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[External Message]

Hello everyone!

I am so excited that you have registered to join the ACNM-sponsored cultural exchange visit
to the United Arab Emirates this fall. Our delegation will be coordinated by the Citizen
Ambassador Program led by Dawn Davis who has already been in communication with you.  I
will be the delegation leader.  I have attached a brief bio to give you a little background about
myself.  

The goals of this professional exchange are:
1.       Enhance international understanding and friendship through educational and
cultural activities.
2.       Understand the education, regulation and practice of midwifery in the United
Arab Emirates
3.       Appreciate cultural and clinical practice differences that affect midwifery and
reproductive/maternal health between the United States and the United Arab
Emirates, including how UAE exchanges medical programs from Europe and
Scandinavian countries.
4.       Discuss best practices for common clinical midwifery clinical issues and best
ways to address them.

I identified some preliminary topics for discussion for when we meet with the UAE
midwives and health professionals, however, I would like to hold a meeting with all of
you to discuss your ideas.  I have set the meeting for Monday, July 25, 3pm-4 pm est.
Here is the zoom link https://frontier.zoom.us/j/83469611568 .  I will also send a
calendar invite.

Proposed Discussion Topics with UAE Midwives:  
1.      Discuss Midwifery education and regulations and professional interactions
with nurses and physicians
2. Understand the role of community members in birth practices.
3.       Discuss culturally congruent care and how bias can affect the care we
provide.
4.       Discuss models of prenatal care such as individualized care and group
prenatal care and how they are practiced in each country.
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Pregnancy and childbirth in the UAE

If you’re thinking of starting a family in the United Arab Emirates, the country has one of the most modern, healthcare infrastructures in the world. Many residents prefer looking outwards when it comes to critical care. However, for childbirth, the local market can be a preferred option. Much like the lavish spas and hotels in Dubai and Abu Dhabi, many of the private maternity facilities may have you believe you are checking into the lap of luxury.

Mediclinic City Hospital VIP Royal Suite in Dubai

A word of caution, though. However tolerant and liberal the UAE may be, Islamic laws govern the land. There are strict rules, the adherence to which is non-negotiable. So, first things first. You need to be married if you are having a baby in the United Arab Emirates; that’s not single, not divorced, only married. A marriage certificate is a prerequisite when you go for your first pregnancy test.

Healthcare across the Emirates

The UAE comprises seven emirates: Dubai, Abu Dhabi, Sharjah, Fujairah, Ras Al Khaimah, Umm Al Quwain, and Ajman. Maternity healthcare laws and services are applicable across the board.

Maternal healthcare is a robust industry with most big-ticket name institutions having specialty wings that deal with antenatal, childbirth, and post-natal facilities.

While childbirth amenities – both in the private and government sector – are extremely modern and progressive in the institutional sense, it is most likely that all attending gynecologists and obstetricians will be women; this ensures compliance with Islamic law.

Where and how to give birth

Keep in mind that childbirths must happen in hospitals, nursing homes, or clinics: there are no home births in the UAE. There is a thriving midwifery sector. However, midwives oversee birthing in hospitals.

Conventional methods are usually common (e.g., natural birth or C-sections). Although a few cases of water births (in hospitals) have been reported of late, these are extremely rare.

The UAE’s fertility rate (locals and expats) has dropped dramatically over the past few decades; from 6.6 births per woman in the early 1970s, to 5.4 in 1980, to 1.8 in 2015. With the goal to raise the birth rate, there are efforts afoot to make the maternity care sector as seamless as possible.

Accessing maternity services in the UAE

UAE doctors are all attached to a medical center – there’s no private practice. To access maternity services, you have to book an appointment with a hospital. Most hospitals in the UAE have a maternity wing.

Then, there are special facilities – more prevalent in the larger emirates of Dubai, Abu Dhabi, and Sharjah – like Latifa Hospital and Medcare Women and Children Hospital, which specialize in maternity care and pediatrics. You can find the names and details of all hospitals and nursing homes online and secure appointments by visiting the website or calling the helpline. Again, in keeping with the cultural context, the attending ob-gyn will most likely be a lady.

Finding a gynecologist and hospital

Websites will usually list the gynecologists/obstetricians on the rolls (or visiting) since the UAE is a multi-cultural country. They will show details like credentials, which country a particular doctor hails from, what languages she speaks (English is a must), and so on. All customer care staff speak English and Arabic. You’ll be given the option to choose English from the menu when you call the helpline or request a call-back on the website.

Once you choose a hospital and doctor, book an appointment. They’ll ask for details pertaining to your medical insurance. When you open a file in your name, you will need the following documents:

· Valid health insurance card

· Marriage certificate (original and copy)

· Both future parents’ passports (original and copies)

· Original and copies of residency visas of both future parents

Insurance for maternity costs in the UAE

Giving birth (prenatal services plus childbirth) in the UAE is costly, and will set you back anything between AED22,000 to AED30,000 in a private clinic. Government hospitals are cheaper; however, it’s no walk in the park either – costing upwards of AED7,000.

Get a health insurance quote today

Obviously, having a proper health insurance card is a must. It is now mandatory that every resident employee has company insurance. If the expectant mom is not working herself, then the husband must have her added as a dependent in a plan that includes maternity benefits.

Make sure to check, double-check, and triple-check your medical insurance coverage. You can always extend your coverage to include bigger maternity plans. Also, remember that many insurance companies require you to be insured for at least six months before you can avail of maternity benefits, so timing will be of the essence.

While locals get full public health benefits from the government, all expats must map out a plan that suits them best. For more information and to get the right cover for you, check out the following international healthcare insurers operating in the UAE:

· Allianz

· Cigna

Pregnancy testing in the UAE

If you suspect you are pregnant, there are easy-to-use pregnancy kits available at all pharmacies; and don’t worry, your privacy is ensured. You won’t even be asked whether you are married or not! Prices for these kits start at around Dh40. Insurance doesn’t cover these kits.



If the test is positive – or you believe you may be pregnant – book yourself an appointment with a gynecologist for your routine blood and urine tests. But do remember, you need to be married in case you are looking for an official confirmation at a healthcare center.

Pre-natal and antenatal care in the UAE

Pre-natal and antenatal services are usually covered in the maternity packages at hospitals, and in the UAE comprises of consultations and tests. Many times, a few preparatory classes are also thrown in as part of the package. These guide you on labor stages, the birthing process, coping strategies and pain management, how your partner can play an effective role during childbirth. There is also information imparted on postnatal care, how to keep your baby safe, how to administer CPR, breastfeeding, and support groups.

If you want to attend extra classes, you can enroll at a number of specially-designed sessions – but these will cost you and may not be covered by insurance. Experienced midwives and life support instructors give the classes. Some of the most popular classes include Babies and Beyond and Healthbay Polyclinic, among others. Prices start from approximately AED1,800 per couple. Classes are in both English and Arabic.

Scans, tests, and checks

One of the largest medical facilities in Dubai, Al Zahra Hospital, lists out of the scans and checks required from an expectant mother in its basic maternity package.



These can be a guideline on what to expect, give or take a few variations:

· Out-patient consultations with an obstetrician (up to a maximum of 12 visits)

· Blood tests:

· Full blood count (at 12 and 36 weeks)

· Hemoglobin (at 28 weeks)

· Blood grouping

· Antibody Screening (at 12 and 28 weeks)

· VDRL

· HIV 1/11 Abs

· HbsAg

· Rubella IgG

· Random Blood Glucose

· Urine examination for microscopy, culture, and sensitivity

· Cardiotocography (CTG) (around 37–40 weeks)

· HVS (High Vaginal Swab) (at 37 weeks)

· GTT (Glucose Tolerance Test) (between 20–28 weeks)

· Ultrasound Screening (clinic) (at 28 weeks and between 34–36 weeks)

· Anomaly Scan (at 20 weeks)

· Preparation of Labor with Midwife (at 34 weeks)

The patient will usually receive the results of scans and checks by e-mail within 24 to 48 hours. If there is a discrepancy, the doctor will call them to arrange an appointment.

Giving birth in the UAE

Giving birth in the UAE has to happen in a hospital or clinic. Given that the rate of C-section deliveries has gone up exponentially, women are encouraged to have natural births. Despite the fact that C-sections are only recommended if there are complications, a lot of women opt for them.



Depending on what the doctor has said about your due date – whether you are opting for a natural birth or even a C-section – you need to check-in at least 24 hours before and get comfortable. The booking should be done the moment your attending doctor gives you the green light. Since all doctors are attached to hospitals, you will be admitted through their recommendation, and they will lead the team in the labor room.

Documentation to bring to the hospital

In order to secure admission, the parents have to produce the following:

· Mother’s and father’s Emirates IDs and passports

· Health insurance card or full advance payment (if you are paying in cash)

· Parents’ marriage certificate attested by the Ministry of Foreign Affairs

Many of the private clinics allow the father to be in the labor room, and even spend the night – but make sure to check on these details before opting for a doctor/hospital.

If you have a natural birth, there are pain relief medicines and epidurals you can obtain. And once your bundle of joy has made an appearance, you can expect to go home within the next 48 hours.

During the difficult process of childbirth, there are also doula services available in the UAE. In Greek, doula means caregiver. These exceptional women mother the mother during birthing. They can be hired from agencies such as Belly Baby Mom (bellybabymom.com) and Dubai Doulas (dubaidoulas.com).

Post-natal care in the UAE

Until some time ago, postnatal care was in a nascent stage in the UAE, and even now, it’s not up to the standards in the West. Thankfully, government intervention has opened the floodgates to a range of services in the domain. There is the La Leche League UAE which offers breastfeeding support, alongside a host of other lactation consultants, which mostly operate free of cost. Furthermore, Health Bay Clinic provides postnatal services for both babies and mums (checks, massages, and so on). You can get home visits from many hospital midwives or hire postnatal doulas.

The mother visits her attending doctor after six weeks for a follow-up checkup, but she needs to be aware of any changes to her body so that she can consult a doctor if need be. The baby must go for checks every other week. This can be part of your insurance cover as a postnatal plan (valid until eight weeks after childbirth).

Mothers looking to get back to a fitness routine can enroll on websites such as FittaMamma and choose classes that best suit them.

Vaccinations in the UAE

The UAE government guidelines on vaccinations are time-bound. Since the risk of tuberculosis (TB) is perceived to be higher in this part of the world, your baby needs to get a BCG vaccine soon after birth, alongside the first dose of HBV – the Hepatitis B vaccine.



At two months, the baby gets a second dose of HBV, along with a host of other first-dose vaccines: polio (IPV/OPV), diphtheria, pertussis (whooping cough), tetanus (Dtap), Haemophilus influenza (Hib), and pneumococcal conjugate (PCV). Subsequently, there will be more to follow at four months, then six months, and so on; a timetable that you need to follow up with your healthcare provider.

Your insurance plan may or may not cover vaccinations – so keep that in mind when you choose your coverage plan. If you are a resident of the UAE, you can get free vaccinations for your child until they turn five at government hospitals/clinics. But these free jabs are only the government listed ones. You must open a file for your child and go to a clinic close to your place of residence. To open the file, parents need to carry their official documents, and a copy of their utility bills along with their baby’s passport, visa, birth certificate, and Emirates ID.

Nurseries and childcare

Childcare facilities in the United Arab Emirates are usually for slightly older children – above 18 months; however, there are plenty of nanny services, who charge by the hour. It is expensive to hire licensed nannies, so often, expats who need full-time nannies hire them from abroad: either their home country or from countries like the Philippines, India, or Sri Lanka. These nannies are on the employers’ visas and have to be paid minimum wages as specified by the UAE government.

Breastfeeding in the UAE

In 2014, the government passed a law that made breastfeeding compulsory for the first 18 months; in 2018, they banned all formula milk promotions, as a further endorsement to the UAE’s official breastfeeding policy. Basically, breastfeeding is being encouraged hugely, even in public, and there is a lot of noise to propagate it with media campaigns and government initiatives. Having said that, you need to be discreet while feeding your child in public by covering yourself with protective gear such as a scarf or a stole.



Most malls and public spaces have designated feeding rooms or enclosures for those seeking privacy; at cafes and restaurants, you can ask for a secluded corner if you wish – rest assured, the others will have no objection since the matter is of utmost importance to the government.

Learn more about fun activities for the whole family in the UAE

Registering a birth in the UAE

After your baby is born, you have a maximum of 30 days to register his/her birth. To obtain a birth certificate – which is needed to register a birth – the following documents have to be submitted, either to the hospital/clinic where the child is born (if it’s a government one) or the concerned health authority (if it’s a private one) in the emirate of your residence:

· An attested Arabic translated marriage certificate (if the original is in a different language);

· Original and copy of husband’s and wife’s passport and residence visa;

· Birth notification (issued by the hospital)

After obtaining a birth certificate, the Ministry of Health of Prevention and Ministry of Foreign Affairs and International Cooperation must attest it.

Arranging identification for the baby

Parents have 120 days (from the day of birth) to get a passport (from the concerned embassy), a residence visa (from the General Directorate of Residence and Foreign Affairs in concerned emirates), and an Emirates ID for their baby; there are centers all over the UAE, so you can choose one that is most convenient. If the visa is not procured within that timeline, a per-day fee of AED100 will be levied for each day after that, and the baby will not be permitted to exit the country.

If you are willing to pay around AED2,000, there are agencies such as Baby Steps Dubai that will take care of everything for you.

The father’s surname goes on all official paperwork. If the parents are different nationalities, the baby receives the father’s nationality.

Will your child get UAE citizenship?

Short answer: no. Children of foreigners cannot get local citizenship and will receive the nationality of their parents. If the parents have a transnational marriage, the baby assumes the father’s nationality.

Parental leave in the UAE

Fully-paid maternity leave for government employees is more in the United Arab Emirates – at three months. There is no mandatory paternity leave, except for employees of the Abu Dhabi government; they get three days of paternity leave. Some employees voluntarily give three days off to a new father – however, this is not mandatory.



According to the UAE government portal, non-government employees are entitled to a “maternity leave of 45 days including the time before and after delivery. If the woman has completed one year of continuous employment for the same employer, she is entitled to full pay during maternity leave; otherwise, she is entitled to half-pay.”

Also, “after delivery, the woman is entitled to two additional breaks each day; with each break not exceeding half an hour for nursing her child. The woman is entitled to such breaks for 18 months following the date of delivery and is entitled to full pay”.

If there is a real need – ensuing a complication – to prolong your leave, then you can have up to 100 successive days of non-paid leave.



image2.jpeg



image3.jpeg



image4.jpeg



image5.jpeg



image6.jpeg



image1.jpeg






 


 


 


 


  


 


 
 
 
 
 
 


 
MODEL FOR NURSING AND MIDWIFERY 


SPECIALIZATION IN THE UNITED ARAB EMIRATES 
 
 
 


 


 


 


 


 


 


 


 


 


April 8, 2018 
 


 







Model for Nursing and Midwifery Specialization 


UAE Nursing and Midwifery Council   2 


 


 


 


 


 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Copyright © 2018 by UAE Nursing and Midwifery Council. All rights reserved 
 
The UAE NMC considers this document its intellectual property and has the exclusive rights to decide to publish the 
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FORWORD  


 
The UAE Nursing and Midwifery Council (UAE NMC) was established by Cabinet decree in 2009, under 


the direction of His Highness Sheikh Mohammed Bin Rashid Al Maktoum, Vice-President and Prime 


Minister of the UAE, Ruler of Dubai.  The establishment of the Council reflects the government’s 


commitment to nursing and midwifery with the knowledge that high-quality nursing and midwifery care is 


essential for the health and well-being of the people of the UAE.   


 


The Council’s mandate to “regulate nursing and midwifery, promote and advance nursing and midwifery 


services and protect and promote the health and safety of the public based on the highest standards,” 


establishes the Council as an important regulatory and strategy setting body for nursing and midwifery.  The 


Council board is focused on addressing nursing and midwifery from the perspectives of practice, licensure, 


education, and research.  Standing Scientific Committees composed of stakeholder members from across 


the UAE are actively engaged in developing and implementing standards in all of these areas.    


 


It gives me great pleasure to introduce this report from the Council – “Specialization in Nursing Practice:  


A Foundation for Excellence and Regulatory Accountability.”   This report presents a model for 


specialization that is framed around the essential priority needs of the UAE public for improved health status 


and overall happiness.   


 


The framework identifies nursing roles for specialization that include the Nurse Specialist, Advanced 


Practice Nurse and Advanced Practice Midwifery.  In alignment with contemporary, international best 


practices and standards, the UAE NMC embraces the importance of specialty practice and these new roles 


as a mechanism for providing the public with excellence in nursing and midwifery care.   Through the 


Council’s work, recommendations are also made to align Nursing and Midwifery education programs to 


graduate specialists to meet national workforce needs and practice settings encouraged to establish specialty 


roles in acute and ambulatory settings. 


 


Specialization in Nursing and Midwifery holds the potential to significantly raise the quality of care across 


the nation and to contribute to the Public’s health and wellbeing.  Accordingly, the Council places its full 


support to the establishment of specialization as among its top priorities.   


 


I am deeply grateful to the Council Board and the Scientific Committee for Practice and the Specialization 


Task Force for making this report a reality and count on them to ensure that the recommendations are 


implemented, and the goals achieved. 


 


 


Her Royal Highness Princess Haya Bint Al Hussein 


President, UAE Nursing and Midwifery Council  
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PREFACE 
 


The UAE Nursing and Midwifery Council (UAE NMC) was established in 2009 to regulate the 


nursing and midwifery professions, promote and advance nursing and midwifery services and 


protect and promote the health and safety of the public based on the highest standards” (UAE 


NMC establishment Cabinet Decree number 10, 2009).  
 


This document has been prepared by the UAE Nursing and Midwifery Council’s Scientific 


Committee for Nursing and Midwifery Specialization. The Specialization Committee has been in 


place since 2011 and includes representatives from public and private healthcare institutions in 


the Emirates, from the Ministry of Health (MOH), Department of Health (DOH), Dubai Health 


Authority (DHA) and Dubai Healthcare City Authority (DHCA). 
 


This document was developed with input from national experts. In developing this document, 


several resources - from ICN, MOH, DOH, DHA, DHCA - were utilized including, but not limited to, 


professional codes of conduct, scopes of practice, and practice standards. 
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INTRODUCTION 
 


Specialization refers to the acquisition of a level of knowledge and skill in a particular area which 


is greater than that acquired during the course of general nursing/midwifery education. 


Specialization requires the nurse/midwife to have additional education and expertise in that area 


of nursing/midwifery.  


 


The Nursing and Midwifery Council (NMC) recognize and support specialized nursing and 


midwifery to address the growing demands and healthcare needs for UAE population health.  


Developing various specialization roles will improve the overall quality of the nursing and 


midwifery workforce by increasing knowledge and expertise of the nurse.  In addition, developing 


specialization roles will provide a career advancement pathway for UAE nurses and midwives.   


 


The NMC recommends the development of an education, licensure, and registration structure for 


specialized practice.  Specialized nursing and midwifery education will focus on areas with the 


highest healthcare demands and population health challenges identified for the UAE.  A survey 


and needs assessment conducted in 2011 outlined the priority focus areas for clinical specialty 


training to include: 


 


 Critical Care 


 Mental Health  


 Community Health 


 Pediatrics  


 


The survey and needs assessment correlate with the key goals of the UAE Vision 2021 (National 


Agenda, 2017) related to healthcare.  Vision 2021 focuses on improving population health, 


promoting wellness, increasing primary care, and managing chronic disease while maintaining 


high quality healthcare.   


 


The development of a model for specialization provides a framework to guide nursing and 


midwifery practice through the various concepts of specialization.  The basic components of the 


specialization model represent the cornerstones of nursing and midwifery, and will help address 


the challenges and needs for population health in the UAE.  The model is instrumental to the UAE 


nursing and midwifery workforce, and assists the UAE in becoming self-sufficient and resilient 


while providing quality population health management.   
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BACKGROUND 
 


This document is a model for specialized practice in the UAE, and is to be read in conjunction with 


the RN Scope of Practice and RM Scope of Practice and additional practice standards. 


 


In 2010, the Department of Health (DOH), reported that the UAE would require significantly more 


nurses and midwives in the future to optimally meet unique and increasing demands. The annual 


statistics report also showed a number of gaps in the services available across the Emirate. The 


Northern Emirates healthcare system is also expanding, which “will entail recruiting many 


medical, administrative and general staff” (The Report, Ras Al Khaimah Government, 2010).  With 


no structures for nursing and midwifery specialization in the UAE, the NMC Specialization 


committee was established. 


 


The experience of the International Council of Nurses (ICN) and International Council of Midwives 


(ICM) is that while the growth of specialties has remained unabated over the past two decades, 


it is difficult to ascribe any uniformity in the evolution of nursing and midwifery specialties. This 


can be achieved in different ways; from studying and sitting a rigorous examination that certifies 


a nurse or midwife in that specialty, to completing a graduate level program in a clinical or non-


clinical specialty” (ICN, 2009). While a Registered Nurse (RN) or Registered Midwife (RM) license 


signifies entry-level knowledge to provide care for patients and is the minimum requirement for 


professional registration, it does not indicate whether a nurse or midwife has obtained knowledge 


beyond the minimum; specialization however does (AACN, 2002). Models for specialization vary 


worldwide and were examined to provide an informed recommendation of specialization for the 


UAE. 
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MODEL FOR SPECIALIZATION  
 


To address the need for a specialized nursing and midwifery role, a model to meet the unique 


needs of the UAE was developed. The below graphics (Figure 1 and Figure 2) define the 


educational, licensure, and registration requirements for specialization: 


 
Figure 1: NMC CAREER PROGRESSION MODEL FOR NURSING 


 


Figure 2: NMC CAREER PROGRESSION MODEL FOR MIDWIFERY 


The recommended nomenclature is: 


1. Registered Nurse (RN) 


2. Nurse Specialist (NS) 


3. Advanced Practice Nurse (APN) 


4. Registered Midwife (RM) 


5. Advanced Practice Midwife (APM) 
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The specialized nurse/midwife is prepared beyond the level of a registered nurse/midwife and 


practices with recognized expertise in a clinical or non-clinical role. 


 Nurse Specialists have completed a post-graduate qualification, and practice within the 


RN Scope of Practice with additional Practice Standards. 


 Advanced Practice Nurses/Midwives have completed a profession specific, clinically-


focused Master’s or Doctoral Degree and practice at a higher level than that of the 


Specialist. The APN/APM have a separate Scope of Practice that regulates their practice. 


 
Figure 3: NMC LICENSING AND REGULATORY MODEL 
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The Registered Nurse (RN) and Registered Midwife (RM) 
 


Note: The education, practice, and registration requirements of the RN/RM can be found in the 


Scope of Practice for the Registered Nurse and Scope of Practice for the Registered Midwife 


respectively. A Nurse Specialist (NS) is a health care professional that practices within the Scope 


of Practice for the Registered Nurse with additional Practice Standards. 


 The Nurse Specialist 


 A Nurse Specialist is a healthcare professional that practices within the Scope of Practice 


for the Registered Nurse and:  


 Successfully completes a post-graduate qualification of at least one year in duration 


related to their area of specialty 


 Continues to meet the re-licensure requirements of the regulatory body 


 


Education 


Specialist education will be conducted through formally organized programs in academic 


institutions recognized by the UAE NMC, with qualified faculty and specific admission 


requirements. Requirements for entry to a specialist program in the UAE will stipulate that the 


student will be licensed as a Registered Nurse/Midwife in the UAE.  


 


Practice 


Nurse Specialists will have expanded knowledge and clinical expertise in a specific field. To ensure 


and maintain competence in this field they must work in the area of specialized practice. The 


Nurse Specialist will act as a resource and leader for staff, patients, families and the community, 


and will act as an advocate for their specialty. They will develop and implement teaching and 


learning strategies that support and enhance their field, and will apply critical thinking skills using 


a health systems approach to problem-solve and make complex decisions in specialty contexts. 


 


The Nurse Specialist will be expected to lead in the development of robust contemporary 


evidence from appropriate sources to assist in professional decision making in all aspects of safe 


specialized nursing practice. They will cultivate innovative change-management processes and 


adaptations to specialty practice, and will be expected to lead in the design, implementation, and 


evaluation of quality improvement processes. The Nurse Specialist will be able to influence care 


delivery through engagement in policy development at an institutional, national, or international 


level.  


 


Registration/Re-Registration 


The Nurse Specialist functions within the Scope of Practice for the Registered Nurse and will have 


the specialist qualification documented on their license in the form of a recordable qualification. 


The Registered Nurse who has recently completed a specialist program will apply to the 


regulatory body to have their qualification added to their license. To re-register at the end of the 


licensure period, the Nurse Specialist must be working in the field of their specialty and 


demonstrate continuing education hours related to that specialty.  
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The Advanced Practice Nurse (APN) and Advanced Practice Midwife 
(APM) 
 


A specialized Advanced Practice Nurse and Midwife is a health care professional that practices 


within the Scope of Practice for the Advanced Practice Nurse or Scope of Practice for the 


Advanced Practice Midwife respectively. 


 The Advanced Practice Nurse and Midwife 


 An Advanced Practice Nurse or Midwife Specialist is a healthcare professional that 


practices within the Scope of Practice for the Advanced Practice Nurse or Midwife and:  


 Successfully completes a clinical Master’s or Doctoral Degree in Nursing or 


Midwifery 


 Continues to meet the re-licensure requirements of the regulatory body 


 


Education 


Advanced practice education will be conducted through formally organized programs in academic 


institutions recognized by the UAE NMC with qualified faculty and specific admission 


requirements. Requirements for entry to an advanced practice program in the UAE stipulate that 


the student will be licensed as a Registered Nurse or Midwife in the UAE. The education level will 


be a clinical Master’s or Doctoral Degree. 


 


Requirements for entry into advanced practice training in the UAE will stipulate that the student 


is licensed as a Registered Nurse or Registered Midwife in the UAE with at least 24-months of 


clinical experience in the specialty area of practice. Advanced Practice Nurses and Midwives 


educated outside the UAE will be licensed according to criteria set up by the UAE NMC. 


 


Practice 


The advanced practitioner will be expected to implicitly understand his/her own accountability, 


and work collaboratively with other clinicians to secure the best care for each patient. The 


Advanced Practice Nurse/Midwife will function in a variety of role dimensions including health 


care provider, coordinator, consultant, educator, advocate, coach, researcher, role model, and 


leader. The advanced practice role will include prescriptive authority and the ability to refer 


clients to other healthcare professionals. They will provide leadership in the coordination of 


multidisciplinary healthcare for integrated delivery of patient care services and participate in 


local, national, and international policy making, in collaboration with professional organizations, 


to influence equitable healthcare, and the maintenance of the advanced practice role. 


 


In collaboration with the relevant authorities, employers, payers and professional colleagues, 


discussions about supervision, collaboration or independent practice, as well as prescribing rights 


are required to be developed as the model for advanced practice continues to be explored. 
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Registration/Re-Registration 


The Advanced Practice Nurse/Midwife will have a separate license and scope of practice from the 


Registered Nurse/Registered Midwife. They will not be required to hold or maintain an additional 


Registered Nurse/Registered Midwife license. The Registered Nurse/Registered Midwife who has 


recently completed advanced practice education will apply to regulatory body to obtain the 


Advanced Practice license. To re-register at the end of the licensure period, the Advanced Practice 


Nurse/Midwife will be required to be working in the field of advanced practice and be able to 


provide evidence of continuing education hours for that specialty.  


 
Figure 4: Summary of Specialization Model 
 


 OVERVIEW OF SPECIALIZATION  


Title 
Registered Nurse 
Registered Midwife 


Nurse Specialist 
Advanced Practice Nurse 
Advanced Practice Midwife 


Definition 


A health care 
professional 
specializing in nursing 
or midwifery 


A registered nurse who has 
acquired post-graduate 
qualifications in a specialty 
area 


A registered nurse or 
midwife who has acquired 
additional post-graduate 
education for expanded and 
autonomous practice 


Scope of 
Practice 


Registered Nurse 
Registered Midwife 


Registered Nurse 
Advanced Practice Nurse 
Advanced Practice Midwife 


Licensure 
Registered Nurse 
Registered Midwife 


Registered Nurse 
Advanced Practice Nurse 
Advanced Practice Midwife 


Recordable 
Qualification 


None Area of Specialty 
None 
 


Level of 
Education 


NURSING: Bachelor’s 
Degree  
MIDWIFERY: 
Bachelor’s Degree or 
Post-graduate Diploma 
in Midwifery 


Post-Graduate Nursing 
Qualification 


Profession-specific Clinical 
Masters / Doctoral Degree 


Priority Areas 
for UAE 


N/A 


Critical Care 
Pediatrics 
Community 
Mental Health 


To be determined 
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NURSE SPECIALIST PRACTICE STANDARDS 
 


PRACTICE STANDARDS FOR THE CRITICAL CARE NURSE SPECIALIST 
 


Practice Standard 1 


Critical care nurses use specialised skills and specialized knowledge to continuously assess, 


monitor, and manage patients for the promotion of optimal physiological balance. 


Criteria: 


The critical care nurse: 


 Validates physiological, psychosocial, cultural, developmental, and spiritual data based on 


the patient’s condition using all available and appropriate resources 


 Mitigates against risks associated with invasive hemodynamic monitoring devices 


 Uses information gathered from various sources to manipulate therapies such as vasoactive, 


inotrope and anti-arrhythmic therapies to achieve desired outcomes whilst mitigating against 


associated risks 


 Uses invasive technical equipment such as mechanical ventilation, dialysis and hemodynamic 


assistive devices safely whilst mitigating against associated risks 


 Advocates for and evaluates the effectiveness of infection control practices 


 Makes decisions about priorities of care in life-threatening situations. 


 Integrates all assessment findings into a collaborative plan of care. 


 Coordinates and implements the plan of care according to one’s scope of practice. 


 Anticipates, prevents, prepares for, recognises, and intervenes in life-threatening situations 


 Manages multiple therapies in the context of continuously evolving patient needs 


 Demonstrates flexibility and the ability to remain patient-focused in a rapidly changing 


environment 


 


 


 


 


 


 


 


 







Model for Nursing and Midwifery Specialization 


UAE Nursing and Midwifery Council   16 


 


 


 


Practice Standard 2 


Critical care nurses promote and facilitate optimal comfort and well-being in a highly 


technological environment that is often unfamiliar to patients and families. 


Criteria: 


The critical care nurse: 


 Manages the environment to mitigate the presence and effects of noxious stimuli 


 Discerns sources of discomfort, such as, but not limited to, pain, agitation, delirium, thirst, 


etc., and implements individualized therapies (pharmacological and non-pharmacological) to 


prevent and/or alleviate suffering 


 Preserves dignity by respecting personal privacy and diversity 


 Communicates information in a respectful manner that is attentive to the patients’/families’ 


hopes and that is appropriate to their needs, stage of development and level of 


understanding. 


 


Practice Standard 3 


Critical care nurses foster mutually beneficial partnerships with patients and families based on 


trust, dignity, respect, communication, and collaboration. The patient defines family. 


Criteria: 


The critical care nurse: 


 Gathers data concerning patients’/families’ needs and responses to the critical care 


experience and accesses appropriate resources to address identified concerns. 


 Shares and validates information with patients/families in an open, accurate and consistent 


manner 


 Seeks out, listens to and honours patients’/families’ perspectives when planning and 


delivering care. 


 Advocates with patients/families to address their expectations and needs. 


 Provides unrestricted access to family members based on the patient’s wishes, respecting 


the need for privacy as the environment and situation allows. 
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Practice Standard 4 


Critical care nurses provide care that adheres to contemporary evidence-based guidelines and 


established safety standards and protocols with clinical expertise and consideration of patient’s 


preferences, experience and values when providing care in a high-risk environment. 


Criteria: 


The critical care nurse: 


 Participates in the culture of inquiry by questioning current practice for critically ill patients 


and their families and seeking evidence to change or justify nursing practices. 


 Integrates data to anticipate, prevent, and recognize injury or dysfunction that may 


contribute to a life-threatening health crisis or long-term alteration in health. 


 Describes clinical problems using evidence generated within a clinical setting, such as patient 


assessment data, outcomes management, and quality-improvement data 


 Participates in evaluating evidence to determine applicability to practice 


 Assists with integrating evidence into policy, procedure, and practice 


 Implements practice changes based on evidence, clinical expertise, and patient 


preferences to improve care processes and patient outcomes 


 Evaluates outcomes of evidence-based decisions and practice changes for individuals, 


groups, and populations to determine best practices 


 Disseminates information regarding best practices supported by evidence to improve quality 


of care and patient outcomes 


 Participates in research activities and strategies to sustain an evidence-based practice culture 
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Practice Standard 5 


When the goal of care changes from life-sustaining therapies to end-of-life, critical care nurses 


support patients and families through this transition. 


Criteria: 


The critical care nurse: 


 Promotes the discussion of advanced care planning/directives with patients/ families. 


 Recognizes that the palliative approach integrates the principles of palliative care (i.e., 


symptom management, patient-centred approach) throughout a patient’s experience and 


not just reserved for the final days of life 


 Collaborates with the patient, family and interdisciplinary team to determine end of life 


wishes, identify available resources, and implement strategies to promote dignity, comfort, 


and quality care at the end-of-life. 


 Accesses appropriate resources to guide ethically complex situations and foster effective 


coping strategies and possible resolutions. 


 Maintains ongoing communication with the family and interdisciplinary team about the 


palliative approach/care at end of life, while providing them with continuous emotional 


support. 


 


Practice Standard 6 


Critical care nurses promote collaborative practice in which the contribution of the patient, family 


and each interdisciplinary team member is solicited, acknowledged, and valued. 


Criteria: 


The critical care nurse: 


 Explains and promotes their role and responsibilities to patients, families and other 


interdisciplinary team members. 


 Demonstrates effective interpersonal communication, leadership, negotiation, and conflict 


resolution skills to promote positive relationships with colleagues, patients, and families. 


 Accepts accountability for their autonomous professional contributions and collaborates to 


determine the best care provider based on respect for the unique roles, responsibilities, and 


shared competencies. 


 Emphasizes the value of shared responsibility in decision making and supports the use of 


shared leadership and coordinating roles. 


 Consults with appropriate individuals to establish/review the plan of care and promote 


continuity of care. 


 Invites participation of patients/families in the discussion, planning and decision- making 


surrounding the plan of care. 
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Practice Standard 7 


Critical care nurses provide leadership by fostering a culture conducive to collaboration, quality 


improvement, safety, professional growth, well-being, and responsible resource utilization. 


Criteria: 


The critical care nurse: 


 Incorporates professional, legal, ethical, and critical care specific standards into practice. 


 Maintains critical care and professional competency by supporting well-being with effective 


self-care practices, by engaging in reflective practice, by self-assessment of learning needs, 


and by participating in continuous professional development. 


 Advocates for adequate numbers of knowledgeable and skilled critical care nursing staff to 


provide safe, compassionate, competent, and ethical care for all patients. 


 Seeks out and incorporates patient and family feedback into quality improvement activities. 


 Actively participates in adverse event or near-miss recognition, response to, disclosure, 


reporting, and prevention of recurrence. 


 Promotes research, evidence-informed practice, and dissemination of nursing knowledge. 


 Uses quality improvement findings, research, and knowledge translation to promote positive 


change for nursing practice and health care delivery. 


 Actively mitigates against high risk medication errors 


 Promotes advancement of the profession through participation in professional organizations, 


writing, publishing, and presentations for professional or lay audiences 


 Acts as a resource person, educator, role model, preceptor, advocate and/or mentor for 


students, peers and interdisciplinary team members. 


 Contributes to and supports healthy work environments that enhance the critical care 


environment and the quality of work life balance 


 Promotes development and implementation of innovative solutions 


 Participates in strategies and activities to promote healthy communities 
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PRACTICE STANDARDS FOR THE COMMUNITY HEALTH NURSE SPECIALIST 


 


Practice Standard 1 


Community health nurses integrate health promotion into their practice. Health promotion is the 


process of enabling people to increase control over, and to improve, their health. 


Criteria: 


The community health nurse: 


 Collaborates with individuals, families, groups, communities, populations or systems to do a 


comprehensive assessment of assets and needs, acknowledging that differences exist in 


assets and needs of different members of the population 


 Uses a variety of information sources including community wisdom to access high quality 


data and research findings related to health at the international, national, emirate and 


regional levels to plan programs and services. 


 Seeks to identify the root causes of illness, disease and inequities in health 


 Considers socio-political issues that may underlie individual, family, group, community, 


population or system problems 


 Recognizes the impact of specific issues such as political climate, will, values and culture, 


historical context, client readiness, and social and systemic structures on health 


 Facilitates change with the individual, family, group, community, population or system 


 Demonstrates knowledge of determinants of health and effectively implements multiple 


health promotion strategies 


 Identifies strategies for change that will make it easier for people to make healthier choices 


 Collaborates with the individual, family, group, community or population, to support them to 


overcome health inequities and take responsibility for maintaining or improving their health 


by increasing their knowledge, influence and control over the determinants of health 


 Understands and uses social marketing, media and advocacy strategies, in collaboration with 


others, to raise awareness of health issues and place issues of social justice and health equity 


on the public agenda 


 Applies relevant theories and concepts to shift social norms and change behaviors in 


partnership with others while working on enabling factors to overcome barriers in the social 


and physical environment 


 Uses a client centered approach to help the individual, family, group, community and 


population to identify strengths and available resources to access health and act to address 


their needs 
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 Evaluates and modifies population health promotion programs as needed in partnership with 


the individual, family, group, community, population or system in partnership with 


individuals, employers and policy makers 


 


Practice Standard 2 


Community health nurses integrate prevention and health protection activities into practice to 


minimize the occurrence of diseases or injuries and their consequences 


Criteria: 


The community health nurse: 


 Participates in surveillance activities; analyses and utilizes this data to identify and address 


health issues within a population or community 


 Recognizes patterns and trends in epidemiological data and service delivery and initiates 


strategies to improve health 


 Recognizes the differences between the levels of prevention (primary, secondary, tertiary) 


and selects the appropriate level of intervention 


 Facilitates informed decision making for protective and preventive health measures 


 Helps individuals, families, groups, communities, populations or systems identify potential 


risks to health including contributing to emergency and/or disaster planning, being 


knowledgeable about specific emergency / disaster plans and promoting awareness of the 


plan(s) amongst individuals, families, groups and communities 


 Uses harm reduction principles grounded in the concepts of health equity and social justice, 


to identify and reduce or remove risk factors in a variety of environments and settings 


including homes, neighborhoods, workplaces, and schools 


 Provides prevention and protection services for the individual, family, group or community 


to address issues such as communicable disease, injury, chronic disease, physical 


environment (e.g. clean air, water, land) and community emergencies or disasters 


 Applies epidemiological principles for planning strategies such as screening, surveillance, 


immunization, communicable disease response and outbreak management and education 


 Engages in collaborative, interdisciplinary and inter-sectorial partnerships to address health 


risks of the individual, family, group, community, population or system recognizing that some 


individuals and groups are disproportionately affected 


 Practices in accordance with legislation and regulation relevant to community health practice 


(e.g. public health legislation, child protection legislation and /federal regulatory 


frameworks). 
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Practice Standard 3 


Community health nurses integrate health maintenance, restoration and palliation into their 


practice. These are systematic and planned methods to maintain maximum function, improve 


health and support life transitions including acute, chronic or terminal illness and end of life care. 


Criteria: 


The community health nurse: 


 Assesses the health status and functional competence of the individual, family, group, 


community, population or system within the context of their environmental and social 


supports 


 Develops mutually agreed upon plans and priorities for care with the individual, family, 


group, community, population or system 


 Identifies a range of strategies including health promotion, health teaching, disease 


prevention and direct clinical care strategies along with short and long-term goals and 


outcomes 


 Maximizes the ability of an individual, family, group, community, population or system to 


take responsibility for and manage their health needs according to resources and personal 


skills available 


 Supports informed decision making; acknowledges diversity, unique characteristics and 


abilities; and respects the individual, family, group, community or population’s specific 


requests 


 Adapts community health nursing techniques, approaches and procedures to health 


challenges and the challenges related to equity in health in a particular community situation 


or setting 


 Uses knowledge of the community to link with and refer to community resources or develop 


appropriate community resources as needed 


 Facilitates maintenance of health and the healing process for the individual, family, group, 


community, population or system in response to significant health emergencies or other 


community situations that negatively impact health 


 Evaluates outcomes systematically and continuously in collaboration with the individual, 


family, group, community, population or system including other health practitioners and 


inter-sectorial partners 
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Practice Standard 4 


Community health nurses connect with others to establish, build and nurture professional 


relationships. These relationships promote maximum participation and self-determination of the 


individual, family, group, community or population. 


Criteria: 


The community health nurse: 


 Builds a network of relationships and partnerships with a wide variety of individuals, families, 


groups, communities, organizations and systems (e.g. community and volunteer service 


organizations, businesses, faith communities, other health professionals, and other sectors) 


to address health-related issues and support health equity 


 Uses a holistic and comprehensive mix of community and population based strategies such 


as coalition building, inter-sectorial collaboration, partnerships and networking to overcome 


health inequities 


 Assesses individual, family, groups, community and system beliefs, attitudes, feelings and 


values about health and health inequities and their potential effect on the relationship and 


intervention 


 Is aware of and uses culturally relevant communication strategies when building 


relationships.  


 Respects, trusts and supports or facilitates the ability of the individual, family, group, 


community, population or system to identify, solve and improve their own health issues 


 Involves the individual, family, group, community, population or system as an active partner, 


applying community development principles, to identify relevant needs, perspectives and 


expectations 


 Recognizes and promotes the development of health enhancing social support networks as 


an important determinant of health 


 Promotes and supports linkages with appropriate community resources (e.g. hospice or 


palliative care, parenting groups) when the individual, family, group, community, population 


or system is ready to receive them 


 Maintains professional boundaries in long-term relationships in the home or other 


community settings where professional and social relationships may become blurred 


 Negotiates an end to the relationship, in a professional manner, when appropriate 
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Practice Standard 5 


Community health nurses build individual and community capacity by actively involving and 


collaborating with individuals, families, groups, organizations, populations, communities and 


systems. 


Criteria: 


The community health nurse: 


 Works collaboratively with the individual, family, group, community, population or system 


(including other health care providers) to identify needs, strength, available resources and 


strategies for action 


 Engages the individual, family, group, community, population or system in a consultative 


process from a foundation of equity and social justice 


 Recognizes and builds on the readiness of the individual, family, group, community or system 


to participate and act 


 Uses empowering strategies such as mutual goal setting, visioning and facilitation 


 Understands group dynamics and effectively uses facilitation skills to support group 


development 


 Helps the individual, family, group, community or system to participate in issue resolution to 


address their determinants of health 


 Helps groups and communities to gather available resources that support taking action to 


address their health issues 


 Actively shares knowledge with other professionals and community partners and appreciates 


the importance of collaborative team work 


 Supports the individual, family, group, community, and population to advocate for 


themselves 


 Encourages lifestyle choices that support health 


 Applies principles of social justice and advocates for those who are not yet able to take action 


for themselves 


 Uses a comprehensive mix of strategies to address unique needs and to build individual, 


family, group, community, population or system capacity 


 Supports community action to influence policy change in support of health 


 Actively works with community partners including health professionals to build capacity for 


health promotion 


 Evaluates the impact of change on the health outcomes of the individual, family, group, 


community, population or system 







Model for Nursing and Midwifery Specialization 


UAE Nursing and Midwifery Council   25 


 


 


Practice Standard 6 


Community health nurses facilitate access and equity by working to make sure that resources and 


services are equitably distributed throughout the population and reach the people who most need 


them. 


Criteria: 


The community health nurse: 


 Assesses and understands the capacity of the individual, family, group, community, 


population or system 


 Assesses, in collaboration with partners, the norms, values, beliefs, knowledge, resources and 


power structures of the client (individual, family, group, community, population or system) 


 Identifies and facilitates universal and equitable access to available services 


 Collaborates with colleagues and other members of the health care team and community 


partners to promote effective working relationships that contribute to comprehensive client 


care and optimal client care outcomes 


 Collaborates with individuals, families, groups, communities, populations or systems to 


identify and provide programs and methods of delivery that are acceptable to them and 


responsive to their needs across the life span 


 Provides culturally sensitive care in diverse communities and settings 


 Supports the individual, family, group, community and population’s right to choose alternate 


health care options 


 Advocates for equitable access to health and other services and equitable resource allocation 


 Mobilizes resources to support health by coordinating and planning care, services, programs 


and policies 


 Refers, coordinates or facilitates access to services in the health sector and other sectors 


 Adapts practice in response to the changing health needs of the individual, family, group, 


community, population or system 


 Uses strategies such as home visits, outreach to overcome inequities and facilitate access to 


services and health-supporting conditions for potentially vulnerable populations (e.g. 


persons who are ill, elderly, young, poor, immigrants, isolated or have communication 


barriers) 


 Analyses and addresses the impact of the determinants of health on the opportunities for 


health for individuals, families, groups, communities, populations and systems 


 Advocates for healthy public policy and social justice by participating in legislative and policy-


making activities that influence determinants of health and access to services 
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 Acts with and for individuals, families, groups, communities, populations and systems at the 


organizational, emirate and federal levels to address service gaps, inequities in health and 


accessibility issues 


 Monitors and evaluates changes and progress in access to relevant community services that 


support the determinants of health 


 


Practice Standard 7 


Community health nurses demonstrate responsibility and accountability as a fundamental 


component of their professional and autonomous practice. 


Criteria: 


The community health nurse: 


 Assesses and identifies risk management issues and takes preventive or corrective action 


individually or in partnership to protect individuals, families, groups, communities, 


populations, and organizations from unsafe, unethical, illegal or socially unacceptable 


circumstances 


 Identifies ethical dilemmas about whether responsibility for issues lie with the individual, 


family, group, community, population, or system or with the nurse or the nurse’s employer 


 Makes decisions using ethical standards and principles, taking into consideration one 


individual’s rights over the rights of another, individual or societal good, allocation of scarce 


resources, and quantity versus quality of life 


 Seeks help with problem solving, as needed, to determine the best course of action when 


responding to ethical dilemmas, risks to human rights and freedoms, new situations and new 


knowledge 


 Provides leadership by creating change within communities and systems 


 Advocates for societal change to support health for all based on the concepts of health equity 


and social justice 


 Uses current evidence and informatics (including information and communication 


technology) to identify, generate, manage and process relevant data to support nursing 


practice 


 Identifies and acts on factors which affect practice autonomy and delivery of quality care 


 Acts as a resource person, educator, role model, preceptor, advocate and/or mentor for 


students, peers and interdisciplinary team members. 


 Promotes advancement of the profession through participation in professional organizations, 


writing, publishing, and presentations for professional or lay audiences 
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 Identifies and works proactively (individually or by participating in relevant professional 


organizations) to address nursing issues that will affect the individual, family, group, 


community, population or system. 


 Appreciates and develops teamwork skills that contribute proactively to the quality of the 


work environment by identifying needs, issues and solutions, using conflict resolution skills 


and collaborative decision making 


 Advocates for effective and efficient use of community health nursing resources 


 Seeks professional development experiences that are consistent with current community 


health nursing practice, new and emerging issues, the changing needs of the population, the 


evolving knowledge of the impact of inequities or social injustices, determinants of health, 


and emerging research 


 Acts on legal obligations to report to relevant authorities any situations involving unsafe or 


unethical care. This care may be provided by family, friends or other individuals and involve 


or be directed toward children or vulnerable adults 


 Uses available resources to systematically evaluate the achievement of desired outcomes 


including the availability, acceptability, efficiency, and effectiveness for quality improvement 


in community health nursing practice and the work environment 


 Promotes development and implementation of innovative solutions 
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PRACTICE STANDARDS FOR THE MENTAL HEALTH NURSE SPECIALIST 


 


Practice Standard 1 


Mental health nurses develop therapeutic relationships from which they can enter into 


partnerships with clients, and using human sciences and the art of caring, develop helping 


relationships 


Criteria: 


The mental health nurse: 


 Assesses and clarifies the influences of personal beliefs, values, and life experience on the 


therapeutic relationships and distinguishes between social and therapeutic relationships 


 Works in partnership with diverse and heterogeneous populations, families, and relevant 


others to determine goal-directed needs and to establish an environment that is conducive 


to goal achievement 


 Uses a range of therapeutic verbal and non-verbal communication skills that include 


empathy, active listening, observing, genuineness, and curiosity 


 Recognises the influence of age, culture, class, ethnicity, language, stigma, and social 


exclusion on the therapeutic process and negotiates care that is sensitive to these influences 


 Mobilises and advocates for resources that improve community integration and increase the 


ability of diverse and heterogeneous populations and their families, including those isolated 


geographically, to access mental health services 


 Understands and responds to human reactions to distress and loss of control that may be 


expressed as anger, anxiety, fear, grief, helplessness, hopelessness, and humour 


 Recognises and respects the client’s expert and unique knowledge, and facilitates the client’s 


behavioural, developmental, emotional, or spiritual change while acknowledging and 


supporting the client’s participation, responsibility, and choices in his/her care 


 Respects the client’s and family’s lived expertise and unique knowledge in promoting 


recovery 


 Fosters mutuality of the relationship by reflectively critiquing therapeutic effectiveness 


through client and family responses and feedback, clinical supervision, and self- evaluation 


 Understands the nature of chronic illness and applies the principles of health promotion and 


disease prevention when working with clients and families in the promotion of recovery 
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Practice Standard 2 


Mental health nurses use advanced skills and specialized knowledge to continuously assess, 


monitor, and manage clients and families for the promotion of optimal mental health 


Criteria: 


The mental health nurse: 


 Collaborates with clients and with other members of the health care team to gather holistic, 


client-cantered assessments through observation, engagement, examination, interview 


(using respectful, recovery focussed language), and consultation while attending to 


confidentiality and pertinent legal statutes 


 Validates data to identify health status, potential for wellness, health care deficits, potential 


for risk to self and others; alterations in thought content and/or process, affect behaviour, 


communication and decision-making abilities; substance use and dependency; and history of 


trauma and/or abuse (emotional, physical, neglect, sexual, or verbal) 


 Formulates and documents a plan of care in collaboration with the client, family, and mental 


health team that supports recovery and reintegration/social inclusion in the community 


through discharge planning and provision for ongoing support, all while recognising 


variability in the client’s ability to participate in the process 


 Refines and expands client assessment information by assessing and documenting significant 


change(s) in the client’s status, and by comparing new data with the baseline assessment and 


client goals 


 Assesses and anticipates potential needs and risks, collaborating with the client to examine 


his/her environment for risk factors such as self-care, housing, nutrition, economic support, 


psychological state, and social interactions 


 Determines the most appropriate and available therapeutic modality that meets the client’s 


needs, and assists the client to access necessary resources 
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Practice Standard 3 


Mental health nurses implement therapeutic interventions whilst protecting the client at risk for 


harm to self or others whist attempting to include the client in all aspects of decision-making. 


Criteria: 


The mental health nurse: 


 Utilises and evaluates evidence-based interventions to provide ethical, culturally competent, 


safe, effective, and efficient nursing care consistent with the mental, physical, spiritual, 


emotional, social, and cultural needs of the individual 


 Assists, educates, and empowers clients to select choices which support informed decision-


making and provides information about the possible consequence(s) of the choice 


 Supports clients to draw on their own assets and resources for self-care, daily living activities, 


resource mobilisation, and mental health promotion 


 Uses technology appropriately to perform safe, effective, and efficient nursing intervention 


 Uses knowledge of age-specific implications of psychotropic medications and administers 


medications accurately and safely, monitoring therapeutic responses, reactions, untoward 


effects, toxicity, and potential incompatibilities with other medications or substances and 


provides medication education with appropriate content 


 Utilises therapeutic elements of group process 


 Incorporates knowledge of family dynamics, cultural values, and beliefs in the provision of 


care 


 Collaborates with the client, health care providers, and community members to access and 


coordinate resources such as employment, education, and volunteering, and seeks feedback 


from the client and others regarding interventions 


 Encourages and assists clients to seek out mutual support groups and to strengthen social 


support networks 


 Seeks out the client’s response to, and perception of, nursing and other therapeutic 


interventions and incorporates it into practice 


 Ensures care for individuals of different populations (e.g. incarcerated individuals, individuals 


with intellectual disabilities) from therapeutic and rehabilitative perspectives 
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Practice Standard 4 


Mental health nurses effectively manage rapidly changing situations in critical circumstances that 


may be termed psychiatric emergencies. These situations include risk factors for self-harm, 


aggressive behaviours, and rapidly changing mental and physical health states 


Criteria: 


The mental health nurse: 


 Utilises the therapeutic relationship throughout the management of rapidly changing 


situations 


 Assesses the client using a comprehensive holistic approach for actual or potential health 


issues, problems, risk factors, and/or crisis/emergency/catastrophic situations 


 Knows about resources required to manage actual and potential crisis/emergency/ 


catastrophic situations and plans access to these resources 


 Monitors client safety and utilises continual assessment to detect early changes in client 


status, and intervenes accordingly 


 Implements timely, age-appropriate, and client-specific crisis/emergency/catastrophic 


interventions as necessary 


 Uses trauma-informed care when managing crisis situations with clients to minimise further 


trauma and interference with recovery objectives 


 Commences critical procedures when necessary which, in an institutional setting, includes 


suicide precautions, emergency restraint, elopement precautions, and infectious disease 


management and, in a community setting, includes community support systems such as 


police, ambulance, and crisis response resources 


 Utilises a least restraint approach to care 


 Evaluates the effectiveness of the rapid responses with the client and modifies critical plans 


as necessary 


 Involves, with client collaboration, the family and significant others to identify the 


precipitates of the event and to plan ways to minimise risk of recurrence 


 Utilises safety measures to protect client, self, and colleagues from potentially abusive 


situations in the work environment 


 


 


 







Model for Nursing and Midwifery Specialization 


UAE Nursing and Midwifery Council   32 


 


 


 


 


Practice Standard 5 


The mental health nurse attempts to understand the life experience of the client and uses this 


understanding to support and promote learning related to health and personal development. The 


nurse provides health promotion information to individuals, families, communities, and different 


populations. 


Criteria: 


The mental health nurse: 


 Collaborates with the client to determine learning needs, emphasising and supporting the 


client’s potential for recovery 


 Plans and implements health promotion education with the client while considering the 


context of the client’s life experiences, readiness, culture, literacy, language, preferred 


learning style, and available resources 


 Explores options and resources with the client to build knowledge for making informed 


choices related to health needs and for accessing the system as needed 


 Incorporates knowledge of diverse learning models and principles, including the principles of 


recovery, when creating learning opportunities for clients 


 Provides guidance, support, and relevant information (with appropriate critiques) to clients, 


families, and significant others 


 Documents the teaching/learning process (assessment, implementation, client involvement, 


and evaluation) 


 Determines with the client the effectiveness of the educational process and collaboratively 


develops or adapts it to meet learning needs 


 Engages in teaching/learning opportunities as a partner with clients, families, and community 


agencies 


 


 


 


 


 


 


 


 







Model for Nursing and Midwifery Specialization 


UAE Nursing and Midwifery Council   33 


 


 


 


 


Practice Standard 6 


The mental health nurse advocate for clients’ rights to receive the lease restrictive form of care 


and to respect and affirm clients’ rights to self-determination in a safe and equitable manner.  


Criteria: 


The mental health nurse: 


 Identifies philosophies, attitudes, values, and beliefs of the workplace culture that affect the 


nurse’s performance, safety, and compassion, and responds appropriately 


 Understands how the determinates of health affect community well-being and mental health 


nursing practice 


 Understands relevant legislation and its implications for nursing practice, and utilises it 


appropriately 


 Expands and incorporates knowledge of innovations and changes in mental health psychiatric 


nursing practice to ensure safe, confidential, and effective care 


 Ensures and documents ongoing review and evaluation of psychiatric-mental health nursing 


care activities 


 Participates in dialogue and critical reflection about the interdependent functions of the 


team within the overall plan of care 


 Advocates for the client within the context of the health care environment 


 Advocates for continuous improvement to the organizational/systemic structures consistent 


with the principles of safe, ethical, and competent care 


 Recognises the dynamic changes in health care locally and globally and, with stakeholders, 


supports strategies to manage these changes 
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Practice Standard 7 


The mental health nurse can plan and implement collaborative care, apply recovery principles, 


promote mental health, consult with community members, and advocate for the mental health of 


their clients and others. 


Criteria: 


The mental health nurse: 


 Collaborates with clients/families/significant others and other stakeholders to facilitate safe, 


supportive, and respectful environments for all persons 


 Actively participates to sustain and promote a climate which supports ethical practice and a 


moral community 


 Understands and utilises quality outcome indicators and strives for continuous quality 


improvement 


 Seeks to utilise constructive and collaborative approaches to resolve differences among 


members of the health care team which may impact care 


 Participates in developing, implementing, and critiquing mental health policy which fosters 


recovery and continuity of care 


 Acts as a resource person, educator, role model, preceptor, advocate and/or mentor for 


students, peers and interdisciplinary team members. 


 Utilises knowledge of collaborative strategies for social action in working with consumer and 


advocacy groups 


 Pursues opportunities to reduce stigma and to promote social inclusion and community 


integration for clients 
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PRACTICE STANDARDS FOR THE PAEDIATRIC NURSE SPECIALIST 


Practice Standard 1 


Paediatric nurses use advanced skills and specialized knowledge to continuously assess, monitor, 
and manage patients and families for the promotion of optimal physiological balance. 


Criteria: 


The critical care nurse: 


 Validates physiological, psychosocial, cultural, developmental, and spiritual data based on 
the patient’s condition using all available and appropriate resources 


 Evaluates performance of educational activities and integrates into plan of care 


 Advocates for and evaluates the effectiveness of infection control practices 


 Integrates all assessment findings into a collaborative plan of care 


 Implements care in collaboration with the family, appropriate to the patient’s developmental 
stage 


 Implements safety measures for individual children, families and others on the unit and 
throughout the institution 


 Provides a supportive environment for the child and family to facilitate participation in the 
care provided 


 Anticipates, prevents, prepares for, recognises, and intervenes in life-threatening situations 


 Manages multiple therapies in the context of continuously evolving patient and family needs 


 Demonstrates flexibility and the ability to remain patient/family-focused in a rapidly 
changing environment 


 
Practice Standard 2 


Paediatric nurses advocate for patients, families and healthcare workers about patient and family 
rights including identifying vulnerable patients or family groups, informing others about a patient 
or a group of patients’ needs, or supporting patients to empower them to achieve their goals 


Criteria: 


The paediatric nurse: 


 Advocates for organizational, environmental and practice changes to ensure that the unique 
health needs of children are met. 


 Protects the human and legal rights of the paediatric patient and family working with social 
service agencies and courts particularly when child abuse, neglect or other forms of family 
violence are suspected. 


 Actively supports leadership activities such as promoting a legislative agenda and professional 
organization activities designed to influence health care practice and policies for children, 
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families and communities. 


 Assists children and families in informed decision making and participation in planning of care 


 Advocates for children and parents to protect their rights according to emirate and federal 
law and to support their active participation in aspects of their care 


 
Practice Standard 3 


Paediatric nurses foster mutually beneficial partnerships with patients and families based on trust, 
dignity, respect, communication, and collaboration. 


Criteria: 


The paediatric nurse: 


 Gathers data concerning patients’/families’ needs and responses to the health care 
experience and accesses appropriate resources to address identified concerns. 


 Establishes relationships with the patient’s school and other educational facilities  


 Shares and validates information with patients/families in an open, accurate and consistent 
manner 


 Seeks out, listens to and honours patients’/families’ perspectives when planning and 
delivering care. 


 Advocates with patients/families to address their expectations and needs. 


 Provides unrestricted access to family members based on the patient’s wishes, respecting the 
need for privacy as the environment and situation allows. 
 


Practice Standard 4 


Paediatric nurses provide care that adheres to contemporary evidence-based guidelines and 
established safety standards and protocols with clinical expertise and consideration of patient and 
family’s preferences, experience and values when providing care 


Criteria: 


The paediatric nurse: 


 Participates in the culture of inquiry by questioning current practice for children and their 
families and seeking evidence to change or justify nursing practices. 


 Promotes nursing activities that contribute to the dissemination and sustainability of 
evidence- based practice 


 Integrates data to anticipate, prevent, and recognize injury or dysfunction that may 
contribute to a life-threatening health crisis or long-term alteration in health. 


 Describes clinical problems using evidence generated within a clinical setting, such as patient 
and family assessment data, outcomes management, and quality-improvement data 


 Participates in evaluating evidence to determine applicability to practice 


 Assists with integrating evidence into policy, procedure, and practice 


 Implements practice changes based on evidence, clinical expertise, and patient and family 
preferences to improve care processes and patient outcomes 
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 Evaluates outcomes of evidence-based decisions and practice changes for individuals, 
groups, and populations to determine best practices 


 Disseminates information regarding best practices supported by evidence to improve quality 
of care and patient outcomes 


 Participates in research activities and strategies to sustain an evidence-based practice culture 


 
Practice Standard 5 


Paediatric nurses promote collaborative practice in which the contribution of the patient, family 
and each interdisciplinary team member is solicited, acknowledged, and valued. 


Criteria: 


The paediatric nurse: 


 Explains and promotes their role and responsibilities to patients, families and other 
interdisciplinary team members. 


 Demonstrates effective interpersonal communication, leadership, negotiation, and conflict 
resolution skills to promote positive relationships with colleagues, patients, and families. 


 Accepts accountability for their autonomous professional contributions and collaborates to 
determine the best care provider based on respect for the unique roles, responsibilities, and 
shared competencies. 


 Emphasizes the value of shared responsibility in decision making and supports the use of 
shared leadership and coordinating roles. 


 Consults with appropriate individuals to establish/review the plan of care and promote 
continuity of care. 


 Invites participation of patients/families in the discussion, planning and decision- making 
surrounding the plan of care. 
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Practice Standard 6 


Paediatric nurses provide leadership by fostering a culture conducive to collaboration, quality 
improvement, safety, professional growth, well-being, and responsible resource utilization. 


Criteria: 


The paediatric nurse: 


 Incorporates professional, legal, ethical, and paediatric specific standards into practice. 


 Maintains paediatric and professional competency by supporting well-being with effective 
self-care practices, by engaging in reflective practice, by self-assessment of learning needs, 
and by participating in continuous professional development. 


 Advocates for adequate numbers of knowledgeable and skilled paediatric nursing staff to 
provide safe, compassionate, competent, and ethical care for all patients. 


 Seeks out and incorporates patient and family feedback into quality improvement activities. 


 Actively participates in adverse event or near-miss recognition, response to, disclosure, 
reporting, and prevention of recurrence. 


 Promotes research, evidence-informed practice, and dissemination of nursing knowledge. 


 Uses quality improvement findings, research, and knowledge translation to promote positive 
change for nursing practice and health care delivery. 


 Actively mitigates against high risk medication errors 


 Promotes advancement of the profession through participation in professional organizations, 
writing, publishing, and presentations for professional or lay audiences 


 Acts as a resource person, educator, role model, preceptor, advocate and/or mentor for 
students, peers and interdisciplinary team members. 


 Contributes to and supports healthy work environments that enhance the paediatric 
environment and the quality of work life balance 


 Promotes development and implementation of innovative solutions 


 Participates in strategies and activities to promote healthy communities 
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A B S T R A C T


Background: While midwives are positioned as critical providers for improving sexual, reproductive,
maternal and newborn health outcomes in the Middle East and North African (MENA) countries, the
standards of midwifery have not been explored systematically in this region.
Aim: The purpose of this scoping review was to provide an overview of existing literature on midwifery
practice, education, and regulation in MENA countries in the context of ICM standards.
Methods: A search was conducted inclusive of English and Persian written studies published between
2000 and 2019 in CINAHL plus; Ovid MEDLINE; PubMed; Scopus; and grey literature. Title and abstract
and full-text review were performed in Covidence, and data extraction and synthesis performed using
NVivo 12.
Results: The initial search identified 7,994 articles. Overall, 139 studies were included in the review.
Although, the primary concept of most included studies was “midwifery practice”, “midwifery
regulation” was addressed in limited way. Approximately 90% were from Middle Eastern countries. Forty-
two per cent of studies used cross-sectional designs, and most originated from Iran, Jordan, and Palestine.
Diversity was found in midwifery education, practice and regulation across the MENA countries.
Midwives from different nations had uneven levels of proficiency, scope of practice, and education.
Midwifery curricula were aligned with ICM competencies in some countries. Most countries had
midwifery associations and were members of ICM. Some countries had regulations recognising
midwifery as an autonomous profession.
Conclusion: Midwifery practice, education and regulation in MENA countries were not always
comparable with ICM standards, although some progress was evident.


© 2020 Australian College of Midwives. Published by Elsevier Ltd. All rights reserved.


Statement of significance


Problem


Little is known regarding midwifery education, practice, and


regulation in countries in Middle East and North Africa.


What is already known?


The high prevalence of maternal and newborn mortality


rates in MENA countries has been associated with a lack of


professional midwives; however, there has been no system-


atic analysis of the status of midwifery and factors


preventing implementation of international standards in


these countries.


What this paper adds


This study provides a comprehensive overview of literature


regarding midwifery in MENA countries based on ICM


essential competencies. There was significant variation


across MENA region in midwifery education, practice, and


regulation, and scope of practice was limited in most


countries. Education programs lacked standards defined


by the ICM. There was no specific regulatory body for


midwives in many of these nations and midwifery was not


legally classified as an autonomous profession in many.
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ntroduction


Every minute a woman dies in childbirth or from complications
f pregnancy, adding up to some 529,000 each year, almost all in
eveloping countries [1]. Most maternal deaths are caused by
aemorrhage, obstructed labour, infection, eclampsia, and com-
lications from unsafe abortion [1]. In industrialised countries,
here women can count on skilled attendance and emergency
bstetric care at birth, maternal death is rare [2]. In most
eveloping countries however, high maternal mortality remains


 challenge due to critical shortages of health personnel to provide
dequate quality care during pregnancy and childbirth [2]. The
lobal health community has advocated for almost a decade for
cale-up of skilled birth attendance in low- and middle-income
ountries to optimise reproductive health and reduce maternal and
hild mortality [3]. Such efforts have been underpinned by the
Global Strategy for Women and Children’s Health” in many
iddle East and North African (MENA) countries, notably Djibouti,
orocco, Somalia, Sudan and Yemen [4].
The MENA region, which is sometimes known as the Arab
orld or Greater Middle East, refers to the region spanning
orizontally between Iran in the east to Morocco in the west [5]. It
omprises 21 countries: Algeria, Bahrain, Djibouti, Egypt, Iran, Iraq,
srael, Jordan, Kuwait, Lebanon, Libya, Morocco, Oman, Palestine,
atar, Saudi Arabia, Syria, Sudan, Tunisia, United Arab Emirates,
nd Yemen [5]. The Arab States can be divided into three groups
ased on the percentage of births that qualified health personnel
ttend. The first group, where most births are attended by skilled
irth attendants, includes small, mostly wealthy Gulf countries, as
ell as middle-income countries such as Lebanon, Qatar, United
rab Emirates, and Saudi Arabia [6]. The number of births
onducted by a midwife in the second category is at least 80%,
eflecting regional, social, cultural, and economic obstacles,
ncluding poor quality of maternal health services, such as in
jibouti, Egypt, and Palestine. The third group includes countries
uch as Somalia and Yemen, where qualified midwives attend an
verage of 50% of births. The situation in most countries in this
ategory can be attributed to lack of maternal services and skilled
irth attendance in remote and rural areas [6]. In most MENA
ountries, midwives encounter many challenges and constraints
elated to lack of distinct professional associations, leadership
evelopment, and support [6]. Midwives are often prone to
ccupational burnout due to unsafe environments, poor quality
ervices, and limited clinical autonomy [6]. War and political
nstability have led to insecurity and degradation of healthcare
acilities in the MENA region and, as a result, global isolation and
nderdeveloped midwifery professions in these countries [7]. The
ublic does not fully understand midwives’ positions often
iewing them as an obstetric assistant, rather than independent
rofessional. Moreover, midwifery education lacks standardised
urricula and competent midwifery training infrastructure [7].
The International Midwives Confederation (ICM) works strate-


ically to develop the midwifery profession in an attempt to
romote maternal and child health through the provision of high
uality, evidence-based health services [8]. Essential competencies
or midwifery practice, education, and regulation have been
eveloped by the ICM. These standards were are based on evidence
rom a variety of studies and defined to set benchmarks for
reparing midwives based on global norms [9]. The ICM standards
or midwifery practice outline minimum knowledge, skills and


developed global standards to promote regulatory mechanisms
for protecting the public and ensuring that safe and competent
midwives provide high standards of midwifery care to every
woman and baby [12]. Understanding variations in midwifery
practice, education, and regulation in MENA countries from ICM
standards can assist policymakers and program managers to gauge
progress against these standards and work to deliver a midwifery
profession that meets them. The purpose of this scoping review
was to provide an overview of existing literature on midwifery
practice, education, and regulation in MENA countries in the
context of ICM standards. To our knowledge, no other review has
been previously conducted on this topic. The review findings
provide guidance for policymakers and program managers around
measures required to improve midwifery in MENA countries. This
is essential in contributing to the reduction of maternal and
newborn morbidity and mortality in the region.


Methods


A scoping review is conducted to map and summarise the
nature and extent of existing literature regrading midwifery
practice, education, and regulation in MENA countries based on
ICM essential standards to identify gap by systematically search-
ing, selecting, and synthesising the evidence [13]. A preliminary
literature review of the midwifery profession in the MENA region
indicated a paucity of primary research; therefore, a scoping
review was considered ideal for establishing current under-
standings of the topic, which is useful when literature on a topic
is limited and does not lend itself to systematic review [14]. The
opportunity to capture a wide range of study designs as a means of
mapping literature makes a scoping review suitable for exploration
of MENA midwifery practice, education and regulation [13]. We
used the approach described by Arksey and O’Malley with
modifications from Levac, Colquhoun, O’Brian, and Daudt [13].
Stages performed consisted of 1) identifying the research question;
2) identifying relevant studies; 3) study selection; and 4) charting
data, collating, summarising, and reporting results [13].


Stage 1: identifying the research question


The scoping review question was: What is known about
midwifery education, practice, and regulation in the MENA region?
We defined “midwife” as a health professional educated to
undertake the roles and responsibilities of a midwife regardless
of educational pathway to midwifery.


Stage 2: identifying relevant studies


A two-step search strategy was applied. The first involved a
limited search of Cumulative Index of Nursing and Allied Health
Literature (CINAHL) and PubMed to identify keywords contained in
titles and abstracts, and index terms used. Initial search terms
were: "midwi*", "nurse-midwife", "practice", "education", "regu-
lation", "Middle East" and "North Africa". It was identified that
midwife or nurse-midwife are not the only titles used when
referring to someone with midwifery skills in the MENA region, as
terms such as “nurse”, skilled birth assistant”, "obstetric nurse" and
"maternity nurse" were commonly utilised. The second search was
performed using all identified keywords and index terms across all
included databases, namely CINAHL plus; Ovid MEDLINE; PubMed;

rofessional behaviours required to use the designation of midwife
s defined by ICM when entering midwifery practice [10]. The ICM
lobal standards for midwifery education aim to strengthen
idwifery worldwide by preparing fully qualified midwives to
rovide high quality, evidence-based health services for women,
ewborns, and childbearing families [11]. The ICM has also
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Scopus; and grey literature. Search terms are presented in Table 1.
A manual search of reference lists of identified studies and grey
literature from global initiatives including ICM, UNFPA, WHO,
UNICEF, and government organisation reports was performed as
well. Reports or published materials beyond those submitted to
ICM, UNFPA, WHO, or UNICEF were excluded from the search.
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Studies in English or Persian language and reporting on
midwifery education, practice and regulation were included. We
extended the time span for included studies from 2000 to 2019 to
explore how the midwifery profession has evolved in these
countries. We excluded secondary studies, case reports, commen-
taries, editorials, letters, or other opinion pieces.


Stage 3: study selection


Papers identified were imported into Covidence to screen and
assess eligibility for inclusion. Covidence is a web-based software
that aims to promote systematic approach for the review of
evidence and allows several reviewers to work more effectively
across the review steps [15].


A native speaker translated the Persian language papers into
English before reviewers began screening. In both the title/abstract
screening stage and the full-text screening stage, two reviewers
independently assessed the articles to identify potentially eligible
studies, and any disagreements between them were resolved by
discussion or opinion of a third reviewer. Full-text articles, which
were excluded at the screening stage, were documented on the
grounds of exclusion. The final selected full text studies were again
compared between the reviewers, with disagreements being
resolved by mutual agreement and input from all co-authors.


Stage 4: charting data and collating, summarise and reporting
results


Once screening was complete, and final included studies
determined, data were extracted using NVivo 12, facilitating
synthesis of the intentionally broad evidence included in this
review. NVivo is a qualitative analysis software package with
specific features suitable for literature reviews as it provides a clear
audit trail of processes and enhances confidence in synthesis of
findings [16]. Each included study represented a case and
customised attributes were developed to classify all necessary
information for synthesis including country, language, setting,
methodology, and findings. In addition, predetermined "nodes"
were developed according to midwifery practice, education and
regulation as defined by ICM, then direct coding of each study’s


evidence on midwifery in MENA countries, irrespective of their
quality. Moreover, the broad variety of research designs found in
this analysis made quality assessment impossible.


Classification of findings in ICM categories


According to the aim of this review in reflecting ICM
competencies, results for midwifery practice, education, and
regulation in MENA countries were classified into categories as
defined by ICM [10–12]. ICM presents essential standards of
midwifery practice in four categories: 1. General competencies, 2.
Pre-pregnancy and antenatal care, 3. Care during labour and birth,
4. Ongoing care of women and newborns [10]. The ICM essential
skills for midwifery education are classified as: 1. Organisation and
administration, 2. Midwifery faculty, 3. The student body, 4.
Curriculum, 5. Resources, facilities, and services, 6. Assessment
strategies [11]. The ICM also presents midwifery regulation in four
groups: 1. Model of regulation, 2. Protection of title, 3. Governance
for the establishment of regulatory authority and processes by
which it carries out its functions. 4. Functions by which a
regulatory authority regulates midwives. This includes sub-
categories of: scope of practice, pre-registration midwifery
education, registration, continuing competence, complaints and
discipline, and code of conduct and ethics.12]


Results


Search strategy


A total of 7,994 articles have been identified in a systematic
search. After the exclusion of duplicates, 5,395 titles and abstracts
were reviewed, 629 manuscripts have been listed for full-text
review. After full-text review, 490 were excluded, and 139
remained; of which eight were grey literature. Each of the 131
articles included in this review referred to a separate study. Most
common reasons for excluding articles were for "incorrect
concept", meaning they did not provide information about
midwifery practice, education, or regulation in MENA countries
(Fig. 1).


Table 1
Search strategy: keywords and MeSH terms for scoping review.


Keywords and Medical Subject Heading [MeSH]


(1) Midwi* OR "obstetric nurs*" OR "nurse-midwi*" OR "matern* nurs*" OR "birth attendant*" OR "birth assistant*" OR "nurs* OR Midwife [MeSH] OR Midwifery [MeSH]
OR Nurse [MeSH] OR Nursing [MeSH] OR Nurse Midwife [MeSH] OR Obstetric nurse [MeSH] OR Maternal-Child Nursing [MeSH]


(2) Childbirth* OR Obstetric* OR Pregnan* OR Prenatal OR Antenatal OR Postnatal OR Postpartum OR Intrapartum OR Perinatal OR Peripartum OR "Delivery room" OR
"Maternity ward" OR "Marten* AND Care" OR "Maternity care setting" OR "Maternity Services" OR Maternal health services [MeSH] OR Maternal-Child health
services [MeSH] OR Pregnancy [MeSH] OR Delivery, Obstetric [MeSH] OR Labour, Obstetric [MeSH] OR Childbirth [MeSH] OR Prenatal [MeSH] OR Postnatal [MeSH]
OR Parturition [MeSH] OR Maternal-Child Care [MeSH] OR Obstetric Care [MeSH]


(3) "Middle-income countries" OR "Low income countries" OR "low- and middle-income countries" OR "North Africa* countries" OR "Middle east* countries" OR
"Developing countries" OR Arabs OR Qatar* OR Palestin* OR Iran* OR Iraq* OR Bahrain* OR Israel* OR Jordan* OR Kuwait* OR Leban* OR Oman* OR Saudi Arabia OR
Syria* OR United Arab Emirate UAE OR Yemen* OR Tunisia* OR Morocc* OR Libya* OR Djibouti* OR Sudan* OR Algeria* OR Egypt* OR Middle-income countries
[MeSH] OR Low income countries [MeSH] OR low- and middle-income countries [MeSH] OR North Africa [MeSH] OR Middle East [MeSH] OR Developing countries
[MeSH] OR Arabs [MeSH] OR Qatar [MeSH] OR Palestine [MeSH] OR Iran [MeSH] OR Iraq [MeSH] OR Bahrain [MeSH] OR Israel [MeSH] OR Jordan [MeSH] OR Kuwait
[MeSH] OR Lebanon [MeSH] OR Oman [MeSH] OR Saudi Arabia [MeSH] OR Syria [MeSH] OR United Arab Emirate [MeSH] OR Yemen [MeSH] OR Algeria [MeSH] OR
Morocco [MeSH] OR Libya [MeSH] OR Djibouti [MeSH] OR Sudan [MeSH] OR Egypt [MeSH] OR Tunisia [MeSH]


Searches combined with AND: (1) AND (2) AND (3)


* Truncation symbol.

findings was applied using these nodes. Nodes acted as reposito-
ries for textual segments representing units of meaning drawn
from the literature, and concepts and categories [17].


Systematic evaluation of methodological quality of included
studies in this analysis was not carried out due to the aim of this
study, which was to provide a comprehensive overview of existing
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General characteristics of the studies


Characteristics of the 131 included studies are shown in Table 2
and full details in supplementary material. Included literature was
published in 15 different countries. Iran ranked first and Jordan
ranked second in numbers of studies. There were no identified
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tudies examining midwifery education, practice, or regulation
oncepts from Djibouti, Libya, Kuwait, Algeria, Bahrain, and Qatar.
pproximately 90% of included studies were from Middle Eastern
ountries and written in English. More than 45% were published
etween 2015 and 2019. Forty-two per cent of studies used cross-
ectional designs. Almost 19% reported on samples of nationally
epresented data. Over 60 percent of studies were conducted in
rban settings. The average sample size of included studies was 24
n qualitative studies, and 625 in quantitative and mixed method
tudies. Titles of "nurse", “nurse-midwife”, and “obstetric nurse
ere utilised in 7.8% of studies. As presented in Fig. 2, the primary
oncept of most included studies was "midwifery practice";
owever, a limited number focused on "midwifery regulation".


idwifery practice


Table 3 presents the distribution of studies based on the
ategories of "midwifery practice". A considerable number were
rom Iran, Jordan, Israel, and Palestine covering all aspects of
idwifery practice. More than 60% of studies covering “general
ompetence” were performed in Iran,10.4% in Jordan, 5.2% in Israel,


addressed less frequently, and Iran was the country with most
publications (73.3%) on this concept.


General competence


Competencies in this category covered the midwife's autonomy
and accountabilities as health professional, relationships with
women and other care providers, and care activities applying to all
aspects of midwifery practice [10]. Studies from Iran, Palestine and
Jordan indicated that clinical autonomy was restricted in these
countries due to inter-disciplinary power struggles among
physicians and midwives [18], overlap between midwife, physician
and nursing scope of practice, lack of clear midwifery job
description [18–20] predominance of the medical model of birth
[21–23], and inadequate support from the professional organisa-
tion. In Jordan, midwifery needs often merged within nursing and
being overridden by the dominance of obstetricians in maternity
care [24]. Jordanian medical professionals dictate childbirth
practice and midwives have to follow them [19]. In Iraq and
Abu Dhabi, establishing the professional role of midwife had been
challenging as their scope of practice was not clearly defined


Fig. 1. PRISMA literature search and study selection.

nd 6.5 % in Palestine. Fifty-five studies addressed the concept of
care during labour", from which more than 50% were from Iran.
ompared to other categories, only a few (n = 14) examined “pre-
regnancy and antenatal care”. About 65% of these were from Iran,
.1% from Bahrain, and 14.3% from Jordan and Palestine. Another
ategory of practice, “ongoing care of women and newborns”, was
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[25,26]. Undefined job description and its association with
increase in midwives’ workloads and decrease in their job
satisfaction was also reported in a study from Iran [27].


Palestinian midwives acknowledged that they omitted certain
aspects of care for women due to their workloads. They related low
quality of maternity care to poor infrastructure resulting from
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decades of military occupation and political and socio-economic
instability [28]. Iraqi midwives also reported that political unrest
and war made travelling to work unsafe for them. Shortage of
proper equipment and supplies [29], and up-to-date evidenced-
based guidelines [30] were other issues Iraqi midwives struggled
with. Lack of such guidelines was also reported in Iran [31], Israel
[32], Jordan [19], and Palestine [23]. Poor communication skills of


Sudanese midwives [37]. The practice of abortion and hymeno-
plasty by Iranian midwives, outside their defined responsibilities,
has also been documented in studies from this country [38,39]. A
study from Iraq discussed allegations of bribery by some midwives
in labour rooms [29].


Pre-pregnancy and antenatal care


Competencies reported in this category included health assess-
ment of woman and fetus, promotion of health and well-being,
detection of complications during pregnancy, and care of women
with unexpected pregnancy [10]. Midwives’ knowledge of precon-
ception care was high in Iran; however, as evidenced in the literature,
they had poor performance in providing prenatal education
programs for pregnant women [40]. In Jordan and Palestine,
midwives lacked clinical autonomy to provide care for women
during pregnancy, and doctors delivered antenatal care [22,41].


Care during labour


This category includes competencies regarding assessment and
care of women during labour that facilitates physiological
processes and safe birth, immediate care of the newborn, detection
of maternal or neonatal complications, stabilisation in emergen-
cies, and referral as needed [10]. Assessment of evidence-based
practices and physiologic childbirth was discussed in most studies.
Routine episiotomy, augmentation of labour and restriction of
women to the supine position during labour were practised by
midwives in Iran [42], Oman [43], Israel [44], and Palestine [23].
Women in Egypt have been routinely given enemas, unnecessarily
examined, forced to stay in lithotomy position throughout all
stages of labour, and given birth in shared rooms [36]. Findings of a
study from Jordan indicated that most labouring women had not
received any information about their rights and responsibilities
during labour, nor participated in clinical decision-making with
midwives [23]. While non-interventional and physiological birth
models have begun to be practised by midwives in Iran and
Palestine, improper physical conditions of childbirth units and


Table 2
Characteristics of the included studies.


Included studies (n = 131)


Study characteristics Count(n) Percentage (%)


Literature from different countries
Bahrain 1 0.8
Egypt 1 0.8
Iran 82 62.6
Iraq 3 2.3
Israel 8 6.1
Jordan 13 10
Morocco 2 1.5
Oman 1 0.8
Palestine 9 6.9
Saudi Arabia 2 1.5
Sudan 2 1.5
Syria 1 0.8
Tunisia 1 0.8
United Arab Emirates 2 1.5
Yemen 3 2.3
Lebanon, Djibouti, Libya, Kuwait, Algeria, Qatar 0 0
Literature from different regions
Middle East 125 95.4
North Africa 6 4.6
Year of publication
2000�2005 6 4.6
2005�2010 13 9.9
2010�2015 54 41.5
2015�2019 59 45.4
Language
English 118 90.1
Persian 13 9.9
Study design
Case study 4 3.2
Cohort 6 4.6
Comparative 1 0.8
Cross-sectional 55 42
Historical review 5 3.8
Mixed methods 8 6.4
Qualitative 33 26.4
Quasi-experimental 13 9.9
Randomised controlled trial 4 3.2
Non-randomised controlled trial 2 1.6
Level of study representation
National 25 19.1
Subnational 102 77.9
Not stated 4 3
Study setting
Urban 84 63.8
Rural 2 1.5
Urban and rural 39 29.6
Not stated 6 4.6
Average sample size
Qualitative studies 24
Quantitative and mixed method studies 625
Title used to call the midwife in literature
Midwife 121 92.3
Nurse-Midwife 6 4.6
Nurse 3 2.4
Obstetric nurse 1 0.8


Fig. 2. Distribution of literature based on primary concept (n = 131).

midwives during labour was raised in studies from Iran, Yemen,
and Iraq [33–35].A study from Egypt reported labouring women’s
experiences of being coerced, shouted at and physically forced by
midwives [36]. The practice of re-infibulation and hymen repair,
which is performed secretly on young women before marriage to
mimic virginity, represented a significant source of income for
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insufficient numbers of midwives have been seen as significant
barriers for implementation [45,28]. Midwives in Palestine
rationalised their non-essential interventions, which were consid-
ered as labour ward routines, by being blamed by physicians and
superiors of not fulfilling their responsibilities and neglecting
women [28].
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Ongoing care of women and newborns


Competencies in this category included continuing health
assessment of mother and infant, health education, support for
breastfeeding, detection of complications, stabilisation and referral
in emergencies, and provision of family planning services [10].
Active management of third stage of labour were rarely
implemented by Syrian midwives and postpartum education of
Iraqi women regarding hygiene and contraception was inadequate
[35,46]. Studies from Iran and Syria reported that delayed cord
clamping and controlled cord traction; two essential skills
recommended by ICM, were not performed correctly by midwives
[46,47]. Early initiation of mother and newborn skin-to-skin
contact was not routinely performed in Jordan and Egypt [48,36].


Midwifery education


Education was another primary concept in the review. The most
frequently addressed aspects of midwifery education were
"curriculum" and "student body," which were examined in 17
and 18 studies, respectively. Iran, Jordan and Morocco provided
most literature examining midwifery education. Education was the
only area covered by a single study from Tunisia. No studies from
Bahrain, Egypt, Iraq, Israel, Oman, Saudi Arabia, Sudan, Syria, and
the UAE explored this concept. More than 55% of studies
addressing the category of “student body” were from Iran, 22.2%
from Jordan and others from Morocco, Tunisia, and Yemen.
Assessment in midwifery education was investigated in studies
from Jordan and Iran. Other aspects included "organisation and
administration", "midwifery faculty", and "resources, facilities and
services" addressed by a small percentage of studies.


Qualifications to practise as a midwife varied across MENA
countries from bachelor degree in Iran, Jordan and Palestine,
postgraduate diploma (nurse-midwife qualification) in Israel and
Yemen, three-year diploma level program in Djibouti, Egypt,
Lebanon, and Tunisia, 1.5�2 year associate degree in Iraq, Saudi
Arabia, and Oman, and five-year program in Algeria. Midwives in
Iran could study bachelor, master, and doctoral (PhD) degrees [49].
The integration of midwifery programs within degree-granting
pathways, such as license-master-and doctorate level had been
introduced in Tunisia and Morocco as a reform [7,50]. Entry
requirements to be accepted into midwifery programs included 12
years of schooling in almost all countries. The literature lacked
evidence regarding midwifery education in the UAE, Syria, Libya,
Qatar, Kuwait, and Bahrain.


Organisation and administration


Yemen and Tunisia had midwifery schools that lacked recognised
standards, and were managed by physicians.6 In Yemen, individual
institutions designed their midwifery curricula with no stand-
ardisation or program accreditation [51]. In Jordan, all program
coordinators were nurses, and there were no standards specifying
who should teach in midwifery programs.24 Lack of higher education
infrastructure, inadequate coordination and collaboration within
and across educational institutions and insufficient budget mid-
wifery limited advancement of the profession and left a dearth of
qualified midwifery teachers, administrators, leaders, and role
models in Jordan and in Morocco [52,24].
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Curriculum


Midwifery curricula were updated every five years in Jordan,
Oman, Iraq, Sudan, Djibouti, Lebanon, Algeria, Tunisia, Egypt,
Morocco, and Egypt [7]. Obstetricians and nurse-midwives
designed curricula and pedagogical approaches for midwifery in
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Morocco, and midwifery education philosophy focused on illness
and medical intervention, and midwives were prepared to work as
"technicians of birth" [52]. A similar issue was identified in the
Jordanian midwifery curriculum, with program objectives and
course outlines aiming to prepare students to provide nursing care
for mothers and children [24].


Although teaching methods tended to be traditional and
didactic with lecture the most common method in Jordan, Tunis
and Morocco [24,50,52], literature from Iran demonstrated
practice of modern approaches in teaching such as inter-
professional learning [53], web-based training and educational
simulation [54].


Midwifery faculty


As evidenced in literature from Iran, Jordan and Morocco,
midwifery education programs had a shortage of qualified and
experienced teachers [18,52,21]. In Jordan, teaching was under-
taken primarily by physicians and nurses, leaving little opportunity
for students to be exposed to ideas and experiences that
questioned the dominant medical and ‘obstetric nurse’ model
experienced in clinical settings [24].


Student body


Midwifery clinical placement was suffering from lack of
adequate supervision during placement, uncooperative midwifery
staff in hospitals, mismatch between numbers of students in
training groups and clinical resources, confusion from a gap
between theory and practice, and lack of sufficient facilities in Iran
and Jordan [21].


Resources, facilities and services


Lack of defined professional boundaries and specific hierarchi-
cal systems led to unfair distribution of learning opportunities in


favour of obstetric students training in the same areas as
midwifery students in Iran [55]. Clinical training sites in Jordan
were limited and crowded [18] and imbalance existed between
numbers of births and numbers of learners present in maternity
wards in Iran [21], being significant barriers to clinical education
for midwifery students.


Assessment strategies


To graduate with a midwifery bachelor degree in Iran, students
were required to perform at least 80 supervised normal vaginal
births, and then successfully pass a comprehensive examination;
indicating level of competence [21]. However, in Jordan, there was
no identified set of competencies students were expected to
achieve at the end of programs [24]. Accreditation standards for
midwifery education programs, including competency and mini-
mum practice requirements, did not exist in Jordan [22].


Midwifery regulation


The concept of regulation was covered in a limited way in the
review. Most publications came from Iran, UAE, and Jordan.
Although there were no studies from Lebanon, Djibouti, Libya,
Kuwait, Algeria, and Qatar, important information was found in
grey literature. As shown in Table 4, the Ministry of Health was
responsible for midwifery regulation in most countries. Midwifery
associations operated in 17 countries. Exceptions were Lebanon
with Midwives Council, Jordan, Oman and UAE with Nursing and
Midwifery Councils, and Iran with a Medical Council. ICM member
countries included Iran, Iraq, Israel, Jordan, Lebanon, Morocco,
Palestine, Saudi Arabia, Tunisia, UAE, and Yemen.


Model of regulation


Nine countries had legislation recognising midwifery as an
autonomous profession, but in Morocco, Palestine and Sudan, this


Table 4
Country information about regulation and education system (n = 139).


Country Membership
with ICM


The regulatory body for
midwifery


Midwifery
association
exist in the country


Midwifery
registration


The qualification for the midwife, Schooling education
required


Algeria No Ministry of Health Yes No A 5-year program, 12 years
Bahrain No Ministry of Health No Yes Not stated
Djibouti No No Yes No A 3-year program, 12 years
Egypt No Ministry of Health Yes Yes A 3-year program, 12 years
Iran Yes Medical Council Yes Yes A 4-year program (baccalaureate degree), 12 years


Master’s degree
PhD degree


Iraq Yes Ministry of Health Yes Yes A 2-year program (associate degree), 12 years
A 3-year of secondary school, 9 years


Israel Yes Not stated Yes Yes Postgraduate diploma (nurse-midwife), Not stated
Jordan Yes Nursing and Midwifery Council Yes Yes A 4-year program (baccalaureate degree), 12 years


A 3-year program (diploma degree), 12 years
Kuwait No Ministry of Health No Yes Not stated
Lebanon Yes Midwives Council Yes Yes A 3-year program (diploma degree), Not stated
Libya No No No Not stated Not stated
Morocco Yes Ministry of Health Yes No A 3-year program (diploma degree), 12 years
Oman No Nursing and Midwifery Council Yes Yes A 2-year program (associate degree), 12 years
Palestine Yes Ministry of Health Yes Yes A 4-year program (baccalaureate degree), 12 years
Qatar No Supreme Council of Health No Yes Not stated
Saudi Yes Ministry of Health Yes Yes A 2-year program (associate degree), Not stated


Arabia


Sudan No Not clear Yes Yes A 3-year program (diploma degree), 10 years
Syria No Not stated No Not stated Not stated
Tunisia Yes Ministry of Health Yes No A 3-year program (diploma degree), 12 years
UAE* Yes Nursing and Midwifery Council Yes Yes Not stated
Yemen Yes Ministry of Health Yes No Postgraduate diploma (nurse-midwife), 12 years


* United Arab Emirates.
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as not applied. The four countries without such legislation were
jibouti, Oman, Somalia and Yemen; with Djibouti reporting that
uch legislation was being created [7].


rotection of title


This category examined reservation of the title ‘midwife’ for
egally qualified midwives distinct from others who provide
spects of maternity care. The title of midwife in Iraq and Oman
as reportedly used for nurses, practising midwifery skills in the


abour room [30,43].


overnance


Financial constraints stood out as a barrier in mobilising the
rofessional midwifery association in Morocco [52]. Physicians
ominated most executive positions in organisations for reproduc-
ive health care in Iran, with midwives not considered for managerial
oles due to a general belief that physicians were morecompetent for
hese roles [56]. In Palestine, there was no active and robust,
egulatory professional midwifery body that could plan, advocate
nd improve standards of midwifery care within the existing male-
ominated environment, and overall political situation [23].


unction


cope of practice
Midwives in Iran could establish their own private clinics and


ndependently provide care for healthy pregnant women [49]. In
yria and Yemen, midwives are allowed to practise across all
evels of the health system and had a significant role in
eproductive health care particularly in rural areas [46,57]. In
lgeria, Djibouti, Yemen, Lebanon, Tunisia, and Iran, midwives
ere authorised to provide all four types of family planning
ethods including contraceptive injection, contraceptive pill,


ntra-uterine device and emergency contraception [7,51,58].
idwives were not permitted to provide care for primiparous
omen, antenatal and postpartum care, and family planning in
alestine; although, they had been trained and qualified to
rovide these services [28,41]. The ill-defined scope of practice
or midwives has also been discussed in other studies from Iraq,
ordan and Morocco [30,22,52].


re-registration midwifery education
The UAE had made significant progress in developing standards


or eff ;ective clinical learning environments, midwifery scope of
ractice, and educational standards for preparation and ongoing
upport of the midwifery workforce [59]. However, there were no
egulatory standards for accreditation of midwifery programs in
ordan [24].


egistration
Registration of midwives existed in Bahrain, Egypt, Iran, Iraq,


srael, Jordan, Kuwait, Lebanon, Oman, Palestine, Qatar, Saudi
rabi, Sudan, and UAE. Licensing systems existed or were being
eveloped in Jordan, UAE, Oman, Iraq, Sudan, Djibouti, Lebanon,
gypt, and Palestine. However, Algeria, Morocco, Tunisia, and
emen had no systems and no plans to create them [7,18,59,60].
Almost two-thirds of midwifery graduates were unemployed in


ran and understaffing remained a significant issue in the country


[62,59]. Morocco’s midwifery association was not involved in
promoting the profession or implementing a mechanism through
which midwives regularly demonstrated continuing competence
to practise [52].


Complaints and discipline
Midwives were legally responsible for any maternal or neonatal


injury caused by negligence in Iran [63]. Litigation, as well as lack
of insurance support for midwifery services, led them to encourage
women to undergo caesarean sections. This issue was considered a
significant factor contributing to increased caesarean section rates
there [63].


Code of conduct and ethics
A code of ethics for midwives was introduced by the Yemeni


Midwifery Association and focused attention on reproductive
healthcare providers' attitudes and interactions with women in the
context of institutional births [34]. In Iran, a patient bill of rights
was introduced by the Ministry of Health and Medical Education in
2001 [64].


Discussion


This synthesis included evidence from 131 studies regarding
midwifery education, practice, and regulation from 21 MENA
countries. Extensive gaps were found in the literature on these
three main aspects of midwifery in these countries. Substantial
heterogeneity was identified in midwifery practice, education, and
regulation between these nations. Midwifery practice was more
commonly discussed in the identified studies compared to other
concepts. Few studies published on aspects of midwifery regula-
tion in these countries, making it difficult to examine them
adequately against the ICM competencies. Iran was the country
with most published research included in this review, which could
be related to the existence of postgraduate midwifery education
and higher degrees in this country, encouraging research genera-
tion [49]. Those countries that were ICM members had more
studies compared with those of non-members, indicating greater
professionalism in midwifery. A noticeable increase was found in
the number of studies included in this review from 2000 to 2019.
This growing interest could may correlate with inclusion of
midwives as primary outcome indicator in the 1999 Millennium
Development Goals following the International Conference on
Population and Development (ICPD) and joint declaration of the
WHO/ FIGO / ICM on the concept of midwife in 2004 [65,66].


A significant trend in midwifery education in the Middle East
and North African (MENA) countries during the past two decades is
movement into institutions of higher learning, and baccalaureate
degrees being adopted for entry into practice. Of the studies that
published on educational requirements, the range included wide
variations in length of study and very few contained curriculum
information. Due to lack of data reported in included studies, we
were unable to report on whether or not there were conditions to
retain competence, including licensing and re-licensing of the
system. Lack of qualified and competent midwifery educators,
insufficient clinical training and inadequate preceptorship were
reported as primary barriers to midwifery education in these
countries. The State of World’s Midwifery 2011 report estimated
that over 100, 000 more midwives were needed to achieve 95%
coverage in low and middle income countries and there ought to be

42]. Severe midwifery workforce shortages were also evident in
alestine, and associated with unsafe birthing practices [61].


ontinuing competence
Although ongoing professional education has been practised


nd supported by professional organisations in Iran and UAE
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coordinated efforts to ensure that teachers are adequately
prepared to produce the required number of midwives in these
countries [67]. Both the quantity and quality of midwifery
educators need to increase, along with the required resource
and capability changes of the educational institutions in which
they operate. Resources such as good teaching facilities, skills-
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acquisition laboratories and technologies for quality education
must be assured [68]. In addition, continuing professional
development, which was inadequate in these nations, should be
improved, as an essential criterion for building quality of care and
for ensuring that health workers are constantly informed and
empowered to provide effective care [69].


While midwife-led care, where midwives take primary
professional responsibility for services, is increasingly being
implemented globally [70], medical models of care were promi-
nent in MENA countries. It has been estbalished that midwifery
models of care have the potential to overcome resource-manage-
ment challenges and reduce inequities in access to care in high
income countries [71]. In low-and middle-income countries,
competent midwives could also provide comparative advantages
in providing continuity of care for women within the scope
required irrespective of setting [72].


This review also demonstrates levels of non-evidence-based
interventions by MENA qualified midwives. Multidimensional
approaches are required to change this situation in these countries,
including growing understanding and fostering and facilitating
reform; access to evidence-based knowledge and resources; and
successful implementation of guidelines and policies [28]. Action
research, for example, has been identified as an essential facilitator
for involving midwives in implementation of new evidence-based
practices in Jordan [73].


It was evidenced that midwives from MENA countries often
mistreated labouring women. This may be linked with their
working conditions, which were harsh and at times unsafe, under-
resourced, and under-staffed, overcrowded, and compounded by
low income and lack of supportive supervision. Not only are
insufficient health care resources associated with poor maternity
care, poor attitudes of midwives are also a key factor [74]. As
demonstrated by Jewkes and colleagues, recurrent and sometimes
violent violations of patients' right can be caused by complex
interrelations of factors, including organisational issues, profes-
sional insecurity, and poor conditions within the workplace, and
perceived need to assert punitive measures to maintain control
[75]. Health care facilities need empowered, qualified and
sufficient numbers of midwives equipped with necessary supplies
and medications to operate efficiently, assisted by a policy and
regulatory system [74].


The lack of common understanding of what a midwife is, and
how it differs from nursing in these countries, was another
challenge widely discussed in the literature. Professional regula-
tion varied across the countries with differences in legislation
recognising midwifery, and few countries had specific profes-
sional midwifery regulatory bodies. Research in Australia identi-
fied lack of recognition of midwives, especially in legislation, as
an obstacle to development of midwifery as a profession and to
maternity services more generally [76]. Where midwives are not
identified in regulatory frameworks, the potential to make a
valuable contribution to policy development and future direc-
tions to promote the profession are often restricted [12]. Clarified
job descriptions could be a significant facilitator for recognition of
the professional role of midwives where nurses and midwives
substitute for each other [77].


This analysis found that restrictions on the autonomous
practice of midwives as specified by ICM predominated in MENA
countries. Autonomy is not a new concept in midwifery; however,
autonomous midwifery practice remains a global challenge [74].


authority and suggests a level of powerlessness in midwives’
abilities to navigate women safely through the process of labour
and birth [79]. However, where midwives are enabled to work to
their full scope of practice within a functional health system, they
can operate across the whole continuum of care, as they can
provide care from the community to referral facilities and from
health promotion and education to more complex life-saving
interventions [80].


Midwives in the Middle East and North African countries may
not, on their own, be sufficient to address shortcomings in clinical
practise and achieve progressive reform in the midwifery
profession [81]. Evidence demonstrates that professional mid-
wifery associations, by maximising the value of midwives and
providing a bridge between policy and implementation, can
contribute to a productive midwifery work environment [82].
However, midwifery associations in MENA countries were not
sufficiently established in developing strong, supportive, positive
relationships among midwives and between the profession of
midwifery and other stakeholders [52].


Iran was the only country with regulation to review and
remove penalties, apply sanctions and conditions on unethical
midwifery practices [63]. However, midwifery services were not
covered by insurers in this country; therefore, midwives were
found to prefer to avoid litigation by not being involved in birth
care. This was regarded as a significant contributor to increasing
caesarean section rates in the country [49]. Similar insurance
concerns for midwives in the US have led to cautious practice to
protect themselves from malpractice reimbursement by refusing
care for women with high-risk pregnancies, implementing
stringent risk assessment strategies in patient management,
frequently referring to physicians, and generally low participation
in the birth process [83].


The findings of this scoping review provide new insights into
midwifery education, practice, and regulation in MENA countries,
and systematically present available evidence in the context of ICM
standards for these concepts. Many issues affecting services
provided by midwives from these nations and preventing them
from reaching ICM essential standards have been addressed. There
are, however, some limitations arising from this analysis that are
acknowledged. Studies written in English and Persian languages
were included in this review; though, there may likely be suitable
literature published in other languages in the region. In addition,
some literature may have been published in journals not included
in the searched databases or out of the timeframe covered by this
study.


Conclusion


The review has demonstrated that MENA countries have made
some, but varied, progress towards reaching ICM standards of
midwifery practice, education, and regulation. Similarities among
countries included lack of clarity and restricted scope of practice
for midwives. Overall, there was a lack of effective and reliable
professional regulatory bodies for midwives to plan, advocate and
improve standards of midwifery care in the region. Furthermore,
most countries lacked appropriately qualified midwifery educa-
tors, facilities, and standardised curricula to prepare future
competent midwives.


In order to promote and establish effective midwifery
professions in these countries, it is essential to set education

The role of midwives, even in developed countries, has shifted
from relatively independent care of women across all stages of
childbearing under their own authority to one of subordination to
obstetricians, who hold a predominant role within the hierarchi-
cal structures of the healthcare system [78]. This indicates
midwives’ inabilities to circumvent the dominant obstetric
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standards to appropriately educate midwives capable of providing
high quality and evidence-based maternal and newborn care.
Strengthening midwifery education should be coupled with efforts
to clarify boundaries for midwifery practice, through formal
recognition of the profession and legitimising autonomous
midwifery practice in line with ICM standards. Supportive and
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rofessional midwifery associations would support optimum
esults in improving maternity care in the region. The incorpo-
ation of knowledgeable, skilled, regulated and accredited mid-
ives into the health care system in these countries will improve
uality of care and decrease maternal and newborn mortality [72].
his research could serve as a basis for generation of new national
olicy considerations for promoting the midwifery profession in
ENA countries.
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Knowledge, attitudes, and practices of
breastfeeding among women visiting
primary healthcare clinics on the island of
Abu Dhabi, United Arab Emirates
Mai Isam Al Ketbi1* , Sultan Al Noman1, Abdelqadir Al Ali1, Ebtihal Darwish2, Maha Al Fahim1 and Jaishen Rajah1


Abstract


Background: The World Health Organization recommends continued breastfeeding up to 2 years of age or
beyond. This study assessed breastfeeding knowledge, attitudes, and practices among women residing on the
island of Abu Dhabi and identified associated factors.


Methods: We conducted a cross-sectional study using a self-administered questionnaire among mothers visiting
primary healthcare clinics in Abu Dhabi between November 2014 and 2015. Participants were women aged at least
18 years who had at least one child aged 2 years or younger at the time of the study. Breastfeeding knowledge,
attitudes, and practices were assessed on the basis of experience with last child. Selected questions were used to
develop a scaled scoring system to categorize these aspects as good, fair, or poor. Exclusive breastfeeding is
defined as the act of feeding infants only breast milk since birth, without providing water, formula, or other liquid
supplements.


Results: The participants were 344 women. Exclusive breastfeeding for 6 months was reported by only 46 (16.9%,
95% CI 0.10, 0.17, n = 272). 79 (28.7%, n = 275) of the participants were breastfeeding and planning to continue after
the child was ≥24 months. Multivariate logistic regression analysis revealed that the following factors were
associated with exclusive breastfeeding: mothers with female children (adjusted OR [AOR] 2.42; 95% CI 1.18, 4.97)
and better breastfeeding knowledge scores (AOR 1.25; 95% CI 1.04, 1.50). The following factors were associated with
less likelihood of exclusively breastfeeding: working mothers (AOR 0.29; 95% CI 0.12, 0.72), living with relatives (AOR
0.21; 95% CI 0.05, 0.81), no past exclusive breastfeeding experience (AOR 0.23; 95% CI 0.09, 0.58) and being offered
readymade liquid formula in hospital (AOR 0.33; 95% CI 0.15, 0.72). The most common reason for stopping
breastfeeding was insufficient breast milk production (68/89, 76%), and the most common work related reason was
inadequate maternity leave (24/89, 15%).


Conclusion: Although breastfeeding knowledge was generally good, breastfeeding practice was still suboptimal.
Modifiable factors found to predict exclusive breastfeeding included breastfeeding knowledge and mothers’
employment status.


Keywords: Abu Dhabi Island, U.A.E., Breastfeeding knowledge, Breastfeeding attitude, Breastfeeding practice,
Breastfeeding duration, Reasons for stopping breastfeeding, Breastfeeding, Exclusive breastfeeding, Primary
healthcare clinics
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Background
The importance of breastfeeding for both infants and
mothers are globally recognized [1]. Exclusive breastfeed-
ing is defined as the act of feeding the infant only breast
milk, with no supplemental liquids or solids except for li-
quid medicine or vitamin/mineral supplements [2]. Dur-
ing the first 6 months of life, breast milk alone is the ideal
nourishment for infants, providing all the necessary nutri-
ents, including vitamins and minerals [3].
The American Academy of Pediatrics (AAP) recom-


mends exclusive breastfeeding for 6 months and contin-
ued breastfeeding for at least 12 months; thereafter, it can
be continued for as long as the mother and the baby desire
[1]. The World Health Organization (WHO) recommends
continued breastfeeding up to 2 years of age or beyond [4]
and it has been estimated that optimal breastfeeding of
children younger than 2 years, could annually save the
lives of over 800,000 children under 5 years of age [4].
Using data from 66 countries, a review of the differences


in the prevalence of exclusive breastfeeding among infants
younger than 6 months between 1995 and 2010 revealed
that the prevalence of exclusive breastfeeding among in-
fants of this age group in developing countries increased
from 33% in 1995 to merely 39% in 2010 [5]. Despite con-
siderable improvements in some regions, the prevalence
of exclusive breastfeeding remains far too low in many
areas of the developing world [5].
The knowledge, attitudes, and practices among women


regarding breastfeeding vary in different countries. In
the United Arab Emirates (U.A.E.), a recent study in-
volving 593 Emirati mothers showed that the feeding
practices of infants and young children were suboptimal
[6]. Although almost all the mothers in the study had
initiated breastfeeding (98%), only 25% of the infants had
been exclusively breastfed since birth at 6 months of age
[6]. In another prospective study conducted in Sharjah,
U.A.E. [7], a sample of 221 women who gave birth at Al
Qassimi Hospital were surveyed regarding breastfeeding
patterns at 1 day, 1 month, and 6 months postpartum; the
corresponding exclusive breastfeeding rates since birth
were 76.5, 48.4, and 13.3%, respectively [7]. Unfortunately,
local data on the knowledge, attitudes, and practices
among women regarding breastfeeding are limited.
In Saudi Arabia, a recent cross-sectional study on


school teachers in the Abha female educational district
showed that out of 384 women, 31% started breastfeed-
ing their children within 1 hour of delivery, while only
8.3% reported exclusive breastfeeding for 6 months [8].
Regarding their knowledge, although 89.3% of the partic-
ipants reported that colostrum is good for the baby,
there was a low rate of knowledge regarding the appro-
priate duration of exclusive breastfeeding: only 28% of
the participants chose 6 months as the answer, and this
might explain the low rate of exclusive breastfeeding at


6 months [8]. Regarding their attitudes, the most im-
portant reason given by the participants for initiating
breastfeeding was their Islamic religious background
(56.6%), which was practiced by all of them [8].
In January 2014, the Federal National Council’s (FNC)


Health, Labour and Social Affairs committee proposed
adding a breastfeeding clause to the U.A.E.’s Child Rights
Law, which would make breastfeeding a mandatory re-
quirement for mothers of all children up to the age of 2
years as breastfeeding is crucial for a child’s development
[9]. This proposed breastfeeding clause has not yet
been officially passed. Fortunately, a new law extend-
ing fully paid maternity leave from 2 months to 3
months was recently established and passed in the U.A.E.,
which is a step in the right direction [10]. However, there is
more to be done since this law is applied to government
entities only and hence not all private companies have
chosen to implement this new policy [10, 11].
Despite WHO recommendations, it was observed that


not many women in the U.A.E were breastfeeding exclu-
sively for 6 months since birth of the infant [6, 7]. Since
there is limited local data on the knowledge and attitudes
of women toward breastfeeding in the U.A.E., research in
this field is vital to explore the knowledge, attitudes, and
practices regarding breastfeeding among women and to
explore any possible barriers to exclusive breastfeeding so
as to develop strategies for raising awareness, overcome
any barriers, and improve breastfeeding rates. Therefore,
the aim of our study is to assess breastfeeding knowledge,
attitudes, and practices among women residing in Abu
Dhabi and to identify factors that influence these aspects
of breastfeeding.


Methods
Study setting and population
This cross-sectional study was conducted among mothers
visiting four primary healthcare clinics, Bateen, Zafaranah,
Khaleej, and Rowda, in Abu Dhabi between November
2014 and November 2015 using a self-administered
questionnaire.
The target study population was composed of women


aged 18 years or older, regardless of nationality, who had
at least one child aged 2 years or younger at the time of
the study. We excluded women who were non-English or
non-Arabic speakers. The estimated target population size
was 4470, based on the clinics’ attendance records during
January. Based on the null hypothesis that 13% of popu-
lation is exclusively breastfeeding for 6 months, the
sample size was calculated using a 95% confidence
interval (Newcombe formula) and was found to be 354
mothers (http://www.surveysystem.com/sscalc.htm) [12, 13].
The self-administered questionnaires were then propor-


tionally distributed to the four primary health care clinics
based on the number of patients attending each clinic
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from the total sample size. At each clinic, questionnaires
were distributed to women who met the inclusion and ex-
clusion criteria in a convenience non-random collection
sampling until the required numbers were attained. The
aim was to assess the participants’ breastfeeding know-
ledge, attitudes, and practices on the basis of their experi-
ence with their last child. In this study, exclusive
breastfeeding was defined as feeding of infants with only
breast milk since birth, with no water, formula or liquid
supplements.


Study instrument
Given the absence of a validated standardized question-
naire, the questionnaire used in the present study was
adapted from a similar study that was conducted in Saudi
Arabia [8] and modified to meet our objectives.
The resulting self-administered questionnaire contained a


total of 50 questions and was divided into four parts that
addressed the participants’ sociodemographic characteris-
tics (13 questions) and breastfeeding knowledge (13 ques-
tions), attitudes (7 questions), and practices (13 questions).
The majority of the questions were based on the partici-
pants’ experience with their last child unless otherwise spe-
cified. Selected questions under breastfeeding knowledge
(12 questions), attitudes (6 questions), and practices (10
questions) were used to develop a scaled scoring system to
categorize these aspects as good, fair, or poor. Each correct
or favourable answer chosen by participants was given one
or two points; then the points were summed for each par-
ticipant. No points were deducted for wrong or unfavour-
able answers. The participants’ scoring system was as
follows:


� Knowledge: Good (8–12 points), Fair (4–7 points),
Poor (0–3 points)


� Attitude: Good (5–6 points), Fair (3–4 points), Poor
(0–2 points)


� Practice: Good (4–10 points), Fair (2–3 points),
Poor (0–1 point)


Questions intended to assess breastfeeding knowledge
included the average number of feedings a child should re-
ceive per day, duration of breastfeeding from each breast,
importance of colostrum, benefits of breastfeeding to the
child and the mother, age up to which the child should re-
ceive breast milk, age at which the mother should start
supplementary food, whether breast milk alone is better
than formula milk to fulfill the child’s necessary dietary re-
quirements, sufficiency of breast milk alone during the
first 6 months of life, relationship between breastfeeding
and the mother’s weight, whether breast milk loses its bene-
fits when it is pumped, and storage duration for pumped
breast milk at room temperature and in a refrigerator.


Questions intended to assess breastfeeding attitudes in-
cluded the reasons for adopting breastfeeding, participant
self-image (weight and hair loss), whether breast milk
loses its benefits when it is pumped, whether breastfeed-
ing should be stopped because of medications, intention
to breastfeed future children, and intention to participate
in classes related to breastfeeding for future pregnancies.
Questions intended to assess breastfeeding practices in-


cluded the child’s age at which breastfeeding was stopped,
reasons for stopping breastfeeding before the child reached
2 years of age, time of breastfeeding initiation after delivery,
duration of exclusive breastfeeding since birth, age of start-
ing formula and other supplements, whether the child was
given ready-made liquid formula in the hospital, and
whether the mother attended classes related to breastfeed-
ing during pregnancy. Questions used to measure exclusive
breastfeeding since birth among participants included:


� For how long did you exclusively breastfeed (giving
your child only breast milk, no formula milk or
food) your last child since birth?


� If you are still exclusively breastfeeding (giving your
child only breast milk, no formula milk or food)
your last child, until what age are you planning to
continue?


Informed consent forms were attached with each ques-
tionnaire for the participants to read and sign if they were
willing to participate in the study. Questionnaires and in-
formed consent forms were drafted in English and Arabic.
A pilot study was conducted after ethical approval was
granted in order to assess the questionnaire’s comprehen-
sibility, and modifications were accordingly made. The
pilot sample met this study’s inclusion and exclusion cri-
teria and the pilot sample size was 15.
The charge nurses positioned at the four primary


healthcare clinics were briefed regarding the questions
included in the questionnaire and given training regard-
ing the participants’ anonymity and informed consent.


Data collection
Questionnaires were printed and then proportionally dis-
tributed to the four primary healthcare clinics in Abu
Dhabi. The charge nurse at each clinic was requested to
distribute the questionnaires randomly to patients who
matched our inclusion criteria. After the completion of the
questionnaires by the participants, the charge nurses col-
lected and sealed the questionnaires in envelopes to ensure
the participants’ confidentiality. After the end of the study
period, the charge nurses were requested to return the
completed questionnaires to the authors. On the basis of
the participants’ responses, their knowledge, attitudes, and
practices of breastfeeding were assessed.


Al Ketbi et al. International Breastfeeding Journal  (2018) 13:26 Page 3 of 14







Data analysis
After the collection of the questionnaires, the obtained
data were organized using the MS Excel software pro-
gram, coded, and analyzed using the Statistical Package
for Social Sciences (SPSS) version 16. Means and standard
deviation (SD) were used for numerical data, whereas per-
centages were used for categorical data.
First, chi squared (χ2) test was conducted to assess the


effect of certain factors on breastfeeding knowledge, atti-
tudes, and practices (specifically exclusive breastfeeding).
Factors that were analyzed in this study included: mother’s
age, mother’s educational background, mother’s employ-
ment status, employment sector, entitlement to breastfeed-
ing hours by employer, living with husband and children
only or along with relatives, number of housemaids or nan-
nies, monthly family income, number of children, gender of
last child, last child’s gestational age at delivery, mode of de-
livery of last child, healthcare provider explained the im-
portance of breastfeeding during antenatal visits for last
pregnancy, healthcare provider explained the importance of
breastfeeding after delivery of last child, healthcare provider
explained the appropriate practices of breastfeeding for
last child, past breastfeeding experience and past exclusive
breastfeeding experience.
Second, association between the dependent variable (ex-


clusive breastfeeding for 6 months = 1 or not = 0) and in-
dependent variables was estimated in multivariate logistic
regression analysis using MedCalc Statistical Software ver-
sion 18 (MedCalc Software bvba, Ostend, Belgium; http://
www.medcalc.org; 2018). The number of variables se-
lected in our study is based on the recommendations of
approximately ten variables per event to prevent bias in
both directions [14, 15]. Adjusted odds ratio (AOR) with
95% confidence interval (CI) were computed and a p -
value less than 0.05 was selected as the cutoff for statistical
significance.


Results
A total of 354 questionnaires were distributed, but only
344 participants returned completed questionnaire cop-
ies, yielding a response rate of 97%.


Description and characteristics of participants
Mother-related
Most of the participants in the study sample were aged
25–29 years (37.5%), had 2–4 children (60.6%) had uni-
versity or higher educational degrees (80%), and the
mean (SD) duration of past breastfeeding experience
was 16.2 months (± 7.3) (Tables 1 and 2).


Family and child -related
The majority of the participants had a monthly family in-
come of 15,000–30,000 U.A.E. dirham (AED; 46.9%)
(Table 1). The median (IQR) number of people living in


the participants’ houses (including housemaids, drivers,
etc.) was 4 (± 2) (Table 2). The mean (SD) age of the par-
ticipants’ last child was 8.2 months (± 5.7), and the mean
(SD) breastfeeding duration of that child was 7.1 months
(± 5.4) (Table 2).


Employer-related
The majority of the participants were entitled to breast-
feeding hours by their employer (82.2%) (Table 1). The
mean (SD) employer-entitled breastfeeding hours per day
was 1.1 h (± 0.3), and the mean (SD) duration of the right
to these employer-entitled breastfeeding hours was
15.3 months (±5.2) (Table 2).


Mothers’ breastfeeding knowledge
A total of 176 (51.2%) mothers were found to have good
breastfeeding knowledge, 149 (43.3%) had fair knowledge,
and only 19 (5.5%) had poor knowledge (Table 3). Among
the mothers, 273 (81.2%) reported that breast milk is suf-
ficient for a child in the first 6 months of life and 290
(86.1%) reported that complementary food should be in-
troduced at 6 months of age. A total of 114 (33.9%)
mothers reported that a child should receive breast
milk for at least 24 months of age (Table 3). The most
common sources of information regarding breast-
feeding for participants were family (66.5%), doctors
(58.5%), nurses/midwives (50.1%), and the Internet
(40.7%) (Table 3).


Factors affecting mothers’ breastfeeding knowledge
Better breastfeeding knowledge was seen among
mothers with university or higher educational background
(p = 0.001), those who were employed (p = 0.001), those
who lived with their husband and children along with rel-
atives (p = 0.000), those who adopted breastfeeding be-
cause of their mother or mother-in-law’s encouragement
(p = 0.005), those with a monthly family income of more
than 30,000 AED (p = 0.011), and those who only had one
child (p = 0.016) (Additional file 1).
Statistically significant correlations were also found be-


tween better breastfeeding knowledge and having given
birth to the last child at 37 weeks or more (p = 0.003), hav-
ing received advice from a healthcare provider about the
importance of breastfeeding during antenatal (p = 0.049) or
postnatal visits (p = 0.001), having been counseled about
the appropriate breastfeeding practices at any time (p =
0.000), having past breastfeeding experience (p = 0.002)
(Additional file 1).


Mothers’ breastfeeding attitude
Only 72 (20.9%) mothers were found to have a good
breastfeeding attitude, 182 (52.9%) had a fair attitude, and
90 (26.2%) had a poor attitude (Table 4). A total of 307
(92.8%) mothers reported a positive attitude in the form of
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an intention to breastfeed future children and 219 (66.6%)
planned to attend breastfeeding classes for future preg-
nancies (Table 4). As reasons for adopting breastfeeding,
most of the participants reported child health (89.8%), reli-
gious background (37%), and cleanliness and easy prepar-
ation (31.6%) (Table 4).


Factors affecting mothers’ breastfeeding attitude
Better breastfeeding attitudes were observed among
mothers in 35–39 years age group (p = 0.003), those
employed in the private sector (p = 0.017), and those who
gave birth to their last child at 37 weeks or later (p = 0.005)
(Additional file 2).
Statistically significant correlations were also found be-


tween better breastfeeding attitudes and living with a hus-
band and children along with other relatives (p = 0.014),
having one maid or nanny (p = 0.016), and having a
monthly family income of 15,000–30,000 AED (p = 0.005)
(Additional file 2).


Mothers’ breastfeeding practice
Only 94 (27.8%) mothers were found to adopt good
breastfeeding practices, 129 (38.2%) adopted fair prac-
tices, and 115 (34%) adopted poor practices (Table 5).
Although a high percentage of mothers had breastfed
their last child for any duration of time (84.4%), had


Table 1 Selected characteristics of the participants in the study
sample (n = 344)


Variable Number (%)


Age (in years)


18–24 39 (11.4)


25–29 128 (37.5)


30–34 107 (31.4)


35–39 57 (16.7)


40–44 10 (3)


≥ 45 0 (0)


Marital status


Married 338 (99.1)


Divorced 2 (0.6)


Widowed 1 (0.3)


Educational background


Primary school or lower 3 (0.9)


Secondary school 65 (19.1)


University or higher 272 (80)


Employed


No 237 (69.3)


Yes 105 (30.7)


Self-employed 0 (0)


Employment sector


Private 68 (66)


Public 35 (34)


Entitled to breastfeeding hours by employer


Yes 83 (82.2)


No 18 (17.8)


Living with husband and children only


Yes 293 (86.4)


No (Living with relatives) 43 (12.7)


No (Separated/Divorced/Widowed) 3 (0.9)


Number of housemaids or nannies


0 240 (73.2)


1 70 (21.3)


> 1 18 (5.5)


Monthly family income (in AED)


< 15,000 137 (42)


15,000–30,000 153 (46.9)


> 30,000 36 (11.1)


Number of children


1 122 (35.9)


2–4 206 (60.6)


≥ 5 12 (3.5)


Table 1 Selected characteristics of the participants in the study
sample (n = 344) (Continued)


Variable Number (%)


Gender of last child


Male 169 (51.4)


Female 160 (48.6)


Last child’s gestational age at delivery


< 37 weeks 69 (20.5)


≥ 37 weeks 267 (79.5)


Mode of delivery of last child


Vaginal delivery 196 (57.6)


Caesarian section 144 (42.4)


Healthcare provider explained the importance of breastfeeding during
antenatal visits for last pregnancy


Yes 275 (81.6)


No 62 (18.4)


Healthcare provider explained the importance of breastfeeding after
delivery of last child


Yes 286 (84.4)


No 53 (15.6)


Healthcare provider explained the appropriate practices of breastfeeding
for last child


Yes 268 (79.8)


No 68 (20.2)
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no difficulties in breastfeeding their last child (82.1%),
and had past breastfeeding experience and exclusive
breastfeeding experience (56.9 and 39.4%, respect-
ively), it was noted that only 79 (28.7%) mothers were
currently breastfeeding their last child at the time of
the study and were intending to continue at least until the
child reached 24 months of age. Only 46 (16.9%) (95% CI


0.10, 0.17) [16] mothers had exclusively breastfed their last
child for 6 months and only eight (2.9%) were planning to
continue exclusive breastfeeding until the child reached 6
months of age (Table 5).
Feeding practices for the last child were also studied,


and it was found that mothers had introduced water,
herbal supplements, formula milk, and food at early


Table 2 Participants’ characteristics in the study sample: Mean (± SD) and Median (± IQR) (n = 344)


Variable Mean (± SDa) Median (±IQRb)


Number of people living inside house (Including housemaids, drivers, etc.) 4.7 (± 2.9) 4 (± 2)


Age of last child (in months) 8.2 (± 5.7) 6 (± 8)


Employer-entitled breastfeeding hours per day (in hours) 1.1 (± 0.3) 1 (± 1)


Employer-entitled breastfeeding hours duration (in months) 15.3 (± 5.2) 18 (± 6)


Breastfeeding duration of previous children (in months) (n = 171) 16.2 (± 7.3) 17 (± 12)


Age of stopping breastfeeding of last child (in months) (n = 66) 7.1 (± 5.4) 6 (± 9)
aSD Standard deviation, b IQR Interquartile range


Table 3 Breastfeeding knowledge of participants visiting four primary healthcare clinics in Abu Dhabi (n = 344)


Variable Number (%)


Correctly answered breastfeeding knowledge questions by participants (total of 12 scored questions):


Breastfeeding child ≥8 times/day during the first month 179 (53.1)


Breastfeeding duration ≥15 min from each breast during the first month 116 (34.6)


Colostrum is good for child 289 (86)


Breastfeeding is beneficial for both the mother and the child 315 (94)


Children should receive breast milk until ≥24 months of age 114 (33.9)


Complementary food should be introduced at 6 months of age 290 (86.1)


Breast milk is superior to formula milk in fulfilling child’s necessary dietary requirements 323 (96.1)


Breast milk is sufficient for child in the first 6 months of life 273 (81.2)


Breastfeeding decreases the mother’s weight 193 (57.3)


Breast milk does not lose its benefits when it is pumped out or stored 184 (55.6)


Pumped breast milk can be stored at room temperature (60 °F–85 °F/15.5 °C–29.4 °C) for up to 8 hours 160 (47.5)


Pumped breast milk can be stored in the refrigerator (39 °F or colder/3.99 °C or colder) for up to 8 days 99 (29.6)


Participants’ overall knowledge level:


Good 176 (51.2)


Fair 149 (43.3)


Poor 19 (5.5)


Participants’ sources of information about breastfeeding:


Doctors 197 (58.5)


Nurses/midwives 169 (50.1)


Friends 111 (32.9)


Family 224 (66.5)


TV programs 80 (23.7)


Campaigns 51 (15.1)


Magazines 49 (14.5)


Breastfeeding classes 52 (15.4)


Internet 137 (40.7)


Others 11 (3.3)
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mean (±SD) ages (4.2 ± 2.1, 3.3 ± 2.9, 3.1 ± 2.9 and 6.1 ±
1.7, respectively). Regarding formula milk use, 176
(58.3%) mothers reported that their last child was not
given ready-made liquid formula in the hospital, but most
mothers (48%) reported that they were advised by a doctor
to start formula milk for their last child (Table 5).
Moreover, non-work related and work related reasons


for stopping breastfeeding before the age of 24 months
were explored and are summarized in Table 6. Among the
89 women who had stopped breastfeeding, the most com-
mon non-work related reasons that women reported were
decreased milk production (76.4%), the baby seeming
hungry or unsatisfied after feeding (33.3%), and the baby
refusing to feed (21.3%). Moreover, 15.7% of mothers re-
ported that they stopped breastfeeding because they had
to return to work. The most common work related reason
for stopping breastfeeding was insufficient maternity leave,
which prevented mothers from developing a breastfeeding
schedule or habit (14.5%), followed by insufficient time off
during work days for breastfeeding (12%).


Factors affecting mothers’ breastfeeding practice and
exclusive breastfeeding
Better breastfeeding practice was seen among mothers who
delivered their last child by vaginal delivery (p = 0.003) and
those who had past experience of exclusive breastfeeding
(p = 0.009) (Additional file 3).
In regards to factors affecting exclusive breastfeeding


practices specifically, the following were found to have a
statistically significant effect on exclusive breastfeeding:
mother’s employment status (p = 0.004), living with rela-
tives (p = 0.048), gender of last child (p = 0.01), gestation
of last child (p = 0.027), past exclusive breastfeeding ex-
perience (p = 0.000) and mothers offered readymade li-
quid formula in hospital (p = 0.001). (Table 7).


Logistic regression analysis for factors influencing
exclusive breastfeeding practices
Factors influencing exclusive breastfeeding practices for 6
months were explored using multivariate logistic regres-
sion analysis (Table 8). Only factors that were found to
have a statistically significant effect on exclusive breast-
feeding in chi squared test were included in the multivari-
ate logistic regression analysis.
The multivariate logistic regression analysis showed


that working mothers (AOR = 0.29; 95% CI 0.12, 0.72),
those with no past exclusive breastfeeding experience
(AOR = 0.23; 95% CI 0.09, 0.58), those who were offered
readymade liquid formula in hospital (AOR = 0.33; 95%
CI 0.15, 0.72) and those who lives with their relatives
(AOR = 0.21; 95% CI 0.05, 0.81) are less likely to exclu-
sively breastfeed their children for 6 months. (Table 8).
On the other hand, mothers with female children (AOR
= 2.42; 95% CI 1.18, 4.97) and better breastfeeding


Table 4 Breastfeeding attitudes of participants visiting four
primary healthcare clinics in Abu Dhabi (n = 344)


Variable Number (%)


Response of participants to breastfeeding attitude questions
(Total of six scored questions)


Breastfeeding can increase the mother’s weight:


Agree 69 (20.6)


Neutral 86 (25.7)


Disagreea 180 (53.7)


One of the causes of hair loss is breastfeeding:


Agree 114 (34)


Neutral 74 (22.1)


Disagreea 147 (43.9)


Pumping breast milk makes it no longer beneficial for the child:


Agree 39 (11.7)


Neutral 89 (26.7)


Disagreea 205 (61.6)


Mothers should stop breastfeeding if they take any type of
medication:


Agree 138 (41.8)


Neutral 105 (31.8)


Disagreea 87 (26.4)


Intention to breastfeed future children:


Agreea 307 (92.8)


Neutral 15 (4.5)


Disagree 9 (2.7)


Plan to attend breastfeeding classes in future pregnancy:


Agreea 219 (66.6)


Neutral 82 (24.9)


Disagree 28 (8.5)


Overall participants’ attitude level:


Good 72 (20.9)


Fair 182 (52.9)


Poor 90 (26.2)


Reasons behind adoption of breastfeeding:


Religious background 123 (37)


Healthcare providers 92 (27.7)


Child health 298 (89.8)


Media 26 (7.8)


Cleanliness and easy preparation 105 (31.6)


Personal determination or experience 11 (3.3)


Encouragement from mother/mother-in-law 79 (23.8)


Encouragement from husband 81 (24.4)


Other 8 (2.4)


I don’t know 11 (3.3)
aResponse indicates positive attitude
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knowledge scores (AOR = 1.25; 95% CI 1.04, 1.50) were
more likely to exclusively breastfeed their children for 6
months (Table 8).


Mothers’ breastfeeding knowledge, attitudes, and
practices
Mothers’ breastfeeding attitude was statistically significantly
affected by their breastfeeding knowledge (p < 0.001) (Fig. 1).
In addition, mothers’ breastfeeding practice was also statis-
tically significantly affected by their breastfeeding know-
ledge (p = 0.022) (Fig. 2). There was no statistically
significant relationship between mothers’ breastfeeding atti-
tudes and practices.


Breastfeeding clause in the U.A.E.’s child rights law (2014)
The participants’ opinions about the proposed breastfeed-
ing clause in the U.A.E.’s Child Rights Law were explored.
Although only 32.3% of the participants were aware
of the proposed breastfeeding clause, the majority of
them agreed/strongly agreed that this clause would
have a positive effect on babies (84.3%) and dis-
agreed/strongly disagreed that it would have a nega-
tive effect on mothers (59.6%).


Discussion
In our study, 72.6% of the mothers complied with the
WHO recommendations of starting breastfeeding within
1 hour of delivery [4, 17]; this figure was higher than that
reported in a Saudi Arabian study (31%) [8]. This differ-
ence in breastfeeding practice could reflect efforts by hos-
pitals in Abu Dhabi to achieve baby-friendly practices and
establish the ten-step initiative for successful breastfeeding
as per WHO [18, 19].
Sustained exclusive breastfeeding for up to 6 months


without any supplement was reported by 16.9% of the
mothers in our study. This figure was close to that seen in
another study in Saudi Arabia (15.9%) [20] and was better
than the figures reported in numerous other studies in the
region [8, 21] as well as in the U.S.A [22, 23]. However, it
was lower than that reported in studies in Uganda (49.8%)
[24, 25]. The higher exclusive breastfeeding rate at 6
months in this study compared to Saudi Arabian studies
could be explained by the fact that a higher percentage of
women in our study (81.2%) believed that breast milk
alone was sufficient for the child in the first 6 months of
life compared with a lower percentage (28%) in a study in
Saudi Arabia [8]. This fact was supported in our study,
where it was found that mothers who had better


Table 5 Breastfeeding practices of participants visiting four primary healthcare clinics in Abu Dhabi


Variable Number (%) Sample size (n)


Positively answered breastfeeding practice questions by participants on the basis of their experience with their last child (Total of six scored questions):


Initiation of breastfeeding immediately and within the first hour of life 193 (72.6) 266


Currently breastfeeding the last child and intending to continue until the age of ≥24 months 79 (28.7) 275


Exclusively breastfed last child for 6 months 46 (16.9) 272


Planning to continue exclusively breastfeeding last child until 6 months of age (for children < 6 months of age) 8 (2.9) 273


Child was not given ready-made liquid formula in the hospital 176 (58.3) 302


Attended breastfeeding classes during pregnancy 68 (22.2) 306


Participants’ overall practice level 338


Good 94 (27.8)


Fair 129 (38.2)


Poor 115 (34)


Breastfed last child for any duration of time 266 (84.4) 315


Had no difficulties in breastfeeding last child 220 (82.1) 268


Has past breastfeeding experience from previous children 185 (56.9) 325


Has past exclusive breastfeeding experience from previous children 124 (39.4) 315


Was advised to start formula milk for last baby by the following persons 277


Doctor 133 (48)


Nurse 3 (1. 1)


Pharmacist 8 (2.9)


Family member 30 (10.8)


Friends 15 (5.4)


Others 1 (0.4)


No one 25 (9)
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breastfeeding knowledge scores were more likely to practice
exclusive breastfeeding for 6 months. The higher exclusive
breastfeeding rate in the U.A.E. and Saudi Arabia, com-
pared to the U.S.A., could be further explained by the fact


that maternity leave is longer in the U.A.E. and Saudi Ara-
bia than in the U.S.A. and that maternity leave is granted
with full salary, unlike in the U.S.A [26]. The latter differ-
ences could be due to strong family support in the U.A.E.,


Table 6 Reasons indicated by mothers who stopped breastfeeding before their children turned two (n = 89)


Reasons cited as important Number (%)


Lactation factors


Breast problem (pain, cracked nipple, etc.) 8 (9)


Psychosocial factors


Breastfeeding was tiring 9 (10.1)


Felt it was time to stop 5 (5.6)


Had too many household duties or other commitments 4 (4.5)


Difficulty finding nursing areas outside the home 4 (4.5)


Breastfeeding was too inconvenient 3 (3.4)


Lack of husband’s support 2 (2.2)


Family recommendation 1 (1.1)


Wanted or needed someone else to feed my baby 0 (0)


Nutritional factors


Decreased milk production 68 (76.4)


Baby hungry/unsatisfied after feeding 30 (33.3)


Baby not gaining sufficient weight 10 (11.2)


Physician’s recommendation 5 (5.6)


Lifestyle factors


Decreased food intake by mother 6 (6.7)


The mother’s hair started falling out 2 (2.2)


Breastfeeding was affecting the mother’s shape/body image 1 (1.1)


Medical factors


Health problems related to the mother (maternal illness/medication use, etc.) 8 (9)


Became pregnant or wanted to become pregnant again 5 (5.6)


Child health problem 0 (0)


Milk-pumping factors


Pumping milk difficult/time consuming, etc. 4 (4.5)


Infant’s self-weaning factors


Refused to feed 19 (21.3)


Began to bite 5 (5.6)


Work related factors


Had to return to work 14 (15.7)


Maternity leave not long enough to develop breastfeeding schedule/habit 24 (14.5)


Insufficient time off during work days for breastfeeding 20 (12)


Home too far from work for breastfeeding 9 (5.4)


Lack of work flexibility for breastfeeding time 9 (5.4)


Lack of nursery at or close to work 8 (4.8)


Could not or did not want to pump or breastfeed at work 8 (4.8)


Problems related to workplace 4 (2.4)


Other reasons 4 (2.4)


Other factors 3 (3.4)
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especially from mothers and mothers-in-law; this support
was found to have a major effect on breastfeeding know-
ledge in our study. In addition, women who lived with
their relatives had better breastfeeding knowledge and at-
titudes, and this could further explain the differences ob-
served. On the other hand, the higher exclusive
breastfeeding rates in Uganda could be due to their infant
feeding tradition and culture: in some parts of Uganda,
breastfeeding is considered the only acceptable way to
feed an infant [27], and in other parts, women cannot af-
ford formula milk and instead adopt breastfeeding [25].


Table 7 Factors that affect exclusive breastfeeding (EBF) practices
among participants


Variable No EBF EBF p-value


Number (%) Number (%)


Age (in years) 0.362


18–24 13 (72.2) 5 (27.8)


25–29 58 (69.9) 25 (30.1)


30–34 50 (67.6) 24 (32.4)


35–39 32 (78) 9 (22)


40–44 7 (100) 0 (0)


≥ 45 0 (0) 0 (0)


Education background 0.814


Primary school or lower 1 (100) 0 (0)


Secondary school 29 (70.7) 12 (29.3)


University or higher 129 (71.7) 51 (28.3)


Employed 0.004


No 100 (65.8) 52 (34.2)


Yes 60 (84.5) 11 (15.5)


Self-employed 0 (0) 0 (0)


Employment sector 0.052


Private 35 (77.8) 10 (22.2)


Public 23 (95.8) 1 (4.2)


Entitled to breastfeeding hours
by employer


0.112


Yes 46 (80.7) 11 (19.3)


No 11 (100) 0 (0)


Living with husband and children only 0.048


Yes 130 (68.4) 60 (31.6)


No (Living with relatives) 24 (88.9) 3 (11.1)


No (Separated/ Divorced/
Widowed)


3 (100) 0 (0)


Number of housemaids or nannies 0.156


0 99 (67.8) 47 (32.2)


1 41 (82) 9 (18)


> 1 11 (73.3) 4 (26.7)


Monthly family income (in AED) 0.209


< 15,000 68 (77.3) 20 (22.7)


15,000–30,000 71 (65.7) 37 (34.3)


> 30,000 15 (71.4) 6 (28.6)


Number of children 0.151


1 56 (78.9) 15 (21.1)


2–4 95 (66.9) 47 (33.1)


≥ 5 9 (90) 1 (10)


Gender of last child 0.010


Male 87 (79.1) 23 (20.9)


Female 67 (63.2) 39 (36.8)


Table 7 Factors that affect exclusive breastfeeding (EBF) practices
among participants (Continued)


Variable No EBF EBF p-value


Number (%) Number (%)


Last child gestational age at
delivery


0.027


< 37 weeks 36 (85.7) 6 (14.3)


≥ 37 weeks 123 (68.7) 56 (31.3)


Mode of delivery of last child 0.550


Vaginal delivery 91 (70.5) 38 (29.5)


Caesarian section 69 (74.2) 24 (25.8)


Healthcare provider explained the
importance of breastfeeding during
antenatal visits for last pregnancy


0.482


Yes 124 (70.9) 51 (29.1)


No 35 (76.1) 11 (23.9)


Healthcare provider explained the
importance of breastfeeding after
delivery of last child


0.631


Yes 133 (72.3) 51(27.7)


No 26 (68.4) 12 (31.6)


Healthcare provider explained
the appropriate practices of
breastfeeding for last child


0.849


Yes 121 (71.2) 49 (28.8)


No 37 (72.5) 14 (27.5)


Past breastfeeding experience 0.168


No other children 52 (76.5) 16 (23.5)


No 12 (85.7) 2 (14.3)


Yes 91 (66.9) 45 (33.1)


Past exclusive breastfeeding
experience


0.000


No other children 51 (78.5) 14(21.5)


No 54 (85.7) 9 (14.3)


Yes 49 (56.3) 38 (43.7)


Offered readymade formula in
hospital


0.001


Yes 72 (84.7) 13 (15.3)


No 84 (63.2) 49 (36.8)
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Another factor that was found to be important in predict-
ing exclusive breastfeeding in our study was whether
mothers were offered readymade liquid formula in the
hospital. The mothers who were offered readymade for-
mula liquid while in hospital were less likely to exclusively
breastfeed for 6 months. The latter could explain the dif-
ference in exclusive breastfeeding rates at 6 months be-
tween our study and Saudi Arabia [8], where 41.7% of the
mothers in our study (compared with 66.7% in Saudi Ara-
bia) were offered ready-made liquid formula in the hos-
pital. This might reflect the Baby-Friendly approach
practiced in U.A.E. hospitals. Interestingly, it was also found
in our study that female infants were more likely to be ex-
clusively breastfed for 6 months compared to male infants,
which could be explained by the cultural infant feeding
practices seen in some areas in the Middle East [28].
According to the participants in our study, the most im-


portant reason for initiating breastfeeding was child health
(89.8%), followed by religious background (37%). This find-
ing was similar to the comparable findings in a study in
Saudi Arabia, wherein the main reasons were identical:
child health (43.7%), followed by religious back-
ground (17.2%) [20]. These similarities might be ex-
plained by the fact that these two countries have similar
cultures, beliefs, and religion. Specifically, the connection
between breastfeeding and religious tradition is most
likely related to the Islamic teachings in the Holy Quran,
which state, “And mothers shall breastfeed their children


for two whole years, for those who desire to complete the
appropriate duration of breastfeeding” [29].
Among women who stopped breastfeeding, breastfeed-


ing was stopped at a mean age of 7.1 ± 5.4 months in our
study, which was slightly earlier than that in a study in
Saudi Arabia (8.7 ± 7.8) [8]. The most common reason
given for stopping breastfeeding in our study was de-
creased breast milk production (76.4%), which corrobo-
rates findings in other studies [8, 30, 31]. It is possible,
however, that in many cases, decreased breast milk pro-
duction was perceived rather than real, as some other
studies have found. [32] These other studies’ results
could mean that the women mistake normal infant
behaviour of frequent feeding and waking at night as
evidence of hunger, which is a socially acceptable
reason for stopping breastfeeding. The second most com-
mon reason found in our study for stopping breastfeeding
was the baby seeming hungry or unsatisfied after feedings
(33.3%). Work related problems were the second most
common reason in a study in Saudi Arabia (38.5%) [8].
Collectively, however, 67.4% of the participants in our
study reported that work related problems were involved
in the decision to stop breastfeeding and that among
these, insufficient maternity leave was the most common
(14.5%). In our study, it was found that mothers who were
employed were less likely to practice exclusive breastfeed-
ing for 6 months, which is consistent with the findings of
several studies [33, 34]. Other studies have shown that


Table 8 Multivariate logistic regression for the predictors associated with exclusive breastfeeding (n = 196)


Variables Number Coefficient Standard Error Adjusted ORa (95% CIb) p-value


Living with husband and children only


Yes 171 1


No (Living with relatives) 25 -1.58036 0.69742 0.21 (0.05 , 0.81) 0.0235


Past exclusive breastfeeding experience


No other children 57 -1.08063 0.44158 0.34 (0.14 , 0.80) 0.0144


No 57 -1.46617 0.47043 0.23 (0.09 , 0.58) 0.0018


Yes 82 1


Given readymade formula in hospital


Yes 77 -1.12242 0.40437 0.33 (0.15 , 0.72) 0.0055


No 119 1


Gender of last child


Male 101 1


Female 95 0.88259 0.36800 2.42 (1.18 , 4.97) 0.0165


Breastfeeding knowledge score 196 0.22396 0.092921 1.25 (1.04 , 1.50) 0.0159


Employment status


No 135 1


Yes 61 -1.22911 0.45997 0.29 (0.12 , 0.72) 0.0075
aOR Odds Ratio
bCI Confidence Interval
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inadequate comprehensive maternity leave policies, lack
of child care facilities at or near the workplace, rigid time
schedules that do not allow for nursing breaks, lack of fa-
cilities providing privacy for breast-pumping, and absence
of facilities for the refrigeration of pumped breast milk are
among the factors that affect breastfeeding practice among
working mothers [35, 36]. Maternity leave for working
mothers in the U.A.E. is very well outlined; mothers are en-
titled to 60 days’ leave with full salary, which is also the case
in Saudi Arabia. However, in Saudi Arabia, maternity leave
can also be extended up to 3 years at 25% of the employee’s
salary [37]. The effect of these factors is likely to be the rea-
son why most of our participants had shifted to formula
feeding by 6 months (89.4%), a proportion similar to that in
a study in Saudi Arabia (91.7%) [8].
Most participants intended to breastfeed future chil-


dren (92.8%), as in two Saudi Arabian studies (90.1%) [8,
38]. These similarities could be explained by the similar-
ity between the cultures and beliefs of these two coun-
tries. Another study has shown that such an attitude is


one of the strongest predictors of breastfeeding initiation
and duration [31].
Most participants (86%) in our study were aware of the


benefits of feeding colostrum to the child, as in two Saudi
Arabian studies (89.3%) [8, 39]. In contrast, 77% of the sur-
veyed mothers from the district of Rajasthan, India, dis-
carded their colostrum [40]; this finding is similar to those
recently reported in other parts of India where 60% of the
studied women still discard colostrum [41]. These differ-
ences could be explained by the differences between the
cultures and beliefs of the U.A.E. and these Indian regions.
Factors that may limit the generalization of our findings


include cultural differences between women residing in Abu
Dhabi and those residing outside Abu Dhabi; where there is
a possible referral bias to our primary health care clinics as
80% of the sample had higher educational level. Further-
more, possible recall bias in responding to the questionnaire
for older children could be another factor. Another limita-
tion is that the questionnaire was long, which led to the fail-
ure to report complete data regarding some questions.


Conclusions
Although breastfeeding knowledge in the U.A.E. was gen-
erally good, breastfeeding practice was still suboptimal.
Modifiable factors that was found to predict exclusive
breastfeeding includes breastfeeding knowledge and
mothers’ employment status. The most common reasons
for stopping breastfeeding were insufficient breast milk
production and the baby seeming unsatisfied or hungry
after feeding. Therefore, healthcare providers should pro-
vide breastfeeding education to all women during their
antenatal follow-up visits, especially women with low edu-
cational qualifications and no past breastfeeding experi-
ence. Solutions should be provided to overcome the
barriers to breastfeeding, especially for working mothers,
by providing them with longer maternity leave and paid
breaks to continue breastfeeding their children. Fortu-
nately, a new law was recently established and passed in
the U.A.E. that extends fully paid maternity leave from 2
months to 3 months, which is a step in the right direction.
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Abstract


Background: Female genital mutilation/cutting (FGM/C) is a common practice in developing countries, including
the UAE, and presents a major health problem.


Methods: A questionnaire-based cross-sectional study was conducted among 1035 participants: 831 (80.3%)
females and 204 (19.7%) males.


Results: The number of women with FGM/C was 344; hence the prevalence of FGM/C in our study was 41.4%.
Type I was the most prevalent (62.8%), followed by Type II (16.6%) and Type III (5%). FGM/C was less prevalent
among educated and employed women (p-value < 0.001) and was mostly performed during infancy and
childhood. Among the participants, 13.7% reported that their daughters had undergone FGM/C, with Type I being
the most common, and 25% of them planned to have their future daughters undergo Type I FGM/C. While FGM/C
was mostly performed by ritual circumcisers (74.4%), in 25 and 36.7% of the cases, it was performed by health
professionals and in the clinic setting, respectively. About 69% of the participants considered FGM/C a custom,
72.8% were against the practice, and only 17.4% believed in its legality. Complications occurred in 30% of cases.
The type of FGM/C was associated with the occurrence of complications: bleeding, difficulties in sexual life, and
delivery-related problems (p-value < 0.05). One-fifth of the male participants expressed plans to circumcise future
daughters (p-value < 0.001).


Conclusion: FGM/C remains a prevalent practice in the UAE and has a negative association with the general health
of Emirati women. The lack of clear legislation to criminalize this practice is a problem to be addressed. In this
context, national-level educational and legal strategies should be a priority.


Keywords: Female genital mutilation/cutting, Female circumcision, UAE, Social impact, Attitude, Prevalence
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Background
Female genital mutilation/cutting (FGM/C), defined by
the World Health Organization (WHO) as “all proce-
dures involving partial or total removal of the female ex-
ternal genitalia or other injury to the female genital
organs for non-medical reasons,” is internationally rec-
ognized as a violation of the fundamental rights of
women and girls [1]. FGM/C can be classified as: Type
I—Excision of the prepuce with or without partial or
total excision of the clitoris; Type II—Excision of the
prepuce and clitoris together with partial or total exci-
sion of the labia minora; Type III—Excision of part or
all of the external genitalia and stitching/narrowing of
the vaginal opening (infibulation); Type IV—Unclassi-
fied: Pricking, piercing, or incision of the clitoris and/or
labia [2]. FGM/C has no health benefits and can imme-
diately cause severe bleeding and urination problems.
Subsequent issues can include cysts, infections, and in-
fertility, as well as complications in childbirth and in-
creased risk of newborn deaths. FGM/C is mostly
carried out on young girls between infancy and age 15.
However, with the WHO and United Nations Children’s
Fund (UNICEF)‘s firm stand against FGM/C based on
several medical reports of its negative impact on repro-
ductive and public health, the practice has been on the
decline. Both the WHO and UNICEF strongly advocate
for new legislation that can result in the banning and
eventual eradication of FGM/C [3, 4].
FGM/C is a controversial topic in the Arab world, and


there is no consensus on whether it is an Islamic re-
quirement or a tribal tradition. However, the influential
Egyptian Muslim institution Dar Al-Ifta Al-Misriyyah re-
cently confirmed in a press statement that FGM/C is re-
ligiously forbidden owing to its negative impact on
physical and mental well-being. Sheikh of Al-Azhar re-
considers unreliable fatwas released by some members
of the faculty of Al-Azhar University (Egypt) who claim
FGM/C is a religious necessity based on weak Hadith
(Prophet Mohammad’s teachings) through the following
statement: “This act has no religious origin, it only dates
back to inherited traditions and customs and the biggest
evidence for not being a religious duty for women is that
the Prophet Muhammad had not circumcised his daugh-
ters.” Nevertheless, this practice is widely prevalent in
many Muslim countries, especially Sudan [5], Iran [6],
and Egypt [7].
FGM/C affects more than 125 million women and


girls, predominantly across central Africa, parts of the
Middle East and South Asia, and diaspora communities
[8]. In a recent Sudanese survey of 21,947 women, of
whom 6249 (28.5%) were from urban areas and 15,698
(71.5%) from rural areas, the prevalence of female cir-
cumcision was 89%. Thirty-two percent of the women
had circumcised their daughters. Reported prevalence


rates vary dramatically across and within countries. The
highest reported prevalence rates are in Somalia (98%),
Guinea (97%), Djibouti (93%), Sierra Leone (90%), and
Mali (89%) [9]. FGM/C is even practiced in Western
countries such as the United States owing to the rapid
growth in the number of immigrants from FGM/C-prac-
ticing countries [10]. The situation is the same in the
UK [11]. In the context of the UAE, a WHO study on
the topic did not provide any data regarding the preva-
lence of FGM/C [12]. Hence, there is no reliable data
about FGM/C in the UAE.
FGM/C has no medical benefits and is associated with


severe health complications. In fact, it poses a serious
health problem in some parts of the Arab world and is
considered a harmful procedure that causes many com-
plications during pregnancy and childbirth. During
labor, FGM/C can impede delivery and cause infection
and inflammation, as well as making intrapartum vaginal
examination or catheterization difficult or even impos-
sible [2]. Moreover, FGM/C may cause trauma and leave
a long-lasting negative psychological impact on injured
young females [13]. The consequences of this practice
are not limited to women; men have described complica-
tions such as difficulty in penetration, wounds/infections
on the penis, and psychological problems [14].
In 2008, the WHO, together with nine other United


Nations partners, issued a new statement to advocate for
the abandonment of FGM/C. The 2008 statement pro-
vides evidence about the practice collected over the past
decade. It highlights the human rights and legal dimen-
sions of the problem and provides data on the frequency
and scope of FGM/C. It also summarizes research on
why FGM/C continues, how to stop it, and its detrimen-
tal effects on the health of women, girls, and newborns.
The new statement builds upon the 1997 original issued
by the WHO, UNICEF, and United Nations Population
Fund [15].
As UAE-specific data regarding FGM/C prevalence


and attitude are scarce; the only single report is in a
newspaper, Hence, the aim of this study was to explore
the prevalence of FGM/C, attitudes toward FGM/C, and
medical and social consequences of FGM/C in the UAE.


Methods
Setting
This study was conducted in Al Ain, Abu Dhabi city,
from October 2016 to June 2017. Al Ain is located in
the eastern region of Abu Dhabi Emirate and is consid-
ered the fourth largest city in the UAE with a population
of 766,936 (ref. Abu Dhabi Digital Government). At
30%, Al Ain has a high Emirati national population. The
recruitment sites included Al Ain Hospital (AAH) (10
outpatient clinics plus pharmacy): paper copy of ques-
tionnaire; three Fatima College of Health Sciences
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(FCHS) campuses (student and staff): online question-
naire; and United Arab Emirates University (UAEU)
(alumni): online questionnaire. This study was approved
by the Al Ain Medical District Human Research Ethics
Committee in February 2016. All participants provided
written or electronic informed consent for participation
before the interview.


Design
The sample size for this cross-sectional study was 1035.
Separate structured/semi-structured questionnaires for
female and male participants, available in both English
and Arabic, were used, ensuring inclusion of both Arabic
and non-Arabic speakers. The questionnaire was devel-
oped by the principal investigator by combining various
similar questionnaires and validated through a small
pilot study with students at the UAEU’s College of
Medicine and Health Sciences. The process of develop-
ment factored in social acceptance, ethnic and gender
sensitivity, and applicability (supplements). The ques-
tionnaire was pre-tested on clerkship students to im-
prove the relevance and appropriateness of the questions
to the social context and subsequently revised. The in-
terviewers underwent a two-hour training session before
commencing the study. Participants answered the ques-
tionnaire in an approximately 10-min interview.
The participants were recruited from three sites—


UAEU, FCHS, and AAH—and included patients, stu-
dents, and university staff. Particular sites were chosen
because of the high numbers of Emirati nationals and
Arabs working or studying there, as well as owing to the
logistics of obtaining ethical approval to recruit the ap-
propriate sample size.


Sampling and participant criteria
Of the 1150 individuals initially approached, the 1035
who provided complete responses were included in the
study. Hence, the non-response rate was 10%. Sample
size calculation was based on Kish’s formula (n0 = Z2 p
q/e2) (1.96*0.3*0.9/0.0009 = 588, Z = 1.96, prevalence*
(P = 30%), e =margin of error = 3%; *prevalence of FGM/
C in Africa and Asia = 30%. Considering a non-response
rate of 10%, the desired sample size was (588/0.9) or 653
respondents.
The data were collected either through face-to-face or


online completion of the questionnaire at a single time
point. Face-to-face data collection was undertaken at
AAH (where patients attending 10 outpatient clinics in-
cluding the antenatal clinic were approached) by a re-
search assistant or interns/residents and nurses, who
also offered assistance to any illiterate participants. The
online questionnaire was distributed via an email link to
UAEU graduates and FCHS students and staff. Consent
was implied by voluntary completion of the


questionnaire, following provision of study information
to participants. This approach was chosen over obtaining
written informed consent as it allowed completely an-
onymous participation and facilitated a better response
rate.
Collected variables in the structured/semi-structured


questionnaire included sociodemographic characteristics
such as age, education, religion, marital status, ethnicity,
and income, as well as FGM/C-related knowledge, atti-
tude, practices, and complications.
The sample, which included both males and females,


consisted of UAE citizens as well as non-UAE citizens.
Adults aged 18 years and above, who resided in the
UAE, regardless of religion, were included. The data
were collected over eight months. Although the origin-
ally intended sample size was at least 2000, owing to dif-
ficulties in recruitment because of social restraints and
cultural barriers, we ultimately analyzed the data of 1035
participants.
The primary objectives of the study were to determine


the prevalence of FGM/C in the UAE as well as the atti-
tudes toward the practice. The secondary objectives were
to evaluate the medical and social aspects of FGM/C
among women living in the UAE.


Statistical analysis
Statistical analysis was performed using SPSS version 20
(SPSS Inc., Chicago, IL, USA). Simple frequency tables
were used to describe the sample’s sociodemographic
characteristics and related attitudes. Frequencies and
proportions of categorical variables were compared
using Pearson’s χ2 test, where appropriate. A Z-score
calculator was used to measure whether two populations
(circumcised women and their daughters) differed sig-
nificantly on some single or categorical characteristic.
The level of statistical significance was set at p-0.05.


Results
This study was conducted between 2016 and 2017. The
1035 participants included 831 (80.3%) females and 204
(19.7%) males. The sample’s sociodemographic charac-
teristics are depicted in Table 1.
The number of women with FGM/C was 344 out of


831; hence, the prevalence among our participants was
41.4%. Regarding the type of FGM/C performed, Type I
(minimal) was the most prevalent (n = 216; 62.8%),
followed by Type II (moderate) (n = 57; 16.6%) and Type
III (n = 17; 5%). Surprisingly 1.4% of the participants
were unaware of the type of FGM/C they had undergone
and 14.2% did not want to answer the question (Table 2).
Among all female respondents, 114 (13.7%) reported
that their daughters had undergone FGM/C and about
25% were in favor of circumcision for their future
daughters; the majority of these women were in favor of
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Table 1 Demographic data of participants (the numerals indicate the number of participants who gave that response)


Variable Subcategory Number(N) Percentage (%)


Gender Male 204 19.7


Female 831 80.3


Age 18–30 yrs. 583 56.3


31–40 yrs. 287 27.7


41–50 yrs. 130 12.6


> 50 yrs. 29 2.8


Ethnicity African country 55 5.3


Arab country 268 25.9


Asian country 42 4.1


European country 12 1.2


North/South America, Australia, NZ 8 0.8


UAE 647 62.5


Origin UAE 647 62.5


GCC 24 2.3


Other Arab Countries 191 18.5


African country 110 10.6


Asian country 40 3.9


European/American/Australia/NZ 20 1.9


Marital status Married 531 51.3


Divorced 47 4.5


Single 435 42.0


Widow 19 1.8


Total 1032 99.7


Do you have children? No 494 47.7


Yes 533 51.5


Educational level Illiterate 10 1.0


Primary school 42 4.1


Secondary school 215 20.8


University 761 73.5


Religion Christian 45 4.3


Muslim 985 95.2


Other 3 0.3


Employment Employed 419 40.5


House wife 151 14.6


Not-employed 68 6.6


Student 386 37.3


Monthly income Student 315 30.4


Less < 5000 Dh 148 14.3


5000–25,000 Dh 328 31.7


More > 25,000 Dh 143 13.8


Most recent Daughter Age of circumcision During infancy (0–1 years) 90 78.9


Childhood (2–10 years) 20 17.6


Adolescent (12–19 years) 3 2.6


Adult (20 years) 1 0.9
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Type I. Regarding the type of FGM/C among partici-
pants’ daughters, Type I (n = 93; 81.6%) was the most
common, followed by Type II (n = 21; 18.4%). None of
the daughters had undergone Type III (Table 2). Most
recent daughters’ period of circumcision was during in-
fancy (0–1 years) (n = 90; 78.9%) and in most cases, the
FGM/C procedure was performed in a private hospital/
clinic (n = 84; 73.7%) (Table 3).
Among all respondents, the total number of circum-


cised daughters was 114 (13.7%), most of whom (n = 90;
78.9%) had undergone FGM/C during infancy. The most
recent daughter circumcision was performed in private
hospitals/clinics (n = 84; 73.7%). In contrast, among
mothers, FGM/C had mostly been performed by ritual/
traditional circumcisers (n = 232; 74.4%), followed by
health professionals/at private clinics (n = 78; 25%), with
only 117 (36.7%) reporting having been circumcised in a
clean/sterile environment.
Among all the participants, 69% considered FGM/C a


custom, about 5% considered it a religious ritual (fardh/
obligation), and about 20% considered it a sunna/recom-
mended act. Most respondents (n = 664; 72.8%) were
against the practice of female circumcision, and regard-
ing their opinion on the legality of the practice in the
UAE, only 180 (17.4%) reported that they considered it
legal (Table 3).
Concerning the female respondents’ preferences, only


54 (7.5%) reported that they would have voluntarily
undergone FGM/C. Only 40 women (12.9%) had under-
gone genital repair after delivery (Table 4).


The association between circumcision status and edu-
cational level (illiterate, primary school, secondary
school, and university) was statistically significant (p-
value < 0.001). There was an inverse association between
circumcision status and literacy level: with increasing
educational levels, there was a decrease in the propor-
tion of women with FGM/C. The association between
women’s circumcision status (yes, no) and employment
status was also statistically significant (p-value < 0.001),
as the highest rates of FGM/C were among housewives
and unemployed women (58.3 and 56.9%, respectively).
Moreover, the association between circumcision status
(yes, no) and nationality was statistically significant (p-
value < 0.001), where the highest rate of FGM/C was
among women from the Gulf Cooperation Council
(GCC) nations and UAE (54.5 and 51.9%, respectively),
and the lowest rate was among women from other non-
African Arab countries (10.1%) (Table 5).
The individual complications reported by circumcised


women included pain, infection, bleeding, difficulties in
sexual life, delivery, and urination, and emotional dis-
tress at 14.2, 0.6, 8.3, 2.8, 1.9, 6.7%, and 4.1, respectively.
About 30% reported all these complications. There was
no significant association between all complications and
genital repair after delivery (p-value > 0.05) (Table 6).
However, the relationship between FGM/C type (min-
imal: Type I, moderate: Type II, and major: Type III)
and the occurrence of complications (bleeding, difficul-
ties in sexual life, and delivery-related problems, respect-
ively) was statistically significant (p-value < 0.05). In
addition, we observed direct trends regarding the


Table 2 Prevalence of FGM/C and related factors among participants and their daughters (the numerals indicate the number of
participants who gave that response)


Variable Subcategory Number(N) Percentage (%)


Women Circumcision status No 487 58.6


Yes 344 41.4


Total 831 100.0


Type of circumcision among women respondent n = 344 Minimal (Type I) 216 62.8


Moderate (Type II) 57 16.6


Major - Pharaonic (Type III) 17 5


Don’t know 5 1.4


N/A (didn’t want to answer) 49 14.2


Daughters’ Circumcised, n = 831 N/A (didn’t want to answer) 498 59.9


No 219 26.4


Yes 114 13.7


Total 831 100


Daughters’ Type of Circumcision, n = 114 Minimal (Type I) 93 81.6


Moderate (Type II) 21 18.4


Major - Pharaonic (Type III) 0 0


Total 114 100.0
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Table 3 Attitude, knowledge and practices towards FGM/C among participants (Numbers showing the responders number to each
specific question)
Question Answer Number(N) Percentage (%)


Most recent Daughter Age of circumcision During infancy (0–1 years) 90 78.9


Childhood (2–10 years) 20 17.6


Adolescent (12–19 years) 3 2.6


Adulthood (> 20 years) 1 0.9


Who/Where did the most recent circumcision of your daughter? Governmental hospital/clinic 12 10.8


Private hospital/clinic 84 73.7


Ritual/traditional circumcisers 15 13.5


Do you plan or prefer circumcision for your future daughters? No 679 74.9


Yes 227 25.1


Plan or preferred type of circumcision for future daughters n = 48 Minimal (Type I) 36 75.0


Moderate (Type II) 4 8.3


Major - Pharaonic (Type III) 6 12.5


Don’t Know 2 4.2


Custom/tradition-Consider female circumcision No 194 18.7


Yes 712 68.8


Religious (Fardh / Obligatory) No 849 82.0


Yes 57 5.5


Religious (Sunna / Recommended) No 698 67.4


Yes 208 20.1


Custom Religious Obligatory Religious Recommended Custom 653 63.1


Religious Obligatory 29 2.8


Religious Recommended 159 15.4


Custom and Religious 65 6.3


Are you For or Against the practice of female circumcision? Against 664 72.8


For 248 27.2


FGM performed in UAE Public hospitals clinics Public hospitals/clinics 72 7.0


FGM performed in UAE Private hospitals clinics 0 0


Private hospitals/clinics 82 7.9


FGM performed in UAE Ritual Elderly person 0 0


Ritual/Elderly person from the community 43 4.2


Is FGM performed in UAE Don’t Know 195 18.8


Governmental hospitals/clinics 80 7.7


Private hospitals/clinics 192 18.6


Ritual/traditional circumcisers 41 4.0


Do you know where FGM is performed COMBINED Don’t Know 552 53.3


Other 7 0.7


Governmental & Private hospitals/clinics 29 2.8


Governmental hospital & Ritual person 7 0.7


Private hospitals & Ritual person 10 1.0


Governmental & Private & Ritual 2 0.2


Do you think the practice of female circumcision is legal in the UAE? Don’t know 521 50.3


No 233 22.5


Yes 180 17.4
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Table 4 Knowledge, attitude, and practice of FGM/C among female respondents (n = 831) (the numerals indicate the number of
participants who gave that response)


Question Answer Number Percentage (%)


If you had the choice would you choose to be circumcised? N/A (didn’t know) 399 55.2


No, I would not have chosen it for myself 270 37.3


Yes, I would have chosen it again for myself 54 7.5


Did you repair it after delivery? n = 309 N/A i.e. have never had vaginal birth 71 22.9


No 198 64.2


Yes 40 12.9


Who did the initial circumcision n = 312 Ritual person/traditional circumcisers 232 74.4


Health professional personnel / private clinic 78 25


Don’t know 2 0.6


Was it done under clean/sterile environment n = 319 I do not recall 148 46.4


No 54 16.9


Yes 117 36.7


Age of first circumcision Woman During infancy (0–1 years) 151 47.9


Childhood (2–10 years) 155 49.2


Adolescent (12–19 years) 8 2.6


Adult (20 years) 1 0.3


Complication pain n = 310 Do Not recall 210 67.7


No 56 18.1


Yes 44 14.2


Complication infection n = 310 Do Not recall 210 67.8


No 98 31.6


Yes 2 0.6


Complication bleeding n = 310 Do Not recall 210 67.8


No 74 23.9


Yes 26 8.3


Difficult sexual life n = 310 Do Not recall 210 67.8


No 91 29.4


Yes 9 2.8


Difficulties with deliveries n = 310 Do Not recall 210 67.8


No 94 30.3


Yes 6 1.9


Difficulties with urination n = 310 Do Not recall 210 67.8


No 79 25.5


Yes 21 6.7


Emotional distress n = 310 Do Not recall 210 67.8


No 87 28.1


Yes 13 4.1


Complications All COMBINED n = 310 Do Not recall 210 67.8


No 6 1.9


Yes 94 30.3


In what country was your circumcision performed in? n = 318 UAE 252 79.3


North/South America, Australia, NZ 2 0.6


Asian country 2 0.6
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occurrence of complications such as bleeding and
delivery-related problems as the rate of complications
increased from minimal-type I to moderate-type II to
major pharaonic-type III of FGM/C (Table 7).
The relationship between age at circumcision and


delivery-related complications was statistically signifi-
cant, as the highest rate (33.3%) was among women who
were circumcised in adolescence (12–19 years) (p-
value = 0.007). However, the relationship between age at
circumcision and individual complications such as pain,
infection, bleeding, difficulties in sexual life and urin-
ation, and emotional distress, as well as all complications
combined, was not significant (p-value > 0.05). Despite
the absence of significant associations, we observed dir-
ect trends in the context of difficulties with urination,
emotional distress, and all combined complications and
age at circumcision, and it is worth mentioning that the
highest rate of all complications was among those who
were circumcised in adolescence (Table 8).
The results show that there was a statistically signifi-


cant association between men’s attitudes toward marry-
ing circumcised women and their desire to have their
future daughters circumcised, as the men who reported
that marrying circumcised woman was very important to
them were also the most likely to display a preference
for circumcising their future daughters (21.6%) (p-value
< 0.001). However, there was no significant association
between men’s attitude toward refusing to marry


uncircumcised woman and their wish to have their fu-
ture daughters circumcised (p-value = 0.163) (Table 9).


Discussion
While, at 41.4%, there was a high prevalence of FGM/C
among our study participants, only 13.7% of the partici-
pants’ daughters had undergone FGM/C, which may in-
dicate a decrease in the prevalence of the practice. This
decrease, which has also been reported in other recent
studies [16, 17], may be associated with several factors,
perhaps the most important of which is the
criminalization of FGM/C [18]. This trend has been very
clear in Egypt since the 2008 criminalization of FGM/C
[17]. We believe that the advances in women’s education
and improvements in the awareness of health issues in
the UAE may have played a role in this decrease. How-
ever, the fact that the prevalence remains high may be
associated with gendered cultural forces and the contin-
ued perception of FGM/C as a potential advantage with
regard to marriage prospects [19].
Type I (minimal) (62.8%) was the most prevalent,


followed by Type II (moderate) (16.6%) and Type III
(5%). While our data are in concordance with some
studies [20], they conflict with others where Type III
was the most prevalent [21]. These variations may be at-
tributed to ethnicity-related differences in attitudes
across communities. We also found that Type III FGM/
C was absent among the daughters of our participants.
This may be indicative of the changing attitude toward


Table 4 Knowledge, attitude, and practice of FGM/C among female respondents (n = 831) (the numerals indicate the number of
participants who gave that response) (Continued)


Question Answer Number Percentage (%)


Arab country 46 14.5


UAE 252 79.3


African country 16 5


Table 5 Association between FGM/C and educational level, employment status, and nationality


Educational level n (%) p-valuea


Illiterate Primary School Secondary School University


Women Circumcision status Yes 7 (70.0%) 29 (69.0%) 92 (48.9%) 212 (36.2%) <0.001


No 3 (30.0%) 13 (31.0%) 96 (51.1%) 373 (63.8%)


Employment status n (%)


Employed House wife Unemployed Student


Women Circumcision status Yes 130 (46.9%) 88 (58.3%) 33 (56.9%) 89 (26.3%) <0.001


No 147 (53.1%) 63 (41.7%) 25 (43.1%) 250 (73.7%)


Origin, nationality: grouped by region n (%)


UAE GCC Arab country African country Asian country


Women Circumcision status Yes 279 (51.9%) 12 (54.5%) 15 (10.1%) 32 (40.5%) 5 (16.1%) <0.001


No 259 (48.1%) 10 (45.5%) 133 (89.9%) 47 (59.5%) 26 (83.9%)
aChi-square
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Table 6 Relationship between all FGM/C complications and genital repair after delivery


Complications Did you repair it after delivery? p-
valueaHave never had vaginal birth N (%) No N (%) Yes N (%)


Pain Do Not recall 49 (70.6) 126 (66.5) 25 (61.5) 0.445


No 9 (11.8) 39 (20.7) 8 (20.5)


Yes 12 (17.6) 24 (12.8) 8 (17.9)


Infection Do Not recall 48 (70.6) 125 (66.5) 24 (61.5) 0.083


No 18 (26.5) 63 (33.5) 15 (38.5)


Yes 2 (2.9) 0(.0) 0(.0)


Bleeding Do Not recall 48 (70.6) 125 (66.5) 24 (61.5) .842


No 15 (22.1) 47 (25.0) 10 (25.6)


Yes 5 (7.4) 16 (8.5) 5 (12.8)


Difficult sexual life Do Not recall 48 (70.6) 125 (66.5) 24 (61.5) .082


No 19 (27.9) 59 (31.4) 11 (28.2)


Yes 1 (1.5) 4 (2.1) 4 (10.3)


Difficulties with deliveries Do Not recall 48 (70.6) 125 (66.5) 24 (61.5) .601


No 19 (27.9) 60 (31.9) 13 (33.3)


Yes 1 (1.5) 3 (1.6) 2 (5.1)


Difficulties with urination Do Not recall 48 (70.6) 125 (66.5) 24 (61.5) .778


No 15 (22.1) 49 (26.1) 13 (33.3)


Yes 5 (7.4) 14 (7.4) 2 (5.1)


Emotional distress Do Not recall 48 (70.6) 125 (66.5) 24 (61.5) .336


No 15 (22.1) 57 (30.3) 14 (35.9)


Yes 5 (7.4) 6 (3.2) 1 (2.6)
aChi-square


Table 7 Relationship between FGM/C type and complications


Complications Type of circumcision p-
valueaMinimal (Type I) Moderate (Type II) Major – Pharaonic (Type III)


Pain No 29 (49.2%) 15 (60.0%) 7 (70.0%) 0.377


Yes 30 (50.8%) 10 (40.0%) 3 (30.0%)


Infection No 59 (100.%) 23 (92.0%) 10,100.0% () 0.060


Yes 0 (.0%) 2 8.0% () 0 (.0%)


Bleeding No 48 (81.4%) 18 (72.0%) 4 (40.0%) 0.020


Yes 11 (18.6%) 7 (28.0%) 6 (60.0%)


Difficult Sexual Life No 54 (91.5%) 25 (100.0%) 6 (60.0%) 0.001


Yes 5 (8.5%) 0 (.0%) 4 (40.0%)


Difficulties With Deliveries No 58 (98.3%) 24 (96.0%) 7 (70.0%) 0.001


Yes 1 (1.7%) 1 (4.0%) 3 (30.0%)


Difficulties With Urination No 46 (78.0%) 20 (80.0%) 8 (80.0%) 0.973


Yes 13 (22.0%) 5 (20.0%) 2 (20.0%)


Emotional Distress No 52 (88.1%) 20 (80.0%) 9 (90.0%) 0.573


Yes 7 (11.9%) 5 (20.0%) 1 (10.0%)


Complications Combined-All No 4 (6.8%) 1 (4.0%) 0 (.0%) 0.638


Yes 55 (93.2%) 24 (96.0%) 10 (100.0%)
aChi-Square
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the practice owing to the high rates of complications as-
sociated with Type III FGM/C.
We found that employed and educated women were


less likely to have undergone FGM/C, pointing to the
high importance of female education in plans to eradi-
cate the practice of FGM/C. Educational programs and
guidelines on the management of FGM/C for health pro-
fessionals [22] and the general population seem to be
another important factor, as the experiences of many
countries have demonstrated that FGM/C decreased
after the introduction of national educational programs.
It seems that FGM/C is a common deep rooted harmful
traditional practice in UAE which has been kept as
“TABOO” and deeply buried as untouchable secret by
the influential forces of the community traditions.
About 69% of the participants considered FGM/C a


custom and most respondents were against the practice.
We noticed that in the context of FGM/C, there is a lack
of clarity regarding the stance of religious leaders and
scholars across the Muslim world. Some deny its status
as a religious ritual, while others forbid Type III while
accepting Type I. Nevertheless, when it comes to
women, given the opportunity, the majority would


neither wish to experience it themselves nor expose their
daughters to the practice. This, in line with previous
studies, reflects how FGM/C trends are changing [21].
However, regarding men’s attitude, it was clear that a
small proportion still prefer to marry a woman with
FGM/C. While Middle-Eastern countries, including the
UAE, have made great strides toward gender equity,
Arabic societies remain male dominated. Thus, most
often, it is the men who formulate and guard society’s
traditions and customs.
In the majority of the cases, FGM/C was performed


during infancy (0–1 years; 48%) and childhood (2–10
years; 49%). What is alarming is that, as per the self-
reports of the female respondents, they were mostly cir-
cumcised by ritual/traditional circumcisers (74.4%), with
only a quarter of the women having been circumcised by
a health professional/at a private clinic. Even among
such cases, only a third of the circumcisions had been
performed in a clean/sterile environment. These facts
should be enough to alarm the authorities into taking
action to ensure the safety of those who undergo this
procedure secretly and in unhealthy conditions. How-
ever, we found that this trend changed over a


Table 8 Relationship between age at circumcision and consequent complications


Complications Age of Woman’s First Circumcision p-valuea


During Infancy (0–1 Years) Childhood (2–10 Years) Adolescent (12–19 Years)


Difficulties with Deliveries No 17 (89.5%) 72 (97.3%) 4 (66.7%) 0.007


Yes 2 (10.5%) 2 (2.7%) 2 (33.3%)


Complications Combined No 2 (10.5%) 3 (4.1%) 0 (0.0%) 0.436


Yes 17 (89.5%) 71 (95.9%) 6 (100.0%)
aChi-Square


Table 9 Men’s attitude toward marrying circumcised women and their desire to have their future daughters circumcised


Men’s attitude Number & percentage N (%) Planned or preference to
circumcise future daughters


P-valuea


No N (%) Yes N (%)


Importance of marrying circumcised woman Not Important 105 (59) 88 (62.4) 17 (45.9) < 0.001


Slightly Important 31 (17.4) 30 (21.3) 1 (2.7)


Moderately Important 19 (10.7) 10 (7.1) 9 (24.3)


Important 8 (4.5) 6 (4.3) 2 (5.4)


Very Important 15 (8.4) 7 (5.0) 8 (21.6)


Men’s attitude Number & percentage N (%) Planned or preference to
circumcise future daughters


P-value


No N (%) Yes N (%)


Refusing to marry uncircumcised woman Definitely not 97 (56.7) 82 (60.3) 15 (42.9) 0.163


Probably not 30 (17.5) 19 (14.0) 11 (31.4)


Probably 23 (13.5) 18 (13.2) 5 (14.3)


Very probably 7 (4.1) 6 (4.4) 1 (2.9)


Definitely 14 (8.2) 11 (8.1) 3 (8.6)
aChi-square


Al Awar et al. BMC Women's Health           (2020) 20:79 Page 10 of 12







generation, as the reverse pattern was observed among
daughters: they were mostly circumcised by profes-
sionals/at private clinics (Table 3). This high percentage
reflects the medicalization of FGM/C in the private sec-
tor. It is possible that the absence of clear legislation
against FGM/C prompts health professionals to perform
this unethical practice; hence, there is an urgent need
for legislation criminalizing FGM/C.
We found that the type of FGM/C was associated with


complications such as bleeding and difficulties in sexual
life and delivery, with Type I being associated with the
most complications. Our results are in concordance with
a recent systematic review and other reports concluding
that FGM/C leads to increased pain and impaired sexual
satisfaction and desire [20, 23].
Additionally, we found that factors associated with the


occurrence of complications, especially delivery-related
difficulties, included age at FGM/C, with the greatest
complications (33.3%) reported among women in the
adolescent age group (12–19 years) (p-value = 0.007).
This was also reported in Egypt [24]. We may attribute
this to the fact that by this age, the female reproductive
organs have almost reached peak development and any
surgical procedures will be harmful and hard to correct,
especially when delivery is involved.
A major strength of our study is the reasonably


good sample size. Moreover, this is the first valid and
large-scale survey to report on the prevalence of
FGM/C among a random representative sample of the
UAE population, taking into account the views of
both genders, providing data regarding the intention
to continue the practice at the societal level (which
will be helpful guiding strategies to tackle the issue).
However, an apparent weakness of our study is the
fact that by being limited to Al Ain city, its results
cannot be generalized to all of the UAE. In addition,
not all participants answered all questions; apart from
demonstrating that the topic of FGM/C is still con-
sidered a taboo, this limited our ability to procure all
the necessary data. Further, women’s self-reports of
having undergone FGM/C and the specific type were
not verified through physical examination. Moreover,
face-to-face and email interviews may have their own
advantages and disadvantages, which might have con-
tributed to the results. While we attempted to con-
duct the most rigorous study possible, in future
research, we hope to improve the methodology and
overcome the abovementioned limitations.
Even though there have been many studies in areas


where the prevalence of FGM/C is high, little is known
about the GCC region. Given the multinational, multi-
cultural structure of the population in the context of the
country’s legislation and advanced educational and med-
ical system (where the practice is prohibited in


governmental medical facilities), the UAE is a unique
mix of tradition and modernity.


Implications for practice and/or policy
We believe that to eradicate FGM/C in the UAE, there
should be a strong and coordinated approach imple-
mented at all levels, with an emphasis on mothers, along
with the male population, health care providers, religious
authorities, and legislative institutions. Of the utmost
importance is the development of a national strategic
plan, supportive educational programs, and targeted
training programs implemented at multiple levels, such
as schools, universities, and especially among health care
providers and scholars in religious studies and legisla-
tion, who are uniquely positioned to support the eradi-
cation of FGM/C but are unfortunately likely to lack the
necessary awareness and knowledge. We hope this study
will contribute to spreading awareness about the preva-
lence of FGM/C and the related attitudes in the UAE. In
addition, it can indicate and highlight the projected
medical and social impact.


Conclusions
FGM/C is a common practice among women in devel-
oping countries. Although there is a high prevalence of
FGM/C among older generations of women in the UAE,
there is a decrease in its prevalence among younger gen-
erations, especially that of Type III. Most of our partici-
pants were against FGM/C and would not prefer to
undergo it if they had the choice. However, a small pro-
portion of men still prefer to marry women with FGM/
C. Urgent actions are needed to eradicate this practice.
The lack of clear legislation to criminalize this practice
is an important issue to be addressed, and a national
educational and legal strategy to eradicate this problem
should be a priority.
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5.       Discuss methods for supporting women during labor and birth including
pharmacological and non-pharmacological approaches.
6.       Discuss best practices for common pregnancy-related issues such as
nausea and vomiting in pregnancy, fetal malpresentation at term, protracted
labor, management of postpartum hemorrhage
7.       Discuss how ACNM can support global midwifery

I am also attaching some information I found related to midwifery in the UAE.  If
any of you have additional information that would be most welcome.  

Looking forward to meeting you all.
Cathy
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