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1. Background 
In November 1996, the Chief Executive Officer group was requested by the 
Department of Health to consider the issue of domiciliary births .. The background 
to this request was as follows: 

Although the policy of the Department is that births should take place in 
consultant-staffed maternity units, a small number of mothers insist on having a 
home birth. There is a statutory entitlement to assistance from the health board, 
but it is difficult in practice to meet this requirement and in most cases health 
boards are now providing an ex-gratia contribution towards the cost of hiring a 
private mid-wife; 

The Review Group on the Maternity and Infant Care Scheme (whose report is 
likely to be published shortly in conjunction with the Women's Health Plan) gives 
a strong endorsement to the policy on the preferred location of births, but 
recognises that arrangements must be made to cater for those who insist on a 
home birth. The Review Group recommends that each health board should put in 
place a hospital out-reach service to that end. However, when the Department 
consulted with health~ board on this, some felt the approach was feasible but 
others saw major difficulties. Consequently, it is intended that, in launching the 
Women's Health Plan, the Minister will say that the hospital-outreach approach 
is a possible solution but that an initial assessment indicates practical problems; 
that the deSignation of certain public health nurses and/or contracted private 
midwives, with the involvement of general practitioners and with regular 
refresher training, is another possible approach; and that each approach is to be 
piloted in a health board to establish feasibility and comparative effectiveness, or 
whether different approaches may be required in different 
geographic/demographic circumstances; 

The Ombudsman has recently taken an interest in this area. He stresses that the 
statutory duty must be implemented, but, in view of the practical problems and 
the proposed pilot schemes, he is prepared to accept the current ex-gratia 
approach (provided it is implemented consistently in all boards) as an interim 
solution. He wants to be kept informed of progress and will review the situation 
periodically. 

Letter from Department of Healtl, to CEOs dated 21st November 1996 
The Department of Health officials had previously discussed this issue with the 
Programme Managers Community Care, and it was agreed that there were 
practical and legal issues which would have to be considered very carefully, not 
only in relation to the pilot schemes and the longer-term arrangements, but also in 
relation to aspects of the arrangements which are currently being made by the 
boards. It was felt, therefore, that it would be essential to establish an Expert 
Group, with appropriate medical, nursing and management involvement from 
both the hospital and the community programmes, to: 
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(i) draw up procedures and protocols for immediate application to the present 
arrangements, particularly in relation to legal safeguards; 

(ii) suggest locations for the pilot schemes, draw up protocols for them, and 
assess their outcomes; and 

(iii) arising from the outcome of the pilot schemes, make recommendations on 
the long-term approach and on whatever procedures and protocols will be 
necessary. 

Following consideration, the CEO Group decided on 2200 January 1997 to 
establish a group to consider the issues raised by the Department of Health. 

2. Establishment o(Expert Group on Domiciliary Births: 
The membership of the Expert Group included a representative from each health 
board, as follows: 

Mr. P. Madden, Chairperson, SHB 
Ms. Sheila O'Malley, Supt. Public Health Nurse, EHB 
Dr. Marre O'Connor, Specialist in Public Health Medicine, SEHB 
Ms. Anne McCarthy, Director of Nursing, MWHB 
Dr. M. Mylotte, Con. Obs.lGynae., University College Hosp. Galway 
Ms. Maureen Fallon, Assistant Matron, Holles Street Hospital, Dublin. 
Dr. Zelie Gaffney-Daly, High Street, Newmarket, Co. Cork. 
Mr. Tadgh O'Donoghue, Staff Officer, Southern Health Board. 

The Terms of Reference are as follows: 

1. Draw up procedures and protocols for immediate application to the 
present arrangements for domiciliary births, particularly in relation to 
legal safeguards. 

2. To suggest locations for pi/ot schemes in respect of a hospital outreach 
service (as recommended by the Re,!iew Group on the Maternity and Infant 
Care Scheme) and Community Midwives Scheme (as favoured by some 
Health Boards), to draw up protocols for this and assess their outcomes; 
and 

3. Arisingfrom the outcomes of the pilot schemes, make recommendations on 
the long-term approach and whatever procedures and protocols will be 
necessary. 
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The Expert Group held its first m~eting on 30th April 1997. Documentation at 
this meeting included papers available among the work on the Maternity and 
Infant Care Scheme Review and a search through a number of databases for 
literature references. 

To date, the Expert Group has met on three occasions. 

3. Report of the Maternitv and Infant Care Scheme Review Group 
The Department of Health published the Report of the Maternity and Infant Care 
Scheme Review Group, in conjunction with the Women's Health Plan in April 
1997. An extract from this report, referring to the Home Births situation is 
included in Appendix 1. 

The Review Group recognised that there was "undoubtedly a demand for a small 
number of women to give birth at home". It went on to say "while it is known 
that there were 184 intended home births recorded in 1991, it is difficult to assess 
the demand for births at home because of the absence of domiciliary services on a 
nationwide basis". 

In recognising that the underlying objectives of the Maternity and Infant Care 
Scheme were: 

. 
(a) a safe outcome of a live and healthy mother and baby 
(b) a satisfied and happy family unit. 

The Review Group recommended that pilot projects should be established and 
evaluated. 

Pilot Project 1 Home Environment in a Maternity Hospital 
Accommodation be set aside at a number of maternity hospitals to facilitate 
delivery in a homely non-clinical environment where the mother would have 
freedom to move around and her partner and children would be welcome. 
Hospital support would be available for any emergencies that might arise. The 
mother and her baby would stay in or at the hospital only for a limited period of. 
time before returning home. 

While a birth in these circumstances would not be a home birth, such an 
arrangement may prove desirable for those women who would wish to have a 
delivery in a homely atmosphere but who would be afraid for whatever reason not 
to be close to hospital services. 
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Pilot Project 2 Modified Domino Approach 
It is recommended that a pilot domino project should be established. The 
Domino approach (Domiciliary Care in and Out of Hospital) would allow the 
midwife and/or the general practitioner to monitor the mother throughout her 
pregnancy, be with her in hospital and to continue to provide her with care when 
she returns home. This approach would give the mother continuity of care, 
facilitate a hospital-based birth and provide an early return home from hospital. 

It is recommended that this pilot domino project should be established for a 
period of two years. ' 

This project would have the advantages of a hospital based delivery and a 
community approach to ante and post-natal care. Ante-natal care would be 
provided in the community by hospital based midwives (and/or general 
practitioners at the choice of the mother) with hospital support available for any 
emergencies that might arise. Delivery would take place in hospital with 
assistance provided by the team of midwives who provided the ante-natal care 
and/or the general practitioner and hospital-based medical staff at the choice of 
the mother. 

While these pilot projects, together with other recommendations made, may 
resolve some of the issues and may reduce the demand for home births, the 
Review Group recognises that there would continue to be a small number of 
women who, regardless of policy or professional advice, would insist on having a 
home birth. 

The Review Group recognises the dilemma which confronts the Department of 
Health and the health boards at present in such cases. However, it is 
unacceptable that a woman should feel compelled to give birth alone or 
unassisted by a health professional or assisted by an unregistered person. 

To cater for women wilD cannot be persuaded to deliver in or at a maternity 
IlDspital/unit, tile Review Group recommends tllat eacll Ilealtll board 
community care management put in place arrangements witll ti,e local 
maternity 1I0spital/unit to provide for a midwife to attend sucllllome birtll. 
These arrangement sllDuld be formalised and made know to users and 
providers. 

4. Report of the Ombudsman 1996 
The 1996 Report of the Ombudsman was published in July 1997 and it had this to 
say in respect of the Home Births situation: 
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During the year, the Office received a number of complaints about the failure of 
four health boards to provide midwifery facilities for women who chose to have a 
home birth. The women complained that their health board could not provide 

. them with a midwife and, when they themselves contracted private midwives, the 
boards would not pay realistic fees for their services. A fo rth er complication was 
that the fees offered by the different health boards varied, resulting in complaints 
receiving differing amounts in assistance depending on where they lived. 

Section 62 of the Health Act, 1970, imposes a duty on health boards to provide 
midwifery services, without charge. This obligation was clarified ina decision of 
the High Court in 1988 (Spruyt -v- Southern Health Board) which held that the 
statutory duty could only be met where a health board engaged a regi$tered 
medical practitioner or midwife to attend at the home birth., The duty 'could not 
be discharged merely by offering to compensate a woman for the cost of engaging 
a registered medical practitioner or mid-wife of her own choice. 

The practice of having home births (which used to be the norm) has declined in 
favour ofhospital births. As the demandfor home births declined, so too did the 
availability of domiciliary midwives. Many health boards, therefore, found 
themselves in a position where they were unable to provide a proper home 
midwifery service. 

The Office acknowledged the practical difficulties faced by the Health Boards in 
the provision of these facilities, on a consistent basis, throughout the country. It 
was also conscious that the Department of Health is endeavouring to address 
these issues, within the context of the Women's Health Plan, by introducing pilot 
schemes in some health board areas. The Office was aware of the legal 
obligation to prOVide this service and in inconsistency which had developed 
between health boards in their handling of the issue. This inconsistency resulted 
in unfair discrimination given that every applicant has an equal statutory right to 
the service. 

The Office contacted the Department of Health and requested that, as an interim 
measure, it approached the health boards and seek agreement on a standard fee 
to be paid: to women who engaged private midwives for a home birth. As a result, 
the Department obtained the agreement of the health boards to pay two thirds of 
the cost of a home birth, up to a maximum of £400.00. In addition, the 
Department will keep the Office informed about progress on the pilot schemes 
which are being arranged to explore longer term solutions to the home births· 
issue. 
Reference: Ombudsmans Report 1996, pages 28-30 
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Statutory Position and Supreme Court Judgement 
The Ombudsman acknowledged that there is a statutory obligation for Health 
Boards to provide facilities for home births. The provision is contained in 
Section 62 of the Health Act 1970. 

"S.62(1) A health board sllall make available without cllarge medical, 
surgical and midwifery services for attendance to the Ilealtll, in 
respect ofmotllerllood, of women wllo are persons withfuII 
eligibility or persons witll . limited eligibility" 

This has been clarified by the 1988 Supreme Court Judgement in Spruyt where 
Finlay, C.J. opined, inter alia, that . . 

"l am satisfied that the statutory obligation which is contained in Section 62(1) 
can only be provided by a health board if it enters into arrangements with a 
registered medical practitioner or a registered midwife to provide the attendance 
to the health in respect of motherhood of any particular woman having a child at 
home. It could not under any circumstances be discharged merely by an offer to 
indemnify such a person with eligibility against the cost of their own choice and 
arrangement with a private practitioner, either consisting of a midwife or a 
registered medical practitioner ". 

Current Position· and Inconsistencies 
The Ombudsman carried out research which indicated that over the past number 
of years, individual boards have come to their own arrangements in relation to 
this matter. In general the position appears to be that the boards will pay two 
thirds of the cost of hiring a private midwife, up to a maximum of £400. 
However, not all boards were paying this amount, and in addition some boards 
are only paying this amount since January 1996. 

5. Part One of Terms of Reference 

"To draw up procedures and protocois for immediate application to tI,e present 
arrangements for domiciliary birtlls, partially in relation to legal safeguards. " 

5.1 Our Approach 
The Expert Group undertook an exercise in respect of the present arrangement in 
each Health Board and sought information by way of a questionnaire, under the 
following headings: 
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Incidence of Home Births in area 

Initial Contact 

• Does your board have standard procedures/protocols in place dealing with 
applications for home births? 

• Is the expectant mother met by health board staff? 
• If yes, is the staff member from: 

Administration 
Nursing 
Medical 
Other 

• What information is given to the expectant mother at this stage? 
• Does your Board issue standard letters or information pack to applicants for 

home births? 

Arrangements with midwifes: 

• Are the midwives who attend at home births full time employees of your 
board? 

• If not, does your board have a contractual arrangement with private 
midwives? 

• Do private midwives notify their intention to practice as midwives in your 
area? 

• Does your board insist that such midwives have adequate insurance cover? 
• Who supervises the practice of domiciliary midwifery in your area? 
• What reports/returns are made by midwives who attend a domiciliary 

confinement? 
• What system of payment to midwives who attend at home confinements is in 

place in your area? 
• As well as attending at the birth, does your Board require a midwife to make 

a minimum number of domiciliary vis $ to the expectant mother? 

Legislation 

• What are the major concerns of your Board in relation to its statutory 
obligations to provide a service for domiciliary confinements? 

• What are your Board's concerns regarding its liability in this matter? 
• What action has been taken, if any, to deal with these obligationslliabilities? 
• If your Board has been involved in litigation in connection with the provision 

of midwifery services for home confinements, please state case(s). 
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Birthing Arrangements 

• What birthing arrangements, other than conventional Labour Wards is being 
offered in your area? 

• Does your Board operate the Domino approach, or any variation of this 
approach, whereby an expectant mother engages a midwife in the 
community, arranges for a hospital delivery, attends at the Hospital with the 
midwife for delivery and is discharged some hours later? 

Would your Board favour: 

• A community midwife approach? 
• A hospital outreach approach? 
• The Domino approach? 
• 'Other approach - specify 

Any further comments. 

5.2 Results of Survey (6 out of 8 Health Boards responded) 

II? n 11 INITIAL CONTACT 

2.1 Does your Board have standard written procedureslprotocols in place dealing with applications for 
home births? 

t!J YES 0 NO 

(If yes please attach copies) 

2.2 Is the expectant mother met by Health Board Staff? 

YES I11 
6 

11 0 NO 
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2.3 If yes, is the staff member from: 

Administration YES 0 D NO Female 0 MaleD 

Nursing YES 11 6 
11 

0 NO Female 0 Male 0 
Medical YEsD D NO Female 0 MaleD 

Other - Specify Female 0 Male 0 

2.4 Is the staff member familiar with your Board's policy in this area? 

11 6 11 YES 

2.5 What infonnation is given to the expectant mother at this stage: 

The availability or otherwise of a midwife x 6 
Details of £400 payment x 5 
Short Stay Hospital arrangements X 6 
Availability of Maternity Pack X 6 
Criteria for home births x 1. 
Verbal and written clarification about nature of service provision x 1. 

Consent Form x 1. 

2.6 Is counselling given to the expectant mother? 

YES 

Advice, rather than counselling on risks ~ttached and general discussion and 
information 

D
.7 If yes - by whom? 

S.P.H.N. P.H.N. Or G.P. 
(2 not answered) 

2.8 Does your Board issue standard letters or information pack to applicants for Home Births? 
YES 1 NO 

(If yes, please attach copies). 5 :t 
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3.0 ARRANGEMENTS WITH MIDWIVES: 

Are the midwives who attend at home births full time employees of your Board? 

YES 1 o Other Specify 

3.2 If not. does your Board have a contractual arrangement with private midwives? 

YES 0 ,NO 0 Other Specify u 

3.3 Do private midwives notify their intention to practice as midwives in your area? 

YES 11 6 11 o NO 0 Other Specify 

3.4 Does your Board insist that such midwives have adequate insurance cover? 

YES 1* 

~NO o Other Specify 
*(Service provided by hospital midwives on secondment) 

3.5 Who supervises the practice of domiciliary midwifery in your area? 

S.P.H.N. 

3.6 How is this practice supervised? 

• Interview/discussion on 'best practice' approach x 2 
• Submission of list of equipment carried x 2 
• Completes and returns Health Board records x 2 
• Records audited by maternity Department (Labour Ward Sister) x 1 
• Skills update for midwives at Maternity Hospital on request x 1 

• Check notification of Intention to practice x 4 
• Check current register of An Board Altranais x 4 
• Check travelling distances involved x 4 
• . Check number of AnteNatal and Post Natal visits x 4 

(Service provided by hospital midwives in one area. Minimal demand and no procedures 
in place in another area). 
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.7 What reports/returns are made by midwives who attend a domiciliary confinement? 

• on Health Board format to S.P.H.N x 3 
• Account for services through client x 4 
• Notification of Birth to D.C.C x 6 
• P.K.U. Notification x 6 
• None xl 

(See note at 3.6). 

3.8 What system of payment to midwives who attend at home confinements is in place in your area? 

• £400 paid to mother on presentation of receipt from Midwife x 4 
• Completion of notes by Midwife x 2 > 

• Sliding scale of fees x 1. 
, 

(See note at 3.6). 

Any recent change in this system? 

Prior to January, 1996 -

• Midwife engaged by Health Board and paid statutory fee plus travelling expenses 
on completion of Board's requirements - no payment to client. 

• Now offered either alternative. (Southern Health Board only). > 

3.9 What back up services has the midwife in the event of her being unavailable for a delivery? 

None - other than admission to Hospital. 

3.10 As well as attending at the birtl:t, does your Board require a Midwife to make a minimum number of 
domiciliary visits to the expectant mother? 

YES NO 

If yes: 
Number of Ante-Natal Visits 2 + G.P. 1 minimun* 

Number of Post-Natal Visits 10 MINIMUM 1 minimun* 
*(Hospital midwives seconded for home births) 
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~ INCIDENCE OF HOME BIRTHS IN AREA 

NUMBER OF FORMAL NUMBER 
APPLICATIONS - OF HOME 

BIRTHS 

YEAR RECEIVED NOT PROCEEDED NUMBER 
WITH SUBSEQUENfL Y 

DELIVERED IN 
HOSPITAL 

1994 80 9 8 69 6* 

1995 103 20 12 76 5* 

1996 141 38 14 94 5* 

TOTAL 324 67 34 239· 16* 

• 16 CASES INCLUDED IN BOTH COLUMNS 3 AND 4 . 

5.0 LEGISLATION 

5.1 What are the major concerns of your Board in relation to its statutory obligations to provide a 
service for domiciliary confinements? . 

• Lack of personnel Iresources .. 
• Lack of standard practice and protocols. 
• Supervision not defined. 
• Extent of service required to be provided not defined. 
• Unassisted home birth. 
• Refusal to go to Hospital in an emergency. 
• Insurance implications. 

5.2 What are your Board's concerns regarding its liability in this matter? 

• Lack of resources to meet liability. 
• Inability to provide service due to lack of skills in Domiciliary Midwifery. 
• No disclaimer where client, contrary to advice, insists on a home birth. 
• Liability in the event of a fatality or birth injury to child. 
• Insurance implications. 

5.3 What action has been taken, if any, to deal with these obligations/liabilities? 

5.4 

• Advertised for Domiciliary Midwives - unsuccessfully x 1. 
• Committee established x 2. 
• Draft policy drawn up x 1. 
• No action by remainder. 

If your Board has been involved in litigation in connection with the provision of midwifery services 
for home confinements, please state case(s). 

Human v. Southern Health Board. 
Spruyt v. Southern Health Board. 
Others - none. 
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6.0 BIRTHING ARRANGEMENTS 

6.1 What birtbing arrangements, other than conventional Labour Wards is being offered in your area? 

(A) By the Health Board 

None. 

(B) By other agencies 

6.2 Does your Board operate the <Domino' approach. or any variation of this approach, whereby an 
expectant mother engages a midwife in the community, arranges for a hospital delivery, attends at 
the Hospital with the midwife fQr delivery and is discharged some hours later? 

7.0 

7.1 

7.2 

7.3 

; 

YES 0 ICJI NO 

If yes, please give details of the system in operation including numbers in years ending 3111 

December 1994,1995 and 1996. . 

As part of its task, the Expert Group has been 
asked to draw up protocols for the operation of 
pilot projects at suitable locations, and assess 

their outcomes. In this regard, would your Board 
favour:-

A community midwife approach involving Health Board Midwives 

ONO YES ~ 

~ 
A community midwife approach involving contracted Midwives 

YES 

A hospital outreach approach? YES 
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7.4 
The 'Domino' approach? YES 

2 

7.4 Other approach - specify:-

• Home Birth Unit - domestic type accommodation to facilitate family 
fOcussed care - integrated service with minimum intervention and immediate 
access to Specialist care 'if required'. 

• 24 hour hospital care. 

8.0 Any further comments: 

• Demand for Home Births growing. 
• Urgent need to address the provision of service. 
• Service should be based on 'best practice'. 
• Care should be shared and involve the client - midwife - GP. - Hospital and P.H.N. 

Service with full flow of information. 
• Type and standard of records should be adopted nationally. 

Commel1t of the Expert Group 

The findings from the above survey are a cause of major concern. They show a serious 
lack of standardisation and a certain slackness in meeting our responsibilities. We are . 
not able to find any evidence of 
good practice. 

There is an urgent need for the Health Boards collectively to devise a national standard 
which would address: 

1. Protocols for managing labour in home births 
2. Protocols for managing transfer of mother (and baby) 
3. Arrangements for employment and payment of domiciliary midVl:ives 
4. Protocol for training, includjng strict criteria that skills are updated on a regular 

basis. 

The Expert Group will draft protocols and make suggestions in this area, as soon as 
possible. 

16 



6. Literature Review 

The Committee carried out an extensive literature review, focussing on the issues 
of assessing demand for Home Births and Safety considerations in Home Births. 
The following is a summary of this review: 

Issues: 

Background: 

Literature: 

Needs/rights of mother 
Needs/rights of child 
Costs (including opportunity costs) 
Implications (legally) for practitioners 

Current structure of health services 
Ireland is very different to Netherlands and more like the UK. 

Current high standards with respect to mortality 

Ombudsman 

Litigation 

•. Anticipate demand: 10=15% of pregnancies 

• Majority of studies to date have examined outcome for those women who have 
sought home delivery, i.e. they are already a self-selected group. The majority 
of studies are observational and not the gold standard randomised control trial. 

There is a need to differentiate between planned and unplanned home births. One 
would expect that planned home births would have a better outcome than hospital 
births (as any risk pregnancy would be referred). Health services will always 
have to provide for unplanned home births. 

Outcome: 
Planned home births for a selected group of low risk pregnancies (selection 
criteria variable) provided by trained midwives working in conjunction with other 
maternity services had the same or better outcome in terms of morbidity and 
mortality when compared with hospital figures. Home births usually had fewer 
interventions. 

Of those selected and booked for home births, 30-40% were subsequently 
transferred to specialist care, approximately two thirds prior to the onset of labour 
and one third during labour. 

The resuscitation rate for babies varied from 0.2% to 25%. 
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Additional Information: 

1. Netherlands home delivery is in many cases a delivery by a midwife in a 
maternity unit. 

2. A study looking at the compliance of midwives with standard protocols 
showed less than 1000/0' compliance. 

3. Legal issue of liability, informed consent and litigation has not been fully 
addressed. 

Summary: 
This is a realistic option for a selected group of low risk pregnant females 
provided by trained midwives with necessary back-up including maternity 
services and infrastructure. 

7. Development of Pilot Sites 

The Expert Group has recently invited all Health Boards to submit proposals in 
accordance with the proposed pilot models outlined in the terms of references. 

Proposals submitted to date include: 

1. Domiciliary Outreach Pilot Programme submitted by the National 
Maternity Hospital, HolIes Street, Dublin. 

2. Draft Integrated Home Care Service for the Western Health Board 

3. Home Outreach Services developed in Sligo General Hospital for the North 
Western Health Board. 

8. Recommendations to the CEOs Group: 

Each Health Board, in recognising its responsibilities under the Health Act, 
would: 

(a) Have a named officer with responsibility for the Domiciliary Midwifery 
Service in the Health Board area. 

(b) Standardise existing procedures into a standard format. 

(c) Establish an Audit Group (suggested composition, Consultant Obstetrician, 
Midwife, Administrator, GP Representative and Supt. Public Health 
Nurs~), to oversee the operation of the Home Births Service in the region. 
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· Appendix 1 
Extract from Report of the Maternity and Infant Care Scheme Review Group 

3.3 HOME BIRTHS 

Under section 62 of the Health Act, 1970, a woman is 

entitled to receive free 'medical,' surgical and midwifery 

services, in respect of motherhood. However, at present 

he~lth boards: are generally experiencing difficulties iri 

, .providing services for home confinements. This situation 

has, arisen because' of the trend towards hospital 
, , 

confinements over the past 20-25 years. As a result the 

post of community midwife has virtually disappeared and 

'g~neral' practitioners, who provide services under the 

Maternity and Infant Care Scheme, no longer have regular 

experience in the practice of delivery, and are very 

reluctant to attend on home births. Because of this ma~y 

general practitioners will not agree to accept a woman for 

medical services if she indicates that she intends to have 

a domiciliary confinement. In addition, general 

practitioners may find it difficult to secure medical 

indemnity insurance to cover attendance on home births. 

In some areas no general practitioners will agree to 

provide services where home confinement is intended. The 

same is true for public health nurses. In these 

circumstances, health boards find it difficult to provide 

a service for domiciliary births. 

There is however undoubtedly a demand from a small number 

of women to give birth at home. While it is known that 

there were 184 intentional home births recorded in 1991 1
, it 

is difficult to assess the true demand for births at home 

because of the absence of domiciliary services on a 

nationwide basis. 

1 Planning Unit, Department of Health. 
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3.4 The Review Group recognises that when a decision is made by 

a woman to give birth in her own home, health service 

personnel should respect that decision and make' provision 

for the mother and baby. The underlying objective of the, 

Maternity and Znfant Care Scheme continues to be: 

'-. :t 

3.5 

(a) a safe outcome of a live and'healthy mother and baby 

(b) , a satisfied and happy family unit • 

. The Review Group examined reasons. why a ,woman mightop,.t for 

'a birth at home. Submissions to the ReviewGroups~ggest 

one of the main, reasons is' the desire on' the part; of' a 

woman for a positive experience of birth in' friendly 

familiar surroundings where she retains full' control of her 

environment, her body and all procedures. Other important 

reasons are (a) previous negative experiences of childbirth 

in a hospital environment which may have been due to the 

woman's perception of an unfriendly atmosphere, (b)· an 

unwillingness on the part of hospital personnel to provide 

adequate information to her regarding many aspects of her 

pregnancy, (c) procedures carried out without adequate and 

informed consent and (d) removal of her dignity and 

autonomy. 

* Zn response to 

recommends that 

these issues, 

the following 

established and evaluated. 

the 

pilot 

Review Group 

projects be 

, 3. Sa PILOT PROJECT I HOME ENVIRONMENT IN A 

MATERNZTY HOSPITAL. 

Accommodation be, set aside at a number of maternity 

hospitals to facilitate delivery in a homely non-clinical 

environment where the mother would have freedom to move 

around and her partner and children would be welcome. 

Hospital support would be available for any emergencies 

that might arise. The mother and her baby would stay in or 

at the hospital only for a limited period of time before 

returning home. 
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While a birth in these circumstances would not be a home 

birth, such an arrangement may prove desirable for those 

women who would wish to have a delivery in a homely 

atm~sphere but who would be afraid for whatever reason not 

to be close to hospital services. 

3.Sb PILOT PROJECT II MODIFIED DOMINO APPROACH 

It is recommended that a pilpt domino project should be 

established. The Domino approach (Domiciliary Care In and 

Out of hospital) would allow the midwife anc;1/or the general 

practitioner to monitor the mother throughout her 

pregnancy, be with her in hospital and to continue to 
1 

provide her with care when she returns home. This approach 

would give the mother continuity of care, facilitate a 

hospital-based birth and provide an early' return home from 

hospital. 

It is recommended that this pilot domino ,project should be 

established for a period of two years. 

This project would have the advantages of a hospital based 

delivery and a community approach to ante and post-natal 

care. Ante natal care would be provided in the community by 

hospital based midwives (and/or general practitioners at 

the choice of the mother) with hospital support available 

for any emergencies that might arise. Delivery would take 

place in hospital with assistance provided by the team of 

midwives who provided the ante-natal' care and for the 

general practitioner and hospital based medical staff at 

the choice of the mother. 
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3.6 While these p:Llot projects, together with " 

o~her recommendation~,made may resolve some of the 

issues and may reduce the demand for home births, the 

Review 'Group recognises that there would continue to be a 

small'· number of women who, regardless of policy' or 

professional advice,' would insist on having a home bir'th. 

The Review Group recognises the dilemma which confronts the 

Depart~ent of Health and the health boards at present in 

such cases. However, it is unacceptable that a woman should 

feel compelled to give birth alone or unassisted by a 

health professional or assisted by an unregistered person. 

• to cater for women who cannot be persuaded to deliver 

in or at a maternity hospital/ unit, the Review Group 

recommends that each ,health board community care 

management put in place arrangements with the local 

maternity hospital/ unit to provide' for a midwife to 

attend such home birth. These arrangements should be 

formalised and made known to users and providers. 

Such an arrangement would ensure the availability of 

trained experienced midwives and the availability of 

hospital back-up in the event of an emergency. 

In such cases appropriate post-natal care as outlined in 

the scheme would also be provided by the midwife. 

• ' consideration should be given to the provision of 

appropriate training to hospital-based midwives to 

work in the community to provide the necessary 

services under the scheme. 
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3.7 EMERGENCY SERVICES 

A number of submissions were made to the Review Group 

regarding the provision of "Flying Squad 11 and, emergency 

services during pregnancy and domiciliary childbirth. 

Emerg~ncy services may have to be provided for both planned 

and, unplanned domiciliary' births. The' majority of 

emergencies that need to be dealt with include ,antepartum 

haemorrhage, threatened miscarriage, eclampsia, retained 

placenta, post partum haemorrhage, pre-terrn delivery, 

imminent delivery in unplanned domiciliary births, 

obstructed labour, cord prolapse and foetal distress. 

The Flying Squad Service was introduced to provide surgical 

intervention to complete delivery outside of hospital. 

Surveys carried out in the U.K. showed that the call out 

rate was 1.3 to 2 per thousand deliveries and in over 80% 

o! cases these retrospective reviews suggested that the 

call involved no more care. than controlled transfer of the 

woman to hospital. 

In the U.K., the Royal College of Obstetricians and 

Gynaecologists published a report in April, 1990 entitled,' 

"The Future of Emergency Domiciliary Obstetric Services 11 • 

The report suggested that the Flying Squad. should be 

replaced by para-medical teams of ambulance personnel with 

extended training. The suggestion arose ,after several 

surveys had demonstrated a low Flying Squad call out rate, 

about two per thousand deliveries and very little need for 

operative delivery. But there remains a need for 

domiciliary blood transfusion and midwifery services. 
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One of the surveys described the Flying Squad as an 
i 

expensive and potentially da~gerous practice in modern 

obstetrics. In 70 cases 'that they analysed, where the 

Flying Squad was called, their assessment was that none of 

these calls was necessary and in 16 cases, the Flying Squad 

call had delayed treatment and had actually endangered 

life. The time taken by the Flying Squad was approximately 

three to ten times the time .it would have taken a normal 

ambulance service ~o bring these patients to hospital. 

The original aim of the Flying Squad service, i.e. to carry 

out domiciliary procedures and to transfer to hospital only 

those who needed further treatment, was not being adhered 

to and in ali the U.K. reviews that were studied most of 

the women were transferred to hospital even though there 
was no residual problem. 

The surveys also showed that 71% of the calls were before 

09.00 or after 17.00 hours, which meant that most of the 

calls occurred,when there were only lion call" staff in the 

hospital. Removing skilled and experienced staff increases 

the risks for those already under their care in the 
hospital. The average time a skilled doctor is away from 

hospital attending a call was 63 minutes with a maximum of 
120 minutes. 

While most of the surveys examined referred to urban areas, 

the Review Group believes that with an adequate ambulance 

service there is no need for a special Flying Squad service 

to be established even in rural areas. 
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Having examined the issue of the introduction of a Flying 

Squad service, the Review Group concludes that it is not 

necessary to develop a special Flying Squad service. 

Instead, it 'is recommended that 

the normal ambulance service in the local areas should be 

expanded and members of the ambulance team be trained to 

. deal w~t~ obstetric emergencies and the safe transport of 

patients to hospital • 

The Review Group notes that the report of the Review Group 

on the, Ambulance Service, published in December 1993, 

recommends the' introduction of an advanced 'training 

programme for ambulance personnel to include training in a 

paediatric department and labour ward and a pilot 

paramedical programme to further develqp advanced life 

support skills. 

3.7a The Review Group also recommends the following; 

• general practitioners and midwives should be skilled in 

resuscitation and treatment of shocked patients and the 

resuscitation of the newborn. 

• 

• 

• 

general practitioners should be provided with equipment to 

deal with obstetric emergencies. This equipment is listed 

at Appendix Ill. 

ambulances should be equipped to enable intravenous fluid 

replacement treatment to be provided by a doctor or a nurse 

with appropriate training. 

general practitioners and midwives or the para-medical team 

should have direct access to a hospital based obstetrician 

who could' give telephone advice and to this end there 
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should be a designated line on each labour ward which is 

reserved for emergency use. 
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