHO for fifteen years, I had been responsible for the meetings which made
these recommendations which were meant for all industrialized countries, including
Japan. They then tried another excuse for the gap between evidence and practice:
Japanese women are different. | asked if they have data to show women in Japan are
different and they said they have no data. I said Japanese women have the same
anatomy and same physiology as women everywhere,

The obstetricians then tried another excuse for not following the evidence and
WHO, saying that they were only doing what Japanese women want. 1 asked if they
have data from a scientific survey asking Japanese women what they want. They have
no survey and have no data so, in fact, they do not know what Japanese women want.
I told them that for many years the obstetricians in Brazil explained their extremely
high cesarean section rates by saying it is what the women want but finally a survey
has been done by Brazilian obstetricians which clearly shows the women in Brazil do
not want all those unnecessary cesarean sections. I explained that blaming the patient
for a practice which is not based on evidence is extremely dangerous and urged them to
read my article published in the November 11, 2000 issue of the leading international
medical journal The Lancet, which reviews the ethics and dangers of such an excuse.

The gap between obstetric practices in Japan and evidence based practice is
illustrated when these obstetricians insisted to me they must routinely monitor every
woman giving birth with an electronic fetal momtor or CTG.strip of the baby’s heart, |
said such routine electronic monttoring of all births is not supported by evidence, 1s not
done in Europe and is not recommended by the British Royal College of Obstetricians
nor by the American College of Obstetricians nor by WHO. The Japanese obstetricians
replied that without this electronic monitoring it is impossible for them to know how the
baby is doing. I explained that using a stethoscope, feeling the woman’s abdomen,
carefully watching the face and movements of the woman and asking the woman for her
feelings (the methods using by midwives) has been scientifically proven to be a safer
method of monitoring the woman’s baby during labor than the electronic method. The
Japanese doctors said that without the electronic strip they are afraid. Their
statements suggest they do not believe the scientific evidence and do not believe in the
abilities of women's bodies but only believe in technology.

Taking babies away from women at the time of birth and placing normal

—116—



newhorn infants together in one central room for babies only (the nursery) has been
shown scientifically many times to be extremely dangerous as it causes epidemics of life
threatening infections and prevents the attachment of baby and mother which is
necessary for normal development of both mother and baby. Using such central
nurseries is one of the biggest medical mistakes of the twentieth century causing deaths
of thousands of babies and, except in a few places such as Japan, has been replaced by
rooming-in of all normal babies with the mother. This is why the WHO conference in
Trieste recommended abandoning central nurseries (see chapter 7) and this is why
WHO, UNICEF and the Baby Friendly Hospital Initiative recommend only rooming-in.
Some Japanese hospitals give the mother choice between putting the baby in the
nursery or rooming-in. But hospitals do not offer women other choices which are
dangerous --asking a woman if she wants to put her baby in a nursery is like asking a
woman needing surgery if she chooses to have the doctor who will operate on her first
wash his hands or not wash his hands.

Why is Japan at least ten to fifteen years behind many other countries in
developing maternity services which are humanized, evidence based and thus truly
modern? First, maternity services in Japan are controlled by surgeons (obstetricians
are gynecological surgeons). Childbirth is not a surgical event but Japanese women
giving birth in hospital are managed by surgeons using surgical practices such as
shaving, enema, withholding food, TV, women placed on back with legs up in stirrups,
epistotomy with surgical knife,

Another reason Japan is not up to date in maternity care is because during the
occupation, the Americans insisted the birth houses be closed and insisted all midwives
must train ag nurses and work under the supervision of obstetricians, This resulted in
the tragic loss of a large, strong, independent midwifery profession in Japan which until
then had always maintained the normalcy of birth as part of the life cycle and part of
Japanese family life. Without the midwifery approach to counterbalance the surgical
approach, the medicalization of birth has become extreme in Japan.

The occupation has been over for a long time but many of these maternity
practices continue, resulting in services which are too similar to the bad system in the
U.S.  Recent excellent research proves that for the 80% of women giving birth who are
not high risk, having a midwife attend the hospital birth (no doctor in the room) is safer
than having a doctor attend the birth. (MacDorman M, Singh G “Midwifery care,
social and medical risk factors, and birth outcomes in the USA” J Epidemiol
Community Health 52, 310-317, 1998) Other good research proves using midwives

rather than doctors at low risk birth results in far less unnecessary procedures
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including episiotomy, drugs for induction, drugs for pain, forceps or vacuum extraction,
cesarean section---procedures which all carry serious risks for woman and baby.
(Appendix D)

Evidence shows midwives do not need to train first as nurses, do not
need to be supervised by obstetricians and provide the safest care when allowed
to work as autonomous health professionals, whether in or out of the hospital.

There are several serious consequences of the medicalization and
dehumanization of birth in Japan. First, the maternal mortality (women dying around
the time of birth} in Japan is too high, higher than some other countries. It is most
inappropriate that a leading obstetrician in Japan tries to blame the birth houses for
these excessive maternal deaths when he has no scientific data to support his ¢laim
and for which there is no scientific evidence. While the Ministry of Health in Japan
recognizes maternal mortality as a problem and has set a goal to reduce the number of
women dying around their childbirth, there is no plan in Japan to have an independent
audit of every maternal death as is done, for example, in Great Britain. Only with
such scientific data can a rational program effect improvement. Meanwhile, it is a
reasonable hypothesis that the excessive maternal deaths in Japan, like those in the US,
are the result of too many unnecessary obstetric procedures such as induction of labor,
epidural anesthesia, episiotomy, forceps, vacuum extraction, cesarean section. All of
these procedures have been shown scientifically to lead to an increase in deaths of
women giving birth,

A second consequence of the medicalization and dehumanization of birth
in Japan is that it takes away the opportunity for woman to be empowered
through a transforming birth experience. A woman who feels she can't give
birth without doctors, drugs and technology looses her belief in her own body.
Such women loose confidence in themselves as women and as mothers. Such
women are much easier to control by men and by society. A society with half
its members lacking confidence is a much weaker society.

Another consequence of the medicalization and dehumanization of birth in
Japan is an increasingly violent society. Extensive research proves that if the baby is
taken from the mother in the minutes after birth and kept away from the mother during
the first days after birth, there is a significant loss of attachment between mother and
baby. This is why WHO and UNICEF strongly recommend abandoning central
nurseries for normal babies and using only rooming-in. A woman who has not had the
possibility of this fundamental attachment with her baby after birth is much more
likely to physically abuse that baby in the months and years to come. (see Chapter 7)
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And babies and children who are physically abused are more likely to be viclent
adolescents and adults and to eventually abuse their own babies and children. A birth
which is violent with aggressive, invasive interventions and separation of the woman
from her baby leads to violent children, adults and society. If Japan wants a less
violent society, it should begin by providing gentle, humanized birth
Japan has every possibility to change its maternity care system and humanize
birth. The first step is to work to close the gap between the scientific evidence and the
obstetric practices and achieve the new goal of health care in every industrialized
country—evidence based medicine. An opportunity to make the maternity services
more evidence based is here because the Japanese Obstetric Society will write new
recommendation for birth practices in 2002. Previous clinical practice guidelines,
made only by doctors from the same medical specialty, have been royalist in sentiment
and pompous in tone. Here, an editorial from the prestigious medical journal The
Lancet, January 8, 2000, is instructive:
“Advocacy guidelines developed by a single-specialty group in isclation may be
counterproductive, because those disciplines and professions that were not involved
in the development of the guidelines but may be required to implement the
recommendations mount their attacks and lodge their disclaimers. Some of the
guidelines may be of the Good Old Boys Sat at Table (GOBSAT) variety, based on
received wisdom rather than current scientific evidence, and may be biased by
undeclared conflicts of interests. Studies have shown that the balance of
disciplines within a guideline-development group has considerable influence on the
guideline recommendations. Widespread multidisciplinary participation is essential
not only to ensure that the guideline is valid, but also that it is valued by all the
members of the multidisciplinary team, in order to be incorporated successfully into
practice ”
Hopefully the Japanese obstetricians will work closely with midwives, perinatal
scientists and others in ensuring these guidelines are evidence based and approved by

the community. (see Appendix C)

The old days are gone when doctors were put on a pedestal and the public
believed whatever they said and allowed them to hide their practices. Politicians and
the public in Japan will learn to say “where is the data” whenever a doctor makes a
statement. The rates of obstetric interventions for each hospital including induction,
episiotomy, forceps or vacuum extraction and cesarean section will be available to the
people. Public health agencies will publish this information and work to humanize
birth.
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A second major step in improving maternity care in Japan is to strengthen
midwifery. The tragic destruction of the time honored, strong, independent Japanese
midwifery profession during the occupation can be reversed---midwives can be trained
as midwives and not first as nurses. Midwives can practice autonomously and not
under control of doctors. More midwives can train in research and replicate the
studies of midwifery practices done in other countries which have demonstrated the
safety of midwives, including comparisons of midwife attended birth and doctor
attended birth. (see Appendix D))

Another step towards humanization of birth in Japan is to expand the options
for where women can choose to give birth.  The tradition of birth houses, destroyed
during the American occupation, is gradually returning as the number of birth houses
slowly increases. I have visited birth houses and scen how they serve the women in
their community in many ways which help to empower women to believe in themselves.
In addition, I wvisited hospitals which have already begun moving in the direction of
more humanization of birth and learned of other hospitals doing the same. Research
in Japan by Japanese researchers on birth houses and humanized hospital birth will
help to dispel the inaccurate statements of some obstetricians about the safety of these
birth choices for women and families.

Another essential step is the education of doctors, midwives, public health
officials, politicians and, most importantly, the public of the dangers of present
medicalized birth in Japan and the safety and value of humanizing birth.  Fish can’t
see the water they swim in. Doctors, midwives, women and families who have
experienced only hospital based, high technology, medicalized birth can’t see the
profound effect the interventions are having on the birth. They have no idea what a
birth looks like without all the interventions, a birth which is humanized. (see Appendix
C)  Everyone, including obstetricians, midwives, politicians and women need to visit
birth houses and also visit hospitals where there are real possibilities for
humanization—that is, in places where women giving birth are in control of what
happens. Television programs need to show a different kind of birth---not one which
looks like surgery with everyone in gowns and masks, lots of technology, lots of doctors
and other staff and with women lying passively on their backs in stirrups but rather
television programs which show women giving birth walking around, standing or
squatting or sitting while surrounded by family. Midwives need to teach children in
schools about normal pregnancy and birth---to start the re-education in Japan of birth
as a part of the normal life cycle.

A major step towards humanization of birth is to understand that birth
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does not belong to doctors and hospitals, it belongs to women and families.
Consequently there must be a strong role for women, families and the community inn
setting health policy for maternity services. Health services everywhere are becoming
less autocratic and more democratic and this evolution is most clear for those health
services which assist the family during major events in the life cycle such as birth and
death.

The movement to humanize birth in Japan and make it more democratic has
already begun. The number of birth houses is increasing and the number of hospitals
with real elements of humanization of birth is increasing. There are increasing
numbers of midwives and obstetricians who understand the tendency of some
obstetricians in Japan to ignore the evidence and WHO and not disclose all the
information to the public in an attempt to cling to the old-fashioned obstetrics where
they were in control. Slowly but surely there is an increase in Japan in the importance
of humanized birth where the women giving birth are in control. The struggle for the
autonomy of Japanese midwives continues. Information to the public has already
started with the recent publication in Japan of two books, “Guide to Birth in Japan:
How and Where to Give Birth” by Ran Kawai and “We need midwives in Japan” by
Kumade Makiko. These books provide women in Japan with information on what is
happening to midwives and to birth in hospitals. Hopefully the publication of my book
in Japan will add to this effort to educate.

In addition, I had the honor to attend a public meeting in Tokyo in July 2001 of
perhaps 200 hundred people including midwives, childbirth educators, obstetricians,
politicians, public health professionals, scientists, journalists, representatives of
women’s groups, and individual citizens. Japanese from the JICA project told how
they had worked to humanize birth in Brazil. The participants at the meeting
understood the irony of the sharp contrast between the humanized birth now started in
Brazil by the Japanese and the medicalized, dehumanized birth still so widespread in
Japan, their own country. The participants decided to form a non-governmental
organization to bring to Japan the international movement to humanize birth., There
is no doubt they will succeed. Why? Because a famous scientist, Margaret Mead,
gaid:

“Never doubt that a small group of thoughtful, committed people can

change the world. Indeed, it is the only thing that ever has.”
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