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THE SAFETY OF FREE-STANDING MIDWIFERY UNITS 

A paper produced for the CHC 

 

Introduction 

Interest in midwifery units for low risk cases is based on an enhanced experience for the 

mother, reduced costs to the health authority, evidence that larger central obstetric units give 

better results (so smaller ones can be replaced by them), and evidence that morbidity and 

mortality of low risk cases is no greater than in obstetric units. 

names suggest, an AMU is situated on the site of (or in the same building as) a hospital with 

obstetric facilities, whereas a FMU is not; transfer of the patient, if required, needs an 

ambulance or private car. 

In England approximately 2% of births take place in FMU’s, compared with 3% in AMU’s and 

2.8% at home i.  In Scotland, the figure for FMU’s is 2.9%  ii, no doubt because of the more rural 

nature of that country, and in Wales higher still - 3.5% iii, even though probably Wales overall is 

less rural than Scotland (because of the Scottish islands).  In all three countries, about a fifth 

of mothers in FMU’s will end up being transferred to an obstetric unit. 

If Withybush Hospital were to lose its Obstetric service and a FMU established there instead, 

the above figures suggest that the number of births would be reduced from the current 1300 

to approximately 45 per year.  So, before even considering safety, it seems doubtful that such 

a unit could be sustained, with only one delivery every eight days. 

In any case there is concern that if a FMU is too ‘free-standing’, i.e. too far away from help, 

then safety may be compromised.  If it is, then what is the limit that should be set of distance, 

travel time, and/or transport facilities?  Additionally there are the factors of inconvenience, 

distress, increased travel time and costs for patient and family should a transfer be required. 

I have reviewed the recent literature in an attempt to answer the safety question for Withybush 

Hospital, Haverfordwest.  If the obstetric service there was replaced by a midwife-only service 

(thus converting the service into a FMU), would that be safe, taking into account that the 

nearest obstetric unit would be 33 miles away in Carmarthen? 

Midwifery units are of two main types, ‘alongside’ (AMU) and ‘free-standing’ (FMU).  As the 

http://www.bmj.com/highwire/filestream/545014/field_highwire_article_pdf/0/bmj.d7400.full.pdf
http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=d3067255-c309-4e72-ad83-be9322f05ffb&version=-1
http://awps.cf.ac.uk/files/2013/11/AWPS-Annual-Report-2012.pdf
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Summary 

Following a review of the literature, I am left in no doubt that 

• The evidence is not adequate to confirm the safety of FMU’s, especially since the Welsh 

figures for FMU’s already give some cause for concern. 

• Transfer time is, surprisingly, poorly documented apart from a Scottish audit and a large 

Dutch study that showed worse outcomes when drive time is more than 20 minutes. 

• The limited information available suggests that the transfer time between Withybush and 

Glangwili is greater than those in England and Western Europe, with the exception of 

Scotland. 

• Though transfer times in Scotland are probably greater than they would be from Withybush to 

Glangwili, the limited data available for Scottish FMU’s shows no significant difference in 

perinatal mortality from that in Wales. 

• However the perinatal mortality for intended FMU delivery in Wales (3.6 per 1000 registrable 

births) is highly significantly greater than that for England (0.85 per 1000), and also for 

certain countries in Western Europe. 

• The closure of consultant obstetrics at Withybush, and the formation of a FMU there, would 

therefore be at best an experiment with inadequate evidence to support it, and at worst, 

dangerous. 

• It is likely that mothers after discussion with their medical attendants and consideration of 

the above factors, would decide to favour an obstetric unit rather than a FMU at such a great 

distance from the nearest OU. 

• Failure and closure of the unit would therefore be likely. 

• Obstetric inadequacy would extend to gynaecological inadequacy.  The ability of Withybush to 

save the lives of acute obstetric and gynaecological emergencies, whether of locals or 

amongst the large numbers of visitors experienced in Pembrokeshire, a popular holiday area, 

would be impaired. 

• These comments consider only safety. 

• The factors of disutility, inconvenience, distress and cost to patients and their families will 

also need considering.  Finally there will be some mothers who simply want their child to be 

born in their home county, in order to be identified with it for the rest of their lives.  They 

may be denied this opportunity. 
 

The available information 

I was able to find only two reasonably rigorous studies – one from England i and one from 

Denmark iv.  Additionally there is detailed relevant information in the All Wales Perinatal Survey 
iii, a Scottish audit  v, an ‘Evidence note’ from Scotland ii, advice from NICE vi and NHS Choices vii, 

and a newspaper article viii.  A Cochrane review revealed nothing about FMU’s.  It addressed 

only “hospital-based alternative settings” ix 1. 

                                                   
1  Addendum February 2013.  Since this article was prepared another Cochrane Review has come to light, and 
was referred to by the Health Minister in his announcements of January 21st 2014.  It can be found at 
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004667.pub3/abstract.  However, this also does 
not deal with FMUs (“No trials included models of care that offered out of hospital birth”). 

http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004667.pub3/abstract
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Description and critique of the information 

The English study was published in November 2011 and is called the ‘Birthplace in England 

national prospective cohort study’ i.  This is an ongoing project by the National Perinatal 

Epidemiology Unit which has the contract for the maternity and newborn programme awarded 

by the NHS National Patient Safety Agency since April 2011.  It therefore appears to be the 

official ‘voice’ of the NHS on this topic. 

64538 low risk women were studied for the occurrence of a so-called ‘primary outcome’, 

defined as at least one of a death or a number of specified complications.  The authors 

pointed out that each individual event is so rare that it would have needed many more patients 

to identify significant differences in any one of them, hence their use of the ‘primary outcome’ 

method.  250 ‘primary outcomes’ occurred and the only significant difference identified 

overall was that nulliparous women at home had a greater chance of a primary outcome event.  

However, the authors recognized that lowish response rates and numbers might have 

obscured other differences.  Only 74% of the units studied had completed 85% of the data 

required, or in other words up to a third of the data was missing.  When they restricted their 

analysis to the 74% of units that had 85% complete data (thus improving the reliability of the 

data, though decreasing the number analysed) they found another difference: that nulliparous 

women also had a greater chance of a primary outcome in FMU’s. 

The rates of transfer to an obstetric unit were overall 21.9% from FMU’s (36.3% for nulliparous 

and 9.4% for multiparous women).  However, interventions such as forceps delivery, suture of 

tears or blood transfusion were lower in all the non-obstetric settings. 

The authors concluded that their results supported a policy of ‘offering healthy women with 

low risk pregnancies a choice of birth setting.’. 

I found several problems with this paper.  Some of these were described in a Telegraph article 

of 28th April 2012 (see below). 

1 As described above, up to a third of the data on their patients was missing.  This has to 

cast doubt on the validity of the findings.  How does the reader know that the missing 

data does not include significant complications in the non-obstetric birthplaces?  It is very 

easy to suppress or ‘forget’ the entry of such information into audit forms. 

2 As acknowledged by the authors, the number of patients is too small to identify 

significant differences in individual complications, owing to the rarity of each of them.  By 

way of comparison, papers that were cited by the Scrutiny Panel x described study 

populations from over a quarter of a million to over half a million, i.e. from over three and 

a half to over seven times the size of the Birthplace study. 

3 Additionally some complications were not included, such as intra-ventricular 

haemorrhage, which is known to be a particular risk of ex-utero transfer of sick neonates 
xi.  This is surprising and introduces the possibility that such complications were 

completely missed, and may have occurred more commonly in non-obstetric birthplaces. 

http://www.bmj.com/highwire/filestream/545014/field_highwire_article_pdf/0/bmj.d7400.full.pdf
https://www.npeu.ox.ac.uk/
https://www.npeu.ox.ac.uk/
http://www.bmj.com/highwire/filestream/577201/field_highwire_article_pdf/0/bmj.e2105.full.pdf
http://www.senedd.assemblywales.org/documents/s21388/September%202013%20Report%20-%20The%20Scrutiny%20Panel%20Report%20on%20Proposed%20Service%20Change%20Proposals%20at%20Glangwili%20.pdf
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4 There is no attempt to quantify the severity of the complications.  Therefore the reader 

does not know whether one group may have had certain ones more severely, perhaps with 

long-term consequences not experienced in the others.  For example, if a baby suffers 

lack of oxygen to the brain, the likelihood of lifelong consequences increases with delay 

in accessing treatment.  Yet the study would simply record an episode of brain hypoxia as 

either present, in which case there would be a ‘primary outcome’, or absent. 

5 Surprisingly, mortality is not specified.  This was highlighted in a report in the Telegraph 

of 28th April 2012 viii.  Actually, these details can be found in supplementary informatiion 

on the BMJ website xii.  Several presidents of professional groups had signed a letter 

asking why they occurred.  Were the causes different in different birthplaces?  There were 

32 neonatal deaths, and twenty of them followed births at home or in FMU’s (9 were 

stillbirths or early neonatal deaths, i.e. perinatal ones, in FMU’s).  Looking at the tables in 

the article (28,122 births at home or in FMU’s and 19706 in obstetric units), this is not a 

significant difference.  I do not regard this as reassuring, however, because (as asserted 

in the Scottish review described below), 350,000 patients would be required to detect a 

15% difference between units.  There are under 70,000 in this study. 

6 Even more surprisingly, and perhaps the most important point from our local point of 

view, there is no mention of distances or travel times.  Evidently (according to the Scottish 

review already mentioned) there is supplementary information indicating that the average 

was 35 minutes.  It is surprising that there is no detail on this, because the need to travel 

is known to be a factor that makes sick neonates sicker.  This has been referred to in 

work from the unit of Professor Modi xi, one of the members of the Scrutiny Panel, and in 

work from Holland showing an increase in perinatal mortality associated with travel times 

of more than twenty minutes xiii (cited by Ruth Howells). Finally, the President of the Royal 

College of Paediatrics and Child Health was reported as saying that, though many 

paediatric units should be closed, those more than 30 miles from the nearest one should 

not xiv. 

http://www.telegraph.co.uk/health/healthnews/9230948/Fears-women-could-be-forced-to-give-birth-without-doctors-campaign-group.html
http://www.bmj.com/content/suppl/2011/11/23/bmj.d7400.DC1/brop000175.w1_default.pdf
http://www.bmj.com/highwire/filestream/577201/field_highwire_article_pdf/0/bmj.e2105.full.pdf
http://www.telegraph.co.uk/health/children_shealth/9781663/Children-will-die-without-ward-closures-doctor-warns.html
http://www.bjog.org/details/news/886657/Travel_timhttp://www.bjog.org/details/news/886657/Travel_time_from_home_to_hospital_and_adverse_perinatal_outcomes.html
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The Danish study is a much smaller one, also published in 2011 iv.  839 low-risk patient 

intending FMU birth (at one of two units) were compared with 839 matched controls in two 

obstetric units (OU). No differences were found in mortality and morbidity, and there were 

fewer interventions such as forceps delivery or caesarean section. 

The problems with this study are: 

1 The numbers are small in the context of the rarity of complications.  They are not enough 

to pick up significant differences (see comments above and below).  The authors told us 

that they were intending to include more patients, but were hampered by the sudden 

closure by the local authority of both the FMU’s.  The reason for the closures is not 

stated, one is tempted to speculate that there may have been adverse events. 

2 The authors accepted that their design did not account for confounding factors that 

would not be included as part of a ‘low-risk’ assessment, that would lead to different 

choices of birthplace.  For example FMU mothers may have had a higher pain threshold 

and been more inclined to struggle through to a normal delivery without intervention. 

3 As a result of the closures, retrospective data had to be used for 289 patients.  This was 

taken from 2004.  The authors recognized that the delay in collection of data and its 

retrospective nature,  may have introduced bias. 

4 There were three intensive care stays of more than a week in FMU babies that had been 

transferred.  The authors stated that “Further study of rare adverse outcomes and 

optimisation of care transferred women is needed”.  Reading between the lines, it is 

tempting to speculate that there was some concern that delay due to transfer may have 

compromised the outcomes in these babies. 

5 Distance and  travel information was not clearly specified.  The only relevant statement is 

“The distances between the four units studied were 35-55 km.”.  That does not tell us 

precisely what we want to know, but it does suggest that the distances from FMU to OU 

were considerably less than the 33 miles from Withybush to Glangwili. 

 

For the above reasons, neither study convinces me of the safety of a FMU 33 miles from the 

nearest obstetric unit. 

http://bmjopen.bmj.com/content/1/2/e000262.full.pdf
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The Welsh data 

They show that there should be serious concern about the hazards of FMU’s in Wales in 

comparison with published results from England and Europe, and about the wisdom of 

creating another one at the expense of closing a well-established obstetric unit.  This is 

explained as follows. 

The All Wales Perinatal Survey of 2012 iii (AWPS) shows data in Table A23, page 54, 

relating perinatal mortality to intended place of birth (regardless of whether or not a 

transfer took place). These were either obstetric units (incorporating ‘alongside’ 

maternity units [AMU’s]) or FMU’s. From this data can be derived the overall rates for 

each type of intended birthplace.  For example, at Neath and Port Talbot Birth Centre 

(one of the FMU’s) the rate of perinatal mortality 1 is given as 4.2 per 1000 registrable 

births for the four years 2009-12. As there were 1673 such births the actual number of 

perinatal deaths was 4.2 x 1673 / 1000 = 7 2. 

Using the data in this manner for 2009-12 the nine FMU’s detailed in the table experienced 

17 perinatal deaths in 4657 births which is 3.6 per 1000. The obstetric units experienced 

844 deaths in 128706 births which is 6.6 per 1000.  That is, as expected, considerably 

greater because the high risk cases are all dealt with in obstetric units. 

However, the alarming point is that the FMU rate is considerably higher than rates found 

in the literature. The two data sources with reasonably high numbers that I used for 

comparison are the Birthplace in England study (BiE) for which ‘primary outcome’ 

information is available i, and a Dutch study xv. 

In BiE FMU’s there were 35 ‘primary outcomes’ in 10571 births, i.e. 3.3 per 1000 which 

is similar to the Welsh mortality even though the outcomes include non-fatal 

complications. 

The BiE perinatal mortality is not published in the printed version but is available in a 

data supplement on the BMJ website xii.  It shows that 9 perinatal deaths occurred 

following the 10571 intended FMU births.  This is a rate of only 0.85 deaths per 1000.  

The difference from the Welsh rate of 3.6 is statistically, by the Chi square test, 

practically 100% certain not to be due to chance variation (see table below). 

Comparison with the Dutch study which described 11 deaths following 8055 births, a rate of 

1.4 per 1000, is again significant, with over a 99% probability that the difference from the 

Welsh 3.6 is not due to chance. 

                                                   
1 Perinatal mortality is defined as death within 7 days of birth and includes stillbirths. 
2 Actually the calculation yields 7.03 because of the way the statisticians have prepared the data; 

obviously the number of deaths has to be an integer. 

http://awps.cf.ac.uk/files/2013/11/AWPS-Annual-Report-2012.pdf
http://www.bmj.com/highwire/filestream/545014/field_highwire_article_pdf/0/bmj.d7400.full.pdf
http://www.bmj.com/content/suppl/2011/11/23/bmj.d7400.DC1/brop000175.w1_default.pdf
http://onlinelibrary.wiley.com/doi/10.1111/j.1471-0528.1989.tb03279.x/abstract
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I have depicted these calculations in the chart below and appended the AWPS table. 

In the Danish study described above iv, there was one neonatal death in 839 births, which 

statistically is not significantly different from the Welsh FMU mortality.  However such a 

relatively small number is not powerful statistically, and the death was from a fatal but 

undetected congenital abnormality, so was unavoidable.  This was the study that was limited 

by the local authority suddenly closing the FMU’s, with no explanation of the reason (see 

above).  Had the authors been able to study two and a half times the number of births and 

experienced the same mortality rate as in their first 839, the difference would have achieved 

90% significance. 

In the Scottish audit of “Community Midwife Units” (CMUs) in 2005 v, three deaths were 

reported in 1686 births, which is not significantly different from the Welsh rate, though the 

numbers are small.  Transfer times were recorded in this study and they were very high: a 

mean of 2.6 and median of 1.9 hours.  It is tempting to link travel times in Wales and Scotland 

with higher mortalities, but I was unable to find any other relevant information. 

• What all this implies is that for every 1000 births in Welsh FMU’s there will be be well over 

two extra deaths in comparison with English and European published data.  For a unit 

dealing with (say) 300 births a year, that would be, on average, one extra death at least 

every eighteen months. 

• Whether those babies would have survived had the mother chosen to deliver in an obstetric 

unit or AMU is uncertain, but with the above knowledge, I suspect that a sensible mother 

would probably not want to put that to the test. 

• Therefore there should be serious concern about the hazards of FMU’s in Wales, and about 

the wisdom of creating another one at the expense of an obstetric unit. 

• I have been unable to find information on long-term sequelae in sick babies who survived.  

It is conceivable that increased transfer times may be associated with increased risk of 

these, even if the baby survives. 

• If I were a mother-to-be and aware of the findings in this document, I would not wish to use 

a FMU 33 miles from obstetric help. 
 

A table showing the Chi-square calculations used to test the significance of Welsh FMU 

mortality data differences from those found in the literature. 
 

 

Chi-square comparing FMU perinatal mortality: Welsh data vs Birthplace in England and a Dutch study 

 

Number of 

deaths 

Number of births 

intended in FMU 
Comparisons 

Welsh perinatal mortality 17 4657   

Perinatal mortality in Birthplace in England study 9 10571 χ² 14.7929 

total 26 15228 precise p= 0.000084 

Welsh perinatal mortality 17 4657   

Perinatal mortality in Dutch study 11 8055 χ² 6.9742 

total 28 12712 precise p= 0.008646 

http://bmjopen.bmj.com/content/1/2/e000262.full.pdf
http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=78dad369-a8e1-4732-bd3e-7f216eafee43&version=-1
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CORRECTED Table A23 Mortality RATES per 1,000 by intended hospital of birth at time of onset of labour (excluding late terminations) 
 

rate rate rate rate rate rate

Princess of Wales Hospital 9,347 4.7 (3.5, 6.3) 6.1 (4.7, 7.9) 2.1 (1.4, 3.3) 2,381 5.5 (3.2, 9.3) 5.9 (3.5, 9.8) 0.4 (0.1, 2.4)

Singleton Hospital* 13,936 5.7 (4.6, 7.1) 8.3 (6.9, 10.0) 3.4 (2.6, 4.5) 3,387 5.9 (3.8, 9.1) 9.2 (6.5, 13.0) 5.0 (3.2, 8.1)

Nev ill Hall Hospital* 8,680 4.7 (3.5, 6.4) 5.6 (4.3, 7.5) 1.2 (0.6, 2.1) 2,206 3.6 (1.8, 7.1) 6.3 (3.8, 10.6) 2.7 (1.3, 5.9)

Royal Gwent Hospital* 13,947 4.8 (3.8, 6.1) 6.6 (5.4, 8.1) 2.6 (1.9, 3.6) 3,502 4.3 (2.6, 7.1) 6.3 (4.2, 9.5) 3.2 (1.8, 5.6)

Glan Clwy d Hospital* 9,595 2.7 (1.8, 4.0) 5.3 (4.0, 7.0) 3.0 (2.1, 4.3) 2,376 2.5 (1.2, 5.5) 5.1 (2.9, 8.8) 3.0 (1.4, 6.1)

Wrex ham Maelor Hospital 10,540 3.9 (2.9, 5.3) 6.7 (5.3, 8.5) 3.6 (2.6, 5.0) 2,664 5.6 (3.4, 9.3) 8.6 (5.8, 12.9) 4.2 (2.3, 7.4)

Ysby ty  Gwy nedd** 8,664 4.8 (3.6, 6.5) 6.2 (4.8, 8.1) 2.1 (1.3, 3.3) 2,220 3.2 (1.5, 6.5) 3.6 (1.8, 7.1) 1.4 (0.5, 4.0)

Cardiff and Vale UHB Univ ersity  Hospital Of Wales*^^ 23,818 5.4 (4.5, 6.4) 8.6 (7.5, 9.9) 4.2 (3.5, 5.1) 6,060 5.0 (3.5, 7.1) 7.4 (5.6, 9.9) 2.7 (1.6, 4.3)

Prince Charles and Aberdare Hospitals 6,881 3.9 (2.7, 5.7) 6.0 (4.4, 8.1) 2.6 (1.7, 4.1) 1,775 3.4 (1.6, 7.4) 5.1 (2.7, 9.6) 2.3 (0.9, 5.8)

Royal Glamorgan Hospital 9,657 3.7 (2.7, 5.2) 4.7 (3.5, 6.2) 1.4 (0.8, 2.3) 2,269 5.7 (3.4, 9.8) 7.1 (4.3, 11.4) 1.8 (0.7, 4.6)

Bronglais Hospital 2,198 5.0 (2.8, 8.9) 5.5 (3.1, 9.5) 0.5 (0.1, 2.6) 552 1.8 (0.3, 10.2) 3.6 (1.0, 13.1) 1.8 (0.3, 10.2)

West Wales General Hospital 6,341 3.8 (2.5, 5.6) 4.9 (3.4, 6.9) 1.6 (0.9, 2.9) 1,667 4.8 (2.4, 9.4) 5.4 (2.8, 10.2) 0.6 (0.1, 3.4)

Withybush Hospital 5,102 3.1 (1.9, 5.1) 4.1 (2.7, 6.3) 1.6 (0.8, 3.1) 1,318 4.6 (2.1, 9.9) 5.3 (2.6, 10.9) 0.8 (0.1, 4.3)

Abertawe Bro 

Morgannwg UHB
Neath and Port Talbot Birth Centre 1,673 2.4 (0.9, 6.1) 4.2 (2.0, 8.6) 2.4 (0.9, 6.1) 387 5.2 (1.4, 18.6) 5.2 (1.4, 18.6) 2.6 (0.5, 14.6)

Aneurin Bevan HB
Caerphilly  / Ysbyty  Ystrad Fawr Birth 

Centre
1,502 2.7 (1.0, 6.8) 3.3 (1.4, 7.8) 1.3 (0.4, 4.9) 371 2.7 (0.5, 15.1) 2.7 (0.5, 15.1) 2.7 (0.5, 15.1)

Cardiff and Vale UHB Llandough Hospital Midw ifery  Unit 848 2.4 (0.6, 8.6) 3.5 (1.2, 10.3) 1.2 (0.2, 6.7) 0

Powys Teaching HB Pow ys Units^ 634 3.2 (0.9, 11.4) 3.2 (0.9, 11.4) 0.0 (0.0, 6.0) 164 0.0 (0.0, 22.9) 0.0 (0.0, 22.9) 0.0 (0.0, 22.9)

Total 133,363 4.5 (4.1, 4.8) 6.5 (6.0, 6.9) 2.7 (2.4, 3.0) 33,299 4.5 (3.9, 5.3) 6.5 (5.7, 7.4) 2.6 (2.1, 3.2)

95% CI

Stillbirth rate per 

1,000 

registrable 

births

Abertawe Bro 

Morgannwg UHB

Cwm Taf HB

95% CI

Health Board of hospital

Free standing 

midwifery 

units

Total 

regis trable 

births

Perinatal 

mortality  rate per 

1,000 regis trable 

births

95% CI

Hospital

Obstetric 

units

Aneurin Bevan HB

Betsi Cadwaladr UHB

Hywel Dda HB

Perinatal mortality  

rate per 1,000 

registrable births

2009-2012

Neonatal 

mortality  rate 

per 1,000 

livebirths

95% CI95% CI

2012

Total 

registrable 

births

Neonatal 

mortality  rate per 

1,000 liv ebirths

Stillbirth rate per 

1,000 registrable 

births

95% CI

 
Source: NCCHD & AWPS, excludes homebirths 
^  ̂Unit coordinator data in 2012 
* includes data from alongside midwifery units 
** includes data from Bryn Beryl, Dolgellau and Tywyn midwifery units 
^Within Powys there are 6 established birth centres: Brecon; Llandrindod Wells; Knighton; Llanidloes; Newtown; Welshpool. 
excludes terminations of pregnancy from 24 weeks gestation 
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Other sources of information 

Probably the most rigorous is a Scottish ‘Evidence note’ dated August 2012 ii.  This describes 

the results of an extensive review of the literature.  It refers to the 3% of births that take place 

in FMU’s in Scotland and to the 2005 audit described above.  The 2011 Scottish perinatal 

mortality and morbidity report does not include data on birthplace xvi. 

In essence, the Evidence note finds the only relevant or useful information to be the two large 

studies described above, plus a further examination of the English data and the 2005 audit of 

CMUs. 

Regarding numbers in the studies, they stated that “350,000 women would be needed to 

compare perinatal mortality by place of delivery with sufficient power to detect a 15% 

difference”, which makes even our large studies look small. 

Regarding travel time, the extended study of the English Birthplace data xvii apparently 

mentions that the mean duration of transfer (“time from decision to transfer to start of care in 

the receiving unit”) from FMU to OU was 35 minutes, which in my opinion is much shorter than 

the expected duration from Withybush to Glangwili.  The 2005 Scottish audit described a 

median duration of transfer of 1.9 hours v.  They stated that this is likely to reflect 

“geographical and transport factors which may limit the applicability of findings from outside 

the Scottish context”. 

In an article in the Telegraph of 28th April 2011 viii the English Birthplace study was somewhat 

taken to task.  They highlighted that it was not only home deliveries that were less safe for 

nulliparous mothers, but also FMU’s (which is not stated in the overall conclusions of the 

paper).  They highlighted too the omission of certain complications such as broken skull or 

brain haemorrhage.  They reported that several prominent professionals had signed a letter 

expressing concern at the lack of detail regarding the 20 babies that died following birth at 

home or in free-standing units (see above). 

The NICE guidance vi  states “available information on planning place of birth is not of good 

quality”, “We do not have enough information about the possible risks to either the woman or 

her baby relating to planned place of birth.”, and “if something does go unexpectedly seriously 

wrong during labour at home or in a midwife-led unit, the outcome for the woman and baby 

could be worse than if they were in the obstetric unit with access to specialised care.”. 

The NHS Choices website vii advises women contemplating birth in a midwifery unit to ask a 

number of questions, that include “How long would it take if I needed to be transferred to 

hospital?”. 

A Scottish Advice Statement of November 2012 xviii again highlights that very large studies 

would be needed to make comparisons between the safety of different settings.  The advice is 

“the choice of where and how to give birth should be reached using a process of decision 

making where the clinician and the women [sic] are partners in ensuring the woman and baby 

are as safe as possible”.  How’s that for sitting on the fence? 

 

Peter Milewski 

January 2014 

http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=d3067255-c309-4e72-ad83-be9322f05ffb&version=-1
http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=ffcaa679-fb57-41e8-803e-68fa970c3e93&version=-1
http://www.netscc.ac.uk/hsdr/files/project/SDO_FR5_08-1604-140_V02.pdf
http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=78dad369-a8e1-4732-bd3e-7f216eafee43&version=-1
http://www.telegraph.co.uk/health/healthnews/9230948/Fears-women-could-be-forced-to-give-birth-without-doctors-campaign-group.html
http://publications.nice.org.uk/intrapartum-care-cg55/guidance#planning-place-of-birth
http://www.nhs.uk/conditions/pregnancy-and-baby/pages/where-can-i-give-birth.aspx#close
http://www.nhs.uk/conditions/pregnancy-and-baby/pages/where-can-i-give-birth.aspx#close
http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=aae8f0be-5d88-475d-b521-61cb1a587ea9&version=-1
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Appendix (February 2014): components of perinatal mortality 

This appendix has been prepared because in another paper looking at perinatal mortality in 

Powys, I showed that the component of the index that makes Powys different from Hywel Dda 

and Pembrokeshire is stillbirths.  The other component, live birth but then death within seven 

days, is not significantly different. 

I therefore asked the question whether the same applies to differences between the overall 

rates for Welsh FMUs and international data.  Calculations for the components for Wales 2009-

12 (Table A23), performed as above, show that 12 of the 17 perinatal deaths in the 4657 

intended FMU births (Table A23) were stillbirths. 

Looking at the international data revealed the following: 

• in the Birthplace in England study 4 of the 9 perinatal deaths in the 10571 mothers in the 

FMU group were stillbirths. 

• In the Danish study of 839 women, the one perinatal death occurred following live birth 

with a severe congenital abnormality (diaphragmatic hernia). 

• In the Dutch study showing 11 perinatal deaths in 8055 births, only the abstract is available, 

and the two components of the deaths are not distinguished, so the individual comparisons 

are not possible. 

• In the Scottish Community Maternity Unit study, of the three perinatal deaths in 1686 births 

none were stillbirths. 

• A further study has been identified since the initial preparation of this document, of 15574 

intended FMU births in the USA 4.  14 stillbirths occurred (described in the American 

terminology as “fetal deaths”) and 9 “neonatal deaths”, all of which apparently occurred 

within 7 days. 

Comparisons of each group with the Welsh rates using the Chi-square test in similar manner to 

the above, shows the following: 

• For stillbirths, in the order England, Denmark, Scotland, USA, the p-values are: 0, 0.27, 

0.086 and 0.005. 

• For live birth but then death within 7 days, in the same order as above, the p-values are: 

0.188, 0.534, 0.184, 0.253. 

These findings indicate that, as was found in the Powys study, what makes the difference 

between Wales and studies from other countries, is the stillbirths. 

These findings are in line with the observations of the AWPS authors who highlighted in their 

this paper) 5.  That led to the formation of a Welsh Assembly study group which published 

their findings in February 2013 6.

                                                   
4 Outcomes of Care in Birth Centres: Demonstration of a Durable Model.  Susan Rutledge Stapleton, CNM, 

DNP, Cara Osborne, SD, CNM, Jessica Illuzzi, MD, MS.  Journal of Midwifery and Women’s Health 
58,1,Jan-Feb 2013:  http://onlinelibrary.wiley.com/doi/10.1111/jmwh.12003/full 

5 http://www.bbc.co.uk/news/uk-wales-18341986 
6 One-day enquiry into stillbirths in Wales, February 2013. http://www.assemblywales.org/bus-home/bus-

business-fourth-assembly-laid-docs/cr-ld9222-e.pdf?langoption=3&ttl=CR-LD9222%20-
%20Health%20and%20Social%20Care%20Committee%20Report%20into%20Stillbirths%20in%20Wales 

2012 report the high stillbirth rate overall in Wales (though not specififically that for FMUs as in 

http://www.assemblywales.org/bus-home/bus-business-fourth-assembly-laid-docs/cr-ld9222-e.pdf?langoption=3&ttl=CR-LD9222%20-%20Health%20and%20Social%20Care%20Committee%20Report%20into%20Stillbirths%20in%20Wales
http://www.assemblywales.org/bus-home/bus-business-fourth-assembly-laid-docs/cr-ld9222-e.pdf?langoption=3&ttl=CR-LD9222%20-%20Health%20and%20Social%20Care%20Committee%20Report%20into%20Stillbirths%20in%20Wales
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