[image: image1.png]F R



The Royal College of Midwives

15 Mansfield Street, London W1G 9NH

http://www.rcm.org.uk
Position Paper 25

HOME BIRTH
Over the last two generations, home birth in the UK has become markedly less common (Chamberlain et al, 1997).  Yet the evidence indicates that the health outcomes of planned home birth are as good as those for hospital birth, and that many women experience a range of emotional and practical benefits from giving birth at home (Enkin et al, 1995).

Research suggests that around on in five pregnant women would at least like more information about the option of giving birth at home, but that this information - and the support to make it a real possibility - are not always available (Singh and Newburn, 2000).

All four UK countries have policies that promote woman-centred maternity services with the expectation that choice will be offered to women, and that the option of home birth should be available (Department of Health, 1993; Department of Health and Social Services Northern Ireland, 1994; Scottish Office, 1993; Welsh Office, 1991).  Since the introduction of woman-centred care, the rate of home births has increased - from less than 1% to over 2% (Office for National Statistics, 1999) - but it is still very low compared with the number of women who could benefit from it.  Moreover, a recent National Childbirth Trust survey of UK Heads of Midwifery revealed:

· Wide geographical variation between regions and between Trusts in the proportion of home births, ranging from 1% to over 20%

· Perceived negative attitudes among primary care professionals, particularly GPs

· Concerns about the ability of Trusts to meet increased demand for home birth, particularly in areas with midwifery staffing shortages (National Childbirth Trust, 2001).

It is undeniable that in parts of the UK women are still experiencing difficulty in arranging a home birth.  This paper aims to help address the problem by offering guidance on the role and responsibilities of the midwife, midwifery managers and supervisors in facilitating and supporting home birth.

What is the evidence on safety and effectiveness?

There is no evidence to support the common assertion that home birth is a less safe option for women experiencing uncomplicated pregnancies, and not anticipated to need medical assistance at birth.  Indeed, the iatrogenic risks associated with institutional delivery, which are often overlooked in these discussions, may be equal to or greater than the benefit of immediate access to medical attention (Campbell and Macfarlane, 1994).

Planned home birth is associated with good outcomes for both mothers and babies.  The National Birthday Trust Fund's study of home birth in the UK covered nearly 6000 planned home births in 1994/5, matched against women planning hospital birth.  It found that the home birth group had roughly half the risk of experiencing caesarean section, ventouse or forceps delivery, and were less likely to suffer postpartum haemorrhage.  Babies in the planned home birth group who were born at home were significantly less likely to have low Apgar scores or need resuscitation, and they also suffered fewer birth injuries (Chamberlain et al, 1997).

In 1996, the British Medical Journal published several large studies on home birth and concluded that it was 'safe for normal, low-risk women, with adequate infrastructure and support' (Springer and Weel, 1996).  The meta-analysis of the safety of home birth showed that women booked for home birth experienced fewer medical interventions, and that their babies had fewer low Apgar scores (Olsen, 1997).  In 1998, the Cochrane Review recommended that 'all low risk pregnant women should be offered the possibility of considering a planned home birth' (Olsen and Jewell, 2000).

Do women have a 'right' to home birth?

The very terms of this frequently asked question reveal how far we have to go in providing truly woman-centred care.  Childbearing women are nearly always competent adults and therefore have every right to decide to give birth in their own homes (the exceptions to this are women prisoners and women who have been declared by the courts to lack the mental capacity to consent to medical treatment) (RCM, 1998).

The issue regarding women's right to give birth at home is implicit in all Governments' policy statements.  However, to engage with legal arguments regarding the provision of home birth services conflicts with women's choice (UKCC, 2000a).  Health authorities are legally obliged to provide maternity services, although home birth provision is not explicitly stated.  There is no doubt, however, that it is good practice - and Government policy - for them to do so.  Health Minister Lord Hunt of King's Heath has said:

'The Government wants to ensure that, where it is clinically appropriate, if a woman wishes to have a home birth she should receive the appropriate support from the health service.  At the end of the day, it must be the woman's choice.'

(Lord Hunt of King's Heath, 2000)

This was affirmed in the Secretary of State's speech to the RCM annual conference in May 2001, in which he asserted that:

'Our standard must be an end to the lottery in childbirth choices so that women in all parts of the country, not just some, have good care including the choice of a safe home birth.'

Home birth can non longer be regarded as a special privilege for a fringe minority - it should be understood as integral and mainstream to any modern maternity service.

Do midwives have a professional responsibility to attend home birth?

Midwives have a professional duty to provide care to women.  Midwives also have a primary contractual duty to carry out their duties in accordance with the wishes of their employer (unless the employer asks the midwife to do anything that contravenes the Midwives Rules and Code of Practice (UKCC, 1998) or is illegal).

Therefore, the midwife would not be acting in breach of her professional duty if she obeyed her employer's decision that home birth would not be provided.  The challenge for midwives is always to balance their duty of care with accountability to the employer, and midwives should not be placed in a position of conflict with these accountabilities.

In principle, this should rarely happen.  It is good practice, and congruent with Government policy, to support women's informed choice and to promote home birth as a good option for women experiencing uncomplicated pregnancies.

In practice, conflict sometimes arises because a woman intends to give birth at home against midwifery advice, or because the Trust withdraws its home birth service because of staffing shortages.

What if a woman intends to give birth at home against midwifery advice?

The role of the midwife is to facilitate women's informed choice by drawing on the available evidence and her own clinical judgment to provide advice on the risks and benefits associated with each place of birth.

Should a woman decide to give birth at home against midwifery advice, the first priority is to sustain calm and collaborative communication.  In most cases, the midwife and the woman will share a common objective and be able to resolve the issue through mutually respectful negotiation.  If the midwife can demonstrate that she understands and respects the woman's beliefs, values and fears (even if she does not agree with her reasoning or her decision), she may be able to achieve a positive outcome.  It could be, for example, that by providing additional clinical expertise or emergency back up, the midwife will feel confident to undertake the home birth.

Similarly, it may be possible to alter the environment or the style of care provided in a hospital setting sufficiently that a woman will feel confident to go there.

If the situation cannot be easily resolved, the midwife should consult her supervisor of midwives for further advice.  It may be helpful to involve the supervisor in explaining the risks to the woman.  While it is important to avoid being perceived as bullying or coercive, it is important that women are not 'protected' from understanding the possible implications of their decisions, including the possible legal repercussions for any lay caregivers.

Ultimately, however, a woman may decide on a course of action against midwifery advice.  Midwives should continue to provide care for the woman and they are legally obliged to provide emergency care.  Therefore, if a woman intends to give birth at home, contrary to professional advice, the midwife and her supervisor should draw up an action plan to ensure that any risks are minimised, and that untoward incidents are anticipated and catered for.  The plan may include:

· Ensuring the woman has been adequately informed of the possible risks and their consequences

· Ensuring that two skilled and experienced midwives are available to provide the necessary care

· Liaising with the obstetric and paediatric teams to ensure appropriate back up is in place

· Undertaking practice drills for any relevant emergency procedures

· Professional and personal support to help the midwife with any anxiety or distress she may experience.

This plan should be carefully recorded and communicated to all those involved, including the woman.  Accurate records should be kept of the risk assessment and any discussions with the woman.  At all times, great care should be taken to preserve the quality of the mother-midwife relationship and to sustain as much mutual trust and respect as possible.

What about when the Trust says no because of staffing shortages?

When there are insufficient midwives available to support both the hospital and the home birth services, women who have planned home birth have been asked to deliver in hospital instead.  This causes significant concern and distress, particularly if women's birth plans are disrupted at a late stage of pregnancy.

All maternity services should aim to provide one-to-one midwifery care throughout established labour and birth for all women, regardless of the location of that birth.  Midwifery establishments should allow for the provision of a home birth service, which may necessitate review with the use of Birthrate Plus.  Where there are not sufficient midwives to provide effective care for all women in their chosen location, all other options should be considered before refusing midwifery care.  These options may include employing additional bank/agency staff on labour ward, in order to release midwives to attend home births.  Home birth services may also be contracted out to independent midwives - if local independent midwives do not have indemnity insurance, then they can be employed as bank midwives in order to benefit from NHS Trust indemnity (Ryan, 1996).

The RCM accepts that there may be emergency situations where the only way to ensure the safety of all women is to focus resources on a hospital birth service.  However, this should be treated as a significant breach of good practice and should be reviewed in order to minimise the chances of it happening again.

Understandably, women may become very distressed if the offer of a home birth service is withdrawn.  Rarely, they may decide to give birth at home anyway.  In this situation, the midwife should seek the advice of her supervisor.  The UKCC has advised that:

'While the employed midwife has a contractual duty to her employer, she also has a professional duty to provide midwifery care for women and would not wish to leave a woman in labour at home unattended, thus placing her at risk at a time when competent midwifery care is essential.  The midwife should not refuse to continue to provide care for a woman on the basis of where the woman wishes the birth to take place.'  (UKCC, 2000b)

If, in the last resort, a midwife is torn between her employer's insistence that she does not provide a home birth service and the woman's insistence that she will give birth at home, she should take steps to protect her position through negotiation with her supervisor and her manager.  If nothing is resolved, it may be helpful to involve the RCM.  Sometimes a conflict may arise very quickly, for example where a labour ward is suddenly critically understaffed and a woman is insisting on giving birth at home.  There is no legal precedent to clarify the balance between the midwife's duty of care to those women at home and those in hospital, nor of her duty of care to an individual woman and that due to her employer.  The RCM recommends that all maternity services explore these issues in advance and attempt to develop consensus on how they will be handled.

What about when GP says no?

Some women have also perceived that they have been 'denied' the option of home birth by their GPs.  GPs cannot 'ban' home births.  Some GPs may be reluctant to encourage this option because they mistakenly believe that they have to attend the birth personally, or that they would be personally liable for adverse outcomes.  In 1995, the RCM and the Royal College of General Practitioners issued a joint statement, which made clear that GPs who do not wish to provide care for home births should refer women to a local midwife or the local supervisor of midwives.  Midwives are fully responsible for the care they provide and a GP cannot be held responsible for another professional's actions.  In the event of an emergency, it will usually be more appropriate to transfer the woman to obstetric care in the hospital than to call in a GP.  If, however, the GP is called out to a home birth in an emergency, they would not be expected to provide a higher level of care than any other of their peers not practising obstetrics (RCM and RCGP, 1995).

Providing a midwifery home birth service

Maternity services should not operate on the assumption that nearly all women will give birth in hospital, and that only a tiny minority may be 'allowed' to give birth at home.  It is important that the service facilitates and promotes genuine choice in the location of intrapartum midwifery care.

1. Home birth should be understood as mainstream maternity care.  It should be available as standard and provided by most - if not all - midwives undertaking intrapartum care.  While the development of dedicated home birth midwives or midwifery teams may have some advantages (in terms of developing expertise in the short term or overcoming local opposition), it will usually be more appropriate not to treat home birth as a 'specialist' service, but as integral to the entire service.

2. Guidelines should not be inappropriately negative; the emphasis should be on assisting women to reach their own decision, rather than defining who may or may not be 'allowed' the option of home birth.  The MIDIRS informed choice leaflet Where will you have your baby - hospital or home? should be available for all women.  It is also desirable to be as flexible as possible; women should feel they can change their decision during pregnancy or early labour.

3. Developing skills.  All midwives should be confident in providing intrapartum care in home settings, in order to mainstream home birth.  Unfortunately, many midwives have not had sufficient experience of normal labour in non-medicalised settings in order to be confident and competent, and will need to develop these skills to facilitate home birth.  In addition, reflection and peer discussion can be helpful in guarding against importing inappropriate hospital practices and assumptions into home settings.  Supervisors should discuss with each midwife their training needs and arrange for them to be addressed through continuing professional development.  Partnering a more experienced colleague for a while may be all that is necessary for some midwives.  Others may benefit from further training in intermittent fetal monitoring, non-pharmacological pain management, adult and neonatal resuscitation, suturing, shoulder dystocia, breech birth, intravenous access, transfer from home to hospital, and emergency care for postpartum haemorrhage.  All midwives should undertake regular and appropriate emergency drills and training designed to handle emergencies in both hospital and the home.

4. Student midwives.  Rule 33 of the Midwives Rules and Code of Practice establishes that midwifery education should provide student midwives with a wide range of experience, including the provision of midwifery care in the domiciliary setting.  On successful completion of a programme of education, the registered midwife is able to assume responsibility and accountability for her practice in any setting.  It is essential, therefore, that all efforts are made to give student midwives experience of intrapartum care in home settings.

5. Costs.  One study has concluded that home births cost less because of the reduced need for interventions and for hospital stays overall, even after accounting for transfers to hospital (Henderson and Mugford, 1995).  However, if numbers of home births increase significantly, but not substantially, then total costs are also likely to rise.  This would probably be without any reduction in hospital costs, for these expensive facilities would have to be retained in order to care both for those booked for hospital and for those booked for home who are transferred into hospital.  It is important that midwifery managers build these costs into their future budgets.  However, if the demand for home births continues to rise, a point will be reached where there will be savings in hospital costs - the home birth service will become increasingly cost-effective and will reduce costs overall (Chamberlain et al, 1997).

6. Emergencies.  All midwives undertaking home births should be able to manage obstetric and neonatal emergencies, and should practise them regularly.  Arrangements should be in place for speedy and unobstructed transfers.  As midwives develop confidence in decision-making, transfer rates usually settle down.  But in any case, transfers should not be necessarily viewed negatively, provided that they are managed well and the woman continues to receive seamless care and support.  Any emergencies should be treated as an opportunity for learning, with routine use of debriefing, reflective practice and peer review.

7. Clinical governance.  It is important that robust clinical governance systems are in place, including good documentation and record keeping, and routine collection of audit data.  This will help establish evidence-based practice across the service, and will help midwives learn from experience how to make the home birth service safer, cost-effective and satisfying for mothers.

8. Staffing.  All maternity services should ensure their staffing establishments take account of the need to provide a home birth service.  There is no legal requirement to provide two midwives to attend the actual birth, though in many areas it is accepted clinical practice and preferred risk management to do so.  This offers an opportunity for support and mentorship to more junior midwives.  Other staffing combinations are possible: some GPs will attend a home birth, while the attendance of a maternity care assistant may be useful for additional emotional and practical support.

9. Security.  All midwives attending home births should have adequate arrangements made for their personal safety and security (RCM, 1996).  This should include the use of mobile phones and personal alarms.  In some circumstances it may also be appropriate to provide a second person to accompany the midwife.

10. Record keeping.  As in all other settings for care, midwives must keep accurate records of intrapartum care provided at home, in order to document evidence on clinical decision-making and to comply with the Midwives Rules and Code of Practice.

Conclusion

All women are entitled to reach their own decisions about how and where to give birth, with the benefit of midwifery or medical advice.  Maternity services should aim to accommodate and support these decisions as far as is reasonably practicable.  The role of the midwife is to support the woman's informed decision-making and then to provide the best possible care appropriate to that choice.  It is good practice to support and promote home birth, so as well as responding positively to women's requests, midwives should offer home birth as a positive and realistic choice to all women who could benefit from it.

All midwives should be competent and confident to attend home births.  Maternity services should ensure that they get appropriate experience, training and support in order to do so.  In addition, they should ensure that workforce planning, continuing professional development, clinical governance, emergency support systems and a robust system for supervision are in place to help make the option of home birth a real choice for all women.
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