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i. 1. Openiug Lednion

A phannimy mecting of the Perinatal stuly (3';_"(“1[: was convened in Athens foeom
St & Decombaer 970 by Uhe depional Oftice for Burope. The meeting was 45 tendec
Ly toneteen temporaey advigers Leom Denmark, Dioland, Geoeece (n), ftalv, Netter-
Poasdiny Narway, Turehey, Undled hingdom (3), West Germany, two staff members from
WHO Headaguarter, Geoeva and one statf member from WHO Reglonal Office Coponhages

Professor 2 Doxtadin, Miniater of Social Services of Greece and “resideot
ot the Tnstitute of Chibd Health, Athens, welcomed the participants. [De. M.

Weprnier weni Gloched Chalrman and De. bleaner lerodiaconou acted as Rapporteur.

S WHOO N Yo Pan

Lo Wopne povcapbainel The aine of the WHD S year plen approved Tn e D o )
PO whioh consiat Gl the tollowing topiaen:  chronio oioedses 10 the vouns
nuteitiorn in the dndunteial coclety, health pronotion for newer prablens ., bhoe
postibion of women in headth, amd the perinatal perlod.

The dinterest in the prenatal, natal and nechata) period has been aroused
ty the daet that o bo many countries, bivth bu now bespotal based and more
techinolopical amd Ui T v cepted without question awn a good thing. Psycho-
bopleat wned oviat o bt of the dehumanisation of Saman Lirth processes,
problews ol vetivery ot gervices and widely differ ing perinatal moptality
vaten Letween connteics bave led to the setting op of a multidisciplinary study

pacene tooctely the perinatal period. This group witl study four main topics:
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1o 3. WY Ciobia ] conanliees i Rick Approoch to Prenatal Cdre

D Lijubery rovicw 3 the WHO Studies on the risk appredeih o prefatal dare.

Cuba, Malaysia, Uweo b dovakiag Turkey, lsrael and Norway have been vonducting

The facts emcpging stress the naed for every eountry Lo

Epidembo-

prendtal project.,
apply ite own apuecial risk approach and not thuat of another country.

logloal knowledge musl La wsed 16 pelate the problem to risk factors in order

to predict the outoome. Operationagl reseacch will efpible services or resQuUeee:
to be ol locuted or pealloceted. A common protocol cannot be dpplivalile to every

country beoause ol it ferent gituation,

2. PHELENTATLG b PERINATAL RIN& STHATEOIE. N VARIOUS COUNTR L

e Turkay

The tatesl (o from the Ferinatal Riok Stady belng underetaken in Tarkey

were prenontede T Pt Dy wan compbetod T and thee Main Gtudy ataeted

fnohanuary e P e Pvees b Ther Main Lbady Webed

Jo To clevelop o Lew bl stpategy fer MU caare Laced on the pisk approach
Ly presventing oisteoipabie outeome.

2o To develop intervention steatepics for womet aud childen gt richk

3. To eotahlisbh an improved MUH care system by roallovdat Ton of resourcas.

Briubly, healrth contren cerving populations of 7-19,000 are Linked 1o

regional houpita:s, U/ ,000 pupulation) amd village. drve nerved by Lubcenteoes

nanned by 2= midwives Loeving /-3,000 inhabitants, The villape midwite fo the
£ 4

hey porson in the progranme. Trained in risk poljcies she reforsd patients gt risk

P e physictaus AL preghant women in 1978 and 1979 and theip oftopring are

be lup followst up. A 0 omparisen between g lgnment to Bigh and luw risk cate-

gopien by Jdoutirs and midwives showed concurrence in #gh.%% whiiut 9.3% who

o




Perinital Srady Grong

P bl cpinion of the doctar shonld ave Leen refereed, were not referred by
Phee mivwibe,

P crprricnee ol the Hrut year has shiown that the use of the risk approach
o bmproved commurication between miowives and physicians in general and helped
Lo dmpeove thele decinion-making wbilities, Pamily planning has received mopre
Pportanee. The ditticullien have beon increased paper work, problems of
bravel dnowinter, high costs ol trensportation, and missing informaticn. By
The vl ol 974, 110 pregnant women and  J400 children had been studied.

Tlorre bad Leen 3385 follow up visits to Eregnant women and 651% to children.

Norway {Gee appendix 1)

In Norway the petberal practiticner is the key person in primary hea!th care.
The midwives' role {4 umatl. The average number of antenatal visits if 9.
6% of women attend birth preparation classes and 99.5% of deliveries occur

in houpital,

Seotland

P onpolng rescareh into antenatal care was discussed. One of the Maln
probilem: oo the Jarpe distancees haviug to be travelled in and around Aberdeer
Porswonen 1o reach the hospital. U in recommended that women at low risk
dulwslly receive g reduction In hospital antenatal care with more visits to
the foval general practitioner or midwife, How women themsalves will react
to Lhiv reduction in care is undep study. Another finding of great relevance
to the rick policy was that 50% of infant deaths in the necvnatal pericd wepre

Leomethreps in the nonrisk RIOURS.

Pintand (uee appendix 10)

The role of the midwite iy of prime importance in Finland., A1l deliveries
ereur in hospital. Antenatally women arve seen 11 times by the midwife and 3

tTimes by the physician., #1% of primigravidas have psychoprophylaxis aceompa-

nled by 6U% ot thelr busbands., Bpeast feeding 1s strongly supported.

v
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Lictoewene o sl e b Flonsina,

Thoe weamatane ool Floaeingy o Northepn e W divi-bead Tntee Two with n
g L onwmbeer b v T o o terming the Study peonpend U contret group. The
Gty W adue Likewioe divideds I the ntudy pooup, wpeclally trained midwlves
vicited coch expectant moether twice oomonth. BesTdes poutine medical ckeoks
she gave dletuary and oocial advice, cducating the mether in 4 sunsible and
Bead Py dppredch Lo her prepgnaney . oty conteol peanp ther usual sysiem wdd
continued. After Jdelivery, bebies werr vigited monthly in rhe study group by
pacdiatriviam, anhenosd Jovelepmentally and medlcally (nutritional =tatus ete)
and advice given on diet and stimulation of the ehild., In the controels, the
I Ll Wl seeen Uwion 00 tree tiest year of Lite and aniessed. The study i w1 L
opeiny but pro cimiinory el to Indicate thuat G iomeoonomic factors mey Le

i P i.nq_mrle:.r:t Pl tie odie ool taeiors Lo illl[,)t‘l.)Vinﬁ_’l the care dand cutoomes of rhe

PrUEnAl b Woman ats] Do ohibld,

Db lermany

Leipife faving ofe of T biphe: Uopar capita incemen, Germany btoaround
ther 1700 pooitice T the PHMEP Leopue table.  There iu very great variation
Ditween the 11 otare o trom 1/.8 in the Lest o 1g,w fn the worut. The pichost
Glale fnbi o rales b o o liore i o correbation with the medical care obtormad.
There T+ insullicient participation in antenatal wmedical care and luck ol
curved Llance ol biglh risk patienti.  Peimacy and preventive health care in
Cre Junively Gu the estedd o4 the physd clanes = the mldwives' role i smell.
Thoreo e matey vty e b Do tal o, some with undaer 50 deliveries a year and
Goo Pegiot st ion a0 Lmad Do lindos olviowsly have Little expurionee aril
of b poor training Lo Jortors,

Ih Chee Dagneities with good obstetric sgevices the PEMR in less than in
plpa L Arean, e Gpgecite situation from Sweden, Pipland and Holland,  Tranu-
port Tooa i oproblem for mere than bhalf the bigh risk patient,

Birth weight ity are collected in g superficial manner.  Immigrant
populations (oomiliion) whose costoms and culturse differ are particularly at

rick as oaro Jlieritimate Lirths,  There iu a high incldence of sudden infant
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Thews otk ol et ity control and gwlit of deaths throughout W. (ermany.
corittry burs st e e U ed beth thiese with a resultant fall in PNMR.
Poo recommenedod tha midwives play o greater vole in primary health
droed ot physicians, abstereiciang and paediatriclans cooperate between
Phoea crvess and Lt andy Che i eoduction F Lo quality contrel can lower

o marbagld ity et

ol Mt G appendix 11D

Thio couwntey Lasow o unique situation with one-third of all deliveries
vecuring ot home. The 1995 PNME i3 12.u% /00 (25%/00 in hospital and liﬂ/oo
at home ). The averape nunber of prenatal examination is 12 with the midwife
Pl o Lavpe role. She berselb io by Jaw ontitled to supervise a normal
peytiney and ddclivery throughout. The basic principle of obstetric care is
e tewtion ot cunies at risk and arpanging bospital delivery. In 35%% of
Al canes D osdeh g dictinetion made.  lomg deliveries are without intervention
e atcndhesia, In the lyinp-in period o Spegially trained maternity weifare

Worher cbays with the Tamily Loy 1o days,

Hicmision about e papers prosented oo the Prenatal Rish Policies of

varioine coneien Toeluded the tollowing Lopia:

Yoode o betiuing tha Peoblem

Thera o tirutly a need for gssembling data dlrady existing in each counvy
with repard to proaoatal practices,  What actually exists, what is done and how
care i piven must be clearly defined. A rational ik appreach ls virtually
utbversa e dn Phicd World countries domething of a risk approach does exist.
Phie st be examined and def ined as there will be an inherent wisdom in

that system. The rick syntem can be compared Lbatween countries.

et TPhee beciiioo=Mak ing Process

Thiv must be examined with reforence to the pisk policies. Why are deci-

donn made The way Chey dre, and how Jdo they differ between countries. The

A
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decision=mik ing process must be tormalated ooan explicit way.  The prasen
procvess iy inform us ogbout hidden visk policien. Compaprisons may tell us
why vertain decizion making will Le Uhe Sane hetween certain countpries and

whers nat, inconsistencien may be reconcDhed,

2, 10, Qutoomes

The outcemes should have upecific welghts attached to them ad hoc and
and these will be different for each country. FProm the explicit welghts put
in, comes a measure of the importdance of the problem. More welght may for
example be given to reducing handicap than to mertality. Not enough is known
about morbidity as an outcome. Birth weight and PMMR are hard core facts
but are they always enough to measure cutcome? Can We come up With anything
hetter? For example should operative iutervention be seen as an outcome in

Iself,

2. 11. Socio-Econemic Factors

Having ldentificd the risk, can auything sow be done about it. 1 the
pisk iz low income, iLlegitimacy, inereased maturnal age or psycholopical
problems, a highly sophisticated risk approgch to perinatal care may not fake
much difference. The causes of these risk factors must be examined and if
necessary, pressure put on governments to realise that health service expendl-
ture may not be the fdeal way to reduce perinagtal mortality. It may be tound
that & very expencive uystem of services exists with no real ovidence that it
is doing any yood. bBvaluation of the reszultuy may enasble us to inlopm governments
what can or cannot be expected from such a system. 1t was emphesised that
povernments should in fact be part of the whole progess and that cooperation

throughout will meke necessary policy changes sclf-evident.

Yoo 12, Allogution of resources

The group considered the problem of birth weight, a relatively simple
viariable, reflecting perinatal health and morbidity. It 1 necessary to dis-
tribute more resources to areas where there 1s a greater incidence of low birth
waight. However ip most countries this iz not done. Ipn UK six special care
costs per 1UJ0 deliveries are avallable nationally with no regard to areas with

higher LBW problems.
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vichal by, tumds po disteibuled without idmntifying health service activi-
Piens o tdpet ta dinteibute rationably i not available. In the WHO region,
CenglrE Tl lnaves varying incidences of LBW and the MCH budget should distribure

Pt acentding Lo thic, haviog ident]fied the groups at risk.

o Las Lvalpation ot L toct [ Venems

Phe dilticultics of ovaluation wepe discussed. Continuity of care throughout
prepnancy preferably by the same health workepr is difficult to achieve. s
the number of antenatal visits corvelated with the outcomes of LBW and PNM?
Would for example about & visits for normal women and about 10 visits for high
rick cases be eftective? It WMUSt be remembered that worldwide the economic

sltuation must be considered and it is important teo be cost-effective.

., Intervention Programmes

Filot atudios should Le stapted In various areas for intervention programmes .
Bither a whole new system on pisk may be developed bazed on existing risk in

pilor areas or through random controlled trials to test limired hypotheses.

2. M. Wumen's Reactions

Women': liberation groups are affecting policies in various countries,
The difticulties of doing research in this area ware discussed, In Aberdeen
thiu is presentiy being investigated i.e. the "quality" of antenatal visits and
Lhe way vach woman evaluate: them, and the policies as they affect her indivi-

il ly.

Ib.  The Bisk ot !sein_g AL RiziM

Pullowing from the above, it has bean found that in women who know themselives
Lo bl risk, oxtra stres: is added. In women with an increased value of a-feto-
Froicing smok fup inereased until such a time as a definite didgnosis was made
by amnioventesin,  Matermad stpess is in itself a risk facror. By ultrasound

L hus been found to affect normal fetal movemants,

Tn Turkey this problem is overcome by using the words "risk care" in English

And the mother i3 thus unaware of the implications.
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3. PROPOSLD STULY ON LOW BIRTH WEIGHT

Low Lirth weight (<€ %.5kg) bas a pusitive correlation with perinatal mopr-
taliry. Bipth welght specitic perinatal moptal ity rates show that although
more smaller Labics die, the larpest of the larper Lables dpre also at risk.
Thers is some evidence that the perinatal mortality rate of these big bables
i a sensitrive index of nevnatal tecimologicel services in an area. However,
in most countiies, these BW specific rates do not exist.

Even better are cause specific perinatal nortality rates. Nejither are
these commonly available. Major congenital anoffalies especially of the central
nervous system which are, for exsmple, commen in England and Wales, are included
in the overall PNMR, yet ave rarely acknowledged. Birth weight distribution
and the incidence f lethal malformation are factors outside the health services.

A plea was made to collect BW data wherever this can be arranged. It is
a simple variable and can be used to allocate resources using the risk appreach
(see 2. 12). BW data is not at present universally available e.g. in Turkey

40% of babies who are born at home are not welighed.

Discussien centred around the following polints:

2, 1. Problems of Data Collection

Perhaps in certsin countries or dreds, BW data could be collected for a
certaln proscribed length of time 1f poutine collection puses too many organisa-
tienal problems. Accuracy is obviously required and the problems of portable

scales,their Dbulk and inaccuracy were discussed.

3, 2. Type of Low Birth Weight

The small baby may be either premature and/or small-for~dates. The dis-

tinction in itself is a strong predictor of death. The exact gestational age

of a paby is a difficult variable. At least 15% of women do not know the date
of thelr last menstrudl period and the assessment of gestational age of the baby
iu rather complicated., It was thus felt by the group that gestational age should
not be used as an outpur indicator in itself but should continue to be studied

an @ separate varliable.
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3. 3. Reasons tor Collevting BW Ddata

Collecting BW infurmation can be for three reasons. Firstly, as an output
indicator of prenatal services, gecoudly, to find out the correlation between
LBY and other cauual factors besides the services and lastly as an indicator

of how we look after ourselves l.e, purely for the phenomenon itself.

3, 4, Conclusicn

It was agreed that BW can be simply recorded and is a good predicter of
prenatal care. It could be used to allocate scarce resources between different
regions, Whilst accepting that knowing the percentage of LBW due to prematurity
and/or dysmaturity would be of great advantage for knowing the exact type of
necnatal service required, at the present time since internationally BW data

is inadequate, we should concentrate on using this simple parameter.

4. STURY ON NEONATAL TECHNOLOGY

[nformation is needed as to whether this is a high priority area. Neonatal
intensive care services are extremely expensive and often something of a status
symbol. There are very few studies correlating neonatal moprtality with provi-
sion of neonatal intensive care. Family planning may be of almost equal
importance e.g. the perinatal mortality rate may be decreased by 30/00 by pre-
venting births to women over 40 yr, whose offspring éontrihute greatly to the

figures.

4. 1. Trieste Study of Neonatal Intensive Care "

Trieate, Itdly is an area of 112 sq km with 300,000 population. In 1971
the PNMR was 23° /oo, and obstetrlc care wae very traditional in the twoe hospitals.
In 1871 a combined cbstetric/paedlatric department was set up and improved care
offered with an inerease ip monitoring in labour and a paediatrician present at
all at risk deliveries. The PNMR fell by 40%. In 18972 an intensive care unit:
was started and in 1973 early manageﬁent of respiratory distress syndrome (RDS)
was instituted with emphasis of early continuous enteral feeding. The incidence

-/
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of RDS fell from 2.02% in 1973 to 0.70% in 1978, @ decrease of 43%. The morta-«
lity for RDS likewise fell from 3.12% to 1.17%, a fall of 62%., The PNMR 1978
was 7.6°/00 (3000 births).

Comparing two groups of preterm babies similar in BW and GA with and without
RDES, the only statistically significant variable was the Apgar score at one
minute. (< 7). Fetal and neonatal acidosis and abnormal cardictocograph
tracings were not significant. It was shown that prompt resuscitation of the
infant at bipth was the single most important factor in preventing RDS and its
subsequent morbidity and mortality.

At present 34% of women of the area are delivered in this centre in Trieste.
85% are monitored and a paediatrician is present af all deliveries. The ezsen-

tial approach to mother and baby is flexible and non-dogmatic.

Discussion centred around the gquestion as to whether neonatal intensive
care is beneficial. There are no epidemiological data as yet correlating care

given and the overall neonatal mortality rate.

4. 2, The present situation

The present situation in each country must be surveyed with regard to
distribution of intensive care units and correlation with necnatal mortality

rates i.e. what exists at a peripheral level (Level I care)}, at referral levels

{Levels II and III care), and how i1z intensive care best delivered., Statistics

must be region based and not hospital based.

4. 3, Cost-Effectiveness

This is an area where cost effective studies sre invaluable. The output
versus the cost is a steep curve which plateaus i.e. simpler things costing
lezs have the greater ocutput. Different countries start at different levels
on this curve and thus the output would be difficult to agree on and to compare

between countries.

4, 4, Prenatal v. Postnatal Cape

Iz it so, that the more resources given prenatally, the less needed post-
natally? Does an inverse relationship exist between quality of antenatal care

oS
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and need for ueunatal Intensive care. If so, nore resources ahould aim at
preventiveness rather than treatment of neonatal problems, espacially if invasive
neonatal technology is shown to be bad from a biclogical cutcome, bad psthoﬂ-
socially for the family (see 5.1} and very costly.

4, 5, Problem of Definition

We cannot accurately and consistently define intensive care for each

country. It means something different according to the existing level of

primary care etc. in each place. Babies treated promptly at an early stage of

i

their illness need less intensive care than babies left to reach a mpglbunﬂ et
Intensive care in one country may consist mainly of ventilating extremely small
premature infants whilat in another it may entaii treating birth asphyxia and

septicaemias in the larger fullterm baby.

Need for Perinatal Audits

Perinatal sudits should be carried out and will give early feedback infor-
mation. Not only death audits, but audits on every coperative delivery are now
performed in some countries, Post mortems should be performed as the ultimate

audit.

STUDY ON MATERNAL-INFANT BONDING

(zee appendix IV)

In the last 15 years, data has been piling up to prove that separation af
the newborn from its mother at birth affects the development of the infant,
from both the gognitive and emotional points of view. On the contrary, extra
contact at birth facilitates development.

Intensive Care Units pose a aepecial hazard for the paychological and ema-
tional development of the infant by severely disrupting the bonding process,

Attachment is a process inveolving two people, baby and mother. Slgnals
from the newborn seem to be very important for interactional processes.

Discussion about bonding inecluded:

of s
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. 1. Incidenge of Buttering

In Finland where only 2 out of 60 hospitals have a heater in the labour

ward early contact and rooming in is not established. The incidence of sub-

sequent baby battering is high.

5. 2. Conditiops in ltaly

Rooming~in is available in 12% of cases. Time of the firat breast feed is
< 12 hr in 25%, > 24 hr in 42%. 85% of babies receive some formula feed.
However since around 80% of Italian babies are not "bonded" early with their
mothers, does this mean that 80% of the pupulation are disturbed and sub-
optimally developed? Bonding may be a biopsychosoclal phenomenon, not necessa-
rily the same across the human race. Cultural factors may play a large part.
We must not be dogmatic and must ask the mother herself what sha wants at this
epitical time in her life. A recent questionnaire on parental attitudes in

1977 showed that 36% of mothers refused rooming in and breast feeding.

5. 3. WHO/UNICEF Infant and Young Child Feeding Recommendations, 1979 Geneva

These recommendations support early contact of mother and baby within
the first twenty minutes mainly to encourage successful breast feading. In
Germany recently, by only offering early contact, breast feeding quadrup), ad

in duration.

5, 4, Training of Personnel

It is unknown what training medical personnel are receiving in this field.
The prevailing attitudes and prejudices towards acceptance of rooming-in are

usually traditienal and deeply engraiped.

6. PROTOCOLS OF INTENDED STUDIES IN THE FOUR STUDY SUBJECTS

6. 1. Study Plan for the Risk Approach in Prenatal Services

Hypothesis: The system of prenatal care ¢an be utilised more effectively by
mebilisation and reallecation of rescurces.

Overall cbjective: To develop local strategies for prenatal care based on the

r

4 - Ly
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- risk approach in an effort to optimise the outcome for mother and baby,

yﬂthod:
1.
L
2.
3,
o
6. 2,

The Research is in three stages:

Epidemiological surveys

4. a survey to collect existing data from all member states in WHO
region. Duration of project 6 months.

b. based upon information gathered, detailed surveys from selected
countries or districts within countries to prdye more deeply into
what really goes on in prenatal cave i.as. not only quantlty but
also quality of care. The first aurvey will probably show that in
many places we know very little of what is going on. Duration 18
months.

Personnel-research group in each of participating countries pluB a
reference or study group. '
Apply Risk Strategy to reallocate rescurces i.s. to try to find better
ways to spend rescurces in prenatal care. o =
Smaller specific projects within the regions with the detailed suUrveys.

Duration of Study 2 years.

Evaluation of Qutcome,

The outcome is not only seen as medical outcome i.e. perinatal mortality

and other measurble medical factors but also in costs. Duration of this

stage will be one year including writing and publishing of the- ‘report.
buration of whole project will be 5 years. |

It was proposed that the term Birth Weight rather than Low Birth Wejpght be

used,
Method:
1.

Birth Weight (BW) Study Protocol

Survey the current situation in all 32 member states to assess the exi- |
sting situation with regard to BW information. A consultant would be
used to develop a questionnaire which would include questions as to
whether there is any inteation to change the system in the future.
Existing published information would be supplemented by written Qantact
with governmentsthrough use of the questionnaire.

Representative sample of member mtates to asaemble mafe detailed infor-

mation on what actually exists and takes place in collecting BW data ﬁrom‘

s

T e
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6. 3.

ly

nuewborn inbants..  These mwember states would be selected because they
pepresent cerlain delivery sysilems, certain geographical regions, more
and Lese hiphty developed gte. and thus a representative sample chasen,
A local contultant who knows the situation in his country very well
would work with Lbwe supervision of overall consultant from (g} above.
This would give more detailed and peliable information.

Evaluation of data from 1 and 2 above. Are there categories of member
states re collection of BW?  What are the advantages and disadvantages
of the uyntems. ‘

Pilot Projects  tor interventions in individual countries.

2. This could be through jnnovative systems to improve collection of
BW's au part ot other studias Leing carried out in he different
countrie:.

b. Opporrunity oxists to develop BW specific studies in areas where BW

data systems already exist.

These two studies 6.] and &,2 must be coordinated together.

Necnatal Techneleopgy Study Frotocol

Overall objective:

1. To promote the rational use of high level technology in perinatal care. Is

it gvailable te infants who require it and/or 1z 1t overused on those who do

not really require 1t (research purposed ete. ).

5. To assess whether based on present alrcady available knowledge of efficacy,

iz what i1s known applied.

Bubjectivesz

1. To promete the rational distributicn, use and type of neconatal intensive care

in the Eurcpean region.

2. To promote appropriate training of all medical and paramedicals and

3, Thus to provide information to governments and to suggest rational programmes

for each country in turn.

Method. Survey the existing situation in each country with regard to present use

of thelr facilities.
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1. Official data colilection from governments (by questionnaire)
a. Ubstetpric:- Natality and perinatal statistics including low birth weight
rare,
Number of obstetric beds and distribution including how many
units have less than 500 and how - meny more than 3000 gﬁlirnrles
TR

a year and number combined with pﬂ&dlatrlc services.

Neonatal: - Number and distribution of neonatal intensive care units

- The criteria existing for designation of neonatal intensive.

care.

c¢. Transport: What system exists and whose responsibility it is.

2, Pllot Areas: Detailed surveys to be carried out in selected areas to assess
the actual situation pertaining in each country. The following quantitative
information would be collected., An overall consultant would work with local
consuitant co-operation.

a. Obsretrics:- Natality

~ No of births per year per hospital

Number admitted for antenatal @re
Frequency of biophysical monitoring during labour, cardio-
tocography, PH, ete.
Number and type of operative deliveries
Number of low birth weight babies
Specific diagnoses rate i.e. congenital malformations
Hyaline membrane disease
Neonatal surgical problems

b. Paediatrics: How many intensive care costs per 1000 infantsbhorn
Where situated i.e. in cbstetric units, paediatric hogpitals,
regional maternal centres
Staffing of the ITU i.e. number of doctors and nurses per
bed per shift
Equipment. Number and use of ventilators, incubators, moni-
tors etc, Faculties for blood gas measurements
Yeariy number of babies intubated and veceiving artificial
ventilation of all kinds short term and long term i.e. for
less than 24 hs, from 24 hrs to 7 days, and for more than
7 days. '
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Number of autopsies and audits
Perinatal statistics re early and late neonatal mortality
rates and cause gpecific mortality rates
- Mothers' reactions to neonatal technology
- An assessment of the medical and nursing documentation
- Cost data to be collected
c. Transportation of Sick Infants: Whether a transportation system for

neconates exists

If so, mean travel time and distance of referring hospital
to ITU,

The different forms of transport used eg. helicopter,
ordinary ambulance, mobile ITU ete

How ambulance iz staffed and equipped

What procedures may be performed during the journey

Under whose auspices and whose responsibility is the

transport scheme

Qualitative Evaluation through single care analyses. Certain cases i.e.
respiratory distress syndrome, neonatal surgery and congenital malformations
would be selected for detailed case analysis and comparison between countries,

te aszezs whether what is already known about neonatal care is actually applied
rather than an assessment of what should be done in each case eg. a good

pointer to the intensivenass of care would be the value of the arterial

oxygen (POQ) at which artificial ventilation is instituted. Similarly for

tranaport, the temperature of the baby on admission to the referral hospital.
The same consultant having collected the quantitative data could return one

year later to the same areas for the guantitative study.

Duration of Study:

Official data collection &/12
Pilot studies 2 years

Case studies 2 year
Presentation of results &/12

NB Problem of Foellow-Up:

In this study the outcome of perinatal morbidity was considered too complivated
and lengthy and only short term outcomes should be considered.

o
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MOTHTR-INPAIT DONDING PROVECT

Acsumption : Sonding is important for the emotional development of the child.
Objoctive:  Promoto mother-fefant hending at birth,

liypotheens: (I) Professional and para-professional ,staff involved in pre-perl- and
post-natal care may wot be aware of the importance of bonding at birth.

{2) Hoepital practices may make it difficult for the bonding process
to hegin at birth, '

(3) Technology, ae applied to the necnatal nare uiits may interfere

with the process of bemiing.

Proposed projsct
3 ~xtene
(I} Pilot study exploriog the possibilities to study existing practices at Msternlity
Hospitals in one selected country of the region. (Greece has been suggested an the ¢
courtryl. ‘

Dus!ry the some time visits should be mode slso to thres places:

{a) Trieste (high technolegy-aware of the problem)
(b) Diisseldort (high technology-awars of the nroblem)
(c) Tempere-Finland (change in hospital practices has oocuped, tuking iate
aceount the bonding questions).
Cvaluation of the results of the pilot study and planning of the main
stuiy.

{2) Main study.Burvep of existing practices i{n some countries, or areas of the Europesan
ragion. Areas ahould be selected using o vaplety of criteria: e.g. home vs. hospltal
delivepy practices, different religions, level of pewhnology, level of industrial
Jevalepment etc.

The supvaey, because of its naturs, should Le dooe Ly a cansultant who would
visit the areas and not tivough questionnaives. '

Evajuation of the vesuits and planning of the vext step-

(3) Intervention: Rame arear could he ¢hosen, Following the results of the main swrwey

wharae a massive ittervention poogranm could be tried and changws ovaluated ith 3 view.

/.
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e recommanding some key-genral cbanges in policles in order to promote bonding .

Generalities
The Bonding group inprﬁ:-nd the desire to include in all the proposad stopd
of this project, but also in the specific projects of the other groups (pre-natal,
neonatal technology) some Televunt approach to study the reaction of the pregpant
women or mothers to sxperiences relating to bonding .

General subjects that should be included in the bonding projecte are the
following (dimcumsed by all members of the perinatal atudy-group).

- Peychoiogical preparation of the mother-~to-la

- Immediste cortact after birth

~ Breaet fesding

~ Father's involvement

- Roowing~in |

- In case thas pewborn should be placad in the intensive care unit, contact
of the mother with Lar high-risk baby.
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ROUND UP DIGCUSSION QN THE FUTURE WORK

QF THE PERINATAL STUDY GROUP

Discusuion continued on the subsequent steps in the overall study.

7._1. A consultant would be hired as scon as possible to collect . the official .
govermental data for the three studies: prenatal, birth weight and neonatal
technoleogy. This information sheuld be from all 32 member states and include:
Prenatal - survey existing information of routine prenatal services and
discuver any special projects or innovations peing undertaken in the member states.
Birth weight - what exists on information on BW information and assesswhat

is needed through contact with the local people.

Necnatal technology - since there is preobably a pauecity of data in this field,

collection from official sources may be rather more difficult but negative

is just as significant overall as positive data.

Bonding - it could be asked at national level whether bonding had been taken
inte consideration in their policies. However this is a difficult question as
1o many bonding is something unheard of. Perhaps asking about rooming*inland
breast feeding would be indirect ways round this eg. Has the government reacted
to the WHO/UNICEF recommendations about infant feeding?

l: 2. The overall impression was that the same person could collect all this
data at the national level. A small meeting between this consultant and represen-
tative members of the group should be arranged, to inform and advise him as to

key questicns etc. before his embarking on this preliminary work.

2.3, At the next meeting of this group i.e. the Peripnatal Study Group these
official data c¢ould be evaluated and detailed plans formulated for the next step
in the study, that of choosing pilot study areas etc. A sSystematic representation
of action research proposals must include:
- the problem
- the premises (foregone conclusions or accepted facts)
ohjectives
hypothesis
research design (type of study)

activities to undertake (research, supportive/managerial).
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APPENDIX I

Perinatal study group, Athens, 6 - B December 1979

The system for prenatal services in Norway

Per Bergsj¢

Nearly all pregnant women in Norway receive medical prenatal care.

" This is paid in full by the Social Insurance Scheme, in contrast

to ordinary medicgal congultatinne, where the patient is charged

for part of the consultaion fee,

Women are encouraged to consult a doctor as soon as pregnancy is
suspected. This is followed by & series of consultations at

varying intervals, with increasing frequency as term approaches.

In Norway, the general practitioner is the cornerstone of the
primary health care system. In accordance with official health
policy, pfanatal madical care 1s, as a rule, provided by physicians
doing goneral) practicve, which in this connection include the

following categories (numbers as of 20. January 1978):

District physicians 492
Interns in health districts 208
City or ¢ommunity physicians 39
General pracoitvioners 1154
Health center physiclan 37
Total 1930

Specialists and nospital out-patient clinics are suppored to take
only patienvs referred from geneval practiticsers, bot in practice
this is soustites overlooked. However, with 50 000 births per

vear and only 56 practiclng gynecologists {(20. Jan. 1878) plus
limited resowrces in the out-patient clinics, general practiticners
chviouzly cerry the brunt of the burden., There is no statistical
inlformatice on the dlstribotion of prenatul care on the categories

listed anove.




Complicated pregnancies, for instance Prueclampsia, maternal
diabetes, Rhesus iso-immunization, are referred to specialiats
O©r huspltal care, according to type and severity. As more and
more obstetrical departments are equipped with ultrasound
apparatuses, the demand for this type of investigation rises

sharply.

Concerning the actual number of prenatal consultations per
pbregnancy, the University clinics set certain guidelines in thair
.£each1ng, but there i3 no official policy. The final decigon is left to
the doctor's own judgement, 1In a study from 1975, conducted for
- another purpose, we have some pertinent data on a control group,
which indicate the number of prenatal consultations in womon who
delivered in hospitals:

Time of first consultation Number of prenatal coasultations
(N = 537) (N = 537)

<12 weeks =4 2%
12 - 18 4 -6

16 - 19 7-9

20 + weaks 10 +

Not staced o : Not stated

Apari: from some geographical bias, these figures should be fairly

represantative,

Assuming an average of 9 consultations PEr pregnancy, we get
450 000 consultations yearly at an estimated cost in the order of
20 million N.Cr, in medical fees zlone.

Midwives also take a part in prenatal care, but to a leszer degree,

In some health centers and soms hospital ocut-patients clinics, midwives
assist at, and in some instances replace, the doctors in some of the
consultations, Further, Preparatoyy courses are held, genevally
arranged by midwives, with +the help of phyaiotherapists, in some




instances ‘also with doctors ang psychologists taking part. To
usze the only statistical source available, 16% of preaopant women

in Norway pasticipated in such courses in 1374,

In the Norwegian health system, hospitals have a permznent staff.

The practicing physician's responsibiliéy aends as soon as the patient
is ipside the hospital walls, As 99,5% of all births in Norway

take place in institutions, ainly hospitdls, this wmeans a change

of medical enviromment to most pPregnant women. To prepare for the
hospital delivery, midwives in some hospitals arrange a prenatal

consultation, but to what extent this is practiced, T do not know.

In counties and areas with more than one maternity institution,

the choice of place of delivery should be made well in advance of
term, according to risk. Some counties practice advance booking,
particularly where there is shortage of maternity beds. There is

& trend towards more deliveries inmnll-equipped central institwntions.
In 1974 the distribution of various types of maternity institutions

and their respective share of the births were as follows:

Number of institutions Der cent of births

Type of institution per July 1974 1973/74
Maternity hospitals 2 4.0
Departinent of gyn./obst. 3) 67.4
Obstetric ward - in

department of surgery 29 1.7
Obstetric ward in .
local hospitals 10 5.1
Maternity homes ‘ 14 1.3
Combined naturnity

homes/cottage huspitals 45 3.9
Total 131 99.4%

%
0.6% of births took Place outside of institutions




In conclusion, the gencral practitioner provides most of the
prenatal gare, reqardless of whether the consultations are in
his/lier private office or in a local health center, where
midwives may also assist. The frequency of consultations is
left to the doctor's judgement. The average appears to be

9 per pregnancy. About 15% of pregnant women alsc attend '
preparatory classes, and some go to a pre-labour consultation
at the chosen obstetrical department. Almost all births take

place in institutions, mainly hospital departments.

With regard to the risk apprcachlin prenatal care in Norway,
the aim must be a4 stronger emphasis on more intensive control
of high~risk cases at the expense of the larger group of low-

risk cases. As background data on the presmnt practice are

largely lacking, a study of prenatal services mud have a double

aim. Firstly, a survey of existing practice, and secondly, an

effoxt to remodel the system in accordance with the risk appreach

philosophy.
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WHO perinatal study group, 1979

The organigsation of obstetrics in the Netherlands

J.M.L. Phaff. M.D. Ph.D.

. Intreoduction

2. Prenatal care and selection of risks
3. Place and supervision of delivery

4. Maternity welfare

5. Conclusion

. Intraduction

You all know that in the Netherlands many women still have their babies

at home. Along with Turkey my country forms an exception in Europe.

Experts outside the Netharlands, and occasionally algo insgide it, regard
this situacion as a piece of folklore, like wooden shoes and windmills.
Others again are proud of these attainment’'s as they are of our dykes and
Delra-works.

However, the choice of home delivery is a deliberate one. We regard childbirth
as a natural event which should, if possible, preferably take place at home
within the family, without anaesthesia and without intervention. Our health
insurance system does not allow for a hospital delivery unless there iz a
medical indication.

It is a fact that over one third of all mothers still have their bahies
actually at home. It is widely known that the results are excellent.
Perinatal mortality stands at 12.450/00,‘which puts the Netherlands in fourth
place after Sweden, Denmark and Switzerland. It is incidentally questionable
whether this international comparison can be made without using the same
definition and witheut standardization on age and pumber of children.
Furthermore it is wise to allow geographical and socio-economic differences
to play a part too,

This country is a small ome with excellentroads and a very large pumber of
hospitals, so that everyone's home is less than half an hour away from a
hospital.

The Dutch receive at least 10 years' education. poverty is a matter of the
past, housing is generally good. The special group of immigrant workers,

a gpecial risk group in Western Europe, accounts for 6 % of all deliveries.

. ) ] ] o
The birth rate in this group is more than 30 /oo.
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The birth race in Holland is 12.6 oluo, the average number of children
two per family, the average age of the mother 26 years, giving birth to

her first child,

Prenatal care

Since around 1900 professors at Universities and teachers at the midwifery=
schools have stressed to the importance of extensive prenatal examinacion.
The average number of prenatal examinations is now J2: all gravidae see
their family-doctor or their midwife in the third month. The share of the
family-doctor in obstetric care is now 20 %, this share is falling rather
quickly. The midwife's share is nearly 40 7 and that of the specialist is
also 40 7. The share of the specialist is, however, increasing. The midwife
is entitled by law to supervise a normal pregnancy and a spontaneous delivery
on her own responsibility, which means without any assistance of a docror.
The midwife is pot a nurse-midwife: she has completed a three years course
which fully entitles her to independent practice.

The basic principle of our obstetric care is the selection of cases at risk
during pregnancy. There is a generally recognized list of some hundred risk
indications for a hospital delivery under the supervision of a specialisc.
In 35 % of all deliveries such an indication is made; all these women are
admitted into hospital. Of the remaining women, 38 % have their babies at
home and 27 % are admitted into hospital either for social reasons or for
personal preference.

The established view is that the family surroundings at home are preferable,
that the risk of infection is less at home and that the risks of needless
intervention {such as daylight obstatrics) are smaller at home.

Regearch has shown that the first stagé‘is shorter at home, while the secgnd
stage is the same at home and in hospital. But whact about the rigks that
cannot be predicted in accordance with the saying:"delivery iz only normal
in retrospect?".

A recent research project in the Netherlands comprising 3000 women who were

followed up by midwives and general practitioners gave the following results.
In the first 28 weeks of pregmapey about 10 7 of the primiparae and 10 % of

the multiparae were booked for a hospital delivery for medical reasons.

® of delivery




of
From 28 weeks till the onset delivery anmother 18 7 of the primiparae

and another 11 % of the multipatae were booked for the hospital for medical
reasons. During delivery ancther 12 Z of the primiparae and another 4 % of
multiparae were admitted into hospital, because there was an unpredicted
complication.

The overall perinatal mortality in the project-group was 3.9 ®/oo0.

It can be stated that for the primiparae 28 % could be selected for
hogpital delivery and for the multiparae Z1 Z. On the other hand in 12 %
of the primiparae and in 4 % of the multiparae the complications wera
unpredictable.

In most of these cases there wag no need to rush these women to hospital.
From the original group after all &0 % of the primiparae and 75 7 of the
multiparae had a spontaneous birth at home.

During the postnatal period 3 4 of the babies with their mothers had c¢o

be referred to hospital on medical reasons.

Table | Risk selection, per 100 women (N = 3000Q)

PrimiEarae Multigarae

Before 28 weeks i0 10
From 28 weeks till 40 weeks 18 i1
During delivery ‘ 12 4
Total 40 25

Overall perinatal mortality after 28 weeks: 3.9 /oo,

The outcome of this project as to perinatal mortality (= 3.9 “/oo) was much
better than the statistical data for the whole country, due to a very strict
leadership by a obstiétrician of am university clinic and excellent teamwork,

including 2 monthly medical audit,

For the country as a whole the perinatal mortality was 12.}’9/00, hospital

deliveries emerging with 25 %00 and home deliveries with & %00,

Table 2 Perinatal mortality (the Netherlands 1978)
Fetal death 7.18 “/oo
First week neonatal deach 5.27 °/oo
Perinatal mortality 12.45 “/oo




Nativnat fipures, that is te say outside rhe regearch project, show that
for the well-selected proup of spontaneous deliveries in hospital perinatal

. L0 . . N . e as . .
mortality was 3 /oo, in primary booked indications and indications during

; _ , , o
pregnancy 20 ®/oo and in the admissions during delivery 30 /oo. It should

be borne in mind that these groups capnot be strictly compared.

Table 3 Perinatal mortality in hospital (the Netherlands 1976)

- o

Spontaneous deliveries 3 /oo
. + a a D

Risk deliveries, primary booked 20 “/oo

Risk deliveries, booked during delivery 3 /o0

Maternal mortality is so extremely low that no subdivision has been made
for it.

The list of indications for an at-risk delivery has been drawn up by the
professors of obstetrics, and is accepted by everyone. A subjective
interpretation of this list, however, is possible; the percentages chtained
in at-risk cases therefore vary per region and per specialist.

For those of vou who are interested, the list is available.

Place and supervision of delivery

Of all deliveries 38 7 take place at home. Ten years ago this percentage
was 63%. As a rule the women concerned have a normal medical higtory and

a4 normal pregnancy. These home deliveries are supervised by midwives and

to a small extent by family doctors.

Anaesthesia iz not used, and active intervention is rare.

Of all deliveries 62 % take place in hospital, of which 35 % are on medical

grounds and 27 7 for social reasons.

Table 4 Place of birth (the Netherlands 1977)

At home
Hospital medical reasons

Hospital no wedical reasons

All at-tisk deliveries are supervised by an obstetrician.

The average annual number of deliveries for each specialist is 200, for each
midwife 80 and for each family docter 15.

Very large obstetrical wards do not exist in, the Netherlands: the average
number of deliveries per hospital is 500.

In the hospitals too n anaesthesia (general, epidural or local) is given




tor normal deliveries. The incidence of induction of labour (daylight
obstetrica) is estimated to be much less than 10 7. The relative number
of artificial deliveries is extremely small. For every 100 births there
are 3.3 vacuum extractions, fewer thap 3 Caegsarean sectiomns and fewer
than 1.4 forceps deliveries.

Table 5 Artificlal deliveries (the Netherlapnds 1971=-1975)

Primiparae Multigarae

Vacuur extraction 4.8 1.0
Caesarean sections 2.7 2.3
Forceps deliveries 2.2 0.4

Maternity walfare

The lying-in period has also a number of special features in the Netherlands.
These relate especially to its duration and to the presence of a specially
trained maternity welfare worker.

The duration of the lying-in period is still 10 days, either at home or

in the hospital. The mother is mobilised allreadvy on the first day. The
J0-day period is considered necessary to prepare the mother (and the father)
to look after their baby.

[n hospital maternity care is given by registered nurses and at home by

the maternity welfare worker, To an increasing extent the mothers go into
hospital for a short-stay delivery, which means that they return home within
24 hours after parturition. This short-stay delivery relates to 15 % of all
deliveries and 30 7 of the hospital ones. Of course it requires good
coroperation between the organizations inside and outside hospital. The
teason for choosing a hospital birth with short-stay may be that young
peaple do not want to take risks, that condicions at home (flat buildings)
are not optimal and that some doctors influence them.

The maternity welfare worker has received 16 monrhs training which includes
4 months' theory and 12 months' pra«:‘t:it'm.’e

She stays with the family throughout the day with a threefold task:

~ nursing care for mother and child,

- domeseie duties,

health educarjon.

The curriculum of this training course is available on reguest.
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At home the father is usually present at birth. During the lying-in period
the baby shares the room with his mother. The father helps to look after
mother and child, certainly during the evening and night. The father is
likewize present during the delivery in hospital; during the post partum
period the children are also allowed to visit their mother. The rooming-in
system is of fairly general application (at least during the day), Qver 40 %
of the mothers give full breast feeding on the }0th day and more than

10 % are still doing so at 3 months. Breast feeding is increasing, as it

is in othar couptries.

Research has shown that persomal care of the mother and the child is
considerably better at home than in hospital. This is reflected in the

time devoted to mother and child, in the percentage of breast-fed babies

and in the training of the mother for looking after her child.

Conclusion

The good results of Dutch obstetrical care are partly due to the younger

age of the mother and to the reduced number of children per family. In
addition the improvements with respect to hyglene, nutritiom, ¢ondition

of housing, education and welfare in general doubtless had also their effect.
The important role of the independent midwife and the availability of the
maternity welfare worker should also be mentioned. Furthermore, the more
expectant atticude of doctors with respect to anzesthesia, Caesarean section
and daylight obstetries are an important factor, Last but not least, there
generally exists good co-operation between family doctor, midwife,
obstetrician and paediatrician which can still be improved further through

team discussion ("medical audit™). The result is contimuing education,

’
consultation, and excellent prenatal selection.

It is not possible to prove a direct causal relationship between all these
facrors and perinatal mortality or morbidity. Neither can a causal relatiomshi
be demonstrated with any degree of certainty between hospitalization and
perinatal mortality.

On the one hand in the Netherlands too the use of echoscopy, cardiotocography
and pH determination is progressively increasing, on the other hand the
possibility of an intensive personal involvement with the pregnant patient

is decreasing as a2 result of the (@navoidable delegation of responsiklities

and the change of personnel.
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The concepts of hospitalization, davlight obstetrics and Caesarean section

are also gaining uround in the Netherlands.

The Government still congiders home delivery to be acceptable on certain

conditions and buacks up this view by legal, economic and financial

regulations i.c. with respect to training courses and health insurance.

J.M.L. Phaff, M.D. Ph.D.




