
home birth.” This is dangerously mis-
leading: rates for perinatal mortality
and assisted ventilation were both
higher in the home-birth population.

Although the authors acknowledge
that the rates of some adverse outcomes
were too low to provide statistical com-
parisons, they still suggest no difference
in adverse outcomes. Clearly, one pre-
ventable episode of perinatal mortality
or requirement for assisted ventilation
is one too many. Given that this study
is not large enough to detect a clinically
relevant difference in these major out-
comes, the authors have no basis to
make this claim.

Unfortunately, the claims have al-
ready made it into the popular press,
with the CBC stating: “Home births
with a midwife are as safe as births in a
hospital with a doctor.” Once again, a
medical publication has played a hand
in misinforming the public.

Caroline McIntyre
Meite Moser
Division of Emergency Medicine
Vancouver General Hospital
Vancouver, BC
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As a family physician who has pro-
vided obstetric services in rural

British Columbia for over 20 years, I am
upset by the implied safety attached to
home births.1 Statistically significant or
not, in the study group involving 862
home births there were 3 times as many
perinatal deaths compared with the co-
hort group involving 1314 in-hospital
births. As well, 5 infants in the study
group required prolonged ventilatory
support versus none in the cohort group,
and the only 2 cases of hemorrhagic
shock occurred in the study group.

If, as the authors state, 7 to 8 years
of data collection are required to com-
pare perinatal death rates accurately,
why did they then feel compelled to
state that “there are no indications of
increased risk associated with planned

home births attended by regulated mid-
wives”? The lay press has concluded
that home births have been shown to be
as safe as, if not safer than, in-hospital
births. If we look at serious complica-
tions, this is clearly not the case.

If  nothing else, the study should
raise legitimate concerns regarding the
safety of home births. Unfortunately,
these concerns have not been conveyed
to expectant mothers trying to make an
informed choice.

Jim Petzold
Family Physician
Gibsons, BC
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This study1 contained significant bi-
ases. The groups were not like for

like2-5 because members of the hospital
specialist group were shorter, more
likely to have had a previous cesarean
section, weighed more and were less
likely to be multiparous. Hence, they
were more prone to dystocia than
members of the home-birth group.

As well, comparisons were made for
induction of labour and epidural/spinal
analgesia, but these interventions are usu-
ally unavailable during home births.3 Are
the authors implying that they are avail-
able at home in British Columbia? The
overall transfer rate of about 22% was
high. What were the major indications
for transfer prepartum and intrapartum?

This article is too biased to allow us
to draw any meaningful comparisons be-
tween home and hospital births. More-
over, the conclusions are not justified by
the evidence presented.6 The first step
would be to compare like for like — a
randomized selection of appropriate pa-
tients for home or hospital birth.1-4

Liz Okon
Registered Nurse, Registered Midwife
Clarenville, Nfld.
M. A. Okon
Physician
Clarenville, Nfld.
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Janssen and colleagues1 present data
on a variety of adverse events and

outcomes associated with childbirth.
Although they compare home births at-
tended by midwives, hospital births at-
tended by midwives and hospital births
attended by physicians, their primary
focus is on the outcomes in births as-
sisted by midwives. Those delivering at
home would be expected to be at lower
risk of medical interventions than those
delivering in hospital. However, it
might have helped to understand the
results had they used a composite score
of outcomes. The outcomes, taken
from their data, are in my view impor-
tant (see Table 1).

Comparing home delivery to hospi-
tal delivery attended by midwives (thus
evaluating site of delivery and possibly
selection criteria) eliminates the issue of
different caregivers. A composite out-
come variable of the need for obstetri-
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Table 1: Births attended by midwives

Outcome

Home
births

n = 862

Hospital
births

n = 571

Obstetric shock 2 0
Blood transfusion 3 1
Ventilation
> 24 hours 5 0
Perinatal death 3 1
Total no.
of women 11* 2

*13 events



cal shock, neonatal ventilation and peri-
natal deaths shows a significant differ-
ence (1.16% vs. 0.18%, the Fisher exact
1-tailed p value = 0.03) between home
and hospital deliveries. I recognize that
this analysis selects outcomes post fac-
tum; nonetheless, these are important
outcomes.

Hospital deliveries and births are
safer, and this is why there is a selection
process for assigning patients to home
birth. The issue is how small the risk is
to women delivering at home. Relevant
risks of home birth and the risks of be-
ing transferred in labour (16.5%) need
to be discussed and understood. Exten-
sive information is available that shows
lower rates of analgesia, monitoring
and cesarean section at home, but this
is to be expected of home deliveries. 

Janssen and colleagues showed that
the risks of home birth are quite low
but possibly significant. An analogy
may be that keeping patients in hospital
for the full 9 months of pregnancy
would be the safest thing to do. How-
ever, neither patients nor caregivers
would consider the risks worthy of such
a drastic measure. The still unanswered
question is if home delivery carries a
similar low risk in selected patients.

Dan Farine
Professor of Obstetrics and Gynecology
University of Toronto
Toronto, Ont.
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[One of the authors responds:]

We want to thank those who have
responded to our manuscript.

We would like to address the miscon-
ception that we were trying to create
comparison groups in our study that
were equal in obstetrical risk status. Al-
though we tried to ensure that compar-
ison groups met eligibility criteria for
home birth, women who choose home
birth differ from those who select hos-
pital birth in both measurable and un-

measurable ways. This selection bias is
unavoidable. The purpose of our study
was not to determine which method of
care was better, home vs. hospital, but
rather to assess whether, at the 2-year
interval, home birth was safe enough
to continue to be offered as a choice
for women in the context of ongoing
evaluation.

Although we have expressed concern
about the rates of some outcomes (“ba-
bies exposed to thick meconium who
are not vigorous at birth may be disad-
vantaged in the home birth group”), the
small numbers of mothers or babies
who experienced adverse outcomes can-
not justify a recommendation to avoid
home birth at this time. We believe that
the final statement “these comparisons
are based on small numbers and warrant
ongoing evaluation” reflect the possibil-
ity of a type II error, that is, lack of
power to detect differences in some of
the rare outcomes in our study.

With regard to Dan Farine’s analy-
sis, two of the subjects with obstetrical
shock also received blood transfusions
so should not be counted twice. Among
the babies requiring ventilation > 24
hours, one was the baby that died dur-
ing the neonatal period, who similarly
should not be counted twice. With re-
spect to perinatal mortality, note that
the one perinatal death in the compari-
son groups occurred not in the group of
hospital-intended births attended by
midwives, as Farine’s table indicates,
but in the physician comparison group.
No evidence suggests that any of the
perinatal deaths in the home birth
group were related to labour manage-
ment at home. Composite outcome
scores are normally presented sepa-
rately for mothers and babies, as out-
comes in the two groups are not always
independent of each other. In addition,
the denominators for the maternal and
newborn analyses are different because
only outcomes among newborns born
without major anomalies were assessed.
Although composite outcome scores
have greater power than analyses of in-
dividual outcomes, we did not specify a
composite outcome a priori because of
the lack of validated tools relevant to
babies born at term.

With respect to tracheal suctioning,
we observed that only 45% of babies in
the home birth group who were ex-
posed to thick meconium and were not
vigorous at birth (Apgar score less than
7 at 1 minute) received tracheal suc-
tioning, compared with 75% in each
comparison group. As a result of our
observations, the Home Birth Demon-
stration Project Evaluation recom-
mended to the Ministry of Health that
this issue be referred to the Newborn
Resuscitation Committee at BC’s Chil-
dren’s Hospital. This committee will
examine issues related to the expecta-
tion and maintenance of competency in
tracheal intubation. However, mainte-
nance of competency is a problem com-
mon to all health care providers who do
not routinely practise intubation. A
comprehensive approach to the acquisi-
tion and maintenance of intubation
skills is needed throughout the
province.

As we discussed in our interpretation
section, our intrapartum transfer rate of
16.5% was well within published rates. 

The small number of adverse out-
comes among an essentially healthy
population of women limits the power
of a single study to make valid conclu-
sions. We look forward to seeing ei-
ther larger studies of home birth in
Canada or pooled results from smaller
studies. 

Patricia Janssen
Assistant Professor
Department of Health Care and 
Epidemiology

University of British Columbia
Vancouver, BC

Politics at the CMA

The CMA has proposed a “Cana-
dian Health Charter” to the Ro-

manow commission — yet another po-
litical stance and an example of the
weak leadership so often demonstrated
by our organization. The proposal re-
states the ideals in the Canada Health
Act, but conspicuously fails to address
the obvious underlying problem: a se-
vere money shortage.
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