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ABSTRACT 

The Ne!hodands is the only indusbidiied country in which a lame perce”@e cd ob- 
stehic care takes place at home. AImon 31% of all deliveries are home ronfinemenk 
under supeti~i.,” of a mldrvlfe or a general pmc6So”er. and 84% of A, pasmatal care 
is give” at home by maternity care assistants. To 94” a better understanding of this 
unique situatio”. the stnteture of Dutch obstebic care is exammed with special anentian 
to the four pIllan on which the system rests the special protected padon of tke 
midwife, a gawally accepted screening system for high-risk pregnancies. a well- 
wganirpd maternity home care system. and the scxioculhlral environment in The Neth. 
er!ands in wblch prqwmcy and childbirth are considered normal physiological F”O- 
cess. Descdpaon of the obnebic system shows a degw of competition between the 
obstehidaw, midwives. and genera, pmctldones. in which the general practitioner has. 
lost a considerable part of the “obstetric market” 

In most indu&alized count&s, ob- 
stehic care is la&y provided in has- 
piids (15). The Netherlands is one 
of the few c~untdes in which obstet- 
dc care generally takes place at home 
(6-12). Prenatal care is usuauY siven 

by midwives and gneml p~titto- 
ners who work in pdmq health care 
(not in hospiiAs). Thirty-one percent 
of alt detivert-zs take dare at home. 
attended by midwives or generai 
mxiitioners. and 80% of alt deliver- 
ies fhom & hospital) are followd 
by maternity home care (13, 14). 

In The Netherlands, pregnancy 
and chitdbkth are regarded as en- 
tirely nonnat physiologic pmcesses 
that should be subject to as tittte in- 
tewention as possible. In most coun- 

tries. however, pregnancy and child- 
birth are rqwded as forms of sick- 
ness requiring the highest level of 
technological assistance, often act- 
companied by considerable medical 
intervenfion (15). This is etide”t in 

the percentages of cesarea” sac- 
Sons in counties such as the United 
States (22.1%) (16), Canada 
(19.5%) (171, France l13.811 (171, 
and England and Wales (13%) US), 
which are much higher than in The 
Netherknds (7.9%) (19). Tew (20) 
remarks that “The majority of obste- 
trtcians everywhere have become 
convinced that the natural pmcess of 
birth is fraught with dangers which 
their increasingly sophisticated tech- 
nologtcal interventions are increas- 
ingly capable of minimizing.” 

In addition, The Netherlands has 
one of the I_ levels of periMQl 
mortality (9.6/1000) (21). tt is there- 
fore not surprising that there is mn- 

stderable interest from a large “um- 
ber of cou”tries in the oqa”izatio” of 
cbstehic care in The Nethedx&. In 
the past, this interest sometimes re- 
flected a critical attitude of some 
countries tavard the Dutch system 
(22). However, in other countdes. in- 
ter& ccmws from movements that 
advocate home confinements, and in 
such cases The Netherlands is we” 
as a “beacon of light” (23, 24). 

In thtt art&. we first describe the 
most important supporting factors on 
which the Dutch obstetric system is 
based. Next, we show how a prep 
“ant vmman pass.% thmugh the sys- 
tem of obstetic care in The Nether- 
kads. Then, we Iwk at the roles of 
midwives, general practitioners 
(GPs), and obstetricians in the prti- 

*on of obstetric care and at develop- 
ments within the system. Finally, we 
lack at gowmment policy and the 
future of Dutch obstebic care. 



COBNEBSTONSS OF THE DUTCH 
OBSTETIW SYSTEM 

There are four pillars on which the 
Dutch obsttic system rests. The first 
1s the special (“protected”) position 
of the midwife. The second is the a- 
istence of a generally accepted 
screening system for high-risk preg- 
nancies. The third is the extstence of 
a well-organized system of maternity 
home care, and last, but not least, is 
the xlciocultural environment that 
regards pregnancy and childbirth as 
normal physiologic processes. 

The Position of the Midwife 

Obstetric care in The Netherlands 
has histodcally been the task of the 
midwife and the GP (25-27). In 
1865. when the Act on the Practice 
of Medicine came into force. the role 
and the authority of both profes- 
sional groups were established. In 
this Act, the midwife and the GP 
were regarded as competent to pro- 
vide Independent care dudng normal 
pregnancy and childbirth. Midwives 
and GPs refer women to specialist 
obstebicians in the case of ~medical 
and obstehic patiwlogy. By law, the 
midwife is an independent medical 
practitioner, much like the GP and 
the obstetrictan. The only distinction 
is that the midwife is limited to a sub- 
area of medicine--that Is, the super- 
vision of normal pregnancy and 
chlldbkth. Despite several modifica- 
tions in the years that followed, the 
1865 statute remains essentially tm- 
changed. However, over the years 
the midwife has acquired a number 
of additional areas of competence. 
She now has authodty to prescribe 
certain types of medication, to car- 
rect the presentation of the baby for 
deliway, and to cany out suturing. 
This expansion of the midwife’s role 

has allowed her to remain an inde- 
pendent practitioner. 

The importance of the expansion 
of the midwife’s role as a prerequisite 
for independent practice can best be 
illustrated by looking at the situation 
in neighboring Belgfum. In the last 
centuy, both countries were united, 
which meant that the 1865 Act of 
Medicine was also in force in Bel- 
gium. Belgian midwives were then 
able to deal with an area of medicine 
and carry out normal deliveries inde- 
pendently. However, in Be&urn 
midwives have not been granted any 
additional comwtence. a fact that in- 
creased the difffcul~ of Independent 
fnactice 126). This has ultimatelv led 
io a vi& absence of mid&es 
practicing independently in Belaurn. 

The position of the Dutch mldwlie 
is also protected in another way. via 
the health insurance system. Two 
thirds of the Dutch population are 
publicly insured. the rematntng third 
consists of people with an income 
above a certain level, who must in- 
sure themselves pdvately. A number 
of years ago there was a competitive 
struggle between mldwlves and GPs 
in respect to the control of deliveries. 
To regulate this competinon, the au- 
thorities enacted the 1941 Act on the 
Publicly Insured. Pursuant to this Act. 
the midwife received primacy in nor- 
mal deliveries. This means that 
where a midwife is available in a cer- 
tain area, mothers have to use he, 
services to be eligible for full com- 
pensation for the cost of the delivery. 
If no midwife is available in an area, 
the GP attends the d&w, and the 
cost is also fully compensated by the 
health insurance fund. The situatfon 
is slightly different for privately in- 
sured women. If they make use of a 
GPs services in an area where a mid- 
wife is available, they usually only re- 
ceive the midwife’s fee from their pti- 
vate Health Insurance Fund (11). In 
this case they have to pay the differ- 
ence between a midwife’s and GP’s 
fee themselves (the latter being 
higher). If a midwife is not available 
in a particular area, in the case with 

the publicly insured, the cost of de- 
livery by a GP till be fully compen- 
sated. 

The 1941 Act on the Publicly In- 
sured is an important basis of summti 
for the mid&e in independent &IC- 
tice in The Netherlands. It is fre- 
quently criticized by GPs, who see it 
as a tneas”re that restdcts their role 
uitbin the provision of obstetdc care. 
This measure 1s larselv resoonsible 
for the ongoing con&&sy between 
midwives and GPs. 

The Screening System 

The Dutch obtehic svstem has a 
generally accepted screening system 
for high-risk pregnancies. This is a list 
with indfcationr, and criteria on the 
basis of which the midwtves. GPs. 
and obstetricians decide whe&er the 
woman is to give birth at home or in 
a hospital W-31). The list was de- 
veloped in the 1950s. At that time, 
the various health insurance funds 
often had to deal with pregnant 
women with new medical complfca- 
tions. The health insurance funds 
wanted a clear list of the Ilk& can- 
plications. In part this a- b&se 
of the fear that the number of hospi- 
tal deliveries would increase which, 
in turn, would lead to a rise fn costs. 

The standardized criteria for spe- 
cialist tieabnent make ii pasfble for 
the three professional groups to dfs- 
tingulsh behveen physiologic and 
pathologic childbirth. Ii deliway is ex- 
pected to be pathologic, the woman 
will be refetwd to an obstetddan and 
the delfvew will take place in a hos- 
pital. All costs are then paid by the 
health insurance fund. If there is to 
be a phyJi&gic birth, d&my can 
take place at home under supewkton 
of a midwife or GP. In this case the 
costs of dellvey are also paid by the 
health insumnce hmd. If, in the case 
of a physiologic birth, the woman 
chooses a hospital de&y, she has 
to pay the hospital costs herself. 

A new list of medical indications 
for speck&t tieatment came fnto of- 
feet in 1987 (32). On the basis of a 
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number of decisions, cdteria. and the 
fundamental principle that deliveries 
can take place at home attended by 
the midwife or GP. a working group 
of midwives. GPs, and obstehicians 
developed a” obstetric policy for 
each medical indication. In compad- 
son with the old list. this has meant 
that a number of indications are no 
longer subject to referral to the ob- 
stetrician in the hospital, but require 
consultation between midwife or GP 
wtth the obstetdctan beforehand. Af- 
ter the obstetrician has given his 
opinion, the midwife of GP decides 
whether the woman should be re- 
ferred to the obstetrician. 

This situation has caused consider- 
able protest by the obstetictans. who 
believe that they, rather than the 
midwife or GP, should make the final 
decision. For this reason, a large 
number of obstetricians refuse to use 
the new list (33). I” some regions of 
The Nethedands this has led to con- 
siderable frtctlo” among the three 
professio”al groups. 

The imp&axe of this screening 
system n-takes the government stress 
the importance of achieving a con- 
sensus a” the revision of the old list 
among the three professional groupe. 
Consequently, in the coming pedod, 
there will probably be a number of 
adjustments to the new 1987 list. 
Most important is that the basic idea 
of the s&&e system is to be re- 
tained. 

hnized maternity home care is es- 
sential to the Dutch obsteblc system. 
Without maternity home care. home 
co”ftnementvmuld not be posslbk in 
The Nethedand~ (34. 

What does maternity home care 
mean in The Netherlands? The most 
intensive form of maternity home 
care Is t%l-day matemtty care. This 
meane that a matemi$t “use stays 
with the fanlily for a period of 8 day3 
for a” average of 8 hours a day. On 
the ftrst day the maternity “wee as 
sists the mtdwife or GP during the 

delivery. During the next 7 days she 
helps the mother with physical care 
and washes and changes the baby’s 
diapers, involving the parents as 
n&h as possible. &co”d, she helps 
the mother with breast feeding. 
Third. she gtves general health infor- 
mation with emphasis on expert ad- 
vice about the child. Finally, she 
looks, after the family and does some 
housework. prepares meals, does the 
laundy, and deans the home. There 
is also a less-intensive form of mater 
nity home care, in which matemiv 
home care is provided for just a few 
hours a day for a period of 8 days. 
The activities are the same as those in 
day care. except that no housework 
is done. Of those who receive mater- 
nity home cew, 67% choose full-time 
support (35). 

At present. 75% of all Dutch deliv- 
elies are followed by maternity home 
care. Because 31% of the deliveries 
take place at home, a great number 
of hospital delivedes (64%) are also 
followed by this form of care. This is, 
to a large degee, the result of the 
rapid increase in the number of 
short-stay hospital conRnementr A 
short-stay hospital confinement is a 
confinement in which the deliver 
takes place in a hospital under th;! 
suoetision of a midwife or a GP. but 
knmediate pre- and postnatal c&e Is 
entirely or partly at home. Hospital 
confinement lasts s 36 hours. If the 
hospital stay lasts S- 36 hours. the 
confinement is considered medically 
indicated, and is supervised by an 
obstehician. 

Maternity home care is provided 
by maternity home care nursing as- 
sistants. These “uses take a J-year 
kaininq course. At present there are 
5,64lO ktemity n&es in The Neth- 
edands (3%. In the past few yearewe 
have seen the number of mate”+! 
nurses somewhat decline. Because 
the demand for matemi@ home care 
has steadtly increased in that sanw 
period. it is clear that not ell demands 
fat help ca” be met at p~ese”t 

Thanks to maternity home cars, a 
home delivery in The Netherlands ts 

not synonymous with neglected de- 
lively. If home births are to be rein- 
troduced in other countries, it wi!! 
only be possible with sound mater- 
nity care at home. 

Cultural Environment 

I” The Nethedands. home delivey is 
an accepted, culturally embedded 
phenomenon. According to Klooster- 
me” (6). The Netherlands has dewl- 
aped a tradition of pregnancy and 
confinement that differs fundamen- 
tally from other w&em industdalized 
countries. In these other countries 
confinement at home is regarded as 
antisoctal behavior that belonqs to a 
subculture of self-neglect. 1; The 
Netherlands. however, it is a so&lly 
acceptable form of confinement. 
Klinkert (25) says that these differ- 
ences reflect a basic Dutch idea that 
has been vtrhmlly discarded by other 
western nations: that the process of 
bit belongs to the domain of nor- 
mal human>ctitity end only requires 
medical assistance when distur- 
bances of the nomml pattern are in- 
dicated. In the surrounding counbies. 
pregnancy and deltwy have been 
placed under the special competence 
of members of the medical pmfes- 
sion, and in most countlies this has 
had important consequenee5 for the 
manner in which obsteti care is de- 
livered. Van Hall f38j stated that this 
medicallz.3th results from continu- 
oue interaction between doctors. 
consumers. and pharmaceutical in- 
dushta. It is the cc& result when a 
soclely ddfk away from. and inwas- 
ingly loses respect for. nature. 

In The Netherlands there is no uni- 
formity of opinion among obstetri- 
ctans regardtng home confinement 
Some promote hospital de&y un- 
der the suoewision of a medical 
special&t asihe only possible r-ape”- 
sible choice. Other obstetricians- 
includtng some prominent ones- 
support the idea that pregnancy and 
birth are normal human activities 
112). 

As far as consumers are concerned 
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there is still a large percentaye (40%) 
of the Dutch oo~ulation who choose 
confinement it ‘home (39, 40). and 
home deliveries are. in general, as- 
sessed positively (41). This result 
contrasts sharply with results from 
other counties. Morgan (42) showed 

in an insuiw among loo0 women in 
Great Britain that only 10% agreed 
that home deliveries should be en- 
coumyed. 

THE OBSTETRICAL CARE 

When a Dutch woman becomes 
pregnant for the first time, she con- 
sults her GP for a confimmtion of the 
pregnancy. In the case of a second or 
subsequent pregnancy. she will us”- 
ally visit an independent mldtife. At 
the first contact tiih the GP or mid- 
wife, a decision will be made about 
who is to provide the prenatal care 
and at!rnd the delivey. If circum- 
stances that might endanger a nor- 
mal cowse of pregnancy are ex- 
pected, the pregnant woman will be 
referred to an obstetrician, who till 
take over perinatal care and deliver 

the baby in a hospital. If ne problems 
are expected, the GP or midwife will 
attend the delivery. The choice be- 
tween a GP or a midwife is mainly 
influenced by the 1941 Act on the 
Publicly Insured, as mentioned pre- 
viously. Together with the midwife 01 
GP. the pregnant woman will then 
decide whether she would like to 
have her baby in the hospital or at 
home. The short-stay hospital con- 
finement or home delivey is carried 
out by the GP or midwife who was 
responsible for prenatal care. 

Prenatal care is primarily proven- 
tive and begins wamd the 8th week 
of pregnancy. From that moment, 
the attendant care giver (GP or mid- 
wife) regularly checks the pregnant 
woman for factors that could 

threaten the normal progress o! he 
pregnancy. If there are problems, the 
woman is referred to an obste tician. 
In the 8th month of pregnarrry, the 
GP may carry out a medical exami- 
nation, although this is not manda- 

tory. Women who are attended by 
an obstehician till go to the GP for 
this purpose. In tbi; period, the ex- 
pectant mother will have to report to 
a maternity center to be eligible for 
mater&y care after the delivery. 

After birth. the mother and child 
can have the wvices of a maternity 
nurse for 8 days. The baby is gene;- 
ally thoroughly examined 3 or 4 days 
afia the birth. In the case of a non&l 
delivery, the GP is expected to carry 
out this examination, and in the case 
of a medically indicated delivery in 

hospital, the pediatrician does so. 
During the first 2 weeks after delivery 
the midwife will check the baby al- 
most daily. 

The final medical examination of 
the mother, about 6 weeks after the 
delivelv. is canted out bv the GP fin 
case oi normal deliveryi or &St&i- 
cian (in ease of a medically indicated 
delivey) and not by the midwife. 

THE “OBSTETRIC MARRET” 

We have already seen that r&a- 
tions and legislation are an important 

basis for the organization of Dutch 
obstebic care. They influence the dis- 
tribution of deliveries among the 
three professional groups (midwives, 
GPs. and obstehicians) and the pace 
of delivery (11, l&42). To describe 
the competition among these groups 
I would like to introduce the concept 
of “obstetric market.” in which sup- 
ply and demand play an important 
role. Over time, there are changes in 
the number of births (demand), and 
each of the three competing probe- 
sions (supply) requires its share of the 
“market.” 

The Netherlands has a high birth 
rate (12.9%) compared with most 
other western industrialized counties 
(44). This is in part because the fall in 
birth rate in The Netherlands oc- 
curred later than in the sunouncling 
countries. In most countries. the de- 
cline took nlace in the 1960s. 
whereas in T’he Netherlands, it hap- 
waned in the 1970s. In absolute 
terms this meant a decrease from 

290.c00 biis in 1970 to 180.000 in 
1980. In recent years there has been 
a sliyht increase in the number of 
biti. At present, the birth rate is 
199,Oal children per annum. Thus, 
the demand for obstetric care de- 
creased in the 1970s. stabilized in the 
198Os, and increased in the 1990s. 
How does this relate to supply? To 
find the answers, we shall have to 
look at the different professional 
groups separately. 

Midwives 

The Netherlands has three training 
institutions for midwives. Each ye&, 
behveen 50 and 60 midwives com- 
plete a S-year period of kainlng (45). 
In the first 2 years the course consists 
of both theoretical and practical 
classes. The flnal year is devoted 
mainly to pmctjce. Tbii qualitatively 
geod tmhing system offers the mid- 
wife the oppahmiiy to prescribe cer- 
tafn medicines, to supervise preg- 
nancy hum the 3rd month, to c&&t 

wsitive deviation of the fetus. and to 
iutw and to cany out wne&ncture 

(46). 
The number of mid- has ln- 

creased virtwJly every year in the last 
20 years. In 1970, The Nethedands 
had 780 practicfng mIdwIves, and In 
1992 there were 1167 (47). The 
steep-at increase has occuned In the 
past 5 years. The great majority gmd- 
uatlng quickly Rnd employment. At 
present we can eve” swak of a 
~hortege of midwives. 

In The Netherlands 80% of mid- 
wives are in independent practice 
and carry out home as well as short- 
stay hospital deliveries. Almost 20% 
are attached to hmpitals and cay 
out deliveries with an obstehiaan In 
ctlarge. The great majolity of mid- 
wives work in the more densely pop- 
ulated parts of The Netherlands. 
Where population density Is lower, it 
is often difficult to wn a successful 
praebce. consequently, many deliv- 
eries in the counbyside are canted 
out by GR. 

Regarding the number of d&w 
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ies that midwives perform each year. 
we find the following distribution. 
25% of the midwives carrv out 
< 100 deliimtes a year, 47% con- 
duct behueen IQ0 and 150 deliveries 
per year. and 28% carry out > 150 
births each year (33). 

General Practitioners 

There are 6500 GPs in The Nether- 
lands. and each year around 300 
new GPs graduate (47). Only 25% of 
GPs supervise deliveries (33). This 

percentage has fallen sharply in the 
last 15 years. In the mid-1970s al- 
most 60% of Dutch GPs were in- 
volved in confinements The 1941 
Act on the Publicly Insured. which 
gave primacy in normal confine- 
ments to midwives. is responsible for 
the fact that 50 few GPs now attend 
confinements. Almost 85% of Dutch 
GPs indiiate that the presence of a 
midwtfe in their area is the mast im- 
portant reason for this. Furthermore, 
almost 60% of the GPs who no 
longer carry out deliveries believe 
that home deliveries should be part 

of their job (43). 
Of the small group of GPs who still 

carry out delivedes. 53% perform 
d 20 annually. Only 5% do > 50 a 
year. GPs who stiU conduct de&lies 
are primarily found in the camby 

side. These areas are too sparsly 
populated for a midwife to practice 
profitably without her practice area 
becoming unacceptably large, and 
hence endangering the accessibility 
for the patent. 

Aftera 5.year period of basii train- 
inq. GPs have to follow a special 
P--&zar course of GP tmfning. &ring 
this kaining peti not much time is 
allowed for practical obstetrics. 
Comse member generally attend 20 
confinements. A farge number of re 
cent GP graduates find this too few. 
This smaU number of confinements 
attended during mining has led to 
cdticiim of the abiity of GPs to mn- 
duct normal deliveries (49). Van 
Alten and Treffers (50) stated in 
1981 that unless there was an im- 

provement in training. GPs would 
lose their position in ob+&ics m the 
long term. 

Obstetricians 

In 1992 there were approximately 

610 obstetricians in The Netherlands 
(51). Since 1970 the number of ob- 
stetricians has almost doubled. The 
number of obstehicians per lCO.OW 
inhabitants is one of the lowest in Eu- 
rope (52). To become an obstetd- 
cian-gynecologist, a candidate must 
complete 6 years of training in ob- 
stetrics and gynecology after 5 years 
of medical school. Each year. ap 
proximately 25 obstetricians com- 
plete their training. Almost 78% of all 
obstetricians have their wm prac- 
tices. whereas 22% are in the service 

of a hospital. 
Most obsteticians (87%) are men. 

although in recent years the number 
of wcxnen obstetricians has in- 
creased. 

Place and Supervision 
of Confinement 

The fall in the number of births and 
the growth in the number of profes- 
sionals in obstetrics perhaps explains 

some of the friction that has devel- 
oped over +?I,. .ast 20-30 years 
among the three >rofessional groups. 
This can be seen clearly in the disti- 
bution of the number of confme- 
men& among the three professional 
QKW.X in the past years (Figure 1). 

The GPZ sha;e h& been kbstan- 
tially reduced from 46% of the total 
number of deliveries in 1950 to 10% 
in 1991. This fall had already begun 
in ihe 1960s. The share of the obste- 
m&n, on the other hand. has in- 
creased in this paicd from 17% to 
45%. The midwives’ share fell in 
195&1965, but then rose to 45% in 
1991. 

One can conclude that over the 
past 30 years the relative importance 
of home deliveries has decreased 
considerably (Figure 2). In 1950 
> 70% of all births were at home. In 
1960-1980, there was a rapid fall in 
the number of home births Since 
1980 the percentage of bane births 
has fallen slightly, to around 31% in 
1991. The increase in the share of 
hospital confinements is partly due to 
the growing impatance of short-stay 
hospital confinements In 1991. short 
stays comprised 25% of all hospital 
confinements 113). 

The proportion of home births in 
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The Netherlands 1~. not equally dis- 
ktbuted geographically. In some re- 
@,ons > 50% of all births occur at 
home. whereas in other retions this 
figure is < 15%. In the no&em and 
(most of) the southern paart of The 
Netherlands in paticul&the propor- 
tion of home deliveries is large. 
These areas are characterlad by rel- 
attvely low population densities and 
fewer hospital facilities. Conse- 
quently, the hospital delivery option 
is taken less readily than in the urban 
centers. 

GOVERNMENT POLICY 

Government policy in The Netber- 
lands creates the precondttions for 
the system of obstehtc care. Legisla- 
tion and the encouragement of ma- 
ternity home care ensure that pri- 
mary care obstetrics 4s plays an im- 
purta”t role. 

There are, however, a number of 
developments that are putting the 
Dutch system under pressure. In the 
first place, there are far-reaching 
plans to change the Dutch insurance 
g;stem 153). The proposed changes 
are designed to provide a more mar- 
ket-oriented health care system in 
which competition wtll exkt between 

the providers of care and the insw 
ers. Thtt would have important con- 
sequences for the midwives. In the 
new system there would be no room 
for the present legal primacy given to 
them. There will be open ccmp-ztt- 
tion between midwives and GPs in 
particular. This will be strengthened 
by the proposal of the professional 
organization of GPs to increase the 
number of GPs active in obstetrics, 
with the result that the supply of pi+ 
may otxtehic care in ceriatn areas 
could be higher than actually re- 
quired. Because obstetrtcs is only 
part of the activities of the GPs and is 
the midwives’ main activity, the pro- 
fessional existence of the midwives 
could be threatened as a result 

Although the government beliewas 
that midwives should retain an im- 
portant place in the Dutch obstetdc 
system. it faces a dilemma. The gav- 
emment wants to encourage more 
competition between providers of 
car-to decrease costs-and yet its 
cunent policy is to protect weaker 
paties such as the midwives 

We can also see that the gawn- 
ment Is look&g for a model of obstet- 
dc organization in which the exis- 
tence of the target goup has ade- 
quate guarantees in the futvre. But it 

is not entirely dear what this model 
will Iwk like or whether the vadous 
professional groups will be able to 
agree to it. 

It is therefore conceivable that pro- 
tective measures for midwives might 
be abolished before there is a re- 
placement for them. This would un- 
doubtedly have consequences for 
the organization of obstetric care in 
The Netherlands. 

The topic of qualky of care delivered 
by the three professional groups is an 
imp&ant aspect of research witbin 
Dutch obstetrics 154-591. This re- 
search focuses on the is& of wheth- 
er deliveries should take place at 
home or in the hospitat. It k &a con- 
cerned with monitoring whether the 
professional groups are doing their 
work properiy. These research stud- 
ies are relatively isolated initiatives 
that are not part of a coordinated 
plan to study the qualtty of the sys- 
tern. Accordtngly, there are a number 
of gaps in knowledge that often make 
it difficult to sketch a clear ptchuo of 
the quality of Dutch obstetric care. 

In recent years supporters and op 
ponents of home deliveries have 
used r-h results to support their 
arguments. l-hnvever, name of them 
has succeeded in convtndng the op. 
petition. nor have they #ven foreign 
countries a clear Dtcture of the aualitv 
of Dutch obstetric care. To in&o& 
the quality 01 obstebic care in The 
Netherlands, more large-scale atud- 
ies are needed. After all. The Neth- 
erlands. with ik kJgb p&entage of 
home deliveries, is one of the few 
wunktes where such comparative 
research can be done. 
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