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1.1 Background and context 

The frequency, scale and complexity of humanitarian crises are increasing globally. In 2024, a record 
122.6 million people were forcibly displaced by persecution, conflict, violence, human rights violations 
and the effects of climate change and natural disasters [1]. This figure is projected to rise, with 
approximately 2 billion people currently residing in areas affected by fragility, conflict and violence 
[2]. Such crises have a disproportionate and devastating impact on the health, rights and survival of 
women and girls.

Every day, global estimates in 2023 indicate that more than 700 women die every day from 
preventable causes related to pregnancy and childbirth [3]. Women and girls of reproductive age 
(15–49 years) are disproportionately affected by crises as a result of deficiencies in programming for 
women’s unique health needs and protection concerns, as well as because of food and water insecurity, 
loss of livelihoods and social networks, and the collapse or absence of health systems. The lack of 
access to quality sexual and reproductive health (SRH) services is a leading cause of preventable 
morbidity and mortality among displaced populations. The statistics are stark: In 2023, 61 per cent of 
all maternal deaths occurred in 37 countries experiencing conflict or high levels of institutional and 
social fragility [3]. Women in such settings are twice as likely to die during pregnancy or childbirth 
compared to women in more stable environments [3].

Furthermore, gender-based violence (GBV), particularly sexual violence, is known to escalate during 
crises. Adolescent girls in humanitarian settings may face a significantly higher risk of sexual violence, 
with up to one third of them reporting that their first sexual encounter was forced [5]. This violence 
leads to a greater risk of unintended pregnancies (including among adolescents), unsafe abortions, 
sexually transmitted infections (STIs) including HIV (human immunodeficiency virus), physical injuries 
and severe mental health consequences that often lead to extreme trauma, self-harm and/or death.

Compounding these challenges, the adverse effect of the climate crisis poses additional threats and 
further exacerbates existing inequalities. Rising pollution and increase in extreme weather events 
such as heatwaves, floods and droughts are associated with negative SRH and maternal and newborn 
health (MNH) outcomes, including stillbirth, pre-term birth and low birth weight. These environmental 
pressures also correlate with increased rates of GBV and harmful practices such as female genital 
mutilation and child marriage [6, 7]. 

SRH response in times of crisis can make the difference between life and death for pregnant women 
and their newborns. Access to quality SRH and MNH care remains an important issue of concern in 
fragile and humanitarian crises and especially in localities hosting refugees and internally displaced 
persons (IDPs). There is often an acute shortage of both qualified staff and medical supplies and 
equipment necessary for saving the lives of pregnant mothers and newborns. Even in settings where 
global standards are present in the country, humanitarian response actors may not prioritize deploying 
maternity services, often relying instead on community health workers and/or nurses. 
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While midwives are essential first responders in emergency and humanitarian settings, including 
climate-related disasters, many face significant challenges professionally and personally during 
climate disasters. This highlights the urgent need for more support, resources, capacity-building and 
involvement in climate preparedness and response plans [8].

1.2 UNFPA’s mandate and role 
in humanitarian action
 
The United Nations Population Fund (UNFPA), the sexual and reproductive health agency of the UN, 
is a front line humanitarian actor working in more than 150 countries. It works in a number of crisis-
affected countries to ensure that life-saving SRH and protection needs of women and girls are met, 
before, during and after crises [1]. The UNFPA Humanitarian Action Overview 2025 appealed for 
$1.4 billion to provide life-saving SRH services and GBV response and prevention programming to 
more than 45 million women, girls and young people across 57 crisis-affected countries in 2025, 
underscoring the scale of both the need and UNFPA’s commitment [1, 9, 10].

Within the global humanitarian coordination system, UNFPA will continue to fulfil its roles as provider 
of last resort for GBV services and the lead for SRH coordination at the global and national levels, 
ensuring that essential interventions are delivered even in the most complex and under-resourced 
settings with the help provided by the donors. UNFPA co-leads the Sexual and Reproductive Health 
Task Team of the Global Health Cluster, co-led by the International Rescue Committee (IRC). 

At the country level, UNFPA, through its interventions, aims to respond to the SRH needs of affected 
populations and protect the dignity and well-being of women and girls, while also supporting the 
production, utilization and dissemination of quality demographic data on population dynamics, 
gender, and sexual and reproductive health and rights. UNFPA works with partners to coordinate 
and implement the Minimum Initial Service Package (MISP) for sexual and reproductive health – the 
internationally recognized standard for life-saving SRH care at the onset of an emergency. This involves 
delivering essential medical supplies, such as the inter-agency reproductive health (IARH) kits, in 
support of the MISP objectives (📎 see Annex G for link to MISP for SRH in crisis situations).
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1.3 The critical role of midwives 
in emergency SRH response
 
Sexual and reproductive health needs persist even in the most severe humanitarian crises. Every 
woman, girl and newborn child has the right to safe, respectful and high-quality SRH services, 
and midwives are indispensable in fulfilling this right. Midwives have the necessary pre-service 
education, scope of practice and passion to best provide the MISP. In addition, evidence consistently 
shows that when a crisis strikes, midwives are more likely than other health workers to remain in 
their communities or move with the IDPs and refugees, providing life-saving care in even the most 
dangerous and remote areas, and often at great personal risk [1, 11].

The impact of a skilled midwifery workforce is clear. Educated, regulated and supported midwives can 
deliver approximately 90 per cent of essential SRH, maternal, newborn and adolescent health services 
[13]. Their scope of practice aligns directly with the life-saving interventions of the MISP and extends 
beyond, including providing emergency obstetric and newborn care (EmONC), preventing and treating 
STIs and HIV, offering a range of contraceptive methods and ensuring the clinical management of rape 
(CMR) [13]. In line with other priorities highlighted in the MISP, midwives can also support women and 
girls – at every level of care, and in circumstances where not prohibited by law – with access to, and 
management of, safe abortion care. Investing in midwifery is the single most cost-effective strategy for 
improving maternal and newborn health outcomes and building resilient health systems [15]. Universal 
coverage of midwife-delivered interventions could avert roughly two thirds of all maternal deaths, 
stillbirths and neonatal deaths [12, 14]. The impact of a skilled midwife workforce is captured in the 
Sustainable Development Goal 3: skilled birth attendance is one of the indicators for advancement. 

Despite this evidence, midwives and midwifery remain critically underfunded and undervalued 
globally [12]. To address this gap, The Midwifery Accelerator was launched in 2025 by UNFPA, WHO, 
UNICEF, the International Confederation of Midwives (ICM) and Jhpiego. This global initiative aims 
to build a unified coalition of governments, partners and stakeholders to strengthen and scale up 
midwifery models of care within national health systems [15]. Specific and focused investment in 
midwifery is the best strategy for enabling countries to improve their preparedness for addressing 
maternal and newborn health in both development and crisis settings and for building their overall 
health system resilience.
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1.4 Purpose and objectives  
of this document
 
This document is intended to provide UNFPA country offices and partners with clear, actionable 
guidance for strengthening the role of midwives as frontline providers and leaders for SRH in 
humanitarian response, thereby enhancing national capacity for preparedness, response and 
recovery. The primary audience for this guidance is UNFPA SRH coordinators, programme managers 
and technical advisers, but it could also be useful for their counterparts in government ministries 
(particularly ministries of health and education), national midwifery associations, humanitarian 
implementing partner organizations and other stakeholders.

The guidance aims to:

	 provide an overview of UNFPA’s SRH mandate in humanitarian settings;

	 provide a comprehensive overview of evidence-based actions that strengthen the 
midwifery workforce for humanitarian action;

	 propose concrete actions aligned with three of the phases of the emergency management 
cycle (preparedness, response and recovery) linked with the strategic pillars of The 
Midwifery Accelerator and the objectives of the MISP;

	 frame investment in midwifery not just as a humanitarian response intervention, but also 
as a core component of resilient health system strengthening; and

	 provide a comprehensive set of technical annexes containing useful tools and resources  
for programme managers and for partners who are planning and implementing 
humanitarian midwifery programming. 
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midwives and 
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2.1 Defining the role  
and required competencies  
of midwives in  
humanitarian response
 
In order to prepare and deploy midwives in humanitarian settings effectively, it is essential to have 
a clear and shared understanding of their role and scope of practice, grounded in global standards. 
This role is not an ad hoc creation for emergencies but an extension of the core professional identity 
of a midwife, adapted to the unique constraints and priorities of a crisis. In line with global standards, 
the term ‘midwife’ in this document follows the definition established by the ICM [38]. The document 
highlights two main roles: midwives as service providers (including related supervisory roles) and 
midwives as part of humanitarian coordination action.

Alignment with global standards

The role of a midwife deployed in humanitarian settings is reflected in the ICM Essential Competencies 
for Midwifery Practice (2024). The guidance outlines the minimum set of knowledge, skills and 
professional behaviours required to be a midwife [16]. Crucially, the 2024 update reflects the growing 
reality of humanitarian work by adding a new category on sexual and reproductive health and rights 
(SRHR) and, for the first time, a specific competency on providing midwifery care in humanitarian 
crises. This competency framework explicitly requires midwives to have the knowledge and skills to 
provide the MISP, knowledge of the impact of climate change on SRH and knowledge of the principles 
of humanitarian action; it also requires midwives to possess the skills to adapt their practice to limited-
resource settings [16]. 📎 These competencies are listed in Annex A and Annex B.

The above competencies are further reinforced by the ICM position statement, The Role of Midwives in 
Humanitarian Crises, which states that midwives are critical for anticipatory preparation and response 
and urges governments and humanitarian organizations to include them in all phases of emergency 
planning and deployment [17].

Midwifery scope of practice and the MISP

In the acute phase of a humanitarian emergency, the primary function of a midwife is the 
implementation of the MISP. The MISP is the internationally recognized set of priority, life-saving 
interventions required when responding to the SRH needs of a population at the onset of a crisis [18]. 
Notably, there is significant alignment between the established scope of midwifery practice and the 
objectives of the MISP, indicating that midwives are ideally positioned to meet these needs when 
adequately supported [12].

While the MISP is the reference point for priority actions at the onset of an emergency, a midwife 
will also play a central role in delivering the high-priority health services for humanitarian response 
(H3) package for a protracted crisis, as developed by the Global Health Cluster and WHO [19]. The H3 
package defines a set of prioritized health interventions for protracted emergencies and aligns with 
MISP Objective 6: “Plan for comprehensive SRH services, integrated into primary health care”. 
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H3 can be seen as a link between humanitarian action and national service packages, and it should 
be adapted to the local context [19]. The core competencies of a midwife enable the delivery of many 
of these high-priority services, which include the continuation of all services under the MISP but also 
extend beyond both in the type of service (e.g., the MISP focuses on life-saving priority intervention 
and does not include the full packages of routine ante- and postnatal care, cervical cancer screening, 
etc.) and in the tailoring of services to reach those furthest behind (including youth; people who sell 
or exchange sex; people with diverse sexual orientation, gender identity and expression and sex 
characteristics; people with disabilities; and population groups subject to any kind of stigma impeding 
their equal access to healthcare).

Beyond the frontline: midwives as gender-transformative leaders

Midwives must be recognized not merely as frontline healthcare providers but also as leaders 
and decision-makers if they are to respond effectively to the SRH needs of the community. Their 
competence and professional autonomy uniquely position them to design, adapt and implement 
quality interventions during humanitarian crises. In fragile contexts, their perceived neutrality and high 
community respect grant them access across the country in which they operate, making them uniquely 
capable of accessing hard-to-reach areas. 

Institutionalizing this leadership role within crisis response will improve health outcomes for women 
and newborns, enhance long-term resilience in health systems and ensure gender equality in 
leadership. To fully realize midwives’ potential as agents of systemic change, gender-transformative 
policies and practices must be promoted – by advocating regulatory frameworks that challenge 
harmful gender norms and power imbalances within health systems and communities, and by fostering 
an environment where midwives can thrive and contribute to gender equality.

Case study: United Nations Volunteer midwives strengthening maternal 
health in fragile settings – South Sudan

The Republic of South Sudan continues to face one of the highest maternal mortality ratios 
globally, particularly in conflict-affected areas where access to skilled birth attendants 
remains limited. At South Sudan’s independence, there were only eight professional midwives 
in the country. As a result, from 2011 to 2021, UNFPA, in partnership with the United Nations 
Volunteers (UNV) programme and the Ministry of Health, deployed more than 50 international 
and national UNV midwives across priority locations to bridge workforce gaps and strengthen 
maternal health services. These midwives provided skilled attendance in hospitals and 
primary healthcare centres while mentoring national counterparts. Their deployment led 
to more than 9,000 safe deliveries annually and on-the-job mentorship for more than 400 
student nurses and midwives in respectful maternity care, infection prevention and emergency 
obstetric management. The midwives’ presence also increased community confidence in 
facility-based delivery, boosting antenatal and postnatal care attendance. The initiative 
demonstrated that deploying UNV midwives effectively addresses workforce shortages in 
fragile settings while enhancing local capacity. The collaboration between UNFPA, UNV and 
South Sudan’s Ministry of Health underscores the power of volunteerism and partnership in 
advancing reproductive health rights and saving lives in humanitarian contexts.
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2.2 Challenges faced  
by midwives in  
humanitarian settings

Structural deficiencies

Chronic underinvestment is a global phenomenon that hinders all midwives and SRH services from 
the outset, resulting in inadequacy in clinical services, in plans for midwife deployment, in training, in 
distribution, in retention, and in infrastructure and salaries. These deficiencies create barriers to good 
practice that intensify during crises [21, 22]. A cross-regional analysis of MISP readiness assessments 
(MRAs)1 confirms that many countries lack dedicated funding for SRH emergency preparedness and 
rely on external sources [21]. This problem is compounded by policy gaps: While most countries 
have national emergency policies and plans, SRH and the MISP are often not sufficiently integrated 
into these frameworks [21], leading to reactive and inconsistent service delivery in humanitarian 
emergencies [24, 25]. Furthermore, the MRAs highlighted the fact that development policies focused 
on SRH rarely cover emergency preparedness, creating a dangerous disconnect [21].

Failures in coordination among agencies, governments and local bodies result in a fragmented crisis 
response, a recurring issue identified in the MRAs, which point to inconsistent stakeholder engagement 
and a lack of SRH-specific working groups focused on preparedness [21]. The systemic exclusion of 
midwives from leadership roles, whether or not deliberate, results in strategies that are often designed 
without crucial ground-level expertise [24, 26]. Underdeveloped or non-operational health information 
systems in humanitarian contexts – including a lack of reliable information on workforce distribution, 
shortages and mortality rates – make it highly challenging to build a compelling case for funding or 
designing targeted interventions [24, 26, 27]. A lack of standardized, SRH-specific data collection 
tools and the failure to integrate MISP indicators into national health information systems [21] only 
intensifies this knowledge and preparedness gap.

Workforce challenges: shortages, skills and regulatory gaps 

The world faces a deficit of 900,000 midwives, reflecting a shortage that is most acute in crisis-prone 
regions and one which is worsened by the inequitable distribution that leaves rural communities with 
little or no skilled care [28, 29, 30]. New professionals, such as those in all healthcare professions 
in low- and middle-income countries, are often inadequately prepared, because pre-service training 
frequently fails to meet global standards, suffering from outdated curricula, inadequately prepared 
teachers, non-functional simulation labs and inconsistent clinical placements that prevent students 
from acquiring essential life-saving skills. There is a critical lack of training on competencies required 
for the implementation of the MISP, and safety and security issues limit female students’ access to 
education and standing in the workforce in some countries, such as Somalia [29]. 

1	 MISP readiness assessments are conducted to evaluate national or sub-national capacity to implement the MISP for sexual 
and reproductive health in humanitarian settings. They help identify strengths, gaps and areas for improvement, to guide 
efforts in strengthening SRH preparedness.
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The training gap is significant, and the MRAs show that MISP competency-based skills training is 
inconsistently integrated into midwifery curricula in most countries, leaving midwives ill-prepared  
for emergencies [21].

A further challenge is the absence of clearly defined task-shifting mechanisms in some countries, 
which prevents midwives from delivering comprehensive SRH care in humanitarian contexts [21]. 
Even when trained, midwives are often prevented from practising to their full potential because 
of restrictive regulations that forbid them from performing life-saving interventions such as 
prescription privileges, manual vacuum aspiration or vacuum-assisted vaginal deliveries, even when 
no other provider is available [24]. 

Finally, the workforce is undermined by inadequate support and the lack of an enabling environment. 
Poor remuneration; excessive working hours; insecure, dangerous, unsafe or fragile contexts in 
which there may be attacks on health workers and health infrastructure; and a lack of professional 
and psychosocial support – all can lead to burnout, depression and high rates of attrition, further 
fuelling poor retention [24, 32, 33]. This chronic stress is often exacerbated by the disproportionate 
care burden borne by midwives, who live among crisis-affected populations and, along with their 
families, are also at risk; they frequently have to balance demanding professional responsibilities 
with personal and family caregiving roles, particularly in crisis settings. This dual burden intensifies 
burnout, impacts mental well-being and contributes to high attrition rates, further depleting an 
already strained workforce. Finally, the predominantly female midwifery workforce is at a higher risk 
of gender-based violence, including workplace sexual harassment, assault, exploitation and abuse.

Frontline realities: delivering care without supplies and safety

Systemic and professional failures translate into daily, life-threatening challenges on the front lines. 
Pervasive insecurity is a primary barrier, with midwives facing direct threats and attacks on health 
facilities, resulting in high anxiety and sometimes working dangerously long hours to avoid travel in 
high-risk periods [26, 32, 33]. This insecurity directly limits when and where care can be provided. 
Midwives also work with a chronic scarcity of essential resources. A lack of essential supplies, 
equipment, electricity, telecommunications and clean water prevents them from using their skills, 
turning manageable complications into fatal emergencies and inflicting immense moral injury on 
providers [21, 26, 32, 33]. The MRAs confirm these challenges, highlighting that essential SRH 
commodities are often missing from national essential medicines lists and that systems for remote 
service delivery, such as telemedicine, are frequently lacking, further limiting access to care [21]. 

Moreover, midwives are often members of affected communities and must deal with their own traumas 
while responding professionally [26]. The combination of insecurity, overwork, resource scarcity and 
the witnessing of preventable suffering leads to high rates of anxiety and depression [33]. This chronic 
stress can also compromise a midwife’s capacity to offer compassionate, respectful care, particularly to 
marginalized groups. Yet, dedicated mental health and psychosocial support systems are consistently 
described as underdeveloped, treating midwives as inexhaustible resources rather than as human 
survivors of crisis [26, 32].
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Context-specific and compounding factors

While many challenges are widespread, the character a challenge takes is shaped by the nature of a 
particular crisis. In situations of armed conflict in, for example, Afghanistan or Nigeria, the deliberate 
targeting of health systems and discrimination against female health workers make physical security 
and navigating political barriers the paramount challenges [24, 33, 34]. In displacement settings 
such as refugee camps, midwives must navigate a complex web of cultural, linguistic and bureaucratic 
hurdles. Cultural norms can cause life-threatening delays in care, while a lack of interpreters and 
cumbersome bureaucracy can block access to services [24, 34, 35]. The growing threat of climate-
related disasters, such as floods in Bangladesh or extreme winters in Pakistan, is defined by the 
destruction of infrastructure, which cuts off physical access for both providers and patients [24, 32, 
33]. Providers of safe abortion care, including midwives, are known to suffer stigmatization by their 
communities, even when the right to access this care is stipulated by law [36]. 

The challenges that midwives face in humanitarian settings are a complex, interconnected set of 
systemic and societal failures. Addressing them requires: a paradigm shift towards predictable, 
long-term investment in health systems; the integration of midwifery and the MISP into all national 
emergency preparedness and response policies, plans and strategies; and a holistic approach to 
workforce development that includes education, regulation and an enabling environment. Midwives are 
often both the first and last line of defence for women and newborns in crisis, so ensuring they are safe, 
supported, valued, respected and empowered is a fundamental imperative for humanitarian action.

Gendered impacts on midwives

Beyond systemic and operational challenges, midwives in humanitarian settings – the vast majority 
of whom are women – often face gendered risks. These can include heightened exposure to GBV 
and harassment, both within their professional roles and in their personal lives. Cultural norms and 
expectations can also limit their mobility, autonomy and decision-making power, particularly in 
conservative or conflict-affected areas. In Afghanistan for instance, government policies have exerted 
a huge gendered impact on midwives: The government has, de facto, banned women from studying 
nursing and midwifery, resulting in a fully fledged health emergency [37]. Furthermore, the significant 
care burden that is disproportionately carried by midwives is often exacerbated by societal gender 
roles that place primary caregiving responsibilities on women, leading to increased stress, burnout 
and attrition. Addressing these gendered impacts is critical for ensuring the safety, well-being and 
sustained effectiveness of the midwifery workforce.
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3. Preparing 
and supporting 
midwives for 
humanitarian 
response
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This chapter provides the operational core of the guidance, presenting a phased approach with 
concrete, evidence-based action points. It is structured around the emergency management cycle 
– preparedness, response and recovery – making it applicable to all countries in any phase. The 
approach explicitly links to the strategic pillars of The Midwifery Accelerator, with a focus on policy 
and commitments, education, deployment and retention, leadership and community engagement. This 
allows the audience to integrate these actions into the national midwifery strategy or health workforce 
plans, enabling a more sustainable approach.

This programmatic guide demonstrates how midwives can, and should, contribute to long-term, 
resilient health-system strengthening in order to support preparedness, response and recovery from 
humanitarian crises. It details the actions that can, and should, be taken in each phase, directly 
contributing to strengthening countries’ commitment and capacity to have midwives as frontline 
providers in humanitarian response. The most sustainable SRH humanitarian programmes are those 
in which crisis response acts as a catalyst for development, creating the potential for the emergency 
management cycle to become a continuous loop of improvement. Guiding countries to ensure that 
midwives are well positioned to be frontline providers and leaders within this cycle is imperative. 

3.1 How to use this guidance
 

This document is intended as a “living” guide, designed to be adapted to specific country contexts. 
It is a framework for strategic planning and action and is not intended to be prescriptive. Users 
are encouraged to navigate and adapt the document based on their country’s specific phase in the 
emergency response cycle, while recognizing the profound interconnectedness of all phases. The 
country and regional case examples are provided as inspiration and evidence of what is possible, not 
as rigid templates to be copied, since each context is unique. Finally, the technical annexes (A–H) offer 
practical, stand-alone tools to support the implementation of the actions described in the main body of 
the guidance. This document is subject to updates as new evidence and best practices emerge.
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Humanitarian development 
peace continuum

RESPONSE:  
DELIVERING LIFE-SAVING 

SRH CARE DURING  
A CRISIS

RECOVERY:  
BUILDING BACK A 
STRONGER, MORE 

RESILIENT SYSTEM  
AFTER A CRISIS

Rebuild & Retain Workforce: 

Offer ongoing MHPSS, provide career 
development and transition midwives 

to sustainable posts.

Institutionalize Leadership: 

Use evidence from the response  
to advocate for permanent  

policy reform.

Ensure Rapid Deployment  
& Coordination: 

Activate pre-established rosters and 
ensure midwives are active  
in coordination meetings.

Prioritize Localization 
& Support: 

Partner with local NGOs and ensure 
duty of care for the safety and mental 

well-being of deployed midwives.

Sustain Investment & 
Accountability: 

Analyse post-crisis data  
to inform future strategies  
and share lessons learned.

PREPAREDNESS:  
BUILDING A RESILIENT 
FOUNDATION BEFORE  

A CRISIS

Prepare Workforce & Education:

Establish deployment rosters  
and integrate MISP  

competencies into curricula.

Secure Financing & Supplies:

Advocate for dedicated funding and 
preposition IARH kits.

Strengthen Governance & Policy:

Integrate midwives and the MISP 
into national emergency plans.

Strengthen Data & Systems:

Integrate MISP-related indicators into 
national health information systems.

Figure 1: Overview of the guidance
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3.2 All phases
Essential programmatic basis

To ensure that midwifery services are not treated as an afterthought during emergencies, they must 
be integrated into core organizational and national planning structures from the planning stage. The 
following actions establish a continuous programmatic foundation that supports midwives through 
every stage of a crisis.

•	 Ensure there are midwifery-related outputs in the country programme document (CPD). 
If missing, include and align these with the latest UNFPA Strategic Plan, UNFPA Strategy for 
Reproductive, Maternal and Newborn Health and Well-being 2025–2030 and The Midwifery 
Accelerator. (📎 Key resources in Annex G)

•	 Review existing national policy documents related to the education and deployment of SRH health 
workforce to humanitarian settings, and identify the gaps.

•	 Link programme activities and outputs to national policy guidelines, if these exist.  

3.3 Phase 1: Preparedness
Building a resilient foundation before a crisis

This phase focuses on the long-term, systemic work that is foundational for an effective response. 
These actions are not merely for crisis readiness; they are fundamental to building a resilient national 
health system capable of withstanding shocks.

Workstream: strengthen governance and policy frameworks

Key strategy link for action 
This action point operationalizes: The Midwifery Accelerator 1: Strengthen policy and 
regulatory frameworks [15]; Accelerator 6: Strengthen midwifery leadership; and enables MISP 
Objective 1: Coordination and MISP Objective 6: Plan for Comprehensive SRH [1, 22].

📎 Key resources for this workstream can be found in Annex G 
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Actions:

•	 Establish national policies and regulations that recognize the midwife workforce as essential 
to national SRH health workforce strategies: Ensure that preparedness elements are integrated 
into national SRH strategies and development plans, not just emergency plans, to institutionalize 
their prioritization and ensure alignment with broader health and disaster frameworks for seamless, 
risk-informed implementation. 

•	 Integrate midwives into national emergency plans: Advocate with ministries of health and 
national disaster-management authorities to formally embed midwives into all national and sub-
national health emergency preparedness and response frameworks. This includes defining their 
roles, responsibilities, deployment mechanisms with safety measures, and required competencies 
and capacity development plans, with focus on MISP integration [22]. This ensures that midwives 
are recognized as essential frontline responders from the outset [18].  

•	 Promote gender-responsive budgeting through the integration of midwives: During planning, 
advocate for financial allocations that specifically address the gendered needs of SRH service 
users and providers. Dedicated resources that mitigate the gender-specific risks faced by midwives, 
strengthening the quality and availability of SRH care, promote gender-responsive budgets.

•	 Include midwives in coordination and decision-making bodies: The MRAs highlighted the need 
for improved coordination mechanisms at national and sub-national levels, including establishing 
or activating SRH sub-groups or technical working groups [21]. Midwives should be key members of 
these groups and/or heavily involved in establishing and leading these coordination mechanisms if 
such groups do not yet exist. In addition, the working group should prioritize midwives as key SRH 
providers, and establish clear mechanisms to find and deploy national midwives who meet global 
standards for humanitarian response.  

•	 Establish or strengthen a technical working group, advisory group or coalition that can drive 
advocacy, planning and implementation.

•	 Conduct the MRA: This assessment should be carried out with UNFPA’s support in collaboration 
with the relevant government and SRH stakeholders on a regular basis during stable times, and the 
results used to inform preparedness activities [21]. 

•	 Plan and conduct coordination simulations with key stakeholders, including the ministry of health 
(MoH), midwifery associations and rostered midwives, in order to test emergency plan coordination 
and execution for MISP implementation, including referral coordination, before a crisis hits. 
Designate a midwife focal point/representative, whether that be the midwifery association, chief 
midwife or technical working group (TWG) leader.

•	 Align the legal scope of practice – a critical, high-impact advocacy priority: Work with 
governments, parliaments and professional councils to reform outdated laws and regulations to allow 
midwives to perform all essential life-saving functions for which they are trained, consistent with 
the ICM Essential Competencies for Midwifery Practice (2024). Particularly, this must include basic 
emergency obstetric and newborn care (BEmONC) functions, the insertion of long-acting reversible 
contraceptives (LARCs), and GBV response services, including CMR and its integration with mental 
health and psychosocial support. Advocacy must also address implementation barriers – such as 

https://eca.unwomen.org/en/digital-library/videos/2018/01/what-is-gender-responsive-budgeting-0
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requirements for physician supervision, lack of professional liability insurance and inadequate training 
– which deter midwives from practising to their full potential [39, 40]. In settings that lack formal 
policies on the scope of practice for midwives, such policies should be advocated for in partnership 
with national midwifery associations to formalize the profession and scope of practice.  
 
In reality, midwives are potentially the sole SRH or healthcare providers in a humanitarian response, 
and they need to act in the best interest of patients. As a principle, it is crucial to prioritize essential 
midwifery competencies during deployment. Efforts focused on task-sharing and interprofessional 
teamwork must be made to ensure that midwives can concentrate on their main, life-saving SRH 
and MNH scope of practice according to the ICM [16], while still being competent to manage or 
triage broader health emergencies as per national ethical and humanitarian imperatives.  
 

📎 Use Annex A and Annex B to cross-check and identify which competencies are lacking,  
or not, as defined in the national policy documents. 

•	 Strengthen, and collaborate with, midwifery associations: ICM defines a midwives’ association as 
a professional association of midwives that is the voice for midwives, supporting midwives, building 
professionalism and representing the interests of midwives to governments and other stakeholders 
[31]. National and sub-national midwifery associations should be recognized as essential strategic 
partners. Invest in their institutional capacity to lead on the setting of standards, quality assurance, 
training, roster management and policy advocacy. A strong, unified and transparent midwifery 
association is a key enabler of all other preparedness activities, given its critical role and wide 
membership networks that extend from major cities to village and community levels. Consider a 
humanitarian branch of the national association if many midwives are deployed as part of a response. 
Please refer to ICM’s resources on investing and strengthening midwives associations in 📎 Annex G.

•	 Plan for and support transition to midwifery models of care (MMoCs): MMoCs optimize service 
delivery to better meet the needs of women and newborns before, during and after pregnancy. In 
this model, high-quality care is coordinated by midwives who make autonomous decisions across 
their full scope of practice, as part of interdisciplinary teams. The best results are achieved through 
continuity of midwife care, that is, care is provided by the same midwife or team of midwives during 
pregnancy, birth and the postnatal period [4]. There is no set definition of MMoCs, and they are 
adaptable and customizable across many contexts, including humanitarian settings. 📎 Please refer 
to Annex G for resources supporting implementation of MMoCs.

Country case example: leveraging crisis for policy reform in Türkiye 

In Türkiye, UNFPA successfully advocated for the integration of the MISP into the curricula 
of more than 15 university midwifery faculties, creating a sustainable training pipeline for 
new midwives. Following the devastating 2023 earthquake, the effective performance of 
midwives as first responders in hard-to-reach areas provided powerful, undeniable evidence 
of their capability. This created a critical window of opportunity. The Ministry of Health shifted 
its approach and began updating its emergency intervention protocols to include, officially, 
new, defined roles for midwives. UNFPA is now leveraging this success to push for permanent 
legislative changes that would allow midwives to provide care to their full scope of practice, 
and has defined responsibilities for midwives in the national emergency response system. 
This case demonstrates how a successful response, when strategically documented and 
communicated, can be a powerful catalyst for long-term, institutional policy change.
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Workstream: prepare a capable, confident and available midwifery workforce

Actions:

•	 Strengthen pre-service education to prepare midwives for humanitarian response:

•	 	Integrate all competencies required to implement the MISP in national curricula:

•	 Ensure that the service delivery components of the MISP are strengthened alongside 
the coordination and health-system strengthening components of the national midwifery 
curricula aligned with the global standard, for example, Global Sample Curriculum for the 
Pre-service Education of Midwives: Direct Entry and Post-Nursing Programmes (publication 
forthcoming).

•	 Do not miss the next opportunity to revise curricula, and to train midwifery teachers and 
tutors on the revised curricula.

•	 Engage relevant stakeholders – including ministries of health and education, higher 
educational institutions, midwifery associations and councils, United Nations agencies, non-
governmental organizations (NGOs) and civil society actors active in the area of education 
– in advocacy for midwifery curricula, so that they include all components required to 
implement effectively the MISP for sexual and reproductive health in humanitarian settings. 

•	 Ensure midwifery training is done primarily by midwives, by investing in midwifery trainers 
and mentors, and by elevating midwives into positions as supervisors, tutors, midwife-school 
directors, heads of midwife associations and key roles at ministerial level. Investing in 
midwife leaders can ensure a voice for midwives at all levels. 

	 📎 Use Annex A and Annex B to see all skills required for the implementation of the MISP 
and the ways in which they are reflected in ICM essential competencies. Cross-check if 
these are included/covered in the current curriculum.

Key strategy link for action 
This action point operationalizes: Midwifery Accelerator 3: Invest in quality education and 
professional development for midwives; and Accelerator 4: Deploy midwives strategically 
through data-driven workforce planning [1, 15, 16].

📎 Key resources for this workstream can be found in Annex G  
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•	 Integrate context-specific risks: In countries vulnerable to specific hazards, advocate for 
tailored curriculum updates. In climate-vulnerable Bangladesh, for example, UNFPA advocacy 
led to the inclusion of modules on disaster response and the health impacts of climate change.

•	 Ensure competency-based learning: Include simulation practice and clinical placement for 
the MISP skills to equip graduates with adequate clinical skills. This includes updating curricula, 
equipping simulation labs, building the capacity of midwifery faculties and preceptors, ensuring 
sufficient practicum hours in hospital settings, and incorporating active and innovative learning 
methods, for example, role play and skill drills including teamwork.

•	 Enhance midwifery faculty capacity: Invest in the capacity, regulation, working environment 
and supporting system of midwifery educators, to ensure that they can build the clinical 
competencies of students effectively, with an emphasis on application in humanitarian settings. 
Please refer to ICM’s Global Standards for Midwife Faculty Development.

•	 Implement in-service training and continuous professional development:

•	 Understand the country- or context-specific gaps – in midwives’ knowledge, competencies 
and practice – that are required for delivery of the MISP. More specifically:

•	 analyse the pre-service training curriculum (see 📎 Annex A and Annex B for all skills 
required, and cross-check whether these are included/covered in the current curriculum);

•	 understand the scope of practice (see the action described above, “Align the legal scope  
of practice”); and

•	 conduct focus-group discussions to understand practising midwives’ perceived gaps in 
knowledge, competencies and practice. 

•	 Offer structured and tailored competency-based training programmes that combine theory 
with simulation, communication and decision-making skills, as well as clinical practice. These 
can also be used to achieve the rapid training of existing midwives in the context of a current 
crisis, when more midwives are needed for quick deployment.

Regional case example: UNFPA Asia & Pacific Midwifery Faculty 
Development Programme

To address the need for high-quality midwifery education in the Asia & Pacific Region, the 
UNFPA Asia Pacific Regional Office (APRO), in partnership with the Burnet Institute, launched 
a comprehensive Midwifery Faculty Development Programme in 2020. The programme 
strengthens educators’ skills in curriculum development, contemporary teaching methods and 
clinical mentoring, through a flexible, eight-module structure. Delivered via online, hybrid and 
in-person formats, the programme has reached over 200 faculty members from more than 20 
countries and resulted in the creation of a strong community of practice. In order to ensure 
local ownership and sustainability, a “training of trainers” model began in 2024, empowering 
local leaders to adapt and deliver the training in their own contexts [41].

https://internationalmidwives.org/new-global-standards-for-midwife-faculty-development/
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•	 Address critical skills gaps: Focus training on commonly identified gaps, including CMR, 
intimate partner violence (IPV), post-abortion care and safe abortion care to the full extent of 
the law [21]. Ensure the integration of mental health and psychosocial support (MHPSS) in SRH/
MISP implementation. Training must also include key concepts of humanitarian principles, such 
as protection from sexual exploitation and abuse, and accountability to affected populations, 
as well as essential skills for humanitarian work, such as adaptability/flexibility, cultural and 
emotional awareness, time and stress management, security awareness and leadership, and 
coordination (📎 see Annex A and Annex B). The training should equip midwives to identify and 
address gender inequalities in their practice, and to advocate for the rights of women and girls. 

📎 Annex G provides a comprehensive list of online training tools and resources to address 
these critical skills gaps.

•	 Leverage digital tools: Utilize technology to expand the reach of training and provide ongoing 
support, especially in remote areas. New technology can be proactively used to enhance 
education, for example, having simulation labs alongside a clinical practice component to build 
clinical skills (📎 see Annex G for a list of digital resources).

•	 Emergency drills at facility/sub-national level: Conduct emergency preparedness drills 
regularly, with a focus on MISP delivery. Involving all medical and non-medical team members 
and stakeholders (coordinators, doctors, midwives, nurses, pharmacists, administrators, 
logisticians and community leaders), examine national and facility-based protocols for specific 
scenarios relevant to the country/area, to ensure that the team can respond to the SRH service 
needs in real-world settings. 

Country case example: leveraging digital tools in Indonesia

In response to the challenges posed by Indonesia’s vast geography and the need for cost-
effective solutions, UNFPA in Indonesia, in collaboration with the Indonesian Midwives 
Association, has incorporated MISP content into midwifery teaching materials that have been 
tested and utilized in several midwifery institutions since 2015 [23]. Building on this, UNFPA in 
Indonesia is currently in the process of including the MISP in the national midwifery curricula.

In order to broaden the reach of critical training, the Indonesia country office developed an 
electronic learning portal to deliver the MISP curriculum and training modules to programme 
managers across Indonesia’s many islands. While budget limitations have reduced the 
frequency of in-person simulation exercises, online orientations are now used to train midwives 
and programme managers [20]. During crisis response, simple, accessible technology has 
proved vital; for instance, a WhatsApp group was established to connect deployed midwives 
with obstetrician-gynaecologists, medical doctors and the Red Cross, creating a real-time 
“community of practice” for technical discussions and for managing referrals. 
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•	 Establish mentorship programmes: Establish structured mentorship programmes that provide 
ongoing support, in order to combat skills erosion and build confidence and support for new 
midwives. These programmes may include offsite classroom training, with intensive onsite 
mentorship on live cases and/or supportive supervision with targeted on-the-job training.

•	 Establish and maintain deployment rosters:

•	 Develop national rosters: Work with governments and midwifery associations to establish and 
maintain rosters of pre-vetted, trained and certified midwives who are ready for rapid in-country 
deployment. Access and understand any real-time midwifery workforce data available through 
the government/educational institutions or midwifery association in order to understand the 
current state of midwifery in the country (📎 see Annex D).

Country case example: a comprehensive facility-based mentorship 
programme in Cox’s Bazar, Bangladesh 

In order to address critical hands-on skills gaps among newly qualified midwives deployed to 
the Rohingya refugee response, UNFPA established a structured mentorship programme with 
international midwives, initially, transitioning as expertise was built with national midwives. 
The programme combines offsite classroom training in theoretical knowledge, such as 
managing obstetric emergencies, with intensive, one-on-one onsite mentorship. At the health 
facilities, experienced mentors work alongside junior midwives, providing direct support and 
supervision on live cases, reviewing clinical practices and building essential hands-on skills 
and confidence. Data from individual midwife logbooks is used to create targeted work plans 
so as to address specific weaknesses. This entire process is linked to the camps’ maternal 
and perinatal death surveillance and response (MPDSR) system, ensuring that training 
priorities are directly informed by the identified causes of maternal and newborn deaths. 
This comprehensive, data-driven model has been credited with contributing to a significant 
reduction in mortality in the camps.

Country case example: national midwifery association roster  
partnership in Somalia

The Midwife Surge Roster – introduced by UNFPA in Somalia, in regions facing recurrent 
climate crises – has demonstrated the pivotal role of midwives in saving lives. In 2022, 
UNFPA partnered with the Somali Midwives Association to deploy surge midwives into IDP 
camps in Baidoa. Through this initiative, 78 midwives and 65 community health workers 
were mobilized to strengthen referral systems, provide health promotion and deliver life-
saving SRH services to 7,345 vulnerable people, including women, children, adolescents and 
youth. This is a strong case, which shows midwives leading effective and timely humanitarian 
interventions at scale.
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•	 Define clear deployment modalities: Establish clear standard operating procedures for the 
activation, management and financing of rosters (📎 see Annex D). Deployment models vary and 
should be adapted to the specific country context. Common models include: (1) government-led 
deployment, where the MoH contracts midwives with UNFPA funding, implementing partner-
managed deployment; and (2) association-led deployment, where the national midwifery 
association manages the roster. Rarely, UNFPA will also directly manage contracts.

Workstream: secure financing and pre-position supplies

Country case example: the Humanitarian Midwife Roster  
in the Democratic Republic of the Congo

In the Democratic Republic of the Congo, a UNFPA-supported humanitarian midwife roster was 
established to deliver SRH integrated services effectively in crisis settings. The initiative began 
after it was observed how difficult it was to find midwives and medical doctors who could work 
in remote areas during the complex emergencies the country faced. An initial pilot programme, 
where UNFPA directly contracted a batch of 30 midwives trained on MISP, proved that midwives 
were effective and willing to be deployed to hard-to-reach areas, leading to a reduction in 
maternal deaths. However, this pilot revealed significant challenges with mobility and flexibility 
because of United Nations contract conditions. As a result, the programme transitioned to a 
more sustainable, ministry of health-led model, where UNFPA worked directly with the National 
Programme of Reproductive Health and health zones at provincial level to target and provide 
capacity-building for this kind of workforce adapted for humanitarian settings. Under this new 
system, midwives are trained and remain in their employed posts, strengthening the health 
system, until a crisis emerges. When funding is secured, typically through mechanisms such as the 
Central Emergency Response Fund and other humanitarian funds, the midwives are then deployed 
on Ministry of Health contracts, with the government acting as the implementing partner, or on 
temporary contracts under other implementing partners. This successful approach was enabled by 
strong advocacy and the simultaneous integration of the MISP into the national pre-service and 
in-service midwifery curriculum, ensuring a foundation of skilled providers ready for deployment.

Key strategy link for action 
This action point operationalizes Midwifery Accelerator Pillar 1: Commit and Invest [16, 17]  
and is essential for delivering MISP Objectives 2, 3, 4 and 5 [1, 21].

📎 Key resources for this workstream can be found in Annex G 
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Actions:

•	 Advocate for dedicated preparedness funding: Actively and persistently make the investment case 
to donors and governments for dedicated, flexible funding for midwife-centred preparedness activities 
(e.g. curriculum reform, roster training and simulation exercises). This is critical, as mobilizing 
resources specifically for preparedness is exceptionally difficult once a crisis has already occurred. 
The UNFPA Investment Case Framework for Care Provided by Midwives supports governments, 
health planners, and partners in building a strong, evidence-based economic case and political 
recommendations for introducing or scaling up MMoC. 📎 An overview of potential funding sources is 
listed and described in Annex H.

•	 Pre-position essential supplies: Midwife leaders can work with national and international supply 
chain experts to advocate for emergency-response-dedicated SRH commodities in disaster-prone 
or conflict-risk regions. Pre-positioning of IARH kits is very practical, but brings significant cost as 
well as risk that is related to the shelf life of some products. Another option is a buffer of essential 
SRH commodities as part of national planning: The extra quantities can be dispatched at the onset 
of an emergency and replenished with funds from the emergency response. This is a key, practical 
action within the humanitarian–development nexus, which can prevent life-threatening shortages of 
safe delivery and emergency obstetric supplies, contraceptives and post-rape care medications in 
the initial days of a response, when supply routes may be cut off [42]. 

Workstream: strengthen health information systems (HIS)

Actions:

•	 Improve SRH data management: During the preparedness phase, midwife leaders can work with 
ministries of health to establish simple, robust SRH data-collection systems and tools that can be 
realistically maintained during an emergency. Midwives should advocate for the integration of MISP-
related indicators and sex-, age- and disability-disaggregated data into routine assessment and data-
collection processes – for example, the health management information system, civil registration 
and vital statistics – to address the diverse needs of vulnerable populations [21]. The contingency 
communication plan (or reporting system) for emergencies, including the rapid or simplified MPDSR 
data-collection tool, should be prepared, and midwives should be trained in it. Where feasible, 
midwives should advocate for collected data to be analysed to identify and understand specific 
gender- and age-related disparities in access to, and outcomes of, SRH services.

Key strategy link for action 
This action point operationalizes accountability, a cross-cutting theme of The Midwifery 
Accelerator [15, 16], and provides the data needed for MISP Objective 6: Plan for 
Comprehensive SRH [21].

📎 Key resources for this workstream can be found in Annex G 	

https://www.unfpa.org/publications/investment-case-framework-scaling-care-provided-midwives
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•	 Strengthen MPDSR in crisis contexts: MPDSR data can be used as a tool to drive improvements 
in the quality of care and to target training. Ensure that midwives are trained in, and integrated into, 
national MPDSR systems. Building healthcare-provider capacity is an important factor in enhancing 
MPDSR efforts [43]. This can be achieved by including MPDSR modules in pre-service and in-service 
training, through regular refresher courses and with supportive supervision. Advocate for simplified, 
phased MPDSR protocols for acute emergencies (e.g. starting with just recording and reporting 
deaths), which can be scaled up to include reviews and responses as the situation stabilizes [43]. 

3.4 Phase 2: Response
Delivering life-saving SRH care during an acute crisis

This phase focuses on immediate, adaptive actions, where a well-prepared workforce, supported by 
pre-established systems, delivers life-saving MISP services to the affected population. 

Workstream: ensure rapid and supported deployment

Actions:

•	 Activate pre-established rosters: Immediately activate pre-established national rosters to deploy 
trained and oriented midwives to crisis-affected areas. This allows for a rapid surge in capacity to 
handle increased workloads and emergency care demands. 

•	 Ensure that midwives are included in coordination: Ensure that deployed midwives or 
a designated midwifery focal point is present and actively involved in health cluster/sector 
coordination meetings as well as the SRH working group from the outset of the response. This is 
essential to guarantee that SRH needs are prioritized in joint assessments, response plans and 
funding appeals. SRH coordinator competencies are 📎 highlighted in Annex B, and a sample 
terms of reference can be found in Annex C.

Key strategy link for action 
This action point operationalizes: Midwifery Accelerator 4: Deploy midwives strategically 
through data-driven workforce planning; and Accelerator 5: Retain midwives by creating a 
safe, supportive and accountable workplace [1, 15, 16].

📎 Key resources for this workstream can be found in Annex G	  
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•	 Provide direct support and refresher training: In contexts of systemic collapse, where a formal 
roster may not exist, provide direct support to the existing health workforce. This can include salary 
support, provision of supplies, remote or onsite supervision, and rapid, tailored refresher training on 
the MISP and essential life-saving skills. 

•	 Prioritize localization and community engagement: Whenever possible, deploy midwives in 
partnership with local NGOs, community-based organizations and any traditional birth attendants 
active in the area, who often have greater access to communities and have already gained their 
trust. It may even be possible to deploy or re-allocate midwives who are themselves part of the 
crisis-affected community. Before deployment, conduct joint risk assessments with community 
leaders, government counterparts and women-led organizations, to ensure community buy-in 
and safety. When possible, leverage community structures for mobilization and logistical support. 
Additionally, engage men and boys as allies in supporting midwives and promoting SRH, including 
preventing GBV and advocating for women’s and girls’ reproductive rights within their communities. 

•	 Ensure duty of care commitments from implementing partners: This is a non-negotiable 
responsibility for all midwife deployment focal points/managers. Ensure the physical safety, security 
and mental well-being of deployed midwives. This includes: providing pre-deployment security 
briefings; establishing clear communication protocols; ensuring access to MHPSS support such 
as self-care and resources for the prevention of burnout and for midwives’ well-being; safe lodging 
and transportation; managing burnout through planned rotations and rest periods; and having clear 
security and evacuation plans, which are communicated to all staff. Even when midwives are deployed 
through an implementing partner, it is imperative that the UNFPA focal point for deployment monitors 
the process and holds the implementing partner accountable for upholding an acceptable standard 

Country case example: community midwives in Mali 

The community midwife deployment initiative in Mali is deeply rooted in localization and 
community engagement. A key success factor was the deliberate shift to recruit midwives 
locally and regionally, which improved retention compared to recruiting from the capital. The 
programme’s management was transitioned from a UN model to being directly handled by 
the government’s regional health directorates, with midwives placed on contracts with local 
community health associations (associations de santé communautaire; ASCOs). This structure 
aligns with Mali’s decentralized health management system. To further embed the programme 
within the community and ensure its longevity, sustainability strategies include encouraging 
ASCOs to directly fund and recruit midwives themselves. Additionally, the programme has 
documented instances of community-led financing, where local women’s associations have 
established funding pools to pay for their midwife to continue serving the community. The 
preliminary findings of the initiative’s evaluation have highlighted significant results in 
terms of SRH indicators. The number of prenatal and postnatal visits and assisted-birth 
deliveries has tripled, and the number of new users of family planning services has doubled. 
Additionally, the contribution of midwifery practice to the first response to GBV has been 
documented, with midwives playing a very significant role in the initial psychosocial care of 
not only GBV survivors but also migrant, displaced and refugee women. 
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of duty of care. 📎 See Annex E for a sample duty-of-care checklist to be used by managers and focal 
points. This can also be used in negotiating terms of contract/deployment with implementing partners.

3.5 Phase 3: Recovery
Building back a stronger, more resilient system

This phase focuses on using the lessons, evidence and momentum generated during the crisis to 
institutionalize midwifery and “build back better”. It is the critical link that closes the loop of the 
improvement embedded in the emergency management cycle and supports MISP Objective 6: 
Plan for Comprehensive SRH Services, turning the response into a foundation for enhanced future 
preparedness, to which midwives are central. Indeed, the preparedness and recovery phases often 
overlap and share similar actions and objectives.  

Workstream: rebuild and retain the health workforce

Actions:

•	 Provide continuous support to midwives: Offer ongoing MHPSS to promote the well-being 
of midwives and prevent potential damaging reactions from the crisis response. Provide career 
development opportunities, formal recognition and continuing education to retain the experienced 
midwives who served during the emergency, and prevent burnout.

Key strategy link for action 
This action point operationalizes: Midwifery Accelerator Pillar 2: Retain, ensuring the long-
term sustainability of the experienced workforce [15, 16]; and MISP Objective 6: Plan for 
Comprehensive SRH Services.

📎 Key resources for this workstream can be found in Annex G 	
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•	 Address workforce duality: Develop clear strategies to transition midwives from short-term 
humanitarian contracts to sustainable, fairly compensated government or private-sector posts. This 
helps prevent a “brain drain” of the most experienced practitioners and addresses the challenge of 
having parallel systems of humanitarian and development health workers.

•	 Gap/situation assessment: A comprehensive situation analysis offers a clear picture of the current 
environment and pinpoints specific areas that need improvement. Please refer to the suggested 
areas in WHO Implementation Guidance on Transitioning to Midwifery Models of Care. 

Workstream: institutionalize midwifery leadership

Country case example: supporting midwife professional  
development in Jordan

In the Za’atari refugee camp in Jordan, healthcare systems faced high staff turnover and 
limited opportunities for ongoing professional development, alongside inadequate training 
for midwives. In response, the Safe Delivery+ Programme, implemented by the Maternity 
Foundation, UNFPA in Jordan and the Jordanian Health Aid Society International, introduced 
the Safe Delivery App. The free, offline mobile application provided midwives with evidence-
based clinical guidelines, animated videos, checklists and lists of drugs to guide them in 
managing routine births and obstetric emergencies.

A mixed-methods evaluation found that the app directly supported continuous professional 
development by significantly improving the knowledge and confidence of healthcare 
professionals. Its offline functionality was critical in the low-connectivity setting, allowing it to 
serve as an important on-the-job reference tool. Midwives used the app to review content and 
to practise skills during downtimes, empowering them to deliver higher-quality care, which in 
turn helped build community trust.

Key strategy link for action 
This action point operationalizes Midwifery Accelerator Pillar 3: Advocate and Empower, using 
the evidence from a successful MISP implementation to drive systemic change [15, 16].

📎 Key resources for this workstream can be found in Annex G  
	

https://www.who.int/publications/i/item/9789240110199
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Actions:

•	 Cultivate midwife leaders: Identify midwives who demonstrated exceptional capacity during 
the response and invest in their leadership development. Midwives involved in crisis response 
are well positioned to coordinate the transition from the MISP to comprehensive SRH, such as 
implementation of the H3 package of SRH services. The transition process requires a multisectoral, 
integrated approach that incorporates systems thinking [4].

•	 Advocate for permanent policy reform: Use the evidence and success stories from the 
humanitarian response as a powerful advocacy tool. Systematically document reductions in 
maternal mortality, improvements in key health indicators and the effectiveness of midwives 
as first responders. Present this concrete, context-specific evidence to policymakers, in order 
to make the case for institutionalizing the expanded role of midwives within the permanent 
national health system.

•	 Drive media and advocacy engagement: Do not let the stories of midwives’ life-saving work 
disappear when the crisis fades from headlines. Systematically collect high-quality photographs, 
videos and testimonies. Develop and publish compelling storytelling materials that communicate 
the impact of midwives, in the field, to donors, governments and local populations, in order to build 
and sustain political will for investment in midwifery (📎 see Annex F).

Country case example: UNFPA supports expanded scope of midwife 
practice in north-west Syrian Arab Republic 

In the non-government-controlled area of north-west Syrian Arab Republic, midwives were 
able to successfully take on an expanded scope of practice out of necessity (because 
of a shortage of other health professionals), which built a strong evidence base for 
their capabilities. This success was supported by UNFPA-led initiatives, which created 
standardized SRH protocols and training programmes for all partners in the area. When 
the political situation in the Syrian Arab Republic shifted and the country was reunified, 
this successful model from the north-west became a powerful advocacy tool. The health 
authorities who had overseen the expanded role of midwives in the north-west were now in 
leadership positions for the entire country’s Ministry of Health; they are now advocating to 
implement the same successful midwife-led model and expanded scope of practice across 
the rest of the Syrian Arab Republic. 

For more information, see UNFPA, 2018. Quality Midwifery Care in the Midst of Crisis: 
Midwifery Capacity Building Strategy for Northern Syria (2017–2021).
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Workstream: sustain investment and accountability

Actions:

•	 Analyse post-crisis data: Use any data gathered during the crisis (e.g. on service delivery, 
maternal and neonatal mortality, supply chain gaps, referral system functionality) to conduct a 
thorough after-action review with all partners. Use these findings to inform recovery efforts and to 
identify and address weaknesses in future preparedness strategies.

•	 Advocate for long-term investment: Make the case to governments and development partners 
for sustained investment in rebuilding and strengthening midwifery infrastructure – including 
educational institutions, regulatory bodies and service delivery platforms – as a core component  
of “building back better”.

Country case example: midwives address harmful practices  
in Somali crises

In Somalia, where female genital mutilation is widely practised, families may use disruptions 
such as school closures to perform cutting. Midwives have been central to addressing this 
context-specific challenge in Somali communities. During the 2023 Beledweyne floods, 
midwives conducted targeted awareness sessions with parents to prevent female genital 
mutilation while schools were closed. Furthermore, UNFPA supported a culturally rooted 
strategy where midwives provide “maternity gifts” to mothers who give birth to baby girls. 
In Somali culture, the first gift to a newborn holds deep symbolic meaning. In response to 
this gesture, and in gratitude to the midwife, mothers pledge never to subject their newborn 
daughters to female genital mutilation, protecting them from the practice.

Key strategy link for action 
This action point operationalizes Midwifery Accelerator Pillar 1: Invest, and the overall 
Accountability framework, creating a cycle of evidence-based improvement [15, 16].

📎 Key resources for this workstream can be found in Annex G 	
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•	 Document and share lessons: Formalize the lessons of the response by creating case studies 
and other knowledge products. Share these successes and challenges to guide future interventions 
globally and to demonstrate the powerful return on investment in midwifery. Actively promote and 
facilitate South–South learning and collaboration, especially within UNFPA, which can be a powerful 
and cost-effective model for accelerating progress.

Country case example: South–South collaboration  
between Bangladesh and Nepal 

Recognizing the challenges shared by climate-vulnerable nations, the UNFPA country 
offices in Bangladesh and in Nepal embarked on a South–South collaboration to bolster 
the development of professional midwifery in both countries. In late 2023 and early 2024, 
high-level delegations, including government officials, undertook reciprocal exchange visits. 
The delegation from Nepal observed Bangladesh’s midwifery programme, including clinical 
placements in Dhaka, the National Fistula Centre and the complex humanitarian response 
in Cox’s Bazar. The Cox’s Bazar humanitarian response has demonstrated a midwifery-led 
care approach by using international midwife mentors to build midwives’ competence and 
confidence, thereby empowering them to make independent decisions.

The collaboration has already yielded concrete results, including technical inputs for Nepal’s 
National Midwifery Roadmap, the development of a joint advocacy framework and plans for 
ongoing faculty and executive exchange programmes. This initiative demonstrates a powerful, 
cost-effective model for sharing best practices and accelerating midwifery development 
across regions with similar contexts.
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Descriptions of technical 
annexes A–H

Annex A and Annex B: Core competency list for midwives working  
in humanitarian settings

Annexes A and B provide detailed lists of competencies/skills required to respond to humanitarian 
settings, mapped to the ICM Essential Competencies for Midwifery Practice (2024). MISP and non-
MISP clinical requirements are mapped in Annex A, and non-clinical skills including coordination 
competencies and soft skills (cultural competency, safety/security awareness, stress management, etc.) 
in Annex B. These annexes can be used for cross-checking with national regulatory documents (scope 
of practice, core-competency), education materials (curriculum and in-service training) and assessment 
of competencies (self-assessment, identifying training needs and recruitment).

 
Annex C: Sample terms of reference (ToR) for deployed midwives

Annex C is a customizable template outlining roles, responsibilities (linked to the MISP and 
competencies), required qualifications and desirable skills for midwives deployed to various 
humanitarian contexts (e.g. mobile clinics, health facilities roving mentor) and different roles: practising 
midwife, midwifery mentor and SRH coordinator.

 
Annex D: Creating a humanitarian roster of midwives for deployment in 
humanitarian settings, and comparison of deployment modalities 

Annex D is a detailed guide for establishing and managing a national roster of midwives, including 
criteria for inclusion, activation protocols and specific details of different contracting and employment 
modalities (e.g. ministry of health/government-led, midwife association-led, implementing partner-
managed, United Nations Volunteer).

 
Annex E: Duty of care checklist for programme managers

Annex E is a checklist for programme managers, to ensure that implementing partners are covering all 
necessary measures for the safety, security and psychosocial well-being of deployed midwives before 
and during deployment.
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Annex F: Advocacy toolkit for midwives in emergencies

Annex F is a set of key messages, data points on the investment case for midwifery, and talking points, 
to assist staff in advocating for policy change and funding from governments and donors.

 
Annex G: Recommended tools and resources for midwives  
in humanitarian settings

Annex G links to online and digital resources that can be used by midwives providing care in 
humanitarian settings (guidelines, smartphone apps, online courses for professional development) or 
for supporting humanitarian midwife training.

 
Annex H: Effective use of funding 

Annex H provides an overview of potential funding mechanisms that can be leveraged to support MISP 
preparedness and response activities, as well as links for additional information. 
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Annex A
Core competency list for midwives working  
in humanitarian settings

Minimum Initial Service Package (MISP) 
competencies for midwives



41Annex A

Introduction 

Midwives are one of the main, and often the only, SRH service providers in emergency health 
response. Midwives are close to communities and frequently move as part of them in cases  
of population displacement.

This community proximity, and midwives’ education, means that midwives have huge potential  
as leaders and frontline healthcare providers in humanitarian response.	

Objective

In Annex A, UNFPA and the International Confederation of Midwives (ICM) propose a consolidated 
set of competencies for midwives to perform the clinical services needed to implement the four 
MISP service provision objectives and its other priority action. (Competencies for the two other MISP 
objectives and non-MISP services are listed in Annex B.) This consolidated competency framework 
will serve as a practical and actionable tool for midwives and their managers to use, on the ground, to 
ensure that women and newborns receive essential and life-saving care during crises, when they are in 
highly vulnerable situations.

How to use the MISP competencies for midwives

The MISP competencies for midwives are meant to help governments and all relevant partners 
understand which clinical competencies are required for midwives to be able to implement the four 
MISP service provision objectives.

MISP competencies for midwives serve several very relevant purposes:

ensure adequate knowledge and skills to save maternal and newborn lives in crises 
settings; help prevent excess maternal and newborn morbidity and mortality; reduce 
the risks and consequences of sexual violence, HIV and STIs; provide contraception and 
address unintended pregnancies;

present an objective base against which to compare a national midwife scope of practice, 
for advocacy purposes, to address shortcomings in the midwife scope of practice;

inform pre-service training: to make sure that newly trained midwives can perform all 
competencies necessary to implement the MISP, if that is the country’s decision and 
priority: this can strengthen services in general and be of particular use where the 
presence of higher medical cadres cannot be ensured;

help to identify knowledge and skill gaps for refresher training; and

inform humanitarian midwife roster requirements.
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Sources of information

The proposed MISP competencies for midwives combine three highly relevant sources of guidance:

1. 	 The World Health Organization and Global Health Cluster’s High-Priority Health Services for 
Humanitarian Response (H3 Package) is a selected group of clinical services under the universal 
health coverage commitment. It identifies essential health interventions that can realistically be 
provided to affected populations of protracted crises.

2. 	The Inter-Agency Working Group (IAWG) on Reproductive Health in Crises’ Minimum Initial Service 
Package for Reproductive Health in Humanitarian Settings is an inter-agency standard, which 
reflects the priority SRH action at the onset of an emergency. The MISP has two process objectives 
(Objectives 1 and 6, below) and four service provision objectives (Objectives 2–5, below), 
together with the “Other Priority” (see MISP for more):

OBJECTIVE 1: “Ensure that the health sector/cluster identifies an organization to lead 
implementation of the MISP.” 

OBJECTIVE 2: “Prevent sexual violence and respond to the needs of survivors.”

OBJECTIVE 3: “Prevent the transmission of and reduce morbidity and mortality due to 
HIV and other STIs.”

OBJECTIVE 4: “Prevent excess maternal and newborn morbidity and mortality.”

OBJECTIVE 5: “Prevent unintended pregnancies.”

OBJECTIVE 6: “Plan for comprehensive SRH services, integrated into primary health care 
as soon as possible. Work with health sector/cluster partners to address the six health 
system building blocks.”

3. 	The ICM Essential Competencies for Midwifery Practice (2024) set out the knowledge, skills and 
behaviours that midwives need to have to be able to work across the full scope of practice at the 
point of entry to the profession. They are a minimum standard, and all midwives should maintain at 
least this minimal level of competence across their professional careers.

https://www.who.int/publications/i/item/9789240089440
https://www.who.int/publications/i/item/9789240089440
https://iawg.net/resources/minimum-initial-service-package-misp-resources
https://iawg.net/resources/minimum-initial-service-package-misp-resources
https://internationalmidwives.org/wp-content/uploads/EN_ICM-Essential-Competencies-for-Midwifery-Practice-1.pdf
https://internationalmidwives.org/wp-content/uploads/EN_ICM-Essential-Competencies-for-Midwifery-Practice-1.pdf
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 The process

1.   Using the H3 relevant to SRH, a list was established, identifying all clinical services essential for 
the implementation of MISP Objectives 2, 3, 4 and 5 as well as the “other priority” of the MISP. This 
was done as part of an MISP–H3 alignment exercise with the WHO during the first part of 2025.

2.  All clinical services corresponding to the midwife scope of practice in humanitarian response 
were identified. Identification was based on the experience of what midwives do in practice in 
humanitarian settings, in very low-resource settings. It should be noted that:

•	 Clinical services that correspond to higher medical cadres, such as c-sections, blood 
transfusions, etc., were EXCLUDED.

•	 Clinical services that are not universally explicit in the scope of practice of midwives, but which 
are increasingly accepted as feasible for midwives with training and support, and which are 
urgently needed, were INCLUDED. Examples are manual vacuum aspiration, vacuum-assisted 
birth, the manual removal of placenta or employing a uterine balloon tamponade.

•	 It was assumed that all midwives have the clinical skills to provide oral and injectable treatment 
as well as vaccination. In several situations, the “indication” for the medication use is given by 
higher medical cadres and the task may not be explicitly mentioned in the midwife scope of 
practice. The necessary clarification concerns knowledge, policy and protocol, all of which can 
be addressed in contexts where midwives are the most likely SRH service providers.

3.  The identified MISP competencies for mid-level providers were matched with the ICM essential 
competencies for midwifery practice.

•	 All areas were identified in which clinical services were not explicitly mentioned in the ICM 
competencies, but where, by deduction, it was known that midwives possess the skills even if not 
charged with performing the tasks, under a restrictive policy. An example is the administration 
of antenatal corticosteroids. Midwives can administer by Intramuscular injection (IM) but may or 
may not be allowed to “prescribe”. The issue is thus one of knowledge (Does the midwife have 
the knowledge to decide when corticosteroids are indicated?) rather than one of competency 
(Does the midwife know how to give an IM injection?).

•	 All areas were identified in which midwives, as potentially the sole SRH providers in a 
humanitarian response, would need to act in the best interests of the patient. An example is 
medical examination after rape (including collection of forensic evidence). While this is not 
explicit in the ICM competencies, midwives can take a medical and obstetric history, do a 
speculum and vaginal examination, administer prophylaxis for HIV and STIs, provide treatment 
for the prevention of pregnancy and conduct a head-to-toe examination, looking for wounds.

•	 Reference was made to several cross-cutting sections of the ICM Essential Competencies for 
Midwifery Practice (2024) to support a broad view on the midwife’s role, including task shifting 
and continuous education. These specific sections included (but are not limited to):

https://internationalmidwives.org/wp-content/uploads/EN_ICM-Essential-Competencies-for-Midwifery-Practice-1.pdf
https://internationalmidwives.org/wp-content/uploads/EN_ICM-Essential-Competencies-for-Midwifery-Practice-1.pdf
https://internationalmidwives.org/wp-content/uploads/EN_ICM-Essential-Competencies-for-Midwifery-Practice-1.pdf
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•	 1.b: Assume responsibility for continuing education and personal wellbeing as a midwife
•	 (Knowledge) Continuing education opportunities (e.g. online platforms, workshops, 

mentoring, etc.) to support professional development
•	 (Skills & Behaviours) Maintain up-to-date skills and knowledge concerning protocols, 

guidelines and safe practice; Remain current in practice by participating in continuing 
professional education

•	 1.c: Adapt to and adopt new and emerging technologies that have been proven to enhance 
midwifery practice and care

•	 1.o: Prescribe, dispense and administer medicines or products
•	 Medicines and products within midwifery scope of practice and according to legal 

requirements (e.g. drugs for first and second level of care (EmONC) such as uterotonic 
drugs, antibiotics)

•	 1.p: Provide midwifery care for women and newborns who are affected by humanitarian 
crises caused by natural disasters, climate change, pandemics, and human-caused conflicts 
and disasters

•	 4.b: Manage safe, spontaneous vaginal birth, prevent and manage complications
•	 (Knowledge) Management of emergencies as covered in emergency skills training 

programmes such as BEmONC, Helping Mothers Survive (HMS), Helping Babies Survive (HBS)

Clinical references

The clinical references adopted were as follows:

For Objective 2: the WHO/UNFPA/UNHCR Guidance for the Clinical Management of Rape and 
Intimate Partner Violence Survivors

For Objective 3: the Training Modules for the Syndromic Management of Sexually Transmitted 
Infections; the WHO “Standard precautions for the prevention and control of infections”; the WHO  Safe 
Blood and Blood Products: Guidelines and Principles for Safe Blood Transfusion Practice; and, finally, 
the MISP commitment to support the continuity of ART, noting that the MISP does not include voluntary 
testing and counselling and does not target treatment uptake. Under the MISP, persons with a known 
positive HIV status and already on ARVs will be provided with medication to continue their ARV treatment. 
Post-Exposure Prophylaxis (PEP) for HIV is ensured under Objective 2 and reflected above  

For Objective 4: the latest EmONC signal functions

For Objective 5: the WHO “Contraceptive delivery tool for humanitarian settings”

For the “Other Priority”: the WHO Abortion Care Guideline, 2nd Edition (2025)

Alignment with IARH kit content

As part of this overview of competencies, a cross-reference was created to the recently reviewed 
inter-agency emergency reproductive health (IARH) kits. For each competency it is reflected if 
needed medical supplies are included in the kits or not. As an example, tetanus, hepatitis B and HPV 
vaccination for rape survivors are NOT included in the kits.

https://www.who.int/publications/i/item/9789240001411
https://www.who.int/publications/i/item/9789240001411
https://iris.who.int/bitstream/handle/10665/43275/9241593407_mod2_eng.pdf;sequence=3
https://iris.who.int/bitstream/handle/10665/43275/9241593407_mod2_eng.pdf;sequence=3
https://iris.who.int/bitstream/handle/10665/356855/WHO-UHL-IHS-IPC-2022.1-eng.pdf?sequence=1
https://cdn.who.int/media/docs/default-source/blood-transfusion-safety/guidelines-and-principles-for-safe-blood-transfudion-practice.pdf?sfvrsn=f249f9a_1
https://cdn.who.int/media/docs/default-source/blood-transfusion-safety/guidelines-and-principles-for-safe-blood-transfudion-practice.pdf?sfvrsn=f249f9a_1
https://cdn.iawg.rygn.io/documents/MISP-Reference-English.pdf?mtime=20200322131753&focal=none#asset:26025
https://emonc.org/en/framework/signal-functions/
https://www.who.int/news/item/07-12-2018-delivering-contraceptive-services-in-humanitarian-settings
https://www.who.int/publications/i/item/9789240104204
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Key to tables in Annex A

Column number Title Content / key to colour coding

1 Clinical service / action as formulated 
in the H3

Exact text

2+3 Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Extracts of relevant text and/or
Summary of several relevant related 
references

4 Health service level BEmONC and/or Primary healthcare level

CEmONC and/or Referral healthcare level

5 Service is part of the MISP?  
(the Minimum Initial Service  
Package for SRH)

Yes

Unlikely (unless in place prior  
to the crisis)

No

Note: Certain actions may be possible as part of 
the MISP if they are in place before the crisis and 
supported by a national programme, such as HPV 
and Hep B vacc for rape survivors, distribution of 
female condoms, etc. The general rule is NOT to 
introduce new clinical approaches and medical 
supplies in an acute emergency response.

6 Midwife competency ESSENTIAL competency for  
midwifery practice
•	Reflected specifically in ICM Essential 

Competencies for Midwifery Practice

Midwife competency REQUIRED  
for MISP implementation
•	Competency is not specifically 

mentioned in the ICM essential 
competency overview.

•	Competency is essential  
for MISP implementation.

•	Midwives may have this competency 
or can acquire this competency with 
tailored training.

•	Countries may want to consider 
adding this competency to the 
national curriculum to support 
midwife capacity as frontline 
providers for SRH in humanitarian 
contexts and where midwives are  
the main/sole SRH providers.

NOT a midwife competency

7 Supplies included in IARH kits? The clinical service requires  
NO medical supplies

Corresponding medical supplies  
ARE included in the IARH kits

Corresponding medical supplies are  
NOT included in the IARH kits



46 Annex A46 Annex A

Competency overview

MISP Objective 2

Clinical 
service / action as 
formulated in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Screening and diagnosis of HIV

Prevention of intimate partner and sexual violence, including rape

Counselling 
to improve 
communication/
conflict resolution 
when safe and 
appropriate

3.e •	 Identify needs or problems 
requiring further expertise 
or referral such as perinatal 
mental health problems and 
dysfunctional relationships.

BEmONC
Primary

No Essential

Group education 
to raise 
awareness about 
violence against 
women and 
promote equal 
gender norms  
and relations

3.e
2.e

•	 Participate in and refer 
women and support persons 
to childbirth education 
programmes.

•	 Provide information to all 
women about sources of 
help regardless of whether 
there is disclosure about 
violence.

BEmONC
Primary

No Essential

Care and support for survivors of intimate partner and sexual violence, including rape

Provide discrete 
materials with 
information about 
available services

2.e •	Provide information to all 
women about sources of 
help regardless of whether 
there is disclosure  
about violence.

BEmONC
Primary

Yes Essential

Counselling and 
referral for urgent 
safety needs

2.e •	Provide information to all 
women about sources of 
help regardless of whether 
there is disclosure  
about violence.

BEmONC
Primary

Yes Essential

Counselling and 
referral for safe 
abortion

2.f •	Provide information and 
counsel the woman about 
options to maintain or 
end the pregnancy within 
the scope of the law, and 
respect the  
woman’s decision.

BEmONC
Primary

Yes Essential
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Clinical 
service / action as 
formulated in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Counselling and 
referral for safe 
abortion

2.f •	Provide information 
about abortion methods 
(including cervical 
preparation, medication 
abortion, vacuum 
aspiration, dilation 
and evacuation), their 
effectiveness, benefits, 
risks, side-effects, 
complications and their 
management and when  
to seek help.

•	Provide or refer for safe 
abortion care services to 
the full extent of the law 
and according to scope of 
practice. Provide or refer 
for any further treatment 
that may be required.

BEmONC
Primary

Yes Essential

Vaccination: 
hepatitis B

Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol).

BEmONC
Primary

Unlikely 
unless 
in place 
prior to 
the crisis

Required No

Vaccination: HPV Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol).

BEmONC
Primary

No Required No

History and 
physical 
examination for 
intimate partner 
violence

2.e •	 Care for girls and women 
who experience physical 
and sexual violence  
and abuse.

•	 (Knowledge) Signs and 
symptoms from individual 
history and examination 
suggestive of risk for GBV, 
FGM, IPV or sexual violence.

•	 (Knowledge) Legal 
responsibilities and duty 
of care for midwives in 
identifying, referring or 
reporting needs of GBV, 
FGM, IPV or sexual violence 
survivors.

•	 Ensure evidence is collected 
in case the woman wants to 
prosecute.

BEmONC
Primary

Yes Essential
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Clinical 
service / action as 
formulated in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Forensic 
examination

2.e •	 (Knowledge) Legal 
responsibilities and duty 
of care for midwives in 
identifying, referring 
or reporting needs of 
GBV, FGM, IPV or sexual 
violence survivors.

•	Ensure evidence is 
collected in case 
the woman wants to 
prosecute.

BEmONC
Primary

Yes Essential

Clinical 
assessment for 
mental health 
disorders

3.a •	Obtain a comprehensive 
health history (including 
emotional/mental health 
assessment).

BEmONC
Primary

Yes Essential

Safe and 
confidential 
documentation of 
intimate partner 
violence

1.f •	Protect privacy and 
confidentiality of oral 
information and written 
records.

•	Maintain records of  
care in the manner 
required by the health 
authorities.

•	Report and document 
incidents and adverse 
outcomes as required 
while providing care.

BEmONC
Primary

Yes Essential

Safe and 
confidential 
documentation  
of sexual  
violence including 
medico-legal 
evidence

2.e •	Ensure evidence is 
collected in case 
the woman wants to 
prosecute.

BEmONC
Primary

Yes Essential
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Clinical 
service / action as 
formulated in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Point of care 
testing (HIV and 
pregnancy test)

Note: Tests are not 
necessary to start 
oral Emergency 
Contraception (EC) of 
PEP. A pregnancy test 
is indicated in case of 
IUD as EC

2.e
2.d

•	 (Knowledge) Type and 
timing of testing and 
treatment for sexual 
assault survivors.

•	 (Knowledge) Screening 
and detection of 
communicable and 
noncommunicable 
diseases (e.g. malaria, 
HIV/AIDS, STIs, cervical or 
breast cancers and mental 
health issues).

•	 (Skills) Perform screening 
procedures for sexually 
transmitted and other 
infections, HIV, cervical 
cancer.

BEmONC
Primary

Yes Essential No

Provide first-line 
support

2.e
2.f

•	Provide special support 
for adolescent girls and 
victims of gender-based 
violence including rape.

•	Recognise the emotional, 
psychological and social 
support which may be 
needed by the woman and 
respond appropriately.

BEmONC
Primary

Yes Essential

Psychoeducation, 
including stress 
reduction, for 
survivors of 
violence

2.e
2.f

•	 (Knowledge) Impact 
of violence and abuse 
on the physical, social, 
psychological, spiritual 
and cultural wellbeing 
of women who disclose 
violence.

•	Provide special support 
for adolescent girls and 
victims of gender-based 
violence including rape.

•	Recognize the emotional, 
psychological and social 
support which may be 
needed by the woman and 
respond appropriately.

BEmONC
Primary

No Essential

Oral antimicrobial 
prophylaxis 
for sexually 
transmitted 
infections

Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).

BEmONC
Primary

Yes Required Yes
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Clinical 
service / action as 
formulated in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Post-exposure 
prophylaxis (PEP) 
for HIV

2.e •	Ensure access to 
emergency contraceptives 
and PEP (post-exposure 
prophylaxis).

BEmONC
Primary

Yes Essential Yes

Oral emergency 
contraceptives

2.e •	Ensure access to 
emergency contraceptives 
and PEP (post-exposure 
prophylaxis).

BEmONC
Primary

Yes Essential Yes

IUD as emergency 
contraception

2.e Needed skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).
•	 (Knowledge) Contraception 

methods (including 
natural, barrier, injectable, 
hormonal, implantable; 
intra-uterine contraceptive 
devices (IUCD), 
emergency contraception, 
sterilisation); comparative 
effectiveness, medical 
eligibility criteria and 
contraindications, risks 
(e.g. of pregnancy), 
benefits, their possible 
side effects and conditions 
affecting their use 
(medical, social, individual 
circumstances).

•	 (Knowledge) Local 
protocols for each 
contraceptive method.

•	Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

BEmONC
Primary

Yes Essential Yes

Intramuscular 
antimicrobial 
prophylaxis  
for STIs

Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol).

BEmONC
Primary

Yes Required Yes



51Annex A

Clinical 
service / action as 
formulated in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Referral for 
specialized health 
care and other 
support services

1.m •	 Implement timely and 
appropriate intervention, 
interprofessional 
consultation and/or timely 
referral taking account of 
local circumstances.

BEmONC
Primary

Yes Essential

Vaccination: 
Tetanus toxoid 
(Custom Action)

Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol)

BEmONC
Primary

Yes Required No

 

MISP Objective 3

Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Screening and diagnosis of HIV

History and 
physical 
examination

3.a •	 Obtain a comprehensive 
health history (including 
emotional/ mental health 
assessment).

BEmONC
Primary

Yes Essential

Management of HIV

Oral 
antimicrobials 
for prevention 
of opportunistic 
infections in HIV

1.o Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol).
•	 Document and administer 

appropriate medications in 
line with national guidelines 
and protocols for BEmONC 
(e.g. parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, parenteral 
anticonvulsants, etc.), 
including clear information 
about dosage, frequency 
and route.

BEmONC
Primary

Yes Required No



52 Annex A

Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Oral antiretrovirals 
(ARVs) for first- 
line treatment – 
only continuation 
of ARVs

1.o
2.e

Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).
•	 Ensure access to emergency 

contraceptives and PEP 
(post-exposure prophylaxis).

•	 Document and administer 
appropriate medications in 
line with national guidelines 
and protocols for BEmONC 
(e.g. parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, parenteral 
anticonvulsants, etc.), 
including clear information 
about dosage, frequency 
and route.

BEmONC
Primary

Yes Required No

Communicable diseases > Communicable diseases (excluding neglected tropical diseases) > 
Sexually transmitted and reproductive tract infections

Prevention of STIs and reproductive tract infections

Counselling on 
STI prevention, 
risk reduction, 
and safer sex

2.a •	Provide unbiased 
education, which 
incorporates evidence-
based medicine, including 
prevention of STIs 
(condoms, HPV vaccine), 
LARCs (IUCDs, implants), 
side effects and managing 
side effect.

BEmONC
Primary

No Essential

Promotion and 
provision of 
female condoms 
+ lubricants

2.a •	 Provide unbiased education, 
which incorporates 
evidence-based medicine, 
including prevention of STIs 
(condoms, HPV vaccine), 
LARCs (IUCDs, implants), 
side effects and managing 
side effect.

BEmONC
Primary

Unlikely 
unless 
in place 
prior to 
the crisis

Essential Yes

Promote and 
provide male 
condoms and 
lubricants

2.a •	 Provide unbiased 
education, which 
incorporates evidence-
based medicine, including 
prevention of STIs 
(condoms, HPV vaccine), 
LARCs (IUCDs, implants), 
side effects and managing 
side effect.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Post-exposure 
prophylaxis (PEP) 
for sexual assault 
(including rape)

2.e Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol)
•	 Ensure access to emergency 

contraceptives and PEP 
(post-exposure prophylaxis).

BEmONC
Primary

Yes Essential Yes

Screening and diagnosis of STIs and reproductive tract infections

Medical and 
sexual history

3.a •	 Obtain comprehensive 
health history (including 
emotional/mental health 
assessment).

BEmONC
Primary

Yes Essential

Speculum 
examination

3.a •	Perform a complete 
physical exam.

BEmONC
Primary

Yes Essential Yes

Genital 
examination

3.a •	Perform a complete 
physical exam.

BEmONC
Primary

Yes Essential

Bimanual 
examination

3.a •	Perform a complete 
physical exam.

BEmONC
Primary

Yes Essential

Syndromic 
management of 
STIs

2.a
1.l

•	 (Knowledge) Screening and 
detection of communicable 
and noncommunicable 
diseases (e.g. malaria, HIV/
AIDS, STIs, cervical or 
breast cancers and mental 
health issues).

•	 (Skills) Provide options 
to adolescent girls and 
women for coping with and 
treating common health 
problems.

BEmONC
Primary

Yes Essential Yes

Management of STIs and reproductive tract infections

Counselling 
on partner 
notification

2.a •	Provide unbiased 
education, which 
incorporates evidence-
based medicine, including 
prevention of STIs 
(condoms, HPV vaccine), 
LARCs (IUCDs, implants), 
side effects and managing 
side effect.

BEmONC
Primary

Yes Essential
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Oral 
antimicrobials  
for STIs

1.o Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol).
•	Document and administer 

appropriate medications 
in line with national 
guidelines and protocols 
for BEmONC (e.g. 
parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, 
parenteral anticonvulsants, 
etc.), including clear 
information about dosage, 
frequency and route.

BEmONC
Primary

Yes Required Yes

Intramuscular 
antimicrobials  
for STIs

Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol).

BEmONC
Primary

Yes Required Yes

 

MISP Objective 4

Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Management of antenatal complications

Oral 
antihypertensives 
for hypertensive 
disorders in 
pregnancy

3.f Necessary skills can be 
assumed — tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).
•	 Implement critical care 

activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

BEmONC
Primary

Yes Required No
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Oral 
antimicrobials to 
treat maternal 
infections in 
pregnancy

1.o •	 Document and administer 
appropriate medications in 
line with national guidelines 
and protocols for BEmONC 
(e.g. parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, parenteral 
anticonvulsants, etc.), 
including, clear information 
about dosage, frequency 
and route.

BEmONC
Primary

Yes Essential No

Oral antimalarials

Oral antiretrovirals 
(ARVs) for 
pregnant women 
with HIV

3.f Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).
•	 Implement critical care 

activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

BEmONC
Primary

Unlikely 
unless 
in place 
prior to 
the crisis

Required No

Oral 
hypoglycaemics

3.f •	 Implement critical care 
activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

BEmONC
Primary

No Required No

Subcutaneous 
insulin for 
diabetes in 
pregnancy

3.f •	 Implement critical care 
activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

CEmONC
Referral

No Required No

Intramuscular 
magnesium 
sulphate for 
hypertensive 
disorders in 
pregnancy

3.f •	 Implement critical care 
activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Intramuscular 
antimicrobials 
for syphilis in 
pregnancy

1.o Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol).
•	 Document and administer 

appropriate medications in 
line with national guidelines 
and protocols for BEmONC 
(e.g. parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, 
parenteral anticonvulsants, 
etc.), including clear 
information about dosage, 
frequency and route.

BEmONC
Primary

Yes Required Yes

Intramuscular 
antenatal 
corticosteroids to 
improve pre-term 
birth outcomes

1.o Necessary skills can be 
assumed – tasks can be 
transferred to midwives with 
relevant support (information, 
guidance, protocol).
•	 Document and administer 

appropriate medications in 
line with national guidelines 
and protocols for BEmONC 
(e.g. parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, 
parenteral anticonvulsants, 
etc.), including clear 
information about dosage, 
frequency and route.

BEmONC
Primary

Yes Required Yes

Intramuscular 
anti-D 
immunoglobulin

3.a •	Perform a complete 
physical exam.

CEmONC
Referral

Unlikely 
unless 
in place 
prior to 
the crisis

Essential No

Intravenous 
antihypertensives 
for hypertensive 
disorders in 
pregnancy

3.f •	 Implement critical care 
activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

BEmONC
Primary

Yes Essential Yes

Intravenous 
magnesium 
sulphate

3.f •	 Implement critical care 
activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Intravenous 
calcium gluconate

3.f •	 Implement critical care 
activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

BEmONC
Primary

Yes Essential Yes

Intravenous 
insulin

The midwife can help 
diagnose need and support 
action, but the medical 
action exceeds midwife 
scope of practice and 
requires higher cadre 
medical competencies.

CEmONC
Referral

Unlikely 
unless 
in place 
prior to 
the crisis

No No

Labour and delivery

Routine care during first stage of labour

Digital vaginal 
examination	

4.a Regularly assess parameters 
of maternal-fetal status, and 
e.g. vital signs, contractions, 
cervical changes and fetal 
descent.

BEmONC
Primary

Yes Essential Yes

Clinical 
assessment of 
uterine activity

4.a •	Regularly assess 
parameters of maternal-
fetal status, and e.g. vital 
signs, contractions, cervical 
changes and fetal descent.

BEmONC
Primary

Yes Essential Yes

Intermittent 
auscultation  
of the fetal  
heart rate

4.a •	Use tools and technologies 
for intermittent or 
continuous (if required 
because of labour 
status) monitoring of 
fetal wellbeing (e.g. 
pinard stethoscope, 
doppler ultrasound, CTG 
monitoring).

BEmONC
Primary

Yes Essential Yes

Fetal auscultation 
using a doppler 
ultrasound

4.a •	Use tools and technologies 
for intermittent or 
continuous (if required 
because of labour status) 
monitoring of fetal 
wellbeing (e.g. pinard 
stethoscope, doppler 
ultrasound,  
CTG-monitoring).

BEmONC
Primary

Yes Essential No
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Ultrasound  
to confirm  
fetal position

3.b •	 Use tools and technologies 
within scope of practice 
to assess fetal wellbeing 
(e.g. pinard stethoscope, 
doppler ultrasound, 
cardiotocography (CTG), (AI 
assisted) ultrasound scan).

•	 Assess fetal size, 
amniotic fluid volume, 
fetal position, activity 
and heart rate through 
physical examination of 
the maternal abdomen 
(including multiple 
pregnancies) or ultrasound 
if available and/or 
indicated.

CEmONC
Referral

Yes Required No

Relaxation 
techniques for 
pain management

4.a •	Offer and support the 
woman to use strategies 
for coping with labour pain, 
e.g. controlled breathing, 
water immersion, 
relaxation, massage, 
acupressure, position 
changes, movement and 
pharmacologic modalities 
when needed.

BEmONC
Primary

Yes Essential Yes

Manual 
techniques for 
pain management

4.a •	Offer and support the 
woman to use strategies 
for coping with labour pain, 
e.g. controlled breathing, 
water immersion, 
relaxation, massage, 
acupressure, position 
changes, movement and 
pharmacologic modalities 
when needed.

BEmONC
Primary

Yes Essential Yes

Counselling on 
maternal mobility 
and position 
during labour

4.a •	Encourage freedom of 
movement and birthing 
positions.

BEmONC
Primary

Yes Essential Yes

Epidural 
anaesthesia for 
pain

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Routine care during second stage of labour

Clinical 
assessment of 
second stage of 
labour

4.a •	 Regularly assess 
parameters of maternal-
fetal status, and e.g. vital 
signs, contractions, cervical 
changes and fetal descent.

BEmONC
Primary

Yes Essential

Clinical 
assessment 
of uterine 
contraction

4.a •	 Regularly assess 
parameters of maternal-
fetal status, and e.g. vital 
signs, contractions, cervical 
changes and fetal descent.

BEmONC
Primary

Yes Essential

Counselling on birth position during the second stage of labour

Counselling 
on method of 
pushing

4.b •	 Coach the woman about 
pushing to control 
expulsion of presenting 
part, avoid routine 
episiotomy.

BEmONC
Primary

Yes Essential

Vaginal delivery 4.a •	 Undertake appropriate 
manoeuvres, use maternal 
position to facilitate vertex, 
occipito-posterior, occiput 
transverse or breech birth.

•	 Manage nuchal cord.
•	 Offer a companion of 

choice for all women 
throughout labour and 
childbirth.

BEmONC
Primary

Yes Essential Yes

Routine care during third stage of labour

Oral uterotonics 
for prevention 
of postpartum 
haemorrhage

4.b •	 Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of uterotonic 
drugs and manual removal 
of the placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Intramuscular 
uterotonics 
to prevent 
postpartum 
haemorrhage

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes

Intravenous 
uterotonics 
to prevent 
postpartum 
haemorrhage

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes

Umbilical cord 
clamping

4.b •	Provide optimal cord 
clamping depending on 
condition of newborn.

BEmONC
Primary

Yes Essential Yes

Controlled cord 
traction

•	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential

Uterine tonus 
assessment

•	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Monitoring of 
vaginal bleeding

4.b
5.a

•	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

•	Conduct a focused physical 
exam to assess breast 
changes and involution 
of the uterus. Monitor 
blood loss and other body 
functions and act when 
signs are abnormal.

BEmONC
Primary

Yes Essential Yes

Immediate care for newborn

Counselling 
on exclusive 
breastfeeding 
for 6 months 
and adequate 
complementary 
feeding

5.c •	 Promote early initiation and 
exclusive. breastfeeding 
during first 6 months, and 
continued breastfeeding 
alongside complementary 
foods for two years or 
longer, while being sensitive 
to the woman’s individual 
needs and respecting the 
woman’s goals regarding 
newborn feeding.

•	 Provide support and 
information about 
breastfeeding for a 
minimum of six months, 
including combining 
with paid employment, 
maintaining milk supply, 
and storing breast milk.

BEmONC
Primary

Yes Essential

Counselling 
on skin-to-skin 
contact	

4.c •	Provide a safe, warm 
environment for initiating 
early breastfeeding and 
attachment (bonding, 
continuous skin-to-skin) in 
the first hour of life.

•	 Initiate immediate 
kangaroo mother care 
(IKMC) and KMC for  
pre-term and low birth 
weight babies.

BEmONC
Primary

Yes Essential
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Counselling on 
personal hygiene 
and handwashing 
with soap

1.n •	 (Knowledge) Fundamentals 
of environmental health 
especially in relation to 
‘’WASH’’ (Water, Sanitation 
and Hygiene).

BEmONC
Primary

Yes Essential

Counselling 
and support 
for newborn 
care, including 
responsive 
caregiving and 
stimulation, 
recognition of 
danger signs and 
follow-up

5.b
5.e

•	Provide information to 
parents about a safe 
environment for newborns, 
frequent feeding to prevent 
jaundice, care of umbilical 
cord, routine eye care, 
voiding and stooling, close 
physical contact, and safe 
sleeping practices.

•	Provide information to the 
woman and family about 
potential complications 
and when to seek help.

BEmONC
Primary

Yes Essential

Hygienic cord 
care

5.b •	Provide information to 
parents about a safe 
environment for newborns, 
frequent feeding to prevent 
jaundice, care of umbilical 
cord, routine eye care, 
voiding and stooling, close 
physical contact, and safe 
sleeping practices.

BEmONC
Primary

Yes Essential Yes

Topical 
antimicrobials 
to prevent 
ophthalmia 
neonatorum

4.c •	 Institute newborn 
prophylaxis (e.g. for 
ophthalmic infection and 
haemorrhagic disease) 
according to local policies 
and guidelines.

BEmONC
Primary

Yes Essential Yes

Vitamin K for 
newborns

4.c •	 Institute newborn 
prophylaxis (e.g. for 
ophthalmic infection and 
haemorrhagic disease) 
according to local policies 
and guidelines.

BEmONC
Primary

Unlikely 
unless 
in place 
prior to 
the crisis

Essential No
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Oral antiretrovirals 
(ARVs) for neonate 
exposed to HIV

5.e •	Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).

•	Prevent vertical 
transmission of infections 
such as HIV, hepatitis B 
and C.

BEmONC
Primary

Unlikely 
unless 
in place 
prior to 
the crisis

Required No

Basic neonatal 
resuscitation

4.c •	Provide actions to 
establish and support 
breathing and oxygenation 
(e.g. neonatal resuscitation 
with bag and mask), 
continuous positive airway 
pressure (CPAP), refer to 
specialist for continuing 
treatment as needed.

BEmONC
Primary

Yes Essential Yes

Management of complications during labour and childbirth

Oral prostaglandin 
analogues for 
induction of 
labour

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No

Oral 
antihypertensives

3.f Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).
•	 Implement critical care 

activities to support 
vital body functions (e.g. 
intravenous (IV) fluids, 
magnesium sulphate, 
antihaemorrhagics).

BEmONC
Primary

Yes Required No

Vaginal 
prostaglandin 
analogues to 
induce labour

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Sublingual 
misoprostol 
for postpartum 
haemorrhage

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes

Intramuscular 
oxytocin for 
postpartum 
haemorrhage

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes

Intramuscular 
antimicrobial 
prophylaxis after 
manual removal 
of placenta

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

Provide prophylaxis where 
authorized; not explicitly listed 
but within infection prevention 
in manual removal.

BEmONC
Primary

Yes Essential Yes

Intramuscular 
antimicrobials 
for maternal 
peripartum 
infections

Administer for confirmed/
suspected infections.
 Included in EmONC signal 
functions which are in skills 
and knowledge 3F, 3C, 1O, 
1M, 5C, 5D.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Oral tocolytics for 
pre-term labour

Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).

CEmONC
Referral

Yes Required No

Intramuscular 
antenatal 
corticosteroids to 
improve pre-term 
birth outcomes

Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).

BEmONC
Primary

Yes Required Yes

Intravenous 
oxytocin for 
induction of 
labour

Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).

CEmONC
Referral

Yes Required No

Intravenous 
antihypertensives

1.o •	Document and administer 
appropriate medications 
in line with national 
guidelines and protocols 
for BEmONC (e.g. 
parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, 
parenteral anticonvulsants, 
etc.), including, clear 
information about dosage, 
frequency and route.

BEmONC
Primary

Yes Essential Yes

Intramuscular 
magnesium 
sulphate

1.o •	Document and administer 
appropriate medications 
in line with national 
guidelines and protocols 
for BEmONC (e.g. 
parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, 
parenteral anticonvulsants, 
etc.), including, clear 
information about dosage, 
frequency and route.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Intravenous 
magnesium 
sulphate

4.b •	Document and administer 
appropriate medications 
in line with national 
guidelines and protocols 
for BEmONC (e.g. 
parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, 
parenteral anticonvulsants, 
etc.), including, clear 
information about dosage, 
frequency and route.

BEmONC
Primary

Yes Essential Yes

Intravenous 
oxytocin for 
postpartum 
haemorrhage

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes

Intravenous 
tranexamic 
acid (TXA) for 
postpartum 
haemorrhage

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes

Intravenous 
antimicrobial 
prophylaxis for 
women with pre-
term rupture of 
membranes

4.b •	Document and administer 
appropriate medications 
in line with national 
guidelines and protocols 
for BEmONC (e.g. 
parenteral antibiotics, 
postpartum haemorrhage 
(PPH) medication, 
parenteral anticonvulsants, 
etc.), including, clear 
information about dosage, 
frequency and route.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Intravenous 
antimicrobials 
for maternal 
peripartum 
infections

Administer for confirmed/
suspected infections.
 Included in EmONC signal 
functions which are in skills 
and knowledge 3F, 3C, 1O, 
1M, 5C, 5D

BEmONC
Primary

Yes Essential Yes

Intramuscular 
antenatal 
corticosteroids to 
improve pre-term 
birth outcomes

Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).

BEmONC
Primary

Yes Required Yes

Amniotomy for 
induction of 
labour

4.a •	Augment uterine 
contractility judiciously 
using non-pharmacological 
or pharmacological agents 
to prevent non-progressive 
labour.

BEmONC
Primary

Yes Essential Yes

Caesarean section The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No Yes

Forceps delivery The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No

Vacuum delivery 4.b •	Assist vaginal birth via 
vacuum extraction, noting 
local regulation.

BEmONC
Primary

Yes Essential Yes

Repair of first- and 
second-degree 
perineal tear

4.b •	 Inspect vaginal and 
perineal areas for trauma, 
and repair as needed, 
following local policies and 
protocols.

BEmONC
Primary

Yes Essential Yes

Repair of third- 
and fourth-degree 
perineal tear

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Repair of cervical 
laceration

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No Yes

Blood and 
blood product 
transfusion

3.f •	 Prepare the blood 
transfusion procedures  
and mobilize blood donors  
if necessary.

CEmONC
Referral

Yes No Yes

Balloon 
tamponade for 
postpartum 
haemorrhage

3.f Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).

BEmONC
Primary

Yes Required Yes

Uterine artery 
embolization 
for postpartum 
haemorrhage

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No Yes

Bimanual uterine 
compression 
for postpartum 
haemorrhage

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes

Manual uterine 
cavity exploration 
for postpartum 
haemorrhage

4.b •	Assess uterine tone, 
maintain firm contraction, 
and estimate and record 
maternal blood loss; 
manage excessive 
blood loss including 
administration of 
uterotonic drugs and 
manual removal of the 
placenta noting local 
policies, guidelines and 
regulatory authorities.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Subtotal 
hysterectomy
Total 
hysterectomy

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No Yes

Management of postnatal complications

Routine care for postpartum women

Counselling 
on exclusive 
breastfeeding 
for 6 months 
and adequate 
complementary 
feeding

5.c Promote early initiation and 
exclusive breastfeeding 
during first 6 months, and 
continued breastfeeding 
alongside complementary 
foods for two years or longer, 
while being sensitive to the 
woman’s individual needs and 
respecting the woman’s goals 
regarding newborn feeding.

BEmONC
Primary

Yes Essential Yes

Counselling on 
family planning 
and contraception

5.a Provide respectful 
counselling about sexuality 
and intimate relationships, 
safe sex, contraception 
methods appropriate for the 
immediate postnatal period, 
and pregnancy spacing.

BEmONC
Primary

Yes Essential Yes

Psychoeducation 
to support 
maternal mental 
health

5.a •	 Assess maternal mental 
health and feelings about 
motherhood and demands 
of newborn care.

•	 Provide perinatal and 
maternal mental health care

•	 Provide information about 
selfcare that enables mother 
to meet needs of newborn, 
e.g. adequate food, 
nutritional supplements, 
usual activities, rest periods 
and household help.

BEmONC
Primary

No Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Clinical 
assessment 
for postpartum 
depression and 
anxiety

5.a
5.d

•	 Assess maternal mental 
health and feelings about 
motherhood and demands 
of newborn care.

•	 Counsel for mood disorders, 
distinguish postnatal 
depression from transient 
anxiety about caring for 
newborn, assess availability 
of help and support 
at home, and provide 
emotional support.

BEmONC
Primary

No Essential Yes

Referral to higher 
levels of care

1.m •	 Implement timely and 
appropriate intervention, 
interprofessional 
consultation and/or timely 
referral taking account of 
local circumstances.

BEmONC
Primary

Yes Essential Yes

Care for neonatal complications

Micronutrient 
supplementation 
for pre-term and 
high risk babies

Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).

CEmONC
Referral

No Required No

Lumbar puncture The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No

Exchange 
transfusion for 
neonatal jaundice

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Phototherapy 4.c Necessary skills can be 
assumed – tasks can be 
transferred to midwives 
with relevant support 
(information, guidance, 
protocol).
•	 (Knowledge) Pathology 

in the newborn and 
signs indicating need 
for immediate actions 
to assist transition (e.g. 
infectious diseases, 
congenital abnormalities, 
hypoglycaemia,  
jaundice, etc.).

CEmONC
Referral

Yes Required Yes

Warming under 
radiant heater

Not explicitly mentioned; 
thermal care is within scope, 
but use of clinical heating 
devices may depend on 
local protocols and available 
equipment.

CEmONC
Referral

Yes Essential Yes

Kangaroo mother 
care (KMC)

4.c •	Provide a safe, warm 
environment for initiating 
early breastfeeding and 
attachment (bonding, 
continuous skin-to-skin) in 
the first hour of life.

•	 Initiate IKMC and KMC 
for pre-term and low birth 
weight babies.

BEmONC
Primary

Yes Essential Yes

Oral antiseizures 
for neonatal 
complications

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

n/a Yes No No

Oral 
benzodiazepines 
for neonatal 
complications

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Intratracheal 
surfactant 
for neonatal 
complications

The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

CEmONC
Referral

Unlikely 
unless 
in place 
prior to 
the crisis

No No

Intravenous 
antimicrobials 
for neonatal 
complications

 The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

CEmONC
Referral

Yes No Yes

Intravenous 
antiseizures 
for neonatal 
complications

 The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No

Intravenous 
benzodiazepines 
for neonatal 
complications

 The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No

Inhaled 
bronchodilators 
for neonatal 
complications

 The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

CEmONC
Referral

Unlikely 
unless 
in place 
prior to 
the crisis

No No

Neonatal 
resuscitation

4.c •	Provide actions to 
establish and support 
breathing and oxygenation 
(e.g. neonatal resuscitation 
with bag and mask), 
continuous positive airway 
pressure (CPAP), refer to 
specialist for continuing 
treatment as needed.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references 

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Airway positioning 
and basic airway 
management

4.c •	 (Knowledge) Interventions 
to establish breathing and 
circulation as covered in 
Essential Newborn Care 
programmes (e.g. HBS, 
BEmONC/CEmONC).

•	Provide actions to 
establish and support 
breathing and oxygenation 
(e.g. neonatal resuscitation 
with bag and mask), 
continuous positive airway 
pressure (CPAP), refer to 
specialist for continuing 
treatment as needed.

BEmONC
Primary

Yes Essential Yes

Positive pressure 
ventilation with 
bag-valve-mask

4.c Provide actions to establish 
and support breathing and 
oxygenation (e.g. neonatal 
resuscitation with bag and 
mask), continuous positive 
airway pressure (CPAP), refer 
to specialist for continuing 
treatment as needed.

CEmONC
Referral

Yes Essential Yes

Airway 
management 
with supraglottic 
airway device

 The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and required higher 
cadre clinical competencies.

CEmONC
Referral

Yes No No



74 Annex A

MISP Objective 5

Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Reproductive and sexual health > Sexual health and family planning > Menstrual health

Promotion of menstrual health

Counselling on 
menarche

2.a •	 (Knowledge) Health 
promotion (e.g. menstrual 
health and hygiene, how 
to preserve fertility) and 
disease prevention.

•	 Provide health information 
and advice tailored to 
individual circumstances of 
adolescent girls, women and 
their families.

BEmONC
Primary

No Essential

Counselling on 
menstruation

2.a •	 (Knowledge) Health 
promotion (e.g. menstrual 
health and hygiene, how 
to preserve fertility) and 
disease prevention.

•	 Provide health information 
and advice tailored to 
individual circumstances of 
adolescent girls, women and 
their families.

BEmONC
Primary

No Essential

Counselling on 
painful bleeding

2.a •	 (Knowledge) Health 
promotion (e.g. menstrual 
health and hygiene, how 
to preserve fertility) and 
disease prevention.

•	 Provide health information 
and advice tailored to 
individual circumstances of 
adolescent girls, women and 
their families.

BEmONC
Primary

No Essential

Care for menstrual health

Oral hormonal 
contraceptives

2.c •	Provide contraceptives in 
alignment with local laws 
and protocols.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Reproductive and sexual health > Sexual health and family planning > Contraception  
and family planning

Screening, testing and counselling for family planning and contraception

Counselling on 
family planning 
and contraceptive 
methods and 
choice

2.c •	Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

BEmONC
Primary

Yes Essential

Family planning and contraception

Male condoms 2.c •	 (Knowledge) Contraception 
methods (including 
natural, barrier, injectable, 
hormonal, implantable; 
intra-uterine contraceptive 
devices (IUCD), emergency 
contraception, sterilisation); 
comparative effectiveness, 
medical eligibility criteria 
and contraindications, risks 
(e.g. of pregnancy), benefits, 
their possible side effects 
and conditions affecting 
their use (medical, social, 
individual circumstances).

•	 Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

 Female condoms 2.c •	 (Knowledge) Contraception 
methods (including 
natural, barrier, injectable, 
hormonal, implantable; 
intra-uterine contraceptive 
devices (IUCD), emergency 
contraception, sterilisation); 
comparative effectiveness, 
medical eligibility criteria 
and contraindications, risks 
(e.g. of pregnancy), benefits, 
their possible side effects 
and conditions affecting 
their use (medical, social, 
individual circumstances).

•	 Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

BEmONC
Primary

Unlikely 
unless 
in place 
prior to 
the crisis

Essential Yes

Oral hormonal 
contraceptives

2.c •	 (Knowledge) Contraception 
methods (including 
natural, barrier, injectable, 
hormonal, implantable; 
intra-uterine contraceptive 
devices (IUCD), emergency 
contraception, sterilisation); 
comparative effectiveness, 
medical eligibility criteria 
and contraindications, risks 
(e.g. of pregnancy), benefits, 
their possible side effects 
and conditions affecting 
their use (medical, social, 
individual circumstances).

•	 (Knowledge) Local protocols 
for each contraceptive 
method.

•	 Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Oral emergency 
contraceptives

2.c
2.f

•	 (Knowledge) 
Contraception methods 
(including natural, barrier, 
injectable, hormonal, 
implantable; intra-
uterine contraceptive 
devices (IUCD), 
emergency contraception, 
sterilisation); comparative 
effectiveness, medical 
eligibility criteria and 
contraindications, risks 
(e.g. of pregnancy), 
benefits, their possible 
side effects and 
conditions affecting their 
use (medical, social, 
individual circumstances).

•	 (Knowledge) Local 
protocols for each 
contraceptive method.

•	Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

•	Confirm the woman’s 
eligibility and consent for 
the method, including for 
emergency contraception 
and post-abortion family 
planning.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Intramuscular 
hormonal 
contraceptives

2.c •	 (Knowledge) Contraception 
methods (including 
natural, barrier, injectable, 
hormonal, implantable; 
intra-uterine contraceptive 
devices (IUCD), emergency 
contraception, sterilisation); 
comparative effectiveness, 
medical eligibility criteria 
and contraindications, risks 
(e.g. of pregnancy), benefits, 
their possible side effects 
and conditions affecting 
their use (medical, social, 
individual circumstances).

•	 (Knowledge) Local 
protocols for each 
contraceptive method.

•	 Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

BEmONC
Primary

Yes Essential Yes
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Intrauterine 
device (IUD)

2.c •	 (Knowledge) Contraception 
methods (including 
natural, barrier, injectable, 
hormonal, implantable; 
intra-uterine contraceptive 
devices (IUCD), emergency 
contraception, sterilisation); 
comparative effectiveness, 
medical eligibility criteria 
and contraindications, risks 
(e.g. of pregnancy), benefits, 
their possible side effects 
and conditions affecting 
their use (medical, social, 
individual circumstances).

•	 (Knowledge) Local 
protocols for each 
contraceptive method.

•	 Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

BEmONC
Primary

Yes Essential
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Clinical  
service / action  
as formulated  
in the H3

Section/sub-section in ICM Essential 
Competencies for Midwifery Practice + 
most relevant references

Health 
service 
level

Service  
is part  
of MISP?

Midwife 
competency

Supplies 
included in 
IARH kits?

Subdermal 
contraceptive 
implant

2.c •	 (Knowledge) Contraception 
methods (including 
natural, barrier, injectable, 
hormonal, implantable; 
intra-uterine contraceptive 
devices (IUCD), 
emergency contraception, 
sterilisation); comparative 
effectiveness, medical 
eligibility criteria and 
contraindications, risks 
(e.g. of pregnancy), 
benefits, their possible 
side effects and conditions 
affecting their use 
(medical, social, individual 
circumstances).

•	 (Knowledge) Local 
protocols for each 
contraceptive method.

•	Provide counselling and 
follow-up, support and 
answer any questions 
relevant to the concerns 
and complication during 
contraceptive uses to 
prevent unmet family 
planning needs.

BEmONC
Primary

Yes Essential Yes

Bilateral tubal 
ligation

 The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

No No No

Removal of 
subdermal 
contraceptive 
implant

2.c •	Removal of intrauterine 
contraceptive device and 
contraception implant.

BEmONC
Primary

Yes Essential Yes

Removal of 
intrauterine 
device (IUD)

2.c •	Removal of intrauterine 
contraceptive device and 
contraception implant.

BEmONC
Primary

Yes Essential Yes

Vasectomy  The midwife can help 
diagnose need and support 
action, but the clinical action 
exceeds midwife scope of 
practice and requires higher 
cadre clinical competencies.

CEmONC
Referral

No No No
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Objective

This annex outlines competencies and skills for delivering non-clinical tasks related to the Minimum 
Initial Service Package (MISP) and essential primary healthcare services, including non-technical skills 
(e.g. soft skills) required by midwives in order to serve effectively as frontline leaders, coordinators and 
providers in humanitarian response. Specifically, this annex addresses competencies needed to support:

MISP Objective 1: “Ensuring the Health Sector/Cluster identifies an organization to lead 
implementation of the MISP.”

MISP Objective 6: “Plan for comprehensive SRH services, integrated into primary health 
care as soon as possible”, in alignment with the “six health system building blocks”.

Non-technical skills: a combination of cognitive and social skills needed by 
individuals and teams for improving performance in complex settings1 (inter-personal 
communications, supervisory and mentorship capacity, personal security and well-being).

Primary healthcare services: critical services beyond the core SRH scope, such as 
management of infectious diseases, injuries, essential emergency and life support, 
breastfeeding and infant nutrition. 

While Annex A details the competencies necessary for MISP clinical service delivery, Annex B 
acknowledges that the broader health needs of the community and the limited human resources 
available in crisis settings means that midwives need to be equipped with a wider skill set.

Principle of the midwife’s scope of practice

The International Confederation of Midwives (ICM) defines the midwife as an autonomous professional 
whose core scope of practice centres on care for women and newborns:

The midwife is recognised as a responsible and accountable professional, who works in partnership 
with women to give the necessary support, care and advice during pregnancy, labour and the 
postpartum period, to conduct births on the midwife’s own responsibility and to provide care for the 
newborn and the infant. This care includes preventative measures, the promotion of normal birth, the 
detection of complications in mother and child, the accessing of medical care or other appropriate 
assistance and the carrying out of emergency measures. 

1	 Westman, Anja, Lisa Kurland and Karin Hugelius, 2024. “Non-technical Skills Needed by Medical Disaster Responders: A 
Scoping Review.” Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine 32(1): article 25.
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How to use the MISP competencies for midwives

Annex B, along with Annex A, is designed to help governments and partners understand the 
competencies for midwives needed to implement all MISP objectives, as well as the comprehensive 
health needs of women, newborns and communities in humanitarian crises. 

Specifically, Annex B aims to:

•	 present an objective base against which to compare a national midwife scope of practice for 
advocacy purposes, to address shortcomings in the midwife scope of practice;

•	 inform pre-service training: to make sure that newly trained midwives can dispose of all 
competencies necessary to implement the MISP (if that is the country’s decision and priority), which 
can strengthen services in general and be of particular use where the presence of higher medical 
cadres cannot be ensured;

•	 help to identify knowledge and competency gaps for refresher training; and

•	 inform humanitarian midwife roster requirements.

Sources of information

The proposed MISP competencies for midwives for Objectives 1 and 6 in the table below are based on 
the following references:

1. 	 SRH coordination competencies identified in the Coordination of SRH Working Groups Training 
Facilitation Guide (January 2025).

2. 	The ICM Essential Competencies for Midwifery Practice (2024), which sets out the knowledge, skills 
and behaviours that midwives need for working across the full scope of practice at the point of entry 
to the profession. They are a minimum standard, and all midwives should maintain at least this 
minimal level of competence across their professional careers.

https://healthcluster.who.int/docs/librariesprovider16/meeting-reports/1-srh-wg-coordination-training-facilitation-guide-docx.pdf?sfvrsn=e00ed282_3
https://healthcluster.who.int/docs/librariesprovider16/meeting-reports/1-srh-wg-coordination-training-facilitation-guide-docx.pdf?sfvrsn=e00ed282_3
https://internationalmidwives.org/wp-content/uploads/EN_ICM-Essential-Competencies-for-Midwifery-Practice-1.pdf
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Table 1: MISP Objective 1 and 6: SRH coordination competencies

Required competencies/skills ICM competencies and references

These competencies describe the desired 
knowledge, skills and professional behaviours 
for a midwife, or other health professional, to 
effectively serve in an SRH coordination and 
leadership role in a humanitarian crisis.

•	Advocate for and lead the establishment of an 
SRH working group within a health cluster.

•	Advocate strategically for the prioritization 
and integration of SRH needs across all crisis 
phases (including funding and supply-chain 
management) and influence policies that create 
barriers to access.

•	Plan and conduct mapping and needs analysis 
to identify programme gaps, and establish 
a clear path from MISP implementation to 
sustainable and comprehensive SRH services.

•	Establish clear and well-identified referral 
pathways for life-saving SRH services, 
especially EmONC and CMR, to ensure timely 
and efficient access. 

•	Manage the logistics and information flow by 
coordinating the procurement and distribution 
of essential supplies (including IARH kits) and 
compiling basic SRH information for evidence-
based planning, response and forecasting, 
especially maternal death surveillance  
and response.  

•	Monitor and evaluate programme quality 
by applying demographic and service 
delivery data, using that information to 
identify solutions, plan for sustainable 
and comprehensive services, and invest in 
preparedness by conducting an MISP readiness 
assessment. 

•	Provide technical and operational guidance to 
health partners on the effective implementation 
of the MISP and the proper use of key SRH 
resources and protocols.

•	 Coordinate across with all key sectors (health, 
GBV/protection, HIV, logistics), multi-stakeholders, 
and affected and marginalized populations, to 
ensure effective SRH programme implementation.

•	 Communicate with communities to inform them 
of the availability and location of organized SRH 
services, and raise awareness about SRH rights 
and services.

1.p. Provide midwifery care for women and 
newborns who are affected by humanitarian 
crises caused by natural disasters, climate 
change, pandemics, and human caused conflicts 
and disasters

(Knowledge)
•	Sexual and reproductive health needs  

of refugees, migrants and internally  
displaced people

•	Maternal and newborn health needs  
of refugees, migrants and internally  
displaced people

•	Global health disparities and challenges for 
specific populations in vulnerable situations.

•	Disaster types and phases of a disaster 
(mitigation, preparedness, response, 
recovery), and the impact on sexual, 
reproductive, maternal, newborn and 
adolescent health and rights

•	Principles of humanitarian action, neutrality 
and impartiality

•	National and international strategies for 
providing sexual, reproductive, maternal, 
newborn and adolescent health services 
during crises

•	 Impact of climate change on sexual, 
reproductive, maternal, newborn and 
adolescent health and rights

•	Maternal and newborn health risks (e.g. 
heatstroke, famine, dehydration, etc.) 
associated with climate disasters and crises

•	The Minimum Initial Service Package (MISP) 
for reproductive health in crises situations

•	Respectful maternity care in humanitarian 
settings

•	Midwives’ role in preparedness, response,  
and recovery in humanitarian settings

(Skills & behaviours)
•	Support the implementation of the 

Minimum Initial Service Package (MISP) for 
reproductive health in humanitarian settings

•	 Work creatively with limited resources that may 
be further strained by climate-related disasters
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Required competencies/skills ICM competencies and references

•	 Create situational awareness, always keeping 
informed or updated about ever-changing 
contexts, in order to protect the team’s safety.

•	 Possess decision-making, critical thinking and 
problem-solving skills.

Please find the terms of reference for SRH 
coordinator in Annex C.

•	Provide and promote respectful maternity care 
in humanitarian settings

•	Coordinate and collaborate with other disaster 
response teams

1.k. Exhibit critical thinking and clinical reasoning 
informed by evidence when assessing and 
promoting health and wellbeing

Table 2: Non-technical skills

Cross-cultural communication

Strong cross-cultural sensitivity and effective 
interpersonal communication skills are 
essential for midwives caring for refugees or 
internally displaced persons (IDPs) from diverse 
backgrounds. Community involvement and 
engagement are essential for building trust 
and developing/implementing services. The 
competencies required include the ability to:

•	 demonstrate cultural humility by reflecting on 
personal biases, remaining open to an individual’s 
cultural perspective, and actively engage with 
women and community from diverse backgrounds 
in a respectful, non-judgemental manner;

•	 work effectively with interpreters by providing 
professional briefing, management, and debriefing 
to the interpreter to ensure accurate and complete 
information exchange;

•	 maintain women-centred communication during 
interpreted sessions by speaking directly to the 
woman, maintaining appropriate eye contact and 
actively managing the communication flow to 
reinforce the midwife–woman relationship; and

•	 adapt practice based on cultural knowledge and 
sensitivity, ensuring all care respects the client’s 
cultural context, traditions and preferences, 
provided safety is not compromised.

1.i. Demonstrate respectful and effective 
interpersonal communication with women and 
families, health care professionals, teams, and 
community groups

(Skills & behaviours)
•	 Communicate in an open, honest, clear and timely 

manner
•	 Respect others’ points of view
•	 Promote the expression of diverse opinions and 

perspectives
•	 Manage tensions and conflict constructively
•	 Use the preferred language of the woman or an 

interpreter (including sign language) to maximize 
communication

•	 Establish ethical and culturally appropriate 
boundaries between professional and non-
professional relationships

•	 Apply principles of cultural safety, equity, diversity 
and inclusion

•	 Demonstrate sensitivity, compassion and empathy 
for bereaved women and family members

•	 Convey information accurately and clearly
•	 Appropriately respond to the needs of individuals 
•	 Document all aspects of care provided according 

to standard protocols

1.h. Support women to make choices and 
decisions about care
1.p. Provide midwifery care for women and 
newborns who are affected by humanitarian 
crises caused by natural disasters, climate 
change, pandemics, and human caused conflicts 
and disasters

(Skills & behaviours)
•	 Recognise and address the specific mental health 

needs of women and newborns affected by 
humanitarian settings and crises (e.g. anxiety due 
to displacement or loss of livelihood)
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Required competencies/skills ICM competencies and references

Inter-professional communication

The midwife must ensure clear, accurate and 
timely communication with all team members and 
referral facilities, which is especially challenging 
in high-stress, low-resource humanitarian settings. 
These competencies include:

•	Preparing or activating the contingency 
communication plan: Always be ready to use 
backup tools (e.g. satellite phone or radio) when 
primary communication networks are disrupted.

•	Prioritizing urgent information transfer: 
Rapidly and clearly communicate critical, life-
threatening information to minimize delays in 
triage and definitive care.

•	Utilizing structured communication tools: 
Apply structured communication tools, such as 
the SBAR (Situation, Background, Assessment, 
Recommendation) tool, to provide clear oral and 
written information to other care providers. It 
is particularly important to articulate context-
specific challenges, such as the patient’s 
displacement status, security risks and resource 
limitations.

•	Confirming referral pathways: Confirm the 
capacity and current resource limitations of 
the receiving referral facility before transfer, if 
appropriate to the context.

•	Proactively recognizing signs of burnout 
or stress in self and colleagues, and applying 
appropriate self-care and coping mechanisms.

•	Providing peer support and care: Actively 
contribute to a supportive team environment 
by checking in with colleagues, offering non-
judgemental listening, empathy and practical 
assistance. Demonstrate skills in caring for one 
another through informal psychological first aid 
or debriefing techniques.

1.j. Collaborate effectively with other health  
care professionals

(Skills & behaviours)
•	Engage in respectful shared decision-making 

with midwife colleagues and other healthcare 
providers 

•	Use national consultation and referral 
guidelines 

•	Establish and maintain collaborative 
relationships with individuals, agencies, 
institutions that are part of referral networks

•	Effectively and safely use digital collaboration 
tools to share information and ideas (e.g. 
SBARtool)

•	Document all aspects of care provided 
according to standard protocols

•	Manage tensions and conflict constructively 
•	Respect and value other members of the health 

professional team 

1.m. Recognise abnormalities and complications 
and provide appropriate treatment and referral 
when necessary.

1.b. Assume responsibility for continuing 
education and personal wellbeing as a midwife 

(Knowledge)
•	Strategies for personal wellbeing and care-of-

self-practices to maintain physical, mental and 
emotional health

(Skills & behaviours)
•	Self-management in relation to time, 

uncertainty, change and coping with stress 
•	Assume responsibility for personal safety in 

various practice settings 
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Required competencies/skills ICM competencies and references

Supervisory and mentorship capacities

In humanitarian settings, strong mentoring skills 
are required to support mentees in facing the 
realities of crisis response and improving the 
quality of care and teamwork

•	Equipped with deep technical knowledge 
and skills and experiences to provide care in 
resource-limited and dynamic field contexts.

•	Based on a foundational knowledge of 
competency-based education, develop a training 
plan, including competency assessment and 
clinical and simulational practice. 

•	Build professional trust and rapport with 
mentees to establish a functional relationship.

•	 Listen actively, empathize and validate the 
mentee’s feelings and experience, recognizing 
that the role of mentor involves addressing not 
only technical gaps but also stress, trauma  
and resilience.

•	Ask probing questions to assess underlying 
causes, capacity levels and critical risks, 
stimulating critical thinking.

•	Provide concise, constructive, actionable and 
motivational feedback.

•	Being open-minded to different perspectives, 
personalities, without biases.

•	The ability to think outside the box to adapt 
solutions to resource-limited or challenging 
contexts, and introduce new methods or ideas to 
solve challenges.

Please find the terms of reference for midwifery 
mentor in Annex C.

1.b. Assume responsibility for continuing 
education and personal wellbeing as a midwife 

(Knowledge)
•	Continuing education opportunities (e.g. online 

platforms, workshops, mentoring, etc.) to 
support professional development

1.d. Appropriately delegate and oversee aspects 
of care

(Knowledge)
•	Legal and regulatory frameworks related to 

delegation of responsibilities of care and 
supervision in midwifery practice 

•	Supportive strategies to supervise others 
•	Roles and preparation of midwives as 

preceptors, mentors, supervisors and  
role models

(Skills & behaviours)
•	Demonstrate skills of clinical preceptorship, 

mentoring and role modelling 
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Required competencies/skills ICM competencies and references

Personal security, resilience and self-care

Additional personal safety and well-being skills 
are required in complex or high-risk and stress 
environments. Assume responsibility for personal 
safety and actively manage personal well-being 
and stress to sustain professional effectiveness 
and contribute positively to team resilience. The 
coordinator has to be trained in personal security 
and well-being or update the knowledge by 
completing the mandatory relevant physical and 
online training.

Personal security and risk-management 
competencies include:

•	Conducting continuous personal risk and 
situational assessment of surroundings before, 
during and after movement. This includes 
identifying potential threats, health hazards, safe 
spaces and primary/secondary exit routes.  

•	Knowing how to respond to common security 
threats and incidents (e.g. checkpoints, 
robbery, sexual assault and kidnap).

•	Fully complying with all agency security 
protocols and rules on movement, 
communication (e.g. radio discipline, secure 
channels of communication) and curfew, 
with the understanding that non-compliance 
endangers the entire team. Share relevant and 
timely information with security staff.

Resilience and well-being competencies include:

•	Recognizing signs of stress, fatigue and 
burnout in oneself and others (changes in 
mood, sleep and eating patterns, irritability).

•	Acknowledging the impact of exposure to 
trauma and loss (compassion fatigue).

•	Practising personal self-care strategies 
to maintain physical and mental health (e.g. 
establishing routines, ensuring adequate rest, 
setting professional boundaries and self-
reflective practice).

•	Engaging in peer support and knowing how to 
access professional MHPSS resources.

1.b. Assume responsibility for continuing 
education and personal wellbeing as a midwife 

(Knowledge)
•	Strategies for personal wellbeing and care-of-

self-practices to maintain physical, mental and 
emotional health

(Skills & behaviours)
•	Self-management in relation to time, 

uncertainty, change and coping with stress 
•	Assume responsibility for personal safety in 

various practice settings 

1.p. Provide midwifery care for women and 
newborns who are affected by humanitarian 
crises caused by natural disasters, climate 
change, pandemics, and human caused conflicts 
and disasters

(Skills & behaviours)
•	Adopt a flexible, adaptable approach to 

navigating personal and professional 
challenges during times of crisis
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Required competencies/skills ICM competencies and references

In humanitarian settings, midwives are required 
to possess these expanded competencies and 
carry out emergency measures to protect the 
lives of the women, newborns and communities 
they serve.

•	Adhere to all infection prevention and control 
(IPC) protocols, including appropriate use of 
personal protective equipment (PPE) and the 
proper disposal of medical waste. 

•	Give hygiene education: Provide education 
on hand washing and the safe use of water to 
prevent water-borne diseases. 

•	 Identify, treat and refer a patient suffering 
from diseases associated with overcrowding 
(e.g. measles, acute respiratory infections, 
tuberculosis), vector-borne diseases (e.g. 
malaria, dengue fever, typhoid fever), water-
borne diseases (e.g. diarrheal diseases 
– cholera, hepatitis) and infections due to 
traumatic injuries (e.g. tetanus). Surveillance 
skills might be required to screen for signs of 
contagious disease. 

•	Provide immunizations according to national 
routine or contingency immunization plans, to 
prevent tetanus, polio, MMR, Tdap, etc.

•	Perform essential emergency and life 
support: Conduct rapid triage according to 
international or local protocol. Perform Basic Life 
Support/CPR for adults, including understanding 
the modifications needed for pregnant women 
and children. Effectively call for and coordinate 
necessary assistance from other providers, 
including referral arrangement.

1.l. Prevent and treat common health problems 
within scope of midwifery practice

(Knowledge)
•	Treatment of common health problems
•	Strategies, including health education 

and promotion, to prevent and control the 
acquisition and transmission of environmental 
and communicable diseases

(Skills & behaviours)
•	Maintain/promote safe and hygienic conditions 

for women and newborns
•	Use universal precautions consistently

1.m. Recognise abnormalities and complications 
and provide appropriate treatment and referral 
when necessary

(Knowledge)
•	Emergency interventions/life-saving therapies/

first level management including Basic Life 
Support (BLS), Neonatal Life Support (NLS) 
training, Emergency Obstetric and Newborn 
Care (EmONC) 

(Skills & behaviours)
•	Maintain up-to-date knowledge, life-saving 

skills and equipment for responding to 
emergency situations 

•	Recognise signs, symptoms of complications 
and situations requiring expertise beyond 
midwife scope of practice/personal competence 
of the midwife 

•	Determine the need for immediate intervention 
and respond appropriately

•	Provide Emergency Obstetric and Newborn 
Care (EmONC) including Basic Emergency 
Obstetric and Newborn Care (BEmONC) and 
Comprehensive Emergency Obstetric and 
Newborn Care (CEmONC)

•	 Implement timely and appropriate intervention, 
interprofessional consultation and/or timely 
referral taking account of local circumstances 

•	Maintain appropriate and effective 
communication with women about nature of 
problem, actions taken, consultation, referral 
and transfer of care if indicated

Table 3: Primary healthcare competencies
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Required competencies/skills ICM competencies and references

•	Support breastfeeding and infant nutrition: 
Protect, promote and support all mothers on 
exclusive breastfeeding for the first six months.  
Educate about safe complementary feeding 
and adhere to the international code to prevent 
the dangerous use of formula or bottle feeding. 
Identify newborns and infants at risk of severe 
acute malnutrition or other feeding difficulties, 
and make timely referral or provide specialized 
nutritional programmes. 

1.p. Provide midwifery care for women and 
newborns who are affected by humanitarian 
crises caused by natural disasters, climate 
change, pandemics, and human caused conflicts 
and disasters

(Skills & behaviours)
•	Provide support for lactation, and safe newborn, 

infant and young child feeding in crisis settings

5.c. Promote early initiation and exclusive 
breastfeeding during first 6 months, 
and continued breastfeeding alongside 
complementary foods for two years or longer, 
while being sensitive to the woman’s individual 
needs and respecting the woman’s goals 
regarding newborn feeding

Climate change response

The global rise in climate-related disasters 
necessitates a specialized and adaptable 
approach to midwifery care according to the 
health risks associated with the threats. In 
addition to the ICM competency:

•	Provide health education and prevention: 
Use simple messages to educate women and 
families on preventing the impact, mitigating the 
risks and recognizing danger signs that require 
urgent care

1.p. Provide midwifery care for women and 
newborns who are affected by humanitarian 
crises caused by natural disasters, climate 
change, pandemics, and human caused conflicts 
and disasters

(Knowledge)
•	 Impact of climate change on sexual, 

reproductive, maternal, newborn and 
adolescent health and rights

•	Maternal and newborn health risks (e.g. 
heatstroke, famine, dehydration, etc.) 
associated with climate disasters and crises

(Skills & behaviours)
•	Adapt clinical skills and protocols to address 

health needs arising from specific climate 
disasters (e.g. managing heat exhaustion 
and exposure to extreme heat; nutrition; and 
portable fluid for pregnant and breastfeeding 
mothers)

•	Work creatively with limited resources that may 
be further strained by climate-related disasters
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Annex C
Sample terms of reference (ToR)  
for deployed midwives
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This annex presents examples of terms of reference, outlining roles, responsibilities (linked to the 
Minimum Initial Service Package (MISP) and competencies), required qualifications and desirable 
skills for midwives deployed to humanitarian contexts in various capacities. Four examples are given:

•	 Examples A1 and A2: deployment as a contracted midwife (individually or as part of a team) 
through an implementing partner (IP)

•	 Example B: deployment as midwife mentor/trainer
•	 Example C: deployment as an area coordinator/leader for an inter-agency SRH working group

Example A1
Deployment as a contracted midwife (individually or as part  
of a team) through an implementing partner (IP)

This example is based on an International Medical Corps (IMC) midwife staff requisition form.

Position title

Field Midwife Specialist, Clinical Midwife 

Summary of job description

Under general supervision of the clinical officer, the midwife will ensure effective delivery of the 
SRH services by working together with the other staff to provide quality care. Ensure rational use of 
medicines and SRH supplies including facility’s medical stock management. 

Duties and responsibilities

•	 Conduct routine activities at antenatal care (ANC), prevention of mother-to-child transmission 
of HIV (PMTCT), delivery (monitor the mother using labour chart-partograph), postnatal care 
(e.g. personal hygiene, breastfeeding and infant care) and the family planning department in the 
maternity at the health facility. 

•	 Ensure mothers’ information is documented accordingly in the relevant register.
•	 Diagnose, monitor and examine women during pregnancy, and refer “at risk” women to the  

high-risk clinic.
•	 Prepare the mother psychologically and physically for delivery, and inform them about the progress 

of labour.
•	 Support the community midwife in strengthening the reproductive health care in the community 

through information sharing.
•	 Offer support and advice following events such as miscarriage, termination, stillbirth, neonatal 

abnormality and neonatal death.
•	 Inform the mother about immunization and ensure that the first immunization is given.
•	 Ensure proper documentation in the relevant register books, and submit weekly and monthly reports 

at a time. 
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•	 Ensure that all relevant health-education materials are displayed and used during awareness-
raising and in all health-education sessions. 

•	 Conduct regular meetings with the health workers’ team. 
•	 Carry out any other tasks given to you by the supervisor to strengthen the programme. 
•	 Comply with IMC standard operational procedures and perform any other task requested by supervisor.

Competencies and requirements

•	 Applicant should be a national with a diploma or degree in midwifery from a recognized university/ 
institution. Registration with the national midwifery association will be an added value. 

•	 Ability to read and write in English with good verbal communication in the local language.
•	 Two years of experience in the same field as a midwife.
•	 Previous work experience with humanitarian organizations in the same field.
•	 Strong organizational skills that reflect the ability to perform and prioritize multiple tasks 

seamlessly with excellent attention to detail.
•	 Very strong interpersonal skills and the ability to build relationships with stakeholders  

and the community.
•	 Has demonstrated proactive approaches to problem-solving, with strong decision-making capability.
•	 Highly resourceful team-player, with the ability also to be extremely effective independently.
•	 Proven ability to handle patients’ confidential information with discretion; be adaptable to various 

competing demands; and demonstrate the highest level of customer/client service and response.
•	 Has to achieve high-performance goals and meet deadlines in a fast-paced environment.
•	 Stress-management skills and time-management skills.
•	 Must ensure patient privacy and confidentiality and demonstrate sound work ethics in performing 

the duties.
•	 Ability to work in a team with other staff in harmony, support patients and keep confidentiality. 
•	 Creativity and ability to work independently with limited supervision.
•	 Due to cultural beliefs in the area, female applicants will be given a priority.
•	 Must be familiar with the local context.
•	 Prevention of sexual exploitation and abuse (PSEA): Actively promote PSEA standards within 

[the Organization] and among beneficiaries served by [the Organization]. 
•	 Compliance & ethics: Promote and encourage a culture of compliance and ethics throughout [the 

Organization]. As applicable to the position, maintain a clear understanding of [the Organization’s]  
and donor compliance and ethics standards, and adhere to those standards. Conduct work with the 
highest level of integrity. 

•	 Ethical conduct for [the Organization’s] staff: The [Organization] maintains a code of standards of 
conduct that shall govern the performance of its employees engaged in the award and administration 
of contracts. No employee, officer or agent shall participate in the selection, award or administration of 
a contract supported by donor funds if a real or apparent conflict of interest would be involved. Such a 
conflict would arise when the employee, officer or agent, or any member of his or her immediate family, 
his or her partner, or an organization which employs or is about to employ any of the parties indicated 
above, has a financial or other interest in the firm selected for an award. [The Organization’s] officers, 
employees or agents shall neither solicit nor accept gratuities, favours or anything of monetary value 
from contractors or parties to sub-agreement. These standards shall provide for disciplinary actions to 
be applied for violations of such standards by [the Organization’s] officers, employees or agents.
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Example A2
Deployment as a contracted midwife (individually or as part  
of a team) through an implementing partner (IP)

This example is based on a Médecins Sans Frontières (MSF) role, combining direct implementation 
and medical team leadership.

Position title

Member Emergency Team – Sexual and Reproductive Health (SRH) / Gender Based Violence (GBV) 
Implementer: Medical Team Leader (MTL) Profile

Place within the organization

•	 Overall: reports to the Emergency Health Manager in the Emergency Support Department (ESD).
•	 During field assignments: reports to the relevant management team member at the field or capital 

level, with a functional line to the Emergency Health Manager in HQ.
•	 Technical guidance: liaises with relevant specialist advisers in the HQ Public Health Department.

Main purpose of the role

The main purpose of the role is to ensure that an effective and comprehensive sexual and reproductive 
health and rights (SRHR), sexual violence (SV) and intimate partner violence (IPV) response is in place 
during the initial phases of an emergency. This includes a variety of activities, from assessments and 
strategy development to staff training and implementation guidance.

SRH–GBV accountabilities

•	 to lead, develop and support the country and project SRH/GBV strategies, protocols and response 
activities based on medical needs and context;

•	 to provide technical support and supervise the implementation of the SRH/GBV response, in order 
to ensure quality care in line with survivor-centred principles;

•	 to plan and supervise community awareness and information, education and communication (IEC) 
strategies, in order to increase timely access for survivors of GBV and IPV;

•	 to establish patient documentation and data management tools for SRH/GBV activities;
•	 to support HR processes for recruiting, training and evaluating relevant staff, in order to ensure that 

the team has the appropriate size and capabilities;
•	 to support senior management in representing the organization before the Ministry of Health and 

other partners for advocacy on the SRH/GBV response; and
•	 to compile, review and analyse project data, document the lessons learned and contribute to 

reporting and operational research.
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Medical Team Leader (MTL) accountabilities

•	 to define, implement and monitor medical activities in collaboration with the Project Coordinator 
and other team members, according to project plans and protocols;

•	 to take responsibility for medical data collection, analysis and reporting, in order to ensure proper 
programme monitoring;

•	 to coordinate, supervise, coach and evaluate medical team members, in order to improve the 
medical components of the project;

•	 to plan and supervise HR processes (recruitment, training, performance evaluation) for the project’s 
medical staff;

•	 to supervise the efficient management of the field pharmacy and medical equipment in 
collaboration with the logistics department; and

•	 to implement the health policy for all staff, providing necessary preventative measures and 
managing any medical evacuations.

Candidate profile

•	 midwife/nurse/doctor with extensive experience in SRH/GBV programming and implementation;
•	 minimum of 24 months of field experience with MSF or a similar organization in at least three 

different countries, including at least one emergency project and one high-security setting;
•	 proven organizational and diplomatic skills and experience with representation;
•	 experience with SRH/GBV assessment, programme strategy development, monitoring  

and evaluation;
•	 experience in staff capacity assessment and training in survivor-centred principles and medical 

care for GBV (CMR);
•	 proven flexibility, a solution-oriented mentality and the ability to work independently  

in chaotic circumstances;
•	 willingness to travel to any required area, frequently at short notice; and
•	 fluency in English (required); proficiency in [other language] is highly desirable.
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Example B
Deployment as midwife mentor/trainer

This example is based on the ToR sample for the United Nations Volunteer International Midwifery 
Mentor, UNFPA Country Office in Bangladesh.

Position title 

Midwifery Mentor

Duties and scope of responsibilities

Capacity development

•	 to provide midwives, clinical coordinators and involved doctors and other medical providers with 
relevant training, bedside/hands-on teaching and mentorship;

•	 to build the capacity of midwives to provide initial stabilization of emergencies when needed, and 
evidence-based routine maternity care, including respectful adolescent-friendly ANC, delivery and 
PNC services;

•	 to build the capacity of midwives to provide quality comprehensive SRH services including family 
planning, cervical cancer screening, the clinical management of rape, health response to sexual 
violence, and prevention and treatment of sexually transmitted infections;

•	 to develop and support the implementation of systems to strengthen the quality of SRHR  
service delivery;

•	 to build the capacity of midwives to provide the necessary data for monitoring and evaluation;
•	 to assess and respond to challenges in midwives’ enabling environment, including logistics, 

commodities and capacity, or communicate to relevant support systems;
•	 to conduct regular field visits, in order to provide oversight and support to health facility managers 

and clinical coordinators, and to enable national midwives to provide quality comprehensive SRH 
services with a focus on maternal health; and

•	 to coordinate training and mentoring sessions on all aspects of comprehensive SRHR, supporting 
an effective response that integrates SRH (including adolescent and sexual reproductive health), 
gender-based violence (GBV) and data interventions.

Advocacy and partnership

•	 to advocate within facilities for evidence-based, respectful, adolescent-friendly midwifery-led  
SRH services;

•	 to coordinate with other partners at the facility level to synergize SRH care provision;
•	 to participate in the SRH working group, as needed, and develop guidelines for the provision of SRH 

care to refugees and host communities, as needed;
•	 to support coordination with donors, governments (including [name of government]) and non-

government actors to monitor the project and enhance existing partnerships, and generate new 
partnerships where possible; and

•	 to provide input for situational reports, donor reports, background briefs and other communication/
advocacy products, as required.
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Project/programme management support 
 
Support SRH unit programme implementation with implementing partners:

•	 to provide support to assessments of the SRH needs of the affected population, particularly as it 
relates to midwifery services, as required;

•	 to contribute to maternal and perinatal death reviews;
•	 to support the development of a midwifery leadership programme, in coordination with the 

international midwifery specialist and national midwifery programme staff;
•	 to support the documentation, organization and visibility of the midwifery programme;
•	 to assist in developing/adapting protocols for selected areas in programme coordination (such 

as syndromic case management of sexually transmitted infections (STIs), referral for emergency 
obstetric care, midwifery, fistula repair, medical response to survivors of rape, counselling and 
family planning services, etc.);

•	 to conduct monitoring/mentoring visits and ensure a systematic approach for tracking barriers, 
challenges and progress within facilities;

•	 to liaise with the national midwifery team, in order to ensure alignment of midwifery programming 
across the humanitarian/development/peace nexus; and

•	 to carry out any other duties as required.

Example C
Deployment as an area coordinator/leader for an inter-agency 
SRH working group

This example is adapted from a general ToR for an SRH technical working group coordinator role in an 
emergency context.

Position title

SRH Technical Working Group (TWG) Partnership Coordinator

Reports to Lead Agency SRH Coordinator

Key responsibilities 

The SRH Coordinator works within the overall Health Cluster/Sector Coordination (HCC) context to 
obtain and use information to achieve the following:

Coordination and partnership

•	 Host regular coordination meetings: Convene national and sub-national meetings with all 
relevant stakeholders, including the Ministry of Health, NGOs, UN agencies, civil society and 
representatives from marginalized populations (e.g. adolescents, persons with disabilities, LGBTQIA 
individuals) to facilitate the implementation of the MISP.
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•	 Ensure information flow: Coordinate among SRH actors and partners to enable adequate 
programming and the efficient use of resources to avoid gaps and overlaps in the response.

•	 Inter-sectoral collaboration: Coordinate and collaborate with the health, GBV, HIV and logistics 
sectors/clusters. Actively participate in intersectoral meetings to raise strategic and technical issues.

•	 Facilitate planning: Work with all stakeholders to identify synergies, needs, gaps and opportunities 
for the SRH response.

Advocacy and resource mobilization

•	 Advocate for SRH prioritization: Advocate for SRH to be prioritized in all phases of a humanitarian 
crisis, including assessments, data collection, fundraising and supply chain management.

•	 Support fundraising: Support health partners in seeking SRH funding through humanitarian 
planning processes and appeals, such as Flash Appeals (Central Emergency Response Fund, 
Country Based Pooled Fund) and the Humanitarian Response Plan.

•	 Analyse legal/policy frameworks: Identify and provide information on national policies, protocols 
and laws that either support or create barriers to accessing SRH services for the affected population.

Technical guidance and programme support

•	 Provide technical guidance: Offer technical and operational guidance on MISP implementation 
and orient partners on the MISP, inter-agency reproductive health (IARH) kits and other resources.

•	 Map services and analyse gaps: Support regular mapping (“Who?, What?, Where?”) exercises and 
situation/gap analyses of SRH services, in order to identify programme needs and capacities.

•	 Manage supplies: Support the coordinated procurement and distribution of SRH supplies, 
including IARH kits, and help partners collect data on consumption and service utilization, in order 
to plan for a sustainable supply chain system.

Monitoring and information management

•	 Compile population data: Compile basic demographic and SRH information on affected 
populations to support advocacy, MISP implementation and planning for comprehensive  
SRH services.

•	 Monitor services: Ensure MISP services are monitored for quality and sustainability, using tools 
such as the MISP Checklist.

•	 Analyse data for action: Collect and apply service delivery data, analyse findings to identify 
solutions to service gaps, and plan for the provision of comprehensive SRH services.

•	 Report and communicate: Ensure regular communication among all levels and report key 
conclusions and challenges to the overall health coordination mechanism.

•	 Transition to comprehensive care: Support the establishment of patient-centred comprehensive 
SRH services as soon as possible, within three to six months of the onset of an emergency.
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Annex D
Creating a roster of midwives  
for deployments in humanitarian settings,  
and comparison of deployment modalities
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This annex provides a comprehensive framework for the creation of a national humanitarian midwife 
roster. It is based largely on the “Guidelines for establishing a Roster of humanitarian Midwives” 
from the UNFPA Regional Office in West and Central Africa (WCARO). 

A roster of midwives for deployment in humanitarian settings is a pool of qualified midwives who are 
prepared for deployment in crisis settings. The ultimate goal is to establish a sustainable, nationally 
owned system for the rapid deployment of skilled midwives in crisis settings. While UNFPA may 
provide initial support, the most sustainable model is for the national government, primarily the 
ministry of health (MoH), to lead the roster’s management. This approach integrates emergency-
response capacity directly with the national health system. UNFPA’s role is to facilitate this process 
by providing the necessary technical and financial support to build government capacity for 
independent and lasting management.

Characteristics of  
midwives deployed in 
humanitarian settings

Midwives deployed in humanitarian settings are nationally certified midwives who have been trained 
by the appropriate national authority or a nationally recognized international organization (e.g. the 
respective MoA, UNFPA or the World Health Organization) on humanitarian response, including the 
Minimum Initial Service Package (MISP) for sexual and reproductive health (SRH). These midwives 
have understood and accepted the terms of potential deployment. While there is an agreement in 
principle to deploy, the final choice always remains with the midwife.

These midwives provide integrated SRH and gender-based violence (GBV) services, including safe 
births, emergency obstetric care, family planning, HIV/sexually transmitted infection (STI) prevention 
and treatment, and clinical management of rape (CMR). They require continuous professional education 
to maintain the necessary skills for these complex environments.

 

https://wcaro.unfpa.org/en/publications/guidelines-establishing-roster-humanitarian-midwives
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Foundational actions and 
government partnership

Conduct a MISP readiness assessment (MRA)

Before establishing a roster, the respective UNFPA country office (CO) must collaborate with the 
national MoH and other stakeholders to evaluate the health system’s readiness to implement the MISP. 

The purpose of an MRA is to assess a national health system’s ability to provide life-saving SRH 
services during an emergency. It helps prioritize actions to enhance preparedness and response 
capacity. The assessment leads to an action plan for improving the health system’s readiness. This plan 
can guide preparedness actions related to the health workforce, including the number of midwives 
needed in each region. It is advisable to conduct the MRA before creating the roster, in order to 
identify needs for human resources, medications and supplies, unless an MRA has been completed in 
the previous two years.

A 2025 global analysis of 64 MRAs revealed that most countries were unprepared, having significant 
gaps in coordination, funding and data collection. Resources are often insufficient, even in stable times, 
with no surge capacity for emergencies. The 2025 report stressed that MISP preparedness should 
be a fundamental development responsibility, integrated within broader efforts to strengthen health 
systems, in order to ensure that life-saving SRH services are systematically planned for.

If an MRA has been done recently (within the previous two to three years), a yearly Action Plan Review 
should be conducted to track progress toward achieving recommendations of the MRA. 

Establish cooperation with the national government

The MRA is an effective entry point for establishing collaboration with the government on creating 
a humanitarian midwife roster. It is highly recommended that the roster is established in close 
partnership with the national government and professional bodies such as the country’s midwife 
association, in order to ensure sustainability.

COs should present the concept to national government focal points and propose a collaboration to 
improve SRH and GBV emergency response through the training of midwives, linking this initiative to 
the MRA’s action plan. When contacting national authorities, the aim should be to understand:

	√ the number of midwives employed;
	√ their scope of practice;
	√ the existing contractual modalities and the national training curriculum;
	√ the government’s relationship with midwives and professional bodies;
	√ how a partnership can be established, to enhance the midwifery workforce;
	√ the MoH’s interest and administrative capacity to manage a national roster;
	√ the specific support needed from UNFPA; and
	√ the availability of financial support for salaries from the MoH, UNFPA or other partners.
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Roster design and  
selection process

Advertisement and selection management

The application process can be advertised through the MoH, professional midwife associations, UNFPA 
or other relevant online networks and platforms.

The selection process is ideally a collaborative approach, with criteria agreed by the UNFPA CO and 
the MoH. In some cases, the MoH may request that UNFPA lead the process. Where possible, the 
management and selection should be led at the national level by the MoH, with involvement from the 
national midwifery association. The MoH or midwifery association is typically responsible for launching 
the call to engage interested midwives. Alternatively, UNFPA can launch the call, depending on advice 
from the MoH.

A clear job description and detailed terms of reference (ToR) should be used to launch the call. The 
ToR should contain:

•	 context and justification for the call;
•	 required availability and duration of assignment;
•	 the education and experience requirements for midwives;
•	 potential locations and duty stations; and
•	 midwives’ functions, responsibilities, deployment terms and benefits.

The process will involve the screening of curricula vitae (CVs) and an interview. Those who meet the 
criteria will be selected to undertake UNFPA or partner-supported training before being added to the 
roster. The MoH may also provide a list of suitable candidates to UNFPA for selection. Considerations 
of culture, language and diversity are essential throughout the selection process.

Selection criteria

Selection criteria for midwives are determined by the MoH, UNFPA and relevant national stakeholders. 
Key criteria to consider include:

•	 Certification: must be nationally certified to be employed as a midwife in the country.
•	 Experience: a minimum of one-to-two years of clinical experience, depending on agreement with 

the MoH. Some contexts may require more experience; for example, Niger requires three years’ 
experience in maternal health.

•	 Motivation: a willingness to deploy in national humanitarian settings.
•	 Expertise: skills in family planning, obstetric complications, birth, HIV, CMR, etc.
•	 Humanitarian experience: prior experience in humanitarian settings is an asset.
•	 Languages: must speak the languages of the geographic location.
•	 Training: completion of relevant specific training (e.g. MISP, CMR).
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Human resources (HR)  
and duty of care

The HR component must prioritize the well-being and safety of midwives, regardless of their  
employer, comprising:

•	 Duty of care: This is the responsibility of the employer, which may be the MoH, an implementing 
partner (IP) or, rarely, UNFPA. This includes providing safety and preparedness training before 
deployment and psychosocial support during, and after, assignments.

•	 Financial and logistical responsibilities: Details regarding who is responsible for the costs 
of salary, insurance, transportation, accommodation, leave, rest and recuperation, and medical 
evacuation must be outlined clearly and agreed by UNFPA, the MoH and IPs.

•	 Support mechanisms: Regular follow-up and support from the UNFPA country office can ensure 
that midwives feel valued. Communication channels such as WhatsApp groups and regular 
meetings, as utilized by UNFPA in Cameroon, are effective methods.

•	 Tackling deployment hesitancy: To address potential hesitancy, especially among MoH-employed 
midwives, clear communication about the risks, benefits, incentives and career development 
opportunities associated with humanitarian deployment is essential.

Training requirements

Essential midwifery competencies

All midwives selected for the roster must be certified to work according to national laws and 
possess mandatory clinical skills. The standard of midwives’ qualifications should be assessed, to 
determine whether participants have varying skill levels. Where possible, candidates should meet 
the International Confederation of Midwives (ICM) Essential Competencies for Midwifery Practice. 
If standards differ between institutions awarding qualifications to midwives, an induction should be 
provided to ensure that all participants have the foundational skills needed for basic and emergency 
obstetric and neonatal care, as well as the competencies required for the implementation of the four 
MISP service delivery objectives.

Training curriculum

The induction should provide an overview of humanitarian principles, MISP implementation and 
UNFPA’s mandate and role in humanitarian emergencies. It should prepare midwives to provide all 
MISP services and support vulnerable populations. Prevention of sexual exploitation and abuse (PSEA) 
training should be delivered alongside the induction.
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Mandatory training should include:

•	 the MISP in-person training;
•	 the MISP online course (available in English and French); and
•	 PSEA training.

Highly recommended additional training would include the following:

•	 WHO’s “Clinical Management of Rape and Intimate Partner Violence Survivors” e-learning course;
•	 UNFPA Humanitarian 101 (SRH in Emergencies and GBV modules);
•	 the United Nations Inter-Agency Standing Committee (IASC)'s “Different Needs – Equal 

Opportunities” e-learning course; and
•	 Empowered Aid’s free online course “Mitigate the Risk of Sexual Exploitation and Abuse  

in Aid Distribution”.

Additional optional training would include:

•	 SRH coordinator training; and
•	 humanitarian coordination training.

Training logistics

To facilitate learning, COs should require participants to complete the online MISP and clinical 
management of rape (CMR) courses prior to the in-person training. The training should be conducted:

•	 for a recommended duration of three to five days;
•	 in groups numbering a maximum of 30 participants;
•	 with at least three facilitators who possess relevant technical backgrounds; and
•	 with practical elements such as case studies, role-plays and training on inter-agency reproductive 

health (IARH) kits.

Roster creation 
and management

The roster database

The roster is a document, such as a Word file or Excel sheet, containing a pool of trained midwives 
ready for deployment. (A WCARO template is available in French and English.) The database must 
include the following information for each individual:

•	 name;
•	 contact details (telephone number, email address, physical address);

https://docs.google.com/spreadsheets/d/1-oJs5TsVjArPxpdHIaxqPMZDDCpZIXvMLWK6BhCz4j8/edit?usp=sharing
https://docs.google.com/spreadsheets/d/19U2CGUadbM03iEiI9JRg5Tr8eMd24TuOpPKUxX33roQ/edit?usp=sharing
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•	 diploma(s) (including the awarding institution(s));
•	 years of experience;
•	 current employer and working location;
•	 UNFPA training completed, including date;
•	 areas of expertise (e.g. family planning, emergency obstetric care);
•	 availability to deploy;
•	 current deployment status, date and location; and
•	 number of deployments with UNFPA.

For candidates who are deployed, the database should also include:

•	 mandatory training certificates;
•	 date of deployment and length of assignment;
•	 information on extensions of deployment period, if any; and 
•	 a recommendation on suitability for future deployment.

Roster management

The roster should be managed by the entity leading the deployments, which may be the MoH, UNFPA, 
a midwife professional body or a joint committee. The roster managers are responsible for assessing 
the availability of members according to need. The database should be updated annually to ensure that 
candidates remain available for deployment.

Comparison of  
humanitarian midwife 
deployment modalities

Table 1 provides a comparative overview of the four primary models for deploying midwives in 
humanitarian settings, outlining their governance, operational considerations, strengths and weaknesses.

Table 1: Four primary models of midwife deployment

Consideration Government /  
MOH-led

NGO /  
INGO-led

Midwife 
Association-led

UNFPA-led

Strengths 
(“pros”)

Possesses 
government 
ownership and 
integrates with 
national humanitarian 
response systems.

Can mobilize 
quickly and 
has flexible 
structures.

Is profession-
led, with strong 
peer networks 
and an existing 
membership 
base.

Offers a streamlined, 
single-agency process, 
with established 
protocols for crises.
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Consideration Government /  
MOH-led

NGO /  
INGO-led

Midwife 
Association-led

UNFPA-led

Weaknesses 
(“cons”)

The MoH may be 
unwilling or unable 
to manage or fund 
deployment in 
emergencies.

Is dependent 
on external 
funding, which 
may limit 
sustainability.

Has limited 
financial and 
management 
capacity, and 
relies heavily on 
volunteers.

Faces restrictions 
on movement and 
location, due to UN 
security constraints.

Factors 
that enable 
success

Adequate funding and 
strong political will or 
buy-in.

Adequate 
funding.

Adequate funding 
and scaled-up 
institutional 
capacity.

Adequate funding and 
adaptable leadership.

Barriers to 
success

Lack of political will, 
lack of funding, or 
weak systems.

Donor 
dependency 
and the short-
term nature of 
projects.

Weak institutional 
capacity and 
limited support 
for emergency 
logistics.

The need for presence 
in insecure areas, 
coupled with UN 
security restrictions.

Governance & 
policy

The MoH leads, 
with support from 
partners. It uses 
national emergency 
frameworks, such as 
disaster risk  
reduction plans.

NGOs lead in 
partnership with 
the MoH and 
associations, 
aligning with 
humanitarian 
response 
frameworks.

The association 
leads, 
collaborating 
with the MoH 
and NGOs. It 
uses national 
frameworks 
or voluntary 
agreements.

UNFPA leads, 
collaborating with 
governments and 
partners. It is guided 
by UN standard 
operating procedures 
(SOPs) and host-
country agreements.

Finance Funded by the MoH or 
external donors.

Donor-funded. Supported 
by donors or 
members.

Funded by UNFPA 
for humanitarian 
deployments.

Workforce & 
recruitment

Maintains a real-time 
registry of midwives 
and establishes a 
surge roster, with 
vetting based on 
qualifications.

Maintains 
workforce lists 
and registers 
volunteers. The 
surge roster is 
managed by the 
NGO based on 
project needs.

Maintains a 
member registry 
of midwives 
available for 
emergencies. 
Surge rosters are 
managed by the 
association.

Maintains rosters 
(including displaced 
professionals) or 
partners with other 
professional bodies 
to access them. 
Recruitment is 
managed by UNFPA  
or partners.

Employment 
& 
remuneration

Deploys detached 
MoH staff or 
unemployed midwives 
with contracts 
managed by the MoH. 
Remuneration is 
based on job grids.

Uses separate 
contracts 
with flexible 
terms. Provides 
salaries or 
stipends, plus 
housing and 
allowances.

Deploys on a 
voluntary or 
contracted basis. 
Offers stipends 
or allowances 
when funding is 
available.

Contracts midwives 
as UN staff or 
consultants. 
Remuneration is based 
on UN salary scales 
and includes hardship 
allowances.
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Consideration Government /  
MOH-led

NGO /  
INGO-led

Midwife 
Association-led

UNFPA-led

Capacity-
building

Provides MISP 
training plus 
additional skills in 
emergency response 
and infection 
prevention.

Provides MISP 
training along 
with refresher 
and soft skills 
training.

Provides MISP 
training, refresher 
courses and 
coordination 
skills training.

Provides MISP training 
plus refresher and 
coordination training.

Oversight & 
mentorship

Utilizes mentorship 
systems and conducts 
facility audits.

Implements 
structured 
mentorship 
programmes.

Provides peer 
mentorship, 
facility audits 
and supportive 
oversight.

Utilizes mentor 
systems and conducts 
regular audits.

Duty of care Includes security 
briefings, health 
safeguards, stress 
management and 
medical evacuation.

Includes 
security 
briefings, safety 
during transit, 
and stress 
management 
resources.

Includes safety 
briefings, 
well-being 
support and 
arrangements 
for medical 
evacuation.

Includes pre-
deployment training, 
medical and mental 
health support, and 
evacuation.

Enhancing long-term 
sustainability

In order to ensure the long-term success and integration of the midwifery programme, COs should 
focus on the following strategies:

•	 Partner with midwifery associations and universities: COs are very much encouraged to partner 
with professional midwifery associations and universities, so as to advocate for the integration of 
MISP training in the national midwifery curriculum.

•	 Partner with obstetrics and gynaecology associations: Establishing a close partnership with 
national obstetrics and gynaecology associations is also encouraged. They can be involved in 
advocating for the approach and supporting the inclusion of the MISP in the national curriculum. 
Some obstetricians and gynaecologists may also serve as MISP trainers.

•	 Establish communities of practice: Humanitarian midwives should be encouraged to establish 
national communities of practice, in order to enhance motivation, knowledge exchange and 
information sharing. These could be managed and facilitated by a professional midwife association. 
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Duty of care checklist for programme managers 
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This checklist draws on the following three sources:

•	 United Nations Volunteers (UNV): “Protection and Prevention: Duty of Care for UN Volunteers”
•	 Médecins sans Frontières (MSF): “MSV as a responsible employer”
•	 International Rescue Committee (IRC): “IRC Duty of Care Policy Framework”

Phase Action item

Verification 
(manager  
to check 
“Yes”/“No”)

Notes /  
follow-up  
action  
required

Pre- 
deployment

1. Security briefing: Has the midwife received a 
comprehensive, context-specific security briefing 
from a qualified security officer? Does this include 
information on threats specific to female health 
workers and protocols for communication and 
movement? Has security training been done, if 
available/indicated?

2. Health and medical clearance: Has the midwife 
received a pre-deployment health clearance, all 
required vaccinations and a briefing on the medical 
evacuation (MEDEVAC) plan and how to access 
medical care in the duty station?

3. Mental health & psychosocial support (MHPSS) 
briefing: Has the midwife been briefed on the signs 
and symptoms of stress, burnout and secondary 
trauma? Have they been provided with information on 
confidential MHPSS resources available to them and 
their families during the deployment?   

4. Contracts and insurance: Is the contract clear 
on roles, responsibilities, duration and remuneration? 
Crucially, is the midwife covered by adequate 
health, life/disability and malpractice insurance (if 
applicable in the context) for the functions they are 
expected to perform?   

5. Equipment and communication: Has the 
midwife been issued with necessary personal 
protective equipment (PPE) and a reliable means 
of communication (e.g. satellite phone or charged 
mobile phone with credit)?

During 
deployment

6. Safe and secure accommodation and 
transportation: Is the midwife’s accommodation 
safe, secure (e.g. with secure locks, perimeter 
lighting/fencing) and culturally appropriate (e.g. 
adequate privacy, gender-segregated facilities where 
required)? Is the means of transportation they will 
be using safe and reliable?

https://www.unv.org/national-unv/your-benefits-allowances-and-support-systems-un-volunteer#:~:text=Your%20Host%20Entity%20has%20primary,at%20your%20UNV%20Regional%20Office
https://drive.google.com/file/d/1rDQa7aORWiGYMAYSKulsq554fsda2Ib5/view?usp=drive_link
https://drive.google.com/file/d/1wrGw_yEsPAklkhneyPNNHCrKol5JhMYf/view?usp=drive_link
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Phase Action item

Verification 
(manager  
to check 
“Yes”/“No”)

Notes /  
follow-up  
action  
required

During 
deployment

7. Workload and rest: Is the midwife’s workload 
being monitored to ensure that it is manageable? 
Is there a clear and enforced system for regular 
working hours, days off, and rest and recuperation 
(R&R) leave to prevent burnout?   

8. Supportive supervision: Does the midwife 
receive regular, supportive supervision from a 
clinical and/or line manager? Is there a formal or 
informal mechanism for technical and emotional 
debriefing after critical incidents?   

9. Peer support network: Has the programme 
facilitated the establishment of a peer support 
system, connecting deployed midwives with  
each other to share experiences and provide 
mutual support?

10. Security plan adherence and updates: Are 
security plans and protocols being adhered to? 
Does the midwife receive regular security updates 
and reminders? Is the security and medical 
evacuation plan clear that it includes all staff, 
including national staff?

Post- 
deployment

11. Structured debriefing: Is there a mandatory, 
structured debriefing process at the end of the 
assignment, which covers operational, security, 
administrative and psychosocial aspects of the 
mission in a confidential setting?

12. Continued MHPSS access: Does the midwife 
have continued access to confidential, professional 
MHPSS support for a defined period (e.g. at least 
3–6 months) post-deployment, to support their 
readjustment?   

13. Career development and retention: Is there 
a final performance review and a discussion about 
the midwife’s career path, recognizing the valuable 
skills and experience gained during the deployment 
and identifying future opportunities?

14. Final pay and entitlements: Have all final 
payments, benefits and entitlements been 
processed in a timely and accurate manner?
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Advocacy toolkit for midwives  
in emergencies: practical guidance  
for midwives to lead change  
in humanitarian settings
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Midwives are not only care providers; they are also powerful advocates for the rights, dignity and 
survival of women and newborns in crisis settings. Whether speaking within their teams or to the 
communities they serve, or engaging directly with policymakers and donors, midwives can play a 
central role in shaping more responsive, ethical and effective humanitarian health systems. This 
annex offers practical, survivor-centred guidance to help midwives use their voices and experiences to 
influence positive change.

How to advocate  
for policy and  
practice change

Effective advocacy starts with knowing what needs to change and how to communicate it clearly  
and safely. In humanitarian settings, advocacy may focus on key priorities such as:

•	 expanding the legal scope of practice, so that midwives can deliver the full range of  
life-saving services, including components of the Minimum Initial Service Package (MISP)  
for reproductive health;

•	 improving pre-service and in-service training, to ensure that all midwives are equipped to 
provide emergency care, including clinical management of rape (CMR), safe delivery, family 
planning and newborn resuscitation; 

•	 ensuring the inclusion of midwives in emergency response planning, coordination forums  
and decision-making bodies at all levels; and

•	 securing funding and the fair deployment of midwives in humanitarian settings, especially  
in hard-to-reach or under-served areas.

Who to engage?

Midwives can advocate across multiple levels:

•	 within their teams, by raising workplace issues, recommending protocol improvements or 
proposing changes to service delivery;

•	 in communities, by increasing awareness of midwifery services, promoting respectful care and 
engaging local leaders in health promotion;

•	 with policymakers and humanitarian coordinators, by participating in cluster meetings, technical 
working groups or national consultations; and

•	 with donors and implementing partners, by sharing challenges, highlighting needs and 
demonstrating the impact of midwifery care.
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Tips for effective advocacy

•	 Be clear and focused: Identify one or two key issues to address and define a specific “ask” or solution.
•	 Support the message with evidence: Combine personal experience with credible data. For example:

	– “Midwives can provide up to 87 per cent of essential sexual and reproductive health services.”
	– “Every US$1 invested in midwives returns up to 16 times the value in health and economic benefits.”

•	 Use respectful, professional language: Be solution-oriented rather than confrontational.
•	 Follow up: Advocacy is rarely a one-time conversation. Keep records, share updates and  

revisit decisions.

Suggested advocacy  
messages to use

Use the following key messages in conversations, meetings, presentations or community engagement 
activities. These messages are grounded in evidence and reflect the core values of midwifery and 
emergency care.

•	 “Midwives are essential frontline responders in emergencies, saving lives when systems are  
at their weakest.”

•	 “Universal coverage of midwife-led care could prevent more than 60 per cent of maternal and 
newborn deaths and stillbirths.”

•	 “Midwives uphold confidentiality and provide survivor-centred care, which is especially critical  
in humanitarian crises.”

•	 “Emergency response plans must include and fund midwives; our care is essential, and our 
leadership matters.”

Adapt these messages to suit your audience. The more a message connects with people’s priorities, 
safety, cost-effectiveness and community trust, the more persuasive it will be.

Advocate with 
confidence and care

In humanitarian emergencies, midwives often carry the greatest burdens and the greatest insights. 
Midwives understand what women and newborns need, what systems fail and what solutions are 
possible. This makes midwives’ voices not only valuable but vital to driving real, sustainable change.
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Advocacy can take many forms: speaking up in a meeting, writing a story, requesting a change in 
protocol, or engaging a community leader. Whatever form it takes, advocacy must be ethical, survivor-
centred and grounded in evidence. Protect your safety and that of others. Respect confidentiality. 
Speak truth to power and do so with clarity, compassion and courage.

Midwives are not just saving lives; they are shaping a future where every woman, every baby and every 
midwife has the care and support they deserve.

Storytelling and case studies: 
ethical, effective and safe

Personal stories are powerful tools for advocacy. They help decision-makers understand the real-world 
impact of policies, services or resource gaps. However, storytelling in humanitarian settings must 
prioritize confidentiality, consent and dignity, especially when involving survivors of violence or trauma.

How to write a story or case example

Consider the following four steps, in structuring your narrative:

1.	 The challenge: What problem or gap existed?
2.	 The action: What did the midwife do?
3.	 The result: What changed or improved?
4.	 The ask: What’s still needed in order to improve care or systems?

Keep the story short and focused. Avoid clinical or technical jargon. If the story involves a patient or 
survivor, change the names and identifying details, and ensure that informed consent is given to share 
their experience, even in an anonymized form.

Photography and video tips

Photographs can strengthen a message, but they must be taken and used with great care:

•	 Always obtain informed consent. Explain how the photo/video will be used.
•	 Avoid showing identifiable faces without written permission.
•	 Never photograph survivors of gender-based violence.
•	 Focus on moments of care, teamwork or service delivery.
•	 Use respectful, dignified images, which highlight resilience, not just suffering.
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For more support on ethical storytelling, writing and visual content, refer to the UNFPA One Voice 
Platform and UNFPA web writing guideline, which includes templates and guidance for field staff. For 
ready-to-use content, see also the The Midwifery Accelerator: Launch Communications & Social Media 
Toolkit: Developed by UNFPA and partners, it provides powerful messages, sample posts and graphics 
that can be adapted for one’s own advocacy while ensuring the storytelling connects with global calls 
to action.

Tools and resources 
for continued advocacy

Midwives do not have to advocate alone. The following global tools and platforms can be drawn on to 
strengthen messaging, share stories and access up-to-date advocacy content:

•	 The Midwifery Accelerator: Expanding Health Care for Women and Newborns
	
	 This includes compelling data and supports integration of midwifery models into systems  

and policies. 

	 Developed by UNFPA and partners, this resource includes powerful messages, campaign materials 
and social media templates. It highlights the critical return on investment in midwifery and provides 
tools to align advocacy with global calls to action. 

•	 ICM Advocacy Toolkit

	 This resource provides an introduction and guide to advocacy. It offers a clear overview of advocacy, 
based on the key questions: What?, Where?, Who?, Why? and How?

•	 Midwives and Climate: A Toolkit for Midwives and Midwifery Advocates During the UN Climate 
Change Conference (COP) (ICM, 2023)

	 A practical guide to linking midwifery advocacy with climate and humanitarian policy agendas.

•	 UNFPA One Voice Platform (UNFPA internal website)

	 This includes tools for ethical storytelling, media engagement and writing guidance for midwives 
and field staff. 

https://unfpa.app.lumapps.com/myunfpa/ls/community/one-voice
https://unfpa.app.lumapps.com/myunfpa/ls/community/one-voice
https://drive.google.com/file/d/1TXerVVrVigA-E1RAh-2g-UoG4sGIvhkF/view?usp=drive_link
https://drive.google.com/file/d/18P_87HunAFOFbppNd9hX5pUrtbXJfjB_/view?usp=sharing
https://drive.google.com/file/d/18P_87HunAFOFbppNd9hX5pUrtbXJfjB_/view?usp=sharing
https://www.unfpa.org/publications/midwifery-accelerator-expanding-health-care-women-and-newborn
https://internationalmidwives.org/resources/advocacy-toolkit/
https://internationalmidwives.org/resources/midwives-and-climate-a-toolkit-for-midwives-and-midwifery-advocates-during-the-un-climate-change-conference-cop/
https://internationalmidwives.org/resources/midwives-and-climate-a-toolkit-for-midwives-and-midwifery-advocates-during-the-un-climate-change-conference-cop/
https://unfpa.app.lumapps.com/myunfpa/ls/community/one-voice
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Annex G
Recommended tools and resources  
for midwives in humanitarian settings
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These resources are organized by phase and workstream as presented in the main document.

Table 1: All phases – essential programmatic basis

Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

UNFPA, Strategic Plan, 
2026–2029

UNFPA 
(2024)

Strategic 
guidance

Organizational 
strategy; sexual 
& reproductive 
health and rights 
(SRHR);  
gender-based 
violence (GBV)

Yes (PDF) Multiple UN 
languages

UNFPA, Start with 
Her: UNFPA Strategy 
for Reproductive, 
Maternal and Newborn 
Health and Well-Being 
2025–2030

UNFPA 
(2025)

Strategic 
guidance

RMNH; midwifery; 
health systems

Yes (PDF) English

UNFPA, UNICEF, WHO, 
ICM, Jhpiego, The 
Midwifery Accelerator: 
Expanding Quality 
Care for Women and 
Newborns

UNFPA, 
UNICEF, 
WHO, ICM, 
Jhpiego 
(2025)

Strategic 
framework; 
advocacy

Midwifery; 
health systems 
strengthening

Yes (PDF) English

UNFPA West and 
Central Africa, Regional 
Roadmap on the 
Accelerated Reduction 
of Maternal Mortality 
in West and Central 
Africa (2025–2029)

UNFPA 
WCARO 
(2025)

Regional 
strategy

Maternal 
mortality 
reduction

Yes (PDF) English; 
French

UNFPA and the Inter-
Agency Working Group 
on Reproductive 
Health in Crises, 
Minimum Initial 
Service Package 
for Sexual and 
Reproductive Health in 
Crisis Situations

UNFPA 
and IAWG 
(2020) 

SRH emer-
gency in-
tervention 
guidance; 
global 
standard 
for life- 
saving SRH  
activities 
at onset  
of crisis 

1) SRH 
coordination; 2) 
GBV prevention & 
response; 3) HIV/
STI prevention; 
4) maternal 
& newborn 
mortality 
prevention; 5) 
unintended 
pregnancy 
prevention; 6) 
planning for 
comprehensive 
SRH; 7) other 
priority

Yes (PDF, 
downloadable 
modules) 

English; 
French; 
Spanish; 
Arabic 

https://www.unfpa.org/strategic-plan
https://www.unfpa.org/strategic-plan
https://www.unfpa.org/publications/start-her-unfpa-strategy-reproductive-maternal-and-newborn-health-and-well-being-2025
https://www.unfpa.org/publications/start-her-unfpa-strategy-reproductive-maternal-and-newborn-health-and-well-being-2025
https://www.unfpa.org/publications/start-her-unfpa-strategy-reproductive-maternal-and-newborn-health-and-well-being-2025
https://www.unfpa.org/publications/start-her-unfpa-strategy-reproductive-maternal-and-newborn-health-and-well-being-2025
https://www.unfpa.org/publications/start-her-unfpa-strategy-reproductive-maternal-and-newborn-health-and-well-being-2025
https://www.unfpa.org/publications/start-her-unfpa-strategy-reproductive-maternal-and-newborn-health-and-well-being-2025
https://www.unfpa.org/publications/midwifery-accelerator-expanding-health-care-women-and-newborn
https://www.unfpa.org/publications/midwifery-accelerator-expanding-health-care-women-and-newborn
https://www.unfpa.org/publications/midwifery-accelerator-expanding-health-care-women-and-newborn
https://www.unfpa.org/publications/midwifery-accelerator-expanding-health-care-women-and-newborn
https://www.unfpa.org/publications/midwifery-accelerator-expanding-health-care-women-and-newborn
https://wcaro.unfpa.org/en/publications/regional-roadmap-accelerated-reduction-maternal-mortality-west-and-central-africa-2025
https://wcaro.unfpa.org/en/publications/regional-roadmap-accelerated-reduction-maternal-mortality-west-and-central-africa-2025
https://wcaro.unfpa.org/en/publications/regional-roadmap-accelerated-reduction-maternal-mortality-west-and-central-africa-2025
https://wcaro.unfpa.org/en/publications/regional-roadmap-accelerated-reduction-maternal-mortality-west-and-central-africa-2025
https://wcaro.unfpa.org/en/publications/regional-roadmap-accelerated-reduction-maternal-mortality-west-and-central-africa-2025
https://wcaro.unfpa.org/en/publications/regional-roadmap-accelerated-reduction-maternal-mortality-west-and-central-africa-2025
https://www.unfpa.org/resources/minimum-initial-service-package-misp-srh-crisis-situations
https://www.unfpa.org/resources/minimum-initial-service-package-misp-srh-crisis-situations
https://www.unfpa.org/resources/minimum-initial-service-package-misp-srh-crisis-situations
https://www.unfpa.org/resources/minimum-initial-service-package-misp-srh-crisis-situations
https://www.unfpa.org/resources/minimum-initial-service-package-misp-srh-crisis-situations
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Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

A regional strategic 
framework for 
midwifery and nursing 
(2022) 

UNFPA 
ASRO and 
WHO EMRO 
(2022)

Regional 
strategy

Midwifery; 
nursing

Yes (PDF) Arabic

Phase 1: Preparedness
Building a resilient foundation

Preparedness is the most critical phase for mitigating mortality and morbidity before a crisis occurs. 
The resources in this section are multi-pillar, correctly identifying that a resilient foundation requires 
concurrent strengthening of (1) governance and policy, (2) workforce capacity, (3) supplies and logistics 
and (4) health information systems (HIS). These tools represent a programmatic shift from a reactive 
posture to proactive, comprehensive system-building.

Table 2: Workstream: strengthen governance and policy frameworks

Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

ICM, “Global Call to 
Action: Protecting 
Midwives to Sustain 
Care for Women, 
Newborns and their 
Families in the 
COVID-19 Pandemic”

ICM (2020) Global call 
to action; 
advocacy; 
policy 
guidance 

Covid-19; 
midwifery 
workforce 
protection; 
PPE, MNH; 
SRHR; gender 
discrimination

Yes (PDF) English

ICM, “Investing 
in Midwives’ 
Associations”

UNFPA 
(2025)

Strategic 
guidance

RMNH; midwifery; 
health systems

Yes (PDF) English

American College 
of Obstetricians 
and Gynecologists, 
American Academy of 
Pediatrics, American 
College of Nurse-
Midwives, Honor 
Society of Nursing, 
ICM, Professional 
Association 
Strengthening Manual 

ACOG 
(2019)

Policy 
brief

Midwifery 
association 
strengthening 
manual

Yes (PDF) English; 
French; 
Spanish

https://arabstates.unfpa.org/sites/default/files/pub-pdf/regional_arab_nursing_and_midwifery_strategic_21-web.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/regional_arab_nursing_and_midwifery_strategic_21-web.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/regional_arab_nursing_and_midwifery_strategic_21-web.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/regional_arab_nursing_and_midwifery_strategic_21-web.pdf
https://www.unfpa.org/sites/default/files/resource-pdf/Call_to_Action.pdf
https://www.unfpa.org/sites/default/files/resource-pdf/Call_to_Action.pdf
https://www.unfpa.org/sites/default/files/resource-pdf/Call_to_Action.pdf
https://www.unfpa.org/sites/default/files/resource-pdf/Call_to_Action.pdf
https://www.unfpa.org/sites/default/files/resource-pdf/Call_to_Action.pdf
https://www.unfpa.org/sites/default/files/resource-pdf/Call_to_Action.pdf
https://internationalmidwives.org/resources/investing-in-midwives-associations/
https://internationalmidwives.org/resources/investing-in-midwives-associations/
https://internationalmidwives.org/resources/investing-in-midwives-associations/
https://internationalmidwives.org/resources/professional-association-strengthening-manual/
https://internationalmidwives.org/resources/professional-association-strengthening-manual/
https://internationalmidwives.org/resources/professional-association-strengthening-manual/
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Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

WHO, Implementation 
Guidance on 
Transitioning to 
Midwifery Models  
of Care

WHO 
(2025)

Imple-
mentation 
guidance

Midwifery models 
of care

Yes (PDF) English

International 
Planned Parenthood 
Federation, with Inter-
Agency Working Group 
on Reproductive 
Health in Crises 
and UNFPA, MISP 
Readiness Assessment 

IPPF 
(2020), 
field version 
Imple-
mentation 
guidance

Assess-
ment tool

MISP; SRH 
preparedness

Yes (PDF) English

Training for the  
Coordination of SRH 
Working Groups

Facilitator Guide

Slide Deck

SRH Task 
Team and 
IAWG

Training 
for SRH 
coordina-
tors 

MISP 
implementation; 
SRH coordination; 
action planning; 
advocacy; MNH; 
GBV; HIV/STIs 

N/A (In-
person/virtual 
workshop with 
associated 
materials) 

English / 
French

Inter-Agency Working 
Group on Reproductive 
Health in Crises 
and International 
Planned Parenthood 
Federation, A Training 
for Program Managers 
on Sexual and 
Reproductive Health 
in Emergencies: An 
Introduction to the 
Minimum Initial 
Service Package 
(MISP)

IAWG 
(2023) 

Training 
Toolkit; 
workshop 
facilitation 
guide (for 
programme 
managers)

MISP; SRH in 
emergencies; 
adolescents; 
funding; 
inclusion; 
logistics; 
monitoring  
& evaluation 

Yes (down-
loadable 
ZIP/PDFs of 
facilitator’s 
manual;  
handouts; 
slides) 

English

FP2030, Ready 
to Save Lives: A 
Preparedness Toolkit 
for Sexual and 
Reproductive Health 
Care in Emergencies

FP2030 
(n.d.)

Prepa-
redness 
toolkit

SRH in 
emergencies

Yes (PDF) English

United Nations Office 
for Disaster Risk 
Reduction, Words into 
Action Companion: 
Design and Conduct 
of Simulation 
Exercises - SIMEX

UNDRR 
(2020)

Imple-
mentation 
guidance

Simulation 
exercises; 
disaster risk 
reduction

Yes (PDF) English

https://www.who.int/publications/i/item/9789240110199
https://www.who.int/publications/i/item/9789240110199
https://www.who.int/publications/i/item/9789240110199
https://www.who.int/publications/i/item/9789240110199
https://www.who.int/publications/i/item/9789240110199
https://www.fp2030.org/app/uploads/2023/07/MISP_readiness_assessment.pdf
https://www.fp2030.org/app/uploads/2023/07/MISP_readiness_assessment.pdf
https://healthcluster.who.int/docs/librariesprovider16/meeting-reports/1-srh-wg-coordination-training-facilitation-guide-docx.pdf?sfvrsn=e00ed282_3
https://healthcluster.who.int/docs/librariesprovider16/meeting-reports/2-srh-wg-coordination-training-slide-deck.pdf?sfvrsn=58b7151e_3
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://iawg.net/resources/ippf-training-modules-misp-program-managers
https://www.fp2030.org/resources/ready-to-save-lives-sexual-and-reproductive-health-care-in-emergencies-toolkit/
https://www.fp2030.org/resources/ready-to-save-lives-sexual-and-reproductive-health-care-in-emergencies-toolkit/
https://www.fp2030.org/resources/ready-to-save-lives-sexual-and-reproductive-health-care-in-emergencies-toolkit/
https://www.fp2030.org/resources/ready-to-save-lives-sexual-and-reproductive-health-care-in-emergencies-toolkit/
https://www.fp2030.org/resources/ready-to-save-lives-sexual-and-reproductive-health-care-in-emergencies-toolkit/
https://www.fp2030.org/resources/ready-to-save-lives-sexual-and-reproductive-health-care-in-emergencies-toolkit/
https://www.undrr.org/publication/words-action-guidelines-design-and-conduct-simulation-exercises-simex
https://www.undrr.org/publication/words-action-guidelines-design-and-conduct-simulation-exercises-simex
https://www.undrr.org/publication/words-action-guidelines-design-and-conduct-simulation-exercises-simex
https://www.undrr.org/publication/words-action-guidelines-design-and-conduct-simulation-exercises-simex
https://www.undrr.org/publication/words-action-guidelines-design-and-conduct-simulation-exercises-simex
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Table 3: Workstream: prepare a capable and available midwifery workforce

Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

Copenhagen 
University, University 
of Southern Denmark 
and Maternity 
Foundation, Safe 
Delivery App

Maternity 
Foundation 
(2015, initial 
launch) 

Point-
of-care 
clinical 
support; 
training/
CPD

BEmONC; 
PPH; newborn 
resuscitation; 
infection 
prevention

Yes (App) English; 
French; 
Spanish; 
Arabic; and 
29+ other 
languages

GBV Guidelines 
Reference Group, GBV 
Pocket Guide (V2.0)

GBV 
Guidelines 
Reference 
Group  
2020 

Point-
of-care 
guidance; 
program-
matic 
guidance

GBV first 
response

Yes (PDF/App) English

WHO, Guidelines for 
the Management of 
Symptomatic Sexually 
Transmitted Infections

WHO (2021) Clinical 
guideline

STI management Yes (PDF) English

The Democratic 
Republic of Congo, 
Midwifery Curriculum 
(2021)

Government 
of the DRC,  
with UNFPA 
support 
(2021), not 
published

National 
curriculum

National 
midwifery 
education; 
competency-
based curriculum 

Yes (PDF) French

UNFPA Asia and 
Pacific Regional Office 
(APRO), Training 
on Climate Change 
and Heat Stress in 
Pregnancy 

UNFPA 
APRO (c. 
2023–
2024), not 
published

Training/
CPD; 
technical 
briefing

Climate change; 
maternal health; 
heat stress; 
pre-term birth; 
stillbirth; climate 
resilience 

Yes (PDF/
Training 
materials)

English

ICM, Global Standards 
for Midwifery 
Education: Practical/
Clinical Experience 
Supplementary Guide

ICM (2024, 
last edited) 

Imple-
mentation 
guidance; 
education 
standard 

Midwifery 
education; clinical 
experience; 
preceptorship; 
continuity of care

Yes (down-
loadable PDF) 

English; 
Spanish; 
French 

The World Continuing 
Education Alliance, 
Liverpool School of 
Tropical Medicine 
and Johnson & 
Johnson Foundation, 
Midwifery Educator 
CPD Programme 
(e-learning course)

WCEA, 
(2022) 

Training/
CPD plat-
form (for 
midwifery 
educators) 

Midwifery 
education, 
CPD; EmONC; 
family planning; 
clinical teaching; 
mentorship, 
assessment

Partial 
(requires 
WCEA Portal/
App; app 
has offline 
content sync) 

English

https://www.maternity.dk/safe-delivery-app/
https://www.maternity.dk/safe-delivery-app/
https://gbvguidelines.org/en/pocketguide/
https://gbvguidelines.org/en/pocketguide/
https://www.who.int/publications/i/item/9789240024168
https://www.who.int/publications/i/item/9789240024168
https://www.who.int/publications/i/item/9789240024168
https://www.who.int/publications/i/item/9789240024168
https://drive.google.com/drive/folders/1kkA-BQVGwwPWMeF0xavA6PhIwCMGrSUP?usp=drive_link
https://drive.google.com/drive/folders/1kkA-BQVGwwPWMeF0xavA6PhIwCMGrSUP?usp=drive_link
https://drive.google.com/drive/folders/1kkA-BQVGwwPWMeF0xavA6PhIwCMGrSUP?usp=drive_link
https://drive.google.com/drive/folders/1kkA-BQVGwwPWMeF0xavA6PhIwCMGrSUP?usp=drive_link
https://drive.google.com/drive/folders/1Dv-TTaEIpHLVDkSNaCQfx2AqHoA2jAyy
https://drive.google.com/drive/folders/1Dv-TTaEIpHLVDkSNaCQfx2AqHoA2jAyy
https://drive.google.com/drive/folders/1Dv-TTaEIpHLVDkSNaCQfx2AqHoA2jAyy
https://drive.google.com/drive/folders/1Dv-TTaEIpHLVDkSNaCQfx2AqHoA2jAyy
https://internationalmidwives.org/resources/guidance-for-meeting-the-icm-global-standards-for-midwifery-education-practical-clinical-experience/
https://internationalmidwives.org/resources/guidance-for-meeting-the-icm-global-standards-for-midwifery-education-practical-clinical-experience/
https://internationalmidwives.org/resources/guidance-for-meeting-the-icm-global-standards-for-midwifery-education-practical-clinical-experience/
https://internationalmidwives.org/resources/guidance-for-meeting-the-icm-global-standards-for-midwifery-education-practical-clinical-experience/
https://internationalmidwives.org/resources/guidance-for-meeting-the-icm-global-standards-for-midwifery-education-practical-clinical-experience/
https://wcea.education/2022/05/05/midwifery-educator-cpd-programme/
https://wcea.education/2022/05/05/midwifery-educator-cpd-programme/
https://wcea.education/2022/05/05/midwifery-educator-cpd-programme/
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Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

ICM, ICM Global 
Standards for 
Midwifery Faculty 
Development

ICM (2025) Education 
standard; 
quality  
framework 

Midwifery 
education; faculty 
development; 
leadership; 
curriculum; 
research; MPath 

Yes (down-
loadable PDF) 

English, 
Spanish, 
French 

UNFPA APRO, 
Continuing 
Professional 
Development 
Framework for 
Midwives in Clinical 
Practice in Asia
and the Pacific 

UNFPA 
APRO 
(2024)

Technical 
brief; pro-
grammatic 
framework

CPD; midwifery, 
quality of care; 
relicensure; core 
competencies; 
climate change

Yes (PDF) English

Japan Nursing 
Association, 
Guidelines for the 
Development of 
Disaster Preparedness 
Manuals for Delivery 
Facilities

Japan 
Nursing 
Association 
(2013) 

Imple-
mentation 
guidance; 
manual 
template

Facility disaster 
preparedness; 
evacuation; staff 
safety; MNH in 
disasters 

Yes (PDF) English

UNFPA Humanitarian 
Response Division 
(HRD), Training 
Module for Clinical 
Mentorship

UNFPA (not 
published, 
ongoing 
programme; 
e-learning 
resources 
for learners) 

Training/
CPD;  
Guideline 

Clinical 
mentorship; 
quality of care; 
Reproductive 
maternal, 
newborn, child 
and adolescent 
health (RMNCAH); 
BEmONC; 
supportive 
supervision 

Yes (PDFs; 
downloadable 
e-modules) 

English

Helping Mothers 
and Babies Survive 
(website)

HMBS.org 
(c. 2025)

Training/
CPD;  
Guideline 

BEmONC;  
simulation  
training

N/A 
(materials)

English; 
French; 
Spanish

ICM and Laerdal, 
ICM Midwifery 
Competencies Digital 
Learning Tool

ICM (n.d.) Training/
CPD; com-
petency 
verification

Comprehensive 
midwifery 
practice; 
simulation

Partial 
(requires 
platform)

English (more 
planned)

Johns Hopkins 
University, 
Psychological First 
Aid (online course)

Coursera 
(n.d.)

Training/
CPD

MHPSS Yes (down-
loadable)

English and 
more than 
25 other 
languages

https://internationalmidwives.org/resources/global-standards-for-midwife-faculty-development/
https://internationalmidwives.org/resources/global-standards-for-midwife-faculty-development/
https://internationalmidwives.org/resources/global-standards-for-midwife-faculty-development/
https://internationalmidwives.org/resources/global-standards-for-midwife-faculty-development/
https://asiapacific.unfpa.org/en/publications/CPD-framework-midwives
https://asiapacific.unfpa.org/en/publications/CPD-framework-midwives
https://asiapacific.unfpa.org/en/publications/CPD-framework-midwives
https://asiapacific.unfpa.org/en/publications/CPD-framework-midwives
https://asiapacific.unfpa.org/en/publications/CPD-framework-midwives
https://asiapacific.unfpa.org/en/publications/CPD-framework-midwives
https://asiapacific.unfpa.org/en/publications/CPD-framework-midwives
https://www.nurse.or.jp/english/assets/pdf/saigaitaio_en.pdf
https://www.nurse.or.jp/english/assets/pdf/saigaitaio_en.pdf
https://www.nurse.or.jp/english/assets/pdf/saigaitaio_en.pdf
https://www.nurse.or.jp/english/assets/pdf/saigaitaio_en.pdf
https://www.nurse.or.jp/english/assets/pdf/saigaitaio_en.pdf
https://drive.google.com/drive/folders/1m_xtubWMbKdXATcduMgj3SBZ5ZOIipdm
https://drive.google.com/drive/folders/1m_xtubWMbKdXATcduMgj3SBZ5ZOIipdm
https://drive.google.com/drive/folders/1m_xtubWMbKdXATcduMgj3SBZ5ZOIipdm
https://hmbs.org/
https://hmbs.org/
https://hmbs.org/
http://HMBS.org
https://internationalmidwives.org/projects/icm-midwifery-competencies-digital-learning-tool/
https://internationalmidwives.org/projects/icm-midwifery-competencies-digital-learning-tool/
https://internationalmidwives.org/projects/icm-midwifery-competencies-digital-learning-tool/
https://www.coursera.org/learn/psychological-first-aid
https://www.coursera.org/learn/psychological-first-aid
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Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

UNFPA Asia Pacific 
Regional Office on 
behalf of UNFPA 
APRO, Perinatal 
Mental Health Course

UNFPA 
APRO 
(February 
2026, last 
updated)

Training/
CPD

MHPSS; perinatal 
mental health

Yes (down-
loadable)

English

WHO, UNFPA and 
UNHCR, Clinical 
Management of Rape 
and Intimate Partner 
Violence Survivors 
(e-learning course)

get.disaster-
ready.org 
(comple-
ments 2024 
curriculum) 

Training/
CPD

CMR/IPV Yes (down-
loadable)

English

WHO and Global 
Health Cluster, 
Clinical Management 
of Rape and Intimate 
Partner Violence 
in Emergencies: A 
Training Curriculum 
for Health Workers – 
Facilitator Guide

WHO 
(2024)

Training 
curriculum; 
facilitator 
guide

CMR/IPV; GBV; 
survivor-centred 
care; first-line 
support (LIVES); 
MHPSS

Yes (down-
loadable PDF, 
web annexes, 
presentation 
slides) 

English; 
Arabic; 
French; 
Spanish 

WHO, Health Sector 
Response to Violence 
Against Women (VAW) 
(e-learning course)

WHO (2023) Training/
CPD

GBV; VAW Yes (down-
loadable)

English

WHO and Human 
Reproduction 
Programme, Abortion 
Care Guideline, 
Second Edition

WHO 
(2025)

Technical 
guidance 
document

Safe abortion 
care

Yes (down-
loadable) PDF

English

Partners for 
Reproductive 
Justice (IPAS), 
Abortion Attitude 
Transformation: A 
Values Clarification 
Toolkit for 
Humanitarian 
Audiences

IPAS (2018) Program-
matic 
guidance; 
training 
facilitation

Safe abortion 
care; values 
clarification

Yes (PDF) English; 
French; 
Spanish; 
Portuguese

Partners for 
Reproductive Justice 
(IPAS), Trauma-
Informed Care for 
Abortion Providers 
Treating Sexual 
Violence Survivors in 
Humanitarian Settings

IPAS (2022) Training 
toolkit

Safe abortion 
care; GBV care

Yes (PDF) English; 
Spanish; 
French; 
Portuguese

https://cpd.wcea.education/searchOnlineTraining#/training/199266
https://cpd.wcea.education/searchOnlineTraining#/training/199266
https://get.disasterready.org/clinical-management-of-rape-and-intimate-partner-violence-survivors/
https://get.disasterready.org/clinical-management-of-rape-and-intimate-partner-violence-survivors/
https://get.disasterready.org/clinical-management-of-rape-and-intimate-partner-violence-survivors/
https://get.disasterready.org/clinical-management-of-rape-and-intimate-partner-violence-survivors/
http://get.disasterready.org
http://get.disasterready.org
https://www.who.int/publications/i/item/9789240100213
https://www.who.int/publications/i/item/9789240100213
https://www.who.int/publications/i/item/9789240100213
https://www.who.int/publications/i/item/9789240100213
https://www.who.int/publications/i/item/9789240100213
https://www.who.int/publications/i/item/9789240100213
https://www.who.int/publications/i/item/9789240100213
https://vawhealthresponse.org/
https://vawhealthresponse.org/
https://vawhealthresponse.org/
https://www.who.int/publications/i/item/9789240104204
https://www.who.int/publications/i/item/9789240104204
https://www.who.int/publications/i/item/9789240104204
https://www.ipas.org/resource/abortion-attitude-transformation-a-values-clarification-toolkit-for-humanitarian-audiences/
https://www.ipas.org/resource/abortion-attitude-transformation-a-values-clarification-toolkit-for-humanitarian-audiences/
https://www.ipas.org/resource/abortion-attitude-transformation-a-values-clarification-toolkit-for-humanitarian-audiences/
https://www.ipas.org/resource/abortion-attitude-transformation-a-values-clarification-toolkit-for-humanitarian-audiences/
https://www.ipas.org/resource/abortion-attitude-transformation-a-values-clarification-toolkit-for-humanitarian-audiences/
https://www.ipas.org/resource/abortion-attitude-transformation-a-values-clarification-toolkit-for-humanitarian-audiences/
https://www.ipas.org/resource/trauma-informed-care-for-abortion-providers-treating-sexual-violence-survivors-in-humanitarian-settings/
https://www.ipas.org/resource/trauma-informed-care-for-abortion-providers-treating-sexual-violence-survivors-in-humanitarian-settings/
https://www.ipas.org/resource/trauma-informed-care-for-abortion-providers-treating-sexual-violence-survivors-in-humanitarian-settings/
https://www.ipas.org/resource/trauma-informed-care-for-abortion-providers-treating-sexual-violence-survivors-in-humanitarian-settings/
https://www.ipas.org/resource/trauma-informed-care-for-abortion-providers-treating-sexual-violence-survivors-in-humanitarian-settings/
https://www.ipas.org/resource/trauma-informed-care-for-abortion-providers-treating-sexual-violence-survivors-in-humanitarian-settings/
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Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

ICM, RESPECT 
Workshops: A Toolkit

ICM (2020) Program-
matic 
guidance; 
training 
facilitation

Respectful 
maternity care 
(RMC)

Yes (PDF) English

UNFPA HRD Training 
module for Clinical 
mentorship

UNFPA, not 
published 
(n.d.

training/
CPD; gui-
deline

clinical 
mentorship; 
quality of care; 
RMNCAH

Yes (PDFs; 
e-modules)

English

Table 4: Workstream: secure financing and pre-position supplies

Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

UNFPA, Manual: Inter-
Agency Emergency 
Reproductive Health 
Kits for Use in 
Humanitarian Settings

UNFPA 
(2019; 6th 
edition)

Program-
matic 
guidance; 
logistics

SRH supplies; 
IARH kits

Yes (PDF) English

Table 5: Workstream: strengthen health information systems (HIS)

Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

WHO and United 
Nations Children’s 
Fund, Maternal and 
Perinatal Death 
and Surveillance 
and Response: 
Materials to Support 
Implementation

WHO and 
UNICEF 
(2021)

Imple-
mentation 
guidance

MPDSR in 
humanitarian 
settings

Yes (PDF) English

https://internationalmidwives.org/resources/respectful-maternity-care-toolkit/
https://internationalmidwives.org/resources/respectful-maternity-care-toolkit/
https://drive.google.com/drive/folders/1m_xtubWMbKdXATcduMgj3SBZ5ZOIipdm?usp=drive_link
https://drive.google.com/drive/folders/1m_xtubWMbKdXATcduMgj3SBZ5ZOIipdm?usp=drive_link
https://drive.google.com/drive/folders/1m_xtubWMbKdXATcduMgj3SBZ5ZOIipdm?usp=drive_link
https://www.unfpa.org/resources/manual-inter-agency-emergency-reproductive-health-kits-use-humanitarian-settings
https://www.unfpa.org/resources/manual-inter-agency-emergency-reproductive-health-kits-use-humanitarian-settings
https://www.unfpa.org/resources/manual-inter-agency-emergency-reproductive-health-kits-use-humanitarian-settings
https://www.unfpa.org/resources/manual-inter-agency-emergency-reproductive-health-kits-use-humanitarian-settings
https://www.unfpa.org/resources/manual-inter-agency-emergency-reproductive-health-kits-use-humanitarian-settings
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/publications/i/item/9789240036666
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Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

UNFPA Arab States 
Regional Office (ASRO), 
Maternal and Perinatal 
Death Surveillance 
and Response in 
Humanitarian and 
Fragile Settings in the 
Arab Region

UNFPA 
ASRO 
(2025)

Technical 
brief

MPDSR Yes (PDF) English

UNFPA ASRO, 
Improving Data for 
Evidence-based 
Decision-making: 
Reinforcing Civil 
Registration and Vital 
Statistics and Maternal 
and Perinatal Death 
Surveillance and 
Response Systems 
Interlinkages

UNFPA 
ASRO 
(2022)

Guidance CRVS; MPDSR Yes (PDF) English

Phase 2: Response
Delivering life-saving SRH care

In the acute response phase, the priority shifts from long-term system-building to standardized, rapid, 
life-saving interventions. The MISP is the core package that defines these interventions.

Table 6: Workstream: ensure rapid and supported deployment

Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

Inter-Agency Working 
Group on Reproductive 
Health in Crisis,
Minimal Initial Service 
Package (MISP) 
for SRH in Crisis 
Situations

UNFPA, 
IAWG / 
2018 (IAWG 
Manual)

SRH emer-
gency in-
tervention 
guidance; 
global 
standard 
for life- 
saving 
SRH ac-
tivities at 
onset of 
crisis 

1) SRH 
coordination; 2) 
GBV prevention & 
response; 3) HIV/
STI prevention; 
4) maternal & 
newborn mortality 
prevention; 5) 
unintended 
pregnancy 
prevention; 6) 
planning for 
comprehensive 
SRH 

Yes (PDF) English; 
French; 
Spanish; 
Portuguese

https://arabstates.unfpa.org/sites/default/files/pub-pdf/2025-06/Consolidated Situation Analysis and recommendations web 2-6-2025 .pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/2025-06/Consolidated Situation Analysis and recommendations web 2-6-2025 .pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/2025-06/Consolidated Situation Analysis and recommendations web 2-6-2025 .pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/2025-06/Consolidated Situation Analysis and recommendations web 2-6-2025 .pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/2025-06/Consolidated Situation Analysis and recommendations web 2-6-2025 .pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/2025-06/Consolidated Situation Analysis and recommendations web 2-6-2025 .pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://arabstates.unfpa.org/sites/default/files/pub-pdf/14444_-_improving_data_for_evidence-based-opt.9-web_version.pdf
https://iawg.net/resources/minimum-initial-service-package-misp-resources
https://iawg.net/resources/minimum-initial-service-package-misp-resources
https://iawg.net/resources/minimum-initial-service-package-misp-resources
https://iawg.net/resources/minimum-initial-service-package-misp-resources
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Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

Inter-Agency 
Working Group on 
Reproductive Health 
in Crises, Inter-Agency 
Field Manual on 
Reproductive Health in 
Humanitarian Settings

IAWG  
(2018)

Program-
matic 
guidance

Priority SRH 
interventions in 
crises

Yes (PDF) English; 
Arabic; 
French; 
Russian 
(partial); 
Spanish 

Mental Health 
Innovation Network, 
The Mental Health and 
Psychosocial Support 
Minimum Service 
Package

mhpssmsp.
org (2021)

Program-
matic 
guidance

MHPSS integra-
tion

Yes (online/
PDF)

English

United Nations Inter-
Agency Standing 
Committee, The 
Gender Handbook for 
Humanitarian Action

IASC (2017) Program-
matic 
guidance

Gender 
integration

Yes (PDF) English

UNFPA (supported),
“UNFPA supported 
midwifery helpline 
helps saving lives 
in remote areas of 
Afghanistan” (video 
about helpline)

United 
Nations, 
Afghanistan 
(launched 
2016)

Point-
of-care 
clinical 
support; 
remote 
mentoring; 
triage / 
referral 
support 

BEmONC; 
pregnancy 
complications; 
complicated 
deliveries; 
postpartum 
haemorrhage 
(PPH); life-saving 
procedures

No (helpline 
requires 
active 
telephone/
telecoms 
network)

English; Dari; 
Pashto 

https://www.iawgfieldmanual.com/
https://www.iawgfieldmanual.com/
https://www.iawgfieldmanual.com/
https://www.iawgfieldmanual.com/
https://www.mhpssmsp.org/en
https://www.mhpssmsp.org/en
https://www.mhpssmsp.org/en
https://www.mhpssmsp.org/en
http://mhpssmsp.org
http://mhpssmsp.org
https://www.gihahandbook.org/
https://www.gihahandbook.org/
https://www.gihahandbook.org/
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Phase 3: Recovery
Building back a stronger system

The recovery phase is about ensuring sustainability and leveraging the crisis response to create a 
stronger, more resilient health system. The goal is to “build back better”, not just return to the pre-
crisis (and often weak) baseline. 

Table 7: Workstream: institutionalize midwifery leadership

Author(s) &  
resource name

Publisher 
& year of 
publication

Primary 
function

Key thematic 
area(s) covered

Also 
available 
offline?

Language(s) 
in which  
the resource 
is written

Inter-Agency 
Working Group on 
Reproductive Health in 
Crises, UNFPA, WHO 
and Global Health 
Cluster, Planning for 
Comprehensive Sexual 
and Reproductive 
Health (SRH) in Crisis-
Affected Settings

IAWG 
(2020) 

Training 
toolkit for 
workshop 
facilitation

MISP transition; 
comprehensive 
SRH

Yes (down-
loadable PDF)

English; 
French; 
Spanish; 
Arabic 

https://iawg.net/resources/planning-for-comprehensive-sexual-and-reproductive-health-srh-in-crisis-affected-settings
https://iawg.net/resources/planning-for-comprehensive-sexual-and-reproductive-health-srh-in-crisis-affected-settings
https://iawg.net/resources/planning-for-comprehensive-sexual-and-reproductive-health-srh-in-crisis-affected-settings
https://iawg.net/resources/planning-for-comprehensive-sexual-and-reproductive-health-srh-in-crisis-affected-settings
https://iawg.net/resources/planning-for-comprehensive-sexual-and-reproductive-health-srh-in-crisis-affected-settings
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This annex is not an official resource mobilization resource nor an exhaustive list; rather, it consists of 
suggestions for funding sources. 

Integration into  
planning frameworks

•	 Countries should ensure that preparedness activities for the Minimum Initial Service Package 
(MISP) are reflected in their UNFPA country programme documents (CPDs).

•	 Countries should also ensure that both preparedness and response activities related to the MISP 
are included in humanitarian needs and response plans (HNRPs), in coordination with UNFPA’s 
Humanitarian Response Division (HRD).

Table 1: Potential funding sources

Potential  
funding source

Description

Humanitarian 
Thematic Fund
(HTF)

The Humanitarian Thematic Fund (HTF) is a UNFPA-specific funding 
mechanism. It operates in line with UNFPA’s commitment under the Grand 
Bargain: an agreement among humanitarian aid donors and agencies to deliver 
flexible financing, reduce administrative costs, simplify reporting requirements 
and enhance engagement between humanitarian and development actors. 
As an expedited, quality-assured, emergency funding mechanism, the HTF 
backs response and preparedness efforts. It helps country offices close critical 
funding gaps that are not met through regular or bilateral financing. Financed 
by governmental and private donations, the HTF allows UNFPA to act quickly 
and efficiently, wherever humanitarian need arises.

For more information on the HTF, see https://www.unfpa.org/humanitarian-
thematic-fund.

Central Emergency 
Response Fund
(CERF) 

The Central Emergency Response Fund (CERF) is one of the fastest and 
most effective ways to ensure that urgently needed humanitarian assistance 
reaches people caught up in crises. Established by the United Nations 
General Assembly in 2005 as the United Nations global emergency response 
fund, CERF enables humanitarian responders to deliver life-saving assistance 
whenever and wherever crises strike. 

As an essential enabler of global humanitarian action, CERF’s Rapid 
Response window allows country teams to kick-start relief efforts immediately 
in a coordinated and prioritized response when a new crisis emerges. CERF’s 
window for Underfunded Emergencies helps to scale up and sustain protracted 
relief operations to avoid critical gaps when no other funding is available.

For guidance and templates relevant to the CERF process (including life-
saving criteria, application guidelines and standard indicators for CERF 
projects), see https://cerf.un.org/grant-cycle/guidance-and-templates. 

https://www.unfpa.org/humanitarian-thematic-fund
https://www.unfpa.org/humanitarian-thematic-fund
https://cerf.un.org/apply-for-a-grant/rapid-response
https://cerf.un.org/apply-for-a-grant/rapid-response
https://cerf.un.org/apply-for-a-grant/underfunded-emergencies
https://cerf.un.org/grant-cycle/guidance-and-templates
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Potential  
funding source

Description

European Civil 
Protection and 
Humanitarian Aid 
Operations
(ECHO)

The Humanitarian Aid department of the European Commission (ECHO), 
established in 1992, provides emergency assistance and relief to people 
affected by natural disasters and armed conflicts outside the European Union. 
To deliver this aid, the European Commission works with around 200 partner 
organizations, including humanitarian NGOs, international organizations 
(such as UN agencies) and specialized agencies of EU Member States. All 
EU-funded humanitarian assistance is channelled and implemented through 
these partner organizations.

Bilateral donors UNFPA country offices typically engage bilateral donors directly by reaching 
out to local embassies to establish relationships and present UNFPA’s work. 
This often leads to a request for a concept note or proposal for funding. 
While midwifery development and humanitarian response may be supported 
through different funding streams, depending on the donor, both areas can be 
of interest, providing two potential avenues for donors.

UNFPA’s Public Funding and Financing Branch (PFFB) can provide support 
by following up with donors at headquarter level or channeling proposals 
to ministry leads, as needed. Country offices are encouraged to engage 
embassies proactively at the country level while keeping UNFPA HQ informed 
for alignment and follow-up.

For additional information on donor priorities and practical tools for 
engagement, country offices can consult resources available in the UNFPA 
Public Funding and Financing (PFF) portal linked here (UNFPA internal website).

Maternal and 
Newborn Health 
Fund (MNHF)

The Maternal and Newborn Health Fund is UNFPA’s flagship programme to 
improve maternal and newborn health and well-being, providing catalytic 
support to ensure that every woman, adolescent girl and newborn has equitable 
and accountable access to quality sexual, reproductive, maternal and newborn 
health and rights. 

The fund has four areas of intervention critical to ending preventable maternal 
deaths: (1) midwifery; (2) emergency obstetric and newborn care; (3) maternal 
and perinatal death surveillance and response; and (4) obstetric fistula and 
other obstetric morbidities. 

As of 2026, the MNHF is supporting 36 countries and six regional offices. 
However, from 2026 the number of supported countries will be reduced to 22.1 
As midwifery is one of the core focus areas of the MNHF, and with the fund 
seeking to expand its role in supporting humanitarian preparedness, MNHF-
supported countries can integrate preparedness activities for midwives into 
their work plans to maximize the impact of MNHF resources.

https://civil-protection-humanitarian-aid.ec.europa.eu/index_en
https://www.dgecho-partners-helpdesk.eu/io/international-organisation
https://sites.google.com/unfpa.org/resourcemobilization/home
https://www.unfpa.org/maternal-and-newborn-health-fund-catalyst-change
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Potential  
funding source

Description

UNFPA country 
and regional 
humanitarian 
appeals

UNFPA has introduced new standardized templates for country and regional 
humanitarian appeals, developed by the HRD, in collaboration with the Division 
of External Relations (DER) and UNFPA regional offices. Country and regional 
offices can use the new templates when developing appeals to donors, 
ensuring that both preparedness and response activities are clearly presented 
and aligned with UNFPA’s global standards. Below are links to the revised 
templates and guidance notes:

Updated situation report and flash update templates and guidance:
•	 Country situation report template (with integrated guidance)
•	 Regional situation report template (with integrated guidance) 
•	 Flash update template (with integrated guidance)
•	 Situation reports and flash updates guidance note

New appeal templates and guidance:
•	 Individual appeal template (with integrated guidance)
•	 Regional appeal template (with integrated guidance)
•	 Individual and regional appeals guidance note 

A global tracker for the development of flash updates, situation reports and 
appeals has also been introduced, to make it easier for all focal points to follow 
the progress of their products. 

For additional support, country offices may contact HRD for guidance on using 
these resources. Jafar Irshaidat, Communications Specialist at HRD, may be 
contacted at irshaidat@unfpa.org.

https://docs.google.com/document/d/1vKzy7FT5YAiQJfz74nxS01MSZE_M-rHRUS2dWFzaiYk/edit?tab=t.0
https://docs.google.com/document/d/1Lp05gU7qjq14K0fIb6u_xiiowlAYPcHqfNufZ3WTROo/edit?usp=sharing
https://docs.google.com/document/d/1zAmAy-btC_H-QrfUzeI2cbqL7Hi_XmponcfJ4KS9HAw/edit?usp=sharing
https://docs.google.com/document/d/1HC0TAEasdnq4f83OrOIltZKu0ZWfXtW1apZ5fGgYeK8/edit?usp=sharing
https://docs.google.com/document/d/16rRgLgWLZy4TwR1lp4mgQ3zw0PmfRE8L3Yiixn_9dHc/edit?usp=sharing
https://docs.google.com/document/d/1cLjYzvaFt0EKABEXgDiQrPmAYtFLHLTNV2sox_y2gbU/edit?usp=sharing
https://docs.google.com/document/d/1Bpzn9y8HN3CfFD6sfXJz4WE4WEprttF19uzNhnYF-Mg/edit?tab=t.0#heading=h.vs4kr3d9oat2
https://docs.google.com/spreadsheets/d/1YzocODaWz3S5kitBIBomFbRb26omUGHXopH5cqbEDog/edit?usp=sharing
mailto:irshaidat%40unfpa.org?subject=
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