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ABSTRACT 

Research indicates that place of birth is a factor in both maternal and infant outcomes and 

that, for both multiparous and nulliparous women, a planned home birth leads to fewer 

interventions than for those birthing in an obstetric hospital. Home birth is also acknowledged 

as a safe option for both low risk multiparous and nulliparous healthy women. The evidence 

also indicates that there is no increased risk relating to perinatal outcomes for multigravida 

women birthing at home; however the evidence indicates that infants of nulliparous women 

have a slightly increased risk of a poorer perinatal outcome and thereby transfer of care may 

be required. Accordingly, healthy women with straightforward pregnancies should have 

access to and information about all birth settings including: birth centres, including alongside 

and freestanding midwife-led birthing centres; home birth and obstetric-led units; along with 

the related maternity care outcomes for the settings. Likewise, midwives providing home 

birth services should be supported in their practice through a seamless maternity service 

linking community and hospital settings (Midwifery 2020, 2010) and a comprehensive 

clinical governance arrangement, including an audit mechanism that promotes best practice.  

 

The HSE Home Birth Service in Ireland currently offers a home birth service to low risk 

women with a straightforward pregnancy who choose to plan to have a home birth. In 2013, 

the HSE established a Clinical Governance Group (CGG) to develop a system for clinical 

governance for the national homebirth service provided by Self Employed Community 

Midwives (SECM). As part of the process of developing a governance infrastructure for the 

service, the HSE commissioned a research team at the UCD School of Nursing, Midwifery 

and Health Systems to develop an audit tool as part of this infrastructure. The project to 

develop the audit tool was conducted over a six-month period in late 2015 and early 2016. 

Using a process of stakeholder engagement, including users of the home birth service and 

representatives of women’s advocacy groups, the team developed a suite of four bespoke 

audit tools with the assistance of an expert panel. The tools are designed as self-completion 

tools for use by homebirth service users, midwives, the HSE, and a third party. Key 

principles informed the content of the tools, including: recognising and enabling choice and 

shared decision making; supporting women in their choice of place of birth; recognising birth 

as a normal physiological process; promoting quality and safety of midwifery practice; and 

effective and transparent governance of the home birth service.  
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1. INTRODUCTION AND BACKGROUND 

 

1. Introduction 

Historically in Ireland, women gave birth at home and were supported in their confinement 

by midwives drawn from the local community. With the revolution in science in the early 

modern period, several scientific treatises on pregnancy and childbirth were published and 

male midwives emerged in the form of the private accoucheur and the barber surgeon, the 

precursors of the scientifically-trained obstetrician (Devane and Lawless 2005). Midwives 

were gradually replaced as the primary supporter of the woman during childbirth. This period 

represented a transition in both the thinking and practices associated with childbirth, whereby 

childbirth became a process to be managed by professional medical men, later known as 

obstetricians. Childbirth therefore became 'medicalised' and midwives later became 

professionally trained and assisted obstetricians in their work. The result of this transition was 

the establishment of medical-professional hegemony in the place and the process of 

childbirth.  

 

Established in the late eighteenth and early nineteenth century in Ireland, the modern lying-in 

hospitals increasingly became the place of birth for women and, along with the medical 

training schools, were the places in which modern scientific obstetric practice developed. The 

development of the modern midwife also became closely associated with the lying-in hospital 

system and the obstetrician. Professional training in midwifery was conducted under the 

auspices of midwifery training schools governed and directed by medical men and, when 

midwifery became a regulated profession with the passing of the Midwives' Act in 1918, the 

medical profession, notably the Royal College of Physicians of Ireland, was closely 

associated with formulating the registration legislation for midwives (McMahon 2005). In the 

latter half of the twentieth century, the maternity hospital grew in importance as the place of 

birth for women in Ireland and led to a rapid decline in home birth. The development of 

maternity hospitals in the 1950s and 1960s, in particular, saw the national rate of home births 

fall from 18,000 in 1957 to just 265 in 1977, representing less than 1 per cent of all births in 

Ireland (Meaney et al. 2013).  

 

This almost total decline in home births may be seen as the result of the emergence and 

ultimate dominance of the scientific-interventionist obstetric-led model of maternity care. 

Proponents of the model may claim its effectives in improving maternal and infant outcomes 
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over the intervening period. Along with improved nutrition and maternal health, the 

application of scientific principles in monitoring and promoting antenatal and postnatal 

maternal and infant health and supporting childbirth, have meant that the main inherent 

serious risks associated with pregnancy, childbirth and the neonatal period have become 

greatly reduced. For example, the infant mortality rate – an indicator of quality – was 4 

deaths per 1000 births in 2010, as compared to an average of 66 deaths per 1000 births in the 

decade 1941–1950. The perinatal mortality figures for 2013 indicate that there were just 2.3 

early neonatal deaths per 1000 live births (National Perinatal Epidemiology Centre 201).  

 

These figures notwithstanding, the obstetrician-led hospital-based model has become 

increasingly seen as a hegemonic system that fails to provide maternity care choices for 

women, including access to midwife-led care, despite the evidence (NICE, 2014). Moreover, 

as O'Boyle (2016, p. 185) argues, 'professional discourse on risk and childbirth is pervasive 

and persuasive, with women’s discourse on choice apparently less authoritative'. This model 

is also seen as disempowering of most midwives, who are seen as being locked into a 

technical-institutional and interventionist system in which their autonomy as professionals is 

moderated by the imprimatur of the medical practitioner's clinical jurisdiction and monopoly 

around decision making associated with admission and discharge. 

 

1.2 Obstetric practices and maternity care 

There is a growing realisation among health policy makers, professionals and academics, and 

among women themselves that maternal practices and maternity services in Ireland have 

become increasingly interventionist. This is evident in the high levels of routine childbirth 

intervention rates in such practices as Caesarean section (CS) and the use of epidural 

analgesia. For example, the rate of Caesarean sections have seen a gradual increase in the 

previous five years, with the rate increasing from 25.18 per cent in 2008 to 29.62 per cent in 

2014 (HSE 2014), double that of the World Health Organisation recommendation of 15 per 

cent. While Caesarean sections (CS) are indicated in obstetric emergencies, such as fetal 

compromise, malpresentation and placenta previa, CS rates are also associated with obstetric 

practices, such as reductions in the use of mid-pelvic forceps (Joseph et al. 2003), and also 

non-clinical factors like litigation and defensive practice (Weaver et al. 2007). 

 

There also appears to be equivocal evidence regarding maternal request as a factor in CS 

rates for a range of different reasons (Brick and Layte 2011; Royal College of Obstetricians 
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and Gynaecologists 2008). Moreover, as Devane et al. (2007) have argued, the medicalisation 

of birth has become 'normalised', such that women's decision making regarding planning their 

place of birth is not an option because of limited or total absence of midwife-led services 

available nationally, and their decisions are those often based on choice of public or private 

health care, or whether or not to have an epidural anaesthetic during labour. They further 

argue that women may not be exercising real choice, but may, instead, be responding to the 

care systems and circumstances which demand their cooperation and compliance, and they 

observe: 'women have had minimal, if any, input to influence the direction of maternity-care 

decisions effectively at strategic policy levels' (Devane et al. 2007, p. 93). Place of birth is 

bound up with notions of maternal choice and risk, two constructs that may be competing in 

the real world of maternity care and, in the context of maternity care and maternal services, both 

choice and risk are viewed as ambiguous and contested concepts (Begley et al. 2011; Devane et 

al. 2007).  

 

For many midwives, a major consequence of the medicalisation of childbirth has been the 

erosion of their professional role (Butler et al. 2014). This is evident in midwives' practices 

when discussing place of birth options with women, with midwives experiencing 

organisational pressures and professional norms, inadequate knowledge and confidence and 

pressure from colleagues as constraints in the range of options which they can offer to 

women (Henshall et al. 2016). Additionally, women and their partners desire to experience 

childbirth and the transition to parenthood as a positive and life enhancing experience 

(Midwifery 2020, 2016) and to gain real and meaningful choice in relation to childbirth, the 

place of birth and the supports that they require.   

 

1.3 The (re-)emergence of midwife-led care and home birth 

While the maternity hospital or co-located maternity unit in an acute general hospital remains 

the principal manifestation of the maternity services in Ireland, in the previous two decades, 

other geographically-limited options have become available to women, including the option 

to have maternity care provided in a midwifery-led unit or to have a home birth provided by a 

community midwife. These options have arisen in the context of the more general rise in 

consumerism and maternity service user choice, as represented by individual women and 

women’s groups wishing to have an alternative to the hospital-based, obstetric-led model of 

maternity care. Midwives have also asserted their autonomy as practitioners to act as 

women's advocates in matters of choice regarding the place and process of childbirth. 
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A number of precedents for maternity care services point to evidence of efforts to break with 

the hospital-based, obstetric-led paradigm of care. A scheme for midwife-led care was first 

introduced in Ireland in 1984, when a midwives' clinic commenced at the National Maternity 

Hospital (NMH) (Butler et al. 2014).  Later, in 1999, a DOMINO and home birth service was 

set up as a pilot project based at the NMH by a team of midwives known as the ‘community 

midwives’. This project was initially evaluated as successful by Dr Harold Brenner in 2001 

and recently by Healy et al. (2015), who highlighted the need to expand the services to meet 

the overwhelming demand. In 2001, the Kinder Review Group was established by the Health 

Service Executive-North East to examine and report on women and children’s services in the 

North East, including the provision of maternity care in the region.1 The Report 

recommended the establishment of midwifery-led units (MLUs) and a Maternity Services 

Taskforce to facilitate the implementation of all the recommendations of the report. The Task 

Force oversaw the introduction of midwifery-led units at Our Lady of Lourdes Hospital, 

Drogheda and Cavan General Hospital (CGH) in July 2004.  

 

Devane et al. (2007) cite several significant changes in the provision of Irish maternity 

services that gave rise to a gradual rise in home births; these include a number of pilot 

community midwifery projects, including home birth and Domino care, in Dublin, Cork, 

Galway and Waterford; the advent of the direct-entry midwifery degree in 2006 and legal 

cases challenging the health authorities on their lack of provision of grants for home birth. 

These authors cite figures from the early 2000s, which indicate a gradual uptake of the option 

of home birth when independent midwives began to establish domiciliary home birth 

practice; the total number of practicing independent domiciliary midwives in 2002 was as 

high as 18, but this number gradually fell, but rose again to approximately the same number 

in 2016. However, developing a home birth service is contingent on support from within 

midwifery and from other health professionals. In a survey of midwives in the UK, the Royal 

College of Midwives (RCM) (2011) reported that, while most midwives in their sample were 

very positive about the importance of home birth, they perceived obstacles to providing a 

home birth service, including their own lack of confidence and a lack of support and negative 

                                                           
1 The Kinder Report arose out of a rejection by the Health Service Executive on tan earlier report, the Condon 

Report, which emphasised consultant-led care. 
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attitudes towards home birth from other members of the obstetric team, including hospital 

midwives.  

 

While the rate of home births was as high as 0.5% of all births in 1999 in Ireland, in 2012 the 

recorded rate had fallen to 0.2% of births (ESRI 2012). Currently the recorded home birth 

rate in Ireland does not include home births facilitated by hospital employed midwives, which 

is approximately 50 to 100 births per annum. In 2014 the recorded rate remained at 0.2% and 

the women represented in this figure were supported by approximately 20 self-employed 

community midwives (SECM) who had entered an agreement with the HSE to provide a 

planned home birth services to low-risk women (Department of Health 2016). Based across 

the major regions and acting as the primary carer for the woman throughout her pregnancy 

and for up to 14 days postnatally, the SECMs provide an antenatal, intrapartum and postnatal 

service to individual women who elect to have the service. The HSE reimburses each 

midwife providing a home birth service on a case-by-case basis. The National Perinatal 

Epidemiology Centre (NPEC 2014) reported statistics for home birth for the year 2013; the 

results showed that of the 258 planned home births in that year, 155 home birth deliveries 

took place, with the remainder (103) being delivered in hospital; of this latter number, 46 

were transferred to hospital during labour. Almost half of intrapartum transfers to hospital 

were associated with failure to progress in labour.  

 

A small number of women who give birth at home in Ireland have done so in the absence of 

professional assistance. Based on an examination of case studies of 'deliberately unassisted 

birth', O'Boyle (2016) demonstrated that there is a cadre of women who have opted out of the 

maternity services, due to their perceptions of the inadequacy of the service in affording them 

choice in regard to place of birth. Having birthed without professional assistance, O'Boyle 

(2016) argued, these women have critiqued both the quality and the appropriateness of Irish 

maternity services.  

 

Home birth rates remain low in Ireland for a number of reasons as explained above, including 

cultural norms, the rate is however low, relative to other referent jurisdictions, including 

Great Britain and Northern Ireland and other developed countries. The Department of Health 

has recently indicated its commitment to provide home birth services in Ireland. Published in 

2016, the National Maternity Strategy 2016–2026 included the principle that 'insofar as it is 

safe to do so', a woman’s choice should be facilitated through, among other things, the 
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provision of an integrated home birth service within the maternity network, and within a 

'supported care' pathway, with care from the lead healthcare professional and the hospital-

based community midwifery team, and in line with national standards (Department of Health 

2016).  

 

A national domiciliary midwifery service, provided under the auspices of the Health Service 

Executive (HSE) Home Birth Service is currently available to eligible low-risk women who 

wish to avail of a home birth service under the care of a self-employed community midwife 

(SECM). At the time of writing, a total of nineteen SECMs were listed on the HSE website 

(HSE 2016) and they provided the home birth service on behalf of the HSE. The arrangement 

requires the midwife providing a home birth service sign a Memorandum of Understanding 

(MOU) and Agreement with the Health Services Executive (HSE).  

 

In 2013, the HSE established a Clinical Governance Group (CGG) to develop a system for 

clinical governance for the homebirth service provided by SECMs. As part of the process of 

developing a governance infrastructure for the homebirth service, the HSE commissioned the 

UCD School of Nursing, Midwifery and Health Systems (SNMHS) to develop an audit tool 

as part of this infrastructure. The project to develop the audit tool was conducted over a six-

month period in late 2015 and early 2016. Through a process of stakeholder engagement, the 

project resulted in the development of a suite of four bespoke audit tools. 

 

1.4 Aims and objectives 

The overall study aim was to support the HSE in developing a governance infrastructure for 

the HSE Home birth Service and thereby promote the quality and safety of the service. A key 

element of the governance of the service was the need to introduce an audit tool or tools that 

would be capable of facilitating: (i) self-audit; (ii) audit by the HSE; and (iii) audit by a third 

party. This would require a tool that would facilitate audit of the midwife's practice and the 

home birth service. In addition, a women’s home birth experience audit was also developed. 

The aim was to develop tools that would be fit for purpose in an Irish context. The objectives 

were to:  

1. examine the literature on place of birth in order to provide evidence of home birth 

effectiveness that would inform best practice in audit of home birth and to identify 

evidence of audit tools in use for both the service and practice of home birth that 

might inform the development of the audit tool(s) 
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2. examine relevant policies and guidelines relating to the HSE home birth service that 

might inform the development of the audit tool(s) 

3. identify and consult with the key stakeholders in home birth in Ireland in order to 

elicit their guidance and support in developing the audit tool(s) 

4. identify and agree the key audit criteria for the audit tool(s) 

5. identify and agree the evidential/action statements associated with each audit criterion 

6. test the audit tool(s) for face validity among prospective users of the tool(s) 

7. provide a final report to the HSE, to include the draft audit tool(s)  
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2. LITERATURE REVIEW 

 

2.1 Introduction 

We conducted a review of literature on two major aspects of the topic: the effectiveness of 

home birth and midwifery-led care in maternal and infant outcomes and evidence of extant 

audit tools for home birth practices and home birth service. We undertook a systematic search 

and review of literature on the topics areas of place of birth, models of maternity care and 

audit of home birth. The search included empirical studies reporting the outcomes and 

effectiveness of different places of birth, with a particular focus on studies that included the 

home as a place of birth. We examined evidence of maternal and infant outcomes as 

correlates of place of birth with the aim of providing an up-to-date synthesis of evidence.  

 

The search and review were informed by best practice guidelines in the conduct of systematic 

reviews, as set out in the National Clinical Effectiveness Committee (NCEC) Clinical 

Guidelines Development Manual 2013 (DOH 2013), which stipulates the use of PICOS 

(Population, Intervention, Outcome and Study Designs) when framing the purpose of a 

review. For the purpose of this review, the PICO search parameters were set out at the outset 

(Table 2.1). The search strategy involved a preliminary search of CINAHL and PubMed to 

determine the scope of the review and to generate a list of the keywords. Following this, we 

searched CINAHL, PubMed and the Cochrane Database of Systematic Reviews using 

combinations of key words and their relevant MeSH terms. Key words and phrases used in 

combination included: midwife, midwives, obstetric nurse, obstetrician, midwife-led care, 

midwife-led unit, place of birth, home birth, out-of-hospital birth, outcome, effectiveness, 

comparison, maternal morbidity, neonatal morbidity, infant mortality and audit. The search 

was limited to English-language literature published from 2000 through to 12 March 2016.  

   

Table 2.1 PICOS search terms 

ID Search criteria  

(Filters activated: English Language. Publication date from 1990/01/01 to 2015/05/31) 

Population Woman, women, neonates  

 

Intervention Midwife-led care, midwife-led home birth, out-of-hospital birth, audit, clinical, service 

  

Comparison 

 

In-hospital care, obstetric-led care, maternity hospital, maternity unit 

Outcome Maternal outcomes: maternal morbidity, maternal mortality 

Neonatal outcomes: neonatal morbidity, neonatal mortality 

Study designs 

 

Randomised controlled trial, quasi-experimental design, retrospective design, cohort 

study design, evaluation design 
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Publications were included if they reported on the outcomes of one or more models of 

maternity care that included midwife-led and/or home birth and included maternal and 

neonatal/infant outcomes associated with risk, safety and quality. This included studies which 

evaluated and compared models of care and reported the methods and outcomes of audit of 

home birth. We excluded published studies which used service user satisfaction as the 

primary outcome measure. Articles not based on empirical research, such as discussion and 

anecdotal papers, editorials and commentaries were excluded. We also searched for evidence of 

audit tools in both the published and grey literature. 

 

2.2 Findings 

The search yielded ten studies comparing the place of birth, with most studies comparing 

hospital with out-of-hospital birth, including home birth and birth in alongside maternity 

units. The search also uncovered five published reviews on the topic (Henshall et al. 2016; 

Devane et al. 2010; Sandall et al. 2010; Hatem et al. 2008; Hodnett et al. 2010).  

 

2.3 Effectiveness of home birth: Model of care and place of birth   

There is a substantial body of literature on models of maternity care and place of birth, with 

several empirical studies, systematic reviews and meta-analysis studies indicating evidence 

that the place of birth plays a major role in both maternal and infant outcomes. Much of the 

evidence regarding the effectiveness of place of birth comes from retrospective cohort 

observational-type studies, in which several perinatal outcomes were observed and reported. 

Many of these studies are limited in several respects, including the following: limited 

population size and geographical representativeness, incomplete data, reliance on secondary 

and self-report data, inclusion of midwife/birth attendant samples with variable skills, 

training and certification, and the attribution of adverse outcomes to transfer of care 

(Committee on Obstetric Practice 2015). Additionally, when comparing maternal and infant 

outcomes for different places of birth, factors such as maternal socio-economic background 

and maternal health can influence results. This is especially so since women who exercise 

choice in relation to place of birth are more likely to be self-selecting, low risk and better 

informed than their lower SEG counterparts who do not exercise choice. For example, van 

Teijlingen et al. (2003) noted that maternity service users tend to value the status quo over 

other models of maternity care, of which they have no experience. Therefore, variable 
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maternal and infant outcomes may be anticipated across demographically variable population 

cohorts (Wax et al. 2010). 

 

Given the practical and ethical challenges associated with randomisation to place of birth – 

women would naturally be unwilling to agree to give birth in a setting determined by random 

assignment (Fullerton et al. 2007) – the majority of studies have examined the effectiveness 

of place of birth through retrospective non-experimental designs. With its use of large sample 

sizes, the use of the prospective design, such as the one used in the Birthplace in England 

cohort study (Brocklehurst et al. 2011; Hollowell et al. 2011; Walton C 2012), is considered 

to be optimal for a non-randomized observational study designs (Beukens and Keirse 2012). 

Primary outcome measures commonly used to indicate outcomes related to place of birth 

include maternal morbidities associated with labour and childbirth, such as perineal tear, 

neonatal morbidities and infant mortality rate, and quantity and type of interventions used to 

hasten labour and/or augment childbirth.  

 

Positive outcomes of midwife-led care and home birth 

There is evidence that planned place of birth has a significant role in the mode of birth and 

the rates of intrapartum intervention in childbirth (Davis et al. 2011). Several national or state 

cohort studies have compared place of birth as an independent variable in maternal and infant 

outcomes using national cohorts of women giving birth at home and in hospital (Hutton 2016; 

De Jong et al. 2015; Halfdansdottir et al. 2015; Snowden et al. (2015); Cox et al. 2013; 

Kataoka et al. 2013; Blix et al. 2012; Brocklehurst et al. 2011; Hollowell et al. 2011; Jansen 

et al. 2002). Cohort data regarding planned home birth indicates consistency in evidence of 

generally favourable maternal and neonatal outcomes, both over time and among diverse 

population groups (Fullerton et al. 2007). The evidence also indicates that women who have 

home births attended by midwives have safety profiles equal to or better than profiles of 

women who had hospital births in similar populations (Cox et al. 2013). 

 

Several studies that evaluated cohort data for outcomes associated with the place of birth 

have demonstrated that women who have a home birth have fewer interventions than women 

who have a hospital birth (Hutton et al. 2016; Halfdensdottir et al. 2015; Blix et al. (2012)), 

Brocklehurst et al. 2011; Wax et al. 2010; Brocklehurst et al. 2011; Hollowell et al. 2011). 

Cohort studies also demonstrate that women who have a home birth have reduced 

pharmaceutical augmentation of labour and analgesia (Halfdensdottir et al. 2015; Blix et al. 
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2012; Wax et al. 2010) and lower rates of operative deliveries (Halfdensdottir et al. 2015; 

Brocklehurst et al. 2011; Hollowell et al. 2011; Wax et al. 2010) when compared to women 

who have a hospital birth.    

 

The Birthplace in England national prospective cohort study of place of birth compared low-

risk pregnancies by planned place of birth at the onset of labour in four settings: home, 

midwifery-led unit (freestanding midwifery units and alongside midwifery units) and 

obstetric unit (Brocklehurst et al. 2011; Hollowell et al. 2011). The study authors reported no 

significant differences in the incidence of the primary outcome – defined as a composite of 

perinatal mortality and a number of specific neonatal morbidities. Both multiparous and 

nulliparous women who gave birth at home and in midwife-led units experienced fewer 

interventions than those planning birth in an obstetric unit. For nulliparous women planning 

birth at home may also experience poorer perinatal outcomes (Brocklehurst et al. 2011; 

Hollowell et al. 2011). Interventions, including instrumental and operative deliveries, were 

less frequent in planned home and midwifery-led units and women were significantly more 

likely to have a 'normal birth' in these care settings.  

 

Halfdensdottir et al. (2015) reported the results of a retrospective cohort study, which 

compared the outcomes of planned home and hospital births among low-risk women in 

Iceland. Based on observed outcomes comparing matched samples, the authors found a 

significantly lower rate of oxytocin augmentation, epidural analgesia, and postpartum 

haemorrhage and lower rates of operative birth and obstetric anal sphincter injury. Snowden 

et al. (2015) similarly found fewer interventions in planned out-of-hospital births, as 

compared with planned hospital births among women in the State of Oregon, US.  

 

Jansen et al. (2002) compared perinatal outcomes for planned home births attended by 

midwives with those for planned hospital births attended by either midwives or obstetricians 

in British Columbia, Canada. Based on the outcomes of 862 planned home births attended by 

either physicians or midwives, the authors reported that women who had a home birth 

attended by a midwife had fewer interventions during labour as compared with their 

counterparts who gave birth in hospital attended by a physician, were less likely to have 

epidural analgesia, be induced, have oxytocin or prostaglandins to augment labour, or have an 

episiotomy. The authors also found that rates of adverse perinatal events, including perinatal 

mortality and meconium aspiration syndrome, were similar for both the home birth and the 
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hospital birth cohorts. Reported by Hutton et al. (2016), a Canadian retrospective cohort 

study evaluated the outcomes of planned home birth and hospital birth on neonatal mortality, 

morbidity and rates of birth interventions in the state of Ontario. Based on a comparison of 

matched cohorts of over 11,000 women in each cohort, the authors reported no significant 

differences in mortality or morbidity outcomes by planned place of birth for both nulliparous 

and multiparous women. Additionally, all intrapartum interventions were reported to be 

lower among the planned home birth cohort.   

 

Three studies were found that reported place of birth evidence for retrospective cohort studies 

based on outcomes data over long periods of time (Cox et al. 2013; Blix et al. 2012; Chang 

and Macones 2011). Blix et al. (2012) compared intrapartum intervention rates and 

complications over a seventeen-year period for planned home births with planned hospital 

births in Norway. Retrospective data showed that women who planned a home birth had 

reduced risks for assisted vaginal deliveries, epidural analgesia, dystocia and anal sphincter 

tears when compared with low-risk women who planned for hospital birth. Additionally, 

multiparous women had reduced risks for episiotomies and postpartum haemorrhage. Cox et 

al. (2013) examined several perinatal outcomes of planned home births over a 25-year period 

among Amish women in south-eastern Pennsylvania who were attended by certified nurse-

midwives. The authors found that rates of postpartum haemorrhage and neonatal hospital 

admission were low and there were no maternal deaths. More than one-third of the women in 

the sample were of high parity, and the small number of early neonatal deaths was attributed 

to lethal congenital anomalies that were common to the population being studied. 

 

Based on data for a cohort of low-risk women giving birth in a variety of care settings in New 

Zealand, Davis et al. (2011) found that women planning to give birth in secondary and 

tertiary hospitals had a higher risk of caesarean section, assisted birth and intrapartum 

interventions and a higher risk of admission to a neonatal intensive care unit than similar 

women planning to give birth at home and in primary units. De Jong and colleagues similarly 

reported the findings of a nationwide cohort study of perinatal morbidity and mortality in the 

Netherlands, in which they compared rates of adverse perinatal outcomes between planned 

home births and planned hospital births; based on data from over 800,000 women, the authors 

reported no increased risk of adverse perinatal outcomes for planned home births among low-

risk women (De Jong et al. 2015). Kataoka et al. (2013) reported the results of a retrospective 

cohort study to compare perinatal and neonatal outcomes between home and midwife-led 
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birth centres in Tokyo, Japan; the authors reported 'a high degree of safety' across both places 

of birth, with a small proportion of women requiring a referral to hospital once labour 

commenced and concluded that midwives working independently were able to adequately 

conduct individual women’s risk assessments. 

 

Bernitz et al. (2011) reported the results of a randomised controlled trial to determine the 

effectiveness of levels of birth care in three places of birth, a midwife-led unit, a normal unit; 

and a special unit in Norway. While no statistically significant differences were observed 

across the three units in respect of total operative deliveries postpartum haemorrhage, 

sphincter injuries or neonatal outcomes, statistically significant differences were observed for 

dystocia and augmentation of labour by oxytocin, and the use of epidural and acupuncture as 

pain relief, indicating that midwife-led care was less interventionist. However, the authors 

concluded that the level of birth care did not significantly affect the rate of operative 

deliveries in low-risk women without any expressed preference for level of birth care.  

 

The substantial body of evidence regarding place of birth has been analysed in a number of 

integrative and systematic reviews. The evidence that place of childbirth results in fewer 

interventions in home birth and midwife-led settings when compared to obstetric settings has 

been substantiated in systematic reviews (Hatem et al. 2008; Hodnett et al. 2010; Sandall et 

al. 2010; Wax et al. 2010; Fullerton 2007), including meta-analysis studies (Wax et al. 2010). 

Based on a review of eleven clinical trials, Hatem et al. (2008) reported several statistically 

significantly positive outcomes for women who had midwife-led care (but not home birth) 

than women who had obstetric-led care. The former were less likely to experience antenatal 

hospitalisation, regional analgesia, episiotomy or instrumental delivery, no intrapartum 

analgesia or anaesthesia, have spontaneous vaginal birth, feel in control during childbirth, and 

initiate breastfeeding. Sandall et al. (2010) reported findings from the same review, in which 

they summarised the evidence of the effectiveness of midwifery-led care models in several 

dimensions of quality, namely: safety (e.g. perinatal mortality and maternal morbidity), 

effectiveness (e.g. physiological birth and initiation of breastfeeding), woman-centeredness 

(e.g. woman's satisfaction and sense of control), and efficiency (length of stay and 

readmission). They found that, consistently across all trials reviewed, there was no increased 

likelihood for any adverse outcome for women or their infants associated with a midwife-led 

model of care.  
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Hodnett et al. (2010) reviewed the evidence of the effects of maternal care in an alternative 

institutional birth setting compared to care in a conventional institutional setting. Based on a 

review of nine trials involving over 10,000 women, the authors reported that the allocation of 

women to an alternative setting to the conventional institutional setting increased the 

likelihood of: no intrapartum analgesia or anaesthesia, a spontaneous vaginal birth; initiation 

of breastfeeding at six to eight weeks and women's very positive views of care. Additionally, 

an alternative setting reduced the likelihood of epidural analgesia, oxytocin augmentation of 

labour and episiotomy. Based on a meta-analysis of 12 studies which compared planned 

homebirth with hospital birth, Wax et al. (2010) found that there were significantly fewer 

medical interventions, such as analgesia, episiotomy, and operative vaginal and Cesarean 

deliveries, and fewer infections, 3-degree perineal and vaginal lacerations and haemorrhages 

in planned home births compared to hospital births.  

 

The place of birth was the focus of a systematic review reported by Henshall et al. (2016) 

who identified eleven studies concerned with midwives' discussions with women on place of 

birth. With a focus on studies from midwives' perspectives, the authors reported that several 

factors impact on midwives’ views of their discussions with women about their place of birth 

options; organisational and professional norms were the most common factors influencing the 

discussions, resulting in midwives offering limited options on place of birth, with birth in an 

obstetric unit being expected.  

 

Combined evidence from several clinical trials indicates that women randomised to midwife-

led care are significantly less likely to have interventions including amniotomy, augmentation 

of labour, instrumental vaginal birth and opiate or regional analgesia than women randomised 

to other models of midwifery care (Devane et al. 2010; Hodnett et al. 2010; Sandall et al. 

2010). The evidence indicates that most women can benefit from midwife-led care without 

adverse consequences for them or their infants (Devane et al. 2010). Irrespective of place of 

birth, historically, maternal mortality has been associated with the presence of a skilled 

attendant at birth (Fullerton et al. 2007). Where planned homebirths are well integrated into 

the health care system, maternal and child outcomes are similar and have shown no serious 

adverse neonatal outcomes (Hutton et al. 2016). 

 

Based on the evidence from the Birthplace in England study and other cohort studies, the 

UK’s National Collaborating Centre for Women's and Children's Health (2014) prepared 
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revised guidelines for the National Institute for Health and Clinical Excellence (NIHCE) on 

intrapartum care. The NIHCE Guidelines advise that low-risk multiparous women who plan 

to give birth at home or in a midwifery-led unit are particularly suitable because the rate of 

interventions is lower and the outcome for the baby is no different compared with an obstetric 

unit (NIHCE 2014). The Guideline also advises that 'there are no differences in outcomes for 

the baby associated with planning birth in any setting'. The evidence on outcomes associated 

with place of birth also indicates that healthy women who plan to give birth at home or in a 

midwifery-led unit have a greater likelihood of a vaginal birth with less intervention as 

compared with women who give birth in an obstetric unit (NIHCE 2014). The NIHCE 

Guidelines also recommend that low-risk nulliparous women should be advised if they plan 

birth at home there is a 'small increase in the risk of an adverse outcome for the baby'. The 

Birthplace in England study results support a policy of offering women with straightforward 

pregnancies a choice of all four birth settings (NICE 2014). Additional factors associated 

with women's choice to have a home birth include the wish to have other family members 

present and a sense of having greater shared decision-making about and control over the birth 

environment (Fullerton et al. 2007). 

 

Irish studies of place of birth and models of care 

The research evidence into planned home birth in Ireland indicates that it is as safe an option 

for women as hospital birth when supported and structured in a maternity care system that 

includes well-trained midwives, a good referral system and a transportation system (Meaney 

et al. 2012). A number of studies examining midwifery-led care in the Irish maternity care 

context have been reported (Begley et al. 2009; Butler et al. 2015; Healy et al. 2015). The 

introduction of two midwifery-led units in Ireland in 2004 represented a precedent in 

maternity services in Ireland, and accordingly, the units were established on the basis of a 

randomised controlled trial (Begley et al. 2009). After almost two years of data collection 

involving 1653 women in the main trial, results indicated no statistically significant 

differences between midwifery-led and consultant-led units in seven out of ten primary 

outcomes, demonstrating that midwifery-led care was as safe as consultant-led care, resulted 

in less interventions and was viewed by women with greater satisfaction in some aspects of 

care and was more cost-effective (Begley et al. 2009).  

 

An evaluation of the midwife-led care (MLC) antenatal midwives’ clinic indicated that the 

MLC was as effective as the standard obstetric-led care in antenatal clinics in relation to 
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several outcomes: women attending MLC booked significantly earlier, fewer were admitted 

to hospital antenatally and more breast fed their infant (Butler et al. 2015). Additionally, 

women attending MLC reported a better experience overall, and recorded better outcomes in 

relation to how they were treated, along with easier access to antenatal care and shorter 

waiting times. A recent review of the National Maternity Hospital DOMINO and home birth 

service also demonstrated its benefits to women, in terms of providing informational 

continuity through an integrated care team approach and promoting women's positive 

experience of home visits and a reassuring, relaxing birthing environment (Healy et al. 2015). 

The research evidence into planned home birth in Ireland indicates that it is as safe an option 

for women as hospital birth when supported and structured in a maternity care system that 

includes well-trained midwives, a good referral and transportation system (Meaney et al. 

2012).  

 

Among the conclusions drawn from the various studies and systematic reviews on place of 

birth and/or models of care include the recommendation that most low-risk women should be 

offered midwife-led models of care (Hatem et al. 2008). The empirical evidence from large 

cohort studies demonstrates that midwifery-led units are safe as a place of birth for low-risk 

women, with a consistent findings that the place of birth is a factor in the level of 

interventions; specifically, midwifery-led units are much less interventionist than obstetric-

led units (Hollowell et al. 2011).  

 

Adverse outcomes of home birth 

Despite the evidence that it is a safe place of birth, the home may carry additional risks when 

compared to the hospital, particularly when unforeseen obstetric emergencies arise. In the 

case of nulliparous women, planned home birth may be associated with a higher risk of 

adverse perinatal outcomes (Hollowell et al. 2011). In an early comparative study Bastian et 

al. (1998) examined perinatal deaths in Australian home births, including both high and low 

risk births, and reported a high death rate compared with all Australian births and home births 

elsewhere, with over half of all deaths associated with intrapartum asphyxia. Underestimation 

of the risks associated with postterm birth, twin pregnancy and breech presentation, and a 

lack of response in cases of fetal distress were reported to be the two largest contributors to 

the excess mortality. The fact that home births were conducted with known high risk women 

was viewed as both 'inadvisable and experimental'.  
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The Birthplace in England national prospective cohort study demonstrated that birth at home 

was associated with a small, increased risk of adverse perinatal outcomes, with higher odds of 

perinatal mortality and neonatal morbidities for nulliparous women with planned home births 

than for planned obstetric unit births (Hollowell et al. 2011). Specifically, adverse perinatal 

outcomes were reported to be more common in the planned home birth nulliparous group, 

with the incidence at 9.3 per 1000 births birth as compared to 5.3 per 1000 births in planned 

obstetric unit births (Hollowell et al. 2011). While perinatal outcomes were similar in 

midwife-led and obstetric-led units for nulliparous women, the frequency of poor outcomes 

with planned home births was higher (Hollowell et al. 2011). While Wax et al. (2010) found 

evidence of fewer interventions and reduced maternal morbidity with home birth when 

compared to hospital birth, they reported that the overall neonatal death rate was almost twice 

as high in planned home as compared to planned hospital births, and almost tripled among 

non-anomalous neonates.  

 

In a population-based, retrospective cohort study of all births in the state of Oregon during 

2012 and 2013, Snowden et al. (2015) compared planned out-of-hospital versus hospital 

births with reference to perinatal morbidity and mortality, maternal morbidity, and obstetrical 

procedures conducted. The results indicated that while planned out-of-hospital birth was 

strongly associated with unassisted vaginal delivery and with decreased odds for obstetrical 

procedures, it was also associated with a higher rate of perinatal death as compared to in-

hospital birth, at 3.9 versus 1.8 deaths per 1000 deliveries; however, the absolute risk of death 

was low in both birth settings. Halfdensdottir et al. (2015) reported that while the rate of 5-

minute Apgar scores were similar for both Icelandic home and hospital cohorts, the home 

birth cohort had a higher rate of neonatal intensive care unit admission. Based on this 

evidence from the meta-analysis by Wax et al. (2010) and other published studies, the 

Committee on Obstetric Practice of the American College of Obstetricians and 

Gynaecologists recommended that women inquiring about planned home birth should be 

informed of its risks and benefits (Committee on Obstetric Practice 2015). Similarly, NICE 

(2014) recommends that all women should be informed of the risks and benefits of birthing in 

all four birth settings.  

 

A number of authors have reported adverse outcomes of planned home births for cohorts over 

long time periods (Cox et al. 2013; Chang and Macones 2011). Chang and Macones (2011) 

compared the risk of newborn seizure and intrapartum fetal death in planned home births 
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attended by physicians/certified nurse midwives (CNMs) or non-CNMs with 

hospitals/birthing centre in Missouri. The cohort data indicated that planned home births were 

associated with an increased likelihood of adverse birth outcomes. Specifically, newborn 

seizures in planned home births attended by non-CNMs were higher than for deliveries by 

physicians/CNMs in hospitals/birthing centres and intrapartum fetal deaths were higher in 

planned home births attended by non-CNMs and by physicians/CNMs compared with births 

attended in hospitals/birthing centres.  

 

2.4 Risk management and audit 

In its policy document Healthy Ireland: A Framework for Improved Health and Wellbeing 

2013–2025, the Irish Government declared that the implementation of the health strategy was 

contingent on better governance, leadership and accountability (Government of Ireland 

2013), and to that end, declared that government departments would audit of all their existing 

publicly-funded programmes. Published in 2016, the National Maternity Strategy 2016–2026 

set out the various pathways of care for women accessing the maternity services and stressed 

the 'critical importance' of underpinning the model of care with evidence-based care 

guidelines and audit, that would provide 'the necessary patient safety assurances, and help to 

ensure consistency in practice across the country' (Department of Health 2016, p. 6). 

 

Risk management 

Providing a health service, whether to a national population or locally to communities and 

individuals, involves a degree of risk. Managing risk is an ongoing process and good risk 

management practice involves continuing and systematic efforts to identify and reduce risk. 

Much of the risks associated with a service like home birth can be anticipated and thereby 

avoided with a good risk management strategy. Good practice in the provision of maternity 

services requires an organisational approach and should include a 'proactive and continuous 

assessment of the risks' within maternity units (RCOA et al. 2007). The combined royal 

colleges in the UK associated with childbirth declared:  

 

All places of birth … must have equivalent clinical governance frameworks to ensure 

best practice and safe service provision: multidisciplinary guidelines, risk 

management and audit (RCOA et al. 2007, pp. 13–14). 
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The International Organisation for Standardisation (ISO) provides a series of international 

standards that offer guidance for organisations on quality improvement and risk management. 

Two standards are particularly relevant for health care organisations, ISO 9001: 2015 and 

ISO 31000: 2009, which are concerned with quality management practices and risk 

management, respectively (QSE 2015). ISO 9001: 2009 is an internationally binding quality 

assurance standard, used to monitor and measure management practice, at all levels of an 

organisation. The standard is based on a strong customer focus, the motivation and 

implication of top management, the process approach and continual improvement. It provides 

a standardised global charter through which management practices can be measured and is 

based on internationally recognised benchmarks of quality. Organisations that meet and are 

certified under the ISO 9001:2015 standard can demonstrate the ability to consistently 

provide services that meet customer and relevant statutory and regulatory requirements, and 

aim to enhance customer satisfaction through improvement processes (NSA 2016).  

 

ISO 31000: 2009 is a standard, which provides principles and generic guidelines on risk 

management, setting out terms and definitions, principles, a framework and a process for 

managing risk. The standard can be applied to a wide range of activities, including 

operations, processes and services (NSA 2016). Based on ISO 31000: 2009, the HSE issued 

guidelines on risk management (HSE 2013). The guidelines describe the four major steps of 

risk management: risk identification, analysis, and evaluation, and identified context, 

communication, monitoring and review as integral to the steps. The guidelines include a risk 

assessment tool for use by health care organisations.  

 

Audit principles 

Audit of clinical practice and service comes within that element of clinical governance 

concerned with service quality and is integral to good clinical governance and continuous 

quality improvement for all clinical care programmes in Ireland (HSE 2011). Audit can be 

considered with reference to clinical practice and to the wider service and/or organisation in 

which the practice is located. The (UK) Commission on Patient Safety and Quality Assurance 

(2008) defines clinical audit as: ‘a quality improvement process that seeks to improve patient 

care and outcomes though the systematic review of care against explicit criteria' (p. 152). It 

also involves systematically evaluating care against pre-determined criteria and acting to 

improve care when criteria are not met. Since audit is concerned with standards of care, it 

necessarily involves individual practitioners, multidisciplinary teams and the organisations in 
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which they practice (Commission on Patient Safety and Quality Assurance 2008). When used 

in combination with clinical guidelines, clinical audit in healthcare is concerned with 

supporting clinical effectiveness (DOH, HSE2013).  

 

In its Practical Guide to Clinical Audit, the Quality and Patient Safety Directorate of the 

Health Service Executive (DOH, HSE 2013) defined clinical audit as 'a tool which can be 

used to discover how well clinical care is being provided and to learn if there are 

opportunities for improvement' (p. 8). The Directorate lists several reasons for conducting 

audit, including assessing and improving the quality of patient care, upholding professional 

standards and identifying and measuring areas of risk within the service. The Directorate 

identifies five stages of clinical audit, as follows: planning for audit; standard or criteria 

selection; measuring performance; making improvements; and sustaining improvements 

(HSE 2013). Stage 1 requires the involvement of stakeholders, including those involved in 

the delivery of care, those involved in receiving the care or service, and those with the 

authority to implement any changes suggested by the audit outcomes. Stakeholders can 

contribute to both the audit methodology and the proposed clinical audit criteria (DOH, HSE 

2013).  

 

Established in stage 2, the audit standards are the 'structures and processes needed to identify, 

assess and manage specified risks' in the care or service to be audited and they describe the 

quality of care to be achieved (HSE, DOH 2013, p. 22).2 Related to the standards, audit 

criteria are explicit statements representing elements of care, which are to be achieved in the 

attainment of a standard. Criteria for a quality service are required to have specificity, 

measurability, achievability, relevance and an evidence base, and can relate to the structure, 

process and outcomes elements of care and service. The criteria statements should be 

measurable and should be capable of describing what is taking place in explicit terms and in 

quantifiable levels of performance; accordingly, 'the basic requirement of an audit is to 

identify whether or not performance levels have been reached' (HSE, DOH 2013, p. 36).  

 

Audit of home birth: methods 

                                                           
2 At the time of writing the National Health and Information Quality Authority (HIQA) had issued a set of draft 

standards for maternity care in Ireland (HIQA 2016).   
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Audit of midwifery-led home birth service includes several contextual factors that need to be 

considered: the frequency; coordination and responsibility; reporting arrangements; acting on 

the recommendations; changes in practice and lessons learnt; links to clinical governance, 

including supervision of midwives; and feedback to stakeholders (Steen 2012). A search of 

the databases revealed few studies reporting audit of home birth midwives’ practice or home 

birth service.  

 

A Working Party of the combined royal colleges in the UK associated with childbirth 

published a list of 30 standards for maternity care and a series of associated audit indicators 

specific to each standard (RCOG et al. 2008). The standards covered all aspects of maternity 

care and service including access and choice of service, antenatal and intrapartum care, 

record keeping, risk management, and child protection and safeguarding. The joint royal 

colleges recommended that the process of audit against the 30 standards should act as one of 

a series of indicators of safety. 

 

With reference to its maternity services, the New Zealand Ministry of Health (2011) defined 

clinical audit as a process that aims to improve care and outcomes 'through systematic review 

of care against explicit criteria' and stressed the importance of using audit as a basis for 

implementing change where audit outcomes demand it (p. 10). Published in 2011, the New 

Zealand Maternity Standards (Ministry of Health 2011) set out three overarching standards 

for maternity services that were applicable at national and local levels. Concerned with 

assuring quality, national consistency, woman-centredness, and equity of access, each 

standard was presented with a series of audit criteria and associated measurable actions. In its 

Guidance for Victorian public health services, the State of Victoria (2015) recommended the 

development of homebirth service audit tools or the use validated tools for both clinical and 

documentation audits. 

 

The Midwifery Group Practice (MGP) of the Women's and Children's Hospital, Adelaide, 

reported the method used to audit planned homebirths at the practice over an 18-month period 

in 2009–2010 (Fereday 2010). Undertaken by a third party – a nursing or midwifery CYWHS 

member not involved in providing direct maternity care – the audit tool contained eight 

evidential statements with simple 'Yes', 'No' or 'Not applicable' (NA) response options. The 

eight statements were related to service governance, record keeping and aspects of the 

intrapartum care and were prepared with reference to State policy on planned home birth, as 
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set out in the Department of Health of South Australia Policy for Planned Birth at Home in 

South Australia (SA Health 2007). Fereday (2010) reported a high degree of compliance with 

the standards, with deficiencies observed in relation to completion of documentation.  

 

Clarke and Carr (2014) described the methods used for a retrospective clinical audit over a 6-

month period undertaken in response to an increase in the incidence of babies born before 

arrival (BBA) events in a UK NHS Trust. With a particular focus on the woman's journey and 

the health of the woman and neonate following a BBA, the audit tool involved a review of 

each woman's case notes. Data included antenatal, intrapartum and postnatal records. Based 

on sixty case notes, including those for planned home births, the authors reported that the 

majority of BBAs were unavoidable, occurred out of hours and that the majority of women 

made either no contact with a midwife prior to the BBA occurrence or did so within thirty 

minutes of the BBA. While the majority of women were physically well and did not require 

hospital admission, all were automatically transferred to hospital and most were discharged 

within 36 hours.   

 

2.5 Conclusions 

While the principal place of birth in Western developed countries remains the obstetric unit, 

the home is becoming increasingly seen as a safe and appropriate alternative to the hospital. 

As a result, a substantial body of literature has been accumulated on place of birth as a 

correlate in maternal and neonatal outcomes. Overall, the evidence from this body of research 

indicates that the place of birth can influence maternal and neonatal outcomes. While much 

of the literature focuses on place of birth as an independent variable, midwife-led versus 

obstetrician-led care has also been examined as an independent variable. Primary outcomes 

have included maternal and neonatal morbidities and perinatal mortality, interventions and 

modes of delivery, while secondary outcomes have included satisfaction with care and 

economic benefits.  

 

Several studies, including review studies, have reported the outcomes of models of maternity 

care, with the majority comparing place of birth using outcome measures associated with 

maternal and child wellbeing. The models of care compared are, in broad terms, midwife-led 

care versus obstetric-led care and the evidence indicates that home birth is an alternative 

place of birth to the maternity hospital, but with certain caveats.  
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The majority of studies reviewed concluded that midwife-led care, whether in the home or in 

a midwife-led unit, was as safe as obstetrician-led care for low-risk women with normal 

pregnancy and birth, and point to additional benefits of midwife-led care, notably the reduced 

incidence of mechanical interventions to augment or advance labour and childbirth. The 

evidence to date indicates that a planned home birth for multiparous women with a 

straightforward pregnancy is safe. For both multiparous and nulliparous women home birth 

has demonstrable benefits, in terms of it resulting in fewer mechanical interventions to 

augment labour or assist delivery and thereby promote a normal physiological birth. For 

nulliparous women, however, the evidence suggests that the frequency of poorer perinatal 

outcomes is higher with planned home births. Overall the evidence from multiple studies 

support the practice of offering all low risk women choice of place of birth, but suggests that 

women with higher risk complex pregnancies should not be encouraged to give birth at home.  

NICE (2014) recommends that low risk women expecting their first baby should consider 

giving birth in a midwife-led unit although they should be free to choose their birth setting 

and be supported in their decision. 

 

Audit is an integral part of the governance of a service and clinical practice and is concerned 

specifically with care quality and risk management. Audit involves several elements, 

including the establishment of explicit audit criteria against which evidence of performance 

can be judged. While there is limited published literature on audit of home birth, the methods 

reported indicate the importance of information gathering, making judgements against pre-

determined criteria of quality, and responding appropriately to address deficiencies where 

they are found.   
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3. POLICIES AND GUIDELINES FOR MIDWIFE-LED HOME BIRTH CARE IN 

IRELAND  

 

3.1 Introduction 

The quality, efficacy and safety of maternity services can be influenced by the breadth and 

depth of the policies which guide them (Department of Health Western Australia 2011). This 

section of the report summarises, in thematic form, current Irish policy documentation which 

informs the Health Service Executive’s (HSE) Domino and National Home Birth Service. 

Additionally, in order to set the Irish policy documents in context, the report briefly examines 

selected literature on midwife-led home birth care in the UK and New Zealand. The UK and 

New Zealand were chosen as referent jurisdictions because of their comparatively robust raft 

of home birth policies and, in the case of New Zealand, because of its progressive stance on 

choice, accessibility to home birth services and women’s rights with regard to the place of 

birth. The websites of regulatory and professional bodies were a principal source of data for 

the review.  

 

3.2 Policies and guidelines: Exemplars for the UK and New Zealand 

A review of the policies and guidelines for midwives practising in the UK identified four 

documents which address planned home birth in the context of midwifery-led care. Three of 

the four documents provide clinical guidelines or practice/quality standards for midwives 

who practise home birth, with the remaining document addressing home birth within the 

context of broader strategic guidelines for maternity care services in Northern Ireland. The 

four documents which were reviewed provide specific guidelines in respect of home birth 

service and practice. These were: Intrapartum care (QS105) Quality Statement 1: Choosing 

Birth Setting (NICE 2015), Homebirth Protocol (CG520) (Royal Berkshire NHS Foundation 

Trust 2014c), and Intrapartum Care for Healthy Women and Babies (NICE 2014) and 

Intrapartum Care for Healthy Women and Babies (NICE 2014) 

 

The UK guidelines, notably the Homebirth Protocol (CG520) (Royal Berkshire NHS 

Foundation Trust 2014c) and Intrapartum Care for Healthy Women and Babies (NICE 2014), 

provide clinical guidelines on home birth with reference to the categories of women who are 

suitable, the information that women should receive regarding risk and place of birth and 

arrangements for transfer to hospital in the event of certain conditions arising. The documents 

also address person-centred care either directly or indirectly. For example, A Strategy for 
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Maternity Care in Northern Ireland 2012–2018 (Department of Health, Social Services and 

Public Safety 2012) states that 'women will be supported to make an informed decision about 

their place of birth by providing a balanced description of the benefits and risks of the 

different types of maternity settings' (p. 11). The value of informed decision making is 

stressed in all of the four guidelines, and all stress the importance of establishing informed 

consent so that women may act as equal partners in the decision-making processes on place 

of birth.  

 

All of the four UK documents also delineate the responsibilities of the multi-disciplinary 

team members in home birth services. For example Intrapartum Care for Healthy Women 

and Babies (NICE 2014) discusses multi-disciplinary care within the context of clinical 

guidelines tailored to the health care professionals involved in the woman’s care. The 

Homebirth Protocol (CG520) (Royal Berkshire NHS Foundation Trust 2014c) describes 

responsibilities of the various members of the multidisciplinary team and it addresses several 

aspects of service governance and the midwife's practice, such as mandatory training 

requirements, risk assessment, record keeping, and the minimum equipment that should be 

available for a home birth. The Protocol also advises midwives attending home births to refer 

to a suite of six clinical guidelines. 

 

A review of the policies and guidelines for midwives practising in the New Zealand identified 

three documents, which guide planned home birth. These were: Report on Maternity 2014 

(Ministry of Health 2015), Guidelines for Consultation with Obstetric and Related Medical 

Services (Referral Guidelines) (Ministry of Health 2012), and Consensus Statement: Normal 

Birth (New Zealand College of Midwives 2009). 

 

All three of the documents on home birth in New Zealand stress person-centred care and the 

role of multidisciplinary team members. For example, in Guidelines for Consultation with 

Obstetric and Related Medical Services (Referral Guidelines) (Ministry of Health 2012) 

draws attention to the fact that the woman’s right to informed consent and her right to decline 

treatment, referral or transfer are 'enshrined in the law and in the Code of Health and 

Disability Consumers’ Rights in New Zealand' (p. 18). Similarly, the Consensus Statement: 

Normal Birth (New Zealand College of Midwives 2009) states that women with normal 

pregnancies should be offered every option regarding place of birth, while stating that home 

birth is associated with decreased risk of medical interventions. The Report on Maternity 
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2014 (Ministry of Health 2015) stresses the principle of partnership between the midwife and 

the woman.  

 

On the role of multi-disciplinary care, the documents discuss clinical responsibility of the 

various members of the multi-disciplinary team. For example, Guidelines for Consultation 

with Obstetric and Related Medical Services (Referral Guidelines) (Ministry of Health 2012) 

discusses responsibility of multi-disciplinary team members during emergency transport, 

advising on whom, from within the multi-disciplinary team, should be contacted in the event 

of a home-to-hospital emergency transfer. Similarly, the Report on Maternity 2014 (Ministry 

of Health 2015) stresses the importance of continuity of care from the midwife to the GP. 

 

The documents also set out guidelines on specific aspects of care. For example, Guidelines 

for Consultation with Obstetric and Related Medical Services (Referral Guidelines) (Ministry 

of Health 2012) discuss record-keeping with reference to clinical records and administrative 

data necessary during a transfer of care, as well as with reference to all discussions and 

decisions made with the woman in the event of the woman declining referral, emergency 

treatment or emergency transfer. It also outlines the process for emergency transport in 

situations where a woman requires hospital care while labouring in the home, including 

clinical responsibility during transport. 

 

3.3. Policies and guidelines: Ireland 

Current policies and guidelines for midwives practicing in the HSE home birth service in 

Ireland are represented in a group of documents published by state agencies and professional 

organisations. A total of ten policy documents which address the practice of midwifery in 

Ireland was uncovered, four of which make reference to planned home birth in the context of 

midwifery-led care (Table 3.1).  

 

At the time of writing the Health Information and Quality Authority (HIQA) had published 

draft Standards for Home Birth. As these standards were issued for consultation purposes 

only, they were excluded from the present review. 
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Table 3.1 Policies and guidelines for midwives supporting home birth 

Author (Year) Title  Document type Reference 

home birth 

Department of Health 

(2016) 

Creating a better future together: national 

maternity strategy 2016 –a 2026 

Strategic 

guidelines 

Yes 

Health Information and 

Quality Authority (2012) 

Investigation into the safety, quality and 

standards3 

Investigative 

report 

No 

Health Service Executive 

(2015) 

Memorandum of Understanding and 

Agreement (two documents)* 

Government 

memorandum 

Yes 

Health Service Executive 

(2015) 

National home birth service  

 

Informational 

website 

Yes 

Nursing and Midwifery 

Board of Ireland (2001) 

Guidelines to midwives (3rd Edition) Clinical 

guidelines 

Yes 

Nursing and Midwifery 

Board of Ireland (2007) 

Decision-making framework for nurse and 

midwife prescribing 

Decision-making 

framework 

No 

Nursing and Midwifery 

Board of Ireland (2007) 

Guidance to nurses and midwives on 

medication management 

Clinical 

guidelines 

No 

Nursing and Midwifery 

Board of Ireland (2010) 

Practice standards for nurses and midwives 

with prescriptive authority 

Practice 

standards 

No 

Nursing and Midwifery 

Board of Ireland (2014) 

Code of professional conduct and ethics 

for registered nurses and registered 

midwives  

Practice 

standards 

No 

Nursing and Midwifery 

Board of Ireland (2015) 

Practice standards for midwives Practice 

standards 

No 

*Considered together as a single document for the purpose of the analysis 

 

A qualitative content analysis of the ten documents identified seven themes (Figure 3.1).  

 

 
Figure 3.1 Themes and sub-themes (N=10) 

 

                                                           
3 Full title: Investigation into the safety, quality and standards of services provided by the Health Service 

Executive to patients, including pregnant women at risk of clinical deterioration, including those provided in 

University Hospital Galway, and as reflected in the care and treatment provided to Savita Halappanavar 

policies and guidelines

regulation and compliance

pathways of care

insurance

record keeping

training

standards of care

scope of practice

clinical guidelines

person-centred care

multi-disciplinary care
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The themes were: pathways of care, insurance, record-keeping, training, clinical guidelines, 

person-centred care and multi-disciplinary care. These themes can be represented within the 

following two broad themes: 'regulation and compliance' (pathways of care, insurance, 

record-keeping and training) and 'standards of care' (clinical guidelines, person-centred care 

and multi-disciplinary care) (Figure 1). In addition to the ten documents included here, the 

NMBI Midwifery Registration Programmes Standards and Requirements document also 

recognises the fact that midwives may practice in several different care settings, including the 

home: 'a midwife may practise in any setting including home, community, hospitals, clinics 

or health units' (NMBI 2005, p. 3). 

 

3.4 Theme 1: Regulation and compliance  

The major theme 'regulation and compliance' is reflected in the various documents in the way 

that midwives are expected to ensure that their current practice constitutes safe care and care 

that is compliant with the professional and statutory guidelines and regulations. The theme 

comprises four sub-themes: pathways of care, insurance, record-keeping and training. 

 

Pathways of care  

The sub-theme ‘pathways of care’ is addressed in two of the policy documents, which make 

specific reference to home birth in Ireland. These are: National Home Birth Service (HSE 

2015) and Creating a Better Future Together: National Maternity Strategy 2016–2026 (DOH 

2016) (hereafter National Maternity Strategy). The former provides a system of procedures to 

be followed by health service providers, beginning with the time at which a woman makes 

contact with the HSE National Home Birth Service and ending at the time of her discharge 

from care. The latter document sees pregnancy and birth as 'a normal physiological process', 

and asserts that 'insofar as it is safe to do so, a woman’s choice is facilitated' (P. 4). The 

document also states that the care of normal risk women who choose a home birth will be 

managed within the ‘Supported Care’ pathway, as opposed to the ‘Assisted’ or ‘Specialised’ 

care pathways. The ‘Supported care’ pathway is to be led by the community midwifery team 

and ‘integrated within the maternity network’ (p. 98). The National Maternity Strategy 

document also sets out the various pathway options:  

 

Women in the Supported Care pathway will give birth in an Alongside Birth Centre; 

women in this care pathway may also choose a homebirth. Women in the Assisted 
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Care or Specialised Care pathways will give birth in a Specialised Birth Centre (DOH 

2016, p. 6). 

 

Insurance 

The issue of (indemnity) insurance is discussed in three of the documents directly concerned 

with home birth services in Ireland, as follows: National Home Birth Service (HSE 2015), 

Memorandum of Understanding and Agreement (HSE 2014) and National Maternity Strategy 

(DOH 2016). The National Home Birth Service (HSE 2015) directs self-employed 

community midwives (SECMs) to the HSE’s Clinical Indemnity Scheme, while the 

Memorandum of Understanding and Agreement sets out the legislation and protocols 

surrounding clinical indemnity insurance for SECMs, indicating that 'the Self-employed 

Community Midwife shall make available on request all relevant insurances to the HSE'. The 

National Maternity Strategy (DOH 2016) notes that, as of 2016, approximately 20 SECMs 

are bound by the terms of the Memorandum of Understanding and thus indemnified under the 

State Claims Agency’s Clinical Indemnity Scheme. The requirement for indemnity insurance 

is also included under Practice Standard no 2, which declares that 'you must uphold and act in 

line with the law by ensuring that you have adequate clinical indemnity (insurance) in place 

for your area of practice' (NMBI 2015). 

 

Record-keeping 

Record-keeping is addressed in two of the documents concerned with home birth services in 

Ireland, the National Home Birth Service (HSE 2015) and Guidelines to Midwives (3rd 

Edition) (NMBI 2001). The former document provides details on the system by which 

midwives’ notes are to be submitted and authorised upon completion of each home birth, 

while the latter states that midwives attending home birth should document all decisions and 

use, as the basis of those decisions, his or her professional best judgment so long as it is in 

line with the protocols set out in the remainder of the document.  

 

Training  

Training in record keeping is addressed within the Memorandum of Understanding and 

Agreement (HSE 2014). Schedule 1 of Memorandum of Understanding declares that SECMs 

practising home birth in Ireland are required to have completed training in the following 

specific aspects of clinical practice and health and safety: maternal approved basic life 

support; neonatal resuscitation; emergency drills; cardiotocograph interpretation; children 
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first training; moving and handling; medication management; breast feeding; newborn 

bloodspot screening certification; perineal suturing; cannulation and venepuncture; and 

medical gases. 

 

3.5 Theme 2: Standards of care 

The major theme 'standards of care' describes the requirements for home birth midwives to 

practice person-centred midwifery care using specific clinical guidelines and in recognition 

of the fact that midwifery practice takes place within a maternity service that is 

multidisciplinary. The theme comprises four sub-themes: scope of practice, clinical 

guidelines, person-centred care and multidisciplinary care. 

 

Scope of practice 

Practice Standards for Midwives (NMBI 2015) declares that midwives should 'practise in 

line with legislation and professional guidance and are responsible and accountable within 

their scope of midwifery practice' (p. 7). The Standards also require midwives to practice 

within the Scope of Practice Framework for Nurses and Midwives (NMBI 2015) and work 

through the decision-making framework contained within the Framework. The Memorandum 

of Understanding and Agreement makes explicit reference to scope of practice in that it 

requires the midwife providing a home birth service to provide the HSE with a signed 

statement confirming that s/he complies with the NMBI Code of Conduct and Scope of 

Practice. While the Scope of Practice Framework for Nurses and Midwives itself recognises 

that 'birth is a normal physiological process' and that scope of practice is influenced by the 

practice setting (NMBI 2015, p. 13), the Framework does not offer guidance on midwifery 

practice in the home setting or with reference to a midwife-led service. Rather, it implicitly 

places responsibility on other organisations and agencies to provide policies, procedures, 

protocols and guidelines to support midwives 'in whatever practice setting they operate'.  

 

Clinical guidelines  

Clinical guidelines are discussed in the documents specific to home birth in Ireland. The 

Memorandum of Understanding and Agreement advises midwives attending home births to 

refer to four specific national clinical guidelines issued by the Department of Health and/or 

the Health Service Executive, as follows: Communication (clinical handover) in maternity 

services: National clinical guideline no. 5 (DOH 2014a); Sepsis management: National 

clinical guideline no. 6 (DOH 2014b); The Irish Maternity Early Warning System (IMEWS): 
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National clinical guideline no. 4 (DOH 2014c); and Intrapartum fetal heart rate monitoring 

(HSE 2014). The document also refers to the following clinical guidelines within its 

appended schedules: medical conditions requiring planned birth in an obstetric unit; medical 

conditions requiring referral to consultant obstetrician; and indications requiring intrapartum 

transfer. These same clinical guidelines are provided in appendices 1 to 3 of National Home 

Birth Service (HSE 2015). 

 

Person-centred care  

Person-centred care is discussed by three documents on home birth in Ireland. The 

Memorandum of Understanding and Agreement emphasises the person-centred nature of 

Ireland’s home birth services by affirming that SECMs should support women’s right to 

choose the place of birth through the provision of information specific to each woman’s set of 

circumstances. Similarly, involving women in the decision-making process regarding the 

place of birth is stated as a key principle of Guidelines to Midwives (3rd Edition) (NMBI 

2001) and as a strategic priority of the National Maternity Strategy (DOH 2016). The 

Practice Standards for Midwives also requires midwives to 'advocate on behalf of women 

and their babies to ensure their rights and interests are protected, including the woman’s right 

to choose how and where to give birth [and to] work in equal partnership with the woman and 

her family and establish a relationship of trust and confidentiality' (NMBI 2015). 

 

Multi-disciplinary care 

Multi-disciplinary care is addressed in all four documents on home birth in Ireland. The 

Memorandum of Understanding and Agreement highlights the multi-disciplinary nature of 

Ireland’s home birth services by affirming the principle that services 'promote partnerships 

and support professionals involved in the service delivery' (p. 2), while the National Home 

Birth Service (HSE 2015) mentions multi-disciplinary care with reference to the fact that a 

woman's choice to have a home birth is available to low-risk women seeking care within the 

context of a wider team of health care professionals.  

 

Multi-disciplinary care features as a principle of safe care within Guidelines to Midwives (3rd 

Edition) (NMBI 2001), but only in the context of a woman’s reluctance to accept a midwife’s 

recommendations regarding place of birth. The National Maternity Strategy (DOH 2016) 

recommends that all homebirth services should be 'integrated with the community midwifery 

and the wider maternity service' (p. 96). The Practice Standards for Midwives also requires 
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midwives to 'support quality measures such as audits of practice and research projects that are 

being conducted ethically' (NMBI 2015). 

 

3.4 Conclusions 

This brief review of Ireland’s home birth policy documentation, when considered in the light 

of international policies and standards, suggests that there are gaps in the documentation, 

particularly with reference to midwifery training, home birth equipment and risk assessment. 

It is noteworthy that the Memorandum of Understanding and Agreement that govern the 

relationship between the HSE and the midwife providing a home birth service and the 

National Home Birth Service (HSE 2015) documents are the main sources of information that 

represent specific guidance on compliance. These two documents are not publicly available 

as publications and may therefore lack the status of official documents, such as the Scope of 

Practice Framework for Nurses and Midwives (NMBI 2015) or the Practice Standards for 

Midwives (NMBI 2015). This may represent a constraint to the effective governance of the 

home birth service and may act as a constraint to the further development of the service in 

Ireland. Accordingly, the governance and regulation of the home birth service might be better 

served with a national guideline, such as that provided by the NMBI or HIQA or by 

international bodies like the combined UK royal colleges. Specifically, the HSE should work 

in consort with NMBI, HIQA and the National Clinical Effectiveness Committee in preparing 

a bespoke guideline and practice standard specific to midwife-led care and home birth and to 

out-of-hospital maternity service. This document could incorporate the main elements of the 

Memorandum of Understanding and Agreement that are not specifically contractual in their 

intent. 
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4. DESIGN 

 

4.1 Introduction 

The aim of the project was to develop an audit tool or tools for the Health Service Executive 

home birth service that would be capable of facilitating: (i) self-audit; (ii) audit by the HSE; 

and (iii) audit by a third party. In addition, a women’s home birth experience audit was also 

developed. The development of the tool was informed by the published literature on best 

practice in relation to place of birth and home birth and literature on audit principle, national 

policies and guidelines governing midwifery practice, and the memorandum of understanding 

and agreement between the HSE and self-employed community midwives. Other sources of 

information included national standards and guidelines related to clinical risk, safety and 

quality of health services. The audit process also reflected the literature on quality standards 

and risk management principles.   

 

The tools were developed by a process of stakeholder consultation, informed by the tenets of 

co-operative inquiry method, which includes the idea that creative action of people to address 

matters of concern to them (Heron and Reason 2006, p. 154). The overall aim was to develop, 

through a process of co-operative inquiry, a tool or tools that would be fit for purpose in an 

Irish context.  

  

4.2 Design 

This project was conducted within a participatory action research framework based on the 

principles of partnership (Casey 2008) and collaborative inquiry, with the aim of co-creating 

an audit tools in partnership with key informants and stakeholders. The process of 

collaborative inquiry involved identifying stakeholders in the project, inviting them to 

participate in the project, and providing opportunities in which the research team and key 

stakeholders could come together for the purpose of addressing the problem. This involved 

the establishment of a stakeholder expert panel. 

 

Expert panel 

In consultation with the project sponsor, the project team identified a list of potential 

individuals who should be invited to become a member of the stakeholder expert panel. The 

main criterion for membership of the panel was that the invited individuals should be 

stakeholders in the HSE National home birth service and thereby contribute meaningfully to 
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the development of the audit tool. The membership therefore contained service users, service 

user representatives, midwives, service planners, health regulators and professional 

regulators. To that end, we invited a total of 18 experts to participate on the expert panel. In 

the event, four invitees were unable to participate and hence the expert panel comprised 14 

members and two additional members who represented HIQA were recruited after the Expert 

Panel had commenced its deliberations (Appendix 1 and Table 4.1).  

 

Table 4.1 Expert Panel 

Member (anonymised) Role on Expert panel 

Professor in Midwifery Studies International peer reviewer 

 

 Expert in … 

Director Nursing and Midwifery, 

 

Midwifery service management 

Professional Advisor on Midwifery to the Nursing 

and Midwifery Board of Ireland 

Professional regulation of midwives 

Self-employed community midwife 

 

Home birth practice 

Assistant National Director, Quality Assurance, 

Health Service Executive 

Quality improvement and risk management 

Director, Association for Improvements in Maternity 

Services 

Women's and home birth advocate 

Service user Service user 

 

Community midwife  

 

Midwife-led community and domino service  

Designated Midwife Officer/Advanced Midwife 

Practitioner/Community midwife 

Home birth practice and home birth service 

administration 

Assistant professor in midwifery and community 

midwife 

Home birth practice and academic practice 

Patients for Patient Safety, Health Service Executive  Service user and service user advocates 

 

Principal Officer Principal Officer, Acute Hospitals Policy Unit 

Hawkins House, Dublin 2 

Director of Safety and Quality Improvement 

HIQA  

Quality improvement and safety 

Clinical Risk Adviser, State Claims Agency Risk assessment 

 

National Childbirth Trust, UK  

 

International women's and home birth advocate 

 

The panel represented home birth service users; service user representatives, including an 

international service user advocate; clinical practitioners, including, self-employed 

community midwife and a Domino midwife manager; maternity service managers; health 

service and professional regulators. We also invited a Professor of Midwifery Studies in the 

UK to act as an international peer reviewer to the project (Figure 4.1). 
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Figure 4.1 Expert panel members (N=14) 

 

The Expert panel met on three occasions to discuss the key audit criteria and associated 

action/evidential statements. Each panel discussion lasted two hours and the members present 

debated the content and structure of the audit tools, which the project team members prepared 

in advance following a review of the evidence. A number of operating principles emerged 

from the discussions of the expert panel to inform the content of the tools. These included the 

need to recognise and enable choice and shared decision making in home birth; recognise 

birth as a normal physiological process; promote quality and safety of midwifery practice; 

and assure effective and transparent governance of the home birth service. The deliberations 

resulted in the preparation of a suite of four self-completion audit tools, as follows: audit tool 

to be completed by the midwife providing a home birth service for each home birth; an audit 

tool to be completed by the woman as a service user; an audit tool to be completed by the 

HSE, as represented by the Designated Midwifery Officer (DMO)4; and an audit tool to be 

completed by a third party (Appendix 2, 3, 4 and 5). The development process involved 

several iterations of the draft tools, before a consensus was achieved among the panel 

members. 

 

                                                           
4 The role of the DMO is to implement the HSE’s governance arrangements for home births in each region. The 

DMO acts as an advocate for women opting for a home birth and also provides professional support for self-

employed community midwives. The DMO provides information for women enquiring about the home birth 

service, assists in the application and monitoring of evidence based standards of care and assists in the 

identification of measurable outcomes to ensure safe, quality care for women and their babies (HSE 2015). 

 

Expert panel

Women

home birth 
service user

service user 
advocates

International 
service user 

advocate

Practitioers

self-employed 
community 

midwife

community 
midwife

Service managers

Director of 
midwifery

Health regulators

quality 
improvement 

regulatror

Risk assessor

Professional 
regulator

midwifery 
regulation expert
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Face validity 

Once the draft audit tools were developed and agreed by the expert panel, we invited four 

DMOs, three home birth midwives and one service user to review their respective audit tools 

with reference to content and language, design and layout and suitability for use in an Irish 

context. To that end, we developed a bespoke rating scale for the purpose (Appendix 5). The 

rating scale was presented as a series of statements about the tool and participants were asked 

to indicate their level of agreement with each statement. Each individual participant was 

invited to attend in person on a designated date and time to complete the review of the tool(s) 

using a cognitive interview format. Those individuals not in a position to attend were invited 

to complete the review and submit their rating of the tool via e-mail correspondence. Based 

on the comments and completed rating scales, each draft audit tool was reviewed and revised, 

where appropriate. 

 

4.3 Ethical considerations 

Prior to commencing data collection, we subjected our protocols for all elements of the data 

collection to full ethical review by the UCD Human Research Ethics Committee (HREC). 

This included the detailed procedures for the conduct of all consultation and cognitive 

interview elements. All expert panel members were asked to give written informed consent 

prior to their participation, having been provided with an information sheet in advance 

(Appendix 6). Participants were assured of their prerogative to decline to take part without 

prejudice.  
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4. RESULTS: THE SUITE OF AUDIT TOOLS 

 

4.1 Introduction 

Working with the guidance and support of an expert panel, the project team developed a suite 

of four audit tools, as follows: an audit tool to be completed by the midwife providing a home 

birth service; an audit tool to be completed by the woman as a service user; an audit tool to be 

completed by the HSE's Designated Midwifery Officer (DMO); and an audit tool to be 

completed by a third party external to the HSE. The audit tools for use by the midwife, 

service user and DMO are intended for use at each home birth, while the third party audit is 

intended for use on an annual basis. 

 

The front matter of each audit tool contained preliminary information on the purpose of the 

tool and instructions on how to complete it. The main part of each tool contained a series of 

audit criteria with associated action/evidential statements. The criteria were written in the 

present tense and the action/evidential statements were written in the past tense, to reflect the 

fact that the auditor was required to declare that the required actions associated with each 

criterion were undertaken. Each criterion was informed by best practice evidence in the 

conduct of home birth, evidence from clinical and practice guidelines and evidence relating to 

the governance of the home birth service. The individual completing the audit is required to 

declare whether or not an action has taken place, by checking 'Yes', 'No' or 'N/A' in a three-

point scale. A free text box was inserted after each audit criterion and its list of 

action/evidential statements.  
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4.2 Audit tool: third party 

The third party audit tool is designed for completion by an agency or body external to the 

HSE, such as HIQA and involves an audit of the governance and management arrangements, 

including clinical governance, which the HSE has in place to ensure that the National Home 

Birth Service is of a safe and quality service. It comprises 3 audit criteria and 29 

action/evidential statements (Table 4.1). 

 

Table 4.1 Audit tool: third party 

Criterion statement No. action 

statements 

The HSE Home Birth Service is a safe and high quality service, managed for primary care by 

a Designated Midwifery Officer (DMO) appointed by the HSE and provided by midwives 

competent in the practice of home birth. 

7 

The HSE is a signatory to the contract with the midwife who provides the homebirth service. 

 

10 

The HSE has an effective and transparent framework for clinical governance of the HSE 

national home birth service 

12 
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4.3 Audit tool: HSE/DMO 

The DMO audit tool comprises 8 audit criteria and 32 action/evidential statements. The 

criteria relate to the governance arrangements for the HSE Home birth service, the quality 

and fairness of the service aspects of the home birth and the clinical practice of the midwife 

providing a home birth service (Table 4.2). 

 

Table 4.2 Audit tool: Designated Midwifery Officer (DMO) 

Criterion statement No. action 

statements 

The HSE Home Birth Service is fair, equitable and consistent in its quality and standards 

across the country and is available to all prospective service users, regardless of class, 

ethnicity, sexual orientation, financial means or geographical location. 

7 

The DMO maintains effective operational oversight and management of a home birth service 

on behalf of the HSE, including effective communication and support for the midwife 

providing the home birth care. 

3 

The HSE Home Birth Service is based on relevant policies, guidelines, standards and codes of 

practice pertinent to midwives and maternity care in Ireland. The home birth service is in line 

with best available international evidence for optimal maternity care. 

2 

The DMO collaborates with the midwife and the multidisciplinary team from maternity 

services to support the midwife in providing a safe, quality home birth service for this woman. 

3 

The DMO is the HSE-appointed contact person for women who consider having a home birth. 

The DMO maintains records of women enquiring about and planning a home birth. 

6 

Where there is evidence that a complication(s) has arisen during pregnancy, labour, birth or 

postnatal period, the midwife discusses her findings with the woman and, with her consent, 

makes a referral to the appropriate health care professional. 

5 

The DMO supports arrangements for the appropriate management of the newborn to be 

completed following the birth.  

4 

The DMO maintains an accurate auditable record of the homebirth service in the form of an 

individual case file for each woman. The case file is stored in a secure location. 

2 

 

  



40 
 

4.4 Audit tool: Midwife 

The midwife self-completion audit tool comprises 14 audit criteria and 108 action/evidential 

statements. The criteria relate to the contractual relationship with the HSE, the quality and 

evidence base of the midwife's practice, and the midwife's clinical practice associated with 

antenatal, intrapartum and postnatal care (Table 4.3). The tool also contained the five 

Practice Standards for Midwives issued by the Nursing and Midwifery Board of Ireland 

(NMBI 2015) and a definition of 'midwife', as defined by the International Confederation of 

Midwives (2011). 

 

Table 4.3 Audit tool: Midwife 

Criterion statement No. action 

statements 

The woman signs the ‘Application/Consent for Home Birth' form. The midwife signs the 

Memorandum of Understanding (MOU) and Agreement form. 

3 

The home birth practice of the midwife is based on the best available evidence of optimal 

maternity care in home birth. 

2 

The woman's choice of home birth is an informed choice and based on shared decision 

making. 

 

3 

The midwife prepares a comprehensive plan of care in equal partnership with the woman and 

her partner/birthing partner.  

8 

Where there is evidence that the woman’s maternity care pathway changes from supported to 

assisted or specialised during the antenatal period, the midwife discusses this with the woman 

and in partnership with the woman,  makes a referral to the appropriate health care 

professional(s). 

5 

The intrapartum care is conducive to the progress of the normal physiological labour and a 

positive birth experience for the woman 

21 

The midwife, in partnership with the woman, supports skin-to-skin contact and offers the 

woman support to infant feed. 

11 

As part of the home birth service and in partnership with the woman, the midwife provides 

postnatal visits after the birth and up to 14 days after the birth 

7 

The midwife assesses the newborn and arranges for the appropriate care and management to 

be completed following the birth.  

4 

The midwife maintains an accurate auditable record of the home birth service in the form of an 

individual case file for each woman. The case file is stored in a secure fireproof location. 

10 

The midwife ensures that s/he has the requisite equipment and drugs to provide a home birth 

service and that the equipment is in good working order. 

4 

The midwife attending the home birth has undergone the HSE requisite certified education and 

training to prepare her/him to attend at home birth. The midwife maintains a record of the 

evidence of having completed appropriate education and training to conduct a home birth. 

14 

In the event that the woman or baby is transferred to the hospital in the intrapartum or 

postnatal period, the midwife transferred, in partnership with the woman, the woman in an 

appropriate and timely manner. 

9 

While childbirth is a natural process, complications may arise during pregnancy, labour, birth 

and in the postnatal period that may impact on the woman's health and that of her baby. In the 

event of complications arising, the midwife advises the woman of the option to have maternal 

care transferred to a hospital maternity service. 

7 
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4.5 Audit tool: Woman/Service user 

The woman self-completion audit tool comprises 9 audit criteria and 63 action/evidential 

statements. The criteria relate to the planning for the home birth and the care pathway, 

antenatal intrapartum and postnatal care and care in the event of transfer to hospital (Table 

4.4). 

 

Table 4.4 Audit tool: Woman/Service user 

Criterion statement No. action 

statements 

The woman's choice of home birth is an informed choice, based on shared decision making.  

 

9 

The midwife prepares a comprehensive plan of care in partnership with the woman 

and her partner/birthing partner. 

7 

Where there is evidence that the woman’s maternity care pathway changes from supported to 

assisted or specialised during the antenatal period, the midwife discusses this with the woman 

and, in partnership with the woman, makes a referral to the appropriate health care 

professional(s). 

5 

The midwifery care during labour and birth at home supports the progress of normal 

physiological labour and a positive birth experience for the woman. 

10 

The midwife, in partnership with the woman, supports skin-to-skin contact and offers the 

mother support to infant feed.  

7 

In the event that the woman or baby needed to be transferred to the maternity hospital during 

pregnancy, labour or following birth period, in partnership with the woman, the midwife 

transferred the woman in an appropriate and timely manner.  

7 

As part of the home birth service and in partnership with the woman, the midwife makes 

postnatal visits after the birth and up to 14 days after the birth. 

10 

With the woman’s consent, the midwife assesses the newborn and arranges for the appropriate 

care and management to be completed following the birth.  

3 

While childbirth is a natural process, complications may arise during pregnancy, labour, birth 

and following the birth that may impact on the woman's health and that of her baby. In the 

event of complications arising, the midwife discusses with the woman the option to have her 

maternal care transferred to a hospital. 

5 
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5. CONCLUSIONS AND RECOMMENDATIONS 

 

5.1 Conclusions 

The development of the suite of audit tools for the HSE Home birth service was informed by 

best-available evidence in home birth midwifery practice, by national guidelines and policies 

pertaining to home birth and service quality and safety and by professional regulation and 

guidelines. The National Maternity Strategy was published during the developmental stage 

and it also informed the work. Additionally the National Health and Information Quality 

Authority (HIQA) issued a set of draft standards for maternity care in Ireland (HIQA 2016); 

however, at the time of writing, these standards were in draft form and were subject to 

consultation among stakeholders.  

 

Key principles informed the content of the tools, including the following: recognising and 

enabling choice and shared decision making; supporting women in their choice of place of 

birth; recognising birth as a normal physiological process; promoting quality and safety of 

midwifery practice; and effective and transparent governance of the home birth service. The 

process was informed by co-operative inquiry method, in which a panel of experts and other 

stakeholders was constituted to co-create a solution to the problem at hand, resulting in the 

preparation of four audit tools for use in the HSE National Home Birth Service.  

 

5.2 Recommendations 

The project team offers the following recommendations: 

 

Audit and audit tools 

The audit tools should be read in conjunction with the relevant HIQA Standards and relevant 

Practice Guidelines and the Report of the Legal Basis for the National Home Birth Service in 

Ireland (O'Shea 2016), which was completed in conjunction with this Report. 

 

The suite of home birth audit tools developed as part of this Project should become an 

integral part of the infrastructure supporting the effective clinical and service governance of 

the HSE National Home Birth Service. The HSE should develop a policy on the frequency of 

clinical and service audit. The project team recommends the following frequency schedule: 
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o a third party, such as HIQA, should conduct an audit of the HSE National Home Birth 

Service on a bi-annual basis  

o the HSE, through the DMO, should audit the home birth service on every third home 

birth and on those home births in which a transfer of care or complications arose 

o the midwife should self-audit each home birth  

o the service user should audit her home birth experience and, where she is not in a 

position to do so, should be directed to the 'Your service your say' online feedback 

facility on the HSE website at: http://www.hse.ie/eng/services/feedback/    

 

The audit tools should be reviewed and updated at least every two years, initially on or before 

April 2018.  

 

The audit tools should be registered with the National Clinical Effectiveness Committee 

(NCEC) and made available on the NCEC website.  

 

The introduction of the audit tools should be supported with staff training in their use, to 

include education and training on clinical governance and risk management in home birth 

services   

 

Report of the Legal Basis for the National Home Birth Service in Ireland  

The Report of the Legal Basis for the National Home Birth Service in Ireland (O'Shea 2016) 

should be considered a 'living' document and should therefore be subject to regular review, in 

order to ensure that recent changes in either statute or case law are included. This work 

should be conducted by a legal expert, such as a Barrister at Law with reading rights at the 

King's Inns Library. 

 

The Report of the Legal Basis for the National Home Birth Service in Ireland (O'Shea 2016) 

should also be placed on the NCEC website, as it is an evidence-based review based on a 

systematic search and review of legislation and case law in Ireland.  

 

National statistics and records 

National statistics do not account for all home births in Ireland, i.e. home births facilitated by 

hospital employed midwives are not included in the national statistics. Accordingly, all 

http://www.hse.ie/eng/services/feedback/
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planned home births should be recorded in the annual reports from both the National ESRI 

birth statistics and in the National Perinatal Epidemiology Centre home birth statistics. 

 

Currently the woman planning a home birth is also required to book at the local maternity 

hospital. This process appears to create fragmentation of maternity care, in so far as it risks 

duplicating record keeping. In particular, it generates two different sets of maternity records, 

which are independently maintained, one in the hospital and one held by the midwife 

facilitating the home birth. In this scenario, there is the risk of vital information not being 

shared. It is recommended that one set of documentary maternity records be maintained in 

respect of each woman planning a home birth. This could be enabled by the midwife 

informing the Director of Midwifery at the local maternity unit that she has booked an 

individual for a home birth under her care and this same record could then serve as a record 

for the maternity unit in case of referral or transfer of care. 

 

Service user information  

Since all women have the right to be informed of the outcomes from each place of birth, the 

HSE should provide online information and a leaflet for antenatal, intrapartum and postnatal 

care for women, which includes information on the benefits and risks of planning place of 

birth in all birth settings. 

 

To promote a quality and safe national home birth services, formal communication pathways 

to enable collaboration should be developed and fostered among all the multidisciplinary 

teams within the maternity services.  

 

Clinical oversight and responsibility 

The HSE should work in close consort with NMBI, HIQA, the National Clinical 

Effectiveness Committee and service users in preparing a bespoke practice standard and 

guideline for midwife-led care and home birth. 

 

Each maternity unit should nominate a consultant obstetrician to act as Consultant 

Obstetrician for Home Births in the area, with a remit to advise and support the DMOs and 

midwives providing the home birth service.  
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There is evidence that roles and responsibilities in relation to maternal care may be unclear. 

For example, evidence gathered in the course of this study indicated that both the midwife 

and the public health nurse are attending the woman and her new born baby within the first 

14 days following the birth. Hence, there is a need for clarification with regard to the roles 

and responsibilities of both the midwife who provided the home birth care and the public 

health nurse (PHN), particularly in relation to postnatal care. These roles and responsibilities 

could be clarified through a formal discharge arrangement, to include a clinical handover and 

formal transfer of responsibility from the home birth midwifery service to the public health 

services. 

 

Transfer of care and declined transfer of care 

The HSE should develop a protocol on transfer of care in cases where the midwife makes a 

clinical judgement that the woman during labour or that the woman and her baby following 

birth require transfer to hospital for obstetric-led care. In developing the protocol, the HSE 

might usefully consider the following steps: 

 

Initially, when the woman is diagnosed in active labour, the midwife should inform 

the ambulance control centre. If the midwife makes the clinical decision to transfer 

care, the midwife informs the woman of her professional opinion, and in partnership 

with the woman, calls the emergency services and requests an ambulance, telephones 

the on-call obstetric consultant at the hospital where the woman has registered, 

communicates to the consultant the appropriate information regarding the transfer of 

care using a standardised communication tool (e.g. ISBAR3), informs the birthing 

partner, and records the events in the woman's case file.  

 

In the case where a woman declines transfer to hospital, the midwife requests the 

birthing partner or significant other to sign the written statement in the case file 

confirming details of the information communicated to the woman. The midwife 

should continue to provide appropriate care to the woman and inform the relevant 

maternity multidisciplinary team (e.g. the on-call consultant, Director of Midwifery 

and/or Designated Midwifery Officer and ambulance service) of the woman’s 

decision. The birthing partner or significant other and, if possible, the woman should 

sign the midwife’s documentation as a true record of the discussion. 
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Administrative arrangements 

The Memorandum of Understanding (MOU) and Agreement between the HSE and the 

midwife providing the home birth service should be reviewed on a regular basis, but not 

longer than two years. The Memorandum of Understanding (MOU) and Agreement should 

reflect international best clinical evidence, the National Maternity Strategy (2016), the HIAQ 

Maternity Standards and the relevant standards of the Nursing Midwifery Board of Ireland 

publications. It should set out clearly the midwife's role and responsibilities in the event of an 

emergency. It should set also out clearly the schedule of committee meetings that should take 

place and who should attend.  

 

Evidence gathered in the course of the project indicates that the payment schedule for 

midwives who provide a home birth service appears to be applied with reference to clinical 

decisions taken by the midwife providing a home birth service, such that payments are 

reduced if the decision is made to transfer care to a maternity hospital. While outside the 

remit of this Report, the HSE should review this aspect of the administration of the service on 

the basis that the schedule of payments may impact on the quality of clinical decisions taken 

and thereby impact on the quality of care and service.  

 

The Designated Midwifery Officer (DMO) occupies an important and valued role as a 

member of the community services team supporting the HSE's National Home Birth Service. 

The role is to implement the HSE’s governance arrangements for home births in each region 

and it incorporates clinical, managerial and support dimensions. The DMO also acts as an 

advocate for women opting for a home birth and provides professional support for self-

employed community midwives. The DMO monitors evidence based standards of care and 

assists in identifying measurable outcomes to ensure safe, quality care for women and their 

babies (HSE 2015). When appointing DMOs, the HSE should consider their education and 

training needs in relation to the role, and, where necessary, provide training and continuing 

professional development opportunities, as appropriate.  

 

The HSE should develop a clear pathway for midwives and women to escalate their concerns 

relating to clinical and/or administrative issues.  
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Education and continuing professional development 

Where feasible, higher education institutions should, in collaboration with the HSE, provide 

midwifery students with the opportunity to work alongside midwives providing a home birth 

service.  

 

The HSE should provide an orientation/mentoring programme and regular continuing 

professional development for all midwives providing home birth services to include: 

promotion of physiological labour and birth programmes; management and care of obstetric 

emergencies; UNICEF baby friendly initiative breast feeding education programme and 

updates; and mandatory training and updates. 

 

All midwives providing home birth services should be facilitated to undertake training in 

examination of the new from 6 hours post birth to 72 hours. This should also facilitate the 

woman’s postnatal recovery and prevent her having to go into hospital with the new born for 

this assessment (NIPE). 

 

oOo 
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Appendix 1  

Pilot Phase for the Development of an Audit Tool for HSE Home Birth Service 
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Ms Janet Murphy  Advanced Midwife Practitioner/HSE, Waterford/ Community 
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midwife 
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Appendix 5 

Audit tools checklist 
  

 
 
 
 

 

 

 
 

 
 

HSE NATIONAL HOME BIRTH SERVICE 
 

PRACTICE AND SERVICE AUDIT 
 
 

REVIEW OF DRAFT AUDIT TOOL 
 

 
INSTRUCTIONS 

 
This is an anonymous questionnaire. Please do not include your name.  
 
Please rate the quality and content of the audit tool using the ratings scale provided. If you wish, 
you may make additional comments in the comments box to support your scores. Please answer 
all the questions as accurately as you can. 
 
Note 
If you are completing the rating scale electronically, select a rating for each statement by simply 
double clicking (left mouse) beside the tick box of your choice and a dialogue box will open. Then 
select ‘checked’ and 'OK'.   
 

 
 

 
EXPLANATORY NOTE 

 
For the purpose of this questionnaire, 'audit' refers to a process of monitoring and reviewing 
the quality of care with the aim of improving service user care and care outcomes. Audit 
involves comparing a practice to best-practice evidence in the form of standards, identifying 
areas for quality improvement and implementing changes to practice to meet the standards. It 
generally involves the use of an ‘audit tool’ to record aspects of the care and service provided. 
 

 
 

Name of audit tool which you reviewed (tick one only) 
 
   
 Tool tick [] 
1 HSE National Home Birth Service: Home birth midwife audit tool  
2 HSE National Home Birth Service: DMO audit tool  
3 HSE National Home Birth Service: Woman audit tool  
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REVIEW OF DRAFT HOME BIRTH AUDIT TOOL 
 

Below is a list of statements about the content, layout and design 
of the draft HOME BIRTH AUDIT TOOL. Indicate the extent to 
which you agree or disagree with each statement on the list, 
using the scale: 1= Strongly disagree; 2= Disagree; 3= No 
opinion; 4= Agree; 5= Strongly agree 

Strongly 
Disagree 

Disagree 
No 

Opinion 
Agree 

Strongly 
Agree 

 

  tick [] ONE  number only for each statement 
  1  2  3  4  5  

 

 Content (criteria and evidence/action statements) of the tool 
 

 

1 Overall, the content of the tool is consistent with the philosophy 
of the woman's choice in relation to place of birth  

          
 

   

2 Overall, the content of the tool is consistent with the philosophy 
of partnership between the woman and the midwife  

           
 

   

3 Overall, the content of the tool is consistent with promoting 
normal child birth 

           
 

   
4 Overall, the content of the tool is consistent with promoting the 

quality of the midwife's home birth practice  
           

 

   
5 Overall, the content of the tool is consistent with promoting the 

quality of the HSE home birth service 
           

 

   
6 Overall, the audit criteria statements are clearly stated            

 

   
7 Overall, the evidence/action statements are clearly stated            

 

   
8 Overall, the audit criteria statements and their associated 

evidence/action statements are clearly related 
           

 

   
9 The tool contains no unnecessary repetition of statements  

 
           

 

   
10 Overall, the language used in the tool is easy to understand  

 
           

 

  tick [] ONE  number only for each statement 
 Layout and design of the tool 

 
1  2  3  4  5  

 

11 The tool is finished to a high standard (e.g. paper and print 
quality, visual presentation, typescript etc.) 

         
 

   
12 The general layout of the tool is user-friendly  

 
         

 

   
13 The structure of the tool means that it can be completed in parts 

at different stages (e.g. in part during the antenatal period)  
         

 

   
14 The three rating choices ('Y'/'N'/'NA') for each evidence/action 

statement are sufficient  
         

 

   
15 There is sufficient space to insert comments 

 
         

 

  
 

 

  tick [] ONE  number only for each statement 
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 This section (Q 16–22) to be completed by the woman only 
 

1  2  3  4  5  
 

16 Overall, the tool affords the woman the opportunity to comment 
on her experiences of home birth  

         
 

   
17 Overall, the tool affords the woman the opportunity to comment 

on the quality of the home birth midwife's practice  
         

 

   

18 Overall, the tool affords the woman the opportunity to comment 
on the quality of her antenatal care 

           
 

   
19 Overall, the tool affords the woman the opportunity to comment 

on the quality of her care during labour and child birth  
         

 

   
20 Overall, the tool affords the woman the opportunity to comment 

on the quality of her post-natal care 
         

 

   
21 Overall, the tool affords the woman the opportunity to comment 

on the quality of the HSE home birth service 
         

 

   
22 Overall, the tool affords the woman the opportunity to comment 

on the quality of the care of her newborn baby 
         

 

   
  tick [] ONE  number only for each statement 
 This section (Q 23–36) to be completed by the midwife only 

 
1  2  3  4  5  

 

23 Overall, the tool affords the midwife the opportunity to comment 
on the quality of her/his own practice  

         
 

   
24 Overall, the tool affords the midwife the opportunity to comment 

on the quality of her/his own antenatal care 
         

 

   

25 Overall, the tool affords the midwife the opportunity to comment 
on the quality of her/his own intrapartum care 

           
 

   
26 Overall, the tool affords the midwife the opportunity to comment 

on the quality of her/his own postnatal care 
         

 

   
27 Overall, the tool affords the midwife the opportunity to comment 

on the quality of the HSE home birth service 
         

 

   
28 Overall, the tool affords the midwife the opportunity to comment 

on the quality of the supports she/he received from the HSE 
         

 

   
29 Overall, the tool is consistent with the midwife's scope of 

practice (SOP), as defined in the NMBI SOP Framework  
           

 

   
30 Overall, the tool is consistent with the NMBI Practice Standards 

for Midwives  
           

 

   
31 Overall, the tool is consistent with the National Maternity 

Strategy  
           

 

   
32 Overall, the tool is consistent with the midwife's scope of 

practice (SOP), as set out in the HSE 'MOU and Agreement' 
           

 

   
33 Overall, the tool will benefit the midwife's decision-making about 

her/his own scope of practice 
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34 Overall, the tool will promote quality and safety of the HSE home 
birth service  

         
 

   
35 If the tool was available in electronic format (e.g. as a smart 

phone app), I would use it instead of the paper version 
         

 

   
36 I will use the tool to audit my practice in the future 

 
         

 

  tick [] ONE  number only for each statement 
 This section (Q 37–50) to be completed by the Designated 

Midwifery Officer (DMO) only 
1  2  3  4  5  

 

37 Overall, the tool affords the DMO the opportunity to comment on 
the quality of the midwife's practice  

         
 

   
38 Overall, the tool affords the DMO the opportunity to comment on 

the quality of the midwife's antenatal care 
         

 

   

39 Overall, the tool affords the DMO the opportunity to comment on 
the quality of the midwife's intrapartum care 

           
 

   
40 Overall, the tool affords the DMO the opportunity to comment on 

the quality of the midwife's postnatal care 
         

 

   
41 Overall, the tool affords the DMO the opportunity to comment on 

the quality of the HSE home birth service 
         

 

   
42 Overall, the tool affords the DMO the opportunity to comment on 

the quality of the supports which she/he provided to the midwife 
         

 

   
43 Overall, the tool is consistent with the midwife's scope of 

practice (SOP), as defined in the NMBI SOP Framework  
           

 

   
44 Overall, the tool is consistent with the NMBI Practice Standards 

for Midwives  
           

 

   
45 Overall, the tool is consistent with the National Maternity 

Strategy  
           

 

   
46 Overall, the tool is consistent with the midwife's scope of 

practice (SOP), as set out in the HSE 'MOU and Agreement' 
           

 

   
47 Overall, the tool will promote quality and safety of the HSE home 

birth service  
         

 

   
48 Overall, the tool will benefit the DMO in relation to the quality of 

her/his overall management of the home birth service 
         

 

   
49 If the tool was available in electronic format (e.g. as a smart 

phone app), I would use it instead of the paper version 
         

 

   
50 I will use the tool to audit my practice in the future 
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In the space below, please provide any additional comments you wish to make on any aspect of the 
audit tool which you reviewed.  
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Appendix 3 

Home birth audit: Third party 

 
 
 
 
 
 
 

 
 
 

 
HSE NATIONAL HOME BIRTH SERVICE 

 
 

SERVICE AUDIT 
(Third party audit of service) 

 
 
 
 
 
 
 
 
 

 

This audit tool is designed for use in the HSE National Home Birth Service. 
 
The audit tool should be completed by an authorised person not employed within the HSE home 
birth service being audited.  
 
The audit tool may be completed on a bi-annual basis or more frequently, if deemed necessary. 
 

 
 
 
 
 
 
 
 
 
 

©HSE 2016 
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ABOUT THIS AUDIT TOOL 
 
The audit criteria and their associated evidence/actions contained in this audit tool are based on the 
following: Practice Standards for Midwives issued by the Nursing and Midwifery Board of Ireland 
(NMBI 2015); relevant clinical guidelines issued by the National Clinical Effectiveness Committee; 
the Memorandum of Understanding and Agreement between the midwife and the HSE (HSE 2014); 
and the National Maternity Strategy 2016–2026 (DOH 2016). The criteria are also informed by best 
international practice evidence in relation to home birth.  
 
For the purpose of this audit tool, a third party is the person or agency authorised by statute to 
monitor the home birth service provided under the HSE National Home Birth Service. 
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1 Audit criterion  
The HSE Home Birth Service is a safe and high-quality, woman-centred service, managed for primary care by a Designated Midwifery Officer 
(DMO) appointed by the HSE and provided by midwives competent in the practice of home birth.  

     
 Evidence/action YES NO N/A 
 The HSE appointed registered midwives who were eligible to act in the role of DMO to manage the HSE home birth service 

  
   

 The HSE engaged midwives who were competent in the provision of home birth care  
 

   

 The engagement and retention of each midwife was auditable and in line with best practice 
 

   

 The DMO conducted regular audit of the home birth service and associated practice of the midwives who provide the home 
birth service 

   

 The midwives who provided the home birth service on behalf of the HSE conducted regular self-audits of their own clinical 
practice  

   

 The midwives who provided the home birth service on behalf of the HSE provided each woman with the Service Audit: 
‘Woman's Experience Form’ following each birth  

   

 The HSE had in place a procedure for acting on the results of audits submitted by the DMO, the midwife and the service user 
 

   

 Provide further details on audit criterion 1 if appropriate 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
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2 Audit criterion  
The HSE is a signatory to the contract with the midwife who provides the home birth service. 
 

     
 Evidence/action YES NO N/A 
 The HSE ensured that any midwife who applied to become a midwife within the home birth service had her/his application 

dealt with in a timely manner 
   

 The HSE sought and obtained evidence of police force/Garda clearance for the midwife providing the home birth service in 
advance of signing the home birth Memorandum of Agreement (MOU) and Agreement with the midwife 

   

 The HSE agreed and co-signed an up-to-date Memorandum of Understanding (MOU) and Agreement with each midwife, 
which clearly delineated the responsibilities of both parties in relation to the provision of a home birth service 

   

 The HSE regularly reviewed the MOU and Agreement, at a minimum of every two years or as evidence emerged, and where 
appropriate, re-issued the updated MOU and Agreement to each midwife providing the home birth service 

   

 The HSE had an established protocol for the appointment of the first and second on-call midwife in respect of the home birth 
service 

   

 The HSE maintained an up-to-date database of the midwives in the HSE area for which s/he was responsible 
 

   

 The HSE provided the prospective midwife with a period of orientation prior to commissioning her/him to provide a home birth 
service 

   

 The HSE sought and obtained evidence that the midwife had completed the requisite mandatory education and training in the 
use of relevant evidenced-based clinical guidelines in accordance with the HSE MOU and Agreement 

   

 The HSE sought and obtained, on an annual basis, evidence of the midwife’s current registration status with the NMBI     

 The HSE extended the clinical indemnity scheme to the midwife who signed a home birth memorandum of agreement and 
service agreement with the HSE 

   

 Provide further details on audit criterion 2 if appropriate 
  
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
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3 Audit criterion   
The HSE has an effective and transparent framework for clinical governance of the HSE national home birth service. 
 

     
 Evidence/action YES NO N/A 
 The HSE provided regular reports to the relevant HSE clinical governance group(s) on the home birth service 

 
   

 The HSE maintained auditable evidence of regular meetings with midwives providing a home birth service on an individual 
and team basis 

   

 The HSE provided clinical protocols to the midwife on aspects of woman-centred care and professional practice, including a 
protocol on: escalation of care, whistleblowing, mandatory reporting of communicable diseases, and cases of abuse 

   

 The HSE provided written information to the midwife providing the home birth service on her/his responsibility in relation to 
compliance with national policies, guidelines and standards in the event of a patient safety incident 

   

 The HSE ensured that the written clinical protocols for aspects of care and professional practice associated with home birth 
were reviewed nationally on a regular basis and updated when necessary 

   

 The HSE alerted the midwives providing the home birth service to up-to-date relevant evidence, such as national clinical 
guidelines issued by the relevant regulatory and professional bodies 

   

 The HSE ensured that the clinical guidelines used to inform the midwife’s practice were approved by a competent body on 
which there was midwife representation 

   

 The HSE ensured that the clinical guidelines used to inform the midwife’s practice were approved by a competent body on 
which there was service user representation 

   

 The HSE ensured that there was a transparent pathway for the woman to highlight concerns regarding the home birth 
service and her maternity care 

   

 The HSE ensured that there a transparent pathway for the midwife to highlight concerns regarding the home birth service 
and maternity care 

   

 The HSE ensured that there a transparent pathway for the DMO to highlight concerns regarding the home birth service and 
maternity care 

   

 The HSE maintained a data base of information on each home birth nationally 
 

   

 Provide further details on audit criterion 3 if appropriate 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
  
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
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 ADDITIONAL COMMENTS  
Please provide any additional comments on the system of clinical governance of the HSE National Home Birth Service.  
 

  
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
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___________________________________________________________________________________________________________________________________________ 
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Appendix 4 

Home birth audit: DMO/HSE 

 
 

 

 
 
 
 
 

 
 
 
 
 

 
 

HSE NATIONAL HOME BIRTH SERVICE 
 

 

SERVICE AUDIT 
(HSE: Designated Midwifery Officer) 

 
 
 
 

 

This audit tool is designed for use in the HSE National home birth service. 
 
The audit tool should be completed by a HSE Designated Midwifery officer (DMO).  
 
The DMO should audit the home birth service on every third home birth and on those home births 
in which there was a transfer of care or complications arose 
 

 
 

 

DMO’s Name ____________________________________________________ 

DMO’s NMBI PIN no. ____________________________________________________ 

Date of audit  ____________________________________________________ 
 

 

 
 
 

©HSE 2016 
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ABOUT THIS AUDIT TOOL 
 
The audit criteria and their associated evidence/actions contained in this audit tool are based on the 
following: Practice Standards for Midwives issued by the Nursing and Midwifery Board of Ireland 
(NMBI 2015); relevant clinical guidelines issued by the National Clinical Effectiveness Committee; 
the Memorandum of Understanding and Agreement between the midwife and the HSE (HSE 2014); 
and the National Maternity Strategy 2016–2026 (DOH 2016). The criteria are also informed by best 
international practice evidence in relation to home birth.  
 
For the purpose of this audit tool, a designated midwifery officer (DMO) is the person appointed by 
the HSE to maintain operational oversight and monitor the provision of the homebirth service 
provided under the homebirth service agreement and to facilitate communication and co-operation 
between the community midwife and the HSE and non-statutory agencies. 
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1 Audit criterion  
The HSE Home Birth Service is fair, equitable and consistent in its quality and standards across the country and is available to all prospective 
service users, regardless of class, ethnicity, sexual orientation, financial means or geographical location. 

     
 Evidence/action YES NO N/A 
 The DMO provided information on all of the care pathways available to the woman prior to the first visit of the midwife 

providing home birth care 
   

 The DMO provided information on all of the care pathways available to the woman within one week of the woman first 
inquiring  

   

 The time between the woman’s application for the home birth service and the decision to approve a home birth service was 
no longer than 4 weeks 

   

 The information which the DMO provided about home birth service and other places of birth was accurate and unbiased, 
regardless of class, ethnicity, sexual orientation, financial means or geographical location  

   

 The information which the DMO provided about home birth service was accessible to the woman  
 

   

 The information which the DMO provided about home birth service included information on the philosophy of woman -
centred care  

   

 The information which the DMO provided about home birth was accessible to the midwife who had an agreement with the 
HSE to provide a home birth service for the woman  

   

 Provide further details on audit criterion 1 if appropriate 
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2 Audit criterion  
The DMO maintains effective operational oversight and management of a home birth service on behalf of the HSE, including effective 
communication and support for the midwife providing the home birth care. 

     
 Evidence/action YES NO N/A 
 The DMO ensured that the midwife supporting the home birth arranged a second midwife to be available for the home birth 

 
   

 The DMO received the Eircode and directions to the planned place of birth from the midwife and forwarded these to the local 
Ambulance Control before 37 weeks' gestation 

   

 The DMO ensured that the HSE provided timely financial re-imbursement to the midwives by prompt submission of any 
financial documentation 

   

 Provide further details on audit criterion 2 if appropriate 
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3 Audit criterion   
The HSE Home Birth Service is based on relevant policies, guidelines, standards and codes of practice pertinent to midwives and maternity care 
in Ireland. The home birth service is in line with best available international evidence for optimal maternity care. 
 

     
 Evidence/action YES NO N/A 
 The DMO ensured that the home birth service was based on the best available evidence of optimal maternity care in home 

birth 
   

 The DMO ensured that the midwife underwent mandatory education in the use of relevant up-to-date evidence-based 
guidelines 

   

 Provide further details on audit criterion 3 if appropriate 
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4 Audit criterion  
The DMO collaborates with the midwife and the multidisciplinary team from maternity servies to support the midwife in providing a safe, quality 
home birth service for this woman. 
 

     
 Evidence/action YES NO N/A 
 The DMO assisted the midwife in collaborating with multidisciplinary team from the maternity care services in arranging an 

individual assessment of the woman planning a home birth 
   

 The DMO assisted the midwife in collaborating with multidisciplinary team from the maternity care services in arranging 
scans, screening and other relevant investigations, where appropriate  

   

 The DMO assisted the midwife in making referrals to an obstetrician or other health care professionals, where appropriate 
 

   

 Provide further details on audit criterion 4 if appropriate 
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5 Audit criterion  
The DMO is the HSE-appointed contact person for women who consider having a home birth. The DMO maintains records of women enquiring 
about and planning a home birth. 
  

     
 Evidence/action YES NO N/A 
 The DMO ascertained if the woman was booked for maternity care at a local hospital  

Name of hospital: _________________________ 
   

 The DMO assessed whether the woman had a care pathway in place in accordance with the National Maternity Strategy 
(DOH 2016) 

   

 The DMO ascertained that the initial assessment for approval of the woman's suitability for a home birth was undertaken by 
a midwife 

   

 The DMO, on behalf of the HSE, provided a home birth pack to the woman following the DMO risk assessment before 37 
weeks' gestation 

   

 The gestation period of the woman at the first point of contact was: _________________________weeks  
 

- - - 

 The DMO collaborated with an obstetrician on behalf of the woman, to support the woman’s choice of home birth and for 
referral and treatment, if appropriate 

   

 Provide further details on audit criterion 5 if appropriate 
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6 Audit criterion  
Where there is evidence that a complication(s) has arisen during pregnancy, labour, birth or postnatal period, the midwife discusses her findings 
with the woman and, with her consent, makes a referral to the appropriate health care professional. 
 

     
 Evidence/action YES NO N/A 
 The midwife providing the home birth care contacted the DMO to report a complication(s) during the antenatal, intrapartum or 

postpartum period. If 'yes', please state date and time informed and details in the comment box below 
   

 The DMO contacted the woman to discuss the complication(s), where appropriate. Indicate the method of communication 
and further details in the comment box below 

   

 In the event of a complication arising, the DMO offered to visit the woman’s home, were appropriate, to discuss the woman’s 
care  

   

 The midwife contacted the DMO to inform her/him of the woman's transfer to hospital. If yes, please state date and time 
informed and details in the comment box below  

   

 In the event of complication(s) arising, the midwifery manager at the local maternity unit/hospital was available to the midwife 
for consultation 

   

 Provide further details on audit criterion 6 if appropriate 
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7 Audit criterion  
The DMO supports arrangements for the appropriate management of the newborn to be completed following the birth.  
 

     
 Evidence/action YES NO N/A 
 In the case where the midwife or other healthcare professional did not undertake the advanced examination of the newborn 

within 72 hours, the midwife informed the DMO of this. Please state reasons in the comment box below 
   

 The DMO ensured that the appropriate arrangements were made to ensure the newborn received the advanced 
examination  

   

 The DMO ensured that the newborn hearing test referral was completed within the first week  
 

   

 In the case where there was a neonatal transfer into hospital following the birth, the midwife advised the DMO of this within 
24 hours. Please state reasons in the comment box below 

   

 Provide further details on audit criterion 7 if appropriate 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



 

82 
 

8 Audit criterion  
The DMO maintains an accurate auditable record of the homebirth service in the form of an individual case file for each woman. The case file is 
stored in a secure location.  

     
 Evidence/action YES NO N/A 
 The DMO retained a copy of the record of maternity care and made it available for audit by a third party 

 
   

 The woman's case file was stored in a secure location and accessible only to the DMO, the woman, the midwife who 
facilitated the home birth or an authorised person, for the purpose of audit and case review  

   

 Provide further details on audit criterion 8 if appropriate 
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HSE National Home Birth Service 

Practice And Service Audit (Designated Midwife Officer) 
©HSE 2016 
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Appendix 5 

Home birth audit: Midwife 

 
 
 
 
 
 
 

 
 
 
 
 

 
 

 

HSE NATIONAL HOME BIRTH SERVICE 
 

 

PRACTICE AND SERVICE AUDIT 
(MIDWIFE SELF-COMPLETION AUDIT) 

 
 
 
 

 

This audit tool is designed for use in the HSE National Home birth Service. 
 
This audit tool should be completed by the midwife for each home birth.  
 
Each home birth audit should be retained in a secure location and available for review.   
 

 
 
 

 

Midwife’s Name ____________________________________________________ 

Midwife’s NMBI PIN no. ____________________________________________________ 

Date of audit  ____________________________________________________ 

 
 

 
 

©HSE 2016 
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ABOUT THIS AUDIT TOOL 
 
The audit criteria and their associated evidence/actions contained in this audit tool are based on the 
following: Practice Standards for Midwives issued by the Nursing and Midwifery Board of Ireland 
(NMBI 2015); relevant clinical guidelines issued by the National Clinical Effectiveness Committee; 
the Memorandum of Understanding and Agreement between the midwife and the HSE (HSE 2014); 
and the National Maternity Strategy 2016–2026 (DOH 2016). The criteria are also informed by best 
international evidence in relation to home birth practice and service.  
 
For the purpose of this audit tool, a midwife is defined as 'a person who has successfully completed 
a midwifery education programme that is duly recognised in the country where it is located; who has 
acquired the requisite qualifications to be registered and/or legally licensed to practise midwifery and 
use the title ‘midwife’; and who demonstrates competency in the practice of midwifery' (International 
Confederation of Midwives 2011). 
 
 
Practice Standards for Midwives (NMBI 2015) 
 
Standard 1 
Midwifery practice is underpinned by a philosophy that protects and promotes the safety and 
autonomy of the woman and respects her experiences, choices, priorities, beliefs and values. 
Standard 2 
Midwives practise in line with legislation and professional guidance and are responsible and 
accountable within their scope of midwifery practice. This encompasses the full range of activities of 
the midwife as set out in EC Directive 2005/36/EC and the adapted Definition of the Midwife 
International Confederation of Midwives 2011 (ICM) as adopted by the NMBI. 
Standard 3 
Midwives use comprehensive professional knowledge and skills to provide safe, competent, kind, 
compassionate and respectful care. Midwives keep up to date with midwifery practice by undertaking 
relevant continuing professional development. 
Standard 4 
Midwives work in equal partnership with the woman and her family and establish a relationship of 
trust and confidentiality 
Standard 5 
Midwives communicate and collaborate effectively with women, women’s families and with the 
multidisciplinary healthcare team. 
 
 

You may complete this form in stages throughout the antenatal, intrapartum and postnatal period. 
You should complete this form within 14 days after the birth of the baby and return it to the relevant 
designated midwifery officer (DMO) in the HSE.  
 
Notes 
If you would like to receive and complete this form in electronic format, please ask your designated 
midwifery officer (DMO) in the HSE to e-mail it to you. 
 
Please do not share the form or your responses with others. 
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AUDIT CRITERIA: ANTENATAL CARE 

1 Audit criterion (Practice standards 1, 2 and 4) 
The woman signs the ‘Application/Consent for Home Birth' form. The midwife signs the Memorandum of Understanding (MOU) and Agreement 
form. 

     
 Evidence/action YES NO N/A 
 The woman gave informed consent to have the home birth service provided, in partnership with the woman, by:  

Add name of midwife here: _________________________ 
   

 The woman provided the required information in the application for home birth service, including the name of her GP, date of 
LMP/EDD and the hospital at which she registered/booked 

   

 I signed the most recently published HSE MOU and Agreement form and submitted it to the HSE 
 

   

 Provide further details on audit criterion 1 if appropriate 
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2 Audit criterion  (Practice standard 3) 
The home birth practice of the midwife is based on the best available evidence of optimal maternity care in home birth. 
 

     
 Evidence/action YES NO N/A 
 In supporting the woman, I engaged in evidence-based decision making, in order to provide optimal home birth care to the 

woman  
   

 In supporting the woman, I engaged in shared decision making with her in order to provide optimal home birth care to the 
woman 

   

 I underwent mandatory education in the use of relevant evidence/evidenced-based guidelines in accordance with the most 
recently published HSE MOU and Agreement 

   

 Provide further details on audit criterion 2 if appropriate 
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3 Audit criterion  (Practice standard 3) 
The woman's choice of home birth is an informed choice and based on shared decision making. 
 

     
 Evidence/action YES NO N/A 
 I provided the woman with verbal and written information about all maternity service options available in her local area  

 
   

 I provided the woman with verbal and written information about the evidence of outcomes associated with giving birth in all 
birth settings 

   

 I discussed and involved the woman in decision making about the specific maternity care pathway that her care was 
following, i.e. the 'supportive', 'assisted' or 'specialised' care pathway (DOH, 2016) 

   

 I discussed with the woman that complication(s) may occur at any time during the pregnancy, labour, birth or postnatal 
period and, in consultation with her, that her care pathway may change as a result 

   

 I discussed with the woman that it might be necessary to change the place of birth from home to maternity hospital at any 
stage, with her consent, should complications arise  

   

 Provide further details on audit criterion 3 if appropriate 
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4 Audit criterion (Practice standards 4 and 5) 
The midwife prepares a comprehensive plan of care in partnership with the woman and her partner/birthing partner.  
 

     
 Evidence/action YES NO N/A 

 I prepared a comprehensive plan of care in partnership with the woman, including the chosen maternity care pathway  
 

   

 The woman made the decision to choose a home birth at the _____ week of gestation 
 

_ _ _ 

 With the woman’s consent, I made the first antenatal visit at the _____ week of gestation  
 

_ _ _ 

 I made _____ antenatal visits after the woman's decision to choose a home birth 
 

_ _ _ 

 The plan of care included a detailed labour and birth planning meeting by 36 weeks’ gestation   
 

   

 I discussed the recommendation to administer Vitamin K to the baby, including the dose and route of administration 
 

   

 I discussed with the woman the evidence regarding infant feeding and techniques of infant feeding 
 

   

 I discussed with the woman the possibility that her perineum might require repair immediately after the birth  
 

   

 Provide further details on audit criterion 4 if appropriate 
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5 Audit criterion (Practice standards 1, 2 and 4) 
Where there is evidence that the woman’s maternity care pathway changes from supported to assisted or specialised during the antenatal 
period, the midwife discusses this with the woman and, in partnership with the woman, makes a referral to the appropriate health care 
professional(s). 

     
 Evidence/action YES NO N/A 
 The woman, her birthing partner and I discussed her health and that of her baby, and how to maintain and optimise their 

wellbeing through the most appropriate care pathway 
   

 Where this discussion or any relevant check-ups revealed any issues of concern, we discussed them, and mutually agreed 
a plan to address them, including the optimal solution to ensure maximum continuity of care 

   

 I made a referral for review to the appropriate health care professional(s)  
 

   

 I discussed the outcome(s) of the review with the relevant responsible health care professional(s), including the DMO, 
including the decision as to the most appropriate ongoing pathway of care 

   

 Where the outcome of the review resulted in a decision to continue with the planned home birth, with the woman’s consent, I 
re-assumed responsibility for the care of the woman in accordance with the most recently published MOU and Agreement  

   

 Provide further details on audit criterion 5 if appropriate 
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AUDIT CRITERIA: INTRAPARTUM CARE 

6 Audit criterion (Practice standards 1 and 3) 
The intrapartum care is conducive to the progress of the normal physiological labour and a positive birth experience for the woman. 
 

     
 Evidence/action YES NO N/A 
 The intrapartum plan of care included a pathway of normal labour and birth and a Partogram 

 
   

 When I diagnosed that the woman was in active labour, I informed the local ambulance service of the pending birth 
 

   

 While in labour, the woman adopted the following positions (list all):  
________________  ________________ ________________  ________________ 

_ _ _ 

 With the woman’s consent, I used non-pharmacological method(s) to promote relief of labour pain; these included: 
 ________________  ________________ ________________  ________________ 

   

 With the woman’s consent, I prescribed and administered pharmacological method(s) to promote relief of pain; these included: 
 ________________  ________________ ________________ ________________  

   

 The duration of the first stage of labour was:  
________________   hours and  ________________  minutes 

_ _ _ 

 While giving birth, the woman adopted the following positions (list all):  
________________  ________________ ________________  ________________ 

_ _ _ 

 The woman laboured in a water birth pool 
 

   

 The woman gave birth in a water birth pool 
 

   

 I performed an episiotomy (provide rationale for this in the comment box below) 
 

   

 The duration of the second stage of labour was:  
________________   hours and  ________________  minutes 

_ _ _ 

 Management of the third stage of labour involved active management   
 

   

 Management of the third stage of labour involved physiological management   
 

   

 The duration of the third stage of labour was:  
________________hours and ________________ minutes  

_ _ _ 

 The estimated blood loss was:  
________________ 

_ _ _ 

 I performed cord clamping at the recommended time after the baby was born 
 

   



 

92 
 

 Continued over …    
 With her consent, I assessed the woman’s perineum for trauma following childbirth   

 
   

 The perineum sustained a ________________degree tear and, with the woman’s informed consent, I performed a perineal repair 
 

   

 With the woman’s consent, I weighed the newborn baby and the baby weighed ________________ grams 
 

   

 The sex of the newborn baby was identified by _________   and was ________________ 
 

_ _ _ 

 Where resuscitation of the newborn baby was required, the indication for resuscitation was  ________________   
Please provide details in the comment box. 

   

 
 

Where indicated, cord blood was taken and sent for preservation and storage    

 Provide further details on audit criterion 6 if appropriate 
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7 Audit criterion (Practice standards 1 and 3) 
The midwife, in partnership with the woman, supports skin-to-skin contact and offers the woman support to infant feed.  
 

     
 Evidence/action YES NO N/A 
 With the woman’s consent, I supported her to establish skin to skin contact with her baby immediately after birth 

 
   

 I advised the woman that breastfeeding is the normal way of feeding infants with the nutrients that they need (WHO, 2016) 
 

   

 I offered the woman support to infant feed within the first hour 
 

   

 I supported the woman's decision on her chosen method of infant feeding  
 

   

 Where the woman chose to breast feed, I supported her with aspects of breast feeding, such as recognising early feeding 
cues; establishing responsive breast feeding; exclusive breast feeding; and how to know her baby is getting enough milk 

   

 Where the woman chose to use artificial feeding, I supported her in aspects of artificial feeding, such as sterilising 
equipment; preparing feeds and how to feed using a feeding bottle  

   

 I monitored the baby’s condition following birth, including recording the Apgar scores and vital signs 
 

   

 With the woman’s consent, I preformed and documented the initial examination of the newborn prior to leaving the home 
birth setting   

   

 Having obtained the mother's informed consent, I administered Vitamin K to the baby after the birth  
 

   

 I remained with the woman until she passed urine following the birth 
 

   

 Following clinical assessment I remained with the woman and her baby, and only left the home when both the woman and I 
were satisfied that both her and the baby were clinically stable  

   

 
 
 
 

Provide further details on audit criterion 7 if appropriate 
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AUDIT CRITERIA: POSTNATAL CARE 
8 Audit criterion (Practice standards  2 and 3) 

As part of the home birth service and in partnership with the woman, the midwife provides postnatal visits after the birth and up to 14 days post 
birth. 

     
 Evidence/action YES NO N/A 
 With the woman’s consent, I conducted a postnatal assessment of the woman and the newborn baby at each postnatal visit 

 
   

 I informed the woman of the normal physical changes and emotional responses that can be expected in the postnatal period 
(NICE 2006) 

   

 I provided the woman with HSE-approved information on postnatal care beyond 14 days of the birth 
 

   

 I provided the woman with HSE-approved information on services available should complications arise in the postnatal 
period 
 

   

 With the woman’s consent, the first postnatal visit took place on day _____ following the birth of the baby 
 

_ _ _ 

 I made _____ postnatal visits within 14 days of the birth 
 

_ _ _ 

 Where the woman did not consent to the administration of Vitamin K for her baby, I recorded this in her case notes and 
informed the public health nurse on transfer of responsibility after 14 days  

   

 Provide further details on audit criterion 8 if appropriate 
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9 Audit criterion (Practice standards  2, 3 and 5) 
The midwife assesses the newborn and arranges for the appropriate care and management to be completed following the birth.  
 

     
 Evidence/action YES NO N/A 
 With the woman’s consent, the advanced newborn examination was completed by the appropriately qualified health care 

professional within 72 hours of the birth 
   

 I made a referral for a hearing test within the first week post birth 
 

   

 With the woman’s consent, I completed the newborn bloodspot between 72 and 120 hours post the birth and forwarded it to 
the appropriate service in a timely manner 

   

 Where the newborn was transferred to the hospital after the birth, the main indication for arranging the transfer was: 
________________ 

_ _ _ 

 Provide further details on audit criterion 9 if appropriate 
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AUDIT CRITERIA: RECORDS, EQUIPMENT AND TRAINING 

10 Audit criterion (Practice standards1 and 5) 
The midwife maintains an accurate auditable record of the home birth service in the form of an individual case file for each woman. The case 
file is stored in a secure fireproof location.  

     
 Evidence/action YES NO N/A 
 I made a written record of all antenatal assessments, including maternal and fetal assessments in the individual woman's 

case file 
   

 I made a written record of all assessments and care undertaken during labour and birth, including the woman's vital signs 
and record of the fetal heart and the Apgar scores in the individual woman's case file 

   

 I made a written record of the postnatal assessment of the mother and her newborn baby   
 

   

 Where unanticipated or adverse events occurred during the antenatal, intrapartum and/or postnatal period, I recorded the 
event(s) and the actions taken in the woman's case file  

   

 When transferring responsibility for the woman after 14 days post birth, I sent the original record of the woman's case file to 
the DMO  

   

 I communicated with the public health nurse after the 14-day period post birth to advise her/him that I was transferring 
responsibility for the woman and her baby to the public health nursing service and recorded this in the case file 

   

 When transferring responsibility for the woman to the public health nurse after 14 days post birth, I used the standardised 
post-natal discharge form, which contained all the requisite information on the birth and the woman's and baby's progress  

   

 I made a written record of the transfer of responsibility in the woman's case notes, including details of the receiving 
healthcare professional 

   

 I retained the individual woman's case notes in a secure fire-proof location so that they are available for audit by an 
authorised third party in the future 

   

 I completed a Birth Notification Form (Form BNF/01) and submitted it to the relevant authority 
 

   

 Provide further details on audit criterion 10 if appropriate 
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11 Audit criterion (Practice standards  1 and 2) 
The midwife ensures that s/he has the requisite equipment and drugs to provide a home birth service and that the equipment is in good 
working order. 

     
 Evidence/action YES NO N/A 
 I had in my possession the requisite minimum items of equipment and emergency equipment, as listed below5, to enable 

me to support the woman’s home birth and to use in case of emergencies  
   

 I had in my possession the requisite minimum number of drugs, as listed below, to enable me to support the woman’s home 
birth and to use in case of emergencies  

   

 I checked to ensure that the equipment, as listed below, was in good working order (e.g. monitoring equipment is properly 
calibrated, sterile equipment is in sealed packs and in date) 

   

 I checked to ensure that the drugs, as listed below, were in date 
  

   

 Provide further details on audit criterion 11 if appropriate 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
5 The list is not exhaustive. 
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12 Audit criterion (Practice standard 3) 
The midwife attending the home birth has undergone the HSE requisite certified education and training to prepare her/him to attend at home birth. 
The midwife maintains a record of the evidence of having completed appropriate and updated education and training to conduct a home birth.  

     
 Evidence/action YES NO N/A 
 I provided the DMO with written evidence of having completed appropriate education and training to conduct a home birth 

 
   

 I completed an education course in promoting physiological labour and birth within the previous two years 
 

   

 I completed emergency drills within the previous two years in: ante partum haemorrhage, postpartum haemorrhage, shoulder 
dystocia, management of cord accidents, breech birth and eclampsia (if not trained in all listed, please provide details below) 

   

 I completed training within the previous two years in: neonatal resuscitation; adult resuscitation; obstetric emergencies (if not 
trained in all listed, please provide details below) 

   

 I completed training within the previous two years in intravenous cannulation 
 

   

 I completed training within the previous two years in perineal repair after episiotomy or perineal tear 
 

   

 I completed training in the use of non-pharmacological methods of pain relief for a woman in labour 
 

   

 I completed training in the advanced examination of the newborn  
 

   

 I completed training in safe manual handling  
 

   

 I completed a breastfeeding update and practice in line with the baby friendly initiative 
 

   

 I completed education in perinatal mental health  
 

   

 I completed training on the safeguarding of children and vulnerable adults within the previous two years 
 

   

 I completed education on haemovigilance, including Anti D (Three yearly) 
 

   

 Provide further details on audit criterion 132 if appropriate (For example, list any additional training undertaken) 
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13 Audit criterion (Practice standards 1, 2 and 4) 
While childbirth is a natural process, complications may arise during pregnancy, labour, birth and in the postnatal period that may impact on 
the woman's health and that of her baby. In the event of complications arising, the midwife advises the woman of the option to have maternal 
care transferred to a hospital maternity service. 

     
 Evidence/action YES NO N/A 
 With the woman’s consent, I conducted an assessment at each antenatal visit with reference to her suitability for the 

planned home birth 
   

 Each assessment included an assessment of the health of the mother and the health status of her baby in utero 
 

   

 Where I determined that there was a potential complication(s) associated with the planned home birth, I discussed this with 
the woman  

   

 Where I determined that there was a potential complication(s) associated with the planned home birth, I reported this in a 
timely manner to the Designated Midwifery Officer (DMO) _________________________ or the duty midwife manager or 
the consultant obstetrician at the local hospital __________________on (date) ________________ at (time) 
________________ 

   

 In the event of complications arising in the antenatal, intrapartum or postnatal period, the woman gave informed consent to 
have her care reviewed by consultant-led care or appropriate health care professional. If yes, please provide details below 

   

 In the event of complication(s) arising in the antenatal, intrapartum or postnatal period, the woman gave informed consent 
to have her care transferred to consultant-led care or appropriate health care professional. If yes, please provide details 
below  

   

 In the event that the woman declined to have her care transferred to consultant-led care, I continued to give appropriate 
care and followed the protocol for ‘Declined to transfer care’. If yes, please provide further details below 

   

 Provide further details on audit criterion 13 if appropriate 
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14 Audit criterion  
In the event that the woman or baby is transferred to the maternity hospital in the intrapartum or postnatal period, in partnership with the 
woman, the midwife transferred the woman in an appropriate and timely manner. 

     
 Evidence/action YES NO N/A 
 I discussed the specific indication(s) for intrapartum transfer of the woman to hospital with the woman  

 
   

 I discussed the specific indication(s) for postpartum transfer of the woman to hospital with the woman  
 

   

 I discussed the specific indication(s) for the transfer of her baby to hospital with the woman  
 

   

 Where transfer of care to hospital occurred, I recorded the indications, date, time, and mode of transport to hospital  
 

   

 Where transfer of care to hospital occurred, I recorded the clinical condition of the woman and that of her baby at the time of 
transfer in the woman's case notes 

   

 Where transfer of care to hospital occurred, I conducted a clinical handover using a standardised clinical handover tool (e.g. 
ISBAR 3) in respect of both the woman and her baby 

   

 Where transfer of care to hospital occurred, the transfer of the mother was by ambulance 
 

   

 Where transfer of care to hospital occurred, the transfer of the baby was by ambulance 
 

   

 Where the woman declined to be transferred to hospital, I instituted a care pathway to meet her immediate needs and those 
of her baby and documented care and management in the case file 

   

 Provide further details on audit criterion 14 if appropriate 
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EQUIPMENT 
The home birth midwife should review the following list of equipment. This list is not exhaustive. 
 

 Available for the 
home birth service 

In working order/ 
intact/in date 

Midwife’s general equipment YES NO YES NO 

Pinard      

Sonicaid     

Sphygmomanometer and appropriate size cuff     

Stethoscope     

Disposable gloves     

Heat pack     

Baby weighing scale      

Midwife’s emergency equipment (stocked from refill supplies) 

Sterile episiotomy scissors     

Vicryl Rapide Sutures     

Bulb syringe suction, mechanical suction, suction catheters     

Neonatal silicone resuscitator bag with 2 masks (newborn and 
premature size), oxygen line and reservoir bag, infant 
resuscitation equipment including oxygen cylinder and flow meter 

    

Adult Intravenous cannula, cannula dressing, giving set and 
intravenous fluids: 500ml (x2) Normal Saline, 500ml (x2) 
Hartman's, 500ml (x2) Gelofusion (6 month's expiry date) 

    

Adult silicone resuscitator bag with mask, oxygen line and 
reservoir bag and airway  

    

Urinary catheter and urinary bag     

Syringes and needles     

Blood bottles, blood-taking equipment, blood request forms from 
local maternity hospitals (different forms from each hospital) 

    

Birth Pack     

Personal protection equipment to include: 2 packs of sterile 
gloves; disposable apron; eye protection  

    

Sterile birth pack to include: 2 cord clamps, tray to receive 
placenta; scissors; sanitary pad; bio-hazard bags 

    

Sterile suture pack: Sterile drape, spencer wells forceps, needle 
holder, scissors, 10 4x4 swabs 

    

Refill supplies     

Box of disposable gloves; Sterile gloves     

Vicryl Rapide Sutures     

Sterile suturing pack     

Syringes and needles     

Sterile episiotomy scissors     

Bulb syringe suction, mechanical suction, suction catheters     

Neonatal silicone resuscitator bag with 2 masks (newborn and 
premature size), oxygen line and reservoir bag, infant 
resuscitation equipment including oxygen cylinder and flow meter 

    

Adult Intravenous cannula, cannula dressing, giving set and 
intravenous fluids: 500ml (x2) Normal Saline, 500ml (x2) 
Hartman's, 500ml (x2) 

    

Gelofusion (6 months expiry date)     

Adult silicone resuscitator bag with mask, oxygen line and 
reservoir bag and airway  

    

Urinary catheter and urinary bag     

Syringes and needles     

Blood bottles, blood-taking equipment, blood request forms from 
local maternity hospitals (different forms from each hospital) 

    

Drugs   

Entonox, Opiate analgesia, Syntometrine, Syntocinon, 
Ergometrine, Konakion, Lignocaine 

    

4 cylinders Entonox, Entonox head with mouthpieces and a mask      

1 cylinder of oxygen with oxygen head and variable flow meter for 
adult and neonate    
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Appendix 6 

Home birth audit: Woman/Service user 

 
 
 
 
 
 

 
 
 
 
 
 
 
 

 

HSE NATIONAL HOME BIRTH SERVICE 
 

 

SERVICE AUDIT 
(WOMAN'S EXPERIENCE FORM) 

 
 
 
 

 
This form should be completed by each woman who experiences a home birth  
 
The completed form should be returned to the Designated Midwife Officer of the HSE  
 
The information provided in this form will be retained in the strictest confidence and will be used 
only to assist the HSE in reviewing the quality of the HSE National Home birth Service 
 

 
 

 

Your date of birth: ____________________________________________________ 

Your baby’s date of birth:  ____________________________________________________ 
 

 

 
 
 
 

©HSE 2016 
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ABOUT THIS FORM 
 
We invite you to complete this form, which asks you about your home birth experience. The form is 
aimed at assisting your midwife and the HSE to gather information about your home birth care and 
experience and about the HSE National Home Birth Service. The information that you provide will 
assist the HSE in monitoring and improving the quality of maternity care and the home birth service. 
Please respond to all the questions by simply ticking either 'Y' (yes), 'N' (no) or 'NA' (not applicable). 
 
We would be very grateful if you would complete this form within 21 days after the birth of your baby 
and return it to the designated midwifery officer in the HSE. The Designated Midwifery Officer for 
your area is: 
 
 

 

Name _________________________________________________________ 
 
 

Address _________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
 

Telephone ______________________________ 
 

E-mail ______________________________ 
 

 

 
 
Notes 
 
If you would like to receive and complete this form in electronic format, please ask your midwife to 
e-mail it to you. 
 
Please do not share the form or your responses with others.  
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1 Quality indicator 
The woman's choice of home birth is an informed choice and based on shared decision making.  
 

     
 Evidence YES NO N/A 
 The midwife provided me with verbal and written information about all maternity service options available in my local area  

 
   

 The midwife provided me with verbal and written information about the outcomes associated with giving birth in all birth 
settings, including the home and the maternity hospital 

   

 The midwife informed me of the name of my maternity care pathway and I was involved in the decision about choosing my 
care pathway  

   

 The midwife explained to me that complication(s) may occur at any time during the pregnancy, labour, birth or the period 
after birth, and that my care pathway, in consultation with me, might change as a result 

   

 In partnership with me, the midwife explained that it may be necessary to change the place of birth from home to the 
maternity hospital at any stage should complications arise  

   

 The midwife provided me with written information regarding the home birth service, which, in my view, was accurate and 
unbiased and regardless of my financial means, class, ethnicity or sexual orientation 

   

 I gave the midwife the name of my GP, my expected date of delivery/LMP and the name of the maternity hospital at which I 
registered/booked 

   

 Following my application to access the home birth service, I was assessed and received written confirmation that I was 
suitable to have a home birth  

   

 I made an informed choice to have a planned home birth  
 

   

 Please add any comments you wish to make. 
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MY ANTENATAL CARE 

2 Quality indicator 
The midwife prepares a comprehensive plan of care in partnership with the woman and her partner/birthing partner.  
 

     
 Evidence/action YES NO N/A 
 The midwife prepared a plan of care for me in consultation with me and my birthing partner 

 
   

 I felt supported throughout my pregnancy by my midwife 
 

   

 In partnership with me at each antenatal visit the midwife assessed my suitability to have a home birth  
 

   

 I felt supported throughout my pregnancy by the Designated Midwifery Officer from the HSE 
 

   

 The midwife first visited me at the _____ week of my pregnancy  
 

_ _ _ 

 The midwife made a total of _____ antenatal visits after my decision to choose a home birth (approximately if you cannot 
remember) 

_ _ _ 

 My care included a labour and birth planning meeting by the 36th week of my pregnancy, including methods and birthing 
positions to promote normal labour and birth 

   

 Please add any comments you wish to make. 
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3 Quality indicator 
Where there is evidence that the woman’s maternity care pathway changes from supported to assisted or specialised during the antenatal 
period, the midwife discusses this with the woman and, in partnership with the woman, makes a referral to the appropriate health care 
professional(s). 

     
 Evidence YES NO N/A 
 Where there was a change of my care pathway, the midwife explained this to me and my partner/birthing partner   

 
   

 Where there was evidence that my care pathway might need to change, with my consent, the midwife referred me for 
assessment/review to an appropriate professional within the maternity services  

   

 The midwife discussed with me  the results of the assessment and any decision regarding the most appropriate pathway of 
care for me and my baby 

   

 Where the outcome of the assessment resulted in a shared decision with me to continue with the planned home birth, the 
midwife resumed responsibility for my care 

   

 In the event of complication(s) arising during my pregnancy, labour and birth or following the birth, in partnership with me, I 
gave my consent to have my care transferred to consultant-led care 

   

 Please add any comments you wish to make. 
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MY CARE DURING LABOUR AND CHILDBIRTH 

4 Quality indicator 
The midwifery care during labour and birth at home supports the progress of normal physiological labour and a positive birth experience for the 
woman. 
 

     
 Evidence YES NO N/A 
 The care provided by the midwife at home during my labour and birth assisted me have a positive experience of a normal 

labour and birth  
   

 While I was in labour, I was able to use whatever positions that I felt assisted me to cope with my labour  
 

   

 While I was in labour, in partnership with the midwife, I used methods to relieve my labour pain that did not involve pain-
relieving medicines. These methods included: ________________  ________________ ________________   

   

 While I was in labour, I and my birthing partner used methods to relieve my labour pain that did not involve pain relieving 
medicines. These methods included: ________________, ________________, ________________, ________________ 

   

 While I was in labour, with my consent, the midwife administered gas and air (entonox) or medicines to relieve my labour 
pain (Please specify below)  

   

 From my recollection, my labour lasted approximately _____ hours 
 

_ _ _ 

 After my baby was born, the midwife obtained my consent to undertake a perineal repair (stitches), if applicable 
 

   

 With my consent, the midwife weighed my baby and told me the birth weight  
 

   

 With my consent, the midwife examined my baby after s/he was born in the presence of myself and my partner/birthing 
partner  
 

   

 Where my baby needed support to breathe after birth, the midwife explained why this was necessary  
 

   

 Please add any comments you wish to make. 
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5 Quality indicator 
The midwife, in partnership with the woman, supports skin-to-skin contact and offers the mother support to infant feed.  
 

     
 Evidence/action YES NO N/A 
 With my consent, the midwife assisted me to hold my baby against my skin after it was born  

 
   

 With my consent, the midwife supported me to feed my baby within the first hour after it was born 
 

   

 The midwife supported my decision to choose the method of feeding my baby  
 

   

 Where I chose to breastfeed my baby, the midwife gave me support and advice on breastfeeding, such as: recognising 
when my baby was ready to feed; how to position and attach my baby to my breast; and how to know baby was getting 
enough milk 

   

 Where I chose to bottle feed my baby, the midwife gave me support and advice on artificial feeding, such as: sterilising the 
equipment; preparing feeds and how to feed using a feeding bottle  

   

 The midwife administered Vitamin K to my baby at birth after she had obtained my informed consent  
 

   

 The midwife remained with me and my baby until both she and I were satisfied that my baby and me were both stable  
 

   

 Please add any comments you wish to make. 
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6 Quality indicator 
In the event that the woman or baby needed to be transferred to the maternity hospital during pregnancy, labour or following birth period, in 
partnership with the woman, the midwife transferred the woman in an appropriate and timely manner.  
 

     
 Evidence/action YES NO N/A 
 The midwife discussed with me the specific reasons(s) for my transfer to hospital during pregnancy 

 
   

 The midwife discussed with me the specific reasons(s) for my transfer to hospital during birth 
 

   

 The midwife discussed with me the specific reasons(s) for my transfer to hospital following birth 
 

   

 The midwife discussed with me the specific reasons(s) for the transfer of my baby to hospital  
 

   

 I was transferred to the hospital by ambulance 
 

   

 My baby was transferred to the hospital by ambulance 
 

   

 When I was transferred home from the hospital, with my consent, the midwife resumed responsibility for my care 
 

   

 Please add any comments you wish to make. 
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MY CARE AFTER LABOUR AND CHILDBIRTH 

7 Quality indicator 
As part of the home birth service and in partnership with the woman, the midwife makes postnatal visits after the birth and up to 14 days after 
the birth. 
 

 Evidence/action YES NO N/A 
 With my consent, the midwife conducted an assessment of me and my newborn baby at each postnatal visit 

 
   

 The midwife informed me of the normal changes and emotional responses that I could expect in the days and weeks after 
my baby was born  

   

 The midwife provided me with information on care services beyond 14 days of the birth of my baby 
 

   

 The midwife provided me with information on services available should complications arise after 14 days 
 

   

 The midwife made her/his first visit to me on day _____ following the birth of my baby 
 

_ _ _ 

 The midwife made a total of _____  visits within 14 days of the birth of my baby 
 

_ _ _ 

 In addition to face-to-face assessments, the midwife telephoned me to discuss my progress, where necessary 
 

   

 I contacted the midwife for help within the first 14 days following the birth 
 

   

 The midwife was available to me when I made contact with her in the postnatal period 
 

   

 The midwife assessed my mental health following the birth of my baby (e.g. she asked me how I was feeling) 
 

   

 Please add any comments you wish to make. 
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8 Quality indicator 
With the woman’s consent, the midwife assesses the newborn and arranges for the appropriate care and management to be completed 
following the birth.  

     
 Evidence/action YES NO N/A 
 With my consent and in my presence, the midwife or another health care professional completed a thorough examination of 

my newborn baby within 72 hours of the birth  
   

 The midwife made a referral for a hearing test for my baby within the first week after my baby was born 
 

   

 With my consent, the midwife or another health care professional completed the heel prick blood test on my baby between 
72 and 120 hours after the birth  

   

 Please add any comments you wish to make. 
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9 Quality indicator 
While childbirth is a natural process, complications may arise during pregnancy, labour, birth and following birth that may impact on the 
woman's health and that of her baby. In the event of complications arising, the midwife discusses with the woman the option to have her 
maternal care transferred to a hospital. 

     
 Evidence YES NO N/A 
 In partnership with me, at each antenatal visit the midwife assessed my suitability to have a home birth  

 
   

 Where there was a potential complication(s) associated with the planned home birth, the midwife discussed this 
complication(s) with me 

   

 In the event of a complication(s) arising during my pregnancy, when giving birth or after the birth, I gave informed consent to 
have my care reviewed and/or transferred to consultant-led care in the maternity hospital 

   

 In the event of transfer to a maternity hospital and after complication(s) were resolved, I gave informed consent to have my 
care transferred back to the midwife 

   

 Where complication(s) arose, the midwife advised me that she discussed this with another health care professional. Please 
state the name of the other health professional here: ________________ 

   

 Please add any comments you wish to make. 
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 COMMENTS AND SUGGESTIONS 
Please feel free to write any additional comments that you wish to make about your home birth experience and the service that you received 
during pregnancy, labour and birth and after you baby was born. You may also wish to provide more general comments on home birth services 
in Ireland. Alternatively, you may choose to submit your comments to 'Your service your say' at: http://www.hse.ie/eng/services/feedback/  

  
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 

 

http://www.hse.ie/eng/services/feedback/
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