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Abstract 1000 planned home births, similar to from unplanned home births accu-
Obijective To evaluate the safety of risksinother studiesflowriskhome rately, or retrospective with tipe-
home birthsin North Amerigavolv-  and hospital births in North America. tential of bias from selective report-
ing direct entry midwives, injurisdic- No motherslied. No discrepancies ing. To tackle thedesues we carried
tions where theractice is not well were found for perinatal outcomes out a large prospective study of
integrated into the healthcare sys-independentlyalidated. planned homdirths. The North
tem. American Registry of Midwives pro-
Conclusions Planned home birth vided a rarepportunity to study the
Design Prospective cohort study. forlowriskwomeninNorth America practice of a defined population of
using certified professional midwives direct entry midwives involved with
Setting All home births involving Wwas associated with loweates of home birth across the continee
certified professional midwives medicalinterventionbutsimilarintra- compared perinatal outcomes with
across the United States (98% of partumand neonatalortality tothat those of studies of lovisk hospital

cohort) and Canada, 2000. oflowrisk hospital birthsinthe United births in the United States.
States.

Participants All 5418 women ex- Methods

pecting to deliver in 2000 supported Introduction

by midwives with a common ce_:rtifi- The competency based process of
cation and who planned to deliar Despite a wealth of evidence sup-the North American Registof Mid-
home when labour began. porting planned home birth asafe wives provides a certified profes-
_ option forwomen with low risk preg- - sional midwife credentiarimarily
Main outcome measuresintra- — pancieg:# the settingemains con- for direct entry midwives who attend
partum and neonatal mortality, Peri- oyersialin most high resource coun- home birthsncluding those educated
hataftransfer to hospital care, medi- yjes viewsare particularly polarised through apprenticeship. Our target
calintervention during labounteast i, the United States, with interven- population was all women who en-
feeding, and maternal satisfaction. tisnsand costs of hospital births es- gaged the services of a certified
calating and midwives involvedth rofessional midwife in Canada or
Results 655 (12.1%) women Who - qme pirths being denied the ability to tphe United States as thgirimary
intended to deliver at home when pqaad professionaishospital, with ~ caregiver for a birth with an ex-
labour began were transferred 10 agmitting and discharge privileges. pected date of delivei 2000. In
hospital. Medical interventiorates - ajinoughseveral Canadian medical autumn 1999, the North American
included epidural (4.7%), episiotomy g jeties” and the American Public Registry of Midwivesnade partici-
(2.1%), forceps (1.0%yacuum ex-  Hegith Associatioh have adopted pation in the study mandatory for
traction (0.6%), and caesarean secyjicies promoting or acknowledging recertificatiorand provided an elec-
tion (3.7%); theseates were sub- e iahjlity of home births, the Ameri- tronic database of the 534 certified
stantially lower than for low risk US - can Gollege of Obstetriciarmid  professionahidwiveswhose creden-
women havingiospital births. The gynecoogists continues to opposetials were current. We contacted 502
intrapartum and ne_:onatal morta_llty it. Studies on home birtrave been  ofthe midwives (94.0%); 32 (6.0%)
amongvomen consideredatlowrisk ¢ jticised if they have been too small could not be located througmail,
at start of labour, excluding death_s to accuratelyassess perinatal mor- telephone, post, or local associations,

concerning life threatening congeni- ity unable to distinguish planned 9 ‘
tal anomalies, was 1.7 deatpes Ys g p 82 (15.4%) hadtopped independent
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practice, and 11 (2.1%) had retired. each registeredient, we linked the catesfor all 3 360 868 singleton,
Wesent a binder with forms and entered data to the registration data-vertex births at 37 weeks or more
instructions for the study to td®9 baseWe reviewed the clinical de- gestationinthe United Statesin 2000,
practising midwives who agreed to tails and circumstances of stillbirths as reported by the Nation@enter

participate. and intrapartum and neonatal deathdor Health Statistic&} which acted
andtelephonedthe midwiviescon-  as a proxy for aomparable low risk
Data collection firmation and clarification. Toverify group. We also compared medical

For each new client, the midwife this informatiorwe obtained reports interventiomrates with the listening to
listed identifying informatioon the ~ from coroners, autopsies, or hospi-mothers survey,a national survey
registration log form at the start of tals orall but four deaths. For these weighted to be representative of the
care; obtaineohformed consent, in- four, we obtained peer reviews. US birthing populatioaged 18-44.

cluding permission for the clientto be Intrapartum and neonatal death rates
contacted for verification of infor- Validation and satisfaction were comparedith those in other
mation after care was compleaed We contacted a stratified, random North American studies of at least

filled out a detailed data form on the 10% sample, of over 500 mothers, 500 birthshat were either planned

course of care. Evetitiree months including atleast one client for every out of hospital or comparable studies
the midwife was required to send a midwife in the studyThe mothers of low risk hospital births.

copy of thaupdated registration log, were asked about the date and place

consent forms for new clients, and of birth, anyrequired hospital care, Results

completed data forms for women at any problems with care, the health
least six weeks post partufim con-  Statusof themselves and their baby,

firm that forms had been received for and 11 questions on level of satisfac- .A total_ of .409 certified profes-
tionwith their mid-  Sional midwives from across the

_ N wifery care. United States and two Canadian prov-
Flow chart for mothers using certified inces registered 7623 womehose
professional midwives, 2000 expected date of delivery was in
2000. Eighteen of th#)9 midwives
(4.4%) and their clients were ex-

Data analysis

Women ragistered prospectively for births in 2000 (n=7286) Our analySlS fo-

cused onpersonal de-
tails of tE lient cluded from thetudy because they
Left care (n=1038, 14.2%). als o1 e CIents, 4 iled to actively participate and had
Registered on initial visit but never returned to reasondor leaving _ y particip
midwife (n=133) care prenatally, the decidedot to recertify or left prac-
Social reasons (n=436, 6.0%): ' ; ; 0 ;
Eﬂmse nospital birh (n=142) rates and reasons for tlcet._ S_'Xti{ mo_trk;]er? (0.8%) d(_e(;:llned
L Cost of care (n=35) during labour and before lab é/h " ded pl
h =87 .
Mtétngltgefsgnsm_mEqm ' post partum, medical eforelabouran theirintended place
I : : of birth atthe start of labour.
Referred for pregnancy complications (n=205) interventionshealth
Mi d (n=171 ..
Prles!firanr'lr'll?nhglur-rgfarrcn for obstetrical care (n=58) and admissionto hos- Ch teristi f th th
Stillbirths before labour, =20 weeks (n=19) pital of the newborn aracteristics o € mothers
Sets of twins (n=16) or mother fronbirth We focused on the 5418 women
who intended to deliver at horaé

up to six weeks post

Women who continued care with midwife (n=6248, 85.8%) i
partum, intrapartum

the start of labouiable 1 compares

| . .
i f } and neonatahortal- them with all womewho.gave birth
Intending intending birth Iniending ity, and breast feed- to singleton, vertex bable_s of gt least
hame birth centre birth with a hospital birth .
il: 513|I'f -:er:nLrl |'Jlr(:-'rell:1>i|:|"al aﬁlstart” Ing. We Compared 37 .Weeksar m-ore geStatlon . in the
labour® i : ol : United Statesin 2000 accordind.®
of labour midwife at start of of labour medicalintervention : ;
(n=5418, 86.7%) | labour (n=667, 10.7%) (n=163, 2.6%) personal and behavioural variables

rates for the planned _ ; S
" Includes eight births intended in a birth centre and eight intended in home births withdata aSSociated with perinatalk. Women
hospital (last trimester) where women decided to have home birth from birth certifi who started birth at home were on
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average oldenf a lower socioeco-

ing, urgency, and reasons for trans-gentin 3.4% of intended home births.

nomic status and higher educationalfer. Fiveout of every six women Transfers were four times as com-

achievementand less likely to be
African-American or Hispanic than
womerhaving full gestation, vertex,
singleton hospital births the United
States in 2000.

Transfers to hospital

transferred (83.4%) were transferredmon among primiparous women
before delivery, half (51.2%) forfail- (25.1%) as among multiparous
ure to progress, paielief, or ex- women (6.3%), but urgent transfers
haustion. After delivery, 1.3% of were only twice as common among
mothers and 0.7%f newborns were primparous women (5.1%) as among
transferred to hospital, most com- multiparous women (2.6%).

monly formaternal haemorrhage

Of the 5418 women, 655 (12.1%) (0.6% of total births), retained pla- Medical interventions

were transferred to hospitatrapar-

tum or post partum. Table 2 de-

scribes the transfeascording to tim-

centa(0.5%), or respiratory prob-  Individual rates of medical inter-
lems in the newborn (0.6%). The vention for home births weoensis-
midwife considered the transfer ur- tently less than half those in hospital,

Table 1 Characteristics of 5418 women planning home births with certified professional midwives in the United States, 2000, compared with
all singleton, vertex births at =37 weeks’ gestation in the United States, 2000. Values are percentages unless stated otherwise
All All
No (%) of singleton, No (%) of singleton,
women vertex births women vertex births
planning at 2= 37 weeks planning at 2 37 weeks
home gestation home gestation
birth* in USA 2000t birth* in USA 2000*
Characteristics (n=5418) (n=3 360 86) Characteristics (n=5418) (n=3 360 86)
Mother’s age: Location:
<=19 130 (2.4) 11.6 City 1891 (34.9) NA
20-24 930 (17.2) 25.3 Small town 1506 (27.9) NA
2-29 1554 (28.7) 27.1 Rural 1734 (32.0) NA
3-34 1423 (26.3) 22.9 Time (trimester) prenatal care began:
3-39 969 (17.9) 10.9 1st 2483 (45.8) 81.8
;40 327 (6.0) 2.1 2nd 2075 (38.2) 12.6
Parity: 3rd 803 (14.8) 2.7
0 1690 (31.2) 40.2 Smoked during pregnancy:
1 1295 (23.9) 32.8 No 5099 (94.1) 76.2
>2 2415 (44.6) 27 Yes: 164 (3.0) 8.9
Mother’s formal education: 1-9 cigarettes/day 86 (1.6) 6.4
High school or less 2152 (39.2) 52.4 210 cigarettes/day 78 (1.4) 2.5
Any college 1272 (23.2) 21.6 Unknown or not stated 155 (2.9) 14.9
College graduate 1169 (21.3) 227 Alcohol intake (drinks/week) during pregnancy:
Postgraduate 692 (12.7) 6.0 None 5162 (95.3) 85.7
Partner status at time of birth: Yes: 136 (2.5) 0.8
Has partner 5169 (95.4) NA <2 113 (2.1) NA
No partner 164 (3.1) NA >2 23 (0.4) NA
Ethnicity: Unknown or not stated 120 (2.2) 13.6
White 4846 (89.4) 58.2 Gestational age of infants (weeks):
Hispanic 216 (4.0) 20.2 <37 77 (1.4) —
African-American 70 (1.3) 141 37-41 4834 (89.2) 91.7
Other 140 (2.6) 5.8 242 361 (6.7) 8.3
Other special groups: Birthweight (g):
Amish 467 (8.7) NA <2501 60 (1.1) 24
Mennonite 194 (3.6) NA 2501-3999 3787 (69.8) 86.5
Socioeconomic statusi: 24000 1319 (24.3) 11.1
Low 1256 (23.2) 19
Middle 3244 (59.9) 44
Upper 664 (12.3) 21

NA=Not available.

*Percentages do not always add up to 100 owing to missing values.

tBased on data from birth certificates for all 3 360 868 such births. Data reported by National Center for Health Statistics.10




whether comparedglith arelatively lowrisk group (single- were associated with lower rates of electrdetial

ton, vertex, 37 week® more gestation) that will have a monitoring (9.6% versus 84.3%), episiotomy (2.1% ver-
small percentage of highdask births or the general sus33.0%), caesarean section (3.7% versus 19.0%), and
population having hospital birtftable 3). Compared with vacuum extractio(0.6% versus 5.5%). The caesarean
the relatively low risk hospital grouptended home births  rate for intended home birtihas 8.3% among primipa-

Table 2 Transfers to hospital among 5418 women intending
home births with a certified professional midwife in the United
States, 2000, according to timing, urgency, and reasons

Variable No (%) needingNo (%) needing
urgent transfer transfer

Timing of transfers

Stage before delivery:

1st* 62 (1.1) 380 (7.0)
2nd* 51 (0.9) 134 (2.5)
Not specified 4 (0.1) 32 (0.6)
After delivery:

Maternal transfers 43 (0.8) 72 (1.3)
Newborn transfers 25 (0.5) 37 (0.7)
All 185 (3.4) 655 (12.1)

Reasons for transfert
During labour:
Failure to progress in 1st stage

4 (0.1) 227 (4.2)
Failure to progress in 2nd stage
12 (0.2) 80 (1.5)
Pain relief 4 (0.1) 119 (2.2)
Maternal exhaustion 1 (<0.1) 112 (2.1)
Malpresentation 20 (0.4) 94 (1.7)
Thick meconium 13 (0.2) 49 (0.9)
Sustained fetal distress 31 (0.6) 49 (0.9)
Baby’s condition 5(0.1) 21 (0.4)
Prolonged or premature
rupture of membranes 0 19 (0.4)
Placenta abruptio or placenta
previa 5(0.1) 10 (0.2)
Haemorrhage 5(0.1) 7 (0.1)
Pre-eclampsia or hypertension 5 (0.1) 13 (0.2)
Cord prolapse 3(0.1) 6 (0.1)
Breech 1 (<0.1) 3(0.1)
Other 9 (0.2) 17 (0.3)
Post partum:
Newborn transfers:
Respiratory problems 14 (0.3) 33 (0.6)
Evaluation of anomalies 2 (<0.1) 8 (0.1)
Other reasons 9 (0.2) 17 (0.3)
Maternal transfers:
Haemorrhage 21 (0.4) 34 (0.6)
Retained placenta 14 (0.3) 28 (0.5)
Suturing or repair of tears 1 (<0.1) 14 (0.2)
Maternal exhaustion 2 (<0.1) 4 (0.1)
Other reasons 5(0.1) 8 (0.1)

*104 of these women were transferred to hospital after
midwives’ first assessment of labour

(1.9% of labours), 38 of which were considered urgent.
tTotals for urgent transfers are based on primary reason
for transport only, but column for all

transfers adds up to more than number transported as both
primary and secondary reason (if

reported) for transport to hospital are presented.

rous women and 1.6% among multiparsasnen.

Outcomes

No maternal deaths occurred. After we excluded four
stillbornswho died before labour but whose mothers still
chose home birtnd three babies with fatal birth defects,
five deaths werimtrapartum and six occurred during the
neonatal period (sdmx). This was a rate of 2.0 deaths
per 1000 intended home birtihe intrapartum and
neonatal mortality was 1.7 deaths per 1RO0 risk
intended home births after planned breeches and twins
(not considered low risk) were excluded. The results for
intrapartumand neonatal mortality are consistent with

Table 3 Intervention rates for 5418 planned home births attended
by certified professional midwives and hospital births in the United
States

Intervention No (%) of ‘Singleton,  Survey of
intended vertex births singleton
home births at >=37 births in
with certified weeks all risk
professional gestation categories
midwives in US inUS in US
in 2000 2000* 2000-1t

(n=5418)  (n=3 360 868) (n=1583)(%)

Electronic fetal monitoring

520 (9.6) 84.3 93
Intravenous 454 (8.4) NR 85
Artificial rupture of membranes

272 (5.0) NR 67
Epidural 254 (4.7) NR 63
Induction of labour: 519 (9.6) 21.0 44
Stimulation of labour 498 (9.2) 18.9 53
Episiotomy 116 (2.1) 33.0 35
Forceps 57 (1.0) 2.2 3
Vacuum extraction 32 (0.6) 5.2 7
Caesarean section 200 (3.7) 19.0 24

NR=not reported on birth certificate.

*Based on data from birth certificates for all 3 360 868 such births
in United States in 2000. Data reported by National Center for
Health Statistics.10 This subset of birthing women would generally
be low risk, but would include a small percentage of higher risk
women who would likely require more medical intervention.

tResults from listening to mothers survey, October 2002.
Percentages weighted to reflect US population of birthing
women, aged 18-44.5 Includes about 20% of women not at low
risk who may experience higher intervention rates.

fFor certified professional midwives 2000 study and listening to
mothers survey, both attempted and successful inductions
were reported; for US birth certificate data only successful

inductions are reported.




most North Americastudies of in-  (birth at41 weeks, five days) amge  Health in first six weeks post

tended births out of hospitat*and fatal birth defect death. partum
low riskhospital births (table 4¥2122 Apgar scores were reported for Health problems in the six weeks
24-30 94.5% of babies; 1.3% had Apgar post partum were reported ¥ of

Breech and multiple births athome scores below 7 at five minutes. Im- newborns. Among the 5200 (96%)
are controversial among homieth  mediate neonatal complicatiomere  mothers who returned fahe six
practitioners. Among the 80 planned reported for 226 newborns (4.2% of week postnatal visit, 98.3% of babies
breeches at home themere two intended home birthsjalf the im-  and 98.4% of mothersported good
deaths and none among the 13 sets afediate neonatal complications con-health, with no residual health prob-
twins. In the694 births (12.8%) in cerned respiratoproblems,and 130 lems. Atsixveeks post partum, 95.8%
which the baby was born under wa- babies (2.4%) were placed in the of these women were still breast
ter, theravas one intrapartum death neonataintensive care unit. feedingtheir babies, 89.7% exclu-

sively.

Table 4 Combined intrapartum and neonatal mortality in studies of planned out of hospital births or low risk hospital births in North America
(at least 500 births)

Type of studies and references Location, period No of births Combined intrapartum
and neotatal mortality
(per 1000)*
Low risk out of hospital births attended by midwives:

Burnett et al1l North Carolina, 1974-6 934 3.0t
Mehl et al12 United States, 1977 1146 35
Schramm et al13 Missouri, 1978-84 1770 2.8
Janssen et al14 Washington State, 1981-90 6944 1.7t
Sullivan and Beeman15 Arizona, 1983 1243 2.4
Tysonl6 Canada, Toronto, 1983-8 1001 2.0t
Hinds et al17 Kentucky, 1985 575 3.5t
Durand18 Farm, Tennessee, 1972-92 1707 2.3
Rooks et al19 84 birth centres across United States, 1985-7 11 814 0.6
Anderson et al20 90 home birth practices across United States, 11 081 0.9
1987-91
Pang et al21 Washington State, 1989-96 6133 2.0t
Schlenzka22 California, 1989-90 3385 2.4
Murphy et al23 United States, 1993-5 1350 2.5
Janssen et al24 Canada, British Columbia, 1998-9 862 2.3
Johnson and Daviss37 United States and Canada, 2000 5418 1.7

Low risk births attended by physicians or obstetricians in hospitals:

Neutra et al25 One academic hospital in Boston
(lowest risk women), 1969-75 12 055 0.5-1.1%

Amato26 One community hospital, 1974-5 4144 3.4%
Adams27 15 hospitals 10 521 1.7
Rooks et al28 National natality survey, 1980 2935 2,51
Janssen et all4 Washington, 1981-90 23 596 1.7t
Leveno et al29 One academic hospital in Dallas, 1982-5 14 618 1.0
Eden et al30 Twelve hospitals lllinois, 1982-5 8135 1.9
Pang et al21 Washington State, 1989-96 10 593 0.7t
Schlenzka22 California 1989-90 806 402 1.9
Janssen et al24 Canada, British Columbia, 1998-9 733 1.4

Table is presented for general comparison only. Direct comparison of relative mortality between individual studies is ill advised, as many
rates are unstable because of small numbers of deaths, study designs may differ (retrospective versus prospective, assessment and
definition of low risk, etc.), the ability to capture and extract late neonatal mortality differs between studies, and significant differences may
exist in populations studied with respect to factors such as socioeconomic status, distribution of parity, and risk screening criteria used.
For example, see the study by Schlenzka. Although the crude mortality for low risk babies weighing over 2500 g intended at home was 2.4
per 1000 and intended in hospital was 1.9 per 1000, when standard methods were employed to adjust for differences in risk profiles of
the two groups (indirect standardisation and logistic regression), both methods showed slightly lower risk for intended home births.

*Excludes lethal congenital anomalies.
TNeonatal mortality only, intrapartum mortality unreported.




Outcome validation and clientsat-  studies of low risk hospital birth (table example, womechoosing home birth
isfaction 4). A meta-analysisand the latest may have an advantageous enhanced
Among the stratified, random 10% researchin Britai?3?Switzerland®  beliefin their ability to give birth safely

sample of women contacted directly and the Netherlan&shave rein- with little medical interventiorOn
by study staff to validate birth out- forced support of home birtRe- the other hand, women who choose
comes, no new transfashospital searchers reported high overall peri-hospital birth may haapsychologi-
during or after the birth were re- natal mortality in a studgf home cal advantage in North America as-
ported and no nestillbirths or neo-  birth in Australia® qualifying that sociated with ndtaving to deal with
natal deaths were uncovered. Moth-low risk homebirths in Australiahad the social pressure and fears of
ers’ satisfactiomwith care was high good outcomes but that high risk spousestelatives, or friends from
for all 11 measures, with over 97% birthsgave rise to a high rate of their choice of birth place.
reportinghatthey were extremely or avoidable death at homd&Two pro- Our results may be generalisable
very satisfied. Forasubsequieinth,  spectivestudies in North America to alarger community of direenhtry
89.6% said they would choose thefound positive outcomes for home midwives. The North American Reg-
same midwife, 9.1% anotheerti-  birth,222*but the studies were not of istry of Midwives wasreated in
fied professional midwife, and 1.7% sufficient size to provide relatively 1987 to develop the certified profes-
another type of caregiver. stable perinatal death rates. None ofsional midwifecredential—a route
this evidence, includingurs, is con-  for formal certification for midwives
sistent with a study in Washington involved in home birth who were not
State based odpirth certificates!  nurse midwives and who carfinem
That study reported anincreased riskdiverse educational backgrounds.
with home birth butlacked an explicit Thus the women who chose be-
o , o indication of planneglace of birth, come certified professional midwives
certified prgfessmnal midwife had a creating the potential inclusion of were a subset of th@ger commu-
low rat'e of _mt_raparturand heonatal highriskunplanned, unattended home nity of direct entry midwivesin North
_mortallty,_5|mllart(_) tha’Fm mpststud- births28 37 America whoseliverse educational
€S Of!OW'Sk h(_)spltal birthsin North Our study has several strengths.backgrounds and midwifery practice
America. A high _degrge of safety Internationally it is one dhe few, weresimilarto certified professional
and maternal satisfaction were re- and the largest, prospective studiesmidwives. From 1993 to 1998sing
ported, and_over87% O_f mothersd of home birthallowing for relatively — an earlier iteration of the data form,
neon_ates did not require transfer Ogtable estimates of risk from intra- we collected largelyetrospective
hospital. _ _ partumand neonatal mortality. We dataonavoluntary basis mainly from
Arandomised controlledtnalvv_ould accurately identified births planned direct entrymidwives involved with
b? the best way to tacldelection at home at the start of labour andhome births approached through the
b!as of mothers \{vho plan a h,omeincludedindependentverificatioﬁ MidwivesAlliance of North America
_b'rth’ butarandonjlsexd)ntro_lled tr!al birth outcomes for a sample of 534 Statistics and Research Committee
in North Amgrlgals unfea5|bleg|yen planned home births. Wabtained and the Canadian Midwives Statis-
thatevein Brlt_aln,where home birth data from almost 400 midwives from tics’ Collaboration. This earliem-
has been an incorporated parthga‘ across the continent. published data of over 11 000 planned
healthcare system for Some time, Regardless of methodology, re- home births showed simildemo-
a_nd where cooperat_lonnsore fea- sidual confounding of comparisons graphics, rates of intervention, trans-
glble,apllot stut_jyfalleéll.Prospec- between home and hospital birthsfers to hospitaland adverse out-
tive cohort ;tuc!lesemaln the mpst will always be a possibilitomen  comes.
comprehenswemstrumentsavallable.choosing home birth (or who would  As with the prospective US na-
Our results f_or mtrapar.tum' and be willing to be randomisdd birth  tional birth centre study andthe
neonatal mortality are co_nS|stenlIh_ site in a randomised trial) may differ prospective US home birth stuéfy,
mqst other N_orth Amerlcar_1 studies for unmeasuredariables from the main study limitatiowas the in-
ofintended births owtf hospital and women choosing hospital birth. For ability to develop a workable design
7

Discussion

Women who intended at the start
of labour to have a home bistlith a



from which tacollect a national pro-

spective low risk group of hospital expensive hospital interventio@ur

risk women without routine use of of previous researcbn safety of
home birth with midwives interna-

birthsto compare morbidity and mor- results are consistent with the weighttionally. Thisevidence supports the

tality directly. Forms for vitadtatis-

tics do not reliably collect the infor-
mation on medicalisk factors re-
guired to create a retrospective hos-
pital birthgroup of precisely compa-
rable low risk®4 and hospital dis-
chargessummary records for all births
are not nationally accessilibe sam-
pling and have some limitations, be-
ing primarily administrativeecords.

One exception, and an important
adjunctto our study, was Schlenzka’s
study in Californig? In this PhD
thesis, Schlenzka was abeestab-
lish a large defined retrospective co-
hort of plannediome and hospital
births with similar low risk profiles,
becauséirth and death certificates
in California include intendgalace
of birth and these had been linked to
hospital dischargabstracts fot 989-

90 for a caesarean section study
When theauthor compared 3385
planned home births with 806 402
low risk hospital births, he consis-
tently found a non-significantly lower
perinatal mortality in the home birth
group. The results wemnsistent
regardless of liberal or more restric-
tive criteriato define low risk, and
whether or not the analysis involved
simple standardisation of rates or
extensive adjustment fall potential
risk variables collectett.

An economic analysis found that
an uncomplicated vaginal biithhos-
pital in the United States cost on
average three timess much as a
similar birth at home with a midwife
in an environmenwhere manage-
ment of birth has become an eco-
nomic, medical, anddustrial enter-
prise??Our study of certified profes-
sionalmidwives suggests that they
achieve good outcomes among low

Categories ofintrapartum and postpartum deaths (h=14) amorts418 women
intending at start of labour to deliver athome

Intrapartum deaths (n=5)
Term pregnancy, transferred in first stage, qmalapse discovered with
artificial rupture of membraneshospital

Term pregnancy, breech transported in second bamgrise of decelerations
delivered during transport

Term pregnancyareech, transport after birth at home

Term pregnancy, 41 weekse days. Subgaleal, subdural, subarachno
haemorrhage. Nfetal heart irregularities detected with routine monitorin
Apgar scores 1 and 0O

Post-term pregnancy at 42 weeks tlir@gs, nuchal cord 6X and a true knot

Neonatal deaths (n=9)
Lethalcongenital anomalies (n = 3):

Dwarf and related anomalies

Acrocallosabyndrome

Trisomy 13
Other causes (n = 6):

Term pregnancyverage labour. Apgar scores 6/2. Transported immediate
diedat of age in hospital. Autopsy said “mild medial hypertrophy of tk
pulmonary arterioles which suggesissible persistent pulmonary hyperter
sion of a newborn or persistdetal circulation...some authorities would argu
this is a SID%nd others disagree based on the age. Regardless, infant sufi
hypoxia and cardiopulmonary arrest”

Term pregnancy, Apgar sco@40. Suddenly stopped breathing at 15 hou
of age. Died dive days in hospital, sudden infant death syndrome

Term pregnhancytransport at first assessment because of deceleratic
ruptureof vasa previa before membranes ruptured, caesarean seéiettbim
hospital two days after birth

Term pregnancy, Apgacores 9/10. Baby died at 26 hours. Sudden infg
death syndrome

Post-ternpregnancy, 42 weeks two days age based on clinical data as mg
not aware of last menstrual period and refused ultrasonog@pbydecelera-
tion during second stage, which resolved with positl@nge. Apgar scores
3/2. Brain damage associated with andxény died at 16 days

Term pregnancy. Mother and baby transpaitdtbspital because mother
not baby, seemed ill, but both dischargétthin 24 hours. Mother, not baby,
given antibiotics by physiciaafew days after the birth for general sicknes

id
.

ely,
ne

e
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vther

S.

Baby readmitteftom home at 16 days because of nursing problems, died at 19

days of previously undetected Group B streptococcus




What is already known on this topic

Planned home births ftow risk women in high resourc

healthcare system are associated wiithilar safety to
low risk hospital births

Midwives involvedwith home births are not well inte
grated into the healthcasgstem in the United States

Evidence on safety of such hobighs is limited

What this study adds

Planned home birthsgith certified professional mid-
wives in the United States hsichilar rates of intrapar-
tum and neonatal mortality to thagfdow risk hospital
births

Medical intervention rates fqgrlanned home births
were lower than for planned low risk hosphiaiths

countries where midwifery iwell integrated into the
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