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1. Aim/Purpose of this Guideline 
1.1. Midwife led care should be offered to women with an uncomplicated pregnancy 

and routine involvement of obstetricians in the care of women with an 
uncomplicated pregnancy at scheduled times does not appear to improve 
perinatal outcomes compared with involving obstetricians when complications 
arise. (NICE 2008 CG62; Birth place study Hollowell, J. et al, 2011) 
 

1.2. Women should receive clear, unbiased advice and be able to choose where 
they would like their baby to be born (DOH, 2007), this should include a 
discussion regarding the choice of a home or community birth or alongside birth 
unit (Birth place study Hollowell, J. et al, 2011) Women who are at low risk of 
complications are suitable for giving birth in community settings (NICE 2014 
CG190).  Woman should feel that they can alter their decision about place of 
birth during pregnancy or early labour  

 
1.3. Inclusion/exclusion criteria should be used in conjunction with this guideline 

(Appendix A) 
 

1.4. This guideline is to: 

 Guide midwives in selecting the Lead Professional at booking 

 Assist midwives to provide evidence-based information so that women are 
well informed to be able to make choices for care including birth at 
home/community  

 Support women to consider the benefits and any risks to give birth in their 
chosen environment 

 Achieve the birth of a healthy infant without detriment to the well-being of the 
mother 

 Guide midwives in instance of born before attendance (BBA) 
 

1.5. This version supersedes any previous versions of this document. 
 

1.6. This guideline makes recommendations for women and people who are 
pregnant. For simplicity of language the guideline uses the term women 
throughout, but this should be taken to also include people who do not 
identify as women but who are pregnant, in labour and in the postnatal 
period. When discussing with a person who does not identify as a woman 
please ask them their preferred pronouns and then ensure this is clearly 
documented in their notes to inform all health care professionals  

 
 
 
 
 
 
 
 
 
 
 
 
 

 

Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation 

The Trust has a duty under the DPA18 to ensure that there is a valid legal basis to 
process personal and sensitive data. The legal basis for processing must be identified 
and documented before the processing begins. In many cases we may need consent; 
this must be explicit, informed and documented. We cannot rely on opt out, it must be 
opt in. 

DPA18 is applicable to all staff; this includes those working as contractors and providers 
of services. 

For more information about your obligations under the DPA18 please see the 
Information Use Framework Policy or contact the Information Governance Team  
rch-tr.infogov@nhs.net 

 
 

 

mailto:rch-tr.infogov@nhs.net
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2. The Guidance 
2.1. Scope 

This guideline is to be used by all midwives caring for women in the 
home/community setting. 

 
2.2. Roles and Responsibilities 

2.2.1.  All midwives must ensure competence at managing obstetric 
emergencies and have attended the Trust mandatory training and 
obstetric emergency training within the last 12 months (PROMPT and 
Maternity Update Day.) 
 

2.2.2. All midwives attending a homebirth must ensure they have all the 
equipment required as stated in the Community Midwives Equipment 
guideline. 

 
2.2.3. Midwives must contact Triage when attending a homebirth, giving 

address details and update them of progress when attending a 
homebirth. 

 
2.3. Clinical Content 

2.3.1. Choice of Lead Professional 

 To be discussed at booking 

 Low risk women should have midwife led care unless they request 
Obstetrician led pregnancy care 

 Inclusion and exclusion criteria for midwife led care are to be found in 
appendix 1  

 
2.3.2. Choice discussion 

 At booking the community midwife will discuss the ‘Choices in 
pregnancy and birth’ leaflet with the women (RCHT 1441). 

 All low risk women will be booked for community birth (home or birth 
unit) unless the woman choses otherwise. 

 Women with risk factors as identified in the booking risk assessment 
will be advised to deliver at Royal Cornwall Hospital. 

 Discussion should include the following (NICE 2014 CG190): 
 

2.3.2.1. For low risk nulliparous women: birth in a midwife led unit 
is suitable because the rate of interventions is lower and the 
outcome for the baby is no different compared with an 
obstetric unit. Planned birth at home is associated with a 
small increase of an adverse outcome for the baby. The rate 
of transfer to the obstetric unit is 36-45% 
 

2.3.2.2. For low risk multiparous women: birth at home or in a 
midwife led unit is suitable because the rate of interventions 
is lower and the outcome for the baby is no different 
compared with an obstetric unit. The rate of transfer to the 
obstetric unit is 9-13% 

 
2.3.3. Women who choose Home/ community birth against Midwifery 

Advice 
2.3.3.1. If a midwife assesses the type of care a woman is requesting 

could cause risk to her or her baby, then she should discuss 
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the woman’s wishes with her, providing detailed information 
relating to her requests, options for care, discussing and 
documenting any potential risks, so that the woman may 
make a fully informed decision.  
 

2.3.3.2. If a woman rejects advice the midwife should inform her line 
manager and arrangements should be made for a meeting 
with the woman, in order to agree a care plan, including any 
complex needs and risks. 

 
2.3.3.3. Following the meeting a birth notification proforma should be 

completed and sent to Delivery Suite alert file, DAU triage file 
and the relevant teams. 

 
2.3.4. Antenatal Care 

2.3.4.1. The Maternity Care Pathway for Low risk women will be 
followed. Any risk factors identified throughout the pregnancy 
will be referred to the relevant pathway. 

 
2.3.4.2. All women will have a named midwife, contact telephone 

numbers. They will also have a 24 hour contact numbers for 
the on call midwife for urgent contact. 

 
2.3.4.3. Antenatal education will be offered as part of routine 

antenatal care. 
 

2.3.5. At 36 weeks of gestation 
The team midwife will arrange a home visit to: 

 Review the home environment, social circumstances and support 
network. 

 Complete the Homebirth Environmental Assessment Form, 
document any risk factors and manage appropriately (appendix B) 

 Complete a Notification of Planned Home Birth and email this to each 
team member. (Appendix C)  This will include directions if the 
property is difficult to find.  (NB it is each midwife’s responsibility to 
familiarise herself with the area in which the woman lives in order to 
ensure that she can locate the woman when in labour). 

 Explanation should be given regarding the midwifery on-call system 
for day and night. Ensure that the woman and her family are aware 
how to contact a midwife when in labour. 

 Give the woman the list of suggested Items for a Homebirth 
(Appendix D). 

 Women should be made aware that there are occasions when they 
may be asked to change their place of birth from home to one of the 
standalone birth centres or hospital at times of very high activity.  

 
2.3.6. Intrapartum Care 

Women in labour will contact the midwife via Royal Cornwall Hospital 
switchboard on 01872 258000 out of hours, all calls will be triaged by a 
midwife at Royal Cornwall Hospital prior to calling the local community 
midwife. 
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2.3.7. Risk assessment 
2.3.7.1. The midwife must perform a detailed examination and history 

to ascertain risk factors which may suggest that transfer to 
the Maternity Unit is advised. All findings must be 
documented in the patient records.  
 

2.3.7.2. A MEOWS score should be performed. 
 

2.3.7.3. If the midwife leaves the house after initial assessment has 
been carried out, she must; 

 leave details with the woman of how she can be contacted 

 inform Triage 
 

2.3.7.4. However, once labour is established the midwife should not 
leave the house. 

 
NB: If the pregnancy is ‘high risk’ and the woman is labouring 
at home against medical / midwifery advice - the midwife 
must ensure that; 

 a second midwife is available 

 the midwife co-ordinating labour ward is aware of the 
labour so that advice will be available if required 

 the Midwifery Manager is informed 
 

2.3.7.5. The following Maternity Services guidelines should be 
followed: 

 Guideline for the Care of Women in Labour  

 Intermittent Auscultation of the Fetal Heart  

 Guideline for the Management of a Baby with Meconium  

 Maternal Transfer by Ambulance 
 

2.3.8. Third Stage Management 
2.3.8.1.  Midwives should be competent in both the active and 

physiological management of the third stage of labour. 
Women should be informed of the benefits and risks of active 
and physiological management of the third stage of labour. 
 

2.3.8.2. Delayed cord clamping of at least one minute should be done 
unless there is a need for urgent resuscitation. Where active 
management is chosen; the cord should be clamped by 3 
minutes as per RCHT clinical guideline 

 
2.3.9. Perineal Trauma 

2.3.9.1. The ‘Guideline for the Management of Perineal Trauma’ 
should be followed. Assessment of trauma to the perineum 
must be carried out using adequate lighting. Advise women 
sustaining first degree trauma that the wound should be 
sutured unless the skin edges are well opposed. In second 
degree trauma, women should be advised that the muscle 
should be sutured to improve healing. (NICE 2014).  
 

2.3.9.2. Where a possible third degree tear is noted arrangements 
must be made to transfer into hospital for medical opinion. 
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2.3.10. Postnatal Care 

2.3.10.1. The midwife should stay with the mother and baby for a 
minimum of 2 hours following completion of third stage and 
she is confident of their safety and well-being. Offer care as 
documented in Maternity Care Pathway for Postnatal Care. 
 

2.3.10.2. At one hour postnatal and neonatal observations should be 
documented on the MEOWS and NEWS chart. 

 
2.3.10.3. When the midwife leaves she must ensure that the family 

has appropriate contact telephone numbers. 
 

2.3.10.4. Ensure all equipment and other items are returned to the 
midwife base and disposed of correctly. The placenta should 
be placed in a yellow placenta bucket. 

 
2.3.10.5. The community midwife must telephone the mother the next 

day or sooner if appropriate. Individualised post-natal care 
can be planned with the woman.  

 
2.3.10.6. Arrange for the examination of the newborn to be undertaken 

by an appropriately trained person within 72 hours of birth 
(Refer to Examination of the Newborn Guideline) 

 
2.3.10.7. Complete Red Child Health Record and give information 

leaflets including bounty pack, as per Maternity Care 
Pathway for Postnatal Care.  

 
2.3.10.8. Please ensure the family complete a Friends and Family 

survey for Birth. 
 

2.3.11. Reasons for transfer to Hospital 
2.3.11.1. Any deviation from the normal should be assessed and a 

management plan documented. 
 

2.3.11.2. All observations should be recorded on a MEOWS chart a 
score of ≥ 5 or a score of 3 in one parameter should indicate 
a need for transfer at any stage in labour. 

 
2.3.11.3. If transfer to hospital is deemed necessary the midwife 

should discuss reasons with the woman and ensure prompt 
and safe transfer.  

 
2.3.11.4. Review the patient within 30 minutes of admission to delivery 

Suite. If the obstetric team are unavailable, it must be clearly 
documented in the notes why and when a review is 
expected. The co-ordinator should review the patient to 
assess the urgency. If a Dr is required urgently, immediate 
escalation to the Obstetric Consultant on call should take 
place. Until the review happens the co-ordinator should be 
kept up to date with any changes (New 2019). 
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2.3.11.5. The following are reasons for transfer to hospital. Other 
potential reasons for transfer may occur and where there is 
any uncertainty the midwife should discuss with team 
leader/delivery suite co-ordinator;  

 Abnormality of FH detected: Abnormal baseline, rising 
baseline, presence of decelerations 

 Meconium Stained Liquor: consideration should be given 
to the woman’s parity and stage of labour, volume of liquor 
and amount and type of meconium, and the fetal heart 
rate and transfer time 

 Delay in labour necessitating augmentation (Delay 1st 
stage less than 2 cm four hours 2nd stage Nulliparous if 
delivery has not occurred within 2 hours at active second 
stage Multiparous if delivery has not occurred within 1 
hour of the active second stage. NICE 2014 CG190 2014 
last up dated February 2017). Consideration must be 
given to transfer time. 

 Temperature:  A maternal pyrexia of 38° centigrade, once, 
or 37.5° centigrade on 2 occasions, 2 hours apart. 

 Hypertension: Developing maternal hypertension 
(hypertension: either systolic blood pressure of 140 mmHg 
or more or diastolic blood pressure of 90 mmHg or more 
on 2 consecutive readings taken 30 minutes apart; 
measured between contractions. (NICE 2014 CG190 2014 
last up dated February 2017). 

 Maternal request for additional analgesia  

 Obstetric emergency e.g. antepartum haemorrhage, 
postpartum haemorrhage, hypertension, eclampsia 

 Cord presentation, cord prolapse, shoulder dystocia 

 Malpresentation / malposition 

 Retained placenta 

 Neonatal complications e.g. grunting, low Apgar’s, 
consistent hypothermia, need for any resuscitation, 
abnormal NEWS  

 Third / Fourth degree tear / complicated perineal trauma 
for suturing 

 Any other concern over maternal or fetal wellbeing 

 This list is not exhaustive 

 
2.3.11.6. When a decision is made to transfer a woman in from a 

homebirth  to the hospital maternity unit, the following 
procedures should be followed (see maternal ambulance 
transfer guideline, RCHT) 
 

2.3.11.7. Call 999 and ask for an ambulance for a transfer from home 
to hospital. In an emergency, the midwife should ask for a 
PURPLE response. Inform delivery suite co-ordinator. 
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2.3.11.8. If the woman is refusing to transfer against advice, the 
Delivery Suite Team leader should be informed. 

 
2.3.11.9. Document the time of decision, time of calls and discussions 

made with the woman, labour ward and ambulance service 
and reasons for transfer on the maternal transfer sheet 
(RCHT Maternal ambulance transfer guideline) including 
SBARD sticker. 

 
2.3.11.10. Accompany woman in ambulance to hospital 

 
2.3.11.11. The transferring midwife should give a verbal handover to the 

hospital midwife receiving the woman. The handover must be 
documented in the maternal records. 

 
2.3.11.12. Delivery suite co-ordinator will inform obstetric and/or 

neonatal teams of maternal transfer, as appropriate. 
 

2.3.12. Documentation following transfer to hospital 
2.3.12.1. The accompanying midwife is responsible for ensuring that 

the antenatal, intrapartum and postnatal notes accompany 
the woman and are completed accurately. In an emergency 
situation it is not always possible to complete them 
contemporaneously, however, the community midwife must 
ensure that they are completed prior to leaving the woman. 
 

2.3.12.2. The community midwife is also responsible for completing a 
Datix entry as transfer to hospital from home or birthing unit 
birth is a trigger for a reportable incident. 

 
2.3.12.3. Complete Notification of outcome of booked homebirth 

(Appendix E) and return to Community Team Leaders 
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3. Monitoring compliance and effectiveness  
Element to be 
monitored 

Compliance of guideline 

Lead Community Matron 

Tool Appendix 8. Guideline Audit Tool Template 

Frequency Once in the lifetime of the guideline. Earlier if indicated through 
Patient Safety 

Reporting 
arrangements 

Maternity forum 

Acting on 
recommendations  
and Lead(s) 

 Any deficiencies identified will be discussed at the maternity Patient 
Safety management and clinical audit forum and an action plan 
developed 

 An action plan lead will be identified and a time frame for the action 

 The action plan will be monitored by the maternity Patient Safety 
management and clinical audit forum 

Change in 
practice and 
lessons to be 
shared 

 Required changes to practice will be identified and actioned within a 
time frame agreed on the action plan 

 A lead member of the forum will be identified to take each change 
forward where appropriate. 

 The results will be distributed to all staff through the Patient Safety 
management newsletter/audit forum as per the action plan 

 
4. Equality and Diversity  

4.1. This document complies with the Royal Cornwall Hospitals NHS Trust 
service Equality and Diversity statement which can be found in the 'Equality, 
Inclusion & Human Rights Policy' or the Equality and Diversity website. 
 

4.2. Equality Impact Assessment 
The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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Trudie Roberts, Community Matron 
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Guideline to support midwives when booking and 
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and community birth. 
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Appendix 2. Equality Impact Assessment 
 

 
 
 
 
 
 

Section 1: Equality Impact Assessment Form 

Name of the strategy / policy /proposal / service function to be assessed 
Midwifery Led Pregnancy Care and Community Birth Clinical Guideline V2.0 
 

Directorate and service area: 
Obs & Gynae Directorate 

Is this a new or existing Policy? 
Existing 

Name of individual/group completing EIA 
Trudie Roberts 

Contact details: 
01872 252684 

1. Policy Aim 
Who is the 
strategy / policy / 
proposal / service 
function aimed at? 

To ensure safe, appropriate care of women with low risk pregnancy 

2. Policy Objectives To support midwives when booking low risk women in pregnancy and 
caring for those women in labour in the community setting. . 

3. Policy Intended 
Outcomes 

Safe risk assessment of women suitable for midwife only 

4. How will 
you measure 
the outcome? 

Compliance monitoring tool 

5. Who is intended 
to benefit from the 
policy? 

All women in low risk pregnancy 

6a). Who did you 
consult with? 

 
 
b). Please list any 
groups who have 
been consulted 
about this procedure. 

Workforce  Patients  
Local 
groups 

External 
organisations 

Other  

X     

Please record specific names of groups: 
Clinical Guideline Group 
Obstetrics and Gynaecology Directorate 

 

c). What was the 
outcome of the 
consultation? 
 
 
 
 
 
 

 
Guideline agreed. 
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7. The Impact 
Please complete the following table.  If you are unsure/don’t know if there is a negative impact 
you need to repeat the consultation step. 
Are there concerns that the policy could have a positive/negative impact on: 

Protected 
Characteristic 

Yes No Unsure Rationale for Assessment / Existing Evidence 

Age 
 X   

Sex (male, female 
non-binary, asexual 
etc.)  

 X   

Gender 
reassignment  X   

Race/ethnic 
communities 
/groups 

 X   

Disability  
(learning disability, 
physical disability, 
sensory impairment, 
mental health 
problems and some 
long term health 
conditions) 

 X  
A risk assessment will be made if the disability 
impacts on safety for a community or home birth 
setting 

Religion/ 
other beliefs  X   

Marriage and civil 
partnership  X   

Pregnancy and 
maternity  X   

Sexual orientation 
(bisexual, gay, 

heterosexual, lesbian) 
 X   

If all characteristics are ticked ‘no’, and this is not a major working or service 
change, you can end the assessment here as long as you have a robust rationale 
in place. 

I am confident that section 2 of this EIA does not need completing as there are no highlighted 
risks of negative impact occurring because of this policy. 
 

Name of person confirming result of initial 
impact assessment: 

Trudie Roberts 

If you have ticked ‘yes’ to any characteristic above OR this is a major working or 
service change, you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 
 
For guidance please refer to the Equality Impact Assessments Policy (available 
from the document library) or contact the Human Rights, Equality and Inclusion 
Lead debby.lewis@nhs.net 

 
 
 

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
mailto:debby.lewis@nhs.net
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Appendix 3. Midwifery Led Pregnancy Care and Community 
Birth Criteria 
 
Introduction 
The midwife at booking is responsible for identifying which women are suitable for 
midwifery led care (MLC) by performing a comprehensive risk assessment.  Risk 
assessments are subsequently performed at each antenatal visit. The aim of the risk 
assessment process is to identify women who may have risk factors, which may adversely 
affect pregnancy outcomes.  However, risks cannot be reliably and objectively quantified in 
terms of likely occurrence of specific adverse outcomes.  Many women labelled as high 
risk will not experience the adverse outcome for which they have been assessed to be at 
risk, conversely many women experiencing adverse outcomes have previously identified 
as low risk.  Therefore women selected for MLC should have general good health and an 
uncomplicated medical and obstetric history. 
 
The following criteria have been agreed to guide practice within the Trust: 
Inclusion Criteria: 
Full term (37th to 40+12 days pregnant) 
Singleton pregnancy 
Cephalic presentation 
Spontaneous onset of labour 
An uncomplicated pregnancy, medical and obstetric history (see exclusion criteria) 
Women who are having their 1st, 2nd, 3rd, 4th or 5th baby without previous complications or 
where recurrence of a complication would not be anticipated.   
Age – 16 to 40 years 
Weight – Body mass index 18 - 35 
 
Exclusion criteria: 
 
Women with the following conditions require booking for consultant-led care and delivery 
in a consultant unit. Please note this is not an exhaustive list and if you have concerns 
liaise with consultant obstetrician. 
 
Not all women who require booking under Obstetrician led care need to give birth at the 
obstetric unit. Conditions in parenthesis e.g [Fibroids] may be suitable for a community 
birth and this should be assessed, discussed and documented at an obstetric clinic 
appointment 
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Exclusion- Medical History: 

 
Respiratory: 
 

 Asthma: severe attack 
requiring 
nebuliser/steroids in 
previous 12 months  

 Cystic Fibrosis 
 
Haematological: 
 

 [Haemoglobinopathies] 

 Previous P.E. or DVT 

 Von Willebrands 
disease/other thrombotic 
disorders 

 ITP (current or previous 
pregnancy) or other 
platelet disorders 

 
Gastro-intestinal: 
 

 [Liver disease] 

 [Crohn’s 
disease/ulcerative colitis] 

 [Severe Hyperemesis] 

 [Coeliac Disease] 

 [Major surgery] 
 
Immune: 
 

 Rheumatoid arthritis 

 Systemic lupus 
erythematous 

 Connective tissue 
disease e.g., Marfan’s 
syndrome 

 

 
Neurological 
 

 Epilepsy 

 Neurological disease 

 Myasthenia gravis 

 Previous CVA 
 
Endocrine: 

 

 [Thyroid disease] 

 Diabetes 

 Other significant 
disorders e.g., 
Cushing’s disease 

 
Renal: 
 

 [Renal disease/renal 
abnormality] 

 [Recurrent UTI 
infections needing 
prophylactic 
antibiotics] 

 
Psychiatric history: 
 

 Previous puerperal 
psychosis 

 Severe and enduring 
mental health 
problems 

 History of attempted 
suicide 

 Current history of 
substance and alcohol 
abuse 

 Child protection 
concerns or 
vulnerable adults. 

 
Cardiovascular: 
 

 Known cardiac 
disease/congenital 
heart abnormality 

 Hypersensitive 
disorders 

 
Anaesthetic Risk: 

 

 Known airway 
problem 

 
Current Infective: 
 

 TB 

 HIV positive 

 Toxoplasmosis 

 Chickenpox 

 Genital Herpes 

 Hepatitis C and B 

 Group B 
streptococcus 

Exclusions- Gynaecological history: 
 

 Previous major gynaecological i.e., Myomectomy,  

 Hysterotomy 

 Uterine/vaginal abnormality 

 [Recurrent TOP’s (3 or more)] 

 [Fibroids] 

 [Cervical loop excision] 
 
 

Exclusions- Obstetric history: 
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Complications in previous pregnancy: 
 

 Uterine rupture 

 Previous CS 

 Previous abruption 

 [Stillbirth/neonatal death] 

 [Previous pre-term labour] 

 [Previous obstetric cholestasis] 

 [Previous acute fatty liver disease] 

 [Severe early onset pre-eclampsia] 

  [Complicated instrumental delivery]:  

 [Primary PPH > 500ml]  

 [Retained placenta] 

 [Previous 3rd/4th degree tear] 

 [Previous should dystocia] 

 [Previous baby of <2.5kg/>4.5kg] 

 [3 or more previous, consecutive, spontaneous abortions and no subsequent NVD] 
 

Exclusions- Current Pregnancy: 
 

 Atypical antibodies that risk haemolytic disease of newborn 

 Haemoglobin of less than 90g/l at term  

 APH/placental abruption 

 Placenta praevia 

 Unstable lie 

 Multiple pregnancy 

 SGA (<10th customised centile) 

 Ultrasound diagnosed oligo- or polyhydramnios 

 Treatment with low molecular weight heparin 

 Suspected thrombo-embolism 

 Hypertension >140/90 

 Pre-eclampsia 

 Gestational diabetes 

 Obstetric cholestasis 

 Current history of drug/alcohol abuse 

 BMI of less than 18 or greater than 35 

 History of domestic violence with current partner 

 Induction of labour 

 Post maturity (40 + 12 days) 

 Prolonged rupture of membranes (greater than 48 hours) 
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Appendix 4 
Environmental Risk Assessment for Home Birth 
The maternity services wish to support you in your 
choice of place of birth, but there may be times when 
the place in you wish to birth is not suitable or that 
small changes (such as moving furniture) may be 
required.  
The midwife will undertake this risk assessment of your home and advise you accordingly.  

Location 
 

Rationale Tick if suitable or list 
Changes recommended 

Access to property 
suitable for emergency 
vehicle and has phone 

signal? 
 

We should not plan a home 
birth without access to 
emergency services. 

 

House clearly 
signposted or 
identifiable? 

 

May require an identifiable 
feature on the gatepost i.e. 
balloons, fluorescent jacket. 

 

Parking nearby?  
 

The midwife will need to deliver 
her home birth kit and should 
not be walking alone at night. 

 

 

If an apartment, is there 
safe access for the 

midwife? 

Does the lone midwife at night 
run the risk of contact that may 

compromise her safety? 
I.e. outside a bar, groups of 

youths in the lobby. 

 

Birth room   

Spacious enough room 
to accommodate staff 

and birth partners? 
 

Need to consider birth partners, 
2 midwives and possible 

ambulance crew at any one 
time. 

May need to move furniture to 
another room. 

 

 

Room for resuscitation 
equipment?  

 

Flat surface on floor or table top 
required 

 

Suitable planned birth 
space? 

Bed, couch, floor pads, pool 
suitable 

A bath is not suitable due to the 
midwife position required may 

lead to back injury. 
 

 

Access to sides/ foot of 
the bed/pool? 

 

To prevent the MW leaning over 
and risking a strain injury; to 

allow easy access to get in and 
out of the bed/pool with ease. 

 

 

If upstairs, are the stairs 
suitable for emergency 
evacuation on a chair? 

No sharp bends, not too narrow 
or steep. 

May need to move obstructing 

 

Apply ID label here 
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ornaments etc. 
 

If birthing pool, is the 
floor strong enough to 

take the weight? 

The homeowner/tenant should 
ensure that the pool is on a solid 

ground floor or that the 
floorboards will take the weight 

of the filled pool and all 
attendants 

 
 

 
 
 
 

If birthing pool, is the 
position away from 
nearby electrical 

sockets? 

To prevent electrocution  
 
 
 

If birthing pool, can this 
be easily filled, 

emptied? 

The parents will take 
responsibility for filling, 

maintaining the temp of the pool 
and emptying. Position of the 

taps may need to be considered 
and advice given. 

 

 

Adequate lighting? Torch/angle poise for suturing. 
Adequate wattage bulb in 

overhead light. 
 

 

 
Once the risk assessment is complete, the midwife will discuss any changes required with 
you and you will both agree your place of birth. 
Safety for you and your baby are very important to us and we expect you will support us 
and accept any recommendations made.  
 
I have undertaken a home birth risk assessment on ________________ (date) and 
deemed the premises suitable/not suitable (delete as appropriate) for a home birth. 
I have recommended the following 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

 
Signed  
______________________________________MIDWIFE         
____________________DATE 
Signed ________________________________Mother to be: 
____________________DATE 
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Appendix 5 
RCHT Team Notification of Planned Home Birth. 

EDD  Cr NUMBER  

Name  Blood group  

Address 
 
 

 Latest HB  

Phone  Numbers 
 

 Parity  

Named Midwife 
 

 GP  

Midwife Base  Home risk 
assessment done? 

 

 
Details, including directions to property. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Completed by________________________________Date______________ 
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Appendix 6. Suggested Items for a Homebirth Supplied by 
Woman 

 
(to be discussed with and given to woman at 36 week home assessment visit) 

 
 

· Towels - to dry and wrap baby 
· Plastic covering for bed/floor 
· Clothes ready for baby warmed and near at hand 

o Vest 
o Baby grow, nappies 
o Blankets 
o Hat 

 
For Mum 
· Breastfeeding bra 
· Sanitary towels 
· Old pants/paper pants are useful 
· Packed overnight bag (in case of transfer to hospital) 
 
For Midwife 
· Any soap in dispensable container 
· Towel for hand drying 
· Disposable black bag is useful 
· Torch and mirror is useful during the birth 
 
After the birth 
· You will need to register your baby within 6 weeks of the birth 
· You will receive an appointment to have your baby’s hearing tested within a month of the 

Birth 
 
 

 
 
 

Please note the midwives in the area do their utmost at all times to facilitate 
homebirth. 

 
However, in extreme circumstances when there is increased demand on the service 
it may not always be possible to provide this facility and we would then advise you 

to birth your baby in hospital 
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Appendix 7. Notification of Outcome of Booked Homebirth 
 

When a woman decides to have a homebirth, please place this form in her antenatal 
notes 

 
Please complete this form when 

 
A woman is transferred to hospital in labour or postnatally to hospital 

 
 

When completed - return to: Community Team Leaders 
 

Woman’s ID Sticker 
 
 
Name 
Address 
Tel. No. 
CR No.                    NHS No. 
 
EDD 
 
Parity: 
 
Additional information:     
 
 
 
 
 
Birth Details 
 
 
Place of birth _________________________ Date & time 
__________________________ 
 
 
 
 
Outcome: 
 
 
 
 
 
Reason for change of birth venue (if homebirth not achieved) 
 
 
Was this woman transferred in labour/postnatally to hospital? (please circle correct 
response) 
      Name of professional 
Signature ....................................................... printed name/stamp ...................................... 
Date ..........................................................  
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Appendix 8. Monitoring Compliance and Effectiveness 
 
Guideline Audit Tool 

 

 

    

 

Applicable Guideline Midwifery led pregnancy care and 
community birth clinical guideline 
V.1.3 
November 2017 

Audit Register Number (For audit use) 

Process Retrospective 

Audit Date (For audit use) 

Auditor (For audit use) 

 Audit Questions 

1 If choosing a home birth against medical advice was their care escalated to a line 
manager? 

2 Was a 36 week risk assessment of the property performed  

3 Was a full risk assessment of the pregnancy and labour done on arrival? (Were 
there any risk factors prompting transfer?) 

4 Was a full MEOWS performed? 

5 If a high risk labour at home was the second midwife, midwifery co-ordinator and 
midwifery manager informed? 

7 Did the midwife stay for a minimum of 2 hours following completion of the third stage? 

8 Was the MEOWS chart completed 1hour post-delivery? 

9 Was the NEWS chart completed 1 hour post-delivery? 

10 Was telephone contact made within 24 hours? 

11 Was a NIPE check organised for <72hours after birth? 

 Audit Questions if transfer required 

12 If MEOWS ≥ 5 or a score of 3 in any parameter was the woman advised to transfer to 
delivery suite? 

13 Were any other indicators to transfer in noted? (abnormality in FH, Meconium stained 
liquor, delay in progression, developing maternal hypertension, maternal request, 
obstetric emergency, retained placenta, neonatal complications etc.) 

14 Was time and reason for transfer noted? 
15 SBARD sticker used for handover of care? 

16 Co-ordinator aware of transfer and reasons? 

17 Was the DATIX completed by the community midwife transferring the woman/ neonate 
in? 

18 If the woman was transferred in from the community were they assessed on delivery 
suite within 30 minutes of arrival? 


