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Home Birth: Gone Away,
Gone Astray, and Here To Stay
Marc J.N.C. Keirse, MD, DPhil, DPH, FRCOG, FRANZCOG
Home birth has attracted a great deal of attention of late, culminating in a
meta-analysis to assess its risks for mother and baby. Mothers were estimated to be 2.6 times
more likely to die and babies 3 times more likely to die from a planned home birth than from a
planned hospital birth. The actual data on which these estimates were based demonstrate that
meta-analysis can be developed into an art that suits whatever purpose its authors hope to
achieve. Combining studies of home versus hospital, without differentiating what is inside them,
where they are, and what is around them, is akin to producing a fruit salad with potatoes,
pineapples, and celery. (BIRTH 37:4 December 2010)
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Home delivery is maternal trauma ...
home birth is child abuse.
Warren H. Pearse, 1977
Homebirth is the gold standard, God’s standard,
the highest standard of Birth possible.
Jan Tritten, 2010

As the above quotations (1,2) illustrate, few subjects can
evoke as much insane opinion and inane acrimony as
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home birth. For a large part of the world, the issue is
entirely irrelevant, as there is no home, let alone a hospital
close by. For the rest of the world, bricks and buildings
often seem to command more attention than what is inside
them. Any new home birth study, whether it exposes the
hazards or the merits of home birth, is guaranteed to fuel
the fires of controversy, keeping both opponents and proponents nicely warm while shedding more heat than light
on the subject. The last few years have seen renewed
interest in starting the home birth fires, kindled by articles
(3–14), commentaries (15–21), and editorials (22–26) in
several journals, and fanned by media (27) and a public
that, ever since Roman times, can be relied on to value
bread and circuses more than common sense.
What better to do than to produce a meta-analysis on
the subject (28), especially if it appears to consolidate
the conclusions of two other articles from the same
authors on the same subject in the same year (11,12)?
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Evidence, Non-evidence, Systematic Evidence,
and Meta-analysis
Let’s consider what has brought meta-analyses and
systematic reviews to the pinnacle of what is perceived
as the best evidence possible. Rightly or wrongly, it is
not a systematic review of everything published on a
subject or a careful selection of it, but a systematic
review of what is perceived to be the next best evidence:
randomized controlled trials. Obviously, home birth has
seen its share of advocates for a randomized controlled
trial to establish whether or not it is safe.
Even if such a trial were to succeed, there are still two
issues. First, how likely is it that its results would be
applicable to anyone other than the people in the trial?
Pregnant women who are happy to leave the choice of
where to give birth to the toss of a coin are about as
abundant as white elephants. Even when practitioners
have sufficient equipoise, pregnant women do not. Two
attempts at mounting such a trial, one in England
15 years ago (29), and another, more recently, in the
Netherlands (30), testify to that. It may not be a credit to
evidence-based medicine that such trials did not succeed, but it is a credit to common sense that both collapsed nearly as soon as they had started. Second,
randomized controlled trials are notoriously inept at
addressing rare outcomes, such as perinatal deaths, let
alone potentially avoidable deaths, which seem to be
everyone’s main concern.
So, there is merit in systematically reviewing the
available evidence, even when far from perfect, to
assess what the real differences between home and hospital might be. Clearly, the difference is not in the
bricks and buildings. Homes, such as Buckingham Palace and the White House, are not particularly representative of most homes. Neither are those who live in
them representative of most pregnant women. A tertiary care hospital in Sydney is not the same as the
small hospitals dotted around the country. The people
in them are also not the same. It is not only fallacious
to compare home and hospital without considering
what is available within them, it is equally fallacious to
compare them without considering what is around
them. Planning to give birth at a home that is 5 minutes
away from a major hospital is not the same as doing so
when it may take hours to get to a hospital, when the
need arises.
Yet numerous people seem to ignore such essential
differences when comparing the smattering of home
births in countries such as Australia (14,31), Canada
(5,7), and the United States (32), or even the United
Kingdom (33), with those in the Netherlands (6), where
home birth is not an exotic rarity, but a traditional part
of its culture and its geography. This is not to say that
Dutch women are essentially different from women else-

where, but home birth practice in the Netherlands is fundamentally different from home birth practice in most
other countries. Lumping home birth studies from countries that vary widely in culture, geography, and health
care systems together in a meta-analysis (28) is akin to
producing a fruit salad, not with apples and oranges, but
with potatoes, pineapples, and celery.

Drawing Double Dutch Conclusions
from Single Dutch Data
The overwhelming majority of births (93.9%) in the
paper of Wax et al (28) come from a nationwide study in
the Netherlands, covering the years 2000 to 2006 (6).
It confirmed several earlier, smaller observational studies that had testified to the relative safety of planned
home birth, as practiced in the Netherlands, one of
which (34) was included in the meta-analysis (28).
Yet, although both studies (6,34) found no difference
in mortality, this is not what Wax et al (28) concluded
from their meta-analysis. When negative outcomes are
rare enough, even 94 percent of data with no difference
in outcome are easily overshadowed by poor outcomes
in the remaining 6 percent of the data. These poor outcomes need not be very frequent either to show what
most people will know without ever having conducted a
meta-analysis. Numerators and denominators are not
independent from each other. When making a fruit salad
of different studies, as meta-analyses basically attempt
to do, one needs only one or two rotten fruits to spoil the
lot. Moreover, when selectively excluding studies with
relevant data from one outcome assessment, but not
from another, as Wax et al (28) undeniably did, it is easy
to substantiate any a priori belief.
Wax et al (28) state that outcome data were extracted
by two physicians with differences resolved by consensus. They do not mention what that consensus involved,
but it apparently did not involve a mathematician.
Indeed, Table 3 in their report lists 23 normally formed
neonatal deaths among 15,633 home births in 6 studies.
Page 243.e3 in their report lists the references to these
6 studies and Table 1 the number of births in each of
them. These add up to a total of not 15,633, but 9,811
planned home births. The 6 references also exclude a
randomized controlled trial with 0 deaths among 5 home
births (29). So, the problem may not just be how to add
up numbers, but also how to analyze data.
There is further evidence to that effect. In addition to
a denominator of 15,633 home births for normally
formed neonatal deaths in 6 studies, Table 3 also shows
a denominator of 330,324 home births for normally
formed perinatal deaths in 4 studies. The difference in
numbers can only be explained by adding data from
the large Dutch study (6) to the perinatal, but not the
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neonatal mortality, because it is the only study with
more than 10,000 home births. Yet, that study clearly
reported the number of deaths both before and after birth
to let anyone make the distinction between perinatal and
neonatal (6). Admittedly, it did not report neonatal
deaths (i.e., within 28 days), which are still poorly ascertained in the Dutch registration system (35,36). It
reported early neonatal deaths (i.e., within 7 days). But
then, its perinatal deaths also included only those occurring during labor and in the first week, whereas Wax et
al defined perinatal death as stillbirths plus deaths within
the first 28 days of life (28). Thus, if the 7 days cutoff
point was the reason to exclude the Dutch data from the
neonatal mortality, they ought to have been excluded
from the perinatal mortality too.
It is not clear either why the same study (6) was
excluded from the compilation of data on preterm and
postterm pregnancies, other than that Wax et al (28) still
seem to struggle with outdated definitions. Thus, gestations below 37 weeks are referred to as ‘‘prematurity,’’
despite a more than 30-year-old international consensus
that prematurity and preterm are not the same (37,38).
Adding the Dutch data would, of course, have drastically
changed the meta-analysis, as both preterm and postterm
births are outside the realm, not only of home birth but
also of primary midwifery care in the Netherlands
(6,39).
My assumption is that the study (6) was included in
the perinatal mortality rate, because otherwise the systematic nature of the meta-analysis would be questioned, and that it was excluded from the neonatal
mortality, because adding another 163 nonanomalous
deaths (6) to the current 37 (28) would have invalidated the authors’ conclusion that ‘‘planned home birth
is associated with a tripling of the neonatal mortality
rate’’ (28). Whether this is a fair assessment of the
authors’ motivation (28) is not for me but for others to
decide. However, there is supportive evidence for that
contention.
Indeed, Wax et al (28) start their results section, stating that they calculated the upper 95 percent limits for
the risk of maternal death as 27.3 per 100,000 planned
home births compared with only 10.5 per 100,000
planned hospital births. Dramatic as this 2.6-fold difference in mortality is, it is based on two simple facts. First,
not a single maternal death occurred in any of the 4 studies that contributed to that calculation. Second, the number of planned hospital births in these 4 studies was
exactly 2.6 times the number of planned home births.
If the number of planned home births in these studies
had been 5,000 instead of 10,977, Wax et al (28) could
have set the upper 95 percent limit for maternal death as
high as 59.9 per 100,000 planned home births to compete with the poorest developing nations. It would still
mean, though, that not one mother died.

Differentiating Single Dutch from Double Dutch
It would be wrong to assume that home birth is not an
issue in the Netherlands. A good 30 years ago home
birth fires raged there as much as they still do elsewhere.
In the late 1970s and 1980s, Hoogendoorn (40,41) and
others attributed the Netherlands’ worsening position in
the European perinatal mortality league to its reluctance
to move birth from home to hospital. The issue was
debated vigorously in the medical literature and the
media for years (42). The study by de Jonge et al (6)
firmly put this dogma to rest, although the dog, having
lost its teeth, was already asleep (34,42).
Nevertheless, the Netherlands, once at the top of the
European perinatal mortality league, has fallen well
behind almost all European member states in terms of
perinatal mortality (36). Its record on maternal mortality is not to be envied either (36,43). Yet, the consensus is that its poor standing in the European perinatal
mortality league has little to do with the amount of
bricks and mortar that differentiate homes from hospitals. Overly relying on Mother Nature and the merits of
physiology (the common Dutch term for what Mother
Nature has to offer) can be as hazardous as adhering to
the concept that ‘‘no childbirth is normal except in retrospect.’’ Whereas the latter induces unwarranted intervention, the former induces unwarranted expectancy
(36,44).
It is misleading to compare birth options, such as
home or hospital, without a genuine understanding of
the systems of maternity care in which they operate.
It would seem that for many, including Wax et al (28),
home birth is Home Birth; just as single Dutch is the
same as double Dutch.
For decades successive Dutch governments have put
maternity care on the slow burner. Midwives needed to
attend an excessive number of births to earn a decent living, and they were severely penalized financially for
referring women before instead of after the onset of
labor, when problems arose during pregnancy (45).
Things have changed considerably of late (44). Perhaps
not enough, as yet (36,44), but home birth survived.
Probably, because of strict criteria and adherence to
what is and is not acceptable (6,39), home birth managed
to stay in the Netherlands without going astray, as it did
elsewhere.

Both Away and Astray Are Still Here Today
In the middle of the previous century, home birth went
away as hospitals became able to offer more than the
mere heroics they could offer previously and do so more
safely. Whether this move was wise or not may never be
determined, but it led Archie Cochrane to award the
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specialty of obstetrics the wooden spoon for introducing
such a major change without proper evaluation (46).
Anyway, home birth went away as snow under the sun,
leaving slurry and rocks underneath. In most Western
countries, it went astray too. It moved into the realm of a
few radicals, who believed that slurry and rocks are not
the kind of things you lose your footing on, but a source
of undiscovered treasure.
Unfortunately, away and astray are still here today.
In South Australia, with only 0.4 percent planned home
births, 8.8 percent of these women had a previous cesarean section (14). Canada, with less than 2 percent home
births, accepts home birth for women with one previous
cesarean section (5,7). In the Netherlands, with a home
birth rate of more than 25 percent, any previous cesarean
section is an absolute contraindication, not only for
home birth, but also for the absence of obstetric care
during labor and birth (6,39). Of course, the risk of serious events during labor after a previous cesarean section
is only about 1 in 200 (47). Yet, when they do occur, the
lives of both mother and baby are in the balance and
nothing can be done about the problem at home. The
Dutch know it, but many elsewhere apparently still have
to learn this lesson.
Any woman who surfs the Internet is likely to find
splendid stories on what a marvelous experience it is to
give birth at home, to give birth with dolphins, or to give
birth in the Baltic Sea. Celebrities, who are sometimes
more celebrated than cerebrated, can be relied on to contribute to the marvel of such stories. So, client demand is
what is alleged to drive home birth for high-risk births,
including twins, breech, postterm, and so forth, all of
which are well outside the Dutch home birth criteria
(6,39). It is similar to the argument that client demand is
what drives cesarean section rates (48). How much truth
is in these arguments, though?
There will always be people who wish to jump off a
cliff. However, those who assist or push them are
likely to end up in jail. The argument that those wishing to jump might otherwise hurt themselves before
they reach the bottom of the cliff is not likely to be a
valid excuse. Yet, some leaders of the midwifery profession still argue that assisting home birth, in circumstances that are clearly detrimental to a woman’s wellbeing and that of her baby, is a legitimate course of
action. They argue that offering such assistance is substantially better than so-named ‘‘free birthing,’’ instead
of acknowledging that taking a bigger bite than one
can swallow is not helpful to anyone: mother, baby, or
midwife.
If all goes well at a high-risk home birth, as it often
does, there is not much need for a professional of any
kind. When it does not, there is little that such professionals can offer without recourse to the infrastructure
that is needed for effective action.
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Planning and Unplanning the Planned
What is meant by a planned home birth needs to be
considered too. The Wax et al meta-analysis refers to
planned home births (28), but most of the births contributing to the alleged threefold higher risk of neonatal death are derived from a study based on U.S. birth
certificates without information on whether home birth
was planned or not (49). The inclusion of that study
in the meta-analysis emphasizes a general lack of consistency in what is or is not a planned home birth.
Everyone agrees that a woman who gives birth at
home accidentally or unintentionally should not be
considered as a planned home birth. However, that is
where the consensus ends. For some, planned means
what was planned early in pregnancy (14), for others
it is what was intended at the onset of labor (6).
Although both views have something to commend
them, they are another illustration of the fallacy of
concentrating on bricks and buildings instead of what
is inside them.
It is perfectly legitimate to exclude women who initially planned to give birth at home because an ultrasound detected a twin pregnancy or a placenta previa.
One can also argue that any change of plan and timely
referral that occurs before the onset of labor is a legitimate exclusion. It is another issue, though, when a
woman is referred to hospital with severe preeclampsia,
just before the onset of labor, because no one bothered
to take her blood pressure previously.
Birth is such a cataclysmic event that too many people still believe that it is the most important factor of
life or death in the entire pregnancy. Even Wax et al
seem to believe this, stating (28, p 243.e3) that: ‘‘In
developed nations, following congenital anomalies,
most perinatal deaths are related to intrapartum
anoxia.’’ This may have been so in the past, but not any
more. Wax et al (28) support their contention by the
same type of reading that characterizes their metaanalysis, referring to a paper that excluded all deaths,
except those related to the so-named ‘‘delivery’’ of
term infants (50). In the 1958 British Perinatal Mortality
Survey, about half of all stillbirths were intrapartum
deaths (51). Nowadays, such deaths are rare. So, when
comparing home and hospital births, it is not sufficient
to concentrate on labor and birth without considering
what went on before that time.
It is utopian to assume that lack of proper risk assessment before labor will be compensated for by adequate
assessment during labor (14,52). The difference
between the results of planned and unplanned home
births is partially an issue of self-selection (30,32). It is
also an issue of a properly functioning backup system
for home births. Such systems will contribute very little
to the safety of home birth, though, if they are not used
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in a timely and responsible manner from both ends:
home and hospital. Differences in how such backup is
organized and used are clearly large in different
countries, making a mockery of across countries’ metaanalyses (28).

Home Birth Is Here to Stay, Whatever
Anyone May Say
When homes disappear, home birth may do so too.
Before that time, it will not. It is a woman’s fundamental
human right to choose her reproductive behavior, which
includes how and where to give birth. Pregnant women
and their practitioners will always have different priorities too. However, most, if not all of them, aim for a
healthy child, a healthy mother, and a satisfying birth.
The way they approach these goals may differ, but the
fundamentals are the same. So, why not concentrate on
what can make mother and baby both be safe and feel
safe, instead of arguing the merits of bricks and buildings without considering the mortar that holds them
together, where they are, and what is on offer inside?
The secret to progress is debating the essentials, not a
war over their outer casings.
If those who are vigorously opposed to home birth
were equally vigorous to promote what is basically a
natural phenomenon, instead of concentrating on the
correction of nonexistent pathology, hospitals would be
less daunting than they are perceived to be. Also, if those
who are vociferous enough to defend or promote home
birth were equally vociferous in insisting on, complying
with, and teaching adequate safety standards, there
would be very little to keep the home birth fires ablaze.
Most importantly, mothers and babies would be the ultimate winners instead of the unfortunate losers, which,
far too often, they still are today—away and astray at
both ends of the fray.
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