
SAVE LIVES: INVEST IN MIDWIVES

© WHO/Christopher Black

2011

E 

ach year, 350,000 women die from complications in pregnancy and childbirth,1 over three 
million newborns die under one month,2 and 2.6 million babies are stillborn.3 Many of these 

deaths could be prevented by a midwife or other skilled birth attendant.4 However, 52 million 
births worldwide occur without one in attendance,5 while in Asia and Sub-Saharan Africa less 
than 50% of births are attended by someone with the right skills.6 

Midwives save lives and provide quality care during pregnancy and childbirth. In recognition, global, 
regional and national initiatives increasingly focus on the training and retention of quality midwives 
and other skilled birth attendants. 
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What is the problem?

Figure 3
Progress in coverage of skilled birth attendance 
in 34 Countdown countries

Source: Countdown to 2015 decade report (2000–2010)

There are still too few people with midwifery skills

T 

he worldwide shortage of skilled birth attendants has 
been widely recognized for several years, but the 

problem persists. In 2010, the Global Strategy for Women’s 
and Children’s Health noted that an additional 3.5 million 
health workers were required to improve the health of 
women and children substantially in the 49 lowest-income 
countries.7 In 2006, the World Health Report estimated 
the global shortage at 4.3 million.8 In 2005, WHO said an 
additional 334,000 midwives would be needed over 10 years 
to achieve 72% coverage of skilled birth attendance in 75 
countries.9 WHO recommends one skilled birth attendant for 
every 175 pregnant women, but countries like Rwanda have only 
1 midwife per 8,600 births.10, 4 The global shortage of midwives 
is compounded by inequitable and inefficient distribution. 
Although most people in developing countries live in rural areas, 
most of their health workers are located in urban areas.11

Recruitment, training and retention are inadequate
Shortages in skilled birth attendants are triggered by a 
number of factors, including lack of institutional and 
practical training and varying standards in midwifery 
education. Poor absorption into the workforce and 
ineffective regulation compromise service quality.

Finally, poor working conditions, remuneration, support and 
supervision, and lack of career path, make it difficult to 
retain midwives, especially in rural areas. 12

Weak health systems hamper midwives
The MNCH Consensus notes that skilled and properly 
equipped birth attendants save lives. However, midwives 
often have to work without adequate equipment and 
medicines in inappropriate facilities, without the required 
professional support. Additionally, many countries do not 
have functional health information systems and/or lack 
health data to support effective workforce planning.

Figure 1
Countries with critical shortages of skilled 
birth attendants

Source:  World Health Statistics 2010 (estimates for 2000-2008)

Figure 2
Rural / urban breakdown of midwives, nurses 
and physicians in 23 countries

Source: WHO statistics May 2011



Page 3PMNCH Knowledge Summary 14 - Save lives: invest in midwives

Box 1 – The case of Malaysia

Between 1949 and 1995, skilled birth attendance in 
Malaysia increased from 30% to 90%.

 � 1945 to 1956: legislation was passed for the 
certification of midwives. In parallel, a large 
network of urban maternal and child health clinics 
was created, ensuring jobs for midwives.

 � 1957 to 1975: rural health services were expanded 
rapidly: 1,280 new midwifery clinics; a network of 
256 health sub-centers; and 65 health centers.
Delivery at clinics was encouraged, but midwives 
also attended rural home births. Antenatal care, 
home deliveries and 10 days of postnatal care were 
provided free by government midwives. 

 � 1976 to 1989: coverage by skilled attendants 
increased to 90%. 

By 1988, all rural midwifery practices were 
standardized, recorded and distributed in a manual of 
clinical procedures and protocols.

Source: Farooqi S. Models of Skilled Attendance in Rural and Resource-Poor 
Settings: A Review of the Literature. Mujeres Enlazadas/Aliadas, 2009.

What works?
Improving numbers, distribution and quality of midwives

P 

rofessional skilled care at birth can greatly reduce 
maternal and neonatal mortality. Countries that have 

scaled up the quantity and quality of their midwives have seen 
drastic improvements in maternal and neonatal health. For 
example, the governments of Tunisia and Thailand invested in 
the development of high-quality midwives, which was key to 
the reduction of maternal mortality in those countries.13 While 
increasing numbers and improving distribution is important, 
improving quality of services is critical. Studies in Bangladesh 
and the Dominican Republic demonstrate that improving 
quality of care encourages more women to use services, 
and increases the ability of health providers to save lives.14, 15

Targeting proven life-saving interventions
Policies that promote a core set of life-saving interventions 
by midwives have been proven to save lives.13 However, 
while a majority of national policies identify the need to 
prioritize health workforce interventions to improve MNCH, 
many do not identify specific actions required to scale up 
the workforce.16 

Improving competency-based education 
Midwifery training programs vary widely in content and 
quality within and across countries. Many fail to address the 
midwifery competencies outlined by the International 
Confederation of Midwives. Some programs have tried to 
produce more skilled birth attendants by making training 
courses shorter, simplifying content and reducing access to 
supervisory staff. However, this reduces the quality of 
graduating staff. Evidence shows that the opposite is needed 
to develop midwifery competencies, namely: more 
competency-based teaching, more training in clinical settings 
and better access to qualified staff.17 

Strengthening health systems to support midwives 
Midwives’ capacity to provide quality services depends on the 
health system and its supporting mechanisms for midwifery 
practice.18 Midwives are best equipped to provide good-quality 
care when they practise in facilities with the required 
equipment and drugs, operate in well-organized teams and 
are supported by functional referral systems.19 This was 
seen in Tunisia, where studies found that service provision 
and uptake increased after technical facilities, support and 
supervision were improved.20 It is also supported by the 
reduction of maternal mortality in Thailand (Figure 4). 

Regulating health professionals for better quality services
Licensing, registration and other standard-setting measures 
help governments to ensure quality of care. Reductions in 
maternal mortality in Thailand, Malaysia and Sri Lanka have 
been attributed in part to “long-term investment in midwifery 

training and referral hospitals; free care and a supportive 
system with regulation, control, and supervision of the 
medical and midwifery profession”.6 

Strengthening professional associations
Professional associations are best placed to promote the 
national and regional policies needed to support the training 
and deployment of qualified midwives.21 It is therefore 
important to strengthen the capacity of midwifery 
associations, to enable better integration of midwifery 
considerations in policies. 

Figure 4
Thailand’s success story

Source: PMNCH, WRA. The White Ribbon Alliance’s Atlas of Birth: Maternal 
Deaths the Greatest Inequity in the 21st Century. 2010
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Conclusion

Box 2 – Global commitments
The 2010 Global Strategy for Women’s and Children’s 
Health provided fresh impetus for midwifery. As a 
result of the Global Strategy: 
 �Afghanistan committed to increase the number 
of midwives from 2,400 to 4,556.
 �Bangladesh committed to train an additional 
3,000 midwives.
 �Ethiopia committed to increase the number of 
midwives from 2,050 to 8,635.
 �Rwanda committed to train fi ve times more midwives 
(increasing the ratio from 1/100,000 to 1/20,000).

Source: UNFPA, ICM. A Global Call to Action: Strengthening Midwifery 
to Save Lives. And promote health of women and Newborns. 2010.
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M 

any global efforts have recognized a need for 
increased investment in midwifery and there has 

been a surge in commitment. Currently, 28 partners are 
compiling the State of the World’s Midwifery. This report 
will examine the numbers and distribution of health 

Global initiatives on midwives
professionals involved in midwifery. 
It will also discuss the roles of 
education, regulation, professional 
associations, policies and 
external aid.

M 

any maternal and child deaths could be prevented by 
an increase in skilled birth attendance. In addition, 

health personnel with midwifery skills are trained to 
provide a continuum of high-quality sexual and 
reproductive health services to mothers, helping to 

prevent unwanted pregnancies. Increasing investment 
in midwifery education, deployment and retention, 
regulation and oversight should be a core component 
of national strategies to improve women’s and 
children’s health. 

1 UNICEF, UNFPA, WHO, World Bank. Trends in Maternal Mortality: 1990 to 2008. Geneva, 2010.
2 Black RE et al. for the Child Health Epidemiology Reference Group of WHO and UNICEF. Global, regional, and national causes of child mortality in 2008:  a systematic analysis. 

Lancet, vol 375 (9730), pp 1969 - 1987, 5 June 2010.
3 WHO. Policy Brief: National, regional, and worldwide estimates of stillbirth rates in 2009 with trends since 1995. WHO/RHR/11.03. 2011. Geneva.
4 Save the Children. Missing midwives. London. 2011.
5 UNICEF. State of the World’s Children 2009. New York, 2009.
6 Ronsmans C, Graham WJ. Maternal mortality: who, when, where, and why. Lancet, vol 368 (9542), pp 1189-120, 30 September 2006.
7 United Nations Secretary-General Ban Ki-moon. Global Strategy for Women’s and Children’s Health. New York, 2010.
8 WHO. World Health Report 2006: Working Together for Health. Geneva, 2006.
9 WHO. World Health Report 2005: Make Every Mother and Child Count. Geneva, 2005.
10 UNICEF. State of the World’s Children 2009. New York, 2009.
11 WHO, UNICEF. Countdown to 2015 Decade Report (2000-2010): Taking Stock of maternal, newborn and child survival. Geneva, 2010.
12 Koblinsky M et al. on behalf of The Lancet Maternal Survival Series steering group. Going to scale with professional skilled care. Lancet, vol 368 (9544), pp 1377-1386, 

14 October 2006. 
13 UNFPA. Towards MDG 5: Scaling up the Capacity of Midwives to Reduce Maternal Mortality and Morbidity. Workshop report. New York, 21-23 March 2006.
14 Miller S et al. Quality of care in institutionalized deliveries: the paradox of the Dominican Republic. International Journal of Gynecology and Obstetrics, vol 82 (1), pp 89-103, July 2003.     
15 Afsana K, and Rashid SF. The Challenges of Meeting Rural Bangladeshi Women’s Needs in Delivery Care. Reproductive Health Matters, vol 9 (18), pp 79-89, November 2001. 
16 Bhutta ZA, Lassi ZS, Mansoor N. Literature Review on Human Resources for Health Interventions to Improve Maternal Health Outcomes: Evidence from Developing Countries. 

Karachi, Aga Khan University, 2010.
17 Fullerton JT et al. Q uality considerations in midwifery pre-service education: Exemplars from Africa. Midwifery, 3 December 2010.
18 Hussein J et al. Midwifery practice in Ghana and Malawi: influences of the health system. In Reid L (ed) Midwifery: Freedom to Practice? An International Exploration 

of Midwifery Practice. Oxford, Churchill Livingstone (Elsevier), 2007.
19 Campbell OMR, Graham WJ on behalf of The Lancet Maternal Survival Series steering group. Strategies for reducing maternal mortality: getting on with what works. 

Lancet, vol 368, pp 1284–99, 2006.
20 Khalfaoui M, Njah M, Zoghlami H. Conditions of midwifery practice in Tunisia rural areas and maternal transfer. J Gynecol Obstet Biol Reprod (Paris), vol 29 (6), 

pp 614-620, October 2000.
21 Chamberlain J et al. The role of professional associations in reducing maternal mortality worldwide. International Journal of Gynaecology and Obstetrics, vol 83 (1), 

pp 94-102, October 2003.

Acknowledgements
Kadi Toure (writer), Roberta Annovi (design), and contributions to the development and review of this knowledge summary from (in alphabetical order): Henrik Axelson; 
Andres de Francisco; Shyama Kuruvilla and Carole Presern from PMNCH; Vincent Fauveau from UNFPA; Jim Campbell from Integrare; Frances Ganges from WRA 
and Anita Wiseman from ICM.

Box 3 – Global call to action 
In June 2010, nine partners called on governments 
to strengthen: 
1. Education and training — providing essential 

competencies in basic midwifery practice. 
2. Legislation and regulation — ensuring 

appropriate standards of practice and full 
deployment of competencies.

3. Recruitment, retention and deployment 
— implementing national, costed plans for the 
provision of midwives.

4. Professional midwifery associations 
— supporting national and regional policy efforts.

Source: United Nations: Every Woman, Every Child: Summary of 
commitments for women’s and children’s health. 2010.


