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Welcome to “Open a Midwifery Center”. This manual is a
summary of fifteen years of hard work in Mexico, plus great
ideas and experiences from many other countries. It combines
clinical, administrative, and organizational development
aspects that will help you build a strong, sustainable, and
friendly midwifery center.
The first version of this manual was published in Mexico in
2017 as “Abre tu Casa de Partería” (Open a midwifery center).
It brought together all of the information that I would have liked
to have had in 2003, when I opened the Luna Maya midwifery
center in San Cristobal de Las Casas, Chiapas.
I received encouraging feedback from midwives in Mexico and
heard from midwives in other countries that they also wanted
access to the information and frameworks in this manual.
Through an amazing network of supporters brought together
by the Goodbirth Network, we have now translated the original
Spanish text, expanded several chapters, and adapted the
content for global contexts. Research published after the 2017
Spanish edition and more extensive professional collaboration
have resulted in a better global understanding of best
practices. This edition also includes the first set of peer-based
global operating standards for midwifery centers.
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This manual is a step by step process that will allow you to put
into practice tried and tested best practices for opening and
operating a midwifery center in almost any corner of the globe.
This is not a textbook about midwifery; rather this book is
about the facility and programs that support a midwifery
practice. The Goodbirth website houses a series of resources,
including example protocols and budget templates, that will
help you to operationalize your work.
I wrote this manual for my younger self. That ‘younger me’
is now you, who like me, was compelled by a passion and
conviction to serve women and to create a living oasis of
love, strength, and femininity. What evolved at Luna Maya
exceeded my expectations, my creative capacity, and my
dreams. I hope that your midwifery center will give you so
much. This book includes wisdom from women who were
transformed, knowledge from collaborators and allies who
provided unconditional support, and advice from authorities
and researchers who critically examined this model of care.
This manual is part of a global movement to return a sense
of transformation, joy, and self-awareness to childbirth and
health.
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Foreword
A midwife should
have a lady’s hands,
a hawk’s eyes
and a lion’s heart.
Aristotle

By Aviva Romm
Midwife, MD

The journey through pregnancy and into motherhood
carries so much potential for beauty and empowerment in
a woman’s life. But for most women around the world birth
also carries numerous challenges - inordinate and often lifethreatening risks, loss, and suffering - due to lack of access
to health care. Study after study has shown that the care of
midwives, women with lioness’ hearts, hawk’s eyes, caring
hands, and a profound commitment to the well-being of
women in their childbearing years, and throughout our full
life-cycles, can dramatically mitigate risk, pain, loss, and
suffering. Evidence shows that including midwifery care as
a central part of maternity care, improves at least 50 major
maternal and neonatal outcomes, reducing maternal and
neonatal morbidity and mortality, preterm birth rates, and
unnecessary (and sometimes inaccessible!) interventions.
The presence of a skilled, and particularly female, birth
attendant also, and importantly, expands the definition
of a successful birth from one merely focused on the
survival of the infant and mother to one that includes
these, but also encompasses a greater, lasting meaning in
the life of a woman and her family: it is an opportunity to
experience true care, and to emerge on the other side of
birth empowered – a critical element for women as personal
agency can become a pivotal element in achieving greater
parity in many areas of her life. Midwifery care uniquely and
firmly recognizes the sovereignty of a woman over her own
body, her autonomy to make decisions for herself and her
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care, and honors her as the center of her own experience –
perhaps the first time in many women’s lives that they have
been treated with the dignity and respect and autonomy
that should be every human’s birthright.
A safe, nourished, empowering birth experience may
be particularly important for women living in healthcare resource challenged communities (which, in some
cases, is whole nations), where a woman’s very safety
and survival as a pregnant woman or new mother may
depend on access to such care. Yet 1 in 5 women globally
lacks access to maternity care and the rates of maternal
(and infant) mortality are higher globally than should be
conscionably acceptable. Midwives know this, and as a
result, midwifery centers have been opening around the
world, despite economic, political, and other challenges
faced by midwives and other providers seeking to provide
maternity services even in some of the most remote, wartorn, and challenging-to-reach places around the world.
While some of these midwifery centers have been opened
by ‘outsiders’ seeking to make a difference, increasingly
locally born and raised midwives are creating midwifery
centers - the ultimate goal of all is to create midwifery
centers that foster long-term sustainable access to local
midwives and excellent maternity care. But what does it
take to create a midwifery center, from start to services
offered? How does one create, run, and maintain an
organization unflaggingly rooted in the inherent principles

5

of a Midwifery Model of Care, particularly in the face of
obstacles unique to every possible setting where women
are in need?
Enter Open a Midwifery Center, a thoughtful handbook
based not on theory or rhetoric, but on the grounded
experience of a midwife who has done exactly this and
has taken the time to document every detail, leaving no
stone unturned, including the importance of self-care and a
trauma informed model of care for the midwives themselves
– an essential part of sustainability – as the work we do is
no less than that of holding the world in our hands. Midwife
Cris Alonso has spent years on the ground, has walked this
path, and invites you to follow your calling to do the same;
she paves the way with exquisite detail so you know, stepby-step, how to create a respectful midwifery center that
also meets international definitions of midwifery centered
care and quality of care. And in true midwife spirit, she does
not place herself at the center of this, but has looked to the
experiences of others on an international scale, allowing
room for each midwife, or midwife team, to develop centers
that are relevant and culturally sensitive to the communities
in which they are being established. It is an honor to be
part of this small handbook, which has the potential to help
us do what each of us dreams of: make the world a better
place for pregnant and birthing women, their children, and
in turn, their communities.
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In the last few decades, midwifery
centers have opened all over the world
as a way to improve access and quality
in maternal health care. Midwifery
centers are health care facilities
offering sexual and reproductive health
services, including birth care services,
provided by midwives. Midwifery
centers embrace the unique womanfocused care that is the heart of
midwifery.
Although there is diversity among
midwifery centers in different countries
and contexts, we believe that a global
definition and standards for midwifery
centers are essential to research and
promotion of this model of care.
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1.1
Definition of a
midwifery center

A midwifery center is a dedicated place
for women to receive midwifery care. This
tentative definition is deceptively simple. It
successfully recognizes three major features:
the woman is the center of care, the type
of care is midwifery, and this care requires
specific spaces and programs. But each of
these components contains innumerable
details. Much of this manual is devoted to
identifying those details. But it may be helpful
to first unpack some of the issues
and opportunities for our overall objective,
as reflected in the term midwifery center.
We begin by briefly considering the
profession of midwifery and the midwifery
philosophy of care as a theoretical
underpinning. We then review a parallel effort
that arrived at a midwifery center definition
by more pragmatic means.
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Theoretical underpinnings
Midwives are a distinct professional group providing
sexual and reproductive health services, particularly
care surrounding normal birth. Midwives provide care in
diverse geographic and cultural contexts. The profession
of midwifery is recognized globally by the World Health
Organization (WHO), United Nations Children’s Fund
(UNICEF), United Nations Population Fund (UNFPA), and
other international organizations. Midwives are specifically
acknowledged for providing a safe, respectful, and highly
satisfying mode of care.
Jefford cites five themes that form the foundation of
midwifery care.1
1. Midwifery promotes human rights through the provision
of shared care based on principles of justice, equity, and
respect for human dignity.
2. The attitude surrounding care is that pregnancy and
birth are normal physiological processes. The goal of care
is to optimize these processes with a supportive, nonintervention approach, honoring their uniqueness for each
woman.
			
3. The center of care is the midwife’s relationship with a
woman. A respectful, personalized partnership throughout
care supports the goal of self-determination for the woman.
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4. The midwife is an autonomous or distinct professional,
with responsibility for professional development, including
collaborative relationships with midwives in a shared goal to
serve women and their communities.
5. Midwifery care is evidence-informed and includes defined
competencies and ethical standards.
Jefford’s five themes provide a theoretical underpinning for
the concept of midwifery centers, as facilities in alignment
with the midwifery philosophy of care. But before pursuing
this further, let’s take a look at a global group of midwifery
centers, largely in low and middle income countries, and their
search for a definition.
			

Creating a global definition

Midwifery centers are located around the globe in both high
and low resource settings. They are called by many different
names (i.e. ‘birth center’, ‘midwifery-led care unit’, ‘birth
home’, etc.) and differ in the services offered, staffing models,
and their integration with the local health systems. Amidst
these variations, the GoodBirth Network sought to define
commonalities and to create a broadly shared definition. The
goal was to enable sharing best practices and advocate for
these centers.
The search for a global definition was accomplished through
a series of focus groups (modified Delphi method). The focus
groups were organized that included a globally diverse group
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of physicians, midwives, and health center administrators,
plus an international group of maternal-child health and
public health professionals. The focus groups began with
several terms (‘birth center’, ‘midwifery-led care unit’, ‘birth
home’, etc.) and were asked to suggest a single term and
definition that could represent the model of care being
practiced at these globally diverse centers. Once a focus
group reached consensus, their recommendations were
passed to another focus group for critical review and revision.
The new results were shared, yet again, with another group
for discussion and revision. This process continued for three
years at international conferences and online meetings, and
included over two hundred commentators.
Shared values and common characteristics of the programs
quickly began to emerge. They included safety, respect,
a woman-centered focus, and frequent use of ‘home-like’
spaces. Such values and characteristics drew attention to
the fact that this model of care was the expression of the
midwifery philosophy of care. In January 2018, a consensus
group working in Mexico City recommended the use of the
term ‘midwifery center’. This resonated with commentators
who thought that the often used term ‘birth center’ lacked
specificity (it was being used widely by hospitals that
provided a medical model of care). Similarly, commentators
felt that the popular term ‘birthing home’ risked confusion
with home birth. The term ‘midwifery center’ most clearly
acknowledged the centrality of midwives and the midwifery
model of care.

Determining a succinct definition to accompany the term
‘midwifery center’ proved to be a more difficult task.
Commentators wanted to highlight many different facets of
the model. The conclusion of the focus groups was this brief
definition, accompanied by further notes.
‘Midwifery centers are health care facilities offering sexual and
reproductive health services, including birth care services,
provided by midwives. A midwifery center is distinguished
by its alignment with the midwifery philosophy of care.
Expressions of this woman-centered philosophy of care
include a home-like physical space where care is provided
and midwife-led programs that emphasize both safety and
respect.’
Level of care available
Midwifery centers provide birth services for normal
(physiological) birth. They perform continuous risk
assessment and refer clients at risk to higher levels of care.
Midwifery centers are capable of providing basic emergency
maternal and newborn care, but they are separate and
distinct from higher level hospital facilities.
Program of care
Midwifery centers are committed to the physical health and
cultural safety of women, their families, and the surrounding
community. Programs offered at midwifery centers may
include: antenatal, intrapartum, and postpartum care;
normal newborn care; childbirth education; support groups;

Ch. 1 / Introduction to Midwifery Centers

breastfeeding education; nutrition and health education;
community outreach; centering pregnancy; family planning;
cancer screening; and well-woman gynecologic care.
Programs follow standards for safety, healthcare quality, and
compassionate care.
Providers
A midwifery center “ensures adequate numbers of qualified
professionals to assess, care for, stabilize, and transfer
women and newborns” as necessary. The standard for a
qualified professional is defined by WHO/ICM/FIGO.
Model of care
The midwifery model of care is relationship based and
focused on wellbeing for women throughout their life course.
The midwifery model of care specializes in respectful care,
collaboration, low medical intervention, high comfort, and
support for physiological processes. This care model is
reinforced by community relationships and trust.
Physical space/facility
Midwifery centers typically use a home-like, relaxing
environment to decrease stress and convey values such as
respect, collaboration, health, and normalicy of birth.
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Applying the 5 pillars
to Midwifery Centers
Key elements of care at midwifery centers, as described
by global focus groups, align nicely with the five theoretical
underpinnings, or pillars, of the midwifery model of care. The
theoretical and pragmatic approaches reinforce one another.
1. Protection of human rights and human dignity
The core programs of midwifery centers promote the
sexual and reproductive health of women throughout their
life course. When birth services are provided, newborn care
is also included. Additional programs correspond to the
needs of women and their families in the local community.
Care is provided in a home-like space that encourages
security, comfort, relaxation, and respect for every woman.
2. Normal birth
Midwifery centers specialize in supporting normal birth,
inclusive of its physiologic, personal, and social aspects.
Birth care is limited to women with low-risk pregnancies,
as confirmed by continuous risk assessment throughout
pregnancy, birth, and postpartum. Basic emergency
maternal and neonatal care is ensured for all births to
meet the unexpected needs of the woman and newborn
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within the center. There is readiness at all times to initiate
emergency procedures and to facilitate transport when
necessary. Midwifery center care is integrated with the
community’s healthcare system, aligning the level of care
to optimal outcome.
3. Woman Centered Care
Woman’s experience is the focus of midwifery center care.
Femi-focal care includes regulated midwifery education;
a respectful, affirming attitude by all staff; health oriented
spaces where care is provided; and processes to monitor
and evaluate each woman’s experience of care. Midwifery
center care affirms the woman’s important role within her
family and community.
4. Autonomy and professional collaboration
Midwifery centers advocate for women’s agency in
healthcare decisions. Collaboration between each woman
and her care providers is facilitated by defined care
practices, continuity of care, pathways for education, and
active listening skills.
5. Evidenced-based practice
Midwifery center care is committed to the physical health
and cultural safety of women, families, staff, and the
surrounding community. This commitment draws upon

evidence-based practices and standards for safety,
healthcare quality, and respectful care.
Other terms
Having reached this understanding of a midwifery center,
we do not want to eclipse the subtle global variations in
this model. These variations speak to the flexibility of the
model in different contexts. This can be seen even in the
myriad of names used to describe birth settings:
Birth center; birth home; birthing home; basic obstetrical
unit; birth and family center; birth cottage; birthing house;
community birthing home; home-from-home units; midwife
led unit; midwifery led unit; maternity home; maternity
outpatient center; maternity waiting home; midwifery led
birthing suite; normal birth unit; along-side midwiferyled unit (United Kingdom); out-of-hospital maternity
unit (United Kingdom); midwife led maternity center
(New Zealand); primary maternity facility (New Zealand);
midwifery home (Japan); birthplace; normality unit
(Scotland, each with a midwife leader called the Normality
Specialist); facility-based maternal newborn care (Vietnam);
midwifery-led primary level care unit for normal birth; and
lying-In clinic.

Ch. 1 / Introduction to Midwifery Centers

Importantly, the World Health Organization defines
two levels of maternity care. This has given rise to two
frequently used (but somewhat bizarre) terms: a BEmONC
center and a CEmONC center. A Basic Emergency
Obstetric and Newborn Care (BEmONC) center has the
capacity to provide: 1) antibiotics; 2) uterotonic drugs;
3) anticonvulsants; 4) manual removal of the placenta;
5) endo-uterine manual aspiration; 6) assisted vaginal
delivery (with vacuum); and 7) basic neonatal resuscitation.
A Comprehensive Emergency Obstetric and Newborn
Care (CEmONC) center has all of these capacities, plus
the ability to: 1) care for sick or low birth weight neonates;
2) perform cesarean section deliveries; and 3) provide
blood transfusions. Midwifery centers, as defined here and
described in this manual, would usually be classified as
BEmONC centers.
Looking ahead
“What’s in a name?”, Shakespeare famously wrote. A
clear definition enables midwifery centers to be identified,
their benefits studied, and their best practices replicated.
A definition assists centers to more fully express the
midwifery model of care for normal birth and other sexual
and reproductive health services. A definition will expedite
research regarding the midwifery center model and its
impacts. A definition, plus associated data, will empower
all of us to advocate for the full integration of this model
within health care systems.
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1.2
Comparing
birth models

Midwifery Center

Hospital

Midwifery model

Medical model

Expectant and physiological attention
Labor starts spontaneously

Care based on managing obstetric emergencies
Induction and / or augmentation are available

The woman chooses her companions

The hospital dictates birth companions

Home-like environment focused on well-being

Hospital environment focused on efficiency

Continuity of care

Shifts and staff rotation

Perinatal education included in the care

Perinatal education is external
or separated from the hospital

Preventive approach

Curative approach

Support for the mother for pain management

Option of anesthesia and analgesia

The mother and baby are attended
by the same team of midwives

The mother is attended by the midwife or
obstetrician and the baby by the pediatrician

Consumption of food and liquids
as desired by the mother

Consumption of food and fluids determined
by the obstetrician or the hospital

Continuous screening for risks
and pre-established referral processes

Management options for high risk conditions,
including the availability of surgery and transfusion

Birth services integrated with health programs
for women, families, and their community

Birth services integrated with
other hospital medical services
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1.3
The midwifery
model of care
It is important to identify the scope of the midwifery model
precisely, including the philosophical and ethical frameworks
that guide the practice and distinguish it from the medical
model of care for maternal health.
This section summarizes published documents by
professional associations and midwifery colleges in various
countries, as well as the International Confederation of
Midwives (ICM).
Introduction, background, and relevance
The emergence of the midwife as a distinct professional
role is a relatively new phenomenon in many low and
middle income countries. The profession of midwifery
is dedicated to providing maternal health effectively,
safely, and respectfully. Persistent problems of maternal
morbidity and mortality, increased and excessive use of
medical interventions, high rates of cesarean section,
and increasing awareness of disrespect and obstetric
violence have motivated sectors of society to promote
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changes within maternal health systems and childbirth
models at a global scale.
Evidence shows that including midwifery in the care of
maternal and neonatal health improves outcomes in more
than fifty indicators. These include: maternal and neonatal
morbidity and mortality, reducing preterm birth rates,
reducing unnecessary interventions, and providing quality
and respectful care. This is possible when midwifery services
are integrated within a functional system with referral
networks for specialized care.
High income countries with the best maternal and neonatal
health are those that integrate the midwifery model into
their public health systems. Examples include, Sweden,
Norway, and the Netherlands. There is also evidence from
low and middle income countries that midwifery care, when
integrated into public health systems, improves health
outcomes. For example, in 2005, Cambodia had one of the
world’s highest rates of maternal mortality. The Ministry of
Health of Cambodia selected a strategy to train midwives
and create midwifery centers at most community health
centers. This strategy was remarkably successful. According
to Cambodia’s Minister of Health, midwives and midwifery
centers became “the backbone of the health workforce
for mothers and children”. Cambodia became one of only
nine countries in the world to achieve the United Nations
Millennium Development Goal, reducing the maternal death
rate by at least seventy-five percent.

18

Open a Midwifery Center

Five Pillars of the
Midwifery Model of Care

1

2

Autonomy and professional collaboration

3

Midwifery protects human rights, human
dignity, and non-discrimination

Woman centered carer
- Care is based on close collaboration with the woman,
providing her with information and advice in a respectful
manner.
- Women are always treated with warmth, love, and
respect, ensuring they are at the center of care.
- Continuity of care is encouraged. The midwife or small
group of midwives provide care consistently throughout
pregnancy, birth, and postpartum.
- Midwives respect the right of each individual to make
informed choices about her care. They promote this
through open and respectful dialogue.
- Midwives have the responsibility to provide
complete relevant and objective information, providing
recommendations based on scientific evidence.
- Women actively and consciously participate in planning
their care and that of their newborns. They assume
responsibility for their own health and that of their family.
- It is a woman’s choice to decide where she wants care.
- Midwives must be willing and capable of providing their
services in a hospital or a midwifery center.

- Midwives have the knowledge and skills to provide care
under their own responsibility and based upon the fact
that midwifery is a profession with an established and
clear skill set, with a particular scope of practice, code of
ethics, and standards of practice.
- Midwives work in close collaboration with other health
professionals.
- Midwives are fully integrated into obstetric, pediatric,
and maternity care services.
- Care is based on equal relationships among
professionals, facilitated by open, transparent, respectful,
and non-hierarchical communication.

- Midwives defend the human right to health, sexual and
reproductive rights.
- Care occurs within a framework of social justice, equity,
and respect for human dignity.
- Care respects women’s rights to privacy, confidentiality,
and autonomy in decision-making. It respects ethnic, social,
and cultural diversity, rejecting any form of discrimination.
Caregivers interact in a respectful but effective way with
people whose culture and beliefs are different from their own.
- Midwives acknowledge the impact that culture and values
have in building a relationship with the women in their care.
- It is a woman’s choice to decide where she wants care.
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Physiology of birth
- Pregnancy and childbirth are normal physiological processes
during the life cycle.
- Midwifery practice trusts the innate wisdom of the woman’s
body and her ability to give birth.
- Midwifery practice respects pregnancy and birth as
experiences with profound emotional, spiritual, psychological,
and physical meaning for women.
- Midwifery approaches pregnancy and birth as social and
cultural events for women, their families, and their communities.
- Midwifery practice minimizes medical interventions.
- Midwifery practice promotes freedom of movement and
position in labor and birth, and reinforces the right of women to
choose their birth companions.
- Midwives provide assistance and continuous support during
labor and birth.
- Midwifery practice identifies women who require specialized
obstetric care.

Evidence based practice
- Care is constantly informed by research, evidence based
guidelines, clinical experience, and the unique values and
needs of the woman and family in the midwife’s care.
- Midwives are trained under the philosophy and skills of
midwives and clinically relevant locations.
- Continuous professional education ensures that maternal
emergency management and neonatal resuscitation
skills are maintained, as well as the education of the new
generation of midwives.

Conclusions and recommendations
- In order to improve quality of care and
maternal health outcomes, it is necessary to
include the midwifery model into national health
care systems.
- Although national differences exist, the
principles and philosophy that guide the
midwifery model of care are similar.
- For midwifery models to have positive results,
they must occur in a clinical context where,
at a minimum, the principles and philosophy
outlined here are respected.
- Factors that hinder the implementation of the
midwifery model should be avoided. These
include placing midwives under the supervision
of obstetricians or requiring obstetric protocols
that are irrelevant to normal birth or that
contradict the midwifery model.
- Limiting a midwife’s authority may undermine
trust and decision making skills.
- Physiological birth must be protected.
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1.4
Twelve steps to open
a midwifery center

The first step in opening a midwifery center is to have
the idea or desire. Many times the inspiration comes
from your own birth, the birth of someone you know,
or a birth story. In half of the cases the story is positive.
Maybe you saw a birth or you gave birth in a midwifery
center and you want to replicate the model. Maybe
it was the other way around, you gave birth in a very
large hospital, disconnected from your prenatal care
providers, and you felt disoriented. Whatever the case,
the important thing is to write down the first flash of
inspiration.
Why do I want to open a midwifery center?
Take five minutes and write about why it is important for
you to open a midwifery center. If you run out of ideas
before five minutes, keep writing. Even if it does not
seem important, you will see that later it is.
Once this text is written, read it out loud. Now select
the words and phrases that are the most important
for you. With this exercise you will create an inspiring
phrase, which will be your mission.
My mission is ….
This mission may change over time, but it is
important to keep it in mind, heart, and office on a
daily basis. It is the impulse that will remind you day
after day of why you are doing what you are doing.
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Step 1: Define your role
This is the first important step.
What role will you have in the midwifery center?
- Midwife
- Administrator
- Fundraiser
- Doula
- Perinatal educator
- Massage therapist
- Founder or executive director

There are a multitude of necessary roles in a midwifery center.
It is important that you decide on your role. You may have
many roles and your role will change over time. Be flexible.
However, from the beginning, it is important that you establish
who you are within this great project.

Step 2: Block time to create
the midwifery center
If you want to open a midwifery center, it is because you are
a person who:
- Has great ideas
- Believes nothing is impossible
- Challenges the status quo
- Believes in community and in others
and knows that strength is in collaboration
- Has a lot on their plate
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Generally, founders of midwifery centers are community
leaders in many areas. They are already involved in
committees, councils, and organizations. Their skills are
what make them ideal for opening a midwifery center. They
know a lot of people, they respect diversity, they like to
listen to others, and they also believe in themselves. That
is why it is important that they block time for this. Do not
expect to do it in your free time? You do not have free time.
Every time I opened a midwifery center, I minimized my time on
other projects (such as earning an income) and spent as much
time as possible to open the midwifery center. At the time that
I opened my first midwifery center, I made a living translating
documents. I generally worked two days a week and the other
days were spent looking for funds and studying business
models. The second time I opened a midwifery center, I gave
weekend workshops. I had the remainder of the week to look for
the correct house and work with the volunteers who helped me.
If you want this to be your life, give it space in your life.

Step 3: Map your support network
No you cannot do this alone. This is a community project. However,
you must be the leader and maintain the vision and momentum.
Map your allies, friends, people who support you and will be
your doulas for this process. You should include:
- People who can volunteer to look for the house, paint,
make repairs and have time and energy to donate
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- People who can donate equipment and supplies: sofas,
towels, refrigerator, medical supplies, beds
- People who can donate money and their time as
professionals (e.g., lawyers, accountants)
- People you want to hire as a team
- External providers who want to provide services:
massage therapists, doulas, educators, medical
and complementary providers
- Your team of midwives
- Your team of students, assistants, or nurses
- Your administrative and accounting team
- People who will help spread the word and generate
community support
- Mothers and families who want to use the services and
participate in the creation of space
- Supportive physicians: gynecologists, pediatricians,
endocrinologists, anesthesiologists who will be your
allies and part of your referral network
- Referral hospitals
- Friends and family who will bring you wine and chocolate
when you are exhausted and you want to give up. They will
remind you why it is worth it.
- Babies to hold, to remind you why it is so important to open a
midwifery center, and have more peaceful births in the world

Step 4: Define your tools
Start writing your philosophy and your standards. We invite
you to use the ones included in Chapter 4 of this manual.
Adapt standards to your environment and enhance them
with your vision.

Start creating your protocols and guidelines. Before buying or
renting the house and while creating a network of allies, develop
a business plan that describes what kind of care, to whom, and
how the care will be provided in your midwifery center.
Answer these questions:

What kind of midwives will you hire?
What services will you provide?
Who will provide prenatal care, who will be at births
and who will provide postpartum care?
How will you ensure continuity of care while making
sure that midwives have time to rest
Who will provide prenatal education?
What other services will you include?
How many staff do you need to hire to achieve your goals?

Step 5: Write a formal proposal
This proposal should include all the information about your
vision and idea in two pages.
The proposal must include:
- Mission and vision
- General purpose and goals
- Specific objectives and activities
- Philosophy and model of care
- Business model
- Expected results
- Impact on the community

Ch. 1 / Introduction to Midwifery Centers

Step 6: Create a timeline
Plan to open your midwifery center one year after having
the idea. Create a timeline where you define month by
month which activities will achieve your goal. We offer this
gestational model as inspiration:
Months 1 to 3: Conception and idea
In this quarter you will conceive the idea, create your
proposal and business plan, follow the steps of creation
on paper. Share your idea with those who are close
and dear to you, listen to their advice, but do not be
discouraged.
Months 3 to 6: Presentation to the world
Start telling everyone about your idea. Seek allies, tips,
and ideas. Welcome all who can offer in-kind and human
resources. Announce your idea to the public and let it
continue to grow.
Months 6 to 9: Prepare the birth
Search for the house, plan arrangements, paint, buy,
receive donations from your community, create a
community to tend and grow the midwifery center.
Months 9 to 12: Announce the birth
Decide on a date to inaugurate, and even if everything
is not ready, show the world your creation and invite
everyone to celebrate. Accept help from your community,
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but do not stop giving 100% of your attention during the
next two years.

Step 7: Establish a structure

Create an organizational chart
Establish a hierarchy and locate each member of the
midwifery center. There should be a person in charge and
three teams: a clinical team (midwives, nurses, doctors), an
administrative team (receptionist, administrator, contractor,
cleaning), and an organizational team (educators,
alternative providers, marketing and social networks,
continuing education).
Establish your board of directors
In the beginning it is common that people on the team are
also on the board of directors, all groups start like this.
Try to invite people to your board of directors who have
experience and wisdom in maternal health care, midwifery
and women’s organizations. Include a One or two mothers
their voices are essential. Make a care flow diagram:
describe how a woman will experience giving birth in the
midwifery center. Establish all the details.

Step 8: Locate allies in your community
There are many people in your community who will be allies
in surprising ways. Introduce your project and business plan
and ask for advice and help. Many unexpected people can
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give you useful assistance. If there are midwives, doulas,
and educators in your community, present the project to
them and invite them to participate.
- Present your project to gynecologists and pediatricians so
they know that your model is evidence-based and safe.
- Present your project to local authorities, and ask them how
they can get involved.
- Present your project to your local emergency care
services. They will be very interested in knowing you
and will want to respect your project.
- Present your project to local businesses. Ask them if
they can donate furniture, towels, sheets, or food for the
inauguration. Some businesses may want to offer your
services to their employees. Your community is your
support.

Step 9: Policies and protocols manual
You will have to create administrative and organizational
policies and clinical protocols. Your teams and allies can
help you adapt the ideas we offer in the following chapters.
It is important that everyone who works with you is aware of
and in agreement with the policies and protocols. They are
the support structure of the midwifery center!

Step 10: Start with what is obvious and easy
I know you are about to throw in the towel. It seems like a
lot. Start with the first step, right now. Always start with what
is easiest and most obvious. The rest will come later. Every

day do something for this project that is the easiest and the
most obvious. The most complex and difficult will become
easier over time, with allies and experience.

Step 11: Creation and implementation
I know you are about to throw in the towel. It seems like a
lot. Start with the first step, right now. Always start with what
is easiest and most obvious. The rest will come later. Every
day do something for this project that is the easiest and the
most obvious. The most complex and difficult will become
easier over time, with allies and experience.

Step 12: Identify your enemies
Your first enemy is fear. The best remedy for fear is to start
your project. Every time a feeling of fear stops you, do
something to move towards the opening of your midwifery
center.
The second enemy is uncertainty. The best remedy for
uncertainty is to keep working. You will never stop not
knowing what to do, so start with what you do know.
The third enemy is doubt. The best remedy for doubt is to
finish. You will always have doubts. Every time you have
a doubt, finish a step and you will be one step closer to
your creation. Remember that the best way to defeat your
enemies is to learn from them and use them as a guide.

Ch. 1 / Introduction to Midwifery Centers

1.5
Philosophy of care
and policy context
Mary Newburn, Sheena Byrom, Lucia Rocca-Ihenacho,
and Felipe Castro Cardona for the Midwifery
Unit Network.
Reprinted with permission.

In the United Kingdom, midwifery
centers are known as midwiferyled units. The following summary
was prepared for members of
the Midwifery Unit Network in
the United Kingdom and Europe.
Although written in the context of
high-income countries, the issues
discussed have global relevance.
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Philosophy of care and policy
on midwifery unit care
This policy research briefing sets out what is meant by
a midwifery unit and some of the history and philosophy
behind midwifery unit care. It describes how midwifery-led
units, or birth centres, have been established in many countries and documented in research. The paper introduces
the current policy context in the United Kingdom (UK) and
Europe, with some reference to international developments.
There are references to the benefits of using a midwifery
unit, including lower rates of intervention. The Maternity Unit
Network policy research briefing Evidence of Clinical
Effectiveness, provides more detail on birth outcomes.

Midwifery units and philosophy of care
A midwifery unit is managed by a midwife and staffed by midwives and maternity support workers. Guidance for running
the unit, including eligibility criteria and clinical protocols, are
often developed collaboratively by a multi-disciplinary group
led by the lead midwife. In the UK, midwifery units can be
‘freestanding’ in a community setting or ‘alongside’ acute
hospital services including anaesthetics, obstetrics and
paediatrics. Midwifery units are often referred to as birth
centres and have a distinctive philosophy of care, sometimes
described as a social model of care.
The birth centre concept was first developed in the US as
part of the ‘alternative birth movement’. Birth centres were
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created as a response to extensive medicalisation in hospital-based maternity care (Devries et al, 2001; Newburn,
2009). The founders of birth centres set out to do things
differently. They worked within a social model of maternity care, with the purpose of promoting mental and social
well-being rather than ‘merely the absence of disease or
infirmity’ (WHO cited in Bradshaw, 1994). Midwifery units
often aspire towards this vision, too (Walsh and Newburn,
2002a, 2002b).

at ‘low risk’ of developing complications (NICE, 2014). The
care is considered a positive option for healthy women with
a straightforward pregnancy. Midwifery units or birth centres offering a social model of care with a focus on optimal
care to protect and promote health and wellbeing can now
be found in most European countries, in the US, Canada,
Japan, Australia, New Zealand and Brazil (Esposito, 1999;
Kirkham, 2003; Hodnett et al, 2012; Cunningham,1993;
Koiffman et al, 2009).

Shallow considers a social model of maternity care to
involve three key beliefs. First, rather than being an isolated medical event, birth is viewed as a part of the woman’s
and the family’s social life leading to parenthood. Secondly,
women’s bodies are seen as being well designed for labour,
birth and nurturing a baby, so there is an expectation that the
process will usually proceed without complication. Thirdly,
‘interventions are kept to a minimum and only used ... when
complications do arise’ (Shallow, 2003). This was reflected in
the statement of the UK Birth Centre Network:

The way the vision of a more holistic model of care has
been realised in practice has been documented in overviews (Kirkham, 2003); commentaries from specific settings
(Groh, 2003; Shallow, 2003); qualitative research (Annandale, 1987, 1988; Coyle et al, 2001a, 2001b; Creasy 1997;
Deery et al, 2007; Esposito, 1999; Walsh, 2006a, 2006b,
2006c, 2007) mixed methods studies (Saunders et al,
2000), and systematic reviews (Hodnett et al, 2012; Walsh
and Downe, 2004). However, more than a generation since
the alternative birth movement began in the United States,
the model is still not the mainstream care option for healthy
women with an uncomplicated pregnancy.

Birth centres have a ‘commitment to pregnancy and birth as
normal processes and to personalised care that recognises
and respects the rights and wishes of individual women and
their families, aimed at empowering them to take responsibility
and retain control of this significant life event. (Rogers et al,
2005)
Midwifery units in the UK generally have explicit eligibility
criteria, based on nationally-agreed guidance for women

In the UK and across the world, many healthy women
whose pregnancy is progressing normally have care in
an obstetric unit. Though their care may be ‘midwife-led’
in some cases, the way that care is provided to ‘low risk’
women in obstetric units is different from care in midwifery
units. Women have a different experience of labour and
birth; they are less likely to have a spontaneous birth,
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without an episiotomy, ventouse, forceps or surgery
(Hollowell et al, 2011; McCourt et al, 2014). Women
booking for care in a midwifery unit are more likely to use
a birth pool during labour and are less likely to need an
epidural for pain relief (Hollowell et al, 2011).

Policy context - UK, Europe and internationally
In the UK it has been a central part of maternity policy that
women should have access to midwifery-led care and choice
of place of birth since 1993 (Department of Health, 1993). This
has been supported by successive governments in all four
UK countries (e.g. DHSSPS, 2012). Both in the UK and other
countries women as service users have demanded more humanised services that enable them to feel in control and enjoy
giving birth. Maternity Matters in England includes ‘choice
guarantees’, including choice of access to a hospital unit, a
midwifery-led unit or birth centre, and home birth (Department
of Health, 2007). The government policy said ‘these units promote a philosophy of normal and natural labour and childbirth’. Current evidence-based guidance from NICE says that:
All women should be supported in their choice of setting
wherever they choose to give birth. Women who are healthy
with a straightforward pregnancy (low-risk) should be advised
that ‘planning to give birth in a midwifery‑led unit (freestanding
or alongside) is particularly suitable for them because the rate
of interventions is lower and the outcome for the baby is no
different compared with an obstetric unit. (NICE, 2014)
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In Europe, where most countries have a fertility rate below
two, ‘limited family friendly services’ is one of the factors
cited as contributing to reduced family size (Iversen, 2015).
While the principles of women’s empowerment and informed
decision-making, are valued (Avery, 2015), evidence shows
‘large variations in the role, scope and funding of midwives’
across Europe (Sandall, 2015). Though size of maternity
units is recorded, there are currently no Europe-wide data on
midwifery-led units (Sandall, 2015). The World Health Organisation calls for strengthening of midwifery and involvement of
‘women and advocacy groups in the planning and monitoring
of services to keep the core focus on the needs of women,
infants and families’ (Renfrew et al, 2015).
Internationally, there are growing concerns about the rise in
birth interventions, the associated human and financial costs
and health consequences (Renfrew et al, 2014; Holloway
et al, 2011; Schroeder et al, 2011, NICE 2014, Sakala and
Newburn, 2014). Midwifery researchers and others are asking
urgent questions about how birth is managed, and the impact
of intrapartum care on seeding of the human biome (Dahlen et
al, 2014), the immune system and other health outcomes (Cho
and Norman, 2013; Dahlen et al, 2013).
The Lancet midwifery series, which complements the State
of the World’s Midwifery 2014 report, highlights variation in
midwifery-led care (Renfrew et al, 2014). In some countries
with excellent outcomes, like New Zealand, skilled midwives
attend 80% of all births. In the United States, in contrast,
skilled midwives attended less than 10% of all births in 2012.
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Midwifery-led units tend to be created where midwifery-led care
is both embedded in policy and well established in practice.
Even in countries, which have had midwifery-led care for
some time, there can be tensions between the established
services and newer ways of working. Waldenstrom argued
that given the relative autonomy of midwives in Sweden,
and their established role in relation to normal childbirth, establishing the birth centre concept should ‘not (have been)
a great challenge, but it was’ (Waldenstrom, 2003:145). She
identified tensions between the alongside midwifery-led
birth centre and the obstetric unit staff regarding integration
versus independence; management of primiparous women
and outcomes for their babies; and an ‘us and them’ feeling
(Waldenstrom, 2003). Related issues emerged from a recent
UK study (McCourt et al, 2014). The researchers said:
The alignment of physical, philosophical and professional
boundaries is inherent in the rationale for midwifery unit provision, but poses challenges for managing the service to ensure … quality and safety are maintained.

summary, this introduction to the history and philosophy
behind midwifery unit care suggests that there is a need to:

In

- raise awareness about midwifery-led care and midwifery
units that meet women’s physiological, and psycho-social needs, and promote women’s ability to give birth with
midwifery care and support;
- share good practice, to explore tensions and ways of
resolving them, and involve women and families in developing safe and satisfying services.
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1.6
Literature review of
midwifery centers
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Midwifery centers have existed
all over the world since the 70’s.
The definition of the model is not
standardized globally given that its
characteristics vary according to
the country and the context (Alliman
et al, 2016). However, research
has suggested that despite national
variations outcomes demostrate
a safe and acceptable model.
The following chapter summarizes
key findings and outcomes of
midwifery centers in various
countries. By understanding the
literature we can identify key
elements to creating a successful
midwifery center.
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Midwifery centers are characterized by:
- A homelike environment
- Led and managed by midwives and operating
in the midwifery model of care
- Offer preconception care, prenatal care,
and postpartum care
- Ability to manage physiological birth
- Ability to manage basic obstetric and neonatal
emergencies and refer to secondary level
of care if needed
- Absence of anesthesia and surgery
- Centered in a social and personalized model
Several countries have identified three types of midwifery
centers depending upon their location and relationship to
a hospital:
a) Freestanding midwifery centers
b) Alongside midwifery centers
c) Midwifery centers established within a hospital
Despite differences in location and integration with
a hospital, midwifery centers are facilities managed
by midwives that offer care to low risk women during
pregnancy and birth (Hermus et al 2017).
A key aspect of midwifery centers is their philosophy of care is
based on a social instead of a medical model (Kirkham 2003).
Pregnancy and birth are treated as events with social and
emotional characteristics, and not as a condition to be treated
with medical procedures. For this reason, in midwifery centers
care is adapted to the particular needs of women and their
families where women take an active role (Kirkham 2003).

The model emphasizes building relationships based
on trust and emotional closeness between women and
midwives (Walsh 2007).
Midwifery centers are designed to create an environment
that feels and looks like a home, a relaxed environment that
induces feelings of safety, where midwives can integrate
scientific knowledge of birth and intimate knowledge of the
woman to facilitate the process (Werner 1999).
In many countries, midwifery centers are integrated into
the health-care system. Although most are physically
separated from the hospital, they have a formal relationship
for referral and transport (Laws, Paula et al 2009).
The American Association of Birth Centers defines
freestanding midwifery centers as: A homelike facility that
exists within the health care system, with a program of care
designed in the wellness and midwifery model (Alliman et al
2016:1).
Midwifery centers and their philosophy are fundamentally
different from the medical model of birth and propose a
clear alternative to obstetric care offered in biomedical
institutions (Kirkham 2003).
The midwifery center movement emerged as a response to the
over medicalization of birth and barriers to genuine midwifery
practice in countries such as the USA (McGlynn 2003).
Other countries such as Germany have been influenced
by hospitals changing to offer a more comfortable and
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welcoming environment for women, including birth stools,
ropes and slings hanging from ceilings and birth tubs (Groh
2003).
In Brazil, midwifery centers were created as part of
national efforts to “humanize” childbirth (Nunez et al 2016).
However, it is important to state that midwifery centers
are not only more comfortable facilities, safety lies in the
genuine application of the midwifery model (Shallow 2003).

Maternal and perinatal outcomes
Since the inception of midwifery centers, extensive
research has been used to monitor outcomes and ensure
safety and quality. Most studies have been cohort studies
using population data bases. In this literature review we
analyzed eight studies in the following countries: United
States, Australia, UK and Denmark. Some studies were
based on regional data and others on national statistics.

Comparing midwifery centers and hospitals
In a study done in Denmark, women who gave birth in a
freestanding midwifery center had a higher probability of
having a spontaneous birth with no complications and
with better results for mother and baby; less chance of
needing an instrumental birth; cesarean section; epidural
or augmentation. Freestanding midwifery centers offer
significant advantages over hospitals for primiparous women
as well as multiparous women. Babies in both groups had
positive outcomes (Christensen and Overgaard 2017).
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A study carried out in a province of Australia found that
adverse outcomes including postpartum hemorrhage,
postpartum infection and retained placenta were
significantly lower in women who gave birth in a midwifery
center, after controlling for demographic and institutional
factors. Interventions such as cesareans and episiotomies
were significantly lower in this group and exclusive
breastfeeding rates were higher at discharge (Laws, Paula
et al 2014).
Results of a study carried out in Washington D.C., USA
concluded that women who receive continuity of care
in a midwifery center are less likely to have a cesarean
and more likely to reach term, and a high probability of
giving birth over the weekend suggesting lower rates of
intervention. Less significant results also suggest slightly
better neonatal outcomes (Benatar, et al 2013).
A study in the UK found that women cared for in midwifery
centers have lower rates of regional anesthesia, cesareans,
instrumental birth, episiotomy and blood transfusions, as
well as lowered rates of maternal mortality. For babies, care
in midwifery centers led to similar outcomes compared
to those born in hospitals with higher breastfeeding rates
(Birthplace in England Collaborative Group, 2011).
In Australia, women who intended to give birth in a
midwifery center had lower rates of interventions and
less adverse perinatal outcomes compared to women
who intended to give birth in hospital. This included lower
rates of prematurity and low birth weight. Babies born
in midwifery centers were less inclined to be admitted
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to neonatal intensive care units or special care nurseries
(Laws, Paula, et al 2014).
A study carried out in San Diego, USA, sought to control
for the bias that emerges when women chose to give
birth in midwifery centers, assuming they are healthier or
lower risk than women who choose hospital birth. A study
was therefore designed in a marginalized area of the US.
Authors concluded that after controlling for these factors,
women in midwifery centers had lower rates of medically
assisted births and less medical interventions were used in
care (Jackson et al, 2003).
A literature review on midwifery centers concluded
that the model is associated with a higher incidence of
spontaneous vaginal birth and low rates of assisted vaginal
birth and cesarean compared to hospital care. Negative
maternal outcomes were rare and no maternal deaths were
reported (Alliman et al, 2016:2).

Studies on midwifery centers
A cohort study observing women receiving care in 79
midwifery centers in 33 states in the USA, from 2007 to
2010, found that of the 15,574 women who planned and
were eligible to give birth, 93% had a spontaneous vaginal
birth (regardless of where the birth actually happened).
Only 6% required a cesarean (Stapleton et al, 2013). The
analysis of care offered in the Sapopemba midwifery
center in Brazil revealed that WHO recommendations
are integrated into practice regularly. Among these

are judicious use of interventions such as oxytocin
administration, episiotomy, and neonatal resuscitation (da
Silva et al, 2013). In a case study in Mexico, the success of
a midwifery center in an indigenous village was hampered
by lack of political support and due to indigenous women’s
preference for home birth (Tucker et al, 2013).

Satisfaction of women and families
Several studies focused on women’s perspectives and
analyzed their experience in a midwifery center, concluding
that there are significant differences in maternal experience,
favoring midwifery centers over hospitals. Several case
studies were used to identify factors that women value in
midwifery centers.
A study carried out in Sweden identified factors that
women valued in their care such as: the sense of being
in control of the birth; not using medication for pain
management; and knowing the midwife. The study
concluded that if Swedish women were offered the choice
of where to give birth, homebirth would be chosen ten
times more than is the norm and twenty of the largest
hospitals would have to have alongside midwifery centers
(Hildingsson, 2003).
Another study found that women were satisfied with
midwifery center care given the close connection they
developed with their midwife and the sense of control
during the process (Jackson et al, 2013).
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An ethnographic study on midwifery centers in the UK
researched women’s preferences and found that women’s
nesting instincts may explain preferences for midwifery
centers due to the homelike environment and the familiarity
with the space and team. This instinct contributes to
location selection. Midwifery centers in this study give
women a sense of safety, protection, and a friendly place
where they can find peace to manage the intensity of
birth. Women chose midwifery centers because they are
comfortable, private, warm, and feel that they will be
supported, given compassion, and love (Walsh, 2007).

Midwives in midwifery centers have competencies and
skills that are specific to working in a social model based
on physiology that is carried out within the context of
a midwifery center. This includes: trusting a low tech
environment; applying intuitive knowledge and reading
subtle body language; knowing how not to interfere
with birth; enabling effective and timely emergency
management; utilizing alternative pain management
techniques; understanding individual responsibility; being
flexible about time; trusting the physiology of childbirth;
and enjoying work in the midwifery model (Kirkham, 2003).

Perception of midwives
A few studies collecting data on midwives’ perspectives
focused on two important aspects: 1) qualifications,
experience, and skills needed for midwives to work in
midwifery centers, and 2) the benefits midwives have
working in a birth center as compared to a hospital.

Midwives reported improved observational capacity as a
result of their work in midwifery centers. In clinical practice,
midwives described the development of autonomous
practice, trusting the process of pregnancy and birth, the
development of trust in their own abilities and developing
clinical judgement and taking action if needed (Griew
2003).

Midwifery skills and qualifications

Benefits to midwives

Extensive and specific training of midwives must occur
to enable midwives to work in midwifery centers. Authors
emphasized the importance of empowering midwives to
practice autonomously using clinical judgement and reflecting
a specific philosophy of care (Porter and Tinsley 2003).

Midwives perceive midwifery centers as their second
homes. They remodel and perform maintenance tasks
that do not require complex bureaucratic paperwork and
that gives them autonomy and a sense of identity that is
stronger than working in a hospital (Walsh, 2007).

Midwifery as practiced in a midwifery center should be
considered a unique area of practice and even a speciality
within midwifery (Griew, 2003).

The depth of interactions with women occur at a level
unattainable in other facilities (clinics and hospital) (Griew 2003).
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Midwives consider the capacity to bond with women as
a privilege which at the same time helps them create a
larger sense of equity and collaboration (Griew, 2003). In
the midwifery center environment, they express greater
capacity to provide emotional care and support (Griew,
2003).
Midwives in New Zealand express unanimous preference
for working in a midwifery center and describe the practice
as “true midwifery”. This theme opens a discussion about
what midwifery means and where autonomy lies; how
midwives create time for women’s processes and greater
tolerance for noise and sounds in labor (Hunter, 2003).
Having completed specific training in Japan, midwives
employed in a midwifery center in Brazil added a new list
of skills to their professional lives that gave them greater
symbolic power in the fight to implement clinical practices
that were less interventionist. This helped to bond and
consolidate the midwifery center in Sapopemba through
the development of creative obstetric practices focused on
minimal interventions and centered around women’s needs
(Progianti, 2013).

Cost effectiveness in midwifery centers
Eleven studies examined the cost effectiveness of
midwifery centers in the UK, USA, Australia and Canada.
Lower use of resources occurs among women who give
birth in midwifery centers due to lower rates of intervention,

less hospitalization time or both. Different results in the
studies can be attributed to differences in health systems,
methods used and costs per country (Henderson and
Stravos, 2008).
Both maternal and neonatal care are less costly in
midwifery centers, which saves systems and individuals
money with better outcomes (Schroeder et al, 2011).
Midwifery centers are an economically efficient choice for
health care systems, offering high quality services (Fraser
et al, 2003). Several studies on cost benefit analysis have
found that in general hospitals are 38% more costly than
midwifery centers (McGlynn, 2003).
Midwifery centers are a cost-effective strategy for low
risk women. The average cost of a birth in a midwifery
center the USA in 1995 was $3,385 compared to birth
in a hospital where the cost was found to be $4,673. On
average hospital birth is 38% more expensive and is less
appropriate for low risk women (Stone et al, 1995). In 2016,
the average cost of an in-hospital birth in the USA had
risen to $12,560. The same year, the average cost of a
cesarean birth was $16,038 (Shaw et al 2016). Meanwhile,
the average cost of a midwifery center birth in the USA
remained below $6,000.
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Midwifery Center Summary
Literature Review
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The following pages
summarize the benefits,
challenges and outcomes
of midwifery centers
described in the literature
review.
You will find these points
useful in advocacy,
communication and
strategic planning for your
midwifery center.
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investments and funding
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There are many ways to establish the organizational
framework for your midwifery center. Our experience
and research with colleagues in low and middle
income countries has led to the conclusion that
the most appropriate legal framework is a nongovernmental organization. Although each country
has unique regulations and fiscal processes, most
acknowledge that NGOs are mostly tax exempt and
can receive international donations (in-kind and cash).
We believe this is the most sustainable approach for a
midwifery center.
By establishing a legal NGO, you will be required to
create administrative protocols and procedures that will
strengthen the organization and enable sustainability.
Strategic planning brings the team together under a
common vision and pathway to make decisions and
achieve goals. From your strategic plan you will create
an annual operating plan, which will be a tool you can
use to monitor daily activities in the midwifery center.
You will learn about why it is important to have a
network of allies, and understand funding strategies
and the means to generate additional income to
ensure financial sustainability.
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2.1
What is an NGO?
A non-governmental organization (NGO) is bound by a
legal contract whereby two or more people (depending
on national legislation) come together periodically under a
shared and legal goal and does not generate profit. Nongovernmental means that it is managed by private citizens
and not handled by the state.
An NGO provides the means through which citizens
can get involved in public discourse and action through
activities that challenge and/or support state activities.
NGOs often give voice to diverse and marginalized groups
that may not be supported by or receive services that
should be provided by the government.
Every country has a number of legal options to formalize
organizations and businesses. They include a range of
for-profit and not-for-profit options. Most midwifery centers
provide services at very low or no cost, therefore we do not
recommend establishing a for-profit business. Non-profit
or non-governmental organizations have certain levels of
tax exemption. We recommend you discuss your options
with a lawyer that is familiar with national regulation and
chose the option that offers the best value. Make sure
your organization can establish a bank account, hire staff,
charge for services and receive donations from abroad.

Advantages of being an NGO:
● Access to public and private resources including
funding and in-kind donations
● Communicate a serious commitment to the work and
a willingness to meet certain requirements for activities,
which will be financed and evaluated
● Provide transparency to those collaborating with the
organization and/or contributing funds
● Establish organizational contracts such as hiring staff,
outsource services and purchases
● Carry out projects and transactions as an
organization, freeing members from individual
responsibility.
● Establish a structure, internal rules, and guidelines
that monitor management
● Establish a unique identity that goes beyond the vision
of the founders and directs mission and goals
● Allows participation on local and national initiatives
that strengthen civil society and can help improve the
lives of many including participation in the creation and
revision of public policy
● Receive tax breaks and issue tax-deductible receipts
through a fiscal identification number (the name of
this varies per country, in the US it is tax ID number, in
Mexico it is RFC)
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Tips to ensure the success of an NGO
● Gather together the right group of people who are
willing to give themselves in a genuine way to the
pursuit of the organization’s goals.
● Build the organization together to enable a greater
sense of belonging and provide a sense of collective
ownership.
● Establish agreed upon rules and structure to minimize
conflict and discontent including decision making
processes, hiring and firing systems, conflict resolution
frameworks, and ways to protect psychological safety
and transparency.
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2.2
Founding and operating an NGO
The founding members of an NGO will have to make a
lot of decisions to ensure the success and growth of the
organization. Collective decision making requires negotiating
common ground among the founders. A first step is to
establish whether decisions will be made by voting or
consensus. This becomes the future basis for conflict
resolution. Having clear frameworks for decision making will
prevent conflict and disappointment in the long run.
Initial decisions to be made involve the establishment of the
NGO and are detailed below. These include the bylaws that
govern the work of the organization. Every country has model
bylaws which a lawyer can help you draft. Once bylaws are
established, they will have to be formalized through a notary
and registered in the various government offices that monitor
civil society and fiscal regulation. There are many websites
that can help provide you with examples of bylaws and
internal policies, including Nonprofit Ally and the National
Council of Nonprofits. There may be national resources in
your country that provide sample documents and guidance.
Creating an NGO can take between one month to a year
depending on national legislation. This will depend on
consensus within the founding group, the organizational
structure, and how quickly decisions are made.

46

Open a Midwifery Center

Nine steps to build an NGO
1. Chose the name of the organization.
When you consider a name for your organization,
remember it must be registered with local authorities.
Consider several options in case the name you want is not
available.

3. Decide on the purpose of the organization.
Be specific, flexible and brief.
Once the board is established, and prior to planning, the
members must meet and define what they will do: the
mission of the organization

2. Determine the founders.

4. Determine the legal representative.

Efficient governing boards are usually a minimum of two and
a maximum of five people. Each country has a minimum
requirement, so make sure to check what it is. The members
of the board must be established in the bylaws, which are
the founding documents of the organization. You can change
the board members at any time, but the bylaws must be
changed to reflect this. Board members are not employees
of the organization and cannot earn a salary for being on the
board.

The board must decide who will be the legal representative.
This person will be the chief signatory on legal and fiscal
documents and generally is the President. Once an
executive director is hired, he or she can also be granted
this power to facilitate the day-to-day functioning of the
organization.

The highest authority of an organization is the Board of
Directors. The members of the board decide what roles
each director will perform. For example, board members
may be responsible to convene sub-committees for
development, clinical programs, or financial management.

Writing the bylaws takes time and complex decisions.
Bylaws become the guiding manual that governs the
organization. There are many examples of bylaws online
and try to find bylaws that are relevant to operating a
midwifery center and applicable in the country where you
are operating. It helps to have a notary or attorney that is
familiar with non-profit law and midwifery. Each country has
its own process to register an NGO, but generally they can
be mapped out in the following way:

5. Write your Bylaws.
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● Search and register the name before a government agency.
Usually attorneys and notaries will request several possible
names in case preferred choices are already in use.
● Registrater the articles of incorporation and bylaws.
In some countries these are the same and in others there are
specific forms to fill out. Make sure you follow the correct
process for registration. Bylaws will define the work and rules
of the organization. Bylaws should be broad, flexible and nonspecific. Often a fee is charged for notarizing or registering the
bylaws. Your attorney or notary with be able to help you with
this process.
● Register the address. The bylaws will state the legal address
of the organization. Often this also needs to be registered in
the Ministry of Finance or the taxing governmental body. If
the address changes, it must be reflected in the bylaws, and
government agencies that deal with NGOs need to be notified.
Some organizations have several offices, or midwifery centers,
which is legal, although one must be the central office.

6. Request a Tax ID number.
Most countries require organizations to have a Tax ID
number. In Mexico this is known as the RFC (Registro
Federal de Contribuyentes). In the USA it is the EIN
(Employer Identification Number). This tax number means
the organization is registered as such in the government
agency that deals with income and taxation. Each
country has rules about taxing NGOs. Now with improved
technology, governments often require organizations to
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have an electronic signature. Be certain you are clear
on what the local requirements are for registration and
taxation of NGOs. Their may be other processes and
registrations.
It is also important to be clear on the process of receiving
funds. Some countries require additional registration for
receiving national donations. For example, in Mexico
organizations must register to be an “authorized grantee”.
In other countries, international donations are taxed
heavily. For example, in Haiti, in-kind donations are taxed
40% upon entry. It is important to be clear on these
restrictions to not end up being fined or paying heavy
taxes.

7. Open a Bank Account.
Once the NGO is legally established you can open a bank
account under the NGO’s name. This is important for
management and receipt of funds and donations. Check
with your local banks about which provide better products
and services to NGOs.

8. Establish an Accounting System.
Hire an external accounting firm that understands
and has experience with NGOs. Ask local NGOs for
recommendations and meet with several firms or
individuals to compare and analyze responsibilities, duties
and fees. Establish a reporting system so that accounts
and transactions are available and transparent to the
Board of Directors and any external auditing.
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9. Define institutional policies.
Once the NGO is established, the following policies and
guidelines should be created by the board and made
available through the organizational folder or manual that
is available to any employee or interested party:
● Mission, vision, values and philosophy of care
● Organizational structure and chain of command
● Internal rules and regulations
● Conflict of interest policy
● Whistle-blower protection policy
● Document retention and destruction policy
● Gift acceptance policy
● Privacy of data and social media policy
● Contracts for employees
● Clinical protocols
● Communications protocols
● Grievance and conflict resolution processes
● Directory of associates, allies and users
● Administrative processes
● Strategic planning
● Annual financial and narrative reports

2.3
The governing body
Board of Directors
The board of directors is a group of elected or appointed
individuals who provide direction, supervision, funding,
and advise the NGO. Until the NGO has the funds to hire
an Executive Director, the board will function as staff. The
members of the board of directors change according to the
current goals and objectives of the NGO and should have
term limits and functional descriptions. Most boards have
a President, Vice President, Secretary and Treasurer. We
recommend boards have an odd number of members to
ensure voting does not become blocked. In some cases,
an NGO may be established in one country to operate in
another, or have an affiliate NGO in another country. This
works well to fundraise in high-income countries and shift
funds to programs in low-income countries.
The board operates within a system of rules and
procedures whose purpose is to ensure the NGO
operates within the budget, and with transparency and in
accordance to the bylaws. The most important role of the
board is to guarantee the mission of the NGO.
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When choosing the board members, remember to include:
● Midwives
● Members of the medical community
● Women, families and beneficiaries
The board could be divided into specialized committees
to boost productivity and transparency of the organization.
For example you can have committees for:
● Fundraising
● Clinical quality
● Community education and outreach

The board must support planning and chart the
organizational direction, but must always maintain the
autonomy of the operating staff and not duplicate roles
and functions.
Board members should emerge from annual meeting
with a clear to-do list, with specific dates for completion
of assigned tasks. The board creates the guidelines for
the development of activities and projects, and approves
proposals and new hirings. The board is also charged with
hiring (and firing) the Executive Director. The day-to-day
work is done by the operating team and employees, lead

Lack of clarity in board composition and function will
reflect badly within the NGO. A strong NGO has a strong
and diverse board.

Annual meetings
The board meets annually with the staff and Executive
Director. The purpose of this meeting is to review
achievements and challenges of the previous year, review
the budget (income and expenses), and participate in
planning for the following year. At the end of this meeting,
the minutes must be archived and in some cases
notarized.
Board members should emerge from annual meeting
with a clear to-do list, with specific dates for completion
of assigned tasks. The board creates the guidelines for
the development of activities and projects, and approves
proposals and new hirings. The board is also charged with
hiring (and firing) the Executive Director. The day-to-day
work is done by the operating team and employees, lead
by the Executive Director.
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2.4
Strategic planning:
SWOT analysis and PESTLE
“A vision without action is simply a dream.
Action without vision is just a hobby.
But a vision with action can change the world.”
Joel A. Barker
Regardless of size or scope, every organization must
have a strategic plan. Strategic plans are created
or renewed every one to three years, and reflect the
overarching goals and means to achieve them.
Strategic planning is a process through
which an organization:
● Identifies goals and purpose
● Defines short, medium, and long term objectives
● Develops strategies to achieve objectives
● Locates resources to carry out strategies
An organization that takes the time to design a solid
strategic plan can use the plan to guide activities,
programming, decisions, and internal culture. Programs
and projects become aligned under a common
organizational goal through the strategic plan.

Three things to keep in mind while preparing
for strategic planning:
1. Consider internal and external factors
(political, economic, social, cultural).
2. Focus on the fulfillment of goals and objectives
in the short, medium, and long term.
3. Include all areas and levels of the organization.
The first strategic planning session will define the
mission of an organization.
The following best practices will help to ensure the
initial strategic plan is a success:
The mission
The mission must clearly define the ‘reason for being’ of
the organization. It should be a brief, clear, and concise
sentence. It should also be realistic and specify a target
population and strategy.
To design the mission, reflect on questions such as: Who
are we? What do we do? Why does our organization exist?
Who do we exist for? What makes us different from other
organizations?
The vision
The vision communicates the highest level goal of an
institution. Vision statements are concrete, ambitious, and
achievable. Visions are usually defined by a date.
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The strategic goals

Communicate organizational philosophy

These are the ultimate outputs that the organization will
achieve. Strategic goals are the basis for every task carried
out by the organization. Strategic goals have a multiyear approach and are specific, measurable, attainable,
realistic, and timely (SMART). Most organizations have
three to five strategic goals.

Organizational values should be cut across the
organization. Clearly posting organizational mission, vision,
goals, and values within and around the facility and office
encourages staff and beneficiaries to honor and identify
with the organization. Staff should be familiar with these
concepts and apply them to all facets of their work.
Practices that communicate organizational philosophy
include signs and banners displayed in and around your
midwifery center, developing themes at community
gatherings, social media strategies, review at the opening
of staff meetings, and highlighting your goals in client
satisfaction surveys or exit interviews.

Objectives
Objectives are action steps to achieve a strategic
goal. They must be SMART and be within a person or
department’s responsibility. Objectives should be tied to
measurable results, in order to evaluate the extent to which
the objectives were reached.
Organizational values
Organizational values should be available and applied
to all areas of the organization. Values represent the
philosophical convictions and the internal culture. Many
organizations have five to seven values.
The primary organizational values of a midwifery center will
often include some of the values named in the five pillars
of midwifery, discussed in Chapter 1 (human rights and
dignity, normal birth, women centered care, professional
collaboration, and evidence based care). Other examples
include inclusivity, community partnership, and elimination
of preventable deaths, as voiced by several midwifery
centers in Haiti.

SWOT analysis
Analyzing the strengths, weaknesses, opportunities, and
threats (SWOT) serves as a typical first step in the strategic
planning process. SWOT analysis can raise warnings or
reveal unmet needs within the local, regional, or national
context.
Key components of a SWOT analysis include factors that
make projects successful: knowledge, skills and abilities
of staff, consultants and volunteers, inhibitors to growth,
management or integration into the healthcare system,
political, economic, social changes underway, competition
and positioning of other maternal health services available
in the area, and the needs and expectations of local
families who will access services.
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SWOT analysis must be realistic, simple, and brief. The
analysis should fit on a one page sheet for easy reference.
Strengths: Strengths describe internal organization
performance. They describe specific expertise, services,
staff, reputation, and advantages that make a midwifery
center better than other options for maternity care. How is
it unique? How does it keep employees happy and women
at the center of care? Strengths should be considered in
competition with other local options.
Weaknesses: Weaknesses are negative forces that
affect the quality of care and optimal functioning of the
organization. What drives families away, or stops them from
seeking care at the midwifery center? Weaknesses highlight
areas that need improvement in the short and medium term
and position the organization below local competitors.
Opportunities: Opportunities for midwifery centers
describe areas of growth and expansion that emerge from
changes in local policy, competitors, population, norms
and trends. Opportunities can include collaboration with
other organizations, expansion to new regions or areas
of work. Opportunities relate to external forces, including
competitors, government, and user preferences.
Threats: Threats are external forces that can affect the
capacity of the midwifery center to do its best work.
Threats can arise from changes in governmental regulation,
increased competition, economic, and social forces.
Threats can be financial, regulatory, legal or social, and are
often out of the midwifery center ś control.

From SWOT to Strategy
Once the midwifery center has completed the SWOT
analysis, staff should link opportunities and threats to
strengths and weaknesses. Staff should identify the
organization’s needs to reduce weaknesses and prepare
for upcoming threats. Knowledge, skills, policies, and
resources identified in strengths should be linked
to opportunities. SWOT analysis serves to develop
organizational strategy that tightens organizational focus
and prepares for overcoming threats in a systematic,
powerful way. Midwifery centers use SWOT to understand
internal barriers to change and ensure services reflect local
needs and expectations.

PESTLE
PESTLE analysis is used to identify external forces that
map and explain influences and forces that shape the
capacity of a midwifery center to achieve its mission and
vision. It is a good idea to carry out a PESTLE analysis
before opening a midwifery center to understand the
market in which it will operate. It is good practice to revise
the PESTLE every few years to keep up with market forces.
A very negative PESTLE will make survival of the midwifery
center very challenging. Therefore, it is important to locate
the midwifery center within a somewhat positive context.
Political factors: include laws and regulations that govern
midwifery practice and clinical settings. They may include
governmental stability, corruption, and connections.
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Economic factors: are all economic forces that shape the
midwifery centers financial health including funding, ability
to pay, inflation, costs of labor, and other economic forces.
Social factors: are all the factors that affect users
preferences and trends. They include forces that shape the
decisions that families make while seeking care.
Technological factors: are levels and advances in
technology that shape a midwifery center’s ability to
provide safe, quality care. They include all forms of
technology including communication and social media.
Legal factors: are different from political factors in
that they relate to how the organization operates. They
include health and safety laws. They also include legal
consequences of midwifery care and legal protection.
Environmental factors: address climate change, weather,
air pollution, and any environmental force that can affect
the functioning of a midwifery center.
After completing a PESTLE, it is good practice to identify
opportunities and create a plan to minimize risks and
threats. Align the midwifery center with successful factors
that will grow the organization within a community that
favors the model.
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2.5
Annual Planning
What is an Annual Operating Plan?
An annual operating plan (AOP) is a concrete action
plan that maps out step-by-step the activities that an
organization will carry out during the following year. Once
an organization has a strategic plan, it is put into action
year-by-year through the AOP. The AOP is the practical
map of how to achieve the mission, vision, and values on
a daily basis.
Who creates the AOP?
In the first years of operation, the AOP should be created
by the board of directors. Once the organization has an
Executive Director and staff, the AOP should be carried
out by all staff at the beginning of the year.
How is an AOP created?
Creating an AOP involves bringing together last year’s
AOP and evaluating if results were achieved, why or why
not, challenges met and opportunities for growth and
expansion. The second step involves referring to the
strategic plan to guide the activities and results planned
for the current year.
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Once these two pieces
have been evaluated,
the AOP should be
created using the
following timeline:

1.

Beginning

2.

Planning

3.

Execution

4.

Monitoring
and Evaluation

5.

Close

Beginning refers to the beginning
of the year when last year’s
monitoring and annual reports are
read and understood by the staff.
AOPs should always be guided
by what worked and what did not
work last year.
Planning refers to AOP planning,
which should take one day for
small organizations and two to
three for larger ones.

What is in an AOP?
The most effective AOP’s are separated by project.
For example:
● Midwifery Services
● Prenatal education
● Community outreach
● Doula training
These are project ideas. Some projects are inherent to the
midwifery center and some are opportunities created by
designated funding.

Execution will take place for
about ten to twelve months out
of the year. In the case of health
care services, these happen all
year around. However certain
community outreach or advocacy
projects have a specific timeframe.

An AOP must define what will occur each month, who will
perform the activities, how the activities and results will be
monitored, and how feedback will be incorporated into ongoing
performance of activities.

Monitoring needs to be embedded
in daily project activities in order
to inform the staff of project
challenges and successes on a
monthly and yearly basis.

What if we do not know about certain funding opportunities yet?

Close the year by celebrating
another year of accomplishments
and amazing work achieved!

An AOP should be simple, practical, and accessible to the staff,
and serves as an active document for monthly progress meetings.

Because the AOP is an active document, it is easy to include a
new project and shift activities if it is necessary. At the same time,
if a project is not working, for example, if no one is coming to the
breast feeding group, it is important to evaluate why and consider
stopping the project or changing it.
Keep annual AOP’s on file since they are important historical
documents that will inform future staff of the success and growth
of the organization.
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2.6
Alliances, synergies, social
investment and funding

It is essential that the
organization build
lasting and solid
relationships with
donors and allies.
Relationships based
on real support and
trust are created with
time and honesty.
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Creating alliances consists of building a network of
contacts and relationships that facilitate the growth
of the organization. Midwifery centers should create a
network of professional contacts to share experiences,
collaborate, and learn from each other.
Partnerships are a fundamental tool to develop synergies
with other professionals who share the same philosophy.
Another relevant and useful aspect of having a network
are opportunities for investment and growth in the
organization that will emerge due to the personal and
professional connections.
Alliances and partnerships can be made locally,
regionally, nationally, and internationally through attending
events, presentations, meetings, congresses, or events
related to maternal and infant health. They occur virtually
through social networks and online exchanges. The most
effective strategy is the combination of both face-to-face
meetings and online networks.
Social networks can help identify and contact health
sector and community allies. Once the first contact is
made online, it is a good idea to extend the relationship
beyond the virtual world, by attending meetings and
face-to-face events or by arranging meetings with
those people who demonstrate a special interest for the
organization. There is no point in having 500 contacts
in a social network if there is no active dialogue or the
exchange of ideas.
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Social networks and email give continuity to relationships
established at events, and allow for a more in-depth
conversation and synergy.
The most important aspect of alliances and networks
is to establish long-term relationships. These should be
nurtured through social events and trust building activities.
As the midwifery center is established and grows, it is
important to create a directory of allies organized by type
of partner including:
● Consumers
● Doulas and perinatal educators
● Alternative care providers
● Medical community
● Allied organizations
● State employees and politicians
● International allies
● Donors

The Goodbirth Network
(www.GoodBirth.net) is a
collaboration of professionals
working to recognize, honor,
and promote good birth
practices and midwifery
center models of care.
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Social investment and financing

Self financing

An organization is financially sustainable when it is able to
cover all expenses required to reach strategic goals, and
keeps income and expenses in balance. To achieve this,
strategic and financial planning must be carried out on a
regular basis ensuring that the Board, Executive Director,
and accounting staff have a clear financial picture and
are able to cover upcoming costs. Financial transparency
is essential for making decisions about expanding or
reducing areas or projects within the organization. Financial
sustainability can include:

Midwifery centers generate income from services, which
is key to self financing. However, often low costs and
subsidized care require that midwifery centers carry out
additional fundraising. Some fundraising strategies include:

● Diversifying sources of income including donations,
services, and sales
● Ensure a percentage of financing that sustains
overhead costs
● Maintain appropriate follow-up and communication
with donors - from large funders to individuals
involved in crowdfunding
● Operate programs according to annual planning,
ensuring consistent financial monitoring
● Generate a reserve or savings fund for emergencies
or unexpected costs

Reserve or savings fund
Best practices indicate that an organization should create
a reserve fund to cover operating expenses for one year
and to prevent closure in care of a financial or legal crisis.
Most reserve funds are built over several years and can be
generated with donations from the board of directors and
donors. It can be expanded with annual campaigns, setting
aside a percentage of income.

● Crowdfunding campaigns
● The organization of events and raffles
● Product sales
● Income generating workshops

These activities should be part of the annual planning and
include goals, budgets, and responsibilities, and should
be consistent with the mission of the organization. Donor
funding and fundraising strategies change constantly
therefore, continue to evaluate the internal and external
environment, determine risks and opportunities, and create
fundraising strategies that will be successful.
Monthly and annual financial reporting and analysis will
help to identify which activities:
● Generate income
● Generate expenses, but generate more
users or interest in donors
● Generate overhead costs
● Generate expenses without generating income

This analysis will help determine that the organization is
bringing in more money than it spends, while investing in
expansion and growth.
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3.

Administration

Ch. 1 / Introduction to Midwifery Centers

3.1 Human Resources
- Organizational chart and staff
- Internal communication
- External providers
- Training in the midwifery
model of care
- Continued education
3.2 Administration and accounting
- Materials and supplies
- Administrative issues
- Billing
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Administration is the area of the
organization where resources are
planned, organized, directed and
managed to achieve the goals
and objectives with efficiency and
transparency.
An organization’s survival depends
on the optimal use of human and
material resources.
Administering these resources
effectively is essential and this
chapter lays out how to do this.
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3.1
Human Resources
Organizational Chart and Staff
Even though most midwifery centers are founded by a
small group of people, an organizational chart will map
out who does what and who reports to whom. This will
become more important as the organization grows, so it is
a good idea to start locating the organization’s personnel
by collectively designing this map. Organizational
charts help to establish hierarchy in reporting and
decision making which are important in job descriptions,
evaluations, and feedback.
Founders
Often organizations are founded by a small group of
people, or one person and their closest allies. Typically the
founder holds the legal role of president for the first years
of the organization. It is a sign of organizational health
and development that the founder eventually relinquishes
authority and a new president is elected.

Board of Directors
The board of directors is charged with regulating and
planning the direction of an organization. Boards are
not involved in day-to-day activities. Boards monitor
organizations from a panoramic view. Board members help
with fundraising and can create supporting committees, such
as clinical review, finance, or fundraising. Board members are
volunteers and support the organization because they believe
in its mission and vision. Board members change as the
organization changes and are elected for a specific period of
time. As in the case of the president, it is healthy to have term
limits for board members. This prevents burn-out and new
members bring new energy to infuse the board. For more on
board activities, please see chapter 2.
Executive Director
The executive director leads the organization and is
responsible for achieving goals mapped out in the annual
operating plan and strategic plan. Executive directors
are the organization’s liaison to the public and interface
between the board and the staff. It is not uncommon
that the first executive director is also the president
or the founder. However, it is a sign of organizational
development that eventually these are two separate roles.
Staff and volunteers
The organization works because of staff members and
volunteers, who believe in its mission and vision. They work
directly with the community and provide services. They report
to the executive director, who in turn reports to the board.

Keep in mind the difference between job title and job description. A
job title is the position and location of the team member within the
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Executive
Director
Clinical
Director

Administrator

Support staff
Recepcionist
Cleaning
staff

Midwives

Assistants

Educators

Doulas

Roles and responsibilities
Job descriptions are the key to understanding who does what
in a midwifery center. Even if there are only two staff members,
it is great practice to start out by detailing their responsibilities.
As the staff size increases, job descriptions will help to keep
responsibilities clear. The advantage of a clear job description
is that it defines what each team member does and their
performance expectations. This avoids ambiguity about task
assignments and responsibilities, which improves job satisfaction,
client care, and relationships with allies and donors. Because
most midwifery centers have only a few number of staff, it is
important to hire staff who are flexible and willing to assist in ways
outside of their job description to maintain functionality.
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Keep in mind the difference between job title and job description. A
job title is the position and location of the team member within the
midwifery center system. A job description details how that team
member spends their time and management’s expectations.

Job description
A job description is a document that lists the responsibilities
that come with a specific job title. In general, a midwifery
center has an executive director and area or department
directors, such as a clinical director. Although initially most
executive directors are also the clinical director, as the
center expands it is good practice to budget for and hire
an executive director. The executive director is tasked
with stewarding the organization as a whole, including
fundraising and monitoring. The clinical director oversees
and provides clinical services.
Job descriptions explain expectations grouped as tasks,
decisions, and responsibilities that are contained within a
job title, and distinguish one job from another within the
organization. A job description should include:
- The system location of the job. Who does the person in this position
reports to and what other positions, in any, report to this position.
- The goals of the position. Why was this job created
and what are the performance expectations.
- Detailed description of tasks and responsibilities.
What are the duties?
- How will achievement be measured and how will the person
in this position be evaluated?
- What will be the benefits earned (salary, time off, other benefits).
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The job description should be an inventory of all aspects
of the job. It is better to have a job description that is more
detailed than one that is too vague and oversteps other
team members’ responsibilities. The job description also
explains how this position contributes to achieving the
organization’s goals. Once the job description is complete
the employee and her director must sign it. Each should
keep a copy, and it is the basis for employee evaluations
once a year.
The executive director and staff need to make sure that
the chain of command and responsibilities are clearly
communicated and understood as an essential part of the
organization’s functioning.
Being precise about responsibilities helps:
- Ensure that the organization functions
according to its strategic plan
- Ensure that processes are carried out as
planned and respond to the natural dynamic
of daily life in the organization
- Inform the executive director and other
employees about the employee’s role
in the organization
- Ensure that the organization’s values
are reflected in job descriptions
A job description might take several weeks to finish when
a new job is created. Once it is completed, analyze what
educational level, personality traits and job experience
would be best to fill this position.

Internal Communication
Internal communication includes all activities and means to
sustain relationships between staff members.
Internal communication helps to:
- Acknowledge staff participation in a respectful and
psychologically safe environment
- Improve efficacy in organizational processes
- Understand and share activities with all staff
- Increase staff commitment
- Identify where change is needed
and reduce resistance to change
- Create a sense of active participation and unity
- Encourage healthy relationships among staff

Internal communication facilitates conversation between
staff and influences their opinions and behavior. This allows
for short and medium term goals to be met quickly and
efficiently.

There are different
ways to use internal
communications including:
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Oral
Conversations, meetings, video conferencing,
and phone calls. Oral communication is
immediate and is useful for creating unity
and shared vision, solving conflicts and
misunderstandings.

Written
Memos, contracts, letters, reports, minutes,
emails, policies and procedures manuals, printed
materials, newsletters, online courses, etc..
Written communications are slower but they
create a registry and reference point which can
be used for legal purposes or for holding people
accountable. Universal application of policies,
procedures, and protocols strengthen unity and
standardization. Each written communication
should be revised and edited before being
shared. Written communications become a
permanent document.
Messages expressed with clarity using the
appropriate means of communication will
become actions. Messages that are vague,
contradictory, or unclear; or inappropriate means
of communication; will cause conflict within an
organization and among people.
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The organization must take great care in communicating
with external providers, clients, members and investors,
distributors, government, media, and social media to
constantly project a positive, cohesive, organizational image.
Efficient and coordinated internal and external
communication can improve the outreach and success of
an organization.
Best practices in internal communication
- The annual operating plan, organizational policies and
communications strategy must be printed and distributed among staff.
- Take time to create a historic archive of organizational activities by
keeping fliers, posters, newsletters, reports and informal journaling in
one place.
- All staff must be familiar with organizational values and philosophy,
internal guidelines, the strategic plan, and any other relevant
documents. Staff should also be familiar with different areas and
activities within the organization through staff meetings, posted
information, newsletters or internal informational emails.
- Have an easily accessible registry of minutes from staff meetings and
general agreements.
- Have an easily accessible inventory of organizational assets.
- Have an easily accessible system for creating shopping lists, order
forms, vacation requests and other processes.
- Have a format and system for addressing complaints, feedback,
internal and external conflicts.
- Have an easily accessible directory of the organization ś providers,
allies and networks.
- Despite being in a digital era, many organizations find it useful to print
these documents so they are easily accessible.
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External Providers
External providers are those who contribute services to
the midwifery center but are not hired staff. Often they
leave a percentage of their fee for service or rent a space
for a specific set of time. It is important to have a written
collaboration agreement with external providers.

The Rights of Childbearing Women
Mistreatment in childbirth is a global problem. Many
women seek care at midwifery centers to avoid
mistreatment. Therefore, the team should be familiar with
the universal rights of the childbearing woman (www.
whiteribbonalliance.org) and be trained in respectful
maternity care. If a woman complains that her rights,
physical, emotional, or cultural integrity were threatened
by a staff member, her complaint should be handled
immediately. The policies and procedures of the
organization should specify that mistreatment of a clients
will result in suspension or firing of the involved staff
members. It may be helpful to have posters on display that
state the rights of women during care and childbirth.

Training in the Midwifery Model
It is essential that the entire team be trained in the
midwifery model of care and their center’s appropriation of

this model. This will ensure consistency for both internal
decisions and public information.
In many countries, the medical model rather than
the midwifery model prevails. It is fairly common that
people who work in a midwifery center may have not
received care themselves in this model. They may have
misunderstandings or simply not know much about the
midwifery model. Therefore, integrating education on the
midwifery model will be important for the clinical staff
and for the supportive staff who have direct contact with
the public. Some ideas to practice throughout the year
include:
- When new staff is hired, share literature and resources
(including this manual) that explain the midwifery model of
care. Have them observe a few prenatal and postnatal visits,
childbirth education classes, and even be present at a birth
(always ask permission beforehand). Read testimonies from
women who have used these services.
- At monthly meetings, tell about birth stories that illustrate
normal, physiological birth.
- After a transport or an emergency, do a general case review
to understand the steps taken and the decisions that were
made with the team. This will improve the coordination and
relationships among support and medical teams. Discuss
the edges where the midwifery model and the medical
model interface in such circumstances. Ask how the center’s
processes can be improved to the benefit of mothers and
babies.
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- At annual training, invite the entire team to participate in
continued education, even if they are not midwives, and
especially if they have contact with the public.

Although all staff are training in the midwifery model of
care, remember that only clinical staff give clinical advice.
Women who may ask support staff for clinical advice
(sometimes in social media or in open spaces at the
midwifery center) should be referred to consult directly
with the midwives. Support staff should have access to
review and discuss clinical protocols with midwives in case
they have questions or concerns.
It is also important that the staff is aware of their own
personal histories and experiences, and that these are not
projected onto the clients or other staff. If this does occur,
the midwives should provide support to process events and
emotions. Being of service to women means putting them
always at the center of care. This includes abstaining from
comparing life histories and experiences with clients.
Theoretical training
All staff should read the chapters on the midwifery model
and physiological birth. It could be useful to explain the
differences between the medical and midwifery model and
listen to their own experiences. In monthly meetings, it is
important to share clinical information and outcomes, birth
stories and updates in scientific evidence regarding the
midwifery model. After a workshop or a conference it is
important that all staff are brought up to speed with what
was learned. After a transport or unexpected outcome, it is
very important to do a case review with the whole team.
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Practical training
All staff should attend a full childbirth education class
as well as other relevant educational opportunities. It is
ideal that staff receive care from the midwifery center to
experience services and provide feedback. Midwifery
centers should carry out normal birth and complications
drills with the entire staff, so that everyone is ready should
the need arise. Full staff drills should be programmed twice
a year.
Review of difficult or unexpected cases
In the event of a bad outcome, an emergency transport or
a death it is very important that the staff meet immediately
to debrief, clarify questions, concerns, decisions made,
and take time for trauma release. These meetings are
important to decide on a common public response to
the situation and how to handle whatever is happening
internally. We recommend that on certain occasions there
be group therapy support to ensure the team can process
the grief, fear, and trauma associated with emergencies and
unexpected events.
Team participation in strategic planning
Although it may seem obvious, we want to reiterate the
importance that the entire team participate in strategic and
annual planning. This way, all staff are involved in sharing
the vision, mission and goals, and can also clarify how
activities relate to the development of the midwifery center
and promoting the midwifery model.
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Continuing education
It is a good idea that each year staff receives continuing
education and that each staff member identify a personal
continuing education goal. Clinical staff must recertify
every three years, or as dictated by midwifery regulation
standards. In places where there is no regulation, we
recommend that midwives and other clinical staff receive
specific training in physiological birth and emergency
management at least every three years.

2. Classify and create a hierarchy of educational priorities
Teams become motivated by annual training, particularly if
training responds to current needs and situations. Training
and educational priorities can be set in terms of short and
medium range goals. Employee longevity should be prized
by more complex or longer training.
3. Define training goals

Identifying continuing education should be part of the
annual operating plan and must respond to the current
needs of the midwifery center and midwifery at a local level.

Goals must be clear, relevant, and should be measured as
part of the annual operational plan. If one person received
training, it is good practice that they share or replicate the
training with the remainder of the staff and take time to
integrate the new knowledge into practice and protocols.

How to create a continuing education plan

4. Create a training program. Include:

1. Identify needs by asking the following questions:
What skills and knowledge are required in each position?
What needs to be achieved?
What are we missing?
Some areas for continuing education may include:

- Updated clinical skills
- Administrative and organizational skills
- Human relationship and teamwork including leadership,
motivation, communication, team
- Communication, conflict resolution, advocacy
and networking skills

- What? Content, location
- How? Pedagogic methodology
- When? Dates and times
- Who? The trainers and those most likely
to benefit from training
- How much? Cost-benefits of the training

5. Carry out the program
6. Evaluate program results
Evaluation should be ongoing before, during, and after
continuing education programs are carried out to ensure
effectiveness. Creating an educational plan helps to ensure
training produces improved productivity and quality of
care, including relating to other staff.
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3.2
Administration and Accounting
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Kitchen
Stove, table, chairs, trash containers, gas connection, sink
and drying rack, cleaning supplies, cabinets or storage
space, dishes, pots and pans, blender, refrigerator,
microwave, and kitchen utensils.
Consultation rooms (prenatal and well woman care)

Supplies
Start by creating a list of the supplies needed to equip all
the spaces and activities carried out in a midwifery center.
Utilities are basic for the functioning of any midwifery
center and in some locations providing electricity and
running water may require more effort than simply
contracting the local service.
Administrative office
Desk, office chairs, bookshelf, wi-fi connection, telephone,
printers, computers, computer programs, projector, file
cabinets, safe. Office supplies: White board, markers,
paper, pens, USBs, folders, etc.
Reception
Paper, telephone, wi-fi connection, computer, file cabinet,
desk, safe, calculator and office supplies.

At least two rooms for clinical care including birth with
beds, examination table, massage table, file cabinet,
tables, chairs, cabinets or closets for storage, prenatal
and birth equipment and supplies, oxygen tanks, harness
for ropes or slings to hang from the ceiling, inflatable or
permanent tubs for waterbirths, waterbirth equipment and
supplies, sheets and towels, blankets, pillows, toilet paper
and paper towels, baby blankets, and heating equipment.
Multipurpose room
Space to carry out classes and meetings, wi-fi connection,
projection of slides or movies, projector, audio equipment,
equipment and supplies for childbirth education or relevant
activities.
Laundry Space and Storage
Washing machine and dryer, shelves and space to store
cleaning supplies, boxes, bulk clinical and office supplies,
supply donations.
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Administrative Aspects

and funding. Each country has clear laws and regulations
around these issues, and they must be followed.

Contracts

The executive director should communicate with the
accounting firm on a regular basis to review income,
output, and ensure sustainability and cost-effectiveness.

Contracts and formal agreements need to be written,
signed and stored regarding the acquisition of services
and maintenance of the midwifery center including:
- Rental or purchase of the home. Rental agreements
are usually renewed annually.
- Service contracts such as wi-fi, telephone, utilities.
- Cell-phone and fixed phone services.
- Maintenance services such as fumigation, painting,
plumbing, electrical, etc.
Contracts should be written in the name of the
organization. Administrative staff must ensure that
contracts are fulfilled. Administrative staff must ensure
that utilities and rent payments are made on time and
maintenance is carried out effectively. The executive
director or clinical director must ensure that all monthly
bills are paid so that services are not cut off.
External accounting
It is a good idea to hire an external accounting firm to
manage payroll, payroll taxes, billing, annual taxes and
specific administrative tasks which will vary according to
national law and customs.
It is best that the firm have experience in NGOs to be able
to solve specific problems that are unique to the fiscal law
regarding non-profits and be able to manage donations

It is also advisable to have audited accounts available
annually. In many countries this is required to maintain the
NGO status and access funding opportunities.
Once you have determined the finacial tasks to be
outsourced, you can then determine how you will manage
the remaining tasks internally. Transparency is critical for
accountability. All transactions should be reviewed by at
least two people.
Document your plan for external and internal accounting
with administrative policies and procedures. For each
task include who will be responsible, how the process
will be reveiwed, and who is responsible for the review.
Individual policites usually include purchasing and paying
for supplies, managing payments, paying salaries, etc.
Taxes
NGOs must pay taxes according to national and local
fiscal regulation. Taxes must be paid on a monthly and
annual basis by the accounting firm, authorized by the
executive director and presented to the board of directors
at the annual meeting.
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Medical Insurance
Each medical insurance company has specific rules
around reimbursement of services provided by midwives,
and services provided in midwifery centers. In some
cases, out of hospital birth can be coded as an accidental
and unassisted birth which is a medical emergency,
which may be reimbursed as a bulk payment. In other
cases, the midwifery center must present a long list of
materials and supplies that were used and their costs, and
request reimbursement for each. In these cases it is good
practice to ask a friendly obstetrician to share a hospital
bill to add all regular birth related costs. In other cases
insurance companies reimburse for physician or provider
time either as a standard rate or at the rate set by the
provider. In these cases, some companies may accept a
midwife as a provider and in other cases you may need a
licensed physician to sign off on your time. In these cases
supporting obstetricians can be very helpful insuring
families with private insurance plans can access care at a
midwifery center.
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Invoices
Each country has specific laws around billing and
invoices. Some countries accept receipts as an invoice
that can be presented to the fiscal agency for tax
deduction, and in other cases a specific type of invoice
is required. It is important to understand what the fiscal
agency requires, as well as what kind of expenses are
allowed for non-profit tax deduction. Some expenses
related to midwifery centers are hard to justify as nonprofit costs, such as flowers and herbs bought at a
market. In these cases it may be possible that invoices
from other services, such as taxis and restaurants can be
validly presented as business costs.
The executive director and administrative staff must clear on
national and local law and work closely with the accounting
firm to avoid penalties and an excessive burden of taxes at
the end of the year. All staff should be trained and participate
in adequate invoicing of expenses and income.
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Operating
Standards
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A major difference between a midwifery
center and homebirth is that the former
is operated within defined safety and
operating standards. Although homebirth
with skilled providers is safe, midwifery
centers must meet basic safety standards
that are impossible and unrealistic in
a homebirth setting. For this reason,
midwifery centers are considered
optimized homes.
Many women state that when they walk
into a midwifery center they feel very calm
and safe, that it smells like babies, and it is
an oasis for natural birth. Creating a cozy
and homelike environment is important,
but the safety and operating standards
described in this chapter are critical. The
following sections discuss standards that
have been developed over four decades
of collective experience. We present global
standards that mark midwifery center
maintains excellence, regardless of the
population cared for and local conditions.
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4.1
Choosing the space
Midwifery centers are defined as homelike facilities. Homes
vary across the world. So likewise, the appearance of
midwifery centers vary across the world. The midwifery
center should resemble the home of the woman who will
walk in the door. Appearance is important. Coziness, as
opposed to a hospital look, promotes a feeling of safety
and enables trust in the mother’s experience.
A midwifery center, ideally, should be physically independent
of a hospital. It can be managed by a healthcare or health
management organization. Although some midwifery
centers are located within a hospital, there is consensus that
this is a different kind of establishment than an independent
home for sexual and reproductive health care.

The Home
While looking for the home, consider the use and the potential
growth of the midwifery center. Consider the following:
Location is key
The midwifery center should have easy access via the
available transportation option of your clients.
The midwifery center location should be safe and
appropriately located for the population it intends to serve.
The midwifery center should be 30 minutes or less from a
referral hospital.
Specific spaces and areas give midwifery centers their
identity. Specific spaces include:
- Reception and welcome areas
- Education room
- Well woman care and prenatal rooms
- Birth rooms
- Office
- Bathrooms and kitchen
- Sterilization and disinfection areas
- Parking
- Laundry and cleaning areas
- Storage areas
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Access should be easy, with stairs and doorways wide
enough to enable a stretcher or wheelchair, if needed. There
should be good natural lighting and adequate ventilation.
If water birth will be offered, tubs must be installed in the
birthrooms.
Materials and blood products should not be handled in a
bathroom or kitchen. A specific room or separate area
should be assigned for sterilization, disinfection, and other
activities where blood and human products are handled.
Midwifery centers should have a private area where the team
can gather, have meetings, revise protocols, conduct case
reviews, read textbooks, and do chart work. Private staff
spaces are just as important as public care spaces. When you
rent or purchase a home, you will probably have to refurbish
and adjust the space to the needs of the midwifery center.
These adjustments should be part of the start-up budget.
In general, midwifery centers do not have delivery rooms or recovery
rooms. Labor, birth and recovery all occur in the same room.
It is good practice to visit other midwifery centers in your
area or in other countries to learn how others have utilized
spaced creatively. If travel is impossible, you can visit
midwifery centers online through their websites.
Some countries have specific regulations about the use of
space in midwifery centers, make sure to comply with these
from the start. Revising space later can be more difficult.
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4.2
Interior design
The interior design of a midwifery center must mirror local and
cultural values regarding cleanliness, order, and well-being.
Midwifery centers must honor local values around privacy,
the safety of women, the safety of providers, support and
respect, warmth, culture, ethnicity, religion, and sexuality.
The term ‘home-like’ is frequently used to describe the
interior design of a midwifery center. This description is
less about individual furnishings and more about a space
of comfort, safety, health, and collegiality where women will
know that they are the center of care.
Midwifery centers are known for:
- Warm and lively colors on walls, curtains, coverings, and furniture.
- Comfortable furniture for women, their families, and staff.
- Good smells. The use of aromatherapy and cleaning products
with neutral smells ensure that it does not smell like bleach
or disinfectants.
- Friendly and neutral decor. It is common to see photographs
of families (with their permission), babies, positive messages,
and affirmations.
- Indirect lighting. Spaces should have lighting that can be dimmed
to create warm and dark ambience.
- Family spaces. It is common to see boxes of toys and spaces,
where families can be together and children can play. Sometimes
there are toys in the consultation rooms as it is expected that
women will visit, bringing children with them.
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Space planning
Reception areas
This space may be used for multiple purposes, including
greeting clients, answering the phone, providing information,
charging for services, and finalizing the visit. The reception
area should have easy access to charts and displays of
information about available services, events, and classes.
Displays sometimes include the midwifery center’s mission
statement, sponsoring organization, lists of client rights,
awards, and materials that support the community and
cultural context of the midwifery center. The reception desk
should be secure and ensure privacy. Reception areas are
places where women know that they are transitioning into a
special, safe space.

Waiting areas
These areas should have comfortable seating and useful
furnishings. Sometimes this area is used for childbirth education
classes, breastfeeding groups, yoga, or conversation. It is
common to fill this area with information about community
or midwifery center events and other resources. Many birth
centers have a lending library where families can explore or
borrow books about pregnancy, birth, and parenting. Waiting
areas sometimes have posters reviewing respectful care; charts
showing clinical activities at the center; or even displays of the
names, photographs, or footprints of newborn babies (with
permission, of course).
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Consultation rooms
Consultation rooms often serve several purposes,
including prenatal, postnatal, and well woman
care. These rooms are also used by support staff
or for consultations by general physicians or
pediatricians. They may be used for ultrasound,
massage therapy, or acupuncture sessions.
In some birth centers consultation rooms are
separate for each provider and/or activity.
Consultation rooms should have nearby
bathrooms to ensure the safety and privacy of
women and staff.

Office
The midwifery center should have an office for
administration, meetings, and to handle internal
affairs, including quality control and data base
management. The office contributes to center
organization. It helps if each staff member has
her own work space to decrease the chance of
misplacement of charts, notes, and paperwork.
The office should have a file cabinet for
inactive charts and another for organizational
documents. It is good practice to keep copies of
any materials produced by the midwifery center
as a historical archive, such as posters, cards,
calendars, newspaper articles, and events. The
office should have a bookshelf with midwifery
and medical textbooks, educational items, and
information.
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Birth rooms
Birth rooms should accommodate labor, birth,
and postpartum. Birth rooms should be separate
from reception and waiting areas to ensure
privacy and isolation of noise. Birth rooms should
be ample and can include a birth tub (permanent
or inflatable). They should have a double bed so
families can rest together during or after birth. It
is a good idea to install hooks from the ceiling to
hang ropes or slings (a rebozo in Mexico, Central,
and South America; or a lapalapa in Africa) to
enable vertical positioning and grabbing. The
room should enable free movement and vertical
positioning through birth balls, birth stools, and
surfaces for women to support themselves.
Rarely is the bed at the center of the room as this
encourages women to lie down. It may be a good
idea to have a comfortable chair for nursing and
resting and it should have an adjacent bathroom.
Midwifery centers should have an identified
place in the birth room for newborn resuscitation,
should it be necessary. Cupboards and drawers
should have midwifery equipment and supplies.
Storage spaces should be organized and labeled
for easy access. Ideally the birth room will have
an attached bathroom and be slightly larger than
a bedroom.
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Sterilization areas
All clinical spaces require an area for
cleaning, disinfecting and sterilizing
equipment, and supplies. This area must
be separate from the kitchen and public
bathrooms. It is a good practice to convert
one bathroom or room into a sterilization
room with plumbing and running water.

Laundry areas
It is important to have an area designated
for laundry that includes cleaning supplies.
If the midwifery center is in a place where
there is a lot of rain or it is cold, it may be a
good idea to have a dryer.
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Kitchen
Some midwifery centers have a kitchen
available for family use. At least one
center uses their kitchen to prepare
celebratory birthday cakes for new
mothers and their families.
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Clinical supplies and storage
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Little store for sale and trade of pregnancy
and child development products

Group activities and child play areas
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4.3
Safety considerations
Midwifery centers must consider
three dimensions of safety:
1. Safety relates to protecting the dignity of women,
who are the center of care at midwifery centers. The
space, behaviors, and routines of the midwifery center
should be built around each woman’s safety and
should permit an experience of safety.
2. Safety relates to quality healthcare, health
promotion, and avoiding health problems. This
dimension of safety is shared by other healthcare
models, but the midwifery model is especially oriented
toward a holistic vision of women’s health.
3. Safety relates to administrative structures that
protect clients, staff, and the community. Midwifery
centers, like all businesses, are guided by specific
regulations for public establishments. These extend
from very specific policies, such employee protections,
to broad licensure requirements meant to protect the
public.

Emergencies
In areas where other healthcare resources are limited,
midwifery centers may assume extended responsibilities
for community safety. Midwifery centers have been called
up for safe refuge at times of natural disasters, mass
migrations, and civil unrest. Be prepared for a community
emergency with first aid supplies, contact phone numbers,
and plans for an earthquake, fire, hurricane, or flooding.

Biological Waste
Biological waste is a special concern for midwifery
centers. Midwifery centers generate human waste (blood,
placentas, tissue) that must be managed appropriately.
Many countries have specific regulations regarding the
management and disposal of biological waste and the
midwifery center can often hire a company that removes
the waste or manages it according to standards. Most
ministries of health have specific regulations that must be
followed.
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4.4
Operating standards
Operating standards contribute to ensuring safe,
respectful, professional care. The American Association
of Birth Centers (AABC) provides operating standards for
midwifery centers in the United States. The Midwiferyled Units Network (MUNet) provides operating standards
for its centers in the United Kingdom and Europe. A few
other countries, including Australia and Japan, similarly
provide national sets of operating standards. But until
recently, there has not been a set of operating standards
applicable to midwifery centers in middle and low income
countries.
The Goodbirth Network has now developed ‘Global
Operating Standards for Midwifery Centers’ by selecting
evidence based standards from the World Health
Organization, the American Association of Birth Centers,
the White Ribbon Alliance, the Midwifery Unit Network,
and other international maternal health organizations. The
standards address the three areas of safety discussed
in Section 4.3. And because they meant for global use,
these standards also address cultural context.

The ‘Global Operating Standards for Midwifery Centers’
were evaluated and refined by participants of the Midwifery
Center Symposia in Haiti (2017, 2018, and 2019) and by
the Network of Midwifery Centers in Mexico (2017). The
standards have also been evaluated by midwifery centers
in over twenty middle and low income countries.
The Global Operating Standards for Midwifery Centers are
assisting new midwifery centers to set priorities, develop
operational plans, and organize care and workflow.
Established midwifery centers are using the standards for
quality improvement. The GoodBirth Network issues a Quality
Leadership Award related to the use of these standards.
Operating under these standards will help your program
meet universal quality criteria. We recommend that
midwifery centers perform an annual self-evaluation.
Compliance with external, evidence-based standards is
key to the safety of your clients, your program, and the
health care system.
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Dignity: Woman focused Standards

Examples of measurement (indicators)

1.There is an expressed institutional commitment that: every
woman and newborn will be treated with respect and dignity,
no woman or newborn is subjected to mistreatment; including
physical abuse, sexual abuse, verbal abuse, discrimination,
neglect, detainment, extortion, denial of services, and no care or
procedures done without informed consent.

7. Confidentiality is respected

Policy, posters, user education, user satisfaction surveys, staff
inservice

Physical space: screens, walls, curtains etc

2. Every woman has access to her health information and receives
information about her care, the reasons for interventions and
outcomes are clearly explained, so the woman is able to make
informed choices about the services she receives.

Policy, Admin report. Evidence of community participation between
midwifery center and local community.

User educational plan (during routine care, classes available, staff
education)
3. Communication with all service users is respectful. For example,
women are addressed by name, unknown staff members identify
themselves, the roles of various staff members are clearly
communicated.
Policy, posters, user education, patient satisfaction surveys, staff
inservice
4. There is shared decision making for all services related to
pregnancy, birth and newborn care

Policy, educational log. Staff inservices, no conversations about user
care in open spaces, charts kept secure.
8. The environment offers adequate privacy based on user preferences.		
9. The midwifery center participates in interactive community activities

10. Every woman is informed about the benefits of supporting
physiological processes such as drug-free comfort and pain relief
methods to support normal labor.
Policy, medical record. Availability and promotion of childbirth education,
birth prep class, breastfeeding class, comfort measures in labor, posters.
11. Every woman is informed of the benefits and encouraged to have
continuous physical support, by someone of her choosing- including
family and traditional healers- to accompany her during labor and birth.
Policy, medical record. Evidence of education of mothers,
documentation of who is present during labor.

Policy, posters, user education, user satisfaction surveys, staff
inservice, educ prior to decision.

12. Each mother is asked about in her cultural traditions and spiritual
expectations pertaining to her pregnancy, delivery, and postpartum
care for herself and her newborn and if safe, supported.

5. Every woman is offered an orientation to the midwifery center’s
model of care and a tour of the facility

Policy, Medical record. Documentation of effort made to identify desires of
mother and respect them if safe. If unsafe, documentation of education.

Policy and documentation or regular tours (ie monthly).

13. Every woman receives support to strengthen her capability during
childbirth including childbirth education, and comfort measures.

6. There is a mechanism for home visits, either routinely or as needed.
Documentation in policies/procedures and medical chart, and
guidance (ie: If mother discharge <24 hrs after birth, visit done).

Policy, Medical record.Evidence of education of mothers,
support offered and documentation of support during labor
(who and what offered), posters.
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Quality: Provider focused Standards
14. The midwifery center clearly defines its scope of practice
including support for normal birth and prohibition of potentially
harmful interventions and referral mechanism.
Policy, list of conditions that risk out of care at midwifery centermanaged collaboratively and referred
15. The midwifery center strives to achieve the Baby Friendly
Health Initiative 10 Steps to Successful Breastfeeding.

19. Women’s health is addressed in a holistic framework, both
during individual encounters and with community engagement.
Service user education plan. Holistic: including nutrition, prevention,
family planning, basic primary care, screening and education.
20. Birth services are provided within the life course context of
sexual and reproductive health.

Posted. Evidence of effort to Achieve BFHI standards (no bottles,
BF education, patient and staff education etc)

Service user education plan. Life course: birth as part of a
continuum of social events in a woman’s life with opportunities
for health and healing, life skills etc.

16. Every woman and newborn receives routine, evidence-based
care with written guidelines for major areas of care (ie SOP,
CPG) that are periodically reviewed to keep practices up to date
with professional guidelines and identify practices that may be
unnecessary or harmful.

21. Women with complications (ie: pre-eclampsia, eclampsia,
postpartum hemorrhage, obstructed labor) and newborns with
complications (ie: premature or low birth weight, failure to breathe,
risk or suspicion of infection) receive immediate stabilizing
interventions then referred (see below) if necessary.

Policy has a review date. Policies, procedures, and clinical
practice guidelines, based on evidence based best practices,
reviewed and updated regularly, easily available to staff.

Posted clinical practice guidelines for routine emergencies,
emergency box for mother and baby will all required supplied,
simple documentation sheet for emergency stabilization, QA
process to identify emergencies, track, evaluate process for
appropriate care and inservice education of staff.

17. The midwifery center has a mechanism for local and national
(if available) data collection, analysis and feedback as part of its
activities for monitoring and improving performance and makes
these results public to the community.
Data published yearly. Center has core indicators for itself that
are monitored regularly (ie Number of births, transfers etc) and
continuous quality process involving staff and feedback from
patients.
18. Every woman and newborn has a complete, accurate,
standardized medical record for all care provided that includes
continual risk assessment to determine whether referral is
required. .
Medical records for mother and separate chart for baby. Records
maintained and kept secure. Mother has copy of important
information, copy of chart provided with referrals, with evidence
of QA process to assess quality of charting done regularly.

22. Every woman and newborn that cannot be managed with the
currently available resources is appropriately referred according
to a predetermined emergency plan with appropriate information
exchange between health facilities and accompanied by a
qualified staff member.
Posted formal referral process including: mechanism for
transfer, who pays, mechanism for communication to transfer
facility, identification of accepting provider, copy of records
to accompany patient and follow up process after referral for
outcome data and QA.
23. The staff possess and routinely apply midwifery knowledge
and skills that optimize the normal physiology of birth
Staff evals, educational log. Evidence of midwifery model of care,
and regular staff inservices on midwifery.
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Community: Administrative focus
24. At every birth, there are at least two staff currently trained
for emergency management of common birth complications.
(ie: PPH, PEE, NBR, breech, shoulder dystocia)
Educational log. Documentation of 2 staff at every birth
trained in HBB, EmONC skills etc.
25. The midwifery center staff collectively has the skills
and competences to meet the needs of women and
newborns during labor, childbirth and in the early postnatal
period, meeting ICM standards and trained on BEmONC
functions.
Staff roster, Education log. Evidence of staff core skills
(education, licensure) and additional training for midwifery
center program of care.
26. The midwifery center conducts regular professional
development programs including: routine, periodic maternal
and newborn emergency drills, and inservice education on
evidence based midwifery care.
Educational log. Documentation plan and regular inservice
education of staff including emergency drills with transfer
facility.

27. The midwifery center functions as part of a larger health care
system. (ie: participating in data collection, accreditation and
licensure if available, education of health workforce and utilizing
referral pathways).
Admin report. Documentation of ongoing communication with
transfer facility (drills, chart reviews), supporting interprofessional
education and communication and community outreach with other
professionals and traditional health care providers.
28. The population and community served is defined.
Admin report. Region serviced is identified, including target
population and assessment of need for services in the creation of
the program and intermittently after functions for prioritization of
services offered.
29. There is a process in place for informing the community of the
services of the center. Annually outreach documentation.
Documentation of regular community outreach and tours or “open
midwifery center days” offered.
30. The midwifery center seeks to comply with applicable local
and national regulations and where applicable, the midwifery
center seeks status as a legally constituted organization.
Admin policy. If available midwifery centers will be licensed or
be working towards licensure. If not available, center will seek
creation of process.
31.The facility has functioning, reliable, safe, and sufficient
systems for each of the following: clean water, dependable energy,
facility sanitation, hand hygiene, general waste disposal, and
medical waste disposal.
Admin policy/procedure, CQI. WASH: including- clean birth, hand
hygiene, toiletry needs-staff and women, facility and equipment
cleaning process, sterilization.
Energy: adequate for- lighting, safety, heating (if needed), cooking
Waste: safe process for general, medical and biological waste.
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32.There are systems in place for the management of required
medical supplies and hazardous disposal of waste (ie: medication
inventory, sharps management, expired medications)
Admin policy/procedure, CQI. possibly a special service contract.
33. There are protocols for maintenance of equipment, building and
grounds, as well as control of the use of the facility.
Admin policy/procedure, with documentation of regular assessments
in CQI system.
34. The midwifery center facility provides adequate security
measures for staff and families and has appropriate disaster plans.
Admin policy/procedure, CQI. To include ie: lighting, security system,
personel, locked doors and windows, disaster response plan and
drills for staff awareness.
35. The facility establishes and maintains a safe, relaxing home
like environment for healthy women, newborns and staff. (including
office, cooking facilities, classroom, relaxation space, washrooms,
and private birth areas).
Documentation and physical evidence that consideration given
to space and furnishings that are consistent with local cultural
expectations for safe and comfortable place for birth. It is non
hierarchical, with shared spaces, room for guests, food prep, and
client comfort.
36. There is a plan to ensure fiscal sustainability (if not publically funded).
Governing board report. annual budget and plan to address any
need for additional funding including long term planning.
37. There is a plan for the operation of the center in the absence of
the administrator and/or clinical director.
Admin policy/procedure. Documentation of staff aware of process
for administration of center when directors not present (so operations
can continue and daily decisions can be made)

38.There is an established mechanism for staff and clients to
provide input to the midwifery center leadership on care.
Policy/procedure. Evidence of routine surveys of users
experience and feedback from both users and staff with
modification of care as needed based on input.
39. The midwifery center maintains written personnel policies,
available to all staff, that address conditions of employment,
respective obligations, staff benefits, grievance procedures,
and protections from sexual harassment and workplace
violence.
Personnel policies. Evidence of staff notification of policies.
40. The midwifery center has a system for staff competency
that includes hiring, training, performance evaluation,
continuing education, and support.
Admin policy/procedure. Employee records include education
and regularly performance evals
41. The midwifery center has leadership programs for
continuous quality improvement.
Admin policy/procedure. Education log. Continuous quality
improvement (CQI) program. Employee records include
inservice training
42. At least one skilled birth attendant and support staff are
immediately available at all times.
Admin policy/procedure. Employee roster
43. Any research activities and protocols for conducting
research are approved by the governing body of the midwifery
center.
Admin policy/procedure.
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4.5
Operations manual
How can you keep track of the
clinical care and the smooth
running of your midwifery
center? How can you be sure
that you are in compliance with
the legal requirements of your
country (i.e. employee laws,
hazardous waste disposal,
etc.). How do you know all
your staff have the information
they need, when they
need it (i.e. the emergency
management of postpartum
hemorrhage, who to call when
arranging a transfer, etc.)?
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An operations manual is a set of documents that describe what
is happening within the center and its programs. Each midwifery
center should prepare and maintain its own operations manual.
Much of the content will be the same for all midwifery centers.
But it is important that centers discuss and document how
they use external standards in their own context. These
documents are the institution’s repository of knowledge. The
operations manual is another component of a midwifery center’s
accountability. These documents will be a part of internal and
external assessments of compliance, quality, and success.
Typically, an operations manual includes three parts:
administrative policies and procedures, clinical policies and
procedures, and the clinical practice guidelines. Policies
describe how things are currently done when all is functioning
as it should. Policies are obligatory and in some countries
policies are legally enforceable. So be selective in what is
called a policy. Guidelines, on the other hand, are less rigid
and imply the application of judgement and discretion.
Administrative policies and procedures describe the
regular administrative processes for operating your health
care facility. Examples include your mission statement,
legal compliance, waste management, processes for user
feedback, and data collection.
Clinical policies and procedures describe the regular clinical
processes occuring your health care facility. Examples
include the components of antenatal visits, the contents
of the clinical record, how do you screen for domestic
violence, what to do if a clinical doesn’t show-up for their
appointment, and how do you do a venipuncture.
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Clinical practice guidelines concern best practices in clinical
care. They provide you and your staff with a processes
for dealing with clinical issues and offer a road map for
evidence based care. They usually include an overall
summary of care provided plus many individual guidelines.
Midwifery centers may organize their clinical guidelines
into sections (antepartum, intrapartum, postpartum,
and newborn care; breastfeeding; education; etc.). The
documents should be easy to reference by staff. They
should be updated as global guidelines change and staff are
inserviced on the change.
Always include your center’s risk criteria in you operations
manual. Identify who is appropriate for care at your
midwifery center; and who requires a consultation,
collaborative care, or transfer because of an identified
complication.
The operations manual is also a convenient place to keep
track of current forms, checklists, recent reports, templates,
etc. Out of date forms and checklists should be moved
to an archive, along with past calendars, schedules, older
reports, etc.
The following are examples of document sets for a
midwifery center’s operations manual. Within each
category, documents usually have a consistent outline of
content. Most documents will usually include duties and
responsibilities, the date that the document is issued or
approved, a schedule for future review or updates, and the
name and role of the authorizing person or persons.
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Administrative
policies and
procedures

Organizational documents
• Mission, vision and guiding
principles statements
• Strategic plan
• Annual operating plan
• Financial process
• Organizational chart
• Governing body
• Organizational values
• Available services
• Job descriptions (see below)
• Client rights
• Concerns, complaints, and
grievances
• Closure of center
• Disasters (fire, flood, power failure,
civil unrest, violence)
• Infection control
• Staff services availability
• Clinical data collection, review, and
communication
• Health exposure
• Time away from work
(sickness, maternity/paternity/
family, civic duties)
• Incident reporting for unusual or
untoward event
• Outside services
• Personnel

• Employee benefits
• Confidentiality
• Conflict of Interest
• Expatriate staff and visitors
• Emergencies
• Employee handbook
• Harassment
• Reporting of safety concern
• Furnishings and equipment
• Purchasing
• Inventory management
• Cleaning of instruments and
clinical equipment
• Management of hazardous waste
Job descriptions
• Executive director
• Administrative director
• Administrative assistant
• Childbirth educator
• Midwifery coordinator
• Midwifery director
or Clinical director
• Staff midwife
• Lactation consultant
• Medical director
• Midwife assistant
• Nurse birth assistant
• Nutritionist
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• Quality coordinator
• Staff nurse
• Safety officer
• Cleaner
• Maintenance
• Driver
• Clerk
• Volunteer
Clinical policies and procedures
• New client orientation
• Maternal transfer
• Newborn transfer
• Midwife staff model
• Chart review
• Risk status evaluation
• Chart abbreviations
• Unusual event review
Clinical practice guidelines
• Consultation criteria
• Risk criteria
• Routine antepartum care
• Routine intrapartum care
• Routine postpartum care
• Routine newborn care
• Anemia
• Bleeding in pregnancy

• Breech presentation
• Colds or flu
• Common pregnancy discomforts
• Decreased fetal movement
• Obstetric emergencies
• Gynecological procedures
• Group B Strep, Hepatitis, HIV,
syphilis,
and other screening
• Homebirth
• Collaboration with traditional
midwives
• Hypertensive Disorders of
Pregnancy Policy
• Management of Rh
• Miscarriage and abortion
• Neonatal emergencies
• Persistent nausea
• Post dates
• Routine chart review
Forms and checklists
• New client form
• Medication lists
• Equipment lists
• Emergency kit checklists
(Eclampsia kit, Hemorrhage kit,
HBB kit, etc.)
• Room supply and stocking

checklist
• Home visit bag checklist
• Maternal and neonatal
transfer forms and
checklists
• Maintenance checklist
• Routine sanitation checklist
• Terminal cleaning checklist
• Safe childbirth checklist
(World Health Organization)
• Facility safety checklist
• Opening and closing
checklists
• Exit survey and client
experience forms
Reports
• Annual program report
• Annual operating plans
• Business plan
• Budget
• Clinical activity reports
• Exit surveys or other client
experience assessments
• Community survey
• Quality assessments
and quality improvement
projects
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5.

Clinical
Standards
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5.1 Physiological birth
in a midwifery center
5.2 Continuous risk assessment
5.3 Midwifery Center care algorithm
5.4 Management of obstetric
emergencies
5.5 Transport network and plan
5.6 Training and certification
5.7 Complementary services
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In this chapter we will explore the clinical
aspects that serve as the foundation for
outstanding clinical results in midwifery
centers.
We will review the definition and application
of physiological birth and why midwifery
centers are the most appropriate place for
them to occur.
We will learn about continuous risk
assessment, which is foundational to
midwifery centers. Each interaction and
visit with midwives is created to ensure that
women and their babies are receiving the
most appropriate and personalized care in
the most appropriate location.
Finally, we will present ideas on how to
integrate complementary services for holistic
family health.
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5.1
Physiological birth in
a midwifery center
Midwifery centers are the ideal location for care, research,
education, and development of physiological birth.
Physiological birth refers to a model of care where the
health and normality of pregnancy and birth are respected
and supported. Midwifery centers implement physiological
birth in a standardized way. Midwifery center guidelines
and protocols describe how to support physiological birth
through an adequate environment and supportive care.

What is physiological birth?
The World Health Organization says that physiological birth:
“…begins spontaneously, is low risk at the onset and
remains that way during labor and birth. The baby is
born spontaneously in the vertex position between 37
and 42 weeks gestation. After birth the mother and
baby are in good condition” (WHO 1996)
The International Confederation of Midwives says the
physiologic birth is:
“… where the woman begins, continues and completes
labor with the birth of a term baby, in a vertex

position without surgical, medical or pharmacologic
interventions” (ICM, 2014)
The Midwifery Associations of the USA says that
physiologic birth:
“… is facilitated by the innate human capacity of the
woman and the fetus” (ACNM, MANA, NACPM, 2012)
Definitions of physiological birth describe non-intervention
and trust in the natural process of pregnancy and birth.

Midwifery centers promote and protect
physiological birth in the following
evidenced based ways:
Pregnancy, birth, and the postpartum period are
considered normal events that occur with a family’s life
cycle.
Preconception planning, prenatal care and postpartum
care focus on preparing and informing the woman about
the benefits of physiological birth and her innate capacity
to birth.
Prenatal care in a midwifery center goes beyond traditional
medical care, focusing on supporting women to prepare
for a physiological birth.
Labor and birth in a midwifery center are carried out with
labor support staff and non-pharmacological support
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techniques to achieve natural labor and birth, given that
analgesia and anesthesia are not an option in a midwifery
center.

Intermittent auscultation of fetal heart rate is a standard
of care in midwifery centers, as it allows for freedom of
movement and improved fetal oxygenation.

Midwifery centers provide information to women about
their options, and support personalized and culturally
relevant decision making.

Simple techniques are used to promote relaxation in
labor, such as the appropriate use of language, focusing
women’s attention on handling labor, progressive relaxation
techniques, visualization, breathing, use of heat and cold,
and positioning.

Care provided reinforces a healthy lifestyle with long
and personalized visits, where topics such as nutrition,
psycho-social environment, emotions and body work are
discussed or explored.
Midwifery centers support the spontaneous onset and
natural progress of birth, as medical inductions and
medical labor management are not practiced.
Women’s preferences are always respected and women
are free to change their mind whenever they wish or need.
Intake usually occurs in active labor, so communication
and support are essential during the early stages of labor,
when the woman is still in her home. Common support
measures include: adequate hydration; adequate ingestion
of food; movement and upright positions interchanged
with periods of rest; support from individuals chosen by
the woman; awareness of fetal movements; and signs of
normal labor progression.
Free and spontaneous movement, plus upright positions
are encouraged, as they promote dilation and descent.

According to the skills and training of support staff,
additional techniques can be used such as reiki, massage,
rebozo (a long woven shawl used to facilitate labor and
birth) and acupuncture.
Dimming lights, provide relaxing smells, and providing
homelike furniture promote relaxation and reduce stress.
Immersion in water is often used at midwifery centers
to reduce pain and improve relaxation. Research
demonstrates that immersion in water reduces the need
for analgesia and epidural anesthesia, and shortens the
duration of the first stage of labor. Water birth is a safe
option, if women chose it and staff are adequately trained.
In the immediate postpartum period, mother and baby are
encouraged to remain skin to skin while the baby is dried
and breastfeeding begins. There is no nursery.
Delayed cord clamping is standard practice and if
resuscitation is needed it begins next to the birthing
mother.
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Vital signs, monitoring of bleeding, and newborn transition
are monitored carefully on the mother’s body, without
having to separate mother and baby, and in the presence
of other family members.
Women usually leave the midwifery center four to twelve
hours after birth facilitating early transition to home, once
the team is sure that mother and baby are stable and
breastfeeding is established.
The midwifery center team maintains contact with the
family to ensure a stable transition to home.
Most midwifery centers carry out home visits and maintain
telephone follow-up in the first days postpartum.
Bibliography
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5.2
Continuous risk assessment
Midwifery centers specialize in
physiological birth, which implies
continuous risk assessment. Safety
at a midwifery center relies on
complications being recognized,
so that appropriate referral and
transport to a medical specialist can
be expeditiously accomplished.
The following list includes common
complications in pregnancy
and birth. However, this list is
not definitive and requires local
adaptation in keeping with regulation
and access to emergency care.
Each midwifery center must have
a clear list of complications or
conditions that require consultation.

96

Open a Midwifery Center

Required consultation in prenatal period:
• Alterations in laboratory test results
• Previous uterine surgery
• Lack of fetal growth or development
• Signs of compromised fetal well-being
• Prior sexual violence
• Allergies to common pharmaceutical drugs
Required referral and consultation with a
medical specialist:
• Positive results of sexually transmitted infection
testing, especially HIV, syphilis, first exposure
to herpes, and other vertically transmitted
infections
• Possible anembryonic, molar or ectopic
pregnancy
• Chronic health conditions such as diabetes,
hypertension, cardiac anomalies, epilepsy, or
hypothyroidism
• Health conditions brought about due to the
pregnancy such as gestational diabetes,
preeclampsia, pregnancy induced hypertension,
and others
• Psychiatric illness and mental health problems,
especially if medicated
• Placenta previa or any placental anomaly
• Any possible fetal alteration including twins,
malformations, or demise

Conditions which ‘risk-out’ women from a midwifery
center birth include:
• Preeclampsia/eclampsia
• Uncontrolled or unmedicated diabetes
• Coagulation or platelet disorders
• Severe anemia
• Prior uterine surgeries that compromise women’s safety
or are incompatible with vaginal birth after cesarean
• Psychiatric illness or neurological conditions that put
women or staff at risk
• Addiction to drugs or substances that compromise fetal
well-being
• Variations from normal pregnancy and birth, such as
twins and breech
• Any health problem or pregnancy disorder that requires
medical monitoring and intervention
• Placental problems such as placenta previa or accreta
Conditions that require transport to a hospital during
labor and/or birth:
• Suspected placenta previa or placental detachment
(before birth)
• Loss of fetal well-being
• Thick meconium
• Fetal demise
• Lack of progress
• Need for pharmacological pain management
• Prolonged rupture of membranes (as per local protocol)
• Signs of, or suspected uterine infection
• Breech birth detected in labor

Ch. 5 / Clinical Standars

Conditions that require emergency and/or ambulance
transport to a hospital:
• Cord prolapse
• Suspected uterine rupture
• Placental detachment
• Hemorrhage that does not respond to medication
and treatment
• Retained placenta that does not respond
to medication or attempted removal
• Eclampsia or any other form of convulsion
• Suspected placenta accreta
Conditions that require newborn transport to a hospital:
• Compromised newborn that does not respond after five
minutes of CPR or positive pressure ventilation
• Malformations that endanger the newborn’s life
• Newborns with respiratory distress
• Newborns with signs of sepsis or fever
• Newborns that require pediatric assessment or care
Conditions that require postpartum transport to a hospital:
• Third or fourth degree tear
• The mother requires specialized medical evaluation or care
• The mother or baby present vital signs that are outside
of normal range and do not respond to treatment
and attempts at stabilization
• The mother or baby require medication that is not available
or appropriate at the midwifery center
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5.3
Algorithm describing
the role of a midwifery
center in an integrated
health system

Source: American Association of Birth
Centers (2017) How to start a birth
center workshop manual (25th ed).
Perkiomenville, PA: Author.

The integration of midwifery centers into
the health care system supports the
most appropriate use of resources for
maternal and newborn health care. Low
risk women who give birth at a midwifery
center generally have better health
outcomes and experiences. A midwifery
center is separate from a hospital, but
is not independent of the health system.
Even if a midwifery center is not formally
integrated or acknowledged, it still
depends on the health system for support
services, emergency management, and
specialized care. Midwifery centers
must be able to refer women for
laboratory services as well as specialized
consultation and treatment, including
surgery. In an ideal system, hospitals and
health centers would refer low risk women
to midwifery centers for care.
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Ancillary Services

Midwifery Center

				- - Orientation at midwifery center
Informed consent

			
Laboratory tests		
Social services
Nutritional consultants
Confirmation of pediatrician

Hospital

•
•
•
•
•
•
•

Registration
Informed consent
Clinical history
Initial exam and screening
Prenatal care
Counselling and education
Continuous screening

Consultation

Prenatal referral

Admission to the midwifery
center for labor
Laboratory tests		
Notification of pediatrician		
		
Referred for pediatric care

Laboratory tests

Midwifery center birth
Postartum and Newborrn care
Discharge

• 2-3 day home visit
• 7-10 day office visit
• 4-6 week exam family planning
Breastfeeding and parenting support

Consultation
Intrapartum referral
Consultation
Postpartum
referral

Postpartum
newborn
education
Discharge

Consultation
Postpartum referral
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5.4
Management of obstetric
emergencies
Although midwifery centers provide care to low risk
women, obstetric emergencies and complications can
happen at any time. Therefore, the team, staff and
space should be ready to handle obstetric and newborn
emergencies.
The role of midwives is to identify, initiate treatment, refer,
and transport women and newborns with complications in
a timely manner. In order to do this safely and effectively,
midwives must maintain their skills and certifications in
emergency management on a continuous basis. This
includes adult and neonatal CPR, and management of
obstetrical emergencies. Midwifery centers are an ideal
setting in which to carry out drills to ensure effective
communication, adherence to protocols, and team
coordination.
Clinical protocols should be adapted to each midwifery
center and revised periodically. Clinical staff should be
familiar with each protocol and they should be printed and
available for easy reference. Emergency skills must be up
to date with current standards, rehearsed until they become
automatic, and the team must be ready to utilize them.

Emergencies include:
• Postpartum hemorrhage
• Manual extraction of the placenta
• Neonatal CPR
• Management of eclampsia
• Management of anaphylactic shock
Procedures for managing maternal hemorrhage and neonatal
CPR must be printed and readily available in birth rooms.
After an emergency, it is important that the team carry out
a case review of steps taken, decisions, management, and
efficiency, and evaluate what could be improved in future
situations. It is also important to review the case with the
family to clarify doubts and concerns, debrief, and receive
feedback.
Transporting women in an ambulance
Maternal emergencies necessitate transport via an
ambulance, if it is available. It is best to have an established
relationship with a local ambulance service. It is appropriate
to review maternal emergency protocols in advance
with the local ambulance service. For example, many
ambulances do not carry antihemorrhagic medications.
These and other supplies and equipment may need to be
supplied by the midwifery center. It is also important to
develop relationships with transport and referral personnel
before an emergency occurs so trust and respect are
already established between the midwifery center and the
emergency medical staff. Women who are transferred for
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medical emergencies should go to hospitals with a blood
bank and with twenty-four hour surgery and staff availability.
The attending midwife should go to the hospital with
the woman to provide the medical team with as much
information as possible about the situation. After intake and
care, the midwife must report to the family and the team
about the condition and development of the case. Once
the woman is sent home, the midwifery center team must
continue to provide postpartum care to the mother.
After an emergency, it is very important that the team carry
out an internal case review and a debriefing to provide
internal emotional support to the team, since emergencies
can be very traumatic.
Transporting newborns in an ambulance
On rare occasions, a newborn will not respond to CPR or
positive pressure ventilation. If a newborn does not improve
after five minutes of CPR, they must be transported to a
neonatal intensive care unit. Generally, midwifery centers
do not administer newborn medications or intubation
unless the midwives are trained in these skills.
Newborns transported to a hospital should be
accompanied by their father or a family member who
can make decisions on their behalf. The second midwife
or student must stay with the mother, who can go to the
hospital when she is stable. The midwife must inform the
neonatology or pediatric team of all care provided and
other important information.
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A note about transfers
In places where midwifery and midwifery centers are
marginal to the health care system, hospital transport
can be very complicated, conflicting, and fearful for all
involved. Often times, midwives are accused of causing
the complication they are referring, or of providing
inappropriate care. Women cared for in midwifery centers
who have been transferred or referred, have expressed
that one of the most difficult parts of the transfer were
differences of opinion and conflict between the midwifery
and hospital teams.
Ideally a midwifery center has a relationship with several
obstetricians, pediatricians, and hospitals. But in certain
circumstances, individuals or other components of the
health care system may not favor long-lasting ties and
relationships with midwifery centers. The institutionalization
of disrespectful care, obstetric violence, and care that is
not evidence based further complicates the interaction
between the medical and midwifery model.
We can only encourage midwifery centers to build healthy,
constructive, and transparent relationships with local
health systems. And if possible, include local physicians
on the board of directors and in the creation of protocols
and guidelines, to encourage feedback from the local
medical community. Hospital teams have the same goal as
midwives; to maintain the health and well-being of women
and babies, focusing on this common objective can help
the mother and her family have a better experience.
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Decision
to transport

5.5
Transport network and plan
An important aspect of a midwifery center is the
transport network and plan. Although women can
make a lot of decisions, it is good practice for
the midwifery center to have a network of partner
obstetricians, pediatricians and hospitals which
can ensure continuity of care within a model that
respects and supports shared decision making.
Each midwifery center must create and maintain
ties with specialized physicians. This implies
respecting and honoring a physician’s role and
decisions.
Many physicians are afraid of supporting out-ofhospital birth, as they are only consulted when
complications arise. However, it is important to
clarify that approximately 15% of transfers will
occur in the prenatal period, which decreases the
number of transports in labor. Most transports in
labor occur due to lack of progress and are not
medical emergencies.

¿Is it an emergency?

No
Yes

Call the
ambulance

Transport
appropriately according
to the emergency (IV,
oxygen, ambulance)

Handover to
hospital with ICU,
NICU and
blood bank

Follow up
and care

Call backup
obstetrician

Transport
in a private
vehicle

Arrival to
supportive
hospital

Continuity of care,
follow up and
postpartum care
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Back-up obstetricians
Ideally, a midwifery center has several back-up
obstetricians. When meeting with an obstetrician to request
back-up, clarify the terms of reference of the relationship.
The obstetrician must consent freely to provide back up
care for out of hospital births. Support will be required for
pharmacological pain management or labor augmentation,
inductions, cesareans, and/or to manage emergencies
that cannot be managed in an out-of-hospital setting. The
obstetrician should have access to the midwifery center
́s protocols and be comfortable with the level of care
provided, the education and continuous training of the
midwives. Many midwifery centers work with one or two
back-up obstetricians.
Each obstetrician can establish the parameters around the
relationship. Some will be comfortable receiving a call in
case of need and others will want to evaluate the woman to
confirm she is an appropriate candidate for out of hospital
birth. Some obstetricians prefer to be notified when a
woman is in labor so that they may prepare. In those,
cases do not forget to let the obstetrician know when the
baby is born.
In general, obstetricians feel more comfortable with
midwifery centers when they have more information
and communication is constant. This builds trust in the
midwives ́ diagnostic criteria and decision making.
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The referral or transfer of women with pregnancy
complications should be a team effort involving clear
communication and joint decisions. Although women with
high risk pregnancies may not be appropriate candidates
for out-of-hospital birth, they can benefit from midwifery
care during the remainder of their pregnancy.
Most transports for out-of-hospital birth are not
emergencies, and only require medication. Ideally in
these cases, the obstetrician shares values of respectful
and dignified birth, and supports women’s decisions
and choices. Some obstetricians complain that women
who choose out-of-hospital birth are very demanding,
argumentative, want to stay in control, or make too many
decisions. It is helpful if the obstetrician understands and
supports women in these values.
There are three typical ways that a transport occurs
1. Handover
In this case the midwife hands the woman over to the
hospital or obstetrician. Ideally the providers meet for
a case review. But in some cases, this review does not
even occur, which puts women, babies, and their rights
at risk.
2. Handover and support
In this case the midwife hands the woman over to the
obstetrician, who becomes the primary provider. The
midwife continues to provide support in a doula role.
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The midwife no longer has clinical responsibilities and
does not participate in decision making. The midwife
remains an advocate for women’s rights and decisions
as she serves in a supportive role.
3. Co-care
In this case the midwife integrates the obstetrician
into the care team. After carrying out a case review,
the obstetrician, the midwife, and the woman make
decisions in a collaborative way. The midwife continues
to provide clinical care such as vaginal checks and
active support. The midwife may attend the birth if it is
a vaginal birth, or assist the obstetrician if it is a surgical
birth. This is the most ideal situation and where women
express the most positive transport experience.

Back-up anesthesiology
It is often difficult to have a relationship with an
anesthesiologist because the obstetrician or hospital
frequently arranges for these services as they are required.
But if possible, we recommend establishing relationships
with anesthesiologists. Your goals for the safety, support,
and comfort of women during birth are more similar than
different. It may be helpful to share the philosophy of care
and methods provided in a midwifery center.

Back-up pediatrics
Generally, obstetricians who support midwives work with
pediatricians who support non-intervention and natural
birth. We recommend you have several pediatricians for
referral as part of your network. It is important to have
one or two pediatricians who are available for newborn
emergencies, which, although rare, need to be solved
quickly. Therefore, it is important that the midwifery team
is up to date on CPR certification and skills, and the
pediatrician must be familiar with the management and
limitations of out-of-hospital management of newborn
emergencies. These conversations must happen before an
emergency actually occurs to ensure a timely response.
Pediatricians who are part of the midwifery center network
should be familiar and comfortable with the kind of parents
who seek care at a midwifery center. It is important to
clarify, that generally, midwifery center parents prefer
natural birth, exclusive breastfeeding, co-sleeping, gentle
care, and being informed and asked about procedures
and interventions. Parents usually need a lot of information
and want to be active participants in decision making.
They are intolerant of separation from their babies, or the
administration of medication or formulas without their
consent. It is important that pediatricians are forewarned
and willing to work in this manner, and that they be patient
and have empathy towards parents.
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Back-up hospital
Most countries have a national health care system. In
general, public hospitals are a good option for emergency
transport as they are usually open twenty-four hours a day,
year round. It is important to understand the capacity of
the transport hospital.
In the informed consent form, it is important to specify
that the hospital for emergency transport must be:
• Within 30 minutes of the midwifery center
• Have the capacity to manage obstetric
emergencies 24/365
• Have adult and neonatal intensive care units
• Have a blood bank
If a hospital does not meet these criteria it should not be
used for emergency transport, because the mother or
baby will be transported to another hospital which involves
wasting precious time and can further complicate an
emergency.
For non-emergency transports, a woman can be taken
wherever she wishes and wherever she is accepted. If she
has the financial means or private insurance, it is generally
recommended that she be transported to a private hospital
that is welcoming and provides respectful care.
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These hospitals should meet the following criteria:
• The partner and/or midwife can continue to support the
woman
• The hospital has labor, delivery, and recovery areas
• Ideally, the hospital has water birth tubs
• The hospital has space for the woman to remain upright
and mobile, birth balls, birth stools, and equipment
that facilitates physiological birth
• The staff is friendly to respectful care and the rights
of birthing mothers and babies
• Does not have nurseries for separating babies fot
no clinical cause
• The woman can take the placenta home if she wishes
If the woman and her family cannot pay for this type of
health care option, or it is not available in the area, she will
have to be transported to the public hospital or another
hospital, where generally she will be alone, and the birth
will be medicalized. Both hospitals (emergency and nonemergency) must be decided before labor begins and
documented in the mother’s chart.
We recommend the midwifery team leader approach
transport hospitals to introduce herself, explain her
education, philosophy, and standards of care, and
attempt to establish a written collaborative agreement
with the hospital. We recognize that in many areas this is
impossible.
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5.6
Continuing Education
In order to manage obstetric emergencies
appropriately it is important that midwives
and the clinical care team train and recertify
every three years in:
• Adult and neonatal CPR
• Establishing IV access
• Management of obstetric emergencies
in an out of hospital setting
There are currently many obstetric emergency courses,
such as ALSO (Advanced Life Support in Obstetrics),
however most of these courses focus on in-hospital
settings, which are vastly different.
We recommend that every three months, the team carry
out drills to ensure skills are ready to use, knowledge is
updated, and that the team is prepared for any emergency.

5.7
Complementary services
A key element that distinguishes midwifery
centers is that their philosophy is based
on a social and non-medical model. Care
is adapted to women’s particular needs
and women play an active role. This model
emphasizes building trusting relationships
in which women are emotionally connected
to midwives. Given this model, it makes
sense that some midwifery centers offer
complementary health services in addition
to midwifery services.
The kind of complementary services offered
in a midwifery center varies according
to the community. Many offer services in
gynecology, general medicine, pediatrics,
ultrasound, and alternative medicine.
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Other services

Classes and workshops

Most midwifery centers offer a variety of services for
women during pregnancy, birth, the postpartum period.
Other services may be offered to meet the needs of
women or the community. Some services also help the
financial sustainability of the center.

It is good practice to offer community education,
workshops, and classes related to pregnancy and birth
including:

Examples of such services include:
Doula services, Childbirth education, Lactation
consultationChildhood vaccinations, Herbal or
medication pharmacy, Gynecological care, family
planning, and fertility treatment, Cervical cancer
screening, Ultrasound, Post birth trauma counseling,
Job training, Yoga, reflexology and massage therapy
Most midwifery centers have agreements with
alternative medicine professionals who offer their
services including:
Traditional chinese medicine, functional medicine
osteopathy, homeopathy, cranial-sacral therapy and
mental health services
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Childbirth education, prenatal yoga or exercise class
infant massage, breastfeeding or postpartum groups,
support groups for women and classes on women’s
health issues.
Some midwifery centers offer classes or services that go
beyond midwifery care. This helps attract new families
and responds to the communities’ needs. We recommend
that all services align with the organizations’ mission
and vision, and that all staff work together to avoid
contradictory advice and recommendations.

Resources for guidelines and protocols
The Goodbirth Network (www.GoodBirth.net) maintains
resources for midwifery centers, including example sets
of guidelines and protocols from midwifery centers in
different global contexts. These can provide a starting
place for your center’s documentation of clinical
standards by which you hold yourself accountable.
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6.

Communications
Strategy
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6.1 Name and image
6.2 Analysis
6.3 Goal
6.4 Target audiences
6.5 Positioning
6.6 Key messages
6.7 Budget
6.8 Marketing strategy and
communications plan
6.9 Monitoring
and evaluation

The communications strategy
is a document that details
the goals, strategies, and
tasks related to marketing
and communications that will
strengthen the growth of your
midwifery center.
Communications strategies
are actions and messages that
announce a marketing strategy
to a target population.
The communications strategy
should be part of the planning
on how to open a birth center
and should also be part of the
strategic plan.
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6.1
Name and Image
A midwifery center must have a unique visual identity that
gives it a solid presence within the market and among
target populations.
The name of your midwifery center must harmonize
with the visual cues, as both come together to create
the “personality” of your brand. The more original and
authentic the name, and the more this name is represented
visually, the higher the chances that your image will catch
peoples’ attention and stay in their memory.
Visual identity and finding a name
The logo is the visual identity of a brand. Both the logo
and the name of the midwifery center must reflect a high
professional standard. Try to find a name that communicates
exactly what you want your midwifery center to be.
Start by clearly defining what you want to be by
carrying out a SWOT analysis (strengths, weaknesses,
opportunities, threats). Combine your SWOT analysis
with your mission and vision and start to find words that
describe your concept. Play around with those words and
find synonyms and metaphors finding words that express
your particular concept in different ways. Avoid clichés and
make sure no one else has already used a certain name for
a midwifery center. Keep it simple and to the point.

Once you find a name we recommend you wait 24 hours
to let the name settle in and make sure it really expresses
what you want to communicate.
Once you have decided on a name we recommend you
copyright it, if that is an option. Each country has specific
copyright laws. Make sure the name is available as a url
for your website. You may find someone else has already
used the name and will have to find another one.
Professional imagery
Once you have your perfect name, start working with
a marketing and communications specialist to develop
the graphic imagery that reflects your name and values.
Remember the logo must reflect professionalism and
therefore should be designed in a professional way, as it will
establish the path of your brand for years to come. Here are
some examples of logos that were professionally developed:
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6.2
Analysis
Start by doing a review of other brands’ communications
strategies. The closer they are to competing with you,
the better, as this will give you an idea of marketing and
communications trends.
Simple and effective ways of reviewing
marketing strategies
Invest time and resources in reviewing what other
midwifery centers and like-minded brands have done in
their communication and marketing strategies. Create a
visual database of images and messages that speak to
you and are successful so you begin to understand the
communications behavior of your target audience.
We recommend you visit competitors’ websites to see
what other midwifery and obstetric services are offering,
and how they advertise their services. Monitor Facebook,
Twitter and Instagram to compare images and messages.
Try to get a sense of what your target population responds
to and why. Save pictures of the most successful posts,
websites and businesses, they will be inspirational to you.
The importance of knowing who is who
Market research allows you to understand who else is
working in your thematic and geographic area. There
may not be a midwifery center, but maybe there is a
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private hospital or childbirth center. Understanding the
local market will allow you to understand how to create
messages that make sense to your target audience and
set you apart from your competitors. The better you know
the market, the less likely you are to repeat or duplicate
messages, and the more likely you are to create messages
that attract your audience to your services.
Mystery shopper
We recommend you become a “mystery shopper” with
your competitors. Notice how they treat you, what they
offer, what they tell you, what they do not tell you, and
ask all the questions you can to understand their market
position and how they are perceived by their clients.
Mystery shopping will allow you to identify new areas
for opportunity and help you adjust to offer what your
competitors don ́t.
Once you have identified what makes you unique and different
from other options you will be able to communicate your brand
uniqueness.
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6.3
Goal

Create an overarching goal and specific objectives that
support it. An example of a communications goal is “to
reach future pregnant women within our target audience in
our geographical area”.

Be realistic and remember that working on many different
goals in the same year will require a lot of time and a lot
of money. It is best to choose one goal and concentrate
efforts on achieving it.

Specific objectives include providing information
to families so they can make decisions about pregnancy
choices or maintaining good relationships
with media to ensure coverage.

Clear and simple messages work better

Tasks

Each goal must have three basic criteria: simple, realistic,
and measurable.

It will be very useful to create a list of internal tasks related
to your communication strategy that details activities to be
carried out week by week. For example, “chose a graphic
designer to create the logo”. The tasks may seem simple
but must be carried out along with other tasks related
to opening the midwifery center, so the communications
strategy is always a part of staff activities.

Simple: For example “let people know about
my midwifery center”
Realistic: Goals must be attainable within your means and
possibilities, never promise what you cannot deliver.
Measurable: Make sure you can measure whether you are
reaching your goal. For example, “deliver 5 prenatal exams
a week through social media referrals” can be measured
through intake forms.

Each communication
strategy should
have a single goal

As you begin to interact with and understand your target
audience, you can revise your goals so they become more
specific.
Targeted communication
Creating a communications strategy can seem complicated,
but we recommend that you create one clear and simple
message that is a “call to action”, and encourages your
target population to do something, for example come for a
prenatal visit. You will know if your messages are working if
your audience responds to your call to action.
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6.4
Target Audience
Once you define your target audience, describe their
values, habits, lifestyle and interests. It is important that
you understand their motivations to use your services. It is
good practice to also define your target audience for staff
recruitment and for media outlets.
“Segmentation” means understanding
who you are speaking to
The capacity to understand your audience will determine
the success of your communications strategy, because
you will target messages to specific audiences according
to their values and preferences.
The process of dividing audiences into sectors is called
segmentation. Your primary audience is women whom you
believe will be the primary users of your services. Your key
messages must be directed at this group of people.
Primary and secondary audiences
We recommend you analyze and “x-ray” each one of your
target audiences in order to integrate different objectives
into your overall strategy. Your primary audience may be
“future mothers” but your secondary audience may be
their partners and families. You should create messages
that address their values and concerns, providing clear
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information for each target group. Observing reactions
from target segments will help you adjust and create
messages that are effective.
Segmentation helps to answer specific questions that target
audiences have that are not addressed in key messages.
Understanding values and preferences
Get to know the values and preferences of your target
audiences to understand what to offer them and how to
speak to them. You can create sample individuals from each
target group or spend time getting to know “representatives”
from target audiences, asking them detailed questions about
their values and preferences. It is good practice to create a
questionnaire in order to systematize your responses. If it is
appropriate you can also use online surveys. It is important to
ask questions about money, understanding how much your
target audience is willing to spend for your services. Unless
you have a constant source of donations, it is good practice
to target audiences who are willing to pay for your services to
ensure long term sustainability.
Internal Communication
Remember to keep in mind your internal audience, which
includes your staff and providers. They should be the first
recipients of clear messages about the vision, mission and values
of your midwifery center and should be informed and participate
in creating, monitoring and adjusting the communications
strategy. Keeping staff informed and connected helps with
motivation, quality of care and service delivery.
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6.3
Positioning
The next step in the communications strategy is
positioning, which means understanding the “place” that
your midwifery center has in the collective and individual
minds of your audience. This helps to distinguish you from
your competitors as a place of unique value.

your strengths and weaknesses and you know your target
audience. Positioning will happen when you highlight the
unique factors that define your midwifery center through
clear and simple messages. Once you have established
how you want to position yourself, compare yourself to
your competitors using values, benefits, utility, price,
category or quality. Check in with your target audience to
ensure their needs are being met through your positioning.
If your positioning is clear and defined, you are ready to
launch your communications strategy.

Strengths: your place in the world

Consistency, trustworthiness, and coherence

Your market positioning should build on the strengths that you
identified in your SWOT analysis. Build your key messages
from your strengths using simple language, and even consider
a slogan that mentions the name of your midwifery center.

Your market positioning should be reflected in all of
your activities and messages. Be consistent with your
messaging which will help you build trust through
coherence between what you say and what you do.

For example: if your positioning is kind and compassionate care,
you can use a phrase such as: “Our home is your home”.

Your communications strategy must describe your
market positioning in a simple and creative way. Through
positioning, your target audience should be able to
understand clearly what services you provide and what
makes you different from your competitors. If they cannot
state this clearly, revise your communications strategy and
focus in on your strengths.
Defining your position should be a simple process
because you have a clear logo and name that defines
you, you understand the competition, you are clear on

This image is of a successful campaign that helped to better position
Eye Bank Brazil. It improved social awareness that transformed into
increased donations for people with visual disabilities.
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6.3
Key Messages
Messages are key to positioning your brand within the
market. Ask yourself the following questions to build a
good message:
• What is the most important thing you want to say?
• What does your audience need to know?
• What do you want to tell them?
• What is your greatest strength or greatest advantage?
• How can you say this in a clear and simple way?
Focus your creativity on what you want to say
Try to find a creative and concise way to put your market
position into words that explain clearly to your target
audience what you want them to know.
Try to say something that is original, relevant and
memorable that establishes your midwifery center as
responding to their needs for a safe and respectful
birth. Remember, successful messaging is rarely about
intellectual reasoning. Often, intangible and emotional
suggestions create unique and powerful messages.
For example: “The happiest place in the world to be born”,
targets specific audiences that seek a joyful experience,
and expresses a particular communication style and
message.

A great example: This campaign encourages blood donors
in an interactive way.
Asking for blood donations is not easy, but the Fundación
Pro-Sangue in Sao Paulo created a very special campaign
to encourage people to donate blood while also charging
cell phone batteries.
A battery charger looks like the tubing that draws blood
out of donors’ arms, which is very difficult to ignore as
people cannot move far from their phones.
A well planned communications strategy must reflect the
advantages of your midwifery center and positions it as
different from your competitors.
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Creative work takes time
In order for communication to be effective, work with clear,
direct and well targeted messages. Take time to develop
your messages carefully to avoid improvising or making
inaccurate claims. Often times a strategy has a central
message that is replicated through different secondary
messages related to the central message.
Creativity requires experience
Creative work involves criteria and techniques that help
to establish a good communications strategy. Try not to
improvise your communications strategy, it’s best to seek
expert help to develop your brand in a professional way.
Investing in a professional strategy helps secure long
term sustainability through attracting clients, donors and
investors.
Investing in a communications strategy requires a financial
investment, and you have the right to ask questions and
get clear answers about your concerns with the strategy
and branding.
Be aware: what you like vs. what works
A communications strategy should not be evaluated
because “you like it” or “you don’t like it”, but rather
whether it works or does not work. Your key messages
should reflect the advantages and differences of your
brand in comparison to others. This should be clear before
you launch the strategy.

The creative advantage is important; solid
and well developed messages are useless
if they are communicated in a boring way.
Try to create communication strategies
and messages that add value, starting with
aesthetics. Here are some examples:
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6.3
Budget
The effectiveness of a communications strategy
can be measured in results. Make sure you choose
communication channels that are relevant to your target
audience and location.
Consider budgeting for print and digital communications
outlets. Compare providers, and connect with local media
such as newspapers and radio.
Your communications budget should consider:
1. The type of message or messages (campaign)
2. Target audience
3. Media and marketing channels available in your area
4. Revenue expectations; expect to invest about
10% of annual revenue in communications
Think of creative ways to access diverse marketing channels.
For example, you may be able to secure an interview
on television or radio program. This is free marketing.
Some audiences respond well to posters put up around
neighborhoods and you may get youth to help you distribute
printed media in trendy places with a lot of human traffic. Ask
women in your care who have active social media accounts
and/or many followers to share your posts. A website and
social media should always be part of your strategy and can
be useful to tap into a wide community network.
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Combine media and activities
Develop positive relationships with media through specific
activities that help them say or write positive things about
your center. Free food and services are always a good
strategy.
Uee appropriate messaging: By having a clear sense of the
financial capacity and size of your target audience you will
be able to understand the media channels and investment
needed to reach them.

Three pieces of advice:
- Ask local businesses about the cost of and
their experience in communications strategies
- Request several cost estimates from different
companies and compare them. The best
campaign is not always the cheapest; find a
balance between your goals and the quality of
the strategy as well as the cost.
- Digital media has many advantages because
it is affordable and effective compared to
traditional media. However, digital media
and social media still have specific criteria to
enable success.
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6.3
Marketing strategy and
communications plan
The marketing strategy has
been detailed throughout this
chapter.
The communications plan
is the path to putting the
marketing strategy into action,
including a timeline and
clarifying who will do what.

The difference between the two:
- A marketing strategy is a planning tool that
systematizes the goals, means, messages,
activities, indicators and timeline to open and
establish local presence and service delivery in a
clear and distinct way. The Marketing strategy is
the “what” and “why”.
- A Communications plan is the detailed list of
communications related activities that will be
carried out throughout the year to reach the goals
established in the marketing strategy. A detailed
timeline helps establish roles and activities and
have a clear understanding of the investment. The
communications plan is the “how” and “when”.
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Next Steps
1.Make sure you are clear about your marketing
strategy, as the communications plan must reflect
“what” you are communicating according to your
brand, target audience, competition, and the reality
(financial, legal and clinical) of your midwifery center.
2. The actions detailed in your communications
plan should work to open a path for you to enter the
market, establish yourself among your target audience,
and create tangible return on your investment to justify
the time and resources spent on it.
3. Your communications plan should be holistic:
do not depend on one media source, consider
printed and digital media, social media, editorial
content (articles and news stories that mention
your midwifery center) and public relations (active
presence in local events, interviews, relationships
with local NGOs, government, donors and others).

4. You may want to consider establishing a
relationship with existing brands or influencers in
the area to maximize the power of your branding.
Often times coming together under a common
message helps several organizations at the same
time.
5. A powerful website is a central part of a good
communications plan. Websites are versatile and
affordable.
6. Create a realistic calendar to manage your
activities and messages. Consider hiring
professional help to develop and manage your
plan and remember to always protect the value of
your brand.
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6.3
Monitoring and evaluation
Just as successful clinical care requires monitoring
and evaluation, a successful business practices
require monitoring and evaluation. Create concrete and
measurable indicators that measure the effectiveness
of your communications plan. Examples of potential
indicators include the number of phone calls, visits to your
website, or referrals. Monitoring helps you understand
what media channels and messages work and which ones
do not so you can adjust accordingly.
Evaluate to improve
Evaluating your communication plan helps to establish
if the information was explained clearly; penetrated the
market through effective media channels; reached the
target audience; and monitored the public’s reaction
to your marketing strategy. Make sure to ask every
person who calls or comes to the midwifery center how
they heard about the services and keep a log of their
responses. That way you will know which channels work
and which do not.
As with any other investment, it is important to monitor
the behavior and results of your activities and messages.

Remember you are not just creating a brand, you are
investing in creating a brand that has an impact on the
choices people have regarding their health. You should be
able to measure your impact. Therefore, as you develop
your communication plan you should develop indicators
that help you understand the tangible (how many people/
services/referrals) and intangible (how people feel/think
about your brand) results of the plan.
Document stories and opinions and keep a detailed log
of all your activities and share these stories with your
audience. This helps to communicate your values and
commitment and communicated results.
Changing realities and dynamic responses
No communications plan is static. It works with a changing
and dynamic market. As you launch your communications
plan you will notice how your competitors react. There
may be legal or regulatory changes. You will learn more
skills, take on new directions, and all of these factors will
affect your original marketing strategy. As you perceive
these changes, adjust your communications plan
accordingly. Change messages, media channels, and
activities as neeed to stay connected to your internal and
external reality.
Do not be afraid of changing or correcting steps you
have taken in any direction. As long as your foundation
is strong, with clear strategy, image, logo, and
communications concepts, your communications plan will
continuously shift until you find a strategy that works.
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Final Words
As you implement your marketing strategy and
communications plan, keep notes on what “seems to be
happening” and compare with “what really is happening”.
Pay attention to your clients’ comments and reactions,
because they will help you adjust your services and
messaging. True communication integrates how target
audiences receive messages.
Make sure your messages are appropriate to your target
audience, train your staff on these key messages and use
them over and over again.
Pay attention to intangible aspects, which are all the
aspects that cannot be measured directly, but which affect
the public’s perception of your brand. An example of this
is comments and reactions on the part of family members
will affect future referrals and community perception of
your midwifery center.
Keep records of market responses to pricing. Compare
your prices to those of your competitors and make
decisions accordingly.
Also keep an eye on how your community changes, in
terms of clinical trends, legal changes, networks and
alliances, values and preferences both for services and for
messaging.

A communications plan should
be part of the overall strategy to
open a midwifery center.
In the same way we honor
professionalism for clinical
care, we recommend you seek
professional help for marketing
and communications.
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7.

Monitoring
and
Evaluation
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7.1 Monitoring and
evaluation activities
7.2 Monitoring and evaluation
of quality of care
7.3 Monitoring and evaluation
of staff
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Monitoring and evaluation
provide important feedback
on the impact of daily activities.
Information gathered from
monitoring should be used
for decision making and
funding priorities. Midwifery
centers are unique places that
require adapting monitoring
and evaluation tools including
a system for quality of care.
Monitoring should also include
annual staff evaluations
that ensure efficiency and a
positive work culture within
the organization.
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7.1
Monitoring and
evaluation activities
In Chapter 2, we explained how to create a strategic plan
and activities according to an Annual Operating Plan. It is
very important to understand the importance of making
time and effort to constantly monitor and evaluate your
activities and results, as described in your annual plan.

Monitoring
Monitoring is carried out constantly to quantify and
understand the impact of services and activities on
beneficiaries. Monitoring should describe output during
a specific time period. Monitoring indicators should be
easily quantifiable and provide useful information. A
simple monitoring process is to count the number of
individuals who access each service each month (clinical
volume). Monitoring becomes useful when it can be used
for comparisons. For example, monitoring is useful to
understand what months have the highest levels of output
and if service use is increasing every year.
All projects have challenges. The entire team, under
the leadership of the Executive or Clinical Director, is
responsible for meeting the goals defined in the strategic

and operations plans. Monitoring helps guarantee the
quality of project leadership and overall execution.
Monitoring continuously verifies that activities are being
implemented according to plan and schedule. Monitoring
permits the tracking of positive results and signals the
need for modifications when activities are not meeting
expectations.
Monitoring activities leads to a better understanding of
resource consumption and the resource requirements to
achieve project goals.
Example:
The communications team posts an advertisement
regarding a midwifery service on Facebook. The post
receives twenty-three ‘likes’ and is shared by nine
people. As soon as something is posted, we monitor
if more people are purchasing this particular midwifery
service. If in three months there have been no changes,
we should consider changing the language, target
population, and message in the posts.
Suppose that another post receives 216 ‘likes’ and is
shared 120 times. We track visits and find that within a
month, five new people request services. In the second
month, this increases to seven new people. New clients
state they heard about the services on Facebook. This is
an example of a successful campaign.
Monitoring helps us keep track of what is working and
what is not, so we can spend our resources on what works.
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Example indicators
Services:

- Number of visits
- Number of people who attend a workshop
- Number of people who request information
- Percentage of people who schedule an appointment
after getting information
- Percentage of people who sign up for a workshop
after getting information

Communication:

- Number of ‘shares’ on Facebook or ‘re-tweets’ on Twitter
- Number of people who registered for a workshop divided
by the number of people who ‘liked’ the event on Facebook
- Number of people who called or wrote requesting
more information about an event or service
- Revenue generated by an event divided by investment
into marketing the event

Direct contact:

- Number of people who access a service divided
by number of pamphlets or postcards delivered
- Number of people who access a service after having
met a staff member

Monitoring measures responses to activities.
It is important to monitor:

- What was done
- How many people participated
- How much money was invested
- How many people received or shared a communication
(e.g., read an article in a blog, shared a post)

Monitoring should be simple and quantifiable. The annual
plan must include the monitoring plan for the year.
The Goodbirth Network has developed an Exit Survey that
can be useful in gathering data to monitor client experiences.
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Evaluation
Information gathered from monitoring informs evaluation.
Evaluation measures whether goals were met and what
helped in achieving them. Evaluations are carried out
annually and inform the staff, board, and donors of the
results of the midwifery center’s activities including
outputs, achievements, and operational changes carried
out during the year.
Often evaluation involves comparing data at different
times. For example, comparing service use over several
years. A midwifery center can evaluate growth year after
year, reporting on activities that have positive or negative
impact on access to services and output. Evaluation helps
to understand the extent to which goals were reached.
For example:

Goal 2018: To assist one hundred births using
the midwifery model of care.
In this example we will use a monitoring system to know if we
attended 100 births or not. In addition, we will want to note
associated factors that might contribute toward our success
or failure to reach our goal. Such factors might include the
number of women who initiate prenatal care, but do not
return for delivery; the number of women who require transfer
sometime prior to delivery; changes in staffing, fees, or resource
limitations. It may be helpful to categorize factors such as
these into internal and external categories. Examples of internal
factors include changes in fees or changes in staffing. Examples
of external factors include changes in midwifery legislation in
the region, or a strike at the local hospital.
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Evaluation

Information systems should track and measure:
Achievements, Challenges, Outputs and Results

Impact evaluation is difficult and expensive to measure as
is relates to whether or not the mission of the midwifery
center is being achieved. Therefore, it is much more
subjective and complex to measure.

Including the M&E system in the annual plan helps
establish the frequency and quality of activities and how
they will be monitored. The best time to develop an M&E
plan is after creating the annual plan and before beginning
activities. Each year the team should assess whether the
M&E system is tracking what is needed to make decisions
and understand how the midwifery center is operating.

Example:
Mission: To ensure access to safe, respectful birth in the area.
From a basic perspective, the existence of a midwifery center
ensures access to physiological birth. However, impact
evaluation would have to assess:
Access: geographic, financial, social acceptance.
Safety: complication rate, emergency transport rate,
mortality rate, death analysis.
Respectful birth: intervention rate, rates of cultural
safety, measures of respect.

Often impact evaluation is done by an external agency and
evaluates population wide interventions.
To summarize: monitoring quantifies what was done,
evaluation qualifies how it was done, and impact
evaluation assess how it affected the community.
Developing a Monitoring and Evaluation (M&E) System
The development of monitoring and evaluation systems
should be included in the planning phase and must
be implemented before the midwifery center opens.

M&E plans usually include the following information:
1. Indicators to be monitored and evaluated
(Number and outcomes of service outputs, including births)
2. Information needed to collect the data
(Number of births attended and feedback from parents)
3. Sources of information
(Registry, feedback forms, exit interviews)
4. Data collection methods
(Quantitative: lists, medical records. Qualitative: exit interviews,
open-ended questions)
5. Data collection responsibility (Clinical Director, birth assistants,
reception, quality assurance team)
6. Frequency of data collection
(After each workshop, each birth, each month, each trimester)
7. Destination and use of results
(Directors, Board, lead midwife; for planning, reporting to
ministry of health)
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Developing indicators for monitoring and evaluation
Indicators should be developed using the SMART acronym:
S: Specific M: Measureable A: Achievable
R: Realistic T: Timely
Indicators must be able to track all activities and reflect the
work of the midwifery center. Monitoring through indicators
provides immediate feedback and allows the staff to take
corrective action to ensure project goals are met.
Data collection
Although data collection is very important, it should
not generate excessive added work for the staff. Data
collection can be integrated into the administrative system
and clinical charts or electronic medical records.
Example:

Socio-demographic information: monthly reception registry
Social network information: communications log
Clinical data: clinical outcome registry
Qualitative data: have a guest book in the midwifery center
where clients can write feedback

Quantitative data
- Measures the people or specific outputs within a project.

- Involves collecting numeric information.
- Is most useful when it can be compared; for example: are
services increasing or decreasing, or which services are in
highest demand.
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Sample data:

Number of births: 89
Number of transports: 12
Number of cesareans: 4
Data collected: January 2016- May 2016

Qualitative data:

-Tracks interactions between staff and service users
- Includes focus groups and in-depth interviews
- Gives voice to clients’ experiences
- Deepens our understanding of how women feel about the
have received.

Listening to women is essential to the midwifery model.
Testimonies help guide projects and highlight what women
most appreciate about the midwifery center. They are also
useful for creating alliances and future interventions.
“Thank you for everything. It was so clear to us that you
work together as a team. Each one of you were such an
important part of my process and my family’s journey.
Thank you for being available, for holding me and helping
me to have the birth experience that I wanted to have” Rosa, May 13, 2017
This testimony helps us understand that:

- Clients value teamwork.
- Clients value the diversity of talents and personalities within
the team.
- Clients value the continuous availability of the team.
- Clients find what they are looking for.
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This testimony helps motivate the team to keep working
together, to communicate internally and with clients, and to
task share. It provides the team with feedback on whether
clients feel listened to and feel that they, the clients, are at
the center of their care.
“The hardest thing I experienced was listening to the
doctor’s diagnosis. The midwife told me that I should take
the medication every eight hours, but the doctor told me
it was every four. This made me feel terrible because I
thought I’d put my baby at risk”- Gabriela, 2 April, 2017.
This testimony helps us understand that:

- The client felt bad because she was caught between two
providers who have different opinions on how to take a certain
medication
- The client understands that the doctor and the midwife are not
communicating with each other and this might put her at risk
- The client values the doctor’s opinion over the midwife’s

Service user testimony helps midwives and doctors to
understand the value of improving communication and
trust to ensure they are giving women the same information
and are not contradicting each other. This helps the doctor
understand the value of integrating into the care team and
not threaten the midwives’ autonomy and professionalism.
Improved communication would have helped the woman
feel supported and know that she has a care team that is
working with her to achieve the best outcome.
Integrating quantitative and qualitative data helps to have a
clearer picture on how the midwifery center is functioning.

Frequency
The frequency of data collection should be determined by the
team and leadership, depending on resources (money, time,
and staff) the organization’s capacity to collect data, analyze,
and use the information. Monitoring should occur daily, weekly
and monthly to showcase the different layers of output within a
midwifery center. Evaluation should be carried out once a year
and should inform annual planning for the following year.
When plans change

It is important to remember the annual plan is a model
of how we expect things to go for the upcoming year.
Monitoring and evaluation constantly compare the real
outputs and outcomes with the strategic and annual plans.
If there are important or large discrepancies, the team
should analyze what is happening, identify possible action
to take, and implement changes to ensure goals are met.
Changes should be reflected in the annual plan, as the
plan should always reflect reality as much as possible.
Although monitoring and evaluation are internal processes, it
is always useful to carry out an external evaluation. External
evaluations can be done by hiring a consultant, or an intern
from a public health university, who is trying to acquire skills
and experience. Once an evaluation is completed, it must
be shared with staff so they can participate in understanding
what happened, what worked, what did not work, and where
to direct energy, efforts, and resources for the following year.
The results of an evaluation help to monitor and improve
the quality of care. These results are also useful for
fundraising, advocacy, and marketing efforts.
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7.2
Monitoring and evaluation
of quality of care
Why collect clinical data?

Ensuring quality of care with a database system

Many who support the midwifery model of care do so
because they have had the opportunity to witness what
science has proven time and time again: that the midwifery
model provides outstanding quality of care to women,
babies, and families. Scientific studies have helped to
improve the model and have provided evidence to enable
the World Health Organization and other global entities to
recommend and encourage integration of midwifery into all
health care systems. However, more must be done. Many
countries do not collect data regarding their use of the
midwifery model. Or, the data that they collect is pooled
with medical model data within a larger vital statistics
database.

As soon as clinical services begin, data should be collected
on outcomes and service provision. There are both free
and paid databases available for clinical data collection,
and it is a good idea to contribute to an existing database
as it helps to ensure that your data contributes to a larger
system of understanding the value of the midwifery model
in diverse settings. Some databases include:

It is important to collect data specific to midwifery practice
and outcomes in different settings. If midwifery centers
could collect global data, we would be able to demonstrate
the value and outcomes of the model and have a powerful
tool to continue to advocate for the midwifery model of
care and midwifery centers.

- MANAStats Database operated by the Midwives Alliance
(www.manastats.org)
- Perinatal Data Registry operated by the American
Association of Birth Centers (www.birthcenters.org/page/PDR)
- The Goodbirth Network’s Global Data Registry (created
specifically for midwifery centers in low and middle income
communities) (www.GoodBirth.net)
- Perinatal Information System (SIP) developed by CLAP/
PAHO available in Spanish and English (https://www.paho.
org/clap/index.php?option=com_content&view=article&id=1
08:perinatal-information-system-sip-perinatal-clinical-recordand-complementary-forms&Itemid=354&lang=es
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7.3
Monitoring and
evaluation of staff

Meetings
Brief weekly staff meetings help to monitor progress on the
annual plan and ensure everyone is meeting goals, or reestablishing those that cannot be met. It is important to be
realistic and identify obstacles early on, to be able to change
course and adapt. Weekly meetings should be brief, not lasting
more than half an hour, and often only involve the clinical staff.
Many midwifery centers have longer monthly meetings with all
staff to assess progress. Whatever style you pick, make sure
meetings are planned carefully, useful to the team, and actually
tackle the issues with which the midwifery center is dealing. A
useful exercise after a longer meeting or workshop is to have
an immediate feedback session through Plus/Delta. Have
one person draw two columns on a board, one for Pluses
(positive things) and another for Deltas (things that could have
been different). Have the staff brainstorm on what were the
pluses and deltas of the meeting so that the team is constantly
improving on team time and communication.
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For meetings to be fruitful, they be dynamic and participatory.
It is helpful to start with an icebreaker or check in, such as
“One Good Thing”. Here, meeting participants start the
meeting with something that happened to them this week. It is
helpful to use meetings to ask questions such as:
- What is working and why?
- What is not working and what are we missing?
- What do you need from the rest of the team?

Checklists
Checklists are useful tools that allow staff to verify compliance
of tasks. They give a visual map of progress, particularly in
tasks that must be repeated weekly or monthly. They also help
weekly check-ins go faster.
The main advantages of checklists are:
- Sustain and improve productivity.
- Facilitate advancement towards strategic goals of the organization.
- Monitor staff productivity.
- Motivate staff.

Psychological safety and motivation
Current research points to feelings of psychological safety
in teams as being the core of motivation and prevention
of burn-out. Burn-out is a slow process that occurs when
work process and structures are weak and employees lose
engagement and motivation.
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Staff can lose motivation for several reasons:
- Lack of a clear understanding of mission and goals
- Inadequate preparation and leadership on the part
of a supervisor or centralized management
- No clear objectives and indicators for measuring progress
- One sided communication, feelings of not being able
to express oneself honestly
- Inadequate performance appraisal, including lack of clear
information on staff performance, vague or missing indicators,
and a focus on negative performance
- Lack of control over workload
- Absence of a clear reward system
- Inadequate sense of community
- Perceived unfairness
- Absence of unifying values or discrepancy with personal values

Prevention of burn-out and self-care will be discussed
in depth in Chapter 8.
Annual evaluation
Staff should be appraised constantly in addition to annual
or bi-annual formal evaluations. Team evaluations should
be led by the Executive Director and/or Clinical Director.
Staff positions should have clear goals and indicators for
evaluation from the beginning so that everyone involved in the
evaluation is clear on the process. Evaluations are closely tied
to staff motivation, as transparent and congruent evaluation
processes lead to positive feelings.
Staff evaluations or performance reviews are defined as
the process whereby a team supervisor reviews with staff
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member their goals, activities, results, attitude, leadership and
teamwork over the past year. Staff evaluations begin from
the moment the position is created. Staff evaluations help
the entire organization as it is a feedback process where both
parties strategize to improve an organization’s most valuable
asset -- the employees.
Staff evaluations help:
- Provide feedback on performance.
- Identify strengths and weaknesses of staff members,
organization policy, leadership and structure.
- Acknowledge achievements and results.
- Help to identify goals for the coming year.
- Evaluate reaching goals.
- Identify staff needs for training and professional develpment.
- Determine the training and development needs for the entire
organization or department.

On an administrative level, staff evaluations help:
- Document decisions made within the organization
- Determine promotions and pay raises
- Determine transfers or adjustments in time, roles, and
responsibilities
- Identify areas of concern to improve them
- Decide on contract renewal (or non-renewal)
- Validate the job description in accordance to performance

Staff evaluations should be done vertically: 1) from the bottom
up; 2) from top down; as well as, 3) horizontally, across
staff in similar positions. This allows for what is called “360
evaluations”.
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Conflict transformation
Conflict and disagreement may arise during staff evaluation.
Before any evaluation it is important to be very clear about
the standards on which the employees will be evaluated and
communicate them to the staff. We also recommend that:
- Evaluators prepare adequately for the evaluation and be
prepared to give feedback in a constructive manner
- Evaluate the employees performance and results and not
their personality
- Be objective and clear in the evaluation process

After an evaluation, it is important to make any necessary
modifications to the job description and, if necessary, create
a plan to implement changes to address challenges in the
next two months. Some evaluations may require followup if the employee is not performing up to the necessary
standards of the organization.
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8.

Personal
sustainability
in Midwifery
Centers
8.1 Stress, burn-out,
and trauma
8.2 Resources
for self-care
8.3 Unity and team
strengthening
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This chapter addresses profound and
complex issues such as stress, trauma,
and team strengthening. Midwifery as a
profession has a very high rate of burn-out.
The report “Midwives’ Voices, Midwives’
Realities” provides an in-depth description
of the working conditions, policies, social
and personal struggles of midwives across
the world. In some countries, midwifery is
not even recognized as a profession*.
Lack of regulation and integration of
midwifery centers into the health care
system leads to additional stress and
delays in access to emergency care, which
may lead to worse outcomes or even
death. In addition, compassion fatigue
and the exhaustion of working in a caring
profession compound the risk of burn-out
among midwives.
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Considering these very real dangers,
it is important to recognize and care
for the holistic well-being of midwives.
Otherwise, adverse events, rage from
angry families (fueled by grief and
misunderstandings), or bureaucratic
challenges can push very competent
midwives to stop practicing.
We will also explore techniques and
processes to buffer burn-out and
prevent it from affecting the quality of
life and well-being of midwives. These
techniques and processes can be
implemented from the start of the
midwifery center. Personal sustainability
will contribute to the sustainability of the
entire midwifery center.
* World Health Organization, International Confederation of
Midwives (2018), “Midwives Voices, Midwives Realities”, Geneva
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8.1
Stress, burn-out, and trauma

Stress
Stress is defined as a psychophysiological activation
syndrome that prepares an organism or body for a fightor-flight response to an imminent attack. In terms of
adaptation, stress serves to defend us, in the best way
possible, from something with which we must engage.
Stress among professionals who take care of others is
frequent and can be overwhelming when providing care,
but can overburden a person when it is compounded with
burn-out. Alone or together, stress and burn-out can be
damaging for women and midwives.
Stress triggers a hormone cocktail that activates
the following responses:
Circulatory system
- Increased blood flow to peripheral limbs (arms and legs)
- Increase in blood pressure
Digestive system
- Slower digestion
- Lack of absorption of nutrients
- Intestinal inflammation
Reproductive system
- Decreased ovarian function or lack of ovulation
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Endocrine system
- Hyperactive release of thyroid stimulating hormone
- Hypoactivity in melatonin release
- Estrogen dominance and low progesterone release
- Increased release of prolactin (women who are very stressed
may cease ovulating and may begin producing milk)
- Increased storage and release of glucose, increased
production of insulin and increased appetite for sugary
and fatty foods

impossible to live without constant stress. Thankfully, the
self-care industry and methods such as mindfulness are
also increasing exponentially, making it relatively easy to
access healing techniques and processes.
Although midwifery can seem all consuming, it is
important to make time to mitigate stress through activities
that are not related to midwifery or taking care of others.
This can include exercise, arts, creative ventures, or any
type of hobby.

Nervous system
- Irritability
- Intolerance and impatience
- Hyperstimulation
- Depression and a lack of purpose
- Feeling that “if I don´t do this, it won´t get
done well” Immune system
- Depressed immune system and increased
propensity for infections
- Hyperactivation of the autoimmune system and
increased reactions to processes such as
hypothyroidism, allergies, arthritis, generalized
inflammation
Chronic stress wears out body repair functions and
creates a cycle of exhaustion-stimulants-hyperactivityconflict-isolation-lack of limits-exhaustion. Nowadays,
urban life, technology, and social expectations add to the
pressure we put on ourselves to over perform. It may feel
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Take inventory of your
physical health, signs and
symptoms. After you make
a list of your health and
body systems functioning,
assess your level of stress.
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Some ways to minimize the impact of stress on your
body and mind when you are busy:
Journaling: A daily journal will help you reflect on your
feelings and reactions. Journaling is also an important
tool to record information about self-care. Journaling for
five minutes a day can help you process feelings and
situations that occur throughout the day that can pile up
and cause emotional exhaustion.
Mindfulness Apps: Find some apps, blogs, or websites
that help you keep your center and release stress. They
could include online yoga classes, meditation apps, daily
reminders about well-being or nutrition. Explore and
decide what is right for you and try to be consistent with
your practice.
Research has shown that a daily meditation practice has
a profound impact on health and well-being. Although
meditation is not for everyone, there are many ways to
create a meditative state.
Pick four activities you can carry out on a weekly basis
to get your mind off work, which do not involve pregnant
women or taking care of anyone and bring you joy.
One of the easiest ways to reduce stress and its effects is
the practice of gratitude. There are apps that remind you
daily to jot down things, people, and moments for which
you are grateful and bring you joy.

Some daily practices that allow you to integrate
gratitude into your lifestyle:
1. At the end of the day write down three things
for which you are grateful.
2. When you sit down for a meal with your friends
or family, talk about what you are grateful for today.
3. When you open and close a conversation,
state what you are grateful for in that conversation.
4. Every day, chose someone to thank for being
in your life.
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Burn-out and trauma
Professional burn-out is a state of physical, mental and
emotional exhaustion, triggered by prolonged exposure to
highly demanding work situations or challenges. It goes
beyond physical exhaustion from too much work, but
also involves a loss of faith in one’s power and desire to
take care of others. Burnout occurs in many professions,
especially among those that involve taking care of others,
such as midwifery.
Although burn-out is a personal process, it often reflects
institutional deficiencies that are absorbed by staff.
Christina Maslach has done extensive research on burnout and created the Maslach Burnout Inventory (http://
www.uapd.com/wp-content/uploads/Maslach-BurnoutInventory-MBI.pdf) that measures the risk of burn-out.
The inventory assesses three components: exhaustion,
depersonalization and personal achievement to evaluate
the risk of burn-out. It may be a good idea to integrate the
Burnout Inventory into staff evaluations, annual planning, or
as a personal exercise.
Although Burnout is felt individually, it is the accumulation
of management processes and structures that impact
engagement with work.
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Some symptoms of burn-out include:
-Denial of illness or symptoms or their effect on oneself: “I am
fine, it’s everyone else who isn’t working up to standard.”
-Rage towards others and a feeling of not being understood by
anyone else: “No one understands me, they just don’t get it.”
- Social isolation and withdrawal from activities that used to
bring joy: “I don’t have time to do those things, I have too
much work.”
- Anxiety about the future: “No one can do this as well as I do,
so I can’t leave.”
- Depression that breaks your spirit and impacts your capacity
to deal with situations, “I am so tired of all this, I just want to
leave.”
- Exhaustion that makes completing basic daily tasks almost
impossible, “I have been staring at the screen and I can’t even
write a sentence.”
- Insomnia caused by a long to-do list, “It’s 2 a.m. and I have
spent the last two hours tossing and turning, thinking of
everything I need to finish before the end of the month.”
- Irritability that leads to mood swings including negative
thoughts and explosive or uncontrollable reactions, “If I have
to explain one more time that in case of a complication we
transport to the hospital, I will explode.”
-Lack of concentration that makes carrying out familiar or selfcare tasks difficult or impossible, “I can’t even remember the
last time I had my hair done or went for a massage.”
- Stress related health problems that begin to manifest, “I have
had an inflamed intestine for three months and have suffered
from diarrhea and constipation. I don’t want to go to the
doctor, so when I have time I´ll read up on intestinal health and
I wíll treat myself.”
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Phases of burn-out
Research on burn-out has revealed the development of
specific phases that can be identified:
1. Emotional exhaustion - As a result of the inability to change
situations that cause stress the individual starts to feel loss
energy, feeling emotional weariness, exhaustion, fatigue,
irritability, loss of joy in daily activities, and work dissatisfaction.

Make an inventory of how many times you
have used these phrases in the last three
months. If you have found yourself using more
than four of these phases on a regular basis,
it is very likely that you are experiencing
burn-out, and you must begin to make important decisions about how you will balance
your relationship with work and yourself.
In the next pages will provide tips on steps to
take to prevent and mitigate burn-out. Make
sure to check in with yourself on a regular
basis, as burn-out is common among health
care providers.

2. Depersonalization or dehumanization - This is the core
problem with burn-out and it emerges when the first phase is
not dealt with appropriately. It occurs as a result of the individual
seeking protection from emotional vulnerability, exhaustion, and
loss of hope. During this phase the individual distances herself
emotionally, sustains a depressive mood, negative attitudes,
lack of sensitivity and empathy, and begins treating others in an
impersonal or indifferent way, including staff, clients, family, and
friends.
3. Abandonment of personal fulfilment - During this phase, the
individual evaluates their achievements and work in a negative
way, feeling that it has lost its purpose and meaning. Feelings of
failure, inadequacy, dissatisfaction with achievements and goals
emerge. The individual may distance themselves from family and
social activities as well as work.

Burnout in midwifery centers
Midwifery is one of the many professions dedicated to
serving women, babies and families. Professions that serve
others can be very fulfilling, but they also come with a high
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risk of emotional and physical exhaustion. Compassion
fatigue is the indifference to appeals on behalf of those
who are suffering, experienced as a result of the frequency
or number of such appeals. Midwifery work involves high
levels of compassion. Midwives who work out of hospital
settings often lack clear on-call schedules or are on-call
for long periods of time. Continuity of care, while highly
beneficial to the birthing mother, is draining on the midwife
and team who often stay up nights on end. Both of these
combined increase the rate of complete exhaustion.
When exhaustion sets in, it is common that midwives stop
enjoying the practice of midwifery.
Midwives may get to the point of exhaustion where
they fear receiving phone calls from women asking for
something, or may become irritated about the questions
women ask, or the time and attention they need. Chronic
stress leads to deep exhaustion, and as midwives lose their
joy in practice, they also lose their faith in women and the
birth process. When a midwife arrives at this state of deep
crisis, they may feel fear and irritability most of the time.
Nourishing the soul becomes an ever more impossible task
(“Another thing and person that needs my care”).
Midwives report such high levels of burn-out that the blog
“Midwife Diaries” states that many question continuing
to practice. Burnout is difficult to prevent, but it can be
mitigated through observation and acknowledgement of
this state of mind.
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Legal issues
Two of the main factors contributing to midwife burn-out
are regulatory and legal issues. All over the world, the
midwifery model of care is penalized, obstructed, rejected
and misunderstood. Increasingly women’s access to
physiological birth is more difficult and the role of midwives
in protecting normal birth is vastly understated. At the same
time, medicalized birth is promoted, while cesarean rates
and abuse in childbirth continue to increase globally.
In countries where midwifery and midwifery centers are
not regulated and not included in the health care system,
midwives may suffer constant fear of legal backlash, heavy
fines, and even legal or criminal prosecution.
Continuous attacks and questioning on the safety and
validity of midwifery impact midwives at a deep level,
affecting personal values and stability. Stressed midwives
may question their ability to provide quality care, while
remaining under the radar of other professionals and health
authorities, which may create a backlash or attack. These
doubts and fears regarding regulation and integration can
have a huge impact on the care provided.
Examples of how fear interacts with clinical practice:
1. Minimizing complications and diagnosis of cases that should
not be handled outside of the hospital setting, from fear or the
belief that hospital based care is disrespectful.
2. Delay consulting an obstetrician or transferring care to the
hospital, from fear of the reaction from the hospital team.
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3. Lack of backup to consult for high risk cases or
complications due to lack of sympathetic or allied medical
specialists in the area.
4. Lack of marketing from fear that other professionals will feel
threatened, leading to low client numbers and financial stress.
5. Fear of peer review and consultation with other midwives
due to lack of community standards, or fear of judgement
among the midwifery community.

Reflection
Reflect on the local support network that you have. Make
a list of your allies and adversaries. Write about how your
adversaries affect your decisions as a midwife. Also write
about how your allies strengthen your decisions as a
midwife and help sustain you through adversity.
Ideas on how to strengthen alliances and integration within
the healthcare system or ministry of health:
1. Introduce yourself to the local Ministry of Health and
Department of Maternal or Reproductive Health, offering to
support them by providing training to traditional midwives,
health education campaigns, adolescent sex education,
childbirth classes or other health education programs.
2. Offer your services as a doula or childbirth educator at the
local hospital to relieve the staff of extra work. This helps to
create alliances within the hospital.

3. Participate in local maternal health committees, such as
the Safe Motherhood group or the perinatal mortality review
board, as well as midwifery networks and other maternal health
alliances in your community.
4. Introduce yourself, your model and protocols to local
Ob-Gyns and pediatricians and try to establish mutual
referral networks.
5. Celebrate the midwifery center every year inviting other
providers and business owners to visit the center.

Workload
Workload in a midwifery center can get very heavy without
a supportive team. Tension can accumulate as your
time is stretched thin by attending births, completing
administrative duties, training staff, collecting data, having
the center’s finances in order, and maintaining excellent
standards in clinical practice. All of these responsibilities
can damage a midwife’s quality of life, especially if
there is little or no balance or support. Many midwives
develop chronic health conditions, for example back pain,
endocrine or autoimmune disorders.
The concept of a midwifery center allows midwives to
collaborate with others in a space that operates under a
specific philosophy and values. From the inception of the
midwifery center, include staff and volunteers who can
help with administration, cleaning, public relations and
marketing, as well as other providers and educators.
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Many of the management and administrative tasks can
be carried out by additional staff who are not midwives.
It is important for the midwifery team to be able to focus
on clinical care, to avoid burn-out trying to complete
administrative tasks.
It is essential to build an administrative team that supports
the midwifery team, and does not create more work. In
section 8.3 we explore staffing issues more deeply.
The connection between processes, structures, and
engagement with work
In Chapter 7, we explored how the structure of a midwifery
center (or any organization) can lead to or prevent burn-out.
Midwifery centers are often small and staff can have an
active voice in creating a system that protects and cares
for staff. Research has identified the following indicators to
prevent burn-out.
Management processes and structures:
- Mission and goals
- Central Management
- Supervision
- Communication
- Performance appraisal
- Health and safety
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These affect the six areas of organizational life:
- Work load
- Control
- Reward
- Community
- Fairness
- Values
Which can improve Engagement with work:
- Energy
- Involvement
- Effectiveness
For more resources, the Canadian “Caring for
Healthcare” is a toolkit for psychological health
and safety in healthcare workplaces: https://www.
mentalhealthcommission.ca/English/caringhealthcare-toolkit
Post-traumatic stress
In addition to stress and burn-out, unforeseen
circumstances or events lead to fear or trauma, for
example:
1. Fetal demise.
2. A transport to the hospital where the midwife or
mother are attacked, scolded, or abused in some way.

144

Open a Midwifery Center

3. A transport where the physician’s diagnosis directly
contradicts the midwife’s assessment.
4. Death of a baby during birth or in the immediate
postpartum period.
5. A mother in intensive care.
6. A family that is upset with the outcome of the birth.
7. Attacks, smearing or trolling on social networks.
8. Judgement and criticism within the midwifery
community.
9. Continuous confrontation with the Ministry of
Health; lack of access to birth certificates; rules that
change or are conditional; scolding; fines; and arbitrary
restrictions.
The above mentioned events can lead
to symptoms that include:
- Nightmares about the events, insomnia, thinking
about details related to the event.
- Obsessive thinking about the event and imagining
scenes where things work out differently.
- Mentally practicing imagined conversations.
- Changing routes or avoiding certain locations to
avoid remembering the event or running into anyone
related to the event.
- Constant sense of being on the alert, vigilance, or
on edge.

- Lack of interest and isolation from family and friends,
daily activities, and community events.
- Feelings of guilt or inadequacy, blaming others for
the event, or problems that the event may cause.
- Insecurity in decision making and normal clinical
processes.
- Feelings of wanting to stop being a midwife or in
clinical practice.
It is impossible to be a midwife and not experience a
traumatic event. Births sometimes have bad outcomes,
babies die, and families react with anger and grief. The
social and political environment enables blaming midwives,
and adverse events reinforce stereotypes that midwives are
dangerous and incompetent.
Every traumatic event affects people differently. Some
deaths occur almost quietly and some hospital transports
can destroy an entire family or midwife. We never know
how a bad outcome will affect us.
At the same time, few people truly understand midwifery
well enough to be able to provide useful and genuine
support and compassion. Comments such as, “I told you
so”, or “I don´t understand why you do this” are not helpful
during a traumatic crisis or shock.
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The American Association of Psychology specifies four
areas of posttraumatic stress:
1. Reliving or intrusions of the event - This includes
nightmares of the event or other related issues,
flashbacks, intrusive memories that invade the
mind. Intrusive memories occur when something in
the environment reminds us of the event (including
anniversaries of the event). These memories are more
common while falling asleep, while relaxing or feeling
bored.

2. Agitation and overstimulation - The second category
of symptoms includes overstimulation that indicate a
state of constant alarm. People in shock or trauma have
very strong and extreme emotions. This can include
problems falling asleep, irritability or explosions of anger,
difficulty concentrating, fright, tension, and paranoia.
3. Avoidance - The third category of symptoms includes
those that avoid remembering the event. Although it is
important to point out that acts of avoidance are not
conscious or intentional, they are a natural reaction to
intrusive memories and strong emotions. In this case
we often avoid places and people that remind us of the
event, including other midwives, other mothers
or spaces where birth is discussed. Other avoidance
strategies include not feeling, or forgetting certain
details or the entire event.
4. Mood swings - The fourth category of symptoms
includes lack of capacity to control reactions or feelings.
This includes anger and rage, and judging or projecting
guilt towards close friends and family. These sudden
mood swings push close people away and can lead to
further isolation.
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Treating post-traumatic stress
It is important to understand that stress, burn-out and
trauma are part of continuous processes that slowly take
over a person’s psyche. Posttraumatic stress disorder can
be treated adequately and in a timely way by a mental
health professional. By not taking preventative measures a
person can be led into depression, which can then further
the despair and make symptoms worse. Sadly, the world
has lost amazing midwives because of a lack of attention to
their emotions and shock after a traumatic birth.
It is important to consider that mental health issues require
professional support to heal and transform them. The
following section discusses self-care for mitigating the
consequences of posttraumatic stress, burn-out, and
emotional exhaustion.
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8.2
Resources for self-care

Self-care
It is well known that people who work in health care and
service to others often leave themselves last or even
neglect their own well-being. We often confuse high output
or a vocation of service with self-abandonment.
Self-care is linked to well-being. For women, a basic
principle of autonomy should include self-care. However,
our busy daily lives often lead us to neglect doing things
that make us feel good, both physically and emotionally.

“We often underestimate the
power of touch, a smile, nice
words, an honest compliment
or simple gestures of caring.
Each one of them has
the potential to change
a person’s life.”
Leo Buscaglia

Taking care of ourselves is vital to transforming the added
layers of stress that come with taking care of others. It
is very important to talk about these personal needs that
occur as a result of stress, validate them, and find a way to
prioritize them. We often state that we lack the time to take
care of ourselves because our work depends on our never
resting. Recognizing the need for a time to rest and a time
for fun is the first step in finding our own voice.
Self-care should not be an isolated event; it should be
integrated into our lifestyle. Every action we take should
emerge from a sense of love, kindness and healing. It is
difficult to work for others’ wellness and healing without
prioritizing our own.
Working as a midwife and working in a midwifery center
are stressful jobs; the hours are long and inconsistent,
and pregnant women are very demanding. It is important
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to create a plan for daily, weekly and monthly self-care.
Organizational acknowledgement and integration of these
activities will provide leverage against staff burn-out in
the long term. Personal and institutional commitments to
women and birth translate to a commitment to healthy
midwives.
An exercise for reflection
Have the staff write down everything they do for three days.
After three days have staff members assess their activities
from a personal and organizational perspective.
The purpose of this exercise is to visualize how time and
energy are being spent, the congruency between the tasks
carried out by the midwives and staff with self-care and
prevention of burn-out.

Examples of activities that can be listed for
reflection:
- Meetings, events, conferences, office work
- Unpaid work such as promotional
activities, and networking
- Studying, continued education,
updating protocols
- Cleaning
- Eating
- Exercising
- Taking care of your body and mind
- Health care
- Spending time with family
- Commuting
- Doing nothing and being bored
Write down how much time is spent doing each
activity and whether activities overlap. For example,
eating while checking emails. The list will provide an
assessment of what activities require more time and
energy, often these are related to self-care.

147

148

Open a Midwifery Center

Some ideas for self-care:
1. Designate a time early in the morning and late in the
day for self-care.
2. Try to keep work days to less than 8 hours a day
(unless there is a birth).
3. Assign one morning or afternoon a week to handle
personal commitments and activities.
4.Eat meals consciously without doing something else at
the same time.
5. Minimize unproductive social media time.
6. Maximize work productivity using concentration skills,
silence, avoiding multitasking and creating short term,
achievable goals.
Personal sustainability
Personal sustainability refers to our capacity to remain in
harmony, contributing to keeping the equilibrium between
the individual, society and our environment. As part of an
organization and part of a global movement, we model
sustainability and well-being to much more than our staff.
Burnout and exhaustion are so common in the midwifery
community that personal efficiency are key to sustaining
ourselves in politically challenging environments.
Ways to implement personal sustainability in midwifery:
- Integrate breaks throughout the day for drinking liquids,
snacking, having some quiet time.
- Be mindful of conversations that bring negativity and

exhaustion. Keep conversation about listening
and creativity.
- Exercise at least three times a week and find a
way to make it fun and enjoyable.
- Listen to music and dance around freely during
breaks throughout the day.
- Breathe mindfully, before speaking, before
reacting, return to your center.
- Focus on the present by placing attention on
the task at hand and letting go of thoughts about
other things.
- Take care of yourself, use organic and
nourishing products on yourself.
- Eat nutritious food and avoid long periods of
fasting.
- Take care of your posture while sitting, standing
or helping moms in labor.
- Stretch your body throughout the day,
especially when you notice tension piling up.
- Take a walk outside at least once a day and
connect with nature.
- Have a gratitude list and try to add to it at the
end of every day.
- Make sure time for administrative tasks,
stocking, charting and case review are on your
schedule, and not piled into your free time.
- After a birth, set aside a few hours or a day to
recover and regroup.

Ch. 8 / Personal sustainability in Midwifery Centers

149

Mitigating exhaustion and stress

Have a mentor

Stress and exhaustion are often a part of working as
a midwife. The following activities may help to get
through periods of exhaustion:

It is a good idea to have a mentor or an elder who can
provide a listening ear, advice and direction. Having
mentors allows us to be able to engage resources beyond
our own during times of crisis. Mentoring is not only
for students or recent graduates, but should continue
throughout our lifetime in a formal or informal setting.
Effective mentors should be able to challenge us while also
sustaining us through difficult times. Mentoring is often
clinical but should extend to personal and existential advice
and reflection. Keep a list of mentors in your network.

Reconnecting with purpose
Over time, when working at a midwifery center, it is not
uncommon to feel that the work has lost its purpose.
It helps to recognize when we are losing connection
to the purpose, and acknowledge our level of trust in
birth, women, and in our own work.
Ways to reconnect with purpose:
- Take the time to sustain deep relationships with
loved ones that strengthen self-worth and self-love.
- Make important decisions and solve immediate
difficulties as a team.
- Achieve small goals and celebrate successes as a
group.
- Understand that frustration is a part of work.
Have close allies with whom you may share your
frustrations.
- Maintain perseverance and optimism. Identify
when you are losing either of these.
- Keep a list of people who you can talk to who will
keep connected to your purpose.

Knowing how to say no
The workload required to maintain a midwifery center often
challenges its sustainability. Midwives often spend their
free time working for legislative or regulatory causes, or
for financial stability. Personal sustainability depends on
the capacity to balance workload with personal time, and
learning to say no to situations that drain us of energy, time,
and resources.
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Professional safety

Write a list of situations or people that you
are troubling to refuse, although deep in
your heart you know it is a bad idea.
A way to get around saying “no” is following up
with a “yes.” For example:
Woman: “Hi, could I have a prenatal visit at 9
p.m. after my husband gets off work?”

Midwife: “I schedule appointments until 7 p.m.,
maybe your husband can ask permission to
leave work earlier?” (I am not available at night,
but I am available until 7 p.m.).
Woman: “I don’t have time to co
me to childbirth education classes during the
week, could you give me an intensive session on
the weekend?”
Midwife: “I can give you a few phone numbers
of great childbirth educators who teach
on weekends.” (I am not going to work on
weekends, but I can refer you to people who do.)

Another useful tool that can mitigate exhaustion is
safety and clarity, in workstyle and practice. This
is why continuing education is so important as it
keeps midwives updated on scientific evidence and
clinical protocols. Attending midwifery conferences
and workshops helps to keep you current on clinical
evidence. Keep a list of websites where you can
access online continuing education.
Therapy or support groups for emotional support
It is extremely important to access professional
support during crises. It is important to have safe
spaces to allow rage, pain, sadness, disillusionment,
tension, and pain to be released and shared.
Individual therapy or support groups provide
valuable healing spaces for healing and hope. Write
down three therapeutic spaces you would like to
explore.
Strengthening our resources
Working to develop and strengthen personal
resources starts with awareness of our own
experience and acknowledging our skills, talents,
and all that enriches our daily lives. Our resources
include everything that makes us feel safe, free, and
self-sufficient.
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Strengthening our resources requires listening carefully
to our inner voice, taking time to reflect, having selfcompassion, being aware and accepting reality, and being
committed to prioritizing our own needs.
Ways to take care of emotional and physical health:
1. Take breaks during long work days.
2. Work as a team.
3. Ask for help from friends and colleagues.
4. Exercise.
5. Participate in a midwifery support group or network.
6. Meet regularly with good friends.
7. Develop and maintain a spiritual practice
(meditation, yoga, walking, ritual, tradition, etc.).
8. Take at least two weeks of vacation away
from work every year.
9. Take a clinical sabbatical every five years.
10. Discuss individual well-being, exhaustion and burn-out
regularly during case reviews and group meetings.

Write down:
- Your network.
- Your weekly exercise routine.
- Your spiritual practice.
- Your next vacation.
Where and when will it be?
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8.3
Unity and team strengthening
Unity
The difference between a midwifery center and individual
practice is the sense of unity and teamwork that occurs
in everyday activities. This may be perceived internally,
where individuals feel supported and listened to, and
may be perceived externally, when women and families
comment on the sense of unity and teamwork that is
present in the midwifery center.
Unity is built through trust and respect. Trust is built daily
over time and through our actions. Respect is built through
mutual appreciation and being able to count on others.
A midwifery center requires that the team constantly
evaluate levels of trust and respect within the team. When
trust or respect are broken, they must be addressed
quickly to prevent conflict and separation.
The value of team relationships is just as important
as the quality of care provided to women. Teamwork
requires acknowledging the gifts and limitations that
each team member has. It also requires creating
sufficient psychological safety to be able to have difficult
conversations and work through problems. Preventing
individual burn-out is an organizational activity that
requires effective teamwork.

Ways to assess teamwork and unity
The midwifery center staff can use these guiding
questions to assess teamwork on a monthly basis:
- How do staff members feel about the work place? What
are positive and negative aspects about the work space
and teams?
- Are activities and tasks carried out in collaboration with
all who should be involved?
o Generally yes: What helps teams work together?
o Generally no: What do those at the head of the team
need for the work to get done? Where do things get
stuck and where does communication get lost? What
needs improvement to maximize teamwork?
- Are respect and unity components of all work activities
in the midwifery center?
o Which activities include these traits?
o Which ones do not?
It may be useful to have a continued education
session on teamwork, diversity inclusion or difficult
conversations:
- Is there a special place or sufficient psychological
safety for team members to say what is on their mind and
express how they feel honestly?
- Who is capable of receiving honest feedback or
engaging in difficult conversations to solve conflict,
tensions and misunderstanding?
- What do these people provide to enable this level of
safety?

Ch. 8 / Personal sustainability in Midwifery Centers

- Is there a formal protocol or methodology for conflict
resolution and difficult conversations?
- Do staff feel they can say the truth to all members of the
midwifery center? Why or why not?
How is team unity enabled?
Self-care and prevention of burn-out must occur at
an organizational level through creating management
processes and structures that guide organizational life and
promote engagement with work. Christine Maslach´s work
on burn-out (mentioned above) states that organizational
processes and structures create a system that either
prevents or leads to individual burn-out.
Amy Edmondson has researched extensively on
teamwork and lists the following characteristics for
improving team effectiveness:
1. Psychological safety
2. Dependability
3. Structure and clarity
4. Meaning of work
5. Impact of work
Often in midwifery centers the meaning and impact of work
is high, but other aspects may be weaker. It is a good idea
to assess the state of teams so they can perform at a high
rate rather than experiencing conflict or frustration.
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Bruce Tuckman identified different phases within the lifecycle of a group include:
1. Forming
2. Storming
3. Norming
4. Performing
5. Adjourning
Although this model was defined in the 1960´s it
remains an important framework for understanding
group dynamics today. It is a good idea for the staff of
the midwifery center to be familiar with this model as a
way of understanding group dynamics and how they are
related to performance and personal well-being.
https://en.wikipedia.org/wiki/Tuckman%27s_stages_of_
group_development
Understanding group dynamics and team building will
help teams stay engaged and focused on the goal as
well as understanding the role of conflict and diversity of
opinion. Teams must feel unified for team members to value
collaborative work.
Daily techniques that can help improve unity:
1. Create a group identity from the first day - Upon hiring
or accepting a new staff member on the team, make sure
she receives a copy of the mission, vision, philosophy,
values and history of the midwifery center. Staff must be
aware of the importance and relevance of all roles and
spend time getting to know all staff members.
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2. Reiterate common goals - It is good practice to
remember and state the mission, vision and objectives
of the team, and remember that the work is not only
important for women, but also for the team and the
midwifery center itself. Ways to state common goals
include:

- Display the mission, vision and philosophy in a public place
- Read the mission, vision and philosophy at the beginning of
staff meetings and public events
- Monitor and display monthly and annual achievements
- Celebrate successes
- Share achievements on social media and with families

3. Encourage teamwork - Find ways so that staff can
collaborate and improve work outputs through teamwork.
Teamwork is one of the best ways to create unity and
recognize the value of other staff members. Teamwork
does require debriefing and feedback sessions to ensure
communication and that challenges are discussed and
resolved.
4. Strengthening ties - Find ways for personal interaction
among staff. For example, meals in the kitchen, an outing
somewhere outside of the midwifery center, or some
other planned event help staff connect on a personal
level. Celebrate birthdays, local celebration days, rituals,
and anniversaries including all staff. It is important to
celebrate the midwifery centers anniversary every year
and celebrate its achievements, for example birth number
100 or 1000, or when a staff member joins or leaves.

5. Acknowledge and thank staff members - Publicly
acknowledging the value that each team member is vital
to a feeling of belonging. It is important for leadership
to model and publicly state the positive aspects of each
staff member’s performance. Also, when the midwifery
center has significant achievements, it is important to
publicly acknowledge this success and thank all those
who made it possible.
6. Create appropriate incentives for staff - A decent
salary with health care benefits, annual bonus, vacation
and other incentives are important to motivate staff.
Increasingly, research is revealing that staff prefer nonmonetary incentives. These may include:

- Providing a staff member with a workshop or course for
continuing education.
- Carrying out a staff retreat in a beautiful location.
- Giving gifts for holidays or birthdays.
- Enabling clinical sabbaticals after a certain amount of time.
- Providing financial or other forms of bonus for productivity.

Creating a network for midwifery centers
Working within a network helps to ensure sustainability
and self-care. Working as a network acknowledges the
interdependence of personal care, with collective care
as part of the responsibility of an entire community. The
best way to maintain a balance is through collaboration
and organization among midwives and midwifery centers.
Practicing midwifery and sustaining a midwifery center is
a challenge in every country. Midwives constantly state
that they feel alone, but feel stronger and more powerful

Ch. 8 / Personal sustainability in Midwifery Centers

155

when they are part of a network. We encourage you
to spearhead the creation of a national network of
midwifery centers in your country, community or
region. Start with a meeting and create a vision,
mission, and goals. Meet annually and be present for
each other and connect with other national and global
networks.

You may find inspiration in these networks:
- Goodbirh Network
- American Association of Birth Centers
- Midwifery Unit Network
- Red de Casas de Partería México
(Mexican Network of Midwifery Centers)
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Congratulations
for your strength
and persistence.

Welcome,

we are waiting
for you!
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