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1. INTRODUCTION

The arrival of a new child into the family is, for mest, a time for Jov and
rejoicing. In recent years, am awareness has been growing that in developing countries,
for Loo many, the event is far from joyful. The death of the mother turns the joy to
grief and mourning, accompanied by untold misery for the bereaved father and Cthe
children left motherless. Every minute of every day one woman in some part of the world
dies as a result of preguancy, abortion or childbearing. The figure of 500,000 materaal
deaths is only an estimate — the real figures are unknown.

Analysis of these figures on a global basis has shown unacceptable differences
between the developing and the industrialized world. Many developing countries have a
maternal mortality rate 200 times greater than those of the developed countries. This
i1s the widest disparity im all public health statisitics. Over the past decades
smallpox has been finally eradlicated, infant mertality reduced but materpnsl mortality
has failed to hit the headlines and remains virtually unchanged. The time has come to
take urgent action and Member States of WHO have been asked to put into action
strategies for the reduction of this unacceptable figure by 30% in the next decade.

Midwives from all over the world were gathering for the 2lst Congress of the
International Confederation of Midwives in August in the Hague, the Netherlands. This
was considered to be an opporturne moment to appralse midwives of the global sltuation
related to maternal mortality. A collaborative ICM/WHO/UNICEF pre-congress worksheop was
planned to take place to mobilize midwives in their unique position at the forefront of
activities to reduce maternal mortality.

The uniqueness of the midwife's position stems from the fact that she chose Lo
prepare herself to be "with women"” at the most crucial event of her life., She accepted
through education/training the responsibility of caring for women throughout thelr
reproductive years and to concern herself with promotive and preventive health action in
fam{lies and in communities, Safe motherhocod, iz therefore her only concern.

The pre—congress workshop which was held in the Leyenburg Hogpital in the Hague
during two days immediately prior to the 21st International Congress of Midwives in
August 1987, assembled 44 participants from 29 countries representing in the main, those
countries whose maternal mortality is highest. Miss M. Peters (Australia) Past
Precident of 1M agreed to chair the workshop and Mrs A, Payne {Nigeria) and
Miss R. Ashton (United Kingdom) agreed to be joint rapporteurs {Annex V and VI).

2. PURPOSE AND PROCESS OF THE WORKSHOP

2.1 The Purpose

The putpose of the workshop was to commit midwives to collective action and to
ensure that every midwife globally is fully conversant with the dimensions of maternal
mortality. The clinical causes are well known to midwives but the psycho—-social and
soonomic lmplications are less evident and rarely an element of a midwife's education,

2.2 The Process

The process of the workshop was first by dissemination of information. This was
done in the form of displays, handouts, reading material and presentation of papers
exploring different aspects of the problem.

Participants were then encouraged to reflect oa this information in the light of
their own personal and/or natfonal experience prior te the identjification of factors
contributing to the present state of maternal mortality from the midwife's view point.
This was achieved through small group “brainstorming” sessions. To further analyse
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these problems and to develop a strategy for action, the workshop functioned in four
specialized small groups. These were;

1 Midwifery Education: basle and post basic; and traiming traditional ¥irth
attendants. This group dealt with issues relating to changes In education of
midwives and midwifery personnel that are deemed essential if they are to learn
to function more effectively with individuals, families and communities.

2 Midwifery Functions and the Role of Service Providers at various levels: Group
7 oritically analysed present roles and fuactions of midwives and others
participating in the care of the mother. Changes necessary in the role and
tunction of midwives to enable them t¢ take positive action in their lecal work
place to reduce maternal mortallty were identified.

3 Mministration and Management of Midwifery Services. Present rdministrative
and managerial practices related to wmaternal cave services were studied.
Recognizing that practicing midwives cannot effectively function withour full
support, provision of adeguate eguipment and supplies, an effective referral
system etc., the group identified problems and proposed changes that must be
made in the administration and management of services if maternal mortality is
to be reduced through the activities of midwifery persomnnel,

4 Midwifery Research: This group consildered implications for vesearch, that
could be undertsken by midwives at different levels in the maternity care
services. Rasearch was considerd from the operational peint of view,

vis~3-vis information collection, compilation, analysis and interpretation to
justify changes in practice, the selection of priorities etc. which could have
an impliecation for the reduction of maternal mortaliry.

ICM welcomed the opportunity to use the acquired skills and knowledge of Cthe
workshop participants teo draft a "Call for Action” that could be presented first to
their Council and later, when amended, to the whole Congress for their committed
action. A small group was chavged with this respensibility. The remaining group
constructed recommendations for collaborative action among midwives and for national,
international and interdisciplinary support that would be needed to stimulate concerted
effort in the rapid reduction of waternal mortality.

2.3 Objectives of the Workshop

2.3.1 Overall Objectives

To propose a plan for midwifery aetion in order to promote maternal health and te
reduce maternal mortality anmd morbidity by at Jleast 50% by the year 2000, as a key
alement of primary health care.

2.3,2 Specific Objectives

i. To identify problems relsted to maternal and ¢hild health and the provision
of maternal care globally.

ii. To identify the need for changes in:

- midwifery educatlon; baslc, postbasic; and training of traditional
birth attendants (TBAs)

- the vole and functiom of midwives at all levels

- administration and management of midwifery services within the health
care system
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- midwifery vresearch to facilitate the reduction of maternal health
problams

iii. To recommend action that might be taken professionally, nationally and
internationally to {mplement propeosed change in maternal and ¢hild health.

3 FROBLEM IDENTIFICATION

3.1 Information Digsemination

For midwives to be able to support one another globally in action to reduce
maternal mortality, they mugt all be well informed of the magnitude of the problem.

This was done through:

i) Dissemination of collected international documents on the subject iacluding the
visual and diagrammatic packets prepared for the 3afe Motherhood Conference in
Nairobi.

11y A dlsplay panel jillustrating the enormous discrepancy between developing and
developed countries related to the five major causes of maternal death. This
aluo included the role of the TBA (or other auxiliaries as appropriate), the
importance of family planning and the development of appropriate referral
centres.

i1i) A computer programme illustrating the enormity of the problem by comparing it
with the crash every four hours of every day of a jumbo jet loaded only with
pregnant and puerperal women, The programme also reveals where and why these
deaths take place and offers innovative suggestions based on primary health
care principles for their solution,

3.2 Background papers

Three background papers were precented to sensitize participants to ilssues related
to midwifery training and practice, to the importance of community perceptions and the
potential impact of a well organized family planning service on the reduction of
maternal mortality. These are abridged as follows:

3.2.1 Matrernal Mortality and Morbidity — a Midwifery Challeuge: Miss Joan Bentley

Since the start of the workshop am hour ago, 60 women have died as a result of
childbearing. Approximately 500,000 such women die annually and unnecessarily.
Ninely=mine percent of them die 1in developing countries where 85% of all births occur
annually. Though this neglected catastrophe takes place in the third world, the
developed world is not without complicity. Leaders of many health services and health
training schools were trained in the developed world. Thelr patterns of training, of
service delivery, of regulations and codes of practice have strongly influenced those in
the third world to the detriment of the health of mothers and children,

The clinical causes of maternal death are similar globally, yet for the woman in
the developing world the risk of death is 100-200 times greater, The women whoe die are
rural or disadvantaged urban womeni services for thelr care are either net available or
too costly to used they are too distant culturally from the carers, making it difficult
to communicate and care is therefore unacceptable. Women are disadvantaged from birth
by poor nutrition, little schooling, onerous work, early marriage, early and repeated
childbearing = to produce children to provide the male with status and the family with a

work-force.

The midwife could help to break this cycle and to respond to the needs of women
during the reproductive vyears, Unfortunately she iz mostly in hospitals, in towns,
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where other colleagues are zvailable and often providing care of a nature that could be
delegated to other health workers. Relatively well educated and sophisticated, she is
often out of touch with rural women and rarely willing to work amongst them, Having
heen trained iIin well equipped hospitals with readily available medical staff she is
unable to function effectively in peorly equlpped rural health units with little or no
maragerial or technical support.

Matermal mortality is a clinical problem with social, political, education and
managerial facets. For midwives to have a major impact on matermal mortality implies
that thev must, by their educatien and training be able to function effectively ia all
these areas. It is imperative that midwives have skille in social and politieal
awareness, in problem solving techniques at all levels, in commumication snd teaching as
wall as an ability to diagnose, initiate and evaluate emergency care of patients
referred by community based health workers.

To reduce maternal mortality by 50% in the next decade requires improved training,
deployment and service structures for midwives among the wmany strategies to be
implemented to achieve the stated goal.

Different countries are trying different solutions based on national problems,
national resources and socially acceptable and affordable strategies., They include the
teaching of auxiliary maternal care personnel, including the TBA; the development of
half way houses to ensute that the facilities for specialised care are more readily
accessible to medium and high risk patients should they be needed: flving squads, to
take expert and specialised care to a village baged emergency.

More controversial approaches relate to the reorganization of traiming curricula
baced on national needs, This often means the reorganization and rationalizaticn eof
midwife teacher training and the review of regulatioms to permit extended practice for
all rural based midwives. The midwife appropriately trained to identify and quantify
problems and bring her educated mind and skilled hands to the develepment and
implementation of a rational solution involving self and others, could be the key to
reducing maternal morbidity and mortallty.

T

By definition midwives are those trained to be "with women™, As wmidwives, all are
involved and implicated in the hslf million annual deaths. Associstions of wmidwives
warionally and internationally ¢ould do much as practitioners, as leaders, as lobbyists
to make this tragedy more widely known: to stimulate changes in midwifery education,
practice and services to give those women in preatest need, access to a fully qualified
widwife capable of responding to her needs, mental, social, clinical and to find and use
resources to reduce maternal deaths by 50% by the year 2000,

3.2.2 Women's Perceptions and Needs during the Reproductive Years:
Dr Jane Mutambirwa

This paper presents the perceptions and views of women inm the developing world
gince they form the main target group of women especially at risk in early, middie and
later years of reproduction.

Many factors such as poor socio-gconomic status, lack of polirical will and
oppressive conditicning of people, have contributed te the “gilent carnage” of
childbearing women in developing countries. From field experiences and studies one
fundamental problem contributing to this anomaly stands out above all others. That is,
must health professionals who teach and provide modern health care to thigd werld people
work ampng but not with the people they serve. They work apart because they are not
taught to understand the people's traditional medical practices, customs, values and
beliefs about health, health care and health problems.
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The people to be mobilized for implementation cf the new midwifery action, health
information and education, are in most cases rural folk whose perceptions of illness,
health, health care and health problems are based on local traditional concepts and
minimally influenced by concepts of modern medicine.

In many communities or villages of developing couantries, people rely on beth modern
and traditional health care systems for resolutiom of their health problems. However,
the bulk of knowledge that influences their thinking and behaviour in matters relating
to health, health problems and heslth care come from local or traditicnal informatien.
The pecple learn efforrlessly as they grow up.

The power to decide when and whether or not to seek help from & modern or
traditional heslth system depends on how well modern health concepts gnd views are
integrated into the people's thought processes. For example in some communities women
with previous caesarean section s¢ars who attend aatenatal clinie will decide to be
dalivered by & folk practitioner whom they believe in or view as specialized 1in
delivering women with complications, In order to Identify gaps and establish acceptable
areas for integration between modern and traditional knowledge and views of midwifery,
it ia necessary to understand third world women's perceptions of fertility and to study
their cultures' views on the perpetuation of life. 1In some ¢ultures children are valued
for their role as the perpetuators of life and or the family name. Implicit in the word
"family®, im most societies, is the concept of offgpring, In some c¢ultures the
individual is viewed as not fully mature, and in others sg not spiritually or merally
mature until thelr ability to reproduce has been proved, For a couple in these cultures
therefore, fertility and procreation are regarded as the most vital and intergral parts
of a marriage. Conception and childbearing become the ultimate need for admisslon inta
full adulthood,

In many cultures, having a baby is viewed as part of the natural experiences in
normal growth and development. The first few months of pregnancy are expected to be
relatively normal. It is therefore not common for rural pregnant w~omen to consult the
formal health care system during the first trimester of pregnancy. Most childbearing
women in third world countries have 1ittle knowledge of what goes on during labour and
delivery. It is the traditional midwife who has the greatest knowledge about pregpancy,
labour and delivery. TIn many countries of the third world the formal health care systen
is viewed as specializing in the relief of acute physical illness by the use of
weientifically prepared drugs, injections and operative jnterventions with which the
traditionasl health care system has little or no experience. In & comparative study
copducted by the author im 1982 on traditional and modern obstetrics, all of the
traditional midwives interviewed reported that if an obstetric complicatlon is initially
perceived as a spiritual health problem the patient is often referred to a folk medical
practitioner after treatment at & modera health care centre. A study conducted by the
tniversity of Zimbabwe's Department of Obstetries in 1983 established thar 654 af the
country's deliveries were attended by traditional midwives or TBAs and 35% by the formal
health care staff. These proportions are common to many developing countries. From the
above figures it would appear that women in communities of the third world prefer to
deliver at home rather than in hospital.

At independence in 1980, the Government of Zimbabwe thwough the Ministry of Health
Policy adopted the WHO global concept of Primary Health Care, This meant that the
community was to be lnvolved in the management of its own health cave, superviged by
health care providers whose medical and para-medical educatlon is based on Western views
and perceptions of health and ilnesses. To redress this anomaly, the Government has or
is in the process of {mplementing a number of strategies. For example = to decentralize
health care services to meet health needs as they are viewed and perceived by the
communities, every province has embarked on the training of traditional midwives {(or
TBAs). This training is carried out by District, First Referral Centre and Rural Health
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Centre staff who live and work with the people. The syllabus for such training is
developed by identifying needs aund gaps in modern health knowledge as seen by local
residents and gathered from surveys of women's knowledge, perceptions and views locally.
Medical, nursing and paramedical education is being reoriented. This permits attachment
of medical, nursing and paramedical students to rural health centres at various stages
of their education. It requires the addition of behavioural scilence education starting
with early patient contact in the first year of medical school; and ensuring that the
syllabus provides knowledge about the patient's perception and views on presenting
health problems. This is accompanied by skills for building related knowledge of modern
medicine ypon what people already know, can understand, visualize and practice,

3.2,3 Women's Health, Desired Pregnancies and Child Spacing;
Mre leticia lorenzettl

Though it has been recognised that grand multiparity, pregnaney In  early
adolescence, the close spacing of pregnancies and pregnancy over the age of 35 years
constitute rigk factors for mothers and infants, insufficient action has taken place to
allow such women the cheice of not becoming pregnant,

Risks include inerease in maternal mortality for women in these categories which
are exacerbated by the use of illegal abortion as the only means available to them to
regulate their own fertility., The outcome in terms of wmaternal morbidity is morze
difficelt to measure but is “so devastating for the personal, marital and social life of
women that often they would have preferred to die™,

These same factors also influence child health, in particulay bhigh infant mortalicy
rates and numercus growth and nutritional problems.

Family planning and the active participation of midwives with families, could have
a meagureable impact on maternal and infant wmortality if effectively orvganized and
carried out.

Using data from the South American continent, fertility rates and maternal and
infant wmortality were discussed, comparing them with those of the developed world.
Where fertility rates are highest (Bolivia, Braszil, Ecuvador, Peru) the infant mortallty
rates are also high and the risk of children becoming i1l or dying in the first year of
life are as much as seven times greater than in industrialized world,

A marked difference in merernal mortality is noted berween the temperate and
tropical areas of South America with respectively 3.4 and 27.5 maternal deaths per
10,000 live births in comparison with approximately 1 per 10,000 in the developed
world. Between one quarter and oue third of all births cecur to womea in the high risk

ETCOUPS.

Statistics presented suggested that more than half the women in Latin America have
oo mcecess to family plannimg information or services. Undesired pregnancies lead to
illegal gbortion, since mno country in the Region has legalised abortions, Figures
showed that between 10 and 50 per cent of all maternal deaths in the Region are as a
result of illegal abortiom. Even so, some governments in the region consider that
fertility levels in their countries are too low and in these and some others there is ne
government support for family planning services,

Chile was the first Covernmemt in latin America to include family planning in its
maternal health programme, Since 1965 all Government health service units, using both
doctors and midwives provide informarion and contraceptive services free to reguesting
women and couples. Health posts, staffed by auxiliaries provide information omly but
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are backed up by regularly visiting doctors and midwives who provide contraceptive
services and through supervision ensure follow up., This provision of information and
family planning services as a health activity and as postpartum fellew up, has
facilitated the initiation and use of contraception. Between 1964 and 1985 the
percentage of women of fertile age groups using coatraception, rege from 3.1% to 23%.
Thisz does not include women being attended privately. Iu the same peried, birth rates
fall from 36 to 21.5 per thousand with a noticeable drop in infant mertality frem 102.9
to 19.5 per thousand live births. Hospitalization as a result of abortion also fell
from 304 to 11%,

It was also shown that 96% of all births were attended by trained health staff.
This in turn has meant a greater number of consultations between client and doetor or
midwife. Thirty-seven per cent of all client/midwife consultations related to family

planning.

Betwsen 1976 and 1984 with the help of Government and Aid agencies, 300 doctors and
midwives were trained in family planning education and methods. They have been used as
the natlional “"core” to teach others in their own country and te¢ develop similar nuclei
of trained pergomnel in other countries of the regien.

In 1980 under the sponsorship of the Pathfinder Fund the Midwives' College of Chile
met with directors of Schools of Midwifery inm South America (Belivia, Brazil, Ecuador,
paraguay, Peru, Uraguay) to help integrate the theoretical and practical aspects of
family planning into all midwifery curricula,

Thiz 1ink batween the Chilean Association for the Protection of the Family
(APROFAY, Government and professional groups and associations has shown how midwlives can
¢ollaborate with others to make acceptable family planning services accessible to
clients. The resulting reduction in maternal mortality frem 283 to 50 per 100,000 live
births shows what can be done by well prepared midwives working in collaberatiom with
and supported by others.

3.3 Digcussion

Having confronted participants with a barrage of information, discussion added
national experiences about maternal mortality, the delivery of maternal care services
and the preparation of wmidwifery personnel. It highlighted frustrations felt by
midwives who recognized the need for change but were inappropriately prepared or placed
te effect any of the real changes needed.

3.3.1 Izsues related to Community level

Participants were aware that midwives needed much more contact with communities
during training. Having to work with people, to appreciate their perceptlons, views anl
needs could only be achigved in this learning envirenment,

Since few countries could afford to deploy fully qualified midwives in each
community, thelr training and practice should in the future include identification,
training, further education and support to those willing to be extension workers and
acceptable Lo the women as care providers, This includes traditional birth attendants
and those who had once received training but are now resident in communities and not
uging their skills,

1t was recognized that only when such extension services had been improved could
one expect to achieve early identification of high risk women in communities.
Farticipants felt they were inadequately prepared to work with some high risk groups
such as adolescents, socially and economically disadvantaged families etc.
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In many countries, both developed and developing, the maternal health servi¢es have
become increasingly hospital centred and high technology focussed. There was a growing
awareness among all participants that in sueh situaticons gsencitive care of a culturally
acceptable and low cost nature geared to the needs of individual mothers was almost
impossible to achieve. A service inm which clients' needs, perceptions and understanding
based on scientifically acceptable methods were the focus of care, and delivered at a
site as close to the families as the mother's condition would allow was seen as more
important than the convenience of health service providers and care practitiomers. It
wat also considered likely that such a forus of care would encourage more women to use
the services more readily and thus help in achieving safer motherheod.

3.3.72 First and Second Referral level Issues

Participanuts felt that this is the crucial level for effective interveantion by well
prepared midwifery personmnel, It was thought imperative that the nidwife at this level
must possess skills greater than those of community based workers and is equipped with
faeilities te enable her to initiate 1life saving care. On her would fall the
responsibility for training, supervision and maintenance of standards of community
maternal care providers, It was recognized that globally, not enough well prepared
staff were available at this level and without incentives to encourage such placement it
is uplikely that such positions will ever be adequately filled.

3.3.3 Tertiary Care Issues

Parricipants believed that while some learning experiences in such ¢entres may have
relevance for future practice, tertiary care centres are not in general appropriatce
places for basic midwifery education/training,

High technology cave itself was thought to be not without risk, and inappropriate
transfer of such technologies to developing countries distorts training, and may act as
a barrier to women needing care at this level,

3,3.4 Natiomal level Issues

Participants believed that weaknesses In policy making, in planning and management
of education and services for maternal care was due in large part to the insdequate
representation at this level of those who are sgpecially trained te provide the majority
of this care, They recognised that midwives, because they are few in number and spread
wide, find collaborative actien ro provide a strong voice at national level, difficult
to achieve., Participants had personal experiences of policies which conflict with real
needs affecting waternal mortality (for example non vrecognition of the value ang
potential of traditional birth attendants; refusal to concede to pleas by midwives to
allow them to expand their role particularly to cope with maternal emergencies in the
absence of medical sraff), 1t appeared to participants that they needed streong support
from updated not outdated regulations including codes of practice, if they are to
participate fully in the reduction of maternal mortality and morbidity.

3,35 Other issues

Parricipants expressed a growing concern at the inadequacy of their preparation to
upndertaks simple or complex epidemiological studies and operational research essential
to problem identification and seclving at all levels of service. Such training would
develop self eritical abilities and promote evaluation of practice and services.

It was stated that many midwives were unused to and often ineffective in
collaborative activities with other professionals inside and outside health services,
Without further development of such skills dncluding wider leadership skills, midwives
may loose opportunities to maximise their Influence on issues relating to maternal
mortality and morbidity.
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Finally, a significant barrier to achieving overall improvements in national
mortality and morbidity in the context being discussed in the workshop was the lack of
awareness of the problem whiech existed. Such lack of awareness should particularly be
addressed in the developing countries, The particular way in which developed countries
can offer/utilize their skills to improve outcomes of pregnancy glebally should be
addressed.

The workshop should consider not only the preparation of a plan of action, but also
how assoclations and representatives can be assisted in formulating and implementing
strategics for change.

4 IMPLICATTONS FOR CHANGE

Using the process of brainstorming, many problems were identified by the workshop
participants, as being contributory to the present state of maternal mortaliry, viewed
from the point of view of the midwife. Annex I shows how this list was used to Ildentify
the implications for change by each of the four groups (see page 2).

The interrelationship of listed problems wag immediately recognised by all working
g#roups. GSolutions proposed therefore, covered more rhan one problem. Time constraints
made it impossible to deal with each problem/solution separately. The outcowme reflects
priorities for action whieh when implemented could bring about the desired {improvement
in maternal care and the reduction of maternal mortality,

4.1 Educational change

The group consldered basic and post basic education te prepare midwives to function
effectively at all levels. Continuing education was also included in the discussion.

The term midwifery personnel has been used to ensure that all providers of maternal
care gervices, whether the grandmother, the TBA, the auxiliary midwife, the MCH nurse,
the midwife are all included.

4.1.1. The community must be involved in the development of strategies for its
own healrh ¢are. Care personnel must be aware of perceptions and needs as
seen by the community, This can only be achieved if all midwives are
exposed to communities and a considerable part of their education takes
place there, :

4.1.2, Midwives are in short supply., 1If rheir gklills are o be used to best
advantage to cover large populations, they must be

(i) adequately prepared to train, support and supervigse other community
based maternal care providers enguring, as far as possible, covarage
of the entire population.

(ii) able to effectively deal with all emergency maternal health
sltuations being referred by community based health care providers,

It is therefore imperative that her training includes educational skills
and additional rtechnical skill and knowledge to deal with life saving
midwifery action.

4.1.3 In view of the Impertance of the caring function in midwifery it is
essential for midwifery training to prepare the students for fostering a
relationship of mutual respect between care giver and recipient, In
evalualing trainees, this capacity should be glven greater importance.
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4,1.4 In order that these radical changes can be iwplemented, midwife teachers
themselves and those trailaing them must be exposed to the rvealities of
this extended midwifery function t¢ ensble them to construct realistic
learning experiences and select approprlate places for this learning to
take place. The form of qualifying examination should alse reiflect these
innovations.

4.1.5 Since midwife teachers are also in short supply, the careful selection,
preparation and use of well experienced peripherally based midwives as
¢linical reachers should be explored.

4,1.6 Additional resources will be required for these changes. A case must be
made to present the dissues to natiomal governments for increased
TESOUYCes, supplemented by international, inter-professional and
non-governmental help to prepare curriculs and learning aids.

4.2 Changes in roles and functions of midwives

1f the burning issues of maternal mortality and morbldity are to be seriously
addressed, changes must take place in the present role and funetion of the midwife. Tt
was appreciasted that this would have major implicatlons also for education/training and
for administrative and management of services.

Traditionally, the wmidwife's training has reflected independent practice as 3
promoter of health, an identifier of high risk problems for referral, a practitioner of
normal pre, intra and postnatal care. Increasingly in many countries her rxole has been
in hospitals providing care wheve medical specialists are also available to deal with
many of the problems for which earlier the midwife took responsibility.

Reduction of maternal mortality where it is most serious, can only be effected if
the midwife is facilitated to be accountable for her own actions and assume the role of
specialist when life-saving care is to be performed in the absence of any specialised
medical staff. District and sub district levels are the wost approprilate places for her
to work in the developing world.

Changes seen as RECESSary are:?

4.2.1 The midwife must have an educational reole in preparing and supperting
other personnel assigned to (or traditionally a part of ) the maternal care
system (eg nurses, auxiliary nurse/midwives, TBAs), helping communities in
general and women's groups in particular to participate in the reduction
of maternal mortality and defining and implementing local strategies to
achieve this,

4,2,2 The five major causes of maternal wmortality require immedliate action
locally if lives are to be saved, It is imperative that the midwife,
situsted closest to the problem be permitfed and trained to undertake
safely the following activities until the woman's condition is such that
transfer te a secondary or tertiary care centre is safe or noe longer

nacessaryi
- manual removal of placenta/retained products
- prescribe and use antibiotics to arrest or prevent infeection

- initiate and monitor:

- replagement of fluid essential in the treatment of severe haemorrhage
-~ intravenous administration of medicaments

- sedate and monitor the woman with severe pre-—eclampsia or eclampsia
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4,2,3

baZad

4.2.5

One of the functions of every midwife must be to provide up to date
facrual information: to those for whose health she 1is respongible In
order to generate community suppert and action: to those (n authority
ovaer her and her practice area to obtain facilities and support in the
setting of priorities and the selviag of exposed problems as raplidly as
possible.

The midwife's rele in helping families tc ensure that each c¢hild is a
wanted c¢child implies that her ability to funetion as 2 counsellor of
family planning services is Insufficient. She must algo be able to
prescribe, initiste and monitor contraceptive activities that hauve been
selected by the family as most appreprlate to its situation,

Where there 1s no doctor she wust function as a reliable referral agent,
selecting the appropriate place for care according to the severity of the
condition with which she is dealing.

4.3 Administrative and Managerial Changes

Many of the problems identified relate te present weaknesges in administrative and
management practices. The inadequacy of preparation of midwives at policy making level,
was noted but emphasis was gilven to laek of any rveal support etructure from top Lo
bottom of the services.

4e3.1

4.3.2

4.3.4

The most important managerial and administrative change that needs Lo
accur ig in the attitudes of senior personnel. They need a much greaterx
awareness of their responsibilities for finding and allocating resources
to ensure that all workers at other levels can funetion effectivaly to
reduce maternal mortality. This has implications for their education as
well as for changes in their job description.

More midwives must be made more accessible to the women in greatest nced
and as problem solver to auxiliary personnel including TBAs. Changes
therefore need to be made in:

- job descriptions, to ratignally distribute all the tasks to be
performed in preventive, promotive and curative maternal health
commansurate with the training and experience of each worker,

- incentive schemes to facilitate the deployment of midwives to areas
where their skills are most needed., This wouald include appropriate
living and working quarters.

Administrators and managers need to recognise more clearly AT EACH LEVEL
their role in providing the support necessary in rerms of equipwent and
supplies, to facilitate maternal care, and ensure a regular supply to neet
the demands of the service. Decentralizatien 4s a wuseful strategy
allowing wmaternal care providers at all levels to find and develop
resources in addition to these centrally provided, to extend service to
the fullest.

Managers need to recognise mote ¢learly at all levels thelr responsibility
for continuing education and maintenance of standards of practice for
workers for whom they are responsible. More specific information sysatems
to enable a variety of problems to be jdentified, would facilitate more
realistic continuing education.
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4,3.5 Mministrators need to review laws, regulation and codes of practice
relating to maternal care to ensure that the extending role and function
of the midwife essential to the reduction of materasl mortality, is ia ne
way restrained by cutdated regulations.

4.4 Midwifery Research

The term research was much debated -~ some wanted to retain it, others to replace it
by data collection, analysis, interpretation and use, making it applicable to each level
of midwifery functioning as appropriate, It was recognised that education in simple
studies and more formal research methodology was at present inadequate to the midwife's

need .

Every midwife, at whatever level she practices has a need to collect, analyse and
interpret data tec enable her to convince others of the need for stronger jeint action in
probles solving, Operational research at community level, epldemioclogical studies at
secondary and tertiary levels would enable Iimited resources to be chanelled to areas
where maternal mortality is greatest, It would alsec facilitate evaluation of services
and the skills of service providers and ensure the planaing and implemencation of
reallstie corrvective strategies.

S RECOMMENDATIONS

1. To enhance the health of mothers and children and te promote kpowledge about
the current status of maternal morbidity and mortalicy, it is recommended that
practising midwives be encouraged to meet in groups or in formal associations
to explore, document and digsseminate this information and in collaboration with
others, develop national strategies for safe motherhood.

2. Since resources are limited, and it is unlikely that a wmidwife will be
available to each community in the forseeable future, it is recommended that
gll gualified midwives acquire skills to assist each community to be self
gufficient in identifying its own high risk groups and help them to take action
te ensure that high risk morhers are treated at the appropriate level of care,
at the appropriate time.

3. To make midwifery skills available to every community, it is recommended that
esch midwife 1= made capable, through basic and continuing education, of
training carefully selected community members to undertzke the care of
identified low risk women, in their own community.

4, Tt is strongly recommended that & midwife’s education be expanded to include
the knowledge, skills and attitudes necessary to enable her to Ifunctlon
effectively to;

- be sensitive and react to individual and community perceptions and needs;
- promote an awareness of maternal health status;
- prevent pregnancies too early, too close, to0 many and teo lates
- save life in emergency situations.
5, It is recommended that laws and regulations including codes of practice, be
reviewed to ensure that midwives can be prepared to undertake emergency care

that may be needed to save 3 mother's life and to provide legal protection for
such action.
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6. Since the above recommendarions require an improvement in the quality and
quantity of midwives, it is recommended that the training of midwife teachers
be reviewed: national or regicnal centres be developed for this purpose and an
exposure to community problems and research methodology, adaptable to each
level of midwifery care be included in curricula which must include the
development of leadership and managerial skills.

It is recommended that all midwives be assisted through basic, post basic and
continuing education activities to undertake operational research relative to
the needs of their own level of functionimg. The only purpese of such research
is to identify problems and implement proposed change to improve services to
reduce maternal mortality and morbidity.

The holding of natiomal, regional and interregional workshops to develop a core
of midwives in easch country capable of teaching resesrch methodology
appropriate to each level of maternal care sgervices and to work In
collaboration with other professionals and researchers to expose the extent of
problems and implement strategies for change to reduce maternal mortality.

Groups other than midwives are also actively concerned in the reduction of
maternal mortality,. It ig recommended that collaborative activities bhe
promoted between national midwives, nurses, vbstetricians /gynaecologlsts,
paediatricians, etc., and internationally between interested organizations {ex.
WHO, UNICEF, UNFPA) and non govermmental organizations and professional
agssociations (eg. FIGO, ICN, IPPF) in action to achieving this common goal.

0. CONCLUSION

Workshop participants were made acutely aware of the dimensions of maternal
mortality and the efforts needed to bring about changes in the present stalus of

maternal health globally.

Among the participants were members of national midwifery associations and members
of T(M's executive commlttee. The recommendations of the workshop were taken and
moulded into a “eall for action® (later amended by Council to an Action Statement) to
all midwives which was presented and adopted by the IM's Council before belng presented
to the whole congress in a plenary session on the final day (Annex 11).

It has been agreed that at the 22nd ICM congress to be held In Kobe, Japan in 1990,
maternal mortality and morbidity would be more widely digcussed and the impact of the
"Action Statement” recelve its first evaluation.
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ANNEX. T

Midwifery
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ANNEX 11

ACTION STATEMENT BY THE INTERNATTIONAL CONFEDERATION OF MIDWIVES

THE INTERNATIONAL CONFEDERATION OF MIDWIVES AT THE COUNCIL MEETING held on
Z23th  August 1987, adopted the following recommendations £rom the Jjoint
I1(M/WHO/UNICEF PRE-CONGRESS WORKSHCP, held in the The Hague on 21st - 22nd

Angust 1987:

- that in countries, whera there are none, midwifery associations
should be formed, in order to enhance the heglth of mothers and
babies, by sgharing of information, the support of individual
midwives, the analysis of the situation in theily country and to
develop appropriate strategies to achieve the goal of “Safe
Motherhood”

- that ICM, WHO, UNICEF, in collaboration with and where possible FIGO,
ICN, TPA, IWC, IPPF, WCC, CICR and others "in the team”™ hold joint
regional workshops within the next triemnmium, in order to assist in
achieving the goal of "3afe Motherhood”

- that the midwives of the developed countries express their full
support for and solidarity with midwives in develeping countries,
where the maternal mortality and morbidity is greatest, in their
efforts to achieve "Safe Motherhood” for the families of their
nations.,
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THE INTERNATIONAL CONFEDERATION OF MIDWIVES AT THE COUNCTL MEETING held on
25th August 1987, adopted the following action statement arising from the joint
T0M/WHO/UNICEF PRE-CONGRESS WORKSHOF, The Hague om 21st = 2Znd August 19873

recognisingi

- that half a million women die from conditions associated with pregnancy and
childbirth each year throughout the world and that for =ach of these deaths 1t
15 estimated, that another 10 to 15 women are handicapped in one way or anothar.

that 99% of the deaths occur in developing countries.

- that 50% of the women who give birth im the developing world, do s0 unattended
by a trained health worker.

- rhat material and human resources are limited and unlikely te improve
dramatically in the near furure.

believes:

- that the goal to reduce maternal mortality and morhidity by 50% by the year
2000 can only be realised by the strengthening of care and participation at the
community level.

that the midwife has the primary respomsibility for developling and supervising
this extension of the maternal amd child services in collaboration with other
sectors in achieving the goal of "Safe Motherhood” world-wide.

1

~ that community education must form a part of the education/training and
practice of midwives.

- that this goal can only be achieved by the adoption of the following strategies.

In education

- By 1990 students from all midwifery education/training programmes should have
acquired the necessary skills to determine the communities perceptlons on
family planning, maternal and child Thealth and the ability to develop
strateglcs to respond to that community's educationsl necds.

- midwives must Be committed to take the lead in didentifying, training,
supervising and supporting the required number of health care workets at that
primary level, Lo ensure a minimum of 3 antenatal examinations fer each
pregnant woman.

- midwives with the appropriate support of international, governmental and
pongovernmental eorganisarions will develop educational wmaterials appropriate
for rhe various levels of training in msternal and child health according Lo
the respective country's needs.

- Midwifery curricula should be adapted to train the various categories of
midwifery personnel to the level required to improve maternal and child health
including the evaluation of appropriate techaology.

- midwives will collaborate with athar professional groups in rthe settiong of
cducarion/training objectives [or primary health care workers.
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- national professional associations and/or =statutory bodies shall undertake
continuing education programmes where they do not already exist, for all
categories of maternal, child health and family plamning workers.

In role gnd functions

- midwives will act as advocates in their countries to promote adolescent health,
women's health, nutrition and family life education.

- the midwives' role will be expanded to include a service necessary Lo prevent
pregnancies too early, too ¢lose, too many and too late.

- midwives will identify and appropriately refer women at risk of complications
during pregnancy and childbirth in order to reduce maternal mortality and
morbidity.

- in order to weduce maternal wmortality &d worbidity widwives wmust be
educated/trained to carcy out life-saving midwifery funcrions. For example;

- administration of antibiotics for prolonged rupture of membranes

- sedation in cases of severe pre-eclampsia and eclampsia

- intravenous administration of drugs/medications

- blood=loss replacement with appropriate fluids

= manual removal of the placenta and evacuation of retained products of

concaption.

In administration and wmanagement of services

- midwife managers must be developed and all wmust equip themselves to identify
priorities and propese budgetary allocations required to reduce maternal
mortality and morbidity,

- national midwifery associations and/or statutory boedies should appraise
critically their maternal and child health/family rlanning services and
training needs., They should evaluate the national c¢apacity for meeting the
objectives of lowering mortality and morbidity.

- midwives in administration and management should sppraise the human resources
situation and the distribution thereof in ovder to make proposals for a more
equitable coverage.

In research

- each midwife mugt be able to collect, analyse and interpret information at the
level at which she/he functions,

- the basic study of epidemiology and statistics must be incorporatad into
educational programmes. Practising midwives should acquire such skills through
workshops and other activities.

- the holding of workshops to equip midwives to learn about the methodology of
operational research and to undertake research initiatives, In order to reduce
maternal mortality and to Improve maternal and child health services.
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midwives must be motivated by midwifery organisations and supported by
TCM/FIGO, to develop interest in evaluating their own practice through seminars
and workshops with the geal of ralsing thelr awareness of the Issues concernlng

“Safe Motherhood”
- by 1988 all organizations should have arranged geminars

- by 1989 activities reported back to I(M headquarters in preparaticn for a
pre—congress workshop in Japan 1990

The Hague, 26th Angust 1987
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ANNEX ITI

BACKGROUND DOCIMENTS

Maternal Mortality aud Morbidity - A Midwifery Challenge: Miss Joan Bentley
WHO document MCH/PCW/87.5 Rev.l. (EBnglish)

Women's Perceptions and Needs during the Reproductive Years: Dr Jane Mutambirwa
WHO document MCH/PCW/87.6. Rev.l, (English)

Women's Health, Desired Pregnancies and Child Spacing: Mrs Leticila Lorenzetti
WHO document MCH/PCW/87.7. (Bnglish)

Mahler H.; The Safe Motherhood Initiative: A Call to Action. The Lancet, March
21, 1987, pp. 668-670).

Maternal Mortality:  Thelping women off the road to death (Reprinted from WHO
Chronicle 40(5); 175-183 (1986) (Based on the report of the Interregional Mseting
on the Prevention of Maternal Mortality, Gemeva, L1-15 November 1985),

Maternal Mortality - A WHO information kit, 1987.

WHO In Point of Fact No, 23/1984: Health and Family Plamning.

WHO In Foint of Fact Ne. 27/July 1985; Women and Health

WHO In Point of Fact Ne., 33/1986: The Health of Mothers and Children - Key issues
in Developing Countries,

WHO Features No, 9%, December 1985 Preveation of Maternal Mortality - First
Interregional Meeting at WHO. Geneva.

Safer Motherhood. People, Volume 14, No, 3, 1987.

Essential Obstetric Functions at First Referral Level, WHO Document FHE/S86.4

Maternal Care for the Reduction of Perinmatal and Neopatal Mortality: A Joint
WHQ/UNICEF Statement, 1986

Favin, Michael el al.: Improving maternal heslth in developing countries,
Information for Action Issue Paper. World Federation of Public Hezlth Associations
Publication, August 1984,

Etinsen, Wayne et sl.; Women and Health., JIuformation for Action Issues Paper.
World Federation of Public¢ Health Associations Publication, March 19Eé6,

Family Health; Selected List of Publications, 5th edition, WHO document
WHQ/FHE/87.5

Maternal Mortality Rates — A Tabulation of Available Information Znd editien,
WHO document FHE/86.3

Coverage of Maternity Care - A Tabulatien of Available Information, WHO document
FHE/83.1
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Women, Water and Sanitation, WHO, Geneva. 1985
Women and Breast-feeding, WHO, Geneva, 1982,
Women - The next tenm vears: Wotld Health, April 1985.

Tradirional Birth Attendants - An Anuotated Bibliography on Their Training,
Utilizaclion and Bvaluation, WHO document HMD/NUR/79.1

Traditional Birth Attendants - An Annotated Bibliegraphy om Their Training,
Utilization and Evaluation, WHO document HMD/NUR/81,1, Supplement 1.

Traditiemal Birth Attendants = An Annotated Bibliography on Their Training,
Utilizatlon and Evaluation, WHO document HMD/NUR/8L,1, Supplement 11,

The Potential of the Traditional Birth Attendant. A. Maugay-Maglacas and J. Simons
(eds) WHO Offset Publicatiom No. 93, WHO, Geneva, 1986,

The Supervision of Traditiomal Birth Attendants (TBAs), WHO document HMD/NUR/84.1

Aolescent Reproductive Health, An Approach to Planning Health Service Research,
4.1.. Friedman and X. Edstrom., WHO Offset Publication No. 77, WHO, Geneva, 1983

Women, Health and Development, A repert by the Director-General, WHO Offset
Publication No. 90. WHO, Geneva, 1985

Sai, F.T.; Family Planning and Maternal Health Care =~ a common goal. World Health
Forum, Vol,7, No.4, p.315. 1986

Fathalla M., Harrison K, A., Kwast, B. E., Bhasker Rao K.: Prevention of Maternal
Mortality. World Health Forum, Vol, 7, Neo. 1, p.30. 1986

Hersz B. and Measham A, R.: Safe Motherhood lmitiative. FProposal for Action,
World Bank, Washingron, 1987.
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ANNEYX IV
AGENDA
Friday, 21 August 1987
08,30 hrs = 09.00 hrs Registration of Participants
09.00 hrs = 09.30 hrs OPENING SESSI0N

Chairman; Mrs N, Filippa Lugtenburg (President ICM)
- Opening Address

- Address by Dv Angéle Petros-Barvazian,
Director, Family Health, WHO/HQ

=~ Address by Mrg Marjorie Newman-Black,
External Relations Cfficer, UNICEF, Geneva

— Introduction of Participants

~ DObjectiveg of the Workshop, Dr Barbara Kwast, MCH/HQ

= Nomination of Chairman, Vice—=Chairwan and Rapporteurs
59,30 hrs - 09.45 hrs TEA BREAK

PRESENTATION OF PAPERS

09.45 brs - 10,15 hrs - Maternal Mortality and Morbidity — A Midwifery
Challenge, Miss Joan Bentley

10.15 hrs ~ 10,45 hrs — Women's Perceptions and Needs during the
Reproductive Years, Dr Jane Mutambirwa

10.45 hrs = 11.15 hrs - Women's Health, Desired Pregnancies and Child
Spacing, Mrs Leticia Lorenzetti

11,153 hrs = 12,00 hrs — Flenary meeting for further information to clarify
questions.

12.00 hrs — 13,00 hrs LUNCH

13.00 hes -~ 13,15 hrs — Small groups (4) to identify needs and problems

13.15 hrs — 13,45 hrs = Plenary meeting to combine needs and problems

13.45 hrs — 14.30 hrs - Plenary meeting to group needs and problems into area

of education, policy formulation, management of
services, research,

14.30 hrs = 15.00 hrs TEA BREAK

15.00 hrs — 17.00 hrs SMALL WORKING GROUPS (4):
Action for chanpe
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Saturday, 22 August 1987

0R.30 hrs = 10.00 hrs Working Groups

10.00 hrs — 10,30 hrs TEA BREAK

10.30 hre = 12.00 hrs Reports of Working Groups 1 and 2

12,00 hrs = 13,00 hrs LUNCH

13.00 hrs = 14,30 hrs Reports of Workimg Groups 3 and 4

14.30 hrs — 15.30 hrs - brafting of Recommendations

15.30 hrs = 16.00 hrs TEA BREAK

16,00 hrs = 17.30 hrs - Drafting of final workshop recommendations to be

reported toe ICM Congress

17,30 hrs CLOSURE OF WORKSHOP




WHO/MCH/87.5
Page 25

ANNEX ¥

LIST OF GROUP MEMBERS INCLUDING RAPPORTEUR AND CHAIRMAN

Chairman of the Workshop: Mrs Margaret Peters

Rapporteurs of plenary sessions: Miss Ruth Ashtoun
Mrs A. 0. Payne

WORKING GROUPS

CROUP T — Midwifery Bducation including TBAsg

Dr J. Mutambirwa {(facilitator)

Mrs N, Al-Hakimi Yemen

Miss R. Ashton United Kingdom

Mrs K,G,A. Betts (Rappeorteur) Sierra Leone

Pr A, Bharadwaj India

Mrs M. Newman=Black UNICEF, Geneva

Mrs I, Acevedo Chile

Mrs N.G. Munyenyembe Malawi (Z2nd day onlvy)
Mre M, Ngui {Group leader) Sarawak

Mrs 5. Martosewoyo Indonesia

Dr A, Petros—Barvazian WHO (Genava)

GROUP I =~ Midwifery Functions and Roles

Dr B. Kwast (facilitator)

Miss M. Abela Malta

Ms M, Barker (Group leader) Barbados

Ms R.A. Daw El=-Belit Sudan

Mrs E. Ismail Egvpt

Miss M. Brain ICM {(Wales)

Mrg Munakarmi Nepal

Mg F.H. Mohamed Yemen (Democratic)
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ANNEX VI

ICM/WHO/UNICEF PRE-CONGRESS WORKSHOFP ON
WOMEN'S HEALTH AND THE MIDWIFE - A GLOBAL PERSPECTIVE
THE HAGUE, THE NETHERLANDS, 21-22 AUGUST 1937

LIST OF PARTICIPANTS
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Skt Thomas
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Malaysia

Mrs N. G. Munyenyembe
Ministry of Health
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