
Commentary

CMAJ • FEB. 5, 2002; 166 (3) 335

© 2002  Canadian Medical Association or its licensors

In all industrialized countries, except those in North
America, most babies are delivered by professional mid-
wives who are integrated into the health care system.

Canada is the last industrialized country to undertake the le-
gal recognition of midwifery. It was only in the middle of the
1990s that the provinces of Ontario and Quebec first regu-
lated this profession and set up midwifery services in response
to demands made by women and by midwives themselves.
Other provinces followed, so that now only the 4 Atlantic
provinces and Saskatchewan have not regulated this practice.1

Home birth was widely practised in Canada during the
18th and 19th centuries. It was only in the early part of the
20th century that home birth progressively disappeared in
this country and hospital birth became standard practice.
Historically, many factors, including the lack of training
programs (the first complete training program was estab-
lished in Ontario in 1993), postponed the development of
midwifery in Canada. Then, in the 1980s when a few
provincial governments proposed the legal recognition
of midwifery, some associations of physicians such as
the Canadian Medical Association,2 the Fédération des
médecins omnipraticiens du Québec3 and the Fédération
des médecins spécialistes du Québec3 expressed their op-
position for several reasons, including the assumed danger
of home birth (or any out of hospital delivery) practised by
midwives at their clients’ request. During the 20th century,
in other industrialized countries, where most births still oc-
curred in hospitals, midwife-assisted home birth for women
with low-risk pregnancies was developed and found to be as
safe as hospital birth.4–6

Since 1998, women in British Columbia who are consid-
ered to have a low-risk pregnancy have had access to mid-
wifery services and the option of giving birth at home or in
hospital. Patricia Janssen and colleagues took the opportu-
nity to study the BC experience in order to evaluate the
safety of home birth in the Canadian context. They report
their results in this issue (page 315).7 Because women in BC
could choose both where to give birth and their caregiver,
it was obviously impossible to conduct a randomized con-
trolled trial in which women would have been randomly al-
located to hospital or home birth. In a carefully designed
prospective matched cohort study, Janssen and coworkers
compared outcomes for 862 women who intended to de-
liver at home with a midwife between Jan. 1, 1998, and
Dec. 31, 1999, with those for women of similar obstetric
risk status who intended to deliver in hospital with a physi-
cian (n = 743) or midwife (n = 571). The home birth group

of women were matched with women who had a physician-
assisted hospital delivery for certain characteristics known
to be associated with particular obstetric outcomes: age,
lone parent status, parity and geographic area. There was
no matching with the women who had midwife-assisted
hospital deliveries because of an insufficient number of sub-
jects. Data came from standard forms used by both mid-
wives and hospitals throughout BC.

The study revealed the following findings for the home
birth group: there were fewer interventions during labour,
including electronic fetal monitoring, induction of labour,
episiotomy and cesarean section; women were more likely
to have an intact perineum and fewer maternal infections
and were no more likely to have third-degree or fourth-
degree tears or postpartum hemorrhage; and there were no
significant differences in perinatal mortality, 5-minute Ap-
gar scores and meconium aspiration syndrome, as com-
pared with women intending to deliver in hospital who
were assisted by physicians or midwives. We must welcome
those positive outcomes, which were quite similar to those
obtained in the birthing centres in Quebec.8 However,
Janssen and colleagues acknowledge that there were 3 peri-
natal deaths in the home birth cohort (compared with one
death in the physician-assisted group with hospital births
and none in the midwife-assisted group with hospital
births) and 5 babies in the home birth group needed as-
sisted ventilation for more than 24 hours (compared with
none in either comparison group), although the numbers
are too small to reach statistical significance. The authors
have rightly examined these cases in detail, without being
able to pinpoint any systematic explanation. An expert
panel also reviewed all cases of adverse outcomes and made
specific recommendations to improve care provided by
midwives.9 Faced with a similar situation of a higher than
expected rate of perinatal death in the Quebec birthing
centres (stillbirth rate 7.3/1000), although this was not sig-
nificantly different from the estimated hospital figures that
included high-risk cases (stillbirth rate 4.2/1000),8 the gov-
ernment also appointed an expert panel that identified gaps
in the care provided.10 Several problems were noted includ-
ing difficulty experienced by midwives in recognizing an
abnormal condition or their failure to act appropriately fol-
lowing identification of a problem, delays encountered in
accessing specialized care when faced with emergencies,
and ambiguous definition of midwives’ and physicians’ re-
sponsibilities when transfer of care and joint follow-up have
taken place.
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In addition to the results of studies like the ones in BC
or Quebec, the recommendations of the expert panels
should be disseminated to all provinces considering the im-
plementation of midwifery practice so that concrete steps
can be taken to avoid problems before they arise. As
Janssen and colleagues recommend, it is also important that
adverse outcomes of home birth be closely monitored in
the future.

Janssen and coworkers do not make economic compar-
isons between home birth and hospital care. Although pa-
tient safety and well-being should be the most important
criteria in any therapeutic decision, cost is an important
consideration at a policy level. In Quebec, the costs of mid-
wife services in birthing centres were found to be barely
lower than or equal to those of hospital-based physician
services.11 Yet about one-fifth of birthing centre costs and
more than half of hospital costs were associated with
women and their babies staying in the birthing centre or
hospital. This suggests that home birth in BC could be
much cheaper than hospital birth. This, of course, would
have to be confirmed with BC data.

The mode of delivery, including the setting and the care-
giver, is a very personal choice of expectant parents. When a
health care system is able to provide various types of quality
care at a reasonable cost, choices should be offered to par-
ents. As with all therapeutic decisions, this should be a fully
informed choice based on scientific evidence and personal
preferences. The study by Janssen and colleagues provides
valuable information about the safety of home birth in the
Canadian context that should help expectant parents make
their choice of place of birth and caregiver.

References

1. Canadian Association of Midwives. Across Canada. Available: http://members
.home.net/midwives.canada/canada/index.html (accessed 2001 Nov 14).

2. Sullivan P. Midwives not needed: CMA. CMAJ 1987;136:648.
3. Fédération des médecins omnipraticiens du Québec et Fédération des

médecins spécialistes du Québec. Message important et urgent à tous les médecins
du Québec. Montreal: FMOQ and FMSQ; 1989.

4. Wiegers T, Keirse M, van der Zee J, Berghs G. Outcome of planned home
and planned hospital births in low risk pregnancies: prospective study in mid-
wifery practices in the Netherlands. BMJ 1996;313;1309-13.

5. Ackermann-Liebrich U, Voegeli T, Günter-Witt K, Kunz I, Züllig M,
Schindler C, et al. Home vs. hospital deliveries: follow up study of matched
pairs for procedures and outcome. BMJ 1996;131:1313-8.

6. Olsen O. Meta-analysis of the safety of home birth. Birth 1997;24(1):4-13.
7. Janssen PA, Lee SK, Ryan EM, Etches DJ, Farquharson DF, Peacock D, et

al. Outcomes of planned home births versus planned hospital births after reg-
ulation of midwifery in British Columbia. CMAJ 2002;166(3):315-23. Avail-
able: www.cma.ca/cmaj/vol-166/issue-3/0315.asp

8. Fraser W, Hatem-Asmar M, Krauss I, Maillard F, Bréart G, Blais R. Compar-
ison of midwifery care to medical care in hospitals in the Quebec Pilot Pro-
jects Study: clinical indicators. L’Équipe d’Évaluation des Projets-Pilotes
Sages-Femmes. Can J Public Health 2000;91(1):I5-11. 

9. Janssen P, Lee S. Home birth demonstration project. Final report to the Health
Transition Fund, Appendix C, 2000. Victoria: British Columbia Ministry of
Health and Ministry Responsible for Seniors; 2000. Project no BC404.

10. Conseil d’évaluation des technologies de la santé du Québec. Stillbirths within
the framework of the midwifery pilot projects in Quebec. Montreal: The Conseil;
1999. Report no CETS 99-3RE.

11. Reinharz D, Blais R, Fraser W, Contandriopoulos AP. Cost-effectiveness of
midwifery services vs. medical services in Quebec. L’Équipe d’Évaluation des
Projets-Pilotes Sages-Femmes. Can J Public Health 2000;91(1):I12-15.

Commentaire

336 JAMC • 5 FÉVR. 2002; 166 (3)

Dr. Blais is Professor, Department of Health Administration, and member of the
Groupe de recherche interdisciplinaire en santé, Faculté de Médecine, Université
de Montréal, Montreal, Que.

Competing interests: None declared.

Correspondence to: Dr. Régis Blais, GRIS, Université de
Montréal, PO Box 6128, Station Centre-ville, Montreal QC
H3C 3J7; fax 514 343-2207; regis.blais@umontreal.ca

Call for Papers

Authors are invited to submit abstracts for consideration for the 2002 International Conference
on Physician Health, which is co-sponsored by the American Medical Association and the Cana-
dian Medical Association. Presentations on any aspect of physician health are welcome, but issues
of prevention and wellness related to these themes are of particular interest: 

Self A physician’s own health and wellness habits
Service Programs that promote health, wellness and recovery
Leadership Activities of physician health programs and in health-related institutions

The required Abstract Submission Form is available online at 
http://www.ama-assn.org/ama/pub/category/7018.html

International Conference on Physician Health
October 16–19, 2002 • Vancouver, BC

Deadline for submissions is April 1, 2002.

Contact:

American Medical Association
Physician Health Program 

Attn: Roger Brown 
515 N. State Street 
Chicago IL 60610  
tel 312 464-5476 

fax 312 464-5841 (or 5842) 
Roger_Brown@ama-assn.org

Steering the Course: Self, Service and Leadership


