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Strengthening midwifery within safe motherbood

1. INTRODUCTION AND OVERVIEW

The death of a woman in childbirth is a disaster - an unnecessary and wasteful event
which caries with it a huge burden of human grief and pain. There is a sense of outrage at
such deaths; they need not happen, she was not ill.... and yet she died. It is only in fairly
recent years that public opinion has awakened to the fact that almost 600 000 women do die
each year as a result of pregnancy. Up to twenty times that number suffer lasting, debilitating
and often humiliating damage to their bealth. This workshop was held just as the Safe
Motherhood Initiative, launched in Nairobi in 1987, was about to mark its tenth anniversary.
It was the fourth in a series designed to equip midwives to strengthen their ability to meet the
challenge presented by this high number of maternal deaths, 99% of which occur in non-
industrialised countries.

L1  Goal and objectives

The goal of the workshop was to strengthen midwives’ capacity to take leadership
roles in the development and implementation of their countries’ National Safe Motherhood
Action Plans.

The major objectives of the workshop were:

l to explore the major issues related to maternal death and disability on a global as well
as a national level in order to identify specific midwifery actions to reduce maternal
deaths;

2. to identify strategies for active midwifery participation in the political processes
which result in the development and implementation of a National Safe Motherhood
Action Plan;

3. to understand the need for and the content of life-saving and risk-reduction skills for
the management of obstetric complications, together with the training implications for
country programmes;

4. to define and apply concepts of critical thinking to the practice of midwifery and
identify strategies for teaching critical thinking to various levels of health workers;

5. to understand the need for appropriate regulation, legislation and consultation
regarding midwife practice at national level to support autonomous actions and the
full scope of midwifery practice;

6. to formulate action plans to strengthen midwifery input into national strategies for
sate motherhood.
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1.2 Background

Immediately after the Nairobi Conference on Safe Motherhood the International
Confederation of Midwives (ICM), the World Health Organisation (WHO) and the United
Nations Children’s Fund (UNICEF) joined forces to hold the first collaborative pre-Congress
safe motherhood workshop. It was held in the Hague in 1987, and identified the vital
interventions needed to reduce maternal mortality and morbidity.! Midwives, as the front-line
care givers in childbirth, felt a particular responsibility to respond energetically to the Safe
Motherhood Initiative, They recognised that one of the most effective means to do this would
be to enhance their special competencies to recognise and manage the life-threatening
conditions such as eclampsia, obstructed labour, haemorrhage and sepsis. Midwifery
competencies needed to be supported by a better understanding of the role of the midwife,
improved systems for deployment and a greater capacity to use information for service
improvement.

The next workshop, held in Kobe, Japan, three years later, focused on developing a
comnmunity based educational framework which would strengthen maternity services within
existing primary health care systems, closing the gap between formal and informal health care
systems.” The reduction of maternal mortality and morbidity requires the widespread
availability of high quality midwifery competencies. The Kobe framework provided the basis
for the set of five Midwifery Education Modules subsequently developed and field tested by
WHO.” They offer midwife teachers a set of 100ls 10 teach the necessary competencies to

assess women’s service needs in their local communities as well as to deal with the main life-
threatening obstetric complications. In addition, the workshop called for a range of
strengthened legal and professional structures, greater use of partoerships with other NGOs as
well as UN organisations and 2 number of innovative educational initiatives.

The workshop held in Vancouver in 1993 was a logical sequel to the first two.* It
addressed the issue of how midwives could contribute to improved Safe Motherhood
outcomes through the measurement and promotion of quality in maternal health care. The
outcome of the workshop was a practical tool for quality assurance in midwifery. The
participants also urged midwives to adopt an approach of systematic critical evaluation of
their work, which should be based on the best available evidence. The importance of
involvement in policy development was stressed, together with the need for a change in the
client-provider relationship. Governments and professional organisations were urged to
provide support to the midwives’ efforts through legislation which enabled the full range of
practice, information systems and home-based maternal records, redeployment of midwives
to the community and the development of multidisciplinary teams of service providers.

1.3 Process

This workshop held in Oslo continued in the logic of its predecessors, but took an
innovative approach to the question of participation. For the first time teams of midwives -
3 or 4 in number - were selected from a restricted number of countries. Midwives from 16
countries came together in 12 teams to develop strategies for ensuring that the full potential of
midwifery’s contribution to improving the health of wornen and their babies and reducing the
unacceptably high levels of maternal death and disability is realised (Appendix 1).
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For the first time also the speakers were drawn uniquely from countries which face the
greatest challenge to maternal health. ICM provided the facilitators through its Regional
Representatives (Appendix 2). The country teams themselves, with the exception of Latin
America, which had one participant each from Bolivia, Chile, Guatemala and Nicaragua,
were selected where possible from the regulatory body, the Ministry of Health, from
midwifery education and midwifery practice. The remaining countries were Cambodia,
Eritrea, Ethiopia, the Gambia, Lesotho, Malawi, Nepal, Palestine, Papua New Guinea, South
Afnca, Uganda and Zambia.

A Background Paper (Appendix 5) was prepared and sent to each participant before
the workshop. It was intended to ensure that participants would begin the workshop with a
similar knowledge and background in Safe Motherhood, understanding that the information
contained in the background paper would be used as a basis for discussion and action during
the workshop. Participants were also asked to complete a questionnaire (Appendix 8) which
would give a brief, factual profile of maternity services and midwifery in their country. The
responses were displayed as large poster throughout the workshop and gave rise to much
discussion. The proposed timetable for the workshop (Appendix 3) was reviewed with
participants once they arrived on site., along with a discussion of the goal and objectives of
the workshop. The “Group Work Tasks” information (Appendix 4) was reviewed by the co-
chairs and emphasis placed on working together in small groups to begin the development of
a teamn spirit. As noted on the timetable, presentations were followed by small group activities
and joint activities at the end of the day. The template for Safe Motherhood Action Plans
(Appendix 9) was presented before the first small group activity and participants were
encouraged to build each step of the plan specific to their country’s needs, based on the
material presented by the speakers. This process was very well received and resulted in the
accomplishment of the stated objectives by the end of the workshop.

In order to reach their goal of formulating a plan of action to strengthen midwifery in
support of safe motherhood in their countries, the participants, in small groups, systematically
worked their way towards the objectives described above. Each of the objectives was
introduced by a midwife speaker illustrating the issue with experience from her own country,
followed by plenary discussion during which the participants explored the implications for
improved services and greater midwifery effectiveness elsewhere. The development of the
action plans was supported by a range of additional resources, such as the midwives’ own
country data on reproductive health and midwifery services, the background paper “Women
are Dying: Midwives in Action” (Appendix 5) and WHO's policy document on safe
motherhood, the Mother-Baby Package. The concurrent workshop on Safe Motherhood
Consultancy offered the opportunity of shared reflection between the participants as their
plang developed. The midwifery action plans were the final product of the workshop and the
vital putcome which should enable the midwifery teams to work effectively with a whole
range of partners 1o strengthen the input of midwifery to the Safe Motherhood Initiative,

Midwives have been identified by WHO and UNICEF, collaborative partners with
ICM in these workshops, as the key workers in reducing maternal and perinatal mortality and
morbidity. The action plans describe a range of interventions which strengthen and amplify
the potential for effective action by midwives at all levels, but especially within the process of
decision making. As a result of these two and a half days of intensive work together, the
midwifery teams, nominated by their governments and selected by KCM for this work,
returned to their countries equipped with a strategic, systematic tool which identifies
responsibilities, partners and timelines in areas as different as legislation and curriculum
review, advocacy and skills training, professional organisation and needs analysis. The Action
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Plans are all clearly designed to dovetail the activity of the midwives in all these areas with
the National Safe Motherhood Programmes of their countries. Follow-up of the progress of
the Action Plans is assured on a six monthly basis for a period of three years by the
Headquarters staff of ICM. A predominantly very positive evaluation of the workshop was
completed at its closure and will enable the coordinators to incorporate participants’
suggestions into future workshops.

1.4 National Safe Motherhood Action Plans: country reports

Seven of the countries represented already had National Safe Motherhood Action
Plans at different stages of development and the teams were able to share their experience
with those who do not yet have one. Representatives from these countries gave a brief report
of the current state of progress as summarized below:

The Gambia:

The Safe Motherhood Programme is situated within the national Women in Health and
Development Programme. The Gambia is concerned about persistently high levels of
maternal mortality, despite the fact that 90% of women have some antenatal care. Ninety-four
percent of children are immunized. Health care providers are not currently equipped to give
advanced life-saving skills. The government has identified midwives as the most appropriate
group to provide this service and supports the development of the extended role of the
midwife. There will be a need to evaluate the effectiveness of this additional training.

Lesotho:

Lesotho has had a Safe Motherhood National Action Plan for some time. All nurses in
Lesotho are also qualified midwives. The country participated in field testing the WHO
Midwifery Education for Safe Motherhood Modules to improve midwifery skills. Emphasis is
now being laid on revision of the family planning curriculum, with a special focus on training
the trainers. There is a need to look at the implications for operationalizing the Mother-Baby
Package, Development of midwifery protocols is almost complete, with seven midwives
responsible for finalizing the document, in collaboration with the obstetricians. The results
will be presented at an interdisciplinary workshop.

Malawi:

Malawi’s national Safe Motherhood Action Plan involves a multidisciplinary, inter-agency
team including WHO, UNICEF and the Department of Justice, among others. Safe
Motherhood interventions include translating teaching materials for midwives for use in rural
arcas, using the video “Why did Mrs X Die”, reducing delay in providing obstetric care, and
improving the quality of maternity care and standards of practice. Since all nurses are
automatically trained as midwives it was suggested that motivation might be increased by
training only those who positively wanted to be midwives. Two current goals are the
reduction of the number of high risk pregnancies and including family planning within
midwifery services.

Nepal:

In the face of high maternal and perinatal mortality rates the Nepalese government has
developed a National Action Plan for Safe Motherhood. Ten districts out of 75 have
developed Safe Motherhood Action Plans with NGOs, WHO and UNICEF and the
Association of Nurse-Midwives. After successful field-testing of the WHO Midwifery




T X700 IR PP T 3

Strengthening midwifery within safe motherhood 5

Education for Safe Motherhood Modules the professional association is working with
government to change the midwifery curriculum to equip midwives to respond more
effectively to obstetric complications. A simple, locally produced clean, safe delivery kit has
recently been developed and field tested for use by birth attendants in the home. All TBAs
and midwives in the rural areas are given these kits together with an information leaflet.

South Africa:

South Africa’s developed Primary Health Care system offers free health care for mothers and
children under six. This results in an unmanageable workload for the midwives. Current
objectives include improving access to care, equipping the midwives with advanced skills -
managerial as well as technical, decentralising training and involving men more in the
development of action plans for safe motherhood.

Uganda:

Uganda’s 16.6 million population is growing rapidly. After a long period of political
difficulty the country now has an elected President committed to women's health issues. A
national committee is responsible for giving mothers’” health priority. A second technical
committee has produced a national health guidelines document which gives direction for
health care for women between the ages of 15-49. It sets the goal of reducing maternal
mortality rate by 50% by the year 2015. The midwifery curriculum is to be expanded to the
level of bachelor of science in nursing, which includes midwifery as well as a comprehensive
nursing course. Legislation is to be changed to give more power to midwives to implement
advanced life saving skills. The WHO Midwifery Education for Safe Motherhood Modules
are being field tested in Uganda and will provide a basis for revising curriculum plans. Rapid
cvaluation methodology has been used to evaluate safe motherhood needs. This showed that
only 28% midwives have had refresher courses. There is plan to develop a training the
trainers programme. Funding remains a constant problem, with 80% of activities funded by
donor agencies.

Zambia:

The Zambian government has had a Safe Motherhood programme for some timne, although
the maternal mortality figures remain a major challenge. Efforts are concentrated on
improving quality of service at all levels. Initiatives include testing life-saving skills modules
in midwifery schools, improving logistics for training districts, identifying hospitals with
severe shortcomings, upgrading technical and counselling skills of midwives, doctors and
clinical officers, increasing awareness of referral systems for obstetric complications,
improving the management of family planning, developing information systems, and multi-
sectoral consensus building on reproductive health.

1.5  Presentation of country data

Since an analysis of the existing situation is an indispensable preliminary step to
determining any plan of action, in the weeks before the workshop the midwifery teams were
invited to prepare data related to matemnity services from their countries (Appendix 8). The
data sheets offered a brief profile of those services, as well as perinatal outcomes, in relation
1o midwifery manpower availability and training. The information provided was displayed in
poster form throughout the workshop and the enssing Congress. It demonstrated a great range
of difference in country situations and provided a basis for considerable discussion, especially
when a number of the participants from the consultants’ workshop provided similar data
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about the more industrialised countries. The data sheets illustrated many different approaches
to the provision of maternal and newborn health, with some countries having a relatively
strong midwifery service and others adopting a system based more on the availability of
generic health care workers or a high proportion of medical staff.

SUPPORTING ACTION FOR SAFE MOTHERHOOD

2.1 Safe motherhood and the international agencies (Obj. 1)

WHO and UNICEF have each made a major commitment to women’s health,
particularly through the Safe Motherhood Initiative, as well as being partners with ICM in
each of the pre-Congress workshops. The dimensions of the problem of maternal mortality
were highlighted by the joint publication early in 1996 by WHO and UNICEF of revised
Maternal Mortality estimates.® These figures showed that the numbers of women dying in
childbirth were even higher than previously thought, in excess of 585 000 a year. These
figures conceal the reality for many of those who survive, as morbidity related to pregnancy
and childbirth condemns an alarmingly high number of women to chronic ill health.

Maternal health is at the heart of the reproductive health programmes being developed
i the wake of the United Nations International Conferences in Cairo and Beijing. Key
principles endorsed during these conferences included:

promoting women’s rights rather than merely responding to their needs
involving women in programime design and implementation

empowering health planners and providers to confront gender discrimination
ensuring health promotion to complement access to quality services
ensuring sustainability and developing collaboration

giving priority to the most vulnerable

Strategies to ensure sustained reduction in maternal mortality include improved access
to essential services for obstetric complications, strengthening midwifery, making women
partners in their own care through better information systems, mobilising the community to
take an active part in promoting women’s health, expanding the scope of reproductive health
care and enlisting media support.

Global strategies have to be translated into local action. The Mother-Baby Package, a
guide for implementing safe motherhood in countries, forms the basis for WHO's Safe
Motherhood Programme.® The purpose of the Mother-Baby Package is to help countries
transform vision to action in the design and implementation of their National Safe
Motherhood Action Plans. It spells out the essential elements of a programme which needs to
be in place if pregnancy and childbirth are to be safe. Based on the principle of equity for
women and the primary health care system, the four pillars of Safe Motherhood - family
planning, antenatal care, clean and safe delivery and essential obstetric care - provide the
irreducible minimum of services which women need.

Strengthening midwifery is a key strategy for both WHO and UNICEF in their effort
to reduce maternal mortality and morbidity. WHO and UNICEF are united in their belief that
every woman should have access to skilled midwifery services for her pregnancy and birth.
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Available data make it clear that the presence of trained skilled attendants at birth plays a
critical part in improving maternal and newborn outcomes. The quality of trained attendant at
birth is probably even more important than the quantity. Obviously, sornething has to be done
about the fact that almost half of the world’s women still give birth without skilled care - but
without the appropriate competencies simply increasing the numbers of caregivers will not
automatically improve outcomes for mothers and babies. Sound midwifery education
programmes, both basic and in-service, and the development of a curriculum which reflects
the needs of each country, are vital. At the same time it is important to address issues of
human resource deployment, working conditions and legislation which controls and regulates
midwitery practice. These moves would strengthen midwifery personnel to implement Safe
Motherhood activities.

World-wide there has been extensive investment in training traditional birth
attendants (TBAs) over the past two decades, with, in many cases, no notable improvement in
outcomes for women and their newboms. Tt is true that TBAs are generally popular with
women - they are accessible, economical and, perhaps most important as far as the women are
concerned, are part of the culture into which the woman is giving birth. Nonetheless, the
limitations of using TBAs have gradually become apparent. Without an effective system of
supervision and referral it is unrealistic to expect too much from people with such very
limited training. Too frequently, once trained, TBAs fall between the two stools of the
community and the formal health care systermn and are often lost completely from the service.
As a consequence the major agencies are reviewing their position with regard to support of
TBA training. WHO and UNICEF are working together to strengthen midwifery in pursuit of
better safe motherhood outcomes.

2.2 Strengthening safe motherhood through political processes (Obj. 2)

A senior midwife from Cambodia outlined the political process that results in the
development of a country’s national Safe Motherhood Programme and how midwives can
become active participants in this process on behalf of women and their health. Using the
example of recent developments in Cambodia, she described the growing awareness of safe
motherhood as an issue. Very many women live in rural areas where as many as 70% may be
unable to read. There is little awareness of the possibility of preventing maternal death and as
a consequence there is a lot of fear of childbirth. Transportation is a major problem in the
country because 80% of population are farmers and most women work and live in rural areas.
The govemment now believes that maternal health is a major probler and with the help of
the World Bank and the Asia Bank they are putting money into the district hospitals - one
hospital is planned for each catchment area of 100 000 people.

As part of this Safe Motherhood policy midwifery 15 being systematically
strengthened. With WHO technical support a full-scale strategy for midwifery has been
developed. Cambodian midwives linked with Australian midwives to work on safe
motherhood issues. As a result, they introduced information on safe motherhood to midwife
teachers at a conference and ran a series of workshops to discuss safe motherhood issues and
develop & plan of action. Midwives developed a stronger voice through this partnership. They
identified their own learning needs and made contact with Ministry of Health where they
obtained support for more training. Midwives organized into the Cambodian Midwives’
Association in 1994, In 1996 they organized a national Safe Motherhood workshop. Now
they will be part of a team to revise midwifery legislation. Midwives are ready to develop a
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draft plan of action which will raise the standard of their education and reduce the volume of
their practice, for there are so few of them that they cannot cope with the existing demand for
services. The plans are to have an auxiliary midwife with a 1 year training and a primary
midwife with 3 year training. Nurse-midwife training will begin in 1997.

2.3 Life saving skills: implications for midwifery education (Obj. 3)

Very many safe motherhood needs assessments have underscored the absence or
weakness of skills in interventions for obstetric complications. A senior midwifery lecturer
from Tanzania explored the historical background to the development of life saving skills
curricula before outlining the essential steps needed to implement a programme of training for
midwives. Each of the three previous pre-Congress workshops underlined the importance of
midwives acquiring the essential skills which enable them to manage life-threatening
complications, Deaths occur at home as well as in health centres and hospitals and care
providers have to be equipped with life-saving skills appropriate to different care settings. In
1991 WHO listed the following essential obstetric skills/functions which should be available
at first referral level:’

. surgical obstetrics/caesarean section, suction curettage for incomplete abortion

. anaesthesia

- medical treatment (anaermia, sepsis, shock, eclampsia)

. blood replacement

. manual procedures and labour monitoring (manual removal of placenta,
vacuum extraction, partograph

» management of women at high risk (maternity waiting homes)

. family planning support (insertion of IUCD, tubal ligation or vasectomy)

The 1987 ICM/WHO/UNICEF collaborative pre-Congress workshop in the Hague
recommended that midwives should be able to do the following:

. manual removal of placenta and retained products

. prescribe/use antibiotics for the treatment of sepsis

. initiate and monitor blood-loss replacement for the management of severe
haemorthage

. IV administration of medications to control eclampsia

. sedate and monitor the woman with severe pre-eclampsia or eclampsia.

In 1990 the pre-Congress workshop in Kobe, Japan recommended that essential
obstetric functions be included in the midwives’ curriculum and that midwives be prepared in
managing their expanded roles.

The participants of the Oslo workshop listed the following life-saving skills as vital
for all midwives to ensure safe motherhood:

. use of the partograph

. internal version

" breech delivery

- vacuum extraction, forceps, symphysiotomy

. destructive operations
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. manual removal of the placenta

. vacuum aspiration of the uterine cavity after incomplete abortion

. repair of second and third degree tears

’ management of shock and resuscitation of newborn

. arange of farmily planning methods, including IUD insertion and removal.

Within communities midwives could work with the local population and their leaders on
social/educational issues such as discouraging early marriages (13 years and below are not
uncommeon), improving transport and referral systems and increasing opportunities for health
education for women in schools, places of worship and community centres, as well as in
clinics.

Policy issues which need to be addressed include:

. creating a supportive environment at the policy level where decision-makers
may not be convinced that midwives can perform advanced skills

. developing a national standard management protocol on the performance of
life saving savings skill for all levels of midwifery personnel

. developing a consensus involving policy makers, midwives, obstetricians and

community representatives regarding the essential life-saving interventions to
be undertaken by the midwives

. reviewing and amending legislation to permit the full range of essential life-
saving skills to midwives, including prescribing rights for essential
medication.

Strategies for strengthening life-saving skills capacity in midwifery include:

. drawing up a plan of action involving all people concerned indicating what is
to be done, by whom and how to do it, including time-lines

. developing life saving skills programmes at a national level

. preparing midwife teachers with the capacity to transmit life-saving skills

. changing the midwifery curriculum at basic and continuing education levels

. ongoing monitoring and evaluation of the process and its eventual impact on

maternal mortality and morbidity.

Empowering midwives to make their full contribution to reducing childbirth-related
deaths through improved life-saving skills, when and where they are needed, involves a major
process of change in many places. It will require cooperation among all concerned, at national
as well as at local level, and involves attitude as well as structural change. The process will
need to be comprehensive in its scope, conerete in its applications and continuous, if it is to
be effective in saving lives.

24 Critical thinking in midwifery management (Obj. 4)

The importance of applying critical thinking to the practice of midwifery was
illustrated by a midwife teacher from Malawi in relation to the use of the partograph. The
Nurse-midwifery Management Process (NMMP) has been described as “a systematic,
scientifie, logical and organised way of giving care to women which enables the professional
midwife to provide comprehensive and individualised care” (Jonazi, 1996). It is based on the
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nursing process, which has been described since the 1970s. Like the nursing process the
NMMP has identifiable steps. It is organised, systematic, cyclical and deliberate. It is
problem-oriented, goal directed and orderly. It is open to additional information during its
application.

The midwifery managerment process and the use of the partograph together exemplify
a cyclical process whereby six distinct steps constitute a systematic approach to the care of
labouring women:

. data-gathering and assessment
. diagnosis and decision-making
. planning and management

. implementation

. evaluation

. recording.

Data-gathering and assessment need to be as detailed as possible depending on the
client’s condition and circumstances. It should include a careful history and review of
previous records, where they exist, and be followed by thorough physical examination and
appropriate diagnostic studies. The old system of “ask™ “listen” “look™ “feel” has much to
recommend it, particularly when a conscious effort is made to analyse and synthesise the sum
of the information collected.

Diagnosis and decision-making includes problem identification. Problems can be
actual (the woman is bleeding), potential (there is a multiple pregnancy) or suspected
(unspecified lower abdominal pain which might be the onset of early labour or might be a
urinary tract infection). Problems also present with varying degrees of gravity and urgency.
Good decision making depends on their accurate identification and classification, as well as
the effective use of the full range of the midwife’s experience, knowledge and sound
judgement. The first and vital decision has to be whether or not emergency intervention is
required.

Planning and management include prioritising actions and determining which
needs/problems will be resolved by midwifery action and which need referral or consultation
to other disciplines or levels of care. Planning a course of action may mean choosing between
alternatives and the woman and her family should be involved in this process where possible.
Planning is more likely to be effective if its different steps are listed, together with their
objectives, the necessary interventions and the planned evaluation.

Implementation of the plan needs to be prompt, timely, appropriate, safe, efficient,
ethical and compassionate. Whoever gives care, it should be carried out in continuous
dialogue with the woman and her family in such a way that they are genuine partners in care
and that the woman has, where possible, a sense of control over what is happening to her.

Evaluation of the planned interventions is designed to ensure that the action plan has
indeed achieved the intended results. It involves asking questions such as:

. Has the planned intervention been carried out?
. Was it successful?
. Has the goal been achieved?

. Does the intervention need to be continued, stopped or modified?
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Questions regarding the way in which the intervention was carried out are to do with
quality of care and require a response to enquiries such as whether the planned action was
carried out safely, effectively, efficiently and in a caring manner. If the woman herself was
responsible for the intervention (for instance, did she make the decision about where to give
birth) questions need Lo focus around issues of motivation, adequate information and
appropriate resources. Unsatisfactory responses to these questions lead to farther probing to
establish why it was not possible to accomplish the plan of action and may well lead to
adjustments in future similar plans. This cyclical process has an internal dynamic, which,
when it 15 thoughtfully harnessed, provides a continuous stimnulus for improvement in
standards of care.

Full and accurate recording of all stages of the process is essential to its effectiveness.
In addition to obvious principles such as the need for records to be clear, legible and precise,
it is important to develop the habit of recording findings and observations at the time that they
are noted - records should be “contemporaneous” - not filled in hours or sometimes days after
the event in question. Record keeping begins with the whole process of care and continues as
long as care lasts, it is not simply a final note of events. Apart from the obvious and
immediate importance of accurate records for the wellbeing of the woman, clear, accurate and
complete documentation enhances continuity of care, establishes accountability, and
maintains professional standards.

The participants discussion of the significance of these different elements stressed the
importance of detailed history taking, not just the assessment of a woman’s physical
condition and socio-economic circumstances, but also of her family situation. Decision
making and diagnosis start immediately in this initial appraisal of a woman’s health status.
The midwifery management process is special in that it leads to decisions being made about
two people, the mother and the fetus. Reflective practice is encouraged by using a series of
questions such as:

What is the suspected problem?

How is it assessed?

How does this assessment correspond with what is already known of the
situation?

Are clear, specific goals identified?

Are the planned actions those most likely to achieve these goals?

Does the documentation support future care as well as record past events?

Proper, systematic use of a midwifery management process will facilitate follow-up
care a3 well as continuity between practitioners and even institutions if necessary. The
documentation of the process will provide a basis, if needed, for legal purposes, research and
education.

The use of WHO Partograph® in Malawi has been adapted 1o local needs and
conditions through this process of critical reflection. As well as being a vital tool for labour
monitoring it also provides a valuable mechanism for assisting students to adopt a critical
approach to the systernatic review and evaluation of client care.




12 ICM/WHOMUNICEF pre-Congress workshop:

2.5  Midwifery regulation/legislation (Obj. 5)

The situation of the midwife in Zimbabwe was used to illustrate different aspects of
how the formal national processes can be used to support and strengthen the scope and quality
of midwifery practice. In Zimbabwe the maternal mortality in 1980 was 264/100 000. At the
beginning of the 1990s the figures seemed to have improved significantly, but by 1993 a
nationwide study showed a maternal mortality rate of well over 300/100 000, with a high HIV
rate. Professional development is changing in response to societal factors such as a change of
government, a more militant community which wants quality of care and the fact that women
do not want male midwives. There are moves 1o decentralise the health service and make it
more responsive to local need. In this period of change midwives have had to demonstrate the
capacity to maintain high standards of care, to collaborate with other health professionals in
providing primary health care and to evaluate and utilize research findings in midwifery
practice. The scope of midwifery practice in Zimbabwe includes antenatal, intrapartum and
postpartum care, women's health, family planning, health education on reproductive health,
counselling, child health services, immunization, growth monitoring and school health
services. At community level the activities in which midwives are involved include:

. upgrading and support of traditional midwives

. community income generating projects designed to improve the local standard
of living

. logistic support to the community activities.

At a national level the professions are regulated by the government Health
Professionals Council, with representation from pharmacists, physiotherapists, church,
community, nurses and midwives, university, nurse/midwives association, law and the
Ministry of Health. The Council is responsible for the training, registration and discipline of
all health professionals. All midwives are trained as general nurses (3 years) - midwifery
training is an additional year. Two more years are needed to become an administrator, clinical
nursing officer, nursing educator, or community health nurse. There is also a 3 year BSCN
program. Graduates of the midwifery training program are expected to provide quality health
care services to mothers and their families, accept responsibility and accountability for
midwifery practice, and ensure their own professional and personal development.

Midwifery practice is regulated by an Act of Parliament which allows midwives
autonornous practice within a certain framework of ethics and principles. In the District
Health Service doctors do 20.1% of antenatal care and the midwife 75.3%. Doctors usually
charge high fees and they tend to see the low risk patients, who are generally the most well-
off. Midwives deliver about 50% of the women and about 20-30% go back to TBAs for birth.
Structural adjustment programmes which strengthen the fee-for-service basis for health care
have diminished the number of women accessing the formal health care system. The
government has acted in response to this phenomenon and Zimbabwe now has a patients’
charter to empower women to obtain the type and quality of service that they need. As a
result, patients are more aware of their rights and it is all the more important that midwives
understand the regulations and laws which govern their practice. Midwives need to be
strengthened by embracing a code of ethics, not least because they are vulnerable to
prosecution if they do not perform ethically, but above all in order to ensure that their clients
receive the best quality of care possible.
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Strategies for reducing maternal mortality in Zimbabwe include:

. periodic revision of national policies and management

. strengthening of training of midwives and other health wotkers in
MCH/famuly planning

. promotion of the status of women through literacy and income generating
projects

’ research survey to measure the impact of the traditional midwives

. promotion of intersectoral and interministerial collaboration in health issues

. promotion of other health care practices and environmental measures.

Achievements for the period 1988-1994 include the upgrading of district hospitals in
each province under the family health project review of MCH/family planning programmes.
The 1994 maternal mortality survey determined the factors contributing to death in childbirth.
In response to this, changes have been introduced to the midwifery curriculum to improve
standards. A survey on the role of nursing/midwifery personnel in primary health care is
being conducted with the collaboration of governmental ministries, UN agencies and NGOs
on women'’s health. State maternity nurses are to have an upgraded training programme and
maternal and newborn care is being introduced into the curriculum of most health care
workers.

2.6 Strengthening midwifery for safe motherhood: summary of plenary discussion

Subsequent plenary discussion identified common problems in many of the countries
represented. These largely concerned the issues relating to quality and standards in midwifery
SeIvices.

2.6.1 Constraints on quality midwifery care

The constraints on developing a national programme of quality midwifery care were
thought to fall into three categories, motivational, organisational and economic.

Motivational factors included ensuring that candidates were not forced into
midwifery if they were not interested. Other factors included lack of career development or
“upward mobility”, lack of control, with midwives having no say in policy making, no
decision-making powers, lack of equipment and resources. Some mmdwives leave the country,
take early retirement or leave midwifery due to discouragement. Others adopt a poor attitude
towards their clients as a result of demoralisation. The high incidence of HIV/AIDS among
pregnant wornen, causing fear and anxiety in their birth attendants, as well as the problems
posed by restrictive abortion laws were also cited among demotivating factors. Finally, the
low status accorded to women in society and to their health needs was a cause for concern.
Incentives such as increased salary for midwives and a structured career ladder with schemes
of service promotion would improve recruitment and retention.

Organisational factors included lack of in-service training or other system for
improvement of skills, poor means of communication, Jack of transport or
telecommunication, and a shortage of midwifery training schools and tutors. Collaboration
with government, bilaterals, NGOs and others could improve access to resources and
equipinent.
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Economic factors included the general economic position of the country resulting in
national retrenchment, the cost of training midwives to implement SM strategies, lack of
access to and control of resources and the fact that midwives are not paid well in relation to
salaried nurses.

2.6.2 Reversing falling standards of midwifery care

It was the view of many of the participants that standards of midwifery care had
declined over recent years, for a number of reasons, Discussion threw up a number of
suggestions for measures which might combat the downward trend of standards. These fell
under the broad headings of policy, practice and training;

Policy: The group stressed the importance of midwives making a greater contribution
to policy making at all levels, from national to local. They should be prepared to collect,
analyze and present data on safe motherhood and the essentjal interventions needed to reduce
maternal deaths. Decentralization of the budget would make realistic development of local
budgets and initiatives more feasible. Midwives should be empowered to seek funds from
donors, the private sector, etc and take responsibility and be accountable for the management
of such funds. In a number of countries no separate legislation exists for regulating midwifery
practice. A Midwifery Act would define the scope of practice, and empower a Midwifery
Council to register and regulate the practice of all midwives as well as to approve midwifery
curricula. This would be a vital step towards getting life-saving skills established as a routine
component of midwifery training, as well as ensuring the legality of such skills in the hands
of midwives. The Council would be responsible for developing a national policy on standards
of care and a code of ethics. It would instigate disciplinary action for midwives guilty of
negligence or misconduct. The formation of a national midwives’ association would address
issues related to salary, hours and working conditions, as well as provide a forum for debate
and continuing education.

Practice issues for safe motherhood include ensuring that midwives are able to
monitor and audit thetr practice, including the use of life-saving skills. Women should have
direct access to the services of a midwife for all her childbearing needs, Midwives must also
assume responsibility for the correct use and maintenance of appropriate equipment as well as
negotiating adequate supplies. They need to identify the gaps in the service available to
women as well as the gaps in their own knowledge with respect to life-saving skills, Where
the legal infrastructure inhibits the full scope of life-saving midwifery practice adjustments to
legislation may have to be made. Standard setting for quality assurance in midwifery practice
is an important step in improving services. Quality of care is a major issue and must be
defined, ensuring that women receive appropriate, timely care from a skilled person.

Training: Standards for admission into midwifery programs have to be established.
Countries will decide whether or not a nursing qualification should be a prerequisite of
midwifery training. The important outcome, whatever the pathway to qualification, is a
competent midwife. The provision of refresher, post-basic, or annual in-service training
programmes in the workplace would enable midwives to keep their practice up to date. A
wider choice of post-basic courses should be available to prepare midwives to meet new
developments in their field of practice. The shortage or absence of midwife teachers was a
problem in most countries, and the quality of their selection and preparation a source of
concern. Midwifery tutors should be experienced practitioners of midwifery and have
completed a thorough course in educational theory and practice before being promoted to a
teaching position, Governments should encourage and facilitate midwifery research designed
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to lead to improved care. There is an urgent need to strengthen the teaching and research
capacity of midwifery in most countries, supported by access to up-to-date information and
teaching materials.

3. STRENGTHENING MIDWIFERY FOR SAFE MOTHERHOOD

3.1 Country Action Plans (Obj. 6)

The final goal of the workshop was the production of action plans which would enable
midwives to make a more effective contribution to the safe motherhood commitment of their
countries. This section gives a brief narrative account of the Plans which were prepared using
a standard proforma (Table 1). Each country team presented the essential elements of the
action plan to the whole group. The main points of the presentations were:

Cambodia:

The team planned to work with professional associations to lobby for a policy for regulation
of midwifery practice and establishment of standards of care for the matemity services. In
collaboration with national authorities they will conduct training for midwife teachers in
essential obstetric care skills as well as the birth spacing curriculum, with emphasis on
improving access to in-service education for midwives practising in remote areas. The action
plan asks for a review of the current policy on staff deployment, with a view to gaining a
more equitable distribution of midwives.

Eritrea:

The long term national geal is to reduce the maternal mortality rate by 50% from its current
very high level (1400:100 000). In order to ensure midwifery’s effective contribution to this
work the team adopted a multi-pronged strategy of strengthening professional associations to
work together with government and other agencies to achieve safe motherhood goals. The
wide range of activities geared to this included organizing a competent and powerful nationa}
maternal health and safe motherhood committee representative of all parties who could
contribute effectively to the programme, The formation of a midwifery association with a
sound ethical basis would provide a focus for raising the profile of midwifery and
strengthening the number, the quality and the education of midwives. The government would
be encouraged to open an interdisciplinary College of Health Sciences which would give
priority to training teachers from all the professional groups involved in delivering maternal
health care services. Curriculum revision, professional supervision, the provision of essential
supplies and the involvement of the community in setting up workable referral systems and
improving female literacy levels are further components of the strategy for safe motherhood
developed by the Eritrean team of midwives.

Collaborative partnerships would be formed with midwives, the Ministry of Health, UNICEF,
Ministry of Education, Ministry of Agriculture, women’s associations and the Ministry of
Information. Human and financial resources would be also sought from NGOs, US Aid,
World Bank, and the community.
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Ethiopia:

The key objective was to make a full range of maternal and child health services available to
all women in a country where health care coverage is particularly low and the physical
obstacles to care are considerable. The national Safe Motherhood goal is to reduce the
maternal mortality rate by 50% in the next five years. A recent safe motherhood needs
assessment identified considerable service gaps as well as training needs.

A central strategy was to assign increased numbers of trained and skilled midwives at all
different levels of the health care system. Curriculum revision has already started to equip
midwives with the necessary skills. Service provision on the ground would be enhanced by
establishing maternity waiting homes, strengthening referral systems and increasing access to
family planning. This all demands close collaboration with officials in the Ministry of Health
and the NGO community and work is already in progress with the support of the Swedish
International Development Agency.

The Gambia:

The main objective was to create awareness of the safe motherhood goals and explore
different ways of achieving them. Strategies for this advocacy task included holding meetings
or workshop for Ministry of Health Staff, Midwifery Association members, Head of Schools,
Midwifery Tutors, Registrar and Members of the Midwifery Committee. Strengthening
midwifery at an operational level requires a number of activities from reviewing established
regulatory mechanisms and curricula to determining standards of practice and offering in-
service skills-upgrading for implementing the Mother-Baby Package recommendations.

This would be done with the support of the ICM workshop team, the Midwifery Association
members, the Ministry of Health, midwifery tutors etc. Funding for activities would be sought
from WHO, the Rotary Club and Save the Children Fund UK, with supplementary funding
from UNFPA and UNICEF.

Lesotho:

The main features of the Lesotho Action Plan included lobbying for accelerating the review
of the Nurse-Midwifery Act to widen the scope of midwifery practice to encompass life-
saving skills. Plans for the subsequent review of the curriculum and new programme for
teacher preparation followed from this. Further features were the establishment of a
professional association for midwives in Lesotho and activities directed to improving the
quality of midwifery care through programmes of in-sexvices education and a review of
midwives’ conditions of service and the maintenance and care of essential equipment and
supplies for the maternity services.

Malawi:

The team’s main objective was to increase the level of government and political awareness of
the role and contribution of midwives towards the reduction of maternal and infant morbidity
and mortality. The key strategy would be to enhance the existing efforts taken to form a
Midwives Association within the existing national Nurses Association. There are also plans
to develop a position paper on the magnitude of the safe motherhood problem, including the
causes of maternal mortality showing how midwifery can be utilized to reduce maternal and
infant mortality. The position paper would be used to lobby government, policy makers and
the national SMI task force to support the development of midwifery services. The interim
committee of the Midwifery Association, midwifery tutors, nursing personnel practising
midwifery, the newly appointed executive committee of midwifery association and the ICM
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workshop participants would support this activity. UNFPA and UNICEF would be asked to
support the project.

Nepal:
Nepal already possesses a national policy for Safe Motherhood and has recently published

National Maternity Care Guidelines to establish the basis for good practice in a country faced
with special geographic and communication challenges. Midwives are already active partners
in the process of extending good safe motherhood practice and in networking with
counterparts in other sectors such as education, social welfare, women in development,
fabour, agriculture and legislation. Their aim to strengthen maternity care services involves a
plan for skills-upgrading of all cadres of staff. Their early adoption of the life-saving skills
modules for midwives is to be expanded, with a focus on training teachers of midwifery. The
community 1s to be involved wherever possible, particularly in establishing effective referral
mechanisms in areas where transport is difficult. Midwives will simultaneously collaborate in
efforts to improve the functioning of first referral centres at district level, for the management
of obstetric complications. The collaboration and support of a range of agencies and NGOs
will be sought to support implementation of this action plan.

Palestine:

Recent developments in Palestine have underlined the urgent need to put essential services
for childbearing women in place. The role and identity of the midwife have come under
scrutiny during this time and work already begun, such as the data being collected on the
availability and standards of midwifery practitiorers, provides a ¢lear basis for future
planning.

The main objective was to establish a professional regulatory authority and structure for
midwives. The strategy to be adopted included supporting the existing Midwifery Committee,
establishing and fostering channels of comimunication with the Nurses and Midwives
Council, coordinating activities with the Ministry of Health, starting Safe Motherhood
Initiative tasks in the community, and assessing and monitoring midwives’ practice in the
community. The work would be undertaken with the collaboration of rmidwives, the Ministry
of Health, UNICEF, UNRWA, NGO’s, Community clinics and the Nurses and Midwives
Council, with the financial support of NORWAC., ICM would be an additional resource.

Papua New Guinea:

Strengthening the professional association both nationally and internationally was the strategy
adopted by the midwives of Papua New Guinea in their effort to contribute significantly to
the Safe Motherhood Programme of their country. Their plan included developing a
constitution for a midwifery association which would develop professionalism and strengthen
teamn work in order to improve standards of practice and offer effective care to mothers and
babies. International networks would be used to build on the knowledge and skills of PNG
midwives, Supporting strategies included a review of the regulation of midwifery practice and
of the curmriculum, plans for career development for midwives and efforts to increase the
research capacity of midwives. This detailed, multi-pronged approach to strengthening
midwifery drew on the resources of many sectors and complementary disciplines and covered
a ume-span of more than two years.

South Africa:

The Action Plan of the South African tearn contained three key elements. The first was to set
up a Safe Motherhood Task Force with responsibility for identifying the gaps in health care
provision for childbearing women. This would require a high level of collaboration and
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cooperation from many agencies but is an essential prerequisite to providing effective
services. Running parallel to this work of needs assessment would be a major revision of the
midwifery education programme to incorporate life-saving skills at basic and advanced levels.
This would be supported by a simultaneous review of supporting legislation which would be
necessary to permit the midwives to practise those skills.

Uganda:
The main objective is to accelerate the upgrading of midwives’ skills in life-saving

interventions. A major revision of the curriculum for life-saving skills is currently being
undertaken and midwives witl build on its outcomes through strengthening teaching skills.
The key strategy will be to conduct Training of Trainers workshops. The plan includes
identifying personnel for 5 workshops of 10 participants each. Collaborators would include
the training division of the Ministry of Health, MCH/family planning and nursing division,
WHO, UNICEF, University of Pennsylvania and the East, Central and Southern Africa
College of Nursing (EXSACON).

Zambia;

The key objective is to develop a consensus on professional ethics and legal practice on Safe
Motherhood. The main strategies include lobbing for increasing the awareness of the
professionals, politicians, and other key decision makers, the enactment of legislation and
regisiration mechanisms. These will recognize the scope of independent midwifery practice
and ensure that the midwife is not constrained by others in her ability to evaluate and improve
her practice. There should be a review of the policies, curriculum and job description for
midwives. Collaborators would include the General Nursing Council, the Ministry of Health,
obstetricians, GTZ.

Central/Tatin America

Guatemala, Nicaragua:

The main objective was to sensitize health authorities and NGO’s about the importance of
developing a national safe motherhood plan for decreasing maternal and infant mortality and
morbidity rates in the four countries represented. The plan was to organize a workshop to
sensitize the health authorities, with the support of the ICM team. Collaborators would
include municipal authorities, UNICEF, WHO, Save the Children Fund. In addition to this a
major review of existing mother and child services was to be undertaken and its finding fed
into a revision of the midwifery curriculum. The midwifery education programime was to be
amended in the light of the desired occupational profile of the midwife in Guatemala and
Nicaragua. A series of workshops would sensitise current staff to changes and offer them
insight into the expectations and needs of women and the most effective ways in which
midwives can respond to those needs. This work would provide the point of departure for
developing a project for the establishment of a school of midwifery in both countries.

Bolivia:

The main objective was to introduce the presidential decree on safe motherhood to be signed
this year. The strategies adopted include improving the quality of the nurses (sic) and other
personnel in the health services. Collaborators and supporters include the Ministry of Health,
the First Lady, the Ministry of Human Development, UNICEF. Human resources include
medical nurses, auxiliary nurses. Financial support could be through the National Bank and
the Inter-American Bank of Development, WHO, UNFPA, PAHO, UNICEF.
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Chile:

Improving the hurnan relations aspect of midwifery care was the central strategy selected for
offering quality services to women. More effort would be directed to IEC (Information,
education and counselling) programmes for women's health. Reductions both in perinatal
mortality rate and in the number of women needing treatrment for unsafe abortions would be
important targets for midwives, The level of perinatal deaths required more research into the
referral system as well as a review of service standards. The post-abortion needs of women
would be catered to through a strengthened partnership of women’s organisations and
midwives.

4. CONCLUDING DISCUSSION

In plenary session together with participants of the consultants’ workshop a consensus
was reached on strengthening midwifery for safe motherhood through political action. The
workshop participants underlined the importance of:

* lobbying for an improved legal infrastructure to support an expanded scope of
midwifery practice

. midwifery participation on regulatory bodies at all levels

. active professional association building

. advocacy to win consumer support and clarify midwifery identity

. national and international networking for skills development

. resource robilisation for improved educational opportunities

. integrating midwifery activity fully into the national safe motherhood action
plan

. increased emphasis on the quality of the preparation of midwife teachers.

Miss Margaret Peters, Director of the Board of Management of the International
Confederation of Midwives, closed the workshop by reminding midwives of their new
responsibility. They would have the task of raising the tide of awareness, creating waves
which will wash across colleagues and officials at home and kindle the same sense of urgency
as the midwives themselves now feel . Once back home, midwives will listen to women, hear
their views, understand their needs. They should work to make sure that there is a midwife on
every safe motherhood committee, as well as to ensure that every wormen has the services of a
competent person to accompany her through pregnancy and birth. Miss Peters said that the
fact that so many midwives are planning to set up midwifery associations is both encouraging
and strengthening, for time spent with colleagues, working together to achieve a common
goal, brings its own strength. Things have moved a long way in the ten years since the launch
of the Safe Motherhood Initiative. Midwives are far more articulate, more eloquent about the
situations in their own countries and more knowledgeable about the world picture than they
were a few years ago. They are much better prepared today to move forward and make
inroads into safe motherhood. Miss Peters said that some of the participants at the present
workshop had gone so far in their work towards safe motherhood that they may not be present
at next pre-Congress workshop. It will be time for them to leave their place for others. That
will be the measure of their success.
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Appendix 3

WORKSHOP TIMETARBLE

Thursday Evening: 23 May 1996

19.00 - 22.00 Social gathering for both workshop groups: introductions, review of posters on
country statistics; designation of mixed small groups for joint activities on
Friday and Saturday.

Friday: 24 May 1996

08:30 - 09:00 Review of objectives for workshop, expected outcomes in terms of Plan of
Action with specific discussion of Objectives 6 and 7, and general
organization of the next 2 days including overlap meetings with workshop 2
participants. Introduction of facilitators.
[J. Thompson & Sr. Anne Thompson]

09:00 - 09:30 WHO Mother-Baby Package as a policy tool
[Sr. Anne Thompson, WHO Technical Advisor]

09:30 - 10:00 UNICEF’s changing policy on midwives and safe motherhood
[France Donnay, Women’s Health Advisor, UNICEF]

10:00 - 10:30 Coffee break
10:30 - 11:00 Questions and comments on WHO and UNICEF presentations

11:00 - 11:30 Brief presentations of National Safe Motherhood country plans
[participants by country team]

11:30 - 12:30 Objective 2: The political process and consultation needed to design, support
and implement country SM plans
[R. Neang]
Briefing on small group activity and template for Action Plans
12:30 - 13:30 Lunch
13:30 - 14:30 Objective 2 small group activities
14:30 - 15:30 Objective 3: Life Saving Skills: implications for midwifery education (pre-

service, continuing)
[S. Mpanda]

15:30 - 16:00 Tea break
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16:00 - 17:30 Objective 3 small group activities (e.g. review of existing midwifery curricula
and identify needs for content on SM and Life Saving Skills - continue draft of
Plan of Action)

17:30 - 19:00 Dinner

19:00 - 20:30 Joint workshop activities (midwives sharing expertise)

Saturday: 25 May 1996

08:30 - 09:00 Review of progress on Plan of Action, questions, etc

09:00 - 10:00 Objective 4: Critical thinking theory and skills
[D. Thyangathyanga)

10:00 - 10:30 Coffee break

10:30 - 12:30 Objective 4 small group activities; e.g. case analyses using midwifery
management process [both groups will participate in this activity]

12:30-13:30 Lunch

13:30 -'14:30 Objective 5: Midwifery regulation and standards that support SM interventions
[H. Mapondera]

14:30 - 15:30 Objective 5 small group activity reviewing enabling Midwifery Acts, continue
description of issues on draft action plan

15:30 - 16:00 Tea break

16:00 - 17:30 Country team work on completing draft Plan of Action for Political Activity in
Safe Motherhood: set targets, etc

17:30 - 19:00 Dinner

Sunday: 26 May 1996

0 8:30 - 09:15 Each country team to prioritize Plan of Action

09:15 - 10:45 Each country team presents its Plan of Action to participants in both
workshops.

10:45 - 11:15 Constructive reflection and feedback from consultant workshop

11:15 - 11:30 Closing remarks: Miss Margaret Peters, Director, ICM Board of Management
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GROUP WORK TASK INSTRUCTIONS

COUNTRY TEAMS

FINAIL GOAL: the production by each country team of a Plan of Action which
strengthens midwifery’s participation in the Safe Motherhood National Action Plan
over the next three years.

RESOURCES: Knowledge and experience present among the participants: country Safe
Motherhood/Midwifery data (posters): National Safe Motherhood Action Plans: ICM PCW
Background paper: copies of relevant midwifery legislation/regulation documents: copies of
midwifery curricula: WHO Mother-Baby Package.

PROCESS: Each stage of the workshop will be introduced by a speaker who will address the
issues concerning one of the workshop objectives. Subsequent small group work will focus
on using this as a point of departure in the gradual formulation of a Plan of Action for
midwives as described above. The groups should agree on how they wish to function and who
will accept responsibility for chairing the discussion and keeping a record of the main points
which will need to be included in the Plan of Action. A facilitator designated from ICM will
be available to each group. Her task will be to ensure that groups are able 1o function
smoothly and efficiently and to respond to needs and queries which may arise.

GROUP WORK TASKS:

Objective One: [Note: this session will be shared by participants from both workshops]
TASK: One person from each country team is asked to present a brief profile of its National
Safe Motherhood Action Plan. Since much of the essential data will already be available to
the groups in poster form the previous night, the presenters are asked to limit themselves to
identifying the five or six major strategic features of the SM Action Plans, focusing
particularly on those areas where midwifery can make an impact. (? Two countries per group
- ten minutes each.)

Objective Two: TASK: Using the template for the Plans of Action and reflecting on the
different elements introduced by the moming’s speakers the group will begin to identify what
midwives can and should do in order to become actively participant in the political and
consultative processes which are needed to underpin the implementation of a National Safe
Motherhood Action Plan.

Objective Three: TASK: In the light of what is known about country needs and situations, the
groups will review existing midwifery curricula, identify weaknesses and make
recommendations for revisions to enable midwives to meet the demands of a comprehensive
safe motherhood National Action Plan.

Objective Four: TASK: Case Analysis using Midwifery Management Process [Note: this
session will involve the participation of both workshop groups]. In preparation for this
session participants are asked to prepare a brief description of a case which they have had to
manage recently which made particular demands on their decision-making skills and
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midwifery competence. The case description should be typed or hand written and should not
take more than one side of A4 paper. It should include a brief description of the facts: the
situation of the woman needing care and the circumstances in which she presented; the
management - what was done, when and by whom,; the problems encountered - the shortage
of drugs, lack of skills/personnel/transport etc. The case study should conclude with a
statement of the outcome. It should not attempt an analysis - this will be the work of the
group, and will be undertaken using a structured approach which will be introduced to the
participants in the preceding session. Each country team will decide BEFORE the group work
session which case will be presented for analysis. The presentation should not take more than
ten minutes. The team should ask itself whether the case presentation offers an external
consultant the information she or he will need to suggest an effective intervention. During the
group work two cases will therefore be presented for analysis by the combined teams from
both workshops. The reflective, analytic process should shed light on what are the priorities
for action by midwives seeking to strengthen their input to the National Safe Motherhood
Action Plans as well as clarify in the minds of those from the consultants’ workshop the type
of information which they most need in order to be of most use to the national teams. ‘

Objective Five: TASK: In the light of the work already done on midwifery education
programmes and practice, as well as the case analysis, groups will review existing midwifery
legislation and identify gaps and weaknesses which will need to be remedied in the interests
of providing a comprehensive, effective service for Safe Motherhood. They will identify the
strategies needed to achieve the necessary legislative and regulatory changes. These will be
incorporated into the Action Plan. ‘

Objective Six: TASK: The formulation of a three-year action plan as described in the “Final
Goal” above. This will be an ongoing process throughout the workshop. Time is, however,
earmarked on Saturday evening and Sunday morning for finalisation of the action plan,
together with target setting and prioritisation of activities. Groups should agree on how they
wish to present their action plan in the final plenary session, which will be shared by both
workshops.
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FOREWORD

WOMEN ARE DYING: MIDWIVES TAKE ACTION

In May 1996 you will be attending a workshop to be held prior to the International
Confederation of Midwives’ (ICM) Triennial Congress. For the first time in the history of the
ICM, two pre-Congress workshops will be held simultaneously, with interaction among
participants that will contribute to the overall success of both. The purpose of the
Policy/Leadership Workshop is to support midwives from developing countries as they gain
the knowledge and skills needed to take a leadership role in their own country’s Safe
Motherhood Plan. The purpose of the Consultant/Advisor Workshop is to train experienced
midwives to consult with and/or advise other midwives and governments on topics related to
the promotion of Safe Motherhood Initiatives (SMI). This includes effective participation in
national Safe Motherhood program development and implementation.

In keeping with the mission of the ICM "to advance world-wide the aims and
aspirations of midwives in the attainment of improved outcomes for women in their
childbearing years, their newborns, and their families wherever they reside,” the ICM has
both supported and contributed to the global efforts in Safe Motherhood since 1987. As we
approach the 21st century, it is most appropriate to focus on women, their health, and the
many ways that women can contribute to the health of all nations. Hence, the selection of
Safe Motherhood action as the focus of both the collaborative pre-Congress workshops is
timely and most appropriate. This background paper is meant to provide needed baseline
information for all workshop participants that both informs and illustrates the scope of the
problems that women experience throughout the world that affect their health. It then
provides a framework for action that includes principles of social planning, health policy, and
public advocacy that can be used to put Safe Motherhood Initiatives into action,
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WOMEN ARE DYING: MIDWIVES TAKE ACTION
From Advocacy To Action
Background Paper for Oslo Pre-Congress Workshops
May 1996

THE CURRENT WORLD SITUATION FOR WOMEN

The health of every woman is crucial to the development of any nation. Midwives
must play a central role in promoting the bealth and well being of women. To
understand how and why this is so requires both an understanding of what midwives
do and an understanding of what is meant by "health" - what does being or feeling
healthy mean? The focus of this paper will be on the health and well being of women.
Will health mean something different to a woman living in the city of Oslo? To a
woman living in the mountains of Tibet or to a woman living in a rural village in
Africa? Is "health” merely the absence of disease as is so often the focus of medical or
physician efforts? Or does "health” involve the interaction of mind. body, and spirit in
achieving one’s life goals? And how can one distinguish between an "ideal” standard
used to define one’s health, and a "good enough” standard that allows individuals to
meet their daily needs?

DEFINITIONS OF HEALTH AND WELL BEING

When women in rural Malawi were asked if they were healthy, many responded with
a qualified, "yes" - followed by the statement that they were able to feed and care for
their children and families. Many of these women were suffering from malnutrition,
parasites, high blood pressure, and severe anacmia. The symptoms of these conditions
had been "accepted” as a normal part of their daily lives. Some might suggest that they
did not "know" any other way to "feel.” They weren’t allowed to go to school as
young girls. They could not read. They did not understand or had not experienced a
different sense of feeling well, of health. However, these women did understand their
responsibilities to their family, and these often took priority over their own sense of
well-being, or feeling well. This description fits, in part, the definition of health that
reads, "Health is the state of optimum capacity of an individual which allows her/him
to effectively perform roles and tasks which have been accepted as appropriate life
goals.” (Thompson and Thompson, 1993).

How Do Women Define Health?

Women have many different definitions of what it means to feel or to be healthy. A
year-long discussion of women’s needs for health with several valnerable groups of
woren in the United States yielded some interesting comments. Several women said
they needed information from health professionals on how to get and stay healthy.
Others noted that being treated with respect and courtesy encouraged them to go to
clinics for care. Nutritious food and a healthy sense of self were often mentioned as
necessary for health. (Feeg and Broome, 1993; Thompson, 1995).

How Does WHO Define Health?

The World Health Organization (WHO) defined health many years ago, including
recognition of the many personal, cultural and social influences on one’s health. The
definition reads, "Health is a state of complete physical, mental and social well being
and not merely the absence of disease or infirmity.” (WHO Constitution, 7 April
1948). This "ideal” definition of health sets a goal or target to strive for with national
and international efforts to promote the health of people. It continues to be used to
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support international Conventions and Resolutions, including the WHO Safe
Motherhood Initiatives that are the focus of this paper. Yet the "ideal” needs to be
understood within and shaped by the reality of many women’s lives. Therefore, any
intervention designed to improve women’s health should take full account of this
reality.

Figure 1.

Blum’s Determinants of Health

Environmental Factors

{Socio-economics, culture, education, etc)

Personal Health Habits

What Factors Determine How Healthy We Are?

Blum’s (1981) description of the four essential determinants (in descending order of

importance) of how healthy an individual can be adds to our understanding of health

and what needs to be done to promote and maintain the health of women (refer to

Figure 1). These are:

1) a broad range of environmental factors beginning with the fetal and physical
environment, socio-economic status, culture and level of education (for
examnple, if one is poor or illiterate and lives in a densely populated area, one
may not have the resources to obtain good food, decent housing, etc or if one
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has lirpited or no access to education, one may not understand the need for
healthy food, etc);

2) personal health habits, attitades and behaviours (for example, whether one
smokes, uses illicit drugs, exercises, or eats sufficient nutrients each day);

- 3) genetic factors;

4) the availability, access and acceptability of quality health care services. These
determinants of health are still appropriate today as are the influences of
gender and status on the health of women.

SUMMARY

If women are to be healthy in today’s world, we must consider all the reasons for
their lack of health and then deliberately plan to change those factors that are
changeable. As Blum noted in 1981, we have to give up our simplistic designs and
unrealistic goals for attaining health. We must stop those ¢fforts that fragment the
woman into body parts or concentrate only on the illness intervention. We must be
always aware of the effects of culture, status, economics or personal life styles on
the health of girl children and women. We need to accept the fact that good
intentions have not resulted in better health for women. We have world-wide
slogans such as ""Health for All by 2000 and "'Safe Motherhood" aimed at a 50%
reduction in maternal deaths by the end of the century. We have many global
Conventions targeting at least one of the major determinants of personal health
(environment, socio economics, culture, literacy, or population size and density).
Yet the health of women has not improved significantly. Let us examine the health
indicators more closely before discussing planned social changes needed.

STATUS OF WOMEN WORLD-WIDE

The Denial of Human Rights

One of the tragedies of women’s health in the world is that many individuals fall far
below the ideal definitions of health, including that of the WHO. Dr. Rebecca Cook, 2
specialist in human rights law, wrote an insightful book in 1994. She speaks to the
many injustices, the violation of basic human rights, suffered by women throughout
the world. In the Foreword of this book, Dr. A.E. Bindari Hammad notes the clear
connection between the devaluation of women (low status together with a high
priority placed on reproductive capacity) leading to poor health and premature death.
Women are systematically denied basic human rights such as the right to information,
the right to adequate nutrition, the right to health services including family planning,
as well as to basic primary care throughout their lives. This denial is based on the
world-wide view of women as less than "human" - less than "persons."

Women have also been denied the right to income generation, owning property,
education and access to power and public policy-making in many countries. Why is
this s0? Why do societies continue to deny over one-half the population’s potential for
contributing to the betterment of that same society? A partial answer lies in the way
many politicians and policy-makers’ approach women’s health. They concentrate only
on the woman’s reproductive organs and role in reproduction while knowing that the
health of women goes beyond the woman’s capacity to give birth. The development of
a healthy woman starts with proper attention to the education and development of the
girl child. As is well portrayed in the WHO video, "Why did Mrs. X die?" - Mrs. X
was well on the road to maternal death the day she was born female. Added to the
gender discrimination, Mrs. X lacked access to education, was chronically underfed,
and lived with cultural pressure to conceive and bear children at too young an age and
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too close together. Mrs. X was not considered valuable as an individua)l in her own
right outside of her role as the producer of children. Mrs. X was not viewed as a
person! (WHO, 1987)

Equality Indicators; Women are Persons, too!

Probably the greatest tragedy of viewing women as less than human, less than persons,
13 the fact that in many countries, maternal death is accepted as the "natural order” of
things. Women dying in childbirth is normal. Hammad notes, "matemal death ... is
only the endpoint in a series of injustices that many women face. They eat last and eat
least, are undereducated and overworked" (Cook, 1994). Of the estimated 585,000
deaths of women yearly from childbearing related events, the great majority are
preventable. As Dr. Sadik noted in the mid-decade review of progress toward Safc
Motherhood for all in 1992, the time has come for Safe Motherhood to move beyond a
concern for health and health outcomes. Safe Motherhood must become a full-fledged
political event (Vital Allies, 1992).

The Gender Gap

The Constitution of the World Health Organization states, "The enjoyment of the
highest attainable standard of health is one of the fundamental rights of every human
being without distinction of race, religion, political belief, economic or social
condition”, This statement does not discriminate against women, but the actions of
many nations do. Many women throughout the world are denied this right to health
simply because they are female, simply because of their gender. Gender used here
refers to society’s view of characteristics that are used to distingnish women from
men. These characteristics include such things as personality traits, feelings, values,
behaviours and roles that societies accept for each sex (Women’s Health Across Age
and Frontier, 1992). The gender differences in most societies and cultures leave many
women feeling like powerless non-persons who can do little to change the conditions
of their lives. They are prisoners of poverty and slaves to their reproductive activities,
and this results in their early deaths. Women lag behind men on most indicators of
social and economic status as well as in levels of health and well being throughout the
world.

The Literacy and Wage Gaps

Figures from 1990 demonstrate that in Africa and Asia, the percentage of adult
women who remain illiterate far exceeds that of adult men. Even with the dramatic
increases in primary schooling and literacy during the past 25 years, over a billion
men and women in developing countries cannot read or write. Taking all developing
countries together, nearly two-thirds of illiterate adults in the world are women.
Young girls continue to face education gaps at all levels, with girls” enrolment at the
university level in the developing world only 57 percent of boys’ enrolment (The
World’s Wornen, 1995),

Wormen account for about one-third of the paid labour force in the world working in
non-agricultural jobs. The range 1s from 29 percent in the less developed countries to
44 percent in the more developed ones. As has been true for many years, women’s
wages are lower than men’s, even in comparable jobs. In 1990, only Australia had
wage equality. Since 1990, wage equality has once again slipped to pre-1990 levels. It
is important to note that these "official” work statistics do not include most of the
women who work at home or in agricultural work. Women in less developed countries
work in the "informal” economy - market, crafts, cottage industries, gardens - areas
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not “counted” in official statistics and often not valued when the topic of family
economics is discussed. The increase in income generation projects throughout the
developing world is an important activity for women, and is leading them to better
health and well being.

Health Challenges Specific to Women
Maternal mortality, AIDS, cancer, sexual exploitation, abuse and violence are the
specific health challenges for women in the world today.

Maternal mortality: It is estimated (many nations do not have vital statistics records)
that a minimum of 585,000 women die every year during pregnancy and childbirth
(The World’s Women, 1995). The range of the maternal mortality ratioc (MMR) goes
from 2 maternal deaths per 100,000 live births in Ireland to 2,000 maternal deaths per
100,000 births in Mali. Although the MMR in Africa is the highest, more women die
in Asia due to the far greater population there (3.4 billion). The MMR is nearly 40
times greater in the developing world than in the developed world, leading to
estimates that over 90% of women dying from pregnancy-related conditions occur in
the developing world. In more simple terms, every minute of every day a woman dies
somewhere in the world from direct pregnancy related causes - infection,
haemorrhage, pregnancy-induced hypertension, and abortion. The more indirect
causes of the premature death of women during childbearing include factors within
the environment, culture, and low status for females that lead to poor health before
conception. :

HIV/AIDS: Women are greatly disadvantaged when the figures related to HIV/AIDS
infection are compared. Once again, the great majority of infections and deaths are in
Sub-Saharan Africa, southeast Asia and Latin America. World-wide there are 73
women infected for every 100 men, but in sub-Saharan Africa, more women than men
are infected leading to a higher percentage of deaths among women. In southeast Asia,
children infected in the perinatal period account for the highest percentage of infection
and death. In Latin and North America, more men died from AIDS as more men are
infected in these areas. In 1995, Dr. Michael Spence of Philadelphia noted that current
studies of HIV infection patterns demonstrate that a range of 3 to 20 women are
infected for every man as a result of unprotected intercourse. This is because of the
nature of female anatorny with large mucous membrane areas in the vagina, uterus,
and tubes that directly lead to the peritoneum. So, men must agree to use condoms or
their effectiveness as a barrier to HIV transmission becomes meaningless. -

Violence: Much of the viclence and abuse of women is hidden behind the doors of the
family. Violence occurs in all levels of society, whether rich or poor, and in every
country in the world (Heise, 1994). Domestic violence, incest, homicide in the family,
female genital mutilation, sexual assault and rape, and sexual harassment lead the list
of atrocities committed against women, with the ravages of rape during war filling the
newspapers in 1995. Surveys in recent years have yielded tragic numbers: on average,
one-fourth of the world’s women are violently abused in their own homes. These
figures are higher in Thailand (50%}), Papua New Guinea and Korea (60%), and 80%
in Chile and Pakistan. A shocking revelation is that in the United States domestic
violence is the "biggest single cause of injury to women, accounting for more hospital
admissions than rapes, muggings and road accidents combined” (UNICEF, 1995). One
needs to query, "why?" and determine what can be done to stem this tide of violence
against women. As we seek answers to this query, one needs to be aware that a new




viif

[CM/WHO/UNICEF pre-Congress workshap:

1.3

link between domestic violence and progress toward equality for women may be
surfacing. It is suspected that the risk of violence against women rises when male
partners are threatened with loss of their traditional position of superiority, their loss
of control (UNICEF, 1995),

NGO Forum on Women - Beijing 1995: One of the central themes of the NGO
Forum on Women, Beijing 1995, was how to reduce and eliminate violence against
women throughout the world. Female genital mutilation (FGM) received much
attention. It was noted that over 100 million women have undergone female genital
mutilation (FGM). A more startling revelation was that an additional 2 million young
women undergo FGM each year (Senderowitz, 1995). Personal stories of selling
wormen into sexual slavery during World War II were sad and compelling. The
Japanese governmental delegation issued a public apology in Beijing to Chinese
womnen. The fact that this type of sexual slavery continues in 1995 is even more
shocking. China placed a ban on the kidnapping and selling of young girls in July
1995 - two months before the NGO Forum and UN Conference on Women were to
begin. The London Sunday Times published a report in September 1995 of dais
(traditional birth attendants) in India killing female babies at the time of birth because
they were considered a burden to their fathers. And wives continue to be beaten and
burned alive in areas of India by their husbands without retribution.

SUMMARY

The "why" of untold violence against women, the "why'' of continuing high rates
of preventable maternal deaths, the ""'why"' of illnesses affecting women receiving
relatively little attention from the scientific community are daily reminders that
women are not healthy. These queries and the needed strategies fo improve the
health af women lead us back to the original theme of this paper. Women are
crucial to development of any nation, and women need their health to fulfil their
important roles in society. We know why many women are not healthy. The time for
action is now. Women cannot wait any longer!

DEFINING SAFE MOTHERHOOD

Before we proceed further, it is important to clarify what is meant by "Safe
Motherhood” and the WHO Safe Motherhood Initiatives (SMI), launched in Nairobi
in 1987 at the International Conference on Safe Motherhood. This conference was co-
sponsored by WHO, the World Bank and United Nations Fund for Population
Activities (UNFPA), with additional support from UNICEF and United Nations
Development Programme (UNDP). While WHO and the global comrmunity had, for
years, been concerned about the number of women dying needlessly from pregnancy
related causes, the Nairobi conference resulted in an official declaration for Safe
Motherhood. The Nairobi conference was the culmination of several international
events including the Alma Ata conference (1978), Primary Health Care (1978),
formulating Strategics for Health for All by the Year 2000 (1979), the UN Decade of
Women (1975-1985), the International Year of the Child (1979), and the Mexico
Population Conference of 1984 (WHQ, 1988).

What is Safe Motherhood?

While many people use the term "Safe Motherhood™ in their discussions and work, it
may mean different things to different individuals or groups. Some may think that
Safe Motherhood is limited to pregnancy and birth. Others extend the time of Safe
Motherhood from before conception to well after birth. The concept of making
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motherhood "safe”, simply put, is to promote and protect the health of women as they
choose to bear children and prepare for their birth. No woman ought to be harmed or
die from pregnancy or birth! Pregnancy was never intended to Kill 2 woman. Yet die
they do, at alarming rates in some areas of the world as noted above.

Safe Motherhood Initiatives (SMI)

The Safe Motherhood Initiative (SMI) is a global effort to reduce maternal mortality
and morbidity with a target to reduce maternal deaths from 500,000 per year to at least
half that number by the year 2000 (see WHO Safe Motherhood Newsletters). The
World Health Organization is the lead partner in this global effort, with ongoing
support from several United Nations® agencies and non-governmental organizations
(NGOs). The ICM was the first NGO to sign on the Safe Motherhood campaign and
has been working very closely with WHO on Safe Motherhood since 1987 (see
Section 2.3). Over the last eight years, many governments, groups and individuals
have become partners in the effort to reduce the number of women suffering or dying
as a result of conception, pregnancy or birth, More recently, SMI was central to the
agenda of the 1995 NGO Forum on women and the 4th World Conference on
Women, held in Beijing, China (Programme of Activities, 1993).

The SMI aims to enhance the quality and safety of girls’ and women’s lives through
the adoption of a combination of strategies that recognize what contributes to the
health of women. SMI places strong emphasis on availability of quality maternal
health services, expansion and acceptance of family planning education and services,
and effective strategies to improve the status of women. This emphasis is in keeping
with the expanded definition of reproductive health adopted by WHO in March 1995
in the document, "Reproductive Health: WHO’s role in a global strategy.” In this
paper, WHO reiterated the importance of reproductive health in both human and
social development world-wide, and called for the immediate inclusion of
reproductive health care through the community-based primary care systems. The
crucial importance of reproductive health to nations was also recognized during the
3rd International Conference on Population and Development (ICPD) in Cairo,
September 1994, It was within this conference document that women were defined as
human beings deserving of all hurnan rights.

Safe Motherhood and Midwives

For purposes of discussion in this paper, the focus will be the SMI’s emphasis on
reproductive health care (maternal health and family planning services of high
quality) provided by trained midwives. The following definition by Feuerstein
(1993) has been useful in midwifery education and is offered for your consideration as
you focus on what Safe Motherhood means to you, a trained midwife. "Safe
Motherhood means creating the circumstances within which a woman is enabled to
choose whether she will become pregnant, and if she does, ensuring she receives care
for prevention and treatment of pregnancy complications, has access 1o trained birth
assistance, has access 1o emergency obstetric care if she needs it, and care after birth,
so that she can avoid death or disability from complications of pregnancy and |
childbirth.” This definition coincides with that of WHO, ICM, ICPD, UN Conference
of Women Platform for Action (1995) and other agencies and conventions. It
emphasizes that all women must have a choice of whether they will conceive and bear
children. If a woman chooses to become pregnant, she must be assured of good
antenatal surveillance, trained assistance at birth and during the postnatal period, and
be kept off the road to maternal death or disability.
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CENTRAL ROLE OF WOMEN IN THE HEALTH OF NATIONS

This paper began with the bold statement that the health of women is critical to the
development of any nation (The World's Women, 1995). Let us look at this concept in
greater detail. Simply stated, healthy women contribute to the birth and care of healthy
children. They feed, clothe and educate their children to the best of their abilities, And
it 1s these healthy children who lead to healthy nations through education and
productive interaction in the workforce. If we push beyond the reproductive capacity
of wornen, we must note that women are the primary caretakers of families, the
primary parent in the raising of children into adulthood, and in most of the developing
world, wormen are the primary workers - both in the home and in the agricultural
fields (Albright, 1995; U.S. State Department, 1995; Thompson and Thompson, 1993;
UNICEF, 1995).

Women in Economic and Social Development

In January 1995 at an ICM sponsored Safe Motherhood Symposium in Entebbe,
Uganda, the first female Vice President of Uganda, Dr. Speciosa Wandira Kazibwe,
stated, "If you leave women behind in development, you will leave a nation behind.”
This staternent refers to the need to include women as equal partners with men in the
policies that govern a nation, in the economic decisions needed to move nations
toward stability, in evaluation of the workforce, both today and in the future. This also
recognizes the vital role that women play in economic as well as social development.
If a woman is ill, she cannot work. If she dies in childbirth, more often than not her
infant will also die. If 2 woman is not educated, her wisdom and insight are lost
forever for she lacks the words and the status necded to communicate, not only within
her family and community, but also at a policy level. Given the woman'’s role in
raising her children, literacy is essential, as illustrated in the saying, "Educate a man
and you educate an individual. Educate a woman and you educate a nation".

Women are persons who need to be accorded full rights with men throughout the
world. Women as partners in the world order can lead to peace and prosperity. All of
this 15 possible if women are healthy and included in the discussion and decisions
about health and development in their nation. Now is the time to move further toward
understanding what is needed for such bold steps toward equal rights for women. We
must begin with the rights of the girl-child (International Save the Children Alliance,
1995; UNICEF, 1995). And we must define the role that midwives must take in
pushing the agenda for women’s health forward into the 21st century.

SETTING THE STAGE FOR ACTION

Much work and collaboration has taken place world-wide on behalf of women. More
needs to be done. This paper will concentrate on efforts taken in the past and those
ongoing to reduce the incidence of maternal death - one of the biggest killers of
women in the world. As midwives prepare to add political action to their repertoire of
skills that promote the health and well being of women, it is important to understand
what is going on in the world to support these efforts.

Midwives’ Approaches to Women’s Health

Midwives need to understand the influence of status, gender, culture, religion, politics,
economics, education, environment and personal health habits on the health of women
in general, and on the health of women who are also pregnant. Midwives must listen
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to what women define as their health needs (Crossette, 1995) and not “assurne” that
the midwife knows these. Midwives must be up-to-date in scientific knowledge,
possess expert clinical judgment and skills, and be compassionate in their care giving
as health professionals if the health of women is to improve in this world (ICM
International Code of Ethics, 1993). The negative, un-caring attitudes of health care
professionals (HCPs) received much attention at the NGO Forum on Women in
Beijing (1995 - Programme of Activities). Midwives must pay atiention to how they
view women, how they treat women who come to them for care. In addition, it is
important to note that the great majority of midwives are women themselves. This fact
requires midwives to be good role models for health and healthy behaviours as well
and to push for quality, effective, gender sensitive health care for themselves (refer to
A Pledge to Gender Justice, 1995).

GLOBAL PARTNERSHIPS FOR SAFE MOTHERHOOD: 1987 - PRESENT
Safe Motherhood and UNICEF

The world-wide emphasis on safe motherhood was launched in Nairobi, Kenya in
1987, as noted earlier, with the WHO as the lead partner. UNICEF also took an active
role in $afe Motherhood, recognizing that the health of women directly affects the
health of the newborn and children. Article 24 of the UN Convention on the Rights of
the Child (1989) states, "to ensure appropriate pre-natal and post-natal health care for
mothers" (UNICEF, 1991). The UN Declaration on the Rights of the Child (1939),
together with the International Year of the Child in 1979 and the UN Convention on
the Rights of the Child in 1989 provided the basis for the World Summit on Children
held in 1990.

It was during the World Summit on Children that the 24 goals were set for the decade
1990-2000. These included agreement with the world goal of "halving of maternal
mortality rates” by the year 2000 in addition to the need to protect girls and wornen,
improve nutrition of girls and young women, and advance literacy. UNICEF's role in
Safe Motherhood has strengthened the world-wide efforts in promoting the health of
the girl child and women. In addition to the financial support UNICEF has put into
training health workers in safe delivery throughout the developing world, they have
promoted the education of girls, family planning access and prenatal care for all
women (UNICEF, 1992). While their major concern continues with the-child,
UNICEF has always recognized that without mothers, children will suffer.

Midwives Provide Leadership in Safe Motherhood

The leadership for this global effort comes from the Maternal Health and Safe
Motherhood Programme within the Division of Family Health at WHO headquarters
in Geneva. It is important to note that Dr. Barbara Kwast, who was a midwife at WHO
headquarters, launched many activities for Safe Motherhood, including studies of
maternal death and introduction of the Partograph for monitoring labour (Kwast,
1989). It was aiso Dr. Kwast who coined the phrase "Midwives are the linchpins of
Safe Motherhood". This concept remains true today as midwives play an ever
increasing role in the care, education, and preparation of women for healthy
reproduction. As the word midwife means "with woman", midwives are natural
partners with women throughout the world. Midwives have repeatedly demonstrated
their effectiveness in reducing harm to women during their reproductive years. We
must do more!
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SMI and the Developed World

Safe Motherhood Initiatives (SMI) are gaining popular and political support in many
developing countries where maternal rortality is still very high. SMI are also needed
in developed countries as women face certain harm by virtue of the overuse of
reproductive technologies such as Cesarean sections, episiotomies, ultrasound scans,
and electronic fetal monitors (EFMs) with healthy women. In addition, many of the
industrialized nations have eliminated midwives by convincing women they need
physician care and management of normal birth in case "something” goes wrong. The
fear tactics do not end here. Many physicians also suggest that women no longer have
the capacity to birth babies by themselves - often used as a disguise for economic gain
and control of birth. If women in many developed countries were to enlist the support
of quahified midwives, the costs in human and financial tetms would be much less
(ACNM, 1992). But the physicians would also lose significant income. Where is the
direct concern for women and their health, one might ask?

SUMMARY

It is important to note that until agencies, governments, communities, and
professional groups enter into partnership with the women themselves for Safe
Motherhood, all are running a great risk of missing the chance to improve the
health of women. Women need to understand and be convinced that they are
important members of any society - not only for their reproductive capacities, but
also for their wisdom and caring. Without a solid sense of self-esteem, many women
accept disability and death without question. Without a sense of self-worth, women
allow others to treat them as less than human, less than persons. Without a voice,
women conlinue as the silent victims of prejudice, discrimination and violence.
True partnerships with women must begin with women, include women in
discussions and decisions for Safe Motherhood strategies, and end with women as
leadery with voices as well as choices. How do we get there?

The NGO Forum on Women and the Fourth World Conference on Women held in
Beijing in September 1995 resulted in a Platform for Action that will move the
agenda for women and their health. The voices of over 30,000 women were strong -
the largest ever gathering of women in the world. The women were articulate. They
demonsirated insight and caring for all people, And an environment of equality and
peace was maintained under some very difficult circumstances. The Platform for
Action will be shared with participants in the pre-Congress workshops as midwives
design action strategies for improving the health of women in the world.

WHO NINTH GENERAL PROGRAMME OF WORK (1996-2001):
FRAMEWORK FOR ACTION

The Ninth General Programme of Work for the World Health Organization was
adopted in May 1995 at the World Health Assembly. This global programme sets the
agenda for efforts in health promotion and disease prevention from 1996 through
2001. It has two functions:

1) it defines the policy framework for world action during the next five years
within the context of strategies for health for all and
2) it defines the framework for programme development and action for WHO

during the same five-year period.
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Of interest to the participants in the pre-Congress workshops is the document’s
emphasis on, and definition of, a framework for action - health policy and political
action - to achieve the heaith goals.

The goals and targets of the Ninth General Programme of Work define the minimum
to be achieved by global health action - by international organizations, NGOs, donors
and development agencies, banks, and each country itself, including individuals, using
the reference point of health status in 1990. The two main functions of WHO are
technical cooperation with countries and directing/coordinating international health
work. WHO uses advocacy measures to improve heaith. WHO stimulates the
development and dissemination of information related to health promotion and
disease prevention. WHO also develops standards, policies and plans for health
promotion. It carries out training, promotes research, and mobilizes resources to
improve the health of all people.

Global Policy Framework

Four interrelated policy orientations were proposed as the framework. for action by the
international health community as they set out to reach the goals and targets set by
WHO and by individual nations for the health of its citizens, These are:

9] imtegrating health and human development in public policies;

2) ensuring equitable access to health services;

3) promoting and protecting health; and

4) preventing and controlling specific health problems.

Briefly, they continue the philosophy of primary health care and essential
services at the community level, and are based on the principles of social justice and
equity, self-reliance, and community development in the promotion of health.

Once the policy framework was set, WHO defined the goals and targets for
health status during the next five years. Of particular interest to midwives in these
workshops are Goals 1,2, 3,4,5,8,9, 10

Goal 1 focuses on elimination of health disparities between social groups;
Goal 2 continues global emphasis on universal access to essential primary care
health services;

Goal 3 targets healthy development of children;

Goal 4 is "To improve the health and well-being of women with three targets:
1) maternal mortality rate reduced by 50%; 2} all pregnant women will have
access to prenatal care, trained attendants during childbirth and referral
facilities for high-risk pregnancies and obstetrical emergencies, and 3)
disability-free life expectancy at birth for women will increase by 15% in all
populations.”

Goal 5 targets healthy population development with access to information and
services to prevent pregnancies;

Goal 8 deals with nutrition;

Goal 9 requires universal access to safe and healthy environments and living
conditions, and

Goal 10 is "To enable all people to adopt and maintain healthy lifestyles and
healthy behaviour.” The target for this latter goal is that all people will have
access to information and opportunities to promote health-enbancing lifestyles
and decrease health-damaging behaviour (WHO, 1993).
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All of these global goals and targets for health are meant for women as well as men,
children as well as adults. The challenge of the policy makers is to put these goals and
targets into health policies at a country-wide level and seek necessary supportt and
assistance for making needed changes in society that will assure the targets will be
met. The Mother-Baby Package developed by MSM Programme within the Division
of Family Health, WHO, will be the example used in the workshops to understand
how one moves from setting policy, to setting targets, to providing the technical
support to individual countries as they prepare to act.

Moving From Policy to Action

It 15 not enough to decide on a policy orientation or framework for action. Targets for
success must be set, policies put into place, followed by action at local, comrmnunity
and national levels. Walt (1994) suggests that we also need to question what is
feasible to do, what is considered a legitimate activity, and what will gain the needed
support from those who are targeted to help. Let us briefly review the strategies and
actions of the ICM regarding Safe Motherhood since 1987 as one example of putting
policy into action.

ICM AND SAFE MOTHERHOOD ACTIONS 1987-1995

Mission of the International Confederation of Midwives

The mission of the Internationa) Confederation of Midwives is to "advance world-
wide the 2ims and aspirations of midwives in the attainment of improved outcornes
for women in their childbearing years, their newborns, and their familics wherever
they reside”. As noted earlier, ICM was the first non-governmental organization
(NGO) to sign on as a partner in Safe Motherhood. This occurred in August 1987
duning the ICM Triennial Congress in the Hague. Since 1987, the Confederation has
both supported and contributed to the global efforts in Safe Motherhood, including
providing the education and technical support for midwives in developing countries to
implement strategies designed to reduce maternal death and disability.

ICM Safe Motherhood Action Plans 1987-1995

The primary method used to implement ICM’s commitment to SMI has been the
triennial pre-Congress collaborative workshops in partnership with WHO and
UNICEF. In 1987 at The Hague, the pre-Congress workshop for midwives who lived
and worked in those countries where most of the maternal deaths oceur focused on
women’s health indicators and the role of the midwives. The purpose of the workshop
was "to commit midwives to collective action and to ensure that every midwife
globally 1s fully conversant with the dimensions of maternal mortality ". In 1990, the
pre-Congress workshop focused on education of midwives for Safe Motherhood and
resulted in a curriculum guide based on the five major causes of maternal death, now
being used in many countries. The 1993 pre-Congress workshop focused on Quality
Measures for midwifery care. Each of the workshop participants left with an action
plan, and several regional workshops for support and follow-up have been hetd. ICM
also maintains contact with each participant (to the extent possible) and monitors the
success of each midwife in implementing SMI in her country.

One of the regional workshops, "Enhancing National Midwifery Services" was held in
Ghana in 1989 and resuited in the booklet, Planning for Action by Midwives. The
function of the workshop was to provide national groups of midwives with the
opportunity and incentive to explore and plan what they could do in practice to reduce
matemal morbidity and mortality within their own country. The work began with four







