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News from the ICM Treasurer
By Marian van Huis

| CM0O s athd WhitelRibbon Alliance AGM

The White Ribbon Alliance Annual General Meeting and
10t% Anniversary were held in Dar - es Salaam, Tanzania,
November 12 and 13.

| CM03 s

Memorandum of

attendance underlinec

Collaboration our organizations
signed. Both of us are working hard on achieving the

5 and also 4 and 6. Our different
approaches are complementary and so very important.

The meeting kicked off with official speeches in
dynamic plenary sessions on accountability and the
The First Ladies of Tanzania, Mrs.
Kikwete and of Zambia Mrs . Banda highlighted the
importance of MDG 5 and actions needed. Also present
were the wives of the Ambassadors of Indonesia and

Two new

Millennium Goal

health workforce.

Kenya and Princess Sarah Zeid of Jordan.
board members were appointed: a pediatrician from
Yemen and from Nepal an elected politician who has
been improving a network for safe motherhood from 60
people to 600.
Rose Mlay, national coordinator Tanzania fo r WRA, also
gave a speech pointing out some hard facts: in
Tanzania, Maternal mortality rate is 1 in every hour;
14.4 newborns die every day and only 60% of all births
Although t here
more health

are attended by a skilled attendant.
have been so me small improvements:

facilities with skilled staff , so much more is needed.
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Strengthening Midwifery Globally

From left to right:

Judith Chamisa (former Board member ICM),
Marian van Huis (ICM), Princess Sarah Zeid of Jordan,

Judi Brown (former Director ICM),

Lennie Kamwendo (former president Malawi Midwives )

The afternoon was organized around workshops and |
took part
continuity of funding for projects.

People from all kind of organizations participa ted. The
most prominent end result was the recognition of

in a financial workshop on how to get a

more need for coordination and collaboration and an
overall vision and approach between all organizations
working in the field. Projects would be managed more
effectively, efficiently and yield best
The overall main theme was: no Mother should

die while giving life.

Much is being developed for safe childbirth and
healthy newborns. Yet as a progr am leader of a HPP
pr oj ect itis absudd:thatadrugs like Misoprostol
remain hard to get or not allowed to be used, while

results.

Viagra, which is not a lifesaving drug at all, is
overrunning the market 16

WRA members 20 countries
throughout Asia, Africa, Europe, North America and

the South Pacific attended and were challenged to
think a nd act globally, nationally and locally

from more than
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News from the ICM Treasurer

It was great to meet so many colleagues,
most from African countries. | had a
wonderful opportunity to exchange ideas and
consider different ways of working in order to

reach the goals we all share.

From right Theresa Shaver, directd/RA,NaomiCampbellmodel
Rose Mlay: from Tanzania

Suriname Midwifery Association 40th
Anniversary

It was a great honour to represent ICM at
the 40th Anniversary of the Suriname
Midwifery Association, held in October.
Following a four day training programme on
Emergency Obstetrics and Evidence based
Midwifery performed by 4
including myself; the last day was the

Dutch Midwives

anniversary conference where | presented an
overview on interna tional work in
midwifery and an other presentation on HIV
and pregnancy. Government officials and
media representatives were also invited,
giving our Suriname colleagues the
opportunity to raise their profile and gain
opportunities to influence policymaking at
governmental level. It is very important as

so many more midwives are needed and
working conditions need to be improved
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Marian with the contestants for the selection of Top Model Africa
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Articles and Updates
Obese Women Should Not Gain Weight During Pregnancy, Study Suggests

For years, doctors and other health
providers have managed pregnant patients
according to guidelines i ssued by the American
College of Obstetricians and Gynecologists
(ACOG). In 1986, ACOG stated, "Regardless of how
much women weigh before they become pregnant,
gaining between 26 - 35 pounds during pregnancy
can improve the outcome of pregnancy and
reduce th eir chances of having the pregnancy end
in fetal death.” Until its revised guidelines were
released yesterday, the Institute of Medicine (IOM)
had recommended that overweight women should
gain about 15 pounds during pregnancy.

- care

The current study was under taken to test whether
these guidelines make a difference in maternal -
fetal outcomes among obese women. In the study,
conducted at several hospitals, the researchers
followed 232 obese pregnant women, all of whom

had a body mass index (BMI) of 30 or greater . Half
of the women followed conventional prenatal
nutritional guidelines, which is essentially "eat to
appetite" (control group). The other half were
placed on a well - balanced, nutritionally monitored
program, which included a daily food diary (study
grou p). The average weight gain in the control
group was 31 pounds, compared to 11 pounds in

the study group. Twenty -three extremely obese
patients lost weight during their pregnancy.

The findings showed that there were no fetal
deaths and no growth -restrict ed infants in the
study group. Also, there were fewer babies
weighing more than 10 pounds in the study group
than in the control group. (A birth weight over 10

The researchers concluded that obese pregnant
women may be placed on a healthy, well
balanced, monitored nutritional program
without adverse maternal -fetal outcomes.

"Women who are obese when beginning a
pregnancy are, by definition, unhealthy," says
study leader Yvonne S. Thornton, MD, MPH, a
clinical professor of obste trics and gynecology
and board - certified specialist in maternal - fetal
medicine at New York Medical College. "To say
that they should gain even more weight is
counter - intuitive, and our study bears that out.
Rather than focusing on numerical endpoints
with respect to weight gain, we need to focus
on making these women healthier by getting
them to eat a well -balanced diet."

The study grew out of Dr. Thornton's personal
experience with obesity and pregnancy. Despite
being overweight, she gained a substantial
amount of weight during her first pregnancy,
exacerbating her life -long battle with obesity.
During her second pregnancy, she followed a
well - balanced diet and gained little weight,
with no adverse consequences for mother or
baby.

Dr. Thornton observed t he same pattern in her
own clinical practice, leading her to question
prevailing guidelines for weight gain during
pregnancy. Adding to her skepticism was the
fact that women who develop gestational
diabetes are routinely put on diets that
effectively limi t weight gain, with no ill effects.

pounds poses significant hazards to both infants
and mothers.) Moreover, women in the study
grou p gained less weight, had fewer cesarean
deliveries, were less likely to develop gestational
diabetes, and retained less weight after they
delivered than women in the control group.

Dr. Thornton's paper, "Perinatal Outcomes in Nutrition:
Monitored Obese Pregnant vhen: A Randomized Clini
Trial," was published in the June issue of the Journal o
National Medical Association. Her-aathors include
Claudia Smarkola, PhD, Sharon M. Kopacz, MD,

and Sabriya B. Ishoof, MD.

Article con tinues on page 4
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It is the mindset of our specialty, and our society,
that we need to have round, chubby pregnant women
in order make sure they are healthy," adds Dr.
Thornton. "Pregnancy has become a license to eat.
We talk about 'eating for two," but it's really more lik
eating for 1 and 1/20th."

These attitudes have contributed to the obesity
epidemic in the U.S., where 35 percent of women are
considered obese, says the researcher. The situation

is even worse among African - American women, four

out of five of whom are 0 verweight or obese.
"Gaining weight during pregnancy contributes to
obesity, and it makes it that much harder for
overweight women to return to their normal weight
after p regnancy," says Dr. Thornton.

Canada's International Leaders
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The IOM and the National Research Council (NRC)
have undertaken a study to review and update the
1990 IOM recommendations . Their findings, which
support the findings in Dr. Thornton's study, were
released May 28.

on Maternal Mortality Congratulate

Canadian Government

(09 June 2009) Today in Parliament, an all -
party resolution was unanimously passed renewing
Canada's commitment to reducing maternal and
newborn morbidity and mortality both at home and
abroad. Support was expressed for Canadian
leadership within government and civil society to
work within the G - 8 and as partners with UN
agencies and appropriate global initiatives to
achieve this goal.

Leaders of the International Federation of
Obstetrics and Gynecology, the International
Confederation of Midwives, the White Ribbon
Alliance, and the Society of Obstetricians and
Gynaecologists of C anada made compelling
presentations at a Parliamentary briefing meeting
Tuesday morning, chaired by Senator Wilbert Keon.
Leaders of all parties, in both the House and
Senate, responded immediately and demonstrated
leadership in addressing these preventabl e
tragedies. Over half a million women each year die
during pregnancy or birth, as well as 7 million
newborns and stillbirths due to poor maternal
health and a lack of skilled professionals attending
birth globally. The resolution is timely as the G8
leaders will meet in Italy in July and next year, here
in Canada. Coordinated global efforts are building
the necessary political will to ensure success.

The President of the International Confederation of
Midwives (ICM), Bridget Lynch , in Toronto said:

"This is a great day for Canada and | am proud of
the leadership role our government is taking to end
the needless deaths of women and their newborns
in the poorest countries. Today, Canada has
committed to workin g with the other G8 nations to
find solutions to save these lives and to ensure that
all women globally have access to family planning.
When a woman survives childbirth, her children are
more likely to survive childhood. They are more
likely to get an educ ation. They are more likely to
be well nourished and, thus, they are more likely to
make positive contributions to the development of
their societies. When a woman has access to family
planning, she is more likely to have fewer children
who are better educ ated and provided for. She is

- being of her
family, but the well being of her society. It makes

able to contribute not only to the well

sense to save the lives of women in pregnancy and
childbirth in order to build strong families and

stable societies. We k now what to do to save the
lives of women in pregnancy and childbirth. We

know what to do to save the lives of newborns.

Until now, what has been lacking is a political will

on the part of the G8 and the G20 to make it

happen. Today, Canada joins with reso  lutions from
the European Parliament, the US Congress and the

African Parliamentary Union, all of whom have
passed similar resolutions in the past few months.

Article continues on page
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This global political will is what is needed to
finally end the needless deaths of mothers and
their newborns, to help build functioning health
systems in developing countries and to create
innovative global financing systems to fund these
needs."

The President of the International Federation of
Gynecology and Obstetrics (FIGO), Dr. Dorothy
Shaw, at the Univers ity of British Columbia said:
"This resolution confirming Canada's renewed
commitment to a goal set in 2000 for all member
states of the UN shows leadership at a critical
time - the lack of progress to date in preventing
maternal and newborn  morbidity and mortality is
difficult to live with when the solutions are not
expensive and not high - tech and require political
commitment from all governments. Our Canadian
government has shown significant leadership in
child health through the Catalytic Initiative and
the recognition of the critical importance of
maternal health for women and their children will
have far - reaching impact. Millennium
Development Goal 5 is the only goal that has seen
little if any progress, yet it represents a woman's
right to life. Partnerships between global leaders,
UN agencies, health professionals and civil society
will produce results that none can manage in
isolation. Development of nations is dependent on
how much the lives of its women are valued."

Maureen McTeer , representing the White Ribbon
Alliance in Canada said: "With this resolution,
Canada's Parliamentarians have committed to
helping us save women's lives. | am delighted that
our message has been heard and we will work
together to achieve the Millennium Dev ~ elopment
Goals on maternal and child health."
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In Ottawa, the Executive Vice President of the Society of

Obstetricians and Gynaecologists of Canada, Dr. André

Lalonde , said: "This unanimous call for Canada to
assume a leaders hip role in reducing maternal mortality
in the poorest countries of the world is an important

first step. The SOGC and its Canadian partners
(midwives, nurses, family physicians, and pharmacists)
are ready and willing to work with Canada foreign aid to
bri ng quality maternity care and emergency obstetrical
care to partner countries. Canada has the potential to
play a leading role and we must respond to this human
tragedy. Too many women are dying without basic care.
Governments can work with NGOs to maximiz e our
nation's efforts to reduce this global burden. With one
woman dying every minute during childbirth, we need
action now. This resolution gives us the momentum we
need to join forces to make the world a safe place for
our mothers."

Both the Canadia n Association of Midwives (CAM) and
the Society of Obstetricians of Gynecologists of Canada
(SOGC) have supported this effort to bring a resolution
to Parliament. In May, CAM initiated a nationwide
'‘Mothers and Midwives' Campaign informing all
Parliamentar ians of this issue and asking for a

resolution from Parliament. Today, a tangible and
important step was taken.

Canada's international
leaders on maternal
mortality congratulate
the Canadian
Government.
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What do midwives do when providing physiological/expectant care

during the third stage of labour?
survey of midwives?o

d The ICM conducts an international
practice

by By Alison Eddy, Lesle y Dixon, Midwifery advisors New Zealand College of Midwives on behalf of ICM
Karen Guilliland, ICM Board member and Holly Powell Kennedy Co -Chairperson of the ICM Research Standing
Committee, (Co -chairs of a taskforce formed to develop the practice guide line statement)

Introduction orrhage. In

The third stage of labour is the period of time

risking increased blood loss and haem
order to address this issue, ICM and FIGO are in

which follows the birth of the baby and
extends to the birth of the placenta and
membranes. There are two methods of third
stage management,

1. Active management (commonly used in
many developed countries). This
involves giving a uterotonic drug prior
to delivery of the placenta, cutting and
clamping the umbilical cord and using
controlled cord traction to deliver the
placenta. (International Confederation
of Midwives & International Federation
of Gynaecology and Obstetrics, 2006)

2. Physiological or expectant
management: There are a variety of
descriptions of care provision for a
physiological third stage. Essentially,
uterotonics are not given, the birth
attendant waits for the placenta to
separate and deliver s pontaneously,
aided by gravity and/or maternal effort.

There are many developing countries in which
childbirth attendants and women have limited
or no access to uterotonic drugs. In these
situations, attendants need to know how they

can enhance &dwaphysmloga 6
response to the third stage (i.e ., physiological

third stage management) to ensure safe care
which reduces the risk of post partum
haemorrhage.

The theory and practice of physiological
management is not taught in many medical
and midw ifery programs and is therefore little
understood. As a result, when uterotonic drugs

are not available the third stage may be
inappropriately managed,

the process of developing a joint statement on
best practice in relation to physiological
management of the third stage of labour in the
absence of uterotonics in low resource countries.
To inf orm the development of this statement, an
ICM taskforce ! undertook some background
work. This included a systematic review of lit a
Delphi survey of expert practitioners to elicit
usual actions in managing the third stage of
labour physiologically.

To co mplete the Delphi survey, a survey tool was

designed, tested and implemented. The survey
tool examined a range of issues in relation to
physiological third stage care, including
questions about:
e Signs of placental separation
e How practitioners use their han  ds
e How practitioners care for the umbilical
cord
e The position and role of the mother
e The role of the baby
e Practitioner actions after the placenta is
expelled
e The usual timeframe for a physiological
third stage to be completed in
e Practitioner years of expe rience
e Frequency of practice of physiologica
third stage over the previous  year

! ICM Board member Karen Guilliland (New

Zealand) and Co-Chairperson of the ICM Research
Standing Committee Holly Powell Kennedy (USA) as
Co-chairs of a taskforce formed to develop the
practice guideline statement. An advisory group was
set up and consisted of the Co-chairs, President
Bridget Lynch, Judith Fullerton, Cecily Begley and
Judith Mercer. Nomination of practitioners
considered as fAexpertso
were solicited from the ICMs regions to form an
expert panel.

Article continues on page s7/8
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In keeping with the Delphi process, the survey

was initially completed by a group of international
oOexpertsoéd, which included
and a traditional midwife. The results suggested
some consensus for many aspects of third stage

care but also some areas in which there was a

varied response.

The ICM Board agreed at their meeting in July
2009 that a larger cohort of practitioners should
have the opport unity to complete the survey. As a
result the survey was sent to all ICM member
associations, with an invitation for these
organisations to forward the survey to midwife
members who have an interest and expertise in
physiological third stage management or care.

This was the first time an international survey of
midwifery practice has been undertaken by ICM.
The survey was translated into French and
Spanish, using ICM Board members, ICM staff and
New Zealand College of Midwives (NZCOM) staff
me mb e r & staneesThe sarvey tool was
modified slightly, from the original version,

during the translation process.
The survey was undertaken
6an online survey
it to be accessed via the worldwide web and
midwive s were able to complete the survey online.
ICM staff provided the working group with prompt
and efficient support with both translation and
dissemination of the survey to the 91 Member
Associations.

softwar

The survey format included a series of multi -
choice qu estions, asking respondents  to indicate
whether they Always, Usually, Sometimes or Never
undertook an action or practice during the third
stage when an ecbolic had not been given. The
English language version of the survey allowed
respondents to make addit ional free text
comments to illustrate practice points or provide
further explanation. Unfortunately due to
limitations of language translation, only those

responding to the English language version were
able to make free text comments

ICM Newsletter

Results

There was a robust response to the survey with 82
midwives from Midwifery Associations around th
world taking the time to respond suggesting that
physiological third stage is a subject which is of
intrinsic interest to midwives (Table one). The
midwife respondents were truly international,
representing almost every continent and a large
variety of countries (Table two).

The majority of the midwife respondents were
experienced practitioners who practiced
physiological third stage with relative frequency.
Most who responded to this question (n=61, 85%)
had more than 10 years experience as a midwife a
77% (n=56) more than 15 years experience. Over
50% of all respondents indicated that they had
practiced physiological third stage frequently or
often (more than 40% of the time) during the
previous year. A more detailed article outlining the
process an d results of the survey will be submitted
to a peer reviewed journal for publication next year.
Consensus practices elicited from survey responses
There were several areas within the survey which
suggested a strong agreement from the midwife
respondents. T hese were:

e The signs of placental separation that
midwives usually looked for included a
change in size and position of the uterus
along with a gush of blood and maternal
discomfort.

e The mother has an active role when giving
birth to her placenta (as oppo  sed to being
o0deliveredd by the

e The importance of not separating the mother
and baby immediately after birth,

e The need to facilitate skin to skin contact
and breastfeeding as soon as possible after
the birth.

e The uterus would be mas saged after the
birth of the placenta only if there was any
bleeding.

Practices which require further exploration

There were several practices in relation to
physiological third stage care where there was no
clear consensus amongst the midwife respondents.
These results were very similarto  those obtained
from the Delphi group respondents. There may well
be contextual factors which have an influence on
practitionersd decision
format was unable to fully explore.

nd

at it

ma
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Practices where there was no clear consensus were:

e The optimal timing of clamping and cutting
the cord 9 although most respondents
would not cut and clamp the cord
immediately, there was no clear consensus
as to the optimal or most commonly
practiced time of clamping and cutting

e The optimal maternal position for a
physiological third stage 0 although
respondents indicated the importance of
upright positions and skin to skin contact,
there was no particular position that the
majority of respondents favoured.

e How practitioners use their hands by
undertaking such practices as controlled
cord traction or supra pubic pressure. A
number of midwives indicated that they
would undertake these practices in a
physiological third stage
format did not allow for exploration of the

d the survey

reasons or factors which would influence
midwives to undertak e these practices
which are generally not considered to be
part of physiological third stage care.
The midwives were also asked to identify the
anticipated length of time they considered would
be usual for a physiological third stage to be
completed.
The most common response was between 21 to 30
minutes, with 28% of all respondents (n=23)
stating that this was the time frame they expected
a physiological third stage to be completed within.
The responses ranged from less than 10 minutes,
7.3% (n=6), to ov er an hour 2.5% (n=2). Overall
the majority 68% (n=56) agreed that a
physiological third stage would be completed
between 0 to 40 minutes.
Discussion
This is the first time that an international survey of
a specific midwifery practice issue has been
under taken through Midwifery Associations. The
results thus provide a more comprehensive
understanding and build our knowledge of how
midwives internationally provide care to women
who are experiencing a physiological third stage.
Other limitations of the surve y were that responses

were limited by the multi choice question and
answer format.
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For the English speakers there was the ability for
the midwives to provide more information in the
free text but not for the Spanish and French
respondents. The survey fo
exploration of the many factors which may

rmat did not allow for

influence care and decision making in any given
clinical scenario. For example a short cord or the
womands wishes may 1influe
timing of clamping and cutting the cord .

Whilst the survey design limits any substantive
conclusions that can be drawn from the results,

this survey has provided an important and useful
insight into international midwifery practice. It has

also highlighted differences in practice areas which
require further discussion and research. The
results speak to the fact that midwives the world

over regularly practice, are knowledgeable about

and interested in physiological third stage as a
natural phenomenon which concludes the process

of labour for women w ho experience a normal
physiological birth. Our challenge as a profession

is to articulate and document what we do and what

we know, to better inform our practice, in relation

to this normal physiological process.

The draft statement has now been finalized and
forwarded to the ICM and FIGO boards for ratification.

Acknowledgements:

We would like to tha nk all of the midwives who
took time to respond to this survey and the ICM
staff who translated the survey tool.

Table One: Langua ge version of surveys completed

Survey Language Number of responses
English 62

French 11

Spanish 9

Total 82

Table Tw o0: Country of midwife respondents

ICM Regions Number of responses
Asia/Asia Pacific 15
Americas 14
Europe 30
Africa 11
unknown 12
Total 82
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News from Members
Focus on VLOVFlemish Organization of Midwives, Belgium

oMidwives were almost forgotten in Belgium.  Few

knew our profession, and many thought we were

speci asks®@ nTuhi s general mis
country and our government has been gradually
changing over the last 15 years. We are grateful to
the midwives who have come together and started
to organize midwifery. We are still a growing
organiz ation but now we have delegations in every
committee or board were midwifery subjects are
important in our country.

The midwife as a professi on gets the necessary
respect; more and more midwives have Master or
PhD degrees, which make us more powerful in
academic and polic ies environments. We realise
we ol | have to work hard tc¢
is the only way to move forwards. But we are ready

for the future!

We were very honoured with the visit of Agneta
Bridges, ICM Secretary General , at our anniversary.

She gave a presentation on midwives globally
and acknowledged the work carried out by
midwives in  Belgium , activ ely work ing on
projects to achieve the Millennium Development
Goals 4 and 5 . On a yearly basis , we work
together wi th midwives from Senegal

VLOV is a part of the Belgian Midwives Association

organizati on for the four midwives association

and Rwanda. Some time ago we introduced th e
Senegalese Midwives Association (ANSER to the
ICM. Marieme Fall , President of ANSEF, is now a
member of ICM Board, representing French
speaking African Midwives.

Mrs. Bridges also provided us with  tools to create
a strong midwifery network. We will wor k on this
together with all our Belgian organi  zations.

It was for us an honour to have delegations from
the Dutch Midwives Organiz ation, the Flemish
Organisation of Paediatrics, Gyn aecologists of
different organiz ations and other relevant
delegates. Our v ision is that we will be able to
better reach our goals in a interdisciplinary
way! Together for the same goal!

After the academic and formal presentations , we
invited our guests for a Belgian din ner. This is a

good way to network and talk about relevant

issues in an informal setting.

As an organiz ation we can look back

hard in the future. There is still a lot of work to do!
We hope that the "Belgian Midwife" can make a
difference in Europe and in the world at large.

0 the BMA is a very young (just one year!) umbrella

s in Belgium

on a very
successful celebration and  be inspired to work  very



