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Home versus hospital confinement
C. N. BARRY, MA,MRCCP,DRCOG
General Practitioner, Wroughton, Wiltshire
SUMMARY. The case for hospital rather than
home delivery has been powerfully argued, es¬
pecially in and since the Report of the Peel
Committee. Nevertheless, evidence of compari¬
son with other countries, notably the Nether¬
lands, suggests the choice is not necessarily

simple.

general practitioner units are now re¬
porting perinatal mortality rates which are con¬
sistently lower than those of specialist units, and
recent statistical analyses suggest that the pres¬
ence of more high risk cases in consultant units
does not explain this. The only big controlled
home-versus-hospital trial did not lead to a sig¬
nificantly lower perinatal mortality rate in the
hospital group.
The onus of proof now seems to lie with those
who advocate 100 per cent hospital confinement.
Some

Introduction
this subject has been continuing for
now; the arguments have swung to and
fro and have, on occasions, become somewhat abrasive.
There has been a regrettable tendency towards polarization of views but with the present financial squeeze
and reduction in expenditure on obstetric services,1 the
importance of the debate has become even greater.
I would like to state clearly that at the outset I
belonged to neither camp; I am now convinced that the
assumption that hospital care is safer is at best unproved. If I appear to criticize hospital practice or
eminent authors, I am not questioning the integrity of
those concerned but trying to establish the validity of
the information given, with a view to defining more
accurately the indications for hospital confinement.

debate
THE
many years

on

Cranbrook and Peel
The Cranbrook Report of 19592 recommended a 70 per

cent hospital confinement rate "to meet the needs of all
© Journal of the Royal College of General Practitioners, 1980, 30,
102-107.

102

in whose case the balance of advantage appears
to favour confinement in hospital". A further rider is
added: "The advantages of home confinement for the
apparently normal case probably outweigh the very
we doubt
slight risk of unforeseen complications
whether the provision of maternity beds for all confine¬
ments could be justified as the need for hospital facili¬
ties for other classes of patients may be more urgent.
we have concluded that although the hospital maternity
service should be expanded it is of vital importance that
a good domiciliary maternity service should be main¬
tained." I believe it is fair to say that these two
paragraphs give the essence of the Report.
The next body to consider the question was the Peel
Committee3 who, while offering much in the way of
valuable opinion and pertinent comments, made,
through the interpretation of data, many of the errors
which have plagued the whole controversy ever since.
Figures from Butler and Bonham4 are quoted liberally
but unfortunately are much misunderstood.
Many other sources are quoted by Peel including such
valuable suggestions as that made by Tizard and Davis:5
"A doctor should not undertake domiciliary midwifery
unless he knows how to resuscitate a baby in a terminal
apnoea." In their conclusions they said: "We consider
that the resources of modern medicine should be avail¬
able to all mothers and babies, and we think that
sufficient facilities should be provided to allow for 100
per cent hospital delivery; the greater safety of hospital
confinement for mother and child justified this objec¬
we accept that wishes for home confinement
tive
should be respected provided of course that there are no
the immediate
medical or social contraindications
it
is born should
wherever
postnatal care of every infant
either
include a full medical examination,
by a con¬
who
should be
doctor
or
a
sultant paediatrician
by
of
deviations
in
the
detection
trained and experienced
for
which
call
from normal development
urgent atten¬
tion or for surveillance."
In order to consider in detail some of the figures from
Butler and Bonham's Perinatal Mortality,41 should like
to discuss some quoted by Peel, concerning the perinatal
mortality ratio according to grade of antenatal care
received (Table 1).
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Table 1. Mortality ratio by place of booking and delivery.

Grade of care

Mortality ratio

Many other papers6-22 testify to the difficulties caused
by inadequate figures, and many of these are accounts
of experience in general practice units; all show a

perinatal mortality well below the national average,
show a steady low rate in general practice units
contrasting with a higher hospital rate, the latter decreasing with time.
some

Confidential enquiries

Table 2. Mortality ratios in relation to site of booking and
transfers to other units.

Booked

Delivered
Overall

Mortality
ratio

100

Percentage of

population
in group

700.0

Peel points out from these figures that patients looked
after by the general practitioner had the highest peri¬
natal mortality. While this is true, it could well be
argued that those seen by the general practitioner and
midwife or, for that matter, the midwife only, are more
representative of general practitioner care, as those seen
only by the general practitioner will include many
patients seen as emergencies who hitherto may have had
no care at all. Looked at this way the general prac¬
titioner mortality becomes much less than that found in

hospitals.

At one stage in Perinatal Mortality* reference is made
difficulty in making meaningful comparisons,
the danger in quoting selective figures, and that the
reader may draw his own conclusions from the orig¬
inal." This difficulty is further demonstrated in Table 2.
This illustrates the high risk of transfer balanced by the
very small proportion of those needing it, which there¬
fore contributes relatively little to the overall mortality
for the group. This is especially interesting in view of
evidence discussed later for poor selection of patients
with low-risk factors for domiciliary confinement.
to "the

The long series of Confidential Enquiries into Maternal
Deaths has been invaluable in many ways, and it is
worth considering in some detail the most recent,23
covering 1970 to 1972, which discusses place of booking
as an avoidable factor. There were 44 deaths in the
series amongst patients booked at home; 10 had been
booked unwisely though in only five was the unwise
booking an avoidable factor, the patient being respons¬
ible for three of these. Of the total of 15 deaths with
avoidable factors (many with no contraindication to
home confinement) the general practitioner shared re¬
sponsibility for six and the flying squad registrar for
one. Of four deaths due to postpartum haemorrhage,
one patient had refused to go to hospital against advice,
and the other three had had no contraindication to
home confinement. Of these four deaths, in one no
flying squad was available, in one it was not called, in
another it gave skilled help and the death was classified
as unavoidable though it is not stated if the outcome
might have been different had the event occurred in
hospital. In the remaining one, the flying squad reg¬
istrar acted unwisely (same case as above). Of 64 deaths
in general practice unit bookings, 13 were booked
unwisely and this was an avoidable factor in 11. In four
the place of delivery was an avoidable factor and the
general practitioners were responsible for 22 of the
deaths. ('Responsible for' in the context of the Enquiry
meant that the doctor's action constituted an avoidable
factor in the death.) In all, the general practitioner
obstetricians were responsible for 28 out of the 108
deaths under general practitioner care. Of all deaths
with avoidable factors in the series, hospital obstetric
and anaesthetic staff were responsible for 50* 5 per cent
of deaths, the patient for 30-5 per cent of deaths, and
the general practitioner for 16 7 per cent of deaths.
Of the deaths, 89-6 per cent occurred in hospital and
8 12 per cent outside, although of course this figure
must allow for a considerable number of emergency
transfers and so few conclusions can be drawn from it.
These details are given to illustrate the complexity of the
original figures, the difficulty in interpreting them, and
the impossibility of drawing conclusions from them.
What is clear is that there is no room for anyone to be
.

complacent.

There is no corresponding enquiry into neonatal
deaths but it has been suggested24 that 21 8 per cent of
perinatal deaths are preventable.

Journal ofthe Royal College of General Practitioners, February 1980

.

103

General Practitioner Obstetrics

fortunately no direct comparison is available. Critics of
the relevance of Dutch figures quote those of Denmark
and Sweden, both with virtually 100 per cent hospital
confinement rate and perinatal mortality similar to that
in Holland. However, this can surely do no more than
demonstrate either a lack of improvement in perinatal
mortality from increasing the hospital confinement rate
beyond a certain fairly low limit, or lack of comparability between two different countries.
Doll30 and others26'31 have stated that the figures in
the UK show no simple relationship between place of
booking and perinatal mortality, as was indeed clearly

stated in Perinatal Problems (p.30).32 Indeed the wide
in perinatal mortality show33 that
some factor other than the hospital confinement rate
must be responsible.perhaps differences in hospital
practice or facilities, perhaps social factors (Figure 1).

regional variations

Figure 1. Perinatal mortality ratio in the regions,
by percentage hospital confinement
Main arguments
The main arguments are as follows:
1. Temporal trend
The falling perinatal mortality rate is due to an increase
in the hospital confinement rate. This is an obvious
fallacy; it has been suggested25 that one might as well
correlate the fail in perinatal mortality rate with, for
example, miles of motorway built. It has been shown by
Fryer and Ashford26 that for babies weighing more than
2,500 grams the infant mortality rate does not correlate
with the hospitalization rates.

2. International comparisons
It is well known that Holland, which has a relatively
high home confinement rate, has a very low perinatal
mortality rate, much lower than in this country. Many
factors27*28 are involved. Huygen28 has gone so far as to
express openly doubts about the desirability and safety
of hospital confinement for normal deliveries and his
concern about unnecessary intervention. It has been
said29 that Dutch women differ from British but un104

3. Hospital defects
The advocates of hospital confinement argue that the
expert facilities available in hospital increase safety.34
However, this can be disputed as the Confidential
Enquiries reports have shown many times that the errors
made in hospital tend to be those of commission (as
opposed to omission by general practitioners) and it has
been suggested9*28'35'36 that more interference may
actually increase the risks, or at best, fail to decrease
them. This principle is already commonly accepted as
applied to inductions.
The proponents of general practitioner confinement
frequently point to evidence that hospital care is far
from ideal.25*37_41 It is worth rioting that senior hospital
staff attend relatively few confinements.10-3 per cent
in the British Births Survey37 were attended by a con¬
sultant or registrar, while both this and other
surveys23'38 criticize specialists for delegating too much
to their junior staff.
Marsh42 makes a case for protecting the specialist's
services from being overburdened with low-risk cases,
while at the same time it has been shown43 that patients
benefit if seen at some stage in pregnancy by a con¬
sultant. An extension of the above lies in the sug¬
gestion44 that all patients should be monitored. While
this may yet be shown to reduce perinatal mortality, a
number of surveys45-51 have failed to show any benefit.
4. Transfer in labour
Another common argument cites the dangers of transfer
of patients booked with their general practitioner de¬
veloping complications.3'521 hope I have shown this to
be fallacious, partly as discussed above and in Table 2.
The relevant factor is the condition necessitating trans¬
fer and this illustrates the need for a comparison with a
controlled series with a similar condition arising in
hospital, and the relevant frequencies with which these
arise in home- and hospital-booked cases, with similar
risk factors (see below).
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5. latrogenic risks
The occurrence of unexpected complications is often
cited5355 as a reason to favour hospital confinement.
Others37' 56«57 have east doubt on this. The issue is really
whether complications are less likely to occur at home in
a given case than in hospital, and also what the actual
outcome is: if a complication can be coped with ad¬
equately at or from home, this demolishes the argument
that its occurrence is a noteworthy factor. Although
about 10 per cent of perinatal deaths are to 'low-risk*
mothers, if increasing the hospital confinement rate has
no effect on overall mortality (or morbidity, see below)
the fact that individual patients may have done better if
confined in hospital is not relevant. In other words, the
iatrogenic risk of hospital confinement may outweigh
the risk of emergency services not being available soon
enough outside hospital. For example, in the 1970
British Births Survey, 136 infants were given nalorphine
even though their mothers had not had pethidine.pre¬
sumably most of these were in hospital!
6. Case selection problems
Those accepting patients for general practitioner con¬
finement are often criticized4'8 for accepting patients
they should not. While this criticism is often justified,
nevertheless some patients insist on being delivered at
home despite being advised to the contrary. Unlike
hospitals, general practitioners cannot ethically refuse
to care for patients, especially if alternative care is
difficult to find. We need to avoid the situation which
has arisen in California58 where 14 per cent of confine¬
ments take place at home with no care at all. A further
point, that poor selection actually aids comparisons
between the two groups, will be discussed below.
7. Attendance in labour
It has been argued forcibly59-61 that in obstetrics there is
no place for the amateur. Wilkes62 and others77 have
suggested that a general practitioner obstetrician should
attend a minimum number of confinements to "keep his
hand in". The proportion of confinements attended by
general practitioners in various reported series11'22'53'
54,60,62 varies from a laudable 92 per cent to an
unsatisfactory 18 per cent (compare with attendance by
hospital staff). A number of surveys42'63*64 have
suggested ways of improving the general practitioner
service and that the modern general practitioner ob¬
stetrician should be equipped and able to resuscitate a
newborn. In one survey37 the proportion of neonates
not examined by a doctor was 27-6 per cent in hospital
and 31 1 per cent at home. Clearly both figures need to
be improved. Court65 endorses the view that every
newborn should be examined.53-55
.

8.

Domiciliary service

Two further related arguments in support of home
confinements concern the undisputed fact that some
kind of domiciliary service will always be needed,

especially in rural areas.2' 57»w Secondly, if the services
rarely used skill will decrease and Wilkes62 has made
the point that many general practitioners will feel their
are

skills are wasted.

9. Personal care
The importance of continuity of care, relaxation in the
patient, and enhancement of the doctor/patient re¬
lationship is unknown and such work as has been
done46,67»68 shows no more than subjective evidence of
benefit. This has sometimes been expressed quite
strongly: "The authors have the impression that the
reassuring psychological atmosphere created by per¬
sonal nurse interaction
contributed to the excellent
infant outcome",46 and this came from the USA.
.

.

.

70. Bonding
The importance of bonding between mother and baby is
being recognized increasingly, as is the feeling that this
is more easily achieved in a home environment. It has
been said:69 "There could be few more poignant
tragedies than that of a baby whose life and future
potential are saved by excellent technical neonatal care,
but whose potential is never realized because our failure
to promote parental attachment has resulted in neglect
or abuse." Indeed, the Select Committee on Violence in
Families70 felt that serious consideration should be
given to increasing home confinements with this prob¬
lem in mind.
77. Hospital risks
It has even been suggested35'36 that in certain circum¬
stances hospital confinement carries a greater risk,
though when it is argued that, for example, neonatal
infections are commoner or more serious in hospital
than at home the protagonists fail into the usual trap of
looking at selected figures. What counts is the overall
rate, or better still, the overall preventable rate. How¬
ever, just as it is facile to condemn hospital confinement
because of its high mortality, so Tew14'25 has shown the
counter argument that hospitals take more high-risk
cases to be equally facile.
In separate analyses14'71 of data in the 1958 Perinatal
Mortality Survey she has shown that the proportion of
mothers at high risk on account of their parity, social
class, or toxaemia was not in fact very much greater in
hospital than in general practitioner units or at home;
and it was not nearly sufficient to account for the great
excess in the hospital's overall mortality ratio. The
result was the same when length of gestation and
birthweight were considered.
The findings were repeated in the analysis of the
Registrar General's data for stillbirths (1969 to 1975) for
the risk factors of age, parity, and illegitimacy. Using a
hypothetical example25 she illustrated that births in
hospital would have to have included an implausibly
high proportion with a much higher than average mor-
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tality rado to bridge the wide gap between hospital and
home overall mortality ratios.
Fedrick and Butler72 purported to draw opposite
conclusions, using selected figures from the 1958 Perinatal Mortality Survey. However, serious doubts have
been raised73 as to the validity of their conclusions.
Nevertheless, it would be as wrong to discount their
irtterpretation as it would be to dismiss Tew's.

Recent evidence
Two recent publications have cast rather more light on
this confused scene. The first, The Place of Birth,71
while reinforcing much of the ground already covered
here, is remarkable for publishing the first controlled
trial of home-versus-hospital confinement (Mehl, Chapter 7). Briefly, 1,040 home confinements were compared
with 1,040 matched controls delivered in hospital, the
same practitioners looking after each group. Selection
of place of confinement was by the patient's choice and
the trial is open to criticism on this count and because it
was not 'blind'. Nevertheless, it is interesting to note
that the 'interference' rates were significantly higher in
hospital, and there was no significant difference in
perinatal outcome.
The second publication is Volume 2 of British Births
1970.74 This makes the practical suggestion of antenatal
and labour prediction scores, and these are well validated in the text. The authors point out that the
proportion of babies weighing less than 2500 g has
remained the same since 1958, partly because of widening class differences. They point out that 60 per cent of
high-risk mothers were delivered by midwives alone and
13 per cent by pupil midwives. Only 37 per cent of
babies with more than a three-minute delay in breathing
were intubated at birth, and they suggest that "wider
use of general practitioner units to care for lower risk
cases might help relieve consultant units of some load so
that (their) care would be more acceptable to mothers."

The future
Clearly, planning the place of birth is an expensive
dilemma; expensive in terms of finance, specialist time,
professional satisfaction, patients' satisfaction and
mother/baby relationships. The obstetric and gynaecological service may well benefit from a more selective
use of its beds. It has been well said75 that if changes are
to be made they must be shown to be an improvement.
It is at best questionable whether this has been the case
in the recent swing towards 100 per cent hospital

confinements. If the pendulum were to swing back it
must similarly be shown to be an improvement. The
forthcoming prospective controlled trial under the auspices of the General Medical Services Committee76 77
may help to provide more worthwhile figures. In the
meantime one is forced to the conclusion that the onus
lies with the proponents of hospital confinement to
prove their point.
106
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Deafness in myxoedema
Deafness has been demonstrated in 41 (85 per cent) of a
consecutive series of 48 patients with myxoedema.
There was no difference between the incidence of high
and low frequency hearing loss. Severe myxoedema was
associated with a higher incidence of deafness than mild
myxoedema.
Hearing was retested when patients were euthyroid
following treatment with thyroxine. Improvement in
hearing was found in 55 out of 75 deaf ears (73 per cent)
and return to normal hearing occurred in 17 (23 per
cent) of the 75 deaf ears.
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