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1. Introduction

There is compelling historical and limited epidemiological evidence that there is 
a signifi cant relationship between increased coverage of maternity care by skilled 
personnel and a reduction in maternal mortality ratios (WHO, 2005; Maclean 
2003). The provision of skilled care for all women in childbirth is now recognised 
as a key strategy in the reduction of maternal mortality (WHO, 2005; Koblinsky et 
al., 2006; Campbell et al., 2006; Hofmeyr et al., 2009; Bhutta et al., 2010).

Skilled care refers to the care provided to a woman and her newborn during 
pregnancy, childbirth and immediately after birth by a qualifi ed (i.e., educated and 
authorised to practice, i.e., “accredited”) and competent health care provider who 
has the necessary equipment with which to work, and also has the support of a 
functioning health system, including transport and referral facilities for emergency 
obstetric care (the continuum of care).

The critical role of the skilled attendant in making pregnancy safer was acknowledged 
in the position statement promulgated jointly by the World Health Organization, 
the International Confederation of Midwives and the International Federation 
of Obstetricians and Gynaecologists (WHO, 2004). These organizations have 
recognized the wide range of health professionals who can provide skilled care and 
have agreed to refer to this health care provider as a skilled attendant. 

A skilled attendant is an accredited health professional – such as a midwife, doctor or nurse – who has 
been educated and trained to profi ciency in the skills needed to manage normal (uncomplicated) pregnancies, 
childbirth and the immediate postnatal period, and in the identifi cation, management and referral of complications 
in women and newborns.

Source: WHO/ICM/FIGO, 2004

The midwife who has been educated and authorised to practice, in accord with the 
international defi nition of the midwife is recognized as a skilled birth attendant (see 
Module 1 for additional discussion and for the unabridged international defi nition 
of a midwife). This defi nition refl ects the commitment of midwives to be prepared 
for their role according to a certain standard of education, and to practice within 
a system of regulation and supervision that promotes the highest standards of 
occupational and professional accountability. 

International Defi nition of the Midwife [abridged]

A midwife is a person who, having been regularly admitted to a midwifery educational programme, duly 
recognised in the country in which it is located, has successfully completed the prescribed course of studies 
in midwifery and has acquired the requisite qualifi cations to be registered and/or legally licensed to practice 
midwifery.

Source: ICM, 2005

The scope of midwifery practice used throughout this document is based on 
the ICM defi nition of the midwife. The ICM recognises the scope of midwifery 
practice to include:
• education and counselling on sexual health and provision of contraceptive 

methods;
• provision of support, care and advice during pregnancy, labour and the 

postpartum period;

1.1 The midwife as 
a skilled attendant

1.2  The scope 
of midwifery practice
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• the conduct of births on the midwife’s own responsibility;
• the provision of care for the newborn and the infant.

Midwifery care may be provided in any setting, including the home, community, 
hospital, clinic, or health unit, depending on how maternity care is organized 
within a given country. Midwifery care is linked with the care provided by health 
providers in referral centres (doctors, nurses and specialists). Midwifery care is 
provided with consideration given to the context of care, i.e., the health care system 
in which she practices, and the special circumstances of the country of practice, 
such as specifi c health concerns and epidemiological challenges (e.g., HIV/AIDS).

Selected functions within the scope of midwifery practice may also be shared with 
other cadres of community-based health providers. The titles of these individuals 
may vary widely, depending on the specifi c country context (Koblinsky et al., 2006). 
Certain functions might be delegated to health workers who may have received very 
specifi c training to conduct certain tasks related to the provision of pregnancy and 
birth care. The essential similarity between the various cadres of providers is the set of 
skills that promote the ability to provide safe (i.e. competent) care.

2. The concept of professional competence

Professional accountability for the delivery of midwifery services includes the 
commitment to acquiring and maintaining a certain body of knowledge, a 
professional approach to action (attitudes and behaviours) and a set of skills which 
are then enacted, at a level of competence in practice that promotes the delivery 
of safe care. A defi nition of competence is fundamental to understanding the 
commitment to safe care.

The several defi nitions of competence that have been set forth in the literature 
are similar in that they acknowledge that competence is a theoretical concept that 
includes several underlying concepts and characteristics, each of which makes an 
interactive contribution to safe practice. Competence is a complex combination 
of knowledge, performance, skills, values and attitudes (Fullerton et al., 2010). 
Competence involves the possession of suffi cient knowledge and skills to perform 
job-related tasks, but also incorporates ethics, values, and the capacity for refl ective 
practice. The defi nition of competence is also related to the context in which 
the practitioner is functioning. There may be more than one way of practicing 
competently (Cowan, Norman & Coopamah, 2005a).

A glossary of terms related to professional competence

Conceptual defi nition of competence: the combination of knowledge, skills and abilities that enable an individual 
to perform a specifi c task in a manner that yields desirable outcomes. 

Operational defi nition of competence: the documentation of an acceptable level of performance, through 
a process of structured assessment, using objective standards of professional practice (knowledge, skills and 
abilities) as the criteria of quality.

This conceptual defi nition was refl ected by Worth-Butler, Murphy & Fraser (1994) 
in the following statement on models of competence in midwifery. 

2.1 Theoretical and 
operational defi nitions
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… the most helpful models of competence conceptualise competent professionals as people who have learned 
an adequate overarching set of skills and knowledge to do their job satisfactorily. A capable professional is then 
someone who is able to draw on that repertoire of skills and knowledge in different ways in different contexts to 
perform in a way that is recognized as competent.

Source: Worth-Butler M, Murphy RJL & Fraser, 1994

Competence is one of many determinants of performance. The impact of skilled 
attendants is enhanced when they are properly educated, have the necessary 
equipment and supplies and work within a health system and policy framework 
that fosters and enables critical thinking and clinical profi ciency (de Bernis, et al., 
2003; Kak, Burkhalter & Cooper, 2001) (Figure 1). Fundamentally, nevertheless, 
there are several personal characteristics that are generally accepted as the individual 
components of competence.

• Cognitive knowledge is the understanding of the theoretical principles of safe practice 
(the understanding of facts and procedures). Knowledge is acquired through 
individual learning (e.g. reading, discussion, deliberation, debate), and through 
mentoring (observation of others, receiving feedback). Midwifery knowledge is 
acquired over the practice lifetime, as it necessarily involves understanding of both 
fundamental (basic) knowledge, and continued (evolving) scientifi c principles.

• Scientifi c knowledge must be translated into practical application; this is 
refl ected in the performance of clinical skills (the capacity to perform specifi c 
actions). Midwifery skills are acquired through guided clinical practice (also 
known as clinical mentorship or preceptorship) (Licquirish & Seibold, 2008). 

• Competence also necessarily includes a set of personal attributes, i.e. personal 
abilities. These attributes are rather more diffi cult to describe or to defi ne, as they 
are intangible. They are, however, perceptible, and are refl ected in the manner in 
which any individual applies the knowledge and skills in the context of rendering 
clinical care. They include such things as communication skills (speaking and 
listening), the ability to foster supportive interpersonal relationships, the ability 
to respect diverse cultures and traditions, and a willingness to communicate 
sensitively with communities, families and individuals.

• Critical thinking skills are particularly important attributes. Critical thinking 
is defi ned as a purposeful process of self-regulatory judgment (Turner, 2005). 
This includes the cognitive processes that constitute professional thinking 
(Daly, 2001; Profetto- McGrath, 2005). The application of critical thinking 
in midwifery practice is associated in some way with clinical decision-making 
(Fesler-Birch, 2005), diagnostic reasoning, clinical judgment and problem 
solving. It is a process of refl ective and reasonable thinking. 

• Competence also involves the demonstration of professional behaviours, such 
as attitudes and values that are refl ected in the ethical context within which 
professional practice is enacted (Vanaki & Memarian, 2009). Certain attributes 
may be considered to be characteristic of professional practice (e.g. the 
concepts of caring, empathy, or compassion). However, an individual’s social, 
religious and cultural context infl uences the way in which these attributes may 
be manifested or expressed.

It is also important to note that, in addition to competencies related to the 
provision of quality patient care there are many additional and broader 

2.2 The domains of 
competence
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competencies that may be required of an individual, within a particular 
practice context. Examples include competencies related to the management 
and organization of health services delivery and stimulating active community 
participation, and health policy advocacy.

3. The core components of midwifery practice

The key concepts that defi ne the unique role of midwives in promoting the health 
of women and childbearing families include: 
• working with women to promote self-care and the health of women, infants 

and families;
• respect for human dignity and treating women as persons accorded full human 

rights;
• advocacy for women whose voices have been silenced; 
• empowerment of women who work to obtain better health care;
• cultural sensitivity, and working with women and health care providers to 

overcome cultural practices that harm women;
• a focus on health promotion and disease prevention; 
• viewing pregnancy as a normal life event.  

Midwives are committed not only to providing competent midwifery services, 
but also to taking actions to reduce the economic and social vulnerability of 
women (Filippi et al, 2006). Midwives recognise that the greatest impact on global 
maternal-child health begins with achieving a status for women that ensures equity 
and access to the basic necessities for healthy living, such as adequate nutrition and 
housing, clean water and sanitation (Moss, 2002; WHO, 2005).

The midwifery model of care is based on the fact that pregnancy and birth 
are normal life events, although complications can occur at any point in the 
childbearing cycle. The model includes:
• monitoring the physical, psychological, spiritual and social well-being of the 

woman and her immediate family throughout the childbearing cycle; 
• providing the woman with personal culturally appropriate advice, education, 

counselling, support and antenatal care;
• continuous attendance during labour, childbirth and immediately postpartum 

and ongoing support during the postnatal period;
• establishing rapport in order to develop self-confi dence in the woman to give 

birth and adapt to her new family dynamic;
• minimising unnecessary technological interventions during childbirth; 
• identifying the onset of complications, giving emergency care and referring 

women and or newborns who require obstetrical or other specialist attention.  

The midwife’s decision-making process is organised using a variety of sources of 
knowledge, intuitive precepts, and the ability to think critically and make sound 
clinical judgements. The midwifery process is dynamic as well as systematic.  It 
responds to each woman’s changing health status, and anticipates potential 
problems. Midwives involve women and their families in all parts of the decision-
making process and in developing a plan of care for a healthy pregnancy and safe 
birth experience and in the adjustment to the new family situation (Figure 2).

3.1 Key midwifery 
concepts

3.2 The midwifery model 
of care

3.3 Evidence-based 
decision making
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4. Core competencies for midwifery practice

ICM took the lead in identifying essential competencies for midwives, as a pre-
requisite for ensuring good practice. There are many other, similar, competency 
lists, developed by a variety of organizations, as appropriate to their need and 
purpose. For example, the WHO presents a competency list in one of the clinical 
guides in the Integrated Management of Pregnancy and Childbirth (IMPAC) 
series (WHO, 2000). A set of “core skills and abilities” for skilled attendants was 
published by WHO, ICM and FIGO in support of the joint statement (WHO, 
ICM, FIGO, 2004).   WHO has developed a list of core competences for various 
cadres who provide sexual and reproductive health services (WHO, 2011).

Midwifery membership associations in various countries may have also developed 
country-specifi c descriptions of knowledge, skills and abilities (KSA) essential 
for the practice of midwifery. These KSA lists may mirror the ICM list (the 
international reference document), and/or amend them to refl ect specifi c 
competencies that are either included or excluded from the domain of midwifery 
practice in that country (Homer et al., 2006; Cowan, Norman & Coopamah , 
2005b; Butler, Fraser & Murphy, 2008). 

KSA lists may have also been developed by country-level regulatory authorities. It 
is known that the knowledge and skills expected of those who are called “midwives” 
are defi ned differently across international country boundaries. It is also the 
case that there may be several categories of midwife within a single country. For 
example, there may be different categories, such as enrolled or registered midwives, 
each having a more limited or more expansive domain of clinical practice, and, 
therefore, requiring that a specifi c KSA list be developed for the purpose of 
defi ning what can and should be expected of their performance. This lack of 
consensus in defi nition and scope of practice of the “midwife” limits what can be 
known about the role of midwives globally, and their contribution to the skilled 
attendant workforce.

The ICM competency task list has two particular assets that recommend it as a 
resource document. First the task list was generated by and for the community 
of ICM member-midwifery associations whose practice it would affect. Second, 
the document is supported by reference to the evidence that underpins the task 
statements that are included on the list.

The ICM engaged in a formal research process in order to generate, and then affi rm, 
the KSA list that fi nally emerged in 2004 as The Essential Competencies for Midwifery 
Practice. Survey research led to the development of the list of KSAs (Fullerton, 
Severino & Brogan., 2003). Field studies conducted in 17 countries in all regions of 
the world affi rmed the importance of each KSA as either a basic or additional skill 
for midwifery practice. Basic skills are those that would be expected of all midwifery 
practitioners, and might be characterized as core skills. Additional KSAs are those 
that enhance the scope of practice, and might be particularly important depending 
on the environment in which the individual practices (e.g. life-saving skills). The 
ICM updated the competency list, again affi rming the basic or additional rating for 
each KSA item, through a global survey of all 88 ICM member-association countries. 
The current list (ICM, 2010) contains a newly added domain pertaining to abortion-
related care services.

4.1 The knowledge, 
skills and abilities 
essential to midwifery 
practice

4.2 The evidence that 
underpins the 
competencies
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ICM took the further step of linking the competency statements with evidence 
that supported their importance or effectiveness (Fullerton & Thompson, 2005). 
Evidence was drawn from the clinical research literature (e.g. randomised clinical 
trials) (Miller et al., 2003) and also from qualitative studies that address individual 
preferences, personal views, concerns and values (Kennedy et al. 2003). There 
are many clinical issues for which scientifi c studies are not yet available to offer 
guidance. Expert clinical consensus served as the evidence base in these cases 
(Buetow, 2002). 

The ICM list of essential competencies serves a broad purpose as a basic resource 
and a reference document. They should not be adopted for use for any purpose 
without fi rst reviewing and affi rming their relevance to the local realities of 
countries or regions. It is understood that the complete list of basic and additional 
competencies represent a range of practice (minimum to maximum). Those who 
wish to use this list as a baseline for their own purposes are urged to take the steps 
refl ected in Figure 3, in order to make the statements useful for their own purposes.

The ICM task statements and any similar list developed at a country-level need to 
be considered “living documents”, i.e. never static, always changing. They must be 
reviewed periodically to ensure that the list remains current and comprehensive and 
suitable for its purpose. The evidence that supports the relevance and importance of 
each individual task statement must also be reviewed periodically to ensure that the 
current state of the science is refl ected in the task statements, as new evidence emerges 
that either supports current practice, or provides a compelling rationale for the 
need for current practice to change. The recent global recommendation that active 
management of the third stage of labour be adopted as a clinical practice for the 
prevention of postpartum haemorrhage is a single such example (ICM/FIGO, 2006).

The ICM Essential Competencies for Basic Midwifery Practice can be found 
on the website of the International Confederation of Midwives at www.
internationalmidwives.org. 

4.3 The ICM competency 
statements as a 
resource: affi rmations 
and adaptations
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Figure 1: Determinants of healthcare provider performance according to standards
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Reprinted with Permission

Figure 2: A framework for decision-making

STEP 1: Collect information in a systematic way from discussion with the woman and her family, from health 
records, examinations and laboratory tests in order to make a complete assessment of mother and/
or baby.

STEP 2: Identify actual or potential problems based on the correct interpretation of the information gathered 
in step 1.

STEP 3:  Develop a comprehensive plan of care with the woman and her family based on the woman’s or 
infant’s needs and supported by the data collected.

STEP 4: Implement the care plan, continually updating it within an appropriate time frame.

STEP 5: Evaluate the effectiveness of the care given, in conjunction with the woman and her family, consider 
alternatives if outcomes are unsatisfactory, returning to step 1 to collect more data and/or develop 
a new plan
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Figure 3: Making the ICM competencies useful at the country level

STEPS PURPOSE AND APPLICATION

1. Compare the ICM competency statements to any 
similar list of KSAs that may presently exist that describes 
the scope of midwifery practice in the country.

Policy makers and educators can use this approach to 
identify areas of consistency, between the documents. 
They would then use this information for the purpose 
of affi rming the selection of a set of KSAs as a “basic 
competency for midwifery practice,” as defi ned in 
regulatory documents and for development of a 
curriculum for the education of midwives.

2. Identify specifi c ICM KSAs that are not presently 
refl ected in other reference documents.

Policy makers and educators should deliberately include 
the ICM evidence-based “basic” KSAs as a “basic” 
function for midwifery practice in the country.

3. Identify KSAs that are relevant to the scope of 
midwifery practice in the country, and that are essential 
to safe care.

Some or all of the task statements identifi ed by the ICM to 
be “basic” midwifery skills might be selected for specifi c 
deliberation. The focus should always be on selecting 
KSAs that have clear links to evidence that the particular 
task is a life-saving skill. These KSAs would be identifi ed 
as the priorities for supervision of midwives and for 
monitoring and evaluation of the continued competency 
of midwives in practice.

4. Identify regulatory barriers that would limit the 
midwife from performing a particular function.

The evidence of a linkage to safe care should be used 
as the basis for advocacy for adding a particular KSA 
to the scope of midwifery practice in any country or 
region, where it may presently not be an approved 
practice function.
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