Building a health 4
workforce to [ !
meet the needs N/ | };
of women, ‘
newborns and |
adolescents \ g "i:\
everywhere w2 ".

THE ST

\/\/"'rld’
| vife

De, icated to all health‘
O workers who have lost
their lives to Covid-19




CONTRIBUTORS AND ACKNOWLEDGEMENTS

WRITING TEAM: Sarah Bar-Zeev, Luc de Bernis, Martin Boyce, Manju
Chhugani, Caroline Homer, Kirsty Hughes, Joanne McManus, Zoé
Matthews, Million Mekuria, Andrea Nove, Petra ten Hoope-Bender.

CORE GROUP: Muna Abdullah, Mohamed Afifi, Zalha Assoumana,
Sarah Bar-Zeev, Luc de Bernis, Mathieu Boniol, Martin Boyce, Alma
Virginia Camacho-Hubner, Caroline Homer, Kirsty Hughes, Catherine
Breen Kamkong, Tamar Khomasuridze, Anneka Knutsson, Geeta Lal,
Sandra Land, Carey McCarthy, Fran McConville, Joanne McManus, Zoé
Matthews, Million Mekuria, Allisyn Moran, Andrea Nove, Sally Pairman,
Charlotte Renard, Shible Sahbani, Petra ten Hoope-Bender, Pulane
Tlebere, Sally Tracy, Joseph Vyankandondera.

STEERING GROUP: Core Group + Olajumoke Adebayo, Elena Ateva, Anshu
Banerjee, Amy Boldosser-Bausch, James Campbell, Howard Catton, Manju
Chhugani, Sheena Currie, Atf Ghérissi, Kristy Kade, Afsana Karim, Holly
Kennedy, Bashi Kumar-Hazard, Barbara Levy, Vivian Lopez, Lastina Lwatula,
Lori McDougall, Martha Murdock, Josephine Murekezi, Anwar Nassar,
Luseshelo Simwinga, Naveen Thacker, Veronic Verlyk, Jessica White.

PARTNERS’ GROUP: Steering Group + Sultana Afdhal, Darcy Allen,
Deborah Armbruster, Maria Helena Bastos, John Borrazzo, Louisa

Cabal, Franka Cadée, Doris Chou, Giorgio Cometto, Helga Fogstad, Lynn
Freedman, Howard Friedman, Carlos Flichtner, Meena Ghandi, Lars
Gronseth, Kathleen Hill, Elizabeth Iro, Annette Kennedy, Etienne Langlois,
Chunmei Li, Betsy McCallon, Alison McFadden, Blerta Maligi, Michaela
Michel-Schuldt, Jean-Pierre Monet, Zoe Mullan, Christophe Paquet,
Susan Papp, Annie Portela, Veronica Reis, Mary Renfrew, Eva-Charlotte
Roos, Theresa Shaver, Jeffrey Smith, Kate Somers, Mary Ellen Stanton,
Irum Tagqi, Jyoti Tewari, Christiane Wiskow.

TECHNICAL CONTRIBUTIONS AND SUPPORT: Mohamed Afifi, Avni
Amin, Rondi Anderson, lan Askew, Chea Ath, Alka Barua, Davide de
Beni, Sandra Blanco, Malin Bogren, Meghan Bohren, Mathieu Boniol,
John Borrazzo, Callum Brindley, Jim Buchan, Franka Cadée, Alma Virginia
Camacho-Hubner, Howard Catton, Venkatraman Chandra-Mouli, Laurence
Codjia, Giorgio Cometto, Myrian Cortes, Allison Cummins, Hugh Darrah,
Kim Darrah, Deborah Davis, Khassoum Diallo, France Donnay, Winfred
Dotse-Gborgbortsi, Alexandre Dumont, Ashok Dyalchand, Alison Eddy,
Patrick Hoang-Vu Eozenou, Amanda Fehn, Ingrid Friberg, Bela Ganatra,
Claudia Garcia, Atf Ghérissi, Aparajita Gogoi, Sami Gottlieb, Veloshnee
Govender, Peter Griffiths, Sylvia Hamata, Claudia Hanson, Tawab
Hashemi, Maren Hopfe, Anna von Hérsten, Keith Hurst, Ank de Jonge,
Kristy Kade, Bartholomew Kamlewe, Bernar Kilonzo, Manasi Kumar,
Christoph Kurowski, Sandra Land, Etienne Langlois, An'war Deen Bolarin
Lawani, Barbara Levy, Jenny Liu, Ulrika Rehnstrém Loi, Sandra Lopez,
Veronique Lozano, Carey McCarthy, Fran McConville, Michelle Mclsaac,

ABBREVIATIONS AND ACRONYMS

BEmONC basic emergency obstetric and newborn care

DHS Demographic and Health Surveys

DSE dedicated SRMNAH equivalent

ICM International Confederation of Midwives

ICN International Council of Nurses

ISCO International Standard Classification of Occupations
MEAP Midwifery Education Accreditation Programme
MLCC midwife-led continuity of care

MMR maternal mortality ratio

NHWA National Health Workforce Accounts

PMID percentage met demand

PMVIN potential met need

PMNCH The Partnership for Maternal, Newborn

& Child Health

Emily McWhirter, Garth Manning, Viviana Martinez-Bianchi, Olga
Maslovskaya, Andrea Mateos Orbegoso, Federica Maurizio, Hedieh
Mehrtash, Ann-Beth Moller, Sopha Muong, Maria Najjemba, Manjulaa
Narasimhan, Pros Nguon, Marianne Nieuwenhuijze, Danielle Okoro,
Olufemi Oladapo, Paulina Ospina, Charlemagne Ouedraogo, Sally Pairman,
Francesa Palestra, Christina Pallitto, Ann Phoya, Laura Pitson, Marina
Plesons, Bob Radder, Anna Rayne, Charlotte Renard, Cori Ruktanonchai,
Jihan Salad, Martin Schmidt, Andrew Schroeder, Meroji Sebany, Teymur
Seyidov, Mehr Shah, Pragati Sharma, Tekla Shiindi-Mbidi, Callie Simon,
Luseshelo Simwinga, Amani Siyam, Laura Sochas, Sokun Sok, Karin
Stenberg, Tigest Tamrat, Ai Tanimizu, Joyce Thompson, Patricia Titulaer,
Sally Tracy, Elena Triantafyllou, Ozge Tuncalp, Samson Udho, Victoria
Vivilaki, Andrea Vogt, Amanda Weidner, Florence West, Jessica White,
Teodora Wi, Elspeth Williams, Christiane Wiskow, Helen Witte, Julie
Woods, Ann Yates, Catherine Yevseyev, Masahiro Zakoji, Willibald Zeck,
Pascal Zurn.

We acknowledge the vital data collection work done by National Health
Workforce Accounts (NHWA) focal points and International Confederation
of Midwives (ICM) member associations, with support from United
Nations Population Fund (UNFPA) and World Health Organization (WHO)
regional and country offices, and Direct Relief.

COMMUNICATIONS AND MEDIA: Rachel Firth, Molly Karp, Geeta Lal,
Veronique Lozano, Lori McDougall, Hanno Ranck, Sonali Reddy, Irum Taqi,
Petra ten Hoope-Bender, Veronic Verlyk, Eddie Wright, Rebecca Zerzan.

DESIGN, LAYOUT AND TRANSLATION: Prographics, Inc.
FINANCIAL SUPPORT: New Venture Fund, UNFPA.

UNFPA led the development and launch of this report in partnership
with WHO and ICM, with the support of: Averting Maternal Death

and Disability, AFD, Bill & Melinda Gates Foundation, Burnet Institute,
DFID, Direct Relief, Every Woman Every Child, FCI@MSH, International
Federation of Gynecology and Obstetrics, FIOCRUZ, Global Financing
Facility, GIZ, Human Rights in Childbirth, International Council of Nurses,
International Labour Organization, International Paediatric Association,
Jamia Hamdard, Jhpiego, Johnson & Johnson Foundation, Norad,
Novametrics, PMNCH, Rwanda Association of Midwives, Save the
Children, SIDA, University of Dundee, University of Southampton,
UNAIDS, USAID, White Ribbon Alliance, Wish Foundation, WWomen
Deliver, and Yale University.

Our appreciation is extended to Novametrics Ltd for their support
and technical leadership in the preparation of this report and
accompanying materials, and to PMNCH for their leadership on
communications and advocacy..

PPE personal protective equipment

SDGs Sustainable Development Goals

SRMNAH Sexual, reproductive, maternal, newborn and
adolescent health

SoWMy  State of the World’s Midwifery

UN United Nations

UNICEF United Nations Children’s Fund
UNFPA United Nations Population Fund
UHC universal health coverage

WHO World Health Organization

YML Young Midwife Leader

The designations employed and the presentation of the material in this publication do not imply the expression of any opinion whatsoever on the part of the United
Nations Populations Fund (UNFPA), World Health Organization (WHO) and International Confederation of Midwives (ICM) concerning the legal status of any country,
territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. Dotted and dashed lines on maps represent approximate border
lines for which there may not yet be full agreement. Terminology used to refer to countries, territories and areas as well as representation of countries, territories and
areas, including delimitation of frontiers or boundaries, and any direct or indirect attribution of status in this publication follow exclusively the institutional style and
practice of UNFPA as lead publishing organization; may be at variance with those used by WHO; and should not be regarded as direct or indirect recognition by WHO
of the legal status of any country, territory, city or area or of its authorities, or of the delimitation of its frontiers or boundaries.

Cover photo: Portrait of Rabiyat Tusuf with her son, Umar Husseni (1 week), at the Dikumari Health Center in Damaturu, Yobe State,

Nigeria. © Gates Archive/Nelson Owoicho.



Contents

FOREWORD . .ttt iiiiitititttt it tieeneeeeeneenseaseneeneeneesesssassassasenssnsssssssasssssnssnsencaneas iv
EXECUTIVE SUMMARY ittt iiiitiitiittttaneneeneeneenessesseseeaeescessssssseasesssnsssssssssenssnns v
CHAPTER T: INTRODUCGCTION. . s ittt ittt it iietietteeetaeeseeneesssssasesseseessessossssssssacencancanns 1
CHAPTER 2: MIDWIVES: AVITALINVESTMENT ..ttt iiiiiiiiititiititteteeteeneenessenssacencencnnns 7
CHAPTER 3: EDUCATION AND REGULATION OF MIDWIVES TO ENSURE HIGH-QUALITYCARE .............. 13
CHAPTER 4: NEED FOR AND AVAILABILITY OF MIDWIVES AND OTHER SRMNAH WORKERS................. 25
CHAPTER 5: EQUITY OF ACCESSTO THESRMNAH WORKFORCE . . ..ot iiiii it iiiiiiiiiiiiiieneennenennenns 43
CHAPTER 6: ENABLING AND EMPOWERING THE SRMNAH WORKFORCE: GENDERMATTERS ............... 49
CHAPTER 7: PROGRESS SINCE 2011 AND LOOKING FORWARD TO 2030 .....cvtiitiiiitiennennennenennenns 57
L 10 10 1 63
REFERENCES ...ttt tiiiiiiiiiiitiittiieeneeneaseaeeneensonsanssasesssasonsansasesssassnsansancansnnoas 65
BOXES FIGURES

1.1: Previous State of the World's Midwifery reports .........ccc.eeoeveeveverveeceeerenin, 2 1: Summary of investments needed to enable midwives to achieve

2.1: Midwife-led continuity of care 8 ThEIr POTENTIAL ... Vi

2.2: Investment in midwives in Cambodia and the Netherlands............ccccccoooeeeee. 10
3.1: The Government of India’s Midwifery INitiative...........cocoovooevercececceeeeen 14
3.2: The ICM Midwifery Education Accreditation Programme...........cco.covvevvervecnnn. 15
3.3: Key data on quality of education from WHQ's global midwifery

EUUCALON SUNVEY ..o 17
3.4: Identifying and addressing the needs of midwives during Covid-19

in Latin America and the Caribbean.............cccoooorioririieieceee s 23
3.5: Midwives contribute to national Covid-19 responses in Malawi

AN NAMIDIA. .. 24
4.1: The challenges of data collection and how these are being addressed

I SOULH-EAST ASIA ... 26
5.1: National-level estimates can mask geographical and occupational

variations: the case of GRaNa........ccc.cooiniiiie a4
5.2: Respectful maternity Care ... 45
5.3: SRMNAH care: global campaign reveals what women want................c......... 46

6.1: Building the next generation of midwife leaders

6.2: The importance of social dialogUe ..........c.coverveeveeveeeieieeeee e
6.3: Salary variations between SRMNAH professionals:

the cases 0f Morocco and TUNISIA. ... 56
TABLES
1.1: Occupation groups considered to be part of the SRMNAH workforce................ 3

3.1: Percentage of countries with legislation recognizing midwifery as
distinct from nursing and with an association specifically for midwives,
by WHO region and World Bank income group, 2019-2020.............ccccoonmvvvene. 18

3.2: Percentage of 79 countries in which midwives are authorized to
provide BEmONC signal functions, by WHO region and World Bank
income group, 2019-2020...........cooomrmeieieieeeeeeieeee e 20

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

20792020 ..o 21
4.1: Number (thousands) of SRMNAH workers in 192 countries, 2019
(or latest available year since 2014) ..........oooovvvorveeeeeeeeeeeeeeee e 29

4.2: Size (thousands) and density of wider midwifery workforce in 160 countries,
by WHO region and World Bank income group, 2019 (or latest available
year since 2014)

4.3: Potential met need estimates in 157 countries, by WHO region and
World Bank income group, 2019 (or latest available year since 2014)............. 35

6.

—

- Percentage of 80 countries with midwives in leadership positions,
by WHO region and World Bank income group, 2019-2020............ccooevvene.... 51

1.1: Key global SRMNAH workforce and midwifery milestones, 2011-2020 ........... 4

2.1: Change in % of births attended by midwives and nurses in 18 low-
and lower-middle-income countries that reduced their maternal mortality
ratio by more than 50% between 2000 and 2017 ........ocovvririncinencieeecn 9

3.1: Duration of direct-entry midwifery or combined nursing and midwifery
education programmes in 63 countries, by WHO region and World Bank
income group, 2019-2020...........ccooomrmrieieieeieeeeeeeeee e 15

3.2: Average % of midwife educators who are themselves midwives in
70 countries, by WHO region and World Bank income group, 2019-2020........ 16

3.3: Highest level of midwifery qualification available in 74 countries,

by WHQO region and World Bank income group, 2019-2020...........c.ccccooevrenec 17
3.4: Midwife regulation system in 78 countries, by WHO region and

World Bank income group, 2019-2020..........cc.cooovvorveeeeeeeeeeeeeeeeee 19
3.5: Midwife licensing system in 73 countries, by WHO region and

World Bank income group, 2019-2020..........cc.ccoovviverieeieeeeeeeeeeeeen 19
4.1: Percentage of SRMNAH worker time needed at each stage in the

continuum of care, 189 countries, 2019........cocoovorvoreeieeeeee e 27

4.2: Percentage of SRMNAH worker time needed at each stage in the
continuum of care, 189 countries, by WHO region and World Bank
income group, 2019

4.3: Percentage of wider midwifery workforce headcount in each occupation
group in 167 countries, by WHO region and World Bank income group,

2019 (or latest available year since 2014)...........covoeveveeeeeeeeeeeee e 31
4.4: SRMNAH workforce: headcount versus dedicated SRMNAH equivalent
(DSE) in 192 countries, 2019 (or latest available year since 2014)................... 32

4.5: Composition of midwifery, nursing and SRMNAH doctor workforce,

192 countries, by WHO region and World Bank income group, 2019

(or latest available year SinCe 2014) .........covvvrveeieeeeeeeee e 33
4.6: Relative percentages of the wider midwifery workforce aged 55+ years

and under 35 years, 75 countries, 2019 (or latest available year since 2014)......38

4.7: Projected potential met need in 157 countries, by WHO region and

World Bank income group, 2019, 2025 and 2030............cccoovvevvererereeea. 39
4.8: Projected supply compared with projected demand in 143 countries,
by WHO region and World Bank income group, 2030..........cccooovvveveererrerenne. 41

4.9: Projections of potential met need and percentage met demand for
SRMNAH workforce in 143 countries, by World Bank income group, 2030..... 42

5.1: Percentage of SRMNAH workers who are women in reporting countries,

by WHO region and World Bank income group, 2019 (or latest available

YEAT SINCE 20T4)..ooooii s 47
6.1: Existence of national or subnational policies or laws in 164 countries for

the prevention of attacks on health workers, 2019, by WHO region and
World Bank iNCOME groUp .........oveeveeveieieiceeeeeeeee e 54



Foreword

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

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

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

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

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

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

THE STATE OF THE WORLD'S MIDWIFERY 2021

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

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

of the global SRMNAH workforce. Boosting

that percentage, as well as the overall number

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

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

Amina Mohammed
Deputy Secretary-General of the United Nations



Executive Summary

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

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

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

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

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

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

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

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

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

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

of which 750,000 will be midwives..

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

Why invest in midwives?

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

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

(13

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

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

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

Bold investments are needed

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

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

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

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

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

The need for midwives and the

wider SRMNAH workforce

Globally, 6.5 billion SRMNAH worker hours

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

Factors preventing the SRMNAH workforce

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

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

Figure 1 Summary of investments needed to enable

midwives to achieve their potential

— INVEST IN
4 (@ﬁ Health workforce planning,

management and regulation
and in the work environment

a—

Health workforce data systems

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

Primary health care, especially in
underserved areas

Enabling and gender-transformative
work environments

Effective regulatory systems

Educators and trainers

Education and training institutions

INVEST IN

Midwife-led improvements
to SRMNAH service delivery

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

Applying the lessons from Covid-19

INVEST IN

Midwifery leadership
and governance

Creating senior midwife positions

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

SRMNAH workforce

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

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

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

Enabling and empowering the
SRMNAH workforce

The health workforce is on average 70% women,
with gender differences by occupation. Midwives
are more likely to be women; they experience
considerable gendered disparities in pay rates,
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gender-related barriers and challenges.
All countries need policies to prevent attacks
on health workers.

A gender transformative policy environment

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

*kkkk

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

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