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ABSTRACT

Objective To compare incidences of perinatal mortality

and severe perinatal morbidity between low risk term

pregnancies supervised in primary care by a midwife and

high risk pregnancies supervised in secondary care by an

obstetrician.

Design Prospective cohort study using aggregated data

from a national perinatal register.

Setting Catchment area of the neonatal intensive care

unit (NICU) of the University Medical Center in Utrecht, a

region in the centre of the Netherlands covering 13% of

the Dutch population.

Participants Pregnant women at 37 weeks’ gestation or

later with a singleton or twin pregnancy without

congenital malformations.

Main outcome measures Perinatal death (antepartum,

intrapartum, and neonatal) or admission to a level 3 NICU.

Results During the study period 37735 normally formed

infants were delivered at 37 weeks’ gestation or later.

Sixty antepartum stillbirths (1.59 (95% confidence

interval 1.19 to 1.99) per 1000 babies delivered), 22

intrapartum stillbirths (0.58 (0.34 to 0.83) per 1000

babies delivered), and 210 NICU admissions (5.58 (4.83

to 6.33) per 1000 live births) occurred, of which 17

neonates died (0.45 (0.24 to 0.67) per 1000 live births).

The overall perinatal death rate was 2.62 (2.11 to 3.14)

per 1000 babies delivered andwas significantly higher for

nulliparous women compared with multiparous women

(relative risk 1.65, 95% confidence interval 1.11 to 2.45).

Infants of pregnant women at low risk whose labour

started in primary care under the supervision of amidwife

had a significant higher risk of delivery related perinatal

death than did infants of pregnant women at high risk

whose labour started in secondary care under the

supervision of an obstetrician (relative risk 2.33, 1.12 to

4.83). NICU admission rates did not differ between

pregnancies supervised by a midwife and those

supervised by an obstetrician. Infants of womenwhowere

referred by amidwife to an obstetrician during labour had

a 3.66 times higher risk of delivery related perinatal death

than did infants of women who started labour supervised

by an obstetrician (relative risk 3.66, 1.58 to 8.46) and a

2.5-fold higher risk of NICU admission (2.51, 1.87 to 3.37).

Conclusions Infants of pregnant women at low risk whose

labour started in primary care under the supervision of a

midwife in the Netherlands had a higher risk of delivery

related perinatal death and the same risk of admission to

the NICU compared with infants of pregnant women at

high risk whose labour started in secondary care under

the supervision of an obstetrician. An important limitation

of the study is that aggregated data of a large birth registry

database were used and adjustment for confounders and

clustering was not possible. However, the findings are

unexpected and the obstetric care system of the

Netherlands needs further evaluation.

INTRODUCTION

Perinatal mortality is an important indicator of the
quality of obstetric care. The Peristat I and II studies,
based on data from 1999 and 2004, showed that the
Netherlands has almost the highest perinatal mortality
(11.4 and 10.0 per thousand) in Europe.1-5 Several fac-
tors are mentioned as possible explanations for this
high mortality, such as differences in registration and
maternal characteristics of the Dutch childbearing
population, restricted management of premature
babies, and the absence of standard screening for con-
genital anomalies. Thenumbers of oldermothers,mul-
tiple pregnancies, and mothers belonging to an ethnic
minority are relatively high in the Netherlands.5 6

However, this can only partly explain the high peri-
natal mortality.7 Whether the Dutch obstetric care
system contributes to this relatively high mortality
remains unclear.8

TheDutch system is different fromall other obstetric
care systems in Europe and is characterised by a well
defined distribution between primary and secondary
care. A distinction is made between women with a
low risk of pathology and thosewith a higher risk. Inde-
pendentmidwives in primary care provide care only to
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RIONESCU
Text Box
Some additional notes:
The Dutch system is unique in Europe because is characterized by a well defined distribution between primary and secondary care. A distinction is made between women with a low risk of pathology and those with a higher risk and independent midwives in primary care provide care only to women at low risk (~30% of babies in Netherlands are delivered at home by midwifes). 

Countries like Canada, in which most deliveries were traditionally performed in hospital under the supervision of a medical doctor, are currently exploring the possibility of switching to a system based on both midwife and medical care. For instance, the Québec government has adopted a new perinatality policy for 2008-2018 which makes provisions for midwives taking responsibility of 10% of all perinatal care and childbirth needs within the next 10 years.  It also allows for the establishment of 13 new birthing centers and the promotion of midwifery service to women living in vulnerable conditions.




