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Facility Design
Reimagining Approaches to Childbirth in Hospital and Birth Center
Settings
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ABSTRACT
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Few maternity care clinicians are aware of the current regulations that guide design standards for childbirth facilities
in the United States or the regulatory history. There is considerable variance among state regulations as well as oversight of facility standards for healthcare settings. Understanding evidence-based recommendations on how facility
design affects health outcomes is critical to reversing the
rise in maternal mortality and morbidity. A variety of measures can be implemented that promise to improve user
satisfaction, quality of care, and efficiency for all who engage in the childbirth environment. Recommendations for
change include broader assessment to better understand
how clinicians and consumers simultaneously maneuver
within a complex system. Key metrics include evaluation of
workflow within available space, patient acuity and census
patterns, integration of evidence-based recommendations,
and options that promote physiologic birth. For the changes
to succeed, human centered design must be implemented
and diverse clinicians and consumers engaged in all phases
of planning and implementation. Exploring characteristics
and outcomes of low-risk women who receive care in a
freestanding birth center or the European alongside maternity unit provides opportunity to reimagine and address
improvements for inpatient, hospital birth.

ting, design influence on childbirth, evidence-based design
of childbirth setting, facility design

Author Affiliation: Grow Midwives, LLC, Shawnee, Kansas.
Disclosure: The authors have disclosed that they have no significant
relationships with, or financial interest in, any commercial companies
pertaining to this article.
Each author has indicated that he or she has met the journal’s requirements for Authorship.

Corresponding Author: Ginger Breedlove, PhD, CNM, FACNM,
FAAN, Grow Midwives, LLC, 13608 W 54th St, Shawnee, KS 66216
(ginger@growmidwives.com).
Submitted for publication: July 28, 2018; accepted for publication:
September 30, 2018.

26

www.jpnnjournal.com

n the United States (US), the healthcare setting
(HCS) is constructed by balancing architectural recommendations with federal standards, state regulations, city codes, and operating budget. Design considerations include structural and environmental safety,
infection control, staff function and efficiency, organizational philosophy, operational workflow of the unit,
and federal requirements for individuals with physical
accessibility needs.1–3 Equally important is an environment that provides spiritual comfort, hospitality-based
service, and homelike privacy for patients. For childbirth settings, physical surroundings can affect the performance of staff as well as the mother’s perception of
how easy or difficult it is to give birth.4–6
The Centers for Disease Control and Prevention final data for 2016 indicate that 98% of all births occurred
in-hospital with a physician in attendance.7 Safe care requires that trained staff are ready to manage inductions,
spontaneous labor admissions, peak admission times,
variance in patient acuity level, emergency cases, and
obstetric triage. Safe and satisfying care includes staff
who promote physiologic birth for women who desire
low intervention offering an array of options, care not
universally provided in all obstetric units. To reimagine childbirth settings for the majority, those who are at
low risk, clinicians must increase knowledge about how
facility design influences maternity outcomes and embrace approaches that promote a human-centered experience. For this to happen, clinicians and consumers
must be engaged in all phases of design planning and
implementation. The primary aim of this review is to
increase awareness of US guidelines and standards that
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influence facility design including implications related
to childbirth outcomes.

RESEARCH
Research demonstrates that implementing evidencebased design in HCS improves health outcomes.1,8 Florence Nightingale is credited as one of the first to formally investigate how design correlated with rate of
infection, level of stress, and influence on healing.9
Nightingale discovered factors that led to the adoption
of smaller wards, improved ventilation, and therapeutic
use of natural light. Her research of the single room
concept led to the findings that privacy improved sleep
and reduced stress. Contemporary research based on
Nightingale’s premises provides evidence on design and
environmental influence. A robust open source library
focusing on design related to general health outcomes
can be found in The Center for Health Design Knowledge
Repository.10
Investigating design influence around birth is expanding beyond the labor room to how the entire
obstetric unit workflow may contribute to outcomes.
Concepts include environmental, structural, and staff
characteristics that can help or hinder the delivery of
maternity care. A multidisciplinary team examined unit
blueprints and interviewed staff from 12 diverse childbirth settings (inpatient and freestanding birth centers
[FSBCs]). Analysis confirmed that high patient volume
and acuity, coupled with clinician’s work load and design layout, negatively influenced maternal outcomes.11
Preliminary work suggests that facility capacity, design,
and staffing all play a large role in outcomes, indicating
the busier the unit, the greater risk for cesarean section.
Findings also highlighted that end users are not always
engaged in design, nor were evidence-based care practices uniformly implemented.
Another emerging field of study is human-centered
design. Emphasis is on determining why design problems exist in care settings, starting with the consumer.
This evaluative 7-step framework begins by asking patients to describe experiences. Implementation is accomplished only by testing stakeholders (both staff and
consumers) and then continuously refining design options until ready to deploy.12 Of particular interest is
how increasing technology can interfere with operational workflow, staff-to-patient relationships, the patient care experience, and health outcomes.13
Does the birth room design matter? The US hospital
birth room, where most women give birth, places the
bed in the center. The labor room looks like every other
hospital room with similar furnishings and also includes
an electronic fetal monitor and infant warmer. Mothers
in the United States enter the labor unit spending hours
lying in the hospital bed. Nonambulation is often due to
The Journal of Perinatal & Neonatal Nursing

hospital or provider policies related to ambulation with
ruptured membranes, use of Pitocin, requirement for
continuous fetal monitoring, or use of epidural anesthesia. Unless there are policies that promote physiologic
birth, including freedom of movement, most women in
the United States experience prolonged hours in the
hospital labor bed.
Contrast the US birth room to a childbirth setting
currently being investigated in a Denmark hospital.14
A randomized trial, still underway, is being conducted
by architects and midwives. Hypothesis testing includes
whether a nontraditional labor setting can reduce stress,
can increase natural oxytocin production, and can
evoke a sense of calmness. The experimental design includes family options to select lighting, sound, choice of
imagery (ceiling-to-floor projections of nature scenes),
large space, comfortable furniture, and a moveable tub.
A nontraditional birth bed is alongside one wall, out
of the center of the room. Findings of more than 600
births will be published in 2019.
Growing research demonstrates that unit and
room design influences the clinician’s capacity to
carry out work, which in turn correlates to patient
experience.13 In 2011, The Center for Health Design
published findings from a comprehensive literature
review examining environmental variables on staff and
patient outcomes.15 Measurement outcomes included
frequency of healthcare-associated infections, medical
errors, patient falls, patient satisfaction, patient waiting,
staff efficiency, and staff satisfaction. Findings that
positively influence satisfaction included layout, noise
control, acuity-adaptable rooms, lighting options, visual
view of nature, cleanliness, and privacy.
In addition to environmental influences, staffing
challenges that limit nurse/patient interactions are
swayed by the unit census and patient acuity level.
Is there an impact on care delivery when census ratios shift from predominantly low risk to high risk? Two
recent studies found correlations between labor and delivery census and patient management. One examined
nurse managers’ response to variation in patient census and resource decision making over the course of a
simulated shift, finding that increasing census was associated with delayed patient care.16 Another study found
that while labor and delivery unit management varied
widely in the United States, variances of models could
be correlated with increased risk of cesarean section
and maternal morbidity.17
Of great concern in obstetric nurse staffing is stress
and burnout. Inpatient obstetric unit staffing is more
than determining the number and ratio of nurses to patients and also skill level of staff available to ensure
patient safety. This requires a cadre of trained, prepared, on unit and on-call nurses capable of managing
www.jpnnjournal.com
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a flexing volume and acuity level.18 In addition to electronic charting, administering medication, and performing frequent maternal/fetal assessments, it is no wonder
that nurses have little time to provide continuous emotional beside support. Even with implementation of the
Association of Women’s Health, Obstetric and Neonatal Nurses Staffing for Perinatal Units in 201119 and the
Association of Women’s Health, Obstetric and Neonatal
Nurses 2018 Position Statement on Continuous Labor
Support for Every Woman,20 many units are challenged
by staff shortages, contributing to an inability to provide
continuous support for low-risk women in labor.
In 2017, the American College of Obstetricians
and Gynecologists (ACOG) released a new Committee
Opinion on Approaches to Limit Intervention During
Labor and Birth.21 Decades of rigorous evidence suggest
that continuous emotional presence and support during labor increase the likelihood of improved outcomes
and increase satisfaction in experience.22 Implementing
the recent ACOG recommendation requires adequate
nurse staffing. Other solutions to be considered include
midwifery-led units for low-risk women and/or the use
of a doula. A recent publication by ACOG describes
a doula as one of the most effective tools to improve
labor and delivery outcomes.21
High-grade evidence suggests that therapeutic use of
water in labor can be an effective method to help relax
and reduce pain.23 This option requires structural capacity of full immersion tubs, implemented policies and
procedures, and staff oversight for temperature monitoring. Facility design considerations for water immersion in labor or water birth include location of electrical equipment, flooring, plumbing, sufficient structural
support to accommodate surface weight, temperature
observance, sanitation, and size.24
Patient-administered nitrous oxide in labor is another
option increasing in use across the United States.25 Although nitrous oxide has been utilized in European
countries in childbirth for decades, it moved out of favor
in the United States in the early 1970s with the introduction of spinal and regional anesthesia. Facility design implications include equipment functionality, staff
monitoring of ambient nitrous levels, and scavenging
systems designed to allow outside ventilation.
Additional nonpharmacologic methods to promote
physiologic birth traditionally found in birth centers include intermittent auscultation, Pilates bar, peanut and
birth balls, birth stools, squat bars, and an above head
sling.26–28 Many of these options require design consideration for functional use of space in the labor room,
safety, cleaning, and storage.
To help address challenges around continuity of
care, staffing models, and women’s satisfaction of
care, alternative models under investigation include
28

www.jpnnjournal.com

collaborative team-based care between physicians
and midwives, midwifery-led care units, the obstetrician/midwife laborist in-house team, and alongside hospital birthing centers.29–32
Regulation and guidelines for design
The history of facility design standards and regulations
for childbirth parallel the dramatic shift from home to
hospital birth, dating to 1947 when regulations were
written into the Federal Register to build hospitals.33
However, it was not until the Hill-Burton Act passed
by Congress in 1946 that funding for construction and
modernization of hospitals was provided, in part due
to the rapid rise of women giving birth in-hospital.
In return for funding, hospitals agreed to provide services for all persons residing in the community.34 Most
clinicians and consumers today are unaware how the
72-year-old law set in motion significant financing to
create hospital infrastructure, particularly due to the influx of childbearing women. The General Standards remained in place, rarely modified, until the early 1970s.
In 1974, the General Standards for hospitals and
healthcare facilities became the first iteration to allow
public comment. In 1987, as a response to decentralized
federal regulations, the American Institute of Architects
formed a steering committee to provide a venue for formal revision cycles. This action removed oversight by
the federal government.
In 2001, the Facility Guidelines Institute (FGI), an independent, nonprofit association, acquired oversight to
establish and promote consensus-based guidelines advised by evidence-based research. Central to FGI goals
and objectives is engaging with diverse stakeholders,
seeking public input, and use of a consensus process
in the standards revision process (see Figure 1).35
Despite the longevity and history of facility standards, the United States is far from adopting uniform
state regulations. States choose whether or not to implement FGI Guidelines. Further complicating matters,
states that adopt recommendations may promulgate, via
law and regulation, any edition of the Guidelines. The
FGI Web site indicates that 36 states have adopted 1 of
7 editions dating back to 1992 and 14 states do not use
any edition.36
The lack of uniformity in national standards for facility design of childbirth settings may be a significant contributor to challenges in delivery of optimal
care. These authors posit that requirement of national,
uniform, minimum standards for childbirth settings
would promote public confidence in facilities, provide a
basis for approval and licensing of healthcare facilities
(inpatient and birth center), protect the wellbeing and
safety of patients and staff, and promote inclusion of
evidence-based practices.
January/March 2019
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Figure 1. History of healthcare setting facility guidelines. ACOG indicates American College of Obstetricians and Gynecologists; AIA, American Institute of Architects; FGI, Facility Guidelines Institute.

The FGI Standards are periodically updated in collaboration with the American Institute of Architects and the
ACOG. The most recent FGI publications were released
in 2018. Two texts provide content related to childbirth
facilities. The Guidelines for Design and Construction
of Hospitals is written for the inpatient setting, and the
Guidelines for Design and Construction of Outpatient
Facilities for FSBC settings.37
In-hospital standards specific to childbirth include
Guidelines 2.2-2.9 describing design of rooms including the antepartum and postpartum unit, labor, delivery,
recovery (LDR), labor, delivery, recover, postpartum
(LDRP), special care, support areas for staff, families
and patients, cesarean delivery suite, recovery, nursery,
and neonatal intensive care unit. Details include space
of room by type, equipment in room, clearances, windows, privacy, handwashing stations, and elements of
the nurses’ station.
The 2018 FGI revisions separated description of inhospital and FSBC requirements by moving the birth
center standards to the Design of Outpatient Facilities
book. Now in the Outpatient Facilities book, Guideline 2.4 provides birth center recommendations on
space describing the general site, examination and birth
rooms, support areas, building support facilities, public and administrative areas, design and construction
requirements, and building systems.
Although FGI does not require single room care for
childbirth settings, research on improved safety of single room care combined with higher patient satisfacThe Journal of Perinatal & Neonatal Nursing

tion is noted in the literature.38–40 The acuity-adaptable
patient room implemented in obstetric units has gone
in and out of favor. Acuity-adaptable patient rooms
(AAPRs) are designed so that the patient remains in
the same room from admission to discharge.41 The maternity room type equivalent to an AAPR is the LDRP,
designed for mother and infant to remain together from
labor admission to couplet discharge. The LDRP must
be designed in such a way that the mother, infant, and
family can function with adequate space to move and
be conducive to healing. Design must also allow the
clinician to function and perform duties of couplet care
within the shared space.
The most common inpatient maternity care blueprint
includes a distinct area for labor using a single room
concept for labor and short recovery, the LDR room.
After labor and birth, a healthy postpartum mother is
transferred to a second room until discharge. Postpartum rooms may be on a separate floor or wing. Both
LDRP and LDR models must include a newborn nursery. With LDR models, continuity of care is interrupted
impacting maternal/infant bonding, as families are required to change rooms and adapt to new staff soon
after birth.
Administrative decisions on selecting the LDRP versus LDR include factors such as number of births
per year, square footage allowance of available space,
staff model, amenability of staff to cross-train, and
organizational philosophy. Why is this important? There
is significant evidence that use of LDRP rooms in
www.jpnnjournal.com
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maternity care settings is optimal. However, the cost
of these rooms for hospitals is more expensive, fueling an ongoing debate that the LDRP improves patient
outcomes and satisfaction.42 Hospitals have limited operating budgets for managing capital improvements in
a rapidly changing marketplace. Yet, it is critical to note
that the new market change from volume to valuebased care places importance on linking reimbursement to outcomes, quality indicators, and satisfaction
of childbearing women.43
The hospital women’s service line is the largest allocation of hospital space with the majority of space
devoted to services around childbearing. At least 12
types of patient rooms are typically designed to serve as
functional women’s health areas.8 Reported in 2017 and
for years prior, admission to hospital for labor-/birthrelated indications (coded as maternal and neonatal)
represented the top 2 categories of inpatient stays by
hospitalization type.44
Concurrently, maternal mortality and morbidity related to childbirth in America has been rising the last
20 years.45 Multiple workplace and clinician characteristics contribute to challenges for optimal care in hospital settings including room demand, capacity, operating
room access, delivery volume, clinician workload, and
more.46 With increasing rates of morbidity, mortality,
and near-miss events associated with childbirth, consideration for standardizing optimal design of hospital
childbirth settings must become a national priority.
Freestanding birth centers
Freestanding birth centers are growing in numbers
across the United States. Interest is being driven by the
consumer looking for a calm, familiar environment that
is an alternative to the high-tech birth experience in US
hospitals today.47 Physicians, midwives, third-party payers, and hospital administrators are all increasing their
interest in the FSBC concept. When the term is used appropriately, a “birth center” is a healthcare facility where
care is provided in the midwifery and wellness model.
The birth center is freestanding and is not a hospital.48
Because of risk criteria that provide service only for lowrisk birth, birth centers do not require design space for
intensive equipment or surgical procedures. It is vital
to consult with birth center experts when constructing
childbirth inpatient units to benefit from their unique
perspective on variables that improve care of low-risk
mothers and infants.49,50
In 2015, there were 270 FSBCs reported in the United
States, and of these, 71 accredited.49 A recent largescale study investigating mothers who have Medicaid
maternity care coverage and are cared for in an FSBC
demonstrated safe, satisfying, and reduced cost care for
those experiencing normal pregnancy and labor.51 Al30
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though the number of FSBC has increased nationwide
during the last 10 years, not all states provide regulatory oversight. The American Association of Birth Centers Position Statement on Birth Center Licensure and
Regulations includes definitions and recommendations
related to facility design.52 The American Association
of Birth Centers endorses the regulation, licensure, and
accreditation of all birth centers and is committed to
ensuring safe options for family-centered care.
Key resources for childbirth settings
In addition to FGI Guidelines, the Guidelines for Perinatal Care, eighth edition,53 the ACOG/Society for
Maternal Medicine (SMFM) Obstetric Care Consensus
Statement,54 and the Commission for the Accreditation
of Birth Centers Standards55 influence the design of
childbirth settings. These documents serve as guidelines
and not state regulations.
The eighth edition of Perinatal Care Guidelines
serves as recommendations from both ACOG and the
American Academy of Pediatrics (AAP), not strict operating rules. Physical facility recommendations53(p60) describe environmental design that mirrors FGI guidelines
such as illumination, windows, wall surfaces, acoustic
characteristics, obstetric functional units, and combined
units.
In 2014, both ACOG and SMFM published the first
document to designate levels of care, services, and
provider types by setting. Characteristics of childbirth
facilities are described by type of licensed provider, as
well as capabilities of the facility to perform increasing
levels of high-acuity services. It is important to note that
this consensus document recognizes and defines the
birth center capabilities, types of healthcare providers
by title, and examples of appropriate patients.
The Commission for the Accreditation of Birth Centers is the only accrediting organization dedicated exclusively to overseeing operation and services of birth
centers regardless of ownership, primary care provider,
location, or population served. The Commission for
the Accreditation of Birth Centers is an independent,
nonprofit organization that accredits developing and
existing birth centers in the United States using established standards, a self-evaluation report mechanism,
and on-site visits. Birth center accreditation is voluntary.
In addition, wide variance exists in state regulations of
birth center based on state adoption of FGI guidelines
(see Table 1).
An international perspective
International facility design guidelines of childbirth settings provide a robust cache of information to explore.
Ireland launched the National Standards for Safer Better Healthcare in 2012 with a new focus on maternal
January/March 2019
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Table 1. Key Resources for childbirth setting guidelines
FGI Guidelines for Hospitals and Outpatient
Facilities
ACOG/SMFM Obstetric Care Consensus
Statement
Commission for the Accreditation of Birth
Centers, Standards
Guidelines for Perinatal Care, 8th Ed.

https://www.fgiguidelines.org/guidelines/2018-fgi-guidelines/
https://www.acog.org/Clinical-Guidance-and-Publications/ObstetricCare-Consensus-Series/Levels-of-Maternal-Care
https://www.birthcenteraccreditation.org/go/get-cabc-indicators/
http://ebooks.aappublications.org/content/guidelines-for-perinatalcare-8th-edition

health in 2017.56 The standard setting document provides guidance on safe, high-quality maternity services,
highlights a mother-centric model, describes implementation of evidence-based care, and promotes alongside
unit design recommendations for freestanding maternity homes.
A second resource is the International Health Facility Guidelines 2017 edition, detailing international
recommendations for the birthing unit. A side-by-side
comparison of International Health Facility Guidelines
and FGI publications shed light on widely divergent
values in concept and design of the childbirth setting.
The International Health Facility Guidelines delineates
evidence-based recommendations for childbirth settings
based on shared care models and family choice, outlining mechanisms for access to seamless care for women
in-hospital or stand-alone birth center.57 It is important
to reemphasize that the United States has the worst maternal mortality rate of all high-income countries.58 Hospital systems may find value in learning more about
mandatory design standards for maternity care units
from countries that fare better with outcome indicators
than the United States.
Researchers of innovative childbirth facilities in lowincome countries are examining how regions with limited maternity resources can reduce maternal and infant
mortality by building maternity waiting homes.59 For example, in Malawi, women travel great distance in late
pregnancy to reside in group settings akin to their home
village. The aim is to provide services that would otherwise not have been accessible. The setting includes
an alongside maternity ward with trained staff and full
range of maternity services.
And finally, in 2018, the World Health Organization
published evidence-based guidelines on intrapartum
maternity care, prioritizing need for a human-centered
approach in all labor and birth settings throughout the
world.60 The 56 recommendations (26 newly developed) are intended to guide implementation of action
steps known to promote a positive childbirth experience. The World Health Organization intrapartum care
model places the mother at the center, emphasizing
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need for families to have the type of care they want
and need.61

DISCUSSION
Beyond FGI Guidelines, the HCS must consider balancing efficiency of clinician tasks with prioritizing the
individual’s experience. For childbearing women, labor
and birth is an experience anticipated with great fear
juxtaposed with anticipatory joy. Families expect their
experience to be supported, safe, and satisfying.
Promising concepts in design and care models are
emerging to improve maternal outcomes and increase
satisfaction. In 2014, The Lancet series on midwifery
coined a phrase describing essential needs for childbearing women around the world as 1 of 2 extremes,
“too much too soon, or, too little too late.”62 Both unavailability and overuse of technology contribute to
poor outcomes for mothers. What can moderate these
extremes?
In response to the notion of too much too soon in
hospital settings, one concept is to defer admission of
women who are not in active labor. Evidence shows
that women admitted too early are at increased risk
for unnecessary interventions.21 One method to delay
admission is by providing an early labor lounge63–65 designed for those who may be anxious and want to stay
at the facility, given their home may not be conducive
to relaxation or they have no supportive partner to assist them. The early labor lounge serves as outpatient
space providing intermittent assessment and comfort
measures. Design concepts could include a walking
area (in and outdoors), rocking chairs, nutritional options, private space, and immediate call access to labor
and delivery staff. A doula could serve as nonclinical
team member to provide oversight and coordinate access to nursing care.
In facilities with increasing levels of care, specialty
clinicians and staff must be in house at all times to
manage critically ill women. This includes women with
conditions that may complicate labor, birth, and postpartum such as, high body mass index, hypertensive
www.jpnnjournal.com
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disorders of pregnancy, infectious disease, drug addiction, and maternal trauma.
With increased complexity of care, hospitals must
have 24/7 skilled staff, rooms, and surgical space to
accommodate flexing needs. To balance settings that
have high numbers of high-risk women, an emerging
approach is designing space that distances the proximity of the low- and high-risk units from one another.
Continuity of care, LDRP-designed rooms are staffed by
nurses ready to facilitate and promote options using a
wide variety of evidence-based recommendations. This
model embraces key characteristics of the FSBC.
There is growing interest in evaluating models outside the United States, including benefits associated
with alongside or midwifery-led units.31,40,66,67 These
settings are staffed by licensed midwives who provide
continuous supportive care for healthy women desiring
physiologic birth. A Cochrane review from 2015 investigated 15 trials involving 17 674 women and concluded
that women who had alongside or midwifery-led units
care were less likely to experience regional anesthesia,
instrumental vaginal birth, preterm birth less than 37
weeks, and less overall fetal/neonatal death. Women
were also more likely to experience normal spontaneous vaginal birth and were satisfied with their care.29
The alongside or midwifery-led unit combined with
space dedicated as a low-risk unit merges 2 successful models of evidence-based maternity care.
A safe and satisfying birth depends on the amount
of stress a woman experiences during her labor and
birth. In the United States, the typical birth room is a
clinical environment similar to high-risk intensive care
units. Hospitals were designed to facilitate use of necessary interventions. Labor/birth rooms are characteristically the same across the country whether women are
experiencing a normal or complicated labor. For many
women, the hospital environment is impersonal, frightening, and provokes anxiety that something is wrong.
This feeling is amplified as more and more equipment
is hooked up and placed on her from the time of admission. Required use of invasive technology coupled
with images of a sterile environment is a reason why
low-risk families seek care in FSBCs.
Until recently, these authors were unfamiliar with
state regulatory options for healthcare facilities, variance in state regulations, and preferential adoption of 7
editions of the FGI Guidelines. As invited attendees of
the April 2018 Reimagining Childbirth Facilities Workshop convened by FGI, American Institute of Architects,
and ACOG, in-depth information about design, prototyping, and processes to improve care were explored.
Discussion included collegial review of current facility
guidelines for inpatient childbirth and FSBC settings.
However, there is confusion and inconsistency among
32
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state regulatory bodies in what is required compared
with recommended in structural design features. Typically, when hospitals seek consultants for maternity
setting design projects, conversations rarely involve a
wide diversity of clinicians or consumers.

CONCLUSION
What would a childbirth setting of the future look like
if designed with an eye to the family first? Authentic
leadership in organizations with continuous quality improvement will help to implement change. A first step
to improving maternity care in the United States includes birth settings examining their maternity care design, staffing, and policies. A second step is engaging
others in purposeful collaboration to explore and understand best practice for HCS design standards. Actions to improve outcomes for childbearing women include implementing evidence-based recommendations,
promoting shared care models for low- and high-risk
women, supporting family choice, and improving access to appropriate levels of care for women in or out
of hospital.
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