
Module9
Developing midwifery capacity for 

the promotion of maternal 
and newborn health

Strengthening Midwifery Toolkit



WHO Library Cataloguing-in-Publication Data

Strengthening midwifery toolkit.

Contents: Modules: 1. Strengthening midwifery services: background paper - 2.Legislation and regulation 
of midwifery: making safe motherhood possible - 3.Developing standards to improve midwifery practice - 
4.Competencies for midwifery practice - 5.Developing a midwifery curriculum for safe motherhood: guidelines 
for midwifery education programmes - 6.Developing effective programmes for preparing midwife teachers 
- 7.Supervision of midwives - 8.Monitoring and assessment of continued competency for midwifery practice - 
9.Developing midwifery capacity for the promotion of maternal and newborn health - Annex 1: a model curriculum 
for midwifery education and practice.

1.Midwifery - standards. 2.Midwifery - education. 3.Midwifery - legislation and jurisprudence. 4.Maternal welfare. 
5.Obstetric labor complications - prevention and control. 6.Reproductive medicine. I.World Health Organization.
 
ISBN 978 92 4 150196 5      (NLM classifi cation: WQ 160)

© World Health Organization 2011

All rights reserved. Publications of the World Health Organization are available on the WHO web site (www.
who.int) or can be purchased from WHO Press, World Health Organization, 20 Avenue Appia, 1211 Geneva 27, 
Switzerland (tel.: +41 22 791 3264; fax: +41 22 791 4857; e-mail: bookorders@who.int). 
Requests for permission to reproduce or translate WHO publications – whether for sale or for noncommercial 
distribution – should be addressed to WHO Press through the WHO web site (http://www.who.int/about/licensing/
copyright_form/en/index.html).

The designations employed and the presentation of the material in this publication do not imply the expression of 
any opinion whatsoever on the part of the World Health Organization concerning the legal status of any country, 
territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. Dotted lines 
on maps represent approximate border lines for which there may not yet be full agreement.

The mention of specifi c companies or of certain manufacturers’ products does not imply that they are endorsed or 
recommended by the World Health Organization in preference to others of a similar nature that are not mentioned. 
Errors and omissions excepted, the names of proprietary products are distinguished by initial capital letters.

All reasonable precautions have been taken by the World Health Organization to verify the information contained 
in this publication.  However, the published material is being distributed without warranty of any kind, either 
expressed or implied.  The responsibility for the interpretation and use of the material lies with the reader.  In no 
event shall the World Health Organization be liable for damages arising from its use.  



Table of Contents

1. Introduction 5

2. Strategies based on enhancing the impact of community-based providers 6

2.1. Community partnerships with TBAs and other community-based health 
    workers – a shorter term strategy

2.2 “Birth attendants with midwifery skills” – an intermediate strategy

2.3 Promoting alliances – an enhancement strategy

3. Strengthening professional midwifery services 8

3.1 Promoting the concept of the community-based midwife

3.2. Upgrading the skills of auxiliary nursing personnel

4. Retention of the existing midwifery workforce  10

4.1. Supporting midwifery practice in context

4.2 Reintegration into the midwifery workforce

4.3 Slowing the pace of international migration

5. Establishing or strengthening the midwifery professional association 11

REFERENCES  12

ANNEX   17

Member Association Capacity Assessment Tool (ICM, 2010)





Developing midwifery capacity for the promotion of maternal and newborn health / 5 

1. Introduction

Midwives and the midwifery profession1 have made a signifi cant contribution to 
the improvement of the health of women and newborns, particularly in the period 
of pregnancy and childbirth. This contribution can be traced through anecdotal 
tales passed down through the generations, and in the recorded literature over 
time. Valid and reliable confi rmation of this contribution has emerged in the more 
recent evidence-based published literature that presents the results of historical 
trend data, case study comparisons, and experimental trials conducted in broadly 
diverse geographic regions and countries. This compelling body of evidence has 
led to the recommendation that countries should develop policies and strategies to 
promote skilled attendance at every birth (WHO and UNICEF, 2010). Midwives 
are considered among the cadres of practitioners that should be included in any 
country strategy to increase skilled attendance (WHO, 2006a).

The World Health Organization (WHO) also recognizes that all skilled attendants 
need to function in collaboration with other health care professionals at different 
levels of the health system, and other care providers who provide various services in 
health facilities and in the community. 

Such collaboration will help to provide access to the full range of care women and/or their newborns 
may need, thus ensuring the required continuum of care. The collaboration, however, must be based 
on mutual respect and recognition of the specifi c contribution each type of care provider makes to the 
continuum of care.

[Source: WHO 2004]

The midwifery profession has been acknowledged and affi rmed by many 
countries as a primary strategy for the promotion of safe motherhood services. 
Other countries continue to deliberate the role of the midwife within the 
health care system, with particular debate about the role of midwives as 
autonomous practitioners, and the implication of that status with respect to 
requirements for supervision of practice, the settings in which midwifery care 
can be provided, and eligibility for direct fi nancial reimbursement for services 
(Cooper 2001; Nightingale, 2010; Skår, 2010). Midwifery continues to emerge 
as a profession in many countries in which care during childbirth has been 
provided by a wide cadre of providers whose roles have evolved over time, 
in response to tradition, circumstance, or identifi ed need. These traditional 
practitioners share elements of the body of knowledge, skills and abilities that 
characterize the midwifery scope of practice.

This module in The Strengthening Midwifery Toolkit will consider the alternatives 
that can be considered by countries as interim strategies for providing skilled 
attendance at birth, while these countries are building the profession of midwifery. 
Countries bear the compelling obligation to gather evidence of the outcomes of 
the health care services that are provided and of the impact of these services on the 
health and the well-being of women, infants and families.

1 It is acknowledged that in many countries midwifery is considered an occupational job title, and is only beginning to emerge as an autonomous profession. 
However, midwifery is referenced as a profession throughout this module, as that status should be the objective that countries should strive to achieve as they develop 
the midwifery workforce.
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2. Strategies based on enhancing the impact of community-based providers.

Traditional birth attendants (TBAs) have a long history as childbirth attendants 
in many developing country communities, although they are not now, and have 
never been considered skilled providers of childbirth care. The proportion of 
births attended by skilled providers varies greatly by country (WHO, 2006; 
WHO and UNICEF, 2010), and it can be assumed that TBAs and family 
members fi ll that service gap in many instances. Community health workers have 
emerged more recently, and practice in a complementary role with TBAs or with 
skilled attendants, to provide supportive services to pregnant and childbearing 
women and their newborns. It has been acknowledged that these community-
based health service providers can make a positive contribution to maternal 
and newborn care (Darmstadt, et al., 2005; Arhed & Jakaria, 2009; Darmstadt 
et al., 2009). However, there are still gaps in the evidence addressing whether 
it is useful or cost-effective to make an investment in training these cadres to 
upgrade their skills to the level of a skilled birth attendant. However, there is 
strong evidence that promoting a collaboration and alliance between traditional 
community-based birth providers, and qualifi ed birth attendants, based in the 
community and in referral facilities, extends the range of services that can be 
provided to women and families, increases access to health care services, and 
promotes referral to higher levels of care (Bhutta, 2009). 

Effort has been expended in many countries, over many years, to provide training 
to TBAs to upgrade their level of knowledge, promote their skill in recognition 
and management of childbirth complications, and infl uence their use of safer 
birth practices (Foster et al., 2004; Alako & Danile, 2007). A meta-analysis of 60 
research studies that addressed the effectiveness of TBA training confi rmed the 
association of this training with improvement in certain intrapartum, postnatal, 
and newborn care practices (e.g. clean delivery technique, cord care, management 
of birth asphyxia, early breastfeeding) (Sibley & Sipe, 2004; Sibley, Sipe & 
Koblinksy, 2004). At the same time, it has been well documented that simply 
training TBAs to be more effective in their traditional role, but failing to link them 
effectively into a community-based referral system, is a critical factor that adversely 
affects the relationship between TBA training and the reduction of the maternal 
mortality ratio (Neonatal Mortality Working Group, 2008). 

A number of the studies included in the meta-analysis, or conducted subsequently, 
have indicated that rates of referral for facility births did not necessarily increase 
following TBA training. This fi nding was attributed to a variety of infl uences, 
including family resistance to the referral for personal, cultural or fi nancial reasons, 
and the TBA’s reluctance to be perceived as not capable of managing the particular 
condition. Other studies  led to opposite and positive fi ndings, demonstrating that 
trained TBAs were more likely than non-trained TBAs to recognize complications 
and make timely and effective referrals to appropriate higher levels of care. 
Continuous support and supervision of these TBAs following training was a 
key factor in sustaining the TBA’s more effective practice patterns (Bisika, 2008; 
Ahmed, 2009; Lee, 2009)

Therefore, because the impact of well-intended TBA training on reduction of 
maternal mortality has not been consistently demonstrated (Ray & Salihu, 2004; 
Darmstadt, 2009) TBA training efforts have declined, in favour of the emphasis on 
skilled birth attendance.

2.1 Community 
 partnerships with 
 TBAs and other 

community-based 
 health workers – a 

shorter term strategy
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The available evidence suggests that TBA training alone is not warranted as a stand-
alone national strategy (Campbell et al., 2006) that would lead to achievement 
of the Millennium Development goal related to reduction of maternal mortality. 
Moreover, reliance on TBA-training and service strategies can lead countries to 
delay the development of initiatives to educate more professional cadres of birth 
attendants. However, available evidence also suggests that in countries in which 
skilled attendant coverage is high, training TBAs to provide key-evidence based 
interventions prior to referral, is a viable short-term strategy (Sibley & Sipe, 2006). 

Module 4 of this The Strengthening Midwifery Toolkit references the full range of 
basic competencies that are expected of the fully qualifi ed midwife, who provides 
comprehensive services to childbearing women, newborn and families. Module 8 
offers an approach for selecting subsets of the lists of knowledge, skills and abilities. 
This approach may be a useful strategy for countries who have the primary interest 
in promoting skilled birth attendance (in accord with the WHO defi nition), 
but who require some longer period of time to build a professional midwifery 
workforce trained to the fullest capacity and range of professional competencies. 
It may prove useful for countries to identify, from among the entire ICM list of 
competency statements, those clinical skills that address the situations that occur 
most commonly at birth, and that result in the major causes of morbidity and 
mortality in the country (“context-specifi c service”) (Costello et al., 2006). This 
subset of competencies would represent those that are most critical to the well-
being of women and infants at the time of childbirth (i.e., life-saving skills).

Training programs could then be developed, and teachers prepared to teach 
within these abbreviated, more narrowly-focused, training programs. The sound 
educational principles outlined in Modules 5 and 6 of this Toolkit would guide 
program and teacher development. Critical thinking would be primary among the 
abilities that would need to be fostered in the students.

Variations of this strategy have already been modelled in many international 
settings. A few country examples include Bangladesh (Bhuiyan et al 2005; Ahmed 
& Jakaria, 2009) and China (Edwards & Roelofs, 2006) and Mexico (Cragin et al., 
2007). Various titles were assigned to the program graduate, including generic use 
of the title “midwife.” Published reports about these programs indicate that they 
varied widely in content, expected outcomes of training (competencies), and length 
of training. These variations make it diffi cult to acquire a common body of lessons 
learned about this strategy and to assess the effectiveness of this approach. Critics 
caution that:

• Large numbers of these providers would need to be trained in order to have any 
substantial impact on increasing the proportion of births attended by skilled 
providers. This would be costly, and could inhibit the ability of governments 
to fund the education of professional birth attendant cadres (Wirth, 2008; 
Fauveau, Sherratt & de Bernis, 2008)

• The trainees may vary widely in their academic background and critical 
thinking abilities (Kruk, Prescott & Galea, 2007). This could have a negative 
effect on the ability of individuals to complete these training programs, and 
perhaps not serve the purpose of building either an interim birth attendant 
workforce or a cohort of midwifery aspirants.

• Graduates of these programs may have insuffi cient opportunities to acquire 
skills during their training programs, requiring very diligent programs of 
supervision and support-in-place, which are themselves resource intensive and 
costly (Fauveau, 2006).

2.2 “Birth attendants with 
midwifery skills” – an 
intermediate strategy
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Countries that are considering development of these new skilled attendant cadres 
would be wise to work collaboratively with the local midwifery association and 
with the International Confederation of Midwives (Chamberlain et al., 2003) as 
they consider issues such as scope of practice, curriculum content, supervision 
strategies, regulatory approaches and standards of practice. Guidance for each of 
these issues is presented in Modules 1, 2 and 7 of this The Strengthening Midwifery 
Toolkit. The graduate of such a program would not be fully prepared as a midwife, 
according to the standards for education, and essential competencies delineated by 
the ICM (2010). However, the graduate of this more limited-focus program would 
have acquired a fund of knowledge and limited skills related to (at minimum) the 
intrapartum and newborn periods, that would serve as the foundation for further 
studies, leading to eventual qualifi cation as a midwife, when the individual or 
country circumstances enable that professional advancement.

Countries that follow the principles and guidelines offered in this The Strengthening 
Midwifery Toolkit when they design and implement this type of training program 
would also contribute to the development and deployment of a more uniformly 
prepared cadre of non-midwife, “trained” or “skilled” birth attendant, provided that 
these individuals are trained to profi ciency in their tasks (the WHO defi nition of SBA). 
Profi ciency can - and must be - externally validated, and no compromise should be 
accommodated. This, in turn, would enable valid and reliable research approaches 
that would generate evidence about the outcome and impact of this interim strategy.

Recent recommendations for the training of birth attendants in areas at great need 
of birth providers include training “midwife assistants” to conduct births, but also 
to serve as extensions of the midwife who serves in the community, and as a link 
to midwives working in health facilities. Promoting collaboration and alliances in 
practice between indigenous or trained TBAs, trained community workers, or the 
new cadre of skilled birth attendants and midwives would serve as a useful purpose 
in all countries where these provider cadres are a viable presence in communities. 
The important cultural and social roles that traditional providers play in their 
community should be appreciated. Even when professional services are available, 
many women continue to access the services of these providers, particularly in the 
rural areas (Paul & Rumsey 2002; Mayhew et al., 2008; Do, 2009).

Skilled providers may not be fully aware of the number or type of community-
based providers who practice in their geographic setting, or aware of the type and 
extent of training they may have received.  Personal preconceptions or biases may 
interfere with promotion of an open and receptive climate between traditional, 
alternative, and skilled providers. This may have the undesirable effect on the 
willingness of community-based providers to refer women and families to other 
providers and to health facilities when a higher level of care is needed. The 
potential benefi t of this extended workforce (e.g. community outreach, helpful 
assistance) may be lost simply through failure to engage the services offered by 
these additional cadres into the health care referral and delivery system.

3. Strengthening professional midwifery services

Module 5 of this The Strengthening Midwifery Toolkit presents a curriculum of 
midwifery education that is designed to maximize the opportunity for acquiring 
the knowledge and practical skills of midwifery within the home community. 

2.3 Promoting alliances –
an enhancement 
strategy

3.1 Promoting the concept 
of the community-
based midwife
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Community-based education offers educational access to individuals who may have 
an interest in the profession, but who are place-bound by circumstances such as 
family obligations or cultural constraints. 

Community-based education is a very appropriate strategy for countries that need 
to increase birth attendant coverage in certain geographic settings. The diffi culties 
in deploying and retaining midwives to less-desirable geographic settings, or to 
communities remote from their own family and social support networks have 
been well noted (Penny 2000; Ronsmans et al., 2001; Van Wagner et al., 2007). 
Similarly, it may be diffi cult to recruit students who already reside in these 
underserved communities to the profession, if they would need to leave their 
support networks in order to study in more central locations. These potential 
students include traditional community-based providers (TBAs and community-
health workers) who have the requisite level of education and the personal potential 
and interest to become midwives. 

Community-based education is more likely to refl ect the cultural values and 
traditions of the community; therefore the graduate of such a program is more 
likely to be accepted by the community as a trusted care provider. Graduates of 
community-based programs are more likely to remain in their communities of origin.

Those assisting births and providing maternal care need to have the trust and respect of the community. 
Midwives from outside the area would have to adapt to local customs. If the midwife does not speak 
the local language, does not allow traditional birthing positions or does not respect delivery rituals 
or issues of privacy, few local women are going to use her services. Bringing in “outsiders” could 
therefore end up alienating from the health service those women most at risk. Cultural sensitivity and 
the ability to have one’s help sought and advice followed may be just as important as technical skill in 
making an impact on maternal health.

[Source: Walraven & Weeks, 1999]

Countries that emphasise this strategy must, however, develop concurrent 
strategies that provide support to the midwifery professional who practices in 
settings where it may be more diffi cult to receive supportive supervision of her 
work, and where opportunities for continuing professional development may be 
limited (see Section 4.1).

Some countries integrate “maternity nursing” studies within the curriculum of 
nursing studies, providing all nurse-graduates with some basic knowledge and skills 
in the care of pregnant women and newborns. Other countries extract that content, 
and offer it as an optional course of study for those who wish to become qualifi ed 
as midwives. Still other countries educate all nurses also to qualify as midwives at 
completion of nurse training.  

The curriculum for midwifery studies outlined in Module 5 of this The 
Strengthening Midwifery Toolkit is designed to accommodate an educational 
pathway for individuals who enter the midwifery profession directly, and another 
pathway for those who study midwifery as a second profession (e.g., in addition 
to preparation in nursing). Countries in need of enhancing their skilled attendant 
workforce should be encouraged to examine the current nursing-education patterns 
and the maternal/newborn content within that programming. It may be possible 
with relatively little investment of resources, to provide the additional educational 
input that would be required to upgrade members of the current nurse workforce 
(e.g. auxiliary nurses, enrolled nurses) to the accredited qualifi cation of a midwife.

3.2 Upgrading the skills 
of auxiliary nursing 
personnel
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This strategy has been modelled in a number of countries (Foster et al., 2005). 
An assessment conducted in Botswana noted improved documentation of care 
practices among those who had higher levels of nurse training and also had 
midwifery training. The authors concluded that it would be more important in 
this particular country context to train all nurses to become midwives than it 
would be to upgrade enrolled nurses to become registered nurses if the plan for safe 
motherhood was to be advanced (Fako et al., 2004).

4. Retention of the existing midwifery workforce 

Strategies designed to extend, enhance and expand the impact of the midwifery 
workforce are essential to building a suffi cient cadre of skilled birth attendants. 
Strategies are also required to retain already qualifi ed midwives within the current 
workforce. Challenges to retention of the workforce include factors that affect 
satisfaction with the workplace environment, and satisfaction with the choice of 
midwifery as a career. This latter factor is becoming of greater importance in many 
countries as professional higher education opportunities, and mobility within and 
between career choices, become increasingly available to women. 

Recent deliberations about strategies to promote safe motherhood have focused 
on the advantages when birth occurs in various levels and types of health facilities 
(including those located in the community) (Hodnett et al., 2010) and generated 
a key recommendation that facility-based birth occur with midwives as the main 
providers, supported by other attendants working with them in a team (Campbell 
et al 2006). However, the current and near-future situation in many countries 
is that midwives may work alone, often in isolated and rural settings, with 
little opportunity for assistance to cover the full range of midwifery duties (e.g. 
antepartum care, client education) in addition to provision of round-the-clock 
intrapartum services. 

The midwife who works in a health facility is not necessarily in a better situation. 
Understaffi ng has been identifi ed as one of the main factors responsible for 
poor quality of midwifery care. Understaffi ng in health facilities includes the 
practice of assigning midwives to other duties in the facility, where they have little 
opportunity to use their midwifery skills (often resulting in “de-skilling”) (Scotland 
& Bullough, 2004), and the practice of assigning multiple competing duties and 
tasks (e.g. housekeeping and clerical functions) to the midwife that are unrelated to 
professional practice (McKenna et al, 2002).

Modules 7 and 8 of this The Strengthening Midwifery Toolkit propose a number 
of strategies that could be used to extend programs of peer support, consultation 
and supportive supervision to midwives working in these situations and settings, 
in the interest of improving the quality of midwifery care, and in the interest 
of promoting and enhancing the midwife’s job satisfaction (Moseley, Jeffers & 
Paterson, 2008; Chhea, Warren & Manderson, 2010). All midwives, regardless 
of practice setting, can benefi t through the receipt of continuing education 
concerning emerging evidence-based practices and skills enhancement (including 
acquiring or reaffi rming competence in critical life-saving skills). All midwives can 
also benefi t by the opportunity to engage with peer colleagues in discussions about 
their experiences, receiving feedback, encouragement, and support. Midwives can 
plan ways in which they can collaborate together, fi nding their own opportunities 
and solutions to the problems that are specifi c to their country situation. For 

4.1 Supporting midwifery 
practice in context
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example, midwives in Indonesia created a program of rotating internships at 
district hospitals and training centres for both facility and village midwives that, 
combined with a structured program of peer review and continuing education, was 
very successful in retaining midwives within the workforce (Walker et al., 2002).

Countries that have implemented midwifery registration systems have a way 
and means of identifying midwives who have voluntarily let their practise 
authorisation lapse, and midwives whose limited-time licensure has expired, but 
who were in good standing at the end of this term. These midwives represent a 
pool of already qualifi ed, skilled providers who could be encouraged to return to 
active practice (Sterfi ou-Kita et al., 2010). Two reports from Australia provide 
models of reintegration programs developed to meet the needs of these midwives. 
One program (Bullen, 2003) was specifi cally designed for midwives who were 
currently in the nursing workforce, but who had selected to work in other 
clinical practice areas. Their level of midwifery expertise had diminished due to 
lack of clinical experience. The training program focused on practical and life-
saving midwifery skills, promoting competence and confi dence for a resumption 
of midwifery duties. A second training model emphasized skills enhancement, 
followed by a midwifery job description that provided fl exible work hours for 
midwives with family responsibilities and high levels of clinical support for 
practitioners (Flowers, 2004).

Many countries face the challenge of losing midwifery practitioners, who choose 
to practice midwifery in another international setting (Anderson & Issacs, 2007; 
Kingma, 2008). There are many factors that both “push and pull” midwives from 
one setting to another. Countries that wish to encourage midwives to remain in their 
home country need to look for options to support improvements in the economic 
and social status of midwives, such as improvements in pay, working conditions, 
work schedules, and safety of the work environment, in order to mitigate against 
the factors that compel the midwives to look elsewhere (Buchan & Sochalski 
2004; Stilwell et al., 2004; McElmurry et al., 2006; WHO, 2006b; Dovlo, 2007; 
Thupayagale-Tshweneagae, 2007; Henderson & Tulloch, 2008;  McAuliffe et al., 
2009). Incentives to remain in the home country workforce, such as opportunities for 
professional advancement (Thomas, 2006), are equally important. 

Autonomy in practice is another factor that needs to be carefully considered by 
countries as they build their skilled attendant workforce. The degree of respect 
afforded to the individual midwife, and the esteem afforded to the midwifery 
profession is related to professional job satisfaction. For example, the number of 
practicing midwives declined greatly in Costa Rica following the transition to 
facility-based births, where midwives were not integrated into the hospital-based 
system (Jenkins 2003). 

Countries that receive midwives from other countries have a compelling obligation 
to be certain that these midwives are equally qualifi ed for practice. Effective systems 
of screening, assessment and registration of internationally qualifi ed midwives are 
essential to ensure that these practitioners meet equivalent professional standards 
(See Modules 2 and 3 for guidance) (Bieski, 2007). The midwifery association 
of the receiving country should be included as an essential partner in developing 
the mechanisms for accrediting these individuals for recognition (“titling”) and 
eligibility for entry-into-practice. 

The health systems into which these midwives are integrated must also ensure that 
these practitioners receive supportive supervision during the period of transition. 
Three areas of evaluation are of critical importance: knowledge and skills (Module 

4.2 Reintegration into the 
midwifery workforce

4.3 Slowing the pace of 
international migration
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4), clinical judgment and language competency (Watts et al., 2005; Kingma, 2006). 
All individuals practicing under a similar professional defi nition of midwife would be 
expected to meet common standards of professional practice (Modules 2, 7 and 8).

5. Establishing or strengthening the midwifery professional association

A premise that was set forth in the background paper to this The Strengthening 
Midwifery Toolkit (Module 1) was that midwives should be active partners in all 
deliberations that affect the profession. This includes advocacy for development 
of national health strategies in all countries that would give midwives and doctors 
complementary roles in maternity care, as well as equal involvement in setting 
public health policy (Högberg, 2004). 

Countries that are building the capacity of midwives as a skilled provider cadre 
would be well served by engaging in active collaboration with The International 
Confederation of Midwives. The ICM can serve as a resource for countries as 
they deliberate the many and varied issues that are fundamental to building 
midwifery to the scale of a profession, equivalent in prominence and respect, to 
its international professional peers. The ICM collaboration would work in both 
directions: from a “top-down” global and professional perspective, and from the 
“bottom-up” personal and workplace perspective of practising midwives (Lynch 
2002).

The ICM would work with representatives of the midwifery community in-
country, to broaden the understanding of government offi cials who are responsible 
for establishing health care policy, about ways to assist the development of the 
midwifery profession in-country, according to already established international 
standards and guidelines. The ICM would provide counsel to groups or coalitions 
of midwives in the country, to help them to establish common bonds and linkages 
with other country midwifery associations, from which they can receive very 
practical assistance, guidance and support (Thompson, 2001).

Where necessary, the ICM can assist midwives to establish a professional 
association that could speak on behalf of midwives at policy-making levels. The 
ICM could provide support to countries to strengthen the skills of leaders of 
existing country associations, so that the voice of midwifery is heard more clearly. 
A checklist for assessing the status of midwifery associations, to identify the 
organizational capacities that could benefi t from strategic growth and development, 
is provided in the Annex. 

Similarly, countries would be well served by taking full advantage of the resources 
available through the World Health Organization. ICM and WHO are full 
collaborative partners and seek a common agenda for safe motherhood (Phumaphi, 
2005). The WHO has generated an extensive library of educational, clinical and 
policy materials that augment and supplement the information presented in this 
The Strengthening Midwifery Toolkit.
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ANNEX

    International Confederation of Midwives

Strengthening Midwives Associations

MEMBER ASSOCIATION CAPACITY ASSESSMENT TOOL (MACAT)

Name of Association: ………………………………………………………………………………….

Name of person completing the questionnaire: …………………………………………………….

Position in the Association ……………………………………………………………………………

Date completed. ……………………………………………………………………………………….

Please place a tick in the appropriate column. Answer All questions in each section.

A. Governance Yes No N/A

        A1. Board

1. The association has a Board and/or an Executive Committee governed by a 
constitution and by laws.

2. The association has clearly defi ned roles and responsibilities for the Board/Executive 
and members.

3.  The Board/Executive meets at least twice a year.

4.  The Board/Executive Committee carries out the roles of strategy development 

5.  The Board/Executive Committee carries out the roles of policy formulation

6.  The Board/Executive Committee carries out the roles of fund raising

7.  The Board/Executive Committee carries out the roles of public relations

8.  The Board/Executive Committee carries out the roles of fi nancial oversight

9.  The Board/Executive Committee carries out the roles of lobbying

        A2. Vision, mission

10.  The association has a clearly stated vision and mission statement.

11. The mission is developed in collaboration with members in some way

12. New members are orientated to the association’s vision, mission, and goals. 

13. The activities of the association are consistent with the mission and vision.
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14. The vision is shared with members, giving a sense of purpose and direction to the 
association.

15. The vision and mission statements are reviewed and updated regularly with input 
from members at least every 3-5 years

  A3.  Goals and Strategies

16. The association has a clear strategic planning process

17. The association has a clearly written strategic plan with achievable long term and 
short term goals

18. The association’s goals and strategies, developed with input from members,  are in 
line with the mission and vision

19. Mechanisms exist for reviewing and updating association goals with input from 
members.

20. The association has realistic operational work plans, aligned with the strategic 
planning process.

  A4. Legal Status

21. The association is registered as an organisation according to the country’s legislation.

22. The association is a member of another health care profession association

 a.  Obstetric association

 b.  Nursing association

 c. other

23. The association has a constitution developed and shared with members.

24. The constitution is reviewed with input from members every 5 to 10 years.

25. All new members are given a copy of the constitution.

Additional comments:

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

B. Management Practices and Leadership Yes No N/A

 B1.  Administrative policies and procedures

26. The has clear policies and procedures for electing offi cers. 

27. The association has clear operational policies and procedures in place. 
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28. The association has clearly defi ned roles and responsibilities for the leadership, for 
staff, if any, and for members.

 B2.  Infrastructure and information systems

29. The association has offi ce/space to support and facilitate its daily work.

30. The offi ce /space is well equipped and maintained with relevant communication 
systems (telephone, email, fax, internet)

31. The association has systems in place to process/manage information including an 
updated list of its members.

 B3.  Authority and accountability.

32. The Association’s decision-making process is documented and transparent. 

33. Guidelines for the working relationship between the Board/executive committee, 
staff and members are clearly outlined in the policy documents.

34. The Board/Executive regularly informs members on the association’s activities and at 
the annual general meeting.

 B4.  Human Resources

35. The association staff, if any, is recruited in a transparent competitive manner, to fulfi l 
its needs.

36. The association, if it has staff, has clear human resources and employment policies 
in place (employment contracts, salary structures and benefi ts, job descriptions). 

37. The association incorporates capacity building /development of staff as part of its 
annual plan.

38. The association has information kits, policy manuals etc for its staff and members 
available on request.

Additional comments: ....………………………………………………………….............

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

C. Financial Resource management Yes No N/A

 C1.  Accounting

39. The association has a clearly defi ned accounting system.

40. The association has  audits conducted yearly.

41. The association’s accounting system enables it to produce a clear fi nancial report 
when required.

 C2.  Budgeting

42. The association has an annual budget which is approved by the Board/Executive 
Committee.

43. The association has a person specifi cally responsible for budget management.
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 C3.  Financial Reports

44. The association produces fi nancial reports which are reviewed and approved by the 
Board/ Executive Committee.

45. The association presents a full fi nancial statement in its annual report for members 
and general public. 

Additional comments:

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

D. Functions Yes No N/A

 D1.  Membership Services

46. The association organises general meetings with its members annually.

47. The association has a mechanism for recruiting new members.

48. The association has mechanisms for membership retention.  

49. The association has a clear membership structure

50. The association has a clear membership fee structure

51. The association has mechanisms for updating its membership list.

52. The association has branches across the country.

53. The association communicates with its branches regularly.

54. New members are oriented to the information available and how to request it.

55. The association has mechanisms in place to make recommendations on salaries, and 
working conditions of its members.

56. The association has mechanisms to provide continuing professional education for its 
members.

 D2.  Advancing Professional Practice

57. The association develops or contributes to the development of professional standards 
for education and regulation.

58. The association has capacity to support and publicly recognize positive quality 
practice by members (e.g. practice, education, research, policy, leadership etc).

59. The association has mechanisms in place to share best practices and engage in 
mutual learning opportunities with other organisations.

 D3.  Quality control for care

60. The association has mechanisms for providing guidance, advice and information to 
its members on quality of care.

61. The association contributes to / advocates for the development and implementation 
of midwifery regulation

62. The association has mechanisms to assist its members in meeting any continuing 
competency requirements needed for licensure or renewal of license
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63. The association has a regularly reviewed Code of Ethics for members or works within 
the ICM code.

64. The Code of Ethics is given to new members in conjunction with other documents.

65. The association is in attendance in situations where member midwives’ professional 
practice is being questioned.

66. The association is involved in human resources planning as it relates to practitioners 
and quality of health care provision.

 D4.  Communication 

67. The association has a clearly defi ned communication strategy for internal and 
external relationships.

 - with members

68. The association has mechanisms for regular (at least quarterly) two way communication 
with  its members

  - with MoH

69. The association has a mechanism to regularly inform MoH and other relevant bodies 
of activities and issues impacting on its members and the midwifery profession.

 - with Women, Donors, Civic Society

70. The association has communication systems in place such as newsletter and/or 
a website to communicate with all stakeholders (members, women, donors, civic 
society and grassroots NGOs such as WRA).

 D5.  Advocacy

71. The association has systems in place to facilitate advocacy for  women, midwives 
and newborns

72. There has a mechanism to provide advocacy training to association leadership and 
members (negotiation, public speaking, information kit, etc.)

73. The association has representatives in key government committees and policy making 
bodies on maternal, newborn and child health and midwifery

74. The association has guidelines for how to involve NGO partners in advocacy 
networks serving the interests of its benefi ciary groups.

 D6. Service Delivery

75. The association has the relevant resources (human, capacity, fi nancial material) to 
achieve its mission.

76. The association has the tools to monitor and evaluate the quality and impact of its 
work.

77. The association uses evaluation results to infl uence service delivery planning.

Additional comments:

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........



22 / Developing midwifery capacity for the promotion of maternal and newborn health

E. Collaboration, partnerships and networks Yes No N/A

 E1.  With  women and government and other NGOs

78. The association involves women and families as true partners in service provision 
including planning, decision making, and civic activities.

79. The association has established a collaborative relationship with the government.

80. The association has collaborative relationships with national and international 
NGOs, including women’s organisations.

81. The association collaborates and networks with other health care professions 
associations in the country.

 E2.  Relationship with Donors and the Private Sector

82. The association has mechanisms of maintaining relationships with current donors 
and establishing contact with potential ones.

83. The association engages donors in a free and open dialogue.

84. The association engages the private sector in open dialogue relating to health issues.

Additional comments:

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

F.  Visibility including Media Relations Yes No N/A

85. The association is approached by women and their families for information and 
advice on women’s health issues.

86. The Board/ Executive Committee and staff are recognized by their stakeholders as 
being highly skilled and credible in their fi eld.

87. The association is invited by government to provide midwifery expertise and 
contribute to policy and decision making in midwifery issues.

88. The association promotes its image and uses the media for public education.

89. The association develops positive relationships with the media.

90. The association is invited to take part in civic matters organised by other organisations 
and by government.
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Additional comments:

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

G.  Sustainability Yes No N/A

91. The association has a diversifi ed funding base capable of sustaining its programs 
over the long-term.

92. The association actively engages in resource mobilisation activities as a means of 
limiting its dependence on donors.

93. The association regularly seeks expertise (among its leaders and members when 
possible) to write fundraising proposals and to help generate ideas for resource 
mobilization.

Additional comments:

………………………………………………………………………………………….........

………………………………………………………………………………………….........

………………………………………………………………………………………….........

Please return the completed questionnaire to:
International Confederation of Midwives
70 Laan van Meerdervoort 
2517 AN The Hague The Netherlands       
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