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Short Summary

This study explores the current role of midwives in delivering Reproductive, Maternal, and
Newborn Health (RMNH) services in NES and opportunities for task-shifting.

A survey among 174 midwives shows that the majority (80%) have more than 10 years’
experience, and 75% of all midwives surveyed provide all or some of the components of the 6
main RMNH care packages including antenatal and postnatal care (ANC, PNC), skilled birth
attendance (SBA), Emergency Obstetric and Newborn Care (EmONC), Family Planning and
Reproductive Health Care. However, less than 60% of midwives are trained in all components of
each care package which is lowest for Basic EMONC with only 22% of midwives trained in all 7
components of Basic EMONC. On the other hand, 1 in 4 midwives are not permitted to perform
essential tasks despite being trained and confident to perform these.

Focus Group Discussions (FGD) with midwives, obstetrician-gynaecologists, and managers reveal
the absence of a defined scope of practice or job description for midwives. The tasks a midwife
is permitted to do vary according to geographic location, type of healthcare facility, and sector
(public, private or NGO). While there is consensus on certain tasks such as supporting
uncomplicated pregnancy and vaginal birth, there is no consensus regarding other essential
components of care, with midwives often requiring permission from doctors to perform key
tasks, particularly in emergency care.

In Key Informant Interviews (KIl) stakeholders (including health authorities, NGOs, and
professional associations) are agreed that task shifting is needed and there are opportunities to
implement this in NES. Perceived barriers to task shifting include community acceptance, doctor
reluctance due to concerns about midwife competency and potential loss of income, midwife
workload concerns, and the absence of clear regulatory frameworks.

Based on dissemination of the findings of the study recommendations were developed by all
stakeholders which advocate for collaborative efforts to define midwives' scope of practice,
establish legal frameworks to support expanded responsibilities, disseminate clear job
descriptions, provide ongoing training opportunities, develop standardized clinical guidelines,
and conduct clinical audit. These efforts aim to elevate midwifery standards and enhance
maternal and newborn health outcomes in NES
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Summary

Background

Midwives are the single largest group of healthcare providers for Reproductive Maternal and
Newborn Health (RMNH) providing care at all levels of the health system in NES including at
Primary Healthcare Centres (PHC), Comprehensive PHC and Hospital levels. The range of practice
and variety of tasks that a midwife is required to carry out to meet the needs of women attending
for care is wide-ranging and may include Antenatal Care (ANC), Postnatal Care (PNC), Skilled Birth
Attendance, Basic-Emergency Obstetric Care (EmONC), Newborn Care, and Reproductive Health
- including Family Planning, Gender Based Violence, Sexually Transmitted Infections, and basic
Gynaecology. However, there is currently limited or no knowledge and understanding of legal
frameworks and policies in place to guide scope of practice for midwives working in NES. In
discussion with midwives, lack of central guidance is raised as being of concern generally to them
as well as leading to delays in patients receiving the right care at the right time. At the same time,
it is commonly agreed that there is an overall lack of human resources. Approaches to address
this could include a) supporting an increase in the number of healthcare providers trained (pre-
service training), b) improving the knowledge, skills, and competency of existing health care
providers (in-service training), and c) facilitating healthcare providers to take up additional tasks
through task-shifting.

Methods

A mixed methods approach was used including; A) a Midwifery Practice Survey to assess training,
workplace setting, the range of services provided, ability to provide these, and whether
permission (174 respondents), B) Focus Group Discussions (10 FGD) with Midwives and
Obstetrician-gynaecologists to explore perceived need for, barriers and enablers to task shifting,
and C) Key Informant Interviews (16 Kll) with healthcare leaders regarding regulations for and
scope of practice of Midwives and opportunities for task shifting. Quantitative data were
analysed using simple descriptive statistics and qualitative data were analysed using a thematic
framework approach with identification of illustrative quotes.

Findings

Midwifery Survey

The majority of midwives completed midwifery school (79.3%) and were accredited (through a
variation of bodies) with almost 80% of the respondents having more than 10 years of working
experience. 9.2% work unsupervised, 16.1% are supervised by a senior midwife and 27.1% are
supervised by an obstetrician-gynaecologist or (non-specialist) general doctor. More than 75%
of midwives reported providing all (or some of) the components of the 6 main care packages
included in the continuum of care. However, a minority (<10%) provide all signal functions of
Basic Emergency Obstetric and Newborn Care (BEmONC). For each care package the proportion
of midwives trained in all components and therefore able to provide the complete care package
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is less than 60% overall and ranges from 22.0% for BEmMONC to a maximum of 57.7% for Skilled
Birth Attendance. On average 89.5% of midwives providing care are confident they know how to
do this. Training is associated with increased confidence. Between 9.1% (for Postnatal Care) and
22.0% (for BEMONC) of midwives are not able to provide components of a care package because
of ‘lack of permission’ even though they are trained and confident to provide this.

Focus Group Discussions (FGD)

Midwives themselves as well as obstetrician-gynaecologists and managers, report there is no
defined scope of practice for midwives and that this varies according to the geographic area (rural
or urban), type of healthcare facility to which they are posted (PHC, CPHC or Hospital) and sector
(public, private or NGO). Some organisations have written (clinical) guidelines or protocols but
mostly midwives receive verbal instructions regarding their role at the start of their employment
from the Manager of the organisation responsible for the healthcare facility. In FGD no
consensus was reached on which tasks a midwife can and cannot do (allowed, not allowed)
except for supporting ‘normal vaginal birth’. There is agreement and recognition that a midwife
can and does carry out more tasks in practice. Midwives often require permission from doctors
to be able to carry out key tasks including regarding providing emergency care. BEmONC signal
functions such as providing magnesium sulphate, assisted vaginal delivery, manual vacuum
aspiration or D&C for retained products of conception are considered ‘not allowed’ despite the
realisation that this is much needed especially when there is no doctor (obstetrician-
gynaecologist or relevant general doctor). Neonatal resuscitation is only recently added to
midwives’ tasks. Pain relief during labour using Pethidine cannot be provided by midwives.
Similarly, midwives are not permitted to care for women with a previous CS or any other obstetric
complication. Midwives are expected to provide antenatal and postnatal care (but there is no
consensus) as well as family planning (but not all components).

Task shifting is a new concept for most but seen as ‘useful’ especially because of the shortage of
healthcare providers. Although midwives are worried task shifting would be ‘blocked’ by
obstetrician-gynaecologists, the latter are in fact mostly in favour of task shifting. However, all
are agreed that this would need to be developed after consultation with a wide group of
stakeholders, would require central agreement, and a legal framework to provide midwives with
the security to carry out an expanded range of tasks. The important of ‘getting the community
on-side’ was also noted.

Key Informant Interviews (KII)

There is general agreement among Kl that there is no defined scope of practice for midwives
working in the NES. In practice their tasks are decided by the organisation for which they work
and is dependent on the level of healthcare facility they work in and/or the presence of a doctor
or obstetrician-gynaecologist. All Kl agree there is a need for task shifting (shortage of human
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resources, lack of services especially in remote areas) and there are opportunities to introduce
task shifting in NES. There is a general realisation that many midwives, the NGO sector, and the
donors would favour this. In addition, Health Authorities are collaborative and would accept task
shifting. There are however also barriers which are perceived to include: i) the community not
accepting this, ii) doctors not agreeing to this because midwives may not be competent and/or
doctors may lose income, iii) midwives not accepting this because of already high workloads and
in the absence of clear regulatory frameworks, and iv) the need for increased salary for midwives
if they take on more responsibilities. Consultation will be needed with all stakeholders to agree
the frameworks within which task shifting can be implemented. Additional training and
supervision are also seen as important if task shifting is to succeed.

Discussion and Recommendations

This study for the first time examines the scope of practice of midwives and opportunities for

task shifting. The findings of this study were shared and discussed with a wide group of

stakeholders including representatives (clinical and non-clinical) from all participating Partners

during a dissemination workshop in NES. There is general enthusiasm for the introduction of

task-shifting for midwives and recommendations for implementation were developed including

to:

= Agree the scope of practice of Midwives through collaborative meetings and workshops with
all health actors with a view to expanding midwives’ responsibilities.

= Establish a legal framework with protection clauses to support and expanded scope of
practice for midwives.

= Develop clear Job Descriptions outlining the tasks and duties of midwives. Disseminate this
widely including to managers, midwives, and supervisors working in all three sectors (public,
NGO and private).

= Provide ongoing training opportunities for midwives to improve skills and ensure
competency-based practice.

= Develop standardized protocols and guidelines for midwives' tasks, including administering
medications and handling emergency cases.

= Set standards for service delivery, conduct clinical audits, and prioritize areas for task shifting
or role clarification.

Despite anticipated challenges the overall aim is to support task shifting and integrate midwives
more effectively into the healthcare system. The recommendations collectively aim to elevate
midwifery standards, ultimately improving maternal and newborn health outcomes in the region.



/& I EXPERTISE

-'vvs" I-_ FRANCE

L1 Loty

Lygus G Jlods § plead! Jog=xd poy09 SO Jos Flas
et

. .l.
o

Coo (RMNH) 83951 o> JlabYlg lgedl dulasdl donall disall diley)l oo (3o dgaze 2ST oo L
Sbgiuney &Y douall Dole 38150 I3 § oo bygan 3 Jod § gl plad] Obgiune guaz e Dole )l Ogodds
L) g Ll ALlal e cpaiy S de gl plgally Oligyload] BUas O] O lidadually Aoladl 431 douall Lile )l
OOlallg 83V gl dm Lo dleyg 85V gl ddsludl Dl JI Jaiin U39 BUaidl awlg Dole )l O pae L;}U\ sl Ol
3 o - sl dwally BaY o)l (ol JlabYl dileyg ig)lglall > (§ udgdl Dile) - dwludl Dol Jlg il alel)
A U3 109 Al sl plyals dheicr A giiall olpadls izl £55 e @3 Caiallg 8l ulais ell3
SDloladl ©LIEN dsylanll Blas duzrg3) Ly Jgamadl & 93l luobiadly o Glogms 9l Olagioes wgdg 48 ,m0 Gl
s cple S oe) BB Hlas o)liael 355a0l duzgrll ) Y 6T B! go Aadlall § -bygur % Sl §
logos auls Bnall (o e gl 35 rusbioll gl 3 dralial) Bl s (9500l Ui 255 ) S0 4 o
el dosall dole I o sde 8315 e (5 dadlae Cadld Joud O (58 el ylgall § lole Liats i o
(doasl Ul oyadl) ol douall dole Il puiiod 3:LaSlg Ollgally d8ymadl cyruwsss (O (Lodsdl L3 oyadl)
pleadl bg=d IS (0 48L5) plge ot dmiall Dile )l (2o Jaged (7 9

dumginll

o)l 08 @dasiy cloyadl wudn) DLaN Olules Oleds] (1 6eld 3 Lo dalizall CALYI zg plasuiul @
Ole gazeall ladlie (0 ¢(B)law 174) s 03V Hld OB 13] bog lgasdds e 8)adllg cdauiall wlodsl de goazag
Jolgally @lgall 9 Ol BlaSiwy ddgilly sludl sldoly I e (Lasasin Olegazs 10) dasasuiall
domall Glel shie po (gl Gloglas 3930 16) Ologalandl $3950 a0 SDLlEe (7 9 cplgall o9 (§ B lunall
Ao g Olilax] plistiul sl GUL! Jados @3 . plgall Jagd (0,89 LI dagylas Blasy 78Il 3lay Leasd
Aol Ol Wi ae (Fopgell HLYI mee plistiwl degll Gl Jdod @iy dlaw

el
S Ol

O oyl o ae (liggll (o degiie e gazms IS (o) oolaisl @39 (79.37) Al dusyde LA Al ST
B Gl ) o3 %16.19 ¢l 095 Oghars %9.2 .Aukaadl 5l ¢po Ol giw 10 o ST oy d O)Liwll (0 £ 80
@5 e M e %75 ¢y AST bl . adgillg sluddl (o1l (§ asasuie ple b L1&) cox %27.19 ¢ g
oy J3T) 23T Sl (3 pag 8ol Dol Adis § dzmykall cddl draas )l Dle I a3 5 9Sa (pam o) ppa>



y /
S I ER
WS -

Aley day JSU Al £l gall S 3 5351 uaomg dd il Al Aol ) Aol sl o)l apacr o5 (%10
ple S %60 oo AelSll le ! dap @5 e @bl JWhy SbeSall gur § Slydkell S i S5
W %57.7 0)1d (gadl d> ] t5ylghall @Y= (§ 8oYg)l (g ddsill dludl dileyl) %22.0 oo 79459
ol Jasyy s L)l S 38y (53l cy0 Uiy okl cyoiy I L (50 %89.5 cJausgioll § olyalel
(t)lshall &Y (3 835l oty dgil) deeald) dole 1) %22.09 (63Ys) o o dule,)) %9.1 ¢y Lo L4k ol
Slte ogil oo w031 e dgsaml s oy il Ay lisSo pd53 e Shals 4 SO e

Ol adg3 e ldllgg

(FGD)dasasiall Ole gozxall ilidlio

Olg M dusylond dusme @lUas drgs Y &5l J] g ydelly dd gillg sluddl (ol yel sldol €ISy opgends] LW i
Lovall Lleyl) 4] pell] @i S deoall le )l (3850 £939 oL pa> 5l dudy) ddlyao) diaral) B3y Calise i
Olakaiall an Cwld L (dresS> pe dalain ol Jols of ple) Slladlly ((pdduual) 9l Aolidl dumsall dole,)l of A9yl
O ks Bl (3 ()93 o et dgid Oledal il LW plane SIg (A w) SV 56395 o wlalin)] HUSH
G pleadt Olaw <L 3 38195 U] o gl o o S degazme § Aol leyll 3350 e Dghanall dodarall oo
Mapdall ddigall B3Y I e sldiul (L Zosed 429 Ly Zoouadl) L plid)l LgiSer Y (19 g pled)! Ablal) oSy
ZUos b WL . Jadlh el pos (29 cdalasll Luplaoll § pleall (po wiey plill LgiSley AWl 0L Caliely (3Last 2l
a5l g pias 1)l ghall V> 3 Lleyl 4095 Gl (3 Loy sl plgalls il (po (S5 (g elboYl e 03] J) Dbl
31 e luwodl dkigoll B3V g 91 0 guestiiall LuAS 865 Jie 1)1 ghall WV (3 83V gl Soumg wd gild Lsoluad Byle I
Aol 2la] a0l e 0yl e "y Zgeuus 22" Bymizeall Jozdl Oilmiia) oSy a9l of (59l Laaidl
Blo| o5 o) (B3 93 ple b 5T ad gty sluddl (21al ) s 3929 ps Al (§ Lols I3 ] Al
plaseil (ol sUST eIV Caxess adg3 codblal) (Sas Y 5350 V) DLl plgs ) 55 Gt Jlabl las)]
oo 53 Ll Olaclias ¢ 5T Al Dpad e gl G clud)) dilep O rowd Y (Jralby .o
o ool 0809) 88 05 J) BBLYL (Plazr] Ay Y SU5) Wadasg BaY g dplud) ke )l idblall 5395 O e gl

(b4

e (& Rl e Biols "ahe” & e 4] 12 4iSg oYl lana) Al e o sgie plgall goxd sy
ALl o L3 (re ol iy 5 algall g Of (e BN pniy W Of o e s Al ke
SN O e goanll (3851 055 (ell3 ag plgall s a3l (§ O3 el silly Aoluill olyol sl 0] el
o 953 55531 Lol 55,0 s Clbatyang cobumall lomsol (p0 Anly e azmn o 39l ool J) limsss

"l ] ot gainall Jaz" dedl ] LY ol LS plgall (30 daualy de gazmoy pliall cDblal

(KI) eyl Sloghaoll 5393

309 -Lygw @b Jlads (§ OMoladl N dugylaa) didee Blas dzrgr Y 4T e iloglaall ($3950 o ple Bl lia
Oy 31 duomsall ke ) Blako (S hume e datais Lgs rhons 1 dnkarall i3 (50 pgolge dadoss ok ciishonl Uil
plaall b9 J) dzl> Al oF e loghaall $3930 gz 3% ddglly ALl oo of oo D929 9/ Lgd
ot & pleall gs U3 Bl oy b (AU 3bliall (3 duols Slasl iy e il Slgall i)
(U3 gl Aol Silgaly dunsSoll ae Slalarell pllady LI e dudadl b ple sl S Ly 3%
e @l e g 51l (5515 Ll s cell3 g plgadl s Judly Aiglaio dpsall wollakud 0 cell J] 48LoY0L

10



/. I EXPERTISE
AR\,
-v'vs" I FRANCE

3l e 135548 91/ 8sLaSIL ¢yaiady Y A8 D)l OY 3 e sLbbYI dadlge pue (2 (U paizxall Jgd pus (1
8oL I Azl (49 cdoudly duaddass Hbol Ol 39 Jadlb dnipall Joadl cliel arun S 0N Jgud pus (3
BLSW d=liaall ubqoi o &Ajjw‘ 4l dzl> sl Qﬁi&uﬁ (W gsanall o doall e 13] Dbl Lol
Byl 13] Olage Lagdl (e omdloY LYy oyl J) a8 LS . plgadl (bigaxd Jaiid WS (o oSy (U1 01 e

pleall &5 ddas 7l

Oluo gillg didladl
2o Ldliog Ayl 008 g5l Ay Like a3 - plgall S (0,89 LRI dugylae BUa5 § 8ye J9Y Ayl 08 e
dinyg UM xS)liaedl <881 o o (e A9 ) Onlies cld L} Loy A8l Glowol (o dawly de gozxo
Lo &3 Lg oo dusid) Sluo g5 pubg @39 WO plgall Jugad pllas JIsoY ple wlo> Hld byguw G0 Jlois Lg Jes
e

dela)l wlg=ll T a0 A gladl Joall U299 olelaia s Y CJM.ALBJ\ duwylow Blas ul.c Syl e

M Sl ggune auwgs iy duouall
Ll Jos @Uad puwgiy pedd Lol 390 ey J 9B )] clid] @

Cpyadl eld L? oy 2wl Blas e i s .cdblal wlelgg plge ddow sl Uo:«.bg oy oy @
(Lodlg dae S e iladaiallg plal) M wlelasll R oboladl opd adlyg codblallg

Bl e Le3al! dugylandl Olass g hlgell ) LN saiwall caydill (oyd ds5 @

O e Jolal LoV Bylaf eld R «bl ples) duguzr g5 (59keg BU>g0 Y ¢Seig0 x2y e
)lgkall
Gy,aj:&ji pleadl g Y xo Qlf}bi W9 ¢yl 3B Oldes elyzrlg cOlodsdl @il julas iy @
9l
Dleyl ol § adlad ST Sao edulall 7039 pleadl o9 0o 9o pladl Cugll O8 (dad giadl bl (e )1 e
Ol dsuall B! s ) Sllaall Dlg § 5352 Lo ALl yulao 28) ] drizes Oiluo 9l gy Al
Adbaiall § 83Vl gud> JlabYlg

11



y /
S I ER
WS -

Background

In Northeast Syria (NES), midwives are the single largest group of healthcare providers for
Reproductive Maternal and Newborn healthcare for all levels of the health system. In practice
this includes all components of the Continuum of Care for women including 1) Antenatal Care
(ANC), 2) Postnatal Care (PNC), 3) Skilled Birth Attendance, 4) Basic- Emergency Obstetric Care
(EmONC), 5) Newborn Care, and 6) Reproductive Health - including Family Planning, Gender
Based Violence, Sexually Transmitted Infections and Gynaecology.!

The health system in NES has 3 main levels — Primary Health Care Centres (PHC) at which
outpatient care is provided including Family Planning, Antenatal and Postnatal Care;
Comprehensive PHC (CPHC) at which Skilled Birth Attendance and Basic Emergency Obstetric and
Newborn Care (BEmONC) is also expected to be provided; and Hospitals which are expected to
provide the full range of Reproductive Maternal and Newborn Services including specialist
care.234 The majority of women living in NES access care for vaginal birth at a healthcare facility.
Midwives are also the main providers of contraception and are consulted for a range of
reproductive health problems including for miscarriage, vaginal discharge, and lower abdominal
pain.

In practice the range of practice and variety of tasks that a midwife is required to carry out to
meet the needs of women attending for care is wide-ranging. A midwife’s scope of practice may
vary with place of work. In a rural area with poor referral pathways, midwives may be the only
cadre able to provide emergency care and/or stabilise a woman or baby for referral. In some
cases, the scope of practice of a midwife is determined and supported by her direct employer.
Different NGO partners implementing healthcare and employing staff have different staff policies
and job descriptions including for midwives in their employment.

There is currently no Midwifery Association operational and there is limited or no knowledge and
understanding of legal frameworks and policies in place to guide practice for midwives working
in NES. In discussion with midwives, lack of central guidance is raised as being of concern
generally. In addition, there are multiple case stories where absence of instructions or guidance
to be able to provide certain tasks has resulted in delays in patients receiving the right care at
the right time and/or in adverse outcome for the mother and/or baby. Examples provided by
midwives include tasks such as assisted vaginal delivery, giving IM or IV magnesium sulphate in

1 The Partnership for Maternal, Newborn and Child Health. Essential Interventions, Commodities and Guidelines for
Reproductive, Maternal, Newborn and Child Health. 2011, Geneva, Switzerland

2 EF Essential Health Services Package (EHSP) for Northeast Syria (NES) focused on Reproductive Maternal
Newborn and Child Health (RMNCH) — July 2022 — Prepared by N van den Broek

3 PCI An Essential Primary Health Services Package for North East Syria November 2022
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case of pre-eclampsia, IM or IV antibiotics in case of severe infection or sepsis and/or screening
and referral for Gender-Based Violence (GBV).*

The ability of a country to meet its health goals depends largely on the knowledge, skills,
motivation, and deployment of the people responsible for organizing and delivering health
services.> Across the NES it is commonly agreed that there is an overall lack of human resources
and a need to build capacity of existing staff. Factors that contribute to this shortage of staff and
lack of capacity include an inadequate number of people being trained (e.g., insufficient pre-
service training opportunities for midwifery in NES), maldistribution of deployment (maternity
services are concentrated in urban areas, the private sector is growing and provides high financial
benefits for staff), migration of health workers within and out of NES (‘brain drain’ of medical
staff, relocation of midwives to areas that are secure) and limited opportunity for updating skills
or career progression.

Approaches used to address the shortage of healthcare providers globally include:

i) increase the number of healthcare providers (pre-service training, accreditation, and
appointment),

i) provide training and support to facilitate healthcare workers to take up additional tasks
through task-shifting © (e.g., midwives trained to carry out tasks otherwise reserved for
obstetrician-gynaecologists), and,

iii) improve the knowledge, skills, and competency of existing health care providers through
in-service training.

Ensuring an adequate number of health workers is not sufficient. Healthcare providers must be

competent and motivated to deliver high quality effective care that is appropriate and acceptable

to the socio-cultural expectations of the population and adequately supported by the health
system.

Actions for assessing and strengthening the recruitment, distribution, retention, and productivity
of the health workforce are important and may include adopting new approaches to pre-service
and in-service training; strengthening workforce management; establishing or improving
incentives for addressing distribution and retention challenges; or task-shifting (delegating tasks,
where appropriate, to less specialized health workers). For RMNCH specifically several large
reviews have highlighted the need to support healthcare providers to provide sufficient effective

4 EF Reports of Evaluation of TOT and Cascade Training 2022-2023

5 WHO 2006 The World Health Report — Working together for Health. World Health Organization, Geneva Available
at: http://www. who.int/whr/2006/en/index.html

6 World Health Organisation. WHO recommendations: optimizing health worker roles to improve access to key
maternal and newborn health interventions through task shifting. Geneva: World Health Organisation; 2012.
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and quality care including through training and certification, supportive supervision, and task-
shifting.®72

The Objective of this study is to explore factors that determine the current scope of practice of
midwives and identify opportunities and mechanisms to support task-shifting to improve the
availability and quality of Reproductive, Maternal and Newborn Care in NES.

Research Questions Developed
Main Research Questions

- What is the current scope of practice of midwives working in NES?

- Which areas of care expected to be provided by midwives working in NES are included in
their pre-service training?

- Arethere specific areas of care midwives are required to provide for which capacity needs
to be developed?

- What are the areas of care for which task-shifting would be beneficial?

- What are the mechanisms for, and opportunities to, support task-shifting for midwives
working in NES?

Methods

A mixed methods approach was used including A) a Midwifery Practice Survey, B) Focus Group
Discussions (FGD) with Midwives and Obstetrician-gynaecologists and C) Key Informant
Interviews (KII) with healthcare leaders.

Midwifery Practice Survey

A survey was be conducted among midwives working in the NES. A preliminary list of contact
details for up to 100 midwives who had attended in-service training was available. Snowballing
technique was used to reach as many midwives as possible. Around 80% of healthcare provided
in NES is supported by international and national NGOs and Partners® with up to 200 midwives
employed.'® Additionally midwives working in the public and private sector were contacted. The
guestionnaire included sections on work environment, training received, years of experience and

" Negero MG, Sibbritt, Dawson A. How can Human resources for health interventions contribute to sexual,
reproductive, maternal and newborn healthcare quality across the continuum in low- and lower-middle-income
countries. A systematic Review. Human Resources for Health 2021; 19:54

8 Bolan N et al Human Resources for Health-related Challenges to Ensuring Quality Newborn Care in low- and
middle-income countries — a Scoping Review Global Health: Science and Practice 2021; 9:1 160-176

9 Health Working Group NES — by January 2023

10 preliminary survey of Partners conducted by EF staff February 2023
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care practices. The questionnaire was piloted with 10-15 midwives to see if amendments were
needed with minor adjustments to language required. The questionnaire was then administered
using Kobo Toolbox.*

Focus Group Discussions (FGD)

FGD were conducted with Midwives and Obstetrician-gynaecologists at healthcare facilities from
across the NES including at PHC, CPHC, Hospital level; in rural and urban settings and working in
private practice and/or having their own clinic. FGDs were conducted at a time that suited
participants and were outside of their working hours.

ATopic Guide (available on request) including questions on knowledge and experiences regarding
the scope of practice of midwives, whether this was defined and by whom, how supervision of
midwifery work is organised in NES and whether they were aware of any regulatory framework,
policies, or guidelines. This was followed by an exploration and discussion of tasks that doctors
could perform but midwives might not be able or allowed to perform, and possible reasons for
this. Probing questions included for tasks such as provision of magnesium sulphate, antibiotics,
conducting an assisted vaginal delivery and starting a blood transfusion. Participants were asked
if they knew about task shifting, including if they had experience of this, their perceptions on the
need and/or opportunities for this, what would be needed to support task shifting and what
might hinder implementation.

Key Informant Interviews (KIlI)

KIl were conducted with a range of stakeholders including Health Coordinators, RMNCH Focal
Points, staff involved in pre-service and in-service training of Midwives and Obstetrician
Gynaecologists, Members and Faculty of Professional Associations in NES and Health Managers
and Leaders. Where possible Regional and International Stakeholders with experience and
knowledge of scope of practice of Midwives working in the region were approached. A
snowballing technique was used to identify further Key Informants.

A topic guide was used (available on request) with separate sections to discuss was developed to
guide the discussions including regarding whether there was an agreed scope of practice for
midwives and how this was decided and by whom, which tasks midwives could or could not do
and whether there were policies or guidelines in place for this, whether Kl knew about task
shifting, if this might be applicable in the NES, perceived barriers or enablers to support this, and
what would be needed to support the introduction and implementation of task shifting.
Additional questions pertained to availability and functioning of professional bodies or regulatory

11 KoboToolbox - https://www.kobotoolbox.org
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services for midwives, oversight of pre- and in-service training and related to management and
organisation of staff including midwives at healthcare facility level including oversight of
responsibilities and performance.

Data collection

For quantitative data (Practice Survey) data were checked and cleaned by a dedicated Research
Officer. Each FGD was supported by two people including a Facilitator and a Note taker. With
participants’ consent FGD were recorded. Kll were conducted by Zoom and were recorded with
notes taken during interview.

Sample size
We expected between 75-100 midwives to complete the Practice Survey. An estimated 10 FGD

with Midwives and Obstetricians and 10 KIl with healthcare Leaders and Managers were
expected to be required to reach saturation.

Data Analysis
Descriptive data analysis was used to summarise the findings for the Practice Survey. For

gualitative data (FGD and KlI) simple summaries were obtained and transcripts were developed
(manually in Arabic and then translated to English). These were reviewed to identify key themes
and representative quotes. Information obtained was further analysed and summarised using
simplified thematic framework analysis.

Ethical considerations

For quantitative data, data entry and storage were done using a dedicated password protected
computer. For the Practice Survey no information was collected that could be used to identify
or locate the respondents. An explanation of the study was included in the invitation which was
sent out by WhatsApp. A consent box was included in the questionnaire form. All participants of
FGD and KIl were explained the purpose and nature of the study and asked to provide consent.
General characteristics of FGD and Kl participants were recorded at the start of each session and
are presented in aggregated format with no person identification or location data recorded for
any of the participants.

All data collection forms and recorded FGD and Kll were destroyed after the data was cleaned,
and the data analyses completed.

The funding agency was not involved in the design and conduct of the study. The Practice survey
and Kll were completed voluntarily. Participants of FGD were offered light refreshments and
transport costs where needed.
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Results

A) Midwives’ Survey
A total of 174 questionnaires were competed out of 210 invitations sent giving a response rate
of 82.9% and with good representation across the various geographical areas in NES. (Figure 1)

Figure 1: Geographical Area of Work
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Midwives who completed the survey work in a variety of settings with most having one main
place of work (73.6%, 128/174) but up to 1 in 4 midwives work at multiple sites (26.4%, 46/174).
The majority of respondents are attached to a healthcare facility with roughly equal number
working at Hospital level (35.1%), CPHC level (30.5%) or PHC level (29.9%).

13 out of 174 (7.5%) midwives also conduct home deliveries and 3 (1.7%) reported providing
other maternity care (ANC, PNC) at home. About 1in 5 (20.7%) work in private practice and/or
have their own clinic and 10.3% of survey respondents work primarily in a camp setting.

Training and Years of Experience
The question on ‘highest level of training’ was difficult to answer and yielded a wide variety of
answers. The majority of midwives (79.3%) reported they had completed a Midwifery School
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although with a variety of qualifications (Midwifery School, ‘Master’ of Midwifery?, Nursing
qualification working as a Midwife) and with different Registrations.* One midwife reported
working but had not completed her training, and 3 had trained under an obstetrician-
gynaecologist and were considered ‘Daya’ (3/174, 1.7%). The median (interquartile range) for
number of years of training was 3.5 (2,5) years.

The median (interquartile range) age of midwives who completed the questionnaire was 42
(37,46) years and most of the midwives who responded to the questionnaire were experienced
with 78% having worked for more than 10 years. (Figure 2)

89.1% of the respondents had attended a training workshop (update training) of which 87.1%
(135/155) in the last 12 months. The highest proportion of those who had not received update
training were working in Menbij (10/19).

Figure 2: Number of years working in clinical practice
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12'A ‘Masters’ in Midwifery in this setting does not imply an MSc but generally means a study in Nursing was
completed after which 1 year of Midwifery (specialisation) training is completed.

13 Information obtained at the time indicates that the Ministry of Health (WoS -Damascus) directs the Midwifery
Schools, the Ministry of Higher Education (WoS - Damascus) directs the Nursing Schools and all curriculums used are
in line with the central WoS curriculum. However, some training is registered only in NES. All staff are expected to
register with the relevant authorities in Damascus.
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Supervision of Midwives

Midwives are supervised by a variety of other staff; 27.6% (48/174) by a Program or Health
Authority Manager, 16.1% (28/174) by a Senior Midwife, 21.8% (38/174) by a Doctor-in- Charge
and 25.3% (44/174) are supervised by an obstetrician-gynaecologist. Almost 1 in 10
(16/174;9.2%) do not receive any supervision.

Supervision depends on geographical location — with 21/59 midwives working in the Raqqa area
supervised by a senior Midwife; in Hassakeh (20/34) or Kobani (5/90) this was most frequently
the Doctor/Obstetrician Gynaecologist and in Tabga (5/15) and Quamishli (5/11) this was the
Health Authority Manager.

Table 1: Supervision of Midwives

Who is the main person who supervises your practice? Count Proportion
Other 9 5.2%

Administrative Manager 3

University 5

General Supervisor 1
No-one in particular 16 9.2%
Senior Midwife 28 16.1%
The Doctor in charge 38 21.8%
Health Authority Manager 39 22.4%
The Obstetrician-Gynaecologist in charge 44 25.3%
Grand Total 174 100%

Scope of Work

The majority of midwives report providing all the care packages of the continuum of care. For
each of the 6 main care packages, the proportion of respondents who reported providing this in
practice was; 93.7% for Antenatal Care (ANC; 163/174), 90.2% for Postnatal Care (PNC; 157/174),
85.1% for Skilled Birth Attendance (SBA; 148/174), 82.2% for Family Planning (FP; 143/174) and
75.3% for basic Gynaecological Services/Reproductive Health (RH; 131/174). This was much
lower for Basic Emergency Obstetric Care (BEmONC) with less than 10% of Midwives provide all
7 designated signal functions of BEmONC. (Table 2).

Only 6.8% (12/174) of midwives reported providing only one area of the continuum of care which
is most frequently Skilled Birth Attendance (6/12) followed by provision of Antenatal care (3/12).

For each individual care package, the proportion of midwives providing all components is
generally lower. This was assessed in more detail in other sections of the questionnaire. (See
Figure 4 and subsequent below).
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Midwives were asked which essential drugs they could prescribe themselves. The proportion of
midwives who can prescribe is lower than the proportion ‘providing’ as provision means
midwives can give a drug after it is prescribed by a doctor.

Table 2: Provision of the Care Packages of the Continuum of Care

Continuum of Care Package Number of Midwives Proportion of
who reported providing | Midwives
this care package

Antenatal Care (ANC) 163 93.7%

Skilled Birth Attendance 148 85.1%

BEmONC

Iv/im oxytocics 139 79.9%

Iv/im antibiotics 110 63.2%

Iv/im magnesium sulphate 48 27.6%

Manual removal of retained placenta 140 80.5%

Assisted vaginal delivery (ventouse) 48 27.6%

Manual Vacuum Aspiration (MVA or D&C) of 12 6.9%

retained products of conception

Newborn resuscitation (using bag and mask) 146 83.9%

Postnatal Care (PNC) 157 90.2%

Family Planning 143 82.2%

Reproductive Health — Basic Gynaecology 131 75.1%

Other

Breast cancer Screening 77 44.3%

Assist at CS 29 16.7%

Figure 3 provides data for a midwife’s ability to both prescribe a drug herself and provide it to
the patient. Noteworthy is that only 4 midwives could do so for Pethidine (2.3%) for pain relief
during labour and none (0.0%) could prescribe and give Naloxone which is required for
resuscitation of a baby if a baby is affected by Pethidine given to the mother.

In sharp contrast, 63.2% (110/174) of midwives can prescribe and give antibiotics but only 13.8%
(24/174) can do this for magnesium sulphate which is a lifesaving drug in case of pre-eclampsia
and eclampsia.

Just over half of all midwives (58.6%) can independently prescribe and give oxytocin which is the
main component of active management of the third stage for all vaginal births.
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Figure 3: Proportion of Midwives able to prescribe essential drugs during labour and birth

Antibiotics

Oxytocin

Misoprostol

Nidepine for hypertension
Methyldopa for hypertension
Labetalol for hypertension
Antihypertensives

Anti-D

Nifedipine for tocolysis
Magnesium sulphate
Calcium gluconate
Pethidine

63.2%
58.6%
31.6%
8.6%
12.6%
3.4%
15.5%
33.9%
9.2%
13.8%
7.5%
2.3%

Nalaxone @ 0.0%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Proportion of midwives able to prescribe essential drugs

Components of care packages provided and for which midwives are trained

Key components of each of the main care packages under the continuum of care were identified
and midwives were asked if they had been trained in and/or provided this component. The
results are presented in Figure 4. Overall, there was good agreement regarding the proportion
of midwives who had been trained and were providing any of the specific components of each
care package.

Exceptions (more than 5% difference) were noted for Family Planning — for inserting an implant
more midwives are trained (42.5%) than are providing this method of contraception (25.9%).

Similarly, for Basic EmMONC, 42.0% of midwives reported being trained but only 35.1% reported
providing manual vacuum aspiration (MVA) for retained products of conception. This proportion
is noted to be higher than the response to a similar question asked earlier on in the questionnaire
(Table 2). This discrepancy may be because of misunderstanding of the question and/or because
it is considered illegal for midwives to carry out either a D&C or and MVA in NES.'

14 MVA was previously provided by 1 Partner in NES but since 2022-2024 is reported as ‘no longer available’.
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Figure 4: Proportion of midwives trained in and providing key components of ANC, PNC, SBA,
BEmONC and Basic Gynaecology services including Family Planning.
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74.1% of midwives reported they had been trained on how to start a blood transfusion but only
63.8% provide this in practice. Just under half (44.3%) of midwives are trained to provide assisted
vaginal delivery (ventouse delivery) but only 27.6% provide this in practice.

For postnatal care, overall, 72.4% of midwives reported they were trained to provide Kangaroo
Mother Care (KMC) but only 64.4% provide this in practice. Although an IUD is provided as part
of Family Planning by 92.5% of midwives only 58.0% do so in the postpartum period.

For some components under Antenatal Care this was the reverse with more midwives providing
components without having been trained e.g., for checking the lie of the placenta or position of
the baby using abdominal ultrasound (6-10% discrepancy), and for breast examination and
screening for breast cancer 86.2% of midwives provide this but only 81.0% report being trained
in how to do this.

For each care package the proportion of midwives trained in all components and therefore able
to provide the complete care package is less than 60% overall and ranges from 22.0% for Basic
EmONC to a maximum of 57.7% for Skilled Birth Attendance. (Figure 5)

Figure 5: Proportion of Midwives who are providing care package and proportion trained in all
essential components of each care package under the Continuum of Care
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Midwives who were trained reported increased confidence (assessed using a Likert scale)
compared to those who had not received training, and this was noted for all care packages. This
is illustrated for the components assessed for the EmONC care package in Figures 6 and Figure 7
below.
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Data were analysed for each component of each care package (Supplementary Figure 1) and for
each care package as a whole (Figure 8).

For areas requiring more skill such as assisted vaginal delivery it is likely additional training,
practice in providing, and supportive supervision is needed.

Figure 6: Confidence in Provision of components of Basic EMONC for Midwives who have
been trained in EmMONC
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Figure 7: Confidence in Provision of components of Basic EmMONC for Midwives who have not
been trained in EmMONC
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For each care package the average was calculated (including all components of each care
package) for the proportion of midwives reporting they felt confident. The proportion of
midwives who reported being confident in their care provision was significantly higher for those
who had been trained (in one or all components of the care package). This was most marked for
EmONC with an average of 21.2% of midwives who had not been trained saying they were
confident in providing components compared to 86.8% who had received training.

Figure 8: Proportion of midwives providing the care package who reported being confident
comparing those who were trained with those who were not trained, for each Care Package.
(Confident is taken as agreed or strongly agreed on Likert scale)
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Midwives who provide care are generally confident in doing so (Figure 9 average for all
components in care packages) with overall 89.5% of those providing components confident
compared to 26.3% non-providers.

Figure 10 shows the proportion confident in specific components.

Midwives are least confident in inserting an implant (77.8%), Manual Vacuum Aspiration for
retained products (MVA, 72.1%) and performing assisted vaginal delivery (ventouse, 68.8%).

For all other components more than 80% of midwives who provide these components in practice
are confident to do so. This is in sharp contrast to midwives who do not provide tasks —
presumably because they are not allowed to and are also not confident to do these tasks.
(Supplementary Figure 2).
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Figure 9: Proportion of midwives who report being confident comparing those who are
providing the care package with those who do not provide this in practice. (Confident is taken
as agreed or strongly agreed on Likert scale)
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For midwives providing care packages and the components of these, the area of least confidence
was for EmMONC components. The proportion of midwives reporting being confident was
obtained for each component for each care package comparing those who are providing the care
component with those who are not (Supplementary Figure 2).

Reasons for non-provision of Components of Care Packages

For midwives who reported not providing a component of care we assessed whether this was a)
because they did not feel ready or competent to provide this component of care b) because they
had no patients requiring this type of care or c) they were not permitted to provide this care.
This ranges from between 1.7% (abdominal ultrasound to check for foetal lie and position) to
51.1% (for assisted vaginal delivery) of midwives. (Figure 11) On average for Family Planning
12.6% of midwives do not provide components because they are not permitted to. This was
17.5% for Reproductive Health/ basic Gynaecology, 22.0% for Basic EMONC, 13.8% for Skilled
Birth Attendance, 9.1% for Postnatal Care and 17.6% for Antenatal Care.

We additionally assessed what proportion of midwives were trained but did not provide this
component of care. There is a significant proportion of midwives who were trained but are not
providing essential components of a care package because they report not being permitted to
provide this component. This is most marked (>5%) for provision of an implant, a postpartum
IUD, for conduct of a manual vacuum aspiration for retained products, assisted vaginal delivery
using a ventouse and starting a blood transfusion (Supplementary Figure 3)
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Figure 10: Proportion of midwives providing care and being confident to do for each
component of the care packages. (Confident is taken as agreed or strongly agreed on Likert scale)
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Figure 11: Proportion of midwives who are not providing components of care packages
because they are not permitted to do so. (Out of 174 respondents)
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A total of 10 FGD were conducted (7 with Midwives, 2 with Obstetrician-Gynaecologists and 1
with Managers and RH Focal Points) with 25 participants. In most cases FGD were small as it was
difficult to get people together for a discussion given their heavy workloads and busy
surroundings. (Table 3)

Table 3: Characteristics of Participants of Focus Group Discussions (FGD)

FGD number Number of Characteristics Place of Work
Participants

Midwives

FGD 1 2 Midwives Al-Hassakeh

FGD 2 2 Midwives Manbij

FGD 3 2 Midwives Qamishli

FGD 4 2 Midwives Kobani

FGD 5 3 Midwives Raqqa

FGD 8 2 Midwives Ragga

FGD 10 3 Midwives Ragga

Total

Obstetrician-

Gynaecologists

FGD 7 3 Obstetrician-gynaecologists | Ragga

FGD 9 3 Obstetrician-gynaecologists | Raqga

Managers

FGD 6 3 Managers, Focal Points for Raqqga

Reproductive Health.
Total 25

A narrative summary of findings of the FGD is provided by theme and with selected quotes.
Additional illustrative quotes are provided in Supplementary Table 1.

Scope of Practice, Policies and Guidelines.

In FGD with midwives the consensus was that their scope of practice is not clearly defined
centrally nor are they aware of any documents defining this and/or a legal framework. There is a
widespread perception that there is ‘no centralised body’ in the NES responsible for this which
some midwives report was however in place before the conflict (from Damascus Whole of Syria

Government and allied organisations)
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Decisions regarding scope of practice and tasks to be done predominantly depend on where a
Midwife is ‘posted to’ or ‘works’, and decisions surrounding this rest with the manager/supervisor
or organisation they work for. Midwives generally report that there are no written guidelines or
policies they are aware of. Some mentioned ‘guidance’ such as protocols for ‘when to call an
obstetrician-gynaecologist’ agreed within an organisation. A minority mentioned the Health
Authorities or Committees having for example ‘a list of what is allowed and not allowed’ and
some mentioned textbooks of midwifery or clinical guidelines and protocols which would set out
their scope of practice. A Midwifery Association (or ‘Syndicate’) was mentioned by a minority of
midwives and referred to negatively rather than seen as a supportive organisation.

Midwives commonly reported that the focus of their work is widely understood to be ‘normal
deliveries’, although many explained that they provide a lot more care in practice and/or would
be able to do more but were not permitted to do this.

Many midwives felt that policies and guidelines are predominantly ‘controlled’ by obstetrician-
gynaecologists, some of whom would oppose expanding midwives’ scope of practice. Typically,
midwives report being supervised (technically) by senior midwives or obstetrician-gynaecologists
with Facility Managers (in NGO sector) and Regional Health Committees (in the public sector) as
‘administrative’ supervisors. Instructions for tasks and scope of practice are usually given verbally
by ‘Managers’ at the start of employment or a new position.

The consensus among obstetrician-gynaecologists is that the policies, guidelines, and regulations
governing midwifery are inadequately defined and/or absent in the sense that these, if in place,
are certainly ‘not formalised’. They majority of participants expect the (current) Ministry of
Health, its Health Committees and Professional Associations to be actively involved in developing
implementing and overseeing such policies which ‘were largely in place before’ (the conflict).
However, there is general recognition that there is no robust central authority to standardize
policies and guidelines across the sector and are aware of the limitations of health committees
in effectively overseeing the public, non-governmental, as well as private healthcare sectors.

Most of the obstetrician-gynaecologists do not see any significant input from the Midwives’ or
Nursing Association in policy formulation and these are largely seen as ‘inactive’. There was
agreement among them that obstetrician-gynaecologists should have a substantial role in
developing policies and guidelines for midwives and they therefore tend instead to see this as a
role for the Medical Association. Obstetrician-gynaecologists unanimously agree that the direct
supervision of midwives should fall either to themselves or to senior midwives rather than to
(non-clinical) managers. This would depend also on the type of healthcare facility - larger
healthcare facilities have obstetrician-gynaecologists on staff whereas smaller ones may have
only midwives.
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Table 4: lllustrative Quotes by Theme - Scope of Practice, Policies and Guidelines

lllustrative Quotes - Scope of Practice, Policies and Guidelines

Midwives

We almost specialize in natural births only. (FGD 5)

Inthe arealamin, I am only allowed to do normal vaginal deliveries, even though | can do other things.
(FGD 2)

They said (in the NGO), according to the midwife’s protocols, it is not allowed. But | did not see anything
written. (FGD 4)

The Health Committees have a list of things that are allowed and prohibited for midwives. (FGD 2)
At the beginning of our job, supervisors told us our tasks, but nothing written. (FGD-8)

There is no legal framework. So, we will have different instructions from every health committee; in
Hassakeh, Raqga and Menbij etc. (FGD 2)

We are members of the Nursing and Midwifery Association. However, they are collecting fees only.
(FGD8)

Obstetrician-gynaecologists, Managers

In general, we have three sectors: the public sector, the private sector, and the work sector of
humanitarian organizations. They are not united by reference and authority. (FGD 6)

The leading organisation is the Government sector, such as the Health Committee. (FGD 6)

Nursing and midwifery practice should be in coordination with doctors. There must be a council of
doctors to determine the work. (FGD 7)

It is by the Donor or the Health Administration. Our work system is arranged according to the
organization’s protocol previously established. There is a doctor and an administrator. If | make an
error, the administrator is the one who supervises. (FGD 9)

The distribution of midwives and tasks are given by the Director of the medical facility. (FGD9)

It is by the donor or the administration. Our work system is arranged according to the organization’s
protocol previously established by it. There is a doctor and an administrator. If | make an error, the

administrator is the one who supervises. (FGD9)

The Director of the medical facility is the one who gives you tasks. (FGD9)
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Discussion on Tasks that are Allowed or Not Allowed

Midwives emphasise that what they are or are not allowed to do depends very much on where
they work and on which organisation they work for. Most midwives work under the supervision
of an obstetrician-gynaecologist ‘to support the doctor’. Among midwives the consensus
regarding tasks that are allowed is that these include ‘first aid management’, ‘prepare patients
to be treated by doctors’ , prescribe vitamins and tonics, antenatal care and (limited) family
planning services (not including IUD insertion or implants). They can assist at a CS and change
wound dressings. No specific postnatal care tasks were mentioned.

Midwives agree amongst themselves that the tasks they are currently not allowed to perform
include any ‘surgical intervention’ including episiotomy (perhaps with the doctor’s permission),
D&C, Manual Vacuum Aspiration (MVA), prescribing or using ‘restricted drugs’ including
Pethidine, misoprostol, and magnesium sulphate to provide pain relief, manage serious cases of
bleeding or eclampsia (even if this is an emergency). Antibiotics are not considered ‘restricted’
drugs, and the consensus seems to be that midwives can provide these (and even prescribe them)

In general midwives working in NGO-supported health care facilities report they learn more and
new tasks and are allowed to do more than when working in the public sector. In the private
sector the situation is very variable - ‘in the same city there are two private hospitals each
allowing different tasks’

Obstetrician-gynaecologists and Managers generally agreed that the following tasks are in any
case ‘allowed’: natural birth, ante- and post-natal care, family planning, ‘first aid’ in case of
emergencies including giving oxytocin in case of bleeding, giving vitamins, treating ‘morning
sickness’. All obstetrician-gynaecologists agreed that ‘with proper training and experience’,
midwives ‘can do a lot of things’. Some noted that midwives are already capable of doing and
expanded number of tasks but that this was ‘not allowed’.

There was no clear consensus and a lot of variation in what obstetrician-gynaecologists and/or
managers perceived to be allowed or not allowed tasks.

Examples of what are considered ‘expanded tasks’ by obstetrician-gynaecologists included basic
ultrasound, management of sexually transmitted diseases, management of severe obstetric
bleeding, giving magnesium sulphate and treating hypertension in case of pre-eclampsia, as well
as insert contraceptive implants.

Tasks that obstetrician-gynaecologists considered to be ‘not allowed’ include difficult delivery,
breech presentation, trial of labour in case of a previous CS, any procedure related to the
operating theatre, managing extended perineal tears and management of bleeding in the first
trimester. Cutting an episiotomy was permitted only after permission is sought from a doctor.
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Table 5: lllustrative Quotes by Theme — Discussion on Tasks

lllustrative Quotes by Theme

Midwives

We alone know what we are not allowed to do. We tell the patient because there is nothing to
protect us. (FGD 1)

Through studying at the nursing or midwifery school, they determine what is permitted and
prohibited. (FGD 1)

In our NGO, we have written documents for allowed tasks and not allowed tasks. (FGD-8)
Some organizations allow the midwife to prescribe antibiotics, while others do not. (FGD4)
Sometimes pregnancy monitoring (antenatal care) is prohibited. (FGD 2)

In general, midwives are capable of monitoring pregnancy (antenatal care). (FGD 3)
Ultrasound, as example, can be done by midwives but not allowed. (FGD 3)

Giving misoprostol and labour induction are not allowed, even if the midwives are able to do it.
(FGD-8)

At least we should have permission to give the initial procedures until you reach the hospital. (FGD5)
Obstetrician-gynaecologists, Managers
Allowed are labour management, natural childbirth. (FGD 6)

A primiparous patient needs an episiotomy and the midwife may not be able to make this decision
without consulting the doctor. (FGD 6)

Her mission is to listen to the foetus and communicate with the doctor. (FGD 6)

A midwife is allowed to give antibiotics, but a midwife is not allowed give magnesium sulphate
intramuscularly. (FGD 7)

She is allowed to give blood when needed. But with the organization's system, you cannot open
two intravenous lines, no matter how critical, and then inform the doctor. (FGD 7)

A midwife is not allowed to support natural birth after one CS (trial of labour after one CS), support
twin pregnancy, malpresentation or induction of labour. (FGD7)

As for those who have a history of CS, it is forbidden to insert an IUD except under the supervision
of a doctor. (FGD9)
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Opinions on Task Shifting

Most midwives had not heard of task shifting. A minority of midwives had worked for an NGO
that practices and supported task shifting. However, all midwives were in favour of task shifting
— at least for some key tasks and for midwives who were experienced.

Tasks that midwives specifically mentioned and discussed included being able to conduct assisted
vaginal delivery (ventouse), D&C, management of more complicated vaginal births, management
of obstetric emergencies especially (pre-)eclampsia and severe bleeding and the ability to
prescribe more (needed) drugs.

All midwives were confident that they could safely give antibiotics IV or IM but noted that for
assisted vaginal birth (ventouse) and giving magnesium sulphate IM or IV training and experience
are required. Midwives were clear that they are competent giving a blood transfusion and that
not being allowed to do this was a real problem especially in an emergency (‘completely not
allowed even in an emergency’).

Approximately half of the obstetrician-gynaecologists are aware of the concept of task shifting
for midwives, primarily through information from NGOs. A number of these specialists perceive
NGOs as being more flexible and adaptable in implementing task shifting. The idea of task shifting
was unanimously supported if midwives are ‘experienced’ and/or midwives receive ‘additional
training and supervision’.

There is a belief among some obstetrician-gynaecologists and managers that midwives operating
in private clinics may lack adequate supervision.

Obstetrician-gynaecologists and managers propose and discussed (no consensus) several specific
tasks that could be done by midwives if task shifting was supported including:

e Initial management of life-threatening conditions such as eclampsia, hypertension,
haemorrhage, and diabetes.

e Conducting vaginal deliveries for patients who have had (one) previous CS.

e Performing neonatal resuscitation (this was changed a few years ago and is in fact allowed
already)

e Preparing patients by inserting IV lines (sometimes this is only allowed to be done by nurses)
and arranging for basic medical investigations (sometime a midwife needs a doctor’s
permission to begin any medical check or arrange tests).

There was consensus that there is a lack of experience in assisted vaginal delivery (ventouse
delivery) and that this is ‘not allowed legally’. Some obstetricians thought that with training some
midwives might be able to conduct assisted vaginal delivery.
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The majority of obstetrician-gynaecologists are against midwives giving IV magnesium sulphate,
but they were more flexible regarding giving this IM (after training).

Giving antibiotics was generally perceived as probably permissible but obstetrician-
gynaecologists were worried regarding ‘abuse’.

Most obstetrician-gynaecologists are against midwives being able to give a blood transfusion and
are of the opinion that midwives should ‘ask a doctor’s permission, but she can open 2 |V lines
and prepare for the procedure’.

Implementing Task Shifting

Both Midwives and obstetrician-gynaecologists are aware of and report the public sector to be a
hierarchical healthcare system, placing the Ministry of Health at the apex with various regional
Health Committees present in each Governorate, as the next level and below these the Facility
Managers.

Midwives recommend that discussion is needed with all levels and especially with the ‘Technical
Committees’ of the Ministry of Health (in NES and Damascus) so that ‘official documents and
plans’ can be agreed to enable task shifting.

Obstetrician-gynaecologists suggest that the composition of Technical Committees should
include gynaecologists and administrative personnel, and possibly senior midwives as well.

While participants of the FGD (midwives, obstetrician-gynaecologists, and managers) were
generally supportive of task shifting, they suspect that many other obstetrician-gynaecologists
might oppose it. Similarly, midwives are worried obstetrician-gynaecologists will oppose
‘expansion of midwives’ tasks’. Midwives are clear that they will need the support of obstetrician-
gynaecologists if task shifting is to be implemented. They have limited expectations from the
‘weak’ Professional Association(s).

Midwives see the opportunities that will support task shifting including that international
regulations and guidelines support this, there is a shortage of human resources in NES and some
NGOs are already in favour and have tried it (successfully) in the past.

Key barriers to implementation mentioned by most midwives are that there is no law and/or
legal framework, some health committees are known not to be in favour and the community
might not accept this change in their scope of practice.

To implement task shifting most obstetrician-gynaecologists recommend engaging with all
professional Associations/Syndicates/Unions (terms are used interchangeably) - including those
for doctors, midwives, and nurses —to develop a consensus on appropriate task shifting practices.
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Nevertheless, the prevalent view is that the implementation of changes in practice will be
challenging. ‘Conditions required’ is a term frequently used and most often includes ‘training’
and ‘protocols’ to guide practice.

Opportunities for task shifting are perceived to include the need (shortages of human resources),
decreasing the workload for general doctors and obstetrician-gynaecologists, knowledge that
some health committees are already in favour of task shifting, and there are experienced
midwives working in NES who could take on additional responsibilities.

Perceived barriers to implementation include the private sector, midwives’ not wanting to take
on more tasks, health committees being against this, lack of resources required for
long/additional training of midwives. In addition, some obstetrician-gynaecologists believe it
would be very hard to harmonize the work across the three sectors currently active (public,
private and NGO-supported).

Table 6: lllustrative Quotes by Theme - Task shifting

lllustrative Quotes by Theme - Task shifting
Midwives
There has been much development and task changes in the last decade. (FGD 1)

Only when | was working with (...Partner...), they added tasks to midwives. (FGD 3)

Not all midwives are able to use a ventouse, only those who work in hospitals. (FGD 3)
Previously, labour induction was not allowed, now the NGO allows it for midwives. (FGD 4)
We are in favour of adding duties to the midwife and with legal protection. (FGD 4)

Task shifting is good, it might increase the experience and knowledge of midwives. It may decrease
neonatal deaths because midwives are on the first line. (FGD 5)

You should speak with the Ministry of Health because the Health Committee takes instructions from
them. (FGD 2)

Obstetrician-gynaecologists, Managers
Encourage the transfer of tasks to midwives. (FGD 7)

Important, but there must be effective training. (FGD 7)
By establishing specific protocols for each case, how to perform the procedure. (FGD 7)

The Union itself, the Ministry of Health in coordination and consultation with all Unions and the
Ministry. (FGD6)
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(FGD7)

The organization may have special reasons why the midwife cannot do some work

Health Committee because there is no Ministry or Union. (FGD9)

Through the presence of a Union for Midwives, we can consult them, which is the most important thing,
and through them we determine the tasks and work of the midwives, what are the permissible tasks
and what are not, because they waste their time with work that someone else can do. (FGD 6)

Gynaecologists must be consulted. We must choose a specific group of doctors who work with
midwives, because there are doctors who only work in a clinic. (FGD 6)

Therefore, we must communicate with them to reach a unified formula in Northeast Syria for midwives.

C) Key Informant Interviews (KII)

A total of 16 Key Informant Interviews were conducted with a range of Stakeholders including
Health Managers and Staff from 8 international NGOS, Health Working Groups, Midwifery Pre-
service Training Institutions, and the Local Health Authorities. (Table 7)

Table 7: Characteristics of Participants of Key Informant Interviews (KIl)

KIl Number Number of Characteristics
Informants
1 1 Reproductive Health Specialist
2,6,8,11,13 5 Medical Coordinator
3,4 2 Health Programme Manager
5,7,10 3 Medical Officer
9,12 2 Health Working Group
14 1 Health Authority
15 1 Pre-service Training Institution
16 1 Professional Association
Total 16

A narrative summary of findings of the Kll is provided by theme and with selected quotes.
Additional illustrative quotes are provided in Supplementary Table 2.
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Scope of Practice and Policies or Guidelines

The scope of practice of midwives working in NES was explored in the KlI. In general, there was
consensus that this was ‘not available’, ‘not well defined’ and ‘not clear’. There are some
suggestions that before the conflict the situation was clearer and better regulated. Most
organisations use a ‘Job Description’ or ‘Terms of Reference’ for Midwives employed by them -
but each actor/organisation has their own job description and there is no standardised version.

Tasks that a midwife is expected to carry out and what she is or is not allowed to do varies across
organisations. In addition, this varies depending on the level of the health system the midwife
works in - PHC or CPHC or a Hospital level. There is also variation depending on whether she
works in the Government, NGO-led health sector or the private sector. Finally, there are different
‘instructions’ from the various Health Authorities in each Governorate which are ‘not
harmonised’. A midwife’s expected scope also seems to depend on ‘what is needed’ e.g., if there
are no doctors at a PHC, midwives are expected to do more tasks and have a broader scope of
practice.

Job Descriptions are largely developed by managers of NGOs some of whom are doctors. They
are expected to be ‘based on international guidance’ but in practice none of the Kl could confirm
this or was certain exactly where this was decided. There was consensus among stakeholders
that the Job Description does not capture, and is not representative of, the scope of practice.

Kl from Health Authorities and Union report that there are ‘internal guidelines’ and ‘official
instructions’ from the Ministry of Health — Syria under which a midwife is allowed to open a
practice. A work permit is temporary for 2 years after that approval is sought from the Midwifery
Union and MOH which include ‘instructions on what is allowed and what is not’.

Only a small minority of other Kl are aware of the legal framework which permits midwives to
open a practice or that guide midwifery practice in general.

There is also mention of a ‘Committee’ (‘three gynaecologists and one surgeon’) which makes
decisions on malpractice or ‘mistakes’ and who will ‘decide what is wrong .....and they can testify
in front of a court’.
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Table 8: lllustrative quotes by theme — Scope of Practice and Policies and Guidelines for this

lllustrative Quotes by Theme

Scope of Practice

In the NGO we have some specific areas of practice for midwives which is providing ANC and PNC,
normal delivery in addition. But in their private practice they are doing a lot more even sometimes
some of the tasks that should be done by a doctor. (KIl 1)

Itis not clear; it is not well defined. (KII 5)

Midwives’ roles are not clear. (KII 10)

It should be clear, but this is not the situation. (KIl 16)

In the NES, the midwives’ tasks for now are different from old days. (KII 15)

The scope of practice is unclear. Today midwives can open clinics in which she can offer antenatal and
postnatal care, and normal vaginal delivery, she can treat sexually transmitted infections and other
types of infections with no clear boundaries to her tasks, what is legal or illegal ... mostly midwives do
not know their scope of work ... In (our organisation) many times midwives are asking if it is legal to do
tasks without doctors as supervisors. (KIlI 2)

Midwives should do the permitted work for her only. If she did something out of her tasks, the
authorities don’t allow this ... a committee meeting will be conducted to follow the legal case ...
sometimes the clinic will be closed... and we stop the work permission say for 2 years. (KIl 14)

Job Descriptions

| don’t know, not me who wrote it but maybe they depend on WHO, this is the usual way with us. (KII
10)

Commonly we are trying to go with global instructions. Even to lead in this. (Kll 2)

Yes, there is a job description, but it is difficult to follow, due to lack of staff.... Midwives will do doctors
job, and she could cover nurse and vice versa. (KIl 14)

| think scope of practice is not well defined, it is not clear cut, the scope of practice is different in
different facilities and different from one NGO to another. (KIl 12)

On the national clinical guidelines, no, | searched, but | couldn't find anything. (Kl 1)
No, there is no unified reference for the midwife’s tasks. (Kl 3)

We reviewed and adapted a national one and are checking international ones. (KIl 13)
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Policies and Legal Framework
| have searched for some kind of manual or some kind of guidelines —related to practice in Syria —some
national guidelines but | could not find any. (KIl 1)

| am not aware of any policies or legal framework, and this may lead to problems and is a gap. (KII 10)
There are no legal guidelines in the NES and in Syria to my knowledge. (Kll 3)
Midwives should follow the guidelines of the facility. (KIl 10)

We (the HA) are following the Damascus policies and guidelines, WHO recommends us to use the
Damascus policies which are following the WHO guidelines. (KII 15)

Sadly, no we do not have a legal framework, no midwife’s association, no regulations, it's up to me.
(KII13)

Capacity of Midwives

There was consensus that Midwives were ‘good’ and ‘capable’ when it came to ‘normal birth’ or
‘natural birth’ as well as providing ANC, PNC and this is generally considered their main scope of
practice and area of expertise.

In discussion it became apparent that there is diversity of opinion among Kl regarding what
midwives could or could not do. For some areas of care the consensus is clear — midwives are
expected to provide ‘normal birth’, antenatal and postnatal care, and family planning services
and are generally considered to be competent in these areas. In emergency situations midwives
are expected to provide first line treatment certainly ‘if there are no doctors around’.

For other tasks and specific components of the care packages there is a large variety of opinion
ranging from ‘can do’ to ‘definitely can’t do even with training’ with no clear consensus emerging
other than that the current situation is confusing. However, Kll agree that it is important to agree
on the tasks that midwives should be expected to do and those that are limited to obstetrician-
gynaecologists and/or ‘general doctor’s’ scope of practice.

In discussions about specific tasks, only a minority of Kl agree that midwives should be able to
provide magnesium sulphate (IV and IM or IM only), conduct an assisted vaginal delivery (after
training and if experienced) and/or start a blood transfusion (mostly only if a doctor is present).
At the same time there is a majority awareness and expectation that a midwife will need to
provide care in an emergency when a woman presents with complications to a healthcare facility.
Regarding D&C (for incomplete miscarriage, retained products) there is almost unified
agreement that this is ‘not allowed’.
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Pethidine (for pain relief during labour) is mentioned as ‘not available’ and ‘not allowed’.
Similarly, most Kl consider that ‘complicated pregnancies’ (such as twin and breech delivery)
should not be managed by a midwife. Cases of infertility could perhaps be managed by midwives
if there is a supervising gynaecologist. Drugs such as magnesium sulphate, misoprostol, oxytocin,
antibiotics are considered ‘restricted’ by some KI.

Supervision (by a doctor) and training are frequently mentioned as being required for midwives
in NES.

Table 9: lllustrative quotes by theme — Tasks and Capacity of Midwives

lllustrative Quotes by Theme

Tasks agreed

They are good at antenatal care, screening for risks in pregnancy, treating pregnancy diseases such as
urinary tract infection, vomiting, abdominal discomfort. Also, they can do postnatal care, examine babies,
and provide family planning care. (Kl 8)

Doing normal deliveries, receiving women for antenatal care, and the usual visit of and checking babies.
But they are not doing well, not following all standard indicators. (KIl 11)

Antenatal and postnatal care, family planning and it depends on the midwife and her knowledge and
experience, but these are the tasks the midwife does well. (KIl 7)

Tasks about which there is diversity of opinion

Can midwives conduct assisted delivery? Yes, they should, butin CPHC. (KII 14)

For drugs prescriptions we are limiting prescription power of midwives, because most of them are alone
in the facilities (KI6)

Can midwives give IV/IM Magnesium sulphate? They can do that but under doctor supervision in high
level CPHC not in private clinic.  (KIl 15)

Can midwives start a blood transfusion when needed? No, they need doctors with them. (Kl 4)

Midwives are not allowed these tasks. (... relating to CS, ectopic pregnancy, complicated miscarriage....)
(K110, K11 8)

Doing a CS, giving magnesium sulphate, blood transfusion, complicated D&C are not allowed. Pethidine
is not available and not allowed. The tasks need more training. (KIl 7)
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Task shifting — Opportunities for and Barriers to Implementation

Many Kl had not previously heard of task shifting or had heard about it ‘informally’. A minority of
Kl had good knowledge of task shifting with examples of settings where this was being practiced
or had been in the past.

The majority of Kll consider that task shifting has important advantages — improved coverage of
services especially in rural areas, to fill ‘gaps’ in human resources, to improve the quality of care
and reduce risk for mothers and babies. Financial advantages include consideration that this
would be cost-effective.

There is consensus that there is considerable need and opportunity for introducing task shifting
in the NES with health authorities being ‘collaborative’ and would ‘accept’ this approach. NGOs
are generally in support. In addition, the Kl report that there are many midwives in NES (although
some are working as nurses) working across the public, private and NGO sectors and that
midwives themselves would welcome task shifting. It was mentioned that one of the NGOs
working in NES is starting a program to develop the ‘Health Law’ for NES and this might be seen
as an opportunity to work on task shifting.

Stakeholders realise that implementation of task shifting might be difficult. Suggested barriers
included midwives not wanting to take on additional tasks because of extra workload, especially
in the absence of good regulation to protect them and might require higher salary compensation
if they took on more responsibilities. Agreement would be needed on a (new) legal framework
and guidelines including to define scope of practice clearly. Mention was made of ‘old system
bureaucracy’ which would need to be overcome. Doctors may also block task shifting if it means
they have less opportunity to financially benefit from their work (losing tasks) but also because
they may consider midwives to be insufficiently capable of taking on additional tasks because of
‘weak pre-service training’, being less experienced and not having opportunity to train
sufficiently or sufficiently well.

When asked what would be required for the introduction and implementation of task shifting in
the NES stakeholders generally advised wide consultation with all stakeholders including the
health authorities, doctors (unions) and midwives themselves. Having a clear legal framework,
policy guidance and protocols were also mentioned as being of key importance. Awareness will
need to be raised in the communities served to gain acceptance of new practices.

When asked to consider specific areas for task shifting Kl agreed that midwives should be able to
manage all types of vaginal births, treat sexually transmitted infections, provide all components
of antenatal and postnatal care, offer screening for cancer (breast and cervix), treat simple
conditions, and conduct a basic ultrasound scan. More than half of KI agreed that midwives
should be able to conduct assisted delivery alone (but after training and legalization of this task)
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and (for some Kl only with a doctor supervising). Most Kl accepted that giving 1V/IM Magnesium
sulphate (for (pre-)eclampsia) should be possible although some would insist on a doctor’s
presence or just being allowed to give the first dose only. The majority of Kl agreed that midwives
should be able to give IV/IM antibiotics, however, a few Kl were afraid of ‘abuse’ and failure to
consider contraindications’ so preferred that midwives would only be able to prescribe simple
oral antibiotics. Most Kl accept that midwives need to be able to start a blood transfusion,
especially in case of haemorrhage. However, several KI mentioned that blood transfusion is
available only in hospitals and that doctors would in any case be present then.

Table 10: lllustrative quotes by theme — Task shifting

lllustrative Quotes by Theme

Opinions on Task shifting

With experience and knowledge, with clear protocol and a clear plan, yes, it is good. Not for all tasks, not
for CS and not for D&C. (KII 6)

No, | have not heard of it formally, informally only. (KIl 7)

| always support the idea, in most countries in remote areas you cannot find highly trained doctors. (KI112)

Opportunities for Implementation

We need to have task shifting, we need to provide the services, and for financial reasons —it is better and
cost efficient for the community and for better coverage. (KIl 15)

There are a lot of benefits for the people and in rural areas, better services’ quality, and decrease dangers
for mother and baby. (Kl 14)

We have collaborative Health Authorities, and task shifting will be a joy for donors as well as Actors. (KII
9)

There are several opportunities including, willingness to do task shifting by NGOs, acceptance by Local
Authorities and there is need because of gaps of healthcare providers.
(Kl 12)

Opportunities are using doctor 's time better and increase the capacity for midwives. (KIl 5)

We can gather the midwives and check with them the issues and to know their complaints, some midwives
are working as nurses, in public and private sectors as well as in the NGOs. We are having a new system,
and we should check with the field, the needs. We need trainings and periodical trainings and to check the
updates. (KII 16)

Barriers to Implementation

The barriers are social norms, lack of experience and lack of supervision. (KIl 4)
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Community acceptance could be a problem mainly in the beginning. Some of the midwives are not able
and may refuse to take more responsibilities to avoid problems. They may ask for more salary if we
increase their tasks. (KIl 10)

Legal framework and polices are not available, there is no union for midwives, doctors have no trust in
midwives, like what happened with the doctors’ unions to prevent midwives from writing any descriptions.
(K1l 2)

Midwives sometimes refuse to increase their tasks because they are afraid of the workload and tasks with
no protection. (KII 5)

Legal framework and polices are not available, there is no union for midwives, doctors have no trust in
midwives, like what happened with the doctors’ unions to prevent midwives from writing any descriptions.
(K1 2)

Approaches to Implementation

The approach would mean to bring the Health Authority on board, to involve a lot of stakeholders, to
introduce something new in the NES needs acceptance to do that and community views will also need to
be considered. (Kl 8)

Community resistance, a lack of training and conflict between the professionals, private organisations and
government are barriers. Midwives should have salary incentives, and a legal framework. So, we need to
convince doctors, who are leading the health authorities, and maybe there is a doctors’ lobby to discuss
with. Inclusion of all actors will be important.

(KII'112)

While the barriers are social norms, lack of experience, lack of supervision, a law and stating legal
responsibilities as well as protocols should be there. A midwife will have a lot of tasks on her shoulders,
needing more appreciation from certain doctors, and with a clear policy. (Kl 6)

We should review the scope of practice, to know our place and where we want to go. We should have an
Association and continuous training to teach more, and midwives should educate themselves
continuously, to develop practice and sure we need training. (KIl13)

Every NGO should give EF a list of midwives who are able to handle task shifting so we can choose capable
ones only and depending on the need, assessments in the facilities and check with professional midwives
only. Task shifting to all midwives is difficult. (KIl 13)

The first thing is we need to speak with the Health Authorities, we should have a law to protect midwives.
Now midwives are not able to do a lot of things because they don’t have legal coverage. There is no
Midwifery Union to monitor their work, at least the Union is not known. (KII 2)
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Discussion and Recommendations

A survey of Midwives working across the NES at various levels of the health system reveals that
the respondents had multiple years of experience, are qualified and registered and provide
components or all the main care packages in the continuum of care. Least well provided are
Emergency Obstetric and Newborn Care signal functions including providing magnesium sulphate
for women with pre-eclampsia, managing a woman with severe bleeding, providing assisted
vaginal delivery and manual vacuum aspiration for retained products. Giving Pethidine for pain
relief during labour is not permitted. Midwives are generally well trained and confident in the
tasks they perform. Midwives with no training in specific components are less likely to perform
these and are significantly less confident about providing such components. For midwives trained
and confident in providing components of care ‘not being permitted’ to carrying out the task was
the main limiting factor. For example, 63.8% of Midwives report being able to start and give a
blood transfusion, 14.4% reported being trained and able to provide assisted vaginal delivery
(ventouse delivery) and 10.9% were trained and able to give Magnesium sulphate when required
but (in all cases) they also reported they were ‘not permitted’ to provide these services to a
patient. Similarly, 97.7% of midwives reported they are able to perform abdominal ultrasound
with 36.8% able to provide a vaginal ultrasound

Focus Group Discussions (FGD) with midwives, obstetrician-gynaecologists, and managers reveal
the absence of a defined scope of practice or job description for midwives. The tasks a midwife
is permitted to do vary according to geographic location, type of healthcare facility, and sector
(public, private or NGO). While there is consensus on certain tasks such as supporting
uncomplicated pregnancy and vaginal birth, there is no consensus regarding other essential
components of care, with midwives often requiring permission from doctors to perform key
tasks, particularly in emergency care and/or to provide basic care during labour such as providing
pain relief.

In Key Informant Interviews (KIlI) stakeholders (including health authorities, NGOs, and
professional associations) are agreed that task shifting is needed and there are opportunities to
implement this in NES. Similarly, both obstetrician-gynaecologist and midwives themselves
consider task shifting as an important and generally helpful approach. Perceived barriers to task
shifting include community acceptance, doctor reluctance due to concerns about midwife
competency and potential loss of income, midwife workload concerns, and the absence of clear
regulatory frameworks. The need for adequate pre-service as well as continued medical training
was highlighted to be able to expand midwifery tasks. Organisations which need to be included
in further discussion include the Health Committee or Authority, a technical committee
(composed of individuals with responsibility in the field of reproductive health (midwives,
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physicians, managers, and supervisors) and Professional Associations. Particular consideration is
to be given to the Doctors' Association (some degree of functioning reported at time of study and
allocated ‘per district’ rather than centrally) and the Health Professionals Association(s) (includes
nurses, medical technicians, and midwives - for each district).

Recommendations
Based on dissemination of the findings of the study recommendations were developed by all
stakeholders which are summarised below:

Clarify and define the tasks of the Midwife

e Expand the current scope of practice and ‘permissions’ of the Midwife.

e Hold a series of meetings and workshops with health actors and health committees working
in the field of RMNCH and agree on scope of practice and tasks.

e Form a specific Committee to develop a list of Midwives' tasks including a list of medicines
allowed to be prescribed by midwives.

e Ensure there is a legal framework (and ‘legal protection clauses’) for the Midwife.

e Develop a clear and detailed job description which sets out the tasks and duties that a
Midwife is required to adhere to (in Arabic and English). Develop a ‘pro-forma’ job description
which could be adjusted for the different levels of the health system (PHC, CPHC, Hospital)

e Circulate this ‘pro forma’ job description to all Managers, Midwives and their Supervisors for
easy follow-up and control of work.

e Disseminate and display the (many) tasks of a Midwife to emphasize commitment and draw
attention to the work of the Midwife more widely.

e Ensure at the healthcare facility level clinical protocols and management systems are in place
to clarify and ensure the tasks of the midwife are clear and can be carried out safely by the
Midwife. Doctors can then involve the Midwife more in decision making, giving more ‘space’
to the midwife in the workplace and respect her work and experience.

e Support the formation of local specialized committees to support the work of midwives.
Conduct periodic follow-up through supportive supervisory visits for midwives.

This will enable organisation to agree on clearly defined responsibilities, reduce ‘mistake rates’
and help with the correct, fast, and efficient orientation of the midwife, as well as a fair
distribution of tasks.

Provide continuous training and professional development opportunities for Midwives

e Ensure Midwives receive competency-based practical training that supports evidence-based
clinical practice (both in-service and pre-service training) .
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e Train midwives on the methods and dosages for administering a range of medicines and
according to a correct initial assessment of needs (requires assessment) and in line with
agreed clinical guidelines and protocols (see next point).

e Provide printed textbooks and other relevant publications and distribute these to all facilities
including training manuals and clinical guidelines.

e Ensure sufficient and competent Trainers are available and who are supported to provide
training including in remote areas.

For ‘Midwives’ who are practicing but have not been certified and/or ae incompletely or not
formally trained:

e Establish an intensive and comprehensive educational program to improve capacity and
boost the level of knowledge (skills) of experienced midwives who are not qualified and do
not hold any midwifery certificates. Agree the specific educational curriculum and determine
the required time period for training to be undertaken under the supervision of a skilled and
specialized team.

e Establish laws (regulatory framework) to facilitate their incorporation into healthcare
facilities.

e Supervise the educational process and ensure comprehensive examinations are undertaken
and passed overseen by a specialized committee prior to integration of these midwives into
the health service.

This will result in and increased number of confident and skilled Midwives, and improved quality
of services provided with better health outcomes for newborn babies and mothers. An increased
number of timely and correct interventions will be provided with a reduction in the number of
medical errors and the ‘random use’ of medicines.

Develop Clinical Guidelines and Protocols

e Coordinate with health working groups and health committees to standardize clinical
guidelines and protocols.

e Place copies of the clinical guidelines in all consultation and treatment rooms in the hospitals
and health centers.

e Develop algorithms (clear protocols) and display these (in poster format) for the use of
emergency medication in labour and delivery rooms so that these are clear and visible.

e Establish clear controls for the prescription of medication. Provide each healthcare provider
(Midwife, Doctor, Pharmacist) with the necessary instructions and guidelines (manuals) for
this purpose and provide Supervisors with a list of the most common morbidities and their
treatment to ensure the correct diagnosis and treatment are provided and to prevent
overmedication (particularly antibiotics).
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e Build the capacity of midwives to administer medicines as needed (within their scope of
practice and remit) and to be able to prescribe these in emergency cases.
e Provide support, assistance and coordination between doctors and midwives.

e Provide all the necessary medicines in the health centers and hospitals.

Set Standards for and Audit Clinical Practice

e Develop and agree Standards for service delivery for important care areas. (By end of 2024
available for Skilled Birth Attendance, Emergency Obstetric and Newborn Care, Antenatal
and Postnatal Care. (In English and Arabic)

e Expand the number of healthcare facilities and organisations able to conduct Standards-
based (clinical) Audit standards and develop and share appropriate standards and audit
tools (including checklists)

Priority Areas for task shifting and/or clarification of roles and policies were identified. (Table
11) - Provided there are clear and agreed protocols for diagnosis and treatment

Table 11: Priority tasks identified by Stakeholders.

- Prescribe antibiotics

- Prescribe antihypertensives

- Resuscitation
of the

and treatment of
anaemia

Skilled Birth | Emergency Obstetric Care | Newborn Antenatal and Reproductive
Attendance Care Postnatal Care | Health

- Episiotomy | - Start a blood transfusion - Prescribe - Provide - Prescribe antibiotics
and repair antibiotics prophylaxis for

- Take a cervical
smear (Papanicolaou
(Pap) smear)

newborn using | - Prescribe
- Provide misoprostol a bagand antibiotics - Provide emergency
mask, and care and drugs for
- Magnesium sulphate IM cardiac - Prescribe women who have
and IV massage if antihypertensives | experienced GBV
required including rape (Case
- Resuscitation of the Management of
newborn using a bag and Rape)
mask, and cardiac massage if
required - Insertion of
contraceptive
- Manual removal of a implants

retained placenta

- Assisted vaginal delivery
(using vacuum extractor)
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Challenges and Opportunities to address these were identified by Stakeholders as follows (Table

12).

Challenges

Opportunities and Possible Solutions

Lack of funding

Difficulty in securing qualified trainers
(especially in remote areas).

Lack of training centers

Difficulties accessing training

Lack of midwives.
Lack of trained and qualified staff

Policies of organizations that restrict the work
and powers of the midwife.

Lack of a unified policy between
organizations and health authorities

Poor interaction with the subject by the
Health Authorities

Lack of Medicines and Equipment in
healthcare facilities
Lack of (knowledge of) scientific evidence of

permissible practices

Lack of acceptance by society in the absence
of legal protection for midwives

Participation in training courses and
workshops covering all areas of reproductive
health.

Provide centers dedicated to training

Provide transportation for staff to access
training

Set up a follow-up system and continue with

update training  (continuous  medical
education)
Encourage and support midwives to

participate in scientific research and gain
experience.

Work on preparing trained people to spread
knowledge within all facilities.

Coordinate with other organizations to
develop a unified policy and unified terms of
reference for midwives

Provide the necessary medicines and
equipment by allocating sufficient funds

Ensure legal consent for applicability of these
tasks by midwives and build trust with the
community

Supplementary Figures and Tables
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Supplementary Figure 1: Proportion of midwives who reported being confident to provide a component
comparing those who were trained in the component with those who were not trained. (Confident is taken
as agreed or strongly agreed on Likert scale)

FAMILY PLANNING
Provide emergency contraception - IUD 2 89.4%

0,

Provide emergency contraception (pills) 91.4%
Provide DepoProvera injection e —— ——— 3 |%
INsert an implant  — e 77.0%
Insert an IUD  p—(tied —— 30 6%
GYNAECOLOGY
Conduct a vaginal Ultrasound Scan it s 36, 6%
Conduct an abdominal Ultrasound Scan p——st s 37 4%
Conduct bi-manual pelvic examination T 33,07
Conduct a speculum examination T O 5%
Conduct an abdominal examination A T 02 1%
Use the screening tool for GBY  p e — 56.3%
EMERGENCY OBSTETRIC AND NEWBORN CARE
Resuscitate the baby: cardiac massage e O 7Y
Resuscitate the baby: bag and mask e — e ——— O] 6%
Manual Vacuum Aspiration (incomplete miscarriage) m —— S 73 1%
Start a blood transfusion R 82.2%
Conduct an assisted vaginal delivery e —— e 7O 0%
Conduct manual removal: retained placenta e — e 89.1%
SKILLED BIRTH ATTENDANCE
Manage shoulder dystocia e —— e —— 53 6%
Provide oxytocin IM e —— i e 3O 8%
Suture an episiotoMy  EE— ——————— — 02 6%
Cut an episiotomy e ——C s 89.89%
Use the partograph to monitor labour and birth 33 67,
POSTNATAL CARE
Provide Kangaroo Mother Care it e ) 59
Use the screening tool e — i ——— 87.7%
Provide a postpartum IUD e — 30.6%
head to toe examination of the baby  EEEE T T O] 3%
Conduct an examination of the breasts T O] 57
ANTENATAL CARE
Conduct abdominal ultrasound to check the site of the... p  — ————C S — 00 3%
Conduct abdominal ultrasound to check baby's lie and... e —  ——————OC— 03 6%
Listen to the FHR using Doptone  m—d — 0 6%
Listen to the fetal heart rate using Pinard stethoscope e — i 90.4%
Palpate the abdomen to check lie and position of the baby T ——— O] 2%
Check urine for protein using dipstick T — T 86.4%
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Proportion Not Received training B Proportion of Received training
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Supplementary Figure 2: Proportion of midwives who reported being confident to provide a component
comparing those who provide the component with those who do not provide the component in practice.
(Confident is taken as agreed or strongly agreed on Likert scale)

FAMILY PLANNING

Provide emergency contraception (IUD)

Provide emergency contraception (pills)

Provide DepoProvera injection

Insert an implant

Insert an IUD

GYNAECOLOGY

Vaginal Ultrasound Scan

Abdominal Ultrasound Scan

Bi-manual pelvic examination

Speculum examination

Abdominal examination

Screen for GBV

EMERGENCY OBSTETRIC AND NEWBORN CARE
Resuscitate the baby using cardiac massage
Resuscitate the baby using a bag and mask
Manual Vacuum Aspiration (incomplete miscarriage)
Start a blood transfusion

Assisted vaginal delivery

Manual removal retained placenta

SKILLED BIRTH ATTENDANCE

Manage shoulder dystocia

Provide oxytocin

Suture an episiotomy

Cut an episiotomy

Use the partograph

POSTNATAL CARE

Provide Kangaroo Mother Care

Screen for postpartum depression

Provide a postpartum IUD

Examination of the baby

Examination of the breasts

ANTENATAL CARE

Abdominal ultrasound to check site of the placenta
Abdominal ultrasound to check lie and heart rate
Listen to the FHR using Doptone

Listen to the FHR using Pinard stethoscope
Palpate the abdomen: lie and position of the baby
Check urine for protein

Proportion confident - not providing
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92.5%
b 93.1%
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Supplementary Figure 3: Proportion of Midwives for each component of care who are trained but do not
provide this component because they are not permitted to do so. (proportion no permission is out of
number trained for that component)

FAMILY PLANNING

Provide emergency contraception (IUD)

81.0%
Provide emergency contraception (pills) 86.8%
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Bi-manual pelvic examination | e 67.2%
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Screen for GBY e s 58.6%
EMERGENCY OBSTETRIC AND NEWBORN CARE
Resuscitate the baby using cardiac massage |l ——————— 89.7%
Resuscitate the baby using a bag and mask  |mbtie——————————— 89.1%
Manual Vacuum Aspiration (incomplete miscarriage) |t O 0 e 42.0%
Start a blood transfusion IS ie— 74.1%
Assisted vaginal delivery It s 44 3%
Manual removal retained placenta | 84.59%
SKILLED BIRTH ATTENDANCE
Manage shoulder dystocia  Imtet e ——— 73 6%
Provide oxytocin e | 78.7%
Suture an episiotomy b 03.1%
Cut an episiotomy | s e 90.2%
Use the partograph e e—— 80.5%
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Abdominal ultrasound to check site of the placenta a0 83.3%
Abdominal ultrasound to check lie and heart rate el 90.2%
Listen to the FHR using Doptone Lo6% — 71.8%
Listen to the FHR using Pinard stethoscope  |mbsiim—————— 71.8%
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Supplementary Table 1: lllustrative Quotes from Focus Group Discussions (FGD) by Theme

lllustrative Quotes by Theme

Scope of Practice, Policies and Guidelines

Midwives

- The first thing is natural births. (FGD 1)

- The midwife has the right to deliver Natural births. (FGD 3)

- We almost specialize in natural births only. (FGD 5)

- The misoprostol requires a signature and stamp, oxytocin too. (FGD 1)

- Inthe arealamin, | am only allowed to do normal vaginal deliveries, even though | can do
other things. (FGD 2)

- The health committees have a list of things that are allowed and prohibited for midwives.

- (FGD2)

- There is something (instructions/ policies) but oral. (FGD 2)

- |1 have a book about obstetrics and midwifery that | studied and kept, which contains
instructions. (FGD 3)

- We know it (the guideline) according to the needs of the area we have, according to what is
available, or what we practice in our centres. (FGD 4)

- The Medical Director then the Centre Manager, and then the Health Authority. (..regarding
supervisors) (FGD 4)

- They said (in the NGO), according to the midwife’s protocols, it is not allowed. but | did not
see anything written. (FGD 4)

- Yes, before 2010, there was something called an internal system. (FGD-5)

- We have a written document, when to call an obstetrician-gynaecologist. (FGD 5)

- At the beginning of our job, supervisors told us our tasks, but nothing written. (FGD 8)

- All the power is in the hand of doctors. (FGD 8)

- We are members of the Nursing and Midwifery Association. However, they are collecting fees
only. (FGDS8)

Obstetrician-gynaecologists, Managers

- There are things like legal advice, the Health Law and a nursing union called the Medical
Professions Union. (FGD6)

- In general, we have three sectors: the public sector, the private sector, and the work sector
of humanitarian organizations. They are not united by reference and authority. (FGD6)

- We need the approval of the three sectors for the decision to be effective. (FGD6)

- The leading sector is the Government sector, such as the Health Committee. (FGD6)

- There is no supervisor, and when a mistake is made, there is no one to hold her accountable.
(FGD7)
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- Nursing and midwifery in coordination with doctors. There must be a council of doctors to
determine the work. (FGD7)

- These committees exist everywhere: administrators, general doctors, gynaecologists, other
specialties, or nursing midwives. (FGD7)

- The main component (of the committee...) is a gynaecologist, and it may be more than one
doctor, as well as midwives, health administrators, and administrators from organizations.
(FGD7)

- Through the distribution of midwives and tasks are given by the Director of the medical
facility. (FGD9)

- It is by the Donor or the Administration. Our work system is arranged according to the
organization’s protocol previously established by it. There is a doctor and an administrator. If
| make an error, the administrator is the one who supervises. (FGD9)

- The Director of the medical facility is the one who gives you tasks. (FGD9)

Discussion on what is Allowed or Not Allowed

Midwives

- We alone know what we are not allowed to do. We tell the patient because there is nothing
to protect us. (FGD 1)

- Through studying at the nursing or midwifery school, they determine what is permitted and
prohibited. (FGD 1)

- Inour NGO, we have written documents for allowed tasks and not allowed tasks. (FGD-8)

- Some organizations allow the midwife to prescribe antibiotics, while others do not. (FGD4)

- There are two types of midwifery practitioners in the region. There are educated midwives
who have been taught scientifically and are highly experienced, and there are also midwives
who have not received education. (FGD 4)

- ldon't know who wrote what is permissible and what is not permissible. (FGD-4)

- Itis allowed after managers and doctors permission. (FGD-5)

- Midwives are only allowed to give vitamins and painkillers. (FGD 2)

- Sometimes pregnancy monitoring (antenatal care) is prohibited. (FGD 2)

- In general, midwives are capable of monitoring pregnancy (providing antenatal care). (FGD 3)

- Ultrasound, as example, can be done by midwives but not allowed. (FGD 3)

- Misoprostol was allowed to be given for a short period after which they prevented us from
prescribing it. (FGD 3)

- Giving misoprostol and labour induction are not allowed, even if the midwives are able to do
it. (FGD-8)

- At least we should have permission to give the initial procedures until you reach the hospital.
(FGD5)

- We need training on IUD insertion, then practice it several times to be ready. (FGD-8)

Obstetrician-gynaecologists, Managers
- Allowed are labour management, natural childbirth. (FGD 6)
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- Labour management, breastfeeding advice. (FGD6)

- Family planning methods, using the Partograph (to monitor labour). (FGD 6)

- A primiparous patient needs an episiotomy and the midwife may not be able to make this
decision without consulting the doctor. (FGD 6)

- Her mission is to listen to the foetus and communicate with the doctor. (FGD 6)

- If the patient needs an episiotomy, the midwife informs the doctor and then performs an
episiotomy. (FGD6)

- A midwife is allowed to give antibiotics, but a midwife is not allowed give magnesium sulphate
intramuscularly. (FGD 7)

- She is allowed to give blood when needed. But with the organization's system, you cannot
open two intravenous lines, no matter how critical, and then inform the doctor. (FGD 7)

- A midwife is not allowed to support natural birth after one caesarean section (trial of labour
after one CS), support twin pregnancy, malpresentation or induction of labour. (FGD7)

- Allowed are - natural childbirth. Not allowed - for example, a patient who has a history of
caesarean sections is prohibited from giving birth in the centres, meaning that any
multiparous patient who is high risk or who is young is considered high risk for us.

(FGD9)

- As for those who have a history of caesarean sections, it is forbidden to insert an IUD after a
caesarean section except under the supervision of a doctor. (FGD9)

- Allowed - in the event of any abnormal findings when using a partograph to monitor labour
and delivery such as decreased foetal heart rate, decrease in the patient’s blood pressure, the
doctor must be informed immediately. (FGD 9)

- Allowed - family planning, obstetrics, and provide care during pregnancy and after birth. Not
allowed - magnesium sulphate - No, it is not allowed. (FGD 9)

Opinions on Task shifting

Midwives

- There has been much development and task changes in the last decade. (FGD 1)

- No, the situation is for the worse, less tasks given for midwives now. (FGD 2)

- Only when | was working with (...Partner...), they added tasks to midwives. (FGD 3)

- (..inan emergency...) Putting two cannulas wasn't allowed, we didn't know what to give. (FGD
1)

- She implements after the doctor decides on giving Magnesium sulphate. (FGD-8)

- Not all midwives can use ventouse, only those who work in hospitals. (FGD 3)

- Previously, labour induction was not allowed, now the NGO allows it for midwives. (FGD 4)

- We are in favour of adding duties to the midwife and with legal protection. (FGD 4)

- Task shifting is good, it might increase the experience and knowledge of midwives. It may
decrease neonatal deaths because midwives are on the first line. (FGD 5)

- There is lack of interest in the midwives™ tasks. (FGD-8)

- Task shifting will help more people because we will be able to do it. (FGD-8)
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- You should speak with MOH, because the Health Committee takes instructions from the
Ministry of Health. (FGD 2)

Obstetrician-gynaecologists, Managers

- For me, | think that gynaecological consultations should be provided, which is pre-pregnancy
care, post-pregnancy care for women, or post-partum care for women, family planning, and
counselling, in addition to treating common gynaecological conditions such as urinary
infections, vaginal system infections. (FGD 6)

- In addition, the role of the midwife must be a substitute and a reference for the health
awareness workers. When the health awareness employee gives a session on family planning,
there must be a midwife present with you at the session who attends the session if there is a
difficult question or if one of the beneficiaries intervenes. If you do not know the answer, the
midwife must be present and answer. (FGD 6)

- The fourth thing is the filtering process before the gynaecologist. For me, it is assumed that
the gynaecologist does not see any case until the midwife sees it. (FGD6)

- Developing the job description according to the need (this means that the job description
changes every six months because there are things that change according to the need). (FGD
6)

- Not for all midwives, only the trained midwife is allowed (FGD 6)

- Important, but there must be effective training. (FGD 7)

- With referral due to the presence of midwives in remote areas. (FGD 7)

- Monitoring high-risk pregnancy, such as a patient with high blood pressure or pre-eclampsia,
can be managed, especially for remote areas. (FGD 7)

- Management of minor to moderate postpartum bleeding because severe bleeding requires a
doctor. (FGD 7)

- Because we are close to them, we will be able to provide assistance rather than having them
go to a far place where there is no doctor. (FGD9)

- Inrecentyears, due to events, we have had a shortage of doctors and personnel, and we were
forced to train people in midwifery and nursing without certificates. In contrast, nursing that
has a certificate is certainly better. (FGD 9)

- They trained and educated women and distributed brochures to carry out the birth process in
any place, given the circumstances and in anticipation of births at any moment or place, not
on appointment. (FGD 9)

How to Implement Task shifting

Midwives

- You should consult the Hospital Administration and Health Director. The administration gives
the department head a choice and she will tell us. (FGD-1)

- Specialist doctors influence the managers’ decision to add tasks to midwives. (FGD-1)

- lsuggest that there be courses, trainings, examinations and testing for the midwife. Whoever
passes the test is entitled to open a clinic. (FGD-2)
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- There are a large number who practice the profession of midwifery, but they were unable to
complete their education due to the circumstances in Syria. (FGD-2)

- We want to create a midwifery union. (FGD-3)

- Maybe gynaecologists do not accept task shifting. (FGD-3)

- The problem we face is that if the midwife acts, even if she is correct, and problems occurs
that is not the cause, that midwife will be blamed. (FGD-4)

- We want the midwife’s tasks to be like those of other countries. (FGD-4)

- Ifthereis a law that protects me, | can do many things. (FGD-4)

- Gynaecologists may obstruct task shifting. We need proper trainings, with certificates
protected by law. (FGD-5)

- Maybe the community will not accept task shifting. (FGD-8)

- From long time, nursery and midwifery association are merging as one union. (FGD-8)

- We are members of Nursing and Midwifery Association; however, they are collecting annual
fees only. (FGD-8)

Obstetrician-gynaecologists, Managers

- The Union itself, the Ministry of Health in coordination and consultation with all Unions and
the Ministry. (FGD6)

- As instructions or internal regulations, you will receive the Ministry of Health in Damascus,

- legal administrators. (FGD6)

- Health Committee because there is no Ministry or Union. (FGD9)

- Nursing and Midwifery Union. (FGD 9)

- Through the presence of a Union for Midwives, we can consult them, which is the most
important thing, and through them we determine the tasks and work of the midwives, what
are the permissible tasks and what are not, because they waste their time with work that
someone else can do. (FGD 6)

- We consult gynaecologists, specialist doctors, and midwives, and after taking questions and
collecting common points, we must obtain the approval of the three sectors. (FGD6)

- Gynaecologists must be consulted. We must choose a specific group of doctors who work with
midwives, because there are doctors who only work in a clinic. (FGD 6)

- Encourage the transfer of tasks to midwives. (FGD 7)

- Encouragement through training and amending the organizations’ system protocols. (FGD 7)

- By establishing specific protocols for each case, how to perform the procedure. (FGD7)

- The organization may have special reasons why the midwife cannot do some work. Therefore,
we must communicate with them to reach a unified formula in Northeast Syria for midwives.
(FGD7)

- There is a chance if we undertake this initiative (FGD9)

- Itis a positive opportunity because the situation has changed, and we are supposed to be
allowed to carry out tasks. (FGD 9)
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Supplementary Table 2: lllustrative Quotes from Key Informant Interviews (KIl) by Theme.

lllustrative Quotes by Theme

Scope of Practice, Policies and Guidelines

- ldon’t know, not me who wrote it but maybe they depend on WHO, this is the usual way with
us. (KII 10)

- Commonly we are trying to go with global instructions. Even to lead in this. (KIl 2)

- Inthe NES, the midwife’s tasks for now are different from the old days. The tasks were specific,
in certain areas and in others it is not specific. In the NGOs is clearer, in other areas it is not
clear. (KII 15)

- Yes, there is a Job Description, but it is difficult to follow. Due to lack of staff, a midwife will do
a doctor’s job, she could cover nurse and vice versa. (KIl 14)

- lwould say no harmonisation of Job Descriptions- every NGO has their own and their own salary
scales. The Job Description is based on the scope of work of the NGO and is not the general
one in the NES. So, depending on the project. (KIl 9)

- 1 think scope of practice is not well defined, it is not clear cut, the scope of practice is different
in different facilities and different from one NGO to another. (Kl 12)

- Onthe national clinical guidelines, no, | searched, but | couldn't find anything. (KIl 1)

- No, there is no unified reference for the midwife’s tasks. (KII 3)

- We reviewed and adapted a national one and are checking international ones. (KIl 13)

- Sadly, no we do not have a legal framework, no midwife’s association, no regulations, it’s up to
me. (KII 13)

- We (the HA) are following the Damascus policies and guidelines, WHO recommends us to use
the Damascus policies which are following the WHO guidelines. (KII 15)

- There is no legal framework. So, we will have different instructions from every health
committee; in Hassakeh, Raqqa and Menbij etc. (Kl 2)

Tasks and Capacity of Midwives

- Medical officers in general, and the obstetrician-gynaecologist working in that facility
specifically will supervise midwives. (KII 5)

- Their tasks are to monitor pregnancy, telling and knowing the date of delivery and age of
pregnancy and normal vaginal delivery, giving tonic, antenatal and postnatal care in general.
(KI'5)

- In the NES, basic ultrasound, and monitoring during pregnancy, assist at normal vaginal
delivery. They can do more family planning, and it is important to educate them about that.
And they need refresher training for antenatal and postnatal care. Training is needed. (Kl 10)

- They are good at antenatal care, screening for risks in pregnancy, treating pregnancy diseases
such as urinary tract infection, vomiting, abdominal discomfort. Also, they can do postnatal
care, exam babies and provide family planning care. (Kl 8)

- Normal deliveries, receiving women for antenatal care, and the usual visit of and checking
babies. But they are not doing well, not following all standard indicators. (KIl 11)
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- Antenatal and postnatal care, family planning and it depends on the midwife and her
knowledge and experience, but these are the tasks the midwife does well. (Kl 7)

- Can midwives give IV/IM Magnesium sulphate? They can do that but under doctor supervision
in high level CPHC not in private clinic. (KII 15)

- Can midwives start a blood transfusion when needed? No, they need doctors with them.
(Kl 4)

- Midwives are not allowed these tasks (... relating to CS, ectopic pregnancy, complicated
miscarriage....) (KII 10, KII 8)

- Doing a CS, giving magnesium sulphate, blood transfusion, complicated D&C are not allowed.
Pethidine is not available and not allowed. The tasks need more training. (Kll 7)

- Vacuum (assisted) delivery - they are afraid to do - and D&C are tasks not allowed. Midwives
want to use Manual Vacuum Aspiration (MVA), but we don’t have it, and it is not allowed. (KII
6)

- Regarding assisted delivery.... legally she is not allowed, and she did not train to do that. In Syria,
forceps is not used and ventouse is used in rare occasions. (KIl 2)

- Assisted delivery is just for experienced and skilled midwives and should be done near hospitals.
(KIl 10)

- Can midwives conduct assisted delivery? Yes, they should, but in CPHC. (KIl 14)

- For drugs prescriptions we are limiting prescription power of midwives, because most of them
are alone in the facilities (KI6)

Regarding Task shifting

General

- Agood approach to distributing tasks well, to alleviate the burden of the lack of staff. (Kl 3)

- With experience and knowledge, with clear protocol and a clear plan, yes, it is good. Not for all
tasks, not for CS and not for D&C. (KII 6)

- | always support the idea, in most countries, in remote areas you cannot find highly trained
doctors. (Kl 12)

- Yes, why not, surely, we should prepare her for that. Training, equipment, protocols,
agreement, and coordination are needed. (KIl 7)

- lam in support, mainly in rural and far areas, we should decide what tasks to transfer to her.
comprehensive and extensive training is needed and follow-up with the midwives before the
task shifting. (Kl 16)

- No, I did not hear any plan, but... (organisation)... is trying task shifting and piloting this. (KII 8)

- No, | have not heard of it formally, informally only. (Kl 7)

- No, informally | heard about it a long time ago. From doctors to nurses because of low number
of doctors in the NES. (Kl 10)

Opportunities
- Opportunities are there is a need for services and a lack of doctors. (KIl 4)
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- We need to have task shifting, we need to provide the services, and for financial reasons — it is
better and cost efficient for the community and for better coverage. (KII 15)

- There are a lot of benefits for the people and in rural areas, better services’ quality, and
decrease dangers for mother and baby. (Kl 14)

- We have collaborative Health Authorities, and task shifting will be joy for Donors as well as
Actors. (Kl 9)

- There are several opportunities including, willingness to do task shifting by NGOs, acceptance
by Local Authorities and there is need because of gaps of healthcare providers. (KIl 12)

- Opportunities are there is a need, lack of doctors, and remote area demand. (KIl 13)

- There are opportunities with NGOs because they have needs and a low number of obstetrician-
gynaecologists, so we can build on this experience. (KIl 2)

- Opportunities are using doctor ‘s time better and increase the capacity for midwives. (KII 5)

- Task shifting is good to decrease the workload and to decrease costs for NGOs then for the
patient, and to increase accessibility for the community, to enhance capacity building for
midwives in the NES. (Kl 10)

- Itis possible, midwives are available, and large numbers of them, reducing time, they have good
knowledge from school and practice. (KII 8)

- We can gather the midwives and check with them the issues and to know their complaints,
some midwives are working as nurses, in public and private sectors as well as in the NGOs. We
are having a new system, and we should check with the field, the needs. We need trainings and
periodical trainings and to check the updates. (KIl 16)

- NGOs are bringing comprehensive care and more team working, so they are pushing to
comprehensive care to all, instead of centralized traditional model in which doctors are giving
the care. We are in the crossroad to define the model for the NES. We are on the way to
develop a system of model. There is a need because of lack of doctors and a large number of
midwives. So, it is important to speak about task shifting. (KIl 11)

- For opportunities, our new project, and as part of it we will support health technical institutes
(technical support), to have clear new job descriptions. (KII 7)

- Opportunities are there is a need, lack of doctors, and remote area demand. (Kll 6)

Barriers

- So, the opportunity is, involving them. In some practices that are done by doctors and training
them, as | said. On managing complications because usually the thing that prevents us from
giving them the authority to use some kind of drug is the complication. So, giving them like a
full view and training them, how to manage those complications, | think that would come very
handy. (KII 1)

- The barriers are social norms, lack of experience and lack of supervision. (KII 4)

- We need to check their attitude, practical training, length of experience in the area to do the
training. The distance is an issue and old system bureaucracy. (KIl 15)

- There is a low number of staff, and a lot of tasks, financial constraints and transportation are a
burden too, low salaries in public places are a big issue. (KIl 14)
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- Task shifting might be a long process, there are a large number of stakeholders, and patterns,
funding is going low. (KII 9)

- The overall security situation is a concern, identifying the candidates for task shifting, in some
remote areas more resources are needed including technical and financial resources. (Kl 12)

- Legal framework and polices are not available, there is no union for midwives, doctors have no
trust in midwives, like what happened with the doctors’ unions to prevent midwives from
writing any descriptions. (Kl 2)

- Midwives sometimes refuse to increase their tasks because they are afraid of the workload and
tasks with no protection. Another barrier is the practicality, it is difficult, and training should
be long and serious. Also, sometimes people refuse change, medical students are facing refusal
by the staff because they are new and not well organized. So, we need to organize that very
well. We need to do practical training on patients in hospitals which is a challenge too. (KII 5)

- Community acceptance could be a problem mainly in the beginning. Some of the midwives are
not able and may refuse to take more responsibilities to avoid problems. They may ask for more
salary if we increase their tasks. (KII 10)

- Some doctors are against that to have more work (themselves). Low education, and knowledge
among some midwives because of weak pre-service training and the general, economic
situation will need consideration. Some midwives are doing more tasks ‘cross over their duties’
especially in private clinics. (Kl 16)

- After planning for task shifting, midwives themselves may refuse, and old persons will reject
any changes. There are individual differences, the community, and the context to consider. (KII
7)

The barriers are the context that we are in and the fact that there are different guidelines

that are just adopted by organizations. (KII 1)

Approaches to Implementation

- The approach would mean to bring the Health Authority on board, to involve a lot of
stakeholders, to introduce something new in the NES needs acceptance to do that and
community views will also need to be considered. (KII 8)

- We should review the scope of practice, to know our place and where we want to go. We should
have an Association and continuous training to teach more, and midwives should educate
themselves continuously, to develop practice and sure we need training. (K1113)

- Every NGO should give EF a list of midwives who are able to handle task shifting so we can
choose capable ones only and depending on the need, assessments in the facilities and check
with professional midwives only. Task shifting to all midwives is difficult. (KIl 13)

- Community resistance, a lack of training and conflict between the professionals, private
organisations and government are barriers. Midwives should have salary incentives, and a legal
framework. So, we need to convince doctors, who are leading the health authorities, and
maybe there is a doctors’ lobby to discuss with. Inclusion of all actors will be important. (KIl 11)

- While the barriers are social norms, lack of experience, lack of supervision, a law and stating
legal responsibilities as well as protocols should be there. A midwife will have a lot of tasks on
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her shoulders, needing more appreciation from certain doctors, and with a clear policy. (Kl
6)

We need training for doctors and midwives; to inform doctors about the changes in the
midwives’ duties, obstetrician-gynaecologists should know that. To publish the new policies and
protocols and inform them. HA, WHO in the NES, the HWG and all the NGOs working in the NES.
(KIl 6)

The first thing is we need to speak with the Health Authorities, we should have a law to protect
midwives. Now midwives are not able to do a lot of things because they don’t have legal
coverage. There is no Midwifery Union to monitor their work, at least the Union is not known.
(K1 2)

First, we need to agree with the forum and HA to agree on that and with WHO we need to agree
on task shifting. Because we must recognise the MOH. (Kl 9)

We should decide the tasks to be shifted after the obstetrician-gynaecologists committee is
ready with written documents, then conduct trainings on these tasks and identify which
stakeholders would like to be consulted. (Kl 16)
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