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ABSTRACT

INTRODUCTION The timing of cord clamping impacts children’s short- and long-

term well-being. When making clinical decisions, midwives incorporate their tacit and
professional knowledge, experience and current evidence. There appears to be a lack of
knowledge regarding Swedish midwives’ management of the third stage of labor and
cord clamping practice. The aim of this study was to explore Swedish midwives’ clinical
practice concerning umbilical cord clamping and the third stage of labor in spontaneous
vaginal births.
METHODS The study was designed as a cross-sectional telephone survey including
13 questions. Midwives were randomly selected from 48 births units in Sweden. Two
midwives from each unit were interviewed. The primary outcome was timing of umbilical
cord clamping practice in full-term infants. Secondary outcomes were the management of
the third stage of labor including prophylactic use of synthetic oxytocin, the timing of cord
clamping in preterm infants, controlled cord traction, uterine massage, and cord milking.
RESULTS Altogether, 95 midwives were interviewed. In full-term infants, all midwives
preferred late cord clamping. Considerable heterogeneity was seen regarding the practices
of synthetic oxytocin administration postpartum, controlled cord traction, uterine massage
or cord milking, and cord clamping in preterm infants.
CONCLUSIONS Midwives in Sweden modify recommendations regarding delayed cord
clamping in a way they might perceive as more natural and practical in their daily, clinical
work. The study revealed a reluctance toward the administration of prophylactic oxytocin
due to fear that the drug could pass to the infant. An overall large variation of the
management of the third stage of labor was seen.
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INTRODUCTION
Since the 1940s, early cord clamping (CC), defined as
clamping of the umbilical cord within 30 seconds after

https://doi.org/10.18332/ejm/145697

birth, has been the predominant practice globally1. Early
CC became part of the Active Management of the Third
Stage of Labor (AMTSL), as it is claimed to reduce the
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risk of postpartum haemorrhage 2,3 . However, there is
increasing evidence that there may be short-term and longterm benefits for infants of delayed CC4,5. Increased early
hemoglobin concentrations and iron stores in infants have
been reported as well as improved neurodevelopment at two
years of age compared to early CC. Possible disadvantages
are polycythemia, jaundice, and increased requirement of
phototherapy4,5.
Delayed CC is usually defined as clamping at least beyond
the first minute after the birth of the infant even though
the definition of ‘delayed’ in the literature has varied from
30 s to 5 min or to the cessation of pulsations in the
umbilical cord4. The International Liaison Committee on
Resuscitation6 and the American Academy of Pediatrics7
recommend delayed CC for longer than 30 s for both term
and preterm infants. In term infants, the World Health
Organization recommends delayed CC longer than 1 min3.
The Swedish recommendations from 2008 state that CC
should be delayed 2–3 min and this still prevails in Sweden8.
When making clinical decisions, Swedish midwives, in
common with midwives in many other countries, incorporate
their knowledge, experience and current evidence 9 .
Midwives’ management of the third stage of labor seems
to vary significantly throughout the world. An international
pilot observation study10 and a European survey of policies
found large differences in practices during the third stage
of labor, both between and within countries 2. According
to a recent Cochrane report the practice of AMTSL, which
involves prophylactic uterotonic, early CC and controlled
cord traction (CCT) to reduce postpartum hemorrhage (PPH)
in the third stage of labor, may need to be revised. Anyone
taking on this task might also find it advisable to examine
the desirability of more uniform practice within a country11.
In Sweden, midwives are the primary care providers
during normal labor and birth. Their approach regarding
CC is based on international, national and hospital
guidelines, previous experience, and their own individual risk
assessments12. A search in current literature revealed a lack
of knowledge regarding Swedish midwives’ management of
the third stage of labor and in particular regarding umbilical
CC practice. This study aims to explore Swedish midwives’
clinical practice concerning umbilical cord clamping and the
third stage of labor in spontaneous vaginal births.
METHODS
A quantitative descriptive design was employed in this
survey investigating midwives’ clinical practice postpartum
with respect to birthing the placenta, umbilical CC and the
use of synthetic oxytocin for control of blood loss.
Setting and participants
Midwives working in the 49 birth units that existed in
Sweden at the time the study was conducted, were
contacted by telephone and invited to participate in a
telephone survey. One unit, not existing today, had only a
telephone number for emergency use and was excluded.
The principal investigator (MI) called the birth unit and
the midwife answering the phone was then asked if she
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was willing and able to participate. Inclusion was random
but carried out according to predefined inclusion criteria.
Midwives currently providing care during labor and birth
were eligible and included if they agreed to participate. It
was planned that two midwives in every birth unit should
be included, that is, the units were contacted twice. When
the second call was made, the investigator asked for
confirmation that the midwife answering was not already
part of the study.
Study design and data collection
A cross-sectional telephone survey was performed between
1 October and 11 December 2015. To investigate midwives’
management of the third stage of labor and clinical practices
regarding umbilical CC when caring for full-term as well as
preterm infants, a semi-structured questionnaire including
13 questions designed with suggested categories of replies
was constructed 13. When the midwife more thoroughly
explained the answer or the reason why a specific practice
was performed the interviewer noted this in the margin of
the questionnaire13. If needed, the question was clarified
and sometimes the interviewer asked the midwife for
clarification of the answer.
The questionnaire included questions about the following
topics: 1) Current and previous routines and personal
preferences, including policies/guidelines/routines and
timing of CC in full- and preterm infants; 2) Policies/
guidelines/routines and personal preferences regarding
routines for timing, route and dose of synthetic oxytocin
postpartum in full-term and preterm infants; and 3) Other
practices, i.e. CCT, uterine massage, and cord milking. Data
collection was performed through telephone interviews.
Prior to conducting the interviews, the questionnaire was
tested for face validity by two midwives to ensure that the
questions were comprehensible. No modifications of the
questions were needed, and the two pilot interviews were
included in the results. The interviews lasted between 10–
40 min.
Statistical analyses
The data were analyzed and presented as descriptive
statistics. Timing of CC in full-term and preterm infants,
the use of CCT, uterine massage and cord milking during
the third stage of labor, as well as dose, route and timing of
administration of synthetic oxytocin, were reported. Some
of the midwives’ more clarifying answers were used as
citations in order to emphasize the quantitative data. Data
were entered in Microsoft Excel for Mac (2011) and then
imported into and analyzed with the Statistical Package
for Social Sciences for Windows, version 22.0 (SPSS, Inc.,
Chicago, IL, USA).
Ethical considerations
This study is based on the research done for an unpublished
Master’s thesis. The research was assessed as not
revealing sensitive personal data and therefore according
to the Swedish Research Council (2020) did not need
ethical approval. Before the start of every survey interview,
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participants were informed about the aim of the study,
implementation and their rights as research participants.
They then gave oral consent to participate in the survey. All
the midwives who were approached could choose whether
to answer or decline to answer a question, and could at any
time during the interview stop the telephone survey. This
was in accordance with the ethical principles for medical
research involving human subjects as stated in Helsinki
Declaration from World Medical Association (WMA, 2018).
RESULTS
Data from 48 units represented by answers from 95
midwives were analyzed. All midwives were female. Of the
95 participating midwives, 76 worked in local/emergency
hospitals and 19 in university hospitals. At one university
hospital, only one midwife could be interviewed. Two other
midwives declined to participate.
Management of the third stage of labor
Overall, the strategies for managing the third stage of labor
varied between midwives regarding one or more of the
procedures mentioned earlier. Each midwife explained her
approach to active management or expectant management.
The following citations illustrate that practice varies from
individual to individual. One respondent said:
‘I know many are more active, but I think it is important to
let the body do it, the best is if it happens in a natural way.’
Another said:
‘Actually, according to our guidelines, we should manage
the third stage [of labor] actively but to be honest I do not.’
Other midwives stated they had recently decided to
use active management of third stage of labor and were
currently in training to learn it, as illustrated by this reply:
‘Well, I am very active – pull the cord and palpate the
uterus all the time and I suppose that could be called
massage.’
Clamping of the umbilical cord
Among the midwives who answered the survey, CC
timing practices varied as illustrated in Table 1. All the
midwives stated that they presently practiced delayed CC
in uncomplicated, full-term, vaginal births. The majority of
the midwives (n=57; 60%), stated that in full-term infants
they clamped the cord after cessation of pulsations and
some mentioned that the clamping time was probably more
than 10 min in full-term births. Forty-seven midwives (49%)
stated that they had previously clamped early; out of whom
41 had clamped early following established local or regional
policies. These midwives changed to delayed CC when the
policies were changed in 2008. The midwives in this study
believed in the evidence recommending delayed CC, but
they also noted that:
‘Today most couples are aware of the benefits from
delayed cord clamping, and ask for it, so that's another
reason I delay the clamping.’
Regarding preterm infants, the preferred clamping
time was not as consistent as for full-term infants. The
midwives pointed out that it was most important not to

Eur J Midwifery 2022;6(February):6
https://doi.org/10.18332/ejm/145697

European Journal of Midwifery

delay resuscitation and if the preterm infant was healthy,
midwives would manage the third stage of labor as they
did with full-term infants, although clamping time usually
ended up being earlier.
Synthetic oxytocin administration postpartum
Synthetic oxytocin was generally the only uterotonic drug
used and the preferred dose, route and timing differed
among midwives. Table 2 shows the timing, administration
and dose of synthetic oxytocin used among the included
95 midwives. An example from one of the midwives not

Table 1. Swedish midwives’ replies regarding the
preferred timing of umbilical cord clamping, in fullterm and preterm deliveries (N=95)
Full-term infant (≥ 37+0 gestational
weeks)

n (%)

Within 30 s

0

30 s – 1 min

0

1–2 min

9 (9.5)

3–5 min

25 (26.3)

After cessation of pulsations

57 (60.0)

After the birth of the placenta

4 (4.2)

Preterm infant (<37+0 gestational weeks)
Within 30 s

11 (11.6)

30 s – 1 min

13 (13.7)

1–2 min

9 (9.5)

3–5 min

20 (21.1)

After cessation of pulsations

34 (35.8)

After the birth of the placenta

0

Do not deliver preterm infants

8 (8.4)

Table 2. Swedish midwives’ replies on preferred
timing, administration and dose of uterotonic
postpartum (N=95)
Timing of administration of uterotonic

n (%)

Before umbilical cord clamping

67 (70.5)

After umbilical cord clamping

21 (22.1)

Usually do not give it

7 (7.4)

Preferred route of uterotonic
administration*
Intramuscular

10 (10.5)

Intravenous

63 (65.3)

No preferred route

22 (24.2)

Dose of synthetic oxytocin (uterotonic)*
5 international units (IU)

39 (41.1)

10 international units (IU)

55 (57.9)

*One missing.
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administrating synthetic oxytocin routinely was:
‘I don't want to give it. It is not natural; it affects the
infant negatively and it doesn't decrease severe maternal
hemorrhage – so why should I give it?’
Among the 21 midwives who preferred administrating
synthetic oxytocin after cord clamping, eight stated that
they did this to avoid the risk that synthetic oxytocin would
pass to the infant.
Other practices postpartum
Controlled cord traction (CCT) was performed by 17 (18%)
of the midwives. Midwives who replied they performed a
gentler cord traction and then pulled only sometimes were
coded as ‘sometimes’ performing CCT. None of the midwives
practiced cord milking regularly but 19 (20%) performed
it sometimes in preterm births, if the cord needed to be
clamped early or after some minutes if it was a thick cord.
Some midwives had never heard about cord milking.
Policies, guidelines and routines
More than half of the midwives stated delayed CC was
practiced according to a mostly unwritten understanding,
but they formally agreed upon tradition in their units.
Almost all reported that their birth unit had specific written
guidelines regarding administration of synthetic oxytocin
postpartum and most of the midwives adhered to the local
guidelines. Some midwives pointed out, again, that they
thought guidelines were unnecessary:
‘Yes, we do have policies and guidelines but if you can
motivate why you don't give it [synthetic oxytocin] – then it
is Ok to not give it [synthetic oxytocin], and I rarely consider
it [synthetic oxytocin] necessary.’
Fourteen midwives stated that their hospital had overall
guidelines regarding the management of the third stage
of labor during normal, uncomplicated birth. In this study,
the timing of cord clamping did not differ between timing
reported by midwives adhering to guidelines and midwives
not adhering to guidelines. It was unclear if all included labor
wards had written policies regarding the timing of CC in
preterm infants, but 24 (38%) reported available guidelines
and clamped after one minute. Three midwives reported
having no routine or did not know if there was a routine but
did not clamp later than one minute.
DISCUSSION
The main finding from this national telephone survey was
that midwives most often reported waiting until pulsations
had ceased and then clamped the umbilical cord. They
were practicing delayed CC, which is consistent with results
from contemporary studies suggesting there has been an
increase in the practice of delayed CC over the last 20 years.
Nevertheless, the studies report a significant variation in
the waiting time before clamping the cord 14,15. Possibly
the transition toward delayed CC practice in Sweden was
facilitated by the national guidelines that recommend
delayed CC8. However, in our study, midwives reported a
practice in part opposing the recommendations from
2008 stating that a delay of more than 3–5 min should
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be avoided 8. Most often the midwives perform CC after
pulsations have ceased. Delayed CC often takes place once
cord pulsations have ceased4. Until now there is no evidence
to recommend an upper limit regarding the timing of CC.
However, even if the optimal timing of CC is still urgently
required, it is claimed that early CC should be reframed as
an intervention16.
Boere et al.17 report, based on an in vitro study, that the
use of cessation of the pulsations as a time point for CC
should be reconsidered. They observed that arterial flow can
continue after the venous flow has stopped and that the
cessation of umbilical cord pulsations was not correlated
with the actual arterial flow. The authors suggest further
studies to determine the optimal timing of clamping the
cord17. Cord clamping after pulsations have ceased, and not
after a specific period of time (e.g. 2–3 min), might be a
result of attempting to find a balance between treating birth
as a normal process and as a biomedical event12.
During the last decade, research has demonstrated
the benefits for the neonate of delaying CC18-20, and this
finding has led to a change in the strategies for timing
of umbilical CC and cutting, in Sweden and several other
countries as well 21. Several barriers for implementation
exist, but a multidisciplinary approach is needed for practice
to be adopted22. When Leslie et al.23 explored the factors
leading to change when midwives followed evidence-based
recommendations (e.g. from early CC to delayed CC), five
themes emerged as drivers of change: trusting colleagues,
believing the evidence, honoring the preference of mothers
and families, knowing personal certainty and protecting the
integrity of the mother and the baby. Midwives included in
the present study made comments that could be coded into
these themes.
We also found that in Sweden there is a substantial
variation in the overall management of the third stage of
labor. This finding is consistent with results from previous
studies showing a global variation in the use of AMTSL 10.
Festin10 reported in an international survey that midwives’
possible reluctance toward AMTSL was due to the fact
that the use of AMTSL implied an active approach and
they were thus forced to intervene. This is in line with the
Jangsten et al.12 qualitative study of experienced midwives’
practices postpartum stating that midwives perceive birth
as normal, and their practice aims to maintain birth as a
physiological rather than a pathological process. A Canadian
cross-sectional survey24 found that midwives were aware
of AMTSL guidelines but that most of them rejected the
recommendations as they felt the guidelines did not take
into account the women’s preferences. Also, in a qualitative
study carried out in Ireland and New Zealand, the approach
described as ‘watchful waiting’ and/or ‘alert vigilance’ was
followed by the midwives11. It is natural for midwives to
embrace and respect women’s right to decision-making
during labor and birth. An American retrospective explorative
study25 found that approximately one in three of the total
of 1069 women in the study declined to follow AMTSL.
The timing of CC and the practice of AMTSL are closely
connected. According to a Cochrane systematic review11
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delayed CC may benefit the baby by blood transfusion,
seen as a gain in birth weight. The review also states that
it is not yet clear whether the intervention can be restricted
to administering a uterotonic in order to reduce severe
bleeding while excluding the other parts of AMTSL.
The use of CCT among midwives in this study was low,
which is in line with Begley et al.26 who also reported this
practice to be low. The contribution of CCT to decreasing
PPH has been found to be minimal if synthetic oxytocin is
given as a prophylactic treatment27,28. This indicates that
the use of synthetic oxytocin as a prophylactic is sufficient
in settings where there is ready access to midwives or other
skilled attendants.
Also, our study found that the midwives were reluctant
to routinely use prophylactic oxytocin postpartum. The
reluctance towards synthetic oxytocin postpartum both
in our study and in other studies raises a question on
the future role of synthetic oxytocin postpartum. Many
midwives replied that they managed the third stage
expectantly even though they routinely administered
synthetic oxytocin. This discrepancy between the stated
expectant management and the frequency of components
being part of active management could be due to unclear
definitions of expectant versus active management within
existing policies and educational programs. A Cochrane
review published in 2010 recommended that prophylactic
oxytocin postpartum should be administered after cutting
the cord because not enough is known about the influence
of synthetic oxytocin on the volume of placental transfusion
and about any possible side effects on the newborn infant29.
However, a recent randomized controlled trial by Vain et
al.30 claims that administration of synthetic oxytocin after
the birth of the infant but before CC does not modify the
positive effects of delayed CC in healthy infants born at term.
Yet, it is still uncertain if there are any adverse side-effects
of using prophylactic oxytocin with an intact umbilical cord.
In Sweden, the lack of a concurrent way of managing
the third stage of labor, together with the high rate of
synthetic oxytocin administration postpartum may indicate
that midwives are following the national guidelines from
2001, where 10 IU oxytocin intravenous was recommended
immediately after the birth of the infant31 but neither AMTSL
nor any other management is recommended or dismissed.
Currently, there are no national guidelines regarding the
administration of synthetic oxytocin postpartum except that
practice is to be decided by staff in each region or local
hospital. Also, it makes it difficult to differentiate between
synthetic oxytocin administered intrapartum or postpartum,
which is most likely to give rise to different effects32. The
non-adherence to AMTSL seems to be global and should be
further evaluated.
Strengths and limitations
A telephone survey was chosen as the method for data
collection because the slow and low response rate of mail
surveys was considered a limitation33. Also, a telephone
interview provides a more personal contact and makes it
possible for the interviewer and/or respondent to ask for
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clarification. The telephone survey was especially well suited
for this study since the study population was dispersed over
a large geographical area33.
There are several limitations to be acknowledged. The
respondents at each birth unit do not represent all midwives
at any one birth unit and responses differed between
midwives working in the same birth unit, limiting the
generalizability of the results. Also, background information
such as the respondent’s age and the number of years
working as a midwife is lacking. The study relied on selfreported practice and we cannot know if each respondent
actually practiced as stated. Variation in clinical practice
from the south to the north of the country was evident,
illustrating that even within this single country there is
significant variation.
It may be that the questions regarding guidelines
probably were interpreted in different ways. Some midwives
stated they had guidelines if the birth unit had a strong
verbal routine while others, with the same preconditions,
might have thought the question referred only to a specific
printed document and therefore answered they did not have
guidelines.
Despite these limitations, no uniformity in the
management of the third stage of labor was found, a finding
common in other studies34-36. Even though the study was
not a mixed-methods study, some samples of citations
were included in order to provide a useful supplement to the
descriptive data.
CONCLUSIONS
In a limited sample in Sweden, midwives practiced
delayed CC when assisting births of full-term infants.
The study indicates that the midwives have modified the
recommendations of delayed CC in a way they might
perceive as more natural and practical in their daily, clinical
work, that is after cessation of pulsations. As an incidental
finding, reluctance toward administration of prophylactic
oxytocin was observed and a fear that the drug could pass
to the infant was expressed. Also, a large variation in the
overall management of the third stage of labor was seen.
Our findings highlight a need to explore midwives’ decision
process regarding the management of the third stage
of labor and cord clamping, preferably at more depth by
qualitative methods.
REFERENCES
1. Smith NJ. Management of erythroblastosis fetalis.
Calif Med. 1956;84(5):313-317. Accessed May 29,
2021. https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC1531850/pdf/califmed00269-0057.pdf
2. Winter C, Macfarlane A, Deneux-Tharaux C, et al.
Variations in policies for management of the third stage
of labour and the immediate management of postpartum
haemorrhage in Europe. BJOG. 2007;114(7):845-854.
doi:10.1111/j.1471-0528.2007.01377.x
3. WHO recommendations for the prevention and
treatment of postpartum haemorrhage. World
Health Organization; 2012. Accessed May 29,

5

Research paper

4.

5.

6.
7.
8.

9.

10.

11.

12.

13.
14.

15.

16.

17.

2021. https://apps.who.int/iris/bitstream/
handle/10665/75411/9789241548502_eng.pdf
McDonald SJ, Middleton P, Dowswell T, Morris PS. Effect
of timing of umbilical cord clamping of term infants
on maternal and neonatal outcomes. Evid Based Child
Health. 2014;9(2):303-397. doi:10.1002/ebch.1971
Isacson M, Gurung R, Basnet O, Andersson O, Kc
A. Neurodevelopmental outcomes of a randomised
trial of intact cord resuscitation. Acta Paediatr.
2021;110(2):465-472. doi:10.1111/apa.15401
The International Liaison Committee on Resuscitation.
ilcor.org. Accessed May 29, 2021. https://www.ilcor.org
American Academy of Pediatrics. aap.org. Accessed
May 29, 2021. https://www.aap.org
Wiklund I, Nordström L, Norman M. Vårdprogram för
avnavling av nyfödda barn. Care program for umbilical
cord clamping of newborn children. Article in Swedish.
Lakartidningen. 2008;105(45):3208-3210.
Schorn MN, Dietrich MS, Donaghey B, Minnick AF.
Variables That Influence US Midwife and Physician
Management of the Third Stage of Labor. J Midwifery
Womens Health. 2018;63(4):446-454. doi:10.1111/
jmwh.12728
Festin MR, Lumbiganon P, Tolosa JE, et al. International
survey on variations in practice of the management
of the third stage of labour. Bull World Health Organ.
2003;81(4):286-291. Accessed May 29, 2021. https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC2572442/
pdf/12764495.pdf
Begley CM, Gyte GM, Devane D, McGuire W, Weeks A,
Biesty LM. Active versus expectant management for
women in the third stage of labour. Cochrane Database
Syst Rev. 2019;2:CD007412. doi:10.1002/14651858.
CD007412.pub5
Jangsten E, Hellström AL, Berg M. Management of the
third stage of labour--focus group discussions with
Swedish midwives. Midwifery. 2010;26(6):609-614.
doi:10.1016/j.midw.2008.12.004
Polit DF, Beck CT. Essentials of nursing research:
appraising evidence for nursing practice. 7th ed.
Lippincott Williams & Wilkins; 2009.
Leslie MS, Erickson-Owens D, Park J. Umbilical
Cord Practices of Members of the American College
of Nurse-Midwives. J Midwifery Womens Health.
2020;65(4):520-528. doi:10.1111/jmwh.13071
Ortiz-Esquinas I, Gómez-Salgado J, Pascual-Pedreño
AI, Rodríguez-Almagro J, Ballesta-Castillejos A,
Hernández-Martínez A. Variability and associated
factors in the management of cord clamping and the
milking practice among Spanish obstetric professionals.
Sci Rep. 2020;10(1):1738. doi:10.1038/s41598-02058641-z
Peberdy L, Young J, Massey D, Kearney L. Maternity
health professionals' perspectives of cord clamp
timing, cord blood banking and cord blood donation:
a qualitative study. BMC Pregnancy Childbirth.
2020;20(1):410. doi:10.1186/s12884-020-03102-8
Boere I, Roest AA, Wallace E, et al. Umbilical blood

Eur J Midwifery 2022;6(February):6
https://doi.org/10.18332/ejm/145697

European Journal of Midwifery

18.

19.

20.
21.

22.
23.

24.

25.

26.

27.

28.

29.

flow patterns directly after birth before delayed
cord clamping. Arch Dis Child Fetal Neonatal
Ed. 2015;100(2):F121-F125. doi:10.1136/
archdischild-2014-307144
Andersson O, Hellström-Westas L, Andersson D,
Domellöf M. Effect of delayed versus early umbilical
cord clamping on neonatal outcomes and iron status
at 4 months: a randomised controlled trial. BMJ.
2011;343:d7157. doi:10.1136/bmj.d7157
Andersson O, Lindquist B, Lindgren M, Stjernqvist
K, Domellöf M, Hellström-Westas L. Effect of
Delayed Cord Clamping on Neurodevelopment at
4 Years of Age: A Randomized Clinical Trial. JAMA
Pediatr. 2015;169(7):631-638. doi:10.1001/
jamapediatrics.2015.0358
Katheria AC, Lakshminrusimha S, Rabe H, McAdams R,
Mercer JS. Placental transfusion: a review. J Perinatol.
2017;37(2):105-111. doi:10.1038/jp.2016.151
Liyanage SK, Ninan K, McDonald SD. Guidelines on
Deferred Cord Clamping and Cord Milking: A Systematic
Review. Pediatrics. 2020;146(5):e20201429.
doi:10.1542/peds.2020-1429
Anton O, Jordan H, Rabe H. Strategies for implementing
placental transfusion at birth: A systematic review. Birth.
2019;46(3):411-427. doi:10.1111/birt.12398
Leslie MS, Erickson-Owens D, Cseh M. The Evolution
of Individual Maternity Care Providers to Delayed
Cord Clamping: Is It the Evidence? J Midwifery
Womens Health. 2015;60(5):561-569. doi:10.1111/
jmwh.12333
Tan WM, Klein MC, Saxell L, Shirkoohy SE, Asrat G. How
do physicians and midwives manage the third stage
of labor? Birth. 2008;35(3):220-229. doi:10.1111/
j.1523-536X.2008.00243.x
Bailey JM, Bell C, Zielinski R. Timing and Outcomes
of an Indication-Only Use of Intravenous Cannulation
During Spontaneous Labor. J Midwifery Womens Health.
2020;65(3):309-315. doi:10.1111/jmwh.13046
Begley CM, Guilliland K, Dixon L, Reilly M, Keegan C.
Irish and New Zealand midwives' expertise in expectant
management of the third stage of labour: the 'MEET'
study. Midwifery. 2012;28(6):733-739. doi:10.1016/j.
midw.2011.08.008
Gülmezoglu AM, Lumbiganon P, Landoulsi S,
et al. Active management of the third stage of
labour with and without controlled cord traction: a
randomised, controlled, non-inferiority trial. Lancet.
2012;379(9827):1721-1727. doi:10.1016/S01406736(12)60206-2
Deneux-Tharaux C, Sentilhes L, Maillard F, et al. Effect
of routine controlled cord traction as part of the active
management of the third stage of labour on postpartum
haemorrhage: multicentre randomised controlled trial
(TRACOR). BMJ. 2013;346:f1541. doi:10.1136/bmj.
f1541
Soltani H, Hutchon DR, Poulose TA. Timing of
prophylactic uterotonics for the third stage of labour
after vaginal birth. Cochrane Database Syst Rev.

6

Research paper

30.

31.

32.

33.

34.

35.

36.

European Journal of Midwifery

2010;(8):CD006173. doi:10.1002/14651858.
CD006173.pub2
Vain NE, Satragno DS, Gordillo JE, et al. Postpartum
use of oxytocin and volume of placental transfusion:
a randomised controlled trial. Arch Dis Child Fetal
Neonatal Ed. 2020;105(1):14-17. doi:10.1136/
archdischild-2018-316649
Nordström L, Waldenström U. Handläggning av normal
förlossning. Socialstyrelsen; 2001. Accessed May 29,
2021. https://www.sfog.se/media/66770/state_of_
the_art_pn.pdf
Daly D, Minnie KCS, Blignaut A, et al. How much
synthetic oxytocin is infused during labour? A review
and analysis of regimens used in 12 countries. PLoS
One. 2020;15(7):e0227941. doi:10.1371/journal.
pone.0227941
Drabble L, Trocki KF, Salcedo B, Walker PC,
Korcha RA. Conducting qualitative interviews by
telephone: Lessons learned from a study of alcohol
use among sexual minority and heterosexual
women. Qual Soc Work. 2016;15(1):118-133.
doi:10.1177/1473325015585613
Roberts CL, Lain SJ, Morris JM. Variation in adherence
to recommendations for management of the third stage
of labor. Int J Gynaecol Obstet. 2008;103(2):172-173.
doi:10.1016/j.ijgo.2008.05.025
Matar HE, Almerie MQ, Alsabbagh M, et al. Policies
for care during the third stage of labour: a survey of
maternity units in Syria. BMC Pregnancy Childbirth.
2010;10:32. doi:10.1186/1471-2393-10-32
Dahlke JD, Mendez-Figueroa H, Maggio L, et
al. Prevention and management of postpartum
hemorrhage: a comparison of 4 national guidelines.
Am J Obstet Gynecol. 2015;213(1):76.e1-76.e10.
doi:10.1016/j.ajog.2015.02.023
CONFLICTS OF INTEREST
The authors have each completed and submitted an ICMJE Form
for Disclosure of Potential Conflicts of Interest. The authors
declare that they have no competing interests, financial or
otherwise, related to the current work. Li Thies-Lagergren reports
that she is a board member of The Swedish Association of
Midwives.
FUNDING
There was no source of funding for this research.
ETHICAL APPROVAL AND INFORMED CONSENT
Ethical approval was not required for this study according to the
Swedish Research Council (2020). The study was conducted in
accordance with the Helsinki Declaration from World Medical
Association (WMA, 2018). All participants provided verbal
informed consent before participation in the study.
DATA AVAILABILITY
The data supporting this research are available from the authors
on reasonable request.
PROVENANCE AND PEER REVIEW
Not commissioned; externally peer reviewed.

Eur J Midwifery 2022;6(February):6
https://doi.org/10.18332/ejm/145697

7

