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Introduction: Births in freestanding birth centers have grown over the past decade, particularly during the COVID-19 pandemic. Whether the
safety profile of birth center births has remained stable as volumes have grown is an open question. This study examines neonatal mortality risk
among births in freestanding birth centers compared with births in hospitals over the period 2015 to 2024.

Methods: This is a retrospective observational study using public-use US Natality Detail Files from 2015 to 2024. The primary outcome is neonatal
death. The sample is restricted to term, singleton, and vertex births without major medical risk factors. Logistic regressions are used to consider
the odds of neonatal death by setting (freestanding birth centers relative to birth in hospitals) for each year (2015 to 2024).

Results: Across all 10 years in the sample, the adjusted odds ratio for neonatal death in freestanding birth centers fluctuated around 1.0, and no
year showed a statistically significant difference in neonatal death between births in freestanding birth centers and hospitals. During the pandemic
years (2020-2021), when birth center volumes increased, odds ratios were below 1.0 (0.43 in 2020; 0.78 in 2021), providing no evidence that higher
use of freestanding birth centers raised the risk of neonatal death. The relative safety pattern of birth centers was consistent and stable throughout
the study period.

Discussion: Freestanding birth centers continue to demonstrate neonatal safety comparable with that of hospitals for low-risk pregnancies. This
pattern held through a period of substantial growth in birth center use during the COVID-19 pandemic. These findings reinforce birth centers as
a safe, evidence-based option for well-qualified low-risk births and support policies that integrate birth centers into mainstream maternity care
systems.
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INTRODUCTION Over the past 2 decades, birth center use has gradually in-
creased. Rates of out-of-hospital births became more notice-
able with the onset of the COVID-19 pandemic as families
sought alternatives to giving birth in a hospital.®-® By 2024,
birth centers accounted for approximately 0.6% to 0.7% of all
US births (based on the calculations from the Natality Detail
File). This growth raises a natural question: Has the safety pro-
file of birth center births remained stable as volumes have in-
creased?

Prior research has generally found that neonatal outcomes
of birth centers are comparable to those in hospitals for low-
risk births.** Landmark studies, including Rooks et al,” Sta-
pleton et al,' and more recent national analyses,”* have con-
sistently supported birth center safety. In contrast, other stud-
ies have raised concerns about neonatal safety in commu-
nity settings, using national birth certificate data to report
elevated rates of neonatal mortality and morbidity among
births in freestanding birth centers compared with hospi-
tal births.!*"'® However, most of this evidence predates the
pandemic-era expansion in birth center use, and no study
has systematically tracked annual changes in the relative
odds of neonatal death across birth centers and hospitals
over time.

The present study addresses this gap in the literature di-
rectly. Thus, the goal of this study is to provide updated, na-

Freestanding birth centers occupy a distinct and growing
place in the US maternity care landscape. Operating within
a midwifery and wellness model, birth centers provide pre-
natal, intrapartum, and postpartum care for low-risk individ-
uals outside of hospital settings."> The American College of
Nurse-Midwives (ACNM) similarly endorses birth centers as
a safe option for individuals at low risk and identifies them as
one of 3 settings (alongside home and hospital), within which
physiologic birth and midwifery care can be provided.® Like-
wise, the American College of Obstetricians and Gynecolo-
gists (ACOG) recognizes accredited birth centers as an ap-
propriate level of maternal care for low-risk births with un-
complicated, singleton, term, and vertex pregnancies.*> The
National Academies of Sciences, Engineering, and Medicine
reached comparable conclusions in its 2020 consensus report
on birth settings, finding that birth center care is a reasonable
option for low-risk pregnancies when appropriate screening
and integrated transfer systems are in place.?
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hospitals for low-risk births.

tion into regional perinatal systems.

4 Across a decade, freestanding birth centers in the United States have demonstrated neonatal safety that is on par with

4 The relative safety of care provided in freestanding birth centers held steady through the COVID-19 pandemic, even as
families increasingly chose birth centers over hospital settings.

4 Freestanding birth centers represent an evidence-based component of US maternity care that warrants continued integra-

METHODS

The study used all available births from the public-use Natal-
ity Detail Files that met the study’s eligibility criteria over the
full 10-year period (2015 to 2024).””'® The analytic sample was
therefore determined by data availability rather than a power
calculation. The 2015 to 2024 timeframe includes the period of
the COVID-19 pandemic. We classify the years 2020 and 2021
to be considered as the peak pandemic years. We followed the
Strengthening the Reporting of Observational Studies in Epi-
demiology guidelines for observational studies” (Appendix
S1) and present the full set of exclusions and relative sample
sizes in Table 1.

The data for this study were drawn from the public-use
Natality Detail Files for 2015 to 2024, made available by the
National Center for Health Statistics (NCHS), Division of
Vital Statistics, within the Centers for Disease Control and
Prevention.?’ The Natality Detail Files are the annual data set
produced by the NCHS from the US birth certificate records.
Each observation in the Natality Detail File, therefore, corre-
sponds to a live birth recorded on a US birth certificate, with
variables drawn from the items reported on the birth certifi-
cate (including maternal demographic characteristics, prena-
tal and intrapartum clinical information, attending provider
type, and place of birth). These Natality Detail Files standard-
ize US state-level birth certificates and provide national cov-
erage of US live births with all states using the same birth cer-
tificate form since 2016.

Sample Selection

The analysis includes births that occurred in hospitals and
freestanding birth centers based on the US birth certificate
data. Freestanding birth centers are defined by the Ameri-
can Association of Birth Centers (AABC) as health care fa-
cilities that provide prenatal, intrapartum, and postpartum
care within the midwifery and wellness model.”»** Freestand-
ing birth centers are referred to as birth centers in this
study.

Exclusion criteria were applied to align with standard
eligibility guidelines for community birth as established by
the Commission for the Accreditation of Birth Centers
(CABC)."”!8 Specifically, births were excluded from this study
if the pregnant person had chronic hypertension, hypertensive
disorders of pregnancy, diabetes (including preexisting and
gestational diabetes), gave birth outside the 36 0/7 to 41 6/7
week gestational range, had a multiple gestation, breech pre-
sentation, or a birth in which the newborn was diagnosed with

major congenital anomalies. The 36-to-41-week range corre-
sponds to the gestational-age window permitted under CABC
risk criteria for birth center care.”® Births at 42 weeks or be-
yond were excluded based on ACOG and CABC guidelines
that identify this as a postterm threshold in which interven-
tion is recommended and birth center eligibility ends.!®? In-
dividuals were also excluded if they are diagnosed with any
form of diabetes or hypertension in an effort to create a med-
ically low-risk sample.

Finally, maternal transfers were excluded from the ana-
lytic sample using the maternal transfer indicator on the Na-
tality Detail Files. This indicator flags births in which the preg-
nant individual was transferred from another facility for birth
or after the onset of complications.?*? Although recorded
transfers can be identified and removed using this indica-
tor, the indicator may undercount intrapartum transfers from
birth centers to hospitals, particularly transfers that occur
early in labor before active labor is established.?®

In addition, the sample was restricted to births with a
documented attending provider categorized as either a certi-
tied nurse-midwife/certified midwife (CNM/CM) or a physi-
cian (MD/DO). Births attended by providers classified as
“other midwife” were excluded. The “other midwife” category
in birth certificate data is heterogeneous and includes certi-
fied professional midwives (CPMs), licensed midwives, and
other variably credentialed attendants whose training and reg-
ulatory status differ across states. Restricting the sample to
CNM/CM and physician attendants holds provider creden-
tialing constant across the 2 settings being compared, which
is the relevant feature for our analysis. It is important to note
that the birth certificate records only identify the attendant,
not the providers who managed prenatal care. In birth centers
and hospitals with mixed staffing models, the attendant and
prenatal care provider may not be the same person, and the
analysis cannot characterize the full clinical team involved in
a given pregnancy.

Outcomes and Covariates

The primary outcome of interest was neonatal death, defined
as the death of a live-born neonate prior to the reporting of
birth certificate data. Covariates for maternal risk and so-
ciodemographic characteristics were used in reporting ad-
justed odds ratios (aORs). These control factors include pre-
pregnancy body mass index (BMI; underweight [<18.5], nor-
mal [18.5-24.9], overweight [25.0-29.9], and obese [>30.0]),
parity (multiparous), marital status, race and ethnicity (Black
non-Latinx, Latinx, and other), educational attainment (high
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Table |. Sample Selection From the Natality Detail Files, 2015 to
2024
Observations Observations
Sample Restriction Excluded Remaining
Full Natality Detail Files, 2015 to - 37,578,015
2024
Clinical exclusions
Keep gestational age 36 0/7 to 41 4,741,065 32,836,950
6/7 weeks
Drop congenital anomalies 84,785 32,752,165
Drop hypertension 3,202,099 29,550,066
Drop diabetes 2,116,675 27,433,391
Drop breech presentation 1,120,539 26,312,852
Drop nonsingleton births 385,817 25,927,035
Missing covariate exclusions
Drop missing marital status 2,529,872 —
Drop missing race and ethnicity 58,905 —
Drop missing BMI 528,516 —
Drop missing parity 92,167 —
Drop missing other controls 170,175 —
Total missing covariate exclusions 3,379,635 22,547,400
Setting and provider restrictions
Keep hospital, birth center, or 69,419 22,477,981
home births only
Keep CNM/CM or physician 479,301 21,998,680
attendant only
Transfer and outcome restrictions
Drop maternal transfers 42,457 21,956,223
Drop missing neonatal death 10,829 21,945,394
outcome
Restrict to hospital and
freestanding birth center births
Drop planned home births 82,496 —
Hospital births — 21,764,560
Freestanding birth center births — 98,338
Final analytic sample — 21,862,898

Abbreviations: BMI, body mass index; CM, certified midwife; CNM, certified
nurse-midwife.

Sample restrictions are applied sequentially. The analytic sample is restricted to 36
0/7 to 41 6/7 weeks’ gestation, singleton, and vertex births in hospitals or
freestanding birth centers by a CNM/CM or physician (MD/DO), without major
medical risk factors (chronic hypertension, hypertensive disorders of pregnancy, or
diabetes) or congenital anomalies, and with complete data on all key covariates.
The 36 0/7-to-41 6/7-week range and the exclusion of hypertension and diabetes
correspond to risk-out criteria specified by the Commission for the Accreditation
of Birth Centers. Maternal transfers are excluded using the maternal transfer
indicator on the US Standard Certificate of Live Birth.

school, some college, college), payer type (self-pay, Medicaid,
and other insurance), and maternal age.

Statistical Analysis

The study examined neonatal mortality risk among births that
occurred in freestanding birth centers relative to births oc-
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curring in hospitals for each year from 2015 to 2024. Neona-
tal death was evaluated using logistic regression models esti-
mated separately for each year, with birth in hospitals as the
reference category. ORs, aORs, and 95% ClIs are reported for
each year. The rarity of neonatal death (0.02% in both settings)
limited statistical power for year-specific estimates, producing
wide CIs as reported.

All analyses were conducted in Stata 16.1. Only the main
analysis was performed; no subgroup and no formal sensitiv-
ity analyses were conducted. The secondary analysis of dei-
dentified, publicly available vital statistics data did not require
institutional review board approval.

RESULTS
Descriptive Characteristics

Detailed sociodemographic and clinical characteristics ob-
tained from the Natality Detail Files data set comparing hos-
pital and birth center births are provided in Table 2. From 2015
to 2024, 21.9 million births in the United States were coded as
medically low risk per the sample exclusion criteria (Table 1).
Of these, 98,338 (0.45%) occurred in a freestanding birth cen-
ter. Significant differences in sociodemographic and clinical
characteristics were noted between individuals who gave birth
in a birth center compared to those giving birth in a hospital.
Compared with individuals in the final sample who gave birth
in a hospital, individuals who gave birth in a birth center were
older (25-34 years), White non-Latinx (79.5% vs 54.0%), col-
lege graduates (50.2% vs 34.7%), married (86.6% vs 60.2%),
and self-pay (26.5% vs 3.4%). The main outcome of focus,
neonatal death, occurred in 0.02% of births in both birth cen-
ter and hospital settings, with no statistically significant dif-
ference between groups.

Neonatal Mortality Among US Births in Freestanding
Birth Centers, 2015 to 2024

Figure 1 shows the odds of neonatal death among births in
freestanding birth centers compared with births in hospitals
for each year from 2015 to 2024, before and after adjusting for
maternal risk factors and sociodemographic characteristics.
An aOR of 1.0 indicates the risk of neonatal death is identi-
cal in both settings; values above 1.0 indicate higher odds of
neonatal death among births in birth centers, whereas values
below 1.0 indicate lower odds of neonatal death among births
in birth centers. The vertical lines around each estimate are
95% CI; when the CI crosses the 1.0 line, the difference be-
tween settings is not statistically significant at the 5% level.
Across all 10 years, no estimate is statistically significant, in-
dicating that neonatal mortality among births in freestand-
ing birth centers was not statistically distinguishable from that
among births in hospitals in any single year. This pattern is
consistent across the models with and without covariates, and
even when the threshold is lowered to the 10% significance
level.

In the years before the pandemic (2015-2019), ORs fluctu-
ated above and below 1.0 without a clear pattern (aOR, 0.65-
1.43). The wide CIs in these years reflect the rarity of neona-
tal deaths in both settings, making precise year-by-year esti-
mates difficult. Over 2020 to 2021, the odds of neonatal death
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Table 2. Sociodemographic and Clinical Characteristic, of Births in Freestanding Birth Centers Versus Hospitals, 2015 to 2024

(N = 21,862,898)

Characteristics Birth Center, n (%) Hospital Birth, n (%) Total, n (%)
Education

Less than high school 13,800 (14.0) 2,613,075 (12.0) 2,626,875 (12.0)
High school 11,076 (11.3) 5,661,794 (26.0) 5,672,870 (26.0)
Some college 24,083 (24.5) 5,931,065 (27.3) 5,955,148 (27.2)

College 49,379 (50.2) 7,558,626 (34.7) 7,608,005 (34.8)
Race and ethnicity
White non-Latinx 78,223 (79.5) 11,755,465 (54.0) 11,833,688 (54.1)
Black non-Latinx 6391 (6.5) 3,120,691 (14.3) 3,127,082 (14.3)
Latinx 8764 (8.9) 4,950,381 (22.7) 4,959,145 (22.7)
Other 4,960 (5.0) 1,938,023 (8.9) 1,942,983 (8.9)
Age,y
19 and under 721(0.7) 1,098,717 (5.0) 1,099,438 (5.0)
20 to 24 13,288 (13.5) 4,382,813 (20.1) 4,396,101 (20.1)
25t0 29 31,212 (31.7) 6,396,820 (29.4) 6,428,032 (29.4)
30 to 34 34,590 (35.2) 6,286,414 (28.9) 6,321,004 (28.9)
3510 39 15,839 (16.1) 2,998,981 (13.8) 3,014,820 (13.8)
40 and over 2688 (2.7) 600,815 (2.8) 603,503 (2.8)
Insurance
Private 52,505 (53.4) 11,101,521 (51.0) 11,154,026 (51.0)
Medicaid 15,925 (16.2) 9,025,719 (41.5) 9,041,644 (41.4)
Self-pay 26,066 (26.5) 748,379 (3.4) 774,445 (3.5)
Other 3842 (3.9) 888,941 (4.1) 892,783 (4.1)
Marital status
Unmarried 13,148 (13.4) 8,658,516 (39.8) 8,671,664 (39.7)
Married 85,190 (86.6) 13,106,044 (60.2) 13,191,234 (60.3)
Parity
Nulliparous 26,018 (26.5) 6,824,268 (31.4) 6,850,286 (31.3)
Multiparous 72,320 (73.5) 14,940,292 (68.6) 15,012,612 (68.7)
BMI
Underweight 5,630 (5.7) 1,103,106 (5.1) 1,108,736 (5.1)
Normal 56,754 (57.7) 9,296,609 (42.7) 9,353,363 (42.8)
Overweight 23,321(23.7) 5,915,420 (27.2) 5,938,741 (27.2)
Obese 12,633 (12.8) 5,449,425 (25.0) 5,462,058 (25.0)
Neonatal death
No 98,318 (99.98) 21,759,630 (99.98) 21,857,948 (99.98)
Yes 20 (0.02) 4,930 (0.02) 4,950 (0.02)
Abbreviation: BMI, body mass index.
among births in birth centers were lower than births in hospi- DISCUSSION

tals, rather than rising (aOR, 0.43 in 2020 and 0.78 in 2021).

In 2022 to 2024, estimates returned to values near or mod-
estly above 1.0 (aORs, 0.40, 0.89, and 1.34). The 2024 estimate
is the highest in the series, but the CI remains wide, reflecting
the small number of neonatal deaths in birth centers. The ab-
solute risk of neonatal death was 0.02% (2 per 10,000 births)
in both freestanding birth centers and hospitals across the full
study period.

This study provides annual, nationally representative evi-
dence on the risk of neonatal mortality among US births
in freestanding birth centers relative to births in hospi-
tals from 2015 to 2024. The central finding is clear and
consistent: neonatal mortality among births in freestand-
ing birth centers was not statistically distinguishable from
that in hospitals across all study years. This pattern of rela-
tive safety holds through COVID-19 prepandemic, pandemic,
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Figure |. Odds Ratios for Neonatal Death Among Births in Birth Centers Versus Hospitals, 2015 to 2024

Vertical lines represent 95% confidence intervals for neonatal death among freestanding birth center births relative to birth in hospitals. Each point represents a separate logistic

regression for each year.

and postpandemic periods, including years of elevated birth
center use.

Comparison With Prior Work

These findings are consistent with and extend a substantial
body of prior research on freestanding birth center safety.
Early national studies, including the National Birth Center
Study, demonstrated comparable neonatal outcomes among
births in birth centers relative to hospitals in the 1980s and
1990s.” More recent analyses have confirmed this pattern
with larger and more contemporary samples.®* Our find-
ings contrast with studies using national birth certificate data
that report elevated neonatal mortality risk among births in
freestanding birth centers compared with hospital births.4-1¢
A key distinction of the present study is the restriction of
the sample to medically low-risk births meeting CABC eli-
gibility criteria and births attended by known midwife type
(CNMs/CMs).

The present study contributes a longitudinal perspective,
showing that the relative safety of freestanding birth centers
has been maintained over a 10-year period, including a signif-
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icant disruption from the COVID-19 pandemic, a meaningful
test of whether birth center safety is robust in growth in use.

Implications for Clinical Practice

The consistency of the neonatal safety profile documented
here supports the continued role of freestanding birth centers
as a clinical option for well-qualified low-risk births. Within
the continuum of maternity care, birth centers offer a setting
that emphasizes physiologic birth while achieving safety out-
comes comparable to hospital-based birth for an equivalent-
risk population. These findings reinforce the appropriateness
of risk-based referral pathways, directing risk-based assess-
ment to the proper setting.

Implications for Policy

The safety profile documented in this study is only part of the
picture. Whether birth centers can expand access to low-risk
births depends on several policy factors. Deep understanding
of these factors is outside of the scope of our study, but they
do impact the quality of birth options.
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Reimbursement

Inequitable reimbursement remains a significant barrier to
birth center sustainability and midwife practice.””-*® Although
the Affordable Care Act required state Medicaid programs
to provide separate facility payments for licensed birth cen-
ters, implementation has been uneven across states.”>*° Re-
imbursement rates that do not reflect the true cost of provid-
ing birth center care threaten the financial viability of existing
centers and discourage the establishment of new ones.

Licensure and Certificate of Need Laws

Birth centers are licensed in 41 states and the District of
Columbia, with 2 additional states using deemed-status ar-
rangements; a handful of states have no licensure path-
way, which means birth centers in those states cannot bill
Medicaid.>* Roughly a dozen states also require a Certificate
of Need (CON) to open a freestanding birth center.’>*? These
CON processes can take years, run high legal costs, and al-
low competing hospitals to file letters of opposition that effec-
tively veto a new center, even when local demand is clear.®**
Removing or narrowing CON requirements as they apply to
birth centers would address one of the most visible structural
barriers to expansion.

Scope of Practice and Integration

Whether birth centers can operate effectively also depends
on midwifery scope-of-practice laws, hospital admitting, and
transfer privileges. Many states require physician supervi-
sion or collaboration agreements that are often hard to se-
cure, particularly in rural areas.’** Mandatory transfer agree-
ments pose a similar problem: birth centers in some states
cannot open until a local hospital agrees to accept trans-
fers, and hospitals are not always willing to enter into such
an agreement.*** Policies that support collaborative practice,
streamline transfer protocols, and include birth centers in for-
mal levels-of-care frameworks would align the regulatory en-
vironment with the evidence on birth center safety.

Public Awareness and Professional Support

Public awareness of birth centers as an option for low-risk
birth remains limited. Continued endorsement and clear
guidance from professional organizations, including ACOG,
ACNM, AABC, and the National Academies of Sciences, En-
gineering, and Medicine,'® help establish birth centers as a
recognized component of mainstream maternity care, which
in turn supports informed decision-making by families and
clinicians.

Data Collection

A final, less visible policy lever concerns the quality of national
data on community birth. The limitations described above
(the inability to fully distinguish planned from actual place
of birth, undercounting of intrapartum transfers, and the ab-
sence of detailed midwife credentialing in vital records) con-
strain the current evidence on place of birth. Investment in
registry systems that capture the intended place of birth, trans-
fer status, attendant credential type, and clinical outcomes

across settings would substantially improve the ability of re-
searchers, regulators, and professional organizations to moni-
tor the comparative performance of the US maternity care sys-
tem as a whole. Taken together, these policy levers determine
whether the safety profile documented in this study can be
sustained as birth center use grows and whether birth center
care can be made accessible to a broader range of families.

Limitations

This study has limitations that are worth acknowledging. Se-
lection bias is present in the study, as individuals with preexist-
ing health conditions who are predisposed to worse outcomes
are disproportionately admitted to hospitals. Restricting the
sample to CABC-eligible low-risk births in both settings par-
tially mitigates this by ensuring that the hospital comparison
group is drawn from a clinically similar population; however,
selection on unobservable characteristics cannot be fully ad-
dressed with the current methods.

Birth certificate data also lack detailed clinical informa-
tion and may misclassify place of birth.!®3> A related concern
is the misattribution of neonatal deaths between birth cen-
ters and hospitals. In the primary sample, maternal transfers
are excluded from the analysis to limit misattribution. How-
ever, the transfer indicator on the birth certificate likely under-
counts intrapartum transfers.”® Reported intrapartum trans-
fer rates from birth centers to hospitals are approximately 12%
in prospective registry studies,'’ so even a modest undercount
of the maternal transfer indicator could affect a meaningful
number of births. Births that began as planned birth center
births but were transferred to a hospital during labor without
the transfer indicator being recorded are coded as births in
hospitals, and any neonatal deaths among them are attributed
to hospitals rather than to the birth center where care be-
gan. This biases mortality estimates for births in birth centers
downward, and estimates for births in hospitals slightly up-
ward, which would overstate the relative safety of birth cen-
ters.

Another limitation is that neonatal death is a relatively
rare outcome, which produces wide CIs that limit the abil-
ity to detect modest differences in risk across settings, partic-
ularly in smaller birth center samples.’*¥ Large prospective
registry-based studies that track planned place of birth along-
side birth location and transfer status would provide more
precise estimates of neonatal death by birth setting.

Additionally, national birth certificate data do not dis-
tinguish among types of non-CNM/CM midwives attending
births at birth centers. CPMs, licensed midwives, and other
unlicensed or variably credentialed attendants are grouped
into a single “other midwife” category, precluding analysis of
how attendant credential type may affect neonatal outcomes.
Because there is debate in the literature over whether mid-
wife certification status is associated with neonatal mortality
risk for births in community settings,'** the present study’s
restriction to CNM/CM-attended births is both a strength
and a limitation: it ensures a clinically homogeneous provider
group. But this restriction to CNMs/CMs also means that the
findings cannot be generalized to birth center births attended
by other midwife types. Non-CNM/CM midwives account
for a significant share of community births nationally. Future
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studies using registry data that capture attendant credentials
would provide a more complete picture of how provider type
interacts with birth setting to determine neonatal outcomes.

A final limitation is the inability to identify the CABC ac-
creditation status. The Natality Detail Files record the place of
birth and the type of attendant, but not whether a freestand-
ing birth center is CABC-accredited. The present study uses
CABC eligibility criteria to define a clinically low-risk analytic
sample, but it cannot distinguish births occurring in accred-
ited centers from those occurring in nonaccredited ones. The
findings, therefore, speak to outcomes in freestanding birth
centers in general, not specifically to accredited birth centers.

These findings are then primarily applicable to low-risk
births attended by CNMs/CMs in freestanding birth centers
in the United States. The analysis excludes births attended by
non-CNM/CM midwives, and the results cannot be general-
ized to births at community birth centers attended by non-
CNM/CM midwives, which represent a meaningful share of
community births nationally. The study also does not speak
to settings outside the United States, where midwifery creden-
tials, birth center accreditation standards, and transfer sys-
tems differ substantially.

CONCLUSION

Neonatal death is rare across all US birth settings, and free-
standing birth centers have demonstrated safety levels that
are comparable to hospitals across the full decade from 2015
to 2024. The relative safety of birth center births was main-
tained during a period of growth in birth center use. These
results reinforce the role of freestanding birth centers as a
safe, evidence-based option within the continuum of mater-
nity care for well-qualified low-risk births.
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