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Foreword
Childbirth should be one of the most
transformative and rewarding events of a
woman’s life. It should also be safe and
remembered with great joy and love. We all
want newborns to be born healthy, live long
and fruitful lives, and contribute positively to
the future of their societies.
Yet despite significant gains in the era of the
Millennium Development Goals, 830 women
and 7000 newborns still die every day due to
complications in pregnancy and childbirth. In
the Sustainable Development Goals, we have
committed to a rapid and dramatic reduction
in these appalling statistics. However, 50% of
maternal deaths and over 60% of neonatal
deaths arise from poor quality care. This is
unconscionable in the 21st century.
We have a solution, a key part of the puzzle.
Recent evidence indicates that when midwives
are educated to international standards, and
midwifery includes the provision of family
planning, it could avert more than 80% of all
maternal deaths, stillbirths and neonatal
deaths. Achieving this impact also requires
that midwives are licensed, regulated, fully
integrated into health systems and working in
interprofessional teams.

iv

Beyond preventing maternal and newborn
deaths, quality midwifery care improves over
50 other health-related outcomes, including in
sexual and reproductive health, immunization,
breastfeeding, tobacco cessation in
pregnancy, malaria, TB, HIV and obesity in
pregnancy, early childhood development and
postpartum depression.
Midwives educated to international standards
not only improve overall health, but because
they work across the entire continuum of care,
from communities to hospitals, they are
uniquely able to provide essential services to
women and newborns in even the most
difficult humanitarian, fragile and conflictaffected settings.This means that midwives
will make a significant contribution to
delivering on the commitments made in the
Astana Declaration on Primary Health Care
and the Global Action Plan on Healthy Lives
and Well-Being. Yet there is a startling lack of
investment in quality midwifery education.
We must turn this around.
This Framework for Action identifies three
strategic priorities for harnessing the power of
midwives: “rethinking” the education and
certification of midwives to international
standards, with the title “midwife” given only
when this is achieved; strengthening midwifery
leadership; and stronger alignment of partners
to improve quality midwifery education. A
seven-step action plan to strengthen quality
midwifery education has been developed, and
partners have committed to action.
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Led by educated and empowered women for
centuries, midwifery has not been given its
rightful place in health care, but has been
diminished by institutionalized medical
hierarchies. This year, we have a unique
opportunity to empower and dignify midwives
and ensure that women and newborns receive
the quality care they deserve.

The demand from women for quality
midwifery care is increasing, and so is the
demand from midwives for better education.
Our hope is that this report will spur the
international community to commit to
investing in quality midwifery education to
improve quality of care and ensure better
outcomes for all women, newborns and
families, everywhere.

Tedros Adhanom Ghebreyesus
Director-General
World Health Organization

Henrietta H. Fore
Executive Director
UNICEF

Natalia Kanem
Executive Director
UNFPA

Franka Cadée
President
International Confederation of Midwives
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Executive summary

Photo 1: Quality midwifery education in Viet Nam ensures positive communication between midwife and mother with her baby.

The impact of midwifery education: why we need to act now
The evidence is clear. Strengthening midwifery
education to international standards is a key
step to improving quality of care and reducing
maternal and newborn mortality and morbidity.

vi

Midwifery, where care includes
proven interventions for maternal
and newborn health as well as for
family planning, “could avert over
80% of all maternal deaths,
stillbirths, and neonatal deaths” (1).
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Over 50 outcomes improved by quality midwifery education and care

Increased

Reduced
Perinatal mortality
Maternal mortality
Infant mortality
Neonatal mortality
Miscarriage
Stillbirth

Referrals for complications
Attendance in labour
by known midwife

Reduced

Stay on labour ward
Hospital stay for newborns
Number of babies in neonatal
unit more than 7 days

Reduced
Maternal
Serious morbidity
Infections including malaria, HIV
Anaemia
Pain
Eclampsia
Newborn
Pre-eclampsia
Preterm birth
Postpartum haemorrhage Low birth weight
Perineal trauma
Low Apgar scores
Rhesus iso-immunization
Hypothermia
Serum bilirubin
Neural tube defects
Small for gestational age
Infections, MTC, HIV transmission

Increased

Increased

Breastfeeding initiation
and duration
Birth spacing
Contraceptive use
Immunization uptake

Satisfaction with pain relief
Feeling of control in birth
Satisfaction with childbirth
Mother–baby interaction

Reduced

Reduced
Smoking in late pregnancy

Anxiety in labour
Postpartum depression
Newborn crying

Increased
Reduced
Spontaneous
Augmentation of labour
vaginal birth Pharmacological analgesia use
Instrumental births
Caesarean sections
Episiotomies
Perineal suturing
Therapeutic uterotonics
Blood transfusions
Pregnancies beyond 41 weeks
HIV: human immunodeficiency virus; MTC: mother-to-child.
Derived from: Renfrew et al. Lancet Series on Midwifery (2).

Midwives, when educated to
international standards of midwifery,
are able to provide the full scope of
interventions needed when they are
licensed, regulated, fully integrated
into a well-functioning health
system and an interprofessional
team with referral services when
required for emergencies (2).

Although the reasons behind the impact of
midwifery care on mortality reduction are
complex and in process of further research,
improvements in the quality of care provided,
including the satisfaction of women with the
care they receive, are likely to play a major role.
The majority of these interventions are first
provided by midwives through primary health
care (PHC), and this is critical to the achievement
of universal health coverage (UHC). The major
causes of maternal deaths averted include
those from haemorrhage, eclampsia and sepsis;
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and in newborns, deaths from preterm birth,
asphyxia and sepsis. Reaching beyond
mortality reduction, good-quality midwifery
care improves over 50 other outcomes (2).
Early gains in maternal and newborn mortality
reduction in low- and middle-income countries
(LMICs) can largely be attributed to primary
prevention measures, for example access to
family planning, iron supplementation and
insecticide-treated nets (described as Stage 2
in the obstetric transition) (3). Recent evidence
indicates that over half of deaths of newborns
and half of maternal diseases now result from
poor quality of care (4). Future gains will rely
on improving quality of care through more
complex interventions, including midwifery.
“Poor quality of care is now a bigger barrier
to reducing mortality than insufficient access
to care,” according to the Lancet Global
Health Commission (4).

To scale up this potential impact, midwives need
to be available in sufficient numbers to ensure
equity of access as well as quality of care (5).
Investment is cost-effective, reducing the need
for costly interventions, including caesarean
section and episiotomy (6, 7) and positively
enhancing women’s experience of care (8).
Recent investments in midwifery education
are making a difference in LMICs such as
Bangladesh, Burkina Faso, Cambodia and
Morocco (9) as well as in high-income
countries such as Canada (10) and New
Zealand (11). This indicates that neither
economic status nor the level of health system
development should delay efforts to introduce
and/or strengthen quality midwifery education.
Childbearing women and newborns are
among the most vulnerable in humanitarian
and fragile settings. Midwives living close to
affected communities are able to provide most
of the care that women and newborns need in
these circumstances (12), increasing access to
UHC (13).

Photo 2: Every woman and newborn should be cared for by a midwife educated to international standards.
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Why more needs to be done
There is a startling under-investment in
midwifery education and training. In many
countries, predominantly LMICs, educators
lack skills, supplies and equipment and many
are unable to access clinical sites for practical
teaching (14).1 The crisis in water, sanitation
and hygiene (WASH) in facilities extends to
educational institutions in these countries,
constraining efforts to teach the importance of
clean and safe births (15). As a result the
quality of education is variable. A lack of
consistency in the use of the term “midwife”
means it is often not clear which health
workers are educated and trained to
international midwifery standards (16).
In a mainly female workforce, midwives
themselves experience sociocultural,
economic and professional barriers (17),
specifically in accessing quality midwifery
education. This is both disempowering and
diminishes opportunity for leadership.
Acknowledging and transforming the genderbased inequality that underlies these barriers
will be critical to making progress.

Global voices for change:
the future of quality midwifery
education
This report combines the evidence with the
findings from a series of global multistakeholder consultations, and a final online
survey. The consultations addressed five key
questions including: what are the three
strategic priorities; what is new, radical
thinking; what will the impact be at country
level; how will this be achieved, and how is
this relevant to humanitarian emergencies?
Through these consultations consensus has
been reached on three strategic priorities for
strengthening midwifery education:
• Every woman and newborn to be cared for
by a midwife, educated and trained to
international standards and enabled to
legally practise the full scope of midwifery.
The title “midwife” should only be used for
providers who are educated to international
standards.
• Midwifery leadership to be positioned in
high-level national policy, planning and
budgeting processes to improve decisionmaking about investments for midwifery
education to help achieve UHC.
• 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.

1. The WHO Midwifery educator survey has been completed and is in the process of publication. The survey was sent to midwifery
educators in educational institutions in five of the WHO regions (not Europe). Responses were received from 134 midwifery
educators in 35 countries, highlighting the variable pathways to becoming a midwife, assessing their own skills using the WHO
Midwifery educator core competencies tool, setting out constraints to providing care for small and sick newborns and giving
feedback on the WHO midwifery education materials. The final report will be available on the WHO website.
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Action plan to strengthen quality
midwifery education

Making it happen:
committing to action

A seven-step action plan to strengthen
quality midwifery education is introduced,
with each step informed by the evidence and
global consultations. The action plan can be
used to develop and/or strengthen a national
midwifery education plan, embedded within
the national human resources for health plan.

The GSWCAH focuses on actions to prevent
maternal, newborn, child and adolescent
deaths and improve the quality of lives for all
in specific support of sustainable development
goal (SDG) 3 “good health and well-being”. In
October 2018, world leaders recommitted
their support to primary health care (PHC) by
endorsing the Astana Declaration that
commits to care and services which promote,
maintain and improve maternal, newborn,
child and adolescent health; and mental health
and sexual and reproductive health (19). UHC
is necessary for the above. Investing in
midwifery education is a critical strategy to
achieve these global commitments.

This action plan recognizes the wide variation
in midwifery education provided across many
countries and acknowledges that whereas
some countries can rapidly move to a highquality cadre of midwives, other countries will
have more investment to make before this
strategic priority can be reached.
The seven steps act as a guide to help build
high-quality, sustainable, pre-service and
in-service midwifery education and training
systematically. Rather than focusing primarily
on curricula, the action plan encompasses all
the activities needed and presents them in
sequence.
The action plan supports implementation of
the Global Strategy for Women’s, Children’s
and Adolescents’ Health 2016−2030
(GSWCAH) (18), moving through an
accountability cycle of act−monitor−review
(18). This midwifery education cycle is
continuously updated to review progress,
identify barriers and make the changes
needed. At each step, monitoring and
evaluation of change takes place. In the
seventh step, typically taking place annually, a
regular time-bound evaluation is made of all
progress, allowing for adjustments before
continuing with implementation and
monitoring.

x

Partners have come together to indicate how
they can best contribute to implementing the
action plan to strengthen quality midwifery
education. It is now time to act upon all the
evidence, learn from the global consultations
and listen to the voices of women and
midwives to improve quality of care for all. It is
time to make a significant contribution to
achieving the rights of women, newborns and
their families through a focus on strengthening
quality midwifery education for UHC 2030.
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Seven-step action plan to strengthen quality midwifery education

7

Monitor,
evaluate, review
and adjust

6

Strengthen
leadership
and
policy

1

WOMEN
AND
NEWBORNS

Educate
students

2
Build public
engagement
and advocacy

3

5

Strengthen
faculty,
standards
and curricula

Gather
data and
evidence

4

Prepare
educational
institutions,
practice settings
and clinical
mentors
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1. Introduction

Photo 3: Quality midwifery education and care enables a contented mother with her newborn in Nepal.

Quality midwifery education is urgently needed
to improve quality of care, end preventable
maternal and newborn mortality and stillbirths
and deliver the agenda of UHC. The evidence
presented in this report indicates that midwifery,
where care includes proven interventions for
maternal and newborn health as well as for family
planning, “could avert over 80% of all maternal
deaths, stillbirths, and neonatal deaths” (1).
Midwives, when educated to international
standards of midwifery, are able to provide the
full scope of interventions needed when they
are licensed, regulated, fully integrated into a
well-functioning health system and an

1

interprofessional team with referral services when
required for complications and emergencies (2).
Although the reasons behind the impact of
midwifery care on mortality reduction are
complex and in process of further research,
improvements in the quality of care provided,
including the satisfaction of women with the
care they receive, are likely to play a major role.
Over 50 additional outcomes are improved by
midwifery care, including a reduction in the
major causes of maternal deaths (haemorrhage,
hypertension and sepsis) (2). Similarly, midwifeled continuity of care (MLCC) prevents preterm
births by 24% and reduces neonatal sepsis (8).
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The Global Strategy for Women’s, Children’s and
Adolescents’ Health 2016−2030 (GSWCAH)
focuses on actions to prevent maternal, newborn,
child and adolescent deaths and improve the
quality of lives for all (18). Progress in mortality
reduction continues, but more is needed (4).

Well-being for All (2018−30), in which they
commit “to align our joined-up efforts with
country priorities and needs, to accelerate
progress by leveraging new ways of working
together and unlocking innovative approaches,
and account for our contribution to progress in a
more transparent and engaging way” (20).

In October 2018, world leaders recommitted
their support to primary health care (PHC) by
endorsing the Astana Declaration, which
commits to care and services that promote,
maintain and improve maternal, newborn, child
and adolescent health; and mental health and
sexual and reproductive health (19).

Alongside the above, the Global Strategy on
Human Resources for Health: Workforce 2030
focuses on the need to invest in capacity-building
of educational institutions and to deliver
competency-based learning through
transformative education (21).

In 2018 the United Nations Population Fund
(UNFPA), the United Nations Children’s Fund
(UNICEF), the World Health Organization (WHO)
and eight other global partners developed the
SDG 3 Global Action Plan for Healthy Lives and

Midwifery makes the connections over time
(from birth to adulthood), and place (from home
to community to facility), and can deliver many
of the intervention packages described in the
GSWCAH targets (Fig. 1).

Fig. 1. Midwifery makes the critical connections to deliver proven interventions
LIFE COURSE

CONTINUITY OF CARE

Pregnancy, childbirth
and postnatal care

Child health
and development

Adolescent health
and development

MIDWIFERY – MAKING THE CONNECTIONS

Women’s health

INTERVENTION PACKAGES
•
•
•
•
•
•

Sexual and reproductive health information and services
Nutrition
Management of communicable and noncommunicable diseases
Screening and management of cervical and breast cancer
Gender-based violence prevention and response
Pre-pregnancy risk detection and management

•
•
•
•
•
•
•

Antenatal care
Childbirth care
Safe abortion and post-abortion care
Prevention of mother-to-child transmission of HIV
Management of maternal and newborn complications
Postnatal care for mother and baby
Extra care for small and sick babies

•
•
•
•
•
•

Breastfeeding
Infant and young child feeding
Responsive caregiving and stimulation
Immunization
Prevention and management of childhood illness and malnutrition
Treatment and rehabilitation of congenital abnormalities and disabilities

•
•
•
•
•
•
•
•

Health education
Supportive parenting
Nutrition
Immunization
Psychosocial support
Prevention of injuries, violence, harmful practices and substance abuse
Sexual and reproductive health information and services
Management of communicable and noncommunicable diseases

MIDWIFERY MAKES THE CONNECTIONS BETWEEN WOMEN, NEWBORNS AND THEIR FAMILIES, HEALTH WORKERS AND HEALTH PROGRAMMES OVER THE LIFE COURSE

Adapted from the Global Strategy for Women’s, Children’s and Adolescents’ Health 2016-2030.
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1.1 The evidence of impact
This report sets out the evidence on the impact
of quality midwifery education on outcomes for
women, newborns, children and adolescents. It
highlights that the best midwifery education is
based on what women and newborns need, that
interprofessional learning and teamwork is
effective, and that the best outcomes come from
a model of midwife-led continuity of care.
Examples show that improvements in midwifery
education are making a difference in low-,
middle- and high-income countries, as well as in
humanitarian and fragile settings.
Midwifery education contributes to the
transformation and expansion of the health
workforce and increases the potential to
accelerate inclusive economic growth and
progress towards health equity (22). Educating
midwives empowers a predominantly female
profession with knowledge, skills and the
capacity for leadership.
Yet the evidence also indicates a startling lack
of investment in midwifery skills education and
training in low- and middle-income countries
(LMICs) (14) with few educating providers to
international standards, even where health
workers are being given the professional title
“midwife” . This is despite the outcomes that can
be improved and the cost savings that can be
made when midwives are educated to
international standards (6, 7).
The report notes that to improve quality
midwifery education we need to take action on
significant system-wide constraints, including
inconsistency in education and training
standards, poor quality of education and care,
as well as a water and sanitation crisis in
educational institutions and health facilities. To
make progress we must also acknowledge and
address the sociocultural, economic and
professional barriers encountered by midwives
globally (17).
Importantly, the report highlights that universal
provision of quality midwifery education and
care upholds the rights of women, newborns
and their families, no matter their circumstances.

3

“The human right to health is
meaningless without good
quality care because health
systems cannot improve health
without it.”
Kruk et al. Lancet Global Health
Commission (4).

1.2 Global consultations to guide
change
To help chart a way forward, a series of global
multi-stakeholder consultations were convened
and a consensus reached on three strategic
priorities for strengthening midwifery education
in all countries:
• Every woman and newborn to be cared for
by a midwife, educated and trained to
international standards and enabled to legally
practise the full scope of midwifery. The title
“midwife” should only be used for providers
who are educated to international standards.
• Midwifery leadership to be positioned in
high-level national policy, planning and
budgeting processes to improve decisionmaking about investments for midwifery
education to help achieve UHC.
• 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.
Combining global evidence and findings from
the consultations, a seven-step action plan to
strengthen quality midwifery education is
presented here giving guidance to governments
and implementing partners to help transform
midwifery education.
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This recognizes the wide variation in standards
of education and care provision across many
countries. It acknowledges that whereas some
countries can move rapidly to a high-quality
cadre of midwives, other countries will need
more time and have more investment to make.

The report aims to inspire those passionate
about the education and empowerment of
midwives and other health workers to improve
the quality of care, and is for those who are
deeply engaged, every day, in educating
midwifery care providers.

Investing in midwifery education cannot take
place in a vacuum. Strengthened regulation,
deployment and better working conditions and
remuneration will also be needed, along with
support for stronger midwifery associations.

Ultimately, this report is for the women and
newborns who need our help, and for the
midwives and others who provide their care.

1.3 Making it happen

It is time to take heed of the evidence. It is time
we listened to the experts who contributed to
the global consultations, listened to the voices of
women and midwives, and aligned our efforts,
accelerated and accounted for our actions, and
strengthened quality midwifery education.

The final section of the report builds on
commitments to the GSWCAH and sets out
how partnerships could implement the sevenstep action plan for midwifery education.
Radical reform in midwifery education will
require a coordinated and comprehensive effort
from health, education, finance, labour and
foreign affairs sectors of government, together
with civil society, the public and private sectors,
trade unions and associations, institutions and
academia (22).

1.5 Why now?

Last, but not least, women and midwives
themselves are demanding better quality
midwifery education.

1.4 Who is this report for?
The audience includes all those determined to
improve the lives of women and newborns
everywhere. Midwifery is a complex intervention
involving women, newborns and their families,
taking place at home, as well as in primary,
secondary and tertiary facilities (23). The report is
therefore for people in government, and outside
government, involved in health services, health
financing, education, water and sanitation,
transport and communications, as well as for
those working on gender and rights-based
issues and advocacy.
Stakeholders include the current and future
midwifery workforce, leaders who work in or with
governments, nongovernmental organizations
(NGOs), civil society, UN agencies, professional
associations, academics and researchers. It is for
our partners in the private sector, foundations
and bilateral donors, the media and human
rights advocates. It is for people working in
conflict zones and other humanitarian disasters.

“Midwives want better
education, including access to
higher education and
development, to be empowered
to take leadership, to know their
skills are valued by medical
doctors and to provide better
quality of care for women and
their newborns.”
Midwives Voices, Midwives Realities (24).
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2.

The impact of
midwifery education

Photo 4: At the Faizabad Midwifery Training School (Afghanistan), trainer Farzana Darkhani uses an obstetric mannequin to show
students how to stop postpartum haemorrhage by hand.

“Midwifery education… is the
bedrock for equipping midwives
with appropriate competencies
to provide high standards of
safe, evidence-based care.”
Bharj et al. Midwifery (25).

5

2.1 Evidence shows improved
outcomes
Over the past two decades, scientific findings
from a range of disciplines have converged.
The evidence is clear. Midwifery, where care
includes proven interventions for maternal and
newborn health as well as for family planning,
“could avert over 80% of all maternal deaths,
stillbirths, and neonatal deaths” (1).
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survival and the short- and long-term health and
well-being of women and children (2).

Midwives, when educated to international
standards of midwifery, are able to provide the
full scope of interventions needed when they
are licensed, regulated, fully integrated into a
well-functioning health system and an
interprofessional team with referral services
when required for emergencies (1, 2). Quality
midwifery care reduces harm, enhances

Good-quality midwifery care improves over 50
other outcomes (Fig. 2) (2). Midwifery goes far
beyond a set of clinical skills for pregnancy,
childbirth and caring for the mother and her
baby in the six-week postnatal period (Fig. 3).

Fig. 2. Over 50 outcomes improved by quality midwifery education and care
Reduced

Increased

Maternal mortality
Neonatal mortality
Stillbirth

Reduced
Maternal

Perinatal mortality
Infant mortality
Miscarriage

Serious morbidity
Infections including malaria, HIV
Anaemia
Pain
Eclampsia
Newborn
Pre-eclampsia
Preterm birth
Postpartum haemorrhage Low birth weight
Perineal trauma
Low Apgar scores
Rhesus iso-immunization
Hypothermia
Serum bilirubin
Neural tube defects
Small for gestational age
Infections, MTC, HIV transmission

Referrals for complications
Attendance in labour
by known midwife

Reduced

Stay on labour ward
Hospital stay for newborns
Number of babies in neonatal
unit more than 7 days

Increased

Increased

Breastfeeding initiation
and duration
Birth spacing
Contraceptive use
Immunization uptake

Satisfaction with pain relief
Feeling of control in birth
Satisfaction with childbirth
Mother–baby interaction

Reduced

Reduced

Anxiety in labour
Postpartum depression
Newborn crying

Smoking in late pregnancy

Increased

Reduced

Spontaneous
Augmentation of labour
vaginal birth Pharmacological analgesia use
Instrumental births
Caesarean sections
Episiotomies
Perineal suturing
Therapeutic uterotonics
Blood transfusions
Pregnancies beyond 41 weeks
HIV: human immunodeficiency virus; MTC: mother-to-child.
Derived from: Renfrew et al. Lancet Series on Midwifery (2).
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Box 1. Midwifery
Midwifery is defined as “skilled, knowledgeable
and compassionate care for childbearing women,
newborn infants and families across the
continuum from pre-pregnancy, pregnancy,
birth, postpartum and the early weeks of life.
Core characteristics include optimizing normal …
processes of reproduction and early life, timely
prevention and management of complications,
consultation with and referral to other services,
respecting women’s individual circumstances
and views, and working in partnership with
women to strengthen women’s own capabilities
to care for themselves and their families”.
Source: Renfrew et al. Lancet Series on Midwifery (2)

From a health systems perspective, midwifery
results in more efficient provision of
interventions and more efficient use of health
service resources (2, 26). The term “midwifery”
is defined in Box 1.
The geographical and social proximity of
midwives to the communities they serve is a key
strength in the provision of UHC, maximizing
integrated people-centred care, and ensuring
local knowledge and flexibility in responding to
changing circumstances including in humanitarian
and fragile settings such as conflict, natural
disasters and forced displacement (12).
International standards and resources for
education have been developed by the
International Confederation of Midwives (ICM),
which has also collaborated with WHO and
other implementing partners to develop the
WHO Midwifery educator core competencies
(27). ICM has also developed a clear definition of
the midwife (Box 2) and the Essential
Competencies for Midwifery Practice (28).

Fig. 3. The full scope of midwifery
education and care

MIDWIFERY
CARE

AIDS: acquired immunodeficiency syndrome;
ECD: early childhood development;
FGM: female genital mutilation;
HIV: human immunodeficiency virus;
STIs: sexually transmitted infections;
TB: tuberculosis.
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Box 2. ICM definition of the midwife
“A midwife is a person who has successfully completed a midwifery education programme that is
based on the ICM Essential competencies for basic midwifery practice and the framework of the ICM
Global standards for midwifery education and is recognized in the country where it is located; who
has acquired the requisite qualifications to be registered and/or legally licensed to practice midwifery
and use the title ‘midwife’; and who demonstrates competency in the practice of midwifery.”
Source: ICM (28).

2.2 Midwife-led continuity of care
has the greatest impact
Outcomes for women and newborns are
improved even further where a midwife
educated to international standards, or a small
team of midwives, is enabled to lead on all care
needed by women and newborns from
pregnancy to the end of the six-week postnatal
period, supported by a well-functioning
midwifery programme should complications
arise (Fig. 4) (23, 29). This complex intervention
is known as midwife-led continuity of care
(MLCC) (23).

“Care led by midwives – educated,
licensed, regulated, integrated in
the health system and working in
interdisciplinary teams – had a
positive effect on maternal and
perinatal health… even when
compared with care led by other
health professionals in combination
with midwives” (2).
Renfrew et al. Lancet Series on Midwifery (2).

Fig. 4. Outcomes improved with midwife-led continuity of care
Women who received models of midwife-led continuity of care

7x more likely to be
attended at birth by a
known midwife

16% less likely to
lose their baby

19% less likely to
lose their baby
before 24 weeks

15% less likely to
have regional
analgesia

24% less likely to
experience
pre-term birth

16% less likely to
have an
episiotomy

Women’s experience
Women
attended at
birth by a
known
midwife
reported
higher
ratings of
maternal
satisfaction
with...

Information

Advice and
explanation

Advice and
explanation

Preparation for
labour and birth

Choice for
pain relief

Feeling
in control

Source: Reproduced from Sandall et al. Cochrane Database of Systematic Reviews (8).
Infographic created by the Technology and Information team at the Health Innovation Network, the Academic Health Science
Network (AHSN) for south London on behalf of HIHR CLAHRC South London.
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With this model of MLCC, the Cochrane
Database of Systematic Reviews (2016) found
that women are 16% less likely to lose their
baby, 24% less likely to experience a preterm
birth, and 16% less likely to have an
episiotomy (Fig. 4). The experience of women is
also enhanced (Box 3) (8). The Cochrane
Review found most of the evidence came from
high-income countries where there are wellestablished midwifery programmes with
education to international standards.

2.3 Midwifery education based on
what women and newborns need
The Lancet Series on Midwifery analysed more
than 470 systematic reviews including
thousands of individual studies to identify what
midwives must know and be skilled in to meet
the needs of women and newborn infants (2).
This is summarized in the Framework for Quality
Maternal and Newborn Care (QMNC) (Fig. 5).
More details are given in Annex 2.
ICM’s essential competencies for midwifery
practice have been mapped to the different
components that make up the QMNC
Framework (16). This demonstrates that
midwives meeting the ICM competencies
practise the full scope of midwifery as defined
by the framework (2). The full scope of
midwifery is shown in Fig. 5 within the blue line.
Whereas midwives educated to international
standards can provide the full scope of
midwifery care, when identifying and
responding to complications it is essential that
this is done in collaboration with the
interprofessional team involving the medical,
obstetric and neonatal services shown in the top
right-hand component. The midwife’s role is to
stay with the woman and newborn throughout
and continue to provide midwifery care; this
includes providing care during complications and
emergencies, for example before, during and
after a caesarean section.

9

Box 3. The impact of midwife-led
continuity of care in New Zealand
New Zealand has a publicly-funded
MLCC model following legislative
changes in 1990 resulting from women’s
demands to shift away from a medicalled system. Women now receive
community-based care in a fully
integrated health system where they can
choose between an obstetrician, general
practitioner or midwife. The trust that
women have in the ability of highly
educated midwives to provide the best
quality of care has resulted in 93%
choosing a midwife.
Midwives practise autonomously to
provide continuity of care from early
pregnancy through labour and birth and
up to six weeks postpartum, with robust
processes for consultation, referral and
transfer to additional levels of care if
needed for the woman or the baby.
Midwives are also the predominant
workforce within maternity hospitals.
The impact of midwife-led continuity of
care over the past 10 years has been a
static caesarean section rate, a decrease
in all other interventions, a reduction in
stillbirths and maternal mortality and
high levels of satisfaction for women and
their families.
Midwifery is recognized as a distinct
profession with a direct-entry
baccalaureate midwifery programme
and regulation by the Midwifery Council
of New Zealand. Pre-service education
uses blended delivery models geared to
students in rural and provincial areas, thus
ensuring a sustainable midwife workforce
in hard-to-reach parts of the country.
Source: New Zealand College of Midwives.
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To achieve good-quality care, the evidence is
clear that midwives must be educated and
trained to work as autonomous professionals and
provide knowledgeable, skilled, respectful and
compassionate care for all. They must know how
to practise across all stages from pre-pregnancy,
pregnancy, labour and birth, postpartum and the
early weeks of life. They must be skilled in
providing the preventive and supportive care
that keeps women healthy as well as identifying
and responding to complications, ideally before
they become emergencies.
This requires much more than education limited
to a focus on specific tasks and emergency
obstetric and newborn care. It includes
knowledge, understanding and skills in
organizing care and providing continuity across
community and facilities; ensuring values such
as good communication, and tailoring care to
individual needs.

“Midwifery education must
incorporate a philosophy of
optimizing normal
physiological processes, and
ensuring women’s own
capabilities are strengthened.”
Renfrew et al. Lancet Series
on Midwifery (2).

Other important aspects include care providers’
ability to combine clinical knowledge and skills
with interpersonal and cultural competence, as
well as knowing how to work in partnership with
the interprofessional team as needed.

Fig. 5. Framework for Quality Maternal and Newborn Care
For childbearing women and
infants with complications

For all childbearing women and infants

Practice categories

Organization of care
Values
Philosophy
Care providers

Education
Information
Health promotion

Assessment
Screening
Care planning

Promotion of normal
processes, prevention
of complications

First-line
management
of complications

Medical
obstetric
neonatal
services

Available, accessible, acceptable, good-quality services – adequate resources, competent workforce
Continuity, services integrated across community and facilities
Respect, communication, community knowledge, and understanding
Care tailored to women’s circumstances and needs
Optimizing biological, psychological, social, and cultural processes; strengthening woman’s capabilities
Expectant management, using interventions only when indicated
Practitioners who combine clinical knowledge and skills with interpersonal and cultural competence
Division of roles and responsibilities based on need, competencies, and resources
Midwives meeting the ICM competencies practise the full scope of midwifery as defined by the framework and
shown within the blue line: they are international-standard midwives.
Source: Adapted from Renfrew et al. Lancet Series on Midwifery (2).
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2.4 Interprofessional learning and
teamwork is critical

2.5 Improvements in midwifery
education are making a difference

Interprofessional team working is critical to
preventing fragmentation of care for a woman,
identification and referral of women and
newborns who experience complications, and
has a positive impact on reducing unnecessary
interventions, including caesarean section (30).
Findings from countries in economic transition
show that care led mainly by obstetricians,
without the balance midwives bring to the
health system, might reduce mortality and
morbidity but might also reduce quality and
increase cost (2).

Countries are strengthening midwifery
education

Interprofessional learning and collaboration
maximizes the skills of all (31, 32). Depending
on the context, this may include nurses and
nurse-midwives (who may or may not be
educated to international standards), family
physicians, obstetricians, paediatricians as well
as midwives.
Teamwork with specialist neonatal nurses is
essential to ensure the best care for small,
preterm and sick babies. In some contexts, it will
be important to include community health
workers (CHWs) and traditional birth attendants
(TBAs) in the team, whether they are trained or
not (33). They can all make an important
contribution to meeting the needs of women and
newborns, including the provision of nurturing
care for newborns and children (34).
Whatever the specific workforce configuration,
interprofessional learning and respectful
collaboration is essential to promote effective
and efficient teamwork to ensure the best
quality of care (31). Respectful collaboration is
essential to overcoming institutionalized
hierarchies of power that can prevent
constructive communication (17).
As noted in the Lancet Series on Optimising
caesarean section use “Crucially, the balance of
power between doctors, midwives, nurses, other
maternity care providers, and childbearing
women strongly influenced the willingness of
each party to engage or not in the improvement
of the organisational ethos” (30).
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High-, middle- and low-income countries that
have implemented good-quality midwifery
education have transformed outcomes for
women and newborn infants, and also women’s
experiences of care (9). Over 140 years ago,
Sweden dramatically reduced maternal and
newborn mortality rates with well-educated
midwives playing a key role (Box 4). This was
achieved in conditions similar to those
experienced by very low-income countries today.
More recently, Burkina Faso, Cambodia,
Indonesia and Morocco are examples of LMICs
that have successfully strengthened midwifery
education as part of a strategy to reduce
maternal mortality (Box 5) (9).
High-income countries also need to make
improvements. In the 1990s Canada introduced
international-standard midwifery education into
a system that had been solely led by obstetricians
and supported by nurses. Chile, the Netherlands,

Box 4. Educated midwives play a key role
in cutting Sweden’s maternal mortality
In 1711, concern about high maternal mortality
rates in Sweden led the authorities to introduce a
regulation in the Stockholm area designed to make
midwifery education compulsory and midwives
more accountable. Under the new law, midwives
had to be formally educated and to pass an exam.
If successful, they were then required to take an
oath to the city’s magistrate to be allowed to
practise and provide health care to women.
While it took time for the population to accept
professional midwives, and for financial resources
to be made available to pay for them in every
rural county, midwives played a key role in the
rapid decline in maternal mortality between 1861
and 1894. This was achieved before the

FRAMEWORK FOR ACTION

New Zealand, Sweden and the United Kingdom
of Great Britain and Northern Ireland are all
examples of countries that continue to take
action to strengthen their well-established
midwifery education in line with new evidence.
Importantly, the universal provision of quality
midwifery care by midwives educated to
international standards upholds the rights of
women, newborns and their families no matter
the circumstances.
The evidence, and the country examples
presented, indicate that there are significant
benefits for countries to strengthen quality
midwifery education, no matter their economic
status or how developed their health system.
Investing in midwifery education, however,
cannot take place in a vacuum. The case studies
below show that strengthened regulation,
deployment and better working conditions and
remuneration are needed to ensure quality
education standards are implemented and
maintained (35). The role of national midwifery,
and other professional associations is also
critical to education, as highlighted in the State
of the world’s midwifery report 2014.

discovery of antibiotics, electric light, modern systems
of transport and communication, and represents what
can be achieved by investing in midwives even in the
most challenging circumstances.

Box 5. Long-term commitment to midwifery
education brings sustained results in four LMICs
Burkina Faso, Cambodia, Indonesia and Morocco have
all developed pre-service education for midwives. This
is part of a core strategy to improve maternal and
newborn mortality and health, resulting in sustained
and substantial improvements in all four countries.
An analysis of these four LMICs by the Lancet Series
on Midwifery shows what drove success:
• high-level political commitment and the support of
civil society;
• data and evidence to identify priorities and steer
budget allocations for quality midwifery education,
including professional regulation and investment in
educational infrastructure;
• sustaining quality education and supporting
midwives including appropriate remuneration;
• removing barriers to access for women, including
financial barriers; establishing close-to-women
facilities and promoting equity;
• focusing on quality as well as coverage to ensure
respectful, women and newborn-centred care, and
resources for midwives to practise effectively.
Source: Van Lerberghe et al. Lancet Series on Midwifery (9).

Maternal mortality in Sweden in relation to
proportion of midwife-assisted home-birth
(1861-99)

Ulf Högberg, an obstetrician stated in his dissertation
in 1985 that “the midwife service in rural areas, and
antiseptic techniques, were the single important
preventive intervention in reducing maternal mortality
during the 19th century in Sweden” (36). This figure
from his research shows the decline in mortality.
Today, all women of reproductive age in the country
have access to a midwife who can provide the full
range of maternal, neonatal and reproductive healthcare services. Sweden has one of the lowest maternal
mortality ratios (MMR) and neonatal mortality rates in
the world.
Source: The Swedish Association of Midwives and Högberg (36).
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2.6 Midwifery education saves
lives in humanitarian and fragile
settings
Childbearing women and newborns are among
the most vulnerable in emergency situations
including epidemics (such as Ebola virus
disease), during a natural disaster (such as
floods, cyclones and earthquakes) or when
caught up in military conflict. Midwives, and
nurses, living close to affected communities are
the first point of contact especially in hard-toreach areas and thereby are key to supporting
the goals of UHC.

Life-saving action for newborns includes
immediate skin-to-skin care with the mother at
the time of birth to keep the baby warm, dry
and safe; continuous kangaroo mother care for
low birth weight babies, preterm births and
babies who are small for gestational age (38);
and supporting the mother to breastfeed (39),
all within the scope of midwifery. Midwives must
be educated in upholding the International Code
on the Marketing of Breast-Milk Substitutes in
emergency settings, to prevent the harmful use
of baby-milk powder as breastfeeding
substitutes especially when clean water is
scarce (40).

Midwives educated to international standards
will be able to provide most of the care that
women and newborns need in these
circumstances (12). Important midwifery
competencies include being able to accompany
women through pregnancy, childbirth and the
postnatal period, no matter what the
circumstances. In Liberia, midwives supported
women who had no choice but to give birth in
the open bush, even when under cross-fire (37).

In humanitarian and fragile settings there is
often an urgent need for women to access family
planning, or continue with existing family
planning methods, and have access to treatment
for sexually transmitted infections. Special
attention is required for women who have
experienced gender-based violence or who need
safe post-abortion care, as well as for those who
seek advice on managing menstrual hygiene in
stressful circumstances.

Photo 5: Well educated midwives are able to insert an intravenous infusion while caring for a woman in the maternity ward of Banadir
Hospital in Mogadishu, Somalia.
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Box 6. Midwives and nurses are key in
Fiji’s national cyclone response
Working closely with the national disaster team
at both hospital and primary health-care level,
midwives have helped with planning to ensure
that essential care is available for pregnant
women and the wider community in the event of
an emergency. “Babies still need to be delivered
and patients still need emergency care”, says the
Government of Fiji’s Chief Nursing and
Midwifery Officer.
When the country goes into cyclone preparedness
mode, midwives and nurses are ready to be called

up and their shifts immediately switch from eight
to 12-hour stretches in all 22 hospitals. In remote
health centres and nursing stations, pregnant
women who are due to give birth will be taken to
the nearest hospital. In case the power goes
down, vaccines are moved to more secure
facilities and staff are ready to work with lanterns.
At evacuation centres set up close to flood-prone
areas, midwives and nurses run shift clinics
providing medical assessment, care and support
to the community. In more remote areas, because
they live nearby, they are often the first to arrive
and provide vital information to their supervisors.
Source: GCNMO, Fiji.

There are good examples of leadership, research
and action for midwifery education in health
emergencies. In Fiji, the leadership of the
government chief nursing and midwifery officer
(GCNMO) ensures that all midwives and nurses
are trained and prepared to take action in
cyclones (Box 6). In Sudan, midwives are

receiving additional training on the care of
newborns in humanitarian settings (Dr Naeema
Al Naseer, WHO Country Representative Sudan,
personal communication). In Somalia, despite the
protracted conflict and fragile health systems in
the country, significant progress has been made
in strengthening midwifery education (Box 7).

Box 7. Education makes a difference in
Somalia despite conflict and destruction
of health systems

The programme has ensured the quality of
midwifery services at grass-roots level meets the
required standards and that integrated maternal
and reproductive health care services, including
basic family planning, are offered to all including
those who are most vulnerable.

Despite the protracted conflict and fragile health
systems in the country, Somalia has made
significant progress in developing midwifery
education by building partnerships with
professional bodies and other agencies. This is
paying off in this war-torn country which
historically has had one of the highest MMRs
and very low-skilled birth attendance.
In 2012, the federal government worked in
partnership with the relatively-new Somali
Midwifery Association to launch a community
education programme for licensing, oversight
and training of Somali midwives so they can
meet the needs of a marginalized and highly
conservative society.

There have been significant changes since the
programme began: the skilled birth attendance
rate has risen to 37% at current estimates,
compared with 22% in 2010; a four -to six-fold
increase in availability of quality midwives at the
grass-roots level; and a substantial drop in the
MMR from above 820 per 100 000 live births in
2010 to the current estimate of 732 per 100 000
live births.
Political will and a socially-inclusive programme
have helped Somalia to make progress despite
the physical destruction of its health systems.
Source: WHO Country Representative, Somalia.
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There is great potential for midwives to make
an immediate difference in humanitarian
crises, where their local knowledge and links
with communities can enable access, trust
and an appropriate response. There is an
urgent need to examine and develop the role
of midwives in these settings (12).

Box 8. Midwife-led care in
Australia improves outcomes and
reduces costs
Research in Australia found that the costs
of care for healthy, low-risk pregnant
women when led by obstetricians in a
public health system, are 45% higher
than when a woman receives care from
a small group of known midwives
throughout her pregnancy, childbirth
and postnatal care experience.
These costs were increased by a
further 9% to 54% when the care was
led by obstetricians working in a private
sector hospital.
The higher costs are associated with
complex pathways of care: in this research
largely associated with an increased
number of interventions, including
caesarean section and episiotomy.
Low costs were achieved through
midwife-led care as a result of higher
rates of spontaneous vaginal birth, less
postpartum haemorrhage, fewer
admissions to neonatal units, and
increased breastfeeding rates.
Reduced costs from decreased use of
unnecessary interventions are applicable
globally to all settings including LMICs.
Source: Tracy et al. Lancet (6).
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2.7 Midwives educated to
international standards save
resources
The midwifery model of care has a significant
impact on cost reductions arising from higher rates
of spontaneous vaginal birth, less postpartum
haemorrhage, fewer admissions to neonatal units,
and increased breastfeeding rates (Box 8) (6–8, 41).
This has been shown using a range of research
designs including randomized controlled trial,
cross-sectional study, modelling and observational
study for women of all risk profiles.
Because of the lifelong impact of healthy pregnancy
and birth, family planning, breastfeeding, good
mental health, uptake of vaccinations and other
interventions, the long-term economic gains
resulting from midwives educated to international
standards are even greater than the specific
savings from improved short-term clinical
outcomes and reduced costs of interventions (2).
The escalating rates of caesarean sections and
other unnecessary interventions globally (26, 42),
often driven by commercial forces that result in
health service resources being spent on facilities
and equipment rather than on the personnel who
can prevent complications, can be counterbalanced by midwifery (39, 43).
The International Federation of Gynaecology and
Obstetrics (FIGO) position paper: How to stop the
caesarean section epidemic (2018) highlights that
to overcome perverse incentives to increase
unnecessary interventions, the fees for physicians
for undertaking caesarean section and attending
vaginal birth should be the same, using a mean
fee (44). This should also happen in private
practice settings.
The FIGO position paper also notes: “Money that
will become available from lowering CS [caesarean
section] costs should be invested in resources,
better preparation for labour and delivery and
better care, adequate pain relief, practical skills
training for doctors and midwives, and
reintroduction of vaginal instrumental deliveries to
reduce the need for CS in the second stage of
labour” (44).
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2.8 Why more needs to be done
2.8.1 “Poor quality of care is now a
bigger barrier to reducing mortality than
insufficient access to care.”
Kruk et al. Lancet Global Health Commission (4).
Steady progress was made in reducing
maternal deaths during the millennium
development goal period, with a global
reduction in the MMR from 385/100 000 live
births in 1990 (534 000 maternal deaths per
year) to an MMR of 216/100 000 live births
(303 000 maternal deaths) in 2015 (45).
There was a rapid decline in the under-five
mortality rate which dropped from 92 deaths
per 1000 live births in 1990 to 41 deaths per
1000 live births in 2016, but proportionately a
slower rate of decline in newborn deaths.
Almost 50% of deaths in the under-fives now
occur among newborns (45). The global

newborn mortality rate declined by 41%
between 2000 and 2018, from 31 deaths per
1000 live births to 18 deaths per 1000 live
births (2.5 million deaths per year) in 2018 (46).
These early gains in maternal and newborn
mortality reduction in LMICs can largely be
attributed to primary prevention measures, for
example access to family planning, iron
supplementation and insecticide-treated nets
(described as Stage 2 in the obstetric transition)
(3). However, the major causes of maternal
deaths continue to be haemorrhage, eclampsia
and sepsis; and in newborns, deaths from
preterm birth, asphyxia and sepsis. Preventing
these deaths will require more complex
measures, including quality midwifery education
and care. Poor quality of care is now the most
significant barrier to further reductions in
mortality and morbidity, contributing to 61% of
neonatal deaths and half of deaths from
maternal diseases according to the Lancet
Global Health Commission (Fig. 6) (47).

Fig. 6. Mortality due to accessing poor quality care and non-utilization of health services

AIDS: acquired immunodeficiency syndrome; HIV: human immunodeficiency virus.
Source: Reproduced from Kruk et al. Lancet (47).
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Many women and newborns continue to be
without any access to care or experience too little
care too late while other women and newborns
are experiencing too much intervention too
soon (48). This over-medicalization of
pregnancy and childbirth often results in
unnecessary interventions including episiotomy
and caesarean section. These interventions are
life-saving when needed, but risky and costly
when not (26, 49); women and newborns may
be harmed by having an unnecessary caesarean
section or episiotomy (48).
Access to a facility does not in itself improve
outcomes where the workforce lacks the
competencies needed. Facilities can be a source
of injury and pain. Neglect and abuse occur in
low-, middle- and high-income countries (50–52).
Cash incentives have helped more women to
reach facilities to give birth, but this has not
always measurably reduced maternal and
newborn mortality (53).
The lack of quality care has a negative impact on
access by women, and can delay or prevent
women seeking help (4, 54). The lack of welleducated midwives at facilities is contributing to
poor quality care.

“Although the degree and type
of risk related to pregnancy,
birth, postpartum, and the early
weeks of life differ between
countries and settings, the
need to implement effective,
sustainable, and affordable
improvements in the quality of
care is common to all.”

“High-quality health systems
could prevent … 1 million
newborn deaths … and half of all
maternal deaths each year.”
Kruk et al. Lancet Global Health
Commission (4).

A shortage of appropriately educated health
workers is a key factor. The State of the world’s
midwifery report 2014 notes that of the 73
countries from which data were gathered, only
four countries have the workforce capacity to
provide the care needed by women in their
reproductive years and newborns (5).
There is increasing evidence to indicate that it is
not only the shortage of health workers, but lack
of education and skills among existing midwives,
nurses and doctors, that remains a consistent
barrier to improving maternal and newborn
health. In a systematic mapping of barriers to the
provision of quality care by midwifery personnel,
the issue of poor midwifery education − often
reduced to a matter of weeks − without qualified
faculty and lacking in practical application, was
identified as a major constraint (17).
Additionally, many of the education programmes
lacked crucial components of basic training, such
as infection prevention and respectful care,
leading to possibilities of links between poor
education, poor clinical care, sepsis and
mistreatment of women in facilities (17).
It is clear that improved quality of care, as well
as primary prevention, is needed to further
accelerate improvement in maternal and
newborn health. The education of midwives to
international standards, with proven benefits to
the outcomes for women and newborns,
provides a vital solution.

Renfrew et al. Lancet Series on
Midwifery (2).
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2.8.2 Variable quality in education and
training standards
Published literature on midwifery skills
education describes a range of health workers,
both professional and non-professional, who are
providing some midwifery skills (14, 55). Among
the various health workers described, there is a
lack of consistency in education programmes
(56) and in the use of the term “midwife” (56).
This means it is not clear which of the health
workers are educated and trained to
international-standard midwifery (16). Nursing
and midwifery education is often combined,
rendering midwifery skills education and training
invisible in policy, as well as in practice (57).
Since 2004 there has been a focus on measuring
skilled birth attendants (SBAs) in LMICs (58).
However, the SBA indicator does not reflect
quality of childbirth care, and may give the false
impression that progress in access to quality
care is being made (4). The definition of the SBA
has recently been updated and since 2018
describes “skilled health personnel (competent
health care professionals) providing care during
childbirth” (58). While contributing to the overall
decrease in mortality, the training, regulation
and deployment of SBAs with a specific focus
on childbirth has varied widely across countries,
with uneven levels of proficiency and regulatory
support (2, 59, 60).
Not all SBAs provide all areas of maternal and
newborn care or are trained to deal with
unexpected complications (60, 61). In a recent
scoping review, only 15% of those working as
SBAs were reported to identify themselves as
“midwives”, and it is not clear whether those
who described themselves as such were
educated to international standards (62).

“In a scoping review of the
health personnel considered
SBAs in 36 LMICs, a total of 102
unique cadres names were
identified. Of the cadres
included, 16% represented
doctors, 16% were nurses, and
15% were midwives. There was
substantial heterogeneity
between and within countries on
the reported definition of an
SBA and the education, training,
skills and competencies that they
were able to perform.”
Hobbs et al. PLoS ONE (62)

2.8.3 Educators lack skills, access to
clinical sites and training materials
Early results from a WHO survey of midwifery
educators in five WHO regions provide a stark
picture of the realities of constrained teaching
and learning environments . Educators are more
confident with theoretical classroom teaching
than clinical teaching. Many are unable to
access clinical settings, or simulation tools, to
support competency-based education with
women and babies.
Large gaps in educator skills are evident,
including basic postnatal care of women and
newborns, and the provision of family planning.
Few educators reported having the education
materials needed. The survey further highlighted
inconsistencies in the content and duration of
education courses, variations in the
competencies required, as well as the plethora
of pathways to becoming a “midwife”, indicating
a wide variation in the standard of education
and training, and thereby variations in the
quality of care provided.
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2.8.4 A crisis in water and sanitation in
educational institutions and health
facilities
Infection prevention and control (IPC) is a core
midwifery and nursing responsibility, essential to
the prevention of maternal and newborn sepsis,
especially in the current time of antimicrobial
resistance. Yet one in four health care facilities
globally lack basic water services, and one in five
have no sanitation service (15).
There are twice as many maternal deaths from
infection (sepsis) in LMICs as in higher-income
countries (HICs), and twice as many health care
facilities in LMICs have no water service than in
HICs. More than one million deaths each year are
associated with unclean births, and infections
account for 26% of neonatal deaths and 11% of
maternal mortality (15).
Without a reliable supply of water and access to
sanitation for education and training, IPC is
unlikely to become the everyday habit it needs to
be. Early findings from the WHO Midwifery
educator survey highlight the poor state of many
educational institutions that lack basic
infrastructure, including water and toilets for
staff, students and women being cared for in the
teaching facility (Box 9).

Box 9. Lack of water and sanitation in
educational institutions affects quality
of care
Access to clean water, soap and hand rub
A significant number of respondents to the
WHO Midwifery educator survey experienced a
lack of access to clean water for teaching. Except
for respondents from the WHO Region of the
Americas, all other educators had trouble
accessing clean water and functioning toilets in
their educational institutions.
This includes lack of clean water for teaching
IPC, cleaning the environment and sterilizing
equipment, as well as lack of soap or hand rub
for basic hand hygiene. In Africa, over 50% of
respondents in English-speaking countries and
75% in French-speaking countries sometimes
lacked access to clean water.

Toilet facilities
Respondents from both the WHO African and
South-East Asia Regions reported lack of
regular access to a functioning toilet. This was
most significant in African English-speaking and
French-speaking regions where 50% of
educators surveyed reported they do not
always have a functioning toilet in the
institution where they teach. This badly affected
the care they were able to offer women during
labour or postnatally, with two thirds of
respondents from French-speaking African
countries raising concerns.

Maintaining personal hygiene
A significant number of respondents reported
they were unable to help women maintain their
personal hygiene. Those who reported always
being able to provide this care were: 25% of
respondents from French-speaking African
countries, less than 40% of those from Englishspeaking African countries, and just over half
from the WHO South-East Asia Region.
Photo 6: Health workers demonstrate their new-found water,
sanitation and hygiene (WASH) knowledge after attending a
five day training run by MCSP in clinics. Democratic Republic
of the Congo.
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Source: Early findings from the WHO Midwifery
educator survey
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2.8.5 Barriers to education experienced
by midwifery personnel

Lack access to clean water (total)

A systematic mapping of barriers to quality
midwifery care found significant sociocultural,
economic and professional barriers experienced
by midwifery care providers (Fig. 7) (17). These
barriers must be acknowledged and addressed to
transform the quality of education and provision
of quality care (17). The barriers mitigate against
women’s rights, education and employment.
In a predominantly female profession, deeply
held sociocultural views around the role of
women in the workplace, combined with
beliefs that childbirth is low-skilled “women’s
work” can lead to a lack of acceptance of
midwifery as a profession, and of women
being educated and trained as midwives (17).

Lack access to clean water: English-speaking Africa

Fig. 7. Analytical framework: barriers to
the provision of quality of care by
midwifery personnel

Unable to support women to use toilet
due to inadequate facilities (total)

GENDER INEQUALITY
SOCIOCULTURAL
Assisting childbirth perceived
as low-skilled “women’s work”
Lack of acceptance of trained midwifery personnel
Prejudice against transgressing gender roles
Vulnerability to physical and sexual assault
Low social status
“women’s work”
reinforces low pay
which reinforces
“gender
penalty”

Unable to support women to use toilet
due to inadequate facilities: French-speaking Africa

ECONOMIC
Wages fail to meet
basic living costs

MORAL
DISTRESS

Midwifery is
uniquely feminized,
professionally
undervalued

BURNOUT
POOR
QUALITY
CARE

PROFESSIONAL
Lack of investment
in education

Low status of
Weak, or absent, regulation
midwifery
Professional autonomy
reinforced by lack
Exemption fee not reimbursed
weakened when midwifery
of investment in
is a subsidiary of nursing
Lack of investment in safe, profession
Medical hierarchies prevent
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full scope of practice
and transport

Salaries infrequently paid,
or not at all

Always

Sometimes

Never
Source: Reproduced from Filby et al. PLoS ONE (17).
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Wages are often lower than for other
professionals with a similar level of responsibility
(the “gender penalty”) and salary payments are
all too often delayed and insufficient to meet
even basic living costs (17).
The most significant finding was that the low
sociocultural and economic status attributed to
midwifery care resulted in lack of investment in
education (17). Lack of education is
disempowering, reducing opportunities for
career progression and leadership. This is
combined with limited professional autonomy
(although when alone on night duty, or working
in remote areas, midwives will have full
responsibility for all care).
Additionally, institutional hierarchies of power
inhibit midwives from being able to practise to
their full ability, or from accessing further
education to increase their knowledge and
leadership skills. All these factors overlap and
reinforce each other, leading to burn-out
among staff, and poor quality of care for women
and newborns.
These barriers were all found to be based on
gender inequality, requiring those who are
strengthening midwifery education to take
gender transformative action. These barriers are
not limited to low-resource countries, or even to
countries without professional midwifery. These
findings were confirmed, and expanded upon, by
2470 midwifery personnel in a global survey
published in the report Midwives Voices,
Midwives Realities (24).

2.8.6 The evidence gap
Underlying all the above issues is an evidence
gap on the best ways to provide quality
midwifery education (14), which reflects
important research gaps on quality midwifery
care more broadly, especially in LMICs (63). To
give one example: whereas 109 trials were
identified in a review on the impact of CHWs on
maternal, newborn, child and adolescent health
in LMICs, not one was identified on the impact
of midwives educated to international standards.
This contrasts with 15 trials on midwife-led care
identified in high-income settings (8).
Measuring the costs of providing maternal and
newborn care, including the costs underpinning
education, is challenging and complex. Evidence
on costs to date is predominantly from studies in
high-income countries, and there is an urgent
need to examine the economics of maternal and
newborn care in LMICs.
Education, opportunities and resources must be
available for midwives themselves to become
involved and to lead research studies, to ensure
that the right research questions are addressed,
and that findings are implemented (63).
Much of the research that has informed maternal
and newborn health and education has been
conducted by interdisciplinary teams. It is notable
that many of the recent studies that have
transformed the knowledge base on maternal and
newborn health in general, and in midwifery and
midwifery education in particular, have been led
by midwives with a range of research expertise,
or have involved midwives as key members of
the interdisciplinary team (1, 2, 7, 8, 12, 56, 64).
The Lancet Series on Optimising caesarean
section use raises the need for more research.
“Approaches such as labour companionship and
midwife-led care have been associated with
higher proportions of physiological births, safer
outcomes, and lower health care costs relative
to control groups without these interventions,
and with positive maternal experiences, in
high-income countries. Such approaches need
to be assessed in middle- and low-income
countries” (30). Urgent action is needed to
address this (Box 10) (65).
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2.9 Why investment in midwifery
education is needed now
2.9.1 A startling lack of investment
Although the evidence is clear on the impact of
midwifery education and care on reducing
maternal and newborn mortality and morbidity,
there is a “startling lack of investment” in
midwifery education according to recent
research (14, 57). This finding acknowledges the
efforts to improve quality education that have
been made by many partners under the
leadership of ICM, as well as by FIGO and the
International Pediatric Association (IPA), and
through UN agencies, donors, foundations and
major international and national NGOs. Much of
the work to date has focused specifically on
curriculum development, in-service training and,
more recently, the potential for mHealth and
e-learning opportunities.
Only 20 of 73 LMICs surveyed in 2017 were
found to have an online policy on midwifery
skills education, and this was often limited to a
curriculum outline (57). All online policies were
focused on pre-service training with an absence
of any focus on in-service skills. Key stakeholder
interviews with development partners revealed
significant variations in the models of education
being implemented, indicating a global lack of
strategic alignment on best practice (57).
There is also little evidence of programme level
monitoring and evaluation of midwifery
education. There are only a small number of
studies in LMICs of pre- and in-service education,
almost all of low quality (14). This indicates a
longstanding lack of investment in midwifery
education internationally and a lack of capacity
in monitoring and evaluation including measuring
the costs and outcomes of midwifery education.
The 2016 High-Level Commission on Health
Employment and Economic Growth final report
to WHO, developed in partnership with the
International Labour Organization and the
Organisation for Economic Co-operation and
Development, recommends that radical
reforms are needed in the way the health
workforce is allowed to acquire the right skills (22).

Box 10. The need for new
research: asking different
questions to inform quality care
and education
An analysis conducted as part of the
Lancet Series on Midwifery identified
important evidence gaps, especially in
relation to the preventive and
supportive care that internationalstandard midwives can provide (63). A
global consultation involving over 250
stakeholders identified important new
research priorities (63). It showed that
different questions need to be asked
and new research is needed to shift the
current emphasis from a focus on
treatment of pathology to informing the
provision of skilled care for all (2).
An alliance of global stakeholders has
been formed as a result. Known as the
QMNC Research Alliance it includes
academics, researchers, clinicians,
policy-makers and advocates. The
purpose is to improve and expand the
knowledge base to support the “survive,
thrive and transform” agenda and other
agendas that address the quality, equity
and dignity of maternal and newborn
health care.
The alliance has a mission to promote
sustainable, context-specific, highquality care and research to promote
and support optimal physical,
psychological and social well-being,
survival and health for women, newborn
infants, and families, in both the short
and longer-term. This includes striving
for equitable quality health outcomes
and the empowerment of midwives to
fulfil this mission.
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This report also found that effective investments
in the health workforce could generate
enormous improvements in health, well-being
and human security, as well as decent jobs and
inclusive economic growth (22).
The evidence presented does not support a
business-as-usual approach but notes the
opportunities to be realized depend upon
“radical reform”. This includes putting gender
equality and women’s empowerment at the
centre; transforming the education of health
professionals; investing in rural training to
reach the underserved; reappraising the
contribution to be made by nurses, midwives,
community-based health workers and other
underutilized groups within the health and
non-health workforce.
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The report also recommends paying greater
attention to young people and their education
needs to prepare them for decent jobs in the
health sector; and considering more deeply the
part to be played by technical and vocational
education and training. Radical reform will also
require a coordinated and comprehensive
effort from health, education, finance, labour
and foreign affairs sectors of government,
together with civil society, the public and
private sectors, trade unions and associations,
institutions and academia.
Midwives and women are demanding better
midwifery education and better quality of care.
Multiple stakeholders have gathered over the
past two years to share and discuss the
evidence and their experience. The next
section of this report highlights the findings
from these consultations and leads us to an
action plan for the radical reforms needed.
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3.

Global voices for change:
consultations on the future of
quality midwifery education

Photo 7: Rethink midwifery education to keep the woman and her family at the centre of care.

As well as the evidence provided in section 2,
this report builds on a series of joint global
consultations held between 2016 and 2018 and
convened by ICM, UNFPA and WHO (Box 11).
The aim was to have a better understanding of
what action needs to be taken to strengthen
midwifery education and improve quality of care
(Box 12). This section sets out the consensus

reached, including innovative examples from the
participants of progressive change already
taking place (Boxes 13−23).
Participants in the seven consultations included:
representatives from: government, UN agencies
(ILO, UNFPA and UNICEF), NGOs, private sector
foundations and organizations, academics and

Strengthening quality midwifery education for Universal Health Coverage 2030

24

researchers, WHO Collaborating Centres in
Nursing and Midwifery, ICM and other
professional associations including FIGO, IPA
and the Council of International Neonatal Nurses
(COINN), bilateral donors, regional and country
colleagues from ICM, UNFPA and WHO, and last
but not least, women’s organizations, midwifery
educators and practitioners.
The consultations were all structured around the
following five guiding questions about
midwifery education.

1. What are the three hard-hitting strategic
priorities?
2. What is different, what is radical thinking?
3. What will the impact be at country level,
how will this be measured?
4. How will this be achieved?
5. How is this relevant to humanitarian
emergencies, in conflict and natural disasters?

Photo 8: Respectful care provided by midwife in Bangladesh,
while the woman’s companion of choice provides emotional
support.

The consultations used a range of interactive
methodologies including presentations on the
latest evidence, group work, panel discussions
and focus group discussions.

Box 11. Timeline: series of joint ICMUNFPA-WHO consultations
• Strengthening Quality Midwifery Education
University of Dundee, Scotland | July 2016
• Strengthening Quality Midwifery Education
for UHC 2030
WHO, Geneva, Switzerland | January 2018
• Strengthening Quality Midwifery Education
for UHC 2030
Green Templeton College, University of
Oxford, England | April 2018
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• Strengthening Quality Midwifery Education
for UHC 2030
James Cook University, University of Cairns,
Australia | July 2018
• ICM regional conference
Dubai, the United Arab Emirates | September
2018
• ICM regional conference
Asuncion, Paraguay | October 2018
• “Midwives voices, women’s choices”
consultation
New Delhi, India | December 2018
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Box 12. Findings from global consultations on strengthening quality midwifery education
1. Three strategic priorities for
strengthening quality midwifery
education.
• Every woman and newborn to be cared for
by a midwife, educated and trained to
international standards and enabled to legally
practise the full scope of midwifery. The title
“midwife” should only be used for providers
who are educated to international standards.
• Midwifery leadership to be positioned in
high-level national policy, planning and
budgeting processes to improve decisionmaking about investments for midwifery
education to help achieve UHC.
• Coordination and alignment between
midwifery stakeholders at global, regional and
country levels to align education and training
processes, knowledge, research, evidencebased materials, indicators and investment.

2. Innovations and radical thinking for
strengthening quality midwifery
education.
• “Rethink” evidence-informed midwifery
education and training to focus on both
clinical and theoretical competency, including a
philosophy of respect and dignity for women
and newborns, the prevention of unnecessary
interventions and the strengthening of
women’s own abilities.
• Engage women and communities in the
development of midwifery education, to
prepare midwives to provide with cultural
competence what women want and need to
survive, thrive and transform.
• Focus on faculty to ensure that teaching
achieves international standards, while
ensuring educators also remain practitioners
and can fully support midwives to provide their
full scope of practice.

3. What will the impact be in countries and
how will we measure it?
Midwives educated and trained to international
standards will:
• Lead on averting over 80% of all maternal deaths,
stillbirths and neonatal deaths.
• Ensure universal access to quality of care for all
women and newborns with better quality
provision by midwives and enhanced experience of
care by women, including in conflict and
humanitarian settings.
• Develop a new programmatic tool with indicators
used to measure, monitor and demonstrate
progress in health outcomes, rational use of
resources and the economic value of midwifery.

4. How will we strengthen quality
midwifery education?
• Establishing national midwifery task forces to
bring a multi-stakeholder focus to midwifery
education.
• Review the current system of education and
training and base future education on research and
evidence: what really works best for women and
newborns, in which contexts?
• Address sociocultural, economic and professional
barriers to quality midwifery education
acknowledging the need to address social and
institutional gender-based hierarchies of power.

5. How is this relevant to conflict and
humanitarian settings?
• Embed “emergency preparedness and response”
within the curriculum.
• Position midwifery leadership in the national
emergency cluster, or wherever most appropriate.
• Promote research into midwifery education led by
researchers who are midwives.

Strengthening quality midwifery education for Universal Health Coverage 2030
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3.1 Three strategic priorities for
strengthening quality midwifery
education
Strategic priority (a): Every woman and
newborn to be cared for by a midwife,
educated and trained to international
standards and enabled legally to practise
the full scope of midwifery. The professional
title “midwife” should only be used for
providers who are educated and regulated
to international standards.

The consultations demonstrated a striking
global consensus on this strategic priority.
While acknowledging this as aspirational in
some contexts, because of limited or no
midwifery capacity at present, the case studies
in Box 14 below demonstrate it is possible,
even in difficult conditions.
Participants based this priority on the evidence,
and on examples showing how the introduction
of educated, professional midwives has made a
radical improvement in outcomes for women and
their newborns.

Box 14. Sierra Leone keeps midwifery
education on track
Despite experiencing the devastation of civil
war and the Ebola outbreak, Sierra Leone
continues to focus on educating midwives to
international standards:
• the number of midwifery educational
institutions has increased from two to three,
and the number of midwives has doubled to
over 600 in 2018;
• the National Nursing and Midwifery Strategic
Plan 2019−2023 includes establishment of
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Box 13. Bangladesh introduces a
cadre of professional midwives
educated to international standards
A new cadre of professional midwives is
successfully meeting the needs of mothers,
newborns and families in health facilities
across Bangladesh.
Since 2010, UNFPA’s Maternal Health
Thematic Fund (MHTF) has supported the
government in its pledge to train an
additional 3000 midwives and double the
share of births attended by a skilled health
professional. In January 2013 Bangladesh

Concern was raised that some providers are
being referred to as midwives, although they are
neither educated nor regulated to international
standards. This lack of clarity on the provider’s
title was seen to cause confusion among women
and families seeking quality care, as well as
among health professionals working in an
interdisciplinary team.

the first direct-entry midwifery programme;
this means midwives no longer need to train
first as nurses before becoming a midwife;
• the midwifery schools have established a
National Midwifery Education Institutions
Committee aiming to pursue continuous
improvement in midwifery education;
• the Nurses and Midwives Board has assessed
all midwifery schools against international and
national standards: temporary accreditation
has been granted.
Source: WHO Sierra Leone.
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launched a three-year, direct-entry diploma
midwifery education programme. In October
2018, 1150 new professional midwives were
deployed at local level.
UNFPA has resourced over 38 midwifery
educational institutions across Bangladesh with
teaching and learning aids; helped to develop a
national curriculum and supported faculty
training; this included further study via an onsite
and Internet-based Masters programme with
technical support from Dalarna University,
Sweden. To strengthen clinical skills, UNFPA has
sponsored over 1777 midwifery graduates on
internships at 110 subdistrict hospitals.

The MHTF has assisted with the development of
midwifery policies and regulations, including
licensing exam and registration guidelines, a
code of ethics and standard operating
procedures for midwifery services. The
Bangladesh Nursing and Midwifery Act was
approved by Parliament and launched in 2016.
Bangladesh regularly experiences humanitarian
crises including devastating cyclones, flooding
and a major refugee influx in 2017. Midwives
play a key role in the response working with
NGOs in and around refugee camps and remote
coastal areas helping the most vulnerable
women and children.
Source: UNFPA.

Strategic priority (b): 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.

Box 15. Reforms in the State of
Odisha, India
In the Indian State of Odisha the government
took a holistic approach to reform,
addressing policy, management structure,
staff shortages and low pay. A state-level
nursing directorate has been created (India
has nurse-midwives) and a director of
nursing appointed. As a result, nursemidwives are represented for the first time at
senior management level and their
perspectives are contributing to further
development of pre-service and in-service
education and training.

This strategic priority reflects the consensus of
participants, and the evidence, that a major
barrier to improving quality of care is the absence
of midwifery leadership in global, national,
regional and local level decision-making, on
investing in sexual, reproductive, maternal and
newborn health, as well as in research.

Box 16. England and Kyrgyzstan
announce first government chief
midwifery officers (GCMOs)
In 2017, by order of the ministry of health, the
first chief midwife of Kyrgyzstan was appointed.
Source: ICM

In 2019 the National Health Service for England
(NHS England) appointed its first chief midwifery
officer; up to this point one single post covered
both nursing and midwifery.
This is 117 years after the Central Midwives
Board (CMB) for England and Wales was
established and legal regulation for midwives
introduced. This meant that a woman could not
call herself a midwife, or practise as a midwife,
unless she was certified by the CMB.

Source: Options Consultancy Limited.
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Strategic priority (c): 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.

Participants highlighted the urgent need for
partners to align education and training
processes, knowledge, research, evidence-based
education and training materials, indicators and
investment. These partners include:
• government departments, including ministries
of health, education and finance;
• international and national health care
professional associations (HCPAs), especially
between COINN, FIGO, ICM, IPA and national
regulatory bodies;

Box 17. Governance mechanisms align
multiple stakeholders
In 2018 India established the country’s first
government-led national midwifery task force.
This brought together key stakeholders and
enabled midwives, in collaboration with others,
to play a key role in developing national policy
on the introduction of a cadre of midwives
educated to international standards. The task
force provided critical inputs to the Government
of India’s first Guidelines on Midwifery Services
in India 2018. This was launched in December
2018. Subgroups have been established to
address specific topics such as revising the
curriculum to international standards.
Source: GCNMO, India.

• UN implementing partners, including ILO,
UNFPA, UNICEF and WHO, UN Women and
The World Bank to provide a “one-UN”
approach to supporting governments and
other stakeholders;
• international NGOs and their partners;
• public and private sectors;
• educational institutions for midwifery, nursing,
medicine and allied health professions.

Box 18. Council of International Neonatal
Nurses (COINN) established
COINN works collaboratively alongside
midwives, nurses and other health workers to
improve the quality of care for small and sick
newborns. The focus is on education and training
for the stabilization and care of specialized
neonatal conditions, and the promotion of
breastfeeding and kangaroo mother care, where
the baby is kept skin-to-skin with the mother to
provide warmth and protection.
Source: COINN.
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Photo 9: Mother and baby together, with baby kept warm, dry
and safe with mother.
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3.2 Innovations and radical
thinking
Participants questioned how midwifery
education is currently provided and proposed
that the evidence presented on the “startling
lack of investment” reported in presentations,
requires us to take an innovative, radically new
look at how to educate and train midwives.
Suggestions included:

(a) “Rethink” evidence-informed
midwifery education and training.

Box 19. Examples of innovation and
radical thinking in midwifery education
The Women for Health programme in Northern
Nigeria focuses on empowering young women
from rural areas to become health workers.
• In six states and 25 educational institutions,
young women from rural areas are accessing
tertiary education to become nurses and
midwives through a foundation year course.
On successful completion of the foundation
year, students can apply to the educational
institutions for further study.
• Community dialogue supports social change
needed to empower young women to access
tertiary education and work outside the home.

• Reorganize midwifery education based on
the needs of women and their newborns, in
the places where they most need it including
community and facility-based care. This
includes adapting education to meet specific
health needs: for instance, high levels of female
genital mutilation (FGM); communicable
diseases such as HIV/AIDS, tuberculosis (TB)
and malaria; or noncommunicable diseases
including diabetes and obesity in pregnancy.
• Train in teams and work in teams: education
and learning in interprofessional teams helps
to enable respectful care as well as respect
and good working practice between providers.
It also prevents unnecessary interventions.

• State governments are now investing in
education and employing midwives back in
their own communities.
• A programme extension in Borno State in
2018 includes the humanitarian setting
working with displaced communities and
addressing trauma among health-worker
trainees and community members.
Source: Women for Health (W4H), DAI Global Health.

AMREF (east Africa) is using technology to
bridge the gap in access to midwifery education.
• AMREF e-learning midwifery courses are
used throughout east Africa allowing staff to
stay and learn in their facility.

• Communities nominate and support young
women who have completed secondary
education.

• A work−study programme has the same
benefits for students who can stay in their
communities; it motivates new learners and
enables lifelong learning for others.

• Gender-related barriers are addressed in
educational institutions with secure, familyfriendly accommodation, crèches for babies
and a voice for the students.

• In Sudan, AMREF has developed familycentres to encourage women to learn while
caring for their children.

• The Nursing and Midwifery Council of Nigeria
accredits educational institutions, increasing
the number of student places, and has
strengthened the curriculum.

• These flexible courses are also available for
private sector facilities.

Strengthening quality midwifery education for Universal Health Coverage 2030
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• Harmonize minimum standards of care for
midwives, but also for all those providing
midwifery care.
• Create flexible pathways for midwifery
education and training to international
standards, including work-based learning and
apprenticeships (bridging courses) to
empower young women, and men, to become
health workers.
• Enable remote and community-based
education offering bridging courses, close to
service-delivery points so that midwives can
learn while remaining safe, respected and
with their families in their own communities.
• Make e-learning more available to increase
access to information.

(b) Engage women and communities in
the development of midwifery education.

• Engage with women and communities to
help develop midwifery education so that it is
based on their rights and their needs, and to
make sure their voices can be heard so that
education programmes are designed to be
relevant and appropriate.
• Engage with existing community-level
providers of care, including traditional birth
attendants (TBAs) to ensure mutual respect,
strengthened collaboration at community
levels and increased positive choices made by
women in care seeking.

• Listen to students: introduce 360 evaluation
through feedback on educators’ performance by
students to support continuous improvement.

Box 20. Traditional birth attendants in
Hidalgo State, Mexico
• The TBA in rural Mexico plays a critical role
as the connection between home and health
facility. A register of TBAs is kept by national
and federal governments to encourage and
monitor the full participation of TBAs in the
care of women and their newborns.
• Newly-graduated midwives are assigned to
health units where they develop links with
the TBA, helping them to get to know each
other, to develop trust, and enabling the TBA
to become more comfortable with referral of
women and newborns to the midwives at
the facilities.
• Traditionally, the mother-in-law and husband
decide whether, and how, the woman will
reach a facility, so the TBAs have refined
their roles to work with families and help
them make positive choices.

Photo 10: Newly trained skilled birth attendants are committed
to staying in their remote communities in Mexico to work at
birthing centres.

Source: Ministry of Health, Mexico.
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• Advocate with and for women
and communities to promote
culturally-appropriate, respectful
care and empower women to avoid
the over-medicalization of birth.
• Establish midwifery educationspecific improvement committees,
involving educators, students,
women and communities.
• Incentivize respectful care;
disincentivize unnecessary
interventions from day one of
midwifery education.
Photo 11: Educating midwives at the School of Midwifery in
Makeni, Sierra Leone, is enabling women to access quality
midwifery care in rural health centres.

Box 21. Engaging women in advocacy
for midwifery education
Advocacy by women and midwives in a public
district hospital in Telangana State, India,
resulted in an end to elective caesarean sections
for first-time mothers (caesarean section rates
were around 65−70%).
Source: Fernandez Hospital, Telangana.

Women and midwives mapped out together
what kind of care they wanted at the “Midwives
voices, women’s choices” event that preceded
the Global Partners Forum in New Delhi in 2018.
Women wanted respectful care close to their
homes, to prevent having to travel long
distances to large institutions where they
described their chances of costly unnecessary
interventions as high.
Midwives wanted better education and support
to provide respectful care close to where women
live, and to prevent unnecessary travel and
intervention costs. Midwives also demanded a
supportive, enabling environment including legal
protection based on an agreed scope of work to
enable autonomous practice.
Source: Society of Midwives, India (SOMI).

(c) Strengthen education faculty to
international standards.

Participants highlighted an urgent need to focus
on the capacity of the teaching faculty. They
reported experiences that showed that because
of a lack of investment, many educators
struggle to maintain their own skills to teach
evidence-informed midwifery or to teach others.
The following was proposed:
• Assess the skills of educators by adapting
the WHO Midwifery educator core
competencies tool (27).
• Ensure educators maintain clinical practice
and clinical teaching alongside teaching
theory, through a practise-teach-practise
cycle that will also help educators to remain
as active practitioners.
• Combine theory, simulation and clinical
practice, moving away from a separation of
theoretical and clinical teaching.
• Include mentoring in pre-service and
in-service education to deliver education
that provides the midwife with confidence to
provide the full scope of midwifery care.
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3.3 What will the impact be in
countries and how will we
measure it?

3.4 How will we strengthen
midwifery education and training?
Participants in all consultations shared wideranging examples of how midwifery education
could be strengthened, based on evidence and
experiences. All agreed that the starting point
depends on what progress has already been made.

The consultations identified a notable lack of
evidence around monitoring and evaluation of
midwifery education at programme, subnational
or national levels.
Participants described existing tools to measure
competencies, such as the objective structured
clinical examinations (OSCEs), as well as
common programme indicators such as the
number of midwives trained. However, these
output measures are not always explicitly linked
to changes in processes of care or health impact.
This gap in monitoring and evaluation was
recognized by participants. There was interest in
convening experts with relevant expertise in
midwifery, monitoring and evaluation, quality of
care and cost–effectiveness, to guide
development of a standardized monitoring and
evaluation framework. This standard framework
would allow common measures to track
progress, improve programmes and provide data
for advocacy.

Box 22. How Canada transformed its
midwifery education and practice
The practice of midwifery in Canada was
unregulated until the 1990s when enabling
legislation led to direct-entry university-based
midwifery education.
• The driver for change was public demand for
greater choice and access to midwives and
home birth; all changes seen as increasing
the quality of care. Women were strategic
advocates; champions within government in
both health and education moved the
debate forward.
• Autonomous community-based midwifery
practice followed.
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The following is a brief summary of suggestions:
• Strengthen leadership, especially considering
the GCNMO.
• Establish governance mechanisms that align
stakeholders to develop consensus on a
national plan, embedded within the national
workforce/human resources strategy.
• Carry out research to develop the evidence and
a situation analysis on midwifery education.
• Review what policies exist, find out if they are
geared to international standards of
education and practice. If not, develop flexible
education programmes that are appropriate to
country context.

• The Provincial Government of Ontario was the
first to act; over a period of 25 years all but one
province has followed.
• Midwifery in Canada now has a common philosophy
of practice and common approach to teaching and
learning with an emphasis on evidence-informed
decision-making, cultural competence and social
justice, including provision of culturally-safe
midwifery care for indigenous families.
• Seven university programmes have highlyqualified midwifery faculty with respected
researchers who are contributing to the evidence
about the effectiveness of midwifery care,
including reduced rates of interventions and safe
outcomes of home birth.
Source: Presentation at University of Oxford consultation, England.
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• Gather the data. What skills do educators and
providers already have; and assess the state
of existing educational institutions.
• Acknowledge and address sociocultural,
economic, professional and gender-related
barriers to midwifery education.
• Engage women and communities in the
development of midwifery education so that
care is provided to meet their needs, including
in times of health emergencies.
• Strengthen faculty, upgrade educational
institutions, update the curriculum and use
innovative teaching methods.
• Improve monitoring and evaluation.
• Include preparation and response to
humanitarian emergencies at every stage.

3.5 How is this relevant to conflict
and humanitarian settings?
The consultations, which included participants
from countries experiencing conflict and health
emergencies, highlighted a lack of education for
midwives about disaster preparedness, response
and rehabilitation. There was a consensus that
these issues should be included in all curricula
(pre- and in-service), including how to identify
and prioritize care for the most vulnerable
women and newborns. Participants suggested
that students should be taught care for women
and newborns in humanitarian settings through
simulation of such situations.
There is a dearth of evidence on the outcomes
of midwifery education and care in these
uniquely difficult circumstances, and consensus
was reached on the urgent need for research in
this area.

Photo 12: Simulation to teach emergency newborn skills in resuscitation in Afghanistan
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Participants lacked experience, and there is
little evidence (12), of the engagement of
midwifery leadership in national emergency/
humanitarian response plans, or of midwives
being embedded in emergency medical teams.
Participants recommended a review of existing
policy and strategies to see if midwifery is part
of emergency response, and that midwifery
leadership should be positioned in the national
emergency response team, or wherever is
most appropriate.
The participants suggested that refugees and
migrants who have midwifery skills should be
identified and, where possible, given the
additional training needed to be licensed to
practise in the country where they are settling.
The important work carried out in the seven
global consultations has provided a wealth of
evidence and knowledge from a wide range of
stakeholders with first-hand experience of the
many aspects of midwifery education. The
consensus reached has been invaluable in
formulating the seven-step action plan to guide
the transformation of midwifery education.

Box 23. The Operational Refugee and
Migrant Maternal Approach
(ORAMMA), Europe
ORAMMA is a European cross-border project
set up to help pregnant refugees and migrant
women, which aims to improve maternal and
newborn outcomes. ORAMMA developed an
operational and strategic approach to
woman-centred, community-oriented,
gender-sensitive, interdisciplinary and
compassionate care.
The project feasibility study had three
phases: evidence synthesis and needs’
assessment, tool and training material
development, and community enablement
through locally-recruited women known as
maternal peer supporters (MPSs).
The ORAMMA project team provided care to
women who were victims of trafficking, rape
and who were suffering from acute or chronic
medical conditions. The experiences of
midwives and other professionals helped to
inform recommendations on communication
and cultural awareness. MPSs played a
critical role in supporting women and their
families, providing public health messages
and advocating for rights to equitable
quality care.
Training tools are available online (66)
Source: ORAMMA Project Consortium.
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Photo 13: Midwives in Sierra Leone send a positive message in a country recovering from the impact of civil war and Ebola.
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4.

Action plan to strengthen
quality midwifery education

Photo 14: The United Republic of Tanzania is taking action, including by training hospital cleaners to improve hygiene in health
care facilities.

4.1 Introduction
This section sets out a seven-step action plan
to strengthen quality midwifery education.
Each step has been informed by the evidence
and global consultations presented in this report.
The action plan can be used to develop and/or
strengthen a national midwifery education plan,
embedded within the national human resources
for health plan. Women and newborns are at the
centre of all actions.
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The global consultations highlighted that educating
and training midwives to international standards is
the priority to improve outcomes for women and
newborns. This action plan recognizes the wide
variation in midwifery education provided across
many countries and acknowledges that whereas some
countries can rapidly move to a high-quality cadre of
midwives, other countries will have more investment
to make before this strategic priority can be reached.
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The seven steps act as a guide to help build
high-quality, sustainable, pre-service and
in-service midwifery education and training
systematically. Rather than focusing primarily on
the curriculum, the action plan encompasses all the
activities needed and presents them in sequence.
The action plan supports implementation of the
Global Strategy’s Accountability Framework,
moving through a cycle of act−monitor−review.

This works as a quality improvement cycle that
is continuously updated to review progress,
identify barriers, make changes and improve
quality of care (Fig. 8). At each step, monitoring
and evaluation of change takes place. In the
seventh step, typically taking place annually, a
regular time-bound evaluation is made of all
progress, allowing for adjustments before
continuing with implementation and monitoring.

Fig. 8. Seven-step action plan to strengthen quality midwifery education
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Countries, supported through alignment of
partnerships with key stakeholders, can use and
adapt this seven-step action plan to guide the
development of their own costed and budgeted
national plans for strengthening quality
midwifery education. As such, the action plan is
a “live” document, ready for further consultation,
as well as implementation, monitoring and
updating as needed.

The evidence and consultations indicated that
globally there is an urgent need to develop
capacity to monitor and evaluate the impact of
midwifery education. A programmatic tool to
guide design, implementation, monitoring and
evaluation of the seven-step action plan is
provided in this report. Further support is
planned to help build more capacity to use this
tool at local level.

The action plan does not stand alone. It must be
linked to progress on regulation and deployment,
as well as building capacity of the national
midwifery association, to make a difference to
the quality of care provided.

4.2 Aligning for action

The Global Action Plan for healthy lives and
well being for all (2018-30) commits leading
stakeholders to align, accelerate and account for
our actions together to speed up progress (Fig. 9).
As midwifery education is critical to achieving
further reductions in mortality and morbidity,
and the health-related SDGs, the seven-step
action plan is organized to support this agenda
(Fig. 10).

Steps 1−3 aim to align national action and create
a positive environment that will help make better
midwifery education and training successful.
These first three steps create the important
foundations of leadership and policy, data and
evidence, all supported by consensus building
and advocacy for good-quality care.

Fig. 9. Global Action Plan for healthy lives and well-being for all:
align, accelerate, account
Accelerated
progress
towards the
health-related
SDGs
National actors
better supported to
drive SDG 3 acceleration

Accelerate

We are identifying where we can accelerate progress
We are scaling up collective action approaches for key cross-cutting “accelerators”

Align

We will align programmatic, financing and
operational policies, approaches and methodologies
where it can enhance efficiency and effectiveness

Account

We are enhancing our joint accountability
for delivering collective results for people

Source: Towards a global action plan for healthy lives and well-being for all (2018−30) (20).
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Fig. 10. Seven-step action plan supports the global agenda

Align

2. Gather data and evidence
• Identify and synthesize baseline data and evidence
• Align with existing indicators and data systems
• Use data and evidence to inform actions 3, 4, 5 and 6

ACT

1. Strengthen leadership and policy
• Align and strengthen national midwifery leadership for education
• Establish/strengthen a national midwifery task force
• Review and update national policy on midwifery education

3. Build public engagement and advocacy
• Develop evidence-based advocacy
• Align national consensus

Account

6. Educate students
• Accelerate assessment of current midwifery care providers’ capacity and ensure
strengthened education addresses gaps identified
• Strengthen the scope of education to include skills, knowledge and behaviour
• Ensure students learn through innovative techniques including simulation, role play,
debate and reflection, as well as theory and clinical practice

7. Monitor, evaluate, review and adjust
• Assess and review all progress, measuring only what matters to women and
their newborns
• Account for progress and constraints

REVIEW

Accelerate

5. Strengthen faculty, standards and curricula
• Accelerate assessment of educator capacity
• Build capacity of educators to teach international standard midwifery
• Update/develop evidence based curriculum to international standards

MONITOR

4. Prepare educational institutions, practice settings and clinical mentors
• Accelerate assessment of educational and training institutions
• Accelerate assessment of practice settings
• Accelerate assessment of clinical mentors
• Strengthen all of above

• STRENGTHENED EDUCATION
• BETTER QUALITY OF CARE
• IMPROVED OUTCOMES FOR WOMEN
AND NEWBORNS
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STEP 1. Strengthen leadership and policy

STEP 1. Strengthen leadership and policy
1.1 Align and strengthen national
leadership on midwifery education
In many countries the official responsible will
be the government chief nursing and
midwifery officer (GCNMO), or a separate
chief midwifery officer (GCMO).

1.2 Establish or strengthen a national
midwifery task force
• Develop a national midwifery education
sub-task group, led by the GCNMO, to
bring key stakeholders together to ensure
ownership and that experiences are
maximized. See Box 24 for key members of
the task force. Subnational equivalents
should be established and aligned with the
national agenda.
• Ensure midwifery leaders have an effective
voice at the table to aid decision-making in
policy, planning, budgeting and evidenceinformed advocacy for investment.
• Develop pathways for career progression
to enable all midwives to have choices in
career progression in management,
research and clinical practice.

1.3 Review and update national policy
on midwifery education
• Enable midwives to practise legally,
effectively and safely to international
standards adapted to the national context.

• Review or establish national standards for
pre-service midwifery education, informed
by the latest evidence (Action 2. Align),
which will in turn support development (or
updating) of context-specific curricula.
• Review and develop budgets within
national health, workforce and education
plans for implementing and monitoring the
seven-step action plan.
• Identify entry points for the GCNMO’s
engagement in national coordination
mechanisms for humanitarian and fragile
settings.
The GCNMO can ensure that:
• national emergency/humanitarian response
plans include educating midwives;
• competencies for midwifery should be
included in the UNFPA Minimum Initial
Service Package for humanitarian and
fragile settings (67);
• national midwifery standards and
curriculum include disaster preparedness,
relief and post disaster rehabilitation;
• midwives are embedded in emergency
medical teams;
• midwives, and other health professionals,
are kept safe and protected from harm
when working in humanitarian and fragile
settings.

• Review or establish effective professional
regulation that sets and monitors national
standards, or adapts international standards
to be used in the national context, enabling
midwives to practise legally and to take
action on substandard practice.
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Box 24. Key members of the national
midwifery task force

• UNFPA, UNICEF, WHO and other United
Nations agencies, as appropriate;

Key members should include representatives from:
• the government: the GCNMO/GCMO;
• the national midwifery association and the
national nursing association;
• related professional organizations such as
those for nurses, obstetricians and
paediatricians, and others;
• the professional regulator;

• national and international NGOs.
A sub-task group for midwifery education
should include members who are experts in
teaching as well as planning, financing,
monitoring and evaluation.
Subnational task forces should be established
and aligned with the national agenda.
Source: WHO Strengthening midwifery toolkit (68).

STEP 2. Gather data and evidence

Structure

Health system

Quality of care

Process

The data and evidence
collected as part of this
action step should be
updated and used on a
continuous basis to inform
actions in the following steps
3−7. The WHO Standards for
improving quality of maternal
and newborn care in health
facilities can be used to
guide and monitor this
process (Fig. 11). The eight
standards address both the
provision of care and
women’s experience of care.

Fig. 11. WHO Conceptual framework for quality of care in
maternal, newborn and child-health services

PROVISION OF CARE

EXPERIENCE OF CARE

1. Evidence-based practices for
routine care and management of
complications
2. Actionable information systems
3. Functional referral systems

4.Effective communication
5. Respect and preservation of dignity
4.Emotional support

7. Competent, motivated human resources
8. Essential physical resources available

Outcome

The national midwifery
education plan must be
embedded within the national
health plan (within the human
resources or education plan)
and based on an assessment
of the current data and
evidence. It is important to
know what is already in
place, what is working, what
women, newborns and
families need, and what
existing legislation allows.

Individual and facility-level outcomes
Coverage of key practices

People-centred outcomes

Health outcomes

Source: WHO Standards for improving quality of maternal and newborn care in health facilities (69).
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STEP 2. Gather data and evidence
The key issues are summarized below, with
further details in Annex 3 (Conducting a
situational analysis of midwifery education).
The questions suggested should be adapted
to the national context.

2.1 Identify and synthesize baseline
data and evidence
• Do standards of care exist, and are they
based on the latest evidence?
• Do standards include ensuring a positive
experience of care for the woman and
newborn?
• Do standards include care for women and
families bereaved through stillbirth or
neonatal death?
• Who provides education, and do they meet
the standards of WHO’s Midwifery
educator core competencies?
• Are midwifery educators able to provide a
broad range of adult learning methodologies,
including simulation, e-learning, reflection,
role play and discussion?
• Is there appropriate regulation, accreditation
and policy to support midwifery education
and practice?
• Do midwifery educators and students have
the materials they need to teach, learn and
work effectively?
• Are there close links between educational
institutions and practice settings?
• What are the gendered sociocultural,
economic and professional barriers to
quality midwifery education and care, and
are they being addressed?
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• Are the professional associations
proactively collaborating to support
midwifery education?
• Are essential physical infrastructure and
resources in place for safe learning, and is
the environment suitable for midwifery
educators and students to teach, learn and
work effectively?
• Are there adequate water, sanitation and
hygiene (WASH) facilities in educational
institutions and clinical settings for
midwifery educators, students, women,
newborns and families (see Fig. 12).

2.2 Align with existing indicators and
data systems
• Existing country indicators for maternal
and newborn health and well-being should
be reviewed, analysed for progress and
challenges, and priorities for action
identified.
• Conduct an economic analysis of the
current model of midwifery education, to
include consideration of short-, mediumand long-term costs and the impact on
outcomes for women and newborns.
• Gather data and evidence on midwifery
education to improve the humanitarian
response in emergencies. This helps to
clarify whether the national midwifery
standards and curriculum need to be
updated.

2.3 Use data and evidence to inform
actions 3, 4, 5 and 6.
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Fig. 12. WASH in health care facilities: global indicators
1. A basic drinking water service
Water is available from an improved source located on premises.
2. A basic sanitation service
Improved sanitation facilities are usable with at least one toilet dedicated for staff, at least one sex-separated toilet
with menstrual hygiene facilities, and at least one toilet accessible for people with limited mobility.
3. Basic hand hygiene
Functional hand hygiene facilities (with water and soap and/or alcohol-based hand rub) are available at points of care,
and within 5 metres of toilets.
4. Basic health care waste management
Waste is safely segregated into at least three bins and sharps and infectious waste are treated and disposed of safely.
5. Basic environmental cleaning
Basic protocols for cleaning available, and staff with cleaning responsibilities have all received training.
WASH: water, sanitation and hygiene.
Source: Reproduced from Core questions and indicators for monitoring WASH in health care facilities
in the Sustainable Development Goals. UNICEF and WHO (70).

Photo 15: Support and advice being given to a mother on how to care for her new baby.
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STEP 3. Build public engagement and advocacy
Developing public understanding of the
importance of midwifery education is essential to
harness support. Engaging communities, women’s
groups and other concerned stakeholders through
existing and new channels of communication,

will help to build awareness, identify champions
for midwifery education and a consensus on
what needs to be done. It will also mean that
women are more likely to have confidence and
trust in the midwifery services provided.

STEP 3. Build public engagement and advocacy
3.1 Develop evidence-based advocacy
Participation of women, families and
communities
The views and experiences of women,
families and communities are essential. They
should be involved right at the start of any
advocacy initiative to ensure that plans for
midwifery education will meet their needs.
Ways to do this include:

3.2 Align advocacy messages, reach
national consensus
Bring government and other partners in the
national midwifery task force together with
representatives of women, their families,
parliamentarians and the media, to align
messages, reach national consensus and have
the greatest impact.

• conducting national and local surveys of
women’s views and experiences;
• ensuring facilities conduct a regular audit
of women’s views and experiences;
• ensuring those planning midwifery
education include women’s voices in
planning and monitoring.
Engaging parliamentarians and the media
Ensure that decision-makers and influencers
are well informed about why midwifery
education is important. This will help to
build public support, including for new laws
if required.
Evidence-based advocacy
Accurate, up-to-date data and evidence
should be compiled and made widely available
to the public, key advocates and the media.
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Photo 16: International Day of the Midwife in Malawi,
WRA Malawi displaying their advocacy for respectful care
to the Principal Secretary for Health and Director of
Nursing and Midwifery Services.
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4.3 Accelerating action
The next steps, 4−6, are intended to accelerate
action. They are all about the learning and
teaching environment and are closely linked.
The steps have been separated out to ensure
planning and action includes consideration of the

three essential components – the institutions,
the staff/faculty, and the students themselves.
These steps should interrelate effectively so that
staff and students are well supported both in
educational and practice settings.

STEP 4. Prepare educational institutions, practice settings
and clinical mentors

Educational institutions should be fit for purpose
to enable effective learning and to have close
links with practice settings. Combining theory
and practice is essential so that students have a

strong theoretical basis together with the skills
and experience that prepares them well for the
context in which they will be working.

STEP 4. Prepare educational institutions, practice settings and clinical mentors
Check that all components of the QMNC
Framework (Annex 2) are included in all
activities to improve educational institutions,
practice settings and clinical mentors.
The QMNC Framework components should
be evident in all curricula and understood and
implemented in practice settings where
students learn.

4.1. Accelerate assessment of
education and training institutions
• Senior managers of educational institutions
and practice settings should be fully
informed and engaged in assessing and
strengthening quality midwifery education.

4.2 Accelerate assessment of practice
settings
4.3 Accelerate assessment of clinical
mentors
4.4 Strengthen all the above
• This includes addressing gaps in research,
data and evidence as highlighted in
Action 2.
• Use the midwifery education situational
analysis’ (Annex 3) findings to review and
update how educational institutions and
practice settings are performing; do this on
a regular basis.

• They should establish mechanisms to
ensure that educational institutions and
practice settings where students are
learning meet the national standards set
by the regulator (Action 1. Align).
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STEP 5. Strengthen faculty, standards and curricula
Experienced, educated and well-supported
midwifery educators, in both institutional and
practice settings, should ensure their teaching
is evidence-based and context-specific.

All curricula should be based on national
standards, which will in turn be adapted from
international standards (Action 1. Align).

STEP 5. Strengthen faculty, standards and curricula
5.1 Accelerate assessment of educator
capacity

• Assess midwifery educators in both
institutional and practice settings.

• Educators should include midwifery faculty
who teach in educational institutions, as
well as clinical midwifery mentors who
support students in practice settings.
Ideally educators should work in both
settings. All educators will need ongoing
support and updating.

5.2 Strengthen the capacity of
educators

5.3 Review and update curricula to
international standards

• Upskill existing midwifery educators and
recruit new ones ensuring that all have the
eight domains and 19 competencies set
out in the WHO Midwifery educator core
competencies tool.

• Engage educators in both institutional and
practice settings to develop the curriculum,
ensuring that it meets national standards
and reflects the local context in which
students will learn, so that the needs of
local women and newborns are met.

• Use the WHO Midwifery educator core
competencies assessment tool (27).

Photo 17: Simulation is an important methodology for training student midwives in the HoHoe Midwifery Training School, Ghana.
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STEP 6. Educate students
The evidence, and the global consultations,
indicated the need to “rethink” midwifery
education to make it more responsive to the
needs of women, newborns and families and
more innovative and effective for students and
educators. Educating students, including both
pre-service and continuing professional

development, should be informed by all the
previous steps. This should in turn be monitored
and evaluated. Education needs to include
pre-service and in-service continuous
professional development, with opportunities
for ongoing academic study or increasing
skills-based learning.

STEP 6. Educate students
“Rethinking” pre- and in-service education to
ensure it is responsive to the needs of
women, newborns and their families, as well
as being innovative and effective for
students, requires the following:

6.1 Accelerate assessment of provider
capacity
• Using the national standards, assess those
currently providing midwifery care to find
out if the education provided has enabled
this standard to be reached.

6.2 Strengthen skills and knowledge
and behaviour
• Ensure that education and training is more
than skills: that students have access to all
the latest evidence to ensure their knowledge
is up to date and enables evidenceinformed decision-making. Also that their
behaviour reflects respectful, dignified and
rights-based approaches to care.
• Train in teams, work in teams: initiate
collaborative teamwork by identifying parts
of the curriculum (theory and practice)
where student midwives, nurses and
doctors will benefit from learning and
practising together as a team.
• Create flexible pathways for education by
creating opportunities for work-based
learning, apprenticeships and bridging
courses to empower young women and

men from remote and rural areas, and from
differing educational backgrounds, to reach
international midwifery standards.
• Offer community-based education in
remote areas, close to service-delivery
points, enabling student midwives to be
safe, respected and able to remain with
their families.
• Ensure continuous professional development
is built-in from the start for existing midwives
and others in the interprofessional team;
include students so that once qualified they
can maintain international standards of care.

6.3 Use innovative technology
• Integrate theory and clinical practice to
ensure that education and training include
the full range of classroom-based theory,
as well as supervised clinical placements in
well-prepared practice settings, to gain all
the clinical competencies required to
achieve international standard level.
• Develop e-learning packages to increase
access to education, especially for midwives
in remote areas and fragile settings.
• Use other innovative technologies including
film, mobile phone apps and simulation,
especially for life-threatening events that
happen less often but require an immediate
response (for example, resuscitation or an
eclamptic fit).
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4.4 Accounting for action
STEP 7. Monitor, evaluate, review and adjust
Assess and review all plans and progress
Monitoring and evaluation is critical to assess
progress and to adapt interventions and
programmes as needed. Although monitoring
will occur during all steps 1−6, this final step is
where all the data and evidence come together,
are reviewed together and adjustments made
for future activities. This should take place
regularly, typically each year, to provide an
overview of annual progress, success factors
and barriers encountered, and to account for the
resources used.

It is essential to develop the monitoring plan at
the same time as the programme plan, so that
relevant information is collected throughout the
process. The monitoring plan should include
indicators but also information about how the
data will be collected, by whom, how often and
in what format.
Table 1 is a programmatic tool to facilitate
implementation and monitoring of the seven-step
action plan for midwifery education. This table
includes illustrative measures for each of the seven
steps; however, more work is needed to develop,
test and implement a global results’ framework.

Photo 18: Maternal and child health at the Wellbody Clinic, Sierra Leone.
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Table 1. Programmatic tool to guide implementation of the seven-step action plan for
midwifery education
Step

Objective

Activity (example)

Indicators of
achievement
(example)

Factors that may
influence success
(example)

Budget/cost

1

Strengthen
leadership
and policy

Establish a national
midwifery task force

National midwifery
task force
established and
active; policy
revised; curriculum
updated

Concerns from other
health care
professionals;
constraints to
leadership by the
GCNMO

Estimate and
track costs
of this
activity

2

Gather data
and
evidence

Situation analysis

Baseline data on
educator skills
available; review of
standards of care
completed

Difficult to access
remote educational
institutions

Estimate and
track costs
of this
activity

3

Build public
engagement
and
advocacy

Women’s network for
midwifery established;
regular audits of women’s
experience carried out

Women and
community voices
included when
midwifery education
plan is being
developed

Wide gender gap,
very low status of
women

Estimate and
track costs
of this
activity

4

Prepare
educational
institutions,
practice
settings and
clinical
mentors

Review of infrastructure of
main educational
institutions; update
education materials

WHO-UNICEF
indicators for WASH
in health care
facilities achieved;
updated education
materials available

Improving WASH
may be outside
remit of ministry of
health

Estimate and
track costs
of this
activity

5

Strengthen
faculty,
standards
and
curricula

Continuing professional
development (CPD) course
provided for educators,
based on needs identified
in assessment of
educators’ knowledge,
skills and behaviour;
updating curricula to
international standards

QMNC Framework
components
included in CPD of
educators

Difficulties in
identifying
educators of
international
standard to upgrade
national educators

Estimate and
track costs
of this
activity

Curricula updated to
international
standards

Resistance to
change from some
professions

6

Educate
students
(both
pre- and
in-service)

Teaching skills, knowledge
and behaviour in
classroom and practice
settings

Improved scores
from baseline
assessment,
improved experience
of care by women

Resistance to
supervised clinical
practice in some
educational
institutions

Estimate and
track costs
of this
activity

7

Monitor,
evaluate,
review and
adjust

Data collected and
assessed against baseline

Improvement in X, Y,
Z from baseline

Lack of monitoring
and evaluation
capacity

Estimate and
track costs
of this
activity

GCNMO: government chief nursing and midwifery officer; QMNC: Quality Maternal and Newborn Care;
UNICEF: United Nations Children’s Fund; WASH: water, sanitation and hygiene; WHO: World Health Organization.
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5.

Making it happen:
committing to action

Photo 19: Quality midwifery education and care in Indonesia engages parents in the care of their newborn.

Governments and multiple stakeholders are
committed to action that will achieve the
objectives of the Global Strategy for Women’s,
Children’s and Adolescents’ Health 2016−2030
(GSWCAH). The global consultations that fed
into this report have highlighted the demand for
midwives to be educated to international
standards, and the evidence is clear that this
provides the best outcomes for women and
their newborns.
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Harnessing the power of partnership to
implement the seven-step action plan for
midwifery education will go a long way to
aligning, accelerating and accounting for our
collective action. Building on the
recommendations in the GSWCAH, the
following sets out the commitments required for
positive change and gives examples of how this
has already made a difference (Boxes 25−33).

FRAMEWORK FOR ACTION

Governments, parliamentarians,
decision-makers and policy-makers at all
levels will improve the quality of care
provided to all women, newborns and
their families everywhere by:
• Making quality midwifery education a political
priority, including educating midwives to
international standards, strengthening
midwifery leadership and aligning partners,
including in humanitarian and fragile settings.
• Funding and implementing quality midwifery
education as a priority within national health
and education plans.
• Embedding midwifery within the health
system as part of the SDG 2030 pledge to
“leave no one behind”.
• Protecting women, adolescent girls, newborns
and their families from the impact of
catastrophic out-of-pocket expenditure arising
from sexual, reproductive and newborn health
needs; particularly costs associated with
necessary life-saving interventions, and
expensive − but unnecessary − interventions.
• Establishing national midwifery task forces,
with leadership by the GCNMO or the GCMO
where these exist, to ensure the meaningful
participation of all stakeholders including:
midwifery educators and practitioners; ICM;
other health care professionals including nurses,
obstetricians and paediatricians; professional
associations (including for midwives, nurses,
obstetricians and paediatricians); private
sector educational institutions and facilities;
academics and researchers; and others
appropriate to local context.
• Supporting and listening to civil society,
citizen’s voice organizations and communities
most affected by lack of access to quality
midwifery care (in cities and rural areas) and
responding to their demands, including in
humanitarian and fragile settings.

Box 25. How PMNCH will support the
seven-step action plan for midwifery
education
The Partnership for Maternal, Newborn and
Child Health (PMNCH) will:
• Disseminate and advocate for the action plan,
particularly for parliamentarians and
interregional organizations, academic,
research and training institutes, and
professional health care associations.
• Work with partners to ensure meaningful
engagement of relevant professional healthcare associations (including midwives) in
national planning platforms and processes, to
promote inclusion of the action plan including
in humanitarian and fragile settings.
• Advocate for the involvement and protection
of midwives and health workers in
humanitarian and fragile settings.
Source: PMNCH.

• Creating the mechanisms for monitoring and
evaluating results of investments into
midwifery education and making them
accessible; this should include accountability
for resources and for rights to quality
midwifery care.
• Updating and/or introducing legislation and
policies, in line with human rights principles,
that enable midwives to safely and legally
provide the midwifery care that women and
newborns need, including in humanitarian and
fragile settings.
• Updating and/or introducing legislation and
policies that ensure women, midwives and
other female health workers do not experience
gender-based or other discrimination in seeking,
accessing or providing midwifery care.
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The United Nations and other multilateral
organizations at all levels and global
health initiatives will:
• Increase efforts to mobilize resources at global,
regional and country level to invest in midwifery
education as a global good, including through
innovative financing mechanisms.

Box 26. How UNFPA, UNICEF and
WHO can jointly support the sevenstep action plan for midwifery
education
The Network for Improving Quality of Care
for Maternal, Newborn and Child Health
(QoC Network) is a broad partnership of
governments, partners and funding
agencies working to ensure that every
pregnant woman, newborn and child receives
good-quality care with equity and dignity.
Guided by national quality strategies,
activities include building the capabilities of
the health workforce. Strengthening
midwifery services is core to the network’s
vision and this is supported by UN partners.
• UNICEF is investing in three pillars of
curriculum development to include
newborn components; strengthening the
capacity of midwifery associations; and
strengthening regulatory bodies in Asia
and sub-Saharan Africa. In Afghanistan
UNICEF supported a community midwifery
programme while in Ethiopia, Malawi,
Mozambique and Somalia midwives are
provided with clinical mentoring.

• Provide technical assistance to countries,
where requested, to support the development
and costing of midwifery education plans
within the national health plan, and support
countries to implement such plans by working
with a full range of stakeholders in a spirit of
trust, accountability and integrity.
• Support and participate in systems that track
progress on midwifery education and identify
gaps, including in research, to strengthen
action and accountability.

• UNFPA actively facilitates midwifery
education including through support for
policy changes, regulations and midwifery
leadership. UNFPA has been strengthening
the quality of pre- and in-service
midwifery education through multi-media
interactive e-learning on key obstetric
emergencies in 25 countries. In Ethiopia,
Rwanda and the United Republic of
Tanzania, UNFPA has also piloted a mobile
learning system using a projector and
solar charger to build midwife capacities in
remote rural areas.
• WHO continues to provide global
evidence-based guidelines, standards and
implementation tools for improving quality
of care, and is leading a process with
partners to develop a midwifery education
toolkit for UHC. In India, for example,
WHO is supporting the government in its
work on evidence-informed policy and
planning for the introduction of a new
cadre of midwives educated and regulated
to international standards.
UNFPA, UNICEF and WHO will continue
to work in close partnership to ensure
implementation of the seven-step action
plan for strengthening midwifery education.
Source: UNFPA, UNICEF and WHO.
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Bilateral development partners and
philanthropic institutions will work with
others to:
• Mobilize resources for midwifery education,
including through innovative financing to
complement domestic resources, and align
these resources within the national health/
human resources plan.
• Deliver effective technical support for midwifery
education where requested by governments
and partners, enhancing local capacities to
develop, finance, implement and monitor the
seven-step action plan for midwifery education.
• Invest in innovation and research for midwifery
education, including implementation research at
global, national and local levels.
• Enhance cross-sector collaboration for
midwifery education, recognizing midwifery as
a complex intervention that requires integration
across many sectors.

Communities will:
• Establish and/or encourage members to join
local groups to demand quality midwifery care,
through improved education.
• Advocate for better education to ensure women
receive respectful, quality midwifery care.
• Advocate for issues they want midwives to
address in their communities, so that these are
included in the education and training curriculum.
Examples include prevention of FGM and care
during childbirth for women experiencing this and
other forms of gender-based violence; increased
access to family planning; support to mothers and
women experiencing mental health disorders
related to pregnancy, childbirth or abortion; as
well as engaging men throughout pregnancy
and childbirth, and nurturing care for newborns.
• Actively support positive changes to improve
midwifery education, especially around cultural
and social norms relating to professional women
at work.

Box 27. How Sweden’s development
agency supports midwifery education
The Swedish government’s international
development cooperation agency, Sida, has a
long history of supporting education and
employment for midwives in LMICs, particularly
in rural areas. This is in line with the agency’s
priorities to lower maternal and child mortality
and strengthen sexual and reproductive health
and rights.
As a result midwives in many countries have
benefited from education and in-service training
including those in Angola, Bangladesh, Ethiopia,
Nicaragua, Somalia, South Sudan and Zambia.
Sweden has also helped to build a more complete
academic environment that assures midwives´
progression at all levels, for example in Somalia,
and Sida has also supported research and
research capacity around sexual and reproductive
health that is of great importance for LMICs.
Since 2005, 12 Swedish midwives have been
seconded through the UN’s Junior Professional
Officer Programme to strengthen technical
knowledge and capacity in low-income countries
and UN agencies.
Source: Swedish International Development Cooperation
Agency (Sida).

Box 28. The White Ribbon Alliance (WRA)
“What women want” campaign
A campaign led by WRA India has resulted in
over 150 000 women nationally demanding
better quality of care; this included calls to
educate midwifery providers about respectful
maternity care.
Globally, this campaign has resulted in more
than one million women demanding better
quality of care for themselves and their
newborns.

• Hold duty bearers and governments to account
on the quality of midwifery education.
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Health care professional associations
(HCPAs), midwifery associations,
midwifery educators and practitioners,
together with managers of educational
institutions will:
• Advocate to strengthen and regulate
midwifery education and training to
international standards, as well as ensuring
the deployment of midwives is culturally
appropriate and family friendly. This will be
done most effectively through a strong
partnership between the HCPAs, especially
between FIGO, ICM, the International Council
of Nurses (ICN), IPA and their respective
national associations.
• Advocate for strong interprofessional
collaboration and teamwork, starting with the
learning and teaching process and continuing
throughout practice.
• Track and audit progress in midwifery
education, using the seven-step action plan
and monitoring and evaluation indicators
suggested, and support the joint
development of improved indicators to track
progress and impact on outcomes for women
and newborns.
• Assist national associations to disseminate
and use WHO norms and standards, based
on the latest evidence, to develop, regulate
and monitor national standards of education
and care.
• Support national associations to help women
and their families to find ways to hold
facilities to account for poor quality of care.
This can be through local and culturally
appropriate mechanisms, as in the example of
Malawi (Box 31).

Box 29. International HCPAs to support
action plan implementation
International HCPAs will work with their
respective members to help build respectful and
collegial relationships between midwives,
obstetricians, paediatricans and nurses. Through
better understanding of each other’s scope of
practice and where these intersect, health care
professionals can ensure that women, newborns
and their families can access and receive
appropriate care across the childbirth continuum.
FIGO and ICM have taken the lead in this work
through joint sessions at the FIGO conference
(2018) and the Women Deliver conference (2019),
where representatives debate and discuss how
to ensure positive collegial relationships
between midwives and obstetricians that
support quality care for women and their
newborns. Together FIGO and ICM are building
a model for their in-country associations to
encourage a focus on better understanding and
respectful professional relationships.
As part of this collaborative working FIGO and
ICM will work together with partners to take
forward the action plan for strengthening quality
midwifery education.
Source: FIGO and ICM.

Box 30. The Midwifery Society of Nepal
is committed to strengthening quality
midwifery education
The Government of Nepal has been committed
to the improvement of maternal and newborn
care since 1987, starting with the multi-partner
multisectoral safe motherhood project.
Nepal initiated professional midwifery education
in 2016, building the capacity of registered
nurses at three universities. The first cadre of
professional midwives educated to international
standards will be ready to start work in 2020.
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Civil society at all levels will:
• Demand that midwives are educated to
international standards.
• Align to strengthen community
capabilities to have knowledge of and
implement the most appropriate and
affordable care to be included in
midwifery education.
• Ensure all communities have an equal
voice in shaping high-quality midwifery
education so that services meet all needs,
including in health emergencies.
• Track progress in the quality of care
women and newborns receive; and hold
civil society and all other stakeholders
accountable for commitments made.
• Support efforts to ensure there are data
available to communities about the
standards of midwifery education
provided to those who care for them,
including in marginalized areas and in
humanitarian and fragile settings.
• Lobby governments to exempt essential
drugs and health commodities needed by
those providing midwifery education and
care from taxation.

Box 31. Midwives and communities
promoting respectful and dignified care
in Malawi
The Association of Malawian Midwives is
embarking on an initiative to promote dialogue
between midwives and community leaders to
improve both the demand and supply side of
respectful and dignified maternity care.
Through this initiative midwives are reoriented
to a human rights-based approach to maternity
care, while community leaders, women and their
families are familiarized with the concept of
respectful care and reproductive health rights.
This approach is coupled with citizens’ hearings
where midwives and communities are given
opportunities to express views on care received
and what they expect in the future. Midwives
and other health providers are also given the
chance to talk about delivering respectful care
and the challenges this can bring.
Promoting dialogue has helped to strengthen
partnerships between the midwives and their
clients, working together to protect the dignity
of mothers while at the same time ensuring an
enabling environment for the midwives to
practise their skills.
Source: Association of Malawian Midwives.

The Royal College of Midwives of the United
Kingdom “twinned” with the Midwifery
Society of Nepal from 2012−2015, building
leadership capacity to advocate for midwifery
education to international standards.
The Midwifery Society of Nepal is committed
to improving quality midwifery education
and strengthening regulation, as well as
supporting all midwives in the country with
the latest evidence.
Source: Midwifery Society of Nepal.

Photo 20: The Ward Councillor of the area delivering his
speech during the Community respectful care citizens’ hearing
at Malembo Health Centre, in Lilongwe, Malawi.
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Academic and research institutions will:

The business community at all levels will:

• Advocate for targeted global and in-country
research into midwifery education that is led
by and/or includes midwives; and call for
increased research and innovation budgets.

• Support government policies aimed at UHC
that include strengthening midwifery
education, including through improving
WASH in educational institutions.

• Build the capacity of midwifery research
globally and in countries by ensuring all
midwifery education includes research as a
core educator competency (in line with the
WHO Midwifery educator core competencies)
and where possible ensuring midwifery
education at university level and building a
foundation for postgraduate education.

• Create an enabling environment for midwifery
education by investing in educational
institutions and universities that teach
midwives to international standards, and
support leadership opportunities for women
health workers including midwives.

• Generate, translate and disseminate evidence
and best practice to shape effective and
equity-oriented education policies and
programmes.
• Strengthen networks of academics and
researchers to promote knowledge exchange.

• Invest in corporate policies that give
adequate and equal paid maternity and
paternity leave for midwifery educators,
students and providers.
• Develop educational products that specifically
improve the skills of midwifery educators and
providers, and develop business options to
make these accessible in LMICs.

Box 32. Global midwifery research
alliance identifies future priorities
The QMNC Research Alliance is taking
forward three key topics based on global
research priorities it has identified (71), to
better inform the future direction of maternal
and newborn care:
• examination and implementation of
models of care that enhance both well‐being
and safety;
• investigating and optimizing
physiological, psychological and social
processes in pregnancy, childbirth and the
postnatal period;
• development and validation of outcome
measures that capture short- and longerterm well‐being.
This work will make an important
contribution towards informing the future
development of midwifery education.
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The media will:
Box 33. Making a difference with private
sector partnership
Laerdal Global Health was established in 2010
as a not-for-profit company to help reduce
maternal and newborn mortality in low-resource
settings. Laerdal is a founding member of the
Helping Babies Breathe and the Survive and
Thrive Global Development Alliances, and has
helped train over 500 000 birth attendants in
the specific skills needed to become more
effective life-savers.
Laerdal Global Health has developed over 20
innovative products that are offered at a not-forprofit price to countries with the highest
maternal and neonatal mortalities. The
company’s education birthing simulators,
MamaNatalie and MamaBirthie, are part of a
“Buy One Gift One” initiative; when one is
purchased for use in high-income countries, a
second is donated to a low-resource setting.
To date more than 4000 simulators and other
educational materials have been distributed to
implementing partners to train a variety of
health workers in the Helping Mothers Survive
programme set up in partnership with the
international NGO Jhpiego. Laerdal Global Health
has also invested in midwifery education to
support implementation of the Global Strategy
for Women’s, Children’s and Adolescents’ Health.

• Position strengthening midwifery education
as a core component of improving the health
of women, children and adolescents and
delivering UHC, as a priority item on the news
agenda.
• Give women, children, adolescents and their
families a voice by developing social media
and digital platforms to advocate for
midwifery education.
• Publish more evidence-based stories about the
benefits of women and newborns being cared
for by midwives educated to international
standards; and ask why that is not happening
in their country (if this is the case).
• Communicate responsibly and accurately on
midwifery education and care, particularly in
emergencies, using information received from
academia and the government in a careful and
considered way.
New, ambitious and concrete commitments will
be required by all stakeholders, embodying the
energy and action needed to strengthen quality
midwifery education to international standards
so the best outcomes can be achieved for
women and their newborns.

Source: Laerdal Global Health.
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Glossary

Accreditation

Competence

Assessment

Competency-based education

Assessment of student learning

Curriculum

A process of review and approval by which an
institution, programme or specific service is
granted time-limited recognition of having met
certain established standards (1).

A systematic process for collecting qualitative
and quantitative data to measure, evaluate or
appraise performance against specified
outcomes or competencies.

The processes used to evaluate student
performance and progress in achieving learning
outcomes and demonstrating required
competencies (1).

Autonomous

Teaching, learning and assessment activities
that are sufficient to enable students to acquire
and demonstrate a predetermined set of
competencies as the outcome of learning (1).

A systematic process that defines the theoretical
and practical content of an education programme
and its teaching and evaluation methods (1).

Educational institutions

Self-governing, self-regulating: taking
responsibility for one’s decisions and actions (1).

An institution dedicated to higher education.
May include school, college or university created
to grant degrees as an entry point to a profession.

Caesarean section

Education standard

A surgical method used to deliver a baby
through the uterus and maternal abdomen. This
method may be used when a vaginal birth may
place the mother or newborn at risk, or when
obstructed labour does not allow the mother to
deliver vaginally.

Clinical mentor

The mentor is an important key to a successful
trainee experience. The clinical mentor must be
an experienced midwife engaged in the practice
of midwifery who is competent and willing to
teach students in the clinical setting. They must
work closely with the student midwife to provide
guidance, training, support, assessment,
evaluation and constructive feedback, and serve
as a role model for the student midwife during
their practical/clinical learning.
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The combination of knowledge, psychomotor,
communication and decision-making skills that
enable an individual to perform a specific task to
a defined level of proficiency (1).

A norm/uniform reference point that describes
the required level of achievement (performance)
for quality midwifery education (1).

Educator

A person who is educating midwifery students
in theory and clinically. Educators should include
midwifery faculty who teach in educational
institutions as well as clinical midwifery
mentors who support students in practice
settings. Ideally educators should work in both
settings. All educators will need ongoing
support and updating.
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Faculty

Group of individuals who teach students in an
educational institution.

Health professional

An individual who is educated in a health
discipline, licensed and regulated to practise that
discipline; e.g., midwives, nurses, medicallyqualified doctors and clinical officers (1).

Midwifery competency

A combination of knowledge, professional
behaviour and specific education and/or
practice (1).

Midwifery philosophy

A statement of beliefs about the nature of
midwifery practice or midwifery education (1).

Midwifery programme

An organized, systematic, defined course of study
that includes didactic and practical learning
needed to prepare competent midwives (1).

Midwifery student

An individual who has met the criteria for
selection and enrolment in a midwifery
programme (1).

Midwife teacher

A qualified, competent midwife who has
successfully completed a programme of study
and/or demonstrated competency in teaching
that includes the art and science of curriculum
development, methods of theoretical and
practical teaching of adult learners, and
methods of measurement and evaluation of
student learning (1).

Neonatal and newborn

Both words refer to the first 28 days of a child’s
life. A child’s risk of dying is highest in the first
28 days of life, during the neonatal period. In
2017, 47% of all deaths among children under
five were among newborn infants – up from
40% in 1990.
Children who die within the first 28 days of birth
suffer from conditions and diseases associated
with lack of quality care at birth or skilled care
and treatment immediately after birth and in the
first days of life.
Preterm birth, intrapartum-related complications
(birth asphyxia or lack of breathing at birth),
infections and birth defects cause most
neonatal deaths.
Women who receive midwife-led continuity of
care (MLCC) provided by professional midwives,
educated and regulated to international
standards, are 16% less likely to lose their baby
and 24% less likely to experience preterm birth.

Primary health care

Health care that is provided for people seeking
care from a medical practitioner or clinic for
advice or treatment, including preventive (e.g.,
family planning and vaccinations) to
management of chronic health conditions and
palliative care (2).

QMNC Framework

The Framework for Quality Maternal and
Newborn Care focuses on the needs of women
and their newborn infants across the continuum
from pre-pregnancy to birth, postpartum, and
the early weeks of life. It includes the range of
knowledge, skills, attitudes and behaviours
needed for quality care for all women and
newborns (3).
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Quality of care

WHO defines quality of care as “the extent to
which health care services provided to
individuals and patient populations improve
desired health outcomes. In order to achieve this,
health care must be safe, effective, timely,
efficient, equitable and people-centred” (4).

Sustainable development goals

The SDGs are a blueprint to achieving a better
and more sustainable future for all. They address
global challenges including health, poverty,
gender inequality, climate, environmental
degradation, prosperity, peace and justice (5).

Universal health coverage

Universal health coverage is a health care
system that provides access to a full range of
health care services to all people, including the
poor and vulnerable, regardless of their ability to
pay, and incurs no financial hardship.

WASH

Affordable and sustainable access to water,
sanitation and hygiene is a key public health
issue within international development and is
the focus of sustainable development goal 6 (5).
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Annex 1. QMNC Framework
The Quality Maternal and Newborn Care (QMNC) Framework:
Lancet Series on Midwifery 2014
Good-quality education is essential to prepare
international-standard midwives with the
knowledge and skills to provide the full scope of
care that women and newborn infants need (1).
A review of hundreds of studies has identified
the key components of care that all midwives
need to know and to be skilled in. These are
summarized in the figure below (2).

The QMNC Framework from the Lancet Series
on Midwifery (2), is adapted to show the scope
of midwifery within the blue line: it is dotted at
the point where there is overlap with other
health professionals. This scope maps exactly to
the ICM competencies of the midwife (1).

Framework for Quality Maternal and Newborn Care
For childbearing women and
infants with complications

For all childbearing women and infants

Practice categories

Organization of care
Values
Philosophy
Care providers

Education
Information
Health promotion

Assessment
Screening
Care planning

Promotion of normal
processes, prevention
of complications

First-line
management
of complications

Medical
obstetric
neonatal
services

Available, accessible, acceptable, good-quality services – adequate resources, competent workforce
Continuity, services integrated across community and facilities
Respect, communication, community knowledge, and understanding
Care tailored to women’s circumstances and needs
Optimizing biological, psychological, social, and cultural processes; strengthening woman’s capabilities
Expectant management, using interventions only when indicated
Practitioners who combine clinical knowledge and skills with interpersonal and cultural competence
Division of roles and responsibilities based on need, competencies, and resources
Midwives meeting the ICM competencies practise the full scope of midwifery as defined by the framework and
shown within the blue line: they are international-standard midwives.
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Component 1: The practices that
all childbearing women and
newborn infants need
To stay well and healthy all women need the
information and care that a midwife offers.
Education should ensure that midwives have the
knowledge and skills to provide the range of
evidence-informed practices needed across the
continuum of care, from pre-pregnancy,
pregnancy, labour and birth, postpartum and the
early weeks of life. This should include:
• Education, information and health promotion
for all women: for example, ensuring that
women have information and support about
avoiding infection, stopping smoking, optimizing
maternal nutrition, promoting breastfeeding,
resources for family planning, preparation for
birth, parenting and relationship building.
• Assessment, screening, and care planning
for all women and newborn infants: this will
include the ability to assess the woman and
the newborn infant for physical, psychological
and social complications, to conduct screening
tests and to work with the woman to plan the
care that she and her infant need. If
complications are identified that need the
involvement of the interprofessional team, it
will also include the ability to consult and refer
as needed, and to plan care jointly.
• Promotion of normal processes, prevention
of complications for all women and newborn
infants: this will include practices that
promote health and well-being and the
abilities of women’s own bodies, and which
avoid complications developing; for example,
encouraging mobility in labour and an upright
position at birth, ensuring hydration, avoiding
routine procedures such as episiotomy,
practising delayed cord clamping, keeping the
newborn infant warm and encouraging
skin-to-skin care, supporting the initiation of
breastfeeding and avoiding infection. Even
women who do develop complications need
this care, to prevent additional complications
developing; for example, a woman who has a
caesarean section can still have skin-to-skin
care and can breastfeed.

Component 2: Additional
practices needed by childbearing
women and newborn infants with
complications
Women and newborn infants who develop
complications need extra care, and they need it
promptly. The midwife is often in the best
position to identify and respond to
complications, and to consult with and refer to
the interprofessional team if necessary. It is
essential that education prepares the midwife to:
• Identify complications and provide first-line
management: this will include circumstances
where the midwife is able to resolve the
complication, such as perineal suturing and
help with breastfeeding problems, as well as
complications where timely consultation and
referral to the interprofessional team is
needed. Whatever the complication, the
ability of the midwife to identify it and to
respond appropriately is critical.
• Work with the interprofessional team,
including medical, obstetric, neonatal and
other services: the midwife should be
educated to work with the interprofessional
team so that all women and newborn infants
receive the care that they need. They must
know and understand other services and the
abilities and roles of interprofessional
colleagues; and know how to work as a team.
They must know how to continue with the
midwifery care that women need when other
professionals are involved, such as providing
continuous care for a woman before, during
and after a caesarean section. They must
know how to care for and support women and
their families who are experiencing
bereavement when the mother, newborn or
both have died.
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Component 3: The organization
of care and services
Midwives need education to ensure that their
care, and the services they work within, are
organized appropriately. This will include:
• Available, accessible, acceptable, goodquality services with adequate resources
and a competent workforce: midwives need
the education to ensure that their work is
founded on a human rights perspective,
reaching out to all women and newborn
infants regardless of their circumstances, and
taking pro-active steps to ensure that their
services are available, accessible and
acceptable to all, with a consistent level of
quality. If resources are lacking, or they or
their colleagues are not adequately educated
for the circumstances in which they are
working, they need to know how to take
action and to advocate for improvement.
• Continuity, services integrated across
community and facilities: a key characteristic
of midwifery is that it is practised in all the
settings where women and newborn infants
are – the home, community, health centre and
hospital. Midwives need to have the education
and experience to practise safely in each of
these settings, to avoid women receiving
fragmented care, and ensure that the care that
women receive is seamless. The most
important element of this is midwifery
continuity of care, where the same midwife
cares for a woman throughout her
childbearing journey. This has been shown to
reduce mortality and preterm birth, and
improve a wide range of outcomes (3).
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Component 4: Values
Just as important as providing the right practices
and interventions is providing them in the right
way (1, 4). Education must prepare midwives
who demonstrate core values that include:
• Respect: respectful care is the foundation of
quality care, and it should be a core part of the
education that all midwives receive. If care
providers do not treat women and families
with respect, or do not take women’s views
into consideration, women may not ask for
help or access the care that they need.
Respectful care includes giving information
that women need to make decisions, asking
for consent for treatment and interventions,
and providing a safe environment for the
woman and her newborn infant.
• Community knowledge and understanding:
knowing the local community enables the
midwife to access resources quickly and
effectively, and to encourage women to
access support and services they need.
Knowing how to work with local communities
and services is an important component of
midwifery education.
• Tailoring care to women’s circumstances,
views and needs: the clinical, social,
economic, family and psychological
circumstances of each woman matter. They
will influence her health and well-being and
her ability to care for herself and her infant.
Midwives must learn to treat every woman as
an individual, and to assess and respond to
her specific needs and preferences.
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Component 5: Philosophy
The philosophy of care affects the way in which
care providers interact with women and families,
and with each other. The great majority of
childbearing women are not ill, and to treat them
as patients who need treatment risks the use of
unnecessary and expensive resources, as well as
causing harm. Education must prepare midwives
who understand that their role is to support and
promote women’s own abilities, intervening
when – and only when – needed.
• Optimizing normal processes, strengthening
women’s own capabilities: women’s bodies
have a powerful ability to be pregnant, give
birth, breastfeed and care for their newborn
infant. These abilities can be interrupted or
blocked, by fear, for example. A fundamental
component of quality midwifery that all
midwives must learn is the ability to work
with women to promote women’s own
capabilities, helping them to feel healthy and
confident, and enabling them to seek help
when they need it.
• Using interventions only when indicated:
interventions in pregnancy and childbirth can
be necessary, appropriate and life-saving for
the women and newborn infants who need
them. But they can also be misused and
applied routinely, as is seen with induction of
labour, caesarean section and with the use of
breast-milk substitutes, for example (5, 6).
This can cause harm, exposing women and
infants to unnecessary procedures,
increasing over-medicalization and wasting
resources. An important skill in midwifery is
learning when to intervene and when to
avoid using interventions.

Component 6: Interpersonal and
cultural competence, working
with others
Care providers must learn not only to work
directly with individual women and infants, but to
work within a community and a health system.
They must practise appropriately for their
context, and they must work with colleagues to
ensure all women and infants receive the care
they need in a timely way. Quality education
should enable midwives to learn about:
• Combining clinical knowledge and skills with
interpersonal and cultural competence:
knowing the right practices and skills is
essential, but it must be combined with the
ability to communicate, build relationships and
understand and respect cultural differences
and context.
• Division of roles and responsibilities based
on need, competencies and resources:
knowing and understanding their own
competencies and skills, and the abilities and
roles of colleagues, enables midwives to work
as part of an interprofessional team to meet
the needs of women and infants in a timely
way. This is especially important if there are
complications, when midwives will need to
consult and refer. Timely discussion with
interprofessional colleagues will help in
organizing team working, which is essential in
avoiding delays in referral when women and
infants need treatment.
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Annex 2. Conducting a situational
analysis of midwifery education
To gather the data and evidence for the
continuing cycle of act−monitor−review, the
following questions are suggested. These should
be adapted to national context with the support
of the national midwifery task force.

1. Do standards on midwifery care exist,
and are they based on the latest evidence?
• Do national standards on midwifery
education exist? Do they need updating to
ensure the latest evidence is included? You
can use the WHO Guidelines for antenatal,
intrapartum and postnatal care (1 –3), as well
as for family planning, safe abortion and other
appropriate issues.
• Are midwives, or other providers, educated to
international standards? Providers can carry out
a self-assessment and have practice observed,
based on the International Confederation of
Midwives (ICM) competencies.

• What provision exists for educating and
upskilling midwifery faculty and educators?
• Are clinical midwifery mentors (experienced,
practising midwives with skills in supervising
and educating students in practice), available
to support students in clinical settings?
• Are universities or colleges involved in
midwifery education?

3. Regulation, accreditation and policy
• Is there professional regulation of midwifery
education and midwifery practice? If so, how
are the standards set, checked and monitored?
• Are national standards supported by policy
and legislation?
• Do accreditation processes consider the
educational institution and practice settings
together?

• Is interprofessional learning and team working
a core element of education, with systems for
consultation and referral?

4. An environment suitable for midwifery
educators and students to teach, learn
and work effectively

2. Who provides education and what
competencies do they have?

• Are teaching and learning environments safe
and clean for work and study; is there
sufficient lighting and heating?

• Are experienced midwives and educators
providing midwifery education, or is much of
the teaching by other professionals? Are
midwifery faculty based in educational
institutions responsible for providing most of
the teaching, and midwifery educators in other
settings providing both theory and practice?

• Are there adequate resources for good-quality
education and care as well as properly
equipped facilities with access to learning and
teaching materials and the Internet?
• Is there safe transport for students and
midwives when training in the community?

• Has an analysis been carried out on faculty in
educational institutions and educators in other
settings using the WHO Midwifery educator
core competencies (4)? Do they achieve the
WHO Midwifery educator core competencies?
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5. Close links between educational
institutions and practice settings

7. What is the role of professional
associations?

• Are practice settings easily accessible from
the teaching institution to ensure students
gain experience in more than one setting?

• Is there a national midwifery association that
supports strengthening education?

• What arrangements exist to ensure staff and
students can access and work in both settings?
• Are there shared protocols and procedures to
ensure international-standard education and
practice are aligned?
• Is there access to interprofessional learning
opportunities in both educational institutions
and practice settings?

6. Are sociocultural, economic and
professional barriers being addressed?
• Are educated midwives socially and
culturally accepted?
• Is there professional and public recognition of
midwives’ role and status?
• Is there appropriate remuneration for
midwifery faculty and educators, midwives,
clinical midwifery mentors and students?
• Is there sufficient investment in educating
women at secondary school, as well as
investment in women as nurses and midwives?
• Is midwifery leadership thriving and visible?

• Is the national midwifery association
empowered to provide information, support
and networking, and is it accountable for
midwifery education and regulation?
• Is the national midwifery association a
member of, and supported by, ICM?
• Are the interprofessional relations between
the midwifery, nursing, obstetric and
paediatric associations collaborative? Do they
need strengthening to support improved
education and care?

8. Are essential physical infrastructure
and resources in place for safe learning?
• Are there adequate water, sanitation and
hygiene (WASH) facilities in educational
institutions and clinical settings for midwifery
educators, students, women, newborns and
families? See the WHO Standards for
improving quality of maternal and newborn
care in health facilities, Standard 8.
• Is the education institute secure, with lockable
doors and windows, separate changing spaces
for women and men, and security staff?

• Is collaborative teamwork reducing
institutionalized hierarchies of power and
improving communications between midwives
and other professionals?
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Key indicators and global evidence
• Country indicators for maternal and
newborn health and well-being should be
examined, analysed for progress and
challenges, and priorities for action identified.
o Indicators should include: mortality,
morbidity, rates of intervention use, female
genital mutilation, gender-based violence,
breastfeeding, equity in access to and use
of interventions, women’s views of the care
they and their newborn infants receive,
reports of disrespect and abuse.
o Is there a system for maternal and perinatal
death surveillance and review? Do
midwives have a role in advising on and
reviewing this system?
o Are midwives engaged in birth registration
as part of the national civil registration and
vital statistics (CRVS) system?
o Workforce data on number of midwives
educated to international standards;
women’s access to midwives; deployment,
regulation and remuneration of midwives.
• An economic analysis of the current model
of midwifery education should be conducted,
to include consideration of short-, mediumand long-term costs and the impact on
outcomes for women and children. This
should include:
o the costs and outcomes of current
education programmes for midwives,
nurses, obstetricians, gynaecologists and
paediatricians;
o analysis of how these would change if
midwifery education is strengthened.

Humanitarian situations: gathering
evidence and data for planning
It is important to gather evidence and data on
midwifery education to improve the humanitarian
response in emergencies. This helps to clarify
whether national midwifery education standards
and the curriculum need to be updated to
include this issue; and can address barriers to
midwives and students working and learning
effectively in health emergencies.
• Is disaster preparedness and response for
pregnant women and newborns incorporated
in the midwifery education standards and the
midwifery education curriculum?
• Are midwifery educators teaching about the
various emergency response mechanisms and
national coordination systems, and how
midwives can engage?
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