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Foreword

The Covid-19 crisis has prompted changes in how
we think about health care and support: when

and where it should be delivered, who should be
involved, and what human and other resources
should be prioritized. One important lesson is that
even the most robust health systems can suddenly
become fragile. We have seen during the crisis
that women and girls have been affected in many
ways, including increased gender-
based violence and reduced access
to essential sexual and reproductive
health services, leading to increases
in maternal mortality, unintended
pregnancies, unsafe abortions and
infant mortality.

Much of the evidence and analysis
underpinning the State of the World's
Midwifery 2021 refers to the pre-
Covid-19 era. The positive impact

of high-quality midwifery care on
women and families across the
globe is richly detailed. The findings
demonstrate the importance and effectiveness
of midwives as core members of the sexual,
reproductive, maternal, newborn and adolescent
health (SRMNAH) workforce. They have been
instrumental in helping to drive tangible progress
towards several goals and targets of the 2030
Agenda for Sustainable Development.

In the face of Covid-19-related restrictions and
overburdened health systems, midwives have
become even more vital for meeting the sexual
and reproductive health needs of women and
adolescents. Midwives deserve to be celebrated
for their courageous and often dangerous work
during the crisis, which has helped to reduce

the risk of virus transmission among pregnant
women and their infants by enabling many births
away from hospitals, either at home orin a
midwifery unit or birth centre. Giving birth safely,
comfortably and conveniently at home or in
specialized community midwifery clinics is likely
to be an increasingly popular option for pregnant

THE STATE OF THE WORLD'S MIDWIFERY 2021

women and their families in much of the world.
Policy-makers are increasingly recognizing the
overall efficiencies to be gained from investing in
midwives and the infrastructure that sustains and
supports them.

Governments and their partners should use the
State of the World’s Midwifery 20217 to guide them
on how and where attention and
resources should be allocated to
make this possible. The report
reveals a global need for the
equivalent of 1.1 million more full-
time SRMNAH workers, mostly
midwives and mostly in Africa. It
also says that all countries need
to improve the education and
deployment of these occupation
groups to meet demand by 2030.
Decisions should also be informed
by other important research
findings, such as the fact that
when fully educated, licensed and
integrated in an interdisciplinary team, midwives
can meet about 90% of the need for essential
SRMNAH interventions across the life course.
Currently, however, midwives comprise just 8%

of the global SRMNAH workforce. Boosting

that percentage, as well as the overall number

of midwives, could be transformative. Universal
coverage of midwife-delivered interventions could
avert two thirds of maternal and neonatal deaths
and stillbirths, allowing 4.3 million lives to be
saved annually by 2035.

There is no better incentive to make midwives
more central to all health systems and to ensure
that they are educated, protected and treated as
the valued professionals they are.

Amina Mohammed
Deputy Secretary-General of the United Nations



Executive Summary

Sexual, reproductive, maternal, newborn and
adolescent health (SRMNAH) is an essential
component of the Sustainable Development Goals
(SDGS). Improving SRMNAH requires increased
commitment to, and investment in, the health
workforce. This report focuses primarily on
midwives because they play a pivotal role within
the wider SRMNAH workforce.

Following the universality principle of the SDGs,
State of the World's Midwifery 2027 (SoWMy
2021) represents an unprecedented effort to
document the whole world's SRMNAH workforce.
This approach acknowledges that not only
low-income countries struggle to meet needs
and expectations, especially in these difficult
times, and that there are many paths to better
SRMNAH: examples of good practice can be
found in all countries, and all countries should
be held to account.

The development and launch of SoOWMy 2021
was led by the United Nations Population Fund
(UNFPA) in partnership with the World Health
Organization (WHO) and the International
Confederation of Midwives (ICM), with the
support of 32 organizations. It builds on
previous reports in the SOWMy series in 2011
and 2014, and includes many countries not
previously tracked.

The global SRMNAH worker shortage
In many countries, workforce planning and
assessment of the workforce’s ability to meet
the need for health-care services is hampered by
poor health workforce data systems. Based on
the available data, SOWMy 2021 estimates that,
with its current composition and distribution, the

Lucia Sumani, a student midwife stationed at Balaka District
Hospital, Malawi, conducts an antenatal check.
© Bill & Melinda Gates Foundation/Paul O'Driscoll.

world's SRMNAH workforce could meet 75% of
the world's need for essential SRMNAH care.
However, in low-income countries, the workforce
could meet only 41% of the need. Potential to
meet the need is lowest in the African and Eastern
Mediterranean WHO regions.

The SoWMy 2021 analysis indicates a current global
needs-based shortage of 1.1 million “dedicated
SRMNAH equivalent” (DSE) workers. There are
shortages of all types of SRMNAH workers, but the
largest shortage (900,000) is of midwives and the
wider midwifery workforce. Investment is urgently
needed to address this shortage.

At current rates, the SRMNAH workforce is
projected to be capable of meeting 82% of
the need by 2030: only a small improvement
on the current 75%. The gap between
low-income countries and high- and
middle-income countries is projected to
widen by 2030, increasing inequality.

To close the gap by 2030, 1.3 million new DSE
worker posts (mostly midwives and mostly in
Africa) need to be created in the next 10 years.

EXECUTIVE SUMMARY \Y
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At current rates, only 0.3 million of these are
expected to be created, leaving a projected
shortage of 1 million DSE posts by 2030,

of which 750,000 will be midwives..

In addition to these shortages, the evidence
points to the need to invest in improving
quality of care and reducing the incidence
of disrespect and abuse towards SRMNAH
service users.

Why invest in midwives?

Since the first SoWMy report in 2011, the body of
evidence demonstrating the return on investment
in midwives has grown. It indicates that investing
in midwives facilitates positive birth experiences
and safe and effective comprehensive abortion
services, improves health outcomes, augments
labour supply, favours inclusive and equitable
growth, facilitates economic stabilization, and
can have a positive macroeconomic impact.

The Covid-19 pandemic has shone a light on
the importance of investing in primary health
care for meeting population health needs.
Midwives are essential providers of primary
health care and can play a major role in this area

(13

as well as other levels of the health system: in
addition to maternity care, they provide a wide
range of clinical interventions and contribute

to broader health goals, such as addressing
sexual and reproductive rights, promoting self-
care interventions and empowering women and
adolescent girls.

The analysis in this report indicates that fully
educated, licensed and integrated midwives
supported by interdisciplinary teams and an
enabling environment can deliver about 90% of
essential SRMNAH interventions across the life
course, yet they account for less than 10% of
the global SRMNAH workforce.

Bold investments are needed

For midwives to achieve their potential, greater
investment is needed in four key areas: education
and training; health workforce planning,
management and regulation and the work
environment; leadership and governance; and
service delivery. Figure 1 provides a summary of
the investments needed in each of these areas.

These investments should be considered
at country, regional and global levels by

A midwife performs an antenatal check at the Primary Health Care Centre in Akwanga, Nasarawa State, Nigeria.

© Gates Archive/Nelson Owoicho.
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governments, policy-makers, regulatory
authorities, education institutions, professional
associations, international organizations, global
partnerships, donor agencies, civil society
organizations and researchers.

The need to invest in the production and
deployment of SRMNAH workers is not confined
to countries with a needs-based shortage. Many
countries, including some high-income countries,
are forecast to have insufficient SRMNAH
workers to meet demand by 2030.

The need for midwives and the

wider SRMNAH workforce

Globally, 6.5 billion SRMNAH worker hours

would have been required to meet all the need
for essential SRMNAH care in 2019. This is
projected to increase to 6.8 billion hours by 2030.
Just over half (55%) of the need is for maternal
and newborn health interventions (antenatal,
childbirth and postnatal care), 37% is for other
sexual and reproductive health interventions
such as counselling, contraceptive services,
comprehensive abortion care, and detection and
management of sexually transmitted infections,
and 8% is for adolescent sexual and reproductive
health interventions.

Factors preventing the SRMNAH workforce

from meeting all of the need include: insufficient
numbers, inefficient skill mix, inequitable
distribution, varying levels and quality of
education and training programmes, limited
qualified educators (including for supervision and
mentoring) and limited effective regulation.

Covid-19 has reduced workforce availability.
Access to SRMNAH services needs to be
prioritized, and provided in a safe environment,
despite the pandemic. SRMNAH workers need
protection from infection, support to cope with
stress and trauma, and creative/innovative
solutions to the challenges of providing
high-quality education and services.

Figure 1 Summary of investments needed to enable

midwives to achieve their potential

— INVEST IN
4 (@ﬁ Health workforce planning,

management and regulation
and in the work environment

a—

Health workforce data systems

Health workforce planning approaches
that reflect the autonomy and professional
scope of midwives

Primary health care, especially in
underserved areas

Enabling and gender-transformative
work environments

Effective regulatory systems

Educators and trainers

Education and training institutions

INVEST IN

Midwife-led improvements
to SRMNAH service delivery

Communications and partnerships
Midwife-led models of care
Optimized roles for midwives

Applying the lessons from Covid-19

INVEST IN

Midwifery leadership
and governance

Creating senior midwife positions

Strengthening institutional capacity for midwives
to drive health policy advancements
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Equity of access to the

SRMNAH workforce

Even where workforce data are available, they
are rarely fully disaggregated by important
characteristics such as gender, occupation group
and geographical location, making it difficult to
identify and address gaps in service provision.

Some population groups risk their access
to SRMNAH workers being restricted due
to characteristics including age, poverty,
geographical location, disability, ethnicity,
conflict, sexual orientation, gender identity
and religion. The voices of service users are
essential for understanding the factors that
influence their care-seeking behaviour.

“Left behind” groups require special attention
to ensure that they can access care from
qualified practitioners. The SRMNAH
workforce requires a supportive policy and
working environment, and education and
training, to understand and meet the specific
needs of these groups and thus provide quality
care that is accessible and acceptable to all.

Enabling and empowering the
SRMNAH workforce

The health workforce is on average 70% women,
with gender differences by occupation. Midwives
are more likely to be women; they experience
considerable gendered disparities in pay rates,
career pathways and decision-making power.

Only half of reporting countries have midwife
leaders within their national Ministry of Health.
Limited opportunities for midwives to hold
leadership positions and the scarcity of women
who are role models in leadership positions
hinder midwives’ career advancement and their
ability to work to their full potential.

Access to decent work that is free from stigma,
violence and discrimination is essential to address

THE STATE OF THE WORLD’S MIDWIFERY 2022

gender-related barriers and challenges.
All countries need policies to prevent attacks
on health workers.

A gender transformative policy environment

will challenge the underlying causes of gender
inequities, guarantee the human rights, agency
and well-being of caregivers, both paid and
unpaid, recognize the value of health work and of
women’s work, and reward adequately.

*kkkk

SoWMy 2021 was prepared during the world’s
struggle with Covid-19. We gratefully acknowledge
the significant efforts made by stakeholders in
many countries to provide data in the face of
competing priorities, but it is clear that health
workforce data systems were a major limitation
even before the pandemic. Nevertheless, this
report provides valuable new evidence to inform
workforce policy and planning.

Since the first SOWMy report in 2011, there has
been much progress in midwifery, including greater
recognition of the importance of quality of care,
widespread accreditation systems for health worker
education institutions, and greater recognition of
midwifery as a distinct profession. On the other
hand, many of the issues highlighted in the two
previous SOWMy reports remain of concern, such
as workforce shortages, an inadequate working
environment, low-quality education and training,
and limitations in health workforce data.

Governments and relevant stakeholders are
urged to use SoWMy 2021 to inform their
efforts to build back better and fairer from the
pandemic, forging stronger primary health-care
systems as a pathway to UHC and fostering a
more equitable world for all. It is hoped that the
pandemic will be a catalyst for change given the
heightened profile of health workers. SoWMy
2021 can help make this happen.



Intense national efforts, supported by a number
of global partnerships, have led to great progress
over the past two decades in reducing maternal
and newborn mortality and improving the health
and well-being of women,' newborns and adoles-
cents (7). But progress has been uneven and too
many are still being left behind. Global estimates
point to approximately 810 maternal deaths every
day (2), one stillbirth every 16 seconds (3) and

2.4 million newborn deaths each year (4), while
almost one in five women gives birth without
assistance from a skilled health provider (5). An
estimated 218 million women globally have unmet
needs for modern contraception (6) and at least
10 million unintended pregnancies occur each year
among 15-19-year-olds in low- and middle-income
countries (7). Emerging data from 2020 are start-
ing to reveal the devastating effects of Covid-19
across these and other key indicators of sexual,
reproductive, maternal, newborn and adolescent
health (SRMNAH) (8). The response to and recov-
ery from the pandemic must prioritize meeting the
SRMNAH needs of women, newborns, children,
adolescents and families.

The “survive, thrive and transform” objectives

of the United Nations (UN) Secretary-General's
Global Strategy for Women'’s, Children’s and
Adolescents’ Health (20716—2030) (9) aim, not

only to reduce preventable deaths, but also to
transform societies so that women, children and
adolescents everywhere can realize their rights to
the highest attainable standards of health and well-
being. SRMNAH is an essential component of the
Sustainable Development Goals (SDGs), particularly
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SDG 3: to “ensure healthy lives and promote well-
being for all at all ages” and SDG 5: to “achieve
gender equality and empower women and girls” (70).
Both the Global Strategy and the SDGs have at
their core the imperatives to “leave no one behind”
and to “reach the furthest behind first” (77).

Resilient health systems grounded in primary
health care are vital to the health and well-being

of every woman, newborn and adolescent. The
Global Strategy on Human Resources for Health
stresses that without an effective health workforce
no health system is viable and universal health cov-
erage (UHC) cannot be achieved (72). High-quality

@~ KEY MESSAGES

» Sexual, reproductive, maternal, newborn and adolescent
health (SRMNAH) is an essential component of the
Sustainable Development Goals. Improving SRMNAH
requires increased commitment to, and investment in,
the health workforce.

» This report focuses primarily on midwives because they
play a pivotal role within the wider SRMNAH workforce.
They can deliver most essential SRMNAH interventions
across the life course if they are able to operate within a
fully enabled health system and work environment.

» Building on reports in 2011 and 2014, the State of the
World’s Midwifery 2021 (SoWMy 2021) represents an
unprecedented effort to document the whole world’s
SRMNAH workforce and includes many countries not
previously tracked.

» The devastating effects of Covid-19 are highlighted
throughout this report. Governments and relevant
stakeholders are urged to use SoWMy 2021 to inform their
efforts to build back better and fairer from the pandemic.

-

1 SoWMy recognizes that individuals have diverse gender identities. Terms such as “pregnant person”, “childbearing people” and “parent” can
be used to avoid gendering those who give birth as feminine. However, because women are also marginalized and oppressed in most places
around the world, we have continued to use the terms “woman’, “mother” and “maternity”. Our use of these words is not intended to exclude

those who give birth and do not identify as women.
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SRMNAH care requires a competent, educated, moti-
vated and well supported workforce.

The State of the World’s Midwifery 2074 report
(SoWMy 2014) and the subsequent regional and
national reports (Box 1.1) led to some substantial

Midwives want
to work in
health system
environments that
enable them to
provide quality care
and do not create
barriers to effective

midwifery care.

Midwives’
association

advances, political
commitments and
achievements in a number
of countries (73). However,
more needs to be done as
a matter of urgency: SDGs
3 and 5 will not be met by
2030 without increased
commitment to and
investment in the education,
recruitment, deployment,
retention and management
of midwives and other
SRMNAH workers.

SoWMy 2021 was prepared
during the world’s struggle
with Covid-19. Data
collection and validation

were severely hampered by health ministries’
need to focus on responding to the pandemic. We

gratefully acknowledge the significant efforts made

by stakeholders in many countries to provide data
in the face of competing priorities, but it is clear
that health workforce data systems were a major
limitation even before the pandemic. Nevertheless,

this report provides valuable new evidence to
inform workforce policy and planning.

Following the universality principle of the SDGs,
SoWMy 2021 represents an unprecedented

effort to document the whole world's SRMNAH
workforce and therefore it includes many countries
not previously tracked. This new approach
acknowledges that not only low-income countries
struggle to meet needs and expectations,
especially in these difficult times, and that there
are many paths to better SRMNAH: examples of
good practice can be found in all countries, and all
countries should be held to account.

The SRMNAH workforce and the

central role of midwives

This report focuses primarily on midwives, but to
understand their pivotal role it is necessary also to
define and consider their place within the SRMNAH
workforce. SOWMy 2021 uses international definitions
to enable comparison across regions and countries
and the International Standard Classification of
Occupations (ISCO) system to classify the SRMNAH
workforce into occupation groups based on their
roles and responsibilities (74) (Table 1.1). Not all these
occupations exist in every country, but where they do
exist, and where data are available, they are included
in the analysis. Definitions of each group can be
found in Webappendix 1. The shaded groups in Table
1.1 indicate groups considered to be part of the “wider
midwifery workforce” in this report.

Previous State of the World's Midwifery reports

The first SOWMy report, Delivering
Health, Saving Lives (23), was
launched at ICM’s Triennial
Congress in 2011. It was a
response to the Global Call to
Action issued at the Symposium
on Strengthening Midwifery

at Women Deliver in 2010 and
aligned midwifery with the
Global Strategy for Women'’s and
Children’s Health. The report pro-
vided a comprehensive analysis
of midwifery services, education,

regulation, deployment and con-
ditions of service in 58 countries
with high levels of maternal and
newborn mortality.

The second report, A Universal
Pathway. A Woman’s Right to
Health (24), provided an evidence-
base and detailed analysis of
progress towards and challenges
involved in delivering effective
coverage of high-quality midwifery
services in the 73 countries that
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collectively represented more than
95% of the global burden of mater-
nal, newborn and child deaths.
Launched at ICM’s 30th Triennial
Congress in 2014, the report has
proved to be a valuable advocacy
and evidence tool (13).

There have also been four regional
SoWMy reports (25-28) and sev-
eral individual countries have
conducted their own workforce
assessments.



As in previous SOWMy reports, traditional

birth attendants are not included because,
although they attend a significant proportion of
births in some countries and can play a role in
community engagement and support (75), many
are not formally educated, trained or regulated.
Community health workers, however, are included
for the first time in a SOWMy report. Although
they are variously defined and have differing
competencies, they play an important role in
many countries in delivering a small number of

essential SRMNAH interventions. It is important
to note that professionally qualified community
midwives and nurses are distinct from community
health workers.

About this report

The United Nations Population Fund (UNFPA) led
the development and launch of SoOWMy 2021 in
partnership with the World Health Organization
(WHO) and the International Confederation

of Midwives (ICM), with the support of

Occupation groups considered to be part of the SRMNAH workforce*

ISCO

OCCUPATION GROUP
Midwifery professionals 2222

Nursing professionals with
midwifery training

CODE | EXAMPLES

Professional midwife, technical midwife, midwife

2221 Nurse-midwife, perinatal nurse, maternity nurse

Clinical nurse consultant, district nurse, nurse

Nursing professionals 2221
Midwif .

idwi ejry associate 3222
professionals
Nursing associate professionals 3221
with midwifery training
Nursing associate professionals 3221
Obstetrici d

ste r|C|an_s an 2212
gynaecologists
Paediatrician practitioners 2212
General medical practitioners 2211
Paramedical practitioners 2240
Medical assistants 3256

3253

Community health workers

anaesthetist, nurse practitioner, operating theatre nurse,
professional nurse, public health nurse, specialist nurse

Assistant midwife, auxiliary midwife

Auxiliary nurse-midwife

Assistant nurse, associate professional nurse, enrolled
nurse, practical nurse, auxiliary nurse

Obstetrician, gynaecologist

Paediatrician

Family medical practitioner, general practitioner,
medical doctor (general), medical officer (general),
physician (general), primary care physician

Advanced care paramedic, clinical officer (paramedical),
feldscher, primary care paramedic, surgical technician,
MEDEX

Clinical assistant, medical assistant

Community health aide, community health promoter,
community health worker, village health worker

* This list is not comprehensive; other SRMINAH occupation groups include dieticians and nutritionists,
anaesthetists, pharmacists and physiotherapists. However, these groups (a) are considered necessary for
the delivery of the essential SRMNAH interventions listed in the Global Strategy for Women's, Children’s
and Adolescents’ Health, and (b) are identified in WHOQO's National Health Workforce Accounts platform.

Source: adapted from the International Labour Organization's International Standard Classification of

Occupations ISCO-08 (14).
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33 organizations. Novametrics managed the
secretariat and led the data analysis, writing
and production of this report with support from
UNFPA, WHO, the Burnet Institute, ICM, the
University of Southampton and Jamia Hamdard.

and Economic Growth (77). Figure 1.1 highlights
key SRMNAH workforce and midwifery
milestones from 2011 to 2020.

To minimize the data collection burden

on countries, two main data reporting
mechanisms were used: the WHO National
Health Workforce Accounts (NHWA)
platform (78) and the ICM Global Midwives
Associations Map Survey (79). The NHWA
platform, established in October 2017 as
the WHO official reporting system for health

SoWMy 2021 builds on previous reports in this
series (Box 1.1) and the State of the World’s
Nursing 2020 report (16). It is aligned with the
SDGs and other high-level political commitments
and recommendations, including those of the UN
High-Level Commission on Health Employment

Figure 1.1
2011-2020

Strengthening nursing
and midwifery, resolution
WHAG64.7 (Sixty-fourth
World Health Assembly):
WHO is mandated to
support Member States
in developing plans and
targets, implementing
interdisciplinary health
workforce teams

and strengthening

data collection.

SoWMy 2011: Delivering
Health, Saving Lives

Strengthening
midwifery toolkit
(WHO): nine modules
focus specifically on
strengthening the central
role and function of the
professional midwife in
providing high-quality
SRMNAH care.

Strengthening Midwifery Toolkit

Module 1

SoWMy 2014:
A Universal Pathway.
A Woman'’s Right to Health

Comprehensive Midwifery
Programme Guidance:
developed by UNFPA in
collaboration with partners
to assist in scaling up and/
or strengthening midwifery
programmes at the
national level.

The Lancet Series on
Midwifery: four papers
update key aspects

of midwifery, offering
an evidence-based
framework centring on
the needs of women
and their newborns
and demonstrating the
key role of midwives in
reducing maternal and
perinatal mortality.

Strengthening nursing
and midwifery,
resolution WHA67.24
(Sixty-seventh World
Health Assembly):
Member States renew
commitments to UHC
and request the Director-
General to develop a new
global strategy for human
resources for health.
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Key global SRMNAH workforce and midwifery milestones,

Conducting an SRMNAH
workforce assessment
(H4+): guidance to support
countries to collect,
understand, present and use
SRMNAH workforce data for
policy and planning.

Global Strategy for
Women’s, Children’s and
Adolescents’ Health
(2016-2030): objectives
are to achieve the highest
attainable standard of
health for all women,
children and adolescents,
transform the future

and ensure that every
newborn, mother and
child not only survives,
but thrives.

SURVIVE
THRIVE
TRANSFORM

- TR GOALS

Marla E Kristian examines Meliana, in Makassar, Indonesia.
© Bill & Melinda Gates Foundation/Prashant Panjiar.

Global Strategy on Human
Resources for Health:
Workforce 2030 (WHO):
primarily aimed at planners
and policy-makers, this is
relevant to all stakeholders in
the health workforce.

Global strategic
directions for
strengthening nursing
and midwifery, 2016-
2020 (WHO): identifies
four areas of strategic
focus: education and
training, leadership
and governance,
interdisciplinary
collaboration and
political will for workforce
development.

Midwives’ Voices,
Midwives’ Realities
(WHO): 2,470 midwives in
93 countries describe the
barriers they experience
in providing high-quality,
respectful care for
women, newborns

and their families.



https://www.who.int/hrh/resources/pub_globstrathrh-2030/en/
https://www.who.int/life-course/publications/global-strategy-2016-2030/en/
https://www.who.int/maternal_child_adolescent/documents/strenthening_midwifery_toolkit/en/

workforce statistics, is updated on an ongoing
basis with government-validated data that
have been checked for consistency. The ICM
survey was completed by professional midwife
associations (or, in countries with no such
association, by the UNFPA country office)

and validated by the competent national
authorities. Other data sources included a
WHO Policy Survey (20). This is a different
data collection process from that used in
previous SOWMy reports, which restricts the
extent to which we can analyse workforce

P= Global Midwifery Strategy
2018-2030 (UNFPA):
developed to advance

the attainment of SDG 3,
the strategy aims to help
reduce the global maternal
mortality ratio to less than
70 deaths per 100,000 live
births by 2030.

International
Confederation of
Midwives: ICM publishes
its strategic directions for
the triennium 2017-2020,
focusing on quality, equity
and leadership.

trends over time. Full details of the data
collection can be found in Webappendix 2.

All 194 WHO Member States were eligible for
inclusion in SOWMy 2021, and all submitted at
least one data item that is featured in this report.
Each piece of analysis is based on a different
number of countries, reflecting the differing levels
of data availability for individual indicators. Each
table and figure shows the number of reporting
countries; Webappendix 4 shows which countries
provided data for each piece of analysis.

O

2020

INTERNATIONAL YEAR
OF THE NURSE AND
THE MIDWIFE
Strengthening quality
midwifery education for
universal health coverage

International Year
of the Nurse and the

2030: framework for Midwife (designated
action: developed by by the World Health
WHO, UNFPA, UNICEF Assembly).

and ICM, the report
includes a seven-step
action plan for use by all
stakeholders in maternal
and newborn health.

State of the World's
Nursing 2020: Investing
in Education, Jobs

and Leadership.

Essential competencies
for midwifery practice
2018 update (ICM):
outlines the minimum
set of knowledge,

skills and professional
behaviours required

to use the designation
of midwife as defined
by ICM.

Essential competencies
for midwifery practice
2019 update (ICM):
includes midwives’

role in preventing,
detecting and stabilizing
complications.

Essential
Competencies

8th WHO-ICM-ICN Triad
Meeting: participants commit
to support countries in
developing and implementing
10 priority actions to advance
nursing and midwifery agendas
in response to the Covid-19
pandemic and towards the
realization of UHC.

Seventy-third World Health
Assembly: designated 2021
as the International Year of
Health and Care Workers.

Impact of midwives paper in
The Lancet Global Health: study
led by ICM, UNFPA and WHO
provides new estimates on
midwives' potential to reduce
maternal and neonatal mortality
and stillbirths.


https://www.internationalmidwives.org/assets/files/general-files/2021/02/icm-triennial-report_2017-2020_eng_final_corrected.pdf
https://www.internationalmidwives.org/our-work/policy-and-practice/essential-competencies-for-midwifery-practice.html

The first part of this report focuses specifically
on midwives, given the unique and central role
they play not only in maternity care but across
the entire continuum of SRMNAH care. Chapter
2 shows why countries should invest more

in midwives, and Chapter 3 presents data on
progress and barriers/challenges relating to
midwifery education, regulation and legislation.
Chapter 4 assesses the need for and availability
of midwives and other SRMNAH workers at
global and regional levels and by income group,
and Chapter 5 focuses on equity of access to the
SRMNAH workforce. Chapter 6 considers how
to enable and empower the SRMNAH workforce,
highlighting a number of gender-related issues,
including leadership and decent work. Finally,
Chapter 7 assesses progress since SoOWMy 2011
and sets out actions to ensure that midwives
play a central role in the interdisciplinary teams
needed to provide integrated, high-quality
SRMNAH care.

SoWMy 2021's two-page country profiles
(see https://unfpa.org/sowmy) provide detailed
national-level data on the SRMNAH workforce
and the environment in which it operates.

The devastating effects of Covid-19 on women,
newborns and adolescents, as well as on the
SRMNAH workforce, are highlighted throughout
this report. Health professionals have shown
huge commitment despite the increased risks to
their own health due to numerous deficiencies
in the management of the health workforce (27).
Governments and relevant stakeholders are
urged to use SoWMy 2021 to inform their
efforts to build back better and fairer from the
pandemic, forging stronger primary health-care
systems as a pathway to UHC and fostering

a more equitable world for all (22). It is hoped
that the pandemic will be a catalyst for change
given the heightened profile of health workers.
SoWMy 2021 can help make this happen.

Midwives, nurses, doctors and students at a staff meeting in Labasa Hospital, Fiji.
© Felicity Copeland.



https://unfpa.org/sowmy

A VITALINVESTMENT

Midwives provide many essential clinical
SRMNAH interventions and can play a broader
role in activities such as advancing primary
health care and UHC, responding to violence
against women, and addressing sexual

and reproductive rights (29). They can be a
point-of-contact in the community for sexual
and reproductive health services, including
contraception, comprehensive abortion care,
and screening for and treatment of sexually
transmitted infections, human papillomavirus
and intimate partner violence. Midwives play a
vital role in resuscitating newborns, promoting
breastfeeding and supporting the mother

and the family in infant care. Midwives also
support and promote self-care interventions,
for example, self-management of nutritional
supplements and self-monitoring of blood
glucose and blood pressure during pre-
pregnancy and the antenatal and postnatal
periods, and can support self-managed medical
abortion. Midwives can support implementation
of rights-based and gender-transformative
approaches for women living with HIV, and
advocate to prevent female genital mutilation
and other harmful practices.

In addition to their clinical roles, midwives also
work in education institutions, management,
policy, research, regulation, midwives’
associations and government. It is important

to count and value midwives working in these
areas, which are fundamentally important for the
development of the profession. Strengthening
midwifery at a country level requires multilevel
investments, including in those who educate and
support midwives in clinical practice and ensure
the delivery of high-quality care.

MIDWIVES:

Impact of midwives

Analysis conducted as part of SoWMy 2021
showed that midwives can help substantially
reduce maternal and neonatal mortality and
stillbirths in low- and middle-income countries.
This analysis of the 88 countries that account
for the vast majority of the world’s maternal
and neonatal deaths and stillbirths showed that
a substantial increase in coverage of midwife-
delivered interventions (25% increase every five
years to 2035) could avert 40% of maternal

and newborn deaths and 26% of stillbirths (30).
Even a modest increase (10% every five years)
in coverage of midwife-delivered interventions
could avert 23% of maternal and neonatal deaths
and 14% of stillbirths. Universal coverage of
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Midwives, when educated, licensed and fully integrated
in and supported by interdisciplinary teams, and in

an enabling environment, can provide a wide range

of clinical interventions and contribute to broader
health goals, such as advancing primary health care,
addressing sexual and reproductive rights, promoting
self-care interventions and empowering women.

Midwives play a vital role in preventing maternal and
newborn deaths and stillbirths: increasing access to
competent and regulated midwives could save millions
of lives each year.

The wide range of contributions that midwives can
make to SRMNAH and broader health goals makes
them an obvious focus for investment.

The evidence indicates that investing in midwives
facilitates positive birth experiences, improves health
outcomes, augments workforce supply, favours inclusive
and equitable growth, facilitates economic stabilization,
and can have a positive macroeconomic impact.

~
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midwife-delivered interventions would avert 65%
of maternal and neonatal deaths and stillbirths.

Midwife-led care that includes continuity
of care produces additional benefits (see
glossary and Box 2.1). A systematic review
of 15 studies involving 17,674 mothers and
newborns from four high-income countries
showed benefits in terms of outcomes,
satisfaction and potential cost savings (37).
Another systematic review showed that
organizational reforms in maternity services
that promote midwife-led continuity of care
reduce caesarean section rates (32).

Previous research through The Lancet Series
on Midwifery showed more than 50 short-,
medium- and long-term outcomes that could
be improved by care within a midwife’'s scope
of practice. These include: reduced maternal
and neonatal mortality and morbidity,

fewer stillbirths and preterm births, fewer
unnecessary interventions, and improved
psychosocial and public health outcomes
such as reduced anxiety and increased uptake
of contraception and immunization (33).

Midwife-led continuity of care

The way in which women and newborns receive
care during childbirth makes a difference to their
health outcomes. The structure and organization
of health-care systems and the economic, social
and cultural contexts in which they operate differ
widely between countries, in turn influencing the
models of maternity care available to women.
The ICM Midwifery Services Framework (34) can
be used to support workforce development.

Some low- and middle-income countries that
are already on the path to achieving targeted
reductions in their maternal mortality ratio
(MMR) have significantly increased midwives’
role as key attendants for normal births over the
last two decades (42).

Despite resource constraints, 28 low- and
lower-middle-income countries reduced their
MMR by more than 50% between 2000 and
2017 (2). Figure 2.1 examines recent changes
in 18 of these countries that have data: many
have increased deployment of midwives

or nurses at births, usually in facilities. For
instance, Malawi’'s MMR fell by more than
50% between 2000 and 2017 (down from

Current evidence for MLCC comes

Midwife-led continuity of

care (MLCC) models, in which
a known midwife or small
group of known midwives
supports a woman throughout
the antenatal, intrapartum

and postnatal continuum, are
recommended for pregnant
women in settings with

well functioning midwifery
programmes (35). In high-
income countries, MLCC models
have been shown to lead to
reductions in neonatal deaths,
preterm births (36), epidural,
episiotomy or instrumental
births, and to increases in

spontaneous vaginal birth and
women’s satisfaction, with no
increased risk of harm (317).
Investment in midwives to
achieve these outcomes is cost-
effective (37, 38). MLCC enables
each woman and her midwife
(or small team of midwives) to
get to know each other and to
build a relationship based on
trust, equity, informed choice,
shared decision-making and
shared responsibility (39, 40).
Relationships are negotiated
between the partners, and are
dynamic and empowering for
both (41).
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mainly from high-income
countries. Implementing and
scaling up MLCC models
sustainably requires addressing
the challenges to midwives’
education, regulation and working
environments described in this
report. This can lead to improved
health outcomes, not only for
women and newborns, but also
for their families and societies.

Contributed by Sally Pairman (ICM).



749 to 349 deaths per 100,000 live births)
while the percentage of births in a health
facility increased by 83% and the percentage
of midwife/nurse-assisted births increased

by 36%. The Association of Malawian
Midwives cited the national maternal and
newborn health road map (43) as a significant
contribution to this achievement.? Box 2.2
describes how Cambodia (a lower-middle-
income country) achieved positive results, and
also features the Netherlands, a high-income
country with a strong midwifery profession
that continues to drive down its MMR.

Multiple returns from investing

in midwives

A strong health system is essential for
achieving UHC and ensuring progress
towards the SDGs. While the health workforce
is a core element of the health system, it
often turns out to be its weakest link as it

is usually perceived as driving costs, rather
than producing positive health and social
outcomes. Maximizing midwives' impact,
improving the quality of SRMNAH care and
addressing the workforce shortages reported
in Chapter 4 will require significant financial
outlay. However, there is growing recognition
that creating jobs for health workers not only
bolsters population health but also supports
sustainable economic growth and progress
towards other SDGs.

Discussion of the economic and broader
social benefits of investments in health
has in recent years focused on the
concept of “the investment case’, arguing
in favour of investment. The key term
“investment” reflects the fact that the
benefits of an adequate health workforce
outweigh the costs of their education,
training and employment.

FIGURE 2.1 Change in % of births in facilities and % of births attended by midwives and nurses in 18
low-income and lower-middle-income countries that reduced their maternal mortality
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% births attended by professional or associate
professional midwives and nurses

ratio by more than 50% between 2000 and 2017

20 40 60

% births in facilities

Source: DHS STATcompiler (44) and individual DHS reports.

2 Phoya A, Association of Malawian Midwives, Personal communication, 2020.
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Afghanistan 2010-2015
Angola 2006-2016

Bangladesh 2000-2017

Bolivia (Plurinational
State of) 1999-2008

Cambodia 2000-2014
Eritrea 2002-2010
India 2005-2016
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Lao People’s
Democratic Republic 2006-2017
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Rwanda 2000-2015
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Tajikistan 2012-2017
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Investment in midwives in Cambodia and the Netherlands

Cambodia

Nearly 1,500 public health facilities in Cambodia offer comprehensive SRMNAH services, with at
least one midwife at each facility. Outreach activities are carried out in hard-to-reach locations, with
essential medicines, equipment and materials being provided to health facilities. Cambodia’s MMR
dropped from 488 deaths per 100,000 live births in 2000 to 160 in 2017; the figure below illustrates
the policies that have been implemented since 2000.

Births in Cambodia, by type of birth attendant, 2000-2014

Annual births in thousands

2002

2003

2008 2009

2010 2011

Source: DHS reports from 2000, 2005, 2010 and 2014 and World Population Prospects 2019.

EXPAND ACCESS

From the late 1990s
onwards Cambodia
introduced mechanisms
including vouchers and
equity fund exemptions.
The “Health Equity Fund”
was set up in 2019 to
provide over 2.4 million
poor people with free
access to services
across the country.
Additional cash support
is given to poor pregnant
women for maternal and
newborn health care from
pregnancy to 1,000 days
after birth.

Competency-based
midwifery curricula
have been further
developed with clinical
labs, clinical practice
and adult-based
learning approaches,
including simulation
and scenario-based
learning for students.
The Government
Midwifery Incentive
Scheme drove a
dramatic increase

in numbers of births
and quality of care at
health facilities in the
2000s, contributing to
decreases in maternal
death rates (45).

EDUCATION

In 2002, a post-basic
midwifery programme was
introduced (3 years’ nursing
plus 1 year midwifery).

In 2003, the Ministry of
Health introduced a 1-year
interim Primary Nurse-
Midwife course, designed to
address severe shortages of
midwives. In 2008, a 3-year
direct-entry Associate Degree
in Midwifery was introduced,
and in 2012, a 4-year direct-
entry BSc in Midwifery
started to be offered at
public and private schools.

A bridging curriculum from
Associate Degree to BSc has
produced 50 graduates.

A

REGULATION

In 2006, the
Cambodia
Midwives Council
was established,
in addition to

the Cambodian
Midwives
Association which
was established
in 1994. In 2016,
licensing and
relicensing were

introduced to protect

the title "midwife".

& A A

Midwives deployed at
midwifery-led care units
increased from 3,678 in
2010 to 7,128 in 2019

(in addition to the 6,463
midwives educated under
the old curricula).

Contributed by Chea Ath (Cambodia Midwives Association) and Sokun Sok, Sopha Muong and Pros Nguon (UNFPA Cambodia).
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The Netherlands

Midwives in the Netherlands work independently in the community in group practices, or in hospitals. Women refer
themselves to a midwife for maternity care. Community midwives provide care in several ways: at health facility outpatient
centres, in a birthing centre, in hospital, or at home (transferring to obstetrician-led care when necessary). Both community
and hospital midwives assist women during normal births in facilities. Births with a midwife now account for over 75%

of all women giving birth, and midwives are the sole caregiver in 57% (46). Despite a decreasing birth rate, the option to
receive care by a midwife regardless of the setting has kept midwifery at the centre of health system development for
maternal and newborn health (46). The country’s MMR dropped from 13 per 100,000 live births in 2000 to 5 in 2017.

Births attended by midwives in the Netherlands, by birth setting, 2010-2019

BIRTHS AT HOSPITAL
WITH HOSPITAL MIDWIFE

BIRTHS AT BIRTHING CENTRE WITH COMMUNITY MIDWIFE

BIRTHS AT HOME WITH
COMMUNITY MIDWIFE

Annual births with midwives in thousands

Source: Ank de Jonge, Marianne Nieuwenhuijze, Bob Radder.

EDUCATION

Midwifery education is a direct-
entry, 4-year BSc programme,
which includes the midwife's

public health role, interprofessional
collaboration, shared decision-
making and expanded scope

of practice, helping to position
midwives as a strong, autonomous
partner in care for women and
newborns. An MSc was created in
2001 to bridge the gap between
BSc and research opportunities for
midwives, and in 2010 institutions
created PhD programmes.

WOMEN'S ACCESS TO
CARE BY A MIDWIFE

To address differences in
access to care, "Healthy
Pregnancy 4 All" and “Promising
Start” were initiated in 2011 (47)
and 2018 (48), providing
support for specific challenges
(e.g. debt, lack of social
network, unsafe situations)

that may confront women

in vulnerable circumstances,
including migrant women.

QUALITY OF CARE

In 2006, the national midwives’
organization (KNOV) developed
a voluntary quality register

that most midwives joined

in addition to the existing
government register which
protects the title “midwife”.
According to KNOV’s monitoring
system, group antenatal care
was implemented in three
midwifery practices. By 2012,
143 midwifery practices offered
this approach, with the aim of
reducing over-medicalization.

Contributed by Ank de Jonge, Marianne Nieuwenhuijze and Bob Radder (KNOV).

INCREASE IN
HOSPITAL MIDWIVES

In 2008, 75% of the 1,763
registered midwives worked

as independent practitioners in
community settings and 25% as
hospital midwives (49). By 2012,
an estimated 77% of hospital
births under the responsibility of
an obstetrician were attended by
hospital midwives and 40% were
solely managed by a midwife.
By 2013, there were 23 home-
like birth centres accessible

to low-risk women supported

by a community midwife. Of
these centres, three were free-
standing, 14 operated alongside
an obstetric unit and six were
integrated in an obstetric unit.

CHAPTER 2: MIDWIVES: A VITAL INVESTMENT
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Despite evidence that the health system and
the health workforce are areas in which social
investment is effective, the number of studies
assessing the benefits (sometimes called the
return on investment) for the health workforce
generally, and specifically for midwives,
remains limited. To better understand the
different kinds of benefits produced by such

A midwife performs an antenatal check for Mercy Yakubu at

/

the Primary Health Care Centre in Akwanga, Nasarawa State,

Nigeria. © Gates Archive/Nelson Owoicho.

THE STATE OF THE WORLD’S MIDWIFERY 2021

investments, WHO has reviewed, analysed
and synthesized evidence on this issue. This
work identified five key resulting benefits:

1. Health outcomes. There is strong evi-
dence that investing in midwives leads to
better health outcomes by reducing mater-
nal and neonatal deaths and stillbirths (30).

2. Improved labour supply and level of
economic activity. An improved supply
of midwives contributes to increased
economic activity.

3. Macroeconomic impact of spending on
health care and health-care workers.
Investment in health care and health-care
workers produces significant multipliers
across the rest of the economy. Studies
indicate that these multipliers can be
greater than those produced by invest-
ment in other economic sectors, making
investment in health care and health-care
workers particularly attractive, especially
for public-sector decision-makers.

4. Inclusive and equitable growth. Investing
in midwives provides an opportunity to
increase women'’s employment and the
availability of decent work.

5. Economic stabilization. Various studies
note that, in an economic downturn, the
number of people employed in health care
tends to decline less than in other sectors.
Such continued spending acts as an
economic stabilizer in difficult times and
also serves to maintain standards of care.

There is no “one size fits all” approach

to assessing the benefits and returns on
investment in health-care workers, including
midwives. Different approaches are possible,
each with its own strengths and limitations.



EDUCATION AND REGULATION
OF MIDWIVES TO ENSURE
HIGH-QUALITY CARE

Education

High-quality midwifery education is essential

to prepare midwives to provide high-quality
SRMNAH care (50). Despite evidence of the
benefits produced by investment in it, midwifery
education and training remain grossly under-
funded in many countries. There are wide
variations in the content, quality and duration

of education programmes, and key challenges
relating to resources and infrastructure which
adversely affect students’ learning experience
and limit opportunities for gaining “hands-on”
experience (57-56). Research across Africa

and South Asia has shown that inadequate
education and training significantly jeopardize
the professional identity, competence and
confidence of midwives as primary SRMNAH
care providers (57). However, there are indications
that positive efforts to improve the quality of
midwifery education are under way in a number
of countries (58), including India (Box 3.1).

In 20719, UNFPA, UNICEF, WHO and ICM
identified three strategic priorities for midwifery
education: every woman and newborn to be
cared for by a midwife, educated and trained to
international standards and enabled to legally
practice the full scope of midwifery, and the title
‘midwife” to be used only for providers who are
educated to international standards; midwifery
leadership to be positioned in high-level national
policy, planning and budgeting processes to
improve decision-making about investments for
midwifery education to help achieve UHC; and
coordination and alignment between midwifery
stakeholders at global, regional and country
levels to align education and training processes,

knowledge, research, evidence-based materials,
indicators and investment (57).

The ICM member association survey described
in Chapter 1 and Webappendix 2 collected data
from 80 countries on their midwife education
programmes: 33 (41%) offer only direct-entry
programmes, 17 (21%) offer only post-nursing,
five (6%) offer combined nursing and midwifery
and 25 (31%) offer both direct-entry and another
type of programme.

@ KEY MESSAGES

» The quality of pre-service midwifery education needs
to be improved. Key challenges include the lack of
investment in educators, limited skills and knowledge
in contemporary teaching and learning, inadequate
“hands-on” experience for students and gaps in
infrastructure, resources and systems, particularly
in low- and middle-income countries.

» Covid-19 has prompted new ways of providing
midwifery education and services. These need to be
developed and used effectively, including innovative
digital technologies and online learning opportunities.
Their effectiveness also needs to be assessed during
“normal” conditions.

» Nearly all (91%) of 74 responding countries reported
that they offered midwifery qualification to bachelor’s
degree level or higher. However, on average only two-
thirds of midwife educators are themselves qualified
midwives, and there are challenges to the provision of
high-quality education.

» In many countries, midwives are not authorized
to perform tasks typically considered part of the
midwife’s scope of practice. This is most common
in the Americas, European and the Eastern
Mediterranean regions, and in high-income countries.

-
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Of the 63 countries reporting a direct-entry
midwifery programme or a combined midwifery
and nursing programme, 53 have a programme
of at least three years’ duration, of which 23 last
longer than three years. Figure 3.1 shows that
programmes of at least three years’ duration

are the norm in all WHO regions (60) and World
Bank income groups (67), but the small number
of reporting countries in some regions and
income groups means that these results are

not necessarily representative of all countries in
that region or group. Programmes lasting four to
five years are most common in South-East Asia
and in upper-middle-income countries. Of the

471 countries reporting a post-nursing midwifery
education pathway, 30 report that it is at least
18 months in duration, but eight countries report

a one-year programme and three countries have
a programme lasting less than one year.

Of 175 responding countries in NHWA, 79%
reported a master list of accredited health
worker education institutions, and a further

7% have a partial list, leaving 14% without such
a list. ICM has developed a Midwifery Education
Accreditation Programme (62) to support the
development of accreditation processes

(Box 3.2).

There is also variation in education standards.
Of 57 responding countries in NHWA (of which
just two were low-income countries), 93%

had standards for the duration and content

of midwifery professional education and 86%

The Government of India’s Midwifery Initiative

Under the Midwifery Initiative,
with its vision to provide
midwife-led care services in
public health facilities, the
Government of India launched
Guidelines on Midwifery Services
in December 2018. Its aim is

to create a cohort of Nurse
Practitioners in Midwifery, capa-
ble of providing positive birth
experiences to women by pro-
moting physiological birth (thus
reducing over-medicalization),
providing respectful maternity
care, and decongesting higher-
level health facilities by providing
services in midwife-led care
units. The focus is on ensuring
empowerment and improved
career progression for midwives.

India has identified seven
National Training Institutes of
Excellence for training midwifery
educators. In 2019, the Ministry
of Health and Family Welfare
initiated midwifery educator
training at one of these Institutes.
Post-training, midwifery services
will initially be provided in tertia-
ry and secondary health facilities;
in subsequent phases it will be

made available in primary health
centres as part of a comprehen-
sive primary health-care package.

To support the implementa-

tion of the Midwifery Initiative,
the Government, with WHO,
commissioned a study in six
states to assess the midwifery
competencies of practitioners
and educators, and research on
barriers to and facilitators for
high-quality midwifery services.
Survey tools were based on the
ICM essential competencies for
midwifery practice and the WHO
midwifery educator core compe-
tencies. Barriers were examined
with a focus on India and South-
East Asia, as well as at the global
level. The study identified bar-
riers and facilitators relating to:
education, training, supervision,
deployment, lack of recognition
of midwifery as an autonomous
profession, and lack of appropri-
ate roles enabling midwives to
work to their full scope of prac-
tice. In terms of service provision,
barriers included low coverage
and quality of some services,
poor working environments, and

THE STATE OF THE WORLD’S MIDWIFERY 2021

lack of equipment and supplies.
The main recommendation was
to implement a high-quality pre-
service education programme to
prepare midwives who are com-
petent, meet global standards
and are able to provide high-
quality, evidence-based care (59).

Based on the research and
information collected, the
Government, in collaboration
with stakeholders including

the Indian Nursing Council,
developed a strategic roadmap
for effective rollout of the
Midwifery Initiative. The roadmap
includes a curriculum, scope
and standards of practice,
advocacy toolkits and learning
resource packages for both the
Midwifery Educator programme
and the Nurse Practitioners in
Midwifery programme, with the
objective of raising midwifery
education and service provision
to global standards.

Contributed by Ministry of Health
and Family Welfare, Government
of India.



FIGURE 3.1 Duration of direct-entry midwifery or combined nursing and midwifery education
programmes in 63 countries, by WHO region and World Bank income group, 2019-2020
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Source: ICM survey.

The ICM Midwifery Education Accreditation Programme

The ICM Midwifery Education
Accreditation Programme (MEAP)
is based on international best
practices in midwifery education
and accreditation. It evaluates
pre-service midwifery educational
programmes against the ICM
Global Standards for Midwifery
Education (2013 and subsequent
updates), including competency-
based education that in turn
includes ICM's Essential
Competencies for Midwifery
Practice (updated in 2019).

The MEAP serves as a benchmark
for midwifery educational
programmes that aim to meet
international standards. For a fee, it
offers accreditation approval based
on an independent assessment of
an institute’s midwifery educational
programme(s) to determine the
extent to which ICM standards are
met (63). It also helps to identify
best practices and gaps, allowing
donors and implementers to
provide targeted, effective and

3 years

[o2}
o
©
o

M 4 years 1 5 years

Midwifery students in Mymensingh, Bangladesh. © UNFPA/Geeta Lal.

sustainable support for high-quality
midwifery education.

ICM commenced assessing

midwifery programmes using MEAP
in 2020. Its first accreditation was of
a direct-entry midwifery programme

in Rwanda. In response to travel
restrictions due to the Covid-19
pandemic, ICM is adapting MEAP
for implementation using digital
technologies and other solutions.

Contributed by Sally Pairman (ICM).
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had accreditation mechanisms for midwifery
professional education institutions.

Of 70 reporting countries, 34 (49%) reported
that all their midwife educators are qualified
midwives, and four (6%) reported that none

of their midwife educators are midwives. On
average in the 70 reporting countries, 65%

of midwife educators were midwives. Figure
3.2 shows that this percentage is highest in

the European, Eastern Mediterranean and
South-East Asia regions, and lowest in Africa.
Again, however, small numbers of reporting
countries may mean these results are not fully
representative of the regions. High-income
countries are more likely than middle- and low-
income countries to use midwives to teach
midwifery. This may result from lack of support
and pathways for midwives to become educators
(64, 65). Box 3.3 describes the findings of a
WHO survey of midwifery educators, which
highlighted some of the specific challenges
they face in low- and middle-income countries.

Of 74 reporting countries, over one third (38%)
reported that the highest level of midwifery
qualification available was a bachelor’s

degree, one quarter (26%) said a master's-level
qualification was the highest available, and
another quarter (27%) offered a doctorate-level
programme. For just under one in 10 countries
(9%) the highest level was below degree level.
Figure 3.3 shows that master’s- and doctorate-
level midwifery qualifications are most likely to be
available in Europe and in high-income countries,
but again the small number of reporting countries
in some regions means that these results should
be interpreted with caution.

Regulation and association

Each country’'s midwifery regulation governs
the education, practice and licensure of its
midwives. National laws and regulations
establish who is qualified to use the title
‘midwife”, as well as the midwife’s scope

of practice. Midwives’ associations are
established at country level to support

Figure 3.2 Average % of midwife educators who are themselves midwives in 70 countries,
by WHO region and World Bank income group, 2019-2020
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Source: ICM survey.

16 THE STATE OF THE WORLD’'S MIDWIFERY 2021

|
High Lower middle Total
(n=16/61) (n=26/49) (n=70/194)
Upper middle Low
(n=12/55) (n=16/29)

L Income group ———!



Key data on quality of education from WHO's global midwifery educator survey

In 2018-2019, WHO conducted a
global midwifery educator survey,
collecting the views of those actively
teaching midwifery (midwives, nurses,
doctors) in low- and middle-income
countries across five of the six WHO
regions (excepting Europe). The
purpose was to better understand the
actions needed to improve the quality
of midwifery education. Over 100
educational institutions in 35 countries
responded. Key challenges identified
included the following:

¢ Across all educational institutions,
respondents indicated that
regulation of education programmes
did not effectively ensure quality
nor facilitate standardization in
midwifery education; varying levels
of skills were being taught through
differing pathways.

» Just over half of the respondents
indicated that their profession was
midwifery. Fewer than half were
trained or accredited as educators.

» Just over half of institutions had

knowledge of and access to WHO
Midwifery Education Modules and
other education materials.

» Educators had greatest confidence

in their ability to teach care of the
woman and baby during labour and
childbirth, followed by antenatal
care and emergency obstetric care.
They had least confidence in their
ability to teach family planning and
newborn care, especially care of
small and sick newborns. None of
the respondents felt confident in
all of WHO'’s midwifery educator
core competencies.

¢ 100% of educators reported

shortages of at least some
equipment and supplies in
classrooms, skills labs and/or
clinical settings.

* All educators, except those in the

Americas region, experienced
challenges relating to water,
sanitation and hygiene. The
challenges are greatest in Africa

(especially in French-speaking
countries) where three quarters of
educators said they lacked access
to clean water at least some of the
time. Many educators in Africa and
South-East Asia reported not having
access to a functioning toilet in
their workplace.

This survey gives an indication of the
nature and scale of the challenges
faced by many midwife educators and
provides a basis to guide research
and action. The survey findings

were a vital input to the joint WHO,
UNFPA, UNICEF and ICM “Framework
for action for strengthening quality
midwifery education for UHC 2030”
(51) which aims to ensure that the
education system produces midwives
who are confident and competent

to fulfil their potential to ensure

that mothers and newborns survive
and thrive.

Contributed by Fran McConville (WHO).

Figure 3.3 Highest level of midwifery qualification available in 74 countries, by WHO region and
World Bank income group, 2019-2020
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members of the profession and to provide
leadership to strengthen and advance the
role and impact of midwives. They should be

separate from the regulators of midwifery. Some

associations also function as a trade union.

Of the countries providing data, three quarters
(77%) indicated that their country had legislation
recognizing midwifery as distinct from nurs-
ing, including over 90% of responding countries
in the Americas, European and Western Pacific
regions (Table 3.1).

Table 3.7 also shows that three quarters (77%)

of responding countries have at least one
professional association specifically for midwives,
and that this is the norm in all regions except
South-East Asia.

Of 78 reporting countries, nearly all (92%) have a
regulation system that covers midwives. One in
eight (12%) reported a separate regulatory body
specific to midwives. Most reporting countries
(62%) do not have a separate regulator, but

do have regulatory authority with policies and
processes specifically for midwives (Figure 3.4).
In 19% of countries, midwives are regulated

by a regulatory body that is not specific to
midwifery and does not have distinct policies
and processes for midwives.

Countries use a variety of terms to describe the
legal right to practise as a midwife. Half (49%)
of 79 responding countries have both a licens-
ing system and a registration system that are
separate and mandatory processes, a quarter
(25%) have registration only, 13% have licensing

Percentage of countries with legislation recognizing midwifery as distinct
from nursing and with an association specifically for midwives, by
WHO region and World Bank income group, 2019-2020

% of countries with
legislation recognizing
midwifery as distinct
from nursing

Number of
countries
reporting/total

WHO REGION

Africa 29/47
Americas 12/35
illaeS :i?t;nrra nean 721
Europe 13/53
South-East Asia 7711
Western Pacific 11/27
INCOME GROUP

High 19/61
Upper middle 12/55
Lower middle 28/49
Low 20/29
TOTAL 79/194

62%
92%

86%

92%

57%
91%

89%
92%
68%
70%

77%

% of countries
with an association
specifically
for midwives*

Number of
countries
reporting/total

35/47 77%
17/35 88%
13/21 69%
28/53 79%
8/11 50%
14/27 79%
33/61 79%
22/55 82%
34/49 68%
26/29 81%

115%%/194 77%

* The name of the association includes the word “midwife” (or equivalent term in the national language) and
mentions no other health occupations. ** For this indicator only, the response of the midwives' association
was accepted even without a validation letter, because the association was judged to be the competent

authority to answer this question.

Source: ICM survey.
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Figure 3.4 Midwife regulation system in 78 countries, by WHO region and World Bank income group,
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Figure 3.5 Midwife licensing system in 73 countries, by WHO region and World Bank income group,
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only and 12% have another type of system. Of 73
reporting countries, 17 have no licensing system
at all, and 20 require their midwives to be licensed
only once after qualifying, with no requirement
for periodic renewal of the licence. The remain-
ing 36 countries have a system involving periodic
renewal, but only 24 of them require continuing
professional development (Figure 3.5).

Licensing and regulatory systems are essential
for safe practice, but not sufficient to maximize
midwives’ contribution to improved health
outcomes. In many countries, midwives do not
have the authority to perform tasks typically
considered part of the midwife's scope of
practice. For example, Table 3.2 shows that

in most responding countries, midwives

are authorized to provide five of the seven

basic emergency obstetric and newborn care
(BEMONC) signal functions, but in half of
countries they are not authorized to undertake
an instrumental birth using vacuum extraction
or manual vacuum aspiration for early
pregnancy bleeding.

Similarly, although WHO recommends that
midwives can safely and effectively provide a
wide range of contraceptive products (66), some
countries’ regulatory systems restrict the range
of products which midwives are authorized to
provide. Table 3.3 shows that although most
reporting countries authorize midwives to
provide a wide range of contraceptive products,
in some countries (mostly in the European and
the Eastern Mediterranean regions) midwives
are not authorized to provide such services.

Percentage of 79 countries in which midwives are authorized to provide
BEmONC signal functions, by WHO region and World Bank income group,

2019-2020
Newborn Manual Instrumental ~ Manual
Number of | resuscitation Parenteral Anti- removal of birth by vacuum
countries | with bag and  Oxytocics = antibiotics | convulsants | placenta vacuum aspiration
reporting mask (%) (%) (%) (%) (%) extraction (%) %
WHO REGION
Africa 29/47 100% 100% 100% 100% 97% 79% 90%
Americas 12/35 92% 100% 100% 83% 83% 17% 25%
;a:;?t;"rranean 7/21 86% 57% 71% 57% 43% 57% 29%
Europe 13/53 100% 100% 85% 85% 46% 15% 8%
South-East Asia 711 100% 100% 86% 86% 71% 43% 57%
Western Pacific 11/27 100% 91% 91% 91% 71% 64% 36%
INCOME GROUP
High 19/61 100% 100% 89% 79% 58% 26% 11%
Upper middle 12/55 83% 92% 92% 83% 58% 25% 25%
Lower middle 28/49 100% 96% 93% 93% 93% 64% 68%
Low 20/29 100% 90% 95% 95% 90% 75% 80%
TOTAL 79/194 97% 95% 92% 89% 78% 52% 51%

BEmMONC = basic emergency obstetric and newborn care.

Source: ICM survey.
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Impact of Covid-19 on midwives’
education and practice

Covid-19 impacted on many activities in 2020
and 2021, including midwifery education

and practice. Public health polices, including
lockdowns, caused significant disruption to
essential health services (67). Midwifery educa-
tion, like that of other health occupations, was
also disrupted, with teaching moving online,
limited access to clinical placements and
changes in students’ direct patient care contact
hours (68-71). In some settings, programmes
and providers developed new digital solutions,
increased digital literacy, and established vir-
tual learning spaces to connect students and
teachers. Joint planning and collaboration by all
stakeholders, including students, education pro-
viders and health facilities, is now needed, with

Midwives should
have a distinct scope
of practice and be
able to work across
this full scope of
practice.

Midwives’ association

Percentage of 78 countries in which midwives are authorized to provide
contraceptive products, by WHO region and World Bank income group,

2019-2020
Number of
countries = Contraceptive @ Contraceptive
reporting pills (%) injections (%)
WHO REGION
Africa 29/47 100% 100%
Americas 11/35 100% 100%
Ililla::iat?rranean 2 % %
Europe 13/53 54% 46%
South-East Asia 7/11 100% 100%
Western Pacific 11/27 91% 91%
INCOME GROUP
High 18/61 61% 56%
Upper middle 12/55 83% 83%
Lower middle 28/49 100% 100%
Low 20/29 100% 100%
TOTAL 78/194 88% 87%

Source: ICM survey.

Emergency
contracep- Intrauterine Contraceptive
tion (%) devices (%) implants (%)

100% 97% 100%
91% 100% 91%
43% 57% 57%
46% 38% 23%
100% 100% 71%
91% 91% 91%
44% 50% 50%
83% 75% 75%
100% 100% 89%
95% 95% 90%
83% 83% 78%
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clear communications to reduce confusion
and anxiety (72).

Midwives should be
. . Midway through 2020, ICM launched a global
mVOIVed in SRMNAH Covid-19 survey to determine the role of

1SI - 1 midwives’ associations in response to the
deCISIOI"I maklng at aII
pandemic’s impact on the midwives they

represent. By December 2020, over half of the
of Health, health Facilities, ICM member associations had responded. They
reported high levels of stress and burnout among
midwives, and most (70%) reported that midwives

regulatory authorities, had experienced a lack or shortage of personal
protective equipment (PPE). Associations

levels including: Ministry
education institutions,

research programmes, o
reported that midwives had resourcefully

development projects. addressed this situation by making their own PPE
(43%), purchasing their own (53%), or improvising
with whatever was available (48%). Some
associations reported that midwives had reused

Midwives' association

Midwife conducts antenatal check. © UNFPA Guinea.
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Identifying and addressing the needs of midwives during Covid-19 in
Latin America and the Caribbean

Early in 2020, it became clear that
Covid-19 would have a major
impact on UNFPA’s plans for
strengthening midwifery. To guide
its response, the Latin America

and the Caribbean Regional Office
undertook an online survey of
midwives to explore the pandemic’s
impact on their work and identify
the support they needed to respond
effectively. Over 1,000 responses
were received from 12 countries.
Over half of respondents thought
they had not been adequately
consulted or considered in their
workplace’s decision-making
processes, and that there was
insufficient PPE.

UNFPA developed a template

for documenting innovative
adjustments to service delivery

and invited the presidents of
professional midwives’ associations
to submit a summary of their
practices using the template.
Examples were shared by 23
midwives from 11 countries,
including: using virtual technologies
to maintain essential services,

single-use PPE (30%), worked without (26%) or

just not attended work (7%).

Over half (54%) of responding associations
reported that midwifery education courses
had been closed in their countries, 90% of
courses had changed to online learning and

multidisciplinary efforts (including
community outreach) in diverse
settings to meet SRMNAH needs
within a human rights framework,
and the empowerment of midwives’
associations and midwife leaders
to work with politicians and health
service leaders.

Videoconferences were held two
to four times per month with
midwives’ association leaders,
UNFPA staff and the ICM regional
representative in Latin America.
The agenda included sharing of
statistics on Covid-19 infections
and deaths. ICM member
associations in Latin America
prepared a declaration for the
attention of Ministers of Health,
highlighting the risks to mothers,
newborns and families during the
pandemic, and the need for PPE for
midwives (73).

Restrictions relating to Covid-19
made it essential to find new ways
to continue education and training
for midwives. The University

of Chile led the development

and dissemination of Spanish-
language resources for continuing
education (74, 75). There is a
regularly updated repository of
information on Covid-19, including
national guidelines, protocols,
epidemiological information, and
other materials designed to support
midwifery work (76). UNFPA’'s Sub-
Regional Office for the Caribbean
provided a grant to the Caribbean
Regional Midwives Associations
for activities, including the
development of a virtual continuing
professional development
programme (77). The topics, chosen
in consultation with midwives,
have included: mental health of
midwives and mothers; continuity
of sexual and reproductive health
services during Covid-19; infection
prevention and control during
Covid-19; and respectful maternity
care during Covid-19.

Contributed by Alma Virginia
Camacho-Hubner (UNFPA

Latin America and the Caribbean
Regional Office).

health professionals. Of the associations who

responded to this question, 90% reported
improved and positive collaborations between

health professionals, who joined forces in
different ways to help each other, including
obstetricians, paediatricians, infection control
specialists, nurses and in some cases the

25% to small group learning. Only 50% of those
associations felt that students had access to
practice areas or clinical placements some

of the time, while 25% had no access. Almost
two thirds (61%) of responding associations
reported delays in midwifery students
completing their studies.

One of the more positive reported effects of
Covid-19 was improved collaboration between

medical corps of defence units.

Midwives in many countries have made specific
efforts to address the Covid-19 challenges in
their own countries. Box 3.4 describes the work
done in one UNFPA region to fully understand
the needs of midwives as they continue to work
through the pandemic. Box 3.5 highlights the key
roles played by young midwife leaders in Malawi
and Namibia.

CHAPTER 3: EDUCATION AND REGULATION OF MIDWIVES TO ENSURE HIGH-QUALITY CARE
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Midwives contribute to national Covid-19 responses in Malawi and Namibia

Three participants in the

ICM Young Midwife Leaders
programme shared their
experiences of strengthening
their countries’ response to the
Covid-19 pandemic. In Malawi,
the midwife leader conducted

a situation analysis of how

the pandemic was affecting
midwives and their work and
designed responses to the
challenges identified. In Namibia,
one leader contributed to the
drafting of national policies and
guidelines on caring for women
with Covid-19 during pregnancy,
childbirth and the postnatal
period, and another contributed
to the national committee on
infection prevention and control.

The experiences of the three
midwifery leaders showed:
Involving front-line SRMINAH
workers leads to better
decisions. Those who work
directly with service users

bring a vital perspective to

the decision-making process.
Their contributions are often
underestimated because of a
perception that health workers
lack planning and organizational
skills. However, their input can
prevent poor decision-making.
For example, stopping a neonatal
intensive care unit from being
converted into a Covid-19 centre
and relocating it further away
from the labour ward; raising
awareness that a national
shortage of cord clamps, caused
by diverting resources

to Covid-19, was putting newborn
lives at risk.

Midwives bring a unique
perspective. Midwives’ focus and
passion relates specifically to
SRMNAH, so their involvement at
the highest level helps to ensure
that the needs of SRMNAH
service users and providers are
not overlooked in the Covid-19

"

Luseshelo at work in Blantyre, Malawi. © White Ribbon Alliance.
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response. For example, ensuring
that supplies of PPE are allocated
fairly between and within health
facilities; recognizing the fear felt
by midwives working in health
facilities and using this to design
guidelines that communicate
clearly and provide reassurance.

Networking enables midwives to
take a seat at the table. Initially,
no midwives were invited to
contribute to Malawi’s and
Namibia’s Covid-19 response.
The support they received from
ICM and their mentors through
the Young Midwife Leaders
programme empowered these
three women to put themselves
forward and make sure that
midwives’ voices were heard.

Contributed by Sylvia Hamata,
Tekla Shiindi-Mbidi and Luseshelo
Simwinga, with the support of
Ann Yates (ICM).



This chapter assesses the state of the world’s
SRMNAH workforce in 2019, and uses modelling
to predict how this might change by 2030.

The composition of the SRMNAH workforces
varies: different countries use different job

titles to describe occupations, and the roles

and responsibilities of an occupation may differ
between countries using the same job title. This
variation in classification and nomenclature
frustrates efforts to conduct national and global
monitoring and analyses. For example, not all
countries or languages distinguish clearly between
midwives and other occupation groups, such

as nurses, obstetricians and traditional birth
attendants, and a midwife's scope of practice is
not the same in every country. A recent review
found 102 unigue names used in low- and middle-
income countries to describe health workers
who attend births (78). Similarly, not all countries
adhere to the 2018 definition of skilled health
personnel providing care during childbirth (79).

The data shown in this chapter are mainly from
NHWA (as at December 2020), as described in
Chapter 1 and Webappendices 1-3. In addition
to midwives, the analysis in this chapter includes
other SRMNAH workers, in acknowledgement of
the fact that an interdisciplinary team is neces-
sary to meet the SRMNAH needs of all women,
newborns and adolescents.

Data availability

All 194 WHO Member States were eligible for
inclusion in SOWMy 2021, and all submitted at
least one data item that is featured in this report.
Effective workforce planning depends on the
availability of high-quality data about both the

workforce and the pipeline that feeds it. The
routine collection of a minimum set of data is
essential (SoWMy 2074 listed 10 essential data
items (24)) yet no country provided all these data
items for all SRMNAH occupation groups.

Box 4.1 describes the challenges for workforce
data collection, and how these are being
addressed in one WHO region.

In NHWA there was good availability of
headcounts for midwives, nurses and doctors,
and reasonably good availability of graduate
numbers for midwives and nurses. Beyond these,
data availability was limited, which restricts the
scope for detailed analysis. The analysis and the
accompanying country profiles rely heavily on
imputed values, made necessary by missing data
(see Webappendix 3).

The analysis in this chapter uses three key con-
cepts to measure workforce availability and

KEY MESSAGES
\

» With its current composition and distribution,
the world’s SRMNAH workforce cannot meet
the global need for essential SRMNAH care.
There are shortages of all SRMNAH workers,
especially of midwives.

» The biggest shortages are in low-
income countries, especially in the WHO
African Region.

» At the current rate of progress, by 2030 things
will have improved only slightly, and most of
the improvement will be in middle-income
countries. The gap between high- and low-
income countries is projected to widen.

- J
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accessibility: the number of health workers needed
to provide essential services (“need”), the availability
of health workers (“supply”) and countries’ capacity
to employ them (“demand”). Each piece of analy-
sis is based on a different number of countries,
reflecting the differing levels of data availability for
individual indicators. Each table and figure shows
the number of reporting countries; Webappendix

4 shows which countries provided data for each
piece of analysis. Where the number of report-

ing countries for a particular indicator is low, firm
conclusions cannot be drawn. Further, analysis by
region and income group may mask within-region

and within-income group variations. The country
profiles present individual country data.

SoWMy 2021 uses data collection methods
different from those used in previous SoWMy
reports, and defines occupation groups differently.
For example, some countries that previously
reported having professional midwives now report
that their midwives are associate professionals.
While this represents progress in terms of
acknowledging the importance of defining
occupation groups consistently, it means that
for many countries the data in SoWMy 2021
should not be directly compared with the data in
earlier SoWMy reports.

The need for SRMNAH workers

In this report, the need for SRMNAH workers

is defined as the amount of SRMNAH worker
time that would be required to achieve universal,
high-quality coverage of the essential SRMNAH
interventions listed in Webappendix 5 and taken
from the Global Strategy for Women'’s, Children’s
and Adolescents’ Health (9). SoWMy 2014 used a
similar definition, but a different list of essential
interventions. This also affects comparability

The challenges of data collection and how these are being addressed in

South-East Asia

Tracking progress on health
workforce development can be
challenging when only weak
national data are available,

and data collection can be a
burdensome task for countries.
Even before the Covid-19
pandemic, data collection and
collation capacity were stretched in
many countries due to competing
needs, potentially undermining
the quantity and quality of data
reported to NHWA.

In 2014, WHO South-East Asia
Region Member States made

a commitment to a Decade for
Health Workforce Strengthening.
Its first review in 2016 found that
lack of standard indicators and

incomplete data were significant
barriers to reporting on progress.
For example, headcount data
commonly come from health
council registers, which can differ
significantly from other data
sources, such as census or health
facility surveys, which are designed
for different purposes.

With these challenges in mind,
Member States in the Region
agreed on 14 priority indicators
to report via NHWA and to review
progress in 2018 (80). In the data
collection for the State of the
World’s Nursing 2020 report and
this report, WHO Regional Office
for South-East Asia and country
offices built on this approach,

THE STATE OF THE WORLD’S MIDWIFERY 2021

coordinating across departments to
minimize duplication of effort and
to streamline communications with
national government counterparts.
Within countries, technical working
groups, consisting of NHWA

focal points and representatives
from various stakeholders, such

as health councils and education
institutions, have played a critical
role in triangulating various data
sources, and agreeing on uniform
data for submission to NHWA.

This process led directly to greater
ownership and better utilization of
the data collected by countries.

Contributed by Masahiro Zakoji, Ai
Tanimizu and Malin Bogren (WHO
Regional Office for South-East Asia).



Figure 4.1 Percentage of SRMNAH worker time needed at each stage in the continuum of care,

189 countries, 2019

Adolescent health
and development*
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Postnatal care ——
26%

Other sexual and
reproductive health
37%

Antenatal care
1%

= Childbirth care
18%

* The needs of adolescent girls aged 15-19 were included within those of women of reproductive age, so the estimate for

adolescent health and development covers the sexual and reproductive health needs of girls aged 10-14 and boys aged 10-19.

Source: Estimates made for this report.

between SoWMy 2014 and SoWMy 2021: the
need identified is higher in SOWMy 2021 due to
its use of a more comprehensive list of essential
interventions in the definition of need.

Globally, 6.5 billion SRMNAH worker hours
would have been required to meet all the
need in 2019. This is projected to increase to
6.8 billion hours by 2030. Figure 4.1 shows
that 55% of the global need for health worker
time for essential SRMNAH care is for
maternal and newborn health interventions
(antenatal, childbirth and postnatal care),
37% is for other sexual and reproductive
health interventions such as counselling,
contraceptive services, comprehensive
abortion care, and detection and management
of sexually transmitted infections, and 8% is
for adolescent sexual and reproductive health
interventions. The amount of time needed

for postnatal care is more than double the
time needed for antenatal care. This is mainly
because postnatal care is needed for two
people: in the first 24—48 hours postpartum,
new mothers and newborns should both
receive frequent interventions, which are
more time-consuming than antenatal care
visits. Also, some essential postnatal care
interventions, although less common,

are very time-consuming, e.g. caring for
small and sick newborns and women with
severe morbidities.

The two main drivers of need for SRMNAH workers
are population size and fertility rate (87). Variations in
these two factors mean that the need for SRMNAH
workers is relatively high in the South-East Asia

and African regions (1.6 billion and 1.5 billion hours
respectively in 2019). Variations in fertility rates also
influence the skill mix needed within the SRMNAH
workforce: the workforce in high-fertility settings
should contain a higher percentage of SRMNAH
workers competent to provide maternal and newborn
health care. For example, in the African region, over
60% of the SRMNAH worker time needed in 2019
was for maternal and newborn health interventions

@~ KEY FINDINGS

» Globally, 6.5 billion SRMNAH worker hours
would have been required to meet all the
need in 2019. This is projected to increase to
6.8 billion hours by 2030.

~

» Just over half (65%) of the global need for
health worker time for essential SRMNAH
care is for maternal and newborn health
interventions (antenatal, childbirth and
postnatal care), 37% is for other sexual
and reproductive health interventions such
as counselling, contraceptive services,
comprehensive abortion care, and detection
and management of sexually transmitted
infections, and 8% is for adolescent sexual
and reproductive health interventions.

CHAPTER 4: NEED FOR AND AVAILABILITY OF MIDWIVES AND OTHER SRMNAH WORKERS
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(represented by the green segments in Figure 4.2), of hours: 375 million hours out of the region’s total
compared with 45% in the European and Western need for 1.5 billion hours. In absolute terms, this
Pacific regions. As a result, although a relatively low is similar to the 330 million hours needed in the
percentage of the need in Africa is for “other sexual ~ Americas, but because the total amount of need in
and reproductive health”, this is still a large number the Americas (750 million hours) is much lower than

Figure 42 Percentage of SRMNAH worker time needed at each stage in the continuum of care, 189
countries, by WHO region and World Bank income group, 2019
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* The needs of girls aged 15-19 are included in those of women of reproductive age, so the estimate for adolescent health
and development covers the sexual and reproductive health needs of girls aged 10-14 and boys aged 10-19.
Source: Estimates made for this report.
in Africa, 330 million hours is a larger percentage If available in sufficient numbers, and if fully
of the total time needed. educated, regulated and integrated within an
interdisciplinary team, midwives could meet
Figures 4.1 and 4.2 present estimates of the about 90% of the global need for essential
amount of SRMNAH worker time needed SRMNAH interventions (see Webappendices
at each stage of the continuum of care to 3and5).
achieve universal coverage: these figures do
not represent the amount of time actually Current SRMNAH workforce availability,
devoted to each stage. In many countries, composition and distribution
postnatal care coverage is much lower The 192 participating countries reported
than antenatal care coverage (82). In those the number of SRMNAH workers using
countries, the SRMNAH workforce may the occupation group definitions shown in
devote more of its available time to antenatal Webappendix 1. Table 4.1 shows the total
care than to postnatal care even though the numbers reported. Very few countries reported
amount of time needed for postnatal care headcounts for all SRMNAH occupation
is greater, leading to more unmet need for groups.® In particular, few countries provided
postnatal care than for antenatal care. headcounts for paramedical practitioners,

3 A small number of reporting countries does not necessarily indicate missing data: we do not expect all countries to report for all occupation
groups. Some countries may not have that occupation group as part of their health workforce
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@~ KEY FINDINGS

» With its current composition and distribution, the world’s SRMNAH workforce could meet 75% of the
world’s need for essential SRMNAH care, but in low-income countries, the workforce could meet only 41%
of the need. Potential to meet the need is lowest in the African and Eastern Mediterranean WHO regions.

» If educated, regulated and integrated within an interdisciplinary team, midwives could meet about 90% of the
global need for essential SRMNAH interventions, yet they account for just 8% of the SRMNAH workforce.

» There is a global needs-based shortage of 1.1 million “dedicated SRMNAH equivalent” (DSE) workers.
This total number represents shortages in of all types of SRMNAH workers, but the largest shortage is of
midwives and the wider midwifery workforce.

» Factors preventing the workforce from meeting all of the need include: insufficient numbers, inefficient
skill mix, inequitable distribution, poor-quality education and training (including supervision and
mentoring) and poor-quality regulation, which lead to poor quality of care (including disrespect and
abuse) and poor SRMNAH outcomes.

» Covid-19 has reduced workforce availability. Access to SRMNAH services needs to be prioritized, and
provided in a safe environment, despite the pandemic. SRMNAH workers need protection from infection,
support to cope with stress and trauma, and creative/innovative solutions to the challenges of providing
high-quality education and services.

TABLE 4.1

Number (thousands) of SRMNAH workers in 192 countries, 2019 (or latest
available year since 2014)

Number of workers reported

Occupation group Number of reporting countries (thousands)
Midwifery professionals 77 650.9
Midwifery associate professionals 22 477.3
Midwives not further defined 68 420.9
Nursing professionals 144 19,766.5
Nursing associate professionals 93 5317.9
Nurses not further defined 56 2386.2
Obstetricians and gynaecologists 191 532.7
Paediatrician practitioners 185 537.5
General medical practitioners 190 4109.9
Paramedical practitioners 40 345.0
Medical assistants 18 104.7
Community health workers 43 1950.9

Note: Many countries submitted a total headcount for all medical doctors, without providing headcounts for
specialty (e.g. obstetrics, paediatrics). For these countries, assumptions were made about the proportion of
medical doctors in each of the three medical doctor occupation groups in this table (see Webappendix 3).

Source: NHWA, 2020 update.

medical assistants and community health Not all countries have the health care occupation
workers. For this reason, no analysis of these group “‘midwives”. Some rely on nurses with

three occupation groups is included in this additional and specialized training in midwifery. To
chapter, but they are shown in individual reflect this heterogeneity in occupations involved
country profiles and are considered when in providing midwifery care, SOWMy 2021 uses the
estimating the potential of the SRMNAH term “wider midwifery workforce” which includes

workforce to meet the need. nurses with midwifery training, sometimes called



“nurse-midwives”. The grouping together of these
nurses with midwives is not meant to imply that all
members of this group work as midwives: it simply
means that they have received a level of education
or training in midwifery which qualifies them to
practise as part of the wider midwifery workforce
in their country. The available data do not indicate
how many are working as midwives, how many as
nurses, and how many as both.

The remaining analyses in this chapter use the
following groupings of SRMNAH workers:

Wider midwifery workforce: including all
professional and associate professional
midwives, “midwives not further defined’,
and nurses (professional or associate)
with midwifery training, hereafter called
‘nurse-midwives”

TABLE 4.2

Nursing workforce excluding those with
midwifery training: including all professional and
associate professional nurses and “nurses not
further defined”, and excluding any nurses with
midwifery training

SRMNAH doctors: including general medical
practitioners, obstetricians/gynaecologists and
paediatricians.

Current availability of the wider midwifery
workforce

Headcounts for the wider midwifery workforce were
available for 160 countries. These countries’ data
indicate a wider midwifery workforce of 1.9 million:
an average density of 4.4 per 10,000 population
(Table 4.2). Density is relatively high in the Western
Pacific Region (5.9 per 10,000 population). It is
higher in high- and middle-income countries than in

Size (thousands) and density of wider midwifery workforce in 160 countries,
by WHO region and World Bank income group, 2019 (or latest available year

since 201 4) Number of countries
reporting headcount/all
WHO Member States
WHO REGION
Africa 37/47 (79%)
Americas 23/35 (66%)

Eastern Mediterranean 15/21 (71%)

Europe 52/53 (98%)
South-East Asia 8/11 (73%)
Western Pacific 25/27 (93%)
INCOME GROUP

High 55/61 (90%)
Upper middle 42/55 (76%)
Lower middle 37/49 (76%)
Low 26/29 (90%)

TOTAL 160/194 (82%)

Size of wider
midwifery workforce*
in thousands (% of global total)

Density
per 10,000
population**

259 (14%) 2.6
160 (8%) 1.9
175 (9%) 3.2

424 (22%) 4.6

588 (31%) 10.4

289 (15%) 5.9

435 (23%) 3.7

795 (42%) 6.5

566 (30%) 4.3
98 (5%) 1.6

1,894 (100%) 4.4

* Includes midwifery professionals, midwifery associate professionals, nurse-midwives, associate nurse-midwives

and midwives not further defined.

** Total headcount in all countries in a region/income group, expressed as a ratio of the total population of that region/

income group.

Notes: Indonesia and the USA have major effects on regional and income group densities. Excluding Indonesia,
the density for South-East Asia is 4.6 and for upper-middle-income countries it is 3.6. Excluding the USA, the
density for the Americas is 2.8 and for high-income countries it is 4.9. Excluding both of these countries, the

global average is 3.8 per 10,000 population.
Source: NHWA, 2020 update.
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low-income countries. Over half of the wider midwife-
ry workforce is in the South-East Asia and European
regions, where the respective densities are 10.4 and
4.6 per 10,000 population. Some regional and income
group averages are skewed by populous countries
with atypical densities, most notably Indonesia (which
reports a very large number of associate professional
midwives) and the United States of America (which
reports a very small wider midwifery workforce). The
notes following Table 4.2 show the effect of exclud-
ing these two countries from the global, regional and
income group averages.

The numbers in Table 4.2 cannot be directly compared
with the numbers reported in earlier SOWMy reports,
because the data in this report are based on a much
larger number and more diverse range of countries,
and the data collection method was different. For
these reasons, only cautious conclusions may be
drawn about changes over time. For example, of the
56 low- and middle-income countries that featured in
both SoWMy 2021 and a previous SOWMy report, 24
have a clear upward trajectory for the density of the

wider midwifery workforce, 16 have a clear downward
trajectory, three show no major change and 13 show
no clear pattern.

Of the 1.9 million members of the wider midwifery
workforce in the reporting countries, 651,000 (34%) are
categorized as midwifery professionals, 477,000 (25%)
as midwifery associate professionals, 421,000 (22%)
as ‘midwives not further defined’, 285,000 (15%) as
nurse-midwives and 60,000 (3%) as associate nurse-
midwives. Before 2019, it was not possible to enter
data in NHWA for nurse-midwives as a specific group,
but now they can be specified as a subset of nurses.
Countries reporting for years prior to 2019 probably
counted them as nurses, so there may be more nurse-
midwives than are reported here.

The large number of “midwives not defined” is

of concern because their competencies are not
known. For the analysis, they were reclassified
as either professional or associate professionals,
based on factors such as education duration
and previous data reporting patterns (see

Figure 43 Percentage of wider midwifery workforce in each occupation group in 161 countries,
by WHO region and World Bank income group, 2019 (or latest available year since 2014)
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Note: This figure includes India, whereas Table 4.2 excludes India. This is because, as part of the reclassification process described
in Webappendix 3, some of India’s associate professional nurses were reclassified as associate professional nurse-midwives.

Source: NHWA, 2020 update, adjusted to compensate for large numbers of “midwives not defined”.
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Webappendix 3 for details). Based on these
reclassified numbers, Figure 4.3 shows that
South-East Asia is the only region with more
associate professionals than professionals. The
large population in this region has a pronounced
effect on the global total, which shows slightly
more associate professionals than professionals,
even though in every other region there are more
professionals than associates. Africa and Europe
have the highest percentages of midwives; the
Americas have the highest percentage of nurse-
midwives. The wider midwifery workforce in

high-income countries is mostly professionals, and

to a lesser extent this is also true in low-income
countries. In middle-income countries, most are
associate professionals.

Current availability of other SRMNAH workers

Like all health-care professionals, the SRMNAH

workforce is most effective when it operates within

a fully enabled health system/work environment,
with each member working to their full scope of

practice, so that the team collectively possesses
all the competencies required to provide high-
quality, respectful SRMNAH care (79). Availability
of the wider midwifery workforce must therefore
be considered in the context of availability of other
key SRMNAH workers.

Analysis of the size and density of the nursing
workforce (excluding nurse-midwives) and
SRMNAH doctor workforces can be found in
Webappendix 1. In addition to these indicators,
it is important to consider how much of each
occupation group’s clinical time is available to
spend on SRMNAH care: it would be inaccurate
to assume that all SRMNAH workers spend

all their available working time on SRMNAH.

To address this issue, SOWMy 2021 uses the
concept of a “dedicated SRMNAH equivalent”
(DSE) worker. DSEs have been calculated using
estimates about the average percentage of
clinical contact time that each occupation group
spends on SRMNAH (Webappendix 3).

Figure 44 SRMNAH workforce: headcount versus dedicated SRMNAH equivalent (DSE)
in 192 countries, 2019 (or latest available year since 2014)

Dedicated SRMNAH equivalent (DSE) Headcount
All occupation groups IR 36,600,416
Midwifery professionals 650,898
Midwifery associate professionals 477,265
Midwives not further defined 420,913
Nursing associateprofessionas 60,083
Nursing professionals with midwifery training 284,951
Obstetricians and gynaecologists 532,719
Nursing associate professionals 5,257,808
Nurses not further defined RelbXGiek] 2,386,213
Nursing professionals 19,481,578
Paramedical practitioners 344,980
Medical assistants 104,749
General medical practitioners 4,109,851
General paediatricians practitioners 537,475
Community health workers 1,950,928

0% 20% 40% 60% 80% 100%

Note: the “nursing professional” and “nursing associate professional” categories exclude nurses with midwifery training,

who are shown separately.

Source: Headcounts from NHWA 2020 update. DSEs derived from headcounts and estimated % time spent on SRMNAH.
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The impact of the DSE adjustment is illustrated

in Figure 4.4: the DSE workforce is 13.4 million:
37% of the headcount of 36.6 million. Ideally, the
DSE calculation would also take into account
part-time working and the proportion of health
workers who are clinically active. The DSE figures
for countries with high rates of part-time working
or large numbers of health workers in non-clinical
roles will therefore over-estimate the amount of
SRMNAH worker time available for the delivery of
SRMNAH interventions.

Composition of SRMNAH workforce

Figure 4.5 shows the composition of the main
occupation groups within the SRMNAH workforce
in 192 reporting countries, in total, by WHO region
and World Bank income group. These charts
exclude SRMNAH workers other than midwives,
nurses and doctors, due to lack of data.

By headcount, 77% of workers in the three key
SRMNAH occupation types are nurses without

—

Ultrasound scanning at Urban Primary Health Centre in Lakshmipuram,
Vellore, India. © Gates Archive/Mansi Midha.

midwifery training, 15% are SRMNAH doctors and
8% are members of the wider midwifery workforce.
By DSE, 72% are nurses without midwifery
training, 19% are members of the wider midwifery
workforce and 9% are SRMNAH doctors, although
there are variations by region and income group.
The wider midwifery workforce accounts for a
relatively large percentage of the DSE workforce

in Africa and South-East Asia, the majority being

Figure 45 Composition of midwifery, nursing and SRMNAH doctor workforce, 192 countries,
by WHO region and World Bank income group, 2019 (or latest available year since 2014)
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professionals in Africa and associate professionals
in South-East Asia. In the Eastern Mediterranean
Region, SRMNAH doctors account for a relatively
large percentage of the DSE workforce. The wider
midwifery workforce accounts for a relatively large
percentage of the total in lower-middle- and low-
income countries.

Although nearly all countries reported
headcounts for doctors and nurses, only 160
reported headcounts for the wider midwifery
workforce. This may be because the remaining
34 countries have no midwives, or because their
numbers are not reported. If the latter, the wider
midwifery workforce will account for a larger
percentage of the global SRMNAH workforce
than is shown in the chart. This may affect

the Western Pacific Region more than others,
because China’s nurses and SRMNAH doctors
are included, but China did not provide a midwife
headcount.

Potential of the SRMNAH workforce to meet
the need for essential interventions

The country profiles show estimates of “potential
met need” (PMN): the extent to which the
supply of DSE workers is large enough and

has the appropriate skill mix to meet the need
for essential SRMNAH interventions. Taking

into account each country’s demography and
epidemiology, PMN estimates the maximum
percentage of the need for essential SRMNAH
interventions that could potentially be met by
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the current workforce, if it was well educated,
equitably distributed and working within an
enabling environment (and thus able to deliver
high-quality care). An enabling environment
means that SRMNAH workers can practise to
their full scope, are accountable for independent
decisions within the regulated standard operating
procedure, work within a functional health
infrastructure with adequate human resources,
equipment and supplies, have access to timely
and respectful consultation, collaboration and
referral, be safe from physical and emotional
harm and have equitable compensation,
including salary and working conditions.

Where constraints prevent the workforce

from operating to its full potential (e.g. poor
infrastructure, ineffective supply chains, high
absenteeism, poor-quality education, inequitable
geographical distribution) the actual level of need
being met will be lower than is indicated by the
PMN estimate.

The PMN estimates are based on assumptions
about the clinical time needed to achieve
universal coverage of the essential SRMNAH
interventions (Webappendix 5) and about

which SRMNAH occupation groups should

be competent to perform which essential
interventions (Webappendix 6). For this purpose,
it was necessary to assign midwives and nurses
“not further defined” to either the professional
or associate professional occupation groups,
according to the rules set out in Webappendix 3.

Individual country PMN estimates are shown

in the country profiles for 157 countries with
headcount data in NHWA for all three key
SRMNAH occupation groups: wider midwifery
workforce, nursing workforce without midwifery
training and SRMNAH doctors. Table 4.3 shows
regional and income group averages from
these countries. The overall PMN for Europe
and the Americas is close to 100%, whereas
the overall PMN for Africa is just 51%. A clear
pattern emerges by income group: the SRMNAH
workforce could potentially meet 99% of the
need in high-income countries, but just 41% of
the need in low-income countries could be met
by the current workforce.



A low PMN indicates that the SRMNAH Furthermore, without the option to consult a

workforce is too small and/or does not have midwife, women, newborns and adolescents
the correct composition to meet the need. A are deprived of the unique philosophy of care
high PMN indicates a workforce large enough that midwives provide.

to meet the need, but not necessarily with

optimal composition. For example, a country It is therefore important to critically evaluate
with many midwives could achieve the same the composition of the SRMNAH workforce
PMN as a country with many doctors, because as well as its overall size. To that end, the
the time required to deliver interventions country profiles also estimate the number

is allocated to the available competent of DSEs required for 100% PMN. These
occupation groups. Thus, if there are few or estimates are based on the allocation of

no midwives in a workforce, the time required tasks to a preferred occupation group.

for interventions that could be delivered by a The preferred group was selected on the
midwife is allocated to the available nurses or basis of the competencies it should have
doctors. However, it could be argued that it is if properly educated and regulated (see
inefficient and expensive to routinely allocate Webappendix 6). Tasks are allocated to

to doctors tasks that could be performed doctors last, on the premise that doctors

by other competent occupation groups. (relatively expensive to educate and employ,

TABLE 4.3

Potential met need estimates in 157 countries, by WHO region and World
Bank income group, 2019 (or latest available year since 2014)

Number of countries Potential met need estimate
reporting headcount/all

WHO Member States Mean* Range**
WHO REGION
Africa 36/47 (77%) 51% 8% - 100%
Americas 23/35 (66%) 95% 27% - 100%
Eastern Mediterranean 15/21 (71%) 69% 7% - 100%
Europe 49/53 (92%) 98% 74% - 100%
South-East Asia 9/11 (82%) 78% 57% - 100%
Western Pacific 25/27 (93%) 87% 32% - 100%
INCOME GROUP
High 52/61 (85%) 99% 95% - 100%
Upper middle 42/55 (76%) 91% 56% - 100%
Lower middle 37/49 (76%) 73% 30% - 100%
Low 26/29 (90%) 41% 7% - 100%
TOTAL 157/194 (81%) 75% 7% - 100%

* The total amount of SRMNAH worker time needed in countries in that group divided by the total amount
of time allocated in those countries (i.e. a weighted mean). Thus, if a country had more time available than
needed, its “excess” time was excluded from the regional, income group and global estimates.

** This shows the lowest and the highest individual country estimate in that group (there is at least one
country with 100% in every group).

Source: Headcounts from NHWA, 2020 update. Potential met need estimated by the method described in
Webappendix 3.
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and needed only if medical intervention

is indicated) should only be the preferred
occupation group if no other occupation
group is competent to perform the task. If
the PMN estimate is high but the “required”
numbers are very different from the “forecast”
numbers within an occupation group, this
may indicate suboptimal composition of the
SRMNAH workforce.

Allocating interventions to preferred
occupation groups enables the needs-based
shortage of different SRMNAH occupation
groups to be estimated (Webappendix 3).
This analysis is based on the 157 countries
with data on the wider midwifery workforce,
the nursing workforce excluding those with
midwifery training and SRMNAH doctors. Not
all these countries have a shortage, but those
which do have a total needs-based shortage
of 1.1 million DSE midwives, nurses and
SRMNAH doctors, 0.9 million DSE of which
are midwives/nurse-midwives. The worst
shortage is in the WHO African Region,
accounting for 56% of the total shortage.
Most of the remaining shortages are in the
Eastern Mediterranean and Americas regions.

Impact of Covid-19 on SRMNAH worker
availability

The headcount data reported above predate
the Covid-19 pandemic, whose impact on
SRMNAH worker availability is still being
evaluated. Some impacts will be temporary:
e.g. a recent WHO survey noted that many
disruptions to SRMNAH services were due
to staff redeployment for Covid-19 relief (83),
and there is evidence that this was sometimes
due to SRMNAH care not being deemed
essential (84). To address these temporary
impacts, WHO issued interim guidance on
health workforce policy and management in
the context of Covid-19 (85). The pandemic
will probably also have a lasting impact on
health worker availability. Many countries
lack robust data on the number of infected
health workers, due to lack of formal reporting
mechanisms, but emerging data indicate
that health care workers are at increased risk
of infection (86, 87). In the early stages of
the pandemic, shortages of PPE may have
contributed to this increased risk.

Although many questions remain unanswered,
thousands of health workers are known to

Nurses and midwives at Lautoka Hospital antenatal clinic, Fiji. © Felicity Copeland
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have died (88-90). Additionally, most national
nursing associations (80%) have received
reports of mental distress from nurses working
in Covid-19 response, leading to concerns
about burnout and traumatization (90). Many
countries have seen incidents of stress at work
compounded by abuse and stigmatization
from the public (97). There are signs that this
will lead to losses from the health workforce,
exacerbating current and projected workforce
shortages. ICM issued a global call to action to
protect midwives from Covid-19 to enable them
to continue providing essential care (92).

There is an opportunity to build the health
workforce back better through post-Covid-19
economic recovery plans (93). With significant
numbers of jobs lost due to the pandemic, in
an already depleted global health workforce
(12), the future workforce could be strength-
ened by increasing education capacity and
supporting individuals to retrain or transition
into health care.

Future SRMNAH workforce availability

@~ KEY FINDINGS

) At current rates, the SRMNAH workforce
is projected to be capable of meeting 82%
of the need by 2030: only a small improve-
ment on the current 75%. The gap between
low-income countries and high- and middle-
income countries is projected to widen by
2030, increasing inequality.

~

» To close the gap by 2030, 1.3 million new DSE
worker posts (mostly midwives/nurse-mid-
wives, mostly in Africa) need to be created in
the next 10 years. At current rates, only 0.3
million of these are expected to be created,
leaving a projected shortage of 1 million
by 2030.

» The need to step up the production and
deployment of SRMNAH workers is not
confined to countries with a needs-based
shortage. Many countries (including some
high-income countries) are forecast to
have insufficient SRMNAH workers to
meet demand by 2030.

Future supply

Effective workforce planning and manage-
ment requires understanding why people join
and leave the workforce, and how this will
affect future workforce availability. Future
availability is influenced by a number of fac-
tors, including domestic production of new
graduates, international migration and the age
profile of the workforce.

Fewer than half of WHO Member States provided
NHWA data on domestic production of midwives
and nurses, and even fewer provided these data
about SRMNAH doctors. This makes it difficult
to draw overall conclusions about whether the
world, and individual regions and countries, are
producing enough graduates to meet future need
and demand. At country level, where graduate
numbers were provided, they are shown in

the country profile and were used to project
workforce numbers to 2030. Otherwise, standard
assumptions were applied when calculating
these projections (see Webappendix 3).

Similarly, few countries provided data on
international migration of SRMNAH workers.
Among those who did, SRMNAH doctors and
the nursing workforce (excluding those with
midwifery training) were more likely than the
wider midwifery workforce to be foreign-born
or foreign-trained. This may reflect the relative
diversity of midwife roles and education, which
make midwives less easily “transferable” to a
different country’s health system. However,
almost half of the countries reporting on

the wider midwifery workforce were in the
European Region, and over half were high-
income countries, so these results cannot be
generalized to other parts of the world. The
low- and middle-income countries that did report
on these indicators tended to report very small
percentages of foreign-born and foreign-trained
SRMNAH workers.

The age structure of the SRMNAH workforce
is an important indicator of future availability:
if more are approaching retirement age than
are young, then it will be difficult to ensure
sufficient availability in the near future. Many
countries were unable to provide data about
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the age distribution of all their SRMNAH
workers, but 75 did so for the wider midwifery
workforce (as shown in the country profiles),
70 for SRMNAH doctors and 106 for the
nursing workforce excluding those with
midwifery training. The green line in Figure 4.6
represents equilibrium between the oldest and
youngest age cohorts, the blue dots represent
countries whose wider midwifery workforce
contains more aged <35 than approaching
retirement age, and the red dots represent
countries with an ageing workforce (more
approaching retirement age than aged <35).
Most reporting countries are represented by
blue dots, but 19 countries were identified

as at risk of an ageing workforce. Similar
analysis for SRMNAH doctors found 26
countries at risk of an ageing SRMNAH
doctor workforce, and the State of the World’s
Nursing 2020 report showed 18 countries at
risk of an ageing nursing workforce (76).

Half of the countries with an ageing wider
midwifery workforce and one third of the
countries with an ageing SRMNAH doctor
workforce are high-income countries. Other
than this, there are no clear patterns by region
or income group: there are countries from
every region and every income group both
above and below the green line.

The SRMNAH workforces in the South-East
Asia and Eastern Mediterranean regions

have relatively young age profiles, especially
for midwives, nurses and general medical
practitioners. For obstetricians/gynaecologists
and paediatricians, however, the youngest
profile is in the African Region.

Very few countries, and no low-income coun-
tries, were able to provide data on the number
of SRMNAH workers who chose to leave the
workforce in the most recent year: eight coun-

Figure 46 Relative percentages of the wider midwifery workforce aged 55+ years and under 35 years,
75 countries, 2019 (or latest available year since 2014)
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tries provided data about the wider midwifery
workforce, 23 about the nursing workforce
excluding those with midwifery training, and
four about SRMNAH doctors. On average, these
countries reported that 4% of their wider mid-
wifery workforce, 9% of the nursing workforce
(excluding those with midwifery training) and
5% of SRMNAH doctors chose to leave the
national workforce in the most recent year.
However, these averages mask wide variations
between countries: for example, estimates of
voluntary attrition from the wider midwifery
workforce ranged from 1% to 22% of the current
headcount. A high rate of attrition is unsus-
tainable without a major annual influx of new
graduates and/or in-migrants, and even with
such an influx the loss of experienced work-
ers may have implications for quality of care.
The numbers of leavers, their reasons for leav-
ing and their destinations are vital information
which is often lacking (94).

Using the above data and evidence-based
estimates when data are missing (see
Webappendix 3) the country profiles project the
SRMNAH workforce supply estimates to 2030.
This analysis indicates that the supply of DSE
workers will grow from 13.5 million in 2019 to
20.1 million in 2030 (a 49% increase).

Future need and the workforce’s potential
to meet that need

Having projected the supply to 2030, it is then
compared with the projected need, yielding a
2030 PMN estimate. These projections indicate
that, although most countries are on track to
improve their PMN by 2030, many are projected
to remain well short of 100%. In the 157 countries
for which this analysis was possible, the average
PMN is projected to increase from 75% in 2019
t0 82% in 2030. Figure 4.7 shows that most

of that improvement will be in middle-income
countries. Some improvement is also projected

Figure 47 Projected potential met need in 157 countries, by WHO region and World Bank income group,

2019, 2025 and 2030
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Midwife gives a calming touch. © Amber Grant.

for low-income countries, but the average PMN
for low-income countries in 2030 will still be under
50%. It also shows that the regional average PMN
is set to increase between 2019 and 2030 in all
WHO regions except the Americas, where it is
projected to remain at the current high level. The

Eastern Mediterranean and South-East Asia regions

are projected to see the biggest improvements.
Africa is projected to be the only region with a PMN
below 60% in 2030.

Despite the projected 49% increase in the size of
the DSE workforce, its potential to meet the need
is projected to grow by a much smaller amount
(from 75% to 82%). This is partly because some
countries already have a very high PMN, so their
increased workforce size will not have a big
effect on this measure. Also, in absolute terms,
two thirds of the global workforce growth is
projected to occur in the South-East Asia and
Eastern Mediterranean regions, whereas most of
the needs-based shortage is — and will remain —
in the WHO African Region.

As stated above, there is a current shortage
of 1.1 million DSEs, of which 900,000 are

THE STATE OF THE WORLD’S MIDWIFERY 2021

midwives. Projections to 2030 indicate that
this shortage will decrease to 1 million DSEs,
of which 750,000 will be midwives, with the
most serious shortages still in the WHO African
Region. In other words, if all countries continue
on their current trajectory, collectively they

will produce midwives, nurses and SRMNAH
doctors at a faster rate than currently, but not
fast enough to meet the growing global need.
To meet all of the need by 2030, 1.3 million
new DSE midwife, nurse and SRMNAH doctor
positions will need to be created (mostly

in Africa) in addition to those currently in
existence: 1 million DSE midwives/nurse-
midwives, 200,000 DSE nurses and 100,000
DSE doctors. At current rates, only 0.3 million
of these posts are set to be created.

Future demand

Projecting the PMN is important, especially for
countries with insufficient SRMNAH workers to
meet the most basic SRMNAH needs. However,
even countries with 100% PMN can have
acknowledged shortages, because demand for
SRMNAH workers and capacity to employ them
may exceed needs-based thresholds. Projecting



future unmet demand, as well as need, for the
SRMNAH workforce is therefore essential

for formulating workforce policy to prevent
future mismatches.

SoWMy 2021 adopts an established labour
market approach to project future demand

for SRMNAH workers, using an economic

model based on projected economic growth,
demographics and health spending by both
governments and individuals (95). Demand
reflects the willingness of governments and other
purchasers to pay for health care, which in turn
drives demand for employing health workers.

The model starts with the assumption that
all countries currently employ the number of
SRMNAH workers that they can afford.*Then,
by comparing the demand predicted in 2030
with the projected supply in that same year,
projections of demand/supply mismatches

are made for 2030. The results show

that, by 2030, demand for DSE workers in
143 countries will rise and the overall PMD
will be 92%, i.e. the supply will be 92% of
what the countries can collectively afford
to employ. In half of these countries (n=71),
the model predicts that current supply
projections will not keep pace with demand,
resulting in a net demand-based shortage
of just over one million DSEs. This overall
picture masks substantial diversity between
countries, with some projected to experience
significant demand-based shortages (PMD
below 50%) while in other countries supply
will exceed demand, leading to surpluses
(PMD above 105%). PMD below 50% will

be more prevalent in low-income countries
although, perhaps surprisingly, many high-
and middle-income countries will also face
moderate demand-based shortages (PMD
50%-95%) (Figure 4.8).

Figure 48 Projected supply compared with projected demand in 143 countries, by WHO region and
World Bank income group, 2030
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4 This is unlikely to be true for all countries, but currently there is no established, standard method of estimating the number of unfilled posts.
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Potential met need (%)

Many low-income countries face low growth

in both demand and supply, which are often
both below what is needed to cover essential
SRMNAH needs. Figure 4.9 plots PMN against
PMD, with each dot representing a country, and
the colours of the dots representing World Bank
income group classifications. It shows that of
18 low- and lower-middle-income countries that
face severe needs-based shortages (the bottom
half of the graph), 15 will also have demand-
based shortages (five moderate and 10 severe).
In these countries, greater investments will be
required to boost market-based demand and
supply, and to align them more closely with
population SRMNAH needs.

In contrast, the 35 countries facing a moderate
needs-based shortage include 21 that
are projected either to have satisfied their

economic-based demand for workers or to
have exhibited the paradox of surplus demand
but a moderate needs-based shortage. This
indicates that the countries’ GDP growth and
health spending are not forecast to keep pace
with growing need for SRMNAH services due to
increased population pressures. This is likely to
lead to unemployed health workers. These are
not only low-income countries, but also upper-
middle- and high-income countries. A third of
the countries with no needs-based shortage
forecast (35 of 90), many of them in the high-
income category, will need to significantly
accelerate the pace of health worker production
to ensure their supply of SRMNAH workers
meets the demand. This could potentially raise
the cost of health workers, stimulate labour
movements across borders and lead to

further inequalities.

Figure 49 Projections of potential met need and percentage met demand for SRMNAH workforce
in 143 countries, by World Bank income group, 2030
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EQUITY OF ACCESS TO THE
SRMNAH WORKFORCE

The SoWMy need and demand calculations
presented in Chapter 4 have limitations, not least
that they do not take into account within-country
inequities in the availability of and access to
SRMNAH workers. Unless the workforce is
equitably available and accessible to all service
users, and able to provide the same quality

of care for all, it will not meet all the need for
SRMNAH services, regardless of the number of
health workers.

From the service user’s perspective, the concept
of accessibility has several dimensions. Barriers
to access can be caused by a lack of: physical
accessibility (relating to distance, transport,
personal security and other physical challenges);
service organization (relating to opening hours,
waiting times, referral systems, scopes of practice,
confidentiality, stigma etc.); and affordability
(relating to user fees, informal payments or other
costs associated with seeking care from an
SRMNAH worker).

Access or choice can also be limited by provider
attitudes and values, for example, towards the
service user’s personal characteristics (age, sex,
sexual orientation, ethnicity, language, disability,
gender identity, religion, marital status, HIV
status etc.) or their right to access contraception
services or comprehensive abortion care (96, 97).

Physical accessibility

Physical accessibility is influenced by political
decisions about investment in primary health
care and allocation of human resources and
infrastructure. Inequitable access can occur for
many reasons, including geography, topography,

climate, conflict, violence, natural disasters and
restricted scopes of practice for primary health-
care practitioners.

A notable example of geographic disparities in

health workforce availability is that observed
between urban and rural areas (98), but even within
urban areas there can be inequity due to factors
such as poverty and means of transport. Inequitable
access directly affects maternal and child health out-
comes. For example, it is estimated that only 72% of
births to rural women are attended by skilled health
personnel, compared with 90% for urban women (5).

@~ KEY MESSAGES

» Workforce data and analyses should be
disaggregated by characteristics such as
gender, occupation group and geographical
location, so that gaps in provision can be
identified and addressed.

» Some population groups are at risk of
restricted access to SRMNAH workers due to
age, poverty, geographical location, disability,
ethnicity, conflict, sexual orientation, gender
identity, religion etc.

» “Left behind” groups require special
attention to ensure that they can access care
from qualified practitioners. The SRMNAH
workforce requires a supportive policy and
working environment, and appropriate
education and training, to understand and
meet the specific needs of vulnerable groups
and thus provide care that is accessible and
acceptable to all.

» The voices of service users are essential for
understanding the factors that influence their
care-seeking behaviour.
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CHAPTER



National-level estimates can mask geographical and occupational variations:

the case of Ghana

Ghana is one of the very few
countries that provided workforce
data for SoOWMy 2021 disaggregated
by both occupation group and
subnational region. Using these,
and subnational estimates for
demographic and epidemiologic
indicators (101-104), the need for
SRMNAH worker time in 2019 was
estimated separately for each of
Ghana'’s 10 regions in the same way
as for the national estimate, and
mapped against availability.

Map A shows that the populous
Greater Accra and Ashanti regions
had the highest need for SRMNAH
worker hours. Map B shows that
these two regions also had the
most time available from the three
main SRMNAH occupation groups
combined (midwives, nurses

and SRMNAH doctors). Across

all occupation groups, the total
amount of available time exceeded
the amount of time needed, by a

A. Total hours needed
(in millions) in 2019:
midwives + nurses +
SRMNAH doctors

C. Percentage of
needed hours
which are available:
midwives

66%

80%

o

considerable margin in five of the
regions. However, disaggregation
by occupation group showed that
this overall positive picture was
due mainly to a high supply of
nurses. Nurses are of course an
important SRMNAH occupation
group and can meet some of the
need. However, some essential
SRMNAH interventions require
midwives and doctors, and this
analysis highlighted significant
needs-based shortages of these
occupation groups, with much
regional variation.

In contrast to the aggregated figures
in Map B, Map C shows that only
one region (Upper West) had enough
midwives to meet the need, while
the Northern region had less than
half the midwife time needed. Maps
D and E show that the available
doctor time was insufficient in all
regions: no region had available
even half of the needed hours.

B. Total hours
available (in millions)
in 2019: midwives +
nurses + SRMNAH
doctors

D. Percentage of
needed hours
which are available:
general medical
practitioners

Greater Accra and Upper West

had the best supplies of general
medical practitioners, but even
here fewer than half of the needed
hours were available. Shortages of
obstetricians and gynaecologists
were even more serious: again,
Greater Accra had the best supply,
but only 29% of the needed
obstetrician and gynaecologist time
was available. The low number

of medical practitioners suggests
that, if availability were mapped
against need at district level,

there might be districts without
specialists, particularly where there
are no hospitals, leaving other
health workers to manage obstetric
emergencies.

This analysis underlines the
importance of disaggregated

data as part of health workforce
planning, and of monitoring and
evaluating efforts to increase equity
in health worker availability.

Upper

East
West

Brong
Ahafo

Greater
Accra

. Percentage of
needed hours
which are available:
obstetricians and
gynaecologists

I e e HIGH

Contributed by Winfred Dotse-Gborgbortsi (WorldPop, School of Geography and Environmental Science, University of Southampton).
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With almost half the world’s population, and most of
the world's poor, living in rural areas, equitable work-
force distribution is of paramount importance. WHO
has published guidance on increasing accessibility
to health workers in remote and rural areas through
improved retention (99). A key element of the guid-
ance is rigorous monitoring and evaluation of efforts
to increase health worker availability, which requires
geographically disaggregated data. Recent advances
in the use of geographic information systems to
measure and understand geographical variations in
access to SRMNAH workers and services provide

a significant opportunity (700) but investment and
commitment are needed to ensure high-quality data
and analyses. This is illustrated by the fact that very
few countries provided SRMNAH worker data to
NHWA that were disaggregated by administrative
area. Box 5.1 illustrates the important additional
insights made possible by disaggregated data.

Provider attitudes and behaviour
Even if SRMNAH workers are available and
accessible, if the care they offer is not acceptable

women and adolescents may choose not to
use, or may be prevented from using, SRMNAH
services. Instead, they may consult unqualified
practitioners, or no one at all. Accounts of
interactions with SRMNAH workers, whether
one’s own or other people’s, can influence
decisions about whether to access services.
Such factors are often more influential than
distance and cost in decisions about where to
give birth and with whom (705), and this can
present a significant barrier to access. Some
communities have addressed this issue by
setting up systems of midwife-led care, by
midwives from their own communities, so that
service users do not avoid seeking care

in systems that discriminate against them
(106, 107).

Globally, the percentage of births attended
by skilled health personnel has increased (5),
but in some settings lack of respectful care
discourages women and adolescents from
consulting an SRMNAH worker (Box 5.2).

to service users and their communities, then

Respectful maternity care

Respectful maternity care is an
overarching philosophy, at the

core of which is a human-rights
based approach to the provision of
high-quality, woman- and newborn-
centred care (35, 108). The Respectful
Maternity Care Charter states that
high-quality maternity care supports
and upholds the dignity of both the
mother and the newborn, and sets
out how these human rights should
be guaranteed in pregnancy and
childbirth care (709). The SRMNAH
workforce plays an important role

in creating and sustaining care envi-
ronments that promote respectful
maternity care. However, respectful
care first requires systems and facili-
ties that respect, not only women
and newborns, but also the health
workforce: for example, by ensuring
effective and safe working environ-
ments, freedom from bullying and
harassment, supportive supervision
and fair compensation.

Health-care settings and interactions
can reflect a society’s structural gen-
der inequalities, which often mean
women, both as health-care users
and health workers, have lower
social status than men (7170, 111).
Midwives are often the backbone of
maternity services, but when they
work in disempowering environments
their contributions may not be rec-
ognized and rewarded, and they may
be unsupported or disrespected by
supervisors. Such settings typically
offer limited ways to alleviate stress
or nurture motivation, which in turn
may lead to disrespectful, lower-qual-
ity care (110). Moreover, in settings
where women experience or fear
experiencing mistreatment, they may
avoid the health system altogether
(105, 112).

During Covid-19, health profession-
als in many settings have lacked
sufficient PPE, and there have been

violations of women'’s rights to
respectful maternity care, such as

by not allowing labour companions,
instituting mandatory separation of
the mother and newborn, restricting
breastfeeding, and increasing poten-
tially harmful interventions without
indication (e.g. caesarean section,
instrumental birth, induction and aug-
mentation of labour) (773). Human
rights frameworks should guide
policy and practice even during a
pandemic, to ensure that fundamen-
tal rights and best clinical practices
are observed in essential maternity
services (114). Covid-19 presents an
opportunity to critically examine how
maternity care services can be trans-
formed to improve quality, equity and
the woman-centred nature of care.

Contributed by Meghan A. Bohren
(University of Melbourne, Australia)
and Ozge Tungalp (WHO).
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Midwives should be
recognized as primary
health providers,
based in communities
near where women
live, focusing on
prevention of
complications and
appropriate levels

of intervention.

Midwives' association

The voices of service users are essential for under-
standing the factors that influence their care-seeking
behaviour (Box 5.3).

SRMNAH needs often involve sensitive personal
issues, so service users may prefer to consult a
health worker of a specific gender. It is therefore
important that the SRMNAH workforce includes both
men and women, recognizing that an appropriate
balance is likely to involve more women than men.

In the countries submitting data, 93% of the wider
midwifery workforce, 89% of the nursing workforce
(excluding those with midwifery training), and 50%

of SRMNAH doctors are women. Figure 5.1 shows
that this general pattern holds true for all regions and
income groups, but there are a few variations. Nurses
who are men are most likely to be working in low-
income countries. Women SRMNAH doctors are most
likely to be working in the African and Western Pacific
regions (58% and 55% respectively of SRMNAH
doctors are women). In Africa this is mainly due to
Algeria and Nigeria, which both report a large number
of SRMNAH doctors, of whom two thirds are women.

In most other African countries, most SRMNAH

doctors are men.

SRMNAH care: global campaign reveals what women want

The global What Women Want
campaign, led by the White Ribbon
Alliance, set out to enquire what
women want for their own maternal
and reproductive health care, and
to demand that their needs are met.
Its premise is that women know
best about their own health needs
and that their knowledge should be
heard (115).

The campaign began in India in
2016, where over 100 partners
worked together to hear from
almost 150,000 women across 24
states. The women generated a
long list of demands, 20% of which
related to the availability of health
workers and 27% to being treated
with dignity and respect.

The campaign has since been
launched in many more countries,

including Kenya, Malawi, Mexico,
Nigeria, Pakistan, Uganda and the
United Republic of Tanzania. It has
so far reached 1.2 million women in
114 countries. It relies on mobiliz-
ers from within local communities.
The methods they used to listen to
women are many and varied: some
are conversational and public; oth-
ers are reflective and private. Every
individual woman'’s ask is recorded,
counted and sorted into themes.

A number of the “top 20” themes
so far identified are directly relevant
to this report. Number 1 is “respect-
ful and dignified care”; number 4 is
“increased, competent and better
supported midwives and nurses”;
number 6 is “increased, competent
and better supported doctors” and
number 17 is “more female pro-
viders”. Most of the other themes
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relate to the environment in which
SRMNAH workers operate. These
results clearly show the importance
attached by women to the SRMNAH
workforce and the quality of the care
it is enabled to provide.

In many parts of the world, women
are seldom asked about their needs
and priorities, so the act of asking
the question was affirming for them.
Others, however, were tired of
being asked but seeing no changes.
The campaign calls for policy- and
decision-makers at all levels to
hear the voices of the participating
women and to act on them to drive
improvements to health services.

Contributed by Manju Chhugani,
Aparajita Gogoi and Kristy Kade
(White Ribbon Alliance).



Figure 5.1 Percentage of SRMNAH workers who are women in reporting countries, by WHO region
and World Bank income group, 2019 (or latest available year since 2014)
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“Left-behind” groups

Regardless of overall levels of availability and
access, vulnerable or marginalized population
groups can often be “left behind”, resulting in
inequities. People can experience discrimination
based on a wide range of (often intersecting)
characteristics, such as age, gender identity, sexual
orientation, race, caste, tribe, ethnicity, religion and
disability. Two SoWMy 2021 supplements (https:/
unfpa.org/sowmy) focus on workforce issues
relating to adolescents and to women, newborns
and adolescents living in or seeking refuge from
humanitarian and fragile settings.

Strategies to address the

impact of Covid-19 on access

to SRMNAH workers

Continuity of SRMNAH services is critical for
women, newborns and adolescents. Even during

a global pandemic, women and adolescents need
SRMNAH care: service disruption risks eroding
hard-fought gains in SRMNAH outcomes (776),
potentially leading to an increase in unintended
pregnancies, sexually transmitted infections, unsafe
abortions and to increased health risks for moth-
ers, newborns and adolescents (777). PMNCH has
issued a call to action, urging governments to pro-
tect and promote SRMNAH and rights throughout
the Covid-19 response and recovery phases (22).

According to a WHO survey (83), by March

2021 94% of 135 responding countries reported
some kind of disruption to health services in the
preceding 3 months because of Covid-19, and
nearly half reported that they had intentionally
scaled back provision. Contraceptive services
were disrupted in 44% of countries, antenatal
services in 39% of countries and facility-based
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birth services in 25% of countries. The disruptions
resulted from a combination of demand and
supply factors. On the demand side, 57% of
countries reported reductions in outpatient care
attendance, but this was less common in 2021
than in an earlier round of data collection in 2020.
Other factors mentioned included community
fear and mistrust (57% of countries), financial
difficulties caused by lockdowns (43%), and
supply chain disruptions (29%). Another study
estimated that service disruptions due to Covid-19
could result in 2.7 million unsafe abortions (778).

A Global Financing Facility analysis of the impact
of Covid-19 on essential health services for
women and children drew on data reported by
63,000 health facilities and highlighted similar
effects of the pandemic on SRMNAH (779). Their
analysis of data to June 2020 showed that the
number of women who attended four antenatal
care visits during pregnancy dropped in Liberia.
In Nigeria, 26% of respondents who needed health
services said they could not access the services
they needed. Of these, a quarter said this was
due to lockdowns and movement restrictions
imposed to control the pandemic. Results were
mixed across indicators. For example, in Nigeria,
contraceptive services decreased by more than

Health check at a clinic in Potracancha, Huanuco Region, Peru.
© Gates Archive/Mark Makela.
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10% in April 2020 and by 15% in May; women giv-
ing birth at health facilities decreased by 6%. In
Afghanistan, however, while postnatal consulta-
tions were not affected by the crisis, outpatient
consultations dropped by 14%.

Disruptions to health services and the impact of
occupationally acquired infections have taken
their toll on health workers (720, 71217). A global
study of more than 700 maternity care provid-
ers in high-, middle- and low-income countries
showed the additional challenges posed by the
need for knowledge acquisition and communica-
tion, especially concerning the care of women,
whether or not infected with Covid-19 (722).

The evidence does not yet fully capture the impact
of Covid-19 on the health and rights of women,
newborns and adolescents. However, because the
virus can adversely affect SRMNAH outcomes,

it is essential for health authorities to educate
SRMNAH workers about the effects of Covid-19
on maternal and newborn health care (723) and on
their own physical and mental health while working
in this new environment. WHO has issued interim
guidance on using routine data to monitor the
effects of Covid-19 on essential health services,
including SRMNAH (724).




ENABLING AND EMPOWERING
THE SRMNAH WORKFORCE:
GENDER MATTERS

The health workforce is on average 70% women,
although there are gender differences by occupa-
tion (725). Women account for 93% of midwives
and 89% of nurses, compared with 50% of
SRMNAH doctors (see Chapter 5). The consid-
erable gendered disparities in pay rates, career
pathways and decision-making power create sys-
temic inefficiencies by limiting the productivity,
distribution, motivation and retention of female
health workers (726).

Investment in the health workforce can boost
inclusive economic growth, mainly due to job
creation, particularly for women and young
people (17, 127). Increasing the education and
employment of midwives will play an important
role in ensuring gender equality in pay and
position. However, the persistent gender biases
and the lack of recognition and undervaluing

of women'’s unpaid and informal work need to
be acknowledged and addressed. Significant
social, cultural, economic and professional
barriers, including gender inequality, are known
to prevent the provision of high-quality midwifery
care in low- and middle-income countries (57).
This chapter provides an overview of the key
issues involved in enabling and empowering the
midwifery workforce by gender-transformative
policies and other measures.

Recent analyses have highlighted several critical
issues for midwives: leadership; decent work, free
from all forms of discrimination and harassment,
including sexual harassment; gender pay gaps;
and occupational segregation across the entire
workforce, which has specific resonance for
SRMNAH (728, 129). Gender-transformative
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health workforce policies and measures must
be implemented in order to reach global UHC
targets, especially for women and newborns.

The Covid-19 pandemic has also had a
disproportionate impact on women, especially
in terms of employment security, increased
caring and home-schooling responsibilities,
and increased incidences of gender-based

@~ KEY MESSAGES

4

The health workforce is on average 70%
women, with gender differences by
occupation. Midwives are more likely to
be women; they experience considerable
gendered disparities in pay rates, career
pathways and decision-making power.

Only half of reporting countries have midwife
leaders within the national Ministry of

Health. Limited opportunities for midwives

to hold leadership positions and the

scarcity of women who are role models in
leadership positions hinder midwives’ career
advancement and their ability to work to their
full potential.

Access to decent work that is free from
violence and discrimination is essential
to address gender-related barriers and
challenges. All countries need policies to
prevent attacks on health workers.

A gender transformative policy environment
will challenge the underlying causes of
gender inequities, guarantee the human
rights, agency and well-being of caregivers,
both paid and unpaid, recognize the value
of health work and of women's work, and
reward adequately.
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There should be
Chief Midwife positions
in Ministries of Health.

There should be
clear career pathways

for midwives.

Midwives' association

violence, especially in the home. In addition, the
pandemic has affected the health of health-care
workers, especially women. Unsafe working
conditions reported include lack of access to
effective personal protective equipment, long
hours, isolation from family and violence and
harassment towards health workers (730). It is
likely that such conditions have led to women
leaving the profession or moving into non-clinical
roles (131, 132).

Occupational segregation by gender
Occupational segregation by gender is driven
by long-standing gender norms that define
caring as women’s work and portraying men

as more suited to technical specialties, such as
medicine (728). Midwifery, and the role of caring
for women and newborns, is often undervalued,
leading to midwives having no voice and no
place at the leadership table: this hinders
respect, access to decent work and pay equity.

The majority of physicians, dentists and
pharmacists are men, whereas nearly all midwives
and most nurses are women (725). Health
occupation groups consisting predominantly of
women are assigned lower social value, power
and pay than those consisting predominantly of
men. Women health workers often have multiple
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roles: being chief caregivers for children, needing
and wanting to be economically productive while
also managing community expectations that
they will do unpaid work. Midwifery in particular
is seen as “women'’s work” (7133, 134) which often
confuses and undervalues midwives’ economic
and professional contributions to society (57).

Gender segregation often results in restriction
of choices and job opportunities for midwives
and reinforces unequal power structures

within society (728). Gendered workplace
hierarchies (7135) and social, economic and
professional barriers often prevent midwives
from working to their full potential, and cause
frustration in the workplace, leading to either
attrition or further embedding of stereotypes.
Midwives can lack professional autonomy
within the health workforce if their capacities
and skills are unrecognized or undervalued by
medical and other institutional hierarchies (729).
Professional autonomy is established in national
regulations, such as those on scope of practice,
but these regulations may be influenced by
medical or other institutional hierarchies. The
voices of midwives make it clear that “power,
agency and status” are vitally important for
midwives if progress is to be made in delivering
high-quality care (129).

Midwife performing an antenatal check at a clinic in Gebre
Guracha village, Oromia Region, Ethiopia.
© Bill & Melinda Gates Foundation/Prashant Panjiar.



Midwife leadership

Health-care leadership is essential to enable
midwives to work to their full potential. While
70% of the health and social care workforce
are women, just 25% of senior roles are held
by women (728). The number of countries with
midwives in leadership roles (see glossary)
was explored in the ICM member association
survey. Of the 80 countries providing data,
most (71%) reported at least one midwife
leader at some level (in the national Ministry
of Health, subnational health ministry offices,
regulatory authority or health facilities). Most
of the remainder (20%) could not obtain this
information, leaving 9% reporting no midwives
in leadership positions at any level. Table 6.1
shows that countries were most likely to

have midwives in leadership positions at the
health facility level; just over half had midwife
leaders in the Ministry of Health or regulatory

TABLE 6.1

authorities. Midwife leaders were most likely
to be reported by countries in the Americas
and Eastern Mediterranean regions, but small
numbers of reporting countries mean that
these results may not be representative of

all countries in these regions. Appointing
senior midwives as leaders at country

level would provide a significant lever for
building capacity.

Limited opportunities for leadership and the
scarcity of women leaders as role models
hinder midwives' ability to climb the leadership
ladder. It is also likely that when no midwives
hold mid-level leadership positions, such

as at the district/provincial level, there is a
significant gap in the ability of these levels to
provide supportive supervision and mentoring
to midwives and the ability to make good
decisions on issues that affect midwives.

Percentage of 80 countries with midwives in leadership positions,
by WHO region and World Bank income group, 2019-2020

Number of countries National

reporting/total MoH
WHO REGION
Africa 29/47 66%
Americas 12/35 75%
I:/Ia::iei}trenrra nean 821 50%
Europe 13/53 15%
South-East Asia 7/11 29%
Western Pacific 11/27 45%
INCOME GROUP
High 19/61 21%
Upper middle 12/55 75%
Lower middle 29/49 48%
Low 20/29 70%
TOTAL 80/194 51%

MoH = Ministry of Health.

% of countries with midwives in leadership in...

Subnational Regulatory Health Any
MoH authority facilities level
52% 45% 62% 69%
75% 67% 92% 92%
75% 63% 63% 88%
23% 54% 46% 54%
71% 43% 71% 57%
64% 64% 73% 73%
42% 68% 58% 63%
75% 67% 75% 83%
52% 45% 55% 66%
65% 45% 60% 80%
56% 54% 60% 71%

Note: A few countries reported “don’t know": they are included in the denominators for the above
percentages. They may have midwife leaders, but were unable to specify how many.

Source: ICM survey.

CHAPTER 6: ENABLING AND EMPOWERING THE SRMNAH WORKFORCE: GENDER MATTERS

51



52

Training of SRMNAH workers in Papua New Guinea.
© Heather Gulliver.

The intersection of issues such as gender, ethnicity,
age, geographic location and socioeconomic status
contributes to multiple layers of disadvantage,
including aspects of occupational segregation.
Women are more likely to work part-time: an
additional barrier to accessing formal leadership
roles (725). Lack of investment in women’s
professional development, especially in developing
and utilizing leadership skills, inhibits them from
advocating their case (736) and further perpetuates
gender segregation. Some midwives have
expressed concern that leadership opportunities
can be limited in countries where midwifery is
subsumed within nursing structures (729).

The ICM Young Midwife Leaders programme is
an example of support for midwives in develop-
ing their leadership skills (Box 6.1).

Decent work

Decent working conditions in the health sector are
fundamental for providing high-quality and effec-
tive care. Decent work deficits are among the key
reasons why almost all countries face challenges
in recruiting, deploying and retaining enough well
trained and motivated health workers (737).
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The ability to access decent work, free from
violence and discrimination, is essential in
order to address gender-related barriers

and challenges for the SRMNAH workforce
(128). Violence in the workplace affects all
health workers but is particularly harmful

to women (736). Sexual harassment in the
workplace also causes harm, ill health,
attrition, low morale and stress. Gender
power relations and their intersectionality with
other factors, such as age, marital status,
ethnicity and income, although often invisible,
have been shown to be associated with the
type and source of violence experienced

by women working in health professions
(136, 138). In 2019, the International Labour
Conference adopted a new convention and
recommendation to combat violence and
harassment in the workplace. It is the first
international treaty to proclaim the right to
work free from violence and harassment,
including gender-based violence and
harassment. The health sector is recognized
as involving a high risk of exposure to violence
and harassment: the treaty calls on members
to adopt measures to combat that risk (739).



Building the next generation of midwife leaders

ICM’s Young Midwife Leaders (YML) programme enables young midwives (aged under 35) from low-
and middle-income countries to learn how to develop as leaders of the profession and to strengthen
their national midwives’ associations. The objectives of the ICM programme are to:

« increase leadership-related knowledge, skills and self-confidence (e.g. for strategic planning, project
management and policy advocacy);

» increase awareness of health systems; and

« increase commitment to the professionalism of midwives, their education, the policies that govern
them, national/regional midwives’ associations and the health system in which they operate.

In addition to the global programme led by ICM, UNFPA supports a YML programme in 11 countries in

Latin America and the Caribbean and six states in Mexico. Several cohorts have now benefited from the
programme. It is anticipated that the alumni will form a global community of young midwife advocates,

sharing ideas and experiences to transform midwifery. Below, some young midwives share their views

of the YML programme.

Sandra Blanco
MEXICO

“It was a great opportunity

to develop my skills in
mentoring, follow-up,
leadership and management.”

Sylvia Hamata
NAMIBIA

“Being a YML has enhanced
my emotional intelligence
and self-confidence to use my
voice and skills to advocate
without fear for the midwifery
workforce and for women and
newborns. Being exposed
and linked to the global
community has widened my
knowledge of the impact of
midwives’ work on maternal
and newborn well-being.”

Bartholomew Kamlewe
ZAMBIA

“Exposure to online leadership
courses and webinars has

led to a marked increase

in my knowledge about
midwifery issues from a global
perspective and increased my
advocacy skills for maternal
and newborn issues.”

Sandra Lopez
PARAGUAY

“The main objective of the
programme was to raise the
visibility of midwives, so
that society recognizes their
existence, importance and
functions.”

Andrea Mateos Orbegoso
PERU

“The YML programme
motivated both my personal
and my professional life.
Meeting young midwives from
other countries in the region
who were just starting their
careers helped me understand
the needs of the profession
and how [ could contribute.”

Tekla Shiindi-Mbidi
NAMIBIA

“The YML programme has
presented me with an amazing
opportunity. My perspective
about midwifery has
completely changed and | am
now able to speak confidently
for and about midwives, the
midwifery profession and
practice. | have grown a
global network of both young
and experienced midwives,
including global leaders in
midwifery.”

Luseshelo Simwinga
MALAWI

“The YML programme
empowered me to become a
proactive midwifery leader,
to advocate for the rights

of childbearing women and
newborns and for dignified
care. The programme has
also provided me with perfect
networks which | can tap into
to gain midwifery knowledge
for my everyday practice.”

Samson Udho
UGANDA

“The YML programme has
transformed my networking
and leadership abilities. | feel
more grounded as a leader,
and able to transform ideas
into practical and sustainable
actions that strengthen

my career as well as the
midwifery profession.”

Contributed by Ann Yates (ICM), Alma Virginia Camacho-Htbner (UNFPA) and Joyce Thompson (UNFPA consultant).
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Despite this international focus on violence and
harassment in the workplace, only half (52%) of 164
countries providing data in NHWA have national or
subnational policies to prevent attacks on health
workers, with a further 10% saying this is partially
true. Figure 6.1 shows that countries in South-East
Asia and the Eastern Mediterranean are most likely to
have these measures in place and that they are most
common in high-income countries (65%, compared
with 47% of low- and middle-income countries).

Gender inequalities increase the risk of an unsafe
work environment due to some of the issues noted
above, including lack of opportunity and recognition,
low or unequal pay, precarious work environments
and lack of job security (736). As noted in previous
chapters, there is a lack of data on the SRMNAH
workforce, and the data that do exist are rarely
disaggregated by gender and profession.

The trade union movement is an important force
for negotiating decent conditions. Many coun-
tries lack laws requiring and promoting gender

equality at work. Health workers who are men

are more likely than those who are women to be
organized in trade unions and therefore more
likely to advocate for pay and conditions that suit
men (728). The absence of collective bargaining in
many countries leads to gender pay gaps that put
women at a lifelong economic disadvantage.

Social dialogue is key to achieving decent working
conditions. The main goal of social dialogue is

to promote consensus building and democratic
involvement among the main stakeholders in the
world of work. Box 6.2 provides examples of how
social dialogue has been applied for midwives.

Ensuring that midwives, as well as their employers
and other relevant stakeholders, have an
opportunity to make their voices heard is critical
for enabling them to play a full and active role in
shaping and developing the SRMNAH workforce.
The 1977 Nursing Personnel Convention (745),
where applicable to the SRMNAH workforce, calls
for the promotion of personnel participation in the

Figure 6.1 Existence of national or subnational policies or laws in 164 countries for the prevention
of attacks on health workers, 2019, by WHO region and World Bank income group

Africa (n=33/47)
Americas (n=34/35)
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Source: NHWA, 2020 update.
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planning of broader health and nursing policies. It
provides for negotiation as a means to determine
working conditions and establishes dispute
settlement mechanisms. Midwives who are also
nurses are covered by this convention; future work
is to be undertaken to include midwives explicitly
in these provisions.

Gender pay gap

The gender pay gap is not unique to health care,
but reports suggest that the gap is larger in health
care than in other sectors (725, 128). The gender
pay gap is driven by women being employed

in lower-status or lower-paid roles, further
highlighting the intersection with occupational
segregation. Box 6.3 highlights these pay
inequities in Morocco and Tunisia. Unpaid health
and social care also contributes to the gender pay
gap in health and care work (746).

Midwives have reported earnings that are lower
than those in similar professions, sometimes requir-
ing them to depend on other sources of income

to survive, or to charge informal payments. Such
situations can add to the pressure and exhaustion
experienced by midwives and reduce their acces-
sibility to women, newborns and adolescents. In
low- and middle-income countries, midwives have
reported not being reimbursed through government

The importance of social dialogue

insurance programmes. Those midwives either
prioritized caring for women who could pay them
directly or took on loans, risking personal financial
stress (729).

These issues are not unique to low- and
middle-income countries. Midwives in some
high-income countries have complained publicly
about inequitable pay and sought to address the
structural barriers that contribute to pay inequity
(147, 148). In New Zealand this issue reached the
country’s High Court: agreement was reached
committing the parties to co-design a new model
following pay equity principles, and discussions
are ongoing.

Towards gender transformative policies
Most of the gender biases and gaps referred to in
this chapter reflect an inequitable system and have
persisted for decades. They call for a reformed
system and work environment that creates

decent working conditions for women and closes
gender gaps in leadership and pay (728). A gender
transformative policy environment is needed that will
challenge the underlying causes of gender inequities,
guarantee the human rights, agency and well-being
of caregivers, both paid and unpaid, recognize the
real value of health work and of women’s work, and
reward adequately (728, 146, 149).

Social dialogue can positively
contribute to the development
and reform of health services.
Social dialogue brings
governments, employers’ and
workers’ organizations and other
policy leaders together to reach
agreements about matters

on which they have different
views (740). The freedom of
health workers to express

their concerns and to organize
and participate freely in social
dialogue are guaranteed in the
fundamental rights to freedom
of association and the effective
recognition of the right to
collective bargaining (741).

Effective social dialogue requires
strong, representative and
independent social partners (137).

Around the world, workers’
organizations are actively engaging
in social dialogue with employers’
organizations and governments.

In 2018, the Midwifery Employee
Representation and Advisory
Service (a union representing
midwives in New Zealand) signed a
multiemployer collective agreement
with district health boards. The
three-year agreement covers topics
concerning safe staffing, hours of
work, including breaks and rest
periods, salary and allowances,

leave, and education, training and
development. It aims to ensure
sustainable and responsible
workforce development to provide
high-quality health care (7142).

The Malta Union of Midwives and
Nurses signed a five-year sectoral
agreement with the Ministry

of Health in 2018 that aims to
substantially improve working
conditions for nurses and midwives
working within public services (143).
Within the German United Services
Trade Union, regional interest
groups specifically for midwives
were established to strengthen the
visibility and voice of midwives
within the union (744).
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Salary variations between SRMNAH professionals: the cases of

Morocco and Tunisia

Comparing the salaries of different SRMNAH professionals in two middle-income countries that have relatively
well developed health workforces (Morocco and Tunisia) highlights inequalities. The table below shows

the gross monthly starting salary for public sector workers, comparing midwives, general practitioners and
obstetricians and gynaecologists. It also compares these salaries to the Salaire Minimum Interprofessionnel
Garanti (SMIG), the minimum guaranteed public sector salary, which is enshrined in law.

Morocco
Moroccan US dollar
dirhams equivalent
SMIG 2517.00 283.47
Midwife 6129.32 686.32
General practitioner 8786.78 983.89
Obstetrician and 14915.00 1670.09

gynaecologist

SMIG = public sector minimum wage.

Tunisia Salary compared
Tunisian US dollar to SMIG
dinars equivalent Morocco Tunisia
348.00 128.76 - -
1800.00 664.74 x 2.42 x 5.16
3454.00 1275.56 x 3.47 x 9.90
4055.00 1487.51 x 5.89 x 11.65

Note: Salary data were provided via personal communication in 2021 with UNFPA Morocco, UNFPA Tunisia and the Tunisian

Ministry of Health.

Midwives earn just over double the SMIG in Morocco, but five times the SMIG in Tunisia. For general practitioners,
the salary is 3.5 times the SMIG in Morocco but almost 10 times in Tunisia. Obstetricians and gynaecologists earn
around six times the SMIG in Morocco but more than 11 times the SMIG in Tunisia.

Contributed by Atf Ghérissi (independent consultant) and Mohamed Afifi (UNFPA Arab States Regional Office).

Good-quality employment that promotes gender
equality and benefits all parties (service users,
care workers and unpaid carers) is both possible
and feasible (746). The International Labour
Organization has developed the 5R Framework
for Decent Care Work, which calls for such a
transformative policy environment by: recognizing,
reducing and redistributing unpaid care work;
rewarding paid care work; promoting more and
decent work for care workers; and guaranteeing
care workers' representation, social dialogue and
collective bargaining (746). A career pathway

for midwives needs to be developed in every
country, providing opportunities for growth and
development, and to provide visible and effective
role models for midwives and other young
women. This would allow them to play a major
transformative role in the profession and thereby
contribute to gender equity in the workforce.

Some of these transformative policies and

examples have direct relevance for the
SRMNAH workforce. These include: social
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protection transfers and subsidies for workers
with family responsibilities; labour regulations,
including leave policies and other family-
friendly working arrangements enabling a
better balance between work and family lives;
the strengthening of collective bargaining in
care sectors; and the building of alliances
between trade unions representing care workers
and civil society organizations representing
care recipients and unpaid carers. Directly
relevant to the needs of midwives are: policy
direction that negotiates and implements
decent terms and conditions of employment
and achieves equal pay for work of equal value
for all SRMNAH workers; and ensuring a safe,
attractive and stimulating work environment
for all. Enabling full and effective participation
and equal opportunities for leadership at all
levels of decision-making in political, economic
and public life is critical and highly relevant.
Midwives must be at every table where
decisions relating to SRMNAH and maternity
services are made.



PROGRESS SINCE 2011 AND
LOOKING FORWARD TO 2030

Progress since 2011

SoWMy 2021 is the third in the SOWMy series
of reports. The first (SoWMy 2011) called

for investments in midwifery education and
regulation and in midwives’ associations,
especially to improve quality of care. There

has been some progress here, with greater
recognition of the importance of quality in
addition to quantity. In SoWMy 2021, 79% of
countries report having a master list of accredited
health worker education institutions (although
these are not specific to midwifery). SoWMy
2011 called for the recognition of midwifery

as a distinct profession, with posts at the
national policy level. SOWMy 2021 reports that
most countries recognize midwifery as being
distinct from nursing, and half have midwives in
leadership positions at national level.

On the other hand, there is still a lack of action
towards critical areas recommended in 2011,
including: costing midwifery and midwives

in national health plans; ensuring adequate
availability and distribution of suitably equipped
health facilities; and improving workforce data.
Similarly, 2011 recommendations included:
ensuring that midwifery graduates are proficient
in all the essential competencies required by
their government and regulatory body; using
globally recognized standards to improve
quality and capacity, with attention to theory—
practice balance; recruiting teachers, trainers
and tutors, and maintaining and upgrading their
competencies in midwifery and transformative
education; promoting research and academic
activities; and supporting the development of
midwifery leadership. Disappointingly, of 75
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reporting countries, only 24 have a system
requiring regular relicensing for midwives with
proof of continuing professional development,
highlighting the necessity for these issues to
reappear in the 2021 recommendations.

Strengthening and enabling midwives’
associations to provide much needed
leadership, partnership with women and
advocacy has been a strong theme in SoOWMy.
The 20117 report highlighted that associations
could raise midwives’ profile and status in

the national policy arena and strengthen their
input into health plans and policy development.
Midwives' associations are essential for
effective collaboration with other professional
associations, with regional and international
federations, and with women and communities.
SoWMy 2011 also emphasized the need

to establish solid governance of midwives’
associations, strengthening their administrative
capacity and improving financial management.
These issues remain current and relevant.

In 2014, SOWMy reported that few low- and
middle-income countries had enough SRMNAH
workers to meet the need: this remains true in
2021. Many countries show improved workforce
availability since 2014, but others have stagnated
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Auxiliary nurse-midwife Archana Verma during an antenatal care visit to the
client Babli's home in Kamrawan village, Barabanki District, Uttar Pradesh, India.

Explaining contraceptive options at Ratoma
Hospital, Conakry, Guinea. © UNFPA Guinea.
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© Bill & Melinda Gates Foundation/Prashant Panjiar.

and some show worse availability because work-
force growth is not keeping pace with population
growth. SOWMy 2014 called for comprehensive,
disaggregated data, with the articulation of 10
essential data items to be reported by every coun-
try. This has not occurred and the urgent need for
improved data remains a key issue in 2021.

SoWMy 2014 showed that midwifery was a
“best buy” in primary health care; the evidence
presented in SOWMy 2021 strengthens this
message. It shows that investing in midwives
contributes to achieving a “grand convergence”:
ending preventable maternal and newborn
deaths and improving health and well-being.

SoWMy 2014 introduced the Midwifery2030
pathway (reproduced on the inside back cover

of this report), starting from the premise that
pregnant women are healthy unless complications
arise and therefore require preventive and
supportive care with access to emergency care
when needed. Midwifery promotes woman-
centred and midwife-led models of care, which
achieve excellent outcomes at a lower cost than
medicalized models. The pathway remains valid in
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2021. The recommendations in this report all aim
to make Midwifery2030 a reality for all countries.

SoWMy 2021 shows that, if available in sufficient
numbers, and if educated and regulated
according to recognized standards and working
across their whole scope of practice as part

of an integrated team within an enabling
environment, midwives could meet about

90% of the global need for essential SRMNAH
interventions (see Webappendices 3 and 5).
Despite this massive potential, Chapter 4 shows
that midwives comprise a small minority of the
global SRMNAH workforce. The “potential met
need” estimates reported in Chapter 4 and the
country profiles assume that SRMNAH workers
have high-quality education and regulatory
systems and work within a supportive and
enabling environment, but this is not always

the case for midwives. Concerted action in
each of these key domains is needed in many
countries to increase the supply of and demand
for midwives and to ensure that they can work to
their full potential. Only then will health systems
enjoy the full benefit of the uniquely valuable
contribution that midwives can make.


https://www.sciencedirect.com/science/article/pii/S0266613815002855

Early initiation of breastfeeding, Croatia. © Natasha Objava.

This is the first SOWMy report to which all
WHO Member States were invited to
participate. Low-, middle- and high-income
countries show differences, especially in
access to resources, workforce shortages,
met need and health outcomes. However,
there are also many similarities, including
the ongoing need to focus on education,
regulation and leadership. Constraints to
making full use of the SRMNAH workforce
vary by country income group; restrictions
to midwives' scope of practice can
negatively affect both their autonomy and
models of care.

Gender imbalances in the SRMNAH
workforce (as in the wider health

workforce) highlight the need for a gender
transformative policy environment, especially
for midwives, who are nearly all women.
This report also draws attention to the
importance of decent work that is free from
violence and discrimination, and the need

to utilize social dialogue as a means to
promote consensus building and democratic
involvement and to empower the workforce.

Mother and newborn in Kathmandu, Nepal.
© Felicity Copeland.

Building back better from the impact
of Covid-19

When the Covid-19 pandemic has been brought
under control and the world begins to build
resilience to future health shocks, there will be
a unigue opportunity to rebuild and transform
SRMNAH services. As part of this effort,
investment in growing and optimizing the
SRMNAH workforce will be essential.

Covid-19 has shone a light on the importance

of investing in primary health care for meeting
population health needs. Midwives are essential
providers of primary health care and can play a
major role in advancing it, especially if enabled to
contribute to meeting a broad range of SRMNAH
needs in addition to maternity care.

This report describes how the pandemic has led
to new ways of delivering SRMNAH services and
providing midwife education and training. Robust
evaluation of the advantages and disadvantages
of these innovations, and retention of those
shown to be beneficial, may help to improve

the quality and accessibility of services and
education programmes.
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Bold investments are needed
as we look forward to 2030

SoWMy 2021 calls for a strong focus on universal
access to essential SRMNAH services, addressing
equity at all levels, and leaving no one behind. The
evidence in this report can be used to support

national and subnational efforts to strengthen the
SRMNAH workforce, especially midwives.

Four areas of greater investment:

INVEST IN

%-l Health workforce planning, management and
regulation and in the work environment

Health workforce data systems

Collect a minimum health workforce

data set which permits disaggregation

by occupation group and location,
including the following data items:

density; graduation rate from education

and training programmes; graduates
starting practice within one year;
duration of education and training;
entry rate for foreign health workers;

and voluntary and involuntary exit rates

from the health labour market.

- Strengthen health workforce data
systems and distinguish clearly
between midwives and nurses, and
nurse-midwives where applicable, to

inform decisions about the appropriate

skill mix and distribution of health
workers to meet population health

needs. A specific ISCO code for nurse-

midwives could help with this.

alignment between graduate numbers
and capacity to employ them.

Primary health care, especially
in underserved areas

Organize teams so that midwives

can provide the majority of SRMNAH
interventions, with access to
consultation and referral mechanisms
when needed. In many countries, this
will include basic emergency obstetric
and newborn care services at the
primary health-care level.

Deploy midwives and other SRMNAH
specialists such as sexual health
nurses and neonatal nurses close to
where women and adolescents live.

Develop and implement strategies
to recruit and retain midwives in

locations where they are most needed.

To address the global midwife shortage and improve
accessibility and quality of care, greater investment
in midwives is needed in four key areas: education
and training; planning, management and regulation

Ensure that all midwife educators and
trainers are equipped with the skills
and knowledge they need for teaching
and are able to maintain their own
professional competencies.

Create career paths that encourage
and facilitate midwives to become
educators and trainers of the next
generation of midwives.

Ensure that there are sufficient
experienced and skilled preceptors
to provide guidance and supervision
during clinical placements.

Create and/or strengthen accreditation
mechanisms for both public and
private sector education and training
providers, to ensure that midwives

Enabling and gender-
transformative work
environments

Capture and analyse the various non-
clinical roles of midwives, such as
in education, management, policy,

meet established standards for
competence and can confidently
provide high-quality care to the full
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research, regulation, midwives'’
associations and government; all
these roles are important for the
development of the profession.

Improve understanding of the
amount of time devoted by different
occupation groups to SRMNAH.

Health workforce planning
approaches that reflect the
autonomy and professional
scope of midwives
Develop midwife deployment plans
that leverage the autonomy of

midwives and the wide scope of
SRMNAH services they can provide.

Ensure collaboration between
education providers and health
workforce planners at the relevant
levels of the health system, to secure

Develop a gender-transformative
policy environment to challenge
the underlying causes of gender
inequality in the health workforce.

Create career pathways for
midwives and link these to
educational opportunities and
career advancement.

Effective regulatory systems

Protect the public with regulation that
reserves the title “midwife” for those
who meet established standards and
supports midwives in working to their
full scope of practice.

Use regulatory processes to

ensure continuing competence and
continuing professional development
for midwives.
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extent of their scope of practice.

Design curricula to include:
interdisciplinary modules to build
collaboration, increase understanding
of unique and shared skills, and
encourage teamwork; pandemic

and emergency preparedness and
response (including in fragile and
humanitarian settings); and principles
of respectful care.



of the health workforce and its work environment;
leadership and governance; and service delivery.
These investments should be considered at
country, regional and global levels by governments,
policy-makers, regulatory authorities, education
institutions, professional associations, international
organizations, global partnerships, donor agencies,

civil society organizations and researchers. Within
several of these areas, there are ongoing efforts to
build on, including frameworks, mechanisms and
tools for strengthening midwifery (34, 750) and

for assessment and accreditation of midwifery
education (57, 63, 157), including an action plan to
strengthen quality midwifery education (57).

INVEST IN

Midwife-led improvements to SRMNAH
%ﬁ service delivery

Communications and
partnerships

Communicate evidence about the
benefits of midwives as key SRMNAH
service providers.

Promote continuous partnership
between midwives and service users
to build trust, communication and
mutual respect. Seek out, listen to and
act on service users’ voices as part of
this process.

+ Treat midwives as equal and respected
partners at local, national, regional and
global levels.

Midwife-led models of care

Develop a conducive and enabling
environment in which midwife-

led continuity of care can flourish,
including collaborative partnerships
with other health-care professionals
such as nurses, obstetricians,
gynaecologists, anaesthetists,
paediatricians and neonatologists.

Optimized roles for midwives

Recognize the potential of midwives to
contribute to a wide range of SRMNAH
services and initiatives in addition to

New addition to the family,
Sydney, Australia.
© Trinh Mai-Guico.

maternity care (e.g. addressing sexual
and reproductive health and rights and
promoting self-care interventions).

Prepare and enable midwives to meet
the needs of user groups at risk of
discrimination due to characteristics
such as age, disability, gender identity,
sexual orientation, race and religion.

Prepare and enable midwives to
participate in audit and data collection
processes, including Maternal and
Perinatal Death Surveillance and
Response.

Applying the lessons
from Covid-19

+ Apply the lessons learned from Covid-
19 to build resilience to future health
shocks so they do not negatively
impact SRMNAH worker education,
service delivery and the enabling

work environment. e

Gy
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A Midwifery leadership

and governance

Create positions at national and
subnational levels, including senior
midwives within national ministries
of health, so that midwives are in all
places where SRMNAH decisions
are made.

Engage midwives in relevant policy
decisions, programme planning,
implementation and monitoring and
evaluation at subnational, national,
regional and global levels.

Build and strengthen institutional
capacity for midwives to provide
leadership and advocacy which will
enable high-quality care and increase
engagement in health policy decision-
making and planning processes.
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Midwives want
strong midwifery
research followed by
implementation of

the evidence.

Midwives' association

The SoWMy research agenda

SoWMy 2021 highlights a number of gaps in
knowledge about the SRMNAH workforce,
especially midwives, that need further research.
A global midwifery research alliance has

been established to focus on three research
priorities identified in the 2074 Lancet Series on
Midwifery: (i) investigate the impact of quality
maternal and newborn care and in particular the
contribution of midwifery, on maternal, newborn
and related outcomes across diverse settings;
(i) identify and describe aspects of care that
optimize or disturb physiology for all childbearing
women and their fetus/newborn/infant; and

(i) determine which indicators, measures and
benchmarks are most valuable in assessing
quality maternal and newborn care across
settings, including the views of childbearing
women; and develop new ones to address
identified gaps (752).
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In addition to these research priorities, the
SoWMy 2021 research agenda includes:

studying countries with more than one
midwife education pathway to understand
how graduates from different pathways
compare in terms of their competencies, and
where and how they are deployed;

conducting a review of approaches to and

progress in equipping the workforce to meet
the specific SRMNAH needs of adolescents,
a large and important group of service users;

conducting an in-depth analysis of
subnational SRMNAH workforce data;

exploring the reasons for variations
in midwives’ scope of practice between
countries and regions;

analysing the specific role of midwives in
addressing reductions in morbidity and
mortality of women and newborns; and

evaluating the strengths and weaknesses

of approaches used during the Covid-

19 pandemic and recommending ways

to maintain the continuity of midwifery
education and essential midwifery and other
SRMNAH services during future pandemics
and other public health emergencies.

SoWMy 2021 and its research agenda are intended
to support improvements to the availability,

accessibility, acceptability and quality of the

SRMNAH workforce, in all parts of the world. All
stakeholders are encouraged to use it to inform
their strategic planning towards 2030 and beyond.



GLOSSARY

Dedicated SRMINAH equivalent (DSE)*: Headcount
adjusted for % of clinical time spent on SRMNAH care,
to estimate the amount of health worker clinical time
available to deliver SRMNAH interventions.

Demand for SRVMINAH workers*: The number of
SMRNAH workers that a country’s health system can
support in terms of funded positions or economic
demand for SRMNAH services.

Gender: The characteristics of women, men, girls

and boys that are socially constructed. As a social
construct, gender varies from society to society, and
can also change over time. Gender is hierarchical and
produces inequalities that intersect with other social
and economic inequalities. Gender interacts with but
is different from sex, which refers to the different
biological and physiological characteristics of females,
males and intersex persons, such as chromosomes,
hormones and reproductive organs.’

Gender transformation Gender transformation actively
examines, questions and changes rigid gender norms
and imbalances of power that advantage boys and
men over girls and women. It aspires to tackle the

root causes of gender inequality and to reshape
unequal power relations: it moves beyond individual
improvement for girls and women towards redressing
the power dynamics and structures that reinforce
gendered inequalities.?

Leadership role (in relation to midwives)*: “Leadership
role” as defined in the ICM survey may refer to a
number of management, supervisory and executive
titles, including midwives:

* in Ministry of Health positions (e.g. Chief Midwife,
midwife advisor, national midwife director, maternity
advisory positions)

» leading regional or local maternity facilities (e.g.
midwife director, midwife advisor to chief executive
or senior team, midwives in charge of maternity
units/wards)

» leading professional midwives’ associations (e.g.
President, Chief Executive/Director)

* leading midwifery regulatory authorities (e.g. Chair
of Midwifery Council, Chief Executive/Director)

* leading midwifery education programmes (e.g. Head
of Midwifery School, Director of Midwifery, Head of
Midwifery Programme).

Midwife: A responsible and accountable professional
who works in partnership with women to give the
necessary support, care and advice during pregnancy,
labour and the postpartum period, to conduct births
on the midwife's own responsibility and to provide
care for the newborn and the infant. This care includes

preventative measures, the promotion of normal birth,
the detection of complications in mother and child,

the accessing of medical care or other appropriate
assistance and the carrying out of emergency
measures. The midwife has an important task in health
counselling and education, not only for the woman, but
also within the family and the community. This work
should involve antenatal education and preparation for
parenthood and may extend to women’s health, sexual
or reproductive health and childcare. A midwife may
practise in any setting including the home, community,
hospitals, clinics or health units.?

Midwife-led care: The midwife is the lead health-care
professional, responsible for planning, organizing and
delivering care.*

Midwife-led continuity of care: Midwife-led continuity
of care models, in which a known midwife, or a

small group of known midwives, supports a woman
throughout the antenatal, childbirth and postnatal
continuum, are recommended for pregnant women in
settings with well functioning midwifery programmes.®

Need for SRMNAH workers*: The amount of
SRMNAH worker time needed to achieve universal
coverage of the essential SRMNAH interventions
listed in the Global Strategy for Women'’s, Children’s
and Adolescents’ Health.

Nurse: A person who has successfully completed a
programme of basic, generalized nursing education and
is authorized by the appropriate regulatory authority to
practise nursing. Basic nursing education is a formally
recognized programme of study providing a broad

and sound foundation in the behavioural, life and
nursing sciences for the general practice of nursing,
for a leadership role, and for post-basic education for
specialty or advanced nursing practice. The nurse is
prepared and authorized (i) to engage in the general
scope of nursing practice, including the promotion of
health, prevention of iliness, and care of physically ill,
mentally ill and disabled people of all ages and in all
health-care and other community settings; (ii) to carry
out health-care teaching; (iii) to participate fully as a
member of the health-care team; (iv) to supervise and
train nursing and health-care auxiliaries; and (v) to be
involved in research.®

Nurse-midwife*: In National Health Workforce
Accounts, countries reported how many of their
professional and association professional nurses had
“midwifery training”, defined as having “successfully
completed a midwifery education programme and
acquired the requisite qualifications to be registered
and/or legally licensed to practise as a midwife”.

In SoWMy 2021, these “nurses with midwifery
training” are referred to as “nurse-midwives”, but it is
recognized that not all countries use this terminology
and that those in the “nurse-midwives” category are

not necessarily all engaged in providing midwifery care.
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GLOSSARY (continued)

Nursing workforce excluding those with midwifery
training*: All persons with a nursing qualification
(professional or associate professional) with the
exception of nurse professionals or nurse associate
professionals with midwifery training who are counted
as part of the “wider midwifery workforce” and
subtracted from the overall nursing workforce.

Percentage met demand (PMD)*: The number of
“dedicated SRMNAH equivalent” (DSE) workers
projected in 2030 as a percentage of the number
of DSE workers that a country is projected

to be able to afford to employ in 2030.

Potential met need (PMN)*: The percentage of
health worker time needed for universal coverage
of essential SRMNAH interventions that could

be delivered by the current workforce if it was
educated to global standards, equitably distributed
and working within an enabling environment.

Sexual, reproductive, maternal, newborn and
adolescent health (SRIVINAH) care: The continuum

of sexual and reproductive health care and
maternal and newborn health care, including

* This term is specific to SOWMy 2021: it is not standard terminology

GLOSSARY REFERENCES

for adolescents. Sexual health care involves the
enhancement of life and personal relationships, not
merely counselling and care related to procreation
and sexually transmitted infections. Reproductive
health enables people to have a responsible,
satisfying and safe sex life, to have children, and

to decide if, when and how often to do so.’

SRMNAH doctors*: Generalist medical practitioners,
obstetricians, gynaecologists and paediatricians.

Supply of health workers: The number of health
workers available to provide clinical services.

Wider midwifery workforce*: All persons

who have successfully completed a midwifery
education programme, whether they are midwives
(professionals or associate professionals) or
nurses (professional or associate professional)
with midwifery training. Completion of such
an education programme does not necessarily
mean that someone meets the above definition
of a midwife. Nurses with midwifery training
have been subtracted from the nursing
workforce for the purposes of this report.

1. Gender and health. Geneva: World Health

Organization; 2021 (https://www.who.int/
health-topics/gender#tab=tab_1, accessed
3 March 2021).

2. Technical note on gender-transformative

approaches in the global programme to
end child marriage phase Il: a summary
for practitioners. New York: United Nations
Children's Fund; 2019 (https:/www.
unicef.org/media/58196/file, accessed 8
February 2021).
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International definition of the midwife.
The Hague: International Confederation
of Midwives; 2017 (https://www.
internationalmidwives.org/assets/files/
definitions-files/2018/06/eng-definition_
of_the_midwife-2017.pdf, accessed 8
February 2021).

Position statement: midwifery led care,
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International Confederation of Midwives;
2017 (https://www.internationalmidwives.
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eng-midwifery-led-care-the-first-choice-for-

all-women.pdf, accessed 16 February 2021).
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WHO recommendations: intrapartum
care for a positive childbirth experience.
Geneva: World Health Organization; 2018
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\-R-z
A PATHWAY TO HEALTH

~

PLANNING AND PREPARING /eans:

» delaying marriage
» 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

; ! N

ENSURING A HEALTHY START means: %
* 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 N\
baby stay healthy, and to deal with complications
\ effectively, should they arise j
WHAT MAKES THIS POSSIBLE?
’ 2 3 4 5
All women of Governments Governments Data collection Midwifery care
reproductive age, | provide and are held | and health systems and analysis is prioritized in
including accountable for a provide and are are fully embedded in national health
adolescents, have supportive policy held accountable service delivery and budgets; all women
universal access environment. for a fully enabled development. are given
to midwifery care environment. universal financial
when needed. protection.
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\ < SUPPORTING A SAFE BEGINNING reans:

/

 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

J

 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
programmes at the appropriate time

6 | 7 8 9 10

Midwifery care First-level The midwifery All health-care Professional
is delivered in midwifery care workforce professionals associations
collaborative practice is close to the woman | is supported through provide and provide leadership
with health-care and her family with quality education, are enabled to their members to
professionals, seamless transfer to regulation and for delivering facilitate quality care
associates and lay next-level care. effective human respectful quality provision.
health workers. and other resource care.

management.
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