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 ABSTRACT  

At the Sixth Workshop in 2000, initial steps were taken to decentralize the 
Project to national and international partners with longstanding involvement in 
OBSQID. Satellite activities undertaken within specific areas of perinatal care, 
such as neonatal care, diabetes in pregnancy and multiple births, have gained 
their own momentum. At this Seventh Workshop, these plans for transfer and 
decentralization matured into concrete action plans that will ensure continued 
implementation of the Project throughout Europe. Responsibility for the Project 
will be passed to national associations of perinatal medicine and ministries of 
health under the aegis of the European Association of Perinatal Medicine, and 
more specifically its Study Group on Standardisation of Birth Certificates and 
Perinatal Death Certificates.  
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INTRODUCTION 

History of the OBSQID Project 

“By the year 2000, there should be structures and processes in all Member States to ensure 
continuous improvement in the quality of health care and appropriate development and use of 
health technologies.  This target can be achieved through: 

�� Combined strategies for the assessment and promotion of the quality of 
care, the selection, development and proper use of appropriate technology, 
and the training of personnel;

�� International collaboration and information exchange on assessment 
procedures, care standards, training and technology development.” 

- The WHO Health for All 2000, Target 31, Quality of Care and Appropriate Technology 

In the mid-1980’s, the concept of using telematic information systems to collect perinatal data 
was developed. This came at a time when differences were being observed in maternal and child 
health throughout the European region which could not be attributed to genetic or socio-
economic factors. It was suggested that the aggregation of perinatal data at local, regional, and 
national levels as well as timely data analysis, feedback and comparison of results could assist in 
promoting quality of care and improving perinatal outcomes.  

In 1984, the European office was given a special mandate by member states to collect more 
extensive data on maternal and child health in the region. A developmental strategy was initiated 
in 1986 by the Quality of Care and Technologies Programme and an action programme was 
subsequently carried out by the office during the 1992-3 biennium. An early version of a labour 
and delivery basic information sheet as well as a data collection software were developed as part 
of this action programme.  

The European Consensus Conference on Quality Indicators for Perinatal Care 
Tübigen, Germany, 21 – 22 October 1993

This conference was a joint effort between WHO/EURO, the Institute for Medical Information 
Processing (IMI) in Tübigen, Germany, and the Robert Bosch Foundation in Stuttgart, Germany. 
Perinatal experts in the fields of obstetrics, neonatology, public health, and telematics 
representing 25 EURO Member States participated in the meeting. Their main goal was to reach 
consensus on a set of key quality indicators based on existing practice which could be used for 
evaluating perinatal health care activities.  

The main outcome of the meeting was the identification of twenty-one indicators proposed used 
by providers, national health authorities, and third party contributors for evaluating quality and 
resource utilization in perinatal care. These indicators were complied on the OBSQID Perinatal 
Aggregated Data (PAD) Sheet.

The First Workshop on Quality Development in Perinatal Care 
Hillerod, Denmark, 9-10 September 1994

The objectives of this conference were to discuss and evaluate the results of PAD pilot test 
(conducted October 1993 - September 1994 at 29 centres and 18 national facilities) and to further 
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refine the indicators. As a result, 23 indicators were finally agreed upon.1 PAD data collection 
activities were to continue through 1995.  

The pilot revealed considerable differences in perinatal outcomes both between obstetric 
clinics/wards, countries and between regions within countries. To investigate why these 
differences existed participants recommended a case-based data sheet be developed to capturing 
data on individual patient encounters and processes carried out in relation to birth.  

The Second Workshop on Quality Development in Perinatal Care 
Trieste, Italy, 6-8 October, 1995

This workshop was organized by the Instituto per L’Infanza of the Bureau for International 
Health (WHO Collaborating Centre) in connection with the WHO/EURO course, Perinatal 
Care: Planning for Appropriate Equipment. The objectives were to present the results of 1993-4 
PAD pilot testing, create a preliminary version of the OBSQID Basic Information Sheet (BIS) for 
case-based data, and introduce the concept of benchmarking as a tool for QCD. 

The OBSQID BIS evolved into a one-page form containing over 50 process and outcome 
variables related to the perinatal period. It was piloted in September, 1996 in 11 clinics in 8 
countries and data on more than 1200 deliveries was collected. 

The Third Workshop on Quality Development in Perinatal Care 
Trieste, Italy, 18-20 October 1996

The Third Workshop focused on reviewing the data from the 1996 BIS pilot, discussing the 
advantages and disadvantages of OBSQID data collection systems, sharing experiences with data 
collection activities from various European countries, and proposing a logo for the OBSQID 
Project. The BIS variables and definitions were finalised. It was decided that indicators on 
maternal and fetal well-being would be included in data collection activities, that guidelines for 
the establishment of national perinatal QCD policies in member countries be developed, and that 
twinning projects be established. 

The CARAK BIS

In December 1996, a special version of the OBSQID BIS which included data on family 
planning was presented at a meeting in Tashkent, Uzbekistan, attended by representatives from 
Azerbaijan, Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Uzbekistan. This BIS was 
produced in coordination with the Sexuality and Family Health Programme at the WHO/EURO. 
The BIS was presented to representatives of pilot districts from the Central Asian Republics 
(CARAK) with an invitation to test the tool at their clinics. The resulting pilot test collected data 
on approximately 1500 births from five of the six CARAK countries. 

The Fourth Workshop on Quality Development in Perinatal Care 
Poznan, Poland, 23-25 October 1997

The goals of the meeting were to discuss the results of the second OBSQID BIS pilot conducted 
15 May-15 June, 1997, assess the need for further modifications of BIS variables, examine 

1 The original “perinatal mortality” indicator was divided into antenatal death (after 27 wks), fetal death in-partu, 
and early neonatal mortality (i.e. death within 0-6 days after birth, reflecting different responsibilities in particular 
stressing the responsibility of the obstetrician in intrapartum death. 
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perinatal outcomes from recently collected PAD data, and increase twinning project activities. 
Participants also agreed on an OBSQID logo. 

Recommendations were made to produce a separate neonatal BIS sheet because participants felt 
the existing BIS did not adequately record neonatology issues. In addition, working groups 
discussed specific sections of the BIS (ultrasonography, anaesthesia, well being, blood 
transfusion, diabetes, and neonatology) and how the concepts and tools of OBSQID can be 
integrated into existing national data collection systems at the local, regional and national levels.  

The Fifth Workshop on Quality Development in Perinatal Care 
Nof Ginossar, Israel, 29 October – 1 November 1998

The participants of the Fifth Workshop critically examined the accomplishments of the first five 
years of the OBSQID Project and shared their experiences and ideas related to the development 
of quality of care technologies and practices in the field of perinatal medicine. Participants also 
examined both WHO and country specific models for data collection and management and 
discussed their merits and weaknesses. A number of participants reported on their practical 
experiences using the OBSQID BIS and made suggestions for further improving the form. An 
important topic discussed was how countries can develop national QCD policies based on 
existing perinatal QCD programmes. In addition, some participants considered how patient rights 
and confidentiality may be affected by the development of national and international clinical 
databases. Twinning project activities were reported and recommendations for creating case-
based data collection tools for use in various perinatal specialities were made.  

Lastly, participants identified future goals for the Project which included: 

�� Improve data reporting. 
�� Improve validity of reported data. 
�� Establish more twinning projects.  
�� Improve perinatal outcomes throughout the WHO European region.  

The Sixth Workshop on Quality Development in Perinatal Care 
Porto, Portugal, 22-24, June 2000

All major OBSQID contributors and players were brought together to report and exchange 
information on current OBSQID national, regional, local, and satellite activities as well as 
twinning programmes.  Working groups explored the possibility of new country based 
applications and uses of OBSQID as well as potential satellite programme.  These working 
groups demonstrated progress in the development of new quality basic information sheets (BIS) 
for specific perinatal issues, such as monitoring of maternal pathology, neonatology, blood safety 
in perinatal medicine and diabetes in pregnancy. 

During the workshop, Dr Isuf Kalo, Regional Adviser of the Quality of Health Systems 
Programme, presented a critical review of the OBSQID programme, as well as the reforms 
currently underway at WHO-EURO with regard to the re-orientation of country strategy and re-
shaping of activities to improve WHO`s response to the demands and needs of Member States. It 
was agreed that the OBSQID is a useful tool for quality development that should be used and 
adapted as necessary to each country’s situation.  In this regard, it was agreed that countries 
should begin establishing national task forces at country level which utilize professional 
associations to mobilize support and implementation of OBSQID networks.  The participants 
were assured that QHS will continue to support countries with technical tools such as software 
development, assistance in data systems management, training, international standardization of 
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perinatal definitions, policy advocacy and a forum for perinatal health information international 
comparison and benchmarking.  To assist countries in developing a national OBSQID network, 
Dr Kalo made available generic national programme implementation guidelines created by QHS. 
The key achievement of the 6th OBSQID workshop was gaining a commitment from the 
European Association of Perinatal Medicine (EAPM) to assume future stewardship of the 
OBSQID programme.  This collaboration, proposed by Professor Karel Marsal, followed an 
extensive study conducted by the EAPM of the frequency of OBSQID indicators in existing vital 
registry and birth registry documents at the country level throughout Europe.  This partnership 
with EAPM will serve to mobilize international and national professional associations to develop 
OBSQID networks and monitor the quality of perinatal care from a more generic or health 
system approach.   
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OBJECTIVES OF THE SEVENTH WORKSHOP ON QUALITY 
DEVELOPMENT IN PERINATAL CARE 

The main goals of the Seventh Workshop were to: 

�� Examine the accomplishments of the first seven years of the Project and critically review its 
successes and failures. 

�� Present WHO and country specific models for data collection and management. 
�� Present the activities conducted under the twinning projects  
�� Review the status of the Neonatal Basic Information Sheet and the Diabetes in Pregnancy 

Aggregated Data Sheet (DPAD) as well as the development of case-based data collection 
sheets within other specialities.  

�� Provide participants with an opportunity to share their experiences and ideas related to the 
development of quality in perinatal care practices, outcomes, and technologies. 

�� Consolidate the collaboration between WHO EURO and EAPM. 
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PROCEEDINGS

The OBSQID Project status quo
Dr Isuf Kalo 

With the structural changes in 2000 that accompanied new political leadership in the Regional 
Office, the programme formerly called Quality of Care and Technology has been given a 
mandate to shift and expand its scope from a care-based to a health system-based approach to 
quality development.  

Thus, we will be looking more to policy than practice, taking a generic rather than a disease and 
condition perspective. While continuing to examine clinical practice and outcomes, this will in 
future take the form of health technology assessment, and in attempting to map the situation of 
quality development in health systems in our Member States we will be reviewing the role of 
insurance and other forms of health financing, licensing and accreditation, institutionalisation of 
health technology assessment and quality assurance schemes. 

Along with its parallel project, the St Vincent Declaration Diabetes Action Programme, 
OBSQID has been an important activity of our programme for almost a decade, and not least 
thanks to our many partners and contributors we can boast of considerable progress toward our 
objective: to provide tools and systems for, and to promote, quality development through 
comparison of outcomes among peers and self-improvement.  

Two obstetrical data forms, one for case-based (BIS) and one for aggregated data (PAD), have 
been designed for collection of information using the same indicators across all of Europe. 
Implementation has not been easy, but many of the indicators that we have identified as 
important are now included in national patient record systems or birth registers, allowing for 
interfacing with the OBSQID systems. Tools for collecting case-based data, primarily via the 
user-friendly EpiInfo, have been prepared, and WHO has purchased and set up a server 
exclusively to host OBSQID aggregated data and has designed the software which allows 
contributors to compare their own outcomes on each of the PAD’s 23 indicators with others 
immediately after inputting their data.  

Not only has OBSQID been able to register its popularity in the amount of data we have 
received, but the principles and the concept of OBSQID have also inspired our partners to 
develop similar systems within their various medical specialities. I may mention here most 
notably Professor Moshe Hod and his Diabetes Perinatal Aggregated Data Sheet (DPAD), 
Professor Janusz Gadzinowski and Dr Jan Mazela with the NEOCARE BIS, and Dr Charles 
Savona-Ventura with a BIS for multiple pregnancies, all in various stages of implementation. 

Here in Hungary, we hope that our honoured hosts, representing national perinatal societies, will 
be inspired to take the OBSQID project forward here in their setting, Hungary, as a country in 
accession to the EU, has an important role to play in demonstrating its ability and willingness to 
integrate with west European systems and structures, and although our project would be but a 
tiny stepping-stone in this process, we believe it can serve as an important  feasibility study and a 
model for other Member States of our Region. We have great expectations here of bringing our 
Hungarian partners onto the centre stage of OBSQID!  

However, with the new challenges that present themselves for our programme in WHO, we will 
not be able to continue as project manager and mentor for new OBSQID satellite activities. It is 
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therefore my hope that our long-time associate, the European Association of Perinatal Medicine, 
whose logo appears alongside that of OBSQID, more particularly the EAPM Study Group on 
Standardization of Birth and Death Certificates, will assume full day-to-day management of the 
project. This will include hosting the aggregated data base, periodically reviewing and promoting 
data input, facilitating twinning projects to exploit best demonstrated perinatal practice, and 
arranging meetings and workshops to bring our partners together on a regular basis for 
discussion and exchange of knowledge and expertise. 

I hope at the next workshop of OBSQID to be able to sit in the sidelines while my good 
collaborator and friend Professor Marsal takes the floor as head of the project, and that with the 
help of you all he will be able to meet the challenges, overcome the obstacles, and maintain the 
momentum that OBSQID now has achieved, and of which I am sure we will hear more in the 
presentations to follow today and tomorrow. I take the liberty on behalf of all of you to offer him 
our full support and wish him the best of success with his endeavours. 

The situation of quality of perinatal care in Hungary: achievements and problems 

Dr György M. Csákány   

Hungarian obstetric statistics has seventy years of tradition. In the 1920’s Vilmos Tauffer 
established a nationwide data bank called "Statistics of obstetric regulation" which was in use 
until 1980. At this time the Hungarian Central Statistical Office took over data-collection, 
although a significant part of the professional data was lost. As of the early 1980’s, the 
Hungarian Institute of Obstetric and Gynaecology (OSZNI) therefore introduced a new obstetric 
data-collection system. Besides the earlier "Tauffer" data, this also processed more important 
modern obstetric data, initially at institutional level. Since 1994 Hungary has converted to a 
statistical data-collection system that contains data on each individual obstetrical event. At this 
level 50% of the institutes joined the data-collection in 1994, and in 2000 we have individual 
information on 90 % of Hungarian obstetrical events. Obstetric institutes send their data either on 
floppy disc or by e-mail using the internet to OSZNI, where data collection and processing are 
performed. We publish the collected data in the Journal of Hungarian Gynaecologists every year. 
OSZNI performs special data processing on individual request, which can be used for scientific 
or quality control purposes. Data are anonymous, the individual patient cannot be identified from 
this system, and legislation regulates data-collection as well as data-supply.  

The obstetric data-sheet is composed of three parts, and contains a total of 40 questions. The first 
half of this data-sheet is common with regard to childbirth and other obstetric events. We collect 
data on legal and spontaneous abortions, ectopic and molar pregnancies on this same data-sheet. 
The institutes have a computer-software that supports data-entry. This software prepares the data 
of the current month for monthly submission to OSZNI. 

The first part contains identification data:  
1. Hospital code 
2. Number of patients list: since each institute conducts its own documentation, the data-

sheet contains the data of this documentation as well as the list numbers. These lists are 
compulsory by law, they are administered in every Hungarian institute.  

3. Number of births list 
4. Mother’s date of birth 
5. Date of obstetrical event 
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6. Zip code of patient's address. These data are suitable for collecting various quality 
information.

7. The obstetrical event: 
- spontaneous abortion 
- ectopic pregnancy 
- molar pregnancy 
- interruption of pregnancy 
- delivery (single/multiple) 

 For example the age distribution of women in childbirth in Hungary can be determined but it is 
also possible to process data on individual towns, villages or regions. This provides a possibility 
to define the age tendency of women giving birth according to parity, or to evaluate the 
frequency of juvenile abortions in Hungary. In this way it became evident that the proportion of 
molar pregnancies in the forty plus population is five times higher than in the younger 
population.

The rate of some obstetrical events:The rate of some obstetrical events:
deliveries: by agedeliveries: by age

the others: by the delivery ratesthe others: by the delivery rates

< 30 30-34 35-39 > 40

deliveries 80,0 13,8 4,9 1,3
spontan abortions 12,2 16,1 29,0 71,9
legal abortion 60,0 75,0 157,0 336,0
ectopic pregnancies 1,0 1,7 2,9 4,0
molar pregnancies 0,1 0,1 0,1 0,5

%

The second part of the data-sheet contains the obstetrical history of the patient: 
Number of previous deliveries, live births, still births, spontaneous abortions and legal abortions 

The next group of questions concerns pregnancy: booking (date), mode of conception 
(spontaneous, assisted), main disease independent of the pregnancy, main pregnancy pathology 
(ICD-10-“X”) and disease-related hospitalisation at pregnancy. We collect data on the time of 
booking, because the quality of prenatal care is well characterised by the date the pregnant 
woman first received care. We also process the most important pathological events of pregnancy, 
and the diagnoses why pregnant women are hospitalised.   

Booking time in Hungary,  2000Booking time in Hungary,  2000

c a s e s %
I . t r i m e s t e r 5 9 9 1 5 6 7 , 5
I I . t r im e s t e r 1 5 2 5 1 1 7 , 2
I I I . t r i m e s t e r 4 0 3 8 4 , 6

u n k n o w n 9 5 1 5 1 0 , 7
8 8 7 1 9 1 0 0 , 0
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This slide shows that two thirds of the pregnant Hungarian population are booked in the first 
trimester. 

The last 19 questions deal with the delivery and the puerperium and the newborn. 

- Time of pregnancy in terminated weeks at delivery 
- Place of delivery 
- Induced delivery (maternal or foetal cause) 
- Monitoring 
- Mode of anaesthesia 
- Managed by (midwife, obstetrician …) 
- The foetus (living, exit intra / post partum) 
- Presentation 
- Main complication intra partum (ICD-10-“X”) 
- Mode of delivery (vaginal with or without episiotomia, vacuum, forceps, assisted breech, 

SC elective or not) 
- Other intervention (manual removal of placenta, exstirpatio uteri, sterilization) 

 We know the frequency of birth-terminating operations, like caesarean section rate, and the 
frequency of episiotomia.  

Frequency ofFrequency of episiotomiaepisiotomia in the Hungarian in the Hungarian 
obstetrical practice, 2000obstetrical practice, 2000
(single, head presentation)(single, head presentation)

cases %
0 26998 93,6
1 18746 84,6

more 7907 49,2
all 53651 80,0

episiotomiaprevious deliveries

From two questions we can judge progressive patient-care that indicates the quality of obstetric 
care. The first is related to induced delivery (maternal or foetal cause). However the Caesarean 
section rate of the institutes is also informative. It is obvious that in higher-level institutes the 
proportion of patients progressively cared for is related to the frequency of Caesarean section 
and premature delivery, which indirectly indicates that progressive care is effectively operated in 
obstetrics. 
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D a t a  o f  t h e  p r o g r e s s iv e  c a r e  in  t h e  o b s te t r ic a l  D a ta  o f  th e  p r o g r e s s iv e  c a r e  in  t h e  o b s t e t r ic a l  
p r a c t ic e  in  H u n g a r y ,  2 0 0 0p r a c t ic e  in  H u n g a r y ,  2 0 0 0

primer care 56483 63,7 3291 5,8 10579 18,7
progressive 32236 36,3 4041 12,5 7842 24,3
all 88719 7332 18421

cesarean 
sectionsdeliveries premature 

deliveries
% of  

deliveries
% of 

deliveriescasescasescases %

Questions relating to the newborn are: 
- weight 
- male/female 
- Apgar score at 5 min 
- congenital malformation (ICD-10-“Q”) 
- other disease of the baby (ICD-10-“P”) 
- postnatal exit  (in 168 hour) 
- transport to an intensive care unit (NICU) 

The concluding slide will show that the perinatal mortality rate in Hungary has continuously 
declined over the last decade. 

PerinatalPerinatal mortality and prematurity rate mortality and prematurity rate 
in the last decade in in the last decade in HungaryHungary

6
7
8
9

10
11
12
13
14
15
16

1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000

prematurity Perinatal mortality rate (thousandth)
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Importance of introducing a European integrated and standardized perinatal data 
collection system in Hungary
Dr Miklós Szabó 

The outcomes of perinatal care are in focus in all countries, because this represents key 
information about the health status of a region or a nation. But healthcare providers of countries 
at different levels of socioeconomic development employ quite different outcome measures. 

In low-income countries the predominant questions are the maternal and fetal/ neonatal mortality 
rates. Because of the relatively high number of non-medically assisted deliveries in these 
countries, it is sometimes difficult to precisely determine even this very simple outcome 
indicator.

In high income countries today, maternal mortality is a very rare event, and neonatal mortality 
has reached a nadir. A further substantial reduction in neonatal mortality rate in the short term is 
not expected in these countries, therefore more attention is paid to the maternal morbidity and 
the long term outcome of the infants. 

In poor countries the main targets of the medical system are to reduce maternal mortality, to 
reduce the (mainly term) neonatal and fetal losses, to increase the frequency of prenatal care and 
medical assistance at deliveries and to control neonatal infections.  

In the most developed countries the interest is focused on new themes, e.g. problems associated 
with the increasing maternal age and fetal size, and the increasing frequency of in vitro 
fertilization and twin pregnancies. The amelioration of the survival of extremely premature 
babies makes long term outcome a capital factor. The ability to handle the conflict between “too 
much” medical assistance and “natural” delivery, and the performance, economics and 
psychological aspects of medical care in perinatology is becoming more and more important. 
Improvement in antenatal therapy is luring us with bright prospects. 

Just as in Hungary, perinatal performance in the eastern European countries is in transition: both 
results and interventions are in continuous and dynamic change. While mortality is still the 
dominant element of the orientation, the long term outcome results are becoming equally 
important. Premature babies with respiratory distress are treated in increasing numbers with 
increasing effectiveness.  

In these countries therefore, the main goals of the perinatologist are to reduce the rate and 
severity of premature birth, to lower the rate of perinatal asphyxia, to prevent congenital 
malformations and screen for congenital metabolic disturbances, and to treat RDS, neonatal 
infections, as well as repair congenital malformations and their complications. 

In the last 30 years, i.e. the “transitional phase of perinatology”, perinatal mortality declined 
from a value of 34 per thousands to 9 per thousands in Hungary. During this period we were able 
to achieve many major obstetrical interventions. Antenatal steroid treatment was introduced in 
1975, but even today the frequency of use particularly among premature babies of less than 1500 
g birth weight remains 30%. The use of cardiotocography was initiated in 1978 and became 
universally obligatory in 1990. The first intentions for intrauterine transport of high risk fetuses 
started in 1985, as did intensive ultrasound screening of congenital malformations. Between 
1992 and 1996, based on the better chances of neonatal survival, there was a major change in 
attitudes to the indication of elective caesarean section of mothers bearing VLBW infants. 
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Unfortunately all interventions require and have required long periods of time from introduction 
to complete application as an everyday practice in the country. 

Naturally we experienced significant progress also in the field of neonatology. In 1976 eleven 
NICUs began work with facilities to ventilate neonates. In the last 25 years the number of NICUs 
has been doubled, mainly because of the lack of postnatal neonatal transport facilities. 
Unfortunately the problems related to transport have still not been solved. The other factor that 
may have played a major role in improving survival was that the introduction of catecholamin 
and surfactant therapy required only a short time.  

M a in  in te rv e n tio n s o f n e o n a ta l c a re  in   H u n g a ry

1 9 7 0 1 9 7 5 1 9 8 0 1 9 8 5 1 9 9 0 1 9 9 5 2 0 0 0
y e a r s

%
 o

f  
es

tim
at

ed
 n

ee
d

N um be r o f
N IC U s
M e c h .
R e sp ira t io n

C a te c ho la m ine s

S urfa c ta n t

tra n sp o rta t io n

The main sources of information about the perinatal system in Hungary are the Governmental 
Health Statistics, the Hungarian Obstetrical Database, the ”Gyógyinfo” Database of the 
Hungarian Health Insurance Institute, and the annual reports of the Hungarian NICUs, which 
report only about patients treated in NICUs. The data system of the obstetricians in the field of 
neonatology shows the birth weight, gestational age, mortality in the first week of life and the 
need for intensive care. The governmental health statistics offer information exceptionally about 
birth weight-specific mortality. The Hungarian NICUs present annual retrospective mass data on 
the institutional level. The content of these reports is the number of treated infants, distribution 
of diagnoses, number of some interventions and the major complications. The simple summing 
up of these local summaries served as national reports of the NICUs. 

Parallel obstetrical and neonatal data collection were independent from each other. The lack of 
case-based data collection and presentation ruled out any further database processing. 

In addition, both obstetricians and neonatologists lack precise information about the mortality 
and morbidity outside the NICUs, and the need for care at national level. It is equally important 
to monitor the realization of the recommended perinatal diagnostic, therapeutic and 
organizational initiatives, and to measure the specific health improvement related to the 
recommended interventions. Experts should have exact data about the number of mentally and 
neurologically handicapped infants to be able to identify the neonatal population at risk of later 
impaired development. 

This data can provide information for decision-making on which effective interventions should 
be prioritized for introduction in these limited financial circumstances. Such a differentiated 
database can allow for comparison of the regional and institutional differences in outcomes and 
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practice. This database gives us the possibility to make quality of care analyses and to plan the 
healthcare system. 

The situation of „transitional countries” is not the same as it was in the high income countries 
20-30 years ago. While there is a demand for the introduction of known, already existing and 
mostly expensive technologies and organizational changes, there are limited financial resources 
to improve facilities. Therefore it is important to create a hierarchy of demands for interventions. 
First we must be familiar with the status of our perinatal system, especially the need for care, 
critical points and the specific effects of interventions.  

Total number of infants (n = 1102)
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The integrated data collection of ante-, peri-, and postnatal periods should describe antenatal 
events and the delivery, delivery room status and interventions, the initial risk of mortality, the 
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first 72 hours of life (the problems originated antepartum and/or peripartum), the treatment 
period from 72 hours of life until the hospital discharge and the follow up at six and twelve 
months of age. The database should contain the symptoms, laboratory and radiological results 
which depict the disease or the definitive risk, the treatments which are indicative for the 
diagnoses or constitute additional risk. We should only use diagnoses based on wide consensus, 
and use the simplest items possible. 

For further detailed analyses only those data collections are useful which contain in one data 
series all the items which reflect the patients health career. Defining distinct time-periods in 
which disease or risk develop increases the potential of the database to provide important 
information. Ideally, the collected item is simple, well defined and objective. The more data are 
collected, the higher the informative value of database. 

Conclusion: At the present level of quality of care, birth weight specific mortality as outcome 
measure alone is no longer sufficient in the estimation of the performance of the obstetrical and 
neonatal care in Hungary, therefore a new concept of data collection and processing is required 
in the field of neonatology. 

The quality of perinatal care and the OBSQID Project in Slovakia 

Prof. Ivan Fric 

The quality of perinatal care in the Slovak Republic is largely related to the country’s economic 
and demographic background. There has been a permanent decline in the birth rate and in the 
natural increase of population, which in the year 2000 approximated zero. The unfavourable 
economic situation is reflected not only in global indicators, but also in significant differences 
between regions within Slovakia. 

Natality and Natural increase of population in Slovakia
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� Permanent decline of natality and number of births

� Unfavourable economical and demographic trends and significant 
differences in the structure of newborns between regions within Slovakia

Bratislava, West + North Slovakia South and East Slovakia

Unemployed 3 – 12 %      20 – 40 %
Gypsy newborns 2 – 6   %    15 – 40 %
LBW newborns 5  - 6   %        8  - 9 %
Newborns under
1500 grams 0.6 – 0.7 %   0.8 – 1.1 %

Demography and health-care in Slovakia Present  State

Health system reform and the process of economic transformation is slow and  unsystematic, and 
high-quality, sophisticated perinatal and neonatal intensive care has been underfinanced  There is 
thus little difference in reimbursement between nursery care, healthy newborns and NICU. 

The consequences of these unfavourable trends in perinatal care include: 
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�� a lack of cooperation between private prenatal care and state hospital care in medical 
centres 

�� insufficient centralization of high-risk pregnancies and newborns 
�� problems in the collection of valid perinatal data 
�� run-down medical equipment and problems procuring basic medicines and supplies etc. 

resulting in a stagnation in mortality and morbidity rates compared to well-developed European 
countries such as the Czech Republic. 

Neonatal and Perinatal Mortality Rates
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The global NMR in Slovakia in the year 2000 was 5.4 promilles, PMR 6.9 promilles , specific 
NMR in ELBWs ranged from  210 to 330 promilles in perinatal centers, but only 670 promilles 
in ELBWs born at level 1-2 departments. Specific NMR in VLBWs ranged from 50 to 90 
promilles in perinatal centres but only 250 to 450 promilles in VLBWs born at levels 1-2. When 
comparing early neonatal outcome among 3 subgroups of newborns with BW under 1500 g 
according to the quality of perinatal management from an analysis of East Slovakia region in the 
year 1999, we confirmed “good” results in newborns who were transported to the Perinatal 
Center in Kosice more than 3 days before birth not only in NMR but also in the proportion of 
newborns discharged from NICU without severe morbidity. A preliminary analysis of the causes 
of NM in Slovakia confirmed that the main causes are: complications in newborns with BW 
under 1500 grams (43.6%), congenital malformations (29.9%), and perinatal hypoxia (16.1%).  

WHO and EAPM expert working groups have stressed the importance of quality of care in 
obtaining better results in perinatal care. The Slovak Republic joined OBSQID in 1997, and 
perinatal aggregated data at national level has been submitted to the database each year. In 2000 
a “National Perinatal Programme” was drafted as a result of a consensus between an expert 
group of Professional Medical Associations (obstetrics and neonatology) and the Ministry of 
Health, which identified the main obstacles and aims in improving the quality of perinatal care in 
Slovakia. It addresses 4 main issues:  

1. systematic transformation of the Perinatal Information System into a valid, 
internationally compatible and electronically worked-up system with standardized 
output settings for analysis of data 

2. management and professional (medical) aims: regionalisation of perinatal care and 
idenification of professional priorities and intervention strategies 

3. investment in human resources: education of professional staff and patients, 
humanization of perinatal care and an active international collaboration 

4. monitoring of results (outcome evaluation), and implementation of health care policy. 
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The Perinatal Information System, based upon the Czechoslovak Information System created by 
Professor Stembera was a “case-based” system with paper-based input modules very similar to 
OBSQID and NEOCARE BIS. Its greatest shortcoming was validity of data and very late, non- 
standardized analysis of results. The innovated Perinatal Information System  2001 will ensure 
validity, compatibility with WHO and EAPM databases, accessibility at all levels of care and 
with actual and standardized output settings for analyses. 

PERINATAL INFORMATION SYSTEM
Slovak Perineoinfos WHO – EAPM

INPUT  DATA

Mother’s Report              = OBSQUID-BIS
Newborn’s Report          =        NEOCARE-BIS

WORK-UP of DATA

Institute of Health-Care   =           WHO Euro-Office
Statistics Bratislava Qualinet

OUTPUT SETTINGS

Standardized software            PAD
For analyses on different Levels Standardized settings
1.  Basic statistical settings 2.   Standardized clinical

analysis of perinatal care

Perinatal Information System
(Mother’s Report and Newborn’s Report BIS)

� Case based input protocols completed for every newborn by physician in Dept. of Neonatology 
in 4 copies (= paper-based) or electronically (standardized SW)

� In the case of transfer of newborn to other department, every other dept. completes another 
newborn’s report with the next number ( No.2 …) If the baby is transferred to non-neonatal 
specialized dept. ( e.g. surgery), last neonatal dept. completes a copy of Newborn’s Report 
after getting Discharge Summary from the specialized department.

� 1 copy of Mother’s report and 1 or more copies of Newborn’s report are terminated after 28 
days after birth and sent to Central Institute of Health-Care Statistics

� If the newborn is continuously hospitalized in Dept. of Neonatology (NICU) longer than 28 
days after birth, his Newborn’s report is terminated when s/he is discharged home or died, 
after 3 months of life

� All data (= pairs of MR and NRs) are compiled in Central Inst. for Health-Care Statistics

Output settings in standardized bars and/or graphs are prepared for standardized clinical analysis 
(= enclosed )

� Access to data is permanent on local, regional and national levels with differentiated rights
� Output settings edited annually by Central Institute for Health-Care Statistics
� All data are organized according to place of birth and place of mother’s permanent residence 

in levels :
Local :  (every department,hospital)
Regional : ( Perinatal Center and its referral area)

National : ( with comparing PC-areas )

Perinatal Information System Survey of output settings

1.  BASIC DATA: Socio-economic and demographic features of the region, histograms of newborns 
according to their GA and BW

2.   MORTALITY: PMR, NMR, specific NMR in subgroups (according to GA in weeks, BW, high-
risk social groups, without maior congenital malformations), causes of NM and PM (WHO 
classification and neonatal clinical-autopsy pediatric classification)

3.   MORBIDITY: Severe early neonatal morbidity according to GA and BW, and in vital systems
(CNS, sensoric, respiratory, circulatory, infections and other)

4.   QUALITY of CARE INDICATORS – PRIORITIES:
Newborns below 1500 g : (specific NMR according to CRIB and NBRS, selected severe 

morbidity and treatment, perinatal management in VLBW and ELBWs)
Congenital malformations: (incidence, prenatal detection, perinatal management –

centralization
Economic and working indicators: (groups of patients admitted to NICU, average occupancy 

rate and duration of stay in different levels of care depts.

5.   OUTCOME EVALUATION: Selected obstetrical and perinatal complications and early 
neonatal / late neonatal outcome ( in 3 years )

Acceptance of the principles of regionalisation of perinatal care is one of the most important 
steps in quality of care development. Slovakia has 5 perinatal centers mostly on the basis of 
University Hospitals with equal importance of obstetrical and neonatal departments, which 
provide all levels of care within their referral areas. 

Economic problems: to achieve adequate objective conditions for perinatal care on all levels of 
care, modern medical equipment, well-educated, skilled and experienced staff through adequate, 
real needs and costs related budgeting of perinatal care,- are of basic importance. We have made, 
after an internal audit of all departments involved in perinatal care, a proposal for an effective 
network of departments within Slovakia with areduced overall numbers of beds. 
We know we have many reserves in systemic changes in education, in humanization of perinatal 
care and in intensification of international collaboration  
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Our present goals in implementation of quality of perinatal care principles are: 
1. the implementation of our innovated Perinatal Information System (fully operational by 

1 January 2002). 
2. acceptance of the National Perinatal Programme by the Ministry of Health as a priority 

health-care programme 
3. The newly created “National Committee for Perinatal Care” as a consultative institution 

of the Ministry of Health in close cooperation with both professional Medical 
Associations will permanently monitor of health-care policy in perinatal care and set 
priorities based on evidence. 

4. Our aim is to stress outcome evaluation of population health care, community aspects 
and diminishing regional differences in the level and quality of care within Slovakia, as 
well as the quality of life 

The progress in quality of perinatal care and adoption of the OBSQID Project
in the Czech Republic 

Dr Petr Velebil 

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, , MD, PhDPhD

Data versus informationData versus information

�� We are data rich …… but information poorWe are data rich …… but information poor

�� Information is a difference between what you expect and what Information is a difference between what you expect and what 
you observe that makes you choose a different intervention or you observe that makes you choose a different intervention or 
change your managementchange your management

�� Indicators Indicators -- essential measures based on dataessential measures based on data

�� Management by fact ….. a process for planning, implementing, Management by fact ….. a process for planning, implementing, 
and evaluating an organized response to a defined problem and evaluating an organized response to a defined problem 
based on databased on data

�� Completeness of data is essential ….. remember “every Completeness of data is essential ….. remember “every 
pregnancy counts … so account for every pregnancy”pregnancy counts … so account for every pregnancy”

�� Few pieces of data could provide a lot of informationFew pieces of data could provide a lot of information

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, , MD, PhDPhD

OBSQID OBSQID and the Czech Republicand the Czech Republic

Aggregated data
(PAD)

Facilities
Regions, CR

Institute, WHO CC
Professional Society

Regional / national
conferences

Priorities, strategies
Interventions

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, , MD, PhDPhD

Two pieces of aggregated dataTwo pieces of aggregated data
(use of(use of perinatalperinatal mortality indicators)mortality indicators)

�� Size and Time Size and Time CrosstabCrosstab
�� birthweight birthweight and ageand age--ofof--deathdeath

Time

Size

Birthweight-specific
mortality

Birthweight-proportionate
mortality

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, , MD, PhDPhD

BirthweightBirthweight and age at deathand age at death

(28+ wks.)

VLBW
(999-1499 gms)

NBW
(2500+ gms)

VVLBW
(0-999 gms)

IBW
(1500-2499 gms)

Late
Fetal
Death

Early 
Neonatal

Death

Late
Neonatal

Death

Post
Neonatal

Death
(<7 days) (7-27 days) (28+ days)
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OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, , MD, PhDPhD

BirthweightBirthweight and age at deathand age at death

VLBW
(999-1499 gms)

NBW
(2500+ gms)

VVLBW
(0-999 gms)

IBW
(1500-2499 gms)

Late
Fetal
Death

Early 
Neonatal

Death

Late
Neonatal

Death
(28+ wks.) (<7 days) (7-27 days)

Post
Neonatal

Death
(28+ days)

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, , MD, PhDPhD
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OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, , MD, PhDPhD

Priorities forPriorities for perinatalperinatal carecare

�� Collection of aggregated dataCollection of aggregated data

�� Crosstabulation Crosstabulation of of birthweight birthweight and age at deathand age at death

�� Use of Use of birthweightbirthweight--proportionate measures to identify proportionate measures to identify 
the areas with greatest potential for improvementthe areas with greatest potential for improvement

�� Use of Use of birthweightbirthweight--specific measures to compare specific measures to compare 
facilities, regions, countriesfacilities, regions, countries

TimeTime--period specific prioritiesperiod specific priorities

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, , MD, PhDPhD

Perinatal mortality
10.0 (1990)
4.4 (2000)

Malformations
1.9
0.7

Other causes
8.1
3.7

Stillbirths
3.5
2.7

< 2000g
1.6
1.1

>=2000g 
1.9
1.6

2000-2499
0.6
0.5

2500-2999
0.5
0.5

>=3000
0.8
0.6

PrioritiesPriorities

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

PrioritiesPriorities Perinatal mortality
10.0 (1990)
4.4 (2000)

Malformations
1.9
0.7

Other causes
8.1
3.7

Stillbirths
3.5
2.7

< 2000g
3.3
0.7

>= 2000g
1.3
0.3

< 1000g
1.5

0.45

1000-1499
1.2

0.18

1500-1999
0.6

0.07

2000-2499
0.5

0.11

2500-2999
0.3

0.06

>=3000
0.5

0.13

500-749
x

0.27

750 - 999
x

0.18

ENMR 
4.6
1.0

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD
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PrioritiesPriorities

PMR : 9.9 9.4 8.5 7.9 6.4 6.3 5.9 5.1 5.35.1 4.4

ENMR
< 2000g SBR

>= 2000 g

Malformations

ENMR 
>= 2000 g

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

Czech RepublicCzech Republic
Practical measuresPractical measures

�� prevention ofprevention of preterm preterm deliveriesdeliveries

�� prenatal diagnosis with early detection of nonviable prenatal diagnosis with early detection of nonviable 
malformations followedmalformations followed byby termination of pregnancytermination of pregnancy,,
if desiredif desired

�� transporttransport in uteroin utero to Perinatal to Perinatal CentersCenters

�� prepre-- and intranatal clinicaland intranatal clinical management tomanagement to achieve achieve 
the optimalthe optimal startstart of extrauterine lifeof extrauterine life

�� improved organization and quality of neonatalimproved organization and quality of neonatal care care 
andand

�� some changes of indicationssome changes of indications forfor cesarean sectioncesarean section

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

< 1000 g
NICU

Yes No
1987 723 747

1989 574 773

1992 454 743

1993 467 740

1994 378 536

1995 254 585

1996 240 505

1997 175 515

1998 150 469

1999 127 452

2000  93 286

BW BW specificspecific ENMR ENMR withoutwithout
malformationsmalformations

1000-1499 g 1500-1999 g
NICU NICU

Yes No Yes No
323 396 117 103

244 397 90 67

195 260 59 57

166 246 31 57

98 122 28 20

44 110 16 41

28 57 6 28

21 86 8 13

15 30 3 3

27 33 5 5

18 96 8 7
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OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

Centralization in percentsCentralization in percents, CR 2000, CR 2000

Center 500-749 750-999 1000-1499 1500-1999

Regional 88.0 84.0 81.0 61.0

Intermediary 6.0 5.0 11.0 22.0

Total 94.0 89.0 92.0 83.0

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

Centralization in percentsCentralization in percents, CR 2000, CR 2000

Center 500-749 750-999 1000-1499 1500-1999

Regional 88.0 84.0 81.0 61.0

Intermediary 6.0 5.0 11.0 22.0

Total 94.0 89.0 92.0 83.0
After delivery 5.2 11.0 7.6 12.9

Care in a center 99.2 100.0 99.6 95.1

Not transferred 0.8 0.0 0.4 4.9

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

BWBW specificspecific ENMRENMR without malformationswithout malformations

Center 500-749 750-999 1000-1499

N Births Sp.
ENMR

Births Sp.
ENMR

Births Sp.
ENMR

A 4   58   86   93    11 190      5

B 4   27 148   33    152   90      0

C 4   31 226   51    59 112    54

Total 12 116 138 177    51 392    18

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

Cesarean sectionsCesarean sections
SC 

Proportion BW specific 

Birthweight 
g

% %

500-749 0.06 48 

750-999 0.14 67 

1000-1499 0.40 61 

1500-1999 0.60 50 

2000-2499 1.20 33 

2500-2999 2.30 16 

3000-3999 7.30 11 

>= 4000 1.50 15 

CR in 2000 13.5 

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD
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Czech RepublicCzech Republic

Total PMR

ENMR

SBR

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

RegionRegionaall results of results of perinatperinatal careal care

5 4 3 2 1 0 1 2 3
PM ‰ 

Region 1999 2000 

JM 4.4 � 3.5 

SM/j 4.6 � 3.8 

St 5.0 � 3.9 

V 5.3 � 3.6 

J 5.4 � 5.3 

SM/s 5.4 � 4.9 

S 5.7 � 6.2 

P 5.9 � 4.0 

Z 7.5 � 5.2 

R 5.3 � 4.4 

Stillbirth due to malf.
Stillbirth without malf.

ENM due to malf.
ENM without malf.

2.8 0.1 0.6 1.6

Components of PM and their contribution to total PM

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

MaternalMaternal morbidity morbidity indicatorsindicators

Deliveries per SC Forceps VEXCR

1 eclampsia 1 hysterectomy % % %

1997 3161 1518 12.1 1.8 0.2

1998 3731 1761 12.6 1.8 0.3

1999 3832 1875 12.8 1.7 0.3

2000 4738 1500 13.5 1.8 0.3

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

Other indicatorsOther indicators

�� NewbornsNewborns < 500 g, < 500 g, 
who survived who survived 24 24 hrshrs
who survived who survived 77 daysdays

�� Intrapartum deathsIntrapartum deaths

�� CTGCTG
olderolder > 10 years> 10 years

�� 1919

1010

�� 18 = 0.2‰18 = 0.2‰

�� 405 = 1/222 405 = 1/222 deliveriesdeliveries
107 107 
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OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

MidtermMidterm prioritiespriorities
�� reach the same level of intensivereach the same level of intensive perinatal care perinatal care amongamong

newbornsnewborns underunder 15001500 gramsgrams inin regionalregional perinatal perinatal 

centerscenters

LongLong--term term goalsgoals
�� prepareprepare aa national system of longnational system of long--term term followfollow--up ofup of

VLBW VLBW newbornsnewborns

�� continue in analyzing regionalcontinue in analyzing regional datadata including  including  auditaudit of of 

individual cases ofindividual cases of perinatal mortalityperinatal mortality andand severesevere

maternal and  neonatalmaternal and  neonatal morbiditymorbidity

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

OBSQID OBSQID and the Czech Republicand the Czech Republic

WHO
Euro          

International
comparisons

Aggregated data
(PAD)

Facilities
Regions, CR

Institute, WHO CC
Professional Society

Regional / national
conferences

Priorities, strategies
Interventions

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

Early Neonatal Early Neonatal MortalityMortality
(per 1000 (per 1000 birthsbirths,, lastlast availableavailable yearyear, WHO), WHO)

R

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

Cesarean sections Cesarean sections 
((in in %% of birthsof births, WHO), WHO)

CR

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

EclampsiaEclampsia upup to 10 to 10 daysdays after delivery after delivery 
(per 100 000 (per 100 000 birthsbirths, WHO), WHO)

CR

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

HysterectomyHysterectomy withinwithin 48 48 hours hours 
(per 100 000 (per 100 000 birthsbirths, WHO), WHO)

CR

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

VacuumextractionVacuumextraction and forceps and forceps 
((inin %% ofof birthsbirths, WHO), WHO)

CR

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

OBSQID OBSQID and the Czech Republicand the Czech Republic

Individual data
(BIS)

OHIS
MOH

Report on Mother
Report on Newborn

Audit of the Institute
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OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

BIS and the Czech RepublicBIS and the Czech Republic
HistoryHistory

• BIS introduced in 1995 internationally
• history of collecting individual data in the CR

• since 1948 - all perinatal deaths
• since 1981 - all high risk pregnancies

• BIS-like questionnaires since 1991 in the CR
• Report on Mother
• Report on Newborn

• participation of the CR in the Pilot BIS projects

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

BIS and the Czech RepublicBIS and the Czech Republic
SummarySummary

• experience with individual data collection
• better recording of complications and special 

conditions on the BIS form
• better basic infant information on the BIS
• possibility to use national and OBSQID experience to 

modify national data tools
• importance of OBSQID BIS for international 

standardization

OBSQID, Budapest 2001OBSQID, Budapest 2001Petr VelebilPetr Velebil, MD, PhD, MD, PhD

BIS and the Czech RepublicBIS and the Czech Republic
WHO CCWHO CC
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Experiences in data collection and comparison to improve the quality of perinatal 
care: Progress and implementation reports  

Malta: Dr Line Janulova, Dr Charles Savona-Ventura 

Located in the Mediterranean Sea, just south of Sicily, the Maltese archipelago consists of three 
main islands: Malta, Gozo and Comino. The largest island is Malta, from which the archipelago 
gets its name. The total area is 316 km2. The total population of Malta is 380,000, giving a 
population density of 1200 per km2, which is one of the highest country population densities in 
the world. Both Maltese and English are the official national languages. 

Malta scores high on the Human Development Index with a life expectancy of 74.9 years for 
males and 79.8 years for females. The crude birth rate is 13.271000 and the crude death rate is 
7.4/1000. The male to female ratio is 0.98 and the dependency ratio is 0.5 (1997). 

Obstetric Services in Malta 

Obstetric care on the Maltese islands is mainly delivered through an integrated and 
comprehensive public health care system, although there are also private facilities for maternity 
care and delivery. The recent trend is to receive a mixed (public & private) form of care. 

There are two Government run general hospitals which house the public maternity services, one 
on the island of Malta which is the main public hospital offering a full emergency service and is 
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equipped with a Special Care Baby Unit and the other is on the island of Gozo. There are a 
number of state run health centres in various localities on the island, which also offer antenatal 
services. 

For five year there have existed three established private hospitals and one private clinic which 
offer maternity services mostly to mothers who are either covered by a private insurance scheme 
or can pay directly. 

Qualified obstetricians, general practitioners and midwives provide maternity care and have 
access to both facilities. Home deliveries are not popular and have declined in recent years. 

Obstetric information systems 

1981: Data collection using internationally standard Forms was first introduced at the main 
public hospital in conjunction with the International Fertility Research Programme (USA). 

1983-1986: Following the experience gained with IFRP in standard data collection and 
processing, the Department of Health with Government Computer Centre (Malta) initiated the 
electronic batch processing of obstetric data at the main public hospital. This event orientated 
data capture continued for a period of 4 years. 

1987-1990: In 1986 the Department of Health in collaboration with the WHO introduced a 
computer based INDIVIDUAL HEALTH PROFILE, which was offered to the Department of 
Obstetrics and Gynaecology. Hence a computer-based Medical Record was introduced for its 
obstetric patients. Since at that time more than 95% of births on the Maltese Islands occurred at 
this hospital, it was decided to capture the data on a set of standard sheets at source and then to 
forward these sheets to the Health Services Information Unit for processing. 

1991-1998: A hospital-based computer aided Maternity Information System (MIS) was jointly 
set up by the Department of Health Information and the Department of Obstetrics and 
Gynaecology at the main state hospital in 1991. This was an event orientated system where data 
collection commenced once the mother delivered her baby. Data capture was case-based where a 
standard MIS sheet was used for each parturient and this was forwarded to the DHI for data 
processing and inputting into a computer Dbase IV programme. The main objective was to 
provide information on obstetric care and outcomes to clinical and managerial professionals. 

National Obstetric Information System 

1999 to date: In October 1998, the European Regional Office of the WHO requested the DHI, 
Malta to collect and submit national perinatal data within the context of the OBSQID Project. In 
order to participate in this project and achieve national coverage of obstetric activity the health 
authorities in government agreed to extend the MIS to all government and private maternity 
centres on the islands. Aggregated perinatal data (PAD) was collected at national level for the 
period of 1995-1998 and forwarded to WHO for use on the WHO OBSQID web site. 

Following the success of receiving national PAD, it was decided after unanimous agreement 
from all maternity centres to actively participate in this project. The DHI developed the NOIS 
using standard epidemiological indicators, operational definitions of events and outcomes which 
are based on the MIS and the BIS of WHO/EURO-OBSQID project. 
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The setting-up of NOIS 

At present there is no law that requests the specific collection of clinical obstetric and perinatal 
data at the national level. The Department of Health Information is the government agency 
responsible for the collection, processing and dissemination of national health statistics. 
Submission to NOIS is on a voluntary basis from private facilities and mandatory from the 
government hospitals. 

Data Collection: All private and public birthing facilities 
Data Recording: The NOIS Sheet 
Data Transfer to DHHI: monthly by mail or hard delivery 
Data Management: Coding (ICD-10), centre codes, validations 
Data Storage : Dbase IV 

NOIS Information Output 

�� Monthly, half-yearly and annual reports to all system partners 
�� Diabetes pregnancy joint clinic 
�� HFA-2000-07-05 PAD submission to OBSQID 
�� Malta Congenital Anomalies Register 
�� http//www.magnet.mt/services/health/nois1.htm 
�� Various departments within the Ministry 
�� Media/Ad hoc reports 

The future 

The introduction of new Data Protection Legislation may present further challenges to system 
regarding data collection and processing. It is envisaged that these will be met and overcome. 

The implementation of statutory notification will help in overcoming these challenges and is 
presently being worked out. 

Being a small country and having had an interest in collecting clinical obstetric information over 
the past 20 years, it is envisaged that NOIS will continue to improve within the context f the 
OBSQID project. 

Maternity Database - computerised systems in Malta 

✔ 1981:Data collection using standard forms was introduced at the main public hospital in 
conjunction with  the International Fertility Research Programme (USA). 

✔✔  1983-1986: The Department of Health with the government Computer Centre initiated the 
electronic batch processing of obstetric data.

✔✔  1987-1990: The Department of Heath in collaboration with WHO introduced a computer 
based Individual Health Profile, which was offered to the Department. Hence a computer 
based ‘Medical Record’ was introduced. Obstetric data was captured on a set of standard 
sheets at source and forwarded to the Health Services Information Unit for processing.
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✔ 1991-1998: A hospital-based computer Maternity Information System was set up. This was 
an event-orientated system, where data capture was cased based on a standard MIS sheet. 
Annual validation of submitted data commenced  after 1995. 

✔ 1999-to date: WHO-EURO invited the DHI to submit national perinatal data within context 
of the OBSQID Project. The MIS was extended to all government and private maternity 
centres. OBSQID-PAD was collected retrospectively at a national level for the period of 
1995-1998.

✔ Following the success of receiving national PAD and unanimous agreement from all 
centres to actively participate in this project. The DHI developed the NOIS using standard 
epidemiological indicators, operational definitions of events and outcomes which are based 
on the MIS and BIS (OBSQID). 

Progress with NOIS 

Change from a government-hospital [St. Luke’s Hospital] database to a National Maternity 
Database with 100% data capture rate. 

– 1995: non-SLH maternities - 12% 

– 1997: non-SLH maternities - 18% 

– 2000: non-SLH maternities - 17% 

Data validation & audit 

✔ Data validation using a standard programme designed at the DHI occurs on monthly basis.  

✔ In order to improve the quality and accuracy of data collected, the DHI introduced NOIS to 
the midwives in all centres. Since April 2001, the recording of NOIS data onto the standard 
sheets are carried out by the midwife in charge of the delivery and hence the data quality 
has improved remarkably.  

✔ Diabetic Pregnancies used to audit reliability of data collection from clinical sources by 
clerical staff. 

✔ Led to greater involvement of clinical staff [Midwives] in data capture after general 
training sessions. 

✔ NOIS Information Output:  

– Regular Quarterly and Annual Reports to all system partners 

– Diabetic Pregnancy Joint Clinic 
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– Health For All-DB 

– PAD submission to OBSQID 

– Parliament through a request  

– NOIS Internet Homepage 

Data confidentiality 

✔ Rigid measures are taken, so as to ensure that only national or public & private centre 
aggregated data are published to non-medical professionals. However, centre specific data 
are  published  to  all system partners. 

✔ Demographic details of each maternity are given to the DHI and used by the department 
solely to link the various databases. Since linkage takes place by using a unique number 
which is the national ID numbers. 

✔ Any person requiring person-based data for research purposes has to formally apply to the 
DHI and assure the department that person-based data that can in any way breach 
confidentiality will not be published. 

✔ Data Confidentiality enforced by National Legislation.

Links to other databases 

Database Utility 

�� Helps identify secular changes to assist health policy planers and hospital management. 

�� Helps audit maternity practice  between different birthing centres in Malta & Gozo. 
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�� Helps compare maternity services and obstetric outcomes with those of other centres in  
       Europe. 

�� Assists in carrying out clinical and epidemiological studies. 

Israel: Professor Moshe Hod 

M. M. HodHod**, D. Pfeifer, D. Pfeifer‡‡, R. Chen, R. Chen**, T. , T. PerriPerri**

**WHO Collaborating WHO Collaborating Centre Centre in in Perinatal Perinatal MedicineMedicine
Rabin Medical Rabin Medical CentreCentre, Israel , Israel 

‡‡WHO/WPRO/CSR/PNG WHO/WPRO/CSR/PNG 

DPAD
Diabetes in Pregnancy Aggregated Data

European Pilot Project

DPADDPAD
Diabetes in Pregnancy Aggregated Data

European Pilot Project

OBSQID PROJECT
Quality Development in Perinatal Care

OBSQID PROJECTOBSQID PROJECTOBSQID PROJECT
Quality Development in Quality Development in Quality Development in PerinatalPerinatalPerinatal CareCareCare

Database research is generally
cheaper and faster,

but is weaker on research design,
however this is a trivial problem

for many areas of research.

“We still cling largely to 
a traditional research 

paradigm based on
adhoc studies”

Relman AS: N Engl J Med 1988, 319:1220-1222

Evidence - or lack of it?
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Any progress 2000 vrs. 2001?
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Rate comparisons Rate comparisons preGDMpreGDM/GDM, all centres/GDM, all centres The biggest challenge remains ...

GETTING THE
DATABASE

ESTABLISHED
… and not forgetting why is it
being created in the first place

QUALITY IMPROVEMENT

What elements are necessary
and sufficient  for improving
quality of care?

Is meaningful improvement
possible without data?

Can data serve as the agent
for meaningful improvement?

(Davidoff F. Ann Intern Med, 127(8S):770-774, 1997)

Large patient sample and 
broad origin of the data

Harmonization of methodology

National and international 
cooperation

ADVANTAGES OF MULTICENTRE APPROACH

Continuous shift towards excellent quality

Number of units
(Institutions, Individuals, etc.)

Poor quality

Best 
outcomes

Best 
outcomes

REDUCE
REUSE 

RECYCLE

DATA            
RESPONSIBLY

United Kingdom: Dr Philip Banfield 

Introduction 

The UK has a long history of data collection. A national audit – the Confidential Enquiry into 
Stillbirths and Deaths in Infancy – CESDI has found that many antenatal and intrapartum 
stillbirths in the UK may be preventable.  They recommended Consultant Obstetrician cover of 
the labour ward (as opposed to the trainee or ‘staff doctor’ cover at present) to support and 
improve the standard of care.  This finding was endorsed by the Royal College of Obstetricians 
and Gynaecologists – RCOG.  It seems a paradox that the highest risk area (adverse outcome, 
litigation, rising interventions) is not covered by the most experienced senior staff.  Hospitals 
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throughout England have expanded consultant numbers, but hospitals in Wales have been much 
slower to change practice, claiming short-term (cost) constraints.     

OBSQID 

My links with OBSQID span 10 years.  I gave a presentation in England after Anne-Marie 
Worning’s talk about the WHO’s work on the feedback of surgical infection rates.  I showed post 
caesarean section morbidity inter-hospital comparisons and their implications for length of stay, 
in anonymised form, for the whole of the (then) North West Thames Health Region.  I was 
invited to Copenhagen, presented my work and was asked to write a textbook on quality 
assurance (QA) in obstetrics – MATCARE – which contained a discussion on a minimum data 
set necessary for QA.  This used existing data from the St Mary’s Maternity Information System 
(SMMIS) to test the validity of variables.  I was also involved with the discussions on Quality 
Indicators – using real data from real patients to test usefulness and ‘collectability’.   

By the Poznan meeting, the minimum dataset had evolved (with a lot of work from many other 
people) into the OBSQID BIS and had been piloted across Europe.  Louis Keith, from the USA, 
enthused in Porto about the potential of OBSQID to deliver hitherto uncollected data on multiple 
pregnancies.  Presenting some preliminary SMMIS data emphasises the potential of such 
collaboration.  My thanks go to Jean Chapple and John Harris at Imperial for allowing me a 
subset of data from the selection of ‘number of infants = 2’ (NOINFANT=2). 

Twins

On the selection criterion above, there were 6017 ‘twins’ from almost 439,000 consecutive 
deliveries, with an overall perinatal mortality rate (PNMR) for twin 1 of 21/1000, versus 24/1000 
for twin 2.  The UK centralised National data cannot separate out birth order, but an overall 
estimate was 37/1000.  These crude figures demonstrated immediately the problems of collecting 
data without the means, the resources or the intellectual mind to question accuracy and 
completeness.  There is a need to link the figures with clinical findings.  Twin 1 and twin 2 could 
be analysed as large groups, but there is a need to link each twin together – accomplished by 
some recoding and merging of files in SPSS.    There were 118 ‘twins’ listed as being  
NOINFANT = 2 without a corresponding twin.  Most were ‘missing’ twin 2s, but not all.  
Excluding the ‘unpaired twins’ alters the PNMR slightly, which makes a separate analysis of 
these cases an imperative.  There are several possible explanations. 

One or more babies might have been less than 24 weeks – a live born would still be registered by 
law in the UK, but an intra-uterine death delivered before this gestation would not.  Secondly, 
data collection can be affected by particularly stressful or busy times on the labour ward (the ‘ 
I’ll do it later’ phenomenon) but this should be impossible with the SMMIS as the statutory birth 
notification forms are generated at the same time, unless these too were omitted.  Thirdly, the 
number of infants could have been incorrect – in-system self-validation should have prevented 
this, but computers do not always behave in the manner clinicians expect! 

There is an important message here for OBSQID, summarised elsewhere as ‘garbage in, garbage 
out’.  The quality of the input data are important and the clinicians have a duty to at least oversee 
this process if they are not going to input the data themselves because of constraints on their 
time.  The WHO should continue work on the validation of the OBSQID database if the 
30,000,000 pregnancies currently archived are to mean anything together.  Hopefully, the co-
operation with the European Association of Perinatal Medicine (EAPM) will ensure this work 
continues.
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Spontaneous or infrequent errors become less significant the larger the database, but we should 
all be on the look out for unidentified systematic errors which bias one set of results against 
another.  Clinical application, common sense and an ability to pursue the truth prospectively 
should drive the process of investigation forwards. 

The traditional teaching agrees that twins are high risk, with observations of premature delivery, 
higher mortality in twin 2 and a greater need for intrauterine manipulation of the second twin.  
Twins mature earlier and the excess mortality resides largely due to prematurity.  An obstetrician 
with any size of practice will have a nightmare story about twin delivery – be it vaginal or 
abdominal.  Transverse lie, breech extraction, intrauterine death of one twin, intrapartum 
standards of management being flagrantly ignored – and this is even before any discussion of 
zygosity and the complications of monochorionic monoamniotic multiple pregnancy. 

Table 1 above shows the PNMR in the 5796 paired twins, by gestation and the percentage of 
each that are stillbirths. From the discussion above, this may be an underestimate. However, the 
trend is probably correct.  The results suggest that the PNMR for twin 1 improves with gestation, 
but that the PNMR for twin 2 remains almost static.  At early gestations, therefore twin 2 fares 
better, but this is clearly not so towards term. 
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The influences on PNMR for twins may be different for both twins and vary with gestation.  
Twins withstand prematurity – the figures for twin 2 at early gestations support this.  The 
mortality rate for twin 1 is higher than twin 2 at low gestations, with a higher rate of stillbirth.  
The role of premature rupture of the membranes is unknown, but may expose the first twin to a 
differential risk, for example.  The death of the first twin may be the first signs of severe 
maternal disease, twin 2 having been hitherto uncompromised.  This would fit with the general 
clinical approach to twin pregnancy – to get the twins as mature as possible until they either 
labour spontaneously or develop fetal or maternal complications.

At later gestations the PNMR for twin 1 falls to approximate that of a singleton.  Twins at each 
gestation tend to be lighter than their singleton counterparts and this is reflected in figures being 
correspondingly better at the lower birthweights (Table 2).  Delivery towards term is usually 
vaginal (and uncomplicated) for a vertex first twin and a non-vertex twin 1 often results in 
elective caesarean section. 

The PNMR in twin 2 remains roughly static because the cause changes from prematurity to birth 
trauma from difficult delivery after an uncomplicated vertex twin 1 – and we have all seen the 
situation where both twins were vertex at the start of labour and a breech extraction has still been 
necessary.  As our experience of vaginal breech delivery becomes less, the differences may 
become greater and the call for elective caesarean section for all twins may follow the same 
argument as that for singleton breech delivery at term. 

Table 2:  PNMR / 1000 by birthweight for 5796 twins compared to singleton pregnancies, 
either North West Thames 1990 or UK National 1996 figures. 

Data presented from North West Thames on breech babies showed a relative risk of neonatal 
death of 20 (2.5-16.3) for vaginal delivery versus caesarean section.  There was an outcry of 
objection to these retrospective data and people defended scoring systems and the ‘my hospital is 
better’ approach, but very few could come up with credible figures against these observations.  
However, a prospective multinational randomised trial reported in the Lancet, showed clearly 
that delivery by caesarean section was associated with lower perinatal mortality.  An important 
point was that the difference depended on the background perinatal mortality rate for each 
country, with countries having the highest rates seeing the least benefit from operative 
intervention.  This is an essential observation when looking at OBSQID data from the great 
diversity of countries taking part.   
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The future 

It is also worth reminding ourselves that the OBSQID project also challenges the ‘best’ units to 
demonstrate their assertions, because we have seen that the best outcomes are often from 
developing countries in reality and the whole of Europe, including the West would do well to 
include itself in OBSQID.  Thus the challenge is 3 fold.  Firstly, we will continue to report the 
process and outcome of twin pregnancy from the North West Thames data.  This will have an 
additional benefit in serving as a validation of the twins data from OBSQID. Secondly, the 
OBSQID data should be explored, sooner rather than later, so that the quality of the data can be 
confirmed and improved – twins data, as I have shown, are often difficult to be certain of. 
Thirdly, the continued development of the twin BIS should be encouraged so that the opportunity 
of reporting the largest twin data set in the world is not wasted.  

Latvia: Dr Maira Jansone 
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Bulgaria: Dr Aneta Popivanova

PILOT PROJECT: QUALITY DEVELOPMENT IN PERINATAL CARE IN BULGARIA 
A. Popivanova, T. Ivanova, N. Danova, I. Velinova 

The collection of medical information is an essential prerequisite for any country in order to 
assess its level of health care, identify problems and focus on priorities for improvement. There 
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is an increasing pressure from clinicians and administrators for more and better medical 
information as a result of advances in medical science and public expectations. 

Why was the project chosen? 

The data and values for the main indicators of national health assessment have indicated that for 
the last years negative trends have been gradually developing. A National Health Strategy was 
adopted early in 2001. One of the most important government priorities is intervention to 
improve the health of pregnant women, newborns and children, and building a unified 
information and telecommunication system in health care corresponding to European systems 
and standards. 

The project has been organized by the Ministry of Health with the assistance and support of the 
WHO Regional Office for Europe, using experiences from the OBSQID project. 

Aim 

The purpose of the pilot project was: 

1. To familiarize health care providers with 
�� the concept of continuous quality of care development through comparison by 

perinatologies of their outcomes in relation to peers, and the identification, through data 
collection and analysis, of centers demonstrating best practice and the most rational use 
of technology in order that their knowledge and expertise may be disseminated and 
exploited. 

�� The international accepted perinatal quality indicators and variables. 

2. To allow health care providers and health care facilities to: 
�� Test the feasibilities of collecting case-based data using the BIS 
�� Using the PAD and method of benchmarking to assess the opportunities for self-analysis 

and intersite comparison of the use of technology and outcomes of perinatal care. 

As a second step, this will allow the creation of a National Perinatal Information System 
connected with the OBSQID system which will provide quick feedback to users as well as the 
opportunity for comparison, through which health care providers, health care facilities and 
administrators may be motivated to continually improve their outcomes and the quality of their 
care.

Subject and methods

Some 22 perinatal centres from different levels of perinatal care(3 national, 12 regional, 7 local) 
have voluntarily and anonymously contributed data between 15 April and 15 July 2001. A 
training workshop for discussing the OBSQID BIS and perinatal audit programmes was 
organized. Arrangements were also made to collect data on all births according to WHO 
standards in each participating centre. We used a case-based collecting system. Approx. 7000 
paper BIS forms were sent to the data collection centre, where EpiInfo was used to enter the data 
and obtain PAD results for every participating centre. Unfortunately, to date only 2229 BIS 
forms have been manually entered and the results we present here are preliminary. 

Results 

Some selected outcomes (out of 26 PAD indicators) are as follows: 
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Antenatal deaths              between 3.97 – 11.24  average  3.14 
(>27 compl. w.) % 
Total antenatal death %     7.94 – 32.26     5.38 
Preterm birth (<32 w) %     16 – 108,95     44.28 
Preterm birth (32-36 w) %     18,99 – 190,48    84,95 
Major congenital malformations %   0,28 – 3,08     1,17 
Neonatal seizures within 7 days %   0,26 – 7,14     2,26 
No prenatal visits %      2.84 – 86,67     9.38 
Forceps %        0.63 – 3.88     1.35 
Caesarean section %      3.33 – 16.51     12.98 

The remainder of the variables were presented in graphs.  

There are differences in the results of the participating centres. As a whole, the average results 
are comparable with WHO EURO results for the countries of our region, but they also reflect the 
problems we have as a country in transition with major reforms in the health care system. 

Obstacles

Probably the greatest obstacle is an unwillingness to consider changes in practice. Others are the 
need for special training of the staff included in this project, an additional workload (this comes 
on top of existing national data collecting systems) and last but not least the lack of technical 
infrastructure at local and regional level. 

Future tasks of the project 

�� To discuss the final results with participating project perinatologists and administrators 
�� To promote general acceptance of WHO perinatal definitions by the national perinatal 

association 
�� To include OBSQID indicators on maternal and fetal wellbeing in national data collection 

activities 
�� To develop guidelines for the establishment of national perinatal QCD policies. 

Italy: Dr Annunziata Lapolla

AN ITALIAN MULTICENTER STUDY ON OUTCOME OF PREGNANCY COMPLICATED 
BY DIABETES 
A.Lapolla, G.Mello, MG.Dalfrà, E.Parretti, M.Bonomo, MR.Botta, G.Di Cianni, R.Fresa, 
A.Napoli, D.Mannino, F.Fallucca, D.Fedele 
SID and SIGO Diabetes and Pregnancy Study Group 

Pregnancy complicated by diabetes is characterised by high fetal and maternal morbidity. Studies 
evaluating diagnostic criteria, metabolic and obstetric treatments and outcomes of diabetic 
pregnancies are very useful, in fact we care learn what approaches we need to improve to reduce 
fetal and maternal morbidity. 
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Aims of our work were to collect and compare the data resulting from the outcome of 
pregnancies with diabetes occurring in 1998, 1999, 2000, recorded from different areas of Italy. 

To collect metabolic and obstetric data of pregnancies complicated by diabetes a basic 
information sheet for diabetes and pregnancy according to WHO suggestion was used. 

2523 pregnant women, mean age 35+5 yr., of which 12.7% affected by type 1 diabetes, 2.3% by 
type 2 diabetes, 71% by Gestational Diabetes Mellitus (GDM) and 14 by G-IGT were evaluated 
(Tab. I). GDM diagnosis was based on 100 g OGTT in 73%, on 75 g OGTT in 3.8%, on fasting 
glycemia in 13.7%, on GCT in 9.5%, at a mean gestational week of 27+5.

Tab.  I : Patients evaluated 

1998 1999 2000

Type 1 95 115 107

Type 2 25 31 27

GDM 581 578 636

G-IGT 90 95 173

Totals 791 819 943

Tab. II: Prepregnancy counselling (%) in women affected by prepregnancy diabetes 

1998 1999 2000

Type 1 41 36.5 52.3

Type 2 16 38.7 29.6

Tab. III: Prepregnancy counselling (%) in type 1 patients recorded in 2 centres of North, 3 
centres of Centre and 2 centres of South Italy 

1998 1999 2000

North 57 66.7 72.7

Centre 44 35.7 47.6

South 18.5 17.6 43.7
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Tab. IV: HbA1c values (%) (M+SD) in women affected by prepregnancy diabetes. 

1998 1999 2000

Pts 
(%) HbA1c

Pts 
(%) HbA1c

Pts 
(%) HbA1c

Preconception 63 7.9+2 64 7.1+1.5 60 7.2+1.6

Conception 75 7.8+1.9 78 7.1+1.3 60 7.2+1.7

Booking 89 7.5+1.9 84 7.1+1.5 91 7.0+1.5

3rd trimester 84 6.1+1.2* 84 6.7+1.4 88 6.8+0.9
*p<0.05 vs preconception and conception 

Tab. V: Percentage values of patients with prepregnancy diabetes in which HbA1c was 
evaluated at different times of pregnancy in 2 centres of North, 3 centres of Centre and 2 centres 
of South of Italy 

North Centre South 

1998

Preconception 81.8 76.6 32.2*

Conception 100 90 48.3*

1999

Preconception 90 78.6 32.5*

Conception 100 97 51*

2000

Preconception 80 64 45.4°

Conception 86 93 25*
*p<0.01 vs North and Centre 
°p<0.01 vs North 
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Tab. VI: HbA1c (%) (M+SD) in patients with pregnancy induced diabetes 

1998 1999 2000

Pts  
(%) HbA1c

Pts 
(%) HbA1c

Pts 
(%) HbA1c

Booking 39 5.2+1.8 47 5.1+0.6 44 5.6+0.8

3rd trimester 49 5.3+1.7 55 5.6+1 72 4.9+0.8

As for therapy, 35% of patients affected by GDM and 7% of patients affected by G-IGT were 
insulin treated. 

In patients with prepregnancy diabetes, microalbuminuria was observed in 12.4%, proteinuria in 
2.4%, retinopathy background in 15.6%, and proliferative in 9.2%. Progression of retinopathy 
was observed in 6.5%, progression of nephropathy in 2.2% of patients with prepregnancy 
diabetes. 

Tab. VII: Maternal morbidity (%) in patients with prepregnancy diabetes 

1998 1999 2000

Hypoglycaemia 11 13 11.9

Chronic hypertension 3.3 4.8 3.0

Pregnancy induced hypertension 10 12.3 13.4

Ketoacidotic episodes 5.8 6.8 0.74*
*p< 0.05 vs. 1998 and 1999 

Tab. VIII: Maternal morbidity (%) in patients with pregnancy induced diabetes 
1998 1999 2000

Hypoglycaemia 0 0.29 0.12

Chronic hypertension 1.0 0.44* 0.74

Pregnancy induced hypertension 7.9 6.2 6.6

Ketoacidotic episodes 0.29 0 0
*p< 0.01 vs. 1998  
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Tab. IX: Mode of delivery (%) in patients with prepregnancy diabetes 

1998 1999 2000

Vaginal delivery 20.8 26 27.6

Caesarean section 65 61 65

Abortion 14.2 13 7.4*
* p< 0.01 vs. 1998 and 1999  

Tab. X: Mode of delivery (%) in patients with pregnancy induced diabetes 

1998 1999 2000

Vaginal delivery 64.95 63.56 66.9

Caesarean section 34.6 36 32.4*

Abortion 0.45 0.44 0.62
* p< 0.01 vs. 1999  

Tab. XI: Caesarean section (%) in patients with prepregnancy diabetes in 2 centres of North, 3 
centres of Centre and 2 centres of South of Italy 

1998 1999 2000

North 50 60 57

Centre 56.6 54.3 64.2

South 74.2 55.8 75

Tab. XII: Caesarean section (%) in patients with pregnancy induced diabetes in 2 centres of 
North, 3 centres of Centre and 2 centres of South of Italy 

1998 1999 2000

North 35 32.4 30.2

Centre 29 33.4 28.4

South 58.6 60 83.9*
      *p< 0.01 vs. 1998 

No maternal mortality was observed in all patients evaluated. 
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Tab. XIII: Fetal morbidity (%) in prepregnancy diabetes 

1998 1999 2000

Hypoglycaemia 13.3 7.5° 15.6

Neonatal asphyxia 14 13 14

HMD 2.5 0.68 2.2

Fetal distress 10 6 5.9*

Obstetric trauma 1.6 1.4 0

Shoulder distocia 1.6 0.68 0

Hyperbilirubinemia 15 14 14

Macrosomia 15.3 14.6 12.9
*p< 0.05 vs. 1998 
°p< 0.05 vs. 1998 and 2000 

Tab. XIV:  Fetal morbidity (%) in pregnancy induced diabetes 

1998 1999 2000

Hypoglycaemia 2 1.9 0.86

Neonatal asphyxia 4 4.3 3.7

HMD 0.14 0.44 0.12

Fetal distress 2.2 1.8 1.9

Obstetric trauma 0.6 0.74 0.4

Shoulder distocia 0.14 0.24 0

Macrosomia 14.6* 8.9 9.9
*p< 0.01 vs. 1999 and 2000 

Ponderal index was no different among the 3 years in prepregnancy diabetes (2.7+0.4) and in 
pregnancy induced diabetes (2.8+0.6) and related to shoulder distocia and obstetric trauma in 
patients evaluated in 1998 and 1999. 
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Tab. XV: Fetal morbidity (%) in prepregnancy diabetes 

1998
(n. 120) 

1999
(n. 146) 

2000
(n. 134) 

n % n % n %

Malformations 3 2.5 10 6.8 3 2.2

Stillbirth 1 0.8 0 0 3 2.2

Early neonatal 
mortality 0 0 0 0 1 0.76

Tab. XVI: Fetal morbidity (%) in pregnancy induced diabetes 

1998
(n. 671) 

1999
(n. 673) 

2000
(n. 809) 

n % n % n %

Malformations 15 2.3 4 0.59 9 1.1

Stillbirth 1 0.15 2 0.29 2 0.24

Early neonatal 
mortality 0 0 2 0.29 0 0

The most frequent congenital malformations were cardiovascular, skeletal, genitourinary, neural 
tube disease and gastrointestinal. 

Summary: 

��Prepregnancy counselling 
Type 1        43% 
Type 2       25% 

��Macrosomia     
Type 1         14.2% 
Pregnancy induced diabetes   11 %  

��Malformations     
Type 1        3.8%  
 Pregnancy induced diabetes  1.3%  

��Caesarean sections     
Quite high in all classes 
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Conclusions:

Further efforts will be needed in improving: 

��Preconception counselling and good metabolic control in prepregnancy diabetes 

��The rate of macrosomia and some neonatal complications 

��The rate of caesarean section 

Poland: Prof. Wlodzimierz Borkowski

Telematic system of perinatal analysis in Poland: Presentation of current accomplishments 

Introduction 

The National Research Institute of Mother and Child in Warsaw (NRIMC) has by order of the 
Ministry of Health (MH) implemented the quality assurance system in obstetrics and 
neonatology from October 2000. This program is financed by the Government from public 
health resources. Executing this task NRIMC uses the telematic system for medical 
documentation developed previously within the programme financed by the Governmental 
Committee of Science Research. 

NRIMC was requested to fulfil the following objectives: 
- Introduction of quality assurance system in obstetrics and neonatology  
- Development of methodology and assumptions for telematic quality system in any field of 

therapeutic medicine and prevention  
- Development of telematic tools for collection, transmission and processing of data in the 

healthcare system 
- Creation of the data warehouse example for collection, analysis and presentation of results  
- Development of principles for integration of the introduced telematic system for obstetrics 

and neonatology with already existing systems for reporting purposes  

Assessment of current accomplishments 

The task ordered by MH was an excellent opportunity to promote the OBSQID project. Poland 
had already participated in this project and contributed greatly to its assumptions. Poland 
introduced collection of aggregated data on operations of obstetrics and newborn departments in 
accordance with the OBSQID PAD project requirements. Professor Janusz Gadzinowski has 
managed and still manages these activities. 

We have decided that the application of telematics in the OBSQID project and integration with 
other legacy systems used in obstetrics and neonatology would be the optimal solution. This had 
certainly to lead to differences between the original OBSQID system defined by the WHO 
Europe and our version, subsequently referred to as P-OBSQID. P-OBSQID system covered 40 
hospitals in the whole country and 13 regional health authorities for mother and child. The 
project has been carried out for over a year now. Data on approx. 40 000 births have been 
collected. 

MH decided lastly to introduce P-OBSQID to a further 30 hospitals in the Wielkopolskie 
Region, and announced organisational activities and established legal grounds aiming to include 
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in P-OBSQID all hospitals in the country and to integrate with the existing birth reporting 
systems.  

Presentation of various aspects of P-OBSQID 

The whole P-OBSQID system includes numerous and complex issues, which are presented 
briefly below 

Legal and organisation issues: OBSQID assumes collection of data in obstetrics and neonatal 
departments independent of other existing systems of data collection. Only hospitals which 
accept rules determined by WHO can join the project. Results of analysis give hospitals 
comparison with the aggregated data for the whole region or country. As opposed to this 
situation, P-OBSQID is the part of the national reporting system which covers hospitals by law. 
The implementation of P-OBSQID is supervised by the regional health authorities for mother 
and child. Data on women giving birth and newborns serve not only the hospitals, but also 
regional health authorities and, in future, insurance agencies. This means the wide differentiation 
of needs and necessity of P-OBSQID integration with already existing systems. Unfortunately, 
the current legal regime does not allow for fulfilment of the objectives declared above and they 
remain intentions. These intentions are fully supported by MH. 

Substantial issues: The P-OBSQID system basic set of information about woman in labour and 
newborn corresponds with information included in the Basic Information Sheet (BIS) 
recommended by the Steering Committee of OBSQID project. Nevertheless, necessity of 
integration with other legacy systems and consideration of the national regime prompted 
amendments in BIS. Analysis of results during the year-long execution of project also caused the 
further modifications in BIS. For example, only ca 10% of women answered positively for 
question about cigarette smoking. This was considerably lower than results from other surveys. 
The detailed interview concerning cigarette smoking revealed that women understood that they 
were asked for smoking in the moment of interview, i.e. just before labour (ca 17% of women 
smoked cigarettes at the beginning of the pregnancy). As a rule, women did not respond to 
“embarrassing” questions, e.g. about induced abortion, drug abuse or violence in pregnancy. The 
lonely women, by definition binding in BIS, turned out single women so it was replaced by 
question about marital status, which in demographers opinion, is very important for assessment 
of social safety of woman and child. The question about education had to be adopted to the 
education system in Poland. Other amendments in BIS, caused by national specificity, include 
registration of identifier of screening test towards hiprethyreosis  and fenylokoetonuria  which is 
obligatory and executed in 100% of newborns  in Poland. The question about the well-being of 
women was omitted as it is not assessed by Polish obstetricians. It must be admitted that 
modifications of many questions in the Polish version were wrongly decided. The various 
suggestions concerning BIS modifications and expansion have been submitted by various P-
OBSQID users during its yearly execution. For example, hospitals proposed to add to the BIS 
information necessary for reimbursements with the insurance agencies and for obligatory 
national reporting (among others the detailed specification of executed medical procedures 
during stay in hospital). The issues concerning rare and costly procedures and – in general – 
quality control – are important for insurance agencies. Regional health authorities recognized as 
important demographic issues and in-depth analysis of mortality in hospitals and stillbirths. A 
separate topic, which can be initiated by P-OBSQID, is the general register of newborns and 
children, and a handicapped children register. P-OBSQID currently introduces individual 
registration, with parental consent, of newborns with cleft lip and/or palate It was also revealed 
that BIS supplemented by additional questions temporarily given to a selected group of women 
may be also used for detailed study and analysis. The study prepared for the Institute of 
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Oncology concerning the impact of cigarette smoking by pregnant women on newborn health is 
a good example.  

Technological issues: We use in our P-OBSQID system such techniques as data warehouse, 
developed in HTML medical documentation management system, or highly encrypted internet 
transmission. We expect to use in the next year such technological achievement as electronic 
signature. The admittance of electronic signature in 2002 for official use will be a milestone in P-
OBSQID system propagation.  

After evaluation of documentation systems in the Internet version (by HTML or XML standard) 
available on the market we decided to develop the proprietary system, called AKSON – to which 
NRIMC has full copyright and ownership rights. This reduces greatly costs of its operation and 
development as well as enabling free distribution to hospitals and various health care institutions 
(GNU –licence). AKSON is a software package designed to provide secure data communication 
through the Internet.  

The system is able to collect data via the network. AKSON consists of one center collecting data 
and many clients, where users import files or type in information. The system is especially 
designed for medical data transfer. Data transmission can be done in both directions – the center 
is able to send messages and updates to clients. Data can be input in two ways: 

�� By import of the specified file 
�� Using a system of  forms. 

A form may consist of one or more windows. 

In a form we can use many variants, choosen automatically depending on the data typed before. 
Subforms also can be created. Subforms may be used many times inside a form (for example a 
mother having many children). Subforms can be nested. Full validation is performed. 
Hierarchical dictionaries (like ICD9 or ICD10) are also implemented. 
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Issues connected with development of reports, OLTP type analysis and deeper statistical 
analysis (mining): P-OBSQID motivated mastery and introduced methodology  known as the 
data warehouse. Initially the specificity of the data warehouse in medical applications was 
revealed. In such data warehouses the main problem is not the volume but the complex structure 
of collected data and continuous modifications. After mastering the phase of data acquisition and 
collection, the phase of data processing, analysis and presentation will now become more 
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important. We check on the collected material various methods of analysis and presentation, also 
useful for comparison between hospitals. We base such comparisons not only on frequency and 
size, but also to advanced statistical techniques. For example, we calculate risk factors by logistic 
regression separately for each hospital and compare them.  

Current priorities of the P-OBSQID project 

We currently focus on high efficiency of register and quality of collected data. We develop and 
improve mechanisms of the collected data validation. We also create mechanisms preventing 
selection of the registered births (which would lead to a dangerous bias). Verification of P-
OBSQID register completeness by comparing it by capture/recapture method with the 
independent birth register kept for screening examination against hypothyreosis and 
fenylokoetonuria was introduced for this purpose.  

We are introducing on the base of P-OBSQID a register of congenital malformations and a 
system of in-depth analysis of mortality and stillbirths in hospitals.  

Organisational and logistics issues  

We are aware that the quality of collected data and efficiency of system operation depend on 
qualifications, motivation and good work of people, both in NRIMC and in hospitals. We 
conduct training for this purpose – using Internet sites and e-mail communication – and remain 
in personal contact with the persons in hospitals who fill in the BIS. There is no legal obligation 
to fill in the BIS, so we provide incentives for hospitals, paying them (0,20 USD for one 
completed BIS)., as well as support and advice in information technology, and offer of free of 
charge (GNU licence) a hospital system (on the base of middleware by the European Union open 
architecture standards).  

Our expectations of the Steering Committee OBSQID project and WHO Europe 

The most important issue is the moral support for our efforts to continue the P-OBSQID program 
in Poland and to cover the next hospitals. The quality assurance idea currently experiences 
reluctance in Poland and hindrances to its implementation in hospitals and outpatient health 
services. This is caused by wrongly and inconsistently conducted reform of Polish health care. 
The insurance agencies focus their activities on cost-effectiveness issues, neglecting the quality 
of health care services. The wrongly introduced health care reform did not secure legal 
regulations nor information instruments to ensure patient health safety. Society is convinced of 
the common health care black market and corruption in health care institutions. The last political 
changes in Poland, the new Government announcement of insurance agencies reorganisation and 
of introduction of mechanisms to defend patients in the face of these agencies and inequitable 
practices in health care – gives the P-OBSQID system a unique importance. The authority of 
WHO as well as connections with this organisation and with European Union institutions will be 
of great assistance in introducing health care quality assurance in Poland and in putting the 
physicians’ actions under society’s control. The success of the P-OBSQID program will lead to 
other ventures in the field of quality assurance in the health care system. Poland applies for 
European Union membership in 2004. Co-operation with the European Regional Bureau and 
European Commission’s Health Monitoring Programme (PERISTAT project) might  be an 
example of accession attempts in health care.  
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The second postulation, with which we apply to the OBSQID project management, is the 
widening of the scope of problems which this project addresses. The project has focused up to 
now on support of individual hospitals which had access to it. Such support consisted of 
recommendations of medical documentation and taking over all problems connected with 
gathering and processing of data written down in questionnaires. The OBSQID project includes 
in our situation institutions which would like to integrate P-OBSQID system with other systems 
and independently conduct analysis on collected medical data. This is the base for new 
expectations from WHO. They concern transfer of knowledge in Electronic Health Record, 
methodology of the advanced statistical analysis and organisation of multi-division 
epidemiological research to Poland.  

Declaration of Intent 

Firstly, we declare our readiness to submit BIS-records collected in our database, in a format 
required by WHO, and to submit on an ongoing basis data from hospitals currently covered by 
project, as well as those joining in the future. We also declare our willingness to make available 
free of charge (GNU licence) the software used in P-OBSQID  (AKSON telematic system) and 
to develop – in any language version – the electronic versions (in HTML standard) of OBSQID 
questionnaire forms for AKSON system. AKSON can be also applied to other medical issues. It 
is used in Poland in school medicine, monitored examinations in infant oncology and image 
diagnostics – for formalization of description of diagnostics research results. This system has 
proved itself in over a year of operation and has demonstrated high maturity. We are pleased to 
present DEMO versions of this module installed in hospitals. One of the incentives for 
participation in P-OBSQID project is free access (GNU licence) to the ADT hospital system, 
fulfilling  the European Union open architecture standards. This hospital system, developed in 
NRIMC on middleware base (Java  language, CORBA rules and IIOP transmission standard), 
complies with all requirements of three-layer object oriented architecture. The AKSON system 
can be attached as component to this ADT middleware-based system. 

Middleware

Servers
Bitway
DBMS

OLAP
preprocessing

DBMS

Data Warehouse

 NRIMC

Hospitals Out-Patient Units

OLTP

INTERNET
dial-up     GPRS
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We are ready to make available our organizational experience gathered in hospitals and 
supervising institutions at regional and central level. We also declare our willingness to develop 
an information system for an orofacial cleft births register as a module of the OBSQID project.  

Romania: Dr Simion Pruna

Barriers to more widespread implementation of the OBSQID project and possible solutions 

The OBSQID BIS has been introduced into Romania as a nationwide activity to assess and 
compare the quality of perinatal care. The aim of this presentation is to review why OBSQID is 
not widely implemented using information and communication technologies.  

Material and Method: our experience in implementing OBSQID is a good demonstration 
model of how OBSQID data can be collected and used in practical terms. During the past several 
years, there has been a coordinated effort by many organizations across Romania and the Black 
Sea area to improve obstetrical outcomes by changing the organizational systems by which 
obstetrical care is delivered.  

Results: Important experience was gained from this process. Our centre has advanced expertise 
in data extraction routines and analysis that would be useful to regional (Black Sea Area) 
collaboration. These results have been fed back to the individual centres and are available to 
WHO, the Ministry of Health, etc.  

A software called “SincroPAD”, freely available as Open Source on the SincroMed web site 
(http://www.sincromed.ro/sincrodr.htm), was written for automatic extraction of the PAD from 
the OBSQID.REC files. To date 23 centers worldwide have downloaded this program.  

Our experience in OBSQID has clarified some of the challenges that any quality assessment 
program seeking to construct a quality management program must face regardless whether it 
uses the paper BIS or a completely computerized clinical information system. The main 
obstacles to more widespread use of computers for the obstetrics care quality evaluation are the 
negative attitude and resistance of the majority clinicians due to workload. Although individual 
physicians will often enjoy working with OBSQID data collected in computers and should be 
encouraged to participate in multiple levels of obstetrics management activities, it is seldom 
cost-effective to have physicians performing OBSQID maintenance tasks. Therefore, we need to 
have an understanding of the risks and benefits of computerization, attributes that influence the 
computerization in obstetrics.  

Two types of software packages used in obstetrics are Patient Accounting and the Electronic 
Patient Record (EPR). The accounting office needs to record patients charges and payments and 
to correctly bill insurers and patients. Patient Accounting is widely used while EPR is not. The 
obstetrician’s office handles enormous quantities and many types of information. One need is to 
manage medical records in a legible and orderly fashion. The EPR, as a medical registry for 
long-term collection of data, when configured and implemented properly enables the routine 
generation and collection of data, provides decision support and facilitates workflow.  An EPR 
allows multiple users to access it at one time. Misfiled and lost records are also drastically 
reduced. In the implementation of the very successful project for development of the Black Sea 
TeleDiab, a system which is also available as Open Source 
(http://www.telemed.ro/web_bstd/Trio_new.htm), we have found that users will be more 
receptive to a new system if they contribute to its design and its clinical evaluation.   
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Conclusions and solutions:
(1) The OBSQID project is operational but lessons about how best to apply it in a routine clinical 
setting still have to be learned.   
(2) Despite the cost savings and quality improvements that a medical unit could realize, the EPR 
is not widely used. EPR implementation will only be successful if doctors and their support stuff 
adopt the application. 
(3) Through implementation of the EPR as a medical registry for long term collection of data on 
the medical condition or treatment of patients in obstetrics in a large database as well as using 
the clinical data to support treatment billings, is a single viable solution to collecting a huge 
central database of good quality;  
(4) The very first lesson we learned from health care computing is that clinicians don’t care as 
much about efficiency as they care about simplicity. Doctors want to be able to easily access 
information and work with it. Focus on simplicity and ease of use is the key element of an 
information system validation into practice;  
(5) An EPR medical registry based on an internationally agreed data structure by extending the 
OBSQID BIS, increasing the number of structured and non-structured data items needed for 
standardised multicentre clinical trials, in order to optimize care quality and to communicate 
epidemiological information, will provide the insight to improve the effectiveness of national or 
regional obstetrics care.  

Perspectives of a subregional OBSQID model and links with EAPM 

Prof. Karel Marsal 

Common aims: 

• Promoting quality of care

• Improving perinatal outcome by 
standardized collection of perinatal 
data at local, regional and national 
levels with timely data analysis and 
feed-back

EAPM EAPM -- OBSQID PROJECTOBSQID PROJECT

3

European Association of Perinatal MedicineEuropean Association of Perinatal Medicine

EAPMEAPM

1996 1996 -- Study Group on Standardisation of Birth and Study Group on Standardisation of Birth and 
Perinatal Death Certificates establishedPerinatal Death Certificates established

-- initial aim to design a uniform birth and initial aim to design a uniform birth and 
perinatal death certificate throughout Europperinatal death certificate throughout Europee

19971997 -- questionnairequestionnairess sent to EAPM national sent to EAPM national 
delegatesdelegates

-- forms presently used for forms presently used for civic civic registration of registration of 
birthsbirths and perinatal deaths collectedand perinatal deaths collected

4

EAPM Study Group Questionnaire 1997EAPM Study Group Questionnaire 1997

Responding EAPM countries

EAPM Study GroupEAPM Study Group

19971997--19981998

-- answers from 22 countries (forms from 18)answers from 22 countries (forms from 18)

-- answers and forms analyzedanswers and forms analyzed

-- big differences in the definitions of perinatal big differences in the definitions of perinatal 
variables variables 

-- big differences in the type of variables collectedbig differences in the type of variables collected

-- the initial aim of uniform European birth the initial aim of uniform European birth 
certificate abandonedcertificate abandoned
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6

EAPM EAPM -- OBSQID PROJECTOBSQID PROJECT

1998 1998 -- partnership establishedpartnership established

-- the 23 OBSQID indicators                the 23 OBSQID indicators                
(Perinatal Aggregated Data)(Perinatal Aggregated Data)
extracted from the forms and extracted from the forms and 
tabulatedtabulated

7

EAPM EAPM -- OBSQID PROJECTOBSQID PROJECT

Number of indicators collected per country

Number of countries
EAPM EAPM -- OBSQID PROJECTOBSQID PROJECT

20002000 -- EAPM questionnaire to EAPM questionnaire to 
OBSQID countriesOBSQID countries

-- questions about the 26 OBSQID questions about the 26 OBSQID 
indicators (acc. the new PAD sheet)indicators (acc. the new PAD sheet)

-- answers from additional 12 countriesanswers from additional 12 countries

Answers 2000

26
26
26

25
24

23
23

22
22
22

19
17

0 5 10 15 20 25 30

Moldova

Albania

Sl ovak

Malta

Lithuania

Armenia

Belarus

Russ ia

Croatia

Latvia

Estonia

Romania

No. of OBSQID indicators

EAPM EAPM -- OBSQID PROJECTOBSQID PROJECT
The focus of the WHO-OBSQID 
project will shift towards 
the care providers - professionals and   
will run as a joint project with EAPM

Expected benefits:

• increased motivation

• improved compliance and consistency
in reporting data

• better quality of data collected

Crucial issue - feedback to the clinician !

OBSQID-EAPM project tasks    
for the future:

• to revise the quality indicators to ensure 
that relevant information is being collected

• to promote general acceptance of 
perinatal WHO definitions

• to identify the existing sources of data 
and, if necessary, to develop the technical 
infrastructure at local / regional level

OBSQID-EAPM project tasks  
for the future:

• to establish European network 
between perinatal databases

• to provide timely analysis and 
feedback

• to enable access to stratified 
perinatal data for comparisons at 
local / regional /national data
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OBSQID - EAPM Task Force

National registries:

Czech Republic

Slovenia

Regional registries:

Copenhagen region (DK)

Southern Sweden (S)

OBSQID - EAPM Task Force

OBSQID - EAPM Task Force

Prerequisites for participation:

• full coverage of perinatal data
• continuous data collection
• continuous control of data quality
• epidemiological expertise (or at least 

interest in perinatal epidemiology)
• established periodic analysis of data 

(e.g., annually)
• established channels for feed-back to 

the clinicians

OBSQID - EAPM Task Force

Data quality control of the OBSQID 
database (plausibility test)

OBSQID - EAPM Task Force

In depth analyses:
• analysis of the aggregated data

• bilateral comparisons of the 
outcomes between the Task   
Force sites

• analysis of the case-based data
• specific questions, e.g., c.s. 

indications, breech deliveries, 
maternal complications, specific 
PNM, neonatal morbidity (HIE, 
ROP, etc.)



53

OBSQID - EAPM Task Force

Intervention analysis of perinatal 
data,e.g. indications for c.s., 
intra partum deaths

Development of standard
procedures for feed-back          
to the clinicians

Epidemiological studies

OBSQID - EAPM Task Force

National registries interested    
to join the task force:

Hungary

Slovakia

OBSQID - EAPM Task Force

OBSQID - EAPM Task Force

Plans for the future:

• benchmarking

• development of standards and 
acceptance of uniform definitions 

OBSQID - EAPM Task Force

Plans for the future:

• subsequent inclusion of as many 
OBSQID countries as possible

• activities towards the European 
Union – legislation to achieve 
European standards in perinatal data 
collection
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• to initiate quality 
improvement activities 
using OBSQID data

OBSQID-EAPM project’s 
main task:

.

Proposal for implementation of OBSQID project at a national level in Hungary 

Prof. György Bártfai 

At the previous OBSQID workshops, it was agreed that OBSQID is a useful tool for quality 
development and it should be used and adapted as necessary to fit each country’s situation. In 
this regard, countries should begin to establish national task forces at a state level which utilize
professional associations to mobilize the support and implementation of OBSQID networks. 

OBSQID can assist in promoting the quality of care and improving perinatal outcomes through: 
�� The aggregation of perinatal data at local, regional and national levels 
�� Timely data analysis 
�� Feedback and comparison of results 

The reasons why we are not reaching our goals stem from three types of obstacles: 
�� Providers have shown a low level of interest in participation at the clinical level 
�� The technical infrastructures is often lacking or limited 
�� There has been little motivation to implement national programmes 

Our tasks will be to design an action plan at local, regional and national level, as well as at the 
Central European level. 

How can we implement OBSQID at different levels in Hungary? 

Establishment of a Hungarian  National OBSQID Tast Frorce
Proposed structuresProposed structures

A) representatives of 
Ministry of Health of 
Health Promotion 
Department of Central 
Statistical Office

B) representatives of 
National Institute of 
OB&GYN of 
Departments of 
OB&GYN at 
Universities

C) representatives of 
Medical Societies 
Hungarian Societyof
Perinatology Hungarian 
Society of OB&GYN
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A Euroconform data collection system should be set up using electronic communication. This 
will involve adoption of the systems currently used, with introduction of the necessary changes. 
Key steps in this process will be: 

�� Data collection  : All hospitals, private (?) on a monthly basis 
�� Data recording  : Euroconform data sheet, translation
�� Data transfer   : Electronic mail, floppy and regular mail technical facilities 
�� Data management   : Coding, validation, center codes 
�� Data storage   : Optical discs, annual reports 
�� Data access   : Authorized persons, purposes (scientific, insurance, health care) 
�� Feedback    : To providers and to decision-makers 
�� Communication  : Between national data banks (directly, through WHO EURO) 

The suggested action in order to implement this system is as follows: 

�� Election of Task Force 
�� Preparation of proposals for changes in data collection 
�� Involvement of Medical Societies 
�� Establishment of local and regional models (pilot phase) 
�� Nationwide extension of this data collection system 
�� Training courses (teaching of teachers) 
�� Application for grants to modernize technical facilities 

LinksLinks

OBSQIDOBSQID EAPMEAPM

National National 
OBSQIDOBSQID

National National 
Association Association 
of Perinatal of Perinatal 

SocietiesSocieties

Problems must be anticipated in the effectuation of this process, and may include: 

�� Legislative issues (data collection amendments are regulated by law) 
�� Medico-legal issues during utilization 
�� Data on deliveries at home 
�� Technical facilities in small hospitals communication to the European database on 

different levels 

However, the WHO Quality of Health Systems programme will continue to support countries 
with:

�� Technical tools 
�� Software development 
�� Assistance in data systems management 
�� Training 
�� International standardization of perinatal definitions 
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�� Policy advocacy 
�� A forum for the international comparison of perinatal health information 
�� Benchmarking 

Identification and promotion of the best perinatal clinical practice in Hungary: 
Existing structures and resources for continuous training 

Prof. Ferenc Paulin 

Number of living births in Hungary
 between 1970 and 2000
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Arteficial abortion
Hungary:              1 ab. - 1,3 delivery
Czech Republic:   1 ab. - 4,5 delivery
UK:                 1 ab. - 6   delivery
Netherland:        1 ab. - 9   delivery

In Hungary:  67.000 ab. and
                             100.000 deliveries/year

Frequency of LBW newborns
 in Hungary
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Best clinical practice
Organisation       Education     Quality control

Reorganization and modernisation of pregnancy care
In Hungary the antenatal care is accessible free of charge for all 
Hungarian citizen. The care should contain:
Blood group, Rh, VDRL, AFP, HBsAg
Chemical and haematological tests 3 times during pregnancy
Urinary sediment 3 times
Vaginal pH 3 times
Ultrasound 4-5 times (at suspicion of pregnancy, 11-12, 18, 28-30 
and 36-38th week of pregnancy
Preparing for delivery and family life

Proposition for financial support of pregnant women

Proposed structure of antenatal care
Preconception Pregnancy

Family pract.
visiting nurse
obstetrician

obstetrician
visiting nurse
family practitionar

Risk + Risk -
Special care clinic 

for pregnants
Inpatient

care

Progressive

Home
care

Sever or special 
case

Perinatal
Center

(Obstetrical + 
Neonatal

Intensive Care)



57

Organisations for Perinatology
Hungarian College of Ob/Gyn
National Institute of Ob/Gyn
Scientific Associations:

Hungarian Society of Ob/Gyn
Hungarian Society of Perinatology
Hungarian Society of Ultrasound in Ob/Gyn
Hungarian Society of Psychosomatic in Ob/Gyn

Society of Hungarian Midwifes
Society of Hungarian Visiting Nurses

Proposed programs/projects
 for Hungarian perinatology

1. Data collection 
2. Information, education for target groups
3. Preparing and validation of screening protocols
4. Diagnostic protocols and patient's way
5. Home care and control methods
6. Evidence based treatment procedures
7. Progressive care (transport (in utero) to level III)
8. Improvement of perinatal and neonatal centres

What to teach in education ?

The most significant pathology concerning the 
reproductive health

Low birth-weight newborns ( premature and IUGR )
Multiple pregnancy
Diabetes in pregnancy
Hypertension and preeclampsia
STD infections
Arteficial abortion

Premature deliveries
         Spontaneous                   Elective

(60-80 %)                              (20-40 %)

     PROM     Premat. contr.       Maternal/fetal cause

                   Infection                                 Hypertension
               Social situation                    Fetal retardation (IUGR)
           Life-style,  responsibility             Uteroplacental insuff.

                          Twins/multiple births
                            (partly iatrogenic)

Birthweight and intrauterine Restriction

  weight                  Number of newborns     %
     (gr)                Alltogether    retarded

   <=1499                   516             199              38.6
1500-1999               880             287              32.1
2000-2499             2569           1377              53.6

   <2500              3965           1863              46.9

  >=2500                 26350 1833                6.9

Alltogether      30315   3696              12.2

Flowchart - IUGR

hospitalisation routine care
HUT: cerebro-uterine ratio        HUM: cerebro-umbilical ratio

Risk factors

age
smoking
drug
weight
hypertension
kidney disease
previous IUGR

yes no

18th week
UT and HUT

pathol

Low dose
aspirin,
bed rest

28th week
biometr.,

UT, CER, UMB
HUT, HUM

18th week
biometry

morphology

28th week
biometr.
morphol.

normnorm

pathol.

Low birth weight
and late onset illnesses

Animal models:  low protein diet causes hypertension of the 
offspring
Ann-Nutr-Metab. 1996; 40(1): 1-9
Human:  asymmetric IUGR will be followed by cardiovascular 
illnesses in later life
J-Reprod-Fertil. 1996 Mar; 106(2): 307-12  
Low feto - placental weight ratio predisposes for later 
cardiovascular illnesses
Placenta. 1996 Mar-Apr; 17(2-3): 169-72 
Hypertension and coronary heart disease are "programmed" 
by fetal nutrition status.
Nutr-Rev. 1996 Jun; 54(6): 163-9 

LBW newborns and health care costs
in Hungary

Nowadays in Hungary are born 1200-1500 VLBW newborns pro
year.
Direct cost of care: 0,5-2,0 million Ft/newborn
Estimated total cost: 1,5 - 1,8 billion Ft/year

There are additional 8000 LBW newborns pro year.
Direct cost of care: 2-600 thousand Ft/newborn.
Estimated total cost: 3,2 billion Ft/year

Estimated cost alltogether: 5 billion Ft/year.

Permanent, life-long cost is higher by order of magnitude !!
The significance of quality of life can not be counted !!!
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WORKING GROUPS (WG):  
WHAT STRATEGY AND INFORMATION SYSTEM FOR THE OBSQID 
PROJECT FOR IMPLEMENTATION AT NATIONAL OR LOCAL LEVEL? 

WG 1 : Moderator - Dr C. Savona-Ventura 

Findings presented by Dr Jan Mazela 

The Working Group addressed the subject by first reviewing what had been achieved to date by 
the OBSQID project since its initiation in 1992. 

It was decided that the project had been successful in bringing together a team of persons from 
various maternity and perinatal centres in Europe interested in the collection of perinatal-event 
data for quality control and development. This group has throughout the years developed a 
database tool in paper and electronic-base format [the Basic Information Sheet - BIS] that has 
been adopted or integrated in previously existing data systems by various countries. End-point 
indicators were identified and even more importantly defined. A free system of anonymous data 
circulation has been established using the Internet. 

Having assessed the achievements of the OBSQID project, the Working Group discussed how 
the project could be better utilised. 

The question of quality control of data was brought up and discussed. It was pointed out that 
while various contributors were inputting data in the system, there appears to be very little 
quality control and validation being carried out centrally and the reliability of the data remains 
questionable. After deliberation, it was concluded that quality control of data could only reliably 
be carried out at "ground level" where the basic information was being collected. It would be 
impossible for a regional or national node, and even more so for a multi-national node, to carry 
out quality control of data even if the BIS information is regularly submitted to these nodes. 
With aggregated data as submitted in the PAD, the higher data collection nodes - Regional, 
National, and multi-National - can carry out validation of the figures submitted and any 
discrepancies referred back to the submitting centre. 

It was envisaged that data collection should ideally attempt to involve all countries on a national 
level, though the practicality of this was deemed well nigh impossible. Dissemination of data 
should be in two directions - upwards and downwards - in order that interest is generated and 
that audit processes could be initiated. Though difficult for the bigger countries, the ideal flow of 
data was envisaged as: 
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An important pre-requisite to achieve this ideal is to expand participation as much as possible at 
a national level. This can in reality only be achieved if different local centres are made aware of 
the OBSQID philosophy and are illustrated the benefits of adopting a similar database system 
that is comparable between centres, regions, and nations. The introduction of national legal 
enforcement to collate and supply data on the identified indicators can also be considered, 
though only the acceptance of the usefulness of the OBSQID philosophy by professionals would 
ensure the submission of accurate data and its correct utilisation. 

It was pointed out that unfortunately, many centres may be investing in the collection of 
perinatal event data, but not all centres are auditing and utilising this data correctly and to the full 
for the benefit of the clients. Data audit is an essential follow-up of data collection so that 
evidence-based guidelines based on data analysis focused on possible intervention can be 
regularly identified and issued. Data audit must be carried out at all levels of data collection. 
Thus each contributing centre should analyse its data in the light of other corresponding centres 
to identify local problems and initiate evidence-based action processes. The Working Group 
proposed that each centre and/or region should set up an "OBSQID TASKFORCE" whose brief 
would be to audit the amassed data and recommend practical guidelines of practice based on this 
analysis. The importance of comparing like-to-like was emphasised since comparison cannot be 
made between high-risk and a low-risk centres. The use of identified low risk populations [e.g. 
primipara without complications] for outcome comparisons was proposed. 

Data collected by the higher nodes should be disseminated by regular reports [monthly, 
quarterly, half-yearly or annual] circulated in traditional methods or via the internet. To enable 
the development of evidence based guidelines on problems identified from submitted aggregated 
data, it may be necessary for the Regional/National nodes to refer a problem [e.g. Caesarean 
sections, breech delivery, diabetes, multiple pregnancy, etc] for further analysis to the 
contributing centre or centres. 

Finally the Working Group discussed the future structure of the OBSQID project in the light of 
the comments made by earlier speakers during the Workshop. It was agreed that the OBSQID 
project has now come to a turning point. It has been successful in developing tools and 

Multi-National Centre 

National Centre

Regional Centres

Local Centres
Quality Control on 

Basic Information data

Validation on 
Aggregated Data 

Request for further 
analysis on specific 
identified problems



60

demonstrating that these tools or variants thereof are functional. It now has to be further 
distributed and popularised. This may possibly be more likely to succeed in a clinical forum such 
as the proposed European Association for Perinatal Medicine [EAPM]. The EAPM may opt to 
set up a number of European Regional Taskforces [Northern, Central, and Southern Europe] 
answerable to a Central OBSQID Taskforce that would have links with EAPM and WHOEURO. 
The Regional Taskforces would then undertake to popularise the OBSQID philosophy in their 
region, to collate aggregated data, and disseminate information through regular feedback. The 
EAPM can address professional associations that concern themselves with perinatal medicine. It 
can have little or no influence on Governmental Ministries. The WHO can assist the propagation 
of the OBSQID philosophy by addressing the various national governments and ministries. It can 
further indirectly influence the member states by including the identified OBSQID Indicators in 
the list required for HFA indicators. Many of the OBSQID indicators are already included in the 
HFA indicators so only a minor augmentation of the list would be required. The WHO can 
further assist the OBSQID philosophy by adopting the definitions pertaining to the indicators. 

Comments from the plenary: 

Dr Kalo supported the concept of auditing and validation of data, but pointed out that a 
fundamental precept of OBSQID is the possibility of inter-side exchange of knowledge and 
expertise. Analysis of data and benchmarking in relation to peers will allow for twinning projects 
which will more concretely bring perinatal centres into contact to implement best demonstrated 
practice where possible. Twinning is a voluntary activity for quality development and such 
mechanisms should be encouraged and fostered. By building up the database, the basis for 
twinning projects will be enhanced. Likewise, the identification of centres of best practice as 
reference centres for OBSQID partners should be pursued. 

Professor Marsal would like to see a merging of the EAPM study group and the OBSQID 
executive group prior to the Oslo meeting of the EAPM, in order to prepare a suitable and joint 
presentation and to consolidate the management of the project. Professor Bartfai raised the issue 
of how to link with Associations and Societies of Perinatal Medicine, and Professor Marsal 
responded that this would be highly dependent on the local setting and the internal structures and 
activities prevailing there. Dr Savona-Ventura reiterated the findings of his working group that 
each country should seek to create its own Task Force, with appropriate links to national 
perinatal bodies depending on the influence and  advantages of such links. He stressed the 
importance of WHO in pressuring Ministries of Health to introduce OBSQID indicators and 
submit data either directly or by interfacing with the OBSQID database, although Dr Kalo 
stressed that the fundamental issue is not mother-and-child health per se, but quality 
development, which renders  it more difficult to approach Ministries. 

Dr Kalo supported the suggestion of national task forces, as opposed to an OBSQID national 
focal point or counterpart, in that such task forces would bring together a wider variety of players 
representing stakeholders in health care: insurance agencies, health technology agencies, 
clinicians, health care authorities etc. As such task forces are established within countries, WHO 
will promote and assist their work. 
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WG 2 :  Moderator – Professor Zoltán Tóth 

Findings presented by Dr Tamás Major 

This working group examined the possibilities of implementing the OBSQID project at national 
level in Hungary and potentially as a sub-regional project for the Czech-Slovak-Hungarian area. 
When reviewing the OBSQID PAD indicators and assessing their applicability in the context of 
the current data collection system in Hungary, the following obstacles/inconsistencies have 
become evident and should be addressed prior to any consideration of implementation: 

1. Suggestions should be solicited and considered by the OBSQID management for tracking 
the neonate 

2. The terminology for congenital/lethal malformations must be amended continuously, as 
malformations which were previously lethal are no longer so. 

3. When a woman’s death certificate is submitted for registry, the question should be added 
whether this death occurred within 42 days of a delivery (i.e. maternal death) 

4. A distinction should be allowed for in data collection on blood transfusion, i.e. whether it 
was  administered after delivery or during delivery? 

5. As ultrasound use is prevalent in Hungary and scannings may be taken 4-5 times during 
pregnancy, the level of detection of multiple pregnancy would be higher. An interesting 
feature would be to know the order of delivery of multiples. 

The working group compared the OBSQID PAD with existing indicators and variables in 
Hungary, and concluded that most of the items would be answerable using the present 
obstetrical database. However, the question arises as to access to current national databases and 
extraction of data for OBSQID purposes. 

The working group was interested to consider how to add data on home deliveries into the 
database. In Hungary, 0.3% of all deliveries occur in the home. 

Although the working group was in favour of the idea of establishing a national Task Force to 
facilitate and manage the process of joining OBSQID, it must be decided what parties should be 
included in such a task force. Here, the working group considered the three pillars presented by 
Professor Bartfai during his intervention (see above). Implementation of Professor Bartfai’s 
suggestions was accepted by all working group participants.  

The obstacles and problems that may be anticipated concern primarily and in the first instance 
legislative issues (including medico-legal issues), the compilation of data on home deliveries, 
and the possibility of obtaining support for the improvement of technical facilities in small 
hospitals. Regarding the latter, the working group suggested that assistance would be needed 
from the Ministry of Health and WHO. 

Comments from the plenary: 
Professor Marsal commented that although it would be impressive to know the order of delivery 
of multiples, any amendment or addition to the PAD indicators would be inadvisable at this time. 
As the current indicators are the outcome of lengthy and numerous discussions at OBSQID 
workshops, some stability in these indicators would be optimal for long-term data collection. 
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Working Group 3 – Moderator Professor Moshe Hod 

Findings presented by Dr Tamás Bitó
.
Having reviewed the activities of the project since 1992, the working group concluded that 
OBSQID remains in a pilot stage and that the full potential of the project has not yet been 
realized. The working group felt that the support of the EAPM in further implementation of the 
project would be important for its consolidation as a pan-European database and quality 
development tool. 

The working group found the indicators now comprised by the PAD to be useful in identifying 
good and poor outcomes and a valuable tool in pinpointing best demonstrated practice in various 
aspects of perinatal care. The group saw no need to expand the number of variables, but 
encouraged the development of Basic Information Sheets (case-based data forms) within 
perinatal specialities (sub-groups) where a need for additional data is identified. 
The working group identified as a priority to the need to expand the OBSQID database to allow 
for comprehensive and extensive inter-site comparison and benchmarking. Additionally, 
countries should be encouraged to develop databases (interface-able) according to their own 
needs, as the working group found OBSQID best suited to small settings. 

Comments from the plenary: 

Professor Tofoski gave a brief presentation of the perinatal database system in the Former 
Yugoslav Republic of Macedonia, as an example of a system which could be adopted in 
Hungary. Additionally, he emphasized the importance of OBSQID in comparison of outcomes 
and in assisting improvement. As a catalyst/facilitator of the project, WHO should not 
independently alter or add to the indicators and considering the lengthy process in agreeing on 
the PAD, he did not recommend any changes, finding the current indicators relevant for all. 
However, he suggested the importance of legislation in promoting and enforcing data collection. 

Dr Banfield wished to support the statement of Dr Savona-Ventura that WHO must be more pro-
active vis-à-vis Ministries of Health, in order to ensure continuous development of the project 
within Member States. Dr Banfield felt that the project had advanced beyond the pilot phase and 
was pleased to see that the EAPM study group is willing to join the efforts to take the project 
forward. He also pointed out that the original PAD indicators identified in Tübingen (see above) 
were the result of a vote among a multinational group appointed by Ministries of Health  

Professor Marsal hoped to have the full support of Professor Ricardo Laurini, President of the 
EAPM, in advancing and promoting the role of the Association and in particular the study group 
in the future management of OBSQID. 

In more concrete terms, and in continuation of the working group which discussed 
implementation of OBSQID in Hungary, Dr Balla asked what the plans are for follow-up of the 
neonate. Additionally, the issue was raised of the need to publish more, it being noted that 
publication of project outcomes has been limited. Professor Marsal agreed with this, confirming 
that the EAPM will publish the results of the study group which will include reference to the 
OBSQID project. He also concurred with the importance of follow-up of the neonate, although 
he mentioned the difficulty of this even within existing systems. This problem has been 
addressed in Sweden, where considerable reluctance was encountered in implementation, and 
this must be solved at a region/national level. To this Dr Mazela added that the NEOCARE BIS 
designed by Professor Gadzinowski includes a 1-year follow-up of the neonate. 
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Dr Kalo pointed out that further evolution will not be simple: traditional indicators and means of 
data compilation will not be easily changed, especially because Ministries of Health are 
generally happy with the status quo. In some countries, there is no infrastructure for database and 
information systems at all. Also, various players have various interests, e.g. payers will be 
interested in cost- effective care etc. A quality “culture” will be a key word in this context. 

Conclusions and recommendations 

The content of the presentations and the activities of the working groups clearly demonstrated 
the advantages of using the OBSQID concept for development of quality in perinatal care and 
the feasibility of the project. The viability of data collection using common indicators and 
variables, and the importance of enabling inter-site comparison and analysis, were once again 
confirmed at a successful workshop. The experience of Malta, the Czech Republic and Poland in 
using OBSQID at national level and progress in implementation in countries such as Israel and 
Slovenia were impressive. 

A greatly encouraging development is the decision of the Ministry of Health of Hungary and 
three Hungarian perinatal associations, which jointly supported this workshop, also to implement 
OBSQID at national level, and within a wider collaboration between the countries of central and 
eastern Europe (Czech Republic, Slovakia). WHO supports such initiatives and will make its 
best effort to contribute through the influence of WHO offices in these countries. 

In its working biennium of 2002-2003 WHO is looking to transfer project implementation and 
management to the EAPM Study Group on the Standardization of Birth and Death Certificates, 
headed by Professor Karel Marsal, and to the WHO Collaborating Centre in Tel Aviv under 
Professor Moshe Hod,. To facilitate this process, Professor Marsal’s department of obstetrics and 
gynaecology at the University Hospital of Lund will be sought designated a WHO Collaborating 
Centre for an initial period of four years. Although WHO will remain an interested party in the 
effectuation of project goals and activities, it will no longer play any direct role in the leadership 
or implementation of OBSQID initiatives, nor will it host future meetings or workshops in this 
regard, passing on responsibility for this to Professor Marsal and other members of the steering 
group established. Despite the shift to a broader scope within the quality programme of the 
WHO Regional Office, however, it will continue to support the project at political and strategic 
level. 

It will be recommended that those parties interesting in joining OBSQID, or those who have 
already undertaken satellite OBSQID projects, take contact with Professor Marsal and Professor 
Hod, who will coordinate and maintain the future development of the project. 

WHO appreciates the effort, the dedication, and the enthusiasm of all its collaborators in 
OBSQID since its inception in 1993, and it will be pleased to see continuation of its 
implementation in Member States. 
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SUMMARY OF THE WORKSHOP 
Dr Kalo found the setting by the Danube to be inspiring for many ideas and thoughts, and for 
fostering an exchange of experiences. In brief, it has once again become clear that the OBSQID 
project works. If implemented properly, it can improve the outcomes of perinatal care. OBSQID 
can be achieved through many different approaches and under different circumstances. There is 
no OBSQID dogma – it is a philosophy. 

This workshop in Hungary has been a special experience. Hungarian Ministry of Health officials, 
the national associations of obstetrics and gynaecology and leading clinicians have come 
together to meet with European partners in OBSQID, and have agreed that it is a feasible and 
viable project for the Hungarian setting. Dr Kalo was pleased to note that these partners agreed 
to set up a National OBSQID TASK FORCE HUNGARY whose Members will consist 
representatives from the Obstetrical Society, being: 

Professor György Bartfai 
Professor Jenö Egyed 
Professor Ferenc Paulin 
Dr Miklós Szabó 

This task force will facilitate communication with WHO and investigate the possibilities for 
further development of the OBSQID concept in Hungary. Steps have already been taken to 
implement it within the country, and this will be a model for countries with similar systems and 
situations. 

Dr Kalo applauded the support of the EAPM in taking managerial leadership of the OBSQID 
project in terms of its scientific development. However, he noted, the project itself belongs to its 
participants. 

With the EAPM, WHO will work with the Ministries of Health to support investment in the 
information systems necessary to implement the project. Health systems are generally under-
funded, but it must be acknowledged that quality costs – money put into quality must be seen as 
an investment. Quality development is not simply a cost-saving mechanism, it is an obligation to 
patients that must be recognized. 

A key element in future management of OBSQID will be the establishment of an Executive 
Group. Dr Kalo suggested that this include The WHO Collaborating Centre in Israel (Professor 
Hod), the WHO Collaborating Centre in the Czech Republic (Dr Velebil) and the EAPM 
(Professor Marsal). The secretariat of this Group would be located in Lund, Sweden and operate 
under specific terms of reference to be elaborated. A network for close and effective 
communication will be crucial in this process. 

Next OBSQID Events 
Professor Marsal suggested a meeting of the Executive Group in Oslo in June 2002 in connection 
with the EAPM congress. At this event Professor Hod will be giving a lecture on the DPAD on 
19 June as a pre-congress event. 

Dr Cihat Sen kindly offered to host the eighth workshop 2002 in Antalya, Turkey, in 
association with the 2nd World Congress of Perinatal Medicine for Developing Countries, 1-5 
October 2002 at the Merit Atlantis Hotel, Antalya, Turkey. Dr Annunziata Lapolla suggested 
that the ninth workshop 2003 be held in Pisa, Italy. 
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Annex 1 

SCOPE AND PURPOSE 

In line with overall organizational strategic changes in the WHO Regional Office for Europe, 
there has been a shift in focus within the Quality of Health Systems (formerly Quality of Care 
and Technologies) Programme from a care and disease-based to a health systems and health 
services approach. 

The implications of this require a decentralization of care and disease based projects to partners 
and collaborating centres willing to and capable of taking on the task to assure implementation of 
the ongoing QHS projects not only at national but also at European region level. 

This workshop will assess the status and validity of OBSQID working groups within neonatal 
care, multiple pregnancies, diabetes in pregnancy, malformations and others, and discuss how 
these can be brought forward outside the auspices of the WHO Regional Office, while assuring 
continued cooperation and exchange of information as well as consolidation and dissemination 
of the outcomes already achieved within the OBSQID project. 
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Session Chairs: Dr M. Katona, Dr F. Paulin, Dr P. Velebil 
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12.30-13.00 Presentation of Working Group reports 

13.00-13.30 General discussion 

13.30-14.00 Summary, conclusions and closure 
Prof. Karel  Marsal, Prof. Isuf Kalo and Prof. György Bártfai 
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