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ABSTRACT
Objective: To understand how information about Planned Home Birth motivates or discourages 
women’s decisions on this location of birth. Method: Descriptive exploratory study, qualitative 
approach. Data collection carried out from February to April 2019, through semi-structured 
interviews with 14 women and documentary sources. The data were analyzed using Bardin’s 
content analysis process, with the help of ATLAS.ti 8.0. Results: The motivations for choosing 
Planned Home Birth are: respect for the autonomy and natural process of childbirth and 
delivery, support from a partner and trust in professionals. Aspects that discourage this 
choice are fear of complications, the need for a hospital medical structure, opinions that 
value risk. Conclusion: Women’s choices are based not only on information, but also on how 
that information is processed. This study demonstrated that the perception pertaining to 
the safety of Planned Home Birth is essential for making this decision.
Descriptors: Home Birth; Humanized Childbirth; Obstetric; Decision making; Peer Influence; 
Obstetric Nursing.

RESUMO
Objetivo: Compreender como as informações sobre o Parto Domiciliar Planejado motivam 
ou desmotivam a tomada de decisão das mulheres por esse local de parto. Método: Estudo 
descritivoexploratório, abordagem qualitativa. Coleta de dados realizada de fevereiro a abril 
de 2019, mediante entrevista semiestruturada com 14 mulheres e fontes documentais. Os 
dados foram analisados usando-se processo de análise de conteúdo de Bardin, com auxílio 
do ATLAS.ti 8.0. Resultados: As motivações para escolha pelo Parto Domiciliar Planejado são: 
respeito à autonomia e processo natural do parto e nascimento, apoio do companheiro e 
confiança nos profissionais. Aspectos que desmotivam essa escolha são medo de intercorrências, 
necessidade de estrutura médicohospitalar, opiniões que valorizam o risco. Conclusão: A 
escolha da mulher não se baseia apenas em informação, mas também no modo de processar 
essa informação. Este estudo demostrou que a percepção acerca da segurança do Parto 
Domiciliar Planejado é essencial para a tomada dessa decisão.
Descritores: Parto Domiciliar; Parto Humanizado; Tomada de Decisões; Influência dos Pares; 
Enfermagem Obstétrica.

RESUMEN
Objetivo: Comprender como informaciones sobre Parto Domiciliario Planeado motivan 
o desmotivan la toma de decisión de mujeres por ese local de parto. Método: Estudio 
descriptivo-exploratorio, abordaje cualitativo. Recogida de datos realizada de febrero a abril 
de 2019, mediante entrevista semiestructurada con 14 mujeres y fuentes documentales. Datos 
analizados utilizándose proceso de análisis de contenido de Bardin, con auxilio del ATLAS.ti 8.0. 
Resultados: Las motivaciones para selección por Parto Domiciliario Planeado son: respecto 
a la autonomía y proceso natural del parto y nacimiento, apoyo del compañero y confianza 
en los profesionales. Aspectos que desmotivan esa elección son miedo de intercurrencias, 
necesidad de estructura médico-hospitalario, opiniones que valoran el riesgo. Conclusión: 
Elección de la mujer no se basa solo en información, pero también en el modo de procesar 
esa información. Este estudio demostró que la percepción acerca de la seguridad del Parto 
Domiciliario Planeado es esencial para la toma de esa decisión.  
Descriptores: Parto Domiciliario; Parto Humanizado; Toma de Decisiones; Influencia de las 
Parejas; Enfermería Obstétrica.
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INTRODUCTION

The care that women receive during delivery and childbirth is 
a relevant part of their feminine experience. A positive delivery 
experience is one that meets or exceeds a woman’s expectations, 
and this includes the birth of a healthy baby, in a safe environ-
ment, with continuous technical and emotional support. Such 
an experience can generate women that are fulfilled with their 
own delivery and involved with birth decision making(1).

An important and complex decision is directed to the location 
that offers such care and its association with different aspects 
related to childbirth(2), which concern the organization of care 
in each location. While delivery in a hospital environment is 
organized to meet the needs of the obstetric system and is 
predominantly assisted by doctors, childbirth in the home en-
vironment, however, organizes its assistance in order to respect 
the needs of the woman and the newborn, in addition to being 
mostly attended by obstetric professionals or midwifes(3). In this 
sense, the home is no longer just a different place for birth but 
is seen in this study as a counter-hegemonic model of care for 
delivery and childbirth.

In the Brazilian reality, public options for giving birth are limited 
to hospitals and, in a few places, also to regular birth centers, with 
hospitals accounting for 98.36% of births(4). However, some women 
dissatisfied with the assistance of the hospital care model, also 
characterized by the excess of unnecessary interventions, have 
opted for Planned Home Birth (PHB). This, in turn, presents positive 
maternal and neonatal results, which refer to fewer interventions 
and morbidity in delivery and birth, in addition to the greater 
probability of vaginal delivery. Further, the satisfaction of women 
with the experience of childbirth at home stands out, since, in 
this place, they feel empowered, in control of their parturition 
process and satisfied with the quality of care that is offered(5-7).

Considering that hospital births are the norm, women who 
want another place to give birth have less opportunity to access 
quality information based on evidence, either through profes-
sionals, friends, or the media(8-9). In the context of prenatal care, 
this gap harms a fundamental principle of woman-centered care, 
the informed choice of the place of delivery, which is anchored in 
the woman’s right to receive such information and to be involved 
in the decision-making process throughout the obstetric care, 
regardless of their sociodemographic profile(10-13). 

Thus, if this limitation were not enough, in the course of 
choosing the place of birth, women are also individually and 
collectively affected by cultural and historical associations be-
tween birth and security, as well as influenced by narratives that 
value risk, guilt, and responsibility. In addition, this discourse, is 
strongly related to the traditional model of care, which in turn is 
anchored in patriarchal values, restricts women’s decisions, and 
effectively limits the opportunities to plan childbirth in places 
other than the hospital(14).

In this sense, there are multiple aspects that can contribute 
for the woman to obtain the confidence necessary to plan and 
choose where and how to give birth(2). Thus, this study is justi-
fied since, although research identifies the reasons why women 
choose PHB, the reasons and information for this choice are little 
explored(15-17) and even unknown in the Brazilian context.

OBJECTIVE

To understand how information about PHB motivates or dis-
courages women’s decisions on this location of birth.

METHODS

Ethical aspects

After agreeing to participate in the study, the women signed the 
Termo de Consentimento Livre e Esclarecido [Free and Informed 
Consent Form], provided for in Resolution CNS-466/2012(18), en-
suring the anonymity and confidentiality of information through 
the use of an alphanumeric code (E1 to E14).

The study was carried out after approval by the Comitê de 
Ética em Pesquisa com Seres Humanos (CEPSH) [Ethics Commit-
tee in Research with Human Beings] of the Universidade Federal 
de Santa Catarina (UFSC) [Federal University of Santa Catarina], 
regarding its ethical and legal aspects.

Study type

The methodology chosen for this study is of a descriptive-
exploratory nature, with a qualitative approach. The description of 
the investigative process was based on the Consolidated Criteria 
for Reporting Qualitative Research (COREQ).

Study scenario

The context of this study was the assistance provided by the 
teams that attend PHB in the state of Santa Catarina, since this was 
the starting point for capturing the women who showed interest in 
obtaining more information about this option as a birth location.

The teams that attend PHB find support in the Associação 
Brasileira de Enfermeiros Obstetras, Neonatais e Obstetrizes 
do Estado de Santa Catarina (ABENFO) [Brazilian Association of 
Obstetric, Neonatal, and Midwifery Nurses of the State of Santa 
Catarina], which, through the PHB Commission, has acted in 
favor of this option. In 2016, with COREN, it formulated the first 
Technical Opinion (No. 23) nationally to guide obstetric nursing 
regarding some criteria and conduct on PHB.

PHB in the state is a private financing option, which is little 
discussed with women as an option and lacks a voicing with the 
women and newborns health care network. Despite this, the 
number of professionals who attend PHB grows and, thus, the 
possibilities of choice for some women expand.

Data source

The selection of participants occurred through contact with 
professionals who attend PHB, work with the humanization of 
childbirth and delivery, as well as through the personal network 
of one of the researchers who worked in this scenario. The profes-
sionals were informed about the objectives of the study and were 
invited to suggest women who met the inclusion criteria, namely: 
women after the 30th postpartum day, who showed interest in 
PHB during prenatal care, regardless of the outcome of the birth 
location, residing in Santa Catarina; Women under 18 years of age 
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and/or who had given birth over the period of one year from the 
day of the interview, were excluded in order to minimize potential 
memory loss due to the time elapsed since the birth experience.

Some professionals who knew eligible women provided their 
telephone details via Whatsapp®. Others sent an invitation that 
was written by the researchers to email lists and Whatsapp® 
groups, which contained the objectives of the research and the 
inclusion criteria, so that women interested in participating in 
the study could volunteer. Through these invitations, 7 women 
replied expressing their interest in the research and another 17 
were contacted by phone and invited to participate. Of the latter, 
two did not call back, and one withdrew herself due to personal 
reasons. The number of participants was determined by means 
of saturation sampling, that is, when the certainty prevailed that, 
even provisionally, the logic of the object of the study was found 
in all its connections and interconnections(19). The final sample, 
therefore, was composed of 14 women.

Data collection and organization

Data collection was carried out by one of the researchers, from 
February to April 2019, through semi-structured, audio-recorded 
interviews, lasting approximately one hour. The question “What 
information regarding PHB did you receive during the decision-
making process pertaining to the place of delivery?” guided the 
interview. In addition, documents provided by the interviewees 
were also analyzed (service contract with the team, free and 
informed consent form, guidelines on PHB). The interviews took 
place at the interviewees preferred locations and were previously 
scheduled. Thus, nine interviews were conducted in person at 
the women’s residence and, five others, via Whatsapp® video calls 
with the presence of the babies in most of them.

Before the recording started, the participants were informed about 
the objectives of the study and answered the questions regarding 
the sociodemographic and obstetric characterization. At the end of 
the interviews, the women were asked whether they received any 
material with information on PHB; if so, they were asked for a copy. 
All interviews were transcribed and validated by the participants, 
with only one interview being adjusted in terms of content.

Data analysis

Data analysis took place through Bardin’s content analysis 
process, organized in three stages: pre-analysis; material explo-
ration; treatment of results, inference, and interpretation(20). The 
software ATLAS.ti 8.0 was used to help organize the data, which 
started with the creation of a project consisting of 26 documents: 
14 interviews and 12 materials made available by the interviewees 
(service provision contracts, consent terms, guidelines).

In four stages, the data were organized: floating reading; se-
lection of relevant and representative elements; elaboration of 
hypotheses/objectives and reference of indexes; and elaboration 
of indicators. With the help of ATLAS.ti 8.0, the relevant sections 
of the interviews (citations) were selected to meet the objective 
of the study. Then, the material was explored, which essentially 
consisted of coding operations, correlating the statements that 
had the same meaning to categorize them.

The last phase concerns the treatment of the results obtained, 
inference and interpretation, so that they become meaningful 
and valid. After the entire analysis process, the data gave rise to 
two categories: Influences that motivate the choice for PHB; and 
Influences that discourage the choice for PHB.

RESULTS

The study participants were between 24 and 38 years old and 
were in a stable relationship when they chose the place of birth. One 
of them had a high school degree, and the others had a university 
degree, most with postgraduate degrees. They were residents of 
Florianópolis, Joinville, and Chapecó, in the state of Santa Catarina. 
Only one woman performed her prenatal care exclusively on the 
public network. Nine women had birth assistance in the private 
network; the others, in the public network. Regarding the obstetric 
history, 11 were primiparous, and 3 had a previous cesarean sec-
tion. Of the 14 women, 10 experienced vaginal delivery, 5 of them 
at home, and the others evolved to cesarean section.

Women reported several reasons that affect the choice for PHB, 
among which are personal aspects related to the socio-cultural 
context. Here, the information was categorized as motivations 
or aspects that discourage PHB.

Category I - Motivations for choosing Planned Home Birth

Women related home birth to autonomy, protagonism, and 
freedom. Home birth is understood by them as one without un-
necessary interventions and with respect to the natural process: 

[...] I thought that the woman gave herself more at home, that 
she was better supported, that nature expresses itself better, and 
that without interventions childbirth can follow its course in a 
better way. (E12) 

In addition, at home they can be accompanied by the people 
of their choice and experience a delivery with individual, exclusive 
attention. These and other aspects were responsible for the security 
that women expressed feeling about the home environment: 

So, home birth makes me safe for that, because I’m in my own little 
corner, with the people I wish were there and that I would have 
a little more intimacy to say “no, not now, wait a little while”, You 
know? That’s what I think security is. (E11)

[...] the respect for my rhythm, that is, respect for the organic 
process of childbirth, this, for me, is security.(E9)

All women received support from their partners when making 
decisions about the place of delivery. This support was charac-
terized by shared decision, engaging in the decision-making 
process, or by respecting the woman’s choice: 

[...] my partner always supported me a lot. He really left that 
decision to me. He told me to choose where I felt best. That he 
would support me no matter what, if it were at the hospital, if it 
was at home. That was a decision for me, for my feelings, for my 
thoughts. (E4)
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Another important motivation was women who had successful 
childbirth experiences: 

[...] my mother [...] and my whole family, as much as they didn’t 
know [home] delivery, they have this very beautiful memory of 
birth [...] I sent a video to my mother, she saw it and she didn’t 
doubt it anymore. (E4) 

The women also related the experience of the profession-
als who would attend the birth at home, with security for the 
monitoring process: 

The team’s experience was a very strong contributor [...] they 
reported a lot of experience and that gave me a lot of assurance, 
even to not worry so much about the safety items they had, because 
I knew I was, I was in their hands, I was good, well-guarded, I was 
in good hands. (E10)

Thus, the information shared with professionals about the manage-
ment of complications at home and the ability to identify potential 
need for transferring them to the hospital reassured the women: 

So as soon as the team gave me this security, you know, that there 
was able time to get to the hospital, but until that happens, we 
would be able to realize it, we will have the feeling of it, we will 
identify that it is not working and go to the hospital [...]. I knew that 
if there was something that couldn’t be resolved here, there would 
be time to get to the hospital and I wouldn’t die in 20 minutes, like 
this, bleeding like this. (E14)

[...] she would bring some equipment, like, oxygen, she would have 
it, and in case the baby was born with a problem she would have 
some equipment that she would be able to solve at home [...] for 
some other issues, we would have to go to the hospital [...]. (E6)

Another point that motivates women in deciding the location 
of delivery in a second pregnancy is a previous traumatic hospital 
birth experience, which was marked by obstetric violence. In this 
way, they report the desire to live a different experience at home 
as a form of overcoming the previous one: 

Because the issue of childbirth was always there, you know, because 
somehow it was something I was looking for, a cure, you know, 
from this experience I had with the first delivery [...] my only fear 
was having to go to the hospital. (E9)

[...] So, it was actually an accomplishment and an overcoming also 
in relation to the previous birth [...] it came from doing something 
completely different from what had been my previous experience 
and… that was what attracted me the most. (E10) 

Category II - Aspects that discourage the choice for Planned 
Home Birth

The women express fear of having complications at home, 
especially related to the baby: 

[...] these are the things that most concern the mother, at least that 
was what worried me: what if the baby is born and needs some 
apparatus, some tool that we do not have here at home? (E14)

Also, the uncertainty of arriving at the hospital in a timely 
manner in case of complications was noted in the speech of the 
women when it came to the possibility of transfer: 

[...] I was afraid of how I would be referred to a maternity hospital 
if I eventually needed to [...] if the team was prepared for this and 
what would the care be like. (E10)

[...] just the thought that there might not be enough time to save 
[my son] or myself [...] some complication happens and we have 
to go but there is not enough time. I was afraid of that [...]. (E14)

Another issue related to home care during delivery and birth 
is related to the need for equipment that would only be available 
in hospitals/maternity hospitals. In the same sense, there is the 
need for the presence of medical professionals in the context of 
birth, which is associated with the feeling of security: 

[...] if anything happens, I’m at home and I don’t have a doctor. 
It’s a fear. I think it’s the first feeling that comes. (E2)

[...] If there is a complication or emergency, there are fewer thera-
peutic possibilities available at home than there would be in a 
hospital environment, including some that can save lives, such 
as a blood bank and immediate surgery. (TCLE team X)

It is also worth noting that some people from these women’s 
daily social circle (family members, health professionals, friends) 
consider the PHB choice to be risky: 

[...] my mother, my mother-in-law, my grandmother, everyone was 
very afraid of home birth. They thought I was doing something 
crazy, that I was being inconsequential, everything (E7). 

[...] my daughter’s pediatrician [...] he said: “look, you do what you 
want, but I don’t support it”. And then, it moved me a lot when he told 
me that. That he was like... “oh, I think it’s very dangerous” [...] (E2) 

[...] People came with the opinion of “oh, that’s dangerous” [...] It 
is my decision and I think a lot of people give up due to this [...] 
because when you make a decision like that, with a family against 
it, it is on more factor that you have to deal with, right? (E8)

Finally, another discouraging factor for the choice of women 
for PHB is the (im)possibility of paying for this service. Half of the 
interviewees considered this investment to be very high, outside 
the financial reality of most families. For these women, regarding 
PHB: either it is no longer an option, they contract debt, or ask 
for help from their support network. The discomfort of having to 
pay for a service that could be offered by SUS [Brazilian Unified 
Health System] is also manifested by women: 

[...] It is very expensive for you to give birth with most teams, this 
is tragic. Because most people will not have any access at all. (E8)

[...] we did it because my mother-in-law offered to pay [...] if 
it weren’t for that, I don’t know if I could have this, the birth I 
dreamed of [...]. (E10)
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DISCUSSION

The results of this study allowed us to understand how in-
formation influences women in decision making for PHB. This is 
because they do not make choices in isolation, but in a socially 
constructed process, influenced by interpersonal relationships 
and the context or scenario in which they occur(21-22). The partici-
pants in this study have in common with women who choose 
home birth the fact that they are married or live with partners, 
live in large centers, are over 30 years old, and have a high level 
of education(22-23), characteristics that suggest easy access to 
quality information.

Based on the motivations that lead to the decision for PHB, 
the participants reported reasons for choosing home birth that 
were similar to other studies: respect for the physiological process 
of childbirth, autonomy, protagonism, confidence in the birth 
process, and participation of family members(2,23-26). These benefits 
linked to PHB sometimes appeared in the voice of women who 
experienced childbirth in a positive way and became supporters 
of this birth location(7).

This familiar, intimate, and respectful scenario becomes syn-
onymous with security for women (E11 and E9), as a relationship 
of trust is built with the team that provides assistance. In con-
trast, the hospital becomes a threat because it has high rates of 
interventions — less than 6% of births are natural — and due to 
disrespect for good practices in delivery and childbirth(27). PHB 
has been associated with significantly lower rates of obstetric 
interventions, higher rates of spontaneous vaginal delivery, lower 
rates of maternal morbidity, and high satisfaction rates related 
to the fact that the home environment is more comfortable and 
offers more participation in the parturitive experience(2,28-29).

Likewise, those participants who had negative experiences in 
the hospital environment (E9 and E10) have sufficient justifications 
for not wanting to re-experience this care model. The PHB, then, 
becomes an alternative to avoid obstetric violence and cascade 
interventions, characteristics of the hegemonic model. Corroborat-
ing these findings, international studies carried out in Australia(30) 
and the United Kingdom(31) on the motivations for choosing PHB 
point out that an approach to medicalized care, with routine 
interventions, contributed to women’s lack of satisfaction and 
to search for other possibilities of birth locations in subsequent 
pregnancies. Another piece of evidence, therefore, that invites 
the traditional model to revisit its care practices and philosophy.

During decision making, the baby’s partner/father assumes 
an important position as a motivator(6,32), playing a significant 
role in decision making, as his support allows the woman to feel 
confident in choosing the place of delivery, as reported by E4. As 
a relational being, the mother’s decision will not be isolated or 
independent. This is because her decisions are made in relation 
to others and alongside them, whether family, friend, or profes-
sional(33). That is, when the woman chooses the location of birth, 
several factors of the socio-cultural context in which she lives 
are influencing this decision. Thus, talking about her interests 
allows her to add information so that she can assertively choose 
the place of birth(32).

Another element that motivates the choice for PHB is the 
confidence built in the relationship with the professionals who 

will attend home birth. In the present study, this trust is based 
on professional competence and information sharing. It is worth 
mentioning that, in Brazil, PHB is generally assisted by obstetric/
midwife nurses(4,23), who work in favor of reducing unnecessary 
procedures, promoting the quality of care, and consequent 
women’s satisfaction(34).

In this context, the evidence demonstrates that women ac-
companied by their midwives felt supported by them, in a re-
lationship of trust(30,35-36), which is different from the hegemonic 
model of hospital care, since it is performed by professionals 
unknown to that woman. Women want a childbirth experience 
with kind, sensitive professionals, who understand their beliefs, 
values, and care rituals, as well as offering safety and technical 
competence(22,26).

In this way, information that motivates the decision making 
for PHB is related to the benefits that women recognize in this 
care model, as well as the support they find in their partners, 
and the trust built in the relationship with the professionals 
who attend this birth location. Therefore, the development of a 
trusting relationship between the woman and the professionals 
can generate mutual responsibility in decision making. In other 
words, both become active in the informed choice process, 
minimizing the hierarchy in the relationship, and respecting the 
woman’s autonomy(11,37).

On the other hand, there is information that discourages the 
option for PHB, which is strongly marked by the current hegemonic 
care model, centered on the risk and mechanization of childbirth. 
In this scenario, where the focus is on unfavorable outcomes, the 
fear that complications will happen, especially with the baby, is a 
limiting factor for giving birth at home. This is because women’s 
perceptions about the nature of the birth process are important 
to determine the choices in relation to childbirth(38).

Thus, the professional, again, plays an important role during 
prenatal care by informing the woman about the most prevalent 
complications during childbirth and birth at home(39). However, the 
professional should also provide and discuss scientific evidence 
that points out the frequency and handling of these complica-
tions, preferably comparing them to the hospital environment 
and relativizing them using data from the country where the 
birth will take place.

In the Brazilian scenario, however, the few studies on the 
neonatal results of PHB(3,5,40) suggest that the respect for the 
physiology of childbirth and the restricted use of interventions 
in this type of birth method may have been responsible for 
the absence of complications in deliveries and home births(41). 
This question is in line with an important meta-analysis of 
international studies, which included studies in countries that 
have well integrated home births and little integrated into the 
obstetric care network, and the risk of perinatal or neonatal 
mortality was no different when the delivery was planned at 
home or at the hospital(42). All studies included only women 
with common risk pregnancies.

Even though the Brazilian Ministry of Health recognizes the home 
as a possible place for delivery/birth(4), PHB does not have a formal-
ized referral flow, being considered to be poorly integrated into 
the network(23). This information is relevant in the decision-making 
process of women, as different studies show that the perinatal and 
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neonatal results of home births are related to the transfer condi-
tions(6,28,38). In addition, even higher transfer rates are observed 
in places where PHB is further integrated into the health system, 
suggesting that good integration may be associated with timely 
access and better care in case of intrapartum complications(42).

However, the choice of women is based not only on informa-
tion, but also on the way in which they process that information. 
This is linked to their experience, to the socio-cultural and political 
context, to the concept of security(22). In this context, it is consid-
ered that the safety of the baby and the woman herself is a key 
point in making decisions pertaining to the place of birth(25,35).

Safety, however, is linked to the construction of risk that is 
related to birth. In this study, the women and the documents 
offered by the teams that attend PHB (TCLE team X) point to 
the possible need for equipment and the medical professional 
linked to the hospital environment and the guarantee of safety. 
The biomedical model of care, likewise, has cultivated the idea 
that devices, doctors, and institutions offer the best delivery 
assistance. Thus, conceiving that hospital delivery also carries 
its set of risks means opposing the norm, which is ingrained in 
today’s culture.

In this context, to consider the delivery at home and sharing 
this possibility with society presented itself as an influence that 
discourages the choice for PHB. The need that each person at-
taches to the moment of birth, anchored in their cultural values, 
is a tool to judge the woman who understands that home offers 
sufficient security for her and her baby. Thus, women’s autonomy is 
undermined by personal criticisms, based on isolated experiences 
and by the dominance of the technocratic model of childbirth care. 
And so, women experience the antagonism between what they 
want and what society considers correct and safe(21). In addition 
to these issues, an English study attributed the lack of consistent 
and comprehensive information about the options for birth loca-
tions, as well as the lack of information about the implications of 
giving birth at home, as possible reasons for home birth to be 
neglected(9). This is because only 2.1% of women in the United 
Kingdom in 2018(43) decided on home birth, even though it was 
recommended for women of habitual obstetric risk during the 
decision-making process.

Finally, the participants in this study recognize that having to 
pay for home birth becomes costly and not accessible to all. In 
the Brazilian context, PHB is a restricted possibility, considering 
that it is not part of public policy and is a choice that is emotion-
ally and financially supported by women. This situation weakens 
the assistance to women, as well as the professionals who care at 
home, since this option is not public nor is it part of the referral 
and counter-referral system, a situation that can jeopardize the 
guarantee of continuity of care in the face of the need for transfer. 
In this way, it affects determinant and conditioning aspects of 
quality of life that act in the social dimension and are related to 
health promotion and protection(44).

Therefore, to actively decide on the place of delivery, it is im-
portant for the woman to identify the reasons that are presented 
to her and how they affect her choice. This way, she will be able to 
reflect on these reasons, allowing them or not to interfere in her 

decision. She will have to look at herself and consider her values, 
define security, identify which risks she is willing to accept and 
how they could be managed(45). 

Study limitations

As limitations of the study, we highlight the difficulty of find-
ing women who intended on PHB but gave up on this option.

Contributions to the field of Nursing, Health, or Public Policy

In Brazil, there are few options for delivery locations outside 
the hospital environment that are part of the public health 
network, nor is it a policy that encourages the choice of women 
for the place of delivery. Thus, this study contributes to the ob-
stetric scenario by revealing information about PHB that can be 
problematized in the course of decision-making for the model 
of delivery and childbirth care.

FINAL CONSIDERATIONS

Both women’s testimony and the analyzed documents allowed 
us to understand that the woman’s decision making in favor of 
PHB is influenced by information that motivates or discourages 
this choice. However, the desire for a safe delivery for both the 
woman and the newborn permeates all influences. Obstetric care 
that respects the physiology of childbirth and ensures quality 
information in the relationship between the woman and the 
professional stands out as a motivation for choosing PHB.

In contrast, the information that supports the fear of unfa-
vorable outcomes, anchored in the model centered on risk and 
mechanization of childbirth, stands out as reasons that discourage 
the choice of home as a location of birth. Also, there is an access 
restriction to PHB, since it is not included in the public policy of 
maternal and childcare in Brazil and it becomes costly for women. 
In addition, the absence of the State to recognize it and make 
it available as a possibility of choice, makes PHB disintegrated 
from the delivery and childbirth assistance network, a fact that 
compromises transfers (emergency or not) due to the opportune 
time of commuting and care, or the lack of continuity of care by 
the same professionals.

Bearing in mind that the woman’s choice for the place of birth 
is not isolated, but it happens through information and influences 
from the context in which she experiences this choice, discussing 
the security of PHB in the Brazilian scenario is essential to optimize 
decision making. Thus, it allows the woman to combine the care 
offered at home with her perceptions and values   related to birth 
and can consciously choose the place of birth.
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