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determine the feasibility of co-operation
within maternity and obstetric care
between midwives, general practitioners
(GPs) and obstetricians.
Design: descriptive correlational study.
Setting: The Netherlands. Policy is
towards more co-operation between
primary and secondary health care.
However, in Dutch health care midwives,
GPs and obstetricians may also have
conflicts of interests.
Participants: members of obstetric cooperation groups (91 midwives, 53 GPs,
31 obstetricians) completed a
questionnaire.
Measurements and findings: in the
questionnaire information was collected
on what members of obstetric cooperative groups expect from cooperation. Findings indicated that
consensus existed about experienced
advantages and disadvantages of cooperation, tasks that should be achieved,
and how obstetric co-operative groups
could be set up. Nevertheless, there was
evidence of competition and there were
also conflicting ideas about co-operation.
Key conclusionsand implications for
practice: it is concluded that the findings
have implications for the organisation of
an obstetric co-operative group. If
professionals want to start such a group
it is preferable to start with topics that
benefit all participants (win-win
situation) and motivate them to
participate actively. A second step may
be an attempt to reach agreement about
how to communicate with each other in
the case of referrals and consultations.
During this phase mutual trust and
respect may grow, so that finally more
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INTRODUCTION
Co-operation in health care is not a new concept. In primary health care integrated healthcare centres and teams o f general practitioners
(GPs), community nurses and social workers
are quite a c o m m o n p h e n o m e n o n (Boerma
1989, Hingstman & Harmsen 1994). C o - o p e r ation between primary and secondary healthcare providers, however, is rare. In The
Netherlands, an experiment has been set up to
stimulate co-operation between midwives, GPs
and obstetricians and a study has been carried
out to examine the feasibility and success o f
multidisciplinary co-operation. In this article
the term 'obstetric care' is used to refer to the
care provided to a w o m a n during pregnancy,
labour and the postnatal period, irrespective o f
whether the woman's experience o f pregnancy,
labour or the postnatal period is considered to
be normal or abnormal.
In The Netherlands w o m e n at low obstetric
risk receive primary health care (Keirse 1982,
Treffers et al 1990, Van der Abraham Mark
1993). Obstetric care in the community is
usually given by a midwife, sometimes by a GP.
The midwives are fully qualified and licensed
to provide independent care to w o m e n experiencing normal pregnancy and childbirth. In
1991 about 45% o f all births were attended by
midwives (CBS 1993). Approximately 63% o f
all deliveries attended by midwives are at home
and 37% are in the maternity ward o f a hospital
(SIG 1992). In the latter case the midwife, or
GP, is responsible for the care. Consequently,
the midwife, or GP, plans and provides the
total care for w o m e n at low obstetric risk, antenatally, natally and postnatally, and only refers
to an obstetrician when necessary. Midwives
usually practise independently and are paid, per
woman, by insurance companies. The amount
o f payment depends on the duration o f the care
provided. So, if the midwife refers a pregnant
w o m a n to an obstetrician she is paid in proportion for the care provided. If there is a medical
indication, obstetric care is given by an obstetrician and most obstetricians are paid consultation. About 38% o f Dutch w o m e n who start in
primary health care are referred to an obstetrician some time between the first contact with
the midwife and the delivery o f the baby (SIG
1992). So, the quality o f the interaction
between primary and secondary care may influence good obstetric care.
Three types o f interactions between primary
and secondary care can take place. Firstly, there
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can be an exchange o f women. The Dutch system strongly favours primary obstetric care and
health insurance does not cover specialist care
unless this type of care is deemed to be necessary. However, obstetricians, midwives, and
GPs disagree about when a woman at low
obstetric risk becomes a woman at high obstetric risk (P, iteco & Hingstman 1991). Midwives
and GPs more often think that care could be
provided outside the hospital and that it is often
even better to provide primary care at home
because it benefits the course o f labour. In the
second interaction an exchange of knowledge
can take place. Midwives and GPs often want
the advice o f an obstetrician. This can be done
either by telephone or the woman can be
referred personally to an obstetrician. If the
midwife and GP refer for advice they run the
risk o f the obstetrician keeping the woman in
secondary care. In the third type o f interaction
there is an exchange or provision o f resources
such as information about the woman, ultrasound, prenatal screening and a room for hospital delivery under the guidance of primary
care. For example, in many hospitals an ultrasound scan requires a referral to secondary care
with a risk of losing the woman. However, it is
also possible that obstetricians and midwives
agree on indications and circumstances in
which the obstetrician will always send the
woman back to the midwife.
In summary, different kinds of interactions
between primary and secondary care take place.
As a consequence o f the organisation o f obstetric care there may be rivalry about women and
tasks (competitive interdependence). But primary and secondary care must also complement
each other (complementary interdependence).
It is evident that a strict distinction between
primary and secondary care is not possible.
Adequate secondary care can only exist by
virtue of good pl-imary care and vice versa. For
example, if a midwife waits too long before
referring a woman, it may be more diflScult for
an obstetrician to obtain a good obstetric outcome. Co-operation between these professionals may contribute to a higher quality o f care.
In the literature the type of exchanges and
competitive and complementary dependencies
between group members are often associated
with different types of co-operation (e.g.
Levine & White 1960, Tjosvold 1986,
Jacobson 1989, Hurley & Fennell 1990). For
example, if parties predominantly complement
each other people may work together to
improve the care o f an individual woman. This
kind o f co-operation is considered to be
unusual if parties predominantly compete with
each other. In such cases participants may cooperate to organise further education, to make
agreements on the use of material resources
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etcetera (Breedveld 1980). When participants
have partly contradictory interests (mixedmotives situation) co-operation is also considered to be the best way of interaction. H o w ever, all participants can only profit from this
co-operation when they trust each other. So,
before choosing strategies to achieve co-operation, insight must be gained about why midwives, GPs and obstetricians want to co-operate.
Little is known about the motives of midwives, GPs and obstetricians for co-operating.
In The Netherlands an experiment has been
begun to stimulate co-operation between midwives, GPs and obstetricians in ten different
regions. The professionals in a region form a
so-called Obstetric Co-operative Group
(OCG). H o w the co-operation in such a group
is brought into practice depends on the wishes
o f the participants and the likelihood o f realising these wishes. This article describes the findings of a study conducted to determine the
views of these professionals on co-operation.
The objective o f the research was to answer the
following questions:
1. H o w much competition exists between
midwives, GPs, and obstetricians?
2. Do various professionals experience the
same advantages and disadvantages of cooperation?
3. Do they agree upon the tasks that should be
achieved by co-operating?
4. Which factors have been experienced as
important conditions for achieving multidisciplinary co-operation?
The findings of this study could give more
insight into how co-operation could be
achieved.

METHODS

The data were collected as part of a research
project in which OCGs were set up and evaluated in ten regions in The Netherlands. Each
group was offered specialised education by the
National Organization of Quality Assurance in
Hospitals and was given financial support for
administrative and organisational tasks. The
education implied regular visits by persons
trained to improve group processes and to formulate and implement mechanisms for quality
improvement. All obstetricians, midwives and
GPs in these ten groups were asked to fill in a
postal questionnaire. This article is based on the
responses of 31 obstetricians (response rate
77%), 91 midwives (response rate 88%) and 53
GPs (response rate 56%).
There was no existing questionnaire
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available for the purpose of this study. A structured questionnaire was designed to assess the
participants' personal views on OCGs. To
guarantee the validity of questions the concepts were operationalised with ache aid o f 51
interviews with professionals providing
obstetric care. The questionnaire was discussed with experts in obstetric care and scientists and was pilot tested.
The central concepts reported in this paper
are experienced competition, advantages and
disadvantages, the tasks to be achieved and the
conditions necessary for achieving multi-disciplinary co-operation.

Experienced competition
Respondents were asked to rate the competition within his or her own professional group
and with the two other disciplines on a fivepoint scale (ranging from no competition to
always). For example, a midwife was asked to
rate the competition with other midwives,
with GPs, and with obstetricians (3 items). The
responses were dichotomised into experiencing
at least regular feelings o f competition and
experiencing no competition or sometimes
experiencing competition.

Advantages and disadvantages
Twelve statements referring to possible advantages of co-operation and 13 statements referring to possible disadvantages o f co-operation
were formulated. Respondents were asked
whether they experienced each statement as an
advantage or disadvantage.

Tasks to be achieved
Nineteen different tasks were listed. Respondents were asked to indicate whether they
found each task very important or o f minor
importance.

Conditions for realising
multidisciplinary co-operation
The interviews undertaken in the pre-pilot
work revealed many different aspects which
could play a role in achieving co-operation.
These aspects were operationalised in 34 statements which were grouped into five clusters:
statements referring to how an O C G must be
set up (8 items); financial resources (5 items);
how information is handed over (5 items); the
relationship with organisations, such as hospital
management and insurance companies, outside
the O C G (5 items); and the attitude of participants and the ability to co-operate (11 items).
Respondents were asked to indicate whether

they found a condition very important or of
minor importance.
Data were analysed using SPSS-PC (version
5.02) and differences between proportions
were assessed using the ~2 test.

FINDINGS
All the GPs gave perinatal care (mean 10 deliveries per year, range 5-60). Most o f the midwives were female (91%), whereas most of the
GPs and obstetricians were male (respectively
83% and 71%). The average length of time that
the midwives had been practising in the region
o f the O C G was shorter (6.9 years) than the
average time o f the GPs (13.8 years) and obstetricians (10.8 years).

Competition between midwives, GPs
and obstetricians
The percentage of the respondents reporting
regular feelings of competition are shown in
Table 1. So, competition between midwives
was experienced by 22% of the midwives who
answered the questionnaire. Only 4% of the
midwives experienced competition with GPs,
and 13% o f the midwives experienced competition with obstetricians. Most competition was
felt by GPs towards midwives and between
obstetricians and midwives. There is also tension within the professional group o f midwives:
just under one-quarter o f the midwives reported regular feelings o f competition towards
other midwives.

Advantages and disadvantages of
OCGs
The percentages of midwives, GPs, and obstetricians who agree with the advantages and disadvantages o f the various items are shown in
Figures 1 and 2. For each item a Z 2 test was
used to test the significance o f the differences
between midwives, GPs, and obstetricians.
Better interpersonal relationships, an increased
quality o f care, and greater efficiency were
commonly experienced advantages. GPs more
often looked at the O C G as a support for their
daily practice (X2=13.81, d r = 2 , P=0.001),
whereas being responsible as a team for the
obstetric care and providing more information
for the women tended to be somewhat less
important 0~2=4.93, d f = 2 , P = 0 . 0 8 5 and
Z2=6.11, d r = 2 , P = 0 . 0 4 7 respectively). The
majority o f the midwives (69%, n = 63) also
mentioned the possibility to strengthen their
position in relation to obstetricians as an advantage, whereas a minority o f the obstetricians
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wanted to strengthen their position in relation
to midwives and GPs (33%, n = 10) (Z2= 14.63,
d r = 2 , P=0.001). The most frequently
reported disadvantage was the necessary timeinvestments. A number of obstetricians and
GPs feared that an O C G would be misused by
insurance companies and policy makers
(~2=6.56, d f = 2 , P = 0 . 0 3 8 and Z2=6.38,
d f = 2 , P = 0.041 respectively). Some obstetricians also mentioned the lack of support of
their professional group (~2=7.77, d f = 2 ,
P = 0.02l).

Circumstances that stimulate
formation of OCGs

Tasks of OCGs

the

T h e final question i n the study was addressed to

the circumstances which stimulate the formation of OCGs and in general midwives, GPs,
and obstetricians agreed upon the items which
are relevant. Therefore, only the total percentages are shown in Table 2 and only those

W h e n asked what were the tasks o f an O C G
most professionals found it very important to
detect problems in obstetric care in the region
(Fig. 3). They also wanted to integrate the care
and reach consensus o f opinion about low- and

Improves the work climate*
Improves the quality of care

Meeting other professionals
Improves the efficiency
Shared responsibility*
Strengthens positiontowards insurancecompanies

More claritytowards patients**
Strengthens positiontowards policymakers

Strengthenspositiontowards other disciplines**
Support for daily practice**

Personal interest
Broadensthe care I give
~%2 test, P < 0.10

0

20

40

60

80

100

.~%2 test, P < 0.05
I

midwives ~"~GPs ~]]obstetricians

Figure I Percentagesof midwives (n -- 9 I), GPs (n = 53), and obstetricians(n = 3 I) who experience the item as an

advantage.
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Figure 2 Percentages ofmidwives(n = 91), GPs(n = 53),and obstetricians(n = 31)who experiencetheitemasa=a
disadvantage.
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between midwives, GPs and obstetricians in
OCGs. In t his section we will outline what the
findings o f this study might indicate for setting
up and O C G . Considering the most frequently
mentioned advantages and disadvantages, it was
shown that co-operation within obstetric care
implies a mixture o f advantages and disadvantages that may be conflicting, such as:

~i!i!i~i~{ii~~i~:i!i!~!~!!iii!i~i~i~i~!ii!!ii~i~i~!~!~!~iii~!~i~!~!~!iii~!~i!ii~i~i!i!i!~!iiii~!!iii~ii~i~i~i~!iiii~i!!i~i!~iiii~i~!i~i~1~ii:~iii~i!i~:~!ii~i~i~i~!~!:~i~iiii~i~i~i!~i~iii~i
Condition

n = 175
n
%

Setting up of OCG:
good preparation of meetings
record of minutes of meetings
good chairperson for meetings
regular meetings

166
166
156
145

95
95
89
83

Financial support:
for secretarial work

138

79

Information flow:
good distribution of information and appointments
one person responsible for dissemination of information
uniformity of case histories

168
163
135

96
93
77

Support of other institutions:
support of own professional group

151

86

Attitude and ability of the group members:
trust other's professional ability
willingness to co-operate
tolerance of others
respect for each other
openness
feeling of shared responsibility
willingness to invest time

168
168
168
168
163
152
143

96
96
96
96
93
87
82

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

conditions considered to be important by at
least 70% of the respondents are presented.
Respondents valued highly regular meetings
that are well prepared and chaired and it was
also considered to be important that minutes are
taken. Extra financial support for a secretary is
helpful because a secretary can send invitations
to meetings and write up and circulate the minutes. Extra financial support to compensate for
the meetings was not considered necessary for
the participants (71%, n = 124, not important).
The support of colleagues was an incentive
that increased the opportunity o f co-operation
with other professionals.
However, the attitude o f the O C G participants was the most important condition for
successful co-operation. Eleven items on the
questionnaire referred to the required attitude
and ability o f O C G members and seven o f
these items were mentioned by at least 70% o f
the participants (Table 2). A positive attitude
(reflected by trust, respect, openness, etc.) was
seen as very important. Abilities such as skills,
in conducting meetings were o f minor importance. However, the GPs often found these
personal characteristics less important than
midwives and obstetricians (significant differences, p < 0.05, with 6 out o f l l items).

DISCUSSION
The main purpose of this study was to examine
the feasibility o f multidisicplinary co-operation

- - the wish to improve the work climate and
to meet others versus the disapproval o f
colleagues and the fear o f being misused by
insurance companies or policy makers;
- - improved efficiency versus the required
investments o f time, the increased
workload, and the slowing down o f
decision making;
- - the shared responsibility and possibly
improved quality o f care versus a reduction
in professional freedom.
Furthermore, competition was experienced between midwives and obstetricians and between
GPs and midwives. Feelings of rivalry also
existed within the group o f midwives. In short,
there is a mixture o f interests making co-operation a rather complicated activity.
This mixture o f interests is reflected in the
tasks midwives, GPs and obstetricians indicated
as being most important. Basically, two sorts o f
tasks were mentioned, the first being those in
which the groups have common interests
(win-win situation). For example, midwives,
GPs as well as obstetricians wanted to talk about
existing problems in the care. Another task that
was o f equal importance to all participants was
the improvement o f the communication about
women in the case of consultation or referral. All
parties win by explicit and clear agreements on
how to communicate. Secondly, there are tasks
in which parties have (at least partially) contradictory interests (mixed-motives situations).
Integration of care and discussing the grounds
for secondary care are examples o f such tasks and
these were highly valued by the participants in
this study. However, midwives and GPs wanted
to increase primary care. For obstetricians this
was less important and a mixed-motives situation may arise. In such a mixed-motives situation benefits for one party tend to go together
with losses for the other party. A party may face
individual incentives not to co-operate but to
behave opportunistically, i.e. in a selfish way that
might impair the partner (Raub & Weesie
1991). However, co-operation was considered
to be the best choice, which leads to benefits for
all parties in mixed-motives situations.
Conditions must be favourable to realise cooperation. In our study mutual respect, trust and
openness were mentioned to be necessary.
Regular meetings and well-functioning information channels were also important conditions.
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Therefore, i f a group wants to start an O C G
it may be preferable to begin w i t h regular m e e t ings in w h i c h topics are discussed that benefit all
participants ( w i n - w i n situation). A n example is
a m e e t i n g in w h i c h one m e m b e r o f the group,
or an invited expert, presents information about
a subject that can be discussed afterwards.
Participation is rather informal and consensus
about policy is not pursued. I f small problems
are signalled that are shared by all participants,
actions can be undertaken to solve these p r o b lems, such as too few parking places for m i d wives and GPs near the hospital. A next step
may be an attempt to reach agreement about
h o w to c o m m u n i c a t e w i t h each other about
w o m e n : what information should be given to
others and when. This can be considered as a
first step in integrating care. Difficulties may
arise because decisions should be made and participants should have the intention to act in
accordance with these decisions. In this phase
respect and trust can grow. Gradually, problems
in w h i c h people have different interests (mixedmotives situation) may be discussed. If such a
p r o b l e m is shared by all O C G members they
may b e c o m e m o t i v a t e d to solve this problem.
O C G members may try to reach agreements ab
out w h e n primary and secondary care is necessary and make shared protocols for care. Care is
then b e c o m i n g m o r e integrated. In conclusion,
starting an O C G requires caution. A n overenthusiastic start to change obstetric care in the
region may lead to an untimely end o f the cooperation. Small stems to create a firm basis o f
trust and willingness to be o p e n and to make
compromises is necessary. After all, every O C G
m e m b e r continues to co-operate only i f s / h e
expects to reach her/his private goals.
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