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Foreword

The world has reached a turning point for

women’s and children’s health. We can now
celebrate the fact that maternal, neonatal and
child mortality rates are at their lowest levels in
history. We are poised for even greater progress
thanks to the Every Woman Every Child initiative,
our progress toward achieving the Millennium
Development Goals, as well as the ongoing
discussions regarding a set of global sustainable
development goals to succeed the Millennium
Development Goals after their target completion
date of 2015.

This report links two specific areas of focus that
I care deeply about: first, maternal and newborn
health, and second, the overarching principles

and values of the post-2015 development agenda,

providing new evidence for decision-makers.

The midwifery workforce, within a supportive
health system, can support women and girls to

prevent unwanted pregnancies, provide assistance
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throughout pregnancy and childbirth, and
save the lives of babies born too early.

With leadership and resources, the world can
prevent the vast majority of avoidable yet
tragically common losses of life and address the

vicious cycle of impoverishment that ensues.

The State of the World’s Midwifery 2014
documents growing momentum since the first
call to action in the 2011 report. Every year,
more governments, professional associations and
other partners are acting on the evidence that
midwifery can dramatically accelerate progress
on sexual, reproductive, maternal and newborn
health and universal health coverage.

I fully support the Midwifery 2030 vision
articulated in this report. This vision is within
reach of all countries, at all stages of economic
and demographic transition. Its implementation
will help governments to deliver on women’s
right to health, ensure that women and newborn
infants obtain the care they need, and contribute
to our shared, global ambition to end preventable

maternal and newborn deaths.

I commend this report to all those interested in
joining the United Nations as we work towards
the Midwifery 2030 vision and improve the
future of women’s and children’s health.

Ban Ki-moon
Secretary-General of the United Nations



Executive Summary

The State of the World’s Midwifery (SoWMy) 2014: A Universal Pathway. A Woman’s Right

to Health takes its inspiration from the United Nations Secretary-General’s Every Woman

Every Child initiative and his call to action in September 2013 to do everything possible

to achieve the Millennium Development Goals (MDGs) by 2015 and work towards the

development and adoption of a post-2015 agenda based on the principle of universality.

SoWMy 2014’s main objective, agreed at the 2nd
Global Midwifery Symposium held in Kuala
Lumpur in May 2013, is to provide an evidence
base on the state of the world’s midwifery in
2014 that will: support policy dialogue between
governments and their partners; accelerate
progress on the health MDGs; identify develop-
ments in the three years since the SoWMy 2011
report was published; and inform negotiations
for and preparation of the post-2015 develop-

ment agenda.

SoWMy 2014 focuses on 73 of the 75 low- and
middle-income countries that are included in the
“Countdown to 2015” reports. More than 92%

of all the world’s maternal and newborn deaths
and stillbirths occur within these 73 countries.
However, only 42% of the world’s medical,
midwifery and nursing personnel are available
to women and newborn infants (hereafter

‘newborns’) in these countries.

Midwifery is a key element of sexual, reproduc-
tive, maternal and newborn health (SRMNH)
care and is defined in this report as: the health
services and health workforce needed to support
and care for women and newborns, including
sexual and reproductive health and especially
pregnancy, labour and postnatal care. This
enables analysis of the diverse ways in which
midwifery is delivered by a range of health-care

professionals and associate professionals.

SoWMy 2014 has been co-ordinated by the United
Nations Population Fund, the International
Confederation of Midwives and the World Health
Organization on behalf of government repre-

sentatives and national stakeholders in the 73

countries and 30 global development partners.

Tangible progress has been made in improving
midwifery in many countries since the SoWMy
2011 report: 33 of the 73 countries (45%) report
vigorous attempts to improve workforce retention
in remote areas; 20 countries (28%) have started
to increase recruitment and deployment of mid-
wives; 13 countries (18%) have prepared plans to
establish regulatory bodies; and 14 (20%) have

a new code of practice and/or regulatory frame-
work. Perhaps the most impressive collective step
forward is the improvement in workforce data,
information and accountability, reported by

52 countries (71%).

The evidence and analysis in SoWMy 2014 is
structured by the four domains that determine
whether a health system and its health workforce
are providing effective coverage, i.e. whether

women are obtaining the care they want and
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It has been widely
acknowledged
thatinvesting

in a proficient,
motivated midwifery
workforce has

a greatimpact

on maternal and
newborn health.
(Jhpiego/Kate Holt)
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Not all countries

have a dedicated
professional cadre
focused on supporting
women and newborns.
(Mamaye Sierra Leone)

iv

need in relation to SRMNH services. These four

domains are: availability, accessibility, acceptabil-

ity and quality.

Availability: SoWMy 2014 provides new esti-

mates of the essential SRMNH services needed by

women and newborns. This need for services, in
each country, can be converted into the need for

the midwifery workforce.

Midwives, when educated and regulated to
international standards, have the competencies
to deliver 87% of this service need. However,
midwives make up only 36% of the reported
midwifery workforce: not all countries have a
dedicated professional cadre focused on sup-
porting women and newborns. Instead there is
diversity in the typologies, roles and composition
of health workers contributing to midwifery ser-
vices, and many of these workers spend less than
100% of their time on SRMNH services.

The new evidence on diversity presented in
SoWMy 2014 can inform policy and planning.
Firstly, the availability of the midwifery workforce
and the roles they perform cannot be deduced
from job titles. Secondly, the full-time equivalent
midwifery workforce represents less than two
thirds of all workers spending time on SRMNH
services. Therefore, any analysis comparing

THE STATE OF THE WORLD’S MIDWIFERY 2014

or correlating the midwifery workforce with
SRMNH outputs/outcomes should take full-time

equivalent staffing as the measure of availability.

The evidence identifies opportunities to: align
job titles, roles and responsibilities; strengthen
linkages between education and employment:
improve efficiency; and assess and reduce high
levels of turnover and attrition. In particular,
progress is required on the identity, status and
salaries of midwives, removing gender dis-
crimination and addressing the lack of political

attention to issues which only affect women.

Accessibility: Although nearly all of the 73
countries recognize the importance of finan-
cial accessibility and have a policy of offering
at least some essential elements of SRMNH
care free of charge at the point of access, only
4 provide a national “minimum guaranteed
benefits package” for SRMNH that includes
all the essential interventions. Gaps in the
essential interventions include those known
to reduce the four leading causes of maternal
mortality: severe bleeding; infections; high
blood pressure during pregnancy (pre-eclamp-

sia and eclampsia); and unsafe abortion.

Lack of geographical data on health facilities
and midwifery workers precludes reliable assess-
ment of whether all women have access to a
health worker when needed. Improving acces-
sibility requires making all urban and rural
areas attractive to health workers, and ensuring
that all barriers to care, including lack of trans-
portation, essential medicines and health-care

workers, are removed.

Acceptability: Most countries have policies in
place to deliver SRMNH care in ways that are
sensitive to social and cultural needs. However,
data on women's perceptions of midwifery
care are scarce, and countries acknowledge the
need for more robust research on this topic.
Contributors to the SoWMy 2014 workshops
noted that the issue of acceptability is strongly
linked to discrimination and the status of



women generally, both as service users and
health workers.

Quality of both care and care providers can

be increased by improving the quality of
midwifery education, regulation and the role of
professional associations. SoWMy 2014 indicates
that although the curricula in most countries
are appropriate and up-to-date, pervasive gaps

remain in education infrastructure, resources
and systems, particularly for direct-entry

midwifery programmes.

Nearly all of the 73 countries have a regulatory
infrastructure for midwifery, with prescribed
standards for midwifery education, including in
the private sector. Quality of care would be further

strengthened by licensing/re-licensing systems that

@~ KEY MESSAGES

The report shows that:

1 The 73 Countdown countries included in the
report account for more than 92% OF GLOBAL
MATERNAL AND NEWBORN DEATHS AND
STILLBIRTHS but have only 42% OF THE
WORLD'S MEDICAL, MIDWIFERY AND NURSING
PERSONNEL. Within these countries,
' workforce deficits are often most
acute in areas where maternal and
newborn mortality rates are highest.

2 ONLY 4 OF THE 73 COUNTRIES have a .
midwifery workforce that is able to meet

the universal need for the 46 essential
interventions for sexual, reproductive,

maternal and newborn health.

3 Countries are endeavouring to expand and deliver

DISAGGREGATED DATA for determining the
availability, accessibility, acceptability and quality
of the midwifery workforce ARE NOT AVAILABLE.

to international standards can provide
87% OF THE ESSENTIAL CARE needed for
women and newborns.

5 In order for midwives to work effectively,
FACILITIES NEED TO BE EQUIPPED TO OFFER
THE APPROPRIATE SERVICES, including for
emergencies (safe blood, caesarean sections,
newborn resuscitation).

equitable midwifery services, but COMPREHENSIVE,

4 Midwives who are educated and regulated
‘ 87%

Accurate data on the midwifery workforce enable
countries to plan effectively. This requires A
MINIMUM OF 10 PIECES OF INFORMATION THAT
ALL COUNTRIES SHOULD COLLECT: headcount,
percentage time spent on SRMNH, roles, age
distribution, retirement age, length of education,
enrolments into, attrition and graduation from
education, and voluntary attrition from the workforce.

Legislation, regulation and licensing of midwifery
allow midwives to provide the high-quality
care they are educated to deliver and thus
protects women'’s health. High-quality midwifery
care for women and newborns saves lives

and CONTRIBUTES TO HEALTHY
m FAMILIES AND MORE PRODUCTIVE

COMMUNITIES.

The returns on investment are a “best buy”:

 Investing in midwifery education, with
deployment to community-based services, could
yield a 16-FOLD RETURN ON INVESTMENT in
terms of lives saved and costs of "‘

caesarean sections avoided, and

is A “BEST BUY” IN PRIMARY v

HEALTH CARE.

* Investing in midwives frees doctors, nurses and

other health cadres to focus on other health
needs, and contributes to achieving a
grand convergence: reducing infections,
ENDING PREVENTABLE MATERNAL

MORTALITY and ENDING PREVENTABLE
NEWBORN DEATHS.

EXECUTIVE SUMMARY \'



Midwives can offer
woman-centred
and supportive care
that goes beyond
childbirth.

(World Vision/
Sopheak Kong)

require the midwifery workforce to demonstrate
continuing professional development.

The ultimate goal of professional associations is

to foster a dynamic, collaborative, fit-for-purpose,
practice-ready team of health-care professionals
who are responsive to the needs of women and
children. Although almost all countries have at
least one professional association for midwives,
nurse-midwives or auxiliary midwives, their role in
quality improvement could be strengthened if they
were enabled to contribute to policy discussions

and key decisions affecting midwifery services.

There are substantial gaps in effective coverage
in both the availability and quality dimensions.
Reducing these gaps requires the collection and
better use of workforce data and leadership to
prioritize midwifery and release resources to
support workforce and service planning. The
minimum 10 data elements required for health
workforce planning are: headcount, percentage
time spent on SRMNH, roles, age distribution,
retirement age, length of education, enrolments
into, attrition and graduation from education, and
voluntary attrition from the workforce.

Midwifery2030: Quality midwifery care is central

to achieving national and global priorities and

THE STATE OF THE WORLD’S MIDWIFERY 2014

securing the rights of women and newborns. SoWMy
2014 has developed Midwifery2030 as a pathway for
policy and planning. Starting from the premises that
pregnant women are healthy unless complications,
or signs thereof, occur, and that midwifery care pro-
vides preventive and supportive care with access to
emergency care when needed, it promotes woman-
centred and midwife-led models of care, which have
been shown to generate greater benefits and cost

savings than medicalized models of care.

Midwifery2030 focuses on increasing the availabil-
ity, accessibility, acceptability and quality of health
services and health services and health providers to
achieve the three components of universal health
coverage (UHC): reaching a greater proportion of
women of reproductive age (increasing coverage);
extending the basic and essential health pack-

age (increasing services); while protecting against
financial hardship (increasing financial protection).
Central to this are an enabling policy environment
that supports effective midwifery education, regula-
tion and association development, and an enabling
practice environment that provides access to effec-
tive consultation with and referral to the next level
of SRMNH services. This should be underpinned by
effective management of the workforce, including

professional development and career pathways.

Implementing the recommendations of
Midwifery2030 can lead to significant returns

on investment. A value for money assessment

in Bangladesh reviewing the education and

future deployment of 500 community-based mid-
wives ranked positively for economy, efficiency
and effectiveness. The assessment calculated

a beneficial impact comparable to that of child
immunization, with a 16-fold return on investment
and confirms that midwifery is a “best buy” in

primary health care.

Essential building blocks for putting the
Midwifery2030 vision into practice include political
will, effective leadership and midwifery “champi-
ons” who will drive the agenda, supported by the
current regional and international momentum for
improvements to SRMNH.



CHAPTER 1

INTRODUCTION

In September 2013, United Nations Secretary-
General Ban Ki-moon presented his annual report
on progress towards the Millennium Development
Goals (MDGs) to the United Nations General
Assembly [1]. His report, A life of dignity for

all, calls for all countries and the international
community at large to do everything possible

to achieve the MDGs by the end of 2015 and to
work towards the development and adoption of

a post-2015 agenda based on the principles of
universality, leaving no one behind. It identifies
an emerging vision that includes every woman
and girl having “equal access to health services,
including sexual and reproductive health and
reproductive rights” as part of the increasing
momentum to realize “universal health-care cov-
erage, access and affordability”, for example, in
resolutions adopted by the World Health Assembly
[2] and United Nations General Assembly [3].

This report, The State of the World’s Midwifery 2014
(SoWMy 2014), takes inspiration from the United

Nations Secretary-General’s above-mentioned

* inform negotiations for and preparation of the

post-2015 development agenda.

Partners at the 2nd Global Midwifery Symposium
reaffirmed that the returns on investing in a
proficient, motivated and supported midwifery
workforce are enormous, and they committed to
improving midwifery services in all

regions of the world [5]. Specifically

they committed to “improve the

data collection and evidence base for

midwifery and identify actions to

address the context-specific barriers

to midwifery services within coun-

tries”. This report responds to that
commitment by updating the 2011
report, which has proved to be a

valuable source of evidence and tool

for advocacy [7].

SoWMy 2014 focuses on the 75 low-

and middle-income countries that

are included in the “Countdown to

Partners at the 2nd
Global Midwifery
Symposium reaffirmed
that the returns on
investing in a proficient,
motivated and supported
midwifery workforce
are enormous, and they
committed to improving
midwifery services in all
regions of the world.

call to action, as well as his Every Woman Every
Child initiative, launched in 2010 [4]. SoW My
2014’s main objective, as agreed at the 2nd Global

2015” reports (hereafter Countdown)

[8]. 73 countries agreed to contrib-

ute to the preparation of SoWMy 2014; Equatorial
Midwifery Symposium held in Kuala Lumpur in Guinea and the Philippines were unable to
May 2013 [5], is to provide an evidence base on

the state of the world’s midwifery in 2014 that will:

contribute due to emergency and scheduling com-

mitments. SoWMy 2014 adds detailed information

. . on the midwifery workforce and enabling environ-

* support policy dialogue between governments . . .

. ment in each country to inform national efforts to

and their partners; . . . .

achieve universal, sustained and equitable cover-

e accelerate progress on the health MDGs; age of the essential interventions [9] in sexual,
reproductive, maternal and newborn health

(SRMNH) [10] that are proven to save women’s

and children’s lives.

¢ identify developments in the three years since
SoWMy 2011 was published [6];
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Preparations included collating updated data on
the midwifery workforce*, midwifery education,
regulation, professional associations, policy and
planning frameworks, and progress since 2011.
Where feasible, participating countries hosted a
policy workshop exploring barriers, challenges
and solutions to the availability, accessibility,
acceptability and quality (AAAQ) of midwifery
services, and in particular the midwifery work-
force. For this reason, the preparation of this
report has been in many countries an impor-
tant element of the national effort to improve
women’s and newborn infants’ (hereafter: new-
borns) access to competent health professionals.
Figure 1 illustrates a selection of key indicators
for the 73 countries included in the report.

*The SoWMy survey requested countries to submit data on all professional,
associate professional and other health cadres engaged in the provision of
maternal and newborn health care (whether they work in the public or private
sectors). Data should however be considered as indicative of those working in
the public sector.

As shown in Figure 1, more than 92% of all
maternal and newborn deaths and stillbirths
[11-13] occur within these 73 countries. They
are home to women giving birth to 107 million
babies per year, making up 78% of the world’s
total births in 2009. Yet the number of deaths in
these countries is 96% of the global burden of
maternal mortality, 91% of stillbirths and 93%
of newborn mortality [11-15]. The Global Health
Observatory indicates that only 42% of the
world’s medical, midwifery and nursing person-

nel are available in these 73 countries [16].

What is midwifery? SoWMy 2014 looks at the
inequitable state of the world shown in Figure 1
through the lens of midwifery [17]. The definition
of “midwifery” used in this report is: the health
services and health workforce needed to support
and care for women and newborns, including
sexual and reproductive health and especially
pregnancy, labour and postnatal care. This

FIGURE 1
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includes a full package of sexual and reproductive
health services, including preventing mother-to-
child transmission of HIV, preventing and treating
sexually transmitted infections and HIV, prevent-
ing pregnancy, dealing with the consequences of
unsafe abortion and providing safe abortion in
circumstances where it is not against the law. This
definition is wider than, for example, the Medical
Subject Headings definition, introduced in 1966,
which simplifies midwifery to “the practice of
assisting women in childbirth” [18]. This report
emphasizes that midwifery involves far more than
the care of the mother during childbirth: it pro-
motes woman-centred care and the well-being of
women more generally [19-21] through a support-
ive and preventive model of care [22,23]. Note that
the terms “woman-centred care” and the “well-
being of women” include, at appropriate times, the

mother and her newborn child.

The report generally uses the term “midwife” to
include those health professionals who are edu-
cated to undertake the roles and responsibilities
of a midwife regardless of their educational path-
way to midwifery, whether direct-entry or after
basic nursing. This is aligned with the recom-
mendations and standards of the International
Confederation of Midwives (ICM) [24-27] and the
position statement of the International Council of
Nurses (ICN) [28]. For example, ICM’s Essential
competencies for basic midwifery practice asks the
questions “What is a midwife expected to know?”
and “What does a midwife do?” and acknowl-
edges that, a midwife acquires her/his knowledge
and skills through different educational path-
ways [26]. Where differentiation is required for
analysis and explanation, for instance in Chapter
2 on the percentage of time spent providing
maternal and newborn health services or on
education pathways, the report uses the titles of

midwife and nurse-midwife.

The vocabulary of midwifery and its use in differ-
ent regions of the world and in different languages
is not without complexity. For instance, not all
languages have a word that literally translates as
mid-wife (i.e. to be “with woman”). SoWMy 2014

does not seek to promote one definition over

another, nor to prescribe how countries, languag-
es, professional associations and/or others define
or refer to midwifery services and the midwifery
workforce. The priority is to contribute to the evi-
dence base — using terms that enable comparison
across regions and countries — which can inform
new policy dialogue and action in support of qual-
ity midwifery services and the rights of women

and their newborns to obtain quality health care.

About this report

ICM, the United Nations Population Fund
(UNFPA) and the World Health Organization
(WHO) co-chaired the development and launch
of SoWMy 2014, with UNFPA and WHO coordi-
nating on behalf of the H4+ agencies (UNAIDS,
UNFPA, UNICEF, UN Women, WHO and the
World Bank). Fourteen partners were convened
through a Steering Committee (see acknowledge-
ments). ICS Integrare, a UNFPA Implementing
Partner, managed the secretariat for the Steering
Committee, and led the data collection, research,
writing and production of this report with sup-
port from the University of Southampton (UK),
the University of Technology, Sydney (Australia)

and other partners (see acknowledgements).
Government representatives in each of the

73 countries collaborated with UNFPA/WHO
country offices and development partners in
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Every woman and girl
should have equal
access to sexual
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(ICM/Liba Taylor)



Midwives can offer
woman-centred
and supportive care
that goes beyond
childbirth.
(UNICEF/Shehzad
Noorani)

completing a questionnaire available in English,
French and Spanish with national stakeholders
and experts. Data collection took place between
October 2013 and February 2014. Of the 73 coun-
tries, 37 convened a workshop, engaging more
than 500 participants in policy dialogue, includ-
ing staff from ministries of health and education,
health-care professional associations, regulatory
bodies and medical, midwifery and nursing
schools (see page 198 for a list of all contribu-
tors). UNFPA/WHO country offices submitted
the completed questionnaire and workshop
reports on behalf of countries to the secretariat

through an online platform.

The data collection and the report have been
made possible through the contributions of many
individuals and organizations. Their willingness
to convene, collect, collate and analyse the data
demonstrates the global commitment to mid-
wifery. However, the report recognizes there are
inherent limitations in a multi-country study,
not least the gaps in available data in many coun-
tries. That absence of data is itself a finding that
presents national partners with the opportunity
to take immediate action. Examples of how this
spurred action in Afghanistan, Sierra Leone

and Togo are provided in Box 6 in Chapter 2.

Notwithstanding the limitations, the report

THE STATE OF THE WORLD'S MIDWIFERY 2014

provides new analysis and evidence to inform

policy, planning and implementation:

* Chapter 2 updates the evidence base and pro-
vides a detailed analysis of efforts to improve

the quality of midwifery in the 73 countries;

e Chapter 3 explores the future challenges and
opportunities facing midwifery and proposes a
people-centred, woman-focused vision that can

accelerate progress on universal access by 2030;

* Chapter 4 includes two-page “policy briefs” for
each of the 73 countries.

The policy briefs are an innovative mix of 2012
data and needs-based projections for the period
to 2030. Health workforce projections have been
described as “a policy-making necessity” [29].
Their purpose in the briefs, mirroring previ-
ous needs-based projections on the workforce
requirements to deliver priority services [30-33],
is to inform policy dialogue and decisions
within countries on “what actions need to be
taken in the near future” [29]. All needs-based
projections are sensitive to the quality of data
informing them and a global modelling exercise
has limitations due to the standard, evidence-
based parameters employed [34]. In particular,
the projections are based on the rational
assumption that human resources are allocated
efficiently. This may not reflect the reality in

a country. The briefs should therefore be used,
not as a fact-sheet, but as a tool to review and
improve the quality of data and policy options
within countries, enabling further identification
and analysis of disaggregated data to improve

needs-based modelling and costing exercises.

This report (in pdf, E-pub and Kindle formats)
and additional information are available online at
www.sowmy.org. Additional information includes
the data collection instruments and the guidance
given to country teams, workshop reports, and
supporting background papers. An advocacy and
communications toolkit on how to use the report
to inform policy dialogue at the country level is

also available (in English, French and Spanish).



THE STATE OF

MIDWIFERY TODAY

Evidence of progress

This chapter contains a broad assessment of
the state of the world’s midwifery, including

an account of progress since SoWMy 2011. The
chapter is based mainly on 73 country respons-
es to the SoWMy survey, as well as records of
the national workshop discussions. The result-
ing analysis gives an in-depth description of
what women and newborns need in the 73 coun-
tries, the characteristics of the workforce that
should serve them and a detailed breakdown
of what is actually available to those in need.
Also included is a new assessment of the gaps
in and challenges to expanding effective cover-
age of the 46 essential interventions in SRMNH
recommended by the Partnership for Maternal,
Newborn and Child Health [1] (see Annex 4).

Much has happened in the three years since the
launch of SoWMy 2011. Although MDG 5* will
not be reached in many countries by 2015 (19
countries have achieved this ahead of 2015 [2]),
maternal mortality decline is now an estab-
lished feature of development. All but 1 of the
73 countries that completed the 2014 survey
have made progress in reducing their maternal
mortality ratios, with an average annual rate
of reduction of 3% since 1990 [2]. One rea-

son for this progress is that many low-income
countries have improved access to midwifery
care [3]. Building on these success stories, it is

widely recognized that more needs to be done

* MDG 5A: to reduce by three quarters, between 1990 and 2015, the
maternal mortality ratio; and MDG 5B: to achieve, by 2015, universal
access to reproductive health.

** MDG 4A: to reduce by two thirds, between 1990 and 2015, the
under-five mortality rate.

to strengthen midwifery in order to come closer
to (and eventually achieve) maternal survival
targets and universal access to reproductive
health, not only those articulated in MDG 5, but
also those that may be set in the future (e.g. the
Ending Preventable Maternal Mortality by 2030
targets [4] and/or achieving universal access to
sexual and reproductive health and rights). It is
also recognized that reducing newborn mortality
is key to achieving MDG 4**; all but 4 of the 73
SoWMy countries have made progress, with an
average annual rate of reduction of 1.9% since
1990 [5]. The 2014 Every Newborn: An action
plan to end preventable deaths [6] is a roadmap
for change. It provides guidance on interven-
tions that have the highest impact - with a triple
return on maternal and newborn mortality, and
stillbirths [7,8]. The plan is in accordance with
the principles of universal health coverage [9]
and calls for qualified and dedicated midwifery
personnel to provide services. High-quality
sexual and reproductive health for women, ado-
lescents, pregnant women and their infants is
an essential feature of UHC [10] and therefore
implies the development of midwifery services,
a midwifery workforce and an enabling environ-

ment that is fit for this purpose.

Bold steps since 2011

Tangible progress has been made in improving
midwifery in many countries since the SoWMy
2011 report, which outlined a series of bold steps
to be taken by governments, regulatory bod-

ies, midwifery and nursing schools, professional
associations and international agencies. Analysis

of updates from the 73 countries participating in

CHAPTER 2: THE STATE OF MIDWIFERY TODAY
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ACTIONS reported by countries that relate to the BOLD STEPS identified in SoWMy 2011

Promote midwifery as a career with
appropriate terms of service.

Include midwifery and midwives in costed
MNH plans, and align human resources for
health plans.

BOLD STEPS RECOMMENDED
By governments | °
(including

ministries of .

health and

finance and other

government .

departments and
leaders)

By regulatory .
bodies

By schools J
and training
institutions

By professional .
associations

By international .
organizations,

global

partnerships, .
donor agencies
and/or civil

society
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Assure management competencies tools
and procedures for appropriate human
resource management.

Invest in active data collection and
monitoring of the practising midwifery/
MNH workforce.

Establish criteria for entry into the
profession.

Establish educational standards and
practice competencies.

Accredit schools and education curricula in
both public and private education systems.
License and relicense midwives.

Maintain codes of ethics/conduct.

Review curricula to ensure that graduates
are proficient in all essential competencies
set by government and the regulatory
body.

Use the ICM and other education standards
to improve quality and capacity.

Promote standards for in-service training
and knowledge updates.

Ensure respect of patients’ rights in service
delivery.

Develop the voice of and contributions by
the midwifery workforce in the national
policy arena.

Encourage international forums and
facilitate exchanges of knowledge, good
practices and innovation.

Encourage the establishment of a global
agenda for midwifery research (for the
MDGs and beyond) and support its
implementation at country level.

ACTIONS TAKEN SINCE 2011

Promotion of midwifery at higher education levels to increase
career prospects, reported by 6 countries (8%).

18 countries (25%) report increased production of health workers
(including midwives) to reduce shortages and/or deficits; 12 (16%)
have opened new midwifery schools and programmes; 8 countries
(11%) report new programmes, mostly direct-entry midwifery.

33 countries (45%) report vigorous attempts to improve retention

in remote areas, including the introduction of a bonding system and/
or incentives.

52 countries (71%) report that they have data information systems.
Actions in data collection include: capacity building with external
technical and financial support, establishment of information
coordinating bodies, revision of data tools, recruitment of data
specialists, and establishment of information centres. In addition, 5
countries (7%) report that they plan to establish information systems
or update existing ones.

51 countries (70%) report that regulatory bodies are responsible
for setting education standards, and 39 (53%) report that they are
responsible for the accreditation of education providers.

Revision of code of practice, putting in place new legislation
and/or establishing mechanisms for relicensing reported by

14 countries (19%).

19 countries (26%) report that tools and guidelines are being
developed. The majority of these relate to competencies,
development or updates of curricula and revision of codes of
practice.

8 countries (11%) have made positive efforts to align education
with ICM global standards.

Survey countries report that 92% of associations are performing
continuous professional development.

88% of associations in survey countries are reported to advise their
members on quality standards for SRMNH care.

Survey countries report that 77% of professional associations have
advised the government on the most recent national SRMNH or
health policy document, and 53% have negotiated work or salary
issues with their government.

Second Global Midwifery Symposium (May 2013) brought together
midwives, policymakers, and representatives of non-governmental
organizations, donor partners and civil society, to discuss various
issues around midwifery strengthening, showcase results and
innovations and address challenges.

Lancet Special Issue on Midwifery (June 2014): aims to consolidate
and improve the available knowledge on midwifery to facilitate
evidence-based decision-making at country level in support of
effective SRMNH services.

The H4+ including UNFPA and WHO, is providing technical support
to regions and countries on midwifery workforce assessments,
quality of care and national policy.

Civil society organizations are active participants in global, regional
and national forums.



this report shows that many of these steps
have been and are continuing to be taken
(see Table 1).

For example, 33 of the 73 countries (45%)
report vigorous attempts to improve work-
force retention in remote areas since 2011.

20 countries (28%) have started to increase
recruitment and deployment of midwives, 13
countries (18%) have prepared plans to estab-
lish regulatory bodies, and 14 (20%) have a
new code of practice and/or regulatory frame-
work. Perhaps the most impressive collective
step forward since 2011 is the improvement
in workforce data, information and account-
ability, reported by 52 countries (71%). This

includes the establishment of information coor-

dinating bodies and information centres, and the

recruitment of data specialists.

Table 1 complements the evidence that the 2011
report has contributed to changing narratives
about the role of midwifery [11], and there are
concrete examples (see Box 1) of political support
followed by policy and programme development
at national level in collaboration with govern-
ments, health-care professional associations,
education institutions, regulatory bodies and

development partners.

Updating the midwifery data from the 58
countries that participated in the 2011 report
is an important objective of this report, in part

The Government of Bangladesh made
headlines in 2010 when the Prime
Minister Sheikh Hasina demonstrated
her political commitment to midwifery by
launching the training of 3000 midwives.
This was a step change for Bangladesh
which in the 1980s had focused attention
on traditional birth attendants, and
subsequently promoted a wide range

of cadres including family welfare
visitors, nurse-midwives and doctors.
Bangladesh has recently moved to

a three-year direct-entry midwifery
education programme, in recognition

of the value of professional midwives

in reducing maternal and newborn
mortality.

Bangladesh is on track to reach MDGs

4 and 5, yet the Demographic Health
Survey 2011 reports the maternal
mortality ratio is still high at 194 per
100,000 live births, the neonatal mortality
rate is 32 per 1000 and only 32% of
women are attended during birth by

a skilled birth attendant. This reflects

a severe shortage of skilled midwifery
personnel, and an extreme concentration
of doctors in urban areas.

In 2008 the government Directorate of
Nursing Services and the Bangladesh
Nursing Council, with technical
assistance from WHO, jointly developed
“Strategic directions for enhancing

the contribution of nurse-midwives

for midwifery services to contribute to
the attainment of MDGs 4 and 5”. This
document clearly defined two pathways
for the training of midwives through the
Ministry of Health and Family Welfare:

(i) Certificate in Midwifery: a six-month
advanced midwifery programme for
existing registered nurse-midwives;

(ii) Diploma in Midwifery: a new
three-year direct-entry midwifery
programme.

WHO provided the government with
the technical assistance to develop

the six-month post basic course
curriculum, as well as the new three-
year diploma curriculum and UNFPA
provide additional financial and
technical assistance. UNFPA and WHO
are supporting 20 training centres for
the Certificate in Midwifery programme
based in existing Nursing Institutes and
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because it contributes to a global emphasis on

Education centres, and the 27 Institutes
providing the three-year direct-entry
diploma are government funded through
the multi-donor Health, Population

and Nutrition Sector Development
Programme.

Key challenges remain. There is an acute
shortage of competent teaching staff

in both public and private sectors. The
process of sanctioning new public sector
midwife positions is underway, but
needs approval to ensure the diploma
midwives can practise. Coordination
between the public and private sectors is
essential. Importantly, much more needs
to be done to provide the professional,
economic and sociocultural support

to enable these graduate midwives to
provide the quality of care that they are
committed to achieving. Bangladesh

is an example of political commitment
to midwifery, joint agency support

to government, and public-private
enterprise.

Source: UNFPA and WHO.



information and accountability [12]. But SoWMy
2014 and this chapter do more than follow up on
progress. An additional 15 countries have been
added to align with the Countdown countries
and, more importantly, the data provided by all
participating countries are more detailed than
in 2011 and represent a major step forward in
our understanding of the midwifery workforce
and their roles and responsibilities in providing
SRMNH services.

What women and newborns need
In the 73 countries included in this report the
annual number of pregnancies is reasonably

stable at around 160 million per year [13,14].

FIGURE2  Pregnancies in 73 countries (1950-2099)
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This looks set to continue for many decades (see
Figure 2). However, strikingly different demo-
graphic trends are seen between world regions.
Since 1990 the annual number of pregnancies
has increased by 50% across African countries,
which means the midwifery workforce in these
countries needs to increase significantly just to
maintain current levels of population coverage.
In order to increase coverage of services and
accelerate reductions in mortality and morbid-
ity the workforce needs an even faster increase
in supply of staff as well as new thinking on
skill-mix and improvements in efficiency. By
contrast, Asian countries are seeing reductions in
the annual number of pregnancies which should
allow them to determine how best to address
inequitable population coverage and health out-
comes, optimize the skill mix in the midwifery

workforce and scale up woman-centred services.

Projections and estimations of where pregnancies
are occurring allow for a more accurate assess-
ment of what SRMNH care is needed by women,
adolescents and newborns, but this needs to be
tailored to demographic and epidemiological con-
texts. For example, the impact of HIV/AIDS and
sexually transmitted infections will require addi-
tional counselling, testing and treatment, which
has implications for both the number and skill-
mix of providers. Figure 3 shows an estimate of
what midwifery services women and newborns
need, based on recommended coverage [1] for:
family planning, antenatal care (at least 4 visits),
skilled birth attendance and postnatal care

(at least 4 visits) in the 73 countries.

From the number of visits, an additional calcula-
tion estimates the total need for the package of
46 essential SRMNH interventions and multiplies
this by the time required to provide those inter-
ventions, as estimated by One Health [15] and
experts. This enables the need for interventions
to be translated into need for the midwifery work-
force. Midwives, when educated and regulated to
international standards, e.g. ICM and WHO [16-
20] have the competencies to deliver 87% of the
estimated need in the 73 countries.



There is significant diversity across countries
and regions in the scale and distribution of
need per women of reproductive age or per
pregnancy, due to different epidemiological
and demographic profiles. The diversity across
regions is shown in Figure 4 for both a) sexual
and reproductive health services and b) mater-

nal and newborn health services.

Towards universal access

Universal access to sexual and reproductive
health care and reductions in maternal and
newborn mortality are included in the MDG tar-
gets. This report explores the extent to which a
country’s midwifery workforce has the capacity
to facilitate universal access to the 46 essential
interventions for SRMNH by reference to the con-
cept of effective coverage (see Box 2). Effective
coverage is defined as the proportion of the
population who need an intervention, receive
that intervention and benefit from it [21,22]. It
can be measured by the availability, accessibility,
acceptability and quality of health services and of
the personnel providing those services. Chapter

2 uses these four dimensions to examine the
readiness of the midwifery workforce to deliver
universal access.

What is the midwifery workforce?
Participating countries provided highly detailed
information on the health workers engaged in
the midwifery workforce. This includes new
data on cadre names, the percentage of available
working time [33] spent on SRMNH services,
official roles and responsibilities, and length

of education. The data demonstrate extensive
cross-country variation between country cadres
with similar names. Simple approaches such

as the classification of skilled birth attendants
according to cadre name may therefore prove

ineffective.

The 381 different cadres specified by coun-
tries were grouped into eight broad categories:
midwives, nurse-midwives, nurses, auxiliaries
(midwives and nurses), associate clinicians,

physician generalists and obstetricians/gyn-

FIGURE 4
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aecologists. These categories are constructed
exclusively using each country cadre’s name, and
are not a statement about cadres’ professional
recognition, roles or educational pathway. The
rest of this chapter focuses analysis on the eight
broad categories, not the individual names pro-
vided by countries.

Countries also reported on non-professional cad-
res: 47 countries (64%) reported the availability
of community health workers (CHWs) and 20
(27%) reported the availability of traditional birth
attendants (TBAs). The role of CHWs in deliver-
ing some of the essential SRMNH interventions

CHAPTER 2: THE STATE OF MIDWIFERY TODAY



at community level, especially in sexual health,
family planning and postnatal care, is known to
improve coverage and is a viable strategy as part
of an integrated health service delivery network
[34]. Midwives in 58 countries (79%) supervise
CHWSs’ and TBAS’ work concerning SRMNH, sug-
gesting links between health facilities and the

community, with opportunities to promote the

continuum of care and to improve demand for

and utilization of services. However, lack of data,
combined with inconsistencies in typology, dura-
tion of training, roles and proportion of available
working time spent on SRMNH services, limits a
comparable, cross-country analysis in this report
but would be a valuable addition in future health

policy and systems research.

The concept of “effective coverage”

was developed by WHO in the 1970s to
explore the delivery of health services. In
1978 T. Tanahashi published a conceptual
framework in the Bulletin of the WHO
[23], which captured the simple logic of
how the domains of availability, accessi-
bility, acceptability and the effectiveness
of the contact between the service pro-
vider and the user (i.e. quality) influences
whether the population obtains health
services that meet their requirements.
Tanahashi argued that the simplicity of
the logic could be applied to consider the
effective coverage of all health services,
or particular services and components

of service delivery: for example SRMNH
services and the midwifery workforce.

Effective coverage as applied to SRMNH services and the midwifery workforce

[ neep | avawaswy AcCESSIBILITY |l ACCEPTABILITY QUALITY OUTCOME

General Comment No. 14 [24] on the
right to health, published in 2000,
mirrored the Tanahashi domains of
availability, accessibility and accept-
ability with quality as the fourth
domain (AAAQ). Article 12 states that
“the right to health in all its forms and
at all levels contains the following
interrelated and essential elements,
the precise application of which will
depend on the conditions prevailing

in a particular State party”, before list-
ing each of the AAAQ domains and
the obligations for all States. The use
of the AAAQ domains is therefore of
immediate value for exploring effective
coverage, and also reinforces the right
to health.

CRUDE COVERAGE

The use of the Tanahashi framework to explore
human resources for health, and the AAAQ of
the health workers who are at the core of ser-

vice delivery, is enabling new policy insights

across countries [25-28]. Similar insights have
been achieved when analysing SRMNH services
[22,29,30] and the midwifery workforce [31]. New
opportunities have thus been created to review

barriers, challenges and opportunities in the

delivery of effective coverage and are comple-
mentary to similar domains to measure quality of
care in health systems [32].

The figure below illustrates the need to focus on
measuring whether women obtain health servic-
es in relation to need and how the AAAQ of the
midwifery workforce influences this. This logic
underpins the discussion in chapters 2 and 3.

EFFECTIVE COVERAGE

IMPACT

+« How many women of
reproductive age? +
« How many

pregnancies per year? AVAILABLE?

SRMNH services are

+ +

SRMNH services are

ACCESSIBLE? ACCEPTABLE?

+

SRMNH services are  SRMNH services provide

QUALITY CARE?

Outcomes are
subject to the
reductions in
the AAAQ of
SRMNH services

Add the dimension of people-centred, woman-focused care, with professional teamwork and an enabled environment

|.|
Woman of
reproductive age

A midwife is avail-
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the community
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integrated team
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lay workers and
community health
services

seeking

support through
reproductive health,
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Figure 5 shows the distribution of the midwifery
workforce, in 73 countries and in each WHO
region, by category of health worker (exclud-
ing community cadres). This figure makes the
crucial point that the percentage of time spent
by each cadre on SRMNH should be taken into
account when determining which cadres deliver
midwifery services. Generalist physicians and
generalist nurses make up a large proportion of
the midwifery workforce in terms of headcount,
but their contribution as full-time equivalents is
reduced when multiplied by the percentage of
time spent on SRMNH.

Figure 5 also shows the radically different com-
position of the midwifery workforce in different
WHO regions, although the small number of
countries in some regional groups, as well as the
influence of China in the Western Pacific Region
and India in the South-East Asia Region, should
be noted. For example, there appear to be more
midwives in the African Region, the European
Region and the South-East Asia Region than in

the other three regions.

There is remarkable diversity across country
cadres and within broad categories, particularly
with respect to the percentage of time spent on
the MNH component of SRMNH services, roles
and responsibility, and length of education. Most
country cadres in the categories for midwives,
nurse-midwives, auxiliaries and obstetricians/
gynaecologists spend 100% of their time on MNH.
However, in no broad category were all coun-

try cadres spending 100% time on MNH, even
among specialists. A much larger range exists for
the generalists reported as operating within the
midwifery workforce: nurses and generalist physi-
cians spend 5 to 100% of their time on MNH, with
nurses spending an average of 50% and generalist
physicians an average of 39% of their time. This

is linked to the range of responsibilities they hold,
for instance in prevention, management and treat-

ment of illness and disease.

Another point of diversity is the extent to which
each country cadre is responsible for carrying out

FIGURE5S Midwifery workforce: Distribution in 73 countries,

and by WHO region
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on MNH was not reported.

tasks within the scope of midwifery practice. The
task analysis in Figure 6 follows the International
Labour Organization’s (ILO) guidance embodied
in the International Standard Classification of
Occupations (ISCO) [35] (see Annex 5) regarding
the tasks that are within the scope of midwifery
professionals. It reveals that cadre names are

not always a good indicator of the way in which
roles and responsibilities for midwifery services

have been assigned across the workforce in each

country. While there are certainly patterns,
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FIGURE 6
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Since the SoWMy 2011 report countries and partners have begun to take
bold steps to improve midwifery.

Projected changes in the number of pregnancies per annum provide new
insights to inform the composition, skill mix, deployment and efficiency
of the midwifery workforce in all regions.

Women's need for the 46 essential SRMNH interventions can be quanti-
fied: in 2012, this is estimated as 3.8 billion visits for family planning,
antenatal and postnatal care and 107 million births.

Midwives, when educated and regulated to international standards,
have the competencies to deliver 87% of the estimated need in the
73 countries.

Women'’s need for sexual and reproductive health care also requires
strong linkages with community-based service providers, with supportive
supervision from midwives and other health professionals.

Countries should consider the availability, accessibility, acceptability
and quality of the midwifery workforce in order to provide quality
SRMNH services.

There is remarkable diversity in the typologies of health workers
contributing to the delivery of SRMNH services, including significant
differences between national use of cadre names and international
standards for roles, education and regulation. Therefore, country cadre
names do not form a strong basis for global, cross-country comparison
of the midwifery workforce or grouping as skilled birth attendants.

/
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with midwives and nurse-midwives being more
likely than auxiliaries to perform the full scope

of midwifery practice, there are also many excep-
tions. This raises concern about whether ISCO
classification, which is used for international com-
parison, is more often based on countries’ titles
and education pathways than on the official roles,

responsibilities and tasks within a country.

There is also diversity within broad categories

in terms of the duration of education and the
education pathway. Country cadres within the
broad category of midwives, and for whom the
total length of clinical education was reported,
trained for 1 year to 5 years; at least half trained
for 3 years or more. Nurse-midwives trained for
2 to 6 years, with at least half training for 4 years
or more. For those cadres that only reported
post-nursing or post-college education, length of
education for midwives ranged from 1 to 2 years,
with at least half training 1.5 years or more,
while length of education for nurse-midwives
ranged from 1 to 3 years, with at least half train-

ing for 2 years or more.

Duration of education is relevant to international
narratives on educational standards for midwives
and nurse-midwives, as duration is linked to the
quality and depth of study offered to students,
but the data confirm significant differences
between national use of cadre names and global
standards on midwifery education [16] and regu-
lation [18] and therefore who is entitled to use

the term “midwife”.

Availability
The first dimension of effective coverage is
availability, and is applicable to both midwifery
services and the midwifery workforce (see
Glossary, Annex 1). The focus in this section is

the availability of the midwifery workforce.

Availability depends firstly on the headcount of
all workers involved in the midwifery workforce.
The 73 SOWMy countries reported 7,377,083
workers who spend some proportion of their
available working time providing SRMNH



care. However, simply correlating the reported
headcount of selected cadres with health out-
comes (e.g. the headcounts of midwives, nurses
and doctors with the number of stillbirths, or
maternal and newborn mortality, or women
and adolescent girls with unmet need for fam-
ily planning) is inadequate. Figure 7 shows the
difference between assessing the midwifery
workforce in terms of headcount versus full-
time-equivalent availability. Among those
country cadres for which this information was
available, the full-time-equivalent workforce
represents less than two thirds of all workers
spending at least some time on SRMNH.

Is this level of availability “enough”? If our goal
is to deliver universal access to midwifery ser-
vices, this question can only be answered with
regards to each country’s need for midwifery
services. As discussed earlier, the diversity of
need, driven by a multiplicity of demographic
and epidemiological factors, is not amenable to
global benchmarks that promote a minimum
number of health workers per 1,000 population,
especially when the minimum number is often
interpreted as a “target”. Workforce planning in
relation to need must account for the country con-
text. A needs-based analysis of the availability of
the current and future midwifery workforce has
been conducted for each country and is shown in
the country briefs in Chapter 4. The reliability of
this approach depends on 10 pieces of informa-
tion that all countries should collect: headcount,
percentage time spent on SRMNH, roles, age
distribution, retirement age, length of education,
enrolments into, attrition and graduation from
education, and voluntary attrition from the
workforce [36].

Improving availability depends on better
understanding and management of new entrants
to the workforce and of existing workers who
leave the workforce. Managing new entrants to
the workforce must imply better management of
midwifery education, as this directly determines
future availability of the workforce. Enrolment,

graduation and student attrition data from coun-

tries are often missing or inconsistent, indicating
an apparent disconnect between human resourc-
es for health (HRH) management and education
planning. Active management of midwifery
education involves ensuring that the number

of training places available, in both the private
and the public sectors, is sufficient and of high
enough quality to meet future needs, taking into
account student selection and attrition.

Management of medical and midwifery education
also involves ensuring that sufficient students
graduate from secondary school with skills in
numeracy, literacy and sciences adequate to enrol
in midwifery or medical education programmes.
This was seen as a challenge in 78% of midwifery
education programmes (49 out of 63). High school
graduates must then be motivated to enrol in
midwifery education programmes. Lack of infor-
mation or negative preconceptions about careers
in midwifery were reported by 9 out of 21 African

countries that held a policy workshop, indicating

FIGURE7  Midwifery workforce: headcount versus
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the need for advocacy and better information.
Once enrolled, students need practical, sociocul-
tural and often financial support to remain in
their education programmes. Workshop reports
suggested that improving the quality of educa-
tion and creating supportive environments, e.g.
financial support and gender-sensitivity, could go

a long way towards reducing student attrition.

Pathways from education programmes to

the workforce must also be better managed.
Educating health workers for whom there are no
jobs, or whose postings are severely delayed, is a
poor use of resources. SoOWMy data show that in
more than half of countries, some graduates take
longer than a year to join the workforce (except
for obstetricians/gynaecologists) by which time
their clinical skills may have deteriorated through
lack of application. Workshop reports suggested
a range of solutions to this problem, includ-

ing: recruiting workers before their graduation;
decentralizing responsibility for recruitment to
subnational authorities; and better funding and

enforcement of recruitment policies.

Managing exits from the workforce requires a

better understanding of the number of workers
choosing to leave the workforce every year (see
Figure 8). In more than half of such cases, data

were missing on voluntary attrition, a signifi-

cant barrier to understanding the availability

FIGURE 8
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of the workforce. In many other cases it is likely
that attrition was under-reported [37]. Solutions
to attrition discussed during the workshops
centred mainly on improving salaries and incen-
tives, management and supervision, and career
development pathways, including through addi-

tional training.

Outflows are also heavily influenced by the age
distribution of the current workforce. Although
an ageing workforce is most common among
obstetricians/gynaecologists, other country
cadres such as midwives in Ghana and aides de
santé in Guinea suffer from the same problem
and will experience high losses in the next 10
years due to retirement. Regrettably, this infor-
mation was unavailable for 56% of all reported

country cadres.

Exploring the availability of midwives
Midwives make up 36% of the midwifery work-
force across the 73 countries: although a sizeable
proportion, they are not the only type of health
worker needed to deliver SRMNH services.
However, their specific contribution to the physi-
ological process of “normal” birth and their high
degree of focus on the SRMNH continuum of
care makes them essential. This implies that
policymakers should pay specific attention to
these cadres within overall workforce planning.
Currently, the data show that further progress
can be made to encourage students to choose
and remain within the profession.

In most of the country responses (58%) a career
as a midwife is perceived to be more attractive
than other professions open to people with a
similar level of education (Figure 9), but almost
one quarter of countries (23%) see it as less
attractive. This indicates that governments,
professional associations and advocates need to
do more to promote the profession, a “bold step”
recommendation in SoWMy 2011. Some countries

have taken this step already:

* In Cambodia, midwives have been officially

recognized as key to the reduction of maternal



and newborn mortality, they received a larger
pay increase than other health personnel with
a similar professional education, they are
financially incentivized for deliveries at public
health facilities, and they are given priority
when the government recruits civil servants
for the Ministry of Health.

¢ In Tanzania, the White Ribbon Alliance for
Safe Motherhood has targeted secondary
school students, their parents, politicians,
and the community in their campaign
“Increasing Women’s Access to Healthcare
through Promotion of Midwifery as a Career in
Tanzania” [38]. Objectives included improving
public perception of midwives and promot-
ing midwifery as an attractive career path
among secondary school students. Results were
promising with 89.4% of students reached in
one region saying they would recommend mid-

wifery as a career.

In other cases, progress has been made through
media and advocacy, for example through the cre-
ation of awards recognizing the work of midwives
and others, such as the African Union’s Mama
Afrika award [39].

Status and identity are known to influence the
attractiveness of a profession, partly reflected in
the accompanying salary levels within each coun-
try. Countries provided detailed information on
the starting salaries of health personnel, which
were validated using the World Bank database on
HRH salaries.* Midwives’ salaries are among the
lowest in low- and lower-middle-income countries,
and are comparable to auxiliary nurse-midwives’
salaries, although this varies considerably from
country to country. On average, midwives are
paid more than 2.5 as much in upper-middle-
income countries than in lower-income countries
(see Figure 10), and in countries where there is

a licensing system they are better paid. Other
factors associated with higher salaries for mid-
wives include an association active in negotiating

employment and salary issues with government.

* Correspondence with Juliette Puret and Christophe Lemiére, World Bank.
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(73 countries)
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@~ KEY FINDINGS

Availability

»

The availability of the midwifery workforce can only be measured by
reference to full-time equivalent not headcount.

Correlating the reported headcount of the midwifery workforce with health
outcomes will produce findings that are insensitive to the real availability,
as the full-time equivalent midwifery workforce represents less than two
thirds of all workers spending at least some time on SRMNH.

Ten pieces of information that all countries should collect on the
midwifery workforce, include: headcount, percentage time spent on
SRMNH, roles, age distribution, retirement age, length of education,
enrolments into, attrition and graduation from education, and voluntary
attrition from the workforce.

Midwifery education must be actively managed to ensure that the future
workforce meets the needs of future populations.

A career as a midwife is perceived to be more attractive than other
professions open to people with a similar level of education, but not in
all countries.

Midwives' salaries are among the lowest for health-care professionals in
low- and lower-middle-income countries.

16

Accessibility

The second dimension is accessibility (see
ticular the midwifery workforce. Even if there

ated and with the competencies to provide the
continuum of care that women and newborns
need, accessing the care that they provide
remains a problem in many countries. Women
need to be active decision-makers on when they
choose to access the midwifery workforce (often
denied because of gender discrimination) and
to be able to reach and afford the care provided,

sometimes rapidly during an emergency.

Improving geographical access

The first dimension of accessibility is physical
reach. An accessible care system is underpinned
by an adequate geographical spread of facilities
and health workers, backed up by good trans-

port, information and communication networks.

depends at the very least on good information

and good planning.
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Glossary, Annex 1) of health services and in par-

are enough health workers, adequately remuner-

Achieving equitable deployment of the workforce

In terms of information, only 15 of the 73 coun-
tries surveyed provided an accurate, current list
of health facilities, of which only 6 included pri-
vate sector facilities. Only 4 countries reported
that they have access to geo-referenced codes for
health facilities. The absence of this basic infor-
mation diminishes the ability to conduct detailed
analysis of supply-side constraints to respond to
population need.

In terms of planning, the government decides
how to allocate the midwifery workforce accord-
ing to both the population level and the types of
facilities that exist in that country in 53 of the 73
countries. A further 13 countries base these deci-
sions solely on the types of facilities that exist,
and 2 solely on the population level; 4 use other
methods and 1 gave no response. However, even
where one of these planning approaches was fol-
lowed, it was difficult for countries to cite the
exact norms they were using. Of the 66 countries
reporting that midwifery workforce planning

is partly premised on the types of facilities that
exist, 41 (62%) were able to provide at least some
information about the numbers of midwifery
workers allocated to each health facility. Of the
55 countries reporting that workforce planning
also follows population and population-catchment
areas, 39 (71%) provided at least some information
about the numbers of health personnel allocated
to a certain size of population (e.g. the number of
physicians per 100,000 population).

Given the wide diversity in some countries on
the geographical distribution of need, it may be
fruitful to explore the possibility of flexible plan-
ning norms at the subnational level, in order to
offer the best possible combination of availabil-
ity, geographical accessibility and quality in each
area. These could be informed by the use of an
emerging set of methods in geographic informa-

tion systems (GIS) (see Box 3).

Global guidance on accessibility established in
1997 [46] recommends a minimum of five fully
functioning emergency obstetric and newborn
care (EmONC) facilities per 500,000 population.



The geography of SRMNH: advances in geo-information systems

Geographical location is all too often a key determinant of whether a woman and her newborn will survive or thrive. Geographical
information has been used to explore health outcomes for hundreds of years. Perhaps the most famous example is John Snow'’s
epidemiological study of London’s cholera outbreak in 1854, which plotted mortality on a map alongside the cause of the disease.

This was one of the earliest examples of “health data visualization”: the conversion of health datasets into figures and graphics
to clarify findings for researchers and policymakers. Advances in digital technology, design and data management software are

enabling a rapid acceleration in visualization. The use of Global Positioning Systems (GPS) to record locations and GIS techniques

to analyse and present data is increasing. This facilitates action on “hardwiring” equity into health services [40], promoting the
“fair distribution” of services and affording “priority to the worse off’ [41] i.e. for the women and children most at need.

Building up layers of geographical information for strategic planning

LAYER

1

Need for midwifery services

Recent technical advances in GIS mapping have allowed the production of high-
resolution datasets depicting population estimates, including live births and
pregnancies, in many countries of the world. These maps, based on satellite
mapping, census and survey data and shown in each of the 73 country briefs

in this report, can provide the basis for strategic intelligence [42] and planning,
and provide denominators for subnational indicators to track progress.

Availability of services and human resources

Where comprehensive data exist on health facilities they can be used to
investigate supply of services. Decentralized and devolved monitoring and
planning specific to local needs is enabled by district or facility catchment
area data. Flexible context-specific workforce staffing requirements can

be calculated that are relevant to population need and specific to the local
terrains and geographical features. All countries should therefore seek

to develop and maintain an accurate list of all health facilities and health
workers with GPS coordinates.

Accessibility of services and human resources
Using facility maps in combination with datasets on

mapped pregnancies it is possible to estimate numbers of
pregnancies within user-defined distances or travel times of
any type of facility. Many studies have measured, mapped
and modelled travel times to health facilities using a range of
different approaches [43-45].

Quality of services and human resources as measured by outputs and outcomes

Maternal and neonatal mortality indicators reveal huge disparities between countries. The same is true within
countries, although data on this are harder to come by. However, adverse health outcomes (i.e. maternal, perinatal
and neonatal mortality) can be extracted from GPS-located data in population censuses, surveys and verbal
autopsies to construct outcome maps and inform targeted equity approaches in relation to health needs and the

quality of the health workforce at subnational level.

Source: Andy Tatem, Jim Campbell and Zoé Matthews, ICS Integrare and University of Southampton.
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Although this is an established benchmark,
improved information on births and preg-
nancies has led to current discussion about
revising these accessibility standards [47].
SoWMy findings indicate that many countries
aspire to the EmONC facility readiness bench-
marks and designate a high proportion of their
facilities as potentially capable of providing
EmONC (see Box 4).

This highlights the need to encourage national
and global discussion on how to improve
policy, planning, accessibility and monitoring
of life-saving care. More tailored guidance or
using basic health geographies such as districts
and country-designed benchmarks that are

related to the annual volume of pregnancies or

both normal and complicated births may assist.

The implications of 24-hour services, requiring
shifts and rotation of the midwifery workforce,
must also be considered to maintain the readi-
ness of EmONC facilities.

In the 37 countries which held a policy
workshop a number of key challenges to geo-
graphical accessibility beyond information and
planning were identified, including: health
workers preferring not to work in rural areas;
poor/expensive transport links to remote areas;
insufficient clinic space for women in early
labour; and inadequate referral networks.
Their suggested solutions included: financial
and non-financial incentives for health workers
to work in remote/under-served areas; com-
pulsory periods of rural service; improvements
to rural facility infrastructure to make rural
posting more attractive; addressing the uneven
geographical distribution of training institu-
tions; and the provision of maternity homes in
hard-to-reach areas. Many of these suggestions
are consistent with the evidence base included
in WHO guidelines and recommendations
[49,50].

Improving economic access
Barriers to accessing care go beyond the geo-

graphical location of services. Unsurprisingly,

THE STATE OF THE WORLD’S MIDWIFERY 2014

financial barriers to care are known to have a

negative effect on access [51-53].

A very positive finding from the 2014 survey is
that 70 of the 73 responding countries have a
national “minimum guaranteed benefits package”
for SRMNH, defined as “a set of health services
that the government has committed itself to
making available to all, free at the point of
access”. For these countries the package includes
a prescribed list of interventions or services as a
minimum; others may be added as a part of the

package, but the minimum list is guaranteed.

The existence of a minimum benefits package
does not mean that women and newborns have
financial accessibility to all of the essential
elements of SRMNH care. Only 2 countries
(China and Peru) have a package that includes
all 46 essential SRMNH interventions. However,
a further 10 countries include all but one or two
of the interventions (Brazil, Comoros, Gabon,
Guinea, Lesotho, Mexico, Senegal, South Africa,
Viet Nam and Zimbabwe) and 45 countries (62%)
offer at least 40 of the 46 interventions.

Addressing some of the most common gaps in
countries’ benefits packages could save lives.
Hypertensive disorders, obstructed labour and
unsafe abortion have been identified as leading
causes of maternal death in developing countries
[54]. However, calcium supplementation and

low dose aspirin to prevent pre-eclampsia,
interventions for cessation of smoking, reduction
of malpresentation at term with external cephalic
version and safe abortion are included in fewer
than half of the countries. Similarly, while
preterm birth is a leading cause of newborn
death [55], a quarter of countries do not include
interventions to prevent preterm birth and
protect preterm infants in their minimum
benefits package. In particular, use of antenatal
corticosteroids to prevent respiratory distress
syndrome in preterm infants, continuous positive
airway pressure to manage newborns with
respiratory distress syndrome, and social support

during labour could be included more widely.



BOX 4

Emergency obstetric and newborn care: from designation to readiness

Most pregnant and healthy women experi-
ence a normal physiologic process and
deliver healthy live babies. However, when
that process does not follow a normal
course, timely access to quality EmONC
can become a matter of life and death.
EmONC covers a package of life-saving
procedures and drugs to treat complica-
tions of pregnancy and childbirth.

SoWMy 2014 findings indicate that
almost half (44%) of country respondents
reported that all the health facilities with
childbirth services in their country were
designated, from a policy and planning
perspective, as either comprehensive
(C-EmONC) or basic (B-EmONC) (i.e. all
hospitals in the country are designated as
C-EmONC facilities, and all non-hospitals
are designated as B-EmONC facilities).
However, designation as an EmONC
facility, meaning that the facility could
potentially provide emergency life-saving
interventions if resourced with the

necessary staff, equipment, drugs and
supplies, is often dramatically different
from the reality of whether a facility is in a
state of readiness and “fully functioning”.

For monitoring purposes EmMONC is
defined by the performance of signal
functions. For an EmONC facility to be
considered fully functioning, two key
aspects are required:

1) it must have performed the 7 basic or
the 9 comprehensive EmONC signal
functions, and

2) the signal functions must have been
performed within the last 3 months.

The figure below uses needs assessment
data across 11 countries* to show the
disparity between readiness and actual
provision of basic signal functions, and
which signal functions are the most
widely performed. It shows that assisted
vaginal delivery (AVD) is the least often

performed. Only 43% of health facilities
reported a health worker capable of per-
forming AVD via vacuum extraction or
using forceps, even fewer (32%) had the
minimum requisite equipment and only
14% of health facilities had performed
such a procedure in the last 3 months.

Countries seeking to expand the vol-

ume and quality of EmONC facilities are
encouraged to align policy and planning
with the global guidelines on EmONC
coverage [48]. Designation can be used as
a policy tool to prioritize resource alloca-
tion and service improvement, consistent
with coverage needs. Readiness needs to
be actively managed, continuously ensur-
ing that health workers, equipment, drugs
and supplies are all available. Monitoring
of whether the facility does perform and
is fully functioning can then be used as a
quality improvement tool to ensure that all
women and newborns have timely access
if required.

Percentage of facilities in 11 countries ready to perform and which did perform each signal function

100

80

60

40

Percentage of health facilities

20

Parenteral
uterotonics

Parenteral
antibiotics

B At least 1 health worker can
perform signal function

anticonvulsants

[l Has mininum requisite
drugs/equipment/supplies

Parenteral Manual removal

of placenta

signal function

* Data from Averting Maternal Death and Disability EmMONC Needs Assessments provided by Patricia Bailey.

Source: Patricia Bailey, Averting Maternal Death and Disability.

CHAPTER 2:

Removal of
retained products

M Ready to perform

Neonatal
resuscitation

Assisted vaginal
delivery

B Performed signal function
in last 3 months
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Other issues of financial accessibility include:
low public awareness of the right to services
which are free at the point of access; women’s
lack of empowerment when it comes to
household budget decisions; costs of services/
items not covered by the country’s benefit
package (e.g. transport, drugs); and facilities
lacking equipment or supplies to meet demand.
Suggested solutions to these financial barriers
include: prepayment schemes and safety nets/
social protection; including transport costs
within the minimum benefits package; health
workers supporting communities to organize
cooperative community groups to facilitate
transport and share costs; and improving
governance, ensuring accountability and voice to
clients, and addressing corruption/racketeering,

e.g. by improved supervision and monitoring.

birth and four or more antenatal care

Equality of access

As well as physical and financial accessibility,
many women face additional barriers to accessing
midwifery services and the midwifery workforce
which relate to their socioeconomic position or
cultural group. Rich/poor and urban/rural gaps

in access to care are now well documented, and in
many contexts gaps are widening [56,57]. Certain
regions within a country, or particular marginal-
ized groups such as adolescents, migrants or tribal
communities, can also be effectively excluded from
care, especially reproductive health care. There is
strong commitment to making equity a fundamen-
tal part of the post-2015 development agenda. One
proposal to measure a country’s progress towards
UHC is to track the poorest 40% of the popula-
tion’s access to essential health services (see Box 5)

which include the continuum of SRMNH care.

Only four countries are reaching the

The World Bank and WHO are in process
of developing a measurement framework
to track country progress towards UHC
[568,59], “assessing the aggregate and
equitable coverage of health services and
financial risk protection.” As part of the
proposed framework it is suggested that:

All measures should be disaggregated
by socioeconomic strata to assess the
degree to which service and financial
protection coverage are equitably
distributed.

Disaggregation would permit progress to
be measured at the population level (the
aggregate goal) and among the poorest
40% of the population (the equity goal).
This is consistent with the measurement
of equity in the Countdown to

2015 reports.

An equity goal for SRMNH services will
pose significant challenges for many
countries. The figure below shows the
coverage level for skilled attendance at

visits for the poorest 40% and the rest
of the population in 34 countries, with
countries grouped according to cover-
age levels.

equity goal for both indicators (Armenia,
Colombia, Dominican Republic and
Jordan): these countries have achieved
overall coverage of at least 90% and have

SRMNH coverage for the poorest 40%, grouped by overall coverage

rate for 34 countries

M Poorest 40% Wealthier 60%

Percentage of live births with
skilled birth attendant

Percentage of live births for which
mother had at least 4 antenatal visits

100%

80%

60%

40%

20%

0%

100%

Very low

Low

Moderate

80%

60%

40%

20%

0%

High Very high Very low Low  Moderate High Very high

Note: The 34 countries have been categorized into 5 groups based on the overall level of skilled birth attendance/ at least 4 antenatal
visits nationally: very low (<31%), low (31%-50%), moderate (51%-70%), high (71%-85%) and very high (>85%).
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Clearly, strategic intelligence could be
used to plan equity-focused approaches.
However, not all governments have policy
priorities on workforce deployment

that are commensurate with population
distribution and need; most countries
report using facility-based planning
(number of health workers per facility
type) or workforce to population ratios,
which are inconsistent with addressing
need and areas of special need or
deprivation. An example in Sierra Leone
(see Box 06), triggered by discussions in the
SoWMy 2014 policy workshop, highlights
how countries can take immediate action
to improve available data on health
facilities and on where the midwifery

workforce is actually practising.

very little inequity between the poorest 40% and
the rest of the population.

One important characteristic of an equity goal is
that it is an absolute rather than a relative target:
countries with the lowest coverage will need to
make the most progress. Analysis across coun-
tries with low coverage demonstrates that the
recent rate of progress towards higher coverage
is very poor [60]. These are countries where the

infrastructure is weakest, and attempts to increase
coverage of key SRMNH interventions will require
sustained investments in the health system and the
health workforce. Further, as inequities in coverage
reduce, it is important that greater efforts are made

to reduce inequities in quality [61,62].

Equity-focused approaches will be required [63-66]

targeting the poorest [41,67] if both aggregate
and equity goals for SRMNH coverage are to be
achieved in the future.

Source: Sarah Neal, Amos Channon and Zoé Matthews,
University of Southampton.

@~ KEY FINDINGS

Accessibility

4

Most countries deploy their midwifery workforce using facility-based
planning or workforce to population ratios; these may be inconsistent
with needs and access to care.

Human resource information systems linked to facility GIS codes would
enable new insights into people’s ability to access a skilled and competent
health-care provider.

The provision of EmMONC services could benefit from new approaches to
designate, make ready and monitor those facilities which are capable of
providing life-saving care.

Countries are urged to develop a “minimum guaranteed benefits package”
for SRMNH, defined as “a set of health services that the government has
committed itself to making available to all, free at the point of access”.

70 of the 73 responding countries have a national “minimum guaranteed
benefits package”, but there are gaps in the essential interventions.

Many countries will face significant challenges to ensure universal
coverage, especially for the poorest 40%.

Equity-focused approaches will be required that target the poorest,
if both aggregate and equity goals for SRMNH coverage are to be
achieved in the future.

Countries can take immediate action to improve their strategic
intelligence on accessibility to the midwifery workforce.

The Midwives Association of Afghanistan capitalized on the opportunity
presented by the SoWMy 2014 survey to organize two stakeholder work-
shops for data collection, validation and policy discussion. Plans are
already underway for a national SoWMy 2014 launch and dissemination,
including round-table policy discussions and media coverage [68].

In Sierra Leone, SoWMy 2014 participants identified poor working con-
ditions, inefficient deployment mechanisms, lack of motivation, and
insufficient opportunities for continuous professional development as
some of the problems facing the midwifery workforce. A new mapping
exercise has been commissioned by the government, in partnership
with UNFPA, which will collate bio-data on all practising midwives and
the geographic location of the facility they are working in.

Togo is another example of how the SoWMy 2014 process has strength-
ened national dialogue. The Togo Midwives Association coordinated the
national workshops [69]. The meetings and discussions brought results
in the form of data, and helped to strengthen relationships between the
Midwives Association, the Ministry of Health, UNFPA and WHO.

Source: UNFPA and ICM.
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Acceptability

The third dimension is acceptability (see
Glossary, Annex 1). Even if care is available and
accessible, effective coverage will be reduced

if either the care or the midwifery workforce

is unacceptable to women, their families and
communities. Despite the rising proportions of
women giving birth in facilities with professional
health workers, there is evidence that in some
instances lack of respectful care continues to be
a disincentive to access (see Box 7). Acceptable
care requires that all health facilities, goods and
services should be respectful of medical ethics
and culturally appropriate, i.e. respectful of the
culture of individuals of all age groups including
adolescents, minorities, peoples and communi-
ties [70]. It should be sensitive to gender and
life-cycle requirements, as well as being designed
to respect confidentiality and improve the health

status of those concerned. Improving accept-

ability means listening to the voices of women
and their communities, and building their pref-
erences into policy and training initiatives and
feedback loops. This aspect of service improve-
ment has historically been lacking in many
countries [71] but strategies are now emerging to
address the problem.

It is difficult to increase acceptability without
understanding current public attitudes towards
the midwifery workforce and their practice. Just
18 of the 73 responding countries are aware of
studies on this in their country. Among these is
South Africa, which reported “lack of information
or being shouted [at] instead of being given clear
information ... being turned away from the facili-
ties and delivering at the gate or on the way home
... neglect and abandonment during labour or
childbirth”. More robust, peer-reviewed research

is needed on this important topic. The SoWMy

White Ribbon Alliance Charter for
Respectful Maternity Care

All women need and deserve respectful
care before, during and after pregnancy
and birth. Sadly, in many countries this

is not what women are receiving. The
Charter for Respectful Maternity Care

[72] was developed in 2011 by a group of
multiple stakeholders and development
partners. The Charter was in response to
a 2010 landscape report by Bowser and
Hill, Exploring evidence for disrespect and
abuse [73], that described seven kinds of
disrespect and abuse to which women and
their newborns can be subjected. These
range from subtle disrespect and humili-
ation, through abandonment or denial of
care, to detention in facilities.

Many countries are faced with this issue.
Some are taking positive steps to gather
new evidence and throw more light on this
pervasive barrier to care:

* A recent study in Kenya by the
Heshima project (heshima means dig-

nified in Kiswahili) found that 20% of
women reported feeling humiliated or
disrespected during care at childbirth.
Correlations were found between the
women'’s socio-economic status and
the different categories of disrespect
and abuse, with wealthier women
more likely to be detained or asked for
bribes, younger women more likely to
experience non-confidential care, and
the poorest experiencing more aban-
donment [74].

An assessment of the quality of care in
pregnancy and delivery in Kanakapura
Taluk, India [75] showed that lack of
respect by providers was a strong disin-
centive to giving birth in a care facility,
and that feeling uncomfortable asking
questions, being denied a birth com-
panion and lack of support from care
providers were strong factors in deter-
ring women from seeking care in the
future. 1in 4 women reported that their
provider revealed personal information
they did not want others to know. This

22 THE STATE OF THE WORLD’S MIDWIFERY 2014

finding was consistent across public,
private, basic and referral hospitals [76].

* In Tanzania, following a Discrete Choice
Experiment, one of the most important
factors women identified as influencing
their choice of a whether to give birth in
a care facility was provider attitude. The
authors estimate that improving these
facility characteristics would lead to a
43-88% increase in births in care facili-
ties [77].

* In South Africa women reported not
seeking antenatal care because health
providers were so rude; they sought
attention only when in labour [78].

* In Peru many women are reluctant to
utilize EmONC facilities because they felt
service providers paid little attention to
their needs and showed little sensitivity
to local culture [79].

Source: Zoé Matthews, University of Southampton
and Petra ten Hoope-Bender, ICS Integrare.



survey asked for reasons why a woman or girl
might be unable to or uncomfortable about
seeking care from a midwife; a sample of the
responses is provided in Table 2.

In responding to the SoWMy survey most
countries (79%) stated that policies are in
place specifically to address how SRMNH

care will be delivered in a way that is sensi-
tive to social and cultural needs, for example
in relation to age, ethnicity, religion and lan-
guage. These include a National Sexual and
Reproductive Health Policy (Malawi), the
Inclusion Strategy for Gender Equality in the
Health Sector (Mozambique) and the Five Year
Plan for Reproductive Health (Myanmar). The
Afghanistan policy highlights support of gen-
der equality issues and reproductive health
and rights, as well as enhancing women’s
decision-making role in relation to health-
seeking practices. China’s policy notes increased
investment in rural and remote regions and an
extraordinary commitment to the universal
provision of subsidies for all those who give
birth in hospitals. In Liberia, the government
regards health as a basic human right and aims

to ensure every Liberian will have access to

By providing humane,
informed and
culturally-sensitive
care, midwives can
encourage women to
seek SRMNH services.
(Jhpiego/Kate Holt)

services, regardless of economic status, origin,

religion, gender or geographical location.

During country workshops the issue of accept-
ability was strongly linked with (1) women’s role
in society (lack of empowerment among and
discrimination against women as both service
users and service providers) and (2) the attitudes
of health-care providers towards service users

(care not being provided in a gender- or culture-

appropriate way; lack of humane, woman-centred

Reasons why women do not seek care or feel uncomfortable about seeking care

REASON

Social, cultural and religious beliefs and
needs are not being met in institutions

Mothers recognize that midwives are
overloaded (including with non-midwifery tasks)

Health system incentives may encourage
medicalized care

Lack of information on the professional role
of the midwife

Where women know about and prefer
care by skilled midwives, they still face
geographical and financial barriers

Midwifery is socially undervalued

ILLUSTRATIVE QUOTE/EXPLANATION

Perception that institutions, and the health personnel within them, can be
unfriendly or disrespectful of women'’s cultural or religious beliefs.

“There is a severe shortage of midwives and the few who are there are
overloaded.”

New financing mechanisms that favour medical interventions can encourage
women to use high-level medical services in preference to midwifery care.

“The general public is unaware of the competency levels of a midwife.”

“Women will prefer care from a midwife if they are in a position to do so or
make choices. Some women are located in remote, hard-to-reach areas and
they only have access to traditional birth attendants.”

In some countries, paying for a doctor is seen to give greater social status to
the family than attendance by a midwife.
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Midwives can
empower women
through education
and by providing
health-care
information.
(Jhpiego/Kate Holt)
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care). Suggested solutions to these issues include:
women’s empowerment by improved education;
improved mentoring/supervision of clinicians by
regulatory bodies, professional associations and
employers; and the inclusion of respectful care
and sociocultural sensitivity as part of pre-ser-
vice and in-service training. This suggests there
is a need for further analysis of the gendered role
of midwives, building on existing research [80].

Improving the acceptability of care can also be
tackled by enhancing community voice, promot-
ing client/provider interaction and ensuring
accountability for services. Understanding the
gaps in care provision, and mobilizing citizens
and providers alike to call for greater account-
ability from local services and governments

to deliver on their SRMNH commitments, can

help to ensure that the conditions are in place to
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deliver quality care. A number of new initiatives
have promoted accountability mechanisms at

local and national levels (see Box 8).

Quality

The fourth dimension is quality (see Glossary,
Annex 1). Even if the midwifery workforce are
available, accessible and acceptable to the popu-
lation, poor-quality care can substantially limit
their effectiveness. Evidence from settings that
have provided 100% institutional care at birth
shows that maternal mortality ratios can remain
high unless quality is addressed [81]. There are
many aspects to quality of care [82] including
level of staffing, resources and work environ-
ment, and many reasons for variations in quality.
The competencies of the workforce are only one
component of this. Nonetheless, the midwifery

workforce is a valuable starting point for

@~ KEY FINDINGS

Acceptability

» More robust research is needed on
women’s perceptions of and attitudes
towards the midwifery workforce.

» Only 18 countries are aware of studies
documenting public attitudes towards the
midwifery workforce and their practice,
which limits the understanding of
acceptability.

» The issue of acceptability is strongly linked
to discrimination against women as both
service users and providers. Further analy-
sis on gendered-roles in the midwifery
workforce would be valuable.

» Countries are developing policies to pro-
mote care that is sensitive to social, cultural
and traditional needs; these policies need
to be implemented and monitored.

» Mobilizing citizens and providers to cham-
pion greater accountability from local
services and governments to deliver on
their SRMNH commitments can help to
ensure the conditions for delivering
quality care.




Increasingly, activists and advocates are
seeking to stimulate accountability in the
delivery and monitoring of SRMNH ser-
vices by calling for stronger legal, policy,
regulatory, governance and financial
environments. SRMNH service delivery
improves when communities, clients,
providers and health managers work
together to review evidence of shortcom-
ings and take action.

Maternal Death Surveillance and
Response, facility scorecards and
client-provider partnerships can build
momentum for change

* In Ethiopia maternal death reviews are
seen as a key element of the account-
ability and response cycle; these form
part of a new and expanding system
of maternal death surveillance and
response for the country.

* In Sierra Leone the death review sys-
tem is under improvement with the
support of the First Lady of Sierra
Leone, and a Maternal Survival
Network is conducting high-level advo-
cacy to address recommendations
arising from national maternal death
review data.

« Facility assessments and scorecards
are used by health system managers
in Sierra Leone and Ghana with civil
society stakeholders benchmarking
the quality of care provided at their
local maternity facilities. Scorecards
are used by clients and providers alike
to advocate for systemic changes in
SRMNH service delivery.

» In Malawi the powers of the district
level ombudsman'’s office have been
extended to include the power to report
inaction at facility and district levels
directly to the Ministry of Health. District
ombudsmen’s offices often lack inde-
pendence from health facilities, although
at national level powerful and effective
accountability mechanisms exist.

Schoolgirls engage with SRMNH issues in Ghana through the MamaYe campaign. (MamaYe Ghana)

Tracking government commitments can
increase accountability
* In Nigeria the group Accountability

reports can be difficult to obtain and
flows of SRMNH financing may not be
disaggregated.

for Maternal and Newborn Health has
been established to track progress,
facilitate transparency in SRMNH
issues, and stimulate action on priori-
ties and commitments. In a pioneering
move for African countries, a new
National Independent Accountability
Mechanism has been set up to track
progress on implementing the recom-
mendations of the Commission on
Information and Accountability for
Women'’s and Children’s Health and the
national roadmap.

Stakeholders in Tanzania have estab-
lished a Countdown Country Case
Study (Countdown to 2015 group) with
in-country activities which are provid-
ing evidence on the progress (and lack
thereof) in SRMNH care that will be fed
directly into the mid-term review of the
national policies for achieving MDGs 4
and 5, as well as the One Plan and the
Health Sector Strategic Plan lll.

Supportive governance and an enabling
financial environment are essential for
accountability

» Tracking domestic resources dedicated

to SRMNH services is often difficult:

Source: Adriane Martin-Hilber and Louise Hulton, Evidence for Action.
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* Countries of the African Union
pledged, through the 2001 Abuja
Declaration, to allocate 15% of their
overall national budget to the health
sector, but only a few countries have
fulfilled this pledge. Advocacy cam-
paigns and community action groups
are now working to keep SRMNH-
related commitments in the public eye,
in order to bring decision-makers and
those in power to account.

Civil society can call for social
accountability

Five African countries have launched and
developed an SRMNH campaign called
MamaYe, which aims to bring together
all actors working in SRMNH, from local

to national level, to increase and sustain
the visibility of SRMNH issues. Advocacy

campaigns and national websites are
platforms from which evidence, advo-
cacy and accountability initiatives can be
linked together and shared widely with a
multitude of stakeholders in each country.

They allow greater publicity and dialogue

in both formal and informal settings, in

order to focus attention and promote
action on SRMNH.
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considering quality of care, particularly education,

competencies, skill-mix and collaborative practice.

Midwifery education: still neglected

SoWMy data provide strong evidence of perva-
sive gaps in the infrastructure, resources and
systems that affect midwifery education. The
SoWMY survey collected a fair proportion of
the information used by the forthcoming Rapid
Midwifery Assessment Tool* to evaluate the
quality of midwifery education. The tool has six
sections: infrastructure; teachers, tutors and pre-
ceptors; students (discussed in the Availability
section above); clinical education; curricu-

lum; and influencing factors (discussed in the

Regulation and Policy sections below).

Inadequate infrastructure is a key problem for
midwifery education. Insufficient or poor-quality
equipment at teaching institutions is a problem
for 80% of midwife cadres, 69% of nurse-midwife
cadres and 44% of nurse cadres. Lack of class-
room space is perceived as a challenge to the

education of 53% of midwife cadres, 43% of

nurse-midwife cadres and 17% of nurse cadres.

FIGURE 11 Minimum number of hirths to be conducted under
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Minimum number of supervised births each student
must complete before graduation

* This tool is being developed by ICM and Jhpiego for particular use in
low- and middle-income countries.
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Concerns relating to teaching staff were also com-
mon. Difficulties in recruiting sufficient teaching
staff were reported in relation to 82% of midwife
cadres, 62% of nurse-midwife cadres and 39% of
nurse cadres. Similarly, difficulty in recruiting
appropriately qualified teaching staff was reported
in relation to 77% of midwife cadres, 62% of nurse-
midwife cadres and 39% of nurse cadres. Teacher
retention is also problematic. In many countries
there is inadequate investment in the education of
faculty and teachers are unable to update their the-
oretical knowledge and/or clinical practice skills.
This limits the quality of education provided, and
learning is often lecture-based. This has profound
implications for the ability to educate and train
midwives competent to provide the full range

of services needed. The greater challenges with
recruiting teachers and maintaining competency
in direct-entry education programmes may be due
to the fact that in some countries direct-entry edu-
cation for a midwife is only recently established
and they are struggling to recruit from a smaller
pool of qualified teachers with pedagogic skills and

specialized knowledge of midwifery.

In terms of the clinical practice requirement in
education programmes, the number of births a
midwife must conduct under supervision prior

to graduation varies across countries (see Figure
11). The median reported number of supervised
births required for midwives is 34, for nurse-
midwives 30, and for nurses 20. Each of these
medians is less than the indicative number
discussed in ICM’s education standards compan-
ion guidelines [16], which encourages forward
planning to ensure that sufficient midwifery
practical experience be factored into education
pathways and suggests a median of 50 supervised
births (though some students will require more
for competency demonstration and others less).
Difficulties in providing students with sufficient
clinical experience were reported in relation to
80% of midwife cadres, 62% of nurse-midwife
cadres and 61% of nurse cadres. In many settings,
therefore, midwives and other professionals may
graduate from their education programmes with-

out enough practical experience of childbirth.



Most midwifery and nursing cadres have a
national curriculum that is followed by all
schools (85% of midwife cadres, 64% of nurse-
midwife cadres and 78% of nurse cadres). The
ICM recommends that curricula be reviewed
every five years [16] and this has happened for
78% of midwife cadres, 48% of nurse-midwife
cadres and 28% of nurse cadres. This may reflect
the increasing number of direct-entry mid-
wifery programmes established in recent years.
The content of these curricula is not generally
perceived to be a challenge to the provision of
quality midwifery education, but this is an issue
for a significant minority of cadres. Among
countries where there is no standard curriculum,
there are national standards for assessing educa-
tion quality for only 33% of midwife cadres and

38% of nurse-midwife cadres.

Potential ways to improve the quality of
midwifery education suggested by SoWMy
workshop participants include the imple-
mentation and regular review of minimum
standards for curricula (aligned with ICM
global standards), and the introduction of
faculty development plans, including regular
refresher training and formal qualifications for
teachers/tutors/supervisors. Other suggestions
included: improved access to simulation train-
ing and equipment; regulation/accreditation of
private midwifery schools (although far from
all public schools are regulated or accredited
either); more “hands-on” training in health
facilities; and improvements in monitoring and
evaluating education and training institutions.
More in-service training and continuing profes-
sional development are seen as good means of
improving quality, and this included supportive
supervision of teachers/tutors. Such invest-
ments would enable improvements on a range
of issues, including: productivity, competency
and quality of care; accountability of service
providers to service users; workforce morale;
continuous professional development; effective
regulation; and collaboration between different
professional associations. The involvement of

midwifery staff in maternal and perinatal death

reviews helps to identify areas for improvement

and to overcome systemic problems.

Improving legislation, regulation and
licensing mechanisms

Supporting and protecting midwives by law
(providing a legal right to practise) is an impor-
tant acknowledgement of their worth. Only 35
out of the 73 responding countries (48%) have
legislation recognizing midwifery as a regulated
profession, and in five of these countries the leg-
islation is not applied. Among the 54 countries
who took part in both SoWMy 2011 and SoW My
2014, the proportion of countries with such leg-
islation has increased only slightly (from 35% to
37%). Yet progress is being made: 12 countries
reported that legislation is being created. This
does, however, leave 26 countries with no such

legislation and none being created.

In nearly all responding countries there is at
least one organization with responsibility for
the regulation of midwifery practice (see Figure
12). Half (51%) said that midwifery is regulated
by the Ministry of Health or other government
department, and a similar proportion (47%)

mentioned a government-approved regulatory
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Midwives, when
educated and regulated
to international
standards, are able to
provide quality care and
have a positive impact
on sexual, reproductive,
maternal and newborn
health outcomes.
(Jhpiego/Ali Khurshid)
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FIGURE 12 Regulation and licensing of midwives
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organization such as a Board or Council. A few

countries have more than one regulatory body.

to ensure effective regulation. Survey respon-
their regulatory organization(s) (facilitating a
comparison with ICM’s global standards [18]).
Figure 13 shows that the main responsibilities
currently held by regulatory organizations are:

and setting ethical standards. Relatively few

providers or protection of the professional title

Although most countries report that a regula-

listed in Figure 13, information from the 37

ry education (especially in the private sector);
and lack of effective regulatory processes, e.g.
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Just 6 of the 73 countries report having no regu-
latory body whatsoever, of which 3 (Democratic
Republic of Congo, Guatemala and South Sudan)
said that one is being set up. The existence of a

regulatory body is necessary, but not sufficient,

dents were asked to state the responsibilities of

setting standards for midwifery practice; regis-

tration; applying sanctions in misconduct cases;

countries mentioned accreditation of education

tory organization is responsible for the functions

country workshops indicates that in some coun-
tries regulatory organizations do not fulfil these
functions effectively, due to issues such as: lack
of clear description of midwifery competencies;
lack of nationally agreed standards for midwife-

due to political instability or insufficient resourc-
es. Adequately resourced regulatory systems

are a key priority for quality improvement. The
workshop participants considered ways to tackle
these issues, and suggestions included ensuring
that regulation of midwifery is separate from
regulation of other health professions, but with

appropriate coordination.

The scope of practice for different cadres in the
midwifery workforce should be laid down by regu-
latory mechanisms, but these are often ineffective.
For instance, there are countries in which mid-
wives perform some or all of the seven basic signal
functions without being authorized to do so, often
because they are the only health-care provider
present when the need arises. The SoWMy data
allow a comparison of the authorized and actual
activities of midwives in relation to the seven
B-EmONC signal functions as shown in Figure 14.
Assisted vaginal delivery stands out as the func-
tion with the most significant disparity between
authorization and provision, with 19 countries
stating that midwives perform this even though

they are not authorized to do so.

Midwives are also authorized to provide at least
one type of family planning product in 71 out of
the 73 countries, the two exceptions being China
and Iraq. In 57 countries midwives are authorized
to provide all four types listed in the question-
naire: contraceptive injection, contraceptive pill,
intra-uterine device and emergency contraception
(EC), commonly referred to as the “morning-after
pill”. Authorization does not, of course, guaran-
tee availability or quality; at country level there
is very little correlation between unmet need for
contraception and the number of family planning
products that midwives are authorized to provide.
Out of the four types of contraception listed in
the questionnaire, EC is the least likely to be pro-
vided by midwives, although 61 of the 73 countries

reported that it was.

Neither women nor midwives are protected or sup-
ported without appropriate regulation, registration

and licensing. For the latter, licensing systems for



midwives exist in 34 of the 73 countries (47%)
and are being created in a further 11 countries
(15%). In all but one of the 34 countries with a
licensing system, licensing is compulsory before
a midwife can practise. Again, a system is a cru-
cial first step, but does not guarantee effective
implementation. This is illustrated by the survey,
which found that only 26 of the 73 countries
have a system of regular re-licensing (typically
annually or every five years) and only 17 make
continuing professional development a condition

of re-licensing.

A register of licensed midwives exists in 48 of the
responding countries, of which 28 have an elec-
tronic register. Among the 54 countries which
took part in both SoWMy 2011 and SoWMy 2014
there has been a 40% increase in those with an
electronic register. This progress is likely to con-
tinue: a further 18 countries reported plans to
create a register. Paper-based registers are updat-
ed less frequently than electronic ones (10% of
countries with a paper-based register and 43% of
those with an electronic one say that the register

is updated at least once a month).

Improving professional associations

All 73 countries except Turkmenistan reported
at least one professional association, college

or union which is open to midwives, nurse-
midwives or auxiliary midwives. 51 of the 73
countries are represented within the ICM and
45 in the ICN, providing linkages to the global
bodies and the technical support this offers. The
73 countries listed a total of 119 professional
associations of which 71 (60%) were created

in or after 1990; nearly all are specifically for
midwives and/or nurses. In a few countries

no midwifery or nursing association was men-
tioned, but instead information was provided
about, for example, an association for obstetri-
cians which midwives and nurse-midwives are

entitled to join.

Although nearly all countries named associa-
tions, only 60 were able to provide data on the

number of members of each association. Across

FIGURE 13 Functions and responsibilities of regulatory bodies

Setting standards for midwifery practice

Registration of practising midwives

Applying sanctions to midwives
found to have been guilty of misconduct

Setting standards for professional ethics

Establishing the scope
of midwifery practice

Setting standards for education

Investigating alleged misconduct
or incompetence

Ensuring the quality
of education

Verification of midwives joining
the workforce from other countries

Continuing professional development

Advising government
on MNH care policy

Assessing competency
prior to registration

Protection of the
professional title ‘midwife’

Accreditation of education providers

Other

0 10 20 30 40 50 60 70 80

Percentage of 73 responding countries

FIGURE 14 B-EmONC signal functions: midwives’ authorized

and actual roles

Parenteral administration
of antibiotics

Administration
of oxytocics

Administration
of anticonvulsants

Assisted instrumental delivery
by vacuum extractor

Manual removal
of placenta

Manual vacuum aspiration
for retained products

Newborn resuscitation
with mask

0 10 20 30 40 50 60 70 80

Number of countries

M Authorised
but don’t do

M Not authorised
but do

M Authorised
and do

Not authorised
and don’t do

CHAPTER 2: THE STATE OF MIDWIFERY TODAY 29



An effective and
clear regulatory
environment
strengthens the
role of midwives
and contributes

to improving
quality of care.
(Jhpiego/Kate Holt)

these 60 countries nearly 670,000 members were

reported (not all are midwives/nurse-midwives
because some associations are also open to other
cadres of health professional). Across the 50
countries that provided data on the number of
members currently practising, 86% of the total
membership is currently practising in-country,
which suggests that, in these 50 countries, mem-

bership lists are kept reasonably up to date.

The “bold steps” recommended in SoWMy 2011

for professional associations included contribut-
ing to the policy arena and advocating for better
working conditions. Figure 15 shows that nearly
all of the 119 associations play a role in continu-

ing professional development, and a similar

number advise members on quality standards

for SRMNH care. Interestingly, 53% report being
involved in negotiating work or salary issues with
their government, a function that is generally the

domain of a trade union.

Participants in the 37 country workshops made
several suggestions about how to strengthen pro-
fessional associations. Associations specifically
for midwives were suggested, as well as: encour-
aging all midwives to join; ensuring professional
associations contribute to policy discussions

and key decisions affecting SRMNH services at
national and regional levels; advocacy to increase
the visibility of the profession and advance the
rights of the midwifery workforce, e.g. improving
staff welfare, security and promotion; improv-
ing collaboration and cooperation between

all health-care professional associations and
other SRMNH stakeholders such as NGOs; and
strengthening the administrative and advocacy

capacity of professional associations [83].

Policy and planning

The alignment and cohesion of policy and plan-
ning instruments, along with data for strategic
intelligence, are essential to deliver effective cov-

erage of quality midwifery care.

Across the 73 countries, respondents listed

276 policies, plans and legislations in place for

organizing, delivering and monitoring SRMNH
services (almost 4 on average per country) and

all countries reported at least one policy/plan/

FIGURE15 Functions of professional associations open to midwives S . .
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WHO Multisectoral Policy Compendium [51],
from which it is evident that most of these 25
countries have policy foundations that span the
domains of SRMNH and HRH.

Of the 47 countries which reported non-profes-
sional cadres, 12 submitted policy documents
but only 4 submitted policies which specifically
mentioned or included community health work-
ers. In this particular sample, HRH policies
seem not to include CHWs and their roles within
the health system structure. However, some
countries have developed or are in the process
of developing policies specifically addressing
community services and the roles of CHWs and

these linkages are encouraged.

Countries with national health, SRMNH and/

or HRH plans tended to report that these are
recent (72% of the plans were published in or
after 2009). Most are still current, covering a
period up to or beyond 2014. National SRMNH
plans tend to be less recent than national health
plans and national HRH plans: 42%, 12% and
19% respectively were published prior to 2009.

Costed plans are important in order to priori-
tize service areas in a country. Out of the 276
policy documents reported, 170 (62%) contain
plans that are fully costed. National health
plans and national SRMNH plans are the most
likely to be fully costed (71% and 70% respec-
tively, compared with 60% of national HRH
plans). Out of the 73 responding countries, 54
(74%) said that their existing policy documents
specifically address how the country is going to
improve all four elements of availability, acces-
sibility, acceptability and quality of services.
However, it should be noted that the existence
of a policy document does not guarantee its

effective implementation.

Summary

If our goal is to provide universal, effective
coverage of midwifery services to all women
and newborns, regardless of wealth, place of

residence or age, we must jointly address the

@~ KEY FINDINGS

Quality

N

> Pervasive gaps in infrastructure, resources and systems adversely

affect midwifery education.

Key challenges for quality midwifery education include the inad-
equacy of secondary education, lack of teaching staff, poor quality
equipment, lack of opportunities for practical training and lack of
classroom space.

The number of births a midwife conducts under supervision prior to
graduation varies across countries, and may be insufficient to meet
competency requirements.

Nearly all responding countries have at least one regulatory body,
but many lack legislation recognizing midwifery as a regulated pro-
fession, clearly described midwifery competencies and education
standards, and effective regulatory processes.

Nearly all countries reported having at least one professional asso-
ciation open to midwives, 80% provided data on the numbers of
midwives in membership and 75% knew who was currently practis-
ing in-country.

Among the 54 countries which took part in both SoWMy 2011 and
SoWMy 2014 there has been a 40% increase in those with an elec-
tronic register of licensed midwives.

Alignment and cohesion of policy and planning instruments in

SRMNH and HRH are essential to deliver effective coverage of mid-
wifery services: 75% of countries said the SRMNH workforce targets
in their HRH plans was linked to the national SRMNH or health plan.

Of the 276 policy documents reported, 62% contain plans that are
costed, among which the SRMNH plans are more likely to be fully
costed than the human resource for health plans.

dimensions of AAAQ, the lack of which holds
back countries and excludes parts of their

populations.

Many countries have moved to make the neces-
sary workforce available, but much needs to be
done to meet shortages and/or deficits in the
number and composition of the midwifery work-
force to ensure progress to universal coverage.
The diversity between countries in typologies
and composition of health workers contribut-
ing to SRMNH services is striking, but using
information from the SoWMy survey it is pos-
sible to assess the roles, competencies, education

and contribution of each and every cadre. As
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many of these workers do not spend 100% of
their time on SRMNH tasks it is important to
calculate the full-time equivalent workforce in
each country in order to compare availability
with need for services. Clearly this information,
along with minimum workforce data, is required
to provide strategic intelligence informing policy
and planning processes. Countries can use this
information to actively manage the education of
the midwifery workforce, adequately remunerate
those employed, and effectively promote a career
as a midwife. This will ensure that the future

workforce meets the needs of future populations.

Countries should also press forward with plans
to improve the accessibility, acceptability and

quality of care. Accessibility can be addressed
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by using GIS and appropriate equity-based
planning tools, as well as ensuring that their
national “minimum guaranteed benefits
package” for SRMNH includes all essential
interventions. Acceptability should be recog-
nized as an important element of care: steps
should be taken to reduce disrespectful care
and instead to promote care that is sensitive

to social and cultural needs, accompanied by
robust research on women’s perceptions of

and attitudes towards the midwifery work-
force. Finally, maternal and newborn mortality
will remain high unless the quality of care is
addressed. Countries should improve the qual-
ity of midwifery education, regulation and
association, and address pervasive gaps in order

to move towards effective coverage.

Figure 16 shows the gap in effective coverage
from the availability and quality dimensions:
the availability of all workers who participate

in the midwifery workforce of the 73 SoWMy
countries, and those who have the dedicated
time, authorized roles, practical training and
competencies to provide quality care. The
constraints to coverage within these two dimen-
sions are substantial (leaving aside the problems

of acceptability and accessibility).

Reducing this gap requires the collection and
better use of data on: what proportion of avail-
able midwifery workers are full-time with
SRMNH services, how many students are likely
to join the workforce in the future, where the
health workers are located, how women and
their communities feel about the services they
experience, and how the HRH plan furthers
SRMNH strategies.

To achieve this, strong leadership is needed to
prioritize midwifery and release resources to
support this new approach to workforce and

service planning.



MIDWIFERY2030

Chapter 2 described the state of the world's
midwifery based on analysis of survey, work-
shop and secondary data from 73 of the 75
Countdown countries. It presented progress
since 2011 and consolidated the evidence base
to enable stronger policy dialogue within coun-
tries on the barriers, challenges and potential
policy responses. The evidence has revealed
the similarities and differences across coun-
tries and captured the bold steps that many are
taking to strengthen SRMNH services and the

midwifery workforce.

This chapter builds on the evidence of where
countries are today and looks ahead to where
they could be in 2030. It provides decision-
makers, health professionals, stakeholders and
supporting partners with additional evidence-
based suggestions for strengthening midwifery,
improving SRMNH services and accelerating
progress on both the MDGs and UHC. It focuses

on how governments and their partners can work

together to meet international obligations and
fulfil women’s rights to sexual, reproductive,
maternal and newborn services. Finally, it pres-
ents Midwifery2030, which describes what fully
implemented midwifery care can achieve and
includes 10 goals and the policy development
and planning necessary to achieve them.

Looking towards 2030

As detailed in Chapter 2, the global number of
pregnancies per annum in the period 2014-2030
is projected to remain constant at 160 million,

but regions, countries and urban/rural commu-

nities within them will face very different needs,

and each requires a tailored policy response

to develop context-specific health service and
health workforce solutions. Figure 17 highlights
the projected change in population need for key
SRMNH health-care contacts, including family
planning visits, four antenatal care visits, skilled

birth attendance and four postnatal visits.

Chapter 2 also showed the importance of under-
standing whether health-care professionals are
available, accessible, acceptable and able to deliv-
er quality care in order for countries to ensure
that women and newborns obtain the care they
need. Encouragingly, 16 (22%) countries are
projected to have a midwifery workforce that,

by availability and skill-mix of health personnel,
is potentially able to provide all women and

CHAPTER 3: MIDWIFERY2030
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New models of
practice based on
proximity of care
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communities enable
access to health
services.
(Jhpiego/Kate Holt)

33



newborns with at least the 46 essential interven-
tions [1]. Conversely, 57 (78%) countries face
projected deficits (by full-time equivalent person-

nel and/or skill mix) in the midwifery workforce.

In those countries where projected “met need”
(the availability of the workforce compared with
the need for SRMNH services) is less than uni-
versal, ways to fulfil a woman’s rights to sexual
and reproductive health, including maternal and
newborn care, need to be developed. In the 16
countries where the projection of met need is
more than 90% policy discussion must occur. For
example, a country may have 100% of met need
but there may be imbalances in the skill mix
needed for resource efficient midwifery teams
(e.g. too many physicians and not enough mid-
wives). Projections of more than 90% present an
opportunity to analyse: the validity of the data
provided; equity of coverage; productive efficien-
cy of the workforce (providing more care with
the same resources); alignment between educa-
tion and employment; and, looking beyond the
numbers, the quality of personnel and services.
It is also important to analyse whether the aggre-

gate met need conceals economic, geographical

or social disparities within the country (e.g.

FIGURE 17  Projected change in population need for SRMNH visits
between 2012 and 2030, by WHO region
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where the workforce is primarily located in
major cities there will be inequitable distribu-

tion and underserved groups in rural areas).

The 46 essential interventions save lives and
promote health [1]. However, women and
newborns have a right to universal cover-
age [2] which goes beyond the provision of
interventions and requires new approaches
to enable women to have healthy sexual
and reproductive health outcomes, includ-
ing healthy pregnancies and births, and to
receive respectful, supportive, preventive
care. The next section sets the scene for
policymakers and partners in all countries
to consider where on this pathway they are,
and how much progress they need to make.
Improvement is feasible for all communities

in all countries.

Drivers of health, health systems and
health financing

Global Health 2035: a world converging
within a generation, the report of The Lancet
Commission on Investing in Health published
in December 2013, highlights the fact that
the financial and technical capacities are
now available to reduce infections, child and
maternal mortality and non-communicable
diseases to low levels [3]. The combination of
economic growth in many low- and middle-
income countries together with increasing
availability of health technologies makes

a “grand convergence” in health achiev-

able within about two decades [3]. Investing
in health could prevent around 10 million
deaths by 2035 [3]; in particular, investing
in women’s and children’s health will secure
substantial health, social and economic ben-
efits [4]. To achieve return on investment,
countries will need to respond to changes in
health, health system and financial drivers
and the global policy landscape (see Box 9).

The Global Strategy for Women’s and
Children’s Health (the Global Strategy) [22],
supported by the Every Woman Every Child



campaign [23], is focused on addressing inequal-
ities and is likely to be a key driver of SRMNH
through 2030. The main tools have been devel-
oped as follows. In 2011, the Global Strategy’s
Commission on Information and Accountability
for Women’s and Children’s Health [24] high-
lighted the need for better data collection and
accountability from all stakeholders involved in
RMNCH, which led to the creation of the inde-
pendent Expert Review Group for Women’s and
Children’s Health [25,26]. The Commission on
Life-Saving Commodities in 2012 [27] identi-
fied the essential life-saving commodities for
RMNCH and delivery strategies. Finally, the
2013 Global Investment Framework for Women’s
and Children’s Health [4] added a financial
perspective, detailing the health, social and
economic benefits (of up to nine-fold) that

can be generated.

The main drivers and changes include: .

» Significant shifts in population demo-
graphics and burden of disease,
including: increased mobility, urban- .
ization [56] and ageing [5,6]. Population
increases will affect the ability of
many health systems to provide
adequate numbers and coverage
of health workers.

* Progress towards UHC will be made
as resources are better distributed to .
provide quality health services, address
inequities and remove financial barriers
to access, while contributing to popula-
tion needs and targets [7-9].

* Non-communicable diseases [10] .
including diabetes, cancers, cardio-
vascular diseases and depression are
becoming more prevalent, and HIV
and some other infectious diseases are
becoming chronic conditions, as access
to effective treatments increases.

Changes in the health market will affect the
financing of health systems and the capacity of
countries to meet the needs of their populations,
particularly the poorest and most disadvantaged
adults and adolescents [12]. Towards 2030, there
will be continuing technological innovations, ris-
ing incomes, enhanced consumer education and
demand, increased availability of information,

urbanization and an increase in weather-related

natural disasters [12,28]. The interactions

(among consumers, health workers and pro-

viders) between the public and private health

sectors and increased economic growth will also

impact on access to health systems and UHC [29].

Together these changes, drivers and initiatives

are creating a unique opportunity for coun-

tries to make rapid progress towards realizing

the universal right of access to high-quality

Mental health problems, addictions
and gender-based violence [6] are
increasing.

Enhanced consumer education and
demand will require commitments

to: strengthening accountability,
rights-based approaches, equity and
empowerment; and ensuring meaning-
ful participation by individuals and civil
society in policymaking processes [11].

Changes in the health market environ-
ment include technological innovations,
rising incomes, increased availability

of information [12] and the rise of the
private health sector.

Commitments in many countries [13]
to sexual and reproductive health

and rights [14], gender equality [15]
and adolescent health [16] will enable
women to participate fully in decisions
related to their sexual and reproductive
health and could significantly reduce

Source: Caroline Homer, University of Technology, Sydney

discrimination against women and girls
[13,14].

Health services will increasingly use
e-health and m-health technologies [17].

Quality of care will increase in impor-
tance, as will the value placed on it by
consumers [3].

Variations in the attractiveness of health
careers and employment settings may
affect the medium- and long-term sta-
bility of the health workforce [18,19].

Changes in official development
assistance will bring in new donors
including non-Development Assistance
Committee countries, philanthropists
and providers of funding to combat
climate change [20], who will increas-
ingly use trusted, effective and efficient
vehicles for disbursing investments,
such as The Global Fund to Fight AIDS,
Tuberculosis and Malaria [21].
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Midwifery2030 aims
to help women and
children stay healthy
by increasing the
quality and coverage
of health services.
(Guifty Banka)
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SRMNH services, with midwifery as one of its

core components.

Midwifery2030: A pathway for policy
and planning

Most women and children are healthy and need
the health system and health-care providers to
help them stay healthy. Midwifery2030 starts
from the premise that pregnant women are
healthy unless complications, or signs thereof,
occur, and that midwifery care provides pre-
ventive and supportive care with access to

emergency care when needed. Midwifery2030

presents a coherent policy and planning pathway

to guide the provision of services to women and
newborns across the two continuums of SRMNH
care: from sexual and reproductive health
through to pregnancy and the postnatal period
(as needed), and from communities to referral
hospitals. Midwifery2030 focuses on increasing
the AAAQ of health services and health provid-
ers aligned with the three components of UHC:
reaching a greater proportion of the population
(increasing coverage), extending the basic and
essential health package (increasing services)
while protecting against financial hardship
(increasing financial protection). Midwifery2030
has the following 10 goals.
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1. All women of reproductive age, includ-
ing adolescents, have universal access to
midwifery care when needed (the first and

second components of UHC).

2. Governments provide and are held account-

able for a supportive policy environment.

3. Governments and health systems provide
and are held accountable for a fully enabled

environment.

4. Data collection and analysis are fully embed-

ded in service delivery and development.

5. Midwifery care is prioritized in national
health budgets; all women obtain universal
financial protection (the third component
of UHC).

6. Midwifery care is delivered in collaborative
practice with health-care professionals,

associates and lay health workers.

7. First-level midwifery care is close to the
woman and her family with seamless trans-

fer to next-level care (see Figure 18).

8. The midwifery workforce, in communities,
facilities and hospitals, is supported through
quality education, regulation and effective

human and other resource management.

9. All health-care professionals provide,
and are enabled to deliver respectful,

quality care.

10. Professional associations provide leadership
to their members to facilitate quality care
through advocacy, policy engagement

and collaboration.

Realizing the pathway

Transformative changes within countries

are needed to move forward from the reality
described in Chapter 2 to achieving the goals
of Midwifery2030. Collaborative action is
required to:

e redesign models of practice to keep women

and newborns at the centre of care;



* secure an enabling professional environ-
ment, including high-quality education,

regulation and professional association;

* secure an enabling practice environment
through an effective referral network and a
human resources management system that
includes supportive supervision, ongoing edu-

cation and a safe and supportive workplace;

* enable intra- and inter-disciplinary col-
laboration and teamwork at all levels, from

community to tertiary level.

Redesigning models of practice

Midwifery2030 promotes models of practice that
position women and newborns at the centre of
care. Chapter 2 identified gaps in the continuum
of care in many countries, particularly a lack of
attention to care during pregnancy, after birth and
in access to family planning. Midwifery 2030 incor-
porates the full continuum of care from sexual and
reproductive health through to pregnancy, birth,
postnatal care and the early months of newborn
life [30]. It can meet the needs of adolescent girls
[16] and includes access to culturally sensitive and
appropriate family planning and safe abortion (in
accordance with human-rights standards [31] and
when it is not against the law respectively) and

post-abortion services for all women.

Models of practice must promote the provision
of first-level care as close as possible to wom-
en’s homes and communities, while ensuring
access to consultation and referral to next-level
services. In order to improve access to qual-

ity midwifery and obstetric care, aligned with
minimum recommended coverage levels [32],

it may be more effective to upgrade specific
facilities (e.g. well-functioning facilities with
sufficient staff) or to incentivize those facilities
which achieve an equitable geographical distri-
bution of services, rather than making birthing
services available at all facilities. Efficient

use of health workers and collaboration with
community-based lay workers and volunteers
can facilitate access to cost-effective care, espe-
cially for women and families in geographically
remote or urban poor settings without trans-
portation. First-level midwife-led units [33]
could be established within reach of communi-
ties, supported by CHWs and TBAs who assist
women to access the health system and facili-

tate respectful, culturally sensitive care [34].

Models of practice must use the health workforce
effectively. SOWMy 2014 shows that many cadres
in the midwifery workforce spend significant
proportions of their time on other tasks, result-

ing in a lack of focus on SRMNH services. For

FIGURE18 Key features of first-level and next-level midwifery care
First-level midwifery care Next-level* care
Defining Close to the woman and her family, Secondary- and tertiary-level services with seamless transfer and
feature de-medicalized but professional. inter-disciplinary collaboration and professional respect.
For whom? For all women and newborn infants. For all women and newborn infants who have problems or risk
factors that cannot be solved by first-level midwifery care.
By whom? Best by midwives, alternatively by doctors Best by a collaborative team that includes midwives, obstetricians

and associate clinicians if appropriately

educated and regulated.

Preferably in midwife-led units; also in

hospitals with maternity units.

and gynaecologists, paediatricians and other medical specialties as
needed; alternatively by appropriately trained doctors, and associate
clinicians (including advanced level).

In all hospitals.

Source: Adapted from the World Health Report 2005 [43] and WHO Optimize MNH [68].
*Next-level care includes appropriate consultation, teamwork and referral and return when required or requested to secondary- or tertiary-level services.
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the care of women and newborns who are pre-
dominately healthy and considered at normal
risk, a midwife who is educated (regardless of
the education pathway), regulated and supported
to provide care within an enabled, safe and col-
laborative practice environment is likely to be
the most cost-effective option. A focused and
competent SRMNH workforce, with fewer cadres,
is likely to be more cost-effective with regard to
providing ongoing education, regulation

and supervision.

CHWs and TBAs will continue to be part of
service delivery models in the coming years,
including in those countries where there are
severe deficits in the number of professional
health workers. In communities where CHWs
and TBAs hold a respected position they can
influence women’s use of midwifery care [35,36]
and can provide basic health information about
healthy pregnancy, safe birth options, newborn
care, nutrition, breastfeeding support, fam-

ily planning and HIV prevention. Formal and
informal links between the traditional birthing
services in a community and the professional
health services can facilitate both the effective
use of available resources and access to quality,
respectful care [36-38]. Such links can also open
a career pathway for community workers to enter
the professional midwifery cadre through appro-

priate education programmes.

The aims of Midwifery2030 can be achieved
through midwife-led models of practice. There
is strong evidence from upper-middle- and
high-income countries that midwife-led models,
particularly those that provide continuity of
care and provider, generate significant benefits
and cost savings with no identified adverse
effects (33,39-42). Midwife-led care includes:
continuity of care and provider; monitoring the
physical, psychological and social well-being

of the woman and her family; providing indi-
vidualized education, counselling and antenatal
care; continuous attendance during labour, birth
and the immediate postnatal period; minimiz-

ing technological interventions; and identifying
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and referring those who require obstetric or
other specialist attention [43]. Midwife-led care
can be delivered at community level if there is
access to transport for referral to reduce unnec-

essary delays [43].

Securing an enabling professional
environment

The goals proposed by Midwifery2030 require
an enabling professional environment to
support effective education, regulation and
professional association [44], often identified
as lacking in the survey responses from the 73

countries in this report.

Many midwives around the world work in dif-
ficult, unsafe, isolated and poorly equipped
settings, and themselves experience gender-
based violence, poor salaries and working
conditions and a lack of access to continuing
professional development; all of these factors
impede high-quality care [45]. Poor working con-
ditions undermine their ability or willingness to
continue practising: many midwives choose to
leave the workforce due to frustration with their
position and role [46] or because they reach an
arbitrary retirement age. An enabling profes-
sional environment means that midwives can
develop meaningful relationships with women,
with occupational autonomy and flexibility,

so that they can: control, organize and priori-
tize their own work; have access to supportive
supervision; reflect on practice with peers and
colleagues; share ideas and information; and

optimize service provision [45,47].

A commitment to education, regulation
and association
Implementing an enabling professional

environment involves:

1. High-quality education, continuing pro-
fessional development and career pathways,
including: making a career as a midwife attrac-
tive; providing educational pathways with
sufficient opportunities for clinical experience;

having well-prepared faculty and appropriately



resourced programmes; developing or applying
accreditation systems with measurable standards
and criteria; providing a safe and conducive
learning environment; and facilitating communi-
ty engagement to ensure that what midwives are
taught meets community needs and incorporates
respectful care and sociocultural sensitivity.
Quality initial and ongoing education must
ensure that midwives remain competent to do
their job effectively, can gain advanced SRMNH
clinical skills if desired or follow leadership

and management training to become SRMNH
leaders. Continuous professional development
programmes can increasingly be delivered
through information and communications tech-
nology, using blended learning that includes
e-learning and face-to-face time, potentially in

education hubs, either locally or regionally.

2. A strong and functional regulatory

system including registration and licensing;
incorporation of internationally consistent
standards and codes while also meeting country-
specific needs, the accreditation of education
programmes and continuing professional devel-
opment frameworks so that periodic re-licensing
and evidence of continued competence can be
monitored. Effective regulation also includes
authorizing personnel to undertake specific
tasks depending on the context and need, for
example, prescriptive authority and providing
expanded HIV services [48,49].

3. Vibrant and committed professional asso-
ciations that can provide: a point of leadership
and advocacy, lobbying for improved working
conditions (including flexible hours, adequate
remuneration, leave, housing, transport, safety
and security); opportunities for career develop-
ment, promotion and incentives for retention;
and access to information and evidence for
enhancing practice through continuing educa-
tion and research. Effective support may include
twinning models between individuals or associa-
tions [50,51]. Development, training and support
are required to ensure the sustainability of

associations and to enable members to work at

Motivated and
committed
professional
associations can
influence decision-
making processes,
contributing towards
a strengthened
profession.
(Jhpiego/Kate Holt)

political and government levels and exercise advo-

cacy both for women generally and for midwives.

Quality education, regulation and professional
associations must be supported to ensure the
sustainability of midwifery services and to build
and sustain momentum for quality maternal and
newborn care. Data from the country workshops

in SoWMy 2014 highlighted the need for capacity
building in education, regulation and association

to enable them to develop, flourish and play a

vital role in sustaining and supporting the goals of
Midwifery2030. Box 10 outlines the regulatory devel-
opments that are needed to better protect the public.

Securing an enabling practice environment
An enabling practice environment includes access
to effective and reliable consultation and referral
networks [52] as well as human resources develop-

ment, management and capacity building.

Access to effective consultation and referral
networks

First-level midwifery services need to be clear
about their capability to consult with, and trans-
fer women and/or newborns to, a secondary- or
tertiary-level service if required, and about the
processes for referral and transfer. In the coun-
try-level workshops there were strong themes
related to a lack of access to transport, a lack of

cooperation between health care levels, poor com-
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munication between first-level and higher-level
services, and a lack of accountability at the com-

munity level. Addressing these issues requires:

* community engagement to gain understanding

of, and support for, transfer;

* evidence-based policies, guidelines and

indications for consultation and referral;

¢ access to functional telecommunication
systems (including e-health and m-health)
between health service levels and between

health professionals;

e effective utilization of CHWs or TBAs to

ensure timely referral and transfer from the

education and regulation to enable specific
services to be delivered at first level (e.g.
prescriptive authority and HIV screening

and treatment);

access to suitable, safe accommodation to await
labour and birth if the most suitable place to

give birth is away from home;

access to transport for women and their new-
borns to next-level care, and return home

when ready;

the possibility for women to be accompanied
by a person of their choice if transferred to the
next-level service, because social support

is a critical component of effective and

Professional regulation is about protecting
those we serve. However, many regula-
tory systems remain under-developed,
outdated or, in some cases, completely
absent. As a result, those who use the
health services are placed at risk, and
governments are denied the support of
powerful tools in their efforts to secure
UHC and redesign health systems.

Over the next two decades governments,
the professions and regulatory bodies
need to modernize or put in place regula-
tory models that are in step with current
and future needs and proactive in secur-
ing public protection at the design stage
rather than focusing on approaches that
address failure retroactively.

In the future, regulatory frameworks must
be proportionate to the level of risk. They
need to provide solutions to emerging
problems as and when they occur, and/or
provide for pre-emptive actions so as to
minimize risk of occurrence. Reacting after
the fact and waiting for legislative time to
change outdated laws must be the excep-
tion rather than the rule.

To be effective, the regulatory body
needs to be a collaborator and a team

community level;

player. It must understand the contribu-
tions of all actors and seek to synergize
opportunities for achieving public safety.
Comprehensive regulatory models need
to address education, practitioners and
the practice environment.

Standards of education and curricular
content need to keep pace with the
rapidly expanding evidence base, new
forms of care delivery and modern edu-
cational processes. These processes will
often be problem-orientated and team-
focused. Educational programmes need
to be competency-based and modular
in structure.

The practitioner needs to be prepared and
authorized to work to their full scope of
practice according to population needs.
Delegation, supervision and accountability
will be clear and regulators will be proac-
tive in engaging users of the services, the
various disciplines involved in the matrix
of care and governments to ensure that
practitioners are not only properly pre-
pared for their own roles but also work

in a coherent manner. This provides an
opportunity for regulators to work far
more closely together, sharing best
practice, information and data, and
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respectful care.

establishing benchmarks against which
their performance will be judged.

A philosophy of life-long learning and
continuing competence will be instilled
in practitioners from the very outset of
their preparation. Regular re-licensure to
practise tied to continuing competence
processes will be essential. Supervisory
systems need to be updated to optimize
the use of technology so as to provide,
even in the most remote settings, the
types of support that can secure better
public protection and professional devel-
opment.

Living in a global world where mobility

is a reality requires the development of
systems that balance the avoidance of
unnecessary delays, overly burdensome
requirements and excessive costs with the
imperative of protecting the public from
poorly performing individuals. To this end,
the development and implementation of

a regulatory dataset is needed. This will
facilitate transparency and assist in the
assessment, calibration and recognition of
qualifications across jurisdictions.

Source: David C Benton, International
Council of Nurses.



Human resources development, management
and capacity building

Every country needs a minimum HRH dataset
on their midwifery workforce. As described in
Chapter 2 this includes: headcount, percentage
of time spent on SRMNH, roles, age distribution,
retirement age, length of education, enrolments
into, attrition and graduation from education,
and voluntary attrition from the workforce.
This will enable efficient workforce planning
and determination of the appropriate SRMNH
team [53]. It will allow the assessment and con-
figuration of the most appropriate skill mix for
the continuum of care, as well as the intake and
deployment options to equitably deliver essen-
tial SRMNH interventions at scale and quality,
and the financing and investment options

to achieve universal coverage and access.
Reference to basic health geographies, such

as districts, may also help improve services in

line with need.

An HRH strategy should include an assessment
of a country’s health service packages, national
clinical guidelines and curricula. Accurate

HRH data and needs-based planning will sub-
sequently inform accurate education planning
and financing, including the numbers of students
to be accepted into programmes, deployment
opportunities and new graduate posts. Planning
must take account of mobility in health labour
markets, where regional and global demand for

health workers may affect national supply.

Performance review and development is an
important component of human resources
management. This will: identify the needs of
individuals and services, including learning
needs to maintain competence; identify the suc-
cesses and challenges of their work; and allow
service delivery to meet the needs and culture

of the local population. Performance review and
development will identify the need for continuing

professional education and quality improvement.

Advancing along a career path is an important

component of job satisfaction. A career matrix

can enable people to undertake a range of
roles at different times in their career while
ensuring that knowledge and skills remain in
the health-care system and the professions.
Developing opportunities for staff to move
into other roles, including extended clinical
roles, education, management or research, will
require formal development options includ-
ing faculty development programmes. The use
of new technologies [54] can enable “virtual”
schools or e-learning programmes to be estab-

lished and widely accessed.

Making respectful teamwork and
collaboration a reality

Midwifery2030 requires that collaborative
SRMNH teams work effectively while keep-
ing the woman and newborn at the centre of
care. Failures in teamwork and communication
account for the majority of sentinel events in

maternity care [55,56].

Clarity and agreement about the roles and
responsibilities of each team member while
working to their full scope of practice will avoid
unnecessary overlaps and inefficiencies. Having
either too few or too many of one cadre, or

too many similar cadres, will impede the full
achievement of the aims of Midwifery2030, the
seamless delivery of the continuum of care, and
may lead to over-medicalization. Midwifery2030
means that a midwife working to the full scope
of practice, including providing family plan-
ning, with access to consultation and referral,
can bridge the gap between the community and

health services.

Inter-professional collaboration in education and
practice is likely to ensure that a fit-for-purpose
workforce is developed [57]. Implementing
inter-disciplinary teamwork and collaboration
involves: learning together to create a “collabo-
ration-ready” workforce; respecting and building
on each other’s discipline and competencies;
communicating with one another and handing
over to ensure continuity and consistency; and

debriefing together to learn from errors.
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Building on country findings
Midwifery2030 has been developed to respond
to the key findings from Chapter 2 (see Table 3)
and the needs of women and newborns. Itis a
cost-effective solution, it can engage national

champions and leadership and it can make a sig-

Responding to the needs of women and
newborns

Midwifery2030 is founded on the premise that
women and their newborns are at the centre
of SRMNH services. Chapter 2 highlighted the

nificant contribution to global SRMNH initiatives.

significant concerns raised by many countries
about disrespectful and abusive care. The way

in which women are treated, and perceive how
they are treated, reflects the quality and accept-
ability of care. A shift towards people-centred
care, or more specifically, woman-centred care, is

required to achieve the aims of Midwifery2030.

Woman-centred care:

* focuses on the individual woman’s rights, needs,
aspirations, expectations and decision-making,

rather than those of institution or professionals;

How Midwifery2030 responds to the key findings from SoWMy 2014

KEY FINDINGS FROM COUNTRY DATA AND WORKSHOPS
Lack of data to support HRH policy and planning.

Workforce shortages and deficits in relation to pro-
jected need.

Lack of clarity of roles and tasks and a mismatch
between expected roles and readiness and capacity
to undertake the tasks.

Gaps in the provision of antenatal interventions in the
benefits packages.

Gaps in the capacity for family planning counselling
and interventions to be delivered effectively.

Cost and geography affects accessibility to care.

Disrespect and abuse as drivers of non-acceptability
to women.

Limitations:

¢ in the number of midwives educated and retained;

¢ in the quality of education: facilities, faculty, stan-
dards and clinical exposure;

¢ having either no regulatory authority, or no regulatory
authority able to fulfil its role of protecting the public;

¢ in the ability of professional associations to advocate
effectively for midwifery and SRMNH services.
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Midwifery2030.

highlights the need for a minimum HRH dataset on a country’s
midwifery workforce.

recognizes the importance of making the profession and career of
a midwife attractive, having quality midwifery education pathways,
deployment strategies and strategies to improve retention and
reduce attrition.

includes HRH planning to review roles, tasks and responsibilities
and provide clarity. This process can focus on providing the right
SRMNH services by the right provider at the right time and in the
right location, and reducing duplication.

recommends models of practice to ensure that women and their
newborns have access to care across the continuum.

enables family planning to be delivered through a collaborative
midwifery workforce that includes CHWs or similar cadres.

advocates for first-level care to be provided close to women’s homes
and communities, with referral pathways and access to transport.

ensures that education incorporates respectful care and
sociocultural sensitivity as part of pre-service and in-service training.

recognizes that an enabled, sufficiently resourced, safe and
supportive practice environment facilitates respectful care.

is firmly grounded in the need for a commitment to education,
regulation and association.

highlights the importance of an enabling professional environment
to ensure that the midwifery workforce has the readiness, authority
and capacity to undertake the roles for which they have been
educated.



* recognizes the right of a woman to have choice,
control and continuity from a known caregiver

or caregivers;

* encompasses the needs of the baby, the wom-
an’s family and other people important to the

woman, as defined by her;

¢ follows the woman from community to acute

settings and back to the community;

* addresses her social, emotional, physical, psycho-

logical and cultural needs and expectations [58].

Woman-centred care requires an integrated
approach such that women have access to appro-
priate care providers at the appropriate times.
Examples include: an obstetrician when there
are complications, a paediatrician when the baby
requires additional care, and a midwife for nor-
mal pregnancy and birth. This approach focuses
on which provider the woman needs at a given
time, and shifts from making her meet the needs
of institutions or health workers to making the

system accommodate her needs.

Keeping women and newborns at the centre of
services also requires a focus on gender equality
and the provision of respectful care in line with
human rights principles, covenants and legisla-
tion. Every woman has the right to be treated
with dignity and respect; this is one of the seven
rights of the childbearing woman [59] and is
underpinned by numerous international stan-
dards, including the International Covenant on
Civil and Political Rights (1966, Article 2) [59].

Implementing woman-centred care means:

* providing respectful care that is safe and feels
safe and supportive to women, maximizing their

chances of a healthy life and positive outcomes;

* enabling women to choose the best and most
affordable options for themselves and their

families;

* providing access to first-level services in the

community, close to where women live, with

ready access to higher-level care if needed at
a cost that is affordable.

Providing a cost-effective solution
Midwifery2030 is an effective investment strat-
egy, responding to the evidence on returns of
investment from increasing family planning
services [60-62], the education and deploy-
ment of midwives [63] and the midwife-led
care model. Box 11 describes the benefits and
workforce implications of investing in fam-

ily planning; Box 12 highlights the value for
money and projected return on investment
resulting from the education and deployment
of midwives in community-based services.
Midwife-led care as a model of practice has
been shown to be both cost-effective and cost-
saving [40,42,64]. It also offers a convincing
alternative to the prevailing maternity care
model [42] for women with all risks because it
includes functional consultation and a referral
pathway [40].

Engaging national champions and leadership
Political will, champions and leaders are cru-
cial to making Midwifery2030 a reality and
overcoming barriers to UHC. However, some of
those barriers are internal and relate to inter-
professional competition and hegemony. To
counter this, health-care professionals need to
adopt behaviours that enable effective coopera-

tion and teamwork.

Health-care professional associations (HCPAs)
play a critical role in providing leadership to
their constituencies. In the field of SRMNH,
they represent the hundreds of national asso-
ciations affiliated to ICM, ICN, International
Federation of Gynecology and Obstetrics
(FIGO) and the International Pediatric
Association (IPA). As leaders of change,
HCPAs are key to improving SRMNH and thus
enabling the realization of Midwifery2030.

The mission statements of the four interna-

tional associations are similar [72-75]. Each

is directed to supporting members to achieve
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the best for women, children, families and their
communities. They range from strengthening
midwives’ associations and representing nurs-
ing worldwide, to the improvement of women's
health and rights, and promoting physical,
mental and social health for all children. The
similarities in these missions and objectives pro-
vide the basis and set the example for a paradigm
shift in collaborative practice. Working together
will strengthen advocacy initiatives, policy cohe-
sion, regulation, licensing and live professional

registries, inter-professional education and con-

tinuous professional development. The ultimate
objective for HCPAs is to foster a dynamic, col-
laborative, fit-for-purpose, practice-ready team of
health-care professionals who are responsive to

the needs of women and children.

Contributing to global RMNCH initiatives
In 2014 there is a unique opportunity to build
on the current national and international
momentum. Since the publication of SoWMy
2011 [76] in June 2011 several new global
RMNCH initiatives have been launched to

One of the most effective ways to improve
maternal health outcomes is to reduce
unmet need for family planning [60].
Additional benefits include improvements
in health, schooling and economic out-
comes [65]. The 2012 London Summit on
Family Planning generated commitments
to expand access to effective contracep-
tion for an additional 120 million women
and adolescents with unmet need for
contraceptives in 69 of the world’s poor-
est countries by 2020 [66]. The impact and
return on investment is clear [61], but what
are the workforce implications? Key points
for policy and planning are as follows.

Fewer pregnancies mean an immediate
decrease in population need for maternal
and newborn services in the immediate
future (0-15 years). As the total fertility
rate declines, there will be less need for
antenatal care, skilled birth attendance,
emergency obstetric care and postna-
tal care. This will reduce the volume of
essential interventions required, with
steady decreases year-on-year, mostly
within the scope of practice of mid-
wives and obstetricians, thus creating
opportunities to increase the quality and
coverage of services.

Fewer pregnancies also mean a reduction
in the number of women of reproductive
age in the longer term. Demographic
trends are a key determinant of work-
force requirements. Starting 15 years
after the initial investment in family

planning, and accelerating rapidly for

25 years thereafter, there will be fewer
women of reproductive age and therefore
a decrease in the overall need for sexual
and reproductive health services.

Of the 46 essential interventions for
SRMNH, sexual and reproductive health
services have the largest impact on
health workforce requirements. All
women of reproductive age need uni-
versal access to sexual and reproductive
health care. Not all of them will become
pregnant and an even smaller number
will need emergency obstetric care.
Hence a greater volume of services (and
the corresponding capacity of the health
workforce) is required for sexual and
reproductive health interventions than for
emergency obstetric care. The composi-
tion and skill mix of health personnel
needed to deliver community-based
sexual and reproductive health services,
including family planning, will ideally be
tailored to national settings and where
needed can ensure the integration and
provision of HIV/AIDS services.

Girls are a central component of the
wider “health workforce”. Addressing
the unmet need for contraceptives and
family planning requires engagement
with adolescents, teachers, parents and
communities who therefore all form
part of the expanded “health workforce”
for sexual and reproductive health. In
addition, children of women who have
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access to family planning and health ser-
vices are healthier and better educated
than children of women without such
access [61]. So increased family planning
will reduce the number of children per
woman, allowing more of them to go to
school which increases the number of
high-school graduates (potential health-
care workers), reaps social, economic
and health benefits and can reduce future
demand on health services [67].

Lay workers, auxiliary midwives and
pharmacists are key to meeting the need
for family planning and containing costs.
The Optimize for MNH [68] guidelines
provide evidence for new approaches to
family planning services. According to
these guidelines, lay health workers can
initiate and maintain the provision of
injectable contraceptives, with targeted
monitoring and evaluation. Auxiliary
midwives can effectively provide oral
contraceptives, condoms, hormonal
injections, contraceptive implants and
intrauterine devices. These roles could
be led by women within communities,
resulting in more employment opportuni-
ties, and greater potential for normative
change while at the same time enabling
midwives, nurses and doctors to dedicate
more of their time to increase the cover-
age and quality of SRMNH services.

Source: Jim Campbell and Laura Sochas,
ICS Integrare.



The Community-based Midwifery Diploma Programme
(CMDP) in Bangladesh was launched in 2013. The CMDP
provides a university qualification, consistent with national
education standards and ICM standards and recommen-
dations [69], to students selected from areas of greatest
maternal health need. It incorporates a comprehensive
systems approach, combining a “hub and spoke” education
model with the WHO guidelines on rural retention [70] to
arrive at four core functions: 1) curriculum development and
faculty development; 2) student selection; 3) evaluation and
deployment; and 4) the availability of appropriately located
and equipped training facilities to secure the foundations for
the education model.

The hub and spoke model ranks positively for economy,
efficiency and effectiveness across curriculum and faculty
development, student selection and training site development
when compared with single institutions independently devel-
oping their own diploma programmes.

The impact in terms of lives and life years saved is
similar to that of child immunization. Midwives graduating
in 2015, during an estimated career span of 30 years, will
potentially see maternal mortality reduce from 194/100,000
to 35/100,000 live births and infant mortality from 52/1,000

The “hub” is located in a centre of excellence at the BRAC
University; the “spokes” are six independent education institutions
located in rural areas of Bangladesh. Over the course of 4 years the
CMDP will educate 500 students to diploma level at an estimated
cost of US$5,300 per student per year. Comparable programmes

in Afghanistan and Sudan are estimated to cost approximately
US$7,900 and US$12,700 per student per year respectively [71].

A value for money assessment conducted in 2013 [63] reported
on three areas: 1) the economy, efficiency and effectiveness of
the hub and spoke model; 2) impact in terms of lives and life
years saved; and 3) the return on investment (based on the
reduction of unnecessary caesarean sections) [72].

Curriculum Low cost Less time High quality

development

Faculty Low cost Less time High consistency

development

Student selection | Moderate Moderate Efficient central selection
cost efficiency

Training site Low cost Fast production Consistent quality

development

to 12/1,000 live births. Over the same timespan, without the diploma midwives, these rates might drop only to 154/100,000 and
43/1,000. In total, the 500 midwives would save 36,178 lives (a total of 2,635,164 life years) at a cost of US$219 per life saved, or
$3.02 per life year saved. This is similar to the cost benefit of child immunization (US$216 per death averted).

Investing in midwives could yield a 16.2 return on investment. Using only the number of caesarean sections (c-sections) avoided
as the measure, and assuming that the increasing trend for c-sections in Bangladesh continues (for example, from 15% in 2015 to 45%
in 2045), community-based midwives could reduce the rate of increase by 20% (i.e. 25% in 2045), averting 3,391 c-sections per year or
101,719 over 30 years. At a net price of US$1,264 per c-section the savings could amount to US$128.5 million over 30 years: a return of
16.2 times the total education cost of US$7.9 million. When calculated at a more modest 10% reduction of c-sections (i.e. 35% in 2045),
investing in midwives would still yield a return of 6.2 times the investment.

Educating midwives results in good value for money. A
targeted intervention for a community-based midwifery
workforce ranks positively for economy, efficiency and

effectiveness. It has an impact comparable to that of child
immunization, and could yield a 16-fold return on investment.
It is a “best buy” in primary health care.

Source: Tim Evans, Asiful Haidar Chowdhury, and Ismat Bhuiya, BRAC University. Adapted from Value for Money Assessment: CMDP. April 2013 [63]

promote actions within and across countries package for women and newborns, but as noted
in analyses for the 2006 World Health Report:
“health interventions cannot be delivered with-

out health workers” [83].

(see Table 4 on page 48).

The ambitious targets of the initiatives in

Table 4 will only be achieved if they are sup-
ported by political will and concerted action Midwifery2030: Inspiring global action
for change. Each of the targets requires the The necessary and transformative changes

accelerated delivery of a health benefits required in SRMNH outcomes, backed by policy
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MIDWIFERYZ2030

A PATHWAY TO HEALTH

Qa—

-~

» delaying marriage

PLANNING AND PREPARING seans:

» completing secondary education

» providing comprehensive sexual education for boys and girls

» protecting yourself against HIV

* maintaining a good health and nutritional status
\- planning pregnancies using modern contraceptive methods

R

ENSURING A HEALTHY START seans:

* maintaining your health and preparing yourself for pregnancy,
childbirth and the early months as a new family

* receiving at least four antenatal care visits, which include
discussing birth preparedness and making an emergency plan

+ demanding and receiving professional supportive and preventive
midwifery care to help you and your baby stay healthy, and to deal
with complications effectively, should they arise

~

N J

CHALLENGE SOLUTION IMPACT
Onlv 4 of the Midwives can provide Investingin
73 Cyountries 87% of the needed midwives could give a
essential care 16-fold return

have a midwifery workforce
that is able to meet . for women and newhorns

universal need for if educated and )
the 46 essential regulated to 87%
international

interventions a
for SRMNH. standards.

on investment.

4

g

PROGRESS

Bangladesh
is educating

500 midwives

who can potentially

save around @
()

36,000

lives.

WHAT MAKES THIS POSSIBLE?

T 2 3

All women of Governments Governments
reproductive age, provide and are held and health systems
including adolescents, accountable for a provide and are
have universal access supportive policy held accountable
to midwifery care environment. for a fully enabled
when needed. environment.

46 THE STATE OF THE WORLD’S MIDWIFERY 2014

A

Data collection
and analysis
are fully embedded in
service delivery and
development.

5

Midwifery care
is prioritized in national
health budgets; all
women are given
universal financial
protection.



« starting to breastfeed immediately and being supported
to continue breastfeeding as long as you wish

* being provided with information about and support in
caring for your child in the first months and years of life

* receiving information about family planning so you can
efficiently space your next pregnancy

* being supported by the midwifery team to access
child and family health services and vaccination

_CD AR

programmes at the appropriate time

6

Midwifery care
is delivered in
collaborative practice
with health-care
professionals,
associates and lay
health workers.

7

First-level
midwifery care
is close to the woman
and her family with
seamless transfer to
next-level care.

\
SUPPORTING A SAFE BEGINNING smeans:

safely accessing midwifery services with the partner of your choice
when labour starts
 finding respectful, supportive and preventive care, provided by
competent midwives who have access to the equipment and supplies
they need and receiving emergency obstetric care if required
participating in decisions about how you and your baby are cared for
having the privacy and space to experience birth without unnecessary
disturbance and interventions
being supported by a collaborative midwifery team in the event that
you do need emergency obstetric care

A

3 9

All health-care
professionals
provide and
are enabled for
delivering respectful
quality care.

10

Professional
associations
provide leadership
to their members to
facilitate quality care
provision.

The midwifery
workforce
is supported through
quality education,
regulation and
effective human
and other resource

management.
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TABLE 4

cohesion, must be informed by what is most
evident: midwifery has the potential to be an
enabling factor to achieve the new post-2015
targets in sexual and reproductive health and to
accelerate UHC.

National champions from all quarters — politi-
cians, parliamentarians, men, women, boys

and girls, private companies and health-care

providers, professional associations, regulatory
authorities, policymakers and planners — need
to stand behind the move towards ensuring
available, accessible, acceptable and high-quality
midwifery. Many initiatives to that effect are
underway and can benefit from joining forces in
support of Midwifery2030 as a pathway to health
and well-being and thus to the fulfilment of

women’s rights.

Global initiatives and objectives in sexual, reproductive, maternal, newborn and child health

GUIDELINES/CAMPAIGN

Stillbirths**
(771

Preventing early pregnancy
and poor reproductive health
outcomes among adolescents
in developing countries

[16]

Global plan towards the elimi-
nation of new HIV infections
among children by 2015 and
keeping their mothers alive [78]

Family Planning 2020
[66]

Global targets 2025 to
improve maternal, infant and
young child nutrition [79]

A Promise Renewed
[80]

Ending Preventable Maternal
Mortality [81]

Every newborn: An action
plan to end preventable
deaths [82]

TARGET | ACTIONS/TARGETS

YEAR*
2020

2015

2020

2025

2035

2030

2030
and
2035

For countries with a current stillbirth rate of more than 5 per 1,000 births, the goal is to
reduce their stillbirth rates by at least 50% from the 2008 rates.

For countries with a current stillbirth rate of fewer than 5 per 1,000 births, the goal is to
eliminate all preventable stillbirths and close equity gaps.

To improve sexual and reproductive health outcomes among adolescents by reducing the

chances of early unwanted pregnancy which can result in poor health outcomes, by:

* reducing pregnancy before the age of 18 years;

» eliminating early and forced marriage;

* addressing sexual abuse and violence against women and girls

» increasing the availability and use of contraception among adolescents who want to
prevent pregnancy;

¢ reducing unsafe abortion among adolescents;

* increasing the use of skilled antenatal, childbirth and postnatal care among pregnant
adolescents;

» preventing sexually transmitted infections, including HIV.

The estimated number of new HIV infections in children is reduced by at least 85% in
each of the 22 priority countries. The estimated number of HIV-associated pregnancy-
related deaths is reduced by 50%.

To make available affordable, lifesaving contraceptive information, services
and supplies to an additional 120 million women and girls with unmet need for
contraceptives in the world’s poorest countries.

¢ 50% reduction of anaemia in women of reproductive age.
e 30% reduction in low birth weight.
¢ Increase the rate of exclusive breastfeeding in the first 6 months to at least 50%.

All countries to lower child mortality rates to 20 or fewer deaths per 1,000
live births.

To reduce maternal mortality ratios to fewer than 70 per 100,000 live births.

To reduce neonatal deaths to fewer than 12 per 1,000 live births by 2030 and fewer than
10 per 1,000 live births by 2035.

To reduce stillbirths to fewer than 12 per 1,000 total births by 2030 and fewer than 10 per
1,000 total births by 2035.

* The target years are those provided by the various global initiatives.
**The 2014 "Every newborn: An action plan to end preventable deaths" provides revised targets by 2030 and 2035.
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HOW TO USE THE SOWMY 2014 COUNTRY BRIEFS

The country brief has been designed to prompt and inform policy discussions on how the composition,
skill-mix, deployment and enabling environment of the midwifery workforce impacts on the delivery of
SRMNH services for all women and newborns who need them. This visual guide describes the graphics on
the two-page country brief and provides examples of the indicative policy questions that may arise.

First page: Where are we now?

The first page of the country brief can be used to discuss the extent to which the workforce is currently able to deliver
SRMNH services for all women and newborns who need them. Proxies for availability, accessibility and quality are
presented to facilitate these discussions. All data are from 2012.

WHAT DO WOMEN AND NEWBORNS NEED?

The brief starts by showing some of the indicators of need that must be met if
universal coverage is to be attained. The number of pregnancies, their geograph-
ical distribution, and the volume of services that must be provided are displayed
in this section. Other needs include the provision of sexual and reproductive
health services, including addressing unmet need for family planning.

Indicative policy question: /s the policy and planning environment in the
country consistent with universal coverage of SRMINH services, responsive to

what women and newborns need?

WORKFORCE AVAILABILITY AND MET NEED

BANGLADESH

In 2012, of an estimated total population of 154.7 million, 111.2 million (72%) were living in rural areas and 43.2 million (28%) were
women of reproductive age; the total fertility rate was 2.2. By 2030, the population is projected to increase by 20% to 185.1 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 4.3 million
pregnancies per annum by 2030, 66% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 359.8 million antenatal visits, 57.6 million births and 230.2 million
post-partum/postnatal visits between 2012 and 2030.

'WHAT WOMEN AND NEWBORNS NEED (2012)

5,090,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Number and distribution of pregnancies (2012)

: ‘{78,‘04‘9,000
ANTENATAL = 20,361,000

routine visits

am - 3,257,000

skilled birth attendance

PREVPREVGI\‘IANCV

POST-PARTUM
The brief then considers how many health workers are available to meet this need. o ] = 13,029,000
The number (by headcount) of all workers reported and the percentage time each @
. . . . | 0 W <008 Wo10-018 020069 M050-099 | 1.00-1.49 [711.50-1.99 [200-2.48 W250-1000 W>1000
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of available health workers by their full-time equivalent. Only by considering the
number of full-time equivalent health workers can a true picture of availability be “ o T S
; } v
constructed. Health workers are grouped by category, while their country cadre Whdnives 0 W e | ESTIMATED S R O e
name is provided in footnote 1. o ’Rl/'gg[) _ R o1t ”
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. . . . - . — 9 Nurses 0, 9% of graduates employed in MNH within one year -
The section also provides an estimate of how workforce availability compares with Nursesarnurse o |41 %
. . . ‘midwives, auxilial
need. An estimated percentage for the national aggregate summarizes the extent [ - . " o Laislaion i ecoqiingmidwifrya an
. . - . . . . medical assistants - u autonomous profession No
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. . . . . . nerali 8 - oo midwife exists fes
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need is highly sensitive to the package of care (e.g. the 46 essential interventions), b sl opoe ot a7
. ercentage of ssential " Jrths with & skil Midwives allowed to provide injectable
the number of health workers reported, the percentage of time they spend on Intemontont ncoded i mivprom heat N s atondan s Yestes
. benefits package, 2012
SRMNH services, and the roles they perform. J—
£ Year of creation of professional associations 2010
H H 1 H [l [ 1 e toles performex rofessional associations:
Indicative policy questions: Have all cadres that contribute to the midwifery R o
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FINANCIAL ACCESSIBILITY

Even if there are sufficient health workers, the ser-
vices they provide may not be affordable. This graph
shows the number of the 46 essential SRMNH inter-
ventions that are included in each country’s minimum
health benefits package and available free at the point
of delivery, as an indication of the degree of financial
protection offered to women and their newborns in
accessing SRMNH care.

Indicative policy questions: /s the minimum health
benefits package guaranteed to all women regardless
of ability to pay? Are there national plans to provide

a package of SRMINH services that include and go
beyond the 46 essential interventions?

50

GEOGRAPHICAL ACCESSIBILITY

Health workers, and the facility from which they
work, may not be equally distributed with regards

to need. This graph shows the number of births in
urban versus rural areas to indicate the geographical
need for SRMNH services. Where data are available
the graph also shows the number of births where

a skilled birth attendant was reportedly available.
This provides an indicative measure of workforce
accessibility.

Indicative policy question: /s there a marked
difference in access to the midwifery workforce in
urban and rural areas and what policy measures can
be taken to address this?

THE STATE OF THE WORLD’S MIDWIFERY 2014

EDUCATION, REGULATION, ASSOCIATION —
Education, regulation and professional associa-
tions are all crucial to support health workers in
delivering quality midwifery care. This section
provides information on the strength of the enabling
environment within a country.

Indicative policy question: /s the enabling
environment for quality health workers and quality
health services meeting national and international
standards, and if not where can progress be made?



Second page: \What might 2030 look like?

The second page of the country brief aims to prompt policy discussion on the future evolution of the midwifery workforce compared
with the future scale of population need. The last section, “Estimates and projections to 2030", compares future availability of the
health workforce and future needs for SRMNH services under a variety of scenarios. Given the absence of data in some countries,
this analysis should be seen as a starting point for policy discussions (including around the availability and quality of national data)
rather than as a statement of fact.

PROJECTED PREGNANCIES AND

MORTALITY REDUCTION

Achieving universal coverage means anticipating and responding to future
needs. This section shows the evolution of need (expressed as the annual
number of pregnancies in urban and rural areas) in the period 2012-2030.
Other needs for sexual and reproductive health services will be determined
by changes in the number of women of reproductive age, including the
number of adolescents.

PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural I Urban 7 Country (MMR, 2013; NIMR, 2012) B Target by 2030
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The section also provides an indication of the targets for reductions in
maternal and neonatal mortality, as proposed in the Ending Preventable
Maternal Mortality by 2030 initiative and the Every Newborn Action Plan.
These proposed targets are subject to national policy priorities and decisions.
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PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE
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Indicative policy questions: /s there an opportunity in your country to
address unmet need for family planning and therefore reduce the annual
number of pregnancies? What is the impact of urban/rural population change
on the selection, education and deployment of the midwifery workforce?
What are the midwifery workforce implications to achieve the accelerated
reductions in maternal and neonatal mortality by 20307

practitioners,
‘specialsts (0b/Gyn]

WHAT IF.... estimates of met need based on avalable data.
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ESTIMATES AND PROJECTIONS TO 2030

This section illustrates the potential evolution of the midwifery workforce
under “business as usual” assumptions and according to different policy
scenarios.
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The first row of three graphs considers the number of health workers who
will enter and exit the midwifery workforce in the period 2012 - 2030. The
graph to the left illustrates how the full-time equivalent number of health
workers will reduce over time, and the shaded area represents the ‘outflows’
in this period. The graph in the centre identifies the entries from national
education institutions, and the third graph to the right the cumulative effect
of entries and exits.
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CHAPTER 4: COUNTRY BRIEFS

‘What if' scenarios are presented as examples. These illustrate the potential
impact of policy decisions and demonstrate the changes in met need that
could be realised through four different scenarios: reducing the number

of pregnancies per annum, increasing the supply of midwives, nurses and
physicians, improving efficiency and reducing voluntary attrition. The bottom
two graphics highlight the difference between “business as usual” and the
combination of the policy scenarios. The changes in met need are based on
the country data reported and a standard set of decision rules in Annex 5.

Indicative policy questions: What are the opportunities to improve the
efficiency and management of the current midwifery workforce? What is

the turnover of the midwifery workforce today, and are there mechanisms in
place to capture all exits and understand why health workers are leaving?
What are the national policy priorities for the skill-mix and deployment of the
midwifery workforce and how will this impact on met need?
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AFGHANISTAN

In 2012, of an estimated total population of 29.8 million, 23.5 million (79%) were living in rural areas and 6.5 million (22%) were
women of reproductive age; the total fertility rate was 5. By 2030, the population is projected to increase by 46% to 43.5 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 1.6 million
pregnancies per annum by 2030, 73% of these in rural settings. The health system implications include how best to configure
and equitably deploy the SRMNH workforce to cover at least 117.8 million antenatal visits, 20.3 million births and 81.3 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,573,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 10 953,000

(all women jof reproductive age) famlly plannlng VISItS

ANTENATAL 6,291,000

(pregnancies x 4) routine visits

1,085,000

skilled birth attendance

BIRTH

N
POST-PARTUM

- 4,341,000

Number and distribution of pregnancies (2012) POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 2
- T Standardized curriculum? Year of last update Yes, 2010
H Midwives 3,500 100 PRE-PREGNANCY EST| MATED = : = .
B Midwi i MET Minimum number of supervised births in curriculum 25
wIves, amlaly ha ha Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives ==
% of graduates employed in MNH within one year 95%
[ Nurses na na 3 0
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 4,200 12 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 400 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
,,900,000 PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2005
©600,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
_ﬂé300,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

__4,400

4,400

w
w
o
o

N
N
o
o

MNH workers
(full-time equivalent

=
=
o
o

2012 2015 2020 2025 2030 0 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030
WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
1.6) 1.3 L 8 L & !ﬁ\ [i\ 55%
million million I" Jes Jes
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
524,000‘ -~ Need projection E 24,0007 . Neeg projection: Scenario 1
o . N . . . [
2 7 Available workforce projection (adjusted for skill-mix) o 2 7 Available workforce projection (adjusted for skill-mix):
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° ©
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o MET NEED o 2030
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I I
z 0 z 0
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. These health worker categories include the following country titles - Midwives: includes midwives;
Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists: includes
obstetricians & gynaecologists. Source: SOWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable
Maternal Mortality by 2030 and the Every Newborn Action Plan.
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ANGOLA

In 2012, of an estimated total population of 20.8 million, 12.5 million (60%) were living in rural areas and 4.6 million (22%) were
women of reproductive age; the total fertility rate was 5.9. By 2030, the population is projected to increase by 67% to 34.8 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 1.8 million
pregnancies per annum by 2030, 60% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 117.4 million antenatal visits, 21.3 million births and 85.3 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

f 1,324,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution of pregnancies (2012) PRE-PREGNANCY _ 8 ,876 ,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 5,295,000

(pregnancies x 4) routine visits

962,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 3,847,000
routine visits
POSTNATAL

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 4
- T Standardized curriculum? Year of last update Yes, —
W Midwives 30 100 PRE-PREGNANCY ESTIMATED — - — -
B Midwi i MET Minimum number of supervised births in curriculum 50
wIves, amlaly ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 70 100 ANTENATAL NEED = practising midwives ==
I Nurses na na 1 6 (y % of graduates employed in MNH within one year 70%
Nurses or nurse- BIRTH L 0
midwives, auiary 1050 100 orkiores MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants 15 100 POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 2,956 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 500 99 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 6
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
1% 750,000 = = = === - - - - oo PROFESSIONAL ASSOCIATIONS*
<
(n=5) _§ Year of creation of professional associations 2000, —
©500,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
_ﬂézso,ooo Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D & g
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

100%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
£20,0007 . need projection 520,000 - Need projection: Scenario 1
S #. Available workforce projection =" g % Available workforce projection (adjusted for skill-mix):
%15’000_ (adjusted for sk|II1n|X)’ - ?';15'000' with the synergies of scenarios 2+ 3 + 4 ”////
® - . o -
o= —_ v = -
< 10,000- // = 10,000
i “E 2030
£ 5,000 £ 5,000
o o
H H
T I
z 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes licenciados em
enfermagem; Nurse-midwives: includes enfermeiras parteiras especializadas; Auxiliary nurse-midwives:
includes enfermeiras auxiliares; Generalist physicians: includes médicos de clinica geral; Obstetricians
& gynaecologists: includes médicos de ginecologia e obstetricia; Clinical officers & medical assistants
includes licenciades em enfermagem e pés-graduados em ginecologia obstetricia. Source: SOWMy 2014
or secondary sources (WHO Global Health Observatory; government policy documents).

Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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In 2012, of an estimated total population of 9.3 million, 5.4 million (58%) were living in rural areas and 2.7 million (29%) were
women of reproductive age; the total fertility rate was 1.9. By 2030, the population is projected to increase by 13% to 10.5 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.2 million
pregnancies per annum by 2030, 53% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 15 million antenatal visits, 2.8 million births and 11.3 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

234,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Number and distribution of PRE-PREGNANCY _ 4,884,000

pregnanc/es (2072) (all women jof reproductive age) famlly planning ViSitS

936,000

ANTENATAL = U, UUL
(pregnancies x 4) routine visits
BIRTH - 176,000
skilled birth attendance
. 4l
POST-PARTUM
Gt | _ 703,000
routine visits
PQS'I;NA'[)AL

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) b
- . Standardized curriculum? Year of last update Yes, 2009
H Midwives 5,831 100 PRE-PREGNANCY EST| MATED = : = -
B Midwi i 2533 100 MET Minimum number of supervised births in curriculum 5
wIves, amlaly i Number of 2012 graduates/as % of all
M Nurse-midwives 2,200 100 ANTENATAL NEED = practising midwives 356/6
6 of graduates employed in within one year b
I Nurses na na 1 Oocy % of grad loyed in MNH withi 64%
Nurses or nurse- BIRTH 0
midwives, auxilary na  na orkforee MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 8,604 100 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 2,005 100 - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 3
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable \
Interventions included in minimum health birth attendant (SBAF Santraceptives/ntrautenine devices ofYes
benefits package, 2012
9% 150,000 - - == - - - - - PROFESSIONAL ASSOCIATIONS*
<
(n=4) _§ Year of creation of professional associations 2001
2100,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé 50,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No

56 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
= 36,000 36,000
08
Eg 27000 27,000
=3
23 18,000 18,000
=0
=
SiU.000 9,000
2
= 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030
WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.16 0.13 L @ ! 12% 6%
- . leak [CELS
million million
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO
Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre- MET NEED
pregnancy services from 2028 onwards.
CURRENT TRAJECTORY WHAT IF... TRAJECTORY

6,000 6,000

== Need projection == Need projection: Scenario 1

7 Available workforce projection (adjusted for skill-mix) 7% Available workforce projection (adjusted for skill-mix):

4,500 with the synergies of scenarios 2 + 3 +4

- 7// 0l

2012 2020 2030

4,500

3,000 ///

2012 2020 2030

MNH workers (full-time equivalent)

MNH workers (full-time equivalent)

. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes midwifery associate professionals; Nurse-midwives: includes nurse-
midwives; Generalist physicians: includes physicians; Obstetricians & gynaecologists: includes
obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 154.7 million, 111.2 million (72%) were living in rural areas and 43.2 million (28%) were
women of reproductive age; the total fertility rate was 2.2. By 2030, the population is projected to increase by 20% to 185.1 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 4.3 million
pregnancies per annum by 2030, 66% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 359.8 million antenatal visits, 57.6 million births and 230.2 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

5,090,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 78,049,000

(all women jof reproductive age) famlly planning ViSitS

Number and distribution of pregnancies (2012) ANTENATAL 20’ 36 1 ’000

(pregnancies x 4) routine visits

3,257,000

skilled birth attendance

BIRTH

.
POST-PARTUM
s, 13,029,000

POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
steftworking In v Onv b Years of study required to qualify (rounded) 3
B Midwives 0 100 - . ESTI MATED Standardized curriculum? Year of last update Yes, 2012
B Midwi ” 14377 100 : M ET Minimum number of supervised births in curriculum 20
Cwlves. atdTaTy ! Number of 2012 graduates/as % of all
I Nurse-midwives 18,684 20 ANTENATAL NEED = practising midwives 0/na
M Nurses na na 4 1 (y % of graduates employed in MNH within one year -
[ Nurses or nurse- BIRTH L 0
midwives, auxilary na  na oo MIDWIFERY REGULATION
[¥ Clinical officers & 9.036 v _time available Legislation exists recognizing midwifery as an
medical assistants ' - POST-PARTUM workforce autonomous profession No
time needed - — -
. D 4 ) A recognized definition of a professional
| PhVSICIIa_ns, 53,603 _ Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 802 100 - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAL ACCESSIB".ITY GEOGRAPHICAL ACCESSIB".ITY midwives are allowed to practise (out of a possible 7) 6
Percentage of 46 RMNH Essential Number of births with a skiled el v e e e y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes

benefits package, 2012

3,000,000 -~ =~ === - === - PROFESSIONAL ASSOCIATIONS*

1]
<
£ Year of creation of professional associations 2010
22,000,000 - - - oo oo oo ; -
2 Roles performed by professional associations:
'§ Continuing professional development Yes
é 1,000,000 - B — -~~~ - Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
@59 gCSCgZS Spbraur{%!/BA Negotiating work or salary
issues with the Government Yes

58 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
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graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections a *
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50. (1)
=
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PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE 7]
by International Standard Classification of Occupations (ISCO-08) g
% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D & g
million million I" s LS
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

2&':100,000 -~ Need projection ‘5100,000 - = Need projection: Scenario 1

IS 7 Available workforce projection (adjusted for skill-mix) IS % Available workforce projection (adjusted for skill-mix):

% 750001 _ — ——————————— —— — — - % 75,000 _ _with the synergies of scenarios 2 +3+4
g g /////////
3_=§, 50,000 3 50,000 93%

@ » MET NEED

£ 25,000 £ 25000 2030

s s

== a5

zZ 0 = 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes direct-entry
diploma midwives (new cadre); Auxiliary midwives: includes junior midwives, family welfare visitors,
community skilled birth attendants; Nurse-midwives: includes nurse-midwives, nurse-midwives holding a
post-basic certificate in midwifery; Generalist physicians: includes MBBS; Obstetricians & gynaecologists:
includes specialists in obstetrics and gynaecology; Clinical officers & medical assistants: includes sub-
assistant community medical officers (SACMO). Source: SoWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents)
Year of data is as per most recent data available in STATCOMPILER
. Information refers to the midwife cadre category.
. National associations for midwifery and nursing.
. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable .
Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEFS 59
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In 2012, of an estimated total population of 10.1 million, 6.5 million (64%) were living in rural areas and 2.4 million (24%) were
women of reproductive age; the total fertility rate was 4.9. By 2030, the population is projected to increase by 54% to 15.5 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.6 million
pregnancies per annum by 2030, 59% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 43.4 million antenatal visits, 8.1 million births and 32.5 million post-partum/
postnatal visits between 2012 and 2030.

!

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

Number and distribution of pregnancies (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

Country classification of Time spent
staff working in MNH' on MNH %
v A 4 _
B Midwives %3 8 crerneenancy | ESTIMATED
M Midwives, auxiliary 5,462 53 MET
. Nurse-midwives na na ANTENATAL N EED =
I Nurses 115 51 3 8 (y
Nurses or nurse- na na BIRTH L 0
midwives, auxiliary workforce
.. . \ i ilable
I Clinical officers & _ime available
medical assistants na na POST-PARTUM workfarcc,ed
time neede
u PhyS|C|a_ns, 149 24 Estimate of met need
generalists POSTNATAL (national aggregate)
i based on available data.
M Obstetricians & 2% 76 i

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
9% 2300,000 —————————————————
(n=4) £
2200 ,000
G
£100,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
60 THE STATE OF THE WORLD’S MIDWIFERY 2014

PRE-PREGNANCY _

(all women of reproductive age)

ANTENATAL

(pregnancies x 4)

WHAT WOMEN AND NEWBORNS NEED (2012)
508,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

4,124,000

famlly pIannlng visits

2,033,000

routine visits

381,000

BIRTH =
skllled birth attendance
N
POST-PARTUM
fmen | 1,524,000
POSTNATAL routlne visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 2012
Minimum number of supervised births in curriculum 40
Number of 2012 graduates/as % of all

practising midwives 0/na
% of graduates employed in MNH within one year 100%

MIDWIFERY REGULATION

Legislation exists recognizing midwifery as an

autonomous profession Yes
A recognized definition of a professional

midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that

midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1990, 2008
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct Yes
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH Yes
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
L & : u
08) 8 L g {
million million I‘
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

66%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 10,0007 . Ngeq projection E 10,0007 . Neeq projection: Scenario 1
[ . L q o o o
2 7. Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
g 7500 - g 7500 with the synergies of scenarios 2 + 3+ 4
() ) —— -
= ————" £E | _ ===z
I 5000+ — — ~ Z 5000+ —— " ’///
v °
£ 2,500- £ 2,500- 2030
o o
2 2
T I
= 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages-
femmes; Auxiliary midwives: includes aides-soignantes; Nurses: includes infirmieres diplomées d'etat;
Generalist physicians: includes médecins généralistes; Obstetricians & gynaecologists: includes
obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents)

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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BOLIVIA

In 2012, of an estimated total population of 10.5 million, 6.7 million (64%) were living in rural areas and 2.7 million (25%) were
women of reproductive age; the total fertility rate was 3.3. By 2030, the population is projected to increase by 30% to 13.7 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.5 million
pregnancies per annum by 2030, 68% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 39.3 million antenatal visits, 5.5 million births and 22 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

499,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.
PRE-PREGNANCY _ 5,654,000
family planning visits

(all women of reproductive age)
1,997,000

routine visits

Number and distribution of pregnancies (2012)

ANTENATAL

(pregnancies x 4)

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

WORKFORCE AVAILABILITY (2012)

279,000

BIRTH = & :
skilled birth attendance
. 4l
POST-PARTUM
G 1,115,000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
f king in MNH? MNH % - -
steftworking In v Onv b Years of study required to qualify (rounded) b
B Midwives 15 60 - . ESTI IVIATED St?erardized curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2012
B Midwi ” — 15 : IVI ET Minimum number of supervised births in curriculum 60
Cwlves. atdTaTy ! Number of 2012 graduates/as % of all
I Nurse-midwives 10 60 ANTENATAL NEED = practising midwives 0/na
M Nurses na na 2 9 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, aulary na  na o MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants ha ha POSTRERUM Wofkfarged autonomous profession No
time neede 3 o N
. b 4 ) A recognized definition of a professional
| PhVSICIIa_ns, 1,550 30 Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 1.016 60 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 5

Percentage of 46 RMINH Essential

Number of births with a skilled

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

Interventions included in minimum health birth attendant (SBAF
benefits package, 2012
1% £ 300,000F == === === - oo PROFESSIONAL ASSOCIATIONS®
<
(n=5) £ Year of creation of professional associations 1952
©200,000 - o
2 Roles performed by professional associations:
é Continuing professional development Yes
-aé 100,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
S 3°§§ZS Spb;urﬁs!/BA Negotiating work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

10,000 10,000
1=
2
58 7500 7500
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S#7 2500 2,500

2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0 0a) o @ !
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

100%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 8,000  -- Need projection E 8,000  -- Need projection: Scenario 1
3 7 Available workforce projection (adjusted for skill-mix) g 7 Available workforce projection (adjusted for skill-mix):
= 4l e m=m——— 2 ] with the synergies of scenarios 2 + 3 + 4
§6,000 ______ e — = §G'OOO _____ ‘{_9____ M%//
£ £
= 4,000/ ////// = 4,000 /
2 2 MET NEED
7 o 2030
£ 2,000 MET NEED £ 2,000
S 2030 S
H H
T T
z 0 z 0
s 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes enfermeras
parteras; Auxiliary midwives: includes auxiliares de enfermeria; Nurse-midwives: includes enfermeras
obstetrices; Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists:
includes obstetricians & gynaecologists. Source: SOWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the nurse- midwife cadre category: enfermeras obstetrices.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 2 million, 1 million (52%) were living in rural areas and 0.5 million (26%) were women of
reproductive age; the total fertility rate was 2.6. By 2030, the population is projected to increase by 17% to 2.3 million. To achieve
universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.06 million pregnancies
per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH workforce to
cover at least 4.8 million antenatal visits, 0.9 million births and 3.6 million post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

65,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution of pregnancies (2012) PRE-PREGNANCY _ 1 ,] 54,000

(all women jof reproductive age) famlly planning ViSitS

260,000

ANTENATAL = O
(pregnancies x 4) routine visits
BIRTH - 48,000
skilled birth attendance
N
POS'I(;—HA[})TUM 194 000
POSTNI ATAL - routin:a visits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 2
- T Standardized curriculum? Year of last update Yes, 2011
M Midwives 1501 8 PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 52
I Midwives, auxiliary na na MET P
! Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 98/7
I Nurses _ 80 4 1 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auary na  na Dok MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 591 60 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 3 80 - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 4
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
4 30,0000 - - - - - - - oo PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2012
2 20,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
£10,000 T :
2 vising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes

64 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
3,200 3,200
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(full-time equivalent
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.06 0.05 L ) 4 :
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

67%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

§ 20007 . Need projection 5 2,000 _. yeeq projection: Scenario 1

o . . . . . ©

2 7, Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):

Z 1,500 g 1,500 with the synergies of scenarios 2 + 3 + 4

®©o e e ——— [0) — e e o
E fr-——=—=-——"=7 E |l ———————

= 1,000 Z 1,000 - "”///
2 . 97% /
£ 500 £ 500 MET NEED

o o 2030

2 2

== ag

zZ 0 2 0

s 2012 2020 2030 2 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurses: includes community health nurses; Generalist physicians: includes generalist physicians;
Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SOWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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BRAZIL

In 2012, of an estimated total population of 198.7 million, 78.6 million (40%) were living in rural areas and 54.6 million (28%) were
women of reproductive age; the total fertility rate was 1.8. By 2030, the population is projected to increase by 12% to 222.7 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 4.5 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 369.1 million antenatal visits, 55.4 million births and 221.7 million post-partum/postnatal visits between

2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

5,151,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

! Number and distribution of pregnancies (2012)

1.50-1.99 [192.00-2.49 [ 2.50-10.00 [l >10.00

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

Time spent
on MNH %

Country classification of
staff working in MNH'
v v
Il Midwives 2,981 100
I Midwives, auxiliary na na
I Nurse-midwives na na
] Nurses 909,610 -
Nurses or nurse-
midwives, auxiliary 025483 -
[ Clinical officers &
medical assistants ha ha
M Physicians,
generalists 167,225 -
M Obstetricians & 22,815 100

gynaecologists

1.00-1.49

PRE-PREGNANCY EST”VIATED
MET
ANTENATAL N E E D =
BIRTH 1 0 0 /0
workforce
[ ] time available
POST-PARTUM workforce
time needed
I Estimate of met need
POSTNATAL (national aggregate)
based on available data.

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
4% 2100000 — = - - - - - - - oo oo oo
(n=2) £
Qo
©1,400,000
5
£ 700,000
€
96% z
=44
(n=44) Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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ANTENATAL

(pregnancies x 4)

APPROX.

PRE-PREGNANCY _ 120,438,000

(all women of reproductive age)

family planning visits

20,605,000

routine visits

3,094,000

ALl skilled birth attendance
N
POST-PARTUM
[ _ 12,377,000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 4
Standardized curriculum? Year of last update Yes, 2011
Minimum number of supervised births in curriculum 20
Number of 2012 graduates/as % of all

practising midwives ==

% of graduates employed in MNH within one year -

MIDWIFERY REGULATION

Legislation exists recognizing midwifery as an

autonomous profession Yes
A recognized definition of a professional

midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that

midwives are allowed to practise (out of a possible 7) 4

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1926, 1995, 2001

Roles performed by professional associations:

Continuing professional development Yes
Advising or representing members

accused of misconduct No
Advising members on quality

standards for MNH care Yes
Advising the Government on

policy documents related to MNH Yes
Negotiating work or salary

issues with the Government Yes

na = not applicable; — = missing data
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

7
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=
7
2
=
S

% Qutflow from [l Midwifery M Midwifery M Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million > million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
5140,000 -~ Need projection 5140’000 -~ Need projection: Scenario 1
5] , . . : I S
2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
£105,000 §105,000 with the synergies of scenarios 2 + 3 +4
Q (]
£ 7 ZZ / E %7
Z 70,000 / 7 Z 70,000 7
v v
£ 35,000 2030 £ 35,000
s s
I I
z 0 2 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes obstetricians,
obstetric nurses; Nurses: includes generalist nurses, family health nurses, specialized nurses, nurse
technicians; Auxiliary nurse-midwives: includes nursing assistants; Generalist physicians: includes
general practitioners, general surgeons, family health doctors; Obstetricians & gynaecologists: includes
obstetric doctors and gynaecologists. Source: SOWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents).

Rural/urban SBA coverage is not available. Figure refers to rural/urban births only
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES 67
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In 2012, of an estimated total population of 16.5 million, 11.4 million (69%) were living in rural areas and 3.8 million (23%) were
women of reproductive age; the total fertility rate was 5.6. By 2030, the population is projected to increase by 61% to 26.6 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 1.2 million
pregnancies per annum by 2030, 64% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 83.8 million antenatal visits, 15.2 million births and 60.8 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

967,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 6,351,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 3,868,000

(pregnancies x 4) routine visits

701,000

skilled birth attendance

BIRTH

]
POS'I('I]-"I;{\XI‘}TUM
= 2,805,000

POSTNATAL routine visits

(newborns x 4)

Number and distribution of pregnancies (2012)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
B Vidwives 1316 100 onc. IRy ESTI IVIATED Standardized curriculum? Year of last update Yes, 2011
B Midwi i 3130 100 . MET Minimum number of supervised births in curriculum 100
wIves, amlaly ! Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 343/26
I Nurses 3,158 30 37 (y % of graduates employed in MNH within one year 80%
Nurses or nurse- BIRTH 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & 31 100 v time available Legislation exists recognizing midwifery as an
medical assistants POST-PARTUM workforce autonomous profession Yes
time needed - — -
. D 4 ) A recognized definition of a professional
u Physmlla_nts, 360 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 86 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% 800,000 =~ == - - - oo PROFESSIONAL ASSOCIATIONS*
<
(n=4) £ Year of creation of professional associations 1973, 1997
2400’000 Roles performed by professional associations:
é Continuing professional development Yes
_d,ézoo,ooo Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered [ | A%cggsed [ Didnot M No datzla policy documents related to MNH Yes
a access on rura —
a SBA urban S/BA _Negotlat!ng work or salary
issues with the Government Yes

68 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
_ 80007~ == - —mm - - m - - e oo — - 8,000

o
o
o
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
1.2) 1.0 L ) 4 ! 20% 10%
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

44%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
516’000 == Need projection E 16,0001 .. Need projection: Scenario 1
o . N . . . [
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
512,000+ == g 12,0001 with the synergies of scenarios 2+3+4 -
£ T £ I - ///
Z 8,000 = 8,000 /
2 2
° ©
£ 4,000 £ 4,000 2030
o o
H H
T T
z 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages-femmes
et maieuticiens; Auxiliary midwives: includes accoucheuses auxiliares et accoucheuses brevetées;
Nurses: includes infirmieres d'état; Generalist physicians: includes médecins généralistes; Obstetricians
& gynaecologists: includes médecins spécialistes (obstétrique/gynécologie); Clinical officers & Medical
assistants: includes attachés de santés en soins obstétricaux et gynécologies. Source: SoWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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BURUNDI

In 2012, of an estimated total population of 9.8 million, 8.7 million (89%) were living in rural areas and 2.4 million (24%) were
women of reproductive age; the total fertility rate was 6.1. By 2030, the population is projected to increase by 66% to 16.4 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.8 million
pregnancies per annum by 2030, 85% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 54 million antenatal visits, 9.9 million births and 39.6 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

622,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution of pregnancies (2012) PRE-PREGNANCY _ 4 ,459 ,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 2,489,000

(pregnancies x 4) routine visits

457,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 1,827,000
POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
L T Standardized curriculum? Year of last update Yes, 2012
W Midwives 35 100 PRE-PREGNANCY ESTIMATED — - — -
B Midwi i MET Minimum number of supervised births in curriculum 240
wIves, amlaly ha ha Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 22/63
I Nurses 5,424 100 7 4 (y % of graduates employed in MNH within one year -
Nurses or nurse- _ BIRTH L 0
midwives, auary 100 orkiores MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 430 100 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 2 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
,, 450,000 PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2006, —
©300,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
é 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
16,000 16,000
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.79 0.63 L ) 4 :
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

96%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

E 10,000, __ Need projection 510’000 - - Need projection: Scenario 1

2 7 Available workforce projection (adjusted for skill-mix) __ — 2 % Available workforce projection (adjusted for skill-mix):

g 7500 —— Z 7500 with the synergies of scenarios 2 +3 + 4 =
@ ’ I s 5] ' e ——

: oz ////// : ~___________/,,,/////
£ 5,000 Z 5,000 /
2 2

© »

£ 2500 £ 2500 2%

o o

3 2

T T

= 0 Z 0

= 2012 2020 2030 2 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages
femmes; Nurses: includes infirmiéres; Auxiliary nurse-midwives: includes infirmiéres auxiliaires;
Generalist physicians: includes médecins généralistes; Obstetricians & gynaeocologists: includes
gynécologues obstétriciens. Source: SOWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents)

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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CAMBODIA

In 2012, of an estimated total population of 14.9 million, 12.3 million (83%) were living in rural areas and 4.1 million (27%) were
women of reproductive age; the total fertility rate was 2.9. By 2030, the population is projected to increase by 29% to 19.1 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.6 million
pregnancies per annum by 2030, 84% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 50.1 million antenatal visits, 7.3 million births and 29.1 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

698,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 7,062,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 2,790,000

(pregnancies x 4) routine visits

405,000

BIRTH = :
skilled birth attendance
N
POST-PARTUM
Number and distribution of pregnancies (2012) (births x 4)
. preg o _ 1,620,000
A PQS[NA'[)AL routine visits

newborns x

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2011
H Midwives 2,792 100 PRE-PREGNANCY EST| MATED = : = -
B Midwi i 2336 100 MET Minimum number of supervised births in curriculum 20
wIves, amlaly i Number of 2012 graduates/as % of all
M Nurse-midwives - 100 ANTENATAL NEED = practising midwives 413/15
I Nurses na na 5 6 (y % of graduates employed in MNH within one year 95%
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na ko MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 3,219 40 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists - 100 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% B PROFESSIONAL ASSOCIATIONS*
<
(n=4) _§ Year of creation of professional associations 1994
©300,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH No
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030
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This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment, (1)
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections =
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50. g
3 .
PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE =
by International Standard Classification of Occupations (ISCO-08)
% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.60 0.48 L ) 4 {
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

88%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
‘g 10,000 - - Need projection §10,000 -~ Need projection: Scenario 1
K % Available workforce projection (adjusted for skill-mix) i 74 Available workforce projection (adjusted for skill-mix):
E ) — =" 3 sl _ wihthesyeiesofscenarios2+3+4 __ _ _ _
2 ///////// 2 /////////
Z 5,000 = 5,000
: 87% : /
(] MET NEED o
£ 2,500 2030 £ 2500 2030
g g
I T
z 0 2 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes primary midwives; Nurse-midwives: includes: nurse-midwives; Generalist
physicians: includes generalist physicians; Obstetricians & gynaecologists: includes obstetricians
& gynaecologists. Source: SoWMy 2014 or secondary sources (WHQ Global Health Observatory;
government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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CAMEROON

In 2012, of an estimated total population of 21.7 million, 11.7 million (54%) were living in rural areas and 5.1 million (24%) were
women of reproductive age; the total fertility rate was 4.8. By 2030, the population is projected to increase by 52% to 33.1 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 1.4 million
pregnancies per annum by 2030, 52% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 94.7 million antenatal visits, 17.7 million births and 71 million post-partum/

postnatal visits between 2012 and 2030.

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

Country classification of Time spent
staff working in MNH' on MNH %
v v
[l Midwives 127 90
B Midwives, auxiliary na na
M Nurse-midwives 21 45
"I Nurses na na
Nurses or nurse-
midwives, auxiliary 1.300 0
[ Clinical officers &
medical assistants na na
M Physicians,
generalists 1.420 %
[ Obstetricians & 140 60

gynaecologists

FINANCIAL ACCESSIBILITY

Percentage of 46 RMINH Essential

1.00-1.49

Number and distribution of pregnancies (2012)

1.50-1.99 [192.00-2.49 [ 2.50-10.00 [l >10.00

WORKFORCE AVAILABILITY (2012)

PRE-PREGNANCY EST”VIATED
MET
ANTENATAL N E E D =
BIRTH 1 1 /0
workforce
[ ] time available
POST-PARTUM workforce
time needed
I Estimate of met need
POSTNATAL (national aggregate)
based on available data.

GEOGRAPHICAL ACCESSIBILITY

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
600,000~~~ — - - - - - - - —---
2
£
Qo
2400,000
G
£200,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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PRE-PREGNANCY _

(all women of reproductive age)

ANTENATAL

(pregnancies x 4)

WHAT WOMEN AND NEWBORNS NEED (2012)
1,126,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

9,102,000

family planning visits

4,505,000

routine visits

844,000

BIRTH - skilled birth attendance
. 4l
POST-PARTUM
Iirths x) _ 3,376,000
PqS'I;NA'[)AL routine visits

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 2013
Minimum number of supervised births in curriculum 85
Number of 2012 graduates/as % of all
practising midwives 0/na
% of graduates employed in MNH within one year 0%
MIDWIFERY REGULATION
Legislation exists recognizing midwifery as an
autonomous profession No
A recognized definition of a professional
midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
midwives are allowed to practise (out of a possible 7) 7
Midwives allowed to provide injectable
contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 2008
Roles performed by professional associations:
Continuing professional development Yes

Advising or representing members
accused of misconduct No

Advising members on quality

standards for MNH care Yes
Advising the Government on

policy documents related to MNH Yes
Negotiating work or salary

issues with the Government No

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030
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This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment, g
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections [
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50. (7,
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PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE g
by International Standard Classification of Occupations (ISCO-08)
% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D & g
million million I" s LS
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
£20,0007 . Need projection §20:000) __ need projection: Scenario 1
o . L . . . ©
2 7 Available workforce projection (adjusted for skillk-mix) - _ 2 % Available workforce projection (adjusted for skill-mix):
15,000 - § 15,0001 with the synergies of scenarios 2+3+4 _ _ _ — — -
P -—--T g | TTITTTEEE -
e 10,000+ = 10,000
2 2
° @
£ 5,000 £ 5,000
o o
2 2
T I
z 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages
femmes; Nurse-midwives: includes infirmiers diplémés d'état accoucheurs, infirmiers spécialisés en
santé de la reproduction; Auxiliary nurse-midwives: includes infirmiers brevetés accoucheurs (IBA);
Generalist physicians: includes médecins généralistes; Obstetricians & gynaecologists: includes:
gynécologues-obstétriciens. Source: SoOWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents).

Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES 75
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CENTRAL AFRICAN REPUBLIC

In 2012, of an estimated total population of 4.5 million, 3.3 million (72%) were living in rural areas and 1.1 million (25%) were
women of reproductive age; the total fertility rate was 4.4. By 2030, the population is projected to increase by 40% to 6.3 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.2 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 17.7 million antenatal visits, 3.2 million births and 12.8 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

221,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 1,817,000

(all women jof reproductive age) famlly planning ViSitS

883,000

ANTENATAL = VUV
(pregnancies x 4) routine visits
- 160,000
ALl skilled birth attendance
N
POST-PARTUM

(births x 4) _ 641 ,000

Number and distribution of pregnancies (2012) POSTNATAL routine visits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2009
W Midwives 24 100 PRE-PREGNANCY ESTIMATED = 2 — -
B Midwi i 73 100 MET Minimum number of supervised births in curriculum 50
wIves, amlaly Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 21/9
I Nurses 270 5 1 8 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, audiary 342 10 ot MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 72 5 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 8 100 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 6
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
R e PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1983
30% 2100’000 Roles performed by professional associations:
(n=14) ? Continuing professional development Yes
é 50,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

CURRENT TRAJECTORY WHAT IF... TRAJECTORY

MET NEED MET NEED

E 40007 .. Need projection E, 40007 . Neeq projection: Scenario 1

o c _— . . . ©

2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
gsoo00y == g 3,000+ with the synergies of scenarios 2 + 3 + 4 o
R L N

Z 2,000- = 2,000

2 2

° °

£1,000- £ 1,000

o o

H H

T ac

z 0 2 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages-
femmes; Auxiliary midwives: includes assistantes accoucheuses; Nurses: includes infirmieres; Auxiliary
nurse-midwives: includes assistants de santé; Generalist physicians: includes médecins généralistes;
Obstetricians & gynaecologists: includes médecins obs.gyn. Source: SoWMy 2014 or secondary
sources (WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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CHAD

In 2012, of an estimated total population of 12.4 million, 9.7 million (78%) were living in rural areas and 2.7 million (22%) were

women of reproductive age; the total fertility rate was 6.3. By 2030, the population is projected to increase by 68% to 20.9 million.

To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1 million
pregnancies per annum by 2030, 73% of these in rural settings. The health system implications include how best to configure
and equitably deploy the SRMNH workforce to cover at least 68.5 million antenatal visits, 13.2 million births and 52.9 million

post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)
774,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 5,155,000

(all women of reproductive age) famlly plannlng visits

ANTENATAL 3,094,000

(pregnancies x 4) routine visits

598,000

skllled birth attendance

Number and distribution of pregnancies (2012)

BIRTH

N
POST-PARTUM

(births x 4) 2 391 000
g routine VISItS
POSTNATAL

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2013
W Midwives M6 - PRE-PREGNANCY ESTIIVIATED — - —— -
B Midwi i MET Minimum number of supervised births in curriculum 15
wIves, amlaly ha ha Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 265/64
I Nurses 400 25 8 (y % of graduates employed in MNH within one year 25%
Nurses or nurse- _ BIRTH L 0
midwives, audhary 245 s MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 527 - Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice No
gynaecologists 23 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
600,000 =~~~ = - - - - oo PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1987, 1994
©400,000 ; o
2 Roles performed by professional associations:
? Continuing professional development No
_ﬂézoo,ooo Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes

78 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
2,400 2,400

-
[ee
(=]
o

D
o
o

MNH workers
(full-time equivalent
IN)

o
o

0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
1.0 0.8 L ) 4 i 1.5%
million million I" leak leak
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

21%

MET NEED

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E‘I 2,000 -- Need projection 2512:000’ -~ Need projection: Scenario 1
g % Available workforce projection - - S 7 Available workforce projection (adjusted for skill-mix):
qg; 9,000- (adjusted for skilI-mi)i - - :’.J. 9,000- with the synergies ofscenariosZ+—3+i ==
® - ® e —_———
E |--- |
< 6,000 = 6,000
2 2
° ©
5] | @ 1 MET NEED
£ 3,000 = 3,000 2030
s s
T T
= 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurses: includes infirmiers diplomés d'état; Auxiliary nurse-midwives: includes auxiliary nurse-
midwives; Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists:
includes gynécologues obstetriciens. Source: SoOWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents)

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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CHINA

In 2012, of an estimated total population of 1,377.1 million, 660 million (48%) were living in rural areas and 375.4 million (27%) were
women of reproductive age; the total fertility rate was 1.7. By 2030, the population is projected to increase by 6% to 1,453.3 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 24.8 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 2,154.8 million antenatal visits, 308.5 million births and 1,234.0 million post-partum/postnatal visits
between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

32,464,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 728,311,000

(all women jof reproductive age) famlly planning ViSitS

129,856,000

ANTENATAL = VOV
(pregnancies x 4) routine visits
Number and distr/'but/on B ‘|8 59] 000
CleRggencies (2012) BIRTH " skilled birth attendance
. 4l
POST-PARTUM
=t | 74,363,000
routine visits
PQS'I;NA'[)AL

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
f king in MNH' MNH % " -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
B Midwives na na onc. IRy ESTI IVIATED St?erardized curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2013
B Midwi i . MET Minimum number of supervised births in curriculum -
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
M Nurse-midwives 217,670 100 ANTENATAL NEED = practising midwives -~
I Nurses na na 5 9 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants ha ha POSTRERUM Wofkfarged autonomous profession No
time neede 3 o N
. D 4 A recognized definition of a professional
| Phys'c'?nsr _ 100 Estimate of met need midwifge exists p No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice No
gynaecologists 245,698 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 0
Percentage of 46 RMNH Essential Number of births with a skilled Midwives allowed to provide injectable

contraceptives/intrauterine devices No/No

Interventions included in minimum health birth attendant (SBA)?
benefits package, 2012

12,000,000 =~ =~ = === — ==~ PROFESSIONAL ASSOCIATIONS*

= 0% P
(n=0) _’5: Year of creation of professional associations 1909
é’ 8,000,000 Roles performed by professional associations:
'§ Continuing professional development Yes
é 4,000,000 Advising or representing members
3 accused of misconduct No
0 Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ e
a SBA urban SBA Negotiating work or salary
issues with the Government No
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery M Nursing
attrition, death professionals professionals, professionals
and retirement associates

480,000 - - L 480,000
T/
360,000 p 44 360,000

o
(=
o

240,000

4

=y
N
(=
o
o
o

120,000

b

MNH workers
(full-time equivalent)
N
8

0
2012 2015 2020 2025 2030 2013 2015
WHAT IF .« Estimates of met need based on available data.

The number of midwife,
nurse and physician
graduates doubled by 2020?

o
T &

CURRENT » SCENARIO

The number of
pregnancies was reduced
by 20% by 2030?

24.8) 19.8
million million

CURRENT W) SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

100%

MET NEED

CURRENT TRAJECTORY

900,0007 . Ngad projection

d 77 Available workforce projection (adjusted for skill-mix)
675,000

450,000

225,000

MNH workers (full-time equivalent)

0
2012 2020 2030

. These health worker categories include the following country titles - Nurse-midwives: includes nurses
(ob/gyn); Generalist physicians: includes MCH service providers; Obstetricians & gynaecologists:
includes ob/gyn doctors. Source: SOWMy 2014 or secondary sources (WHO Global Health Observatory;
government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the nurse-midwife cadre category: nurse (ob/gyn).

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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Nursing [ Paramedical M Medical M Medical
professionals, practitioners & practitioners, practitioners,
associates medical assistants generalists specialists (Ob/Gyn)

480,000

360,000

240,000

120,000

0
2020 2025 2030 2012 2015 2020 2025 2030

Efficiency improved by Attrition was halved in the
2% per year until 20307 next 5 years (2012-2017)?
[ ] [ )

[CELS [CELS

CURRENT » SCENARIO

¥ A

CURRENT » SCENARIO

MET NEED

WHAT IF... TRAJECTORY

900,000 . Need projection: Scenario 1

7 Available workforce projection (adjusted for skill-mix):

675,000 with the synergies of scenarios 2 + 3+ 4

—_——
—_——

2020

450,000

225,000

MNH workers (full-time equivalent)

2012 2030
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COMOROS

In 2012, of an estimated total population of 0.7 million, 0.4 million (54%) were living in rural areas and 0.2 million (24%) were
women of reproductive age; the total fertility rate was 4.7. By 2030, the population is projected to increase by 47% to 1.1 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.05 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 3.3 million antenatal visits, 0.6 million births and 2.4 million post-partum/postnatal visits between

2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)
39,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Number and distribution of pregnancies (2012)

T

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

WORKFORCE AVAILABILITY (2012)

Country classification of Time spent
staff working in MNH' on MNH %
v v _
B Midwives 284 100 crerneenancy | ESTIMATED
M Midwives, auxiliary 11 100 MET
. Nurse-midwives na na ANTENATAL N EED =
[ Nurses na na 6 3 (y
Nurses or nurse- na na BIRTH L 0
midwives, auxiliary workforce
.. . \ i ilable
I Clinical officers & _ime available
medical assistants na na POST-PARTUM workforcc,ed
time neede
u PhyS|C||a_ns, 197 20 : Estimate of met need
generalists POSTNATAL (national aggregate)
M Obstetricians & 6 100 based on available data.

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
4% o 18000 — = -- oo oo
(n=2) £
Qo
2 12,000
5
£ 60,00
0 €
96% z
=44
(n=44) Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
82 THE STATE OF THE WORLD’S MIDWIFERY 2014

ANTENATAL

(pregnancies x 4)

APPROX.

PRE-PREGNANCY _ 345,000

(all women of reproductive age)

family planning visits

157,000

routine visits

29,000

ALl skilled birth attendance
N
POST-PARTUM
(births x 4) _ 'I 15,000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 2003
Minimum number of supervised births in curriculum 39
Number of 2012 graduates/as % of all
practising midwives 17/6
% of graduates employed in MNH within one year 10%
Legislation exists recognizing midwifery as an
autonomous profession No
A recognized definition of a professional
midwife exists No
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 2012
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct No
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH Yes
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
8807 - - - mmmmmm - mm e o - 480 480
5

0=

e L 360 360
<5 /

ST 2401 IR 240 240

= Q

zE 120 120
2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
. . 10 LUJ70
0.05 0.04 L L 4 !i\ !i\ 0.1% 0.059
million million I" L LS
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

86%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
600 .- Need projection 6007 -- Need projection: Scenario 1
7 Available workforce projection - 7 Available workforce projection (adjusted for skill-mix):
450 (adjusted for skill-mix) . — — — -

o
—_—— =

300 ////////

0
2012 2020 2030

with the synergies of scenarios2+3+4 _ _ — — —. =

450 __V_f’_______-——-/////////

98% /)

300 MET NEED /
2030

150

MNH workers (full-time equivalent)
MNH workers (full-time equivalent)

0
2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages-femmes;
Auxiliary midwives: includes infimiers d'assistance médicale; Generalist physicians: includes médecins
généralistes; Obstetricians & gynaecologists: includes gynécologues/obstétriciens. Source: SOWMy 2014
or secondary sources (WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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CONGO

In 2012, of an estimated total population of 4.3 million, 1.7 million (39%) were living in rural areas and 1 million (24%) were women
of reproductive age; the total fertility rate was 5. By 2030, the population is projected to increase by 56% to 6.8 million. To achieve
universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.3 million pregnancies per
annum by 2030, 36% of these in rural settings. The health system implications include how best to configure and equitably deploy
the SRMNH workforce to cover at least 20.7 million antenatal visits, 3.6 million births and 14.6 million post-partum/postnatal visits

between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

240,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

Number and distribution of pregnancies (2012)
-
!

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

Country classification of Time spent
staff working in MNH' on MNH %
v v _
B Midwives 1215 90 orerreenancy | ESTIMATED
I Midwives, auxiliary 67 - MET
. Nurse-midwives 28 90 ANTENATAL N EED =
[ Nurses na na 40 (y
Nurses or nurse- na na BIRTH L 0
midwives, auxiliary workforce
.. . \ i ilable
I Clinical officers & _ime available
medical assistants na na POST-PARTUM workfarcc,ed
time neede
u PhyS|C||a_ns, 323 - : Estimate of met need
generalists POSTNATAL (national aggregate)
M Obstetricians & a 90 based on available data.

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
7% 120,000 = === - - - oo oo oo oo
(n=3) £
Qo
E 80,000
G
£ 40,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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PRE-PREGNANCY _

(all women of reproductive age)

ANTENATAL

(pregnancies x 4)

APPROX.

2,109,000

family planning visits

962,000

routine visits

169,000

BIRTH = 3 :
skilled birth attendance
N
POST-PARTUM
(births x 4) _ 676,000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 1999
Minimum number of supervised births in curriculum 10
Number of 2012 graduates/as % of all

practising midwives 88/7

% of graduates employed in MNH within one year -

MIDWIFERY REGULATION

Legislation exists recognizing midwifery as an

autonomous profession Yes
A recognized definition of a professional

midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that

midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 2010
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct No
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH No
Negotiating work or salary
issues with the Government No

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030

2012 ¢ o 2015 ¢ o o o 2020 e o o o 2025 o o o 2030 MMR NMR

ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.32 0.25 L ) 4 {
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

32%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
540007 . Need projection 540007 - Need projection: Scenario 1
2 7 Available workforce projection (adjusted forskiII-mi’x) _ - S 74 Available workforce projection (adjusted for skill-mix):
03;3,000- - 03;3,000— with the synergies of scenarios 2+3+4 ~ _ — — ~
g -7 B -
= 2,000 = 2,000
2 2
° ©
£1,000- £1,000-
o o
H H
I I
= 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes matrones accoucheuses; Nurse-midwives: includes accoucheurs;
Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists: includes
obstetricians & gynaecologists. Source: SOWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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CONGO, DEMOCRATIC REPUBLIC OF THE

In 2012, of an estimated total population of 65.7 million, 49.4 million (75%) were living in rural areas and 15 million (23%) were
women of reproductive age; the total fertility rate was 6. By 2030, the population is projected to increase by 58% to 103.7 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 5.2 million
pregnancies per annum by 2030, 71% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 352.7 million antenatal visits, 63.6 million births and 254.5 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

4,048,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

Number and distribution of pregnancies (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

Country classification of Time spent
staff working in MNH' on MNH %
v A 4 _
B Midwives 0 % ereprecnancy | ESTIMATED
M Midwives, auxiliary 1,555 95 MET
. Nurse-midwives 555 85 ANTENATAL N EED =
[ Nurses 57,703 40 5 3 (y
Nurses or nurse- _ 85 BIRTH L 0
midwives, auxiliary workforce
.. . \ i ilable
I Clinical officers & _ime available
medical assistants na na POST-PARTUM workfarcc,ed
time neede
[ | PhY$|C|a_n3, 5,832 25 hd Estimate of met need
generalists POSTNATAL (national aggregate)
i based on available data.
M Obstetricians & 200 95 i

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012

2,400,000 - - -~ - - - - - - ------
2
£
Qo

E 1,600,000 - - - oo
G

2 800,000 - NN - - - - - - - - - -
€
=]
Pz

Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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ANTENATAL

(pregnancies x 4)

.l
POSTNATAL

APPROX.

PRE-PREGNANCY _ 25,382,000

(all women of reproductive age)

family planning visits

16,194,000

routine visits

2,922,000

skilled birth attendance

BIRTH
]

POST-PARTUM

(births x 4)

11,687,000

routine visits

(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 2013
Minimum number of supervised births in curriculum 50
Number of 2012 graduates/as % of all
practising midwives 0/na
% of graduates employed in MNH within one year na
Legislation exists recognizing midwifery as an
autonomous profession No
A recognized definition of a professional
midwife exists Yes
A government body regulates midwifery practice No
A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1992, 2000, 2012

Roles performed by professional associations:

Continuing professional development Yes
Advising or representing members

accused of misconduct Yes
Advising members on quality

standards for MNH care Yes
Advising the Government on

policy documents related to MNH Yes
Negotiating work or salary

issues with the Government Yes

na = not applicable; — = missing data
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

= 28,000 28,000
08
£ 21,000 21,000
£35
2 314,000 14,000

IE

zZc

= 7000 7000

2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
5.2 4.1 L ) 4 : 20% 10%
million million I" Ll Ll
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

28%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 60,0001 .. Need projection E 60,0001 .. Need projection: Scenario 1
S 7 Available workforce projection - S 7 Available workforce projection (adjusted for skill-mix):
%45,000 (adjusted forskilllnix)— - %45’000 with the synergies of scenirio—s_ZLBtf =
£ S N
= 30,000 = 30,000
2 2
© »
£15,000 £15,000
o o
2 2
T T
= 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages-femmes
(new cadre); Auxiliary midwives: includes aide accoucheuses; Nurse-midwives: includes accoucheuses
du niveau supérieur; Nurses: includes infirmiéres polyvalentes; Auxiliary nurse-midwives: includes
accoucheuses brevetée ou dipldmée; Generalist physicians: includes médecins généralists;
Obstetricians & gynaecologists: includes médecins spécialistes (gyneco obst). Source: SoWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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COTE D'IVOIRE

In 2012, of an estimated total population of 19.8 million, 12.4 million (63%) were living in rural areas and 4.7 million (24%) were
women of reproductive age; the total fertility rate was 4.9. By 2030, the population is projected to increase by 47% to 29.2 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 1.3 million
pregnancies per annum by 2030, 61% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 90.1 million antenatal visits, 15.9 million births and 63.4 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,067,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 7,897,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 4,269,000

(pregnancies x 4) routine visits

752,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 3,007,000
routine visits
POSTNATAL

Number and distribution of pregnancies (2012) (newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- . Standardized curriculum? Year of last update Yes, 2012
H Midwives 2,627 100 PRE-PREGNANCY EST| MATED = : = -
B Midwi i 1224 100 MET Minimum number of supervised births in curriculum 15
wIves, amlaly ! Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 501/19
I Nurses 2,961 _ 48 (y % of graduates employed in MNH within one year 0%
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na orkioree MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 14 100 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 44 100 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EmMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
600,000 =~~~ = - - - - oo PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1971, 1997, 2011
©400,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
_ﬂézoo,ooo Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH No
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes

88 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
16,000 16,000
08
=% 12,000 12,000
$2
=3
23 8000 8,000
IE
zZc
= 4,000 4,000
2
= 0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030
WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
1 .3 0.8 ' AT @
- - [CELS [CELS
million million I‘
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

99%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

£16,0001  -- Need projection £16,0007 -~ Need projection: Scenario 1

E % Available workforce projection - - ‘_2" 7% Available workforce projection (adjusted for skill-mix):

2 . o i = v ( C

512,000 (adjusted for skﬂl_n_ux_)__ - 212,000 with the synergies of scenﬂloiZi_Btf _
- <
i 7 / 5

Z 8,000 o //// < 8000 /
g 70% g 2030

£ 4,000 MET NEED < 4,000

o 2030 <

2 2

Z 0 Z 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes aides soignantes; Nurses: includes techniciens supérieurs de santé
(infirmiers); Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists:
includes obstetricians & gynaecologists.

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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DJIBOUTI

In 2012, of an estimated total population of 0.9 million, 0.3 million (38%) were living in rural areas and 0.2 million (27%) were
women of reproductive age; the total fertility rate was 3.4. By 2030, the population is projected to increase by 25% to 1.1 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.03 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 2.5 million antenatal visits, 0.5 million births and 1.8 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)
34,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 420,000

(all women jof reproductive age) famlly planning ViSitS

136,000

ANTENATAL = O
(pregnancies x 4) routine visits
Number and distribution of pregnancies (2012) BIRTH = 25' 000
skilled birth attendance
N
POST-PARTUM
(births x 4) _ 'I 00,000
POSTNI ATAL routine visits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2012
H Midwives 167 100 PRE-PREGNANCY EST||V|ATED = : = -
B Midwi i MET Minimum number of supervised births in curriculum 100
wIves, amlaly ha ha Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 45/27
I Nurses na na 44 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auary na  na oo MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 185 50 Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice No
gynaecologists - 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% 18000 - - - - - - oo PROFESSIONAL ASSOCIATIONS*
<
(n=4) £ Year of creation of professional associations 2012
E 12,000 Roles performed by professional associations:
? Continuing professional development Yes
-qé 6,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH No
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No

90 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)
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% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

96%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

E 6007 .. Need projection E 6007 .. Need projection: Scenario 1

%’ 7 Available workforce projection (adjusted for skill-mix) g 77 Available workforce projection (adjusted for skill-mix):
g4s01 e == === = g 450 with the smerges _of sienﬂios_ 2 +_3 J:l ______
-g //////// _E //////////
< 300 96% / < 300 96% /
- - MET NEED

£ 150 € 150 2030

o o

s s

T T

Z 0 Z 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages
femmes; Generalist physicians: includes médecins généralistes; Obstetricians & gynaecologists:
includes obstétriciens/gynécologues. Source: SOWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents)

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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EGYPT

In 2012, of an estimated total population of 80.7 million, 19.2 million (24%) were living in rural areas and 20.7 million (26%) were
women of reproductive age; the total fertility rate was 2.8. By 2030, the population is projected to increase by 27% to 102.6 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 2.5 million
pregnancies per annum by 2030, 20% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 191.7 million antenatal visits, 35.3 million births and 141.2 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

2,588,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 38,393,000

(all women jof reproductive age) famlly planning ViSitS

10,351,000

ANTENATAL -
(pregnancies x 4) routine visits
er and distribution of pregnancies (2012)
_ 1,907,000
ALl skilled birth attendance
. 4l
PR 628,000
irths x
- ro’utine v’isits
PQS'I;NA'[)AL

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKGORCE AVALABIITY (212

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking in v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2000
W Midwives na na PRE-PREGNANCY ESTIIVIATED — - —— -
B Midwi i MET Minimum number of supervised births in curriculum 20
wIves, amlaly ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 2,800 100 ANTENATAL NEED = practising midwives 125/4
I Nurses na na 3 5 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na ko MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 30,000 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 5,042 100 - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 1
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable Yoo/
Interventions included in minimum health birth attendant (SBAF Santraceptives/ntrautenine devices es/No
benefits package, 2012
, /500,000 PROFESSIONAL ASSOCIATIONS*
K
£ Year of creation of professional associations 1990
© 1,000,000 ; o
2 Roles performed by professional associations:
'§ Continuing professional development Yes
é 500,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
25 20 L ) 4 !i\ [i\ 75%
million million I" leak S
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
556’000_ -~ Need projection 556’00(} -~ Need projection: Scenario 1
2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix)
542,000+ _ 342,000 with the synergies of scenarios 2 +3 + 4
B :
Z28,000- = 28,000
2 2
@ @
£14,000- £14,000-
o o
2 2
I I
Z 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Nurse midwives: includes
nurse-midwives; Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists:
includes obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the nurse-midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.

[SFNERENY

CHAPTER 4: COUNTRY BRIEFS

93

p Aatjod 10} Jariq e - | dAD]

7
o
=
7
4
=
S
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In 2012, of an estimated total population of 6.1 million, 5.7 million (93%) were living in rural areas and 1.5 million (24%) were
women of reproductive age; the total fertility rate was 4.7. By 2030, the population is projected to increase by 60% to 9.8 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.4 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 25.5 million antenatal visits, 4.7 million births and 19 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

315,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.
PRE-PREGNANCY _ 2,872,000
family planning visits

(all women of reproductive age)
1,259,000

routine visits

235,000

Number and distribution of pregnancies (2012)

ANTENATAL

(pregnancies x 4)

|
-

ALl skilled birth attendance
N
POST-PARTUM
(births x 4) _ 939,000
POSTNATAL routine visits
(newborns x 4)

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

WORKFORCE AVAILABILITY (2012)

MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training -
staff working in MNH' on MNH % " -
v v Years of study required to qualify (rounded) -
. . =1 - . 7
B Midwives 140 - . ESTI MATED Standardized curriculum? Year of last update Yes, 2010
B Midwi i : M ET Minimum number of supervised births in curriculum 50
awives, auxtiary na na _ Number of 2012 graduates/as % of all
M Nurse-midwives 103 100 ANTENATAL NEED = practising midwives 0/na
I Nurses na na 23 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- _ BIRTH L 0
mitwivon audtary 1523 oo MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
time needed - — -
M Physicians, 122 B b | Estimate of met need A recognized definition of a professional
generalists POSTNATAL (mationa aggregate) midwife exists _ . No
B Obstetricians & 5 100 based on available data. A government body regulates midwifery practice Yes

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

A licence is required to practise midwifery -

A live registry of licensed midwives exists -

Number of EMONC basic signal functions that
midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable
contraceptives/intrauterine devices

Yes/Yes

Interventions included in minimum health birth attendant (SBA)?
benefits package, 2012
,, 240,000 PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1992
E 160,000 Roles performed by professional associations:
? Continuing professional development Yes
é 80,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural e
a SBA urban S/BA _Negotlat!ng work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
2,800 2,800

2,100

MNH workers
(full-time equivalent
>
o
o

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.36 0.29 L ) 4 {
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 6,0000 .. Need projection E 6,0001 .. Need projection: Scenario 1
o c . . . . [
2 7 Available workforce projection (adjusted for skill-mix) 2 7% Available workforce projection (adjusted for skill-mix):
54,500 - g4,500+ with the synergies of scenarios 2 + 3 +4 o
@ —_—— [} e = =
£ ——— E | ===
=] t=—" 3 - 7/
23,000 £3,000 //
° °
< 1,500 £ 1,500-
o o
H H
T T
P 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurse-midwives: includes nurse-midwives; Auxiliary nurse-midwives: includes associate nurses;
Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists: includes
obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents)

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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ETHIOPIA

In 2012, of an estimated total population of 91.7 million, 79.6 million (87%) were living in rural areas and 21.5 million (23%) were
women of reproductive age; the total fertility rate was 4.6. By 2030, the population is projected to increase by 50% to 137.7 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 4.9 million
pregnancies per annum by 2030, 84% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 360 million antenatal visits, 63.8 million births and 255.2 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

4,465,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution of pregnancies (2012) PRE-PREGNANCY _ 40,88 1 ,000

(all women jof reproductive age) famlly planning ViSitS

17,861,000

ANTENATAL - |/,001,
(pregnancies x 4) routine visits
sRtH - 3,165,000
skilled birth attendance
. 4l
PSR 12,660,000
POSTNATAL - routIne visi,ts
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 4
- 7 i iculum? Year of last update Yes, 2010
B Midwives 6,925 100 Standardized curricu p !
B Midwi i PRE-PRERERNCY IE/ISE-I:II-MATED Minimum number of supervised births in curriculum 20
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 2,520/36
I Nurses 20,109 40 3 2 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
. . [ ] time available iolati ; i Wi
[¥ Clinical officers & Legislation exists recognizing midwifery as an
medical assistants 5757 L POSTRERUM Wofkfarged autonomous profession No
time neede 3 o N
. D 4 A recognized definition of a professional
| Physme_ms, 2,935 50 Estimate of met need midwifge exists p Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 147 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% 300,000 ~ = =~ - - - PROFESSIONAL ASSOCIATIONS*
K
(n=4) _’5: Year of creation of professional associations 1992
EZ'OOO’OOO B Roles performed by professional associations:
'§ Continuing professional development Yes
é 1,000,000 - B -~ ~ - m oo Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
S gCSCgZS Spb;urﬁs!/BA Negotiating work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
860000007~~~ - - - oo m oo oo oo oo oo oo oo oo oo oo L2450 - - - ---- 8507 - -------
S 1y e
©
25000 e EEEEEE IR RN EE R / £
g 3007 / -

s ] _ . i B i B | n B i B i B i1 B B 5] Sop|
£3,000,000 S / 2251 %

5 T 150 —_- £ /
815000001 5 28-S 38 -B B8 SR B - B S-S BB BB B / S /

1S 8 / 2 /é .

S S [

= 0 = o z 0-

2012 ¢ o 2015 ¢ e o o 2020 e o o o 2025 o o o 2030 MMR NMR

ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

= 36,000 36,000
08
%,.g 27000 27000+ - - - - - -
23 18,000 18,000

IE

zZc

= 9,000 9,000

2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D & g
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

50%

MET NEED MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 80,0001 .. Neeq projection E 80,0007 .. Nggq projection: Scenario 1
© ©
2 7. Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted forskill—mix)'
360,000 =TT 360,000+ with the synergies of scenarios 2+3+4
g _——”——— E _._—-—""_———_ /
= 40,000 Za 40,000+
2 2
220,000 £20,000/ o
o o
H H
T T
= 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes degree
midwives, diploma midwives; Nurses: includes nurses; Generalist physicians: includes general
practitioners; Obstetricians & gynaecologists: includes obstetricians & gynaecologists; Clinical officers &
medical assistants: includes integrated emergency surgical and obstetric officers, health officers. Source:
SoWMy 2014 or secondary sources (WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the degree midwife cadre. Information for number of 2012 graduates/as % of all
practising midwives refers to the degree midwife and diploma midwife cadres

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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GABON

In 2012, of an estimated total population of 1.6 million, 0.5 million (29%) were living in rural areas and 0.4 million (24%) were
women of reproductive age; the total fertility rate was 4.1. By 2030, the population is projected to increase by 46% to 2.4 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.08 million
pregnancies per annum by 2030, 29% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 6.1 million antenatal visits, 1.1 million births and 4.4 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)
75,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.
PRE-PREGNANCY _ 740,000
(all women of reproductive age) famlly planning ViSitS
Number and distribution of pregnancies (2012) A('}',J;E!\C',ﬁ;rﬁ" %?329/293
BIRTH 54'000
skilled birth attendance
N
POS'I('b-_PhAlzTUM 915 000
irths x
: routin:a visits
PQS'I;NA'[)AL

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
B Vidwives 437 100 onc. IRy T ESTIMATED Standardized curriculum? Year of last update Yes, 2012
B Midwi i : M ET Minimum number of supervised births in curriculum -
Cwlves. atdTaTy ha ha Number of 2012 graduates/as % of all
M Nurse-midwives 17 100 ANTENATAL NEED = practising midwives 6/1
I Nurses 3,678 20 9 9 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na ko MIDWIFERY REGULATION
[¥ Clinical officers & v _time available Legislation exists recognizing midwifery as an
medical assistants ha ha POSTRERUM Wofkfarged autonomous profession No
time neede 3 . N
M Physicians, 18 2 b 4 Estimate of met need A_recqgmze_d definition of a professional
generalists POSTNATAL (mationa aggregate) midwife exists _ . Yes
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 33 100 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 5
Percentage of 46 RMINH Essential Number of births with a skilled Midtwivestgllov/v_ecti 10 tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes

benefits package, 2012

2% ,, 36,000 PROFESSIONAL ASSOCIATIONS*
<
’ (n=1) £ Year of creation of professional associations 1995
E 24,000 Roles performed by professional associations:
é Continuing professional development Yes
-aé 12,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Nenmien v |
a SBA urban SBA IIOUENI) WYOIIR (Wl S EIRY
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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(o]
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o
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" 22 LS
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

100%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
£16007 .. Need projection 516007 Need projection: Scenario 1
© . . L . . 3 o
2 7 Available workforce projection (adjusted for skill-mix) 2 7% Available workforce projection (adjusted for skill-mix):
51,200 o §1,200 with the synergies of scenarios 2+ 3 +4
[ —_——— ()
£E | === -7 £ 27
< 800327 S Z 8004, ///
: v 7 0%
4 0 o
£ 400 67% / € 400 MET NEED
o MET NEED o
2 2030 3
I T
= 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurse-midwives: includes infirmiéres accoucheuses; Nurses: includes infirmiers d'état (IDE), infirmiers
assistants (IA); Generalist physicians: includes: generalist physicians; Obstetricians & gynaecologists:
includes obstetricians & gynaecologists. Source: SOWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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GAMBIA

In 2012, of an estimated total population of 1.8 million, 0.6 million (34%) were living in rural areas and 0.4 million (24%) were
women of reproductive age; the total fertility rate was 5.8. By 2030, the population is projected to increase by 71% to 3.1 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.2 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 11.2 million antenatal visits, 1.8 million hirths and 7.3 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

121,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 766,000

Number and distribution of pregnancies (2012) (all women of reproductive age) family planning visits

485,000

ANTENATAL = UV
(pregnancies x 4) routine visits
_ 79,000
BIRTH " skilled birth attendance
N
POS'I(;—_EA[})TUM 317.000
POSTNl ATAL - routin:a visits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 4
- T Standardized curriculum? Year of last update Yes, 2012
W Midwives 19 100 PRE-PREGNANCY ESTIMATED — - — -
B Midwi i 180 50 MET Minimum number of supervised births in curriculum -
wIves, amlaly Number of 2012 graduates/as % of all
I Nurse-midwives 97 100 ANTENATAL NEED = practising midwives 0/na
I Nurses 200 15 27 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auiary 132 50 s MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 29 20 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists L - - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprc_)vids injectable Vi
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% 60,000 - == — - - - PROFESSIONAL ASSOCIATIONS®
<
(n=4) _§ Year of creation of professional associations 1963
E 40,000 Roles performed by professional associations:
§ Continuing professional development Yes
é 20,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
1,000 1,000

750

~
fox
o

500

250

N
a1
o

MNH workers
(full-time equivalent)
(o2
o
o

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
L & : :
oy o L g :
million million I‘
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

62%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

E 2000788 Need projection E, 2000, . Need projection: Scenario 1

o o L . . ) ©

2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
51,500+ == g 1,500+ with the synergies of scenarios 2 + 3+ 4 _
o - ) —— =
£ == £ ————T //////
21,000+ — — ~ Z1,000+ ——~ 7 0///
H e 7% /
@ 5 MET NEED

£ 500 £ 500 2030

2 2

ag a5

z 0 Z 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes state enrolled
nurse midwives; Auxiliary midwives: includes community nurse attendant midwives; Nurse-midwives:
includes registered nurse midwives; Nurses: includes community health nurses; Auxiliary nurse-
midwives: includes community health nurse midwives; Generalist physicians: includes generalist
physicians; Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SoWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)
Rural/urban SBA coverage is not available. Figure refers to rural/urban births only
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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GHANA

In 2012, of an estimated total population of 25.4 million, 15.1 million (59%) were living in rural areas and 6.5 million (26%) were
women of reproductive age; the total fertility rate was 3.9. By 2030, the population is projected to increase by 39% to 35.3 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 1.1 million
pregnancies per annum by 2030, 59% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 83.8 million antenatal visits, 16 million births and 64.1 million post-partum/
postnatal visits between 2012 and 2030.

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

Number and distribution of pregnancies (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

Country classification of Time spent
staff working in MNH' on MNH %
v v _
B Midwives 418 100 crerneenancy | ESTIMATED
M Midwives, auxiliary na na MET
. Nurse-midwives na na ANTENATAL N EED =
I Nurses 273 80 3 0 (y
Nurses or nurse- na na BIRTH L 0
midwives, auxiliary workforce
.. . \ i ilable
I Clinical officers & _ime available
medical assistants na na POST-PARTUM workfarcc,ed
time neede
u PhyS|C||a_ns, 1123 : Estimate of met need
generalists POSTNATAL (national aggregate)
M Obstetricians & 549 based on available data.

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
7% 2600,000
(n=3) E
Qo
2400 ,000
G
£200,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
102 THE STATE OF THE WORLD’S MIDWIFERY 2014

ANTENATAL

(pregnancies x 4)

WHAT WOMEN AND NEWBORNS NEED (2012)
1,063,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 12,869,000

(all women jof reproductive age)

famlly pIannlng visits

4,253,000

routine visits

814,000

BIRTH =
skllled birth attendance
. 4l
POST-PARTUM
(births x 4) _ 3 257 000
PQS[NA'[)AL routine visits

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 2013
Minimum number of supervised births in curriculum 40
Number of 2012 graduates/as % of all

practising midwives 1,146/27
% of graduates employed in MNH within one year 100%

MIDWIFERY REGULATION

Legislation exists recognizing midwifery as an

autonomous profession Yes
A recognized definition of a professional

midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that

midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1935, 1960, 2009

Roles performed by professional associations:

Continuing professional development Yes
Advising or representing members

accused of misconduct Yes
Advising members on quality

standards for MNH care Yes
Advising the Government on

policy documents related to MNH Yes
Negotiating work or salary

issues with the Government Yes

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

= 20,000 20,000

08

5 @ 15,000 15,000

£35

2.8 10,000 10,000

IE

€% 5000 5,000 s -
2

2012 2015 2020 2025 2030 0 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D B & g
million million I" s LS
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

99%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 20,0007 .. Neeq projection E 20,0007 . Ngeq projection: Scenario 1
§ 7 Available workforce projection (adjusted for skill-mix) § 7 Available workforce projection (adjusted for skill-mix):
515,000+ e ——— 515,000 with the synergies of scenarios 2 + 3 + 4
s |l_—————— - ; /////
= I E
= 10,000 /////// Z 10,000 /
© » 2030
£ 5,000 £ 5,000
o o
H H
I T
z 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives,
community health nurse midwives; Nurses: includes district public health nurses; Generalist
physicians: includes generalist physicians; Obstetricians & gynaecologists: includes obstetricians
& gynaecologists. Source: SOWMy 2014 or secondary sources (WHO Global Health Observatory;
government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre. Information for number of 2012 graduates/as % of all
practising midwives refers to the midwife and community health nurse midwife cadres

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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GUATEMALA

In 2012, of an estimated total population of 15.1 million, 9.5 million (63%) were living in rural areas and 3.8 million (25%) were
women of reproductive age; the total fertility rate was 3.8. By 2030, the population is projected to increase by 50% to 22.6 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.9 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 63.1 million antenatal visits, 9.9 million births and 39.8 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

762,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 9,103,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 3,048,000

(pregnancies x 4) routine visits

480,000

skilled birth attendance

Number and distribution of pregnancies (2012)

BIRTH

N
POST-PARTUM

e 1,922,000
POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training na
staff working in MNH' on MNH % " -
v v Years of study required to qualify (rounded) na
- T Standardized curriculum? Year of last update Yes, 2014
W Midwives 0 na PRE-PREGNANCY ESTI IVIATED — - —— -
B Midwi i MET Minimum number of supervised births in curriculum 0
wIves, amlaly ha ha Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL N EED = practising midwives na/na
I Nurses 3,500 50 9 1 (y % of graduates employed in MNH within one year na
Nurses or nurse- _ BIRTH L 0
midwives, auary 65 s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 12,703 70 Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice No
gynaecologists 720 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 6
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% ,,300,000(- - PROFESSIONAL ASSOCIATIONS*
<
(n=4) _§ Year of creation of professional associations 1947
©200,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
é 100,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care No
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

12,000 12,000
B
0=
%,.g 9,000
8 6,000
T (0]
gg 3,000
2

0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
L & : :
N & 4§
million million I‘
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

90%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 16,0007 . peed projection E 16,0007 . Neeq projection: Scenario 1
o . N . . . [
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
£12,000 e —=- g12,000 with the synergies of scenarios 2 +3 + 4 ~
: o I
Z 80001 — < 80007~ ~ /
2 2
5 ) MET NEED
3 4,000 % 4,000 2030
H H
T T
= 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives
(new cadre); Nurses: includes enfermeras profesionales; Auxiliary nurse-midwives: includes auxiliares
de enfermerfa; Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists:
includes obstetricians & gynaecologists. Source: SOWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.

[SFNERENY
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GUINEA

In 2012, of an estimated total population of 11.5 million, 7.8 million (68%) were living in rural areas and 2.7 million (23%) were
women of reproductive age; the total fertility rate was 5. By 2030, the population is projected to increase by 51% to 17.3 million.

To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.9 million
pregnancies per annum by 2030, 63% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 61.7 million antenatal visits, 9.2 million births and 36.9 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

734,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 4,022,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 2,934,000

(pregnancies x 4) routine visits

438,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 1,753,000
POSTNATAL routine visits

(newborns x 4)

Number and distribution
of pregnancies (2012)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2011
W Midwives 500 100 PRE-PREGNANCY ESTIMATED — - — -
B Midwi i MET Minimum number of supervised births in curriculum 25
wIves, amlaly ha ha Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 119/24
I Nurses 1,494 25 3 0 (y % of graduates employed in MNH within one year 75%
Nurses or nurse- BIRTH L 0
midwives, audiary 4215 90 s MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 476 40 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 45 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
450,000 =~ == - - - - PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1988
© 300,000 ; o
2 Roles performed by professional associations:
é Continuing professional development Yes
-aé 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical

attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,

and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

— 28,000 280007 -~ == -====-==—=———---
08 [ ]
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.88 0.70 L ) 4 {
million million I" LS LS
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

63%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 12,0007 .. \eed projection E 12,0007 . Neeq projection: Scenario 1
o ] Qorerl . . . [
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
g 9,000 g 9,000+ with the synergies of scenarios 2 + 3+ 4
£ -7 E ===
I 6000{ - ———— 6000  ————————""—
2 g '///
5 | ) i MET NEED
£ 3,000 = 3,000 2030
H H
T T
z 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurses: includes infirmiers diplémés d'etat (IDE); Auxiliary nurse-midwives: includes agents techniques
de santé (ATS); Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists:
includes obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents)

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 1.7 million, 1.1 million (65%) were living in rural areas and 0.4 million (24%) were
women of reproductive age; the total fertility rate was 5. By 2030, the population is projected to increase by 49% to 2.5 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.1 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 9.2 million antenatal visits, 1.4 million births and 5.5 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

109,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 527,000

(all women jof reproductive age) famlly planning ViSitS

436,000

ANTENATAL = U, UUL
(pregnancies x 4) routine visits

BIRTH = 66'000

skilled birth attendance
N
Nommber and disir POS'I('h-_PhAlzTUM 962 000
umber and distribution irths x
"“ R e e 2) v = routine visits
. PQS'I;NA'[)AL

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2010
M Midwives 18 — PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 0
I Midwives, auxiliary 5 - MET o UpeTTISKE DT I et
! Number of 2012 graduates/as % of all
M Nurse-midwives 29 - ANTENATAL NEED = practising midwives 37/25
I Nurses na na 2 1 (y % of graduates employed in MNH within one year 100%
oo -~ na na [
midwives, auxilary wardorso MIDWIFERY REGULATION
[¥ Clinical officers & time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 214 - Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 5 - - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 5
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAF CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
45,000 - - - - - - - oo PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1992, 1995, 2002
E 30,000 Roles performed by professional associations:
? Continuing professional development Yes
£15,000 Rl ;
2 vising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.13 0.11 L ) 4 i 65%
million million I" e [l
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

35%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 1,600 __ Need projection E 16007 .. Need projection: Scenario 1
[ . . L . . 3 o
2 7 Available workforce projection (adjusted for skill-mix) 2 7/ Available workforce projection (adjusted for skill-mix):
51,200+ e —==- 51,200 with the synergies of scenarios 2+ 3 +4
: IR A I
7 = = === 7
< 800 < 800 ////
w 1]
o 4 Y
S w0 g 400 /
o o
H H
T T
z 0 2 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes parteiras;
Auxiliary midwives: includes parteiras-auxiliares; Nurse-midwives: includes enfermeiras parteiras;
Generalist physicians: includes médicos generalistas; Obstetricians & gynaecologists: includes médicos
especialistas obstétricos/ginecologistas. Source: SoOWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 10.2 million, 7.3 million (72%) were living in rural areas and 2.7 million (26%) were
women of reproductive age; the total fertility rate was 3.2. By 2030, the population is projected to increase by 23% to 12.5 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.5 million
pregnancies per annum by 2030, 90% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 35.8 million antenatal visits, 5.2 million births and 20.8 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

483,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

S PRE-PREGNANCYATOX'5,255,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 1,932,000

(pregnancies x 4) routine visits

280,000

skilled birth attendance

BIRTH

N
Number and distribution of POST-PARTUM
pregnancies (2012) (vbi"h”“ 1 ,I 20,000

POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
L T Standardized curriculum? Year of last update Yes, 2013
M Midwives 0 100 PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 50
B Midwives, auxiliary na na MET P
! Number of 2012 graduates/as % of all
I Nurse-midwives 201 100 ANTENATAL NEED = practising midwives ~/na
I Nurses na na 1 0 (y % of graduates employed in MNH within one year na
Nurses or nurse- BIRTH L 0
midwives, auary na  na ok MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 374 35 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 400 100 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% 300,000~~~ = - - PROFESSIONAL ASSOCIATIONS*
<
(n=4) _§ Year of creation of professional associations 1930, 2001
© 200,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
é 100,000~ Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

o
I

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.45 0.30 1 8 L g !ﬁ\ [i\ b 500
million million I" e [l
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 8,000 . Need projection E 8,0001 .. Need projection: Scenario 1
s 7 Available workforce projection (adjusted for skill-mix) 2 77 Available workforce projection (adjusted for skill-mix):
03;6'000 i« === u% 6,000- with the synergies of scenarios 2 + 3+ 4
g [T T N
= 4,000 = 4,000
2 £ 0
£ 2,000 0 £ 2,000- MET NEED
5 MET NEED <] 2030
3 2030 3
ac ac
z 0 z 0
= 2012 2020 2030 2 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages femmes
(new cadre); Nurse-midwives: includes nurse-midwives; Generalist physicians: includes médecins
généralistes; Obstetricians & gynaecologists: includes médecins specialistes (obs/gyn). Source: SOWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 1,236.7 million, 892.4 million (72%) were living in rural areas and 319.5 million (26%)
were women of reproductive age; the total fertility rate was 2.5. By 2030, the population is projected to increase by 19% to 1,476.4
million. To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 34.6
million pregnancies per annum by 2030, 73% of these in rural settings. The health system implications include how best to configure
and equitably deploy the SRMNH workforce to cover at least 2,764.5 million antenatal visits, 473.9 million births and 1,895.5 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

37,806,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 579,782,000

(all women jof reproductive age) famlly planning ViSitS

151,226,000

ANTENATAL - 191,22
(pregnancies x 4) routine visits
gRTH - 25,923,000
Number and distribution of pregnancies (2012) skilled birth attendance
N
POST-PARTUM
[ tes | 103,693,000
! routine visits
PO

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking in v Onv 5 Years of study required to qualify (rounded) 4
S T Standardized curriculum? Year of last update Yes, 2004
M Midwives n na PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 20
I Midwives, auxiliary na na MET UL upen L
! Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 156,180/11
I Nurses 1,406,006 _ 8 6 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, aulary 718661 60 s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants ha ha POST-PARTUM workforce autonomous profession No
P D 4 fime needed A recognized definition of a professional
u Phy3|c|a_ms, 883,812 - Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists - 66 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 4
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprc_)vids injectable N
Interventions included in minimum health birth attendant (SBAF CONTACENUVES INUEUENNEICeVIces o/Yes
benefits package, 2012
421,000,000 — = =~~~ ———————— - PROFESSIONAL ASSOCIATIONS*
N
£ Year of creation of professional associations 1905, 2000
§14’000'000 B Roles performed by professional associations:
“é Continuing professional development Yes
-‘é 7000,000 " - S - -~ -~~~ "~ Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes

112 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)
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% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
> L g g 2%
34.6 211 L !i\ !i\
million million I‘
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

85%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 900,0007 .. Need projection E SR Need projection: Scenario 1
o ) o ) _— ©
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
675,000 £675,000 with the synergies of scenarios 2+ 3 + 4
o | e e e e e ————— o
g |mesEs=ETTT E  |foememememememseemeE=e
3 450,000 //////// 2 450,000 /”///////
< 85% v 85%
@ 0 < 0
£ 225,000 MET NEED £ 225,000 MET NEED
g 2030 g 2030
I I
P 0 Z 0
s 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Nurses: includes staff nurses; Auxiliary
nurse-midwives: includes auxiliary nurse midwives (ANM), lady health visitors; Generalist physicians:
includes medical officers; Obstetricians & gynaecologists: includes specialists (ob-gyn). Source: SOWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the nurse cadre category: staff nurse.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable
Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 246.9 million, 153.2 million (62%) were living in rural areas and 66.1 million (27%) were
women of reproductive age; the total fertility rate was 2.3. By 2030, the population is projected to increase by 19% to 293.5 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 6.7 million
pregnancies per annum by 2030, 52% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 518.3 million antenatal visits, 86.2 million births and 344.6 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)
7,141,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 118,227,000

(all women jof reproductive age) famlly plannlng VISItS

28,562,000

Number and distribution of pregnancies (2012)

¥ ANTENATAL = oY E

(pregnancies x 4) routine visits

R, s - 4,748,000

- "'"l.{ BIRTH skilled birth attendance
! e
H i POST-PARTUM
e = st | 18,992,000
r PQS'I;NA'[)AL routine visits
0 <009 [M0.10-0.19 [0.20-0.49 [0.50-0.99 = 1.00-1.49 | 1.50-1.99 [12.00-2.49 [M2.50-10.00 [ >10.00

WORKFORCE AVAILABILITY (2012)

MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
f king in MNH' MNH % " -
steftworking in v Onv b Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2011
H Midwives 207,761 100 PRE-PREGNANCY EST| MATED I o T =
B Midwives, auxiliary na na MET inimum number of supervised births in curriculum 50
! Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives —/-
I Nurses na na 8 7 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na wartorso MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants ha na POST-PARTUM workforce autonomous profession No
o b | fime needed A recognized definition of a professional
u Physma_ms, 94,660 50 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 2170 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 5

Percentage of 46 RMINH Essential

Number of births with a skilled

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

Interventions included in minimum health birth attendant (SBA)?
benefits package, 2012
£ 3000,000 - - gy~~~ - - - PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1951, 2001, 2003
22 000,000 - N =~~~ - Roles performed by professional associations:
'§ Continuing professional development Yes
§1 100,000~ o Advising or representing members
85% E accused of misconduct Yes
(n=39) Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered [ | A%cggsed [ Didnot M No datzla/ policy documents related to MNH Yes
a access on rura —
a2 SBA urban SBA _Negotlat!ng work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
- 1,600,000 1,600,000
08
E’.S 1,200,000 1,200,000
=3
£3 800,000 800,000
IE
€% 400,000 400,000
E
= 0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030
WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
6.7 5.3 L 8 @ !i\ [i\ 15%
million million I" e [l
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

88%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

= =
5 180,000 .. pgqq projection & 180,0007 __ oo projection: Scenario 1
[ . - . q q [ r . L . ATt
2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
£135,000 §135,000 with the synergies of scenarios 2+ 3+ 4
[0} — ()
£ temmmm—mmm——mm E e ——— — -
= =
X 7/ / oL /17
< 90,000 2 = 90,000 L /////
@ 0 o 0
2 87% 89%
< 45,000 MET NEED < 45,000 MET NEED
g 2030 g 2030
H H
ac ac
Z 0 Z 0
s 2012 2020 2030 = 2012 2020 2030
1. These health worker categories include the following country titles - Midwives: includes midwives;

Generalist physicians: includes doctors; Obstetricians & gynaecologists: includes doctors (ob/gyn). Source:

SoWMy 2014 or secondary sources (WHO Global Health Observatory; government policy documents).
2. Year of data is as per most recent data available in STATCOMPILER
3. Information refers to the midwife cadre category.
4. National associations for midwifery and nursing.
5. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable

Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 32.8 million, 23 million (70%) were living in rural areas and 8 million (25%) were women
of reproductive age; the total fertility rate was 4.1. By 2030, the population is projected to increase by 55% to 51 million. To achieve
universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.9 million pregnancies per
annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH workforce to cover
at least 131.7 million antenatal visits, 22.4 million births and 89.7 million post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)
1,541,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 13,143,000

(all women jof reproductive age) famlly planning ViSitS

6,164,000

o , ANTENATAL - 0,104,U
Number and distribution of pregnancies (2012) (pregnancies x 4) routine visits
BIRTH - 1,049,000
skilled birth attendance
N
POS'I('h-_PhAlzTUM
irths x
N MR
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update No, na
H Midwives 1,269 100 PRE-PREGNANCY EST| MATED = : = -
B Midwi i MET Minimum number of supervised births in curriculum na
wIves, amlaly ha ha Number of 2012 graduates/as % of all
M Nurse-midwives - 100 ANTENATAL NEED = practising midwives 584/46
I Nurses na na 3 1 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na ko MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 6,934 60 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 1.020 100 - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 4
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable o/l
Interventions included in minimum health birth attendant (SBAF Santraceptives/ntrautenine devices o/No
benefits package, 2012
800,000~ = ===~ — - - - - PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1959, 1971, 2012
600,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé300'00° Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn
16,000 16,000 =

-
N
o
o
o

;l}
o
o
o

MNH workers
(full-time equivalent)
©
o
o
o

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D & g
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
§24,000- -~ Need projection §24,000» -~ Need projection: Scenario 1
© % Available workforce projection [ IS 7% Available workforce projection (adjusted for skill-mix):
'?-;18,000' (adjusted forsiillinix)’ - - .?','18,000- with the synergies ofs;c_enirio—s‘zisaﬂ ==
@ ——— Lot @ R —_——
£ r £ T
= 12,000 = 12,000
2 2
© »
5] | S i MET NEED
%‘ 6,000 —g 6,000 2030
2 2
T T
= 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives; Nurse-
midwives: includes nurse-midwives; Generalist physicians: includes generalist physicians, family physicians
and paediatricians; Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SoWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable
Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 43.2 million, 32.7 million (76%) were living in rural areas and 10.5 million (24%) were
women of reproductive age; the total fertility rate was 4.4. By 2030, the population is projected to increase by 54% to 66.3 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 2.8 million
pregnancies per annum by 2030, 73% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 194.4 million antenatal visits, 32.8 million births and 131.3 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

2,323,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 22,740,000

(all women jof reproductive age) famlly planning ViSitS

Number and distribution of pregnancies (2012) ANTENATAL 912921000

(pregnancies x 4) routine visits

1,569,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 6,278,000
routine visits
POSTNATAL

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking in v Onv 5 Years of study required to qualify (rounded) 2
- T Standardized curriculum? Year of last update Yes, 2012
W Midwives n 100 PRE-PREGNANCY ESTIMATED = 2 — -
B Midwi i MET Minimum number of supervised births in curriculum 28
wIves, amlaly ha ha Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 50/70
I Nurses 12,000 100 45 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auary na  na Dorkires MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 7,549 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 600 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAF CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
1% 1500000, PROFESSIONAL ASSOCIATIONS®
<
(n=5) _§ Year of creation of professional associations 1994
21,000,000 - - - - - o oo - o ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
é 500,000 - oy ==~~~ """ - Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)
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o
=
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4
=
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% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
32,000 32,000

N
ES
=
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o
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o
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o
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>

0 0
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
L & : )
By 2 L g 5 4 &
million million I‘
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

97%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
£40,0001 ... Need projection 540,0007 - Need projection: Scenario 1
‘g" 7 Available workforce projection g % 7 Available workforce projection (adjusted for skill-mix):
30,000 (adjusted for skill-mix) - - 530,000 with the synergies of scenarios 2 +3+4 _ _ _ — —7
: T - : paagis7s ////////
£20,000 Z 20,000 98% /
= S MET NEED
7 o 2030
£10,000 £ 10,000
o o
2 2
= T
P 0 Z 0
s 2012 2020 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes enrolled
midwives, registered midwives; Nurses: includes registered community health nurses; Generalist
physicians: includes medical officers; Obstetricians & gynaecologists: includes obstetricians &
gynaecologists. Source: SoOWMy 2014 or secondary sources (WHO Global Health Observatory;
government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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KOREA, DEMOCRATIC PEOPLE’'S REPUBLIC OF

In 2012, of an estimated total population of 24.8 million, 19.6 million (79%) were living in rural areas and 6.6 million (27%) were
women of reproductive age; the total fertility rate was 2. By 2030, the population is projected to increase by 8% to 26.7 million.

To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.9 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 73.6 million antenatal visits, 6.9 million births and 27.5 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

967,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 12 243,000

(all women jof reproductive age) famlly plannlng VISItS

ANTENATAL 3,870,000

(pregnancies x 4) routine visits

361,000

skilled birth attendance

BIRTH

Number and distribution of pregnancies (2012) N
POS'I(;—_gAIzTU M
EEs 1,446,000

POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10+
ff working in MNH' MNH % - -
steftworking In v Onv b Years of study required to qualify (rounded) 2
B Midwives 7,368 100 - . ESTIMATED Stéerardlzed curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2010
B Midwi i : M ET Minimum number of supervised births in curriculum 20
wlves, atdTary ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 500 30 ANTENATAL NEED = practising midwives 235/3
M Nurses na na 1 0 0 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auxliary M@ 1@ orkforee MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na ha POSTRERUM Wofkforged autonomous profession No
time neede 3 o N
o b 4 ) A recognized definition of a professional
u Phys'c'?nts' 46,588 10 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 8,440 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 2
Percentage of 46 RMINH Essential Number of births with a skilled el v e e e Mo
Interventions included in minimum health birth attendant (SBAP CONUACEpHIVES/IMUARIETINGIUCYICES o/No

benefits package, 2012

1% ,,300,000 PROFESSIONAL ASSOCIATIONS*
<
(n=5) £ Year of creation of professional associations 1991
5200 000 Roles performed by professional associations:
? Continuing professional development Yes
é 100,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
S gCSCgZS Spb;ur:%!/BA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

N
(<)
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o
o
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b
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o
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o

0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 16,0007 .. \eed projection E 16,0007 . Neeq projection: Scenario 1
[ . L R 3 . o
2 7 Available workforce projection (adjusted for skill-mix) = 7 Available workforce projection (adjusted for skill-mix):
212,000 g12,000 with the synergies of scenarios 2 +3 + 4
Q (]
£ 7 E ’
Z 8,000 / % /// = 8,000 7
2 2
£ 4000 MET NEED £ 4,000 MET NEED
5 2030 5 2030
H H
T T
z 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurse-midwives: includes nurse-midwives; Generalist physicians: includes household doctors;
Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SOWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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KYRGYZSTAN

In 2012, of an estimated total population of 5.5 million, 2.5 million (45%) were living in rural areas and 1.5 million (28%) were
women of reproductive age; the total fertility rate was 3.1. By 2030, the population is projected to increase by 26% to 6.9 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.2 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 14.6 million antenatal visits, 2.7 million births and 10.8 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

204,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?
PRE-PREGNANCY _ '2,598,000
family planning visits

all women of reproductive age)
817,000

(
ANTENATAL g
(pregnancies x 4) routine visits
BIRTH
N
POS'I(;—_EAI}TUM

.l

POSTNATAL

150,000

Number and distribution of pregnancies (2012)

skilled birth attendance

600,000

routine visits

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10-
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2013
H Midwives 2,271 100 PRE-PREGNANCY EST| MATED = : = -
B Midwi i MET Minimum number of supervised births in curriculum 5
wIves, amlaly ha ha Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 3,878/170
I Nurses na na 64 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 1,729 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 1,002 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 6
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
,, 90,000 PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2011
© 60,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé 30,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH No
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn
12,000 12,000 =
€

nl

£ 9,000 9,000

£35

23 6000 6,000

IE

zZc

S 3000 3,000
2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY

4,000 4,000

== Need projection
7 Available workforce projection (adjusted for skill-mix)

-~ Need projection: Scenario 1

7 Available workforce projection (adjusted for skill-mix):
3,000 with the synergies of scenarios 2 + 3 + 4

2,0001 #
1,000
0

2012 2020 2030

3,000

2012 2020 2030

MNH workers (full-time equivalent)
MNH workers (full-time equivalent)

. These health worker categories include the following country titles - Midwives: includes midwives;
Generalist physicians: includes family practice physicians; Obstetricians & gynaecologists: includes
obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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LAO PEOPLE'S DEMOCRATIC REPUBLIC

In 2012, of an estimated total population of 6.6 million, 5.9 million (89%) were living in rural areas and 1.8 million (26%) were
women of reproductive age; the total fertility rate was 3. By 2030, the population is projected to increase by 33% to 8.8 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.3 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 22.6 million antenatal visits, 3.4 million births and 13.7 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

308,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 3,010,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 1,232,000

(pregnancies x 4) routine visits

186,000

skilled birth attendance

Number and distribution of pregnancies (2012)

BIRTH

N
POST-PARTUM

(births x 4) 745,000
I routine visits
POSTNATAL

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10-
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 15
L T Standardized curriculum? Year of last update Yes, 2013
M Midwives o738 % PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 20
M Midwives, auxiliary na na MET mme LperiRe T e
! Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 189/28
I Nurses na na 1 9 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auary na  na ok MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 495 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 105 100 - A licence is required to practise midwifery -
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
,, 180,000 PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2007
© 120,000 ; o
2 Roles performed by professional associations:
? Continuing professional development No
é 60,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care No
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH No
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
_ 3,600 3,600
€

%) o
£'5 2700 2,700
<5
£ 81,800 1,800

=
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S5 90 900
2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

91%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
5 60007 .. Need projection § 60007 Need projection: Scenario 1
[ . . q o c o
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
g 4,500 g 4,500 with the synergies of scenarios 2 +3 + 4
Q (]
£E | _ _mee——_———————T " e - -
= === z - -~ 247
Z 3,000 Z 3000 - /////
(4 [ 94 A)
£ 1,500 £ 1,500 MET NEED
o <] 2030
H H
T I
P 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes community
midwives; Generalist physicians: includes generalist physicians, family medicine; Obstetricians &
gynaecologists includes: obstetricians & gynaecologists. Source: SOWMy 2014 or secondary sources
(WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 2.1 million, 1.6 million (77%) were living in rural areas and 0.5 million (26%) were
women of reproductive age; the total fertility rate was 3.1. By 2030, the population is projected to increase by 18% to 2.4 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.07 million
pregnancies per annum by 2030, 77% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 6 million antenatal visits, 1.1 million births and 4.3 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

80,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 1,130,000

(all women jof reproductive age) famlly planning ViSitS

321,000

ANTENATAL = SO
(pregnancies x 4) routine visits

BIRTH - 58,000

skilled birth attendance
N
POST-PARTUM

Numb d distributi f ies (2012) (bmhlsm - 234’000
umber and distribution of pregnancies qu.I;N A'!;)Al. routine visits

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 4
- T Standardized curriculum? Year of last update Yes, 2009
W Midwives na na PRE-PREGNANCY ESTIMATED — - — -
B Midwi i MET Minimum number of supervised births in curriculum 35
wIves, amlaly ha ha Number of 2012 graduates/as % of all
M Nurse-midwives 184 80 ANTENATAL NEED = practising midwives 180/98
I Nurses na na 1 4 (y % of graduates employed in MNH within one year 70%
Nurses or nurse- BIRTH L 0
midwives, auary na  na ok MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 180 45 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 2 90 - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 4
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
5 80,000 — === - - — - PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1980, 2010
E 40,000 Roles performed by professional associations:
é Continuing professional development Yes
-aé 20,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

2807 - - —————-————m - 280

210

210

~

MNH workers
(full-time equivalent)
=

o

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.07 0.06 L L 4 !ﬁ\ [i\ 45% 2.5%
million million I" s Il
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

CURRENT TRAJECTORY WHAT IF... TRAJECTORY

10%

MET NEED

E 20007 neeq projection E, 2000, .. Need projection: Scenario 1

© - . L . . q o = . Lo . Al 8

2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):

g 1,500+ o g 1,500 with the synergies of scenarios 2 +3 + 4

B |-o—m--mmT I e i
= 1,000 = 1,000

2 =

4 0 &

g 500 5% £ 500

) MET NEED <] 2030 /7

: I 000,
T ottt z

z 0 > Z 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Nurse-midwives: includes nurse
midwives; Generalist physicians: includes general practitioners (GP); Obstetricians & gynaecologists:
includes obstetricians. Source: SOWMy 2014 or secondary sources (WHO Global Health Observatory;
government policy documents)

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the nurse-midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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LIBERIA

In 2012, of an estimated total population of 4.2 million, 3.3 million (80%) were living in rural areas and 1 million (23%) were women
of reproductive age; the total fertility rate was 4.8. By 2030, the population is projected to increase by 53% to 6.4 million. To achieve
universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.3 million pregnancies per
annum by 2030, 76% of these in rural settings. The health system implications include how best to configure and equitably deploy
the SRMNH workforce to cover at least 18.8 million antenatal visits, 3.3 million births and 13.2 million post-partum/postnatal visits
between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

221,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 1,733,000

(all women jof reproductive age) famlly planning ViSitS

884,000

ANTENATAL = T+, UU\
Number and distribution of pregnancies (2012) (pregnancies x 4 routine visits
BIRTH - 1 55,000
skilled birth attendance
N
POST-PARTUM
(births x 4) _ 6%0,009
: routine visits
POSEAL

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
- T Standardized curriculum? Year of last update Yes, 2013
W Midwives 806 100 PRE-PREGNANCY ESTIMATED — - — -
B Midwi i MET Minimum number of supervised births in curriculum 75
wIves, amlaly ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 51 75 ANTENATAL NEED = practising midwives 72/9
I Nurses 4,922 60 97 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auary 65 80 s MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants 800 60 POST-PARTUM workforce autonomous profession Yes
. D 4 fime needed A recognized definition of a professional
u PhyS|C|a_ns, 289 40 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 3 90 - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
150,000 - - == - - - - - -~ PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 1958, 1972
© 100,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé 50,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

Newborn mortality rat

Number of pregnanc

0

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.28 0.22 L ) 4 {
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 4,000 == Need projection E 4,000 -~ Need projection: Scenario 1
%’ 7 Available workforce projection (adjusted for skill-mix) g % Available workforce projection (adjusted for skill-mix):
g 3,000 g 3,000 with the synergies of scenarios 2 + 3+ 4
: ____————'7’//// N - %
Z 2,0004,7.777 / = 2,000+,7,77777 /
2 2
7 MET NEED @
2 & MET NEED
£ 1,000 2030 £ 1,000 2030
o o
H H
I T
Z 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes certified
midwives, registered midwives; Nurse-midwives: includes nurse-midwives; Nurses: includes
registered nurses; Auxiliary nurse-midwives: includes licensed practical nurses (LPN); Generalist
physicians: includes generalist physicians; Obstetricians & gynaecologists: includes obstetricians &
gynaecologists; Clinical officers & Medical assistants: includes physician assistants. Source: SOWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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In 2012, of an estimated total population of 22.3 million, 17.6 million (79%) were living in rural areas and 5.3 million (24%) were
women of reproductive age; the total fertility rate was 4.5. By 2030, the population is projected to increase by 61% to 36 million.

To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.4 million
pregnancies per annum by 2030, 79% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 92.1 million antenatal visits, 18 million births and 71.9 million post-partum/
postnatal visits between 2012 and 2030.

/

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

Number and distribution of pregnancies (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

Country classification of Time spent
staff working in MNH' on MNH %
v A 4 _
B Midwives 3400 100 crerneenancy | ESTIMATED
I Midwives, auxiliary na na MET
. Nurse-midwives na na ANTENATAL NEED =
I Nurses 6,000 50 4 8 (y
Nurses or nurse- na na BIRTH L 0
midwives, auxiliary workforce
L. . \ i ilable
I Clinical officers & _ime available
medical assistants na na POST-PARTUM workforcc,ed
time neede
u PhySICII'c_mS, 2,109 50 : Estimate of met need
generalists POSTNATAL (national aggregate)
i based on available data.
I Obstetricians & 2% 100 i

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
750,000
2
£
Qo
E 500,000
G
£ 250,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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ANTENATAL

(pregnancies x 4)

WHAT WOMEN AND NEWBORNS NEED (2012)
1,022,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 10,480,000

(all women jof reproductive age)

famlly pIannlng visits

4,089,000

routine visits

798,000

BIRTH - skllled birth attendance
. 4l
POST-PARTUM
(births x 4) _ 3 192 000
P(?S'I;NA‘[)AL routine visits

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 2005
Minimum number of supervised births in curriculum 80
Number of 2012 graduates/as % of all

practising midwives 146/4

% of graduates employed in MNH within one year -

MIDWIFERY REGULATION

Legislation exists recognizing midwifery as an

autonomous profession Yes
A recognized definition of a professional

midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that

midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1996
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct No
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH No
Negotiating work or salary
issues with the Government No

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
_ 80007 == =-=-=—=-=-—=-—=——=--- 8,000
=
mi')
£'5 6,000 6,000
<5
£ 4,000 4,000
=
€= 2,000 UL
E 0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D & g
million million I" s LS
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

520’000_ -~ Need projection E 20,0007 . Ngeq projection: Scenario 1

.%’ 7 Available workforce projection =" .% 7 Available workforce projection (adjusted for skill-mix):
515,000 (adjusted for skill-mix) - £15,000 with the synergies of scenarios 2+3+4 _ _ — — — ~
£ - £ -7

= 10,000 < 10,000+

2 2

° °

£ 5,000 £ 5,000

o o

H H

% 0 % 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurses: includes infirmiers généralistes; Generalist physicians: includes generalist physicians;
Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SOWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents). Source: SOWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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MALAWI

In 2012, of an estimated total population of 15.9 million, 13 million (82%) were living in rural areas and 3.5 million (22%) were
women of reproductive age; the total fertility rate was 5.4. By 2030, the population is projected to increase by 63% to 26 million.

To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.3 million
pregnancies per annum by 2030, 79% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 86 million antenatal visits, 14.8 million births and 59.3 million post-partum/

postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

951,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Time spent
on MNH %

1.00-1.49

Country classification of
staff working in MNH'
v v
Il Midwives na na
I Midwives, auxiliary 48 100
I Nurse-midwives 3,037 75
] Nurses na na
Nurses or nurse-
midwives, auxiliary na na
[ Clinical officers &
medical assistants 1033 25
M Physicians,
generalists 125 35
M Obstetricians & 25 100

gynaecologists

I Number and distribution of pregnancies (2012)

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

PRE-PREGNANCY

ANTENATAL

BIRTH

b 4
POST-PARTUM

b
POSTNATAL

1.50-1.99 [192.00-2.49 [ 2.50-10.00 [l >10.00

ESTIMATED
MET
NEED =

120%

workforce

time available

workforce
time needed

Estimate of met need
(national aggregate)
based on available data.

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
9% P 600,000
(n=4) =
Qo
E 400,000
G
£200,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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ANTENATAL

(pregnancies x 4)

APPROX.

PRE-PREGNANCY _ 7,775,000

(all women of reproductive age)

famlly pIannlng visits

3,802,000

routine visits

655,000

ALl skllled birth attendance
o
POST-PARTUM
(births x 4) _ 2 619 000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 4
Standardized curriculum? Year of last update Yes, 2013
Minimum number of supervised births in curriculum 40
Number of 2012 graduates/as % of all
practising midwives 496/16
% of graduates employed in MNH within one year 30%
Legislation exists recognizing midwifery as an
autonomous profession Yes
A recognized definition of a professional
midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1979, 1997
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct Yes
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH Yes
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
L & u ,
2y L 3 /
million million I‘
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

93%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
§16,000- -~ Need projection §16,000> - - Need projection: Scenario 1
f_g 7 Available workforce projection - - Tzu V/ A\_/ailable Workf_orce projectipn (adjusted for skill-mix): _
212.000- (adjusted for skill-mix) - - 3_12 000" with the synergies of scenanostﬂ‘. -
s o _-——" /// s Il ////////
Z 8,000 Z 8,000 /
E E]
P I 2030
< 4,000 £ 4,000
o o
H H
T T
z 0 2 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Auxiliary midwives: includes
community midwives assistants; Nurse-midwives: includes nurse midwives technicians (diploma),
registered nurse midwives (degree); Generalist physicians: includes generalist physicians; Obstetricians
& gynaecologists: includes obstetricians & gynaecologists; Clinical officers & Medical assistants:
includes clinical officers, medical assistants. Source: SoWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents).

Year of data is as per most recent data available in STATCOMPILER
Information refers to the nurse-midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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MALI

In 2012, of an estimated total population of 14.9 million, 9.9 million (67%) were living in rural areas and 3.3 million (22%) were
women of reproductive age; the total fertility rate was 6.9. By 2030, the population is projected to increase by 75% to 26.0 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.4 million
pregnancies per annum by 2030, 59% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 90 million antenatal visits, 17 million births and 68.2 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

953,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 5,170,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 3,813,000

(pregnancies x 4) routine visits

722,000

skilled birth attendance

BIRTH
N
PO STE PhAI}TU M
Number and distribution of pregnancies (2012) w 21889:000

POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2012
M Midwives 686 100 PRE-PREGNANCY ESTIMATED — - — -
B Midwi i 1275 100 MET Minimum number of supervised births in curriculum 30
ICWIVes, alaty ! Number of 2012 graduates/as % of all
I Nurse-midwives 674 100 ANTENATAL NEED = practising midwives 67/10
I Nurses na na 3 0 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, audhary 1455 100 s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 947 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 130 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% T PROFESSIONAL ASSOCIATIONS*
<
(n=4) _§ Year of creation of professional associations 1997
© 400,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé 200,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes

134 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)
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% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
. . (0 .0/0
1.4 1.1 L 4 ! 7% 359
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

37%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
516,000- -~ Need projection E 16,0001 . Need projection: Scenario 1
o . N . . . [
2 7. Available workforce projection (adjusted for skill-mix) _ _ 2 7 Available workforce projection (adjusted for skill-mix):
g 12,0001 - g 12,000 with the synergies of scenarios 2 + 3+ 4 e —-
g -7 £ SIS
< 8000+ — ~ < 8000+ — ~
£ 4,000- £ 4000/ MET NEED
4 = W 2030
H H
I I
= 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes matrones; Nurse-midwives: includes infirmiéres obstétriciennes; Auxiliary
nurse-midwives: includes aides soignantes; Generalist physicians: includes generalist physicians;
Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SOWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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MAURITANIA

In 2012, of an estimated total population of 3.8 million, 3 million (78%) were living in rural areas and 0.9 million (24%) were women
of reproductive age; the total fertility rate was 4.7. By 2030, the population is projected to increase by 49% to 5.6 million. To achieve
universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.2 million pregnancies
per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH workforce to
cover at least 16 million antenatal visits, 2.8 million births and 11.3 million post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

190,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

Number and distribution of pregnancies (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

WORKFORCE AVAILABILITY (2012)

Country classification of Time spent
staff working in MNH' on MNH %
v A 4 _
B Midwives 368 100 crerneenancy | ESTIMATED
M Midwives, auxiliary na na MET
. Nurse-midwives na na ANTENATAL N EED =
[ Nurses na na ’I 9 (y
Nurses or nurse- na na BIRTH L 0
midwives, auxiliary workforce
.. . \ i ilable
I Clinical officers & _ime available
medical assistants na na POST-PARTUM workfarcc,ed
time neede
u PhyS|C||a_ns, 274 40 : Estimate of met need
generalists POSTNATAL (national aggregate)
i based on available data.
M Obstetricians & 33 100 i

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
9% 2120,000 —————————————————
(n=4) =
Qo
E 80,000
G
£ 40,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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ANTENATAL

(pregnancies x 4)

APPROX.

PRE-PREGNANCY _ 1,548,000

(all women of reproductive age)

family planning visits

759,000

routine visits

135,000

BIRTH = I :
skilled birth attendance
N
POST-PARTUM
(births x 4) _ 538,000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 2010
Minimum number of supervised births in curriculum 50
Number of 2012 graduates/as % of all

practising midwives 48/13
% of graduates employed in MNH within one year 100%

MIDWIFERY REGULATION

Legislation exists recognizing midwifery as an

autonomous profession Yes
A recognized definition of a professional

midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that

midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1986, 2010
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct Yes
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH Yes
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
1,000 1,000
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
L g g 1%
0.-23) 019 L 2 ’ﬁ‘ li\
million million I‘
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

43%

MET NEED

CURRENT TRAJECTORY WHAT IF.. TRAJECTORY
E 40007 .. Need projection E 40007 .. Need projection: Scenario 1
%’ 7, Available workforce projection (adjusted for skill-mix) g % Available workforce projection (adjusted for skill-mix):
g 3,000 33,000 with the synergies of scenarios 2 + 3 +4
£ == —— T £
Z20001 _ — — — -——— - = 2,000-
2 2
© ©
< 1,000+ £1,000-
o o
2 2
= T
z 0 z 0
= 2012 2020 2030 2 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists: includes:
obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents)

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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MEXICO

In 2012, of an estimated total population of 120.8 million, 54.4 million (45%) were living in rural areas and 33.6 million (28%) were
women of reproductive age; the total fertility rate was 2.2. By 2030, the population is projected to increase by 19% to 143.7 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 3.1 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 251.4 million antenatal visits, 41 million births and 163.9 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

3,530,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Number and distribution of pregnancies (2012) PRE-PREGNAN CYATOX7 2, 5 ,I 4,00 0

(all women of reproductive age)

family planning visits

14,119,000

ANTENATAL = r 1Y
(pregnancies x 4) routine visits
_ 2,301,000
BIRTH " skilled birth attendance
. 4l
PP 9904000
POSTNATAL - ro’utine v’isits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
taff working in MNH' MNH % - -
senwordng o Years of study required to qualify (rounded) 3
v v _ - : 5
B Midwives 78 100 onc. IRy ESTIMATED Stéerardlzed curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2013
B Midwi i 23,000 100 M ET Minimum number of supervised births in curriculum 80
idwives, auxiliary |
Number of 2012 graduates/as % of all
I Nurse-midwives 16,200 20 ANTENATAL NEED = practising midwives —/-
I Nurses na na 6 1 (y % of graduates employed in MNH within one year 90%
Nurses or nurse- _ BIRTH L 0
midwives, awsliary 10 ‘wardorso MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants ha ha POST-PARTUM workforce autonomous profession Yes
time needed - — -
o b | ) A recognized definition of a professional
u PhyS|CII'c_ms, 56,433 40 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 8,668 15 A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists No

Number of EmONC basic signal functi h
FINANCIAL ACCESSIBILITY P S L W AT D iciwives are llowed o pactise (ot of apossible?) 6

Midwives allowed to provide injectable

Percentage of 46 RVINH Essential Number of births with a skilled contraceptives/intrauterine devices Yes/Y
Interventions included in minimum health birth attendant (SBAF P E3/163
benefits package, 2012
4% 500,000~ PROFESSIONAL ASSOCIATIONS®
<
(n=2) 5 Year of creation of professional associations 2011
21 /00,000 Roles performed by professional associations:
'§ Continuing professional development No
é 500,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Negotiating work or sala
a SBA urban SBA nvegotiating v
issues with the Government No
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
84,000,000 - - = - - - - - - - m oo m oo Q 607 ------- @10 - - - - -~
9 © ©
£3,000,000- - - - - - - . - Z |\ z
GS'; II g 407 % o g ?

Q. _ _ _ | | — — - - o 1 o
£2,000,000 5 / 5 5 %
e T 201 -
sl E 8 E R R E S ES EREERENE N B / S /
£ 2 E
5 s H
= 0 = 0 z 0-
2012 ¢ © 2015 ¢ o o o 2020 o o o 2025 ¢ o o o 2030 MMR NMR

ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
140,000 140,000

=
o
o
o
o
o

'/

o
o
o

i

w
o
o
o
o

'y

MNH workers
(full-time equivalent)
~
o

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million > million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

99%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
5100,000 -~ Need projection 5100’000 -~ Need projection: Scenario 1
S , . . : I ]
2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
g 75,000 g 75,000 with the synergies of scenarios 2+ 3 + 4
Q (]
£  |feee——_——_————————— = — — - B |leeeceeemaa—
3 50,000 ///////// E 50,000
© »
£ 25,000 £ 25,000
o o
H H
T T
= 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes parteras;
Auxiliary midwives: includes parteras auxiliares; Nurse-midwives: includes enfermeras-parteras;
Auxiliary nurse-midwives: includes enfermeras parteras auxiliares; Generalist physicians: includes
médicos generales; Obstetricians & gynaecologists: includes médicos obstetras y ginecélogos.

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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MOROCCO

In 2012, of an estimated total population of 32.5 million, 13.2 million (41%) were living in rural areas and 9.2 million (28%) were
women of reproductive age; the total fertility rate was 2.8. By 2030, the population is projected to increase by 21% to 39.2 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.9 million
pregnancies per annum by 2030, 44% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 76 million antenatal visits, 13.1 million births and 52.4 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,094,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 15 430,000

(all women jof reproductive age) famlly plannlng VISItS

ANTENATAL 4,377,000

(pregnancies x 4) routine visits

754,000

skilled birth attendance

BIRTH

N
POST-PARTUM

- 3,015,000

Number and distribution of pregnancies (2012) POSTNATAL routine visits
.‘- (newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2012
H Midwives 2,684 100 PRE-PREGNANCY EST||V|ATED = : = -
B Midwi i MET Minimum number of supervised births in curriculum 80
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 375 100 ANTENATAL NEED = practising midwives 454/17
I Nurses 5,200 100 67 (y % of graduates employed in MNH within one year 75%
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants ha ha POST-PARTUM workforce autonomous profession Yes
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 10,288 40 Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 1,006 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
1% B PROFESSIONAL ASSOCIATIONS*
<
(n=5) _§ Year of creation of professional associations 1990, 2011
©300,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
81,200,000 — — — = = = = = === mmm e mmm e m e m oo 2 120, i 207 -~ - -
2 900,000 - - - - - - - - 2 =z 7
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
= 24,000 24,000
mic’
E’g 18,000 18,000
=]
£ 3 12,000 12,000
=
€< 6000 6,000
e
= 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030
WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.89 0.71 L @ ! 12% 6%
e - leak [CELS
million million
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO
Immediate increase in met need for
pregnancy, birth, post-partum/postnatal 1 00%
care. Acceleration in met need for pre- MET NEED
pregnancy services from 2028 onwards.
CURRENT TRAJECTORY WHAT IF... TRAJECTORY

24,000 24,000

== Need projection
7 Available workforce projection (adjusted for skill-mix)

- - Need projection: Scenario 1
7 Available workforce projection (adjusted for skill-mix):

18,000 with the synergies of scenarios 2 + 3+ 4

12000 7 /7//7/////
6,000 // /

0

2012 2020 2030

18,000

MET NEED
2030

12,000

6,000

0
2012 2020 2030

MNH workers (full-time equivalent)
MNH workers (full-time equivalent)

. These health worker categories include the following country titles - Midwives: includes sages
femmes; Nurse-midwives: includes infirmieres accoucheuses; Nurses: includes infirmigres
polyvalentes de santé maternelle et infantile; Generalist physicians: includes médecins généralistes;
Obstetricians & gynaecologists: includes gynéco obstétriciens. Source: SOWMy 2014 or secondary
sources (WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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MOZAMBIQUE

In 2012, of an estimated total population of 25.2 million, 19.4 million (77%) were living in rural areas and 5.8 million (23%) were
women of reproductive age; the total fertility rate was 5.2. By 2030, the population is projected to increase by 54% to 38.9 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.8 million
pregnancies per annum by 2030, 75% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 116.3 million antenatal visits, 22.2 million births and 89 million

post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,337,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Number and distribution of pregnancies (2012)

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

Country classification of Time spent
staff working in MNH' on MNH %
v A 4 _
W Midwives 3545 60 crerneenancy | ESTIMATED
B Midwives, auxiliary 720 60 MET
. Nurse-midwives na na ANTENATAL NEED =
[ Nurses na na ’I 7 (y
Nurses or nurse- 678 15 BIRTH L 0
midwives, auxiliary workforce
L. . \ i ilable
[ Clinical officers & _ime available
medical assistants 3019 20 POST-PARTUM workforcc,ed
time neede
[ | PhySICII'C_m& 878 30 hd Estimate of met need
generalists POSTNATAL (national aggregate)
i based on available data.
M Obstetricians & 65 60 i

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMNH Essential Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
900,000~~~ ——— - - - - - - -~
2
£
Qo
E 600,000
G
£300,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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ANTENATAL

(pregnancies x 4)

APPROX.

PRE-PREGNANCY _ 8,728,000

(all women of reproductive age)

family planning visits

5,349,000

routine visits

1,023,000

BIRTH - skilled birth attendance
. 4l
POST-PARTUM
(births x 4) _ 4,093,000
PqS'I;NA'[)AL routine visits

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 4
Standardized curriculum? Year of last update Yes, 2010
Minimum number of supervised births in curriculum 50
Number of 2012 graduates/as % of all
practising midwives 580/16
% of graduates employed in MNH within one year 96%
Legislation exists recognizing midwifery as an
autonomous profession No
A recognized definition of a professional
midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists No

Number of EMONC basic signal functions that

midwives are allowed to practise (out of a possible 7) 7
Midwives allowed to provide injectable
contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1989, 2004
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct No
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH Yes
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
8,000 8,000

6,000

o
o
o
o

N
o
o
o

MNH workers
(full-time equivalent)
»

o
o
o

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D & g
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

38%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
524,000- - - Need projection E 24,000, . Need projection: Scenario 1
o . L . . . [
2 7 Available workforce projection (adjusted forsk|ll—rﬂx)’ _- 2 7 Available workforce projection (adjusted for skill-mix):
518,000+ - 518,000 with the synergies of scenarios 2+3+4 _ _ . — — =
£ -7 £ R
Z 12,000 = 12,000~
2 2
° ©
3 ) MET NEED
5 6,000 MET NEED 5 6,000 2030
s 2 EEEEEEZW 2030 % s
T ac
z z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes maternal-child health nurses (upper, medium
and basic levels); Auxiliary midwives: includes elementary midwives; Auxiliary nurse-midwives: includes elementary nurses; Generalist
physicians: includes generalist physicians; Obstetricians & gynaecologists: includes physicians (obstetricians/gynaecologists); Clinical
officers & medical assistants: includes surgical technicians (medium and upper level), medical technicians (medium level), medical
agents (basic level). Source: SoWMy 2014 or secondary sources (WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the maternal-child health nurse (upper level) cadre. Information for number of 2012 graduates/as % of all
practising midwives refers to maternal-child health nurse (upper, medium and basic levels) cadres

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable Maternal Mortality by 2030

and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEFS
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MYANMAR

In 2012, of an estimated total population of 52.8 million, 39.7 million (75%) were living in rural areas and 15.5 million (29%) were
women of reproductive age; the total fertility rate was 2. By 2030, the population is projected to increase by 11% to 58.7 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.3 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 109 million antenatal visits, 16.6 million births and 66.3 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,559,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?
Number and distribution of pregnancies (2012) PRE-PREGNANCY _ 26 352 000
(all women jof reproductive age) famlly plannlng VISItS
ANTENATAL - 6,237,000
(pregnancies x 4) routine visits
948,000
B skllled birth attendance
o
PR 373,000
POSTNATAL routine visits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Coun;fry Cla;sifigat'i;agf Tim';:‘zeft to start training Grade 12+
staffworking In v Onv " Years of study required to qualify (rounded) 2
B Midwives 20,617 80 onc. IRy T ESTIMATED Standardized curriculum? Year of last update Yes, 2011
B Midwi i 22757 85 . MET Minimum number of supervised births in curriculum 10
ICWIVes, alaty ' Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 929/5
I Nurses 28,254 80 8 7 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auary na  na oo MIDWIFERY REGULATION
[¥ Clinical officers & v _time available Legislation exists recognizing midwifery as an
medical assistants ha ha POST-PARTUM workforce autonomous profession Yes
time needed - — -
P D 4 ) A recognized definition of a professional
| Phys'c'?ntsr 29,832 20 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 267 80 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIB".ITY midwives are allowed to practise (out of a possible 7) 4
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable o/l
Interventions included in minimum health birth attendant (SBAF Santraceptives/ntrautenine devices o/No
benefits package, 2012
,, 750,000 PROFESSIONAL ASSOCIATIONS*
<
5 £ Year of creation of professional associations 1948
(2§1{;’) ESOO 000 Roles performed by professional associations:
= ? Continuing professional development Yes
ézso,ooo Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Nemniiei " |
aSBA urban SBA 1 cdotianing Work of satary
issues with the Government No

144 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
= 80,000 80,000
08
s 60,000 60,000
$2
=3
23 40,000 40,000
IE
£ 20,000 20,000
:_E" 0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
13 10 L & L3 !i\ [i\ D5
million million I" leak leak
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

88%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
536,000 - - Need projection E 36,0001 . Need projection: Scenario 1
o ] Qorerl q . . [
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
g 27000 g 27,000 with the synergies of scenarios 2 +3 + 4
@ | e e e e e e N
£ e —— T
£ L7/ it
< 18,000 ///// < 18,000 /’”’/////
w [}
Q Q
£ 9,000 2030 R 2030
H H
T I
= 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes auxiliary midwives (volunteers), lady health visitors; Nurses: includes nurses;
Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists: includes ob/gyns.

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only. Source: SoOWMy 2014
or secondary sources (WHO Global Health Observatory; government policy documents).

. Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable
Maternal Mortality by 2030 and the Every Newborn Action Plan.
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In 2012, of an estimated total population of 27.5 million, 23 million (84%) were living in rural areas and 7.4 million (27%) were
women of reproductive age; the total fertility rate was 2.3. By 2030, the population is projected to increase by 20% to 32.9 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.9 million
pregnancies per annum by 2030, 85% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 70.2 million antenatal visits, 10.9 million births and 43.7 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

974,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 13,501,000

(all women jof reproductive age) famlly planning ViSitS

3,894,000

routine visits

Number and distribution of pregnancies (2012)

ANTENATAL

(pregnancies x 4)

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

Country classification of Time spent
staff working in MNH' on MNH %
v A 4 _
B Midwives na  na crerneenancy | ESTIMATED
I Midwives, auxiliary na na MET
. Nurse-midwives na na ANTENATAL NEED =
I Nurses 4,029 60 5 5 (y
Nurses or nurse- 3711 100 BIRTH L 0
midwives, auxiliary ' workforce
L. . \ i ilable
I Clinical officers & _ime available
medical assistants na na POST-PARTUM workforcc,ed
time neede
u PhySICII'c_mS, 5,384 30 : Estimate of met need
generalists POSTNATAL (national aggregate)
i based on available data.
I Obstetricians & 2,500 100 i

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMNH Essential Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
600,000~~~ —— - - - -~ — - -~
2
£
Qo
E 400,000}
G
£200,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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606,000

ALl skilled birth attendance
. 4l
POST-PARTUM
G | 2,423,000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 10+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update No, na
Minimum number of supervised births in curriculum na
Number of 2012 graduates/as % of all
practising midwives 1,300/32
% of graduates employed in MNH within one year 40%
Legislation exists recognizing midwifery as an
autonomous profession No
A recognized definition of a professional
midwife exists No
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
midwives are allowed to practise (out of a possible 7) 0

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1962, 2010
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct Yes
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH Yes
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
= 28,000 28,000
u;i:')
i—,g 21,000 21,000
=]
£ 3 14,000 14,000
=
€< 7000 7000
e
= 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030
WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.87 0.70 L & @ !i\ [i\ A
million million I" Lty Ll
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

96%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 24,0000 .. Need projection E 24,0001 . Need projection: Scenario 1
o . L . . . [
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
518,000 518,000 with the synergies of scenarios 2 +3 + 4
g | === £
Z12,00070 — = 12,000
2 2
° ©
< 6,000 £ 6,000
o o
H H
T T
P 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Nurses: includes nurses;
Auxiliary nurse-midwives: includes ANMs; Generalist physicians: includes physicians; Obstetricians &
gynaecologists: includes obstetricians & gynaecologists. Source: SoOWMy 2014 or secondary sources
(WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the nurse cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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NIGER

In 2012, of an estimated total population of 17.2 million, 13.8 million (80%) were living in rural areas and 3.6 million (21%) were
women of reproductive age; the total fertility rate was 7.6. By 2030, the population is projected to increase by 101% to 34.5 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 2 million
pregnancies per annum by 2030, 75% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 116.5 million antenatal visits, 23 million births and 92 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,109,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 5,164,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 4,438,000

(pregnancies x 4) routine visits

877,000

skilled birth attendance

BIRTH

Number and distribution
of pregnancies (2012) POST-PARTUM

e 3,507,000
routine visits
POSTNATAL

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2008
M Midwives 10%0 100 PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 70
I Midwives, auxiliary 32 100 MET P
! Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 1871
I Nurses 3,782 _ 5 5 (y % of graduates employed in MNH within one year -
Nurses or nurse- _ BIRTH L 0
midwives, aulary 3954 s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants 145 - POST-PARTUM workforce autonomous profession No
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 958 - Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 49 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
1% 5 900,000~ ==~ = - - - - oo PROFESSIONAL ASSOCIATIONS*
<
(n=5) _§ Year of creation of professional associations 1954, 1975, 1988
E 600,000 Roles performed by professional associations:
? Continuing professional development Yes
-qé 300,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes

148 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

e

pregnanci

Y
o
o
o
o
o
<

0

of

el E 0 E S R E R EE EEEERE R E G

Maternal mortality ratio

Number

0

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
= 28,000 28,000
u;i:')
£'s 21,000 21,000
<5
£ 3 14,000 14,000
=
£< 7000 7000
2 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D B ® g
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

97%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
20,0007 .. ngeq projection 20,0007 .. Nggq projection: Scenario 1
7 Available workforce projection (adjusted for skill-mix)_ — = 7 Available workforce projection (adjusted for skill-mix):
15,000+ - - 15,000+ with the synergies of scenarios 2+ 3 + 4

L —

B =TT B _,,,_——————77/////’//%

5,000+ 67 %

MET NEED
2030

5,000

0
2012 2020 2030

MNH workers (full-time equivalent)
MNH workers (full-time equivalent)

0
2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages-
femmes; Auxiliary midwives: includes assistantes sages-femmes; Nurses: includes infirmiers
dipldmés d'etat; Auxiliary nurse-midwives: includes agents de santé de base (ASB); Generalist
physicians: includes médecins généralistes, capacitaires en chirurgie de district (CCD); Obstetricians
& gynaecologists: includes médecins spécialistes (gynéco-obstétriciens); Clinical officers & medical
assistants: includes aides-anesthésistes, aides-chirurgiens. Source: SOWMy 2014 or secondary sources
(WHO Global Health Observatory; government policy documents).
Year of data is as per most recent data available in STATCOMPILER
. Information refers to the midwife cadre category.
. National associations for midwifery and nursing.
. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending .
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEFS
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NIGERIA

In 2012, of an estimated total population of 168.8 million, 109.5 million (65%) were living in rural areas and 38.2 million (23%) were
women of reproductive age; the total fertility rate was 6. By 2030, the population is projected to increase by 62% to 273.1 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 12.8 million
pregnancies per annum by 2030, 59% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 837.4 million antenatal visits, 163.8 million births and 655.4 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

9,366,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

PRE-PREGNANCY _ 58,924,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 37,464,000

(pregnancies x 4) routine visits

71,330,000

skilled birth attendance

BIRTH

N
POST-PARTUM

- 29,319,000

routine visits
Number and distribution of pregnancies (2012) POSTNATAL utine vis|

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking in v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2006
B Midwives 101,285 100 ere-preanancy | ESTIMATED ~ —
B Midwi i MET Minimum number of supervised births in curriculum 130
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 7173/1
I Nurses na na 97 (y % of graduates employed in MNH within one year -
P p na na i
midwives, auary oo MIDWIFERY REGULATION
[¥ Clinical officers & _time available Legislation exists recognizing midwifery as an
medical assistants 11382 2 POST-PARTUM workforce autonomous profession Yes
time needed - — -
. D 4 A recognized definition of a professional
| Physicians, 20,284 30 Estimate of met need midwifge exists 2 Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 968 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAF CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
1% Y PROFESSIONAL ASSOCIATIONS*
K
(n=5) _’5: Year of creation of professional associations 1977
2 4,000,000 - S -~ Roles performed by professional associations:
'§ Continuing professional development Yes
éz,ooo,ooo i o Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes

150 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

= 200,000 200,000
08
“© 150,000 150,000
$2
=3
£ 100,000 100,000
z:
£% 50,000 50,000
2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
12.8 10.3 L ) 4 :
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

98%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

160,000 -~ Need projection 160,000

d 7 Available workforce projection (adjusted for skill-mix) _ _ ]

120,000 _——_—’——__’,/7/7//—///

-~ Need projection: Scenario 1

7 Available workforce projection (adjusted for skill-mix):
120,000 with the synergies of scenarios 2 + 3 +4

""""" ”"7/7//7/7//'_

MNH workers (full-time equivalent)
MNH workers (full-time equivalent)

80,000 97% 80,000
MET NEED
2030
40,000 40,000
0 0
2012 2020 2030 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives,
community midwives, nurse midwives; Generalist physicians: includes physicians; Obstetricians &
gynaecologists: includes physicians (ob/gyn); Clinical officers & medical assistants: includes junior community
health extension workers, community health officers, community health extension workers. Source: SoOWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre. Information for number of 2012 graduates/as % of all practising
midwives refers to the midwife, community midwife and nurse-midwife cadres

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable

Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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PAKISTAN

In 2012, of an estimated total population of 179.2 million, 111.9 million (62%) were living in rural areas and 46.2 million (26%) were
women of reproductive age; the total fertility rate was 3.2. By 2030, the population is projected to increase by 29% to 231.7 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 6.8 million
pregnancies per annum by 2030, 56% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 536.2 million antenatal visits, 90.3 million births and 361.1 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

7,175,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 72,281,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 28,701,000

(pregnancies x 4) routine visits

4,831,000

BIRTH =
skilled birth attendance
N
POST-PARTUM
Number and distribution of pregnancies (2012) (births x 4)
preg N _ 19,325,000
POSTNATAL routine visits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10+
staff working in MNH' on MNH % " -
v v Years of study required to qualify (rounded) 1
S T Standardized curriculum? Year of last update Yes, 2011
M Midwives 18,790 8 PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 25
I Midwives, auxiliary na na MET mme LperiRe T e
! Number of 2012 graduates/as % of all
I Nurse-midwives 41,016 17 ANTENATAL NEED = practising midwives 6,306/43
I Nurses na na 42 (y % of graduates employed in MNH within one year 55%
Nurses or nurse- BIRTH L 0
midwives, auclary 100000 34 ot MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants ha ha POST-PARTUM workforce autonomous profession Yes
P D 4 fime needed A recognized definition of a professional
u Phy3|c|a_ms, 138,421 15 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 1.7%5 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 1
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
3000000 ~ cm s < - - oo - PROFESSIONAL ASSOCIATIONS*
K
£ Year of creation of professional associations 2005
52'000’000 B Roles performed by professional associations:
'§ Continuing professional development Yes
é1,000,000 I o Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care No
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH No
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
. . (0 .J/0
) ) 4 / A &£
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

50%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
5160,000- -~ Need projection E 160,0007 . Need projection: Scenario 1
S, , . . ) I ]
2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
5120,000- §120,000- with the synergies of scenarios 2 + 3 +4
£ | eee——- |
Z 80,000+ ——— "~ Z 80,000+ ———— "~~~
2 2
° ©
Q Q
< 40,000 MET NEED /5 5 40,000
H H
T T
z 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes community
midwives(CMWs), Lady Health Visitor (LHV) midwives; Nurse-midwives: includes nurse-midwives; Auxiliary
nurse-midwives: includes lady health visitors, family welfare workers; Generalist physicians: includes generalist
physicians; Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SoOWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the community midwife cadre. Information for number of 2012 graduates/as %
of all practising midwives refers to the community midwife and Lady Health Visitor midwife cadres.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable

Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEFS
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PAPUA NEW GUINEA

In 2012, of an estimated total population of 7.2 million, 6.5 million (90%) were living in rural areas and 1.8 million (25%) were
women of reproductive age; the total fertility rate was 3.8. By 2030, the population is projected to increase by 40% to 10 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.3 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 21.9 million antenatal visits, 4.3 million births and 17.3 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

268,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

& APPROX.

Number and distribution PRE-PREGNANCY _ 3,1 10,000

ofpregnancies (2012) (all women of reproductive age) famlly planning visits

1,073,000

routine visits

212,000

ANTENATAL

(pregnancies x 4)

BIRTH = & .
skilled birth attendance
4
POS'I('-PAR)TUM
births x 4
_ 847,000
POSTNATAL routine visits
e, = (newborns x 4)
o I <0.09 [M0.10-0.19 H0.20-0.49 [10.50-0.99  1.00-1.49 | |1.50-1.99 [ 2.00-2.49 [l 2.50-10.00 [l >10.00

MIDWIFERY EDUCATION?

Minimum high-school requirement

WORKFORCE AVAILABILITY (2012)

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
steftworking In v Onv b Years of study required to qualify (rounded) 1
B Midwives 203 100 - . ESTI IVIATED Stéerardized curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2010
B Midwi ” : M ET Minimum number of supervised births in curriculum 100
Cwlves. atdTaTy na ha Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives 79/27
M Nurses 1,800 100 49 (y % of graduates employed in MNH within one year 95%
Nurses or nurse- BIRTH L 0
midwives, aulary na  na oo MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants B - POSTRERUM Workforged autonomous profession No
time neede 3 o N
. b 4 ) A recognized definition of a professional
u PhyS|C||a_ns, 175 30 Est/r_nate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 28 100 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7

Percentage of 46 RMINH Essential

Number of births with a skilled

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

Interventions included in minimum health birth attendant (SBAF
benefits package, 2012
1% , 210,000 PROFESSIONAL ASSOCIATIONS*
<
(n=5) b= Year of creation of professional associations 1950, 2009, 2012
E 140,000 Roles performed by professional associations:
? Continuing professional development Yes
é 70,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
S gCSCgZS Spb;ur:%!/BA Negotiating work or salary
issues with the Government Yes
154 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE
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by International Standard Classification of Occupations (ISCO-08) g

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical (<
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners, 7%
and retirement associates associates medical assistants generalists specialists (Ob/Gyn) ﬂ .
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.31 0.25 L L & !i\ [i\ 25%
million million I" leak leak
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

97%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
56,0007 .- Need projection 5 6,0007 . Nggq projection: Scenario 1
o c . . . . ©
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
54,5007 _ 54,500 with the synergies of scenarios 2 + 3 +4
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E | o a=———— c | e ==
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. These health worker categories include the following country titles - Midwives: includes midwives;
Nurses: includes registered nurses; Generalist physicians: includes generalist physicians; Obstetricians
& gynaecologists: includes obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources
(WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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PERU

In 2012, of an estimated total population of 30 million, 12.9 million (43%) were living in rural areas and 8 million (27%) were
women of reproductive age; the total fertility rate was 2.4. By 2030, the population is projected to increase by 22% to 36.5 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1 million
pregnancies per annum by 2030, 47% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 79.4 million antenatal visits, 11.4 million births and 45.7 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,078,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 16,947,000

(all women jof reproductive age) famlly planning ViSitS

Number and distribution of pregnancies (2012) ANTENATAL 4131 1 1000

(pregnancies x 4) routine visits

620,000

skilled birth attendance

BIRTH

N
POST-PARTUM

(births x 4) 2,479,000
g routine visits
POSTNATAL

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) b
S T Standardized curriculum? Year of last update No, na
M Midwives 11,533 100 PRE-PREGNANCY ESTIMATED — —— -
B Midwi i MET Minimum number of supervised births in curriculum na
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 1,000/9
I Nurses 33,491 _ 1 0 0 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, auxiary 13347 50 orkforee MIDWIFERY REGULATION
. . [ ] time available iolati ; i Wi
[¥ Clinical officers & Legislation exists recognizing midwifery as an
medical assistants 90,722 50 POST-PARTUM workforce autonomous profession Yes
time needed - — -
. D 4 A recognized definition of a professional
| Physme_ms, 33,669 20 Estimate of met need midwif% exists p Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 2,197 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 4
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012 "
— 0% £ 4800007~ PROFESSIONAL ASSOCIATIONS
(n=0) _§ Year of creation of professional associations 1975
© 300,000 ; o
2 Roles performed by professional associations:
é Continuing professional development Yes
-aé 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
524,000 -~ Need projection 524'000 - - Need projection: Scenario 1
o " . . . . . . o
2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
518,000 g18,000 with the synergies of scenarios 2+ 3+ 4
Q [0}
£ Ly, / £ " 22
212,000 7 100 /// = 12,000 7 5 ///
: : 100%
® MET NEED @ MET NEED
£ 6,000 2030 £ 6,000 2030
g g
I T
z 0 z 0
= 2012 2020 2030 =

2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes profesionales
de obstetricia; Nurses: includes enfermeras; Auxiliary nurse-midwives: includes auxiliares sanitarios;
Generalist physicians: includes médicos (general); Obstetricians & gynaecologists: includes médicos
obstetras y ginecdlogos; Clinical officers & medical assistants: includes técnicos sanitarios. Source:
SoWMy 2014 or secondary sources (WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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RWANDA

In 2012, of an estimated total population of 11.5 million, 10 million (88%) were living in rural areas and 2.8 million (24%) were
women of reproductive age; the total fertility rate was 4.6. By 2030, the population is projected to increase by 55% to 17.8 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.7 million
pregnancies per annum by 2030, 83% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 50.3 million antenatal visits, 8.7 million births and 34.7 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

610,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 6,151,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 2,441,000

(pregnancies x 4) routine visits

421,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 1,685,000
POSTNATAL routine visits

(newborns x 4)

Number and distribution of pregnancies (2012)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking in v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2013
M Midwives 622 100 PRE-PREGNANCY ESTIMATED = 2 — -
B Midwi i MET Minimum number of supervised births in curriculum 100
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 5 75 ANTENATAL NEED = practising midwives 170/27
I Nurses 8273 50 5 9 (y % of graduates employed in MNH within one year 100%
[ Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & v _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
P b | fime needed A recognized definition of a professional
u Phy3|c|a_1ns, 625 60 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 3 100 - Alicence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAL ACCESSIB".ITY GEOGRAPHICAL ACCESSIB".ITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
450,000 =~ == - - - - PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2011, 2011
© 300,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
é 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH No
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY

E 12,0007 .. Need projection E 12,0007 .. Need projection: Scenario 1

%’ 7 Available workforce projection (adjusted for skill-mix) % 7 Available workforce projection (adjusted for skill-mix):

g 9,000 J— g 9,000 with the synergies of scenarios 2 +3 +4

g e g | -

= 60007 — < 60000 — /
2 2

° °

o [0 MET NEED

< 3,000 % 3,000 2030

2 2

ac ac

z 0 Z 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurse-midwives: includes nurse-midwives; Nurses: includes A2 enrolled nurses; Generalist physicians:
includes general practitioners; Obstetricians & gynaecologists: includes obstetricians & gynaecologists.

. Year of data is as per most recent data available in STATCOMPILER. Source: SoWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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SAO TOME AND PRINCIPE

In 2012, of an estimated total population of 0.19 million, 0.12 million (63%) were living in rural areas and 0.05 million (25%) were
women of reproductive age; the total fertility rate was 4.1. By 2030, the population is projected to increase by 48% to 0.3 million.
To achieve universal access to sexual, reproductive, maternal and newbaorn care, midwifery services must respond to 0.01 million
pregnancies per annum by 2030, 60% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 0.9 million antenatal visits, 0.1 million births and 0.6 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

11,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

¥ 3 PRE-PREGNANCYATOX. 105,000

(all women jof reproductive age) famlly planning ViSitS

44,000

routine visits

ANTENATAL

(pregnancies x 4)

Number and distribution of pregnancies (2012)

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

7,000

BIRTH - skilled birth attendance
. 4l
POST-PARTUM
(births x 4) _ 29,000
ro AL "~ routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10+
ff working in MNH' MNH % - -
steftworking In v Onv b Years of study required to qualify (rounded) 3
B Vidwives 3 100 onc. IRy ESTI IVIATED Stéerardized curriculum? Y?ar of ‘Iast ulpdate‘ No, na
B Midwi ” : M ET Minimum number of supervised births in curriculum na
Cwlves. atdTaTy na ha Number of 2012 graduates/as % of all
I Nurse-midwives 20 100 ANTENATAL NEED = practising midwives 0/na
M Nurses na na 3 8 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, aulary na  na ko MIDWIFERY REGULATION
[¥ Clinical officers & 2 100 y _time available Legislation exists recognizing midwifery as an
medical assistants POST-PARTUM workforce autonomous profession No
time needed - — -
. b 4 ) A recognized definition of a professional
u PhyS|C||a_ns, na na Est/r_nate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 2 100 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 4

Percentage of 46 RMINH Essential

Number of births with a skilled

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

Interventions included in minimum health birth attendant (SBA)?
benefits package, 2012
o B000F = - - — oo PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2013, —, -
E 4,000 Roles performed by professional associations:
? Continuing professional development Yes
é 2,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural e
a2 SBA urban S/BA _Negotlat!ng work or salary
issues with the Government Yes
160 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
B16,000 = — == === === = mm = m e m oo 8300 @30 -~ -
S g g
Bi2000) . 200, z
o i / ””” g |y
f}8,000—II—II—II-II-I-II-II-II-II]—I 2 % 815‘7
o
5 T1001 - - £ /

& a0001 - - - B BB B B < / S /
E o 2 . B

S © / % /
z 0 = o0 z 0-

2012 ¢ o 2015 ¢ o o o200 o o o 2025 ¢ o o o 2030 MMR NMR

ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
__100 100 100
5
0=
£ 75 75 75
<5
$8 50 50 50
=
Zis
S5 25 25 25
EJ’ 0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.012 0.010 L ) 4 :
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

22%

MET NEED

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY

E 2007 .. Need projection E 2007 .. Need projection: Scenario 1

© " . o o . . . o r

2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):

g 150 R g 150+ with the synergies of scenarios 2 + 3 + 4

£ =T N
Z 100~~~ = 100+ —~ 77 7

2 2

© »

£ 50 2 50

o o

2 3

T he

Z 0 zZ 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurse-midwives: includes nurse-midwives; Obstetricians & gynaecologists: includes obstetricians &
gynaecologists; Clinical officers & medical assistants: includes paramédicos em obstetricia. Source:
SoWMy 2014 or secondary sources (WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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SENEGAL

In 2012, of an estimated total population of 13.7 million, 7.4 million (54%) were living in rural areas and 3.3 million (24%) were
women of reproductive age; the total fertility rate was 5. By 2030, the population is projected to increase by 593% to 21.9 million.

To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1 million
pregnancies per annum by 2030, 53% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 66 million antenatal visits, 11.7 million births and 46.7 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

769,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution PRE-PREGNANCY 5 724 000
= I I

ofpregnancies (2012) (all women of reproductive age) famlly planning ViSitS

ANTENATAL 3,075,000

(pregnancies x 4) routine visits

543,000

skilled birth attendance

BIRTH

N
POST-PARTUM

(births x 4) 2,1 73,000
g routine visits
POSTNATAL

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2010
H Midwives 3,946 100 PRE-PREGNANCY EST||V|ATED = : = -
B Midwi i 1751 100 MET Minimum number of supervised births in curriculum 10
ICWIVes, alaty ! Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 393/10
I Nurses 1,295 50 5 0 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 1,011 25 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 160 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
2% 4 480,000 =~ = - = - - - oo PROFESSIONAL ASSOCIATIONS*
<
(n=1) _§ Year of creation of professional associations 1963
© 300,000 ; o
2 Roles performed by professional associations:
é Continuing professional development Yes
-aé 150,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No

162 THE STATE OF THE WORLD’S MIDWIFERY 2014 na=not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
12,000 12,000
=
u;i')
ST 9,000 9,000
<5
£3 6,000 6,000
=
€= 3,000 e
2 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

97%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

12,000+ 12,000

== Need projection
7 Available workforce projection R
9,000 (adjusted for skill-mix) . — — —

—_—
—_—
p—

- - Need projection: Scenario 1
7 Available workforce projection (adjusted for skill-mix):

with ﬂle_sy-l-n_er-giesif s—c_en—a‘rio_s_2 +3+4 ._/7//7//7///—

Lo
o
S
S

6,000

99%

MET NEED
2030

3,000

w
o
o
o

0
2012 2020 2030

MNH workers (full-time equivalent)
|
|
\
8 §
MNH workers (full-time equivalent)
o
=)
o
o
|
|
|

0
2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes sages-femmes;
Auxiliary midwives: includes matrones; Nurses: includes infirmiers d'etat; Generalist physicians: includes
médecins généralistes; Obstetricians & gynaecologists: includes gyneco-obstétriciens. Source: SoWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

. Year of data is as per most recent data available in STATCOMPILER.

. Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable
Maternal Mortality by 2030 and the Every Newborn Action Plan.
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SIERRA LEONE

In 2012, of an estimated total population of 6 million, 4 million (67%) were living in rural areas and 1.5 million (25%) were women of
reproductive age; the total fertility rate was 4.7. By 2030, the population is projected to increase by 35% to 8.1 million. To achieve
universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.4 million pregnancies per
annum by 2030, 67% of these in rural settings. The health system implications include how best to configure and equitably deploy
the SRMNH workforce to cover at least 29.9 million antenatal visits, 4.5 million births and 18 million post-partum/postnatal visits
between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

382,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

Number and distribution of pregnancies (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

WORKFORCE AVAILABILITY (2012)

Country classification of Time spent
staff working in MNH' on MNH %
v A 4 _
B Midwives 28 9 crerneenancy | ESTIMATED
M Midwives, auxiliary 2376 90 MET
. Nurse-midwives na na ANTENATAL N EED =
[ Nurses na na 2 4 (y
Nurses or nurse- 1018 _ BIRTH L 0
midwives, auxiliary ' workforce
.. . \ i ilable
I Clinical officers & _ime available
medical assistants 65 50 POST-PARTUM workfarcc,ed
time neede
u PhyS|C|a_ns, 45 - Estimate of met need
generalists POSTNATAL (national aggregate)
M Obstetricians & 7 51 based on available data.

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
1% »» 180,000
<
(n=5) E
Qo
2120,000
G
£ 60,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
164 THE STATE OF THE WORLD’S MIDWIFERY 2014

PRE-PREGNANCY _

(all women of reproductive age)

ANTENATAL

(pregnancies x 4)

APPROX.

2,329,000

family planning visits

1,527,000

routine visits

229,000

BIRTH = & :
skilled birth attendance
N
POST-PARTUM
(births x 4) _ 91 8,000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 2
Standardized curriculum? Year of last update Yes, 2010
Minimum number of supervised births in curriculum 20
Number of 2012 graduates/as % of all
practising midwives 121/42
% of graduates employed in MNH within one year 99%
Legislation exists recognizing midwifery as an
autonomous profession Yes
A recognized definition of a professional
midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
midwives are allowed to practise (out of a possible 7) 7

Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 1969
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct Yes
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH Yes
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
8 420,000 = = = = = == = = === mmm o mm e mmm e —m o — o —— - 21,2007 - - - - - - - - 8507, -----
E e % e 7
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= 3 800 / 77777 3
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn
= 20,000 20,000 =
u;i:')
SE 15,000 15,000
<5
£ 3 10,000 10,000
ZE
€= 5000 Y
2 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.40 0.32 L 8 ) 4 ! 10%
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
560007 .. Need projection 560007 .. Need projection: Scenario 1
o c _— . . . ©
2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
54,500 g4,500- with the synergies of scenarios 2 + 3 +4
s - g |
Z3000r— "~ Z3000F—— """~ /
El 2
é 1,500 ! Eu; 1500- MET NEED /
5 MET NEED /7 5 2030
H H
I T
z 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes maternal and child health aides (MCHAs), nursing aides; Auxiliary nurse-
midwives: includes state enrolled community health nurses (SECHNs); Generalist physicians: includes
medical officers; Obstetricians & gynaecologists: includes obstetricians & gynaecologists, physician
specialists; Clinical officers & medical assistants: includes community health officers (CHOs). Source:
SoWMy 2014 or secondary sources (WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER.

. Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable

Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEFS
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SOLOMON ISLANDS

In 2012, of an estimated total population of 0.5 million, 100% were living in rural areas and 0.1 million (25%) were women of
reproductive age; the total fertility rate was 4.1. By 2030, the population is projected to increase by 39% to 0.8 million. To achieve
universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.03 million pregnancies
per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH workforce to
cover at least 1.8 million antenatal visits, 0.4 million births and 1.4 million post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

23,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.
-t Number and distribution of pregnancies (2012) PRE-PREGNANCY = 209,000
= 1 family planning visits

(all women of reproductive age)
antenataL - 91,000

(pregnancies x 4) routine visits

= _ 18,000
‘ S " skilled birth attendance
; ! ]
- = POST-PARTUM
: (births x 4) B 72'000
- X POSTNATAL " routine visits
(newborns x 4)

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
f king in MNH? MNH % " -
steftworking in v Onv b Years of study required to qualify (rounded) 2
B Vidwives 19 80 onc. IRy ESTI IVIATED Stéerardized curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2011
B Midwi i : M ET Minimum number of supervised births in curriculum 40
Cwlves. atdTaTy ha ha Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives —/-
I Nurses na na 33 (y % of graduates employed in MNH within one year 90%
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na ko MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants ha ha POSTRERUM Wofkforged autonomous profession No
time neede 3 o N
. D 4 A recognized definition of a professional
| PhyS|C||a_ns, 3 15 Estimate of met need midwifge exists p No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 2 100 - Alicence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 6

Percentage of 46 RMINH Essential

Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
9% »» 18,000
(n=4) £
212,000
G
2 6,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 2004, —, -
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct Yes
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH Yes
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data



PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.
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WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

66%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 4001 . Need projection E EOTI. Need projection: Scenario 1
o v c I . . . ©
2 7 Available workforce projection (adjusted for skill-mix) 2 % Available workforce projection (adjusted for skill-mix):
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. These health worker categories include the following country titles - Midwives: includes midwives;
Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists: includes
obstetricians & gynaecologists. Source: SOWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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SOMALIA

In 2012, of an estimated total population of 10.2 million, 7.7 million (76%) were living in rural areas and 2.2 million (22%) were
women of reproductive age; the total fertility rate was 6.6. By 2030, the population is projected to increase by 66% to 16.9 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.9 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 57.8 million antenatal visits, 10.6 million births and 42.5 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

637,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 4,501,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 2,549,000

(pregnancies x 4) routine visits

Number and distribution of pregnancies (2012) BIRTH — 469 ,000
skilled birth attendance
o
POST-PARTUM
Gt | 1,876,000
POSTNATAL routine visits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update No, na
M Midwives 65 100 PRE-PREGNANCY ESTIMATED — - — -
B Midwi i 612 100 MET Minimum number of supervised births in curriculum na
ICWIVes, alaty Number of 2012 graduates/as % of all
M Nurse-midwives 218 70 ANTENATAL NEED = practising midwives ~/na
I Nurses na na 2 2 (y % of graduates employed in MNH within one year na
Nurses or nurse- BIRTH L 0
midwives, auxiary V838 50 o MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 339 27 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 2 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable Yoo/
Interventions included in minimum health birth attendant (SBAF Santraceptives/ntrautenine devices es/No
benefits package, 2012
480,000 = = = === - PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2013
©300,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
é 150,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.88 0.71 L ) 4 {
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

40%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

E 12,0007 .. ngeq projection E 12,0007 . Need projection: Scenario 1

%’ 7 Available workforce projection (adjusted for skill-mix) % 7 Available workforce projection (adjusted for skill-mix):

g 9,000 - g 9,000 with the synergies of scenarios 2 + 3 + 4

: R : R
= 60001 — ——— 7 Z 6000 _ —————""

S S 0
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£ 3000 = 3000 2030

H H
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. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes auxiliary midwives; Nurse-midwives: includes nurse-midwives; Auxiliary
nurse-midwives: includes auxiliary nurse-midwives; Generalist physicians: includes generalist
physicians; Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SoWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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SOUTH AFRICA

In 2012, of an estimated total population of 52.4 million, 20.8 million (40%) were living in rural areas and 14.1 million (27%) were
women of reproductive age; the total fertility rate was 2.4. By 2030, the population is projected to increase by 11% to 58.1 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.4 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 109.3 million antenatal visits, 20.1 million births and 80.3 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,531,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution PRE-PREGNANCY = 23,554,000
of pregnancies (2012) {all women R ctive age) family planning visits
ANTENATAL 6,123,000
(pregnancies x 4) routine visits
BIRTH I ,I 25,000
skilled birth attendance
. 4l
POST-PARTUM
(births x 4) 4,?01 ,.OtOO
l routine visits
POl

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
staff working in MNH' on MNH % " -
v v Years of study required to qualify (rounded) 1
S _ _ T Standardized curriculum? Year of last update No, na
W VMidwives ere-preanancy | ESTIMATED - e T I GV
B Midwi i MET Minimum number of supervised births in curriculum na
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 958/—
I Nurses 124,045 _ 97 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na ko MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants ha ha POST-PARTUM workforce autonomous profession No
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 39,541 - Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists - - - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable Yoo/
Interventions included in minimum health birth attendant (SBAF Santraceptives/ntrautenine devices es/No
benefits package, 2012
4% 900,000 = === - - oo PROFESSIONAL ASSOCIATIONS*
<
(n=2) _§ Year of creation of professional associations 1996, 2001
©600,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
_ﬂé300,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
B i 140,000
08
$m 105000+ QA7 74/, 1050001 - -~ = === === === ===~~~ 105,000
$2
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$ 3 70000 W74 100004 - - - - - oo 70,000
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
14 11 1 8 L 2 !i\ [i\ A,
million million I" leak leak
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

536.0007 - Need projection 5360007 - Need projection: Scenario 1

2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
% § 270001 with the synergies of scenarios 2 + 3 + 4

: 7 ¢ &
1 < 18,000 100%
b - MET NEED
g 2 9000 2030

5 s

H H

ac ac

z z 0

= 2030 =

2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwife
specialists (advanced midwives); Nurses: includes professional nurses; Generalist physicians: includes
doctors; Obstetricians & gynaecologists: includes gynaecologists, obstetricians. Source: SoWMy 2014
or secondary sources (WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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SOUTH SUDAN

In 2012, of an estimated total population of 10.8 million, 9.8 million (91%) were living in rural areas and 2.6 million (24%) were
women of reproductive age; the total fertility rate was 5. By 2030, the population is projected to increase by 60% to 17.3 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.7 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 49.5 million antenatal visits, 9 million births and 35.9 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

558,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 4,142,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 2,234,000

(pregnancies x 4) routine visits

Number and distribution

of pregnancies (2012) BIRTH 40 5’000
skilled birth attendance
N

POS'I(;—ir;PhﬁIzTUM
= 1,621,000

POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2012
M Midwives 307 100 PRE-PREGNANCY ESTIMATED = 2 — -
B Midwi i 237 100 MET Minimum number of supervised births in curriculum 50
ICWIVes, alaty Number of 2012 graduates/as % of all
M Nurse-midwives na na ANTENATAL NEED = practising midwives —/na
% of graduates employed in MNH within one year -
¥ Nurses na na 6 0
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants 238 40 POST-PARTUM workforce autonomous profession No
P D 4 fime needed A recognized definition of a professional
u Phy3|c|a_ms, 150 40 Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice No
gynaecologists - 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 5
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012 "
— 0% 80000 - PROFESSIONAL ASSOCIATIONS
(n=0) _§ Year of creation of professional associations 2011
£300,000- ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
é 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

’

500+

mortality rat

Number of pregnancies
o
o
o
o
o
<

|
I
I
|
I
|
]
|
I
|
|
I
|
]
Maternal mortality rat

o
Newbor
?

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
_ 3,600 3,600
€
%) o
'3 2,700 2,700
<5
£ 81,800 1,800
=
Zis
S5 900 900
2 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.71 0.57 L ) 4 {
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

44%

MET NEED

57%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 120007 .. Neeg projection E 12,0007 . Neeq projection: Scenario 1
%’ 7 Available workforce projection (adjusted for skill-mix) % 7 Available workforce projection (adjusted for skill-mix):
g 9,000 g 9,000+ with the synergies of scenarios 2 + 3 + 4
: mmmm :
Z 60000 _ ———— " = 6,000
2 = 2 r
° ©
£ 3,000 £ 3,000
o o
H H
T T
z 0- Z 0-
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes registered
midwives; registered nurse midwives, certified & enrolled nurse midwives, health visitors; Auxiliary
midwives: includes village midwives, community midwives; Generalist physicians: includes medical
officers; Obstetricians & gynaecologists: includes obstetrician and gynaecologists; Clinical officers &
medical assistants: includes clinical officers. Source: SoWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents).

Rural/urban SBA coverage is not available. Figure refers to rural/urban births only
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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SUDAN

In 2012, of an estimated total population of 37.2 million, 24 million (64%) were living in rural areas and 9 million (24%) were
women of reproductive age; the total fertility rate was 4.5. By 2030, the population is projected to increase by 48% to 55.1

million. To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 2.1
million pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the
SRMNH waorkforce to cover at least 149.3 million antenatal visits, 27.1 million births and 108.3 million post-partum/postnatal visits
between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,784,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution PRE- PREGNANCY = 12 998 000

of pregnancies (2012) {all women R ctive age) famlly pIannlng visits

ANTENATAL 1,134,000

(pregnancies x 4) routine visits

1,294,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 5,177,000
POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking in v Onv 5 Years of study required to qualify (rounded) 4
S T Standardized curriculum? Year of last update Yes, 2010
H Midwives 478 100 PRE-PREGNANCY EST||V|ATED = : = -
B Midwi i 67 100 MET Minimum number of supervised births in curriculum 50
ICWIVes, alaty Number of 2012 graduates/as % of all
I Nurse-midwives 689 100 ANTENATAL NEED = practising midwives 0/na
I Nurses na na 2 (y % of graduates employed in MNH within one year 33%
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na okt MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants 13.455 - POST-PARTUM workforce autonomous profession Yes
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 1,226 50 Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 316 80 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 5
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable Yes/N
Interventions included in minimum health birth attendant (SBAF CONTACENUVES INUEUENNEICeVIces es/No
benefits package, 2012
900,000 = === - - oo PROFESSIONAL ASSOCIATIONS*
<
£ Year of creation of professional associations 2008
2600,000 ; o
2 Roles performed by professional associations:
? Continuing professional development No
_ﬂé300,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care No
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH No
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

= 56,000 56,000 56,000
08
o 42,000 42,000 42,000
$2
=3
£ S 28,000 28,000 28,000

IE

£ 14,000 14,000 14,000

=
.

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
N D & g
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

46%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
532’000_ -~ Need projection 532'00(} -~ Need projection: Scenario 1
o . N . . . [
2 7 Available workforce projection (adjusted for skill-mix) 2 7 Available workforce projection (adjusted for skill-mix):
524,000 o ——- §24,000 with the synergies of scenarios 2+ 3+ 4 B
g _____ e ——— E’é’ ______________
16,000 =16,000 —
2 2
° °
< 8,000+ 2 8,000
o o
H H
T T
z 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives,
health visitors; Auxiliary midwives: includes technical/community midwives; Nurse-midwives: includes
nurse-midwives; Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists
includes obstetricians & gynaecologists; Clinical officers & medical assistants: includes medical
assistants. Source: SoOWMy 2014 or secondary sources (WHO Global Health Observatory; government
policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending Preventable

Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEFS
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SWAZILAND

In 2012, of an estimated total population of 1.2 million, 0.9 million (69%) were living in rural areas and 0.3 million (26%) were
women of reproductive age; the total fertility rate was 3.4. By 2030, the population is projected to increase by 23% to 1.5 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.05 million
pregnancies per annum by 2030, 74% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 4.1 million antenatal visits, 0.7 million births and 2.8 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

54,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 729,000

(all women of reproductive age)

Number and distribution family planning visits

of pregnancies (2012) ANTENATAL _ 21 7’000
(pregnancies x 4) routine visits

BRTH - 30,000

skilled birth attendance
N
POST-PARTUM
(births x 4) _ 'I 5t‘l ,009
l routine visits
PO

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
steftworking in v Onv b Years of study required to qualify (rounded) 4
B Midwives na na onc. IRy ESTI IVIATED St?erardized curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2011
B Midwi i : IVI ET Minimum number of supervised births in curriculum 25
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 1,200 100 ANTENATAL NEED = practising midwives 113/9
I Nurses na na 8 8 (y % of graduates employed in MNH within one year 86%
Nurses or nurse- BIRTH L 0
midwives, auxilary 70 100 ko MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants - - POSTRERUM Wofkforged autonomous profession Yes
time neede 3 o N
i b 4 ) A recognized definition of a professional
= PhyS|C||'c_mts, 259 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 4 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 5
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes

benefits package, 2012

PROFESSIONAL ASSOCIATIONS*

9% P 30,000
(n=4) b= Year of creation of professional associations 1965, 2002, -
E 20,000 Roles performed by professional associations:
é Continuing professional development Yes
-aé 10,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered [ | A%cggsed [ Didnot M No datzla/ policy documents related to MNH Yes
a access on rura —
a2 SBA urban SBA _Negotlat!ng work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment, \
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections o
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50. E
(72)
PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE o
X . . -
by International Standard Classification of Occupations (ISCO-08)
% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
_ 3,600 3,600
€
u;i')
£ 2,700 2,700
<5
£33 1,800 1,800
ZE
€5 900 900
2 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

91%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 12007 .. Need projection E, 12000 .. Need projection: Scenario 1
© © B
g 7 Available workforce projection (adjusted for skill-mix) % 7 Available workforce projection (adjusted for skill-mix):
geooy  ____——- g 900 with the synergies of scenarios 2 + 3+ 4 I
E oo ///////// E L 221 /
= 600 = 600
E 87% / : 97%\7
- MET NEED 5
£ 300 2030 £ 300
o o
2 2
T T
z 0 2 0
= 2012 2020 2030 2 2012 2020 2030

. These health worker categories include the following country titles - Nurse-midwives: includes
nurse-midwives; Auxiliary nurse-midwives: includes nursing assistants; Generalist physicians: includes
physicians; Obstetricians & gynaecologists: includes obstetricians & gynaecologists; Clinical officers
& medical assistants: includes paramedics. Source: SoWMy 2014 or secondary sources (WHO Global
Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the nurse-midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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TAJIKISTAN

In 2012, of an estimated total population of 8 million, 4.2 million (52%) were living in rural areas and 2.1 million (26%) were
women of reproductive age; the total fertility rate was 3.9. By 2030, the population is projected to increase by 42% to 11.4 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.4 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 30.6 million antenatal visits, 5.2 million births and 20.7 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

396,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution
of pregnancies (2012) PRE-PREGNANCY = 3,621 ,000

(all women of reproductive age)

family planning visits

1,585,000

ANTENATAL = !,909,U
(pregnancies x 4) routine visits
sRtH - 269,000
skilled birth attendance
N
POST-PARTUM
Gt | 1,075,000
POSTNATAL routine visits
(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
steftworking In v Onv b Years of study required to qualify (rounded) 4
B Midwives 4,376 100 - . ESTIMATED Standardized curriculum? Year of last update Yes, 2008
B Midwi i : M ET Minimum number of supervised births in curriculum 20
wlves, atdTary ha ha Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 530/12
M Nurses 16,908 23 1 0 0 (y % of graduates employed in MNH within one year 78%
Nurses or nurse- BIRTH L 0
midwives, aulary na  na orkforee MIDWIFERY REGULATION
. : [ ] time available iolati i i Rl
[¥ Clinical officers & _me avananie Legislation exists recognizing midwifery as an
medical assistants 1,568 2 POSTRERUM Wofkfarged autonomous profession No
time neede 3 o N
o b 4 ) A recognized definition of a professional
= PhyS|c||'c_mts, 4,040 18 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 1.407 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 6
Percentage of 46 RMINH Essential Number of births with a skilled el v e e e o
Interventions included in minimum health birth attendant (SBAP CONUACEpHIVES/IMUARIETINGIUCYICES es/No

benefits package, 2012

PROFESSIONAL ASSOCIATIONS*

7% P 150,000
(n=3) £ Year of creation of professional associations 1987, 1997
2 100,000 - —
2 Roles performed by professional associations:
é Continuing professional development Yes
-aé 50,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered [ | A%cggsed [ Didnot M No datzla/ policy documents related to MNH Yes
a access on rura —
a2 SBA urban SBA _Negotlat!ng work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

16,0007 ~ ~ === === = - == =~———— . 16,000

12,000

IN
=3
S
S

MNH workers
(full-time equivalent)
[e0]

o
o
o

2012 2015 2020 2025 2030 0 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030
WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s LS
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO
Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre- MET NEED
pregnancy services from 2028 onwards.
CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 8,000 . Need projection E 80007 .. Need projection: Scenario 1
© ©
g 7 Available workforce projection (adjusted for skill-mix) % 7 Available workforce projection (adjusted for skill-mix):
26,000 g 6,000 with the synergies of scenarios 2 + 3 +4
: . :
= 4,000, 7 = 4,000
2 // 0/// 2 /// — ’7///
%, 0, 100% 3 100%77
= 2 MET NEED L 4 MET NEED
g 2030 s 2030
T T
z 0 z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurses: includes family nurses, nurses of primary health care institutions; Generalist physicians:
includes physicians (therapeutists), family physicians; Obstetricians & gynaecologists: includes ob/gyns;
Clinical officers & medical assistants: includes feldshers. Source: SOWMy 2014 or secondary sources
(WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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TANZANIA, UNITED REPUBLIC OF

In 2012, of an estimated total population of 47.8 million, 40.1 million (84%) were living in rural areas and 10.9 million (23%) were
women of reproductive age; the total fertility rate was 5.2. By 2030, the population is projected to increase by 66% to 79.4 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 3.6 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 232.1 million antenatal visits, 43.6 million births and 174.5 million post-partum/postnatal visits
between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

2,588,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

Number and distribution of pregnancies (2012) PRE-PREGNANCY _ 21 ,530 ,000

(all women jof reproductive age) famlly planning ViSitS

10,353,000

ANTENATAL = 1Y,
(pregnancies x 4) routine visits
BIRTH - 1,946,000
skilled birth attendance
. 4l
POST-PARTUM
G | 7,782,000
routine visits
PQS'I;NA'[)AL

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, 2009
W VMidwives ha ha PRE-PREGNANCY ESTIIVIATED — - —— -
B Midwi i MET Minimum number of supervised births in curriculum -
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 20,800 100 ANTENATAL NEED = practising midwives 2,944/14
I Nurses na na 7 4 (y % of graduates employed in MNH within one year 0%
Nurses or nurse- BIRTH L 0
midwives, audhay M@ 14 orkiores MIDWIFERY REGULATION
. . [ ] time available iolati ; i Wi
[¥ Clinical officers & Legislation exists recognizing midwifery as an
medical assistants 8,781 50 POST-PARTUM workforce autonomous profession Yes
time needed - — -
. D 4 A recognized definition of a professional
| Physme_ms, 1135 50 Estimate of met need midwifge exists p Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 122 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
9% S 1B00,000[ =~ === - oo PROFESSIONAL ASSOCIATIONS*
K
(n=4) _’5: Year of creation of professional associations 1992, -
©1,200,000- - [ — - - - - - - - - ; o
2 Roles performed by professional associations:
'§ Continuing professional development Yes
é 600,000 - N -~~~ "¢ Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

= 72,000 72,000 72,000
08
S© 54,000 54,000 54,000
$2
=3
£ 3 36,000 36,000 36,000
z:
£ 18,000 18,000 18,000
2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million > million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

97%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

&
o
o
o

48,000

== Need projection -~ Need projection: Scenario 1

. 7 Available workforce projection . 7 Available workforce projection (adjusted for skill-mix):

36,000 (adjustedfir sﬂpriix)— = 77/7/ 36,000 with the syner?i‘es _O_f s_c—eniios— zf’f _//7 //7//7/
= 24,0007 ~ 7 98% /

Z24,0007 ~ 97%
MET NEED MET NEED
2030 2030

12,000

—
N
o
o
o

r

0
2012 2020 2030

MNH workers (full-time equivalent)
MNH workers (full-time equivalent)

0
2012 2020 2030

. These health worker categories include the following country titles - Nurse-midwives: includes nurse
midwives (enrolled and registered), nursing officers, assistant nurse officers; Generalist physicians:
includes medical officers; Obstetricians & gynaecologists: includes specialist (obs/gyn); Clinical
officers & medical assistants: includes clinical officers (CO), assistant medical officers (AMO), clinical
assistants (CA). Source: SoWMy 2014 or secondary sources (WHO Global Health Observatory;
government policy documents).

Year of data is as per most recent data available in STATCOMPILER
Information refers to the nurse-midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES
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TOGO

In 2012, of an estimated total population of 6.6 million, 4.3 million (64%) were living in rural areas and 1.6 million (25%) were
women of reproductive age; the total fertility rate was 4.7. By 2030, the population is projected to increase by 51% to 10 million.

To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.4 million
pregnancies per annum by 2030, 68% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 31.4 million antenatal visits, 5.2 million births and 20.7 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

381,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?
PRE-PREGNANCY _ 3,060,000
(all women jof reproductive age) famlly plannlng VISItS
Number and distribution of pregnancies (2012) Am;‘;EmﬁIﬁL - Jou?,%%.gtgo
_ 251,000
BIRTH B skllled birth attendance
o
RN 005,000
PQSINA'[)AL - routlne visits

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH? MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
S T Standardized curriculum? Year of last update Yes, —
M Midwives 3% 100 PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 75
I Midwives, auxiliary 399 100 MET P
! Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 76/19
I Nurses 818 _ 45 (y % of graduates employed in MNH within one year -
Nurses or nurse- _ BIRTH L 0
midwives, auxilary 569 oo MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants 378 - POST-PARTUM workforce autonomous profession No
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 154 - Estimate of met need midwife exists No
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 16 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprc_)vids injectable Vi
Interventions included in minimum health birth attendant (SBAF CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
7% 210,000 == = === - - - - oo oo PROFESSIONAL ASSOCIATIONS*
<
(n=3) _§ Year of creation of professional associations 1966
© 140,000 ; o
2 Roles performed by professional associations:
? Continuing professional development Yes
é 70,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)
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% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
0.45 0.36 L ) 4 :
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

97%

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
E 8,000 .. Neeq projection E 80007 . geq projection: Scenario 1
< © -
g 7 Available workforce projection (adjusted for skill-mix) % 7 Available workforce projection (adjusted for skill-mix):
Z 6,000 g 6,000 with the synergies of scenarios 2 + 3+ 4
£ I £
24000 - ———" 24000\ _ _ _ _——— 77 77/7///
© »
£ 2,000 £ 2,000+
g g 2030
T T
Z 0 Z 0
= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Auxiliary midwives: includes accoucheuses auxiliaires; Nurses: includes infirmiers diplomés d'etat;
Auxiliary nurse-midwives: includes infirmiers auxiliaires; Generalist physicians: includes generalist
physicians; Obstetricians & gynaecologists: includes gynéco-obstrétriciens; Clinical officers & medical
assistants: includes techniciens supérieurs de santé. Source: SoWMy 2014 or secondary sources (WHO
Global Health Observatory; government policy documents).
Rural/urban SBA coverage is not available. Figure refers to rural/urban births only
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEFS 183
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In 2012, of an estimated total population of 5.2 million, 3.9 million (75%) were living in rural areas and 1.5 million (29%) were
women of reproductive age; the total fertility rate was 2.3. By 2030, the population is projected to increase by 19% to 6.2 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.1 million
pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 10.1 million antenatal visits, 2 million births and 8.2 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

140,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Number and distribution PRE-PREGNANCY _ 2’947,000

ofpregnancies (2072) (all women jof reproductive age) famlly planning ViSitS

560,000

ANTENATAL = O
(pregnancies x 4) routine visits
- 114,000
BIRTH " skilled birth attendance
. 4l
POST-PARTUM
(births x 4) _ 455,000
I routine visits
PQS'I;NA'!:)AL

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
f king in MNH' MNH % " -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
B Midwives 410 100 onc. IRy ESTIMATED Stéerardized curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2013
B Midwi i . MET Minimum number of supervised births in curriculum 10
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives - 100 ANTENATAL NEED = practising midwives 0/na
I Nurses na na 37 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POSTER UM Wofkforcc,ed autonomous profession Yes
time neede 3 o N
P D 4 ) A recognized definition of a professional
u Phy3|c||'c_mts, - 100 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 767 - - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIB".ITY midwives are allowed to practise (out of a possible 7) 3
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable Yoo/
Interventions included in minimum health birth attendant (SBAF Santraceptives/ntrautenine devices es/No

benefits package, 2012

— 0% ., 90,000 PROFESSIONAL ASSOCIATIONS*
<
(n=0) _§ Year of creation of professional associations na
E 60,000 Roles performed by professional associations:
? Continuing professional development na
é 30,000 Advising or representing members
e accused of misconduct na
Advising members on quality
Rural Urban standards for MNH care na
Advising the Government on
M Covered [ Not covered [ | A%cggsed [ Didnot M No datzla/ policy documents related to MNH na
a access on rura v
a SBA urban SBA _Negotlat!ng work or salary
issues with the Government na
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY

e
o
o
o

-~ Need projection: Scenario 1

7 Available workforce projection (adjusted for skill-mix):
3,000+ with the synergies of scenarios 2 +3 +4

0
2012 2020 2030

-~ Need projection

7 Available workforce projection (adjusted for skill-mix)
3,000+

2,000

1,000

= )
o =)
S S
S S)

. l
|
|
|

g 2012 2020 2030

MNH workers (full-time equivalent)
MNH workers (full-time equivalent)

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurse-midwives: includes nurse-midwives; Generalist physicians: includes generalist physicians;
Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SOWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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UGANDA

In 2012, of an estimated total population of 36.3 million, 31.5 million (87%) were living in rural areas and 8 million (22%) were
women of reproductive age; the total fertility rate was 5.9. By 2030, the population is projected to increase by 74% to 63.4 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 3.4 million
pregnancies per annum by 2030, 82% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 221.9 million antenatal visits, 37.2 million births and 148.8 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

2,435,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 16,419,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 9,742,000

(pregnancies x 4) routine visits

1,634,000

skilled birth attendance

BIRTH

N
. POST-PARTUM

e 6,535,000
routine visits
POSTNATAL

(newborns x 4)

Number and distribution of pregnancies (2012)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 3
. . Standardized curriculum? Year of last update Yes, 1997
H Midwives 7,000 100 PRE-PREGNANCY EST||V|ATED = : = .
B Midwi i MET Minimum number of supervised births in curriculum 70
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 271 50 ANTENATAL NEED = practising midwives 1,099/16
I Nurses na na 27 (y % of graduates employed in MNH within one year -
Nurses or nurse- BIRTH L 0
midwives, auxilary na  na o MIDWIFERY REGULATION
. . [ ] time available iolati ; i Wi
[¥ Clinical officers & Legislation exists recognizing midwifery as an
medical assistants 1.107 30 POST-PARTUM workforce autonomous profession Yes
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 495 50 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 32 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 6
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprc_)vids injectable Vi
Interventions included in minimum health birth attendant (SBAF CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
AB00000[ -~~~ PROFESSIONAL ASSOCIATIONS®
K
£ Year of creation of professional associations 1948, 2003
£1,000,000 - [ — - - - - - - - - ; o
2 Roles performed by professional associations:
'§ Continuing professional development Yes
é 500,000/ - AR -~~~ ¢ Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

__ 16,000 16,000
€
nl
£3 12,000 12,000
£35
£S 8000 8,000

IE

zZc

5= 4,000 4,000

2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D & g
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT Hp SCENARIO

Immediate increase in met need for

pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

48%

MET NEED MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY
40,0004 . Need projection 40,0007 . Need projection: Scenario 1
. Z Ava_ilable Workf_orce_projection - 7 Available workforce projection (adjusted for skill-mix):
30,000+ (adjusted for skill-mix) - 30,000 with the synergies of scenarios 2+3+4 _ _ — — — ~

—_—
— =

2200001 — ~ £20000r —— //

10,000+ 10,000+

0
2012 2020 2030

MNH workers (full-time equivalent)
MNH workers (full-time equivalent)

0
2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes registered
midwives (diploma), enrolled midwives (certificate); Nurse-midwives: includes double trained nurse
midwives; Generalist physicians: includes medical officers; Obstetricians & gynaecologists: includes
medical officers - special grade; Clinical officers & medical assistants: includes medical clinical officers.

. Year of data is as per most recent data available in STATCOMPILER. Source: SoWMy 2014 or secondary
sources (WHO Global Health Observatory; government policy documents).

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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UZBEKISTAN

In 2012, of an estimated total population of 28.5 million, 14.4 million (50%) were living in rural areas and 8 million (28%) were
women of reproductive age; the total fertility rate was 2.3. By 2030, the population is projected to increase by 20% to 34.1 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.6 million
pregnancies per annum by 2030, 53% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 54.9 million antenatal visits, 11.1 million births and 44.4 million

post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

784,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Number and distribution of pregnancies (2012)

TN

0 [ <0.09 [0.10-0.19 [M0.20-0.49 I 0.50-0.99

WORKFORCE AVAILABILITY (2012)

1.00-1.49 | 1.50-1.99 [712.00-2.49 [ 2.50-10.00 [l >10.00

Country classification of Time spent
staff working in MNH' on MNH %
v A 4 _
H Midwives 7,000 100 PRE-PREBNANCY ESTIMATED
I Midwives, auxiliary na na MET
. Nurse-midwives 4,000 50 ANTENATAL N EED =
[ Nurses na na 8 4 (y
Nurses or nurse- na na BIRTH L 0
midwives, auxiliary workforce
.. . \ i lable
M Clinical officers & _time available
medical assistants ha ha POST-PARTUM workforcc,ed
time neede
u Phys'c'l‘_’”sr 12,000 30 v Estimate of met need
generalists POSTNATAL (national aggregate)
i based on available data.
I Obstetricians & 5,000 100 i

gynaecologists

FINANCIAL ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY

Percentage of 46 RMNH Essential Number of births with a skilled

Interventions included in minimum health birth attendant (SBAF?
benefits package, 2012
— 0% 450,000 — == - - - - oo oo oo oo
<
(n=0) E
Qo
E 300,000
G
£ 150,000
€
=]
=4
Rural Urban
M Covered [ Not covered M Accessed [ Didnot [ No data
a SBA access on rural/
a SBA urban SBA
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ANTENATAL

(pregnancies x 4)

APPROX.

PRE-PREGNANCY _ 15,546,000

(all women of reproductive age)

family planning visits

3,137,000

routine visits

634,000

ALl skilled birth attendance
o
POST-PARTUM
(births x 4) _ 2,538,000
POSTNATAL routine visits
(newborns x 4)

MIDWIFERY EDUCATION?

Minimum high-school requirement

to start training Grade 12+
Years of study required to qualify (rounded) 3
Standardized curriculum? Year of last update Yes, 2009
Minimum number of supervised births in curriculum 5
Number of 2012 graduates/as % of all
practising midwives 2,500/36
% of graduates employed in MNH within one year 60%
Legislation exists recognizing midwifery as an
autonomous profession No
A recognized definition of a professional
midwife exists Yes
A government body regulates midwifery practice Yes
A licence is required to practise midwifery No
Alive registry of licensed midwives exists No

Number of EMONC basic signal functions that

midwives are allowed to practise (out of a possible 7) 2
Midwives allowed to provide injectable
contraceptives/intrauterine devices Yes/Yes

PROFESSIONAL ASSOCIATIONS*

Year of creation of professional associations 2000
Roles performed by professional associations:
Continuing professional development Yes
Advising or representing members
accused of misconduct No
Advising members on quality
standards for MNH care Yes
Advising the Government on
policy documents related to MNH No
Negotiating work or salary
issues with the Government Yes

na = not applicable; — = missing data
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery M Nursing
attrition, death professionals professionals, professionals
and retirement associates

_ 52,000 52,000

u;i:')

£'5 39,000 39,000

%3

2 g 26,000 26,000

IE

£ 13,000 13,000
2

2012 2015 2020 2025 2030 0 2013 2015

WHAT IF .« Estimates of met need based on available data.

The number of midwife,
nurse and physician

The number of
pregnancies was reduced
by 20% by 2030?

0.64)
million

CURRENT W) SCENARIO

o
T &

CURRENT » SCENARIO

0.51

million

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY
E 20,000 .. Need projection
%’ 7 Available workforce projection (adjusted for skill-mix)
15,000
Q
= — = i I////
= 10,000 0
E 100%
5 MET NEED
¥ 5,000 2030
o
3
T
Z 0
= 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurse-midwives: includes nurse-midwives; Generalist physicians: includes general practitioners;
Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SOWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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VIET NAM

In 2012, of an estimated total population of 90.8 million, 65.6 million (72%) were living in rural areas and 26 million (29%) were
women of reproductive age; the total fertility rate was 1.8. By 2030, the population is projected to increase by 12% to 101.8 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.8 million
pregnancies per annum by 2030, 67% of these in rural settings. The health system implications include how best to configure

and equitably deploy the SRMNH workforce to cover at least 160.7 million antenatal visits, 24.6 million births and 98.3 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

2,429,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?
Number and distribution of pregnancies (2012) iﬁ&mgﬁiﬁmgggx = fl'g |09|4 000 .
amily planning visits
ANTENATAL 9,715,000
(pregnancies x 4) routine visits
1,485,000
ALl skllled blrth attendance
N
PR 51942000
PQSINA'[)AL routine visits

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
ff working in MNH' MNH % - -
staffworking In v Onv 5 Years of study required to qualify (rounded) 2
S T Standardized curriculum? Year of last update Yes, 2010
H Midwives 23,272 100 PRE-PREGNANCY EST||V|ATED = : = -
B Midwi i 2750 50 MET Minimum number of supervised births in curriculum 20
ICWIVes, alaty ' Number of 2012 graduates/as % of all
I Nurse-midwives na na ANTENATAL NEED = practising midwives 2,050/9
6 of graduates employed in within one year b
I Nurses na na 3 (y % of grad loyed in MNH withi 85%
Nurses or nurse- BIRTH L 0
midwives, auxiiary 102034 50 oo MIDWIFERY REGULATION
. . [ ] time available iolati ; i Wi
[¥ Clinical officers & _me avananie Legislation exists recognizing midwifery as an
medical assistants 1.200 50 POST-PARTUM workforce autonomous profession No
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 7,180 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 8,130 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprc_)vidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
4% 1,200,000 PROFESSIONAL ASSOCIATIONS*
K
(n=2) _’5: Year of creation of professional associations 1990, 1995
2 800,000 ; o
2 Roles performed by professional associations:
'§ Continuing professional development Yes
é 400,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government No
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Qutflow from [l Midwifery M Midwifery M Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)

= 100,000 100,000
03
S 75,000 75,000
L2
=3
£S 50,000 50,000
z2

€% 25000 25,000

2

0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
D D = g F A
million million I" s s
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

MET NEED

CURRENT TRAJECTORY WHAT IF... TRAJECTORY

556,000 - = Need projection E 56,0007 .. Neeq projection: Scenario 1

s 7 Available workforce projection (adjusted for skill-mix) S 7% Available workforce projection (adjusted for skill-mix):
%42,000 ________ u5’.,-42,()00 ___with the synergies of scenarios 2 + 3+ 4

g 2 % -

£ 28,000 = 28,000

2 2

© »

£14,000 200 £ 14,000

o o

2 2

T T

= 0 z 0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives,
nurse midwives; Auxiliary midwives: includes auxiliary midwives, village-based ethnic minority
midwives; Auxiliary nurse-midwives: includes auxiliary nurse-midwives, village health workers;
Generalist physicians: includes paediatricians; Obstetricians & gynaecologists: includes obstetricians;
Clinical officers & medical assistants: includes obstetric paediatric assistant doctors. Source: SOWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)
Rural/urban SBA coverage is not available. Figure refers to rural/urban births only
Information refers to the midwife cadre category.

. National associations for midwifery and nursing.

. These are proposed targets for MMR and NMR by 2030 from the recommendations of £nding
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan. CHAPTER 4: COUNTRY BRIEES

A WN

191

p Aaijod 10} Joriq e — NYN L3IA

7
o
—
7
-4
=
S




YEMEN

In 2012, of an estimated total population of 23.9 million, 10.5 million (44%) were living in rural areas and 5.9 million (25%) were

women of reproductive age; the total fertility rate was 4.1. By 2030, the population is projected to increase by 43% to 34 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.2 million

pregnancies per annum by 2030. The health system implications include how best to configure and equitably deploy the SRMNH
workforce to cover at least 93.1 million antenatal visits, 15.2 million births and 60.6 million post-partum/postnatal visits between
2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

1,183,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

Number and distribution APPROX.
of pregnancies (2012) PRE-PREGNANCY _ 10,633,000

(all women jof reproductive age) famlly plannlng VISItS

ANTENATAL 4,733,000

(pregnancies x 4) routine visits

771,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 3,083,000
POSTNATAL routine visits

— . (newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 10-
ff working in MNH? MNH % - -
steftworking in v Onv b Years of study required to qualify (rounded) 3
B Midwives 5,500 100 ore L cy ESTIMATED St?erardlzed curriculum? Y?ar of ‘Iast ulpdate‘ Yes, 2012
B Midwi i : M ET Minimum number of supervised births in curriculum 20
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 500 90 ANTENATAL NEED = practising midwives 290/5
I Nurses na na 57 (y % of graduates employed in MNH within one year 0%
Nurses or nurse- BIRTH L 0
midwives, auxilary 100 60 s MIDWIFERY REGULATION
¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession No
time needed - — -
i b 4 ) A recognized definition of a professional
| PhyS|CII'c_ms, 5,412 30 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 1,543 100 - A licence is required to practise midwifery No
Alive registry of licensed midwives exists No
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 6
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti e tprqvids injectable Vi
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes

benefits package, 2012

PROFESSIONAL ASSOCIATIONS*

»» 450,000
<
£ Year of creation of professional associations 2004
©300,000 ; —
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé 150,000 Advising or representing members
3 accused of misconduct No
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Nemniiei " |
aSBA urban SBA 1 cdotianing Work of satary
issues with the Government No
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
10,000 10,000
=
u;i')
ST 7,500 7,500
<5
£ 5000 5,000
=
ZIE
S5 2500 2,500
1_2’ 0 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 2012 2015 2020 2025 2030

WHAT IF .« Estimates of met need based on available data.

The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
12 0.97 L ) 4 i 13% 6.5%
million million I" |52k 52k
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

37%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

E 20,000, . Need projection E 20,000, _. Need projection: Scenario 1

%’ 7 Available workforce projection (adjusted for skill-mix) % 7 Available workforce projection (adjusted for skill-mix):
g1s0004 === 515,000 with the synergies of scenarios 2 + 3 + 4 o
2 - ———~ |

= 10,000 = 10,000

2 2

© »

£ 5,000 £ 5,000

o o

3 2

T T

z 0 2 0

= 2012 2020 2030 2 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes community
midwives, technical midwives; Nurse-midwives: includes nurse midwives; Auxiliary nurse-midwives:
includes female primary health care workers (Morshidate); Generalist physicians: includes physicians
(general practitioners); Obstetricians & gynaecologists: includes obs/gyn specialists. Source: SoOWMy
2014 or secondary sources (WHO Global Health Observatory; government policy documents)

. Rural/urban SBA coverage is not available. Figure refers to rural/urban births only.

Information refers to the midwife cadre category.
National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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ZAMBIA

In 2012, of an estimated total population of 14.1 million, 8.7 million (62%) were living in rural areas and 3.2 million (23%) were
women of reproductive age; the total fertility rate was 5.7. By 2030, the population is projected to increase by 77% to 25 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 1.4 million
pregnancies per annum by 2030, 62% of these in rural settings. The health system implications include how best to configure
and equitably deploy the SRMNH workforce to cover at least 86.5 million antenatal visits, 14.9 million births and 59.5 million
post-partum/postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

909,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 6,793,000

(all women jof reproductive age) famlly planning ViSitS

ANTENATAL 3,634,000

(pregnancies x 4) routine visits

625,000

skilled birth attendance

BIRTH

]
POS'I(;—ir;PhﬁI})TUM
= 2,499,000

Number and distribution of pregnancies (2012) routine visits

POSTNATAL

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
f king in MNH' MNH % " -
staffworking In v Onv 5 Years of study required to qualify (rounded) 1
B Midwives 2773 100 onc. IRy ESTIMATED Standardized curriculum? Year of last update Yes, 2010
B Midwi i . MET Minimum number of supervised births in curriculum 20
ICWIVes, alaty ha ha Number of 2012 graduates/as % of all
I Nurse-midwives 9,575 100 ANTENATAL NEED = practising midwives 247/9
I Nurses na na 9 9 (y % of graduates employed in MNH within one year 95%
Nurses or nurse- BIRTH L 0
midwives, auary na  na s MIDWIFERY REGULATION
[¥ Clinical officers & y _time available Legislation exists recognizing midwifery as an
medical assistants na na POST-PARTUM workforce autonomous profession Yes
time needed - — -
P D 4 ) A recognized definition of a professional
| Phys'c'?ntsr 1,630 20 Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 1,150 75 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midwives allowed to provide injectable

contraceptives/intrauterine devices Yes/Yes

Interventions included in minimum health birth attendant (SBA)?
benefits package, 2012

PROFESSIONAL ASSOCIATIONS*

»» 450,000
<
£ Year of creation of professional associations 2011, —, -
2 300,000 - —
2 Roles performed by professional associations:
? Continuing professional development Yes
-qé 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
@59 gCSCgZS Spb;urﬁs!/BA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030
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ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)

% Outflow from M Midwifery B Midwifery ™ Nursing Nursing [ Paramedical M Medical M Medical
attrition, death professionals professionals, professionals professionals, practitioners & practitioners, practitioners,
and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
16,000 16,000
5
2% 12,000
£
8 8,000
T ()
1S
§'~_? 4,000
e
= 0
2012 2015 2020 2025 2030 2013 2015 2020 2025 2030 0 2012 2015 2020 2025 2030
WHAT IF .« Estimates of met need based on available data.
The number of The number of midwife, Efficiency improved by Attrition was halved in the
pregnancies was reduced nurse and physician 2% per year until 20307 next 5 years (2012-2017)?
by 20% by 2030? graduates doubled by 2020? Py PY
1.4 1.1 ‘ . 4% 2%
& [CELS [CELS
million million I"
CURRENT W) SCENARIO CURRENT HEp SCENARIO CURRENT HB)> SCENARIO CURRENT HEp SCENARIO

Immediate increase in met need for
pregnancy, birth, post-partum/postnatal
care. Acceleration in met need for pre-
pregnancy services from 2028 onwards.

78%

MET NEED

WHAT IF... TRAJECTORY

CURRENT TRAJECTORY

E 16,0007 -~ Need projection E 16,0007 -- Need projection: Scenario 1

S 7 Available workforce projection == S 7% Available workforce projection (adjusted for skill-mix):

S . Sl —_ 5 . o X — =
212,000 (adjusted for skill-mix) - 212,000 with the synergies of scenarios 2 + 3 + 4

2 8000%7% < 8,000 7777 /
£ N/ =

£ 4,000 < 4,000

2 E

Z o0 Z o0

= 2012 2020 2030 = 2012 2020 2030

. These health worker categories include the following country titles - Midwives: includes midwives;
Nurse-midwives: includes nurse-midwives; Generalist physicians: includes generalist physicians;
Obstetricians & gynaecologists: includes obstetricians & gynaecologists. Source: SOWMy 2014 or
secondary sources (WHO Global Health Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER

. Information refers to the midwife cadre category.

National associations for midwifery and nursing
These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending
Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.

[SFNERENY
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In 2012, of an estimated total population of 13.7 million, 8.9 million (65%) were living in rural areas and 3.4 million (25%) were
women of reproductive age; the total fertility rate was 3.5. By 2030, the population is projected to increase by 48% to 20.3 million.
To achieve universal access to sexual, reproductive, maternal and newborn care, midwifery services must respond to 0.7 million
pregnancies per annum by 2030, 60% of these in rural settings. The health system implications include how best to configure and
equitably deploy the SRMNH workforce to cover at least 50.5 million antenatal visits, 9 million births and 36.1 million post-partum/
postnatal visits between 2012 and 2030.

WHAT WOMEN AND NEWBORNS NEED (2012)

628,000 PREGNANCIES A YEAR = HOW MANY EPISODES OF CARE?

APPROX.

PRE-PREGNANCY _ 7,598,000

(all women jof reproductive age) famlly planning ViSitS
Number and distribution

of pregnancies (2012) ANTENATAL 2,51 2,000

(pregnancies x 4) routine visits

449,000

skilled birth attendance

BIRTH

N
POST-PARTUM

e 1,795,000
POSTNATAL routine visits

(newborns x 4)

[0 [ <0.09 [0.10-0.19 [0.20-0.49 [[10.50-0.99 = 1.00-1.49 | 1.50-1.99 [11]2.00-2.49 [ 2.50-10.00 [Hll>10.00

WORKFORCE AVAILABILITY (2012) MIDWIFERY EDUCATION?

Minimum high-school requirement

Country classification of Time spent to start training Grade 12+
staff working in MNH' on MNH % " -
v v Years of study required to qualify (rounded) 1
S T Standardized curriculum? Year of last update Yes, 2013
M Midwives n n PRE-PRERERNCY ESTI MATED Minimum number of supervised births in curriculum 30
I Midwives, auxiliary na na MET P
! Number of 2012 graduates/as % of all
I Nurse-midwives 2,247 100 ANTENATAL NEED = practising midwives 719/32
I Nurses 16,668 75 8 5 (y % of graduates employed in MNH within one year 100%
Nurses or nurse- BIRTH L 0
midwives, audiary 1967 815 s MIDWIFERY REGULATION
[¥ Clinical officers & v time available Legislation exists recognizing midwifery as an
medical assistants ha ha POST-PARTUM workforce autonomous profession Yes
P D 4 fime needed A recognized definition of a professional
u Physma_ms, 453 - Estimate of met need midwife exists Yes
generalists POSTNATAL (national aggregate) — -
B Obstetricians & based on available data. A government body regulates midwifery practice Yes
gynaecologists 3 100 - A licence is required to practise midwifery Yes
Alive registry of licensed midwives exists Yes
Number of EMONC basic signal functions that
FINANCIAI. ACCESSIBILITY GEOGRAPHICAL ACCESSIBILITY midwives are allowed to practise (out of a possible 7) 7
Percentage of 46 RMNH Essential Number of births with a skilled Midtwivestgllov/v_ecti totprqvidg injectable y
Interventions included in minimum health birth attendant (SBAY CONTACENUVES INUEUENNEICeVIces es/Yes
benefits package, 2012
4% 4 480,000 =~ = - = - - - oo PROFESSIONAL ASSOCIATIONS*
<
(n=2) _§ Year of creation of professional associations 1995
© 300,000 ; o
2 Roles performed by professional associations:
é Continuing professional development Yes
-aé 150,000 Advising or representing members
3 accused of misconduct Yes
Advising members on quality
Rural Urban standards for MNH care Yes
Advising the Government on
M Covered [ Not covered W Accessed [ Didnot [ No data policy documents related to MNH Yes
a SBA access on rural/ Neqotiati
a2 SBA urban SBA Negotiating work or salary
issues with the Government Yes
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PROJECTED NUMBER OF PREGNANCIES BY YEAR: URBAN VS. RURAL MORTALITY REDUCTION®

Rural M Urban % Country (MMR, 2013; NMR, 2012) [l Target by 2030

(o]
o
o

Number of pregnancies
o
o
o
o o
o o
< g
Maternal mortality ratio

(o]
o
o

BOT -~~~ -~

. -

’

\\

Newborn mortality rate

2012 ¢ o 2015 ¢ o o o 2020 ¢ o o o 2025 o o o 2030 MMR NMR

ESTIMATES AND PROJECTIONS TO 2030

This section of the brief uses reported country data to calculate needs-based planning estimates and projections to 2030. The projections are sensitive to reported enrolment,
graduation, % time spent on MNH services, age distribution, roles and attrition. In the absence of country data, standardized, evidence-based assumptions are used. The projections
are indicative and should be used to verify the accuracy of country data and inform further policy discussion. Further information in the “How to read” section on page 50.

PROJECTED OUTFLOWS PROJECTED INFLOWS PROJECTED WORKFORCE

by International Standard Classification of Occupations (ISCO-08)
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and retirement associates associates medical assistants generalists specialists (Ob/Gyn)
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. These health worker categories include the following country titles - Nurse-midwives: includes nurse-
midwives; Nurses: includes registered general nurses; Auxiliary nurse-midwives: includes primary care
nurses; Generalist physicians: includes generalist physicians; Obstetricians & gynaecologists: includes
obstetricians & gynaecologists. Source: SoWMy 2014 or secondary sources (WHO Global Health
Observatory; government policy documents).

. Year of data is as per most recent data available in STATCOMPILER
Information refers to the nurse-midwife cadre category.

National associations for midwifery and nursing

. These are proposed targets for MMR and NMR by 2030 from the recommendations of Ending

Preventable Maternal Mortality by 2030 and the Every Newborn Action Plan.
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STATE OF THE WORLD’S MIDWIFERY COUNTRY SURVEY RESPONDENTS

Special thanks go to the heads of UNFPA country offices, and their staff, for facilitating the task of collecting responses to the country survey. All
contributions are greatly appreciated. The following list includes the names of the respondents who wished to be acknowledged. We would also
like to extend our appreciation to the many other contributors who requested not to be acknowledged by name in the report. All efforts have been
made to make this list as extensive as possible. Sincere apologies are extended to any respondents who have been unintentionally omitted.

Afghanistan: Shakila Abdaly, Yalda Ahmadi, Masud Arzoiy, Aysha,
Pashtoon Azfar, Malin Bogren, Batul Erfani, Sadia Fayiq Ayobi, Sharifullah
Hagmal, Mohammad Jebran, Mohammad Massod, Ziba Mazari, Modassar,
A. Molakhil, Mursal Musawi, Feroza Mushtari, Nayani, Fahima Nazari,
Partamin Partamin, Jawad Patwal, M. Qasim, Rashidi, Monira Rauf,
Sediqullah Reshteen, Nahida Shah, Shahir, Shakila, Shams, Amina Sultani,
Yalda, Najiba Zafari

Angola: Maria José Costa, Hirondina Cucubica, Ana Leitao, Ines Leopoldo
Azerbaijan: Farid Babayev

Bangladesh: Alamgir Ahmed, Rahima Jamal Akhtar, Jesmin Akter,

Halima Akther, Ighal Anwar, Farida Begum, Shuriya Begum,

Taslima Begum, Rehana Begum, Roushon Ara Begum, Ismat Bhuiya,

Hafizur Rahman Chowdhury, Ira Dibra, Monica Fong, Dolly Maria Gonsalves,
Abdul Halim, Sajedul Hassan, Emdadul Hoque, A.K.M Amir Hossain,
Mohammad Igbal, Ashraful Islam Babul, Syed Abu Jafar Musa, Rezaul Karim,
Umme Salma Khanum, Rabeya Khatoon, Michaela Michel-Schuldt,

Abdul Hamid Moral, Gaziuddin Mohammad Munir, A.Z. Musa, Ylva Sérman Nath,
A.K.M. Mukhlesur Rahman, Feroza Sarker, Latifa Prof. Shamsuddin, Khandaker
Sefayet Ullah, Mohammed Sharif, Fahmida Sultana, Saria Tasnim, Youssef
Tawfik, Peggy Thorpe, Joanna Tingstrom, Mofiz Ullah, Yukie Yoshimura

Benin: Solange Adechokan-Kanmadozo, Latifatou Agbodijelou,

Olga Agbohoui Houinato, Fulgencia Ahossi Assoghague, Chantal Akitossi,
Arlette Akoueikou, Karamatou Bangbola, Conrad Deguenon,

Bernice Deleke Koko Houngbede, Constance Dossou, Anatole Dougbe,
Prudencia Gbaguidi, Dina Gbenou, Sikiratou Gouthon Abou,

Yasminath Houenou, Benjamin Hounkpatin, Nestor KouKoui,

Mohamed Chakirou Latoundji, Marguerite Magnonfinon, Christian Martins,
0. Laurence Monteiro, Julienne Odoulami, Philoméne Sansuamou,

Amélie Sonon, Marcelle Totchenou, Victor Zoclanclounon

Bolivia: Lilian Acunha, Gricel Alarcon, Rene Alberto Castro, Alexia Escobar,
Nancy Manjon, Willam Michel, Elva Olivera, Haydee Padilla, Bertha Pooley,
Jacquelin Reyes, Celia Taborga, Franz Trujillo, Eugenio Renato Yucra

Botswana: Galeagelwe Baikepi, Kebabonye Gabaake, Hannah Kau-Kipo,
Veronica Leburu, Lucy Sejo Maribe, Khumo Modisaemang,

Keitshokile Dintle Mogobe, Ellen Mokalake, Ruth Mokgehi, Irene Motshewa,
Galaletsang Mudongo, Opelo Rankopo, Rina Rapula, Workuu Tegene Solomon,
Kabo Tautona, Josephine Tlale

Brazil: Vera Bonazzi, Elisabete Franco Cruz, Anna Cunha, Maysa Gomes,

Cleiton Euzebio, Amanda Fedevjcyk de Vico, Dulce Ferraz, Emanuelle Goes,
Rodolfo Gomez, Jeniffer Goncalves, Roselane Gongalves, Leila Gottems,
Valdecyr Herdy Alves, Felipe Krykhtine, Maria Eliane Liegio, Lorenza Longhi,
Fernanda Lopes, Elize Massard da Fonseca, Maria Eliane Matao, Rosani Pagani,
Daphne Rattner, Euzi Adriana Rodrigues, Camila Schneck, Valda Fatima Silva,
lara Silveira, Kleyde Ventura Souza, Thais Fonseca Veloso de Oliveira,

Maria Esther Vilela, Paula Viana, Marli Villela Mamede, Vera Xavier,

Nadia Zanon Narchi, Marcele Zveiter

Burkina Faso: Laurentine Barry, Alimata Bationo, Aissétou Belemvire,

Seydou Belemvire, Aicha Boly, Kadidiatou Gnangao, K. Carine Gnangao,

Rosine Compaore/Konkobo, Zéinab Derme, Damatou Diabri, Parfait Guibleogo,
Nadége W. Guiguemde, Honorine Kabre, Pascaline Kiendrebeogo, Laye

Kodjo, Sabine Liliou, Augustine Lompo, Aimée Lompo, Isabelle Minoungou,
Azara Morbiga, Bibata Nacoulma, Mariam Nanema, Emmanuel Neya, Mariam
Nonguierma, Roselyne Oubda, Catherine Quedraogo, Valentine Quedraogo,
Karidia Ouedraogo, Habibou Ouedraogo, Natalie Roos, Wahabou Sanfo, Isabelle
Sanon/Bicaba, Djénéba Sanon/Ouedraogo, Salmata Sanou, Béatrice Sawadogo,
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Edmonde P. Sawadogo, Ramatou Sawadogo, Mariam Tiemtore, Souleymane
Zan, Aoua Zerbo, Georgette Zerbo, Céline Zoubga, Aligueta Zoure

Burundi: Delphine Arakaza, Prosper Bigirimana, Frangois Busogoro,
Georges Gahungu, Fabrice Kakunze, Yolande Magonyagi,
Jeanne Marie Nahimana, Rose Simonne Ndayiziga, Bernadette Nkanira

Cambodia: Sveng Chea Ath Chhay, Rada Ing, Phuong Keat, Sambo Mey,
Sano Phal, Sokun Sok, Rathavy Tung

Cameroon: Hortense Atchoumi, Nicole Eteki, Serge Eyebe Eyebe,
Assumpta Kechia, Samuel Kingue, Emile Mboudou, Francoise Nissack

Central African Republic: Honé Sehuetio Aminata, Yolande Guendoko, Raymond
Goula, Suzanne Onambele, Abdoulaye Sepou, Awa Marie Christine Sepou Yanza

Chad: Garba Aminatou, Gambaye Christine, Dewala Deborah, Djamon Djakissam,
Urbain Djelaou, Mahamat Malloum Fatime, Fatchou Gakaitangou, Dabsou
Guidaoussou, Daniel Guira Dangar, Mariam Issaka, Fatchou Marada,
Nekingalaou Nadjiri, Rostand Njiki, Adjougoulta Vealeto

China: Ning Feng, Ying Liu, Jiong Peng, Chumen Wen
Comoros: Hissani Aboubacar, Mahamoud Said

Congo: Jeannette Biboussi, Bruno Bilombo, Patrick Bondoumbou,

Fabrice Bowamboka, Servais Capo-Chichi, Berthe Dzinga Nguimbi,

Anna Fagot, Tanguy Fouemina, Nazaire Roger Issie, Clautaire Itoua,

Jean Claude Kala, Philippe Kombo, Jean Blaise Koundika, Marie Fanny Lolo,
Jacques Mabiala, Yvette Mavoungou, Michel Mbemba Moutounou,

André Mbou, Gaston Mbou Goubili, Jules Cesar Mokoko, Zéphirin Abel
Moukolo, Joseph Moutou, Henriette Mpassy Tousseho, Virginie Ndzemba,
Jean Pierre Michel Ndzondault, Marcellin Ngambou, Rachel Ngouoni,
Adrienne Nguekele, Victorine Nkala, Justin Ongoyohi, Clémence Otilibili Ngoma,
Paul Oyere Moke, Fabienne Rimteta, Marie Soulie, Bedi Toyo, Marie Gisele
Tsiabola, Yolande Voumbo

Congo, Democratic Republic of the: Esperance Ababa, Désiré Bapitani,
Marcel Baroani, Jean Baptiste Baruani, Blaise Belesi, Marie Rose Bodisa,
Jean Jacques Bosali, Frederick Djunga Pame, Henriette Eke Mbula,
Grégoire Hiombo, Ambrockha Kabeya, Céline Kanionga, Rachel Kaswera,
Augustin Kiyoyo Belo, Jean-Pierre Lokonga, Louis Lubieno, Raymond Lufwa,
Scolastique Mahindo, Nicasie Matoko, Victorine Mbadu, Rose Menga,
Jean Pierre Moucka, Epiphanie Ngumbu, Pierre Ntumba, Guy Rammazani,
Maurice Tingu Yaba, Beatrice Tshiala, Yvette Tshund'olela, Wivine Yenga

Cote d'lvoire: Eliane Abhé Gnangoran, Laetitia Achi, Evelyne Akaffou,

Boa Akandan Edith, Virginie Akunin, Danho Simplice Anongba, Djénéba Boro,
Camara D, Anongba Danho Simplice, Abhe Gnangoran Eliane, Adou Hervé,
Dibo Amany Essam, Antoinette Kansah, Victor Kassi, Isabelle Akoua Koffi,
Seidou Koné, Privat Kouakou, Christine Kouakou, Alphone Kouakou Kouamé,
Hortance Kouamé, Arthur Kouamé, Kouakou Raymond Kouamé,

Amadou Ouattara Liagui, Dia Loukou, Koné Mamadou, Messo Ménin,

Boston Mian, Affoué N'Guessan, Antoinette N'Guessan née Quattara Tiékhou,
Hortense N'Guessan née Quattara, Benjamin Nambala, Rosalie N'Zi,
Philomeéne Oulai-Bamba, Soumahoro Oulai, Geneviéeve Saki-Nekouressi,
Essiagne Daniel Sess, Kadidia Sow, Degny Toghé Ida Anon née,

Kadidia Touré-Coulibaly, Anna Touré-Ecra, Christiane Welfens-Ekra,

Ignace Yao, Bi Zehoua Yougoné

Djibouti: Assia Mola Ali, Kaltoum Houmed Asso, Rayana Bou Haka,
Aicha Djama, Oubah Hassan Farah, Mariam Mohamed Kamil,
Fato Mohamed Kassim
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Egypt: Amal Abd El Hay, Ehab El Beltagi, Hala El Hennawy, Samia Fargaly,
Magdy Khaled, Kawthar Mahmoud, Mohga Metwally, Mohamed Nour El Din,
Sherin Saad, Kaima Said, Yasser Salah, Adel Shakshak, Alaa Sultan

Eritrea: Yordanos Mehari, Assefash Zehaie

Ethiopia: Ruman Abdurashid, Samuel Aberham, Azeb Admassu, Feven Alazar,
Assamenew Assefa, Miftah Awei, Aster Berhe, Asmare Demilew,

Mintwab Gelagay, Gebreamlak Gidey, Yezabinesh Kibe, Dorothy Lazaro,
Tesfaye Negewo, Alemnesh Tekleberhan, Luwam Teshome, Aster Teshome,
Elizabeth Wildeys, Zalalem Woubshet, Hiwot Wubshet

Gabon: Noelle Avomo, Aboubacar Inoua, Stoelle Patricia Keba, Olga Mavoungou,
Chantal Mbodi, Justine Mekui Ella, Jean Francois Meye, Mireille Nkoa, Kévine
Leila Nzinga, Serge Yaya

Gambia: Alieu Jammeh, Bakary Jargo, Alhagie Kolley

Ghana: Mary Nana Ama Brantuo, Gladys Brew, Evans Danso, Fredrica Hanson,
Joyce Jetuah, George Kumi Kyeremeh, Philomina Wooley

Guatemala: Daniel Frade, Alejandro Silva

Guinea: Binta Bah, Halimatou Bah, Jean-René Camara, Moussa Kantara
Camara, Marie Conde, Adama Manyan Condé, Aissatou Condé, Apolinaire
Delamou, Saliou Dian Diallo, Mohamed Faza Diallo, Houleymatou Diallo, Malal
Diallo, Aboubacar Kaba, Toumany Keita, Enego Koivogui, Mamady Kourouma,
Richard Kpamy, Sory Bantou Oulare, Fatoumata Gnélé Sow, Kadiatou Sy,
Mbemba Traoré, Mohamed Lamine Yansané

Guinea-Bissau: Fernanda Alves, Alfredo Claudino Alves, Beti C., Luis Camala,
Olga Campos, Silvio Coelho Caetano, Alfredo da Costa, Euclides dos Santos,
Maria Aramatulai Injai, Agostinho Mbarco Ndumba, Augusto Viegas,
Hamilton Viera Ferreira

Haiti: Ramiz Alakbarov, Amaida Augustin, Lourdes Belotte, Jean-Claude
Cadet, Gilles Champetier de Ribbes, Marie Lucie Chaudry, Kettely Chevalier,
Gislhaine D’Alexis, Nadege Daudier Denis, Evelyne Degraff, Ralph Dougé,
Jacques Dulaurier, Florence Duperval Guillaume, Luterse Dupont, Marie
Sheyla Durandisse, Jean Fanelise, Reynold Grand-Pierre, Jules Grand-Pierre,
Maguie Philistin Guerrier, Joseph Herold, Patrice Honoré, Lucito Joanis,

Erica Laforest, Claire Nicole Lebrun, Fritz Louis Andre Michel, Paul Madianite,

André Megie, Mona Metellus, Gadener Michaud, Stéphane Michel, Fritz Moise,

Rose Myrtha Evenou, Ginette Riviére, Jean-Louis Robert, Ifrene Rodeny,
Marie Josée Salomon, Edvard Tassy, Youseline Telemaque, Yves Thermidor,
Mireille Tribier, Jean-Baptiste Vardine, Ernst Viel, Valerio Vital-Herne,
Henri-Claude Voltaire

India: Rashmi Asif, Ashok Agarwal, Dinesh Agarwal, Malalay Ahmadzai,
Mohammad Ahsan, Rajni Bagga, Arun Bala, Himanshu Bhushan, Manju
Chhugani, Dipa Nag Chowdhary, Bandana Das, P. Princy Fernando,

Paul Francis, Medha Gandhi, Sandhya Ghai, Sunanda Gupta, Sukhwinder
Kaur, Utplakshi Kaushik, Fareha Khan, Aparna Kundu, Josephine Littleflower,
Frederika Meijer, Merlin, Madhuri Narayanan, Navita, Anchita Patil, Avinash K.
Rana, Surekha Sama, Sheila Seda, Manju Shukla, Leila Caleb Varkey

Indonesia: Ms Deri, Rustini Floranita, Ms Hani, Ms Hayati, Elvira Liyanto,
Trini Nurwati, Emi Taufik

Iraq: Wafa Abbas, Radouane Belouali

Kenya: Batula Abdi, Annie Gituto, Margaret Kinyanzwii, Shiphrah Kuria,
Joyce Lavussa, Louisa Muteti, Tabitha Mwangi, Agnes Nakato, Dan Okoro,
Geoffrey Okumu, Zahida Qureshi

Korea, Democratic People’s Republic of: Nazira Artykova, Fatima Gohar,
Sathyanarayana Kundur

Kyrgyzstan: Aigul Boobekova, EInura Boronbaeva, Kuban Monolbaev,
Asel Orozalieva, Tatiana Popovitskaya, Nurgul Smankulova, Nurida Umetalieva,
Bermet Usupov

Lao People’s Democratic Republic: Anna af Ugglas, Kaisone Chounlamany,
Sengmany Khambounheuang, Eunyoung Ko, Alongkone Phengsavanh,
Bounnack Saysanasongkham, Kopkeo Souphanthong, Somchanh Xaysida

Lesotho: Masechaba Moru, Thabelo Ramatlapeng

Liberia: Emilia Ayenaniz, Lucy Barh, Harriett Dolo, Musu Duworko,

Musu Duworko, Comfort J. Gebeh, Cuallau Jabbeh-Howe, Yanquah Kargbo,
Douboi G. Korkoyeh, Vachel Lake, Esther K. Lincoln, Maybe Garmai Livingstone,
Nancy E. R. Masaline, Snoyonoh Miller, Cecelia Morris, Nancy T. Moses,

Rex Moses, John Mulbah, Veronica Neblett Siafa, Salat A. Norris,

Helena L. Nuahn, Linda Q. Nyansaiye, Tolbert Nyenswah, Philderald Pratt,
Angela J. Sawyer, Marion Subah, Bentoe Zoogley Tehoungue, Mary W. Tiah,
Anita S. Varney, Dina Wah Kapel, Shelly A. Wright, Anna K. Yse, Aliesa A. Zezay

Madagascar: Nivo Andriamampianina, Edith Boni Ouattara, Ginette Josia
Rabefitia, Claire Raharinoro, Evelyne Raherivololona, Heritiana Rakotoson,
Haingo Ramananjanahary, Mamihanitra Ramangakoto, Vallyne Rambeloson,
Claudine Lala Ramiandrazafy, Herlyne Ramihantaniarivo, Masy Harisoa
Ramilirijaona, Alain Gervais Ramorasata, Albert Randriamiaramanana,
Oméga Ranorolala, Haingolalao Rapatsalahy, Tatavy Amélie Rasoaniaretana,
Dolorés Rasolompiakarana, Edwige Ravaomanana, Stella Ravelonarivo,
Marie Georgette Ravoniarisoa, David Rosivel Ravoniarison

Malawi: Sheilla Bandazi, Harriet Chanza, Lilian Chimkono, Mable Chinkhata,
Grace Hiwa, Felistas Kanthiti, Harriet Kapyepye, F. Kathiti, Hlalapi Kunkeyani,
Linily Linyenga, Address Malata, Robert Mangwiro, Griffin Matemba,

Rose Mazengera, Pilirani Msambati, Jasintha Mtengezo, Bettie Namale,
John Nepiyala, Dorothy Ngoma, Gelian Nkhalamba, Flemmings Nkhandwe,
Ann Phoya, Rose Wasili

Mali: Diouma Camara, Magassi Coulibaly, Sadio Diarra, Bocar Almodjine
Djiteye, Benoit Karambiri, Fatoumata S. Maiga, Diahara Maiga

Mauritania: Ould Mohamed Ahmedou, Thierno Ousmane Coulibaly,
Mint Moulaye Fatimetou, Bellahi Marieme, Diagne Marieme,

Ould Eleyatt Mohamed, Ould Ahmedou Mohamed Lemine,
Mohamed Boubacar Ould Abdel Aziz

Mexico: Amalia Ayala, Laura Cao, Javier Dominguez, Ricardo Garcia,
Araceli Gil, Guadalupe Hernéandez, Juana Jiménez, Guadalupe Landereche,
Hilda Reyes, Maricruz Romero, Matthias Sachse, Maria Eugenia Torres,
Miriam Veras

Morocco: Wafae Abddain, Laila Acharai, Lakhdar Amina, Drissia Anbouri,
Bouchra Asarag, Alaoui Asmae, Aicha Ben Baha, Najat Baloui,

Ouafae Belayachi, Moumena Benamar, Menana Boukalouche,

Nisrine Bourfoune, Mouna Boussefiane, Lantry Chafika, Ahmed Chahir,
Nisrine El Mabrouk, Jamila El Mendili, Sanae El Omrani, Sabah El Ouazzani,
Rachida Fadil, Khadija Habibi, Touria Harizi, Souad Khachani, Malika Khayri,
Aniss Lakhal, Bouchra Lambarek, Mohammed Lardi, Lhou Lioussfi,

Hanane Masbah, Jabal Samira, Arhmad Soukayna, Mohammed Okhouya,
Chaimae Rhiat, Khadija Sabbane, Malika Tibhiri, Cherifa Yahmi

Mozambique: Munira Abda, Gizela Azambuja, Cidalia Baloi, Ana Lurdes Cala,
Alicia Carbonell, Paulino Cassoceira, Marcelle Diane Claquin, Ana Maria Dai,
Pilar de la Corte Molina, Aicha Issufo, Manuel Macebe, Maria Olga Matavel,
Moisés Mazivila, Adelaide Mbebe, Luisa Panguene, Norton Pinto,

Deolinda Sarmento, Mohin Sidat, Daniel Simone, Otilia Tualufo

Myanmar: Than Aye, Hla Hla Aye, Tin Maung Chit, Charlotte Sigurdson
Chveistiansen, Nyunt Nyunt Han, Nang Khin Hla, Htay Htay Hlaing, San San
Hlaing, Thinn Thinn Hmway, Hlaing Hlaing Htay, Kyu Kyu Khin, Nwe Nwe Khin,
Khin Mar Kyi, Ohnmar Kyi, Su Su Lin, Hnin Hnin Lwin, Molly, Hsu Mon Aung,

Ohn Ohn Mya, Yin Mya, Khin Aye Myint, Theingyi Myint, Phone Myint, Moe New,
Pale Ou, Sanda, Myint Myint Than, Mya Thida, Khin Thida, Sarabibi Thuzarwin,
Hla Mya Thway Einda, Khaing New Tin, Khin Myo Win, New Ni Win, Aye Su

Su Win, Myo Yarzar

Nepal: Kiran Bajracharya, Ischworid Devi Shrestha, Kerstin Erlandsson,
Neera Thakur, Meera Thapa Upadhyay
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Niger: Tchima Aboubakar, Yacouba Ali, Laouali Ali, Chaibou Aminatou, Yaroh
Asma Gali, Adamou Balkissa, Adambé Bintou, Boubacar Bobaoua, Altiné Bouli,
Abdourahamane Brah, Siddo Moumouni Daouda, Amoul Kinni Ghaichatou,
Amadou Halimatou, Adamou Haoua, Maman Sani Hassane, Moussa Hassane,
Chaibou Ibrah, Adamou Kadi, Sadou Karidio, Abdoulwahab Karimatou, Yayé
Katanga, Ibroh Kouboura Abba Moussa, Amadou Mariama, Mariama Pascal,
Abdoul Rachid Fatima, Awal Ramatou, Ibrahim Ramatou, Alhassane Safia,
Maimouna Saidou, Guédé Salamatou, Zeinabou Saley, Ibrahima Souley,
Mariko Souleymane, Gaoh Zaharatou, Oumarou Zaratou, Lancina Zeinabou

Nigeria: Aishatu Abubakar, Fred Achem, Gbenga Adelakin, Bose Adeniran,
Olusegun Adeoye, Rose Samuel Aghi, Chris Aghogoroma, Uduak Akpan, Enema
Job Amodu, Emilene Anakhuekha, Ronke Atamewalen, E. C. Azuike, Remi
Bajomo, S.A. Bennibor, Ruth Bosede Daniel, Jean Damascene Butera, Dashe
Dasogot, Oluloyo Ebenezer, Margaret Edison, E.A. Emedo, Omoru A. Eseagwu,
Flora Etim, Tolu Fakeye, Tokumbo Farayi, Ayikobi Fatimah, Fagbamigbe O.
Johnson, Shakuri Kadiri, Lanem Law Kuma, Fasehun Luther-King, Zainab T.
Mahood, Fatima Farra Mairami, Philip Momah, Larry Obi Nwaka, Esther Obinya,
Ansa Ogu, Bridget Okeke, V.0. Okinrolabu, Moji Okodugha, Bolaji Oladejo,
Oluwadamilola Olaogun, Seyi Olujimi, A. 0. Osuntogun, Taiwo QOyelade,
Olusegun Oyeniyi, Rabiatu Sageer, Tunde Segun, Garba Sufianu, Joy Ufere,
Jonathan Unutaro, Alheri Yusuf, Deborah Yusuf

Pakistan: Jamil Ahmed, Nabeel Akhter, Nighat Durrani, Samia Hashim,
Syed Yasir Hussain, Zafar Ikram, Humaira Irshad, Rafat Jan, Zareef Khanza,
Fehmida Kousar, Arusa Lakhani, Najma Lalji, Mushtag Memon, Clara Pasha,
Najeeb Rehman, Hidayat Ullah, Wasim, Farzana Zulfigar

Papua New Guinea: Thelma Ali, Julie Dopsie, Gilbert Hiawalyer, Mary Kililo,
Ornella Lincetto, Nina Pangiau, Jessica Yaipupu, Carmen Yakopa

Peru: Gracia Subiria

Rwanda: Gloriose Abayisenga, Ferdinand Bikorimana, Pandora Hardtman,
Marie Lyesse Iribagiza, Marie Claire Iryanyawera, Jean Marie Mbonyintwali,
Maria Mugabo, Juliet Mukankusi, Josephine Murekezi, Daphrose Nyirasafali,
Marie Chantal Umulisa, Jovia Umuriza, Agnes Uwayezu, Marie Chantal Uwimana

Sao Tome and Principe: Sonia Afonso, Jose Manuel Carvalho, Maria Elizabeth
Carvalho, Pascoal D'Apresentagao, Yonelma Daio, Maria Quaresma Dos Anjos,
Natercia Fernandes, Guldier Afonso Malicia

Senegal: Ndeye Amy Ndiaye Bathily, Binta Demba Sarr Athie, Arame Ndiaye
Camara, Marie Francaoise Carvalho, Bocar Mamadou Daff, Boureima Diadie,

El Hadji Diagne, Ndeye Fatou Ndiaye Diaw, Mariama Dieng, Seyni Konte Diop,
Amassaid Diop, Cheikh Bamba Diop, Virginie Diouf, Ibrahima Soukendela Diuof,
Codou Fall, Marieme Fall, Sophie Diop Fall, Elhadj Ousseynou Faye, Marieme

Ba Gueye, Maimouna Seck Haidara, Heenghee, Selly Kane Wane, Christine
Klauth, Mamadou Selly Ly, Maguette Mbaye, Goto Mino, Aissatou Gueye Ndecki,
Nogoye Thiam Ndiaye, Madeleine Ndiaye Bocandé, Symphorien Ndione,

Laty Gueye Ndoye, Doudou Sene, Fatim Tall, Fatou Toure
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ANNEX 1: GLOSSARY

Acceptability (of health services): Dimension of the right to
health, which requires that all health facilities, goods and
services must be respectful of medical ethics and culturally
appropriate, as well as sensitive to gender and life-cycle
requirements [1].

Acceptability (of the health workforce): The characteristics
and ability of the workforce to treat everyone with dignity,
create trust and enable or promote demand for services [2].

Accessibility (of health services): Dimension of the right

to health, which requires that health facilities, goods and
services are accessible to everyone within the jurisdiction
of the State Party. Accessibility has four overlapping dimen-
sions: non-discrimination; physical accessibility; economic
accessibility (affordability) and information accessibility [1].

Accessibility (of the health workforce): The equitable access
to health workers, including in terms of travel time and
transport, opening hours and corresponding workforce
attendance, whether the infrastructure is disability-friendly,
referral mechanisms and the direct and indirect cost of
services, both formal and informal [2].

Accreditation: A process designed to confirm the education-
al quality of new, developing and established education and
training programmes. It is usually carried out by peer/third-

party review against established standards/outcomes [3].

Association (or College): An organized body of persons
engaged in a common professional practice, sharing infor-
mation, career-advancement objectives, in-service training,
advocacy and other activities. It usually defends the inter-
ests of the profession and the professionals, but is not a
union.

Auxiliary midwife: A health worker assisting in the provi-
sion of maternal and newborn health care, particularly dur-
ing childbirth, who possesses some of the competencies in
midwifery but is not a fully qualified/licensed midwife. In the
latest International Standard Classification of Occupations
(ISCO-08), these are also referred to as midwifery associate
professionals [4].

Auxiliary nurse-midwife: A health worker assisting in the
provision of maternal and newborn health care, particularly
during childbirth but also in the prenatal and post-partum
periods, who possesses some of the competencies in mid-
wifery but is not a fully qualified/licensed nurse-midwife.

Availability (of health services): Dimension of the right to
health that requires functioning public health and health-
care facilities, goods and services, as well as programmes
in sufficient quantity [1].

Availability (of the health workforce): The sufficient supply
and stock of health workers, with the relevant competencies
and skill mix that correspond with the health needs of the
population [2].

Community health worker (CHW): According to the WHO
definition, community health workers should be members

of the communities where they work, should be selected by
the communities, should be answerable to the communities
for their activities, should be supported by the health sys-
tem but not necessarily a part of its organization, and have
shorter training than professional workers [5].

Council, Board, Order or Ordem: A regulatory institution
responsible for the registration and licensing of profession-
als, enabling them to practise, while overseeing their pro-
fessional conduct and ensuring the ethics of the profession.
Usually accredits educational institutions and programmes,
sometimes in collaboration with the government or other
bodies. It may be government-led, professional-led or
mixed. It normally defends patients’ interests.

Efficiency: The capacity to produce the maximum output
for a given input [6].

Emergency obstetric and neonatal care facilities, basic
(B-EmONC): Peripheral health facilities with maternity and
newborn services that have practised in the past three
months all seven basic signal functions: parenteral admin-
istration of antibiotics, anticonvulsants, oxytocics, manual
removal of placenta, manual vacuum aspiration for retained
products, assisted instrumental delivery by vacuum extractor,
and newborn resuscitation with mask. The functions include
stabilization of mothers and newborns with complications
before and during transfer to a higher-level hospital [7].

Emergency obstetric and neonatal care facilities, compre-
hensive (C-EmONC): Health facilities with maternity ser-
vices that have practised in the past three months all seven
B-EmONC signal functions listed above plus two additional
signal functions: emergency surgery (caesarean section)
and safe blood transfusion (can also include advanced
newborn resuscitation) [7].

Equity (in health): The absence of systematic or potentially
remediable differences in health status, access to health
care and health-enhancing environments, and treatment in
one or more aspects of health across populations or popula-
tion groups defined socially, economically, demographically
or geographically within and across countries [6].

Licensing: Generally involves conferring upon an individual
a licence to practise their particular health-care profession.
Many countries do not distinguish between licensing and
registration (see definition below) and both may be partial/
temporary/ conditional in certain circumstances (for instance,
newly qualified professionals in some countries) [3].

Millennium Development Goal (MDG): Eight MDGs were
adopted by world leaders at the Millennium Summit at the
United Nations in 2000, with the global aim of reaching
equitable development by 2015. MDG 4 is to reduce the
under-5 mortality rate by two thirds of its 1990 value. MDG
5 is to improve maternal health by reducing the maternal
mortality ratio by three quarters of its 1990 value by 2015
(Target 5A). The proportion of births attended by skilled
health personnel is used as an official indicator of this tar-
get. In 2005 the international community added a second
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GLOSSARY (continued)

target to MDG 5 (Target 5B): to achieve universal access to
reproductive health by 2015. MDG 6 is to combat HIV/AIDS,
tuberculosis, malaria and other infectious diseases [8].

Maternal and newborn health (MNH): The health of women
during pregnancy, labour, childbirth and the post-partum
period, as well as the health and survival of the foetus
during labour and the newborn within the first few hours
and days, a period during which the newborn is mostly
cared for by a professional birth attendant (and in privi-
leged circumstances by a neonatologist). This operational
definition differentiates newborn health from neonatal
health, which spans the period from birth to the end of the
fourth week after birth, and is in accordance with the H4+
(UNAIDS, UN Women, WHO, UNFPA, UNICEF and the
World Bank) consensus.

Midwife: The report uses the term “midwife” to include
those health professionals who are educated to undertake
the roles and responsibilities of a midwife regardless of
their educational pathway to midwifery, whether direct-
entry or after basic nursing.

This definition is aligned with the recommendations and
position statements of the International Confederation of
Midwives and the International Council of Nurses.

ICM defines a midwife as: A person who, having been regu-
larly admitted to a midwifery educational programme, duly
recognized in the country in which it is located: has success-
fully completed the prescribed course of studies in midwifery
that is based on the ICM Essential Competencies for Basic
Midwifery Practice and the framework of the ICM Global
Standards for Midwifery Education; has acquired the requi-
site qualifications to be registered and/or legally licensed to
practise midwifery and use the title “midwife”; and demon-
strates competency in the practice of midwifery [9].

Midwifery: Encompasses the health services and health
workforce needed to support and care for women and
newborns during pre-pregnancy, pregnancy, labour, and
the post-partum/postnatal period.

It includes: measures aimed at preventing health problems
in pregnancy, the detection of abnormal conditions, the
procurement of medical assistance when necessary, and
the execution of emergency measures in the absence of
medical help [10].

Midwifery workforce: The health professionals whose
primary function includes health services provided to
women during pregnancy, labour and birth, as well as
post-partum care for mothers and newborns. The definition
includes midwives and others competent in the practice of
midwifery, such as nurse-midwives and doctors with rel-
evant competence (and in certain countries, auxiliary nurse
midwives). These professionals are also referred to as
skilled birth attendants [11].

Midwife-led maternity unit: Birth centres that are staffed
and managed by midwives [12].

Minimum guaranteed benefits package: In the context of
this report, this refers to a set of health services that a

206 THE STATE OF THE WORLD’S MIDWIFERY 2014

government has committed itself to making available to all,
free at the point of access. It can also be called an essential
health package, which, in a low-income country, consists of
a limited list of public health and clinical services which will
be provided at primary and/or secondary care level [13].

Nurse-midwife: A person who is legally licensed/registered
to practise the full scope of nursing and midwifery in his/her
country [14].

Quality (of health services): Dimension of the right to
health, which requires that health facilities, goods and
services must be scientifically and medically appropriate
and of good quality [1].

Quality (of the health workforce): The competencies,

skills, knowledge and behaviour of the health worker
assessed according to professional norms and as perceived
by users [2].

Registration: Generally refers to the process of enrolling
with a professional regulatory body following graduation
from an accredited programme. Many countries do not
distinguish between registration and licensing, but some
do and a licence to practise may be issued by a separate
authority, particularly in countries where the processes
are managed at subnational level. Both licensing and
registration may be partial/temporary/conditional under
certain circumstances (for instance, newly qualified
professionals in some countries) [3].

Regulation: Act of controlling professional practice in accor-
dance with laws, policies and standards, and ethics. It can
apply to education, practice, management of the profession,
career advancement, etc.

Sexual, reproductive, maternal and newborn health (SRVINH):
Health services provided in the continuum of care, from
information, education and counselling on human sexuality

to antenatal, safe delivery and post-natal care, as defined in
the ICPD Programme of action, 1994 [15].

Skilled birth attendant: Defined by the WHO as an accredit-
ed health professional — such as a midwife, doctor or nurse
— who has been educated and trained to proficiency in the
skills needed to manage normal (uncomplicated) pregnan-
cies, childbirth and the immediate postnatal period, and in
the identification, management and referral of complica-
tions in women and newborns [16].

Skills: Abilities learned through training or acquired by
experience to perform specific actions or tasks, usually
associated with individual tasks or techniques, particularly
requiring the use of the hands or body.

Union: A form of professional association that can include
more than one type of health worker, generally independent
of government, whose purpose is to defend the interests of
the workers. In some countries the professional association
is called a union.

Vulnerable: Vulnerable groups, usually women, children
and elderly people, are associated with poverty, but vulner-
ability can also arise when people are isolated, insecure and
defenceless in the face of risk, shock or stress [17].
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ANNEX 2: GENERAL METHODOLOGY

This Annex describes how the SoWMy 2014 study was designed
and conducted.

ICM, UNFPA and WHO co-chaired the development and launch of
the SoWMy 2014 report, with UNFPA and WHO coordinating on
behalf of the H4+ agencies (UNAIDS, UNFPA, UNICEF, UN Women,
the World Bank and WHO).

ICS Integrare, a UNFPA Implementing Partner, managed the
research, writing, production and launch of the report, with research
support from the University of Southampton (UK) and the University
of Technology, Sydney (Australia). The Averting Maternal Death and
Disability programme at the Mailman School of Public Health, ICM,
Jhpiego, an affiliate of Johns Hopkins University (USA), the World
Bank and WHO provided additional technical contributions.

Methods

Overall design
There were two strands to the primary data collection:

(1) a self-completion questionnaire to collect quantitative data on
selected indicators, distributed to each of the 75 countries;

(2) a full-day deliberative workshop of national stakeholders
and experts. It was recommended that all 75 countries hold
a workshop.

The aim of the questionnaire was to elicit quantitative data on key
indicators relating to the midwifery workforce and SRMNH services.
The questionnaire was based on that used for the 2011 report, with
key questions repeated to enable analysis of change over time in
the 58 countries invited to take part in both surveys. It was amended
to address lessons learned during the 2011 study, and to include a
stronger focus on the size and structure of the midwifery workforce,
as well as the key related issues of education, regulation and
association and health service infrastructure.

The aim of the workshop was to engage national stakeholders and
experts to identify barriers to effective coverage of SRMNH care,
and to identify potential solutions to these barriers, by collecting
qualitative data to inform the identification of success stories and
future strategies to strengthen SRMINH care.

Ethical approval

Ethical approval was obtained from the research ethics committee
at the University of Southampton. Particular attention was paid to
methods of ensuring that participants were able to give informed
consent to taking part in the workshops and that, having done so,
steps were taken to avoid harm resulting from participation, e.g.
by not making audio or video recordings, by asking participants to
sign up to “Chatham House rules” and by giving participants the
opportunity to view the workshop report before it was submitted
to the research team. Those contributing to the self-completion
questionnaire were asked to state whether or not they wanted their
participation to be acknowledged in the final report.

Data collection: self-completion questionnaire

The questionnaire was developed through an iterative feedback
process involving the core research team and members of the core
group. Reference was made to international policy documents and
agreed research and analysis frameworks. Information needs were
balanced against the need to make the process manageable for
respondents.
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French and Spanish translations of the original English language
questionnaire were also produced.

UNFPA and WHO distributed the self-completion questionnaire and
the workshop guidance to their country representatives in each

of the 75 countries, and nominated a lead technical midwifery/
SRMNH advisor in each country as the focal point in each country.
The focal points worked with personnel from ministries of health
and education, professional associations, H4+ agencies and other
relevant stakeholders to complete and validate the questionnaire.
Each contributor was named in the completed questionnaire, with
the option of requesting anonymity in the final report.

The questionnaire was also made available as an online tool, in
English, French and Spanish, allowing respondents to enter their
answers online and upload them directly to the analysis team.
Once users submitted their responses, the system generated a
PDF document displaying their answers, allowing contributors to
check and validate the submitted data. A multi-lingual helpdesk
was available to assist users throughout the process.

Data collection: deliberative workshops

The WHO and UNFPA focal points also coordinated with the
ministries of health to convene and host the policy workshops.
They were asked to invite up to 25 participants per workshop, with
participants selected on the basis of their knowledge and expertise
of midwifery/SRMNH services and their potential contribution to
policy dialogue. In practice, participants included representatives of
(amongst others): ministries of health, ministries of education, H4+
agencies, professional associations, civil society, academia, private
sector, women'’s and consumer groups and parliamentarians. A
rapporteur was appointed for each workshop, with responsibility
for taking detailed notes. Workshops were held under “Chatham
House rules”, with participants asked not to attribute comments

to individuals.

The country focal points were provided with a “facilitator’s
handbook” for the workshops, which included written guidance,
template invitations, participant consent forms and a reporting
template.

Data collection: secondary data

Secondary data from published sources were collected on
population, demographics, epidemiology and health service
delivery to inform the modelling on effective coverage (see
Annexes 3 and 4) and the mapping of subnational distributions
of populations, women of reproductive age, pregnancies and
live births (see Annex 6).

Data analysis and reporting

Members of the core group analysed the complete quantitative
and qualitative dataset. Key subject areas analysed included:
alignment between country cadre titles and ISCO classification;
current policy environment; education; gap between designated
and actual EmONC facilities; workforce availability and projections
towards achieving UHC; strength of regulation and professional
associations; broad perspectives; policy actions since 2011; salaries;
workshop reports. A data analysis workshop was convened in
Geneva in March 2014 for the Core Group to present and discuss
their respective findings. These emergent findings informed the
development of the report and its key messages.



ANNEX 3: METHODOLOGY FOR MODELLING EFFECTIVE COVERAGE OF THE
ESSENTIAL INTERVENTIONS FOR SEXUAL, REPRODUCTIVE, MATERNAL AND

NEWBORN HEALTH CARE

“Health interventions cannot be carried out without
health workers” [1]

Health workforce projections are a policymaking necessity [2].
Their purpose in this report, aligned with the WHO framework on
health policy and systems research, is to provide “directional”

and “correctional” scenarios [3] that can inform policy dialogue
and decisions within countries on “what actions need to be

taken in the near future to ensure movement towards achieving
longer-term objectives” [2]. A key element of these actions is the
requirement for further detailed analysis and investigation of the
health workforce and health labour market to account for changing
demographic, economic and health service contexts [4].

The methodology for modelling effective coverage of the 46
essential interventions for SRMNH care [5] builds upon published
papers, tools and guidelines from the World Bank, WHO and others
to inform needs-based workforce planning [4,6-15]. The result is a
snapshot of “met need”, comparable across countries.

“Met need” is defined as: the percentage of a universal SRMNH
benefits package that could potentially be obtained by women
and newborns given the composition, competencies and
available working time of the midwifery workforce* The universal
benefits package in this instance is, at minimum, the 46 essential
interventions. The indicator is calculated as:

Volume of essential SRMNH services that can be provided by
the midwifery workforce (expressed in hours of work)

X 100
Volume of essential SRMNH services required by women

and newborns (expressed in hours of work)

The model — Effective Coverage Modelling (ECoMod) - is a tool to
test scenarios and encourage multi-criteria decision-making [16,17]
in workforce planning for Universal Health Coverage. For each of
the 73 countries that contributed to this report, ECoMod was used
to create baselines and projections, for each year between 2012
and 2030, of met need for the 46 essential interventions. The model
uses self-reported data from countries (collected through the
SoWMy 2014 survey), published secondary sources for population,
demographics, epidemiology and health service delivery data, as
described in Annex 4, and evidence-informed assumptions when
countries reported missing data or “don’t know” (Annex 5). A full
description is available in a separate Working Paper [18].

The model calculates:

1. The annual SRMNH workforce required to deliver universal
coverage (100%) of the 46 essential interventions for SRMNH in
relation to the needs of women and newborns;

2. The annual SRMNH workforce available and competent to
deliver these interventions;

3. The annual SRMNH workforce deficit in relation to the
requirement to meet women’s and newborns' need for SRMNH
services;

4. The impact of alternative scenarios and policy options to
increase “met need”.

*

physicians (generalists), and obstetricians/gynaecologists.

1. Estimating workforce requirements (2012-2030)
The mathematical model follows an adjusted service targets-based
approach. The model is implemented using the following steps:

a. Determining the package of SRMNH services that women
and newborns need. This package is the set of 46 essential
interventions which together cover the continuum of SRMNH
care (pre-pregnancy, antenatal, childbirth and postnatal
health care). These 46 interventions are recommended by the
Partnership for Maternal Newborn and Child Health (PMNCH):
they have an impact on reducing maternal, neonatal and child
mortality; are suitable for delivery in low- and middle-income
countries, and/or settings where minimal essential care is
generally available; and are delivered through the health
sector [5].

b. Quantifying the annual volume of each health-care service
required. The model estimates the total number of contacts,
per year, to deliver each essential intervention to women and/
or newborns based the assumption of universal coverage
(100% of need). Universal coverage is estimated based on key
demographic variables (e.g. number of women of reproductive
age, number of pregnancies, number of live births, each with
urban/rural and sub-national disaggregation, projected over
time) and on available country-specific data on the incidence/
prevalence of conditions associated with the essential
interventions.

c. Converting the annual volume of need into time and workload
indicators of staffing requirements. Evidence-based estimates
of the average time needed by a SRMNH worker to provide
each essential intervention are available from the OneHealth
tool [19]. When average time is multiplied by the total number
of contacts and aggregated across the SRMNH continuum of
care, it provides the total available working time (i.e. workforce
requirement) needed to achieve universal coverage.

2. Estimating workforce availability (2012-2030)

Next, the model calculates, for the years 2012-2030, projections

on the availability of the SRMNH workforce for comparison with
the workforce requirements calculated in section 1. The model
uses self-reported data from the SoWMy 2014 survey. In instances
where a country responded “don’t know"”, data were either
identified from the WHQO'’s Global Health Observatory or defaulted
to evidence-informed modelling assumptions. This is implemented
in three steps:

a. Determining the initial stock and age-distribution of each
SRMNH cadre in the baseline year (2012). The SoWMy 2014
survey requested specific information on the composition, roles
and age of the SRMNH workforce. These data were inputted
into the model.

b. Estimating the changes over time (2013-2030). The model
adopts the standard workforce logic of “stock-and-flow”
[4,20,21]. It includes an advanced mathematical simulation
procedure to calculate, per year, the net number of workers
(full-time equivalents, FTEs) who are actively engaged in

As defined in the glossary, and including associate midwifery/nursing personnel, midwifery/nursing personnel, clinical officers and medical assistants,
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ANNEX 3: METHODOLOGY FOR MODELLING EFFECTIVE COVERAGE OF THE ESSENTIAL INTERVENTIONS FOR
SEXUAL, REPRODUCTIVE, MATERNAL AND NEWBORN HEALTH CARE (continued)

providing SRMNH care. The simulation accounts for the annual
outflows (from voluntary attrition, mortality and retirement)
and the annual inflows (from new graduates entering the
workforce). Total FTEs available per cadre are then converted
into total hours of available working time.

c. Assigning the total hours of available working time to
the provision of essential interventions. WHO guidelines
(OneHealth and Optimize for MNH [22]) provide evidence-
informed analysis of the competencies and roles of the SRMNH
workforce in relation to the essential interventions. These
evidence-based guidelines do not reflect the diversity of task
allocation across and within countries, but are appropriate for
global projections. Roles for each cadre were allocated using a
sequential marginal time allocation procedure:

1. The SRMNH cadres are categorized according to the
essential interventions (1-46) based on the WHO guidelines
for their role and competencies in an integrated health
workforce (from community to primary and specialized
cadres).

2. The annual working time available from each cadre category
(starting at 1 and rising to 46) is allocated on a marginal
basis to match the time requirements for the essential
interventions that this cadre is authorized and competent to
perform. This is done in blocks of 48 hours,* starting with
the first family planning intervention and finishing with
the last postnatal intervention. This allocation procedure is
iterative. Once the first round of time blocks is allocated,
the time allocation starts again from the first intervention
until either the working time requirements are met or the
available working time from the cadre has been allocated.

3. The available working time from each of the other cadres
is then allocated to match the remaining time requirements
not met by the previous category. Crucially, each cadre’s

available working time is allocated in increasing order of
their roles and competencies. In practice, this means that
although a GP could deliver family planning advice, the
GP cadre’s time will only be allocated to this intervention
if the available working time from other cadres in previous
categories (e.g. the midwife cadre) has already been
“spent”.

The procedure outlined above for allocating available working time
is based on the economic principle of “productive efficiency” [23].
This economic principle is adopted within the Optimize 4 MNH
guidelines, and encourages the distribution of tasks (interventions)
across the integrated health workforce in relation to the cadre’s
education, licensing and competencies. Secondly the procedure
assumes that no essential SRMNH intervention is prioritized for
delivery: each intervention is afforded equal weighting.

3. Estimating the workforce surplus/deficit (2012-2030)

The third stage is a straightforward calculation. For each year
between 2012 and 2030, the likely SRMNH workforce deficit in
meeting women'’s and newborns' needs for SRMNH services is
the difference between workforce requirements and the available
working time.

4. Alternative scenarios and policy options

Finally, the model is designed to test scenarios and encourage
multi-criteria decision-making in workforce planning for Universal
Health Coverage. Four scenarios were developed to explore the
impact of alternative policy options: 1) improved family planning
to reduce the annual number of pregnancies and births; 2) the
scale-up of graduate numbers to 2020; 3) efficiency gains in the
existing workforce; and 4) a 50% reduction in voluntary attrition
from the existing workforce. The impact of each scenario on the
available working time and the resulting increase in met need is
then calculated.

* |deally, the marginal time allocation to the essential interventions should be done in blocks of 1 hour, but for computational efficiency a larger unit of time allocation (48 hours) was
used (except for Brazil, China, India and Nigeria, where due to population size blocks of 480 hours were used).
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ANNEX 4: ESTIMATING WOMEN’S AND NEWBORNS’ NEED FOR
THE 46 ESSENTIAL INTERVENTIONS

PRE-PREGNANCY

1. Family planning advice

2. Family planning
methods — delivery

3a. Prevention and
management of STls and
HIV in all WRA: prevention
of STIs and HIV

3b. Prevention and
management of STls
and HIV in all WRA:
management of STls

3c. Prevention and
management of STls
and HIV in all WRA:
management of HIV

4. Folic acid fortification/
supplementation

PREGNANCY

All WRA (i.e. women aged 15-49), one contact
per year.

All WRA who use one of the following

contraception methods: condoms/ pills/

injectables/ IUD/ female sterilization. For each year

y, need is defined for each method as follows:

1. Need for condoms (y) = WRA (y) x (CPR + unmet
need) x condom method mix x 3.

2. Need for pills and injectables (y) = WRA (y)
x (CPR + unmet need) x method mix (pills +
injectables) x 3.

3. Need for IUD = [WRA (y) x (CPR + unmet need)
x IUD method mix] / 5.

4. Need for female sterilization (y) = [WRA (y) —
WRA (y-1)] x (CPR + unmet need) x sterilization
method mix.

All WRA, one contact per year.

All WRA with syphilis, gonorrhoea, chlamydia or
trichomoniasis. For each yeary, calculated as
follows:

1. Need for management of syphilis (y) =
WRA (y) x incidence of syphilis.

2. Need for management of gonorrhoea (y) =
WRA (y) x incidence of gonorrhoea.

3. Need for management of chlamydia (y) =
WRA (y) x incidence of chlamydia.

4. Need for management of trichomoniasis (y) =
WRA (y) x incidence of trichomoniasis.

All WRA needing ART, calculated as follows:
Number of WRA needing ART in 2012 / WRA
in 2012 x WRA (y).

All WRA, one contact per year.

Indicator: Number of WRA (2012-2030).

Source(s): United Nations population database, medium fertility, 2012 revision (available
from: http://esa.un.org/wpp/unpp/panel_indicators.htm).

Indicator: CPR (latest available figure)

Source(s): WHO Global Health Observatory (available from: http://apps.who.int/gho/data/
node.main.531?lang=en).

Indicator: Unmet need for family planning.

Source(s): United Nations Statistics Division, Millennium Development Goals Indicators
(latest year available); WHO Global Health Observatory (latest year available) (available
from http://unstats.un.org/UNSD/MDG/Data.aspx); DHS StatCompiler (available from:
http://www.statcompiler.com/); Partnership in Action 2012-2013 Report (available from:
http://www.familyplanning2020.org/images/content/documents/FP2020_Partnership_in_
Action_2012-2013.pdf); Angola, Botswana: Alkema L, Kantorova V, Menozzi C, Biddlecom
A. National, regional, and global rates and trends in contraceptive prevalence and
unmet need for family planning between 1990 and 2015: a systematic and comprehensive
analysis. Lancet 2013; 381:1642-52.

Indicator: Prevalence of contraceptive method mix.

Source(s): Seiber E, Bertrand J, Sullivan T. Changes in contraceptive method mix in
developing countries. International Family Planning Perspectives 2007; 33(3). (available
from: http://www.guttmacher.org/pubs/journals/3311707.pdf).

Note: Information in this source for our purposes is only available for the following
methods: [UD/ pill/ injectable/ condom/ female sterilization. Implants are apparently
excluded from method mix because they account, across countries, for less than 1%
of all contraception methods.

Indicator: Number of WRA (2012-2030).

Source(s): United Nations population database, 2012 revision (available from: http://esa.
un.org/wpp/unpp/panel_indicators.htm).

Indicator: Incidence of STls in WRA.

Source(s): WHO. Global incidence of selected curable sexually transmitted infec-
tions by region. Geneva: WHO, 2008 (available from: http://apps.who.int/iris/bitstre
am/10665/75181/1/9789241503839_eng.pdf?ua=1).

Indicator: % of WRA needing ART (number of adults needing ART x % of HIV positive
adults who are women).

Source(s): Number of adults needing ART (available from: http://www.unaids.org/en/data-
analysis/datatools/aidsinfo/); some countries” individual sources; % of HIV positive adults

who are women (number of female adults who are HIV positive / number of all adults who
are HIV positive) from UNAIDS AIDSinfo database (available from: http://www.unaids.org/
en/dataanalysis/datatools/aidsinfo/); some countries” individual sources.

5. lIron and folic acid
supplementation

6. Tetanus vaccination

7a. Prevention and
management of malaria
with insecticide-treated
nets and antimalarials:
prevention

All PW, one contact per year.

All PW, one contact per year.

All PW living in areas of high malaria transmission,
calculated as follows:

Need for prevention of malaria (y) = PW (y) x %
population in the country living in areas of high
malaria transmission.

Indicator: % population living in high malaria transmission areas (number of people liv-
ing in high risk areas (or if not available, used living in active foci)/total population).

Source(s): WHO. Annex 6A of the World Malaria Report 2013. Geneva: WHO, 2013
(available from: http://www.who.int/malaria/publications/world_malaria_report_2013/en/).

ANC=antenatal care; ART=antiretroviral therapy; CPR=contraceptive prevalence rate; I[UD=intrauterine device; PMTCT=preventing mother to child transmission;
pPROM=pre-term premature rupture of membranes; PW=pregnant women; STIs= sexually transmitted infections; WRA=women of reproductive age.
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ESTIMATING WOMEN’S AND NEWBORNS’ NEED FOR THE 46 ESSENTIAL INTERVENTIONS (continued)

PREGNANCY (continued)

7h. Prevention and
management of malaria
with insecticide-treated
nets and antimalarials:
management

8a. Prevention and
management of STls (as
part of ANC): prevention
of STIs and HIV

8h. Prevention and
management of STls
(as part of ANC):
management of STls

8c. Prevention and
management of STls
(as part of ANC):
management of HIV

9. Calcium supplementation
to prevent hypertension

10. Interventions for
cessation of smoking

11a. Screening for and
treatment of syphilis:
screening

11b. Screening for and
treatment of syphilis:
treatment

12+13: Antihypertensive drugs
to treat high blood
pressure (including
low-dose aspirin
to prevent
pre-eclampsia)

14. Magnesium sulphate
for eclampsia

All PW with presumed and confirmed malaria,
calculated as follows:

Need for malaria management (y) = PW (y) x
incidence of presumed and confirmed
malaria cases.

All PW, one contact per year.

All PW with gonorrhoea, chlamydia or trichomoni-
asis (note syphilis is addressed separately below).
For each yeary, calculated as follows:

1. Need for management of gonorrhoea (y) =
PW (y) x incidence of gonorrhoea.

2. Need for management of chlamydia (y) =
PW (y) x incidence of chlamydia.

3. Need for management of trichomoniasis (y) =
PW(y) x incidence of trichomoniasis.

All PW needing ART to avoid mother-to-child

transmission, calculated as follows:

Need for management of HIV (y) = % (number of
pregnant women needing ART for PMTCT in 2012/
PW in 2012) x PW (y).

All PW, one contact per year.

All PW who smoke, calculated as follows:

Need for smoking cessation interventions (y) =
PW x prevalence of smoking in women aged
over 15 years.

All PW, one contact per year.

All PW with syphilis. For each year y, calculated
as follows:

1. Need for management of syphilis (y) =
PW (y) x incidence of syphilis.

All PW with raised blood pressure and all PW with
pre-eclampsia, calculated as follows:

Need for antihypertensive drugs (y) =
[WRA x (incidence of pre-eclampsia)] + [live births
x (incidence of pre-eclampsia)].

All PW with eclampsia and pre-eclampsia,
calculated as follows:

Need for magnesium sulphate (y) = live births x
(incidence of eclampsia + incidence of
pre-eclampsia).

Indicator: Incidence of resumed and confirmed malaria cases in PW, (Number of
presumed and confirmed malaria cases/Total United Nations population estimates).

Source(s): WHO. Annex 6A of the World Malaria Report 2013. Geneva: WHO, 2013
(available from: http://www.who.int/malaria/publications/world_malaria_report_2013/en/).

Indicator: Incidence of STIs in PW.

Sources(s): WHO. Global incidence of selected curable sexually transmitted infec-
tions by region. Geneva: WHO, 2008. (available from: http://apps.who.int/iris/bitstre
am/10665/75181/1/9789241503839_eng.pdf?ua=1).

Indicator: % of HIV positive PW needing effective ART for PMTCT.

Source(s): For Africa: USAID AIDSinfo (available from: http://www.unaids.org/en/data-
analysis/datatools/aidsinfo/ );

For other regions: UNAIDS. Global Report: UNAIDS report on the global AIDS epidemic
2013. (available from: http://www.unaids.org/en/media/unaids/contentassets/documents/
epidemiology/2013/gr2013/UNAIDS_Global_Report_2013_en.pdf); Some countries’ indi-
vidual sources.

Note: Where value is <500 or <1000, 500 and 1000 values were assumed, respectively;
where value is not available for country, the following data were used: HIV positive PW
needing ART for PMTCT {region} x (HIV infected females {country}/ HIV infected females
{region}).

Indicators: Current smoking of any tobacco product (age-standardized rate), all females

Source(s): WHO Global Health Observatory (available from: http://apps.who.int/gho/data/
node.main.1250?lang=en).

Note: If no data were found for a particular country, used WHO regional average for the
countries in the dataset.

Indicator: Incidence of syphilis in PW.

Sources(s): WHO. Global incidence of selected curable sexually transmitted infec-
tions by region. Geneva: WHO, 2008 (available from: http://apps.who.int/iris/bitstre
am/10665/75181/1/9789241503839_eng.pdf?ua=1).

Indicator: Incidence of high blood pressure and pre-eclampsia in PW.

Source(s): Dolea C, AbouZahr C. Global burden of hypertensive disorders of pregnancy in
the year 2000. Evidence and Information for Policy. Geneva: WHO, 2003 (available from:
http://www.who.int/healthinfo/statistics/bod_hypertensivedisordersofpregnancy.pdf).

Note: Only half of all hypertensive disorders presented in Table 6.1 in the reference
paper were considered for the analysis.
Indicator: Incidence of pre-eclampsia and eclampsia in PW.

Source(s): Dolea C, AbouZahr C. Global burden of hypertensive disorders of pregnancy
in the year 2000. Evidence and Information for Policy. Geneva: WHO, 2003 (available
from: http://www.who.int/healthinfo/statistics/bod_hypertensivedisordersofpregnancy.
pdf); Regional rates used according to WHO regions.

Note: Total eclampsia incidence rates calculated as percentage of pre-eclampsia.
Regional rates by WHO regions.

(continued)
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ESTIMATING WOMEN’S AND NEWBORNS’ NEED FOR THE 46 ESSENTIAL INTERVENTIONS (continued)

PREGNANCY (continued)

15.

16.

17.

19.

20.

Antibiotics for pre-term
premature rupture of
membranes (pPROM)

Corticosteroids to prevent
respiratory distress

Safe abortion

Post-abortion care

Reduce malpresentation
at birth with external
cephalic version

Induction of labour to
manage pre-labour
rupture of membranes
at term

All cases of pPROM, calculated as follows:

Need for antibiotics for pPROM (y) = all births
including stillbirths (y) x incidence of pPROM.

All preterm births (including stillbirths),
calculated as:

Need for corticosteroids (y) = all births, including
stillbirths (y) x preterm birth rate.
All safe abortions, calculated as follows:

Need for safe abortions (y) =
WRA (y) x rate of safe abortions.

All unsafe abortions, calculated as follows:

Need for post-abortion care (y) = WRA(y) x rate of
unsafe abortions.

All breech births (including stillbirths), calculated
as follows:

Need for external cephalic version (y) = all births,
including stillbirths (y) x incidence of breech births
(including stillbirths).

All cases of pPROM, calculated as follows:

Need for antibiotics for pPROM (y) = all births,
including stillbirths (y) x incidence of pPROM.

Indicator: Incidence of pPPROM

Source(s): WHO global survey on maternal and perinatal health, 2005 (available from:
http://www.who.int/reproductivehealth/topics/best_practices/GS_Tabulation.pdf?ua=1).
Note: Where country rate not available used regional rate; where regional rate not
available used world total rate.

Indicators: Prevalence of preterm births.

Source(s): Healthy Newborn Network. Global and national newborn health data and
indicators (available from: http://www.healthynewbornnetwork.org/resource/database-
global-and-national-newborn-health-data-and-indicators ).

Indicator: Rate of safe abortions.

Source(s): Sedgh G, Singh S, Shah IH, et al. Induced abortion: incidence and trends
worldwide from 1995 to 2008. Lancet 2012; 379:625 32 (available from: http://www.the
lancet.com/journals/lancet/article/P11S0140673611617868/table?tableid=thl2&tableidtype=
table_id&sectionType=red).

Note: Where the value was <0.5 used 0.5.

Indicator: Rate of unsafe abortions.

Source(s): Sedgh G, Singh S, Shah IH, et al. Induced abortion: incidence and trends
worldwide from 1995 to 2008. Lancet 2012; 379:625-32 (available from: http://www.the
lancet.com/journals/lancet/article/P11S0140673611617868/table?tableid=thl2&tableidtype=
table_id&sectionType=red).

Note: Where the value was <0.5 used 0.5.

Indicator: Incidence of breech presentations.

Source(s): WHO. Global survey on maternal and perinatal health. Statistics on breech
presentations, 2005 (available from:
http://www.who.int/reproductivehealth/topics/best_practices/GS_Tabulation.pdf?ua=1).

Note: Where country rate not available used regional rate; where regional rate not
available used world total rate.
Indicator: Incidence of pPROM.

Source(s): WHO. Global survey on maternal and perinatal health. Statistics on breech
presentations, 2005 (available from:
http://www.who.int/reproductivehealth/topics/best_practices/GS_Tabulation.pdf?ua=1).

CHILDBIRTH

23.

Normal labour and
delivery management
and social support during
childbirth

21+22+24. Active management

26a.

26h.

of third stage of labour
(to deliver placenta)

to prevent post-partum
haemorrhage (including
uterine massage,
uterotonics and cord
traction)

Screen and manage
HIV during childbirth —
screen if not already
tested

Screen and manage HIV
during childbirth — treat

27+28. C-section for maternal/
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foetal indication
(including prophylactic
antibiotics for c-section)
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All births (including stillbirths), one contact.

All births (including stillbirths), one contact.

All births (including stillbirths) except in those
cases when there have been 4 ANC visits,
calculated as follows:

Need for screening for HIV during childbirth (y) =
all births including stillbirths (y) x (1 - % of cases
with 4 ANC visits).

All births (including stillbirths) of HIV positive
women who have not had 4 ANC visits, calculated
as follows:

Need for screening for HIV during childbirth (y) =
all births, including stillbirths (y) x (% of cases
without 4 ANC visits) x % HIV prevalence in

all adults.

All births, including stillbirths, which require
c-section, calculated as follows:

Need for c-section (y) = all births, including
stillbirths (y) x fixed assumption on need for
a c-section.

Indicator: % of antenatal care coverage (4 visits).

Source(s): United Nations Statistics Division. The official United Nations site for the
MDG indicators (available from: http://mdgs.un.org/unsd/mdg/Default.aspx).

Indicator: % of antenatal care coverage (4 visits) of HIV positive women.

Source(s): United Nations Statistics Division. The official United Nations site for the
MDG indicators (available from: http://mdgs.un.org/unsd/mdg/Default.aspx ); UNAIDS
AIDSinfo (available from: http://www.unaids.org/en/dataanalysis/datatools/aidsinfo/);
some countries from individual sources.

Note: Assumption = 0.05 x all births (including stillbirths).



ESTIMATING WOMEN’S AND NEWBORNS’ NEED FOR THE 46 ESSENTIAL INTERVENTIONS (continued)

29. Induction of labour for
prolonged pregnancy
(midwife or nurse)

30+25. Management of
post-partum haemorrhage
(manual removal of
placenta and/or surgical
procedures and/or
oxytocics)

31-34 and 36-38. Postnatal
preventive care

35. Detect and treat post-
partum sepsis (PPS)

39. Neonatal resuscitation
with bag and mask

40. Kangaroo mother
care

41. Extra support for feeding
small and preterm babies

42. Management of newborns
with jaundice

43. Initiate prophylactic ART
for babies exposed to HIV

44. Presumptive antibiotic
therapy for newborns
at risk of bacterial
infections

45, Surfactant to prevent
respiratory distress
syndrome in preterm
babies

46. Continuous positive
airway pressure (CPAP)
to manage babies with
respiratory distress
syndrome (RDS)

All births including stillbirths that occur after
41 weeks, calculated as follows:

Need for induction of labour (y) = pregnancies (y) x
% of pregnancies which go beyond 41 weeks.

All births, including stillbirths, where there is post-
partum haemorrhage, calculated as follows:

Need for management of post-partum haemor-
rhage (y) = WRA (y) x incidence of post-partum
haemorrhage (per 1000 women aged 15-49).

All births (including stillbirths), 4 contacts.

All cases of post-partum sepsis, calculated as
follows:

Need for detecting and treating post-partum sepsis
(y) = WRA (y) x incidence of post-partum sepsis
per 1000 WRA.

All newborns requiring resuscitation, calculated
as follows:

Need for neonatal resuscitation (y) =
live births (y) x 0.01.

All newborns with low birth weight, calculated as
follows:

Need for kangaroo mother care (y) = live births (y)
x % of newborns with low birth weight.

All preterm births (including stillbirths), calculated
as follows:

Need for extra feeding support (y) = all births
including stillbirths (y) x preterm birth rate.

All newborns with jaundice, calculated as follows:

Need for management of jaundice (y) = live births
(y) x % of newborns with jaundice requiring
phototherapy.

All births, including stillbirths (except when there
have been 4 ANC visits) in women who are HIV
positive, calculated as follows:

Need for prophylactic ART (y) = all births including
stillbirths (y) x (1 - % of cases with 4 ANC visits) x
% HIV positive adults.

All newborns at risk of bacterial infection,
calculated as follows:

Need for presumptive antibiotic therapy (y) =
live births (y) x incidence of bacterial infection
in newborns.

All preterm births (including stillbirths), calculated
as follows:

Need for surfactant (y) = live births (y) x preterm
birth rate.

All newborns with respiratory distress syndrome,
calculated as follows:

Need for surfactant(y) = live births (y) x incidence
of respiratory distress syndrome in newborns.

Indicator: % pregnancies terminated after 42 weeks.

Source(s): OneHealth Model: Interventions treatment assumptions, 2013 (available from:
http://futuresinstitute.org/Download/Spectrum/Manuals/Intervention%20
Assumptions%202013%209%2028.pdf).

Note: Assumption = 0.05 x pregnancies.

Indicator: Incidence of post-partum haemorrhage cases.

Source(s): Dolea C, AbouZahr C, Stein C. Global burden of maternal haemorrhage in
the year 2000. Evidence and information for policy. Geneva: WHO, 2003 (available from:
http://www.who.int/healthinfo/statistics/bod_maternalhaemorrhage.pdf).

Indicator: Incidence of post-partum sepsis.

Source(s): Dolea C, AbouZahr C, Stein C. Global burden of maternal sepsis in the year
2000. Evidence and information for policy. Geneva: WHO, 2003 (available from:
http://www.who.int/healthinfo/statistics/bod_maternalsepsis.pdf).

Indicator: % of newborns requiring resuscitation.

Source(s): OneHealth Model: Interventions treatment assumptions, 2013 (available
from: http://futuresinstitute.org/Download/Spectrum/Manuals/Intervention%20
Assumptions%202013%209%2028.pdf).

Note: around 1% of newborns require resuscitation

Indicator: % of newborns with low birth weight.

Source(s): UNICEF and WHO. Low hirth weight: country, regional and global estimates.
New York: UNICEF, 2004 (available from: http://www.unicef.org/publications/files/
low_birthweight_from_EY.pdf).

Indicators: % of preterm birth.

Source(s): Healthy Newborn Network. Global and national newborn health data and
indicators. (available from: http://www.healthynewbornnetwork.org/resource/database-
global-and-national-newborn-health-data-and-indicators).

Indicator: % of newborns with jaundice.

Source(s): Teune MJ, Bakhuizen S, Gyamfi Bannerman C, et al. A systematic review of
severe morbidity in infants born late preterm. Am J Obstet Gynecol 2011; 205:374.e1-9.

Note: Uniform assumption. Sum of incidence in late preterm infants (1245/26,252) and in
full-term infants (2033/150,700).

Indicator: % of newborns, born from a HIV positive woman, who received prophylactic
ART.

Source(s): United Nations Statistics Division. The official United Nations site for the
MDG indicators (available from: http://mdgs.un.org/unsd/mdg/Default.aspx ); UNAIDS
AIDSinfo (available from: http://www.unaids.org/en/dataanalysis/datatools/aidsinfo/).

Indicator: Incidence of bacterial infection in newborns.

Source(s): Singh S, Darroch JE, Ashford LS. Adding it up: the need for and cost of
maternal and newborn care — estimates for 2012. Guttmacher Institute, 2013 (available
from: http://www.guttmacher.org/pubs/AlU-MNH-2012-estimates.pdf).

Note: Uniform assumption of 20%.

Indicator: % of preterm births.

Source(s): UNICEF and WHO. Low birth weight: country, regional and global estimates.
New York: UNICEF, 2004 (available from: http://www.unicef.org/publications/files/
low_birthweight_from_EY.pdf).

Indicator: Incidence of respiratory distress syndrome in newborns.

Source(s): Rodriguez RJ, Martin RJ, Fanaroff AA. Respiratory distress syndrome and its
management — Chapter 19. In Fanaroff AA, Martin RJ. Neonatal-perinatal medicine: dis-
eases of the fetus and infant. St Louis: Mosby, 2010. (available from http://www.
thoracic.org/education/breathing-in-america/resources/chapter-19-respiratory-
distress-syndr.pdf).

Note: Uniform assumption of 1%
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ANNEX 5. DECISION RULES

The 73 SoWMy countries provided new information on the midwifery workforce by: cadre, ISCO classification, number, age distribution, % time spent
on MNH services, annual attrition (voluntary), retirement age, graduates and enrolments, years of education, and student attrition from education.

The values for each of these indicators informed the modelled projections of workforce availability in relation to women'’s and newborn need for the
46 essential SRMNH interventions.

In the case of missing or inconsistent data, the model applied a fixed set of decision rules, listed below.

Indicator used in the
modelled projections Example value Decision rule (for missing or inconsistent data)

Country AN. Other n/a

Name of cadre Midwife Apply the name of the category under which the country cadre was listed.

International Standard Code 2222 Assigned based on the roles and responsibilities specified, in the context of the cadre category
Classification of Occupation selected.

(ISCO) code

Number of workers 1,515 Default to WHO Global Health Observatory (2014 version). If not in WHO Global Health

Observatory, secondary source from government policy document. If neither, zero.

Age distribution Aged under 30: 300 workers Apply an equal distribution of the total number of workers across age groups.
Aged 30-39: 510 workers
Aged 40-49: 424 workers
Aged over 50: 281 workers

% time spent on MNH 100% Apply the sample median, across all countries, for that ISCO code:
—2222 (midwifery professionals): 100%
—2221 (nursing professionals): 85%
—3222 (midwifery professionals, associates): 100%
—3221 (nursing professionals, associates): 55%
—2211 (medical practitioners, generalists): 30%
—2212 (medical practitioners, specialists ob/gyn): 100%
—2240 or 3256 (paramedical practitioners and medical assistants): 75%

Annual workforce attrition 10% Apply 4% for all cadres.

(voluntary)

Retirement age 62 years Apply the retirement age of any cadre in the same country with the same ISCO code.
If the former not available, retirement age of any other cadre in the same country, regardless of
ISCO code.

If retirement age not available for any cadre, default to 65.

Graduates in 2012 43 graduates Apply 5% of the total number of workers in 2012, equivalent to a stable replacement rate of
workforce turnover.

Enrolments each year 2010: 52 students Default to the last available enrolment figure from previous years.
from 2010 to 2015 2011: 50 students If not available, assume enrolment is equal to graduates from 2012.
2012: 54 students
2013: 48 students
2014: 55 students
2015: 60 students

Years of education 3years Apply the given years of education of any cadre with the same ISCO code in the same country.
If former not available, assign the sample median, across all countries, for that ISCO code:
—2222 (midwifery professionals): 3 years
—2221 (nursing professionals): 3 years
—3222 (midwifery professionals, associates): 2 years
—3221 (nursing professionals, associates): 2 years
—2211 (medical practitioners, generalists): 7 years
—2212 (medical practitioners, specialists ob/gyn): 10 years
—2240 or 3256 (paramedical practitioners and medical assistants): 3 years

Student attrition 20% Apply student attrition from education for any cadre with the same ISCO code in the
from education same country.

If the former not available, assign the sample median, across all countries, for that ISCO code.
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ANNEX 6. MAPPING OF SUBNATIONAL DISTRIBUTIONS OF POPULATIONS,
WOMEN OF REPRODUCTIVE AGE, PREGNANCIES AND LIVE BIRTHS

The mapping methodology used in this report was developed and
published by a group of partners (University of Southampton,

ICS Integrare, USAID, Norad, UNFPA, WHO) working on the State
of the Art in Mapping for MNH [1]. It includes new, innovative
approaches to make the geography of MNH informative for policy
and planning at country level. In particular, this report utilizes the
increasing capacity of geographic information systems (GIS) to
map women of reproductive age (WRA), pregnancies and live
births [2]. The methodology follows a simple four-step process

to disaggregate and estimate distributions of populations, WRA,
pregnancies and live births by subnational boundaries. Each of
the four steps is described below.

1. Construction of detailed and contemporary population
distribution datasets
Construction of estimates of population distribution for Africa
and Asia at approximately 100 metre spatial resolution has
recently been completed (full details are available at www.
worldpop.org.uk) [3-8]. Briefly, a GIS-linked database of census
and official population estimate data was constructed, targeting
the most recent and spatially detailed datasets available, given
their importance in producing accurate mapping. Detailed 30
metre spatial resolution maps of settlement extents were derived
from Landsat satellite imagery through either semi-automated
classification approaches [6-8] or expert opinion-based analyses.
These settlement maps were then used to refine land cover data.
Local census data mapped at fine resolution by enumeration area
level from sample countries across Africa and Asia were exploited
to identify typical regional per-land cover class population
densities. These were then applied to redistribute census counts
by regional ecozones to map human population distributions at
approximately 100 metre spatial resolution continent-wide. Where
available, additional country-specific datasets providing valuable
data on population distributions, not captured by censuses, such
as internally displaced people or detailed national surveys, were
incorporated into the mapping process. Population datasets for
the Americas were being constructed at the time of analysis,
and therefore population datasets from the Global Rural Urban
Mapping Project (GRUMP) [9] were used for countries in the
Americas.

2. Construction of future projection population

distribution datasets
United Nations estimates of urban- and rural-specific growth
rates [10] were compiled for all 73 countries participating in this
report. These were applied to the datasets described above. For
populations mapped as living within urban areas, as defined by
Columbia University’s Global Rural Urban Mapping Project urban
extent map [9] the urban growth rates were applied. For all other
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ANNEX 7. TASKS WITHIN THE SCOPE OF MIDWIFERY PROFESSIONALS ACCORDING
TO THE INTERNATIONAL STANDARD CLASSIFICATION OF OCCUPATIONS

The tasks for midwifery professionals are divided into eight
categories as follows:

1. planning, providing and evaluating care and support services
for women and babies before, during and after pregnancy and
childbirth according to the practice and standards of modern
midwifery care;

2. providing advice to women and families and conducting
community education on health, nutrition, hygiene, exercise,
birth and emergency plans, breastfeeding, newborn care,
family planning and contraception, lifestyle and other topics
related to pregnancy and childbirth;

3. assessing progress during pregnancy and childbirth, managing
complications and recognizing warning signs requiring referral
to a medical doctor with specialized skills in obstetrics;

. monitoring the health status of newborns managing

complications and recognizing warning signs requiring referral
to a medical doctor with specialized skills in neonatology;

. monitoring pain and discomfort experienced by women during

labour and delivery and alleviating pain using a variety of
therapies, including pain-killing drugs;

. reporting births to government authorities to meet legal and

professional requirements;

. conducting research on midwifery practices and procedures

and disseminating findings e.g. through scientific papers and
reports;

. planning and conducting midwifery education activities in

clinical and community settings.

Source: ILO. ISCO-08 group definitions. Final draft. International Labour Organization. Available from: http://www.ilo.org/public/english/bureau/stat/isco/isco08/index.htm (accessed

April 24, 2014).
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