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Findings: After recommendations from 
governmental authorities in the eight 
countries a total of 23 sites were assessed 
for the purpose of this study. Based on key 
values and the content of care provided, the 
outcome for the institutions varied from 
25 to 63 percent of fulfilment aligned with 
the assessment tool overall presenting a 
variation from 24 to 88 percent. For key 
values, eleven institutions showed high 
willingness, and low to moderate input is 
required for the implementation of a mid-
wifery led interdisciplinary model of care.  
For content of care, high input is required 
for improvement in intrapartum, neonatal 
and child care for more than half of the 
eleven suggested institutions. Lowest level 
of input is required in antenatal care and 
family planning.

Conclusion: Establishing midwifery led 
interdisciplinary care is feasible in eleven 
institutions to start with. If successful, 
these institutions could serve as role mo-
dels for other institutions in the regions. 
For local ownership and sustainability, a 
program for the implementation should 
be developed in collaboration between the 
consultants and health care professionals, 
stake holders and policy makers in the 
suggested countries.

Introduction: Although maternal, 
newborn and child health has been on the 
international agenda since long, there are 
critical health system shortcomings. It is 
today well-known that access to midwifery 
care in labor and childbirth can prevent 
up to 85% of all maternal and intrapartum 
 deaths. Midwifery led interdisciplinary 
care optimizes allocation of health care 
resources and is one of the elements needed 
to reach the Sustainable Development 
Goals. The aim of this landscape and fea-
sibility assessment was to determine the 
feasibi lity of implementing midwifery-led 
interdisciplinary care model centres of ex-
cellence in Sub-Saharan African countries.

Methods: A literature review was carried 
out to identify successful centres of ex-
cellence in maternal and child health and 
nutrition. An assessment tool was develo-
ped and tested by the consultant group in 
two countries. Altogether eight countries 
(Uganda, Ethiopia, Tanzania,  Malawi, 
Kenya, Burkina Faso, Ghana and The 
Gambia) were included in this landscape 
and feasibility assessment. Input required 
for establishing centres of excellence with 
midwifery-led interdisciplinary care was 
rated as low >75%, moderate <75% to >35% 
and of high <35%. 

Summary
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This document is concerned with the 
landscape and feasibility assessment 
for establishing sustainable Centres of 
Excellence (CoE) focusing on maternal 
and child health and nutrition conducted 
for eight Sub-Saharan African countries. 
A functioning hub-and-spoke system, 
health-seeking behaviour, partner/family 
involvement, and respectful care will im-
prove the standards in the health system of 
each country and promote improved health 
and quality of life. The main challenges 
to be met arise from inequity towards the 
health of women and children in each sys-
tem, lack of infrastructure and corruption. 
Therefore, willingness at all levels and 
partner organisations onsite to work with 
us are the two main factors that will help 
to lead to success with this project. With 
Covid 19 a continuing problem, we also 
need good internet access for on-line acti-
vities to cope with travel restrictions and 
political instability.

Given the liberal use of the CoE term, we, 
the KI expert team, will have to make it cle-
ar how we plan to employ the term CoE in 
a liberal manner in the community as we 
move forward with this work, especially 
when it comes to advocacy and recognition. 
We therefore suggest that we may need 
to teach others how to use the mid wifery 
led interdisciplinary model of care CoE 
concept. Use of the CoE concept is highly 
appropriate as long as the concept, the 
content and the meaning of this concept 
are clear to stakeholders, and particularly 
to the people in the communities.

Introduction

Definition of Centre of 
Excellence (CoE) according 
to the midwifery led inter-
disciplinary model of care: 

The word “centre” in the term CoE here 
refers to a private or public university/
college and/or a teaching hospital 
with integrated clinical care, educa-
tion, and research. “The midwifery led 
 interdisciplinary model of care” consists 
of the woman’s pathway from pre- 
conception until the child’s first 1 000 
days of life with midwives as primary 
caregivers working in interprofessional 
teamwork to the benefit of the woman 
and the child. Please visit figure 1–3 and 
table 1. Hereafter the term CoE refer 
to CoE according to the midwifery led 
interdisciplinary model of care.

We have identified and established 
 contacts with the following NGOs and 
UN bodies active in the field of maternal 
and child health and nutrition. The 
 presence of these NGOs and UN bodies and 
 collaboration with them are prerequisites 
to setting up CoEs.

   Alive &Thrive (Breastfeeding and 
 nutrition, Burkina Faso).

   Action Against Hunger (Male involve-
ment and Maternity open days, Kenya).

5.  Introduction
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team hope to be able do on-site visits to 
Ghana and Burkina Faso when the global 
 pandemic is over. 

In this document we wish to describe  
what we are trying to do. By completion  
of the landscape and feasibility assess-
ment, the KI team is in the process of 
 analysing the level of required input and 
risks when  building African CoEs for 
 midwifery led interprofessional model 
of care. The  landscape and feasibility 
 assessment has enabled articulation of 
what criteria should be used for selection 
of institutions and countries having 
the greatest potential to benefit. The 
 assessment has helped gauge the readiness 
of both institutions as well as relevant 
ministries to execute  against a larger 
investment and build  lasting centres of 
learning and good  practice. 

Why are we trying to do this? The answer 
is, to achieve 1) comprehensive insight 
in the feasibility of establishing CoEs for 
health and nutrition for the mother-child 
dyad in the first 1  000 days of life in Sub 
Saharan Africa and 2) a deep understan-
ding of the midwifery led interdisciplinary 
model of integrated care across the first 
1  000 days. 

The scope of this Landscape and Feasibility 
study is to determine the feasibility of 
establishing CoEs in evidence based care in 
Maternal, Newborn and Child health and 
nutrition in Sub Saharan Africa. Investing 
in centres of excellence in a set of core 
African countries is expected to ensure 
sustainability of other investments in 
professional support teams and the Africa 
Team. We will in this report describe how 
the KI team did the landscape and feasibili-
ty assessment in spring 2020, what we have 
learnt, and the next steps. 

In summary, during our landscape and 
feasibility assessment we noticed great 
variation and diversity between the sites 
suggested by the governments in the 
 respective countries.

   Green Lamp (Midwifery education and 
support to specialist training, Ethiopia).

   Hellen Keller International  
(Nutrition, Kenya).

   Seeds Global Health (Establishing a 
 midwifery led unit in Malawi, also  
active in Burkina Faso).

   Clinton foundation (CoE community 
centres, Blantire, Malawi).

   UNFPA in all countries particularly  
in Ghana and The Gambia they will  
be uttermost important.

   Unicef in Tanzania.

   International Confederation of Midwives 
(ICM) and local midwifery associations.

The site visits were conducted between 
January 8 and March 15, 2020. We visited 
6 sub-Saharan Africa countries. In east 
 Africa we visited: Uganda, Ethiopia, 
 Tanzania, Malawi, Kenya. In west Africa 
only The Gambia was visited due to the 
Covid 19 outbreak. Two feasibility assess-
ments were done after Helena Lindgren’s 
and Kerstin Erlandson’s return to Sweden 
where they were performed online with 
UNFPA support for Ghana and with Alive & 
Thrive support for Burkina Faso.  Proposed 
hospital with education institutions is 
 today included in the feasibility assess-
ment in Burkina Faso and two in Ghana, 
due to the current global situation with 
restrictions of travels.

The aim of the visits/on-line assessments, 
with support of the respective governme-
nts, was to find, a) teaching hospitals with 
educational institutions, b) hub and spoke 
models, and c) key parameters available 
and effective for enabling a coordination 
between sites for the setup of CoEs. In 
Ghana and Burkina Faso UNFPA respec-
tively, Alive & Thrive will do additional 
assessments when an improved Covid 
19 situation makes this possible. The KI 
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Diversity of services n

Assessments in total 23

On-site visits 21

On-line assessments 2

Type of institutions
Public institutions 21

Private institutions 2

National level institutions 6

District level institutions 14

Community level institutions 3

Births/year
> 10 000 8

6–10 000 7

1–6  000 6

< 1 000 2

Services
Family planning services; Antenatal, Intrapartum, Post-natal  
services, and early childhood and nutrition counselling

22

Neonatal care 18

These teaching hospitals related to educational  
institutions function as clinical practice sites for:

Medical schools 14

Specialisation of doctors 13

Nursing education 18

Midwifery education 16

Enrolled community nurses/midwives’ programmes 7

Clinical placements at all levels 17

Research 
Research capacity 12

Partners
Donor, exchange and research partner organisations 21

The table shows the diversity of 
services in the sites we assessed

7.  Introduction



 interdisciplinary model of care, represents 
state of the art maternal care. It is a model 
built on provision of a clean environment 
where cleanliness is symbolized by syste-
matic  washing of hands, and where practi-
cing teamwork, engaging in dialogue, and 
building partnerships between clinical and 
education institutions as a means for crea-
ting the best health and research outcomes 
are standard practice [5, 6]. 

Swedish midwifery has a history of 300 
years in the service of life. In Sweden, the 
MMR was 896 in 1800. Two thirds of the de-
aths in that era had direct obstetric causes 
such as haemorrhage, obstructed labour, 
severe pre-eclampsia and puerperal sepsis. 
Puerperal fatal sepsis was drastically 
reduced when Semmelweis (1818–1865) 

It is well known what needs to be done 
to reduce the global maternal mortality 
ratio (MMR) to less than 70 per 100    000 live 
births by 2030. For Sub-Saharan African 
countries with the highest maternal mor-
tality burdens, the target is that no country 
should have an MMR greater than 140 by 
2030 [1]. The world neonatal mortality rate 
(NMR), deaths per 1   000 live births, has 
fallen from 36.7% in 1990 to 17.7 % in 2018. 
There are wide variations in NMR from 
1/1  000 in countries like Japan and Iceland 
to 38/1  000 in Somalia [2]. In order to reduce 
NMR what needs to be done is to imple-
ment state of the art maternal and child 
health care and nutrition policies for the 
mother-infant dyad during the first 1  000 
days of the child’s life and do so throug-
hout the world [3, 4]. The midwifery led 

Why “The midwifery  
led  interdisciplinary  

model of care”  
has the potential to  
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proposed the practice of washing hands. 
Beginning in the 1700s, all regions in 
Sweden were required to employ a primary 
health care midwife supported by a district 
physician; this practice marked the tur-
ning point leading to a continuous decline 
in MMR in Sweden. During that transition 
period, the proportion of midwife-assisted 
deliveries increased from 30 to 70 percent, 
and the MMR declined from 414 to 122 in 
the second half of the 19th century. The 
risk of maternal death declined fivefold if a 
midwife was present to assist in home de-
livery. Hence the improvement of maternal 
outcomes in Sweden was initiated long be-
fore the introduction of modern obstetrics 
and institutional deliveries [7, 8]. Today, 
Sweden has a total population of about 10 
million inhabitants. The annual number 
of births is between 115   000–120   000 and 
the fertility rate in 2018 was 1.8 child per 
woman. The caesarean rate was 17.3% of 
all births [9]. The NMR rate was 1.5 and the 
MMR was 2 [2]. Introducing and employing 
the midwifery led interdisciplinary model 
of maternal child health and nutrition 
programs in a country or countries will 
be the first step towards reaching state of 
the art maternal and child health care and 
nutrition provision during the first 1  000 
days of the child’s life in these countries. 
Thus, we decided to develop a tool to aid in 
taking this first step towards exploring if 

the midwifery led interdisciplinary model 
of care can be adapted for use in other 
settings than the Swedish. The aim of this 
report is to describe the development of 
this tool which is designed to be used to 
aid in identifying teaching hospitals and 
educational institutions that may be well 
suited to becoming Centres of Excellence 
(CoE), and the process where the midwifery 
led interdisciplinary model of care is used 
for assessment and might be introduced at 
some future time. 
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Figure 1 in the annex shows how leaders in 
the organizations representing education, 
research and clinical sites take responsi-
bility for continuous monitoring and evalu-
ation of the women and of her child’s path 
when the midwifery led interdisciplinary 
model of care is followed. Quantitative and 
qualitative data, checklists, audits with 
feed-back to the health workforce and 
faculty members about their achievements 
can provide the foundation for setting 
new goals for continuous evaluation. The 
 evaluations can provide further impro-
vements from pre-conception, antenatal 
care, through birth- and post-partum care, 
and care and nutrition in the first 1  000 
days of the child’s life. 

This way of working with maternal and 
child health and nutrition from pre-con-
ception to the child during the first 1  000 
day of life will help the community gain 
trust in the midwives and the primary 
health care nurses if the mothers agree 
to follow all the advice given and if they 
ad here completely to the program, even 
seeking care at the right level in the health 
system if they feel any concern. This in 
turn will lead to a sustainable health 
system according to the team of experts, 
stakeholders and professionals. Please see 
the elements of the midwifery led interdis-
ciplinary  model of care in table 1. 

The elements of the midwifery led interdis-
ciplinary model of maternal child health 
care and nutrition for the mother-infant 
dyad with access to midwife and nurse led 
care embedded in multidisciplinary teams 
during the first 1  000 days of the child’s life 
are presented in table 1. The steps to safe 
and respectful maternal and child care 
provided by the International Childbirth 
Initiative [3] in incorporated steps that are 
to a large extent similar to those used in 
Sweden in the midwifery led interdiscipli-
nary model of care and that are also used in 
part in some Sub-Saharan African countri-
es based on international standards and 
caring models [3]. The following steps were 
considered by the team of experts to be 
aligned with the elements in The midwife-
ry led interdisciplinary model of care (table 
1); Safe and respectful MotherBaby-Family 
maternity care (step 3) interprofessional 
and multidisciplinary teamwork routinely 
providing evidence-based care (step 6), 
emergency care and transport to the right 
level of care (step 9) and continuity of care 
(step 11). The services of midwives and 
 nurses were to be available for all women 
and children, including consultancy 
concerning child spacing and pregnancy 
planning as well as pre-conception and 
post-partum assessments. The model 
integrated the Baby-Friendly Hospital Initi-
ative Criteria applied by WHO/UNICEF [11]. 

The midwifery led  
interdisciplinary  

model of care
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( paediatric nurses, midwives, physicians), 
and postgraduate levels. KI is involved 
in the FP7 Framework Program ‘Health’ 
which aims to provide scientific knowled-
ge of strategies designed to improve the 
use of evidence-based medicine bearing on 
birth. The department has long experience 
of  research on maternal health services 
such as the effects of early discharge from 
hospital, home care after birth, home 
childbirth, midwife-led care and routines 
within the health services. 

The Reproduction, Childbirth and Paren-
ting Research Group focuses on childbirth 
and parenting research at the department 
of Women’s and Childreń s Health and 
is led by PI Helena Lindgren. This rese-
arch group consists of researchers from 
different disciplines such as midwifery, 
 paediatrics, psychiatry, psychology and 
anthropology. The research focuses on 
 trying out new models of care during preg-
nancy, effective care during childbirth, 
effects of skin-to-skin contact between 
mother and child immediately following 
birth, breastfeeding, and interaction 
within the new family. The results from 
previous studies are being followed up 
in different contexts in order to identify 
 evidence-based  models of care that result 
in  a high level of satisfaction among 
parents. The research on the physiological 
process of childbirth includes studies 
regarding place of birth and midwifery 
 management during labour. The group has 
a large network of national and internatio-
nal  researchers from  different professions. 

Karolinska Institutet (KI), founded in 1810, 
is Sweden’s only university with a special 
focus on biomedical sciences. In addition, 
KI annually awards the Nobel Prize in 
Physiology or Medicine. KI ranks as one of 
the world’s leading medical universities, 
thanks in part to the quality of its research 
activities, which today account for 40 per 
cent of all medical research in Sweden. 
Research at KI has a strong European 
dimension, with almost 200 project parti-
cipations within the EU’s now closed Sixth 
Framework Programme (FP6). Of these, KI 
coordinated 28 projects. KI is a major player 
in FP7, participating in some 323 projects, 
including 36 as coordinator, as well as 31 
European Research Council Grants. 

KI is also a major European beneficiary 
of funds from the National Institutes of 
Health in the U.S. They are constantly wor-
king on making improvements and fulfil-
ling our vision of lifelong health for women 
and children at the department and inter-
national collaboration with countries from 
all parts of the world is an important part 
in order to reach this goal. The department 
has research partners in Uganda, Malawi, 
Australia, India, Chile, The Netherlands, 
UK and the Nordic countries. 

The research at the Department of 
 Women’s and Children’s Health deals 
with both basic and clinical science as 
concerns women’s and children’s health. 
The  research takes place in 9 units with 
 separate scientific profiles. We are also 
engaged in education at the undergra-
duate level (MD programme), specialist 

The Karolinska Institutet
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   GAP minder developed by prof Hans 
 Rosling. Funded a Global master in SRHR.

   KI-Makerere Center of excellence in 
Sustainable Health.

Collaboration with the Bill & Melinda 
Gates Foundation

   Fruitful collaboration with the Bill 
&  Melinda Gates Foundation (Hans 
 Rosling, Jerker Liljestrand, Mariam 
Claesson among others).

   IPISTOSS, very preterm babies  project 
funded by the Bill & Melinda Gates 
 Foundation (Björn Westrup).

   SIGHT funded by the Bill & Melinda 
 Gates Foundation inspired by Hans 
Rosling.

   Development of new contraceptive tech-
nology: Sweden funding member of the 
ICCR, Pop C involved in the development 
of most modern contraceptive methods. 
Recent projects co-funded by the Bill 
& Melinda Gates Foundation; CVR and 
Ongoing trials Male contraception.

This research group has received grants 
from the Swedish Research Council and 
from the Swedish International Develop-
ment Cooperation Agency (SIDA). The group 
is also among the most productive research 
groups at our department with publications 
in various peer-review journals.

What KI has done as leaders in women 
can children’s health

   KI integral and driving force in the 
 development of the WHO, UNFPA, 
 UNHCR, World Bank special program-
me in Human Reproduction formed 
in 1972 with network of collaborating 
centres (CCRs) Hosting one of the CCRs 
Integrating academic unit in the clinical 
environment at the University Hospital.

   The discovery and development of 
 prostaglandins and PG analogues (Nobel 
price 1982). Gave the evidence basis for 
the FIGO/WHO guidelines on misopro-
stol in SRH and inclusion on the WHO 
EML (labor induction, PPH, PAC).

   Sandwich PhD programme example 
SIDA funded KI-Makerere.
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The process started with a literature review 
of CoE in Africa. In a desk review of the 
landscape, accreditation and criteria of CoEs 
with focus on data on women’s and ma-
ternal health from the Swiss Tropical and 
Public health institute (unpublished data) a 
generally upward trend was noticed in the 
establishment of CoEs in Africa in 2016. 

The landscape and 
feasibility study

1.   A literature review was 
 carried out to  identify 
 successful centers of 
 excellence in maternal  
and child health and 
 nutrition and to learn  
from  experiences

2.   Altogether eight  countries 
(Uganda, Ethiopia, 
 Tanzania, Malawi, Kenya, 
Burkina Faso, Ghana and 
The Gambia) were  selected 
for this landscape and 
 feasibility assessment

3.   An assessment tool was 
developed and tested by 
the consultant group in  
two countries (Uganda  
and Ethiopia)

4.   After recommendations 
from governmental 
 authorities in the eight 

countries a total of 23 sites/
units were assessed with 
the tool for the purpose  
of this study

5.   Based on identified key 
values and content of care 
in the midwifery led i  nter-
disciplinary care model 
a second assessment 
was performed, and the 
 outcome compared with the 
outcome of the assessment 
for the purpose of the study 
(point 3, 4)

6.   A ranking list of 11 units 
comprising of teaching 
hospitals with hub and 
spoke model and affiliated 
educational institutions 
are deemed feasible for 
the implementation of the 
 midwifery led interdisciplin-
ary care model

The map below shows countries 
with CoEs in women’s and 
 maternal health. 

In summary this is how we did the landscape 
and feasibility study: 
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The Swiss Tropical and Public health 
institute stated that various organisations 
have been setting up criteria for CoEs, 
but not particularly with a focus on 
women child health and nutrition. These 
organizations were, for instance OECD, 
Accordia Global Health Foundation, Aks-
ens for CoEs in the Nordic countries, WHO, 
 Jhpiego and the  European Foundation for 
Quality  Management (EFQM). The EFQM 
has  developed a formal framework to 
be used by accreditation organisations 
(EFQM, 2013). With this background we 
(the KI expert team) developed a tool with 
excellence criteria for a midwifery led 
interdisciplinary model of care CoE using 
this framework (EFQM, 2013). The tool 
included the multi-disciplinary approach 
on the women’s and children’s way through 
the health system focusing women and 
children’s health and nutrition. 

The Delphi technique [12] was used in 
helping establish consensus within a 
group of experts on key parameters and 
dimensions (availability and efficiency) 
to be included in a tool created for use 
in a project. Six experts in these areas: 
midwifery, primary health care nursing, 
gynaecology/obstetrics, paediatric care/
neonatology and nutrition conducted the 
study and visited three teaching hospitals 
associated with educational institutions 
in Uganda and Ethiopia in one urban and 
two suburban areas in these countries. The 
tool includes 58 items under the headings: 
leadership and strategy (9), partnerships 
and resources (20), workforce within 
health and  education (16) and processes 
and services (13). This tool was a useful 
 resource in identifying suitable centres 
that have promise of being able to imple-
ment an adjusted model of midwifery led 
interdisciplinary model of maternal child 
health care and nutrition in Sub-Saharan 
African countries.

Twenty stakeholders and professionals at 
the on-site visits commented on the tool 
and perceived the tool as being sufficiently 
comprehensive for use in identifying CoEs 
with a potential for carrying out implemen-
tation of the midwifery led interdiscipli-
nary model of care. The dimensions added 
in-depth understanding of the efficiency 
of systems practiced at each location and 
of the availability of resources. The tool 
is presented with parameters and dimen-
sions (availability and efficiency) under 
the headings (table 2). In shaping the trial, 
one educational institution and teaching 
hospital each fell under “major inputs and 
resources required” <35%, “moderate in-
puts and resources required” <75% to >35% 
and “minor inputs and resources required” 
>75%. After this, the tool was used for all 
on-site and online assessments. 
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On-site visits have been conducted 
at universities/colleges/teaching 
hospitals in six countries: Uganda, 
Ethiopia, Tanzania, Kenya, Malawi 
and The Gambia. On-line assessments 
have been conducted for Ghana and 
Burkina Faso. 

The analysis was  
a step-wise process.

Step 1. 
The aim of the visits/on-line assess-
ments, with support of the respective 
governments, was to find, a) teaching 
hospitals with educational institutions, 
b) hub and spoke models, and c) key 
parameters availability and efficiency 
for enabling a coordination between 
sites for the setup of CoEs. The sites 
identified by the team of assessors 
was organized into units of teaching 
hospitals with educational institutions 
embedded in a hub and spoke model 
caring system, named unit with the 
 potential to become CoE according 
to the midwifery led interdisciplinary 
model of care (n=23). 

Step 2. 
The tool was a useful resource in 
 identifying sites and units that fell 

under “major inputs and resources 
required” with a cut-off point < 35%, 
“moderate inputs and resources 
required” with a cut of point between 
> 35% and < 75% and “minor inputs 
and resources required” with a cut-off 
point > 75% in order to implement the 
midwifery led model of care. With this 
in mind, Black Lion Hospital, Jimma 
University, Jimma University Hospital, 
Ethiopia, Kawempe Makerere Univer-
sity Hospital, Uganda and Bagamoyo 
District hospital in Tanzania fell under 
the score of <35% (n=18). 

Step 3. 
Key values were formulated for further 
analysis of feasibility in the next step. 
With the below key parameters in mind 
we learnt that willingness at all levels 
was most important. With the key val-
ues in mind Tombi Designated Referral 
Regional Hospital, Tanzania, The Mala-
wi College of Health Science, Blantire, 
Malawi fell out for that reason (n=16).

Step 4.
In the fourth step The Comprehensive 
Community Based Rehabilitation in 
Tanzania (CCBRT) from 2021 CCBRT 
Maternity and Newborn Hospital fell 
out because it was more a vision than 
reality and the building was under 

The Process of analysis of the landscape 
and  feasibility assessment  

 construction. For the same reason 
Mbarara University with hospital, 
Uganda and Malawi University of 
Health Science and Technology   
Thyolo District Health Office (MUST 
and  Thyolo) fell out (n=13). 

Step 5. 
Identifying Queen Elisabeth Central 
Hospital, Gogo Chatinkha maternity 
wing Obstetrics and Gynaecology 
 Department and Kameza campus 
(KCN) of Kamuzu College of Nursing, 
Blantyre as one unit, this is presented 
as one. Also Kakamega county gen-
eral hospital (level 5), Iguhu level 4 
 hospital, Kilingili health center level 3 
and  University of Nairobi College of 
Health Science, School of Nursing could 
be seen as one unit and is therefore 
presented as one (n=11). 

Input required for establishing centres 
of excellence with midwifery led inter-
disciplinary care was rated as low >75%, 
moderate <75% to >35% and of high <35%. 

Based on key values and the content 
of care provided, the assessment of the 
variables were graded from 0–2 equal 
to input required according to the rating 
in percentage (%). The key values are 
presented at country level with L=low, 
M=Medium and H=high. 

15.  The landscape and feasibility study
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C. EtHiopia  
University of Gondar and the 
comprehensive Specialized 
Hospiel, Gondar

93% 89% 78% 92% 88% 63%
Possible to set up a CoE, 
 government committment

K. Ghana  
University of Ghana, School  
of Nursing and Midwifery  
with affiliated teaching 
 hospital, Korle Bu

93% 89% 78% 92% 88% 46%
Online assessment only, 
 government comittment,  
good standards, a role   
model already

E. Tanzania  
CCBRT Maternity and 
Newborn Hospital

88% 60% 77% 82% 77% 71%
The unit is under construc-
tion- a vision and high own 
committment to the vision, 
a private initiative, lack of 
government committment

B. Ethiopia  
Hamlin fistula hospital  
with midwifery education  
and community level  
miwifery led care

91% 51% 79% 80% 75% 63%
Private institution, specia-
lised for fistula treatment- 
 possible to build the unit up 
regarding midwifery and high 
 commitment

Uganda  
Mbarara University  
with hospital

93% 71% 58% 72% 74% 42%
New hospital under construc-
tion- a vision. Good impression 
but no contact after the visit, 
 government committment

F. Malawi  
Kameza campus of Kamuzu 
College of Nursing, Blantyre

85% 60% 77% 63% 71% 63%
Possible but in Lilongwe, the 
capital. Divide the delivery 
ward into normal/complicated 
would be an improvement

G. Malawi  
Kamuzu Central Hospital, 
Lilongwe

85% 60% 76% 63% 70% 58%
Possible in Lilongwe, the capi-
tal. Devide the  delivery ward 
into normal/ complicated etc. 
Clean and a role model

16.  The Process of analysis of  
the landscape and  feasibility assessment  
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Malawi  
The Maliawi College of Health 
Science, Blantyre

85% 60% 77% 63% 71% 46%
Possible to affiliate to  training 
sites, the government is sup-
portive, the school affiliated to 
Malawi University, Lilongwe.

H. Kenya  
University of Nairobi  
College of Health Science, 
School of Nursing 

57% 62% 69% 96% 71% 88%
A very nice college with 
dedicated and competent 
faculty to work together with 
regarding courses, if we work 
in Kakamega

F. Malawi  
Queen Elisabeth Central 
Hospital, Blantyre

70% 71% 55% 65% 66% 50%
Midwifery led unit under 
 development. The  intervention 
is initiated by a possible 
 partner organisation and  
the government  

H. Kenya  
Kakamega county all levels

46% 82% 54% 64% 61% 46%
Perfect place to improve, huge 
willingness and possibilites 
to work with partners and 
University of Nairobi College 
of Health Science

J. Ghana  
Tamale teaching hospital

46% 81% 54% 63% 60% 29%
Good place it seems to 
 improve but we have done  
the assessment only online.  
A visit is most needed

I. Kenya  
Thika Level 5 teaching 
 Hospital and Mount  
Kenya University

94% 49% 53% 34% 57% 38%
Nice university, well 
 functioning. Much more to 
work on with the hospital, it is 
suburban area, no functioning 
hub and spoke system. Wil-
lingness from the leadership 
to do something about the 
 situation, a challenge

Malawi  
University of Health Science 
and Technology Thyolo  
District Helath Office  
(MUST & Thyolo)

70% 48% 39% 53% 52% 54%
The university and the  
hospital vision and mission  
is not  aligned at all and  
MUST support a vision

A. Uganda  
Hoima Regional Referral 
Hospital with nursing and 
midwifery college

60% 67% 22% 53% 51% 50%
The recommended place 
from the government where 
all medical students do their 
clinical placement. Remote 
area, seems to have potential, 
willingness

Tanzania  
Tombi Designated Referral 
regional Hospital, Kibha

60% 53% 43% 49% 51% 67%
Huge and congested, needs to 
be cleaned, the committment 
from the  government and 
local health workforce seems 
to be a bit weak

17.  The Process of analysis of  
the landscape and  feasibility assessment  



D. The Gambia  

9 sites
46% 33% 30% 46% 39% 46%

The whole country helath 
system could become a CoE. 
A small country 2 million 
inhabitants. UNFPA and the 
governement show huge 
 committment

L. Burkina Faso  
The district hospital  
in Boroma

48% 46% 24% 37% 39% 42%
Online assessment only, not 
possible to assess on-site. 
Huge committment, partner 
organisation in the country

Ethiopia  
Black Lion Hospital

32% 27% 34% 34% 32% 29%
Huge, congested

Tanzania  

Bagamoyo District Hospital
35% 37% 35% 18% 31% 38%

No commitment

Ethiopia  
Jimma University

38% 50% 11% 19% 29% 42%
Difficulties to keep structure  
in basic procedures and 
 meetings, leadership

Ethiopien  
Jimma University hospital  
and the comunity health 
 programme, not clean

38% 50% 11% 19% 29% 38%
huge, congested

Uganda  
Kawempe Makerera  
Univerity Hospital

30% 32% 12% 23% 24% 25%
Huge, congested

18.  The Process of analysis of  
the landscape and  feasibility assessment  

Areas in which low input is required 
Areas in which medium input is required 
Areas in which high input is required
Suggested sites



Descriptions of  
suggested sites

Key values n

Midwifery and nurse led care embedded  
in  multidisciplinary teams

7

Teamwork/task sharing 9

Quality improvement/evaluation strategy 7

Transferral system to the right level 10

Hub and spoke model 15

Reasonably clean 3

Health work force capacity had been built  
in terms of education up to standards and  
in-service training

13

Internet connectivity of a standard to enable doing 
web-based seminars and education

4

Possible collaboration partners in the country, with 
local staffs supporting the particular sites, and 
more specifically sites in Kenya, Malawi, Ethiopia, 
The Gambia, Ghana and Burkina Faso.

15

Political stability and security 19

A structured health care system 11

Willingness at all levels 15

Presentation of Key values  
found in the 23 sites

19.  Descriptions of suggested sites



An initial meeting was held at the Ministry 
of Health, led by Dr Jesca Sabiti and her 
colleagues involved in family planning, 
maternal and child health and nutrition 
on 9 January. Visits to the following insti-
tutions were held between 9–11 January 
and 12 January 2020: Kawempe - Makerere 
University hospital and Makerere Uni-
versity, Hoima Regional Referral Hospital 
with nursing and midwifery college and 
 Mbarara University with hospital.

A. Hoima Regional Referral Hospital 
and nursing and midwifery college
Hoima Regional Referral Hospital and 
nursing and midwifery college is a public 
teaching hospital supported by Ministry 
of Health in Uganda. All medical students 
are posted for clinical placement at the 
hospital and lower level community health 
facilities. The educational institution is 
 focused on nursing and midwifery edu-
cation with the hospital and community 
health facilities and district hospital. It is 
located at district level. They provide 

family planning, antenatal, intrapar-
tum, postnatal care and early childhood 
and nutrition counselling, and kangaroo 
mother care level of neonatal care. The 
teaching hospital serves as a clinical prac-
tice site for all medical schools in Uganda, 
but not for specialisation of physicians. 
The hospital also provides placements 
for nursing and midwifery students at 
all levels. It does not support community 
nurses/midwives’ programmes. Th hospi-
tal has numerous partners and donors 
worldwide, but no research capacity. 
Between 6–10   000 births take place each 
at Hoima Regional Referral Hospital, a 
hospital that has possibilities for carrying 
out caesarean sections. Hoima Regional 

Referral Hospital and nursing and midwi-
fery college would need, according to the 
assessment tool, moderate input 51% in 
order to become CoEs. For key values 50%. 

Uganda

Hoima Regional Referral Hospital  
and nursing and midwifery college

L/M/H

Midwifery and nurse led care embedded  
in multidisciplinary teams

M

Teamwork/task sharing M

Quality improvement/evaluation strategy M

Transferal system to the right level M

Hub and spoke model M

Reasonably clean H

Health work force capacity had been  
built in terms of education up to standards  
and in-service training

H

Internet connectivity to a standard to be  
able to do web-based seminars and education

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites 

L

Political stability and security L

Management structure M

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H
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surgery.  Hamlin Fistula Hospital and 
midwifery college need only minor inputs 
(75%) in order to become CoEs according to 
the midwifery led interdisciplinary model 
of care with a key value of 63%. 

An initial meeting was held at the Ministry 
of Health with the commissioner for 
Maternal and child health and nutrition, 
Dr  Meseret Zelalem on 10 January. The 
following sites were visited: University 
of Gondar and the Comprehensive 
 Specialized Hospital, Jimma University 
and Jimma  University hospital and the 
community health programme, Black Lion 
Hospital, Addis Abeba, Hamlin Fistula 
Hospital, Ethiopia.

B. Hamlin Fistula Hospital
Hamlin Fistula Hospital and midwifery 
college is a Referral Hospital for fistula 
 cases from all over Ethiopia and East 
 Africa. It has a midwifery college with 
 clinical placement sites for students 
at community health facilities and in 
the referral hospital. Family planning, 
antenatal, intrapartum, postnatal care 
and early childhood and nutrition coun-
selling, and kangaroo mother care level of 
neonatal care are all available here. The 
teaching hospital trains specialists in 
fistula and  obstetric surgery. The hospital 
has partners and donors worldwide, but 
no  research capacity. Between 1–6   000 
births per year take place at the hospital 
and health facilities. The vast majority of 
the women are delivered with caesarean 
section due to having had previous fistula 

Ethiopia

Hamlin Fistula Hospital and  
midwifery college 

L/M/H

Midwifery and nurse led care embedded  
in multidisciplinary teams

H

Teamwork/task sharing H

Quality improvement/evaluation strategy M

Transferal system to the right level M

Hub and spoke model M

Reasonably clean L

Health work force capacity had been built  
in terms of education up to standards and  
in-service training

M

Internet connectivity of a standard enabling 
holding web-based seminars and education 

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites 

L

Political stability and security L

Management structure L

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H
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C. University of Gondar and 
 Comprehensive Specialized Hospital
University of Gondar and Comprehensive 
Specialized Hospital is a public referral 
hospital in the district of Gondar in the 
former capital of Ethiopia. The hospital has 
nursing, midwifery, and school of medi-
cine with specialization for doctors. The 
clinical placement sites for students are 
at all  levels including community health 
facilities and in the referral hospital. The 
hospital provides family planning, antena-
tal, intrapartum, postnatal care and early 
childhood and nutrition counselling, and 
neonatal care. The hospital has research 
capacity and partners and donors. More 

University of Gondar and Comprehensive  
Specialized Hospital

L/M/H

Midwifery and nurse led care embedded in multidisciplinary teams H

Teamwork/task sharing H

Quality improvement/evaluation strategy M

Transferal system to the right level M

Hub and spoke model M

Reasonably clean H

Health work force capacity had been built of education  
up to standards and in-service training

H

Internet connectivity to a standard to be able to do  
web-based seminars and education

M

Possible collaboration partners in the country, with local  
staffs supporting the particular sites

L

Political stability and security L

Management structure M

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H

22.  Ethiopia

than 10  000 births take place per year at the 
hospital. University of Gondar and Com-
prehensive Specialized Hospital need only 
minor inputs (88%) in order to become CoEs 
with key value 63%. 



An initial meeting was held at the office 
of the vice president with the Honorable 
 Minister of Health Dr Ahmadou Lamin 
Samateh, Acting Director of Health 
 Services Dr. Mustapha Bittaye: Permanent 
Secretary Mohamadou Lamin Jaiteh, 
Deputy Director of Nursing and Midwifery 
Services- Education and Research Mr. 
Musa Sanneh, National Accreditation 
Quality Assurance: Director of research 
& development Mr Sambukang Marreh, 
Director of quality Assurance Mr Lamin 
B Manneh and Dr Lamin Marong on 2 
February 2020. We visited The teaching 
hospital Edward Francis Small Hospital, 
The Gambia College School of Nursing and 
Midwifery, The International American 
University of West Africa, Banjul, The 
 University of The Gambia, The School for 
enrolled nurses and midwives, Bansang 
and Bansang Hospital, The School for 
Enrolled Community Health Nurses and 
Midwives, Mansa-Konta and Soma District 
Hospital, Soma (We count The Gambia as 
one unit but actually we visited 9 sites). 

D. The Gambia
The Gambia is a small country with only 
2 million inhabitants, and, as a result 
of the political crisis in 2016, almost 
everything needed to provide acceptable 
care is lacking. In a second phase it is a 
possibility to work with not only a unity 
as in Malawi, and in Ethiopia or a county 
as in Kenya but with a country’s health 
system. The  Gambia has since 40 years a 
strong connection to Sweden through the 
tourism industry and they have a great will 
to change and implement a midwifery led 

 interdisciplinary model of care CoE which 
is partly already there. The hospitals and 
educational institutions are public or semi 
private/public supported by Ministry of 
Health in The Gambia. All medical, nursing 
and midwifery students are posted for 
clinical placement at the hospitals and 
lower level community health facilities. 
They provide family planning, antenatal, 
intrapartum, postnatal care and early 
childhood and nutrition counselling and 
neonatal care at a more basic level. For spe-
cialisation physicians go abroad preferably 
to Ghana, which means The Gambia can 
work with Ghana as a partner to build their 
capacity. The Gambia, even in Banjul lack 
research capacity, books and access to data 

The Gambia
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The Gambia L/M/H

Midwifery and nurse led care embedded in multidisciplinary teams H

Teamwork/task sharing H

Quality improvement/evaluation strategy H

Transferal system to the right level M

Hub and spoke model M

Reasonably clean H

Health work force capacity had been built in terms  
of education up to standards and in-service training

M

Internet connectivity internet to a standard to be  
able to do web-based seminars and education

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites

L

Political stability and security L

Management structure M

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H

bases etc. The government support com-
munity nurses/midwives’ programmes at 
the School for enrolled nurses and midwi-
ves, Bansang and Bansang Hospital, The 
School for Enrolled Community Health 
Nurses and Midwives, Mansa-Konta and 
Soma District Hospital, Soma. Even chairs 
are lacking in the classrooms and the 
dorms are falling apart. UNFPA support 
their level best and is a possible partner 

organization that it might be possible to 
rely on. Between 6–10   000 births per year 
are conducted at the teaching hospital 
in Banjul, the capital and 1–6   000 at the 
district hospitals. This hospital has possi-
bilities for doing  caesarean sections. 

The Gambia needs, moderate input (39%) 
according to the assessment tool to become 
CoE. For key values 46%.
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An initial meeting was held with the 
Minister of Health Dr Ahmad Makuwani 
on 21  February. Assessment visits were 
conducted during the following days at: 
Comprehensive Community Based Reha-
bilitation in Tanzania (CCBRT) from 2021 
CCBRT Maternity and Newborn Hospital, 
Bagamoyo District Hospital and Tumbi De-
signated Regional Referral Hospital Kibha. 

*E. Comprehensive Community Based 
Rehabilitation in Tanzania (CCBRT) 
from 2021 CCBRT Maternity and 
Newborn Hospital
Comprehensive Community Based 
 Rehabilitation in Tanzania (CCBRT) from 
2021 CCBRT Maternity and Newborn Hospi-
tal in Tanzania (CCBRT) from 2021 CCBRT 
Maternity and Newborn Hospital is a private 
teaching hospital supported by Ministry of 
Health in Tanzania. Thirty four (34) anchor 

midwives/nurses will mentor the students 
from University of Dodoma who will be at 
“on the job training” and provide the actual 
care to the patients. The 23 anchor staff 
members will in turn be supervised by 
the manager. The chief medical officer at 
the hospital is the person responsible for 
making connections with, and reporting on 
student performance toh the University of 
Dodoma. An agreement (Memorandum of 
Understanding) has been set up to ensure 
students will get educated as per course 
plan and syllabus with logbooks being used 
and signing off being done by the mentors. 
In collaboration with the Government of 
Tanzania Regional Health Management 
Team and the Council Health Management 
teams, CCBRT’s Maternal and Newborn 
Health Capacity Building Programme 
(MHCB) aims to strengthen skills and 
expand the knowledge of clinicians, raising 

Tanzania
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will fit into this referral system, taking on 
 complicated cases and emergencies invol-
ving women with disabilities, histories of 
obstetric fistula, and adolescents.

According to the assessment tool only 
low input is required (77%) for becoming a 
CoE. For key values 71%. The new hospital 
is under construction and will open 2021 
according to the timetable before the  
Covid 19 outbreak.

the quality of maternal and newborn care in 
23 existing health  facilities in Dar es Salaam.

The MHCB team of doctors, nurse-mid-
wives, and data managers train health 
care providers in a range of interventions 
and techniques, including comprehensive 
emergency obstetric and newborn care, 
antenatal care, surgical skills, anaest-
hesia, and neonatal care, including a 
focus on Kangaroo Mother Care (KMC) 
for preterm babies. Over 10   000 births per 
year are  conducted at the hospital and 
there are possibilities for doing caesarean 
sections at the hospital. MHCB has also 
established a new referral system among 
its 23 partner sites. When it opens in 2019, 
CCBRT  Maternity and Newborn Hospital 

Comprehensive Community Based Rehabilitation  
in Tanzania (CCBRT) from 2021 CCBRT Maternity  
and Newborn Hospital

L/M/H

Midwifery and nurse led care embedded in multidisciplinary teams M

Teamwork/task sharing M

Quality improvement/evaluation strategy L

Transferal system to the right level L

Hub and spoke model L

Reasonably clean L

Health work force capacity had been built in terms  
of education up to standards and in-service training

M

Internet connectivity to a standard to be able to do  
web-based seminars and education

M

Possible collaboration with local partner organizations  
in the country, with local staffs supporting the sites

L

Political stability and security L

Management structure M

Willingness at all levels H

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H

* E. Comprehensive Community Based Rehabi-
litation in Tanzania (CCBRT) from 2021 CCBRT 
Maternity and Newborn Hospital was excluded 
because it was more of a vision than reality.
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All visits were conducted in the company 
of two commissioners from the ministry  
of health, Nancy Masache and Christine, 
who were assigned by the Minister of 
Health, Dr Andrew Likaka 25–27th of 
 February. We visited Malawi University  
of Science and Technology 

Thyolo District Health Office, The 
 Malawi Collage of Health Sciences, 
Queen  Elisabeth Central Hospital, Gogo 
 Chatinkha  maternity wing Obstetrics and 
Gynaecology Department

Kameza campus (KCN) of Kamuzu 
College of Nursing, Blantyre and Kamuzu 
Central Hospital, Lilongwe

F. Queen Elisabeth Central Hospital, 
Gogo Chatinkha maternity wing 
Obstetrics and Gynaecology 
 Department and Kameza campus 
(KCN) of Kamuzu College of Nursing
Queen Elisabeth Central Hospital, Gogo 
Chatinkha maternity wing Obstetrics and 
Gynaecology Department and Kameza cam-
pus (KCN) of Kamuzu College of Nursing, 

Blantyre are public institutions supported 
by Ministry of Health in Malawi. At this lar-
gest hospital in Malawi a midwifery led unit 
will be implemented with support from 
Seeds Global Health. The direct entry mid-
wifery students from Kameza campus will 
have their clinical placement at the unit 
and at lower level community health faci-
lities. Also, other students will be allocated 
to the unit. They provide family planning, 
antenatal, intrapartum, postnatal care and 
early childhood and nutrition counselling, 
and advanced neonatal care. They do not 
support community nurses/midwives’ pro-
grammes. They have plenty of partners and 
donors worldwide and  research capacity. 
More than 30  00 births per year are condu-
cted at the hospital and 33% are caesarean 
section deliveries. 

The hospital and teaching institutions 
need according to the assessment tool 
 moderate input (66%) for becoming CoE 
according to the midwifery led interdisci-
plinary model of care. For key values 50%.  

Malawi
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Queen Elisabeth Central Hospital, Gogo Chatinkha 
maternity wing Obstetrics and Gynaecology 
 Department and Kameza campus (KCN)  
of Kamuzu College of Nursing, Blantyre

LM/H

Midwifery and nurse led care embedded in multidisciplinary teams M

Teamwork/task sharing H

Quality improvement/evaluation strategy M

Transferal system to the right level H

Hub and spoke model H

Reasonably clean H

Health work force capacity had been built in terms of education  
up to standards and in-service training 

M

Internet connectivity to a standard to be able to do web-based  
seminars and education

M

Possible collaboration partners in the country, with local staffs  
supporting the particular sites

L

Political stability and security L

Management structure M

Willingness at all levels L

G. Kamuzu Central hospital and 
University College, Lilongwe
Kamuzu Central hospital and University 
College, Lilongwe is a public teaching 
hospital supported by Ministry of Health 
in Malawi. This tertiary level hospital 
serves five district hospitals and education 
institutions/collages/university of nurses, 
midwives, doctors, doctor specialists, also 
clinical officers. The affiliated university is 
the biggest in Malawi. The students come 
for clinical practice from the college of 
medicine and the college of nursing and 
midwifery. The hospital provides advanced 
care. The maternity ward is organized in a 
circle with the midwife post in the middle 
and seven private patient rooms. It is a 
tertiary referral department with back re-
ferral if needed. The caesarean rate is 70%. 
Normal and complicated deliveries are not 
separated so they take care of it all. 

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H
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They provide supervision to the students 
with an assigned mentor responsible for 
the learning outcomes. The midwives 
take care of a patient assigned if normal 
delivery. They have a high number of 
pre-term births. The neonatal unit get 
200 babies admitted per month from the 
delivery, post-natal and outpatient wards. 
The babies born earlier than 28 weeks had 
low chance to survive, they told, due to 
lack of surfactant medication etc. While 
we visited the neonatal ward, the power 
went off and we noticed there were babies 
in ventilators and CPAPS and in intensive 
care. A generator went on after some minu-
tes. They use a tank with water when water 
finish so there is always water. Overall, the 
wing is clean and in good order. They pro-
vide food to the patients. Mothers to pre-
mature babies can stay around the clock 
at the neonatal unit free of charge. There 
were 16 nurses and 3 physicians taking care 
of the babies at the neonatal ward and they 
were mainly without formal education. 
One  nurse holds a paediatric training cer-
tificate. Moderate input is required (70%) in 
order to become CoE. For key values 58%.

Kamuzu Central hospital and 
 University College, Lilongwe

L/M/H

Midwifery and nurse led care embedded  
in  multidisciplinary teams

M

Teamwork/task sharing M

Quality improvement/evaluation strategy M

Transferal system to the right level M

Hub and spoke model M

Reasonably clean M

Health work force capacity had been built  
in terms of education up to standards and  
in-service training

M

Internet connectivity to a standard to be able  
to do web-based seminars and education

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites 

L

Political stability and security L

Management structure M

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H
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Initial contacts were established with 
Ministry of Health, Dr Joseph Makara. 
The visits were conducted between 9 and 
12 March 2020. We visited Mount Kenya 
University and Thika Level 5 Hospital, 
 Kakamega county general hospital  
(level 5), Iguhu level 4 hospital, Kilingili 
health center level 3, University of   
Nairobi  College of Health Science, School  
of  Nursing  Science. 

H. Kakamega county: Kakamega 
county general hospital (level 5),  
Iguhu level 4 hospital, Kilingili health 
center level 3 and University of 
 Nairobi College of Health Science, 
School of Nursing: 
Kakamega county general hospital (level 
5), Iguhu level 4 hospital, Kilingili health 
center level 3, with nursing and midwifery 
college are public hospitals and educatio-
nal institutions supported by Ministry of 
Health in Kenya. Seed and Action again 
Hunger have had the project capacity to 
build the health workforce at all levels with 
in-service training in nutrition amongst 
other areas. The nursing and midwifery 
students are posted for clinical placement 

at the hospitals and lower level community 
health facilities. The educational institu-
tion focuses on the women’s way through 
the system with effective transferral to 
the right level of care from community 
health facilities to the district hospital. 
The district hospitals were initiating a 
midwifery led unit. The care at the district 
level was basic. These institutions provide 
family planning, antenatal, intrapartum, 
postnatal care and early childhood and 
nutrition counselling, and kangaroo 
mother care level of neonatal care. The 
teaching hospital serves as clinical prac-
tice site for medical schools in Kenya, and 
for specialisation of physicians. They also 
provide placements for nursing and mid-
wifery students. They support community 
nurses/midwives’ programmes. They 
have a milk bank and blood and plasma 
bank, stable electricity with  generator. 
The donor driven project had come to an 
end in 2020. They lack  research capacity. 
Kakamega county general hospital (level 
5) had 6–10   000 births per year, Iguhu level 
4 hospital had 1   000–6   000 birth per year, 
Kilingili health center level 3 had less 
than 1   000 deliveries per year. The district 

Kenya
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hospital and the general hospital conduct 
caesarean section. 

The county had a well-functioning 
 hub-and-spoke system thanks to the donor 
investment and great willingness at all 
levels. According to the assessment tool mo-
derate input is needed particularly for Iguhu 
level 4 hospital for the county to become 
CoE  with Kilingili health center level 3 and 
Kakamega country general hospital (level 5) 
included in the hub-and-spoke model. 

University of Nairobi College of Health 
Science, School of Nursing Science can sup-
port with education activities and a faculty 
of PhD holders alumni from the Karolinska 
Institutet. Moderate input (61%) required to 
become CoE. For key values 46%. 

Kakamega county general hospital 
(level 5), Iguhu level 4 hospital,  
Kilingili health center level 3 and 
 University of Nairobi College of  
Health Science, School of Nursing

L/M/H

Midwifery and nurse led care embedded in 
 multidisciplinary teams

M

Teamwork/task sharing M

Quality improvement/evaluation strategy M

Transferal system to the right level M

Hub and spoke model L

Reasonably clean H

Health work force capacity had been built  
in terms of education up to standards and  
in-service training

M

Internet connectivity to a standard to be able  
to do web-based seminars and education

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites

L

Political stability and security L

Management structure M

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H

Visits were also planned for Ghana and 
Burkina Faso. In the light of the outbreak 
of covid-19 we were not able to visit 
these countries, but contacts have been 
 established with other actors in the 
countries online.

I. Thika level five teaching hospital 
and Mount Kenya University
Thika level five teaching hospital is a 
public teaching hospital supported by 
Ministry of Health in Kenya. This tertiary 
level hospital focus on women health 
with a reproductive health unit of 10  000 
deliveries per year, not well equipped. 
Twentysix nurses/midwives are employed. 
They have split the team into two with the 
same number of midwives in each team. 
The antenatal care is comparably good. The 
antenatal care cover 100 percent for 1 visit, 
only 6% come for post-natal services. It is 
a transit town so it should be much more 
than 6% if women attended. The hospital 
caters for 50% caesarean section. Quite a 
number of neonatal sepsis has been repor-
ted. Rickets and malnutrition have been 
reported in children even if it is a good 
town to live in, in terms of business. The 
town is a “bedroom” for Nairobi some 50 
km outside the city centre. Nurses midwi-
ves, diplomas, degree students are coming 
for clinical placement and sometimes it is 
more students than patients at the hospi-
tal. The nurse/midwives try to allocate the 
duties and number of deliveries to meet the 
clinical requirements. The students must 
have at least 50 antenatal examinations 
before they can enter the labor ward. The 
students examine mothers and babies 
and work with immunization of children 
and postnatal contraception. The women 
come with their children for immunization 
and for family planning services, but they 
do not come for more than one antenatal 
care visit which is a problem. The hospital 
director tells us that they lost 7 mothers 
during the week we were there and that 
was due to a) lack of nurse/midwives in the 
wards. The students’ care for the mothers 
were not up to the mark. One midwife b) 
cannot care for 70 women, the hospital 

31.  Kenya



director told us, and c) the students were 
not skilled enough to differentiate between 
normal and abnormal d) doctors were too 
few and sometimes not interested in quick 
actions meaning the mothers had to wait 
for emergency care even if the nurse mid-
wives/students had already told the doctor 
about the emergency situation e) the hub- 
and spoke system did not function at all 
according to the hospital director. Women 
came from the 8 district level hospitals or 
from lower level health facilities without 
being reported or carrying any documenta-
tion of their previous sicknesses or present 
condition f) only two out of 8 ambulances 
functioned, g) the community people 
approached the public or private clinics 
before they showed up at the hospital and 
that delayed the process if it was an urgent 
situation etc. 

The Mount Kenya University located just 
walking distance from the hospital has 
55   000 students in total and a particular 
interest is the Midwifery Department and 
the training of midwives. It is 94 enrolled 
midwifery students every year and the 
university partner with the teaching 
hospital. The midwives training is an inte-
grated programme in midwifery of 3 years 
whereof 18–20% is the midwifery subject. 
The education leads to an integrated degree 
in BSc in Nursing. At Mount Kenya they 
have a direct entry programme in nursing 
and an upgrading programme on degree 
nursing to diploma BSc nurses, master in 
midwifery, master’s in nursing (medical 
surgical nursing, public health, reproduc-
tive health). The university also provide 
general doctor/physician education but not 
specialization in obstetrics and gyneco-
logy. It is a gap the principal tells between 
practice and theory. The university has 
a skills lab with one mannequin for 500 
students. They teach the students how to 
access Pub Med and Hinari etc but they do 
not have enough with computers for all 
students accessing databases etc. A small 
library is available. Moderate input 57% is 
required according to the assessment tool 
to become CoE. For key values 38%. 

Thika level five teaching hospital  
and Mount Kenya University

L/M/H

Midwifery and nurse led care embedded in 
 multidisciplinary teams

H

Teamwork/task sharing H

Quality improvement/evaluation strategy H

Transferal system to the right level H

Hub and spoke model H

Reasonably clean H

Health work force capacity had been built  
in terms of education up to standards and  
in-service training

H

Internet connectivity to a standard to be able  
to do web-based seminars and education

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites 

L

Political stability and security L

Management structure H

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H
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On-line meetings were held with the 
UNFPA country director Dr Niyi Ojuolape 
and Dr  Ismail Ndifuna the 25th of March. 
The  Tamale Teaching hospital in northern 
Ghana was recommended for assessment. 
Another on-line meeting was held on  
the 4 March with Professor Lydia Azato, 
University of Ghana, School of Nursing  
and Midwifery.

J. Tamale Teaching Hospital
Tamale Teaching Hospital, Ghana has a 
system with District, Regional, Teaching 
hospitals and Health facilities in the com-
munities. The lowest level is CIPS Com-
munity level care centers. These facilities 
provide primary care. Women are delivered 
at every level and the EMOC devotement 
approach is supposed to be implemented 
everywhere. The Tamale Teaching Hospital 
is a government governed regional hospital 
in Tamale in the Northern region of Ghana. 
The teaching hospital has a strong focus on 
maternal health with nursing, midwifery 
and medical students. The hospital has 
research capacity but is less likely to have 
specialization of physicians. In terms of 
equity it is this hospital that should be 
prioritized and strengthened to become a 
CoE because of equity reasons. The tech-
nical specialist at UNFPA told us about a 
national EMOC devotement approach. A 
network enables the mother to get services 
within 2–3 hours. There have been equity 
difficulties. The hospital has equipment 
and tries to use it with effectiveness and 
with efficiency. The midwifery led inter-
disciplinary model of care CoE approach 
can be implemented simultaneously with 

the EMOC devotement approach and this 
is the Ghana government and UNFPA sug-
gestion. All of the following are provided: 
family planning, antenatal, intrapartum, 
postnatal care and early childhood and 
nutrition counselling, and neonatal care 
and conduct more than 10   000 deliveries 
per year. There is also the capacity to carry 
out caesarean sections. Moderate input 
for becoming CoE 60%. For key values 
high input is needed (29%). Please note the 
assessment was done online only.

Ghana

Tamale Teaching Hospital L/M/H

Midwifery and nurse led care embedded in  
multidisciplinary teams

M

Teamwork/task sharing H

Quality improvement/evaluation strategy H

Transferal system to the right level H

Hub and spoke model M

Reasonably clean H

Health work force capacity had been built  
in terms of education up to standards and  
in-service training

M

Internet connectivity to a standard to be able  
to do web-based seminars and education

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites

L

Political stability and security L

Management structure M

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H
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K. University of Ghana, School of 
Nursing and Midwifery and Korle  
Bu teaching hospital, Accra
The university of Ghana was funded in 
1948. It is located in the capital and is the 
largest university in Ghana providing and 
promoting education and research with 
distinguish. The University has launched 
a new Strategic Plan with the vision to 
become a world class research-intensive 
University over the next decade. University 
of Ghana is run on a collegiate system and 
comprises the following colleges: College 
of Basic and Applied Sciences, Education, 
Health Sciences and Humanities. In addi-
tion, the University has several research 
institutions and centers for learning and 
research. As a leader in tertiary education, 
the University has established several link 
agreements with universities in Africa, 
Europe and North America for student, 
faculty and staff exchange as well as 
collaborative research. The university 
of Ghana has 38   000 students enrolled in 
regular, sandwich, and distance educa-
tion. International students come from 
about 70 countries. We talked to Professor 
Lydia Aziato at the School of Nursing and 
Midwifery that was first established as a 
Post Basic Nursing institution in 1963 as a 
World Health Organisation (WHO) project 
at request of the Ministry of Health in 2003. 
The College of Health Sciences (CHS train 
health professionals and was established 
1999. They post students for clinical place-
ment all over Ghana and the university is 
in close connection with a teaching hospi-
tal, Korle Bu at tertiary level. University 
of Ghana partner with John Hopkins Uni-
versity and University of  Eastern Finland, 
NOW, MIS NY etc. and are initiating PhD 
programme with start august 2020. For 
clinical placement they have MoH with the 
university hospital plus all other hospitals 
in Accra and all over the region. Korle Bu 
teaching hospital was stablished 1923 and 
has grown from an initial 200 bed capacity 
to over 1   500. It is currently the third  largest 
Hospital in Africa and the leading national 
referral centre in Ghana. Korle Bu gained 
teaching hospital status in 1962, when 

the University of Ghana Medical School 
(UGMS) was established for the training of 
medical doctors. Korle Bu gained teaching 
hospital status in 1962, when the Univer-
sity of Ghana Medical School (UGMS) was 
established for the  training of medical 
doctors. It provides highly specialized care 
and medial specialization. Minor input for 
becoming CoE (88%). For key values 46%. 

University of Ghana, School of Nursing 
and Midwifery and Korle Bu teaching 
hospital, Accra

L/M/H

Midwifery and nurse led care embedded  
in  multidisciplinary teams

H

Teamwork/task sharing H

Quality improvement/evaluation strategy L

Transferal system to the right level M

Hub and spoke model M

Reasonably clean M

Health work force capacity had been built  
in terms of education up to standards and  
in-service training 

M

Internet connectivity to a standard to be able  
to do web-based seminars and education

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites

L

Political stability and security L

Management structure L

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H
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An on-line meeting was held with Maurice 
Zafimanjaka and Ronald Combassere from 
the organisation Alive &Thrive working 
in Burkina Faso with the aim to promote 
breastfeeding and nutrition. If possible, 
with regard to the current situation they 
will help us do assessments in the country. 
The presentation and assessment tool has 
been translated into French to aid in  their 
understanding. 

L. The district hospital in Boroma, Bale
The district hospital in Boroma, Bale with 
related nursing and midwifery school are 
public institutions supported by Ministry 
of Health in Burkina Faso. Nursing and 
midwifery students do their clinical 
placement at the hospital and lower level 
community health facilities in the area. 
The hospital is located at district level 
in a safe area compared to other areas in 
the country. Live and Thrive work there 
to capacitate the health workforce. They 
provide family planning, antenatal, 
intrapartum, postnatal care and early 
childhood and nutrition counselling, and 
kangaroo mother care level of neonatal 
care.  Community nurses/midwives’ 
 programmes are not supported. There  
is no research capacity. Between 6–10   000 
births per year are conducted at the 
 hospital and there are possibilities for 
doing caesarean sections. 

According to the assessment tool moderate 
input is required (39%) for the hospital with 
education institutions to become CoE. For 
key values 42%.  

Burkina Faso

The district hospital in Boroma L/M/H

Midwifery and nurse led care embedded  
in multidisciplinary teams

H

Teamwork/task sharing H

Quality improvement/evaluation strategy H

Transferal system to the right level H

Hub and spoke model H

Reasonably clean H

Health work force capacity had been built  
in terms of education up to standards and  
in-service training 

H

Internet connectivity to a standard to be able  
to do web-based seminars and education

M

Possible collaboration partners in the country,  
with local staffs supporting the particular sites

L

Political stability and security M

Management structure M

Willingness at all levels L

Areas in which low input is required L, Areas in which moderate input 
is required M, Areas in which high input is required H
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 opportunities. In light of this and also 
in general, to support a hub and spoke 
model logistically, Project Echo could  
be a valuable partner. This will be fur-
ther investigated. 

   A focus on performances and outcomes 
rather than input together with the 
hospital managers, government leaders 
and local NGOs. 

   On lower level of care “district” hospitals 
for instance where the “how” question 
can be answered. 

   Learning and knowledge exchange, 
including earlier investments from the 
Bill & Melinda Gates Foundation to for 
example Alive & Thrive. 

   Different model CoEs compared to the 
CoE model presented here. The mid-
wifery led interdisciplinary model  
CoE has a broader focus and partly a 
different context. 

A literature review was carried out to 
identify successful centers of excellence 
in  maternal and child health and nutrition 
and to learn from the history and from 

From the literature review and site visits/
online assessment, we have learnt that 
these apply:

   A willingness to deeply integrate  clinical 
services, education and  research in the 
health system is a  success factor. If the 
willingness was not there according to 
our under standing, this would be  
a barrier for selection of the country  
and a site. 

   A well-functioning hub-and-spoke 
 model can help bridge the ‘know ledge-
do’ gap and facilitate the transfer of good 
practices of global standards. 

   A successful development of a CoE 
 requires a detailed understanding of the 
midwifery led interdisciplinary model 
of care, concerted actions on a particular 
series of administrative and clinical 
fronts and treating them in prescribed 
manners to achieve synergies that might 
yield an exceptionally high level of care. 

   In the light of the Covid 19 outbreak, 
online education, online consultations 
and online mentorship, conferences, 
 meetings etc. need to be supported 
by mobile internet connectivity 

What we have learnt  
from the literature   

review and from  
the assessments
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experiences. The idea of CoEs derives 
from the second World Health Assembly 
establishing in 1949 a policy to support 
 existing institutions in  advancing 
 research. The WHO CoEs are key institu-
tions with relevant expertise and highly 
valued mechanism of cooperation. They 
focus on enhancing scientific validity 
through  research and on achieving 
 planned  strategic objectives. The goal is 
to develop and strengthen  institutional 
 capacity in countries and  regions. WHO 
CoEs are research institutions such as 
universities, hospitals, other academic 
institutions or parts of government. 
However, joint, or multi-partner centres 
are not eligible to apply. 

WHO CoEs have a set of clearly described 
criteria, a selection and evaluation process 
including accreditation schemes and    re- 
application once the designation status 
expires after four years. 

It needs to be emphasized that WHO 
clearly formulated that: “granting WHO 
CoE status to an institution is not a mecha-
nism for recognizing the institution as 
a centre of excellence per se. This status 
must constantly be achieved by meeting 
appropriate criteria in the evaluation and 
re-application process. The criteria for 
WHO collaborating centres are high scien-
tific and technical standing, stability, and 
collaboration with other institutions [13]. 
In 2011 the Accordia Global Health Foun-
dation published a report entitled African 
Centers of Excellence in Health [14] from 
which the KI team have gotten knowledge 
and information in addition to the already 
existing WHO Centre at KI. 

The European Foundation for Quality 
Management [15] is a management model 
intended to guide followers to exceed 
normal performances and achieve outstan-
ding results in a world that never stands 
still. The framework is often used for CoEs 
in an interconnected world where a group 
must compete to become recognized as 
an institution delivering high quality in 
education, research and in clinical practice 
with a steady increase in quality. With this 
in mind, the word “centre” is here defined 
as a private or public university/college and 
a teaching hospital. Universities/colleges 
and teaching hospitals should be key insti-
tutions for high-quality clinical practice, 
innovation, visibility and competitiveness 
in quality education (SDG 4) and practice 
(SDG 3) [16]. The efforts provided by an 
organization with many talented clinical 
health workforce and educators who can be 
assessed as concerns the extent to which 
the vision and mission for the particular 
organization have been met. A unit is not a 
CoE because of its specialized competence, 
but because it is expected to be able to up-
grade the level of competence and take the 
lead in the target field. This enables us to 
distinguish a full institution as a CoE from 
a department. 

The future in an organization will be 
sustained if there are economic funds, 

   High scientific and technical 
standing of the institution 
concerned at the national 
and international levels.

   Prominent place of the 
 institution in the country’s 
health, scientific or educa-
tional structures.

   High quality of its scientific 
and technical leadership, and 
enough and high-level qualifi-
cations of its staff:

   Stability in terms of person-
nel, activity, and funding.

   Strong working relationship 
with other institutions in the 
country, as well as at the 
 intercountry, regional, and 
 global levels.

   Clear ability, capacity, and 
readiness to  contribute, 
 individually and with-
in  networks, to WHO 
 programme activities, 
 whether in support of 
country programmes or by 
participating in international 
cooperative activities.

   Clear technical and geo-
graphical relevance of the 
 institution and its  activities 
to WHO’s programme 
 priorities.

   At least two years of previous 
collaboration with WHO in 
carrying out jointly planned 
activities.

Criteria for WHO Collaborating Centres
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 successful resources and practice, which 
in turn can create values for patients and 
students. The organization must hence 
meet the needs of the society (the stake-
holder). Many centres of excellence are 
independently created by individual hospi-
tals or health care systems. Therefore, the 
use of the term “centre of excellence” by a 
hospital or clinic does not refer to a univer-
sal certification or set of standards [17]. 

While doing the literature review, we learnt 
about the three steps to become a center 
of excellence. One of the most well-known 
CoE in health care is the Willis-Kneigh-
ton Health Systems [18] in the US which 
today includes 11 centres of excellence 
in different areas. The Willis-Kneighton 
Center for Women’s and Children’s Health 
provides critical, emergency and general 
medical care with a focus on women’s 
services and care for women and child-
ren. The Willis-Kneighton system holds 

Stage 3
Completion and commercialization, here 
called operationalisation. In this final 
stage the centre of excellence moves 
from the blueprint stage to construc-
tion and launch. These steps are 
focused on hardware and construction 

instead of software and skill building. 
For a step-by-step capacity building 
program to be successful, involvement 
of local stakeholders in addition to per-
sonal, institutional and governmental 
commitment is a pre-requisite.

Stage 2
Design and development. This stage is 
the actual construction work in which 
the potential centre is being filled with 

content – organisational design, areas 
of care/education/research, marketing 
and finance is being developed. 

Vision and validation. An interdisci-
plinary committee is appointed with 
representation from the occupational 
categories required to operate in the 
centre. The committee members must 
first assess the institution’s readiness 

to operate the given centre by verify-
ing sufficient resources with regard to 
financial situation, organisation and 
leadership. A mission and vision state-
ment should be developed if enough 
resources are available. 

Stage 1

market  leadership in the region it serves 
region, centered in an area known as the 
Ark-La-Tex, where the states of Arkansas, 
Louisiana, and Texas converge. Several 
publications have derived from the Wil-
lis-Kneighton Health Systems regarding 
the establishment of CoEs. The Center 
for Women’s and Children’s Health was 
established in 1982 and has increased 
their ability to provide high-quality care 
for the up-take area. This centre does not 
provide education programs and there is 
a lack of established research programs 
and  therefore it does not meet our criteria 
for a CoE. However, their experience with 
establishing and operating CoEs has had 
an impact on the development of centres 
all over the world and the Center has also 
published guidelines to ensure consistency 
in assembly to increase prospects for 
success. The three steps they suggest from 
their context are as follows:
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resources 
and practice, 
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How we wish to work with  
selected sites
This section is presented based on 
the  three phases presented by Willis- 
Kneighton performance based system [18].  

The stages of the planning, imple-
mentation and evaluation process in a 
 performance based system are: 

The way forward

Stage 1. Preparation phase
Partnership will be built in workshops 
 including orientation in the midwifery led 
interdisciplinary model of care; develop-
ment of implementation strategies 
 including identification of resources, 
activities, leadership and management 
in a participatory approach, preparation 
for baseline data collection and steering 
committee, wi-fi availability etc. It is in 
partnership we can make connections to 
similar initiatives for the components of 
the midwifery led interdisciplinary model 
COE, identify partnerships and networks to 
existing research that may be happening 
or funded already and make clear that we 
strengthen capacity to see impact. 

wish to invite appointed universities and 
clinical sites (key stakeholders) online 2020 
and, hopefully, onsite later on, after covid 
19 has been dealt with. To:

   Orient key stakeholders on the definition 
of a midwifery led interdisciplinary 
 model of care CoE. 

   Identify gaps and actions needed in the 
targeted areas respectful care, hygiene, 
continuity of care, and effectiveness  
in the referral system to ensure that 
the right level in terms of triage and 
 implementation of key interventions  
is reached. 

   Identify implementation activities to get 
the health workforce ready to operate a 
CoE with the elements outlined in table 
1 in the health care CoE organisation 
(preconception, antenatal, intrapartum, 
post partum, postnatal, child health and 
nutrition). At least one improvement in 
each area of antenatal care, intrapartum 
care, post-partum care, child care and 
nutrition during the first 1  000 days of the 
child’s life will be identified. 

   Identify activities to improve manage-
ment and leadership skills. 

   Develop a mission and vision based on 
the resources available. These eviden-
ce-based interventions, the course of 
the full project, will be evaluated and 
re-evaluated. 

   Prepare for baseline data collection.
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In the landscape and feasibility assess-
ment we identified mechanisms in place in 
terms of strategic plans, organograms, the 
intention to follow international WHO and 
ICM guidelines and human resource policy. 
International, national and local guidelines 
are followed in education and clinics in the 
area of prenatal, maternal, newborn, child 
health and nutrition for the mother-infant 
dyad in the child’s first 1  000 days of life. We 



   Create steering committees in respective 
counties (government representatives, 
NGOs in country, representatives from 
all levels in the health care system).

   Investigate wi-fi connectivity and how  
to utilize web-based learning resources
develop budget.

Stage 2. Design and develop-
ment in policy dialogue and 
consensus building: 
This stage is the actual construction work 
in which the potential centre is being filled 
with content – organisational design, areas 
of care/education/research, marketing and 
finance is being developed.

Component 1. General training 
 package
Content: Training package for all partici-
pants focusing respectful care, hygiene, 
continuity of care, and effectiveness in the 
referral system to the right level in terms of 
triage, and implementation of key values.  
Suggested is a Massive Online Open Course 
(MOOC) presenting the midwifery led 
interdisciplinary care system as a model. 
This may be in partnership with ICM. Also 
leveraging existing MOOC platforms with 
reach in LMIC will be investigated. MOOC 
for hygiene in general and specifically for 
the pandemic flue, and implementation of 
key values. 

The programme will start with a MOOC 
training package for all participants onli-
ne. During the training, the participants 
will focus on SDG 3.1, 3.2 and 5.5 in relation 
to respectful care, hygiene, continuity 
of care, and effectiveness in the referral 
system to the right level in terms of triage, 
and implementation of key values. Their 
professional role, responsibilities and the 
situation in their country and in the world 
will be discussed. Lectures on Maternal 
and child health and nutrition will be 
recorded. This implies making maternity 
care systems sustainable. 

Component 2. Implementing 
 strategies for quality improvements
Content: Performance monitoring in 
 numbers/proportions

Implementing strategies for quality impro-
vements in health care settings equivalent 
to 5 weeks of full time studies is a course 
outline we suggest: During this five week, 
course online the participants will learn 
about evidence-based methods for imple-
mentation, development and evaluations 
in low and middle-income healthcare 
settings, as implementation and evaluation 
strategies, measurement for quality im-
provement, strategies for setting up team 
for implementation, and field analysis. The 
main goal is that the participant after com-
pletion of the course should be able to apply 
and integrate knowledge about strategies 
towards integrating quality improvement 
into their healthcare settings. After com-
pleting the course, the general aim is that 
participants should be able to apply and 
lead the process of integrating knowledge 
around evidence-based methods for imple-
mentation and development in health care.

After completing the course,  
the  participant should be able to:

   Show knowledge of evidence-based 
methods regarding implementation  
and development in health care in  
low and middle-income settings.

   Argue for strengths and weaknesses 
for different measurement methods in 
 quality development and improvement 
work in health care.

   Analyse and reflect on different 
 implementation strategies and its  
use in health care.

Component 3. Leadership and 
 management 
Content: Assigned areas if responsibi-
lity for instance early breastfeeding, 
hygiene, caesarean section. This will 
support  recruitment and deployment 
and stop brain drain. LMIC often rely on 
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   Child development and growth.

   Breastfeeding, complementary feeding. 

   Parent consultancy.

   Child health and nutrition. 

   Birth positions.

   Emergency care etc.

Task-shifting strategies for health staff 
with training packages in areas such as edu-
cation programmes/courses identified as 
areas in need of improvements overall. This 
might be an opportunity as well as they 
might comply better with guidelines and 
protocols rather than trusting their own 
decision making. Such areas identified are:

   Specialisation for neonatologists  
and paediatricians. 

   Neonatal and paediatric nursing.

CoE related areas as per profession will 
develop areas in need of improvement 
based on the own working experience of 
those involved and on environments and 
local contexts. This process will occur in 
collaboration with local universities and the 
courses available and after investigation of 
linking south-south collaboration oppor-
tunities for capacity. The goal of the compo-
nent is that the participants will be able to 
demonstrate a deepened knowledge and an 
ability to integrate knowledge and skills into 
practice in terms of on-the-job coaching. 

This can also involve capacity building 
of research and education in addition 
to clinical practice and will vary among 
institutions and between countries. This 
component must be further elaborated on 
for each country and institute. 

Component 5. Sustainability
Content: Identifying and work closely  
with the government bodies to oversee 
accreditation system of staff and units  
and for development of replication 
 strategies or scale up. 

 task-shifting strategies for health staff as a 
way to retain in the workplace. 

Leadership and Management within 
Health care Systems in Low- and   Middle- 
income settings equivalent to 5 weeks full 
time studies. 

The participant will study the role of 
the management team in government, 
non-government and other organizations 
from a gender and diversity sustainability 
perspective. Furthermore, the student 
will study the structure and function 
of the organisations, the importance of 
leadership for teamwork, triage system 
and referral, for hygiene and respectful 
are and the importance of communication 
for effectiveness at different levels in the 
organisations.

After completing the course,  
the participant will be able to:

   Reflect on principles which are  described 
in the literature as the basis for an 
 efficient organisation.

   Demonstrate a deepened understanding 
of teamwork, efficient communication 
and good working relations within 
and between different parts of an 
 organisation.

   Define and problematize “task-sharing“  
with the intention of using resources 
more efficiently in relation to health care 
management. 

   Describe and problematize communi-
cation between the management team, 
employees and partners in government, 
non-government and other organisations.

Component 4. Specific training 
 packages for performance 
 improvement 
Content: Modules will be provided in areas 
in need of in-service training:

   Nutrition for women and children.
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A quality improvement committee at 
government level will be identified with 
representatives from the CoE under esta-
blishment, with the goal of establishing the 
midwifery led interdisciplinary model of 
care system in each country. If the country 
has a monitor and evaluation system in 
place they will be introduced on criteria 
for midwifery led interdisciplinary care 
model with self-evaluation with improved 
hospital guidelines. Cross-check field visit 
assessment from the government working 
group in collaboration with champions 
and local NGOs will be performed. Repre-
sentatives from the sites will be brought 
together in workshops to present the 
data to each other and make continuous 
improvement plans with action points. The 
importance of an accreditation/quality 
improvement system will be emphasised 
to the government and support of develop-
ment offered if desired. This can be at the 
level of a quality improvement strategy 
at hospital and institutional level and 
will be recommended for sustainability 
of the CoE. This can also be to strengthen 
collaboration in education, research and in 
clinical placement sites to ensure quality 
education for students. 

This will be developed based on the on-
line workshop held in august 2020 with 
 appointed universities, clinical sites and 
targeted stakeholders. 

 Stage 3: Completion  
and operationalisation 
In this final stage the centre of excellence 
moves from the blueprint stage to launch-
ing to create good quality and with new 
goals developed after the baseline as-
sessment is completed and the outcomes 
have been published. This we want to do 
through assigned areas of responsibility.

 govern ment level (stage 3). Capturing 
supervision, coaching, performance 
 monitoring for correction actions are 
another strategies to retain the health 
workforce at the  workplace.  

Collaboration and networking between 
institutions in this CoE will be followed 
up on-site and online. NOGs with an office 
in the country will lead the follow-up and 
mentoring program on-site through their 
channels in the participating countries. 
On-line support together with monitoring 
and education activities if needed will 
be provided two times a month from 
the KI team for 4–5 years focusing on 
facilitating factors and challenges when 
implementing the CoE with components 
and key values. A competent and skilled 
health workforce is essential and it must 
be a common understanding among 
all  stakeholders that this can only be 
achieved through collaboration in educa-
tion, research and in clinical placement 
for students. Better planning at the CoE’s 
can feed into Human Resources for Health 
(HRH) planning. With willingness at go-
vernment level to introduce the midwifery 
led interdisciplinary model of care, HRH 
partnerships will result in leverage. The 
Gambia is one example of willingness to 
include the midwifery led interdiscipli-
nary model of care into  their existing 
HRH partnerships for effective  leverage.
For sustainability, the alliance between 
donors, governments and the CoE partners 
will serve as the foundation for which the 
capacity building of influential individuals 
such as competent leadership and skilled 
health workforce is essential. This can be 
achieved through collaboration in educa-
tion, research and in clinical practice in a 
south-south collaboration. 

We aim to work directly with governments 
and local partner organisations that have 
extensive community reach. With this 
approach we will build consensus on the 
implementation of CoEs through in-person 
and online opportunities including policy 
roundtable, workshops, and education. 

Component 6. Mentorship programme
Content: A plan for continuous men-
torship (“hand-holding”) and follow-up 
on the  initiated stage 1 to committee at 
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care model CoE, moreover it will be pre-
sented at conferences and as publications 
in peer-reviewed journals. This will 
follow a plan developed and based on the 
workshops and communication with the 
interdisciplinary steering committee from 
appointed universities, clinical sites and 
NGOs implementing the plan together with 
KI. The stakeholders educated and invol-
ved in implementation and evaluation of 
stage 1 will support the initiation of stages 
in phase 2 in a south-south collaboration 
for sustainable outcome of the project. 
Moreover, the exit plan is to leave over to 
the government working group for conti-
nuous hospital performances in terms of 
maintaining the sustainability of the CoE. 
This monitoring and feed-back system 
with communication of success and areas 
in need of improvement will plug into the 
recruitment and deployment systems at 
government level. It will lead to optimal 
allocation of health care resources at the 
“right” level of care. The CoE initiative will 
in this way plug into the momentum be-
hind the challenges with Universal Health 
Coverage (UHC) in the countries. The 
health workforce will for instance be proud 
to work in well-functioning midwifery led 
interdisciplinary care and the model will 
be well known in the community affecting 
the Universal Health Coverage because the 
mothers and babies will visit the midwife-
ry led interdisciplinary care.   

Stage 4. Data generation/
analysis and documentation
Monitor the progress, communication of 
the success to the community through  
generated and disseminated data and 
 refining the programming and action 
points in recommendation paper for new 
phases in the feed-back loop. 

We will link with educational institutions 
for data generation, analysis, and documen-
tation of the process of the self-evaluation 
from the sites with the results from the 
cross-check field visit assessment of the 
government working group. As a red thread 
or guiding line we wish to have a hub-and-
spoke model with respectful care, hygiene 
and continuity of care for instance friendly 
delivery rooms and implementation of key 
interventions according to WHO and ICM 
guidelines, one in each area of antenatal 
care, intrapartum care, post partum care, 
child care and nutrition during the first 
1   000 days of the child’s life. These eviden-
ce-based interventions will be evaluated 
and re-evaluated for initiation of step 2. 
The findings will be disseminated after 
designation at the government website, ad-
vertisements in newspapers and in social 
media to motivate the community to seek 
care at the midwifery led  interdisciplinary 

43.  The way forward



The feasibility of adaptation to LMIC 
contexts in Sub-Saharan Africa facili-
tate for emerging scientists from LMIC 
to gather data, publish, and present 
findings at national and international 
conferences with the aim to ensure 
greater sustainability of the Bill & 
Melinda Gates Foundation investment 
across Sub-Saharan Africa Countries. 
Implementation of interventions to 
improve teamwork and organization, 
respectful maternity care and hygiene. 

Study design and period: Institutional 
based quasi experimental design will 
be conducted to assess outcome of 
employing the interventions. Altogether 
six units will be included, two study sites 
and four control sites.

Source population: All pregnant 
 women who will come for  pregnancy, 
childbirth, postpartum and early 
 childhood care at the study units. 

Study population: All pregnant women 
who will come for pregnancy, childbirth, 
postpartum and early childhood care at 
the study units.  

Exclusion criteria: All pregnant women 
who will come with complicated preg-
nancy and problem of labor and unable 
to communicate. 

The intervention consists of training 
workshops (three training workshops 
per unit) for health care staff at the 
study sites. The training workshops will 
support 1) midwives on how to support 
women during labor and birth with 
focus on attending births in up-right or 
lateral positions and to include a birth 

companion in the labor room, 2) team-
work training and organization in inter-
professional teams will be conducted 
within the facilities and 3) web-based 
training in basic hygiene routines will be 
performed for all health care staff.

Primary outcomes: Women’s uptake  
of care during pregnancy, childbirth  
and postnatal check-ups for mother 
and child. 

Secondary outcomes are as follows: 
Mode of birth (spontaneous vaginal, 
instrumental vaginal or caesarean 
section), perineal trauma, Apgar Score 
< 7 at 5 minutes and neonatal trans-
fer, postpartum infections and hae-
morrhage, all retrieved from patient 
records. Postpartum variables - atten-
dance at postpartum check-ups and 
seeking care at the emergency room 
will be retrieved from patient records. 

Sample size: The sample size will be 
calculated based on the requirement 
that the control and intervention sur-
veys that should measure percentage 
points between comparison groups. A 
total sample size of 546 participants 
will have 80% power to detect differ-
ences between the study group and 
control group. In order to calculate the 
sample size, we used 75% attendance 
for care in childbirth as P1: proportion 
of mothers who attend health facility 
for childbirth and 60% as P2: propor-
tion of mothers who give birth at home 
in control group, 5% significance level 
(α), power of 80%, with equal (1 to 1) 
ratio between the two groups with 10% 
 possible non – response rate. 

Health care providers experience of 
the working conditions will be described 
using structured interviews with mid-
wives, nurses, ob/gyn and nutritionists 
at all units. 

Exploring future ways to further 
improve care. In this proposed 
 quasi-experimental study we aim to 
explore how the interventions might be 
scaled up and improved in the regional 
context separately and in combina-
tion, reflecting on the outcomes and 
experiences with implementation. 
For this reason the experience-based 
co-design approach is described as 
the final part of this project. Experi-
ences from women, birth companions, 
midwives,  decision-makers, manag-
ers and other relevant professions or 
community members will be collected 
throughout the implementation and 
data  collection. Interviews, focus group 
discussions and observations will be 
processed and analysed in this phase. 

Aim: To explore ways in which the 
 interventions might be further 
 improved and scaled up.

Phenomenon of interest: Ways 
in which care and teamwork was 
 experienced and might be improved. 
 
Research questions: What are the 
 experiences of participating women, 
birth companions, midwives,  nurses 
and other stakeholders including 
 obstetricians, community support work-
ers, commissioners of care and  policy 
makers, in terms of care for women 
being safe, accessible, respectful, and 
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appropriate in the intervention and 
non-intervention sites? What can be 
learnt from the study and what adjust-
ments should be made for future imple-
mentation of service developments?

Design: A process evaluation using 
experience based co-design (EBCD) 
will be  conducted. EBCD is considered 
suitable since we have the desire to 
engage in   self- and collective reflection 
to gain  clarity about the issue under 
 investigation. EBCD is a cycle process 
where groups of  stakeholders are sup-
ported in telling their stories (interviews, 
observations, videos), sharing them, 
mutually identifying positive and nega-
tive key issues and then working out an 
improved model for the future.

Recruitment Participants: 1) Women 
and birth companions and 2) health 
care providers, and 3) stakeholders 
within the midwifery led interdisci-
plinary care system. Women allocated 

to the study sites, birth companions 
and midwives will be  recruited by the 
research assistants (through antenatal 
clinics and birth units). Other significant 
stakeholders will be recruited by means 
of snowball sampling. 

Data collection: An experienced 
 qualitative researcher will conduct 
filmed, narrative-based, unstructured 
interviews, in which participants de-
scribe their  experiences of care during 
pregnancy,  labour and birth and the 
postpartum  period. Two researchers 
will then view the films  independently 
to ensure analy tical rigour and shared 
understanding of significant ‘touch-
points’. ‘Touchpoints’ are the  crucial 
moments, good and bad, that shape 
the overall experience of the  conducted 
 intervention. 

Analysis: Thematic analysis will be 
employed. One of the benefits of 
thematic analysis is its flexibility and it 

is a useful method for working within a 
participatory research paradigm, with 
participants as collaborators. Data 
collection and analysis are iterative and 
simultaneous procedures that both can 
run from the beginning.

Outcome and dissemination of  results: 
By capturing, understanding and 
improving staff experiences (midwives) 
alongside women’s and birth compan-
ion’s experiences (and exploring links 
between the two) the findings from 
the EBCD process will help researchers 
develop a toolkit for future implemen-
tation of the components from the 
adjusted Swedish model of care. The 
findings from the EBCD exercise will 
be mapped and disseminated through 
peer-reviewed journals and conferences 
as well as a detailed report with “hands-
on” recommendations, addressed to the 
different groups participating in this 
project, for future implementation of 
the model(s).  

Exploring 
future ways to improve 
maternity care and 
strengthen collaboration 
between  participating 
countries

Stage 1 & 2
PREPARATION PHASE,  
DESIGN AND DEVELOPMENT

Stage 3
COMPLETION AND  
OPERATIONALISATION PHASE

Stage 4
CO-DESIGNING FUTURE  
INITIATIVES

Towards The midwifery led interdisciplinary model of care for reproductive, maternal, 
newborn, child health and nutrition constitute the foundation for the process

Multi-faceted  
intervention
launched and mentored to  
improve care with regard to  
teamwork, respectful care  
and hygiene.

Workshops for stake-
holder ownership:
Development and provision  
of education components.
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Year 2020 2021 2022 2023 2024 2025 2026

Quarters Q3-Q4 Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Stage 1: Workshops for 
key stakeholders, baseline 
data collection

Stage 2 Education 
 initiatives to prepare  
the stakeholders 

Stage 3: Completion  
and operationalisation 
phase Mentorship

Stage 4: Evaluation, 
Co-designing future 
initiatives

Year 2020 2021 2022 2023 2024 2025 2026

Quarters Q3-Q4 Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Q1-
Q2

Q3-
Q4

Stage 1: Workshops  
for key stakeholders,  
baseline data collection

Stage 2 Education 
 initiatives to prepare  
the stakeholders 

Stage 3: Mentorship 
in the completion and 
 operationalisation phase

Stage 4: Evaluation, 
Co-designing future 
initiatives

Team East Africa: Ethiopia, Malawi, Kenya, Uganda

Team West Africa: Burkina Faso, Ghana, The Gambia

An indicative timeline for each stage

46.  The way forward



Preconditions for selections have been 
considered to design for success. The 
tool for instance included compli-
ance to  international standards and 
 recommendations. With the sites/units 
assessment and key values analysis in 
mind we have selected units (teaching 
hospital with education sites embedded in 

a hub and spoke model health care system 
and a transferral system between different 
levels in that health system), supported 
by the government and NGOs present in 
respective country. Below find areas where 
input is required regarding care and key 
values in the midwifery led interdiscipli-
nary model of care. 

Countries and institutions 
we wish to enable
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Areas where input is required in the mothers’ and 
child’s pathway through the health care system

Pre-con-
ception/ 
Family 
planning

Pregnancy/
ANC

Intra- 
partum 

Postpar-
tum/PNC Neonatal

Early 
 childhood 

Nutrition  
counselling

Uganda 

Hoima hosp

Ethiopia 

Hamlin hospital

Ethiopia  
University hosp,  

Gondar

The Gambia 

9 sites

Malawi 
Queen Elisabeths

Malawi 
Kamuzu

Kenya 

Kakamega county

Kenya 

Thika level 5

Ghana 

Thamale hosp

Ghana 

University of 

Ghana,  

Korle Bu

Burkina Faso 

Boroma hosp

Areas in which low input is required 
Areas in which medium input is required 
Areas in which high input is required



Areas where input is required regarding key values

Uganda 

Hoima hosp

Ethiopia 

Hamlin hospital

Ethiopia  
University hosp,  

Gondar

The Gambia 

9 sites

Malawi 
Queen Elisabeths

Malawi 
Kamuzu

Kenya 

Kakamega county

Kenya 

Thika level 5

Ghana 

Thamale hosp

Ghana 

University of 

Ghana,  

Korle Bu

Burkina Faso 

Boroma hosp
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Swedish history has shown that a func-
tioning hub and spoke system, adequate 
health seeking behavior, partner and 
 family involvement and respectful 
high-quality care. To improve the 
 standards in the health system to the 
extent that is promotes health and life 
for women and children will improve 
the standards in the health system for 
the whole society in the current global 
 pandemic situation. Our hypothesis is that 
the midwifery led interdisciplinary model 
of care adjusted to the specific context can 
improve the situation in other settings. 
The midwifery led interdisciplinary model 
of care is possible to adopt/replicate in 
LMIC when building on service delivery by 
highly skilled and educated professionals 
like midwives.

Given what we have learned from  
the literature overview we:

   Gained a deeper understanding of the 
term CoE and mushrooming of the use. 

   Created our own definition of the mid-
wifery led interdisciplinary model of 
care CoE gained from deeper under-
standing of CoEs in maternal and child 
health and nutrition. 

   Developed a tool for identification 
of  availability and efficiency of CoEs 
 according to the midwifery led 
 interdisciplinary model of care. 

   Submitted a description of how the tool 
was developed to a scientific journal.

During the onsite and online   
assessments, we:

   Identified barriers and facilitators 
for success in building midwifery led 
 interdisciplinary model of care. 

   Completed the landscape and feasibility 
assessment in seven countries.

   Completed the landscape and feasibility 
assessment despite the outbreak of the 
Covid 19 global pandemic.

   Selected feasible institutions in the 
countries based on our understanding 
from the literature review and feasibility 
study onsite and online of which once 
are most promising. 

   Justified why we selected the particular 
sites. 

   Identified overall activities for capacity 
building the workforce aligned with 
global ICM and WHO standards and 
guidelines to establish a midwifery led 
interdisciplinary model of care CoE as 
per our definition. 

To achieve efficiencies, a willingness to 
deeply integrate clinical services, education, 
and research in the CoE from government 
level and down is a success factor. If the wil-
lingness was not there this was a barrier for 
continuation, as was the case in Tanzania. 
A well-functioning CoE can help bridge the 
‘knowledge-do’ gap and facilitate the trans-
fer of good practices to a global standard. A 
successful development of CoE requires a 
detailed understanding of the model for all 
stakeholders and workforce involved and at 
all levels. Willingness for concerted actions 
on a series of administrative and clinical 
fronts, was important for continuation. For 
a step-by-step capacity building program to 
be successful, involvement of local NGos in 
addition to personal, institutional, and go-
vernmental commitment is a pre-requisite 
for creating CoEs according to the midwife-
ry led interdisciplinary model of care. 

Achievements
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” The mid wifery 
led inter-
disciplinary 
 model of care 
is possible to 
adopt/repli-
cate in LMIC 
when building 
on service 
delivery by 
highly skilled 
and educated 
professionals 
like midwives.”



Certain institutions might not involve 
as we have already experienced. We will 
until Covid 19 is over, do on-line teaching, 
mentoring and meetings on-line with the 
risk of light engagement in the units of in-
tervention. Due to politics the willingness 
and engagement from governments and 
partner organizations might change over 
the years. A close monitoring, evaluations, 

Risk to success  
and sustainability

and re-evaluations of the course of the pro-
ject is therefore much needed for success. 
Also, an exit plan needs to be developed 
for sustainability of the investments. 
An important component is to succeed 
with the steering committee and with the 
assessment strategy at government level. 
Recruitment and deployment are areas 
that can threaten sustainability. 
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had the opportunity to talk to from Health Ministry officials 
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Institutet can strengthen systems most needed during and after 
the Covid 19 outbreak with involvement and contribution of the 

future participants in the CoE design/adaptation. 
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Period Interventions Rationale

Pre-conception  
adolescence  
adulthood

Prevention and treatment of communicable  
and non-communicable diseases
Contraception and child spacing
Abortion care
Education in SRHR 

Advocate women rights 
and access to care

Pregnancy Promotion of wellness, treatment of illness
Eight antenatal visits:
Nutrition and screening 
Refer to adequate level of care for childbirth
Education in childbirth, parenting, human rights

Enhance wellness 
and prevent illness 
with knowledge of 
different iating between 
 wellness and illness

Intrapartum and 
postpartum 

Prevention of maternal and child mortality and morbidity
Nutrition when in labour
Choice of labour and birth positions
Birth companion
Diagnosis and treatment of malaria
Prevention of mother-child transmission of HIV
Prevent maternal mortality and stillbirth with basic and 
emergency care in a clean environment
Provide transport when complications occur

Support normal labour 
and birth

Provide respect, dignity 
and informed choices

Offer continuous 
 support 

Be aware that normal 
labour and birth can 
turn into a complicated 
labour and birth

Neonatal Enhancing health and preventing morbidity and mortality
Immediate skin-to-skin care
Early initiation of breastfeeding
Examination of the newborn
Access to the mother

Immediate  
thermal care

Promote exclusive 
 breastfeeding 

Enhance bonding 

Early childhood Nutrition and growth
Immunization
Education in Child Health
Nutrition, Cleanliness and Growth

Protecting the 
mother-baby-dyad

Annex

Table 1. The elements of the midwifery led interdisciplinary 
model of maternal child health care and nutrition for the 
mother-infant dyad during the first 1 000 days of the child’s 
life with foundation in international standards [3, 12].
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Framework heading Dimension

Leadership and strategy Availability Efficiency

Parameters A. The government has a written vision and a strategic plan 
for bridging health education to the health sector outcomes 
in terms of providing prenatal, maternal, newborn, child 
health and nutrition advice for the mother-child dyad in  
the first 1 000 days of the child’s life.

   Is there a national willingness/commitment to  provide 
 women and children with a pathway of health and 
 prevention of ill-health from pre-conception to the  
child’s 1 000 first days of life in a continuum of care?

   Is there an understanding of the Swedish model of care?
   Are s there any notably baby-friendly-hospitals?

max 2 max 4

B. The teaching hospital/institute has a document presen-
ting the vision, goals and strategic plan to achieve better 
outcome in prenatal, maternal, newborn, child health and 
nutrition for the mother-child dyad in the first 100 days  
of the child’s life?

   Is there a willingness to provide women and children with 
a pathway of health and prevention of ill-health from 
pre-conception to the child’s 1 000 first days of life?

   Is it a baby-friendly hospital?

max 2 max 4

C. International, national and local guidelines are followed 
in education and clinics in the area of prenatal, maternal, 
newborn, child health and nutrition for the mother-infant 
dyad in the child’s first 1 000 days of life. 

   Are the professional organisations involved in development 
of guidelines, curricula’s etc. 

   How complete is the adherence to guidelines?
   Who is following up if guidelines are followed or not?

max 2 max 3

D. Organograms for education and clinics are provided  
from the government.

   How is adherence assured?
   By whom?

max 1 max 2

E. The leaders at national and institutional level support 
teamwork and collaboration between different cadres  
of health workforce.

   In what way? 
   Can you give examples?

max 10 max 5

Table 2. Parameters and dimensions (availability and efficiency) 
included under the heading Leadership and Strategy in the tool.
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F. The leaders at national and institutional level support task 
sharing between different cadres

   In what way? 
   Can you give examples?

max 5 max 5

G. The government has partnerships with government and 
non-government organisations to create a sustainable 
 future for the society in the country/region where the CoE 
will be established. This regarding infrastructure, electricity, 
wi-fi, water and sanitation, security, corruption, inequity, 
poverty, hunger and climate change.

   Please provide examples of how this is done for each of the 
above mentioned examples? 

   How do you ensure sustainability of CoEs? 
   How is the willingness for sustainability of CoEs at 
 government level? 

   How is the willingness for sustainability of CoEs at the 
institutional level?

max 2 max 2

H. There is a referral system between facilities including 
transportation and documentation (reporting system).

   Please tell how it works?

max 3 max 4

I. Have a supportive human resource policy in place for 
 retention off all staff, and to ensure that staff are safe, 
 secure, and encouraged to enable to provide quality care in 
all respectful and positive work environment. Is should pro-
tect retention and continuity of dedicated, experienced and 
skilled maternal healthcare providers (especially midwives 
and nurses) in all units and facilities where births take place.

max 3 max 3

Sum

Max total

%

Result Leadership and strategy
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Framework heading Dimensions

Workforce within health and education Availability Efficiency

Parameters A. All employees are licensed and/or re-licensed 
   Is relicensing available? How often?

max 1 max 0

B. Take part in continuous in-service training to maintain 
core competences and clinical skills prenatal-, antenatal-, 
intrapartum-, postpartum until 1 000 days of the child’s life:

   In what subjects? Prenatal anticonception, antenatal 
care, danger signs in pregnancy and births, birth compa-
nionship, normal and caesarean section births by SBA. 
Immediately  after birth: skin-to-skin care and warmth of 
the newborn, post partum care for mothers, early  initiation 
of  breastfeeding, postpartum anticonception, timely 
treatment of newborn illness, vaccinations, child health 
and child  development Nutrition: exclusive breastfeeding 
 support,  formula and bottle-feeding, complementary 
 feeding, teamwork, Emoc, Bmoc 

   How often is in-service training provided? 
   Who is the leader for in-service trainings?
   What area in particular needs to be strengthened (pre-na-
tal, ante, intra, post-partum,  contraceptive counselling, ne-
onatal care, follow up during the child’s 1 000 days of life?

max 10 max 10

C. Evaluate care practice or education through data from 
patients/students on experiences regarding ethical issues, 
respect, attitudes and confidentiality 

   Who is doing that?
   What are the results?
   Is there a department taking care of patient complains?

max 5 max 5

D. Take part in feed-back on medical treatment, care and 
management of severe cases after clinical audits 

   What professionals take part in audit  feedback sessions?

max 5 max 5

E. Clinical supervisors and faculty at education sites mentor 
new colleagues and students to bridge the “knowledge-do” 
gap and  facilitate the transfer of good practices to a global 
 standard.  

   Is there a mentorship programme?

max 10 max 6

Table 2. Parameters and dimensions (availability  
and efficiency) included under the heading  
Workforce within health and education in the tool.
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F. The health workforce contributes to teamwork 

   Do the different cadres of health workforce share latest 
evidence with colleges and students?

max 10 max 5

G. The health workforce contributes to task sharing

   How is this done?
   When does it happen?

max 10 max 10

H. Report the patients’ status to colleagues

   How is this done?
   When does it happen?

max 4 max 2

I. Get appointed as supervisors of students based on 
 competence and pedagogic skills

   Who is appointing the supervisor? 
   Is it possible to tell yes/no? 
   How does it function?

max 2 max 6

J. Lecturing students in education and in clinical sites accor-
ding to curriculum and course plans

   How is this followed up?
   By whom?

max 1 max 8

K. Clinical supervisors and faculty communicate student’s 
performances between the clinical and education site

   How does that function? 
   How often is it done?

max 1 max 8

L. The health workforce, faculty and students behave in an 
ethical and respectful manner

   How does it function in reality?

max 1 max 10
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M. Maintain evidence-based practices and hygiene routines 
from antenatal care to the child’s first 1 000 days of life.

   How is this followed up and evaluated? 
   How is the quality of the hygienic procedures with 
 equipment during deliveries monitored?

   How is the quality of hygienic procedures applied to 
 equipment at vaccinations monitored? 

   Who cleans the wards, employees or people from external 
companies?

   Are gloves available? 
   Does staff wash their hands?
   Is the environment clean?
   Water?
   Bathrooms? 
   Plumbing?
   Electricity?
   Are there sterilisation possibilities?
   How are the procedures with intravenous fluids monitored?

max 10 max 10

N. There are requirements for employment, terms of ref-
erences available and consequences for lack of adherence  
to the terms and conditions from the employer

   Do the professional organisations get involved when 
 problems occur? 

   What is being done to solve any problems? 

max 2 max 2

O. Collaboration across disciplinary, educational, cultural 
and institutional boundaries to provide MotherBaby with 
the best possible care within a functioning team, recogni-
zing each other’s specific competencies and respecting each 
other’s knowledge and experience and foster continuity of 
care during labour and birth for the MotherBaby from a 
small number of caregivers.

max 10 max 6

P. Faculty and clinical mentors have formal pedagogical 
 education in theoretical/skills lab and mentoring skills. 

max 10 max 8

Sum

Max total

%

Result Workforce within health and education (People)
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Framework heading Dimensions

Processes and Services Availability Efficiency

Parameters A. Guidelines, logbooks, patient records and checklists are 
followed and regularly evaluated, updated and properly 
stored

   How is this being done? 
   Are the professional organisations involved in the updates?

max 1 max 5

B. 24 hours services are provided at the teaching hospital

   Please tell me who works at night? How many of each 
cadre of health workforce? 

max 1 max 2

C. Back-referral to basic level is used when the patient shows 
up at an inappropriate level of health care services

   How do you deal with overcrowded wards due to non- 
adequate care seeking behaviour? 

   Do SBAs teach women and the partner/family at antena-
tal care visits about preparedness for transportation  
at onset of labour, availability of a donor for blood 
 transfusion and dangerous signs and where to seek  
care and when and for what condition?

max 5 max 5

D. Administrative staffs and key workforce create synergies 
which yield a high level of care; available with potential to 
benefit the community

   How do they support each other?

max 10 max 8

E. The required experiences, for instance of 30 vaginal and 
10 caesarean sections for midwives, are made clear at the 
clinical placement site so that the midwife student can  
fulfil the requirements according to curricula and internatio-
nal standards

   How is the communication between the leaders at the 
education and clinical site with for instance students 
 scheduled at clinical placements?

max 5 max 5

F. Faculty at the education site carry out clinical visits to ob-
serve and communicate with clinical supervisors on student 
performance and other issues

   How often?
   Do they inform the right people about learning outcomes 
for the ongoing course and provide supervisors with written 
information about the course?

max 5 max 6

Table 2. Parameters and dimensions (availability  
and efficiency) included under the heading  
Processes and Services [11] in the tool. 
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G. Students use logbooks and checklists in clinical setting

   How does this work? 
   Who will check the students’ checklists and logbooks? 
   Are they signed off? 
   How do they know the student is up to the mark regarding 
clinical skills?

   Do the clinical skills in the clinical placement mirror the 
simulation- based training the students have practiced in 
the educational institution?

max 8 max 4

H. A research department exists

   What research does it initiate? 
   Does an ethical board exist?

max 5 max 5

I. New goals with timeline are set up after achieving and 
sharing previous goals

   How is this being done?

max 10 max 8

J. Ten steps to successful breastfeeding as per the baby 
friendly hospital initiative is followed and considered:

Every facility providing maternity services and care for 
newborn infants should:
1.  Have a written breastfeeding policy that is routinely 

 communicated to all health care staff.
2.  Train all health care staff in skills necessary to implement 

this policy.
3.  Inform all pregnant women about the benefits and 

 management of breastfeeding.
4.  Help mothers initiate breastfeeding within a half-hour  

of birth.
5.  Show mothers how to breastfeed, and how to maintain 

lactation even if they should be separated from their 
infants.

6.  Give newborn infants no food or drink other than 
 breastmilk unless medically indicated.

7.  Practise rooming in - allow mothers and infants to remain 
together - 24 hours a day.

8. Encourage breastfeeding on demand.
9.  Give no artificial teats or pacifiers (also called dummies  

or soothers) to breastfeeding infants.
10.  Foster the establishment of breastfeeding support 

groups and refer mothers to them on discharge from  
the hospital or clinic

max 10 max 8
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K. Using an evidence-based approach to maternal health 
services based on the MotherBaby-Family model of care

   Family-and Person centerd care, philosophy and model  
of midwifery care, scope of midwifery practice and QMNH 
Framework

max 10 max 6

L. Provide evidence-based practice

   Refraining from interventions based on fixed time limits  
of birth 

   Provide supportive care 
   Work in liaison with birth companions
   Food and fluids provided by facility 
   Space to mobilize and rest 
   Support positions of woman’s choice 
   Privacy 
   Skin-to-skin contact 
   Breastfeeding initiation 
   MotherBaby unit stay together 
   Full access to ill or premature infant, kangaroo mother care
   Supporting mother to provide her own milk to her baby 
when breastfeeding is not possible

max 10 max 6

M. Emergency care and transports

Staff training in emergency care and referral, written poli-
cies and guidelines for transport and information transfer 
from referrals are in place, referrals from home are treated 
with respect, proof of ongoing education and practice for all 
emergency procedures

max 10 max 6

Sum

Max total

%

Result Processes and Services

Overall result
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seeking behavior 
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Improvement 
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Figure 1. The midwifery led interdisciplinary model of care with 
the elements in continuous monitoring and evaluation [33].
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Clinical care

Education Research

Midwifes & Nurses 
(primary caregivers) 
working in inter-
professional teams.

Figure 2. The midwifery led interdisciplinary model of care with 
the elements in continuous monitoring and evaluation [33].

Figure 3. The midwifery led interdisciplinary model of care with the 
elements in continuous monitoring and evaluation [33].
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1 000 days

The Woman’s Pathway
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