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1. Introduction

Wherever in the world midwives are working they can benefi t from supervision 
and the support of a supervisor. Midwives carry the weight of responsibility for the 
mothers and babies that they care for and can feel very vulnerable when faced with 
challenging situations. When midwives embrace supervision they fi nd it helpful to 
their professional purposes by feeling supported in their practice. 

The aim of this module is to demonstrate the wider benefi ts of supervision. It 
will explore how the introduction of supervision of midwives could infl uence the 
safety of mothers and babies world-wide and to provide guidance in developing 
a supervisory system where none currently exists. Other modules in this toolkit 
support this information.

The actual word supervision has many meanings. The usual dictionary defi nition 
is “to oversee”. The term “supervisor”, when used in business or clinical practice 
applications, typically refers to one’s immediate superior in the workplace, that 
is, the person to whom one reports directly in the organisation. The dictionary 
defi nitions also offer care, protection and guidance as elements of supervision. 
These terms are a much better fi t when defi ning the supervision of midwives.
There are many different models of supervision used within different professions. 
This section will take a brief look at some of these models, but the emphasis in this 
module is on the supervision of midwives using a supportive model of supervision.

A glossary of terms related to supervision

Clinical governance: a framework to promote excellence in clinical care using management.

Clinical supervision: supporting professionals, usually in a group, using mentorship, preceptorship and 
refl ective practice. 

Continued quality improvement: A process by which an assessment is made of individual and/
or group practice, and compared to external standards of safe and effective practice, and, when indicated, 
recommendations for enhancing quality of care are generated.  

Critical incident analysis: A process in which those involved in a diffi cult clinical situation engage in discussion 
of the circumstances that may have affected the outcome, in the interest of identifying factors that can be modifi ed 
in order to promote better outcomes.

Mentorship: a developmental process that occurs when a less experienced partner, referred to as a mentee or 
protégé, is guided by a more experienced person, who assists the mentee to gain insight into new situations or 
experiences, through the integration of prior learning.

Preceptorship: A supportive process that occurs when a more experienced person works alongside another 
to provide clinical support and direction to a learner who is acquiring new skills (student preceptorship) or to a 
newly qualifi ed practitioner who is making the transition to the role of independent practitioner.

Professional self-regulation: Taking personal responsibility for adhering to statutory rules, regulations and 
guidelines for midwifery practice

Refl ective practice: Providing the opportunity to review one’s practice either in a group or individually

Statutory supervision: A formal process of clinical oversight and review of practice according to standards, 
that is required by statutory regulation; a system of supervising midwives within a regulatory framework

Supportive supervision: Offering support and guidance through mutual engagement in dialogue about 
issues of clinical practice

1.1 What is supervision?
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Supportive supervision is a description of the way supervision can be carried out to 
provide maximum support to midwives. The challenges of working independently 
can be overwhelming. Simply knowing that someone is there for you personally has 
great advantage, even if that person is simply someone with whom you can discuss 
your ideas or questions, or someone with whom you can speak after having had 
a diffi cult or challenging experience. The ability to share your concerns in these 
circumstances can be very benefi cial.

Change occurs at a rapid rate in modern heath services. This can be very 
stressful for midwives, especially if it means a change in practice or work area. 
The supervisor of midwives is well placed to advise and guide midwives who are 
challenged by change. 

Mutual respect between supervisors of midwives and midwives is needed if there 
is to be a benefi t from supervision (Gluck, 2007; Kaplan, Mestel & Feldman, 
2010). Working in partnership will enable the greatest benefi ts to be gained from 
supervision, and extend the effectiveness of the supervision process not only to 
midwives but also to the mothers and babies for whom they care. A midwife should 
feel more confi dent in her1 practice when supported by a supervisor.

The purpose of statutory supervision of midwives is to protect the public and 
to support and promote good midwifery practice (Nursing and Midwifery 
Council,2002). Midwives in many countries can practise independently, meaning 
that they are not required to refer clients to a doctor unless there is deviation from 
normal or there are complications (Skår, 2009). It is therefore essential that there 
are supervisors of midwives to facilitate safe, autonomous midwifery practice. 

The term statutory supervision refers to the system of supervising midwives within 
a regulatory framework. Government authorities create statutes (laws) that govern 
the practice of midwives in the specifi c country (see Module 2). Midwives Acts or 
Nurses and Midwives Acts are examples of these statutes as enacted in the United 
Kingdom (U.K.). The earliest regulation infl uencing midwives in the U.K. was 
introduced with the passing of the Midwives Act in 1902. The Midwives Act 
required that all midwives be registered with the government in order to be eligible 
to practise. The Act, and the role of registered midwives, have been regularly 
updated since that time.

The Act(s) established a statutory body to regulate midwifery, to be responsible 
for keeping the register of midwives and to regulate education and practice of the 
profession. Later legislation introduced codes, rules and educational requirements 
for midwives. Supervisors of midwives were made responsible, through statute, for 
monitoring adherence to the rules and codes. 

The introduction of supervision of midwives resulted in improvement in standards 
for midwifery and created a situation in which women were more likely to receive 
care from safe practitioners. Midwives were obliged to have their name on a roll (a 
registry) and to notify their intention to practise each year so that the midwifery 
inspectors could evaluate the appropriateness of that request. Midwifery supervisors 
were required to report to the Local Supervising Authority (LSA) Offi cer any 
midwife whose standards were considered unsatisfactory and who were a danger 
to the public. The LSA Offi cer had the authority to suspend the midwife from 
practice in such cases.

1 The use of the female gender refl ects that in many countries midwifery is seen as exclusively open to women. However in a number of countries men enter into this 
profession. The international defi nition has been updated to refl ect a more gender-neutral language; however, this guidance uses the female gender for ease of use.

1.2 Supportive supervision  

1.3 Statutory supervision 
of midwives
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Statutory supervision continues to this day but with the underpinning value 
of supportive supervision. The supervisors monitor the practice of midwives in 
their place of work, although not necessarily directly. They meet annually with 
midwives for a one-on-one supervisory review when practice issues and professional 
development are discussed. Supervision is a means of supporting midwives’ 
professional practice through access to a named supervisor of midwives who is 
responsible for monitoring the practice of the individual midwives on her caseload.

Clinical supervision takes a somewhat different approach, in contrast to statutory 
supervision of midwives (Cummins 2009). The term refers to a “bottom-up” 
rather than a “top-down” approach to creating opportunities and systems for 
supervision of midwives. Each of the elements of clinical supervision can be 
adapted and applied in any country-setting, and are therefore useful to midwives 
world-wide. Clinical supervision is a term that covers many aspects of supporting 
and developing professionals. Clinical supervision can be provided for individual 
practitioners, or as a method for reviewing and supporting groups of midwives who 
work in a common practice site. The primary approaches to clinical supervision are 
mentorship, preceptorship and refl ective practice (Mills, Francis & Bonner, 2005). 

Mentorship is a developmental process that occurs when a more experienced 
person works alongside a less experienced partner referred to as a mentee or protégé 
(Mills, Lennon & Francis 2006; Hodges, 2009). All midwives, those in training 
and those who have already qualifi ed for practice, bring a rich body of prior 
learning and experiences to their education or clinical practice settings. Mentors 
assist the mentees to incorporate the richness of these personal assets into a new 
education or practice application.

A mentor acts as an adviser, guide, teacher and counsellor in the clinical workplace 
by listening, showing empathy, establishing trust and affi rming the experience of 
the mentee, allowing the move from a state of dependence to self-directed practice 
(Cooper & Palmer 2000). Mentorship is an element of clinical supervision that fi ts 
well with midwifery. Mentoring the learner is accepted practice in midwifery in 
most countries (Jones, Maxfi eld & Levington, 2010).

Preceptorship has become widely accepted as a valuable means of assisting the 
newly qualifi ed midwife (Lackey, 2007; Holland et al., 2010), or the midwife who 
has assumed a new clinical posting (Ledema et al, 2010). Preceptorship is intended 
to support the transition from student to qualifi ed practitioner. It can also be 
very valuable in assisting a qualifi ed midwife (i.e., a midwife already authorized 
to practice) to make the adjustment to a new practice setting and environment 
(Cooper & Palmer 2000).  The midwife works alongside a mentor (who may be 
another midwife or other equally or higher-qualifi ed health care provider) for 
a specifi ed amount of time, sharing the same shift patterns wherever possible. 
Midwives value and desire this period of initial support to consolidate their skills 
and knowledge. It helps to increase confi dence in personal abilities, regardless 
of the placement setting. It has been shown to infl uence the philosophy of care 
and improve retention of staff, perhaps as a result of the midwives’ feeling more 
supported (Boon et al 2005; Latham, Hogan & Ringl, 2008).

It is widely accepted that clinical supervision aims to identify solutions to 
problems, improve practice and increase understanding of professional issues. 
Refl ective practice is an approach to reviewing one’s practice within a peer group or 
individually with a skilled supervisor as a part of clinical supervision (Ralston 2005; 
Duffy, 2009). The choice of approach depends upon a number of factors, not least 

1.4 Clinical supervision

1.4.1 Mentorship

1.4.2 Preceptorship

1.4.3 Refl ective practice
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personal choice, but also access to supervision, length of experience of the peer 
group practitioners as well as the availability of supervisory groups within a busy 
health service (Duffy, 2008).

• Group supervision is when an individual, designated as supervisor, meets 
for refl ective practice with a group of peers. It is useful when discussing 
current practice within a specifi ed work area rather than an individual’s 
practice (Severinsson, Haruna & Friberg, 2010). It can be used successfully 
within midwifery supervision but it is not a replacement for the one-on-one 
supervisory review. The team approach appears to have been successful in some 
studies, bearing in mind that demonstrating the impact of clinical supervision 
on patient care is problematic as it is diffi cult to measure. One study that 
evaluated the impact of clinical supervision found that there was continuous 
improvement in the overall quality of care and improved patient satisfaction 
when team supervision was used (Hyrkäs & Lehti 2003). It did vary, however, 
in the fi ve different areas where the study was undertaken, emphasising that 
personalities will produce variations.

• Peer group supervision is an approach in which group members (typically up to 
six members) share dual roles, serving as both the supervisor and supervisee. 
This mutual support group approach offers the opportunity to receive support 
not only from a designated supervisor but also from peers who may well be 
sharing many of the concerns expressed with this group. This is particularly 
effective when colleagues are working together in stressful environments 
(Deery, 2005).

• Individual supervision is one-on-one supervision and is used in many 
professions where there is involvement in the general care of others (Falender et 
al., 2004). It is more useful in circumstances in which it might be considered 
inappropriate to discuss issues with more than one person. This approach 
works particularly well with midwives who need to refl ect on their personal 
approach to practice.

The supervisor is able to provide feedback or direction during these refl ective 
sessions, whether group or individual, to assist in development of skills and 
theoretical knowledge to improve competence (Ralston 2005). The supervisor is 
there to listen and support but also to confront the supervisee when issues, doubts 
and insecurities arise and to take action if the refl ective discussion suggests that 
a midwife is practising sub-optimally or is demonstrating a lack of confi dence 
following a critical incident or because of personal circumstances.

Cross supervision is a term that describes the process in which a supervisor 
supports practitioners who are working in a different practice area. This could be a 
supervisor of midwives supervising midwives in a different hospital or community 
from that of the supervisor’s regular area of practice, or simply a supervisor of 
midwives based in a hospital supervising midwives who work in the community. 

Cross supervision can be necessary when there are no supervisors of midwives 
available in one area and a request is made to a supervisor of midwives from 
another area to provide cover. The distance involved will vary from area to area 
and country to country. It is very likely that there will be areas where direct access 
to a midwife needing help and advice is impossible because of locality and lack of 
transport. Communication by telephone may be an option in these circumstances. 
This approach is perfectly acceptable for giving advice and very reassuring for the 
midwife concerned to have a second opinion in an emergency. 

1.5 Cross supervision 
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2. Why supervision?

By supervising, nurturing, developing and empowering midwives through 
supervision, the women and babies they care for will, in turn, receive a higher level 
of care from safe practitioners. There are two ways to address the circumstances 
when midwives do practise sub-optimally, despite the support and professional 
development offered through supervision. First, the supervisor can provide more 
support and specifi c professional development in the attempt to improve practice. 
However, when circumstances indicate that performance is unlikely to improve, 
or in the instances of unsuitable practice, then, after thorough documentation of 
events, the midwife can be removed from the registry roles.

Supervision is offered from a much more supportive perspective in the present day 
than it was when statutory supervision was fi rst developed more than a century 
ago. Supervisors of midwives act as guides and counsellors to the midwives on 
their case-load. They are available for advice about practice issues or to listen when 
midwives have had to deal with a diffi cult situation. They support the professional 
development of midwives and meet regularly with them to share their concerns, 
help them refl ect on their practice and consider their goals for the future.

The common aim of all midwives and supervisors of midwives is to provide the 
best possible care for mothers and babies. The most effective ways and means to 
provide that level of care will be the basis of communication between supervisor 
and supervisee. Regular contact and discussion will promote a mutual regard and 
commitment to meet regularly.

Supervision has been shown to be a positive approach to the support of practice 
not only for midwives but also for other professions (Hall 2007). Supervision can 
even have a restorative effect, particularly in circumstances where professionals 
work in a stressful environment, and within challenging work environments 
(Abbott et al 2006). The support provided by supervisors has also been shown to 
have a positive impact on job satisfaction and patient care outcomes (Kirkham 
& Stapleton 2000; Hyrkäs, Appelqvist-Schmidlechner & Haataja 2006) and to 
reduce levels of burnout and levels of emotional exhaustion and depersonalisation 
(Edwards et al 2006; Larsson, Aldegarmann & Aarts, 2009).

Protection of the public was a main objective of statutory supervision, as 
envisioned during its original design, and that objective certainly remains relevant 
to present-day health care service delivery. The relationship between the concepts of 
supervision of midwives and the protection of mothers and babies can be diffi cult 
to grasp as it is an indirect mechanism. However, there is evidence that midwives 
who work in an environment in which they can be supervised and supported are 
less likely to make errors in clinical judgment or practice. Nevertheless, despite 
this support, there will be examples of sub-optimal practice and it can occur at 
many levels, from the midwife who puts in less effort to the midwife who does not 
continually evaluate the safety and quality of her practice, accept responsibility 
when error occurs, or take action to correct her unsafe practice.

Clinical workload cannot be predicted in midwifery practice. There will inevitably, 
even with careful planning, be periods when there are insuffi cient staff to care for 
everyone. More incidents happen when midwives are working under pressure, 
when circumstances entice them to take short cuts that might compromise safety in 
pursuit of expediency (Hillson & Murray-Webster, 2005).

2.1. Providing support for 
midwives 

2.2 Protecting the public, 
mothers, and babies
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Midwives working in isolated communities, where there are barriers to the 
accessibility of emergency obstetric care, inevitably have diffi cult decisions to make. 
The lack of technical supervision and inadequate in-service training has been 
identifi ed as the main cause of poor quality care in some practice settings (Kaye 
2000; Warwick, 2010). 

Midwives who have been involved in challenging situations with a poor outcome 
may be anxious about returning to the workplace, although many do not have a 
choice in this matter. Whatever the circumstances, they need support in coming to 
terms with what has happened. They will be helped during this time by receiving 
assurance that they will have the opportunity to receive further training related to 
the incident so that they can prove not only to their supervisor of midwives that 
they are capable of practising safely, but also to themselves. Such support through 
supervision means that women and babies will receive safe and competent care 
from midwives who, without this, could have continued to practise sub-optimally 
or practised insecurely and without confi dence. 

A commitment to life-long learning is required of midwives in order that there is 
the opportunity continually to develop, update and modernise practice that refl ects 
new and emerging evidence. On-going education and training are the roots of 
continued personal professional development. 

The notion of professional development is crucial to maintaining standards 
of practice and ensuring that practice is current, evidence-based and safe. It is 
recognised that experience can enhance practice but not if it is a repetition of 
the same experience year on year with no new learning. Experiential learning has 
enormous value, compared with watch and learn principles (Fowler, 2008). 

The supervisor of midwives can support the midwife in determining what training 
is relevant to individual needs. A professional profi le of learning activity should be 
kept to record the way in which a learning activity has informed and infl uenced 
personal professional practice. This assists the supervisor in monitoring the 
professional development of a midwife. 

A midwife who is committed to the delivery of quality health care services should 
be expected independently to undertake a regular set amount of study during her 
working life (Joyce & Cowman, 2007). Country midwifery regulatory boards may 
establish a minimum number of continuing education units to be acquired over 
a specifi ed period of time either as standard for practice or for reauthorization for 
practice. 

Midwives generally have an understanding of occupational and professional 
regulation, defi ned as the statutory rules, regulations and guidelines for midwifery 
practice that are formulated for the country by the authoritative body established 
for that purpose (see Module 2). Professional self-regulation is a related process, 
but perhaps less well-understood by the individual midwife. The true meaning of 
accountability, i.e., taking personal responsibility for adhering to these regulations, 
and further, taking additional personal responsibility for monitoring the quality of 
personal practice, may not be clear to all midwives. 

There may be some confl ict between midwives’ understanding of accountability 
for their own practice in whatever environment they are practising, and where 
accountability is shared under the circumstances when midwives are carrying 
out the instructions of medical staff. Regulatory guidance should include an 
explanation that accountability cannot be either delegated to or borne by others, 

2.3 Enabling life-long 
learning

2.4 Promoting professional 
self-regulation 



Supervision of Midwives / 11 

it simply rests with the individual practitioner. (Kenyon, 2009. Discussion with 
the supervisor of midwives may be helpful in order to gain greater clarity and 
understanding (Plant, Pitt & Troke, 2010). 

Midwives are sometimes placed in the position of serving as advocates for women 
who wish to exercise personal choices that might not be in keeping with local 
policy. For example, it is standard and expected practice in some countries to 
give birth in a birthing facility. However, a mother may wish to stay at home to 
give birth. This may present a dilemma for the midwife who wants to support 
the mother in her choice of a home birth, but at the same time, would not be 
practising in compliance with the policies and protocols of the employer. This 
is an example of a circumstance in which midwives may wish to seek the help of 
their named supervisor or another local supervisor. The supervisor can help by 
supporting the midwife in continuing to care for the woman in her home and 
giving advice about documenting the woman’s decision and the advice that she has 
given her. The supervisor can also support the midwife after the event in initiating 
a review of local policy in light of new evidence (Berggren, Barbosa da Silva & 
Severinsson 2005; Kirkham & Stapleton 2000).

The availability of services can also inhibit a woman’s choice. For example, access 
to emergency obstetric care services may be very limited in some countries. A 
woman who experiences an obstructed labour and is best served by transferring to 
a facility that is far distance or requires payment of fees or the consent of family 
members, may challenge a midwife’s responsibilities both as a midwife and as an 
employee. The midwife will need to seek out urgently the support of a supervisor 
of midwives, to assist decision-making and taking action. 

3. Benefi ts of supervision to the wider organisation

Clinical governance is a framework through which organisations are accountable 
for continually improving the quality of their services and safeguarding high 
standards of care (Scott, 2009). The intention of clinical governance is to create 
an environment in which there is excellence in clinical care and in which risk 
management is practised throughout the organisation. Midwifery supervisors 
support the clinical governance framework by acting as an advocate for the mother 
and baby and monitoring the professional performance of midwives (Som, 2007). 
This promotes a safe standard of midwifery practice that enhances the quality of 
care.

Supervisors of midwives fulfi l their role of protecting the public by being aware 
of the current safety culture in their work areas and by being prepared to inform 
Senior Health Managers of the risks that arise when maternity units are not 
staffed with suffi cient numbers of professional and support staff. The supervisor 
of midwives who takes the public protection role seriously will also recognise 
the need to inform senior managers of the risks being taken within their area of 
management.

However, risk management is a responsibility shared by both supervisors and 
practicing midwives. The exercise of professional accountability maintains the 
safety culture of the midwifery profession. This means that midwives should 
acknowledge any limitations in their knowledge and competence, and decline any 
duties or responsibilities unless able to perform them in a safe and skilled manner. 

3.1 Supporting clinical 
governance



12 / Supervision of Midwives

It is however, often diffi cult for the practicing midwife to act on this principle, 
particularly when there is no one else to carry out the tasks, and therefore, a clients’ 
needs will not be met. 

High standards of care can also be supported through a program of supervisory 
audits (Johnson, Jefferies & Langdon, 2010). Supervising authorities can arrange 
supervisory audit visits to each maternity centre, in facilities and in communities. 
The manner in which midwifery is practiced in these settings can be evaluated 
against established standards of practice, such as the WHO Making Pregnancy 
Safer standards (WHO 2006). The auditor, as an outside assessor, is in a position 
to recommend remedial action in the circumstances where there are unacceptable 
variations in clinical midwifery practice, or care is inappropriate for women’s needs 
(Duerden 2000). 

Professional self-regulation and life-long learning are also key themes of clinical 
governance. These have already been described as integral to the supervision 
of midwives, promoting and developing safe practice and disseminating good, 
evidence-based practice and innovation. Supervisors have a role in supporting this 
framework for continued professional development and refreshment of midwifery 
knowledge.

Continuous quality improvement (CQI) is a process by which an assessment is 
made of individual and/or group practice, and compared to external standards of 
safe and effective practice, and, when indicated, recommendations for enhancing 
quality of care are generated. The interest of maternity services in engaging in a 
CQI process is to provide the evidence that quality-related activities are being 
performed effectively. This should promote confi dence among administration, peer 
providers and the public that quality care is being offered.
Clinical audit may be viewed as an element of, or the same as, quality assessment 
and should be an integral part of all health care delivery and continued quality 
improvement activities. These activities may include activities such as peer review, 
quality studies and audit of all types (de Reu et al., 2009).
The systems used for quality control in health services are based on clinical 
standards, evidence-based practice and learning the lessons of poor performance. 
A program of supervision of midwives and supervisory audit can serve as an 
important component of these quality control systems.

Module 3 of this Toolkit discusses the development of national standards for 
midwifery practice. It supports the theory that if standards are to be set for 
midwifery practice then midwives should be part of the multi-disciplinary 
collaboration in producing these standards. A supervisor of midwives would be well 
placed to represent midwives on the working body that establishes these standards.

Evidence-based practice is crucial to any programme of quality improvement 
activities within clinical governance. Supervisors of midwives have a responsibility 
to monitor midwifery practice. Regular monitoring of midwifery practice by 
supervisors who work in the clinical environment can help to identify the potential 
for risk and take action to address it.

Supervisors must ensure that the practice within their own clinical area is evidence-
based (Spiby & Munro, 2009).They must also challenge practice that is carried 
out, out of a sense of tradition, and without any evidence. Supervisors are also 
expected to ensure that midwives understand not only the meaning of evidence-

3.2 Supporting continued 
quality improvement
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based practice, but also that they know where and how to fi nd evidence and 
evaluate it adequately, being able to differentiate between poor and high quality 
research studies (Gordon et al., 2008).

Critical incident analysis is a process in which those involved in a diffi cult clinical 
situation engage in discussion of the circumstances that may have affected the 
outcome, in the interest of identifying factors that can be modifi ed in order to 
promote better outcomes (McCool et al., 2009). Critical incident analysis is a 
crucial part of the supervisor’s role (Arvidsson & Fridlund 2005; Schluter, Seaton 
& Chaboyer, 2008). All untoward events involving midwives should be recorded, 
investigated and monitored by supervisors. This is one mechanism by which 
supervisors can assist midwives to learn the lessons of poor performance.
 
Many institutions have regular perinatal audit meetings, designed to review the 
outcomes of clinical care and identify possible areas for improvement. These are 
excellent arenas for supervisors of midwives to monitor midwifery practice and take 
appropriate action where sub-optimal care has been demonstrated. Perinatal audit 
meetings provide opportunities for multidisciplinary discussion into lessons learned 
from audit and to debate how poor outcomes can be avoided in the future. 

4. Models of supervision 

Two models of supervision are offered for consideration. This fi rst is applicable to 
midwives who practise in developed countries and conduct facility-based births. 
The second model may be useful for midwives working in developing countries. 
The discussion will focus on how supervision contributes to well-established health 
organisations but will place emphasis on the practicalities of supervision within less 
developed communities.

A formal program of supervisory review provides dedicated time for midwives to 
meet regularly with their supervisor and refl ect on their practice over the preceding 
period of time. An annual review is recommended if this is feasible. Meetings can 
be arranged more frequently if needed or desired by the midwife. Midwives who 
are concerned about any aspects of their practice can discuss these issues frankly, 
knowing that these discussions are confi dential, and they are the opportunity 
to receive support and guidance, rather than criticism. Midwives should also 
be able to speak with their supervisor as, and when, they need or want to. It 
is an advantage if supervisors of midwives hold clinical posts, so they have the 
opportunity to work alongside the midwives they supervise and have more regular 
contact on an informal basis.

The supervisory review is an opportunity to discuss professional development. The 
supervisor can serve as a sounding board, offering advice and guidance, and helping 
the individual midwife to make decisions. The supervisor of midwives is, in fact, 
responsible for facilitating opportunities to maintain and develop their skills and to 
develop new skills, knowledge and competence.

Midwives who have been involved in a challenging situation are encouraged 
to meet with their supervisors and refl ect on how the emergency was handled, 
the events leading up to it and the outcome. The role of the supervisor in these 
situations is to provide support for the midwife, and to protect the best interest 
of the midwifery profession and the clients that are served. Some very serious 

4.1 Supervision for all 
midwives 
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circumstances may benefi t by the assistance provided by another supervisor, who 
can be asked to carry out a supervisory enquiry, while the named supervisor 
provides support for the midwife, helping to identify any gaps in knowledge, or 
weaknesses in practice. These gaps can then be addressed through appropriate 
learning, supported by the supervisor of midwives in the work area liaising with the 
local midwifery education department if academic input is required. 

Where midwives conduct facility based births, or births in women’s homes close to 
a birthing unit, there is usually ready access to a supervisor of midwives. Structured 
programs of monitoring and supervision of midwifery practice can be developed 
and implemented without great diffi culty under such circumstances.

Record review is one of the tools that can be chosen for monitoring midwifery 
practice. Record-keeping in midwifery is well established in most developed 
countries. These records must be accurate, contemporaneous and provide a good 
account of the care given (WHO 2006). Supervisors of midwives are responsible for 
ensuring good record keeping standards, regularly checking the midwifery records in 
their place of work, and providing feedback to midwives on their standards of record 
keeping. This assists midwives in improving their notes and helps them to be able to 
give a clear account of the action they took in emergency situations.

Access to a supervisor of midwives can be problematic in developing countries 
because of distance involved and the rural nature or remoteness of the region. 
However, communication does not need to be in person. The use of internet 
technology and telecommunication can enable the necessary contact (Xavier, 
Shepherd & Goldstein, 2007). The main principles of supervision, support and 
refl ection on practice can be facilitated in this way. Personal visits whenever 
possible supported by periodic contact through other means will still provide 
midwives with advice, guidance and support in their practice.

Reviewing practice through maternity records can be diffi cult as in some countries 
the production of midwifery records may be limited.  However, supervisors of 
midwives can be responsible for introducing record-keeping and train midwives in 
these standards.

Equipment and premises can be inspected by supervisors during their visits to rural 
areas, to ensure that they are well maintained and adequate for the needs of the 
community. The emphasis of such supervision visits should, however, be placed 
on support and professional development needs and ways of “being there” for the 
midwives when they are in need. These emphases provide a confi dential framework for 
a supportive relationship between supervisors and midwives wherever they are working.

5. How to plan for and develop a supervision system

A series of steps is provided to assist countries in their efforts to plan, develop and 
introduce a system for supervision of midwives. 

The fi rst essential in developing a system for the supervision of midwives will be to 
consider the introduction of regulation of midwifery practice that can be supported 
by supervision. This regulation makes it possible to set a formal agenda for the 
creation of standards for supervision. These standards, in their turn, form the basis 
for a training programme for midwife supervisors. 

4.2 Supervision of midwives 
conducting facility 

 based births

4.3 Supervision of 
 midwives working in 

developing countries

5.1 Providing a regulatory 
framework and 
standards for 
supervision 
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Regulation is addressed thoroughly in Module 2. The autonomy of midwives 
differs from country to country, and state to state, so the level of regulation will 
vary accordingly. The level of regulation must be suffi cient to support a robust 
system of supervision throughout the period of time over which the midwife is 
authorised by law to carry full responsibility for mothers and their babies. The 
standards for supervision can be created by a multidisciplinary team, on which 
there is strong midwifery representation. The standards would be developed to 
refl ect the rules and codes laid down by this midwifery regulation.

Personal and professional qualifi cations for individuals selected to serve as 
supervisors should be based on these standards. Supervisors of midwives will be 
fully qualifi ed midwives, ideally with at least three years of experience. Other 
qualities of potential supervisors have been articulated by midwives themselves 
(Duerden 2000). In particular, midwives felt a supervisor of midwives should be:
• approachable 
• clinically experienced
• in touch and up-to-date 
• willing to take action. 

Supervisors of midwives provide professional leadership, so midwives with leadership 
skills and qualities will be excellent candidates. Good leaders support, challenge and 
provide vision (Hyrkäs, Appelqvist-Schmidlenchner & Kivmäki 2005). They possess 
certain characteristics such as self-belief and self-awareness. They have personal 
integrity and are politically astute. Supervisors need to be able to confi rm a midwife’s 
ability and create opportunity for refl ection and willingness to engage in a change 
process, when necessary. Leadership uses the processes of mirroring and refl ecting, 
helping supervisees consider their own thinking and see their own behaviours in 
a new way, so that they understand their personal strengths and weaknesses more 
clearly. It will be impossible to fi nd all these characteristics in one midwife but, by 
fi nding a group of midwives with these combined characteristics and qualities, the 
team of supervisors will be an asset to the organisation and the midwives within it.

Past experiences have also generated several lessons learned about individual 
characteristics that are most suitable for individuals who will serve in the role of 
supervisor. During the fi rst 35 years of statutory supervision of midwives in the 
UK, the Medical Offi cer of Health acted as the LSA Responsible Offi cer. He 
commissioned inspectors of midwives from ranks of middle class women (‘‘Ladies”) 
who were used to supervising subordinates (Heagerty 1996). They were very 
critical of the midwives who were of lesser class, and attempted to impose middle 
class standards. The voices of midwives were not effectively heard until 1937, at 
which time midwives were appointed as supervisors of midwives to be a “friend 
and counsellor” rather than a “relentless critic.” This completely changed the face 
of midwifery supervision and reminds 21st century organisations of the need for 
supervision of midwives by midwives. Supervision must be viewed as a support 
mechanism, if it is to be effective (Keeling, Quigley & Roberts 2006).

Additional expectations of potential supervisors are that be:
• committed to woman-centred care 
• a source of professional knowledge and expertise
• able to resolve confl ict
• sympathetic and encouraging.

The ability to maintain confi dentiality is implicit in the role of the supervisor 
of midwives. A midwife must feel confi dent at all times that discussions with a 
supervisor of midwives will remain confi dential. There will always be times when 

5.2 Selection of supervisors 
of midwives 
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the supervisor of midwives may need to take action in the interest of safety, in 
which case discussion would take place about the need to share the information 
that the midwife has given.

Supervisors should be appointed to clinical, rather than managerial roles and titles, 
in order to avoid confusion between management and supervision. Managers will 
often have budgetary responsibility which will infl uence resources for services 
whereas for the clinical midwifery supervisor, the prime focus of supervision will be 
midwifery practice and not the organisation. However, the pool of applicants will 
dictate the fi nal selection.

An individualized training program must be provided to those selected as a 
potential supervisor of midwives. A decision needs to be made as to at what level 
the training should be provided before the training programme for supervisors is 
developed. It is suggested that the level of education should generally be one step 
up from the level for midwifery training; so if midwives are trained at certifi cate 
level then a diploma level training would be appropriate, but if midwives are 
trained at diploma level then supervisors should be trained at degree level, and so 
forth.

The education programme should be broad ranging including the concepts of 
political awareness. Supervisors need to be aware of both the overarching political 
climate and national health services policies that infl uence clinical practice in 
addition to local politics that infl uence the local provision of maternity services. 
When health policies are made both locally and nationally, the supervisor will be 
expected to lead midwives in their implementation. The local introduction of a 
new national screening programme is an example.

The length of the training programme should be in line with the content. Programs 
offered at the degree or diploma level should comprise at least one semester. Self-
directed learning will be appropriate in many educational institutions. Additional 
study days can be arranged in order to offer opportunities for shared learning with 
other potential supervisors.

An experienced supervisor of midwives should be provided as a mentor for the 
student supervisor to support and guide on the practical elements of supervision 
and to expose the learner to supervisory activities. Obviously, this step in the 
development of a supervisory system can only happen once the system of 
supervision has been established, and a cadre of experienced supervisors is available 
to serve in this role.

The training programme should incorporate the following topics:
• supportive supervision 
• role of the supervisor of midwives 
• purpose of supervision 
• leadership
• infl uences on supervision 
• empowerment and advocacy
• proactive supervision 
• decision making and problem solving
• organisation of supervision 
• models of supervision 
• legislation
• accountability

5.3 Preparation of 
supervisors of 

 midwives 
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• professional standards
• supervisory partnerships
• clinical governance and risk management 
• supervisor’s role in professional development 
• fi tness to practise
• identifying alleged misconduct
• conducting an investigation.

Much of the syllabus can be covered by the use of case studies and examples. 
Development of a learning portfolio should be encouraged. Assessment can be 
conducted either by written assignment with an oral presentation or by portfolio 
assessment.

The potential supervisor will be eligible for appointment as a supervisor of 
midwives upon successful completion of training programme. The appointment 
system should allow some leeway for fi nal selection after training, so that if any 
doubts about a midwife’s ability to perform as a supervisor of midwives have been 
identifi ed during training, there is no obligation to appoint the individual to 
that role. This is not an unusual situation as selection through interview does not 
necessarily identify an applicant’s weaknesses.

Experience in developed countries would suggest that a caseload of 15 midwives to 
one supervisor of midwives is reasonable. However this could be too burdensome 
if the distance between facilities is great and access to supervisees is limited. 
Allocation will therefore be determined according to the available number of 
supervisors and the logistics of accessing supervisees, bearing in mind that the 
supervisor still has to fulfi l her substantive post as a midwife. 

The supervisory relationship will benefi t from a midwife being able to choose 
her own supervisor whenever possible (Catherine & Stewart-Moore 2006). The 
perceived quality of supervision has been shown to be higher in those cases where 
supervisees have chosen their supervisors (Edwards et al 2005). However, it is likely 
that there will need to be some sort of assignment or allocation process in the 
earlier years, while the supervisory system is being introduced. Once a supervision 
system is well established, the system leaders may fi nd the opportunity to add their 
names to the list of available supervisors of midwives from which midwives can 
select their personal, named supervisor.

Supervisors of midwives will receive a list of names of midwives allocated to 
them, and/or the names of midwives who have selected the supervisor to serve in 
that role for them. The supervisor should endeavour to make informal contact 
as soon as possible with each supervisee for the purpose of introduction and to 
start the process of communication. The practicing midwife would fi nd it much 
easier to contact the supervisor in time of need, if they have already established 
a relationship (Duerden 2002). Arrangements for a formal get-together should 
ideally be made at this time of fi rst contact. The supervisee can use the formal 
meeting as the opportunity to bring the supervisor up-to-date with details of her 
career to date, her aspirations for and concerns about midwifery practice.

The relationship is considered established at this point. Nevertheless, relationship 
development is an essential component of effective supervision (Cerinus 2005). 
Building such a relationship is not possible in all circumstances. Therefore, 
there must be an option to opt-out where either the supervisor or the supervisee 
recognises that the relationship is threatened and will not benefi t supervision, so a 
change of supervisor can be arranged.

5.4 Appointment of 
supervisors of 

 midwives 
 

5.5 Allocation of caseload
 
 

5.6 Choosing a supervisor 
 

5.7 Making contact
 



18 / Supervision of Midwives

The supervisor of midwives takes on the responsibilities previously described within 
this module. Supervisors will constantly, and often sub-consciously, monitor the 
practice of all the midwives in their practice area. This attitude of being constantly 
“practice aware” will prompt the supervisor to endeavour to see that all practice 
is current, evidence-based, and in compliance with standards (Modules 3, 4 an 
8 offer additional guidance). Supervisors will be empowering leaders in their 
maternity service. Midwives will recognise that their supervisors are also sources of 
information, guidance and support. 

The principal responsibility of a supervisor is to monitor midwifery practice and 
this is carried out in several ways:
• working in the clinical areas with midwives; 
• auditing records and assessing clinical outcomes;
• contributing to clinical audit, including the conduct of confi dential 

enquiries into maternal deaths and still births;
• meeting with midwives to discuss practice;
• investigating clinical incidents.

The provision of support to midwives is of equal importance. This is achieved by:
• meeting regularly with the midwives in her allocated caseload to discuss 

practice;
• responding to requests from midwives for advice and guidance on clinical 

issues;
• being available to act as a sounding board when midwives need a second 

opinion;
• supporting midwives who have had a challenging clinical experience;
• refl ecting with midwives on their practice;
• encouraging midwives to reach their goals;
• arranging appropriate professional development for midwives; 
• acting on information received when a midwife reports sub-optimal practice.

Some countries have enacted the requirement that midwives have to notify their 
intention to practise as a midwife every year. Supervisors of midwives receive and 
process the notifi cation forms from the midwives on their caseload to verify that 
statutory requirements have been met in these circumstances.

6. Expectations of supervision

Midwives’ personal experience will dictate their own expectations of supervision. 
Those who have received supportive, caring supervision are most often very 
positive about supervision and willing to promote it in any arena. In contrast, there 
will be midwives who have received punitive supervision exercised in a hierarchical 
environment. Even though this could have happened many years before, these 
midwives may fi nd themselves unable to see anything positive about supervision 
because of their deep-rooted feelings. 

The supervision relationship must have the essential elements of mutual respect 
and confi dentiality if it is to be most effective. Therefore it is important that 
midwives carefully consider the selection of their supervisor. They should choose a 
supervisor with whom they believe they can form an open and honest relationship. 
The chosen supervisor should, in turn, be able to appreciate the environment in 
which the midwife is currently practising. 

5.8 Responsibilities of the 
supervisor of midwives 

 

6.1 Midwives’ expectations
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Midwives who feel empowered by their supervisor of midwives feel able to 
empower their clients in turn. The supervisory decisions perceived as empowering, 
are those made by consensus between the supervisor and the midwife (Matthews, 
Scott & Gallahger, 2009).

Where midwives have ideas for changing and improving practice, supervisors of 
midwives can empower the midwives to introduce such change and support them 
in their initiatives, acting as their advocate with senior staff. Professional confi dence 
is enhanced when the midwife feels that she is valued and supported by supervisors 
and that her achievements have been recognised. 

The opportunity to change supervisor can be taken by the midwife if the 
supervisory relationship does not achieve what either the midwife or the supervisor 
expects, provided that there are others available (McGilton, 2010). Some midwives 
have reported that their personal supervisors were not supportive and that they felt 
they did not want to stay in midwifery because of this (Curtis, Ball & Kirkham 
2006). The supervisor herself may consider that a change in the supervisory 
relationship is necessary if there is no rapport or confi dence in the supervisory 
relationship. Some have suggested that there is benefi t to changing the supervisor 
every few years. Others suggest the need for a longer-term relationship. 

Supervisors also stand to benefi t from supervision. They themselves have a 
personal supervisor to support them as clinical practitioners and to assist them in 
working through a diffi cult supervisory issue. Service in the role of supervisor can 
help the individual to gain insights into the supervisor’s own personal issues and 
helps to defi ne personal strengths and weaknesses more clearly. Supervisors can 
gain personal satisfaction from service in this role, which offers the opportunity 
to share the excitement of supervisees as they grow and develop in their own 
professional practice. 

Supervisory networks can be established. These networks can provide peer support 
for the supervisors. Supervisors are well positioned to identify good practice in their 
own areas and to share this with supervisors in other maternity centres. Similarly, 
they can learn of examples of good practice in other units which can be adopted 
within their own area. A supervisor of midwives should also be a member of any 
multidisciplinary forum that infl uences maternity practice in her own community 
and country.

The women and families served by midwives stand to benefi t from supervision. 
Nevertheless most women in countries where supervision is already well-
established have little knowledge of the supervisory system. There is much 
that remains to be accomplished in communicating the potential benefi ts of 
midwifery supervision to the women whom midwives serve. Supervisors should 
be available to women who feel they need an advocate because they are concerned 
about the care they are receiving or the type of care they would like to receive. 
For example a woman may be seeking a home birth in a geographic area served 
by a local midwife who feels too inexperienced to provide that service and refuses 
the request. The supervisor may be able to link the woman and the midwife to 
another service provider who can meet both the service needs of the woman, and 
the training needs of the midwife. Women in lesser developed communities and 
countries may benefi t from having the assistance of a supervisor of midwives to 
introduce or expand availability to a professional service, such as expansion of 
availability of family planning services.

6.2 Supervisors’ 
expectations

 

6.3 Women’s expectations
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Supervisors in community settings will be called upon more often than in areas 
where midwives are conducting births in facilities where assistance is more readily 
available. Midwives working in isolation in the community will use the supervisor 
for advice when it is necessary. The women for whom these midwives provide care 
for should be aware from whom this advice is taken. This creates opportunity to 
promote the value of midwifery supervision to women in the community. 

7. Country example

A century of experience in developed countries has generated suffi cient evidence of 
the value of supervision of midwives.  These lessons learned should be considered 
by lesser developed countries, in order to serve as models for ways and means by 
which these benefi ts could be extended to midwife practitioners and communities 
that these midwives serve. The introduction of midwifery supervision in 
Bangladesh serves as example. Supervision has been introduced for health offi cers 
in other parts of the Asian continent with reported advantages both in terms of 
clients’ perceived service quality and satisfaction with care (Sennun, Suwannapong, 
Howteerakul & Pacheun 2006).

The Government of Bangladesh has endorsed the education of midwives as 
skilled birth attendants (SBA), within their National Maternal Health Strategy of 
2001. An existing cadre of Family Welfare Assistants (FWAs) and Female Health 
Assistants (FHAs) were provided further training in order to create a new cadre 
of community based SBAs. These Assistants were trained to have new skills in 
maternal health. Nevertheless, there were still concerns about the supervision 
and support they needed as they faced the challenges that such a responsible role 
created. It was determined that introduction of a programme of supervision that 
included monitoring and reporting would support the National SBA Programme 
and strengthen the management of SBA Services. The World Health Organisation 
collaborated in the establishment of a form of supervision for the Skilled Birth 
Attendants (SBAs) in Bangladesh in 2005.2  The supervision model described in 
this module was developed for that cadre. 

It was considered to be of great importance that the SBAs have a confi dential, 
anonymous, non-threatening environment in which to describe and analyse the 
factors that lead to women’s deaths, given that their practice was situated in a 
geographic area of the world in which maternal mortality rate is high (WHO 
2004). It was anticipated that a process of supportive supervision could have a 
positive impact on promoting and enhancing the confi dence, competence and skills 
of the SBAs. Therefore the Bangladesh model of supervision was created based 
on a philosophy of support promoting self-governance and regulation of practice. 
The principles of professional development, through continuing education and 
supported refl ective practice, were introduced as a robust aspect of the supervision 
programme for Bangladesh SBAs. 

 
Family Welfare Visitors (FWV) in Bangladesh took on the role of supervisor of 
SBAs and engaged in development of a programme to assist midwives in carrying 
out their roles. This supervision model for SBAs is a generic model that will easily 

2 The author acknowledges the assistance of Julie Green, Midwifery Lecturer University of Hull and Supervisor of Midwives in the UK, for her support in preparing 
this section of the supervision module, based on her experience in establishing the midwifery supervision system in Bangladesh.
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translate to the supervision of midwives whenever such a cadre is developed in 
South East Asia, or similarly less developed countries. 

The introduction of a supervisory system in Bangladesh required the design of a 
system to support and develop the individuals undertaking the midwife supervisor 
role. A series of steps led to qualifi cation for the role.

 

A short, fi ve day, training module is provided for the Family Welfare Visitors 
to prepare them as supervisors. The objective of this training was to develop 
understanding of the supervisory role. FWVs were taught supervisory skills that 
would assist in the provision of effective, pro-active supervision of community 
based SBAs. The training encouraged supervisors to provide positive feedback 
where high standards of care had been given and to provide advice where a 
different approach to care may have produced improvement, comparing both with 
the offi cial guidance for care in such circumstances.

The curriculum included:

• developing safe practice in the homes of women
• making trust, respect and social inclusion essential elements of supervision  
• professional regulation 
• role modelling
• leadership and support
• refl ection
• record keeping
• collecting and collating statistics.

A portfolio was provided for each SBA to record evidence of care given to women. 
This is a refl ective record and is used as a discussion aid with the supervisors to 
refl ect on the appropriateness of the care that was given. The portfolio contains 
guidelines for practice, a template for the record of care for each woman attended 
and space for refl ective writing.

The ICM “Essential competencies for basic midwifery practice” (2003 version) 
were cited as the minimum standards for SBAs and were used as a bench mark for 
measuring practice. A competency checklist based on these ICM competencies 
was provided for the supervisors (A model of a similar checklist is provided in the 
Annex to Module 8).

A supervisory log book was provided for the supervisors. This was intended to 
encourage them to keep a record of all supervisory contact, especially the monthly 
reviews, and to collect birth statistics from the SBAs whom she supervised.

The tasks and responsibilities of midwife supervisors were delineated. The content 
of the training program was designed to provide opportunity for the FHV to 
acquire each of these areas of knowledge or skills. Objectives of the FHV training 
were to enable the FHV midwife supervisor to:

• provide a description of the role and responsibilities of the supervisor for the 
supervisee;

• facilitate annual personal professional development through mandatory update;
• evaluate the maintenance of skills using the competency checklist ;
• encourage record keeping; 

7.1 Steps for establishing a 
supervisory system for 
skilled birth attendants 
in Bangladesh

7.1.1 Training

7.1.2 Tools for supervision 

7.1.3 Responsibilities of 
supervisors 
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• facilitate a monthly review with each SBA witnessing practice whenever 
possible;

• give positive feedback wherever possible;
• be available for ad hoc contact as the need and opportunity arises;
• record supervisory contact;
• remind SBAs of their responsibilities and accountability;
• collect statistics from the SBAs they supervise including the number of births 

attended and the outcomes;
• pass on statistics to the next level of hierarchy within the health systems 

of Bangladesh to provide more factual information that will direct health 
planning at Government level;

• identify inadequacies or errors in practice;
• discuss or demonstrate areas where practice could be improved;
• determine development needs and initiate training;
• take action at appropriate levels where there are serious concerns because of 

repeated incidents, despite practice development action; 
• report any malpractice, should it be identifi ed and confi rmed, to the Nursing 

Council with a recommendation to remove from the register;
• generate a report for submission to the Medical Offi cer; 
• contribute to the confi dential enquiry process by facilitating the SBAs to 

complete a form that documents still births and maternal deaths.

This project is still very new in Bangladesh. There has not yet been any formal 
evaluation so effectiveness is yet to be demonstrated. Those who participated in the 
fi rst midwife supervisor training event evaluated it very highly. SBAs also expressed 
the perception that they would receive personal benefi t from having supervision 
of their practice, and the belief that supervision would impact on the care given to 
women.

7.1.4 Evaluation
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ANNEX: Introducing supervision of midwives

Stage Question Yes No Action Required

1.  Providing a regulatory 
framework and standards 
for supervision 

Is there regulation for midwifery 
practice against which standards 
for supervision can be set? 

Does the regulation provide 
rules and a code of practice 
so that supervisors can monitor 
implementation?

2.  Selection of supervisors 
of midwives 

Is there a statement of 
qualifi cations and a job 
description designed for the 
supervisor of midwives?

Is there a national defi nition 
(agreed by all stakeholders) of a 
supervisor of midwives?

Has a selection process for 
supervisors been determined? 

Are those responsible for 
selection aware of the qualities 
they require in the candidates?

3.  Preparation of 
supervisors of midwives

Has the level and length of 
the training programme for 
supervisors of midwives been 
agreed nationally?

Has an educational programme 
been prepared containing all the 
essential elements required for 
training supervisors of midwives?

Have mentors been prepared 
to support potential supervisors 
during their training?

4.  Appointment of 
supervisors of midwives

Is there an appointment system 
for supervisors of midwives 
that does not include automatic 
appointment on successful 
completion of the training 
programme? 

5.  Allocation of caseload Is there a locally agreed ratio of 
midwives to supervisor that does 
not exceed 15 in developed 
areas and is much smaller in less 
developed areas, according to 
availability?

6.  Choosing a supervisor Are midwives able to choose 
their own supervisor from a list 
of those available wherever 
possible?
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7.  First contact Is there ample opportunity for 
the supervisor to make informal 
contact with each of those 
midwives to initiate regular 
communication with those 
individuals who have been listed 
on the supervisor’s case load?

8.  Ongoing contact Is there a locally agreed system 
for facilitating midwives having 
regular contact of midwives 
with their supervisor that never 
falls below the minimum of one 
meeting per annum and much 
more frequently in rural areas? 

9.  Responsibilities of the 
supervisor of midwives 

Are all supervisors of midwives 
aware of the prescribed list 
of responsibilities set at both 
national and local level?

Is there ample opportunity for 
supervisors to audit and review 
standards of midwifery practice?

Are the majority of supervisors 
clinically based so that they 
are able to monitor midwifery 
practice? 

Are the supervisors able to 
provide support for all the 
midwives on their caseload?

Is there a system that provides 
midwives with access to at least 
one supervisor at any time for 
advice and guidance on clinical 
issues?

Do the supervisors take 
responsibility for supporting 
midwives with their professional 
development?

Is there a clear process for 
a supervisor of midwives to 
investigate sub-optimal practice?

Do supervisors of midwives keep 
appropriate records of their 
supervisory activities?
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