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ABSTRACT

Introduction Women and children bear a substantial
burden of the impact of conflict and instability. The number
of people living in humanitarian and fragile settings (HFS)
has increased significantly over the last decade. The
provision of essential maternal and newborn healthcare
by midwives is crucial everywhere, especially in HFS.
There is limited knowledge about the interventions,
support systems and enabling environments that enhance
midwifery care in these settings. The aim of this paper is
to identify the factors affecting an enabling environment
for midwives in HFS and to explore the availability and
effectiveness of support systems for midwives.

Methods A structured systematic review was undertaken
to identify peer-reviewed primary research articles
published between 1995 and 2020.

Results In total, 24 papers were included from Afghanistan,
Bangladesh, Nigeria, Democratic Republic of Congo, South
Sudan and Sudan, Ethiopia, Pakistan, Uganda and Liberia.
There were two broad themes: (1) the facilitators of, and
barriers to, an enabling environment, and (2) the importance
of effective support systems for midwives. Facilitators were:
community involvement and engagement and an adequate
salary, incentives or benefits. Barriers included: security and
safety concerns, culture and gender norms and a lack of
infrastructure and supplies. Support systems were: education,
professional development, supportive supervision, mentorship
and workforce planning.

Conclusion More efforts are needed to develop and
implement quality midwifery services in HFS. There is

an urgent need for more action and financing to ensure
better outcomes and experiences for all women, girls and
families living in these settings.

PROSPERO registration number CRD42021226323.

INTRODUCTION

In 2020, before COVID-19, approximately
23% of the world’s population was estimated
to be living in fragile settings, including 168
million people in need of humanitarian
assistance and protection.l_3 Women and

Key questions

What is already known?

» In 2018, it was estimated that nearly 136 million
people were living in humanitarian settings, with
significant impacts on the health and well-being of
pregnant women, girls and newborn babies.

» Midwives are essential to the provision of maternal
and newborn services in all settings.

What are the new findings?

» There are considerable challenges in providing mid-
wifery services, especially to ensure the safety and
security of midwives and other health workers.

» Community engagement and support are essential
to provide quality midwifery services.

What do the new findings imply?

» Strong partnerships with communities should be
created when midwifery services are developed and
implemented in humanitarian and fragile settings.

» Safety and security for midwives are essential, both
in their health facilities and when travelling to pro-
vide care.

children bear a substantial burden of the
impact of humanitarian crises and fragile
settings. The number of non-displaced
women and children living dangerously close
to armed conflict increased from 185 million
women and 250 million children in 2000 to
265 million women and 368 million chil-
dren in 2017.*° Maternal and child health
outcomes for those in humanitarian and
fragile settings (HFS) are often poor’ and
are not on track to meet global, national or
regional health targets.7 Nine of 10 countries
with the highest neonatal mortality rates are
in conflict.” In these settings, health facili-
ties are often not functional, and pregnant
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women and girls lack access to trained providers with

midwifery skills.” '

Providing quality care for women and children in any
context requires a competent and motivated workforce
working within an enabling environment."" Midwives
are critical for the provision of sexual, reproductive,
maternal, newborn, child and adolescent healthcare. It
has been shown that increases in the coverage of inter-
ventions delivered by midwives could save lives.'” For
example, a substantial increase in coverage of midwifery
services (25% increase every 5 years) would avert an esti-
mated 41% of maternal deaths, 39% of neonatal deaths
and 26% of stillbirths. This would equate to 2.2 million
fewer deaths per year by 2035. Even a more modest
increase in coverage of midwife-delivered interventions
(10% increase every 5 years) would avert 1.3 million
deaths per year by 2035.

Midwives provide maternity services as well as other
preventive health and treatment services. These include:
promotion of breastfeeding; immunisation; immediate
newborn care; comprehensive abortion care and post-
abortion care; contraceptive services; screening and
treatment of postnatal depression; and better support
for victims of gender-based violence."” A shortage of
midwives is a significant barrier to the provision of
quality sexual, reproductive, maternal, newborn, child
and adolescent health services.'* This is especially the
case in HFS where midwives, who are mostly women, may
be deterred from working in these environments due to
security concerns.” "1

The importance of effective midwifery services is
evident, yet there is limited knowledge about the inter-
ventions, supportsystems and enabling environments that
can enhance quality midwifery care in HFS. A supplement
published with the 2021 State of the World’s Midwifery
Report presented three case studies from Bangladesh,
Somalia and the refugee camps in Europe, in a project
known as the Operational Refugee and Migrant Mothers
Approach.'® While this provided a unique and important
perspective, it highlighted limited understanding of the
role that midwives can play in HFS. The aim of this paper,
therefore, is to present the findings of a systematic review
of the literature on quality of midwifery services in HFS.
It identifies and analyses evidence to inform future solu-
tions to enhance quality midwifery care. The review set
out to identify:

1. Factors affecting an enabling environment for mid-
wives in order to provide high-quality maternity ser-
vices in HFS.

2. Availability and effectiveness of the support systems for
midwives.

METHODS

We undertook a mixed-methods systematic review. An
initial protocol was registered and published with PROS-
PERO in January 2021 (CRD42021226323) and the
protocol reported according to the Preferred Reporting

Items for Systematic Reviews and Meta-Analyses check-
list.'” '® Our approach was to search, screen and identify
eligible peerreviewed studies using qualitative and/or
quantitative data collection and analysis methods."?

Defining HFS and an enabling environment

There is no universally agreed definition of an HFS. This
review takes its definition of humanitarian settings from
the Inter-Agency Working Group on Reproductive Health
in Crises as contexts “... in which an event or series of
events has resulted in a critical threat to the health, safety,
security, or well-being of a community or other large
group of people. The coping capacity of the affected
community is overwhelmed, in-country infrastructure is
disrupted, and external assistance is required. This can
be the result of events such as armed conflicts, natural
disasters, epidemics, or famine and often involves popu-
lation displacement’ (OECD, p2).>* Fragile settings are
those that have a combination of exposure to risk and
insufficient coping capacity of the state, systems and/
or communities to manage, absorb or mitigate those
risk.” Fragility can lead to negative outcomes including
violence, poverty, inequality, displacement and environ-
mental and political degradation.”

Humanitarian settings and fragile states frequently
overlap. To reflect this, the classification of HFS used
in this paper categorises countries across a spectrum
of fragility with four groupings: highest fragility, very
high fragility, high fragility and fragile settings. This was
based on triangulation of data from five classifications of
humanitarian and fragile states, that is, OECD,2 World
Bank,”! Fragile State Index,” the INFORM Severity
Index,” and UNOCHA data on humanitarian response
plans." More information on the composite HFS classifi-
cation can be found in online supplemental file 1.

We took the UNFPA definition of an enabling envi-
ronment as one where midwives ‘... can practise to their
full scope, are accountable for independent decisions
within the regulated standard operating procedure,
work within a functional health infrastructure with
adequate human resources, equipment and supplies,
have access to timely and respectful consultation,
collaboration and referral, be safe from physical and
emotional harm and have equitable compensation,
including salary and working conditions’ (UNFPA,
p34).** Support systems included education, training
and supervision, mentorship, psychosocial support
and schemes for continuous quality improvement.*

Eligibility criteria

Peer-reviewed primary research articles in English,
published between 1995 and 2020, were eligible
regardless of research design. Specifically, we included
primary studies that used qualitative study designs
such as ethnography, phenomenology, case studies,
grounded theory studies and qualitative process eval-
uations. We also included studies that used both qual-
itative methods for data collection (eg, focus group
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discussions, individual interviews, observation, diaries,
document analysis, open-ended survey questions) and
qualitative methods for data analysis (eg, thematic
analysis, framework analysis, grounded theory). We
also included randomised trials, non-randomised trials,
controlled before-and-after studies, interrupted time
series and repeated measures® and mixed-methods
studies, provided they were primary studies and rele-
vant to the review question.

The population of interest was midwives,/nurse-midwives,
according to the scope of practice defined by the Interna-
tional Confederation of Midwives,27 as well as the women,
girls and children in their care. Any practices or interven-
tions that targeted health workers working outside the
scope of midwifery practice were excluded. Interventions
that focused on nurses, obstetricians and gynaecologists,
paediatricians or community health workers were excluded.
Eligible studies were categorised according to the four cate-
gories: highest fragility, very high fragility, high fragility or
fragile settings.

We excluded case reports or case series, letters, editorials,
commentaries, reviews, study protocols, conference abstracts
or other article types that did not provide primary data and/
or were not peerreviewed. Specific cost-effectiveness studies
were also excluded but studies that included costing data as
part of implementation and feasibility were included.

Search strategies

Searches were conducted between November and
December 2020. Databases searched were: PubMed/
MEDLINE; Academic Search Complete (EBSCO);
EMBASE; CINAHL (EBSCO); Web of Science; Scopus;
Nursing and Allied Health (ProQuest); Maternity and
Infant Care (Ovid). We conducted an online hand search
by checking reference lists of identified articles. With the
support of librarians, a search strategy was created using
predefined terms and synonyms for the intervention,
population and setting (online supplemental file 2).

Study selection

Titles and abstracts of all search results were imported
into Endnote and duplicates removed. The online review
software Covidence was used to screen titles, abstracts
and full texts.”® Two authors independently reviewed
each title and abstract against the eligibility criteria, with
potentially relevant articles included for full-text review.
Full texts were recovered and independently assessed
for eligibility by two reviewers. Disagreements at any
stage were resolved by discussion or by involving a third
reviewer. Where more than one paper reported the same
study, the papers were collated to ensure the primary
study was the unit of interest.

We used the Mixed Method Appraisal Tool (MMAT)
for assessing the quality of studies.” MMAT is a quality
assessment instrument for quantitative, qualitative and
mixed-methods studies in a single tool.”

Patient and public involvement
Patients and the public were not directly involved in this
review.

Analysis

The findings of each study were imported into NVivo
V.12. Coding process was undertaken with a focus on
our two research objectives: factors affecting an enabling
environment and the availability and effectiveness of
support systems for midwives.

We initially took an inductive approach. We identified
and extracted categories and concepts that emerged
from the data and developed codes highlighting the key
issues. As we proceeded through the coding, additional
ideas emerged which were organised as concepts.”’ The
next stage was to undertake a deductive process using our
two objectives to identify other concepts relating to these
areas specifically. A mind map was developed in NVivo
to connect the concepts with our objectives and build
a comprehensive picture of the issues.”> Our objectives
developed into the two key themes and we identified a
series of subthemes.

We summarised the findings by type of publication,
method, context of the study, type of intervention and
level of fragility. As studies varied in their method,
context and outcomes used, it was not possible to pool
data for a formal meta-analysis.”> We therefore under-
took a narrative synthesis.”’ Narrative synthesis has been
used in previous systematic reviews where the quantita-
tive and qualitative results are integrated to inform the
findings.” > We did not undertake any assessment of
meta-bias(es), such as publication bias across studies or
selective reporting within studies.

RESULTS

In total, 2500 citations were identified and imported into
Endnote and Covidence (table 1)."® * After irrelevant
and duplicate citations were removed, 461 potentially
eligible papers were identified (figure 1). We were able
to screen the full text of 422 papers, identifying 39 papers
for assessment. During a data extraction and quality
assessment phase, a further 15 papers were excluded,
as there was inadequate or vague information about the
study population or interventions. For example, it was
unclear whether midwives were included in the study or
their contribution could not be identified. Ultimately,
24 papers were included in the review. Included articles
were summarised and categorised according to their rele-
vance to the objectives of the study (table 2).

Of the 24 studies, 14 were qualitative, 7 mixed
methods and 3 quantitative. Most studies were descrip-
tive (n=16). Of the countries included, seven are low-
income countries and three are lower-middle-income
countries.”’ Three countries are categorised as having
highest fragility, two as very high fragility, two as high
fragility and three as fragile settings. These countries
included Afghanistan,”** Bangladesh,"* Nigeria,**
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Table 1 Results of database search
Duplicate Unrelated articles Reviewed abstracts

Data source Results removed removed and titles
CINAHL (EBSCO) 237 185 113 68
Pubmed/Medline 236 236 76 58

Web of Science 268 247 86 63
Nursing and Allied Health 12 12 4 4
Scopus 314 275 47 47
EMBASE(OVID) 229 168 59 59
Academic Search Complete (EBSCO) 744 698 228 122
Maternity & Infant Care (OVID) 87 76 37 37

Hand searched 28 NA 2

Total 2477 (+23 hand 2126 779 461

search)

NA, not available.

Democratic Republic of Congo (DRC),*5* South Sudan
and Sudan,55 56 Ethiopia, Pakistan, Uganda and Liberia.
Afghanistan (n=7), Bangladesh (n=5), Nigeria (n=4),
DRC (n=2) made up most of the studies (table 2). The

definition and scope of practice for midwives were often
unclear for some countries, such as Nigeria, South
Sudan, DRC and Ethiopia. However, studies in Afghan-
istan, Bangladesh, Pakistan, Sudan and Liberia specified

Records identified through
database searching
{n=2477)

Additional records identified
through othersources
[n=23)

Figure 1

} l Identification ‘

J tScreenivng

J ‘ Eligibility

Included

Records after duplicates removed

{n=2126 )

k 4

Records excluded
(n=318)

Records screened
{n=799 }

¥

Articles excluded, due to
nat meeting the criteria
(n=422)

Articles assessed for
eligibility
n=461 )

L

Y

Articles excluded due to
yl Unclear study population or
aim, inadequate details on

Full text articles assessed
n=39)

findings and unclear
conclusions (n = 15)

Y

Studies included for the
final analysis
{n=24)

PRISMA flow chart showing search results, screening and included papers.

Homer CSE, et al. BMJ Global Health 2022;7:6006872. doi:10.1136/bmjgh-2021-006872



panuiluo)

's||yfs [eooeld Jo uolsinboe pue seyel ssed Jiay} Ul 9oUalByIp

ou sem aJay} ‘Buiuresy Buunp Jamoy Ajpybiis sem aouewlopad
oJwapeok JI8Y} pue [0oyos ybiy paiajdwod pey saiunwiwod Aq
pajos|es sajenpelb Asympiw Jomay allUM “JINN dYk A %6 pue
SHI AQ payinIoal 9% et Yim pasedwod ‘Ssuoieo) [eind ul Bupiom
aJom seyenpelf pajos|as-AYuNwWon JO %9 (3INN) uoieulwex3
aouelug AlsIanun [euolieN eyl A 928 pue (SHI) Seousios
UieaH Jo ainyisu| 8y} AQ Uasoyd %t/ yum pasedwod ‘pakojdwe
aJoM saIUNWWOD AQ pajosjas sayenpeld Aejmpiw JO %96

Juswebeuew

wouy poddns ayenbapeur pue saiiddns jusiolynsul ‘walsAs Jiys
B JO }OB| ‘peOoIOM By} pawelq pue Jybne} usaqg pey Asy) se
a1e0 apinoid Jou pIp A8y} Jey} paLINduUoD SSAIMPIW PUE S10}00(
‘Juawabeuew Aq ainsuad o} Buipes| SeyelSIW JO MSII JUBISUOD
8y} pue aouewlopad Jood ‘uoisneyxs Jeis ul paynsal Ajgepnsul
wa)sAs YIUs B JO 30B| 8y} 2laym JuswuolIAuS Buiiom ybnoy

B Ul 9AIAINS 0} BulinoAeapua Aldwis aiom siaquiaw jeis 1So

S$9W021N0/s}nsaYy

‘uole00| pue
snjeys Juswhojdep
pue ‘s||iys pue
abpajmouy ul
aouewioped
‘poylaw uol3osjes
‘sojydesbowap

10} PaloOEBIIXe BlEP
pue pamalnal
olom soaules} g/ |
9y} Jo spiodal
juspnis MIN
‘Aonins
aAjoadsollal
/Poyiawl paxiin

(2ousadxa
sseak g -syuow
9 UM sSAIMpi 8

SOAIMPIW JOIUSS
2) siuejsisse a1eo
pue seAImpiw
paiienb Aimau
‘510100 juapIsal
‘SOAIMpPIW pue
$10}00p Joluss
Ulim pajonpuod
QJoM SMBINIBIU| €2
Apnis
ojydesbouyie

/oNYelend

KBojopoyla N

sjuspnis
pue sajenpe.b
Kiapmpip

‘uoljeuIWEXd
leuoljeu e ybnoyy
payiwpe oym
8s0y1 yum
uonesijigow
Ajunwwoo
ybnoiyy spasu Ajunwwiod
pojo9|es alom [enJ pue spiepue)s
oym sejenpelf  [euoleonpa usamiaq
Aiajimpiw Jo  suoisua} :uejsiueybiy
oouew.ouad 101)4u09-3s0d ul
asredwo) Buiuresy Aajimpin

a1eo
Inpyoadsai Ayjenb-ybiy

‘2Je0 Jo  Jo abus|[eyd ey} pue

aInyno aio|dxe 0} yeis Ajulerew ueybyy

SJUB]SISSE 8JBD PUB  S8OIAISS AJopMpIw J0 AydeiBouyie uy

SI0}00p ‘SOAIMPIA

dnoub yob.ue]

JO JUBISSBSSY ¢ SWIIOIA JO SUIB|IIA

uonuanIdu| SL

Ayibes 1seybiH

Ayibes 1seybiH

uoneoissed

uejsiueyBy

uejsiueyBy

sauunoyn

0»C H0Z Y00SuB)

46102
‘plousy

aeak Yoyine isai4

Homer CSE, et al. BMJ Global Health 2022;7:e006872. doi:10.1136/bmjgh-2021-006872



panuiluo)

‘senuoud pue
s1saJ91Ul ‘smaln Buiedwoo pue ‘uoiiubooal [euoissajoid JO XOoe|
‘syuawnoop Aoljod Buipoddns o 18S [N} B INOYNM SJUBWIHWIWOD

|euoljeu aiem sabus|ieyd ay] "Suoljeloosse AisjiMmpiw Jo
juswysi|gelsa ayj ul padjay pue ‘siap|joyayels pue sjeuolssajold
Asyimpiw Jayiabo} 1ybnoiq SpJepue)s [Buolieu pue [eqojs)

uolyeonpg

Kisyimpiw jo

luswiysi|gelss oy

anirelend) SONIMPI\  Solfelelis Ssassy

ledaN pue
ysepe|bueg ui Apnis
aAllelenb e wouy
sBuipul ‘uoissajoid
Kisyimpiw e Buipjing
uaym salbalens

pue sabus|eyo 8102

‘sepjunuoddp  Buines ojibelq ysepe|bueg ‘ualbog 8

10308s 2liqnd ay} ul Buluueld seoinosal uewny

1usiolaul pue ‘pwoddns aoe|dyiom pue saiiunuoddo Juswdoersp
leuoissajold ‘sjans| Arefes ‘Ayunwiwiod pue Ajiwey jo uoddns ‘sease
[ednJ Ul SUIBOU0D AJINDSS |IAID 8PN[OUl SOAIMPIW JO UOIUSIa) Joa)e
Jey} SI03OB} JaU1Q J9aIed S 2)IMPILW B Ul UO J9)E| UOIIUS}aI pue
juswAoldep Buunsus o} Aoy ayy sI uoios|es ajeudoidde ‘|lesonQ
*sOIUljo Ul Buppiom pue ‘isod paubisseaid Jay 01 JuswAoldap ‘yjasy
Buiurely sy} ‘esulely e se uoloses Jay Buipnjoul Yojoss olgnd

U} Ul Jo8Jed Jay INoyBnoIy} 8jIMpIW & J08YE SI0}OB) [eJONSS

91=USMHO
‘9L=u pakojdwa
Apawuioy SpIN
‘) 1=u pakojdwa
Ajpuauno pAIN
‘Gg=Uu sjuapnis uawAoldap (MIN)
MW ‘gg=u Asapimpiw ypm
slop|oyaxers SI9P|OYSYE]S POeIOOSSE SI0}OB)
aAljel[END J8YI0 PUB SBAIMPIA JO uolienjens

saouinoid
1yb18 Ul SBAIMPIW JO
JUBWISSASSE aAlje)l[enb
V :uejsiueybiy ul
J0108s oljgnd ayj ul
SOAIMPIW JO UOIUS}BI €102
ay) Burouanpul sioyoeq  Ayjibel 1saybiH uejsiueybyy ‘POOM 9

SaWO00IN0/s}Nsay

KBojopoyia\ dnoub yab.e uonuanIdu|

9Nl  uoneoyissed sauunoy  Jeak “oyine isii4 #

006872

Homer CSE, et al. BMJ Global Health 2022;7:€006872. doi:10.1136/bmjgh-2021



panuiluo)

‘slajsuel} Jo
108dso.d pue podsuel; ‘uolepowwoode ‘uawdinba yim suieouod
passaidxa saAmpiw 8y} Jo uoiuodoud jueoiiubis B 49A8MOH “unJ
Buo| sy} ul 10108s o1lgnd 8y} Ul HJIOM O} aJISap B papodal SSAIMPIW
Jle Aeau pue ybiy sem Buiisod juaind 8y} Jo sjoadse snoueA ay}
UHM UOI}OBJSIIES 8Y] UOIIBPOLILLIOIIE 981} PAAISOaI %0 PUB
s[elia]ew [BUOI}BONPS 10} Buipuny PaAiadal %9 SlIUm ‘SIoniem

99} UOI1IN] PAAIBOAI %G ‘SOAIMPIW BZE 10 INQ "dwwelboid

J1ay} Buunp saiuNwiwo [eanJ 8y} 01 pey Asy} ainsodxa Jo

1oA8] 8y} Jo uoildaoxa ay} yum ‘swwelboid uoieonpa Jivy} Jo
SUOISUBWIP JUSISHIP YUM PBYSIFES 819M SSAIMPIW BY} JO ISOIN

‘wv1sAs yyeay Buisixa syl Ul SSAIMpIW

leuoissajoud jo JuawAol|dap aAi30ays a|qeus o} |aAs)] Aoljod 1e
papoddns wniNoLIND pasipiepue)s e pue siayoes) pasedaid-jom
aINsud Jaypuny sjusuodwod sy ‘soioppom Aispmpiw Buodis e

0} 9]NQLIUOD d0USY PUE ‘WN|NDLIND AIBJIMPIW 8U} JO SBLWO0INO
Buluies| papusiul 8y} 9ASIYOE SJUSPNIS AIsjMpIW Jey} aInsus

0} aysinbalaid e aiem spusuodwod payuapl ay] " saibaiesis
JUSLUSSOSSE, PUB ,SBDIAI9S PUE SBIH|I0B) ‘S90IN0SAl, ‘ JUSUOD
wnnoINg, ¢ Apoq spnis, ¢ Aynoey Alajimpiw, ‘ uonesiuiwpe
pue uonesiuebio, :surewop pue salobaled Buimol|o) a8yl Japun
pajuasaid ale |00} UoIFelPaIOd. S|Y} Ul PapN|oul 8q O} sjuauodwod
juepoduw| "ysepe|bueg Joj |00} JUSWISSSSSE UOIjelpalooe
014109ds-1x81U09 B Jo Juawdojansap 8yl ojul ybisul SapInoid

SaWO0oIN0/s)Nsay

‘sjuepnis
Kspimpiw pue
SSAIMPIW gt
UM suo|lssnosip
dnoub snooy xis
Buonpuod pue
SSAIMPIW 62E
Buimainiaiu|
poyisw pexiN

‘awwesboud
uoleonpa
Kopmpiw

ewo|dip sieak
€ 8y} buiyoesy
s10]eONpa

Buisinu gz

*(eareuuonsanb
anidiuosap pue
anneyuenb Buisn)
spoyisw pexiN

KBojopoyia\

dnoub yab.el

aympiw
paiienb se 1sod
[BOIUIO 1S4 J1BY}
pue uoleonpa
AKiopmpiw Jioyy
uo sjuepn}s
KisyimpiiA Jo
saoualedxa

SOAMPIN

uofeonpa
Kispimpiw 1oy
|00} JusISSasSE
Uol}e}IpaIooe
olj109ds-1xa3u0d
B JOo Juswdojenap
Jo Ayjiqisesy

SOAIMPI sy} ssessy

uonuanIdu|

Apnis
poy1ow paxiw e wo.y
sBuipuly :ysepe|bueg

Ul SOAIMPIW JO BIPED

Ssessy  Mau B Jo seousiadxy

ysepe|bueg

ul uoiyeonpa Aisjimpiw

Ayrenb Buiwaye oy
|00} JuBLISSOSSE
uoljeypaiooe
o1}109ds-1x91u0d

€ Jo Juswdojenaq

oL

Bunies ejbeiy

Bunies ajbeiy

uoneoisse|o

ysepe|bueg

ysepe|bueg

sauuNoy

1,020 ‘Uewez

,»810€ ‘usibog

Jeah “oypne isiig

[43

oL

#

Homer CSE, et al. BMJ Global Health 2022;7:e006872. doi:10.1136/bmjgh-2021-006872



2
1S
2
%)
o
®
-
o
-
S
=}
I
N~
[o=]
©
o
o
[
~
N
N
o
N
5
L5}
R
g
S}
]
=
=
]
®
—
3
i
1]
[
Pt
5
£
o
=

*S9IAAI[OP WY UBQIN Ul 9SB8108p
julod abejusoiad {7 JUSIINOUOD B pUe ‘SOJUljO J0108s olignd uegin sAaning yyesH
18 $90IAI8s Bulypiqg 1o asn ay} ul aseasoul uiod abejusosad B pue olydesbowsq S99IAISS (YMIgP[IYo
SBeM aJay] 9SIMIBY}0 8Jed JYBnos aAey J0U PINOM OUM USWOM ueabIN pue [ejeusjue aWaYos 9oINIeS
AQq uanup sem abueyo siy] ‘Apnis snoinaid e wouy sbulp! 10 sisAjeue ‘al) OL18ISAO  SeAIMpPIW UELISBIN 8y}
Buie10qo.ioo ‘solulfo 10308s olignd [eJnJ 1B SaOIAISS [eleusiue QAl}0ads0a)  S9OIAISS O1191Sq0 10 @sn ay} ul IMpI Aupbeiq
J0 @sn ay} ul 8seasoul Julod abejusoiad G e 0} ps| SSIN Sy L /oAljelIUBND  POSN OYM USWIOAN SpuaJ} ssassy ybiH Aiap eusbIN 058102 ‘w3

SaWooIN0/syNsay ABojopoyro |\ dnoub jebuel uonuanIdu| SNl  uonesyIssed sauunoy  Jeak “oyine isii4

BMJ Global Health




panuiRuo)

'suoseal
payelal-Ajiwey 4o} uolssajoid By} Ya| PeY SSAIMPIW-XS SO
'S2IPN}S AUS{IMPIW JBYLINS MO||O} JO SBAIMPIW SE BUIdIOM anuiuod
0} PAjUBM SBAIMPILU }SOW ‘SUOIIPUOD 8say} ajdse( “sall|ioe}

Ul YIOM O} SjuepUSe YIq [euolipes} Bulures) pue salddns Joy
suolyesiueBlo [eo0] BUIAQUO| ‘YIOM WIE) WOJ) POO) PUE SWODUI
Buyessuab se yons saibajelis Buidoo padojansp aney sbuimes
9SO0U} Ul SSAIMPIIA "SIOLISIP Ueay [edns swos ul Bulyesado enjiw Aq
pasned Ajnoasul Ag paussIom SEM UOIENYS SIY] “JusWUISA0B sy}
wouy Arefes ou pue ‘poddns [euoissajoid pue sa)ddns ‘quswdinbs
JO 30B| 0} 8NP SUOKIPUOD BuIIoM Jood ‘siaxiom yjesy paienb

Jo safepoys snoliss :sabus|eyd Yiom Auew paoe) SSAIMPIN

obuo) jo

ol|gnday olyesoowsq

SaAIMPIW 22 ‘92UINOId 1IN} JO

UHM SUOISSNOSIP sbBuipes o|ibeJ) pue

dnoub snooy g pue [eanJ 8y} ul Buppiom jo

SOAIMPIW-X® 9 uoljelidse Jealed saousLadxa ,SOAIMPIW

puE SSAIMPIW 92 aJniny 0} SSAIMpIW 1,SUOIIIPUOD YNDIYIP

YHM SMaIAIBIU| -X® pue Jua.LNd Aian ur uswom djay
‘Apnis Aiojesojdxe Jo seousuadxe 0} pasedaid Buleq Ayji6es

/enieyend SSAIMPIN Ssossy sl ajimpiw e Buteg, UbIH Asep o4da ¢5020¢ 'eqeg 8l

*2Je0 BUISSB00E O} SIOLUE] SE Pal4JUSP] OS[E oM

“ubiu 1. Apenoiued ‘yels Jo soussge 8y} pue uolenodsuel Jo
»oe| quawdinbs pue sBNIp [BUSSSS JO YOB| BU} ‘SIoLIE( [EIOUBUIL
INOQE| 4O 19SUO USPPNS B} SBM UHIC SWOY 0} USWOM AQ payo
uoseal [edioulid 8| "SSBUBIEME JO S[OAS| MO| WO} POLLLLSLS
PBjUBWIIOD SJaquIBW AHUNWIWOD PUE SSAIMPIW YDIYM ‘Yuig

awoy BuLINOAE) 8}E]S UIBUHOU SUO Ul USWOM JO Ajliofew B yim sJoxew-Aojjod euBBIN Ul oWBYOS

‘SO1eIS USOMIBQ S9OUSIOHIP S|CBIOU DLUOS 8J9M 8I9] "PepUBIUl  {| PUE SSAIMPIW 90IAIBS SOAIMPIW BY}

UBY} 8WOY J8 YHIg 9ABB USWOM 810w ‘@43usd yyesy Arewnd e ul 9| ‘UsWom gy AQ panJes seale Ul

yuig oAb 0} sseubulim juaiedde ue pue aied jo Ajjenb penieosed ‘pajonpuod SSIN AQ pepinoid  seousadxe S,UsWOM

By} Ul sjuswanoidwl 911dsep YeNMOH "SBAIMPIW JO Jagquinu 2JoM SMBIAIBIUI SO0IMBS Alaympiw  puesiepun o} Apnis

BuISEa1OU| UB JO }NS8l B SE 9180 Ajuiolew Ul sjuswanoidwl]  Painjoniisiwes g/ sioew-Aoljod  jo Ayenb eyrjo  eAneyEnb e ‘esed o} Ayjibes

anysod usaq pey ey} 1ey} pepodas sjuediorped Jo Ajuolew ay | SAIJBH[END  ‘SOAIMPIW ‘USWOA\  Uoljen|eAs joeduw sJolIeq Jus)sisiod yBIH Asop elabIN 269102 ‘Aoix3 9l
SawWooINo/synsay ABojopoyro |\ dnoub jebiel uonuanIdu| 9Nl  uonesyisseod sauunoy  Jeak “oyine isii4 #

aibeaq

Homer CSE, et al. BMJ Global Health 2022;7:e006872. doi:10.1136/bmjgh-2021-006872



‘suoljesiuebio [ejuswUIBAOB-UoU ‘SO ‘0Bu0Y Jo dligndey onesooweq ‘OHA exIom yieay Ayunwwos ‘MHO

'9JeD P|IYO PUB [BUJSIEW PB]|IYS O} USLOM
[elnJ JO SSOO0E By} PaIOLISal YOIUM ‘SBIHUNLILLIOD UMO I8y} UIYHM
Aljgow  SMIND peroaye seale 1Y-101juod Auew ul Ajnossul Jo
slea} pue AHAIHISUSS JOPUSL) "S)UBPUSHE YUIQ [BUORIPEI} Pa|[IMSuUn
uo aJjow paljal A8y} yolym Japun SaiHuUNWILIOD ay} Ul jusjenald
SOO0QE] JUaJayul 0} SSOIAISS JISU} JO UOIIESI|IIN MO| pajngLie

SMIAD 1SOI\ "S92IAISS JIdy} 8sn 0] wiay} apensiad pue uswom  sjuedionued o0 L (HONW) uejsied
jueuBaud Jo 1snJy sy} uim o} 8|66n.Is 03 pey SMIAD ‘©10j8I8Y]  YHM SUOISSNISIp y1eay pjiyo pue 10 s@ouln0id OM] WIOJY
Yeam aq 0} puno} sem swiwelboid HONIA PUB S8IIUNWWOD 8y} dnoib snooy G [BJeUOSU [BUJSJBW  UONESI|IIN 9JIAISS Apnis annreyenb v
usamiaq uoleslunwwo) “Aianiep pue Aoueubaid Buunp uswom puUE SMaIAIBIUI ul siebeuew pue  (MIND) SSAIMPIW 1S9IIUNWWOD JIdY}
0} puajie 0} a|gejiene Ajuspuadapul 8q 01 ‘sme|-ul pue spueqsny yidep-ul g sJsosiniadns yyesy Ayunwwoo ul Ayjigeidaooe
Alle1oadsa ‘saljiwey J1oy} Wouy suonoulsal pasusuadxa spMIND  Buisn aanenenp a[ewsy ‘SpIND JO uoifeneA ,SaAIMpIw Ajunwiwo) Aujbeiq ybiH uejisied 662 10T ‘PAWLY e

‘POMBINISIU| BIOM S90INIBS
9/ JO 1IN0 seAIMpPIW 2JB0 UIOgMaU
9€ JO |ej01 v pue oueIsqo
‘suoljeoldwoo AoueuBaid ‘o Msu 1. Jo ‘Yum uswom abeuew  Apnis aaidiuosap KouabBiowa epuebn
pue Ajyuapl 03 Ayjiqeul Jisy} 03 enp a1ed AlaAljep pue [eyeusiue |euoi}09s-ss0iD) uswiom Jo Ajllenb jo  ‘Jousig 130J0S Ul 818D
Y109 Joj Ayienb Jood jo aseo Buipinoid aiem saaimpiw Aueln /poy1aw paxin pUB SeAIMPIA juswssassy  Auspmpiw jo Ajend  bBumes sjibelq epuebn 240002 ‘ehey 22

‘suelolyelpaed pue

ss160j00aBUAB uepnsg yinos ui Apnig

‘AIonijep seolnes Joedwl  ‘sjuepuspe yuiq SAIIRY[END V S90IAISS

SJOIJU0D pawLie pue [eanjod Jo }nsal e Se AJjigeisul AIN0as  [BUOIHIpEI) paules} oy} Buinieoay

‘alowIsypnS "8oueWLIOMad MO| PUB UOIJBAIJOLIBP SISMIOM UYESY  ‘S8SINU/SBAIMPIW woJy syualD ey L

JO SjUBWISIS Jofew BJaM SBAJUSDUI [eIOUBUI-UOU JO SULIO) JSU10 Buipnjoul yeis Bunuanaid sioyoe4

Jo @ouasqe pue Asejes mo| ‘Ajunpoddo Bulurel; pue uoisiniedns HOW yum 8y} Jo suoidadiad

O 30€]| ‘UolIPPE U] "'S82IAISS Y}[eay Jo uolsinoid 0} sialiieq Jofew SMaIAIBYUI JIBY] pue SedINIeS

alom Alddns Jayem pue A)oLos|e Se Yons Ssali|iin JO 3oe| pue -yidep-ui g s[euoissejoid S9OIMBS  aJeD [eulslel Janlled

sa||ddns pue juswdinbs [eoipaw JO 3oe| ‘Yels JO Uoljeulpiood pue Apnis Alojesoldxs  (HOIN) Yiesy pliyo yieay uiogmau 0} SISO Yl eaH
juswabeuew Jood Se yons ‘waisAs yresy ay} wouy poddns papwi /eAITelend pue [eussle pue [eusele|N 8yl Aq peoed sielueg  Aujibeid 1seybiH uepnsg yinos 8102 ‘obn 02
S9WI091N0/S)NSaYy KBojopoyla\ dnoub yab.uep uonuanIdu| SHL uoneolyIsse|d soLuNo)  Jeak Yoyine isiig #

006872

Homer CSE, et al. BMJ Global Health 2022;7:€006872. doi:10.1136/bmjgh-2021

10



8 BMJ Global Health

Barriers and enablers
- community awareness and

Effective support systems
- education and professional
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engagement [ Q 5 Y development
- security and safety | midwifery - supportive supervision and
- salary and benefits \ care mentorship

- infrastructure and supplies
- culture and gender norms

- workforce planning and skill mix

Figure 2 Barriers and enablers and effective support
systems for quality midwifery care in humanitarian and fragile
settings.

the International Confederation of Midwives standards
and scope of practice for the midwives in their reporting.

The two themes based on our objectives were (1) the
facilitators and barriers to an enabling environment,
and (2) the importance of effective support systems for
midwives. Subthemes were identified under each of these
main categories (figure 2).

Facilitators of, and barriers to, an enabling environment for
midwives

Facilitators included community involvement and
engagement and an adequate salary and other incen-
tives or benefits to attract and retain midwives. Barriers
included security and safety concerns, culture and gender
norms and a lack of infrastructure and supplies.

Community awareness and engagement

Ten studies discussed the importance of community
involvement to facilitate quality midwifery services. Two
studies highlighted the importance of community collab-
oration with the health system to provide a safe environ-
ment for midwives.”’ *” One showed how an engaged
community in Liberia positively influenced service provi-
sion by helping to construct a maternity waiting home:

The community helps because to construct the building,
the community provided sand, they provided bricks, and
they provided gravel. They help a whole lot so that the wait-
ing home can be built, so that their sisters, their cousins,
will have access to the place there...The community is very
happy with the maternal waiting home being in this area.
Other areas do not have access to a place like this, so they
are really suffering [Liberia].”’

In this study, the community understood the role and
function of midwives and supported women’s access to
services. Where there is no trust from the community,
women will use local untrained birth attendants despite
the availability of a trained midwife, as shown in studies
from Pakistan, Nigeria and Bangladesh.* **5*%® In the
absence of communication, information sharing or trust
building with the community, traditional birth attend-
ants may guide women and girls away from midwives. For
example, a manager from Pakistan explained:

[there was a] poor response of communities [toward mid-
wives] because of their trust upon TBAs [traditional birth
attendants] and lack of marketing of [midwifery] services.
TBAs also misguide the people about community midwives
as they have apprehensions that community midwives were
their competitors [Pakistan ] 8

When there is a lack of trust from the community,
midwives feel unsafe and unprotected, and fear that
the community might hold them responsible for any
maternal deaths.”®** For example:

... if awoman dies during delivery, then you will be in trou-
ble with the whole community, as everyone in the village
will be pointing at you that you are the person who killed
their mother, their sister [Democratic Republic of Con-
go].”

Coordination with traditional healthcare providers,
such as traditional birth attendants, was essential to facil-
itate access to midwifery services. For instance, a midwife
said:

Services of the community midwives are better utilised

when they are offered in coordination with some other

health care provider within the same communities [Paki-
58

stan].”

In the DRC, one study reported that, due to trusting
relationships, traditional birth attendants had been
recruited into the health service to support midwives:

The head nurse, in partnership with the health centre
committee, and the midwife organised a census where they
identified different birth attendants in their area, recruited
them for a training on basic midwifery practices, and after
they completed, they were integrated to support the mid-
wife in the health centre maternity services [Democratic
Republic of Congo].”

Security and safety

Nine papers described how security and safety concerns
were significant barriers for midwives to provide services.
These resulted from war, civil unrest, bombing, smug-
gling and sexual harassment.” *! 4% 4049 5153 5558 g
included physical as well as psychological safety issues,
although most papers focused on the physical aspects.
Concerns about safety and security contributed to low
staff retention and lack of job satisfaction. For example,
in Afghanistan, the Taliban frequently attacked health
facilities and midwives were unable to travel to a woman’s
home to attend a birth.*! # Similarly, in the DRC, mater-
nity care facilities had been attacked and robbed by mili-
tias.””** Travelling to and from these facilities was stressful
and difficult for midwives, as the militias patrolled roads
and attacks on midwives had occurred. Midwives were
reluctant to refer women and girls with complications to
referral hospitals as the roads were dangerous to travel
on.”" A midwife in Afghanistan said:

The most challenging thing is safety. This problem with
lack of security is very, very difficult and challenging for
us, both for me as a midwife to go to work, and also for

Homer CSE, et al. BMJ Global Health 2022;7:¢006872. doi:10.1136/bmjgh-2021-006872
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the women in labour. When going to the clinic we use the
same road as the bombers ... we are on the roads where
something happens every day ... Something ... an explo-
sion, a suicide ... or something else ... It makes moving
from one place to another very dangerous and difficult
[Afghanistan] M

Midwives in South Sudan were afraid to attend births
at night, even in their own community, due to threats of
attack by smugglers.” One said:

The night shift is very dangerous. Sometimes there are
thieves who will beat the midwife at night demanding mon-
ey from them. All of us here are women and we don't have
strength to fight if anyone attacks us. We only pray to God,
so we can be safe at night [South Sudan].55

Similar situations were described in Nigeria where a
lack of security and an absence of staff accommodation
made health workers feel unsafe within the facility, espe-
cially at night when no other staff were present™ >":

... some already married midwives were asked by their hus-
bands to return back home: ‘I don’t know specifically why
others left but for me why I left... there was no water in the
community, no electricity, no market, the accommodation
is very poor. No security, no protection, young boys in the
village come to peep and open our curtains when we sleep
[Nigeria] o

In Bangladesh, midwives also had to deal with high-
risk transportation, unsafe accommodation and sexual
harassment. One said:

One of the sisters [midwife] told me her story. She works
for Upazila Health Complex, and her house is quite far
from her workplace. Every day she has to walk there and
she has experienced teasing by men on the way to work,
and it makes her feel unsafe [Bangladesh] 46

Midwives in Bangladesh also expressed their fear of
harassment when working night shifts:

... if a midwife works night shifts she is considered immoral
and she has to subject herself to different forms of harass-
ment such as teasing—the making of unwanted sexual re-
marks or advances by a man to a woman in a public place,
and physical and sexual violence [Bangladesh ] A6

In Nigeria, a specific intervention to address safety
and security issues for midwives was put in place.”’ The
community assigned a security guard at the health facility,
installed a secure fence around the facility and provided
accommodation for midwives within the health facility.
This improved service utilisation:

Availability of staff accommodation within the health fa-
cility resulted in more health workers living within the
facility, thus making health workers feel safe at night, be-
ing aware that other co-workers and their families were
living in the facility. This increased the provision of 24h
services, and utilisation, especially at nights, which ex-
plained how security personnel and healthcare staff were
availﬁalble during nocturnal obstetric emergencies [Nige-
ria].’

Salary and benefits

Salary and other incentives or benefits were important
facilitators, especially to attract midwives to work in these
areas and to retain them. A lack of adequate salary was
frequently mentioned as a barrier by midwives:

We are paid less by the state government, and also there is
no promotion, no bonus or reward, and the salary is not
enough for us to feed our families. [South Sudan] 55

One study from the DRC gave an example of local
support in the areas where the government could not pay
the salary to the midwives:

. the local chief could give a piece of land so that the
local population cultivates for the midwives working in the
health facilities, or they can grow food for all health work-
ers in the health facility as they do not benefit much from
the health facilities [Democratic Republic of Congo].*

Another study from Bangladesh also reported a lack
of provision of quality services by midwives as they have
to work in different jobs to generate an adequate salary.
One midwife said:

Working two different jobs makes a midwife exhausted and
increases the chances of her [midwife] not performing ap-
propriately [Bangladesh].”

Infrastructure and supplies

Twelve studies reported infrastructure to be a barrier.
This included the poor physical condition of the facil-
ities and a lack of essential medicines and equip-
ment. % 4 46 48495255 61 e mijdwife from Bangladesh

said:

If an emergency patient comes to the hospital and we are
running out of medicine and equipment, we have to ask
the patient’s family to buy those things from the pharmacy.
It takes more time to provide emergency services to the pa-
tient, which places the woman in danger [Bangladesh].*

Limited access to water supply and other utilities were
also a barrier to the delivery of quality services.” **®' One
healthcare professional from Nigeria said:

It has been months and there is no power at the hospital.
Without power you cannot operate, you cannot sterilise
or save women’s lives in obstetric emergencies and all the
blood in the blood bank was destroyed due to the electric-
ity [Nigeria].”'

Culture and gender norms

Culture and gender norms impeded recruitment of
midwives and the provision of quality midwifery care.
Some communities do not believe that young unmarried
women should become midwives, especially in countries
with high fragility such as Pakistan, Nigeria, South Sudan
and Afghanistan. Families do not allow their daughters to
provide home-based services due to insecurity and tradi-
tional norms,*! #2716 58

12
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Availability and effectiveness of the support systems for midwives
Thirteen studies reported issues related to the availability
and effectiveness of support systems for midwives. They
included: midwifery leadership education and profes-
sional development; supportive supervision and mentor-
ship; and workforce planning,* ** # 4849525561

Education and professional development
The importance of education and professional develop-
ment for midwives as a support mechanism was the focus
of 13 studies from Afghanistan, Bangladesh, Nigeria, the
DRC and Uganda,*® * #4749 5554 82 o6 studies iden-
tified education for midwives as a means to improve
quality, build capacity and overcome midwifery shortages.
However, it was challenging for midwives to access quality
in-service education or travel to other areas to receive
training, due to the lack of safety and security. One study
from Uganda reported poor quality of care was due to
poor or inadequate pre-service education or continuing
professional development for midwives."

The issue of safety and security concerns limiting
midwives’ professional development was highlighted by
a midwife from the DRC:

Most training is organised in the urban areas, and they
could not attend as they were asked to pay for their own
transport, which they cannot afford, and travel is risky giv-
en that the militia was patrolling the roads [Democratic
Republic of Congo].”®

The lack of academics to educate and support midwives
was also a challenge, for example:

The opportunity for collaboration is in standards, for ex-
ample, of faculty development; there isn’t an existing cadre
of midwives who can teach in the country because it’s no
academic tradition, so how do you develop a good cadre of
academic faculty for midwifery? [Bangladesh]"

In some cases, the relative scarcity of pregnant
women made it difficult for midwives to maintain their
skills.” ** As a result, emergency obstetric and newborn
care services were not always available in health facilities
in Afghanistan™ **:

If she [midwife] is in an environment where she is un-
able to practice the skills she has learned, this is very de-
motivating and may cause them to leave the profession
[Afghanistan] 2

Supportive supervision and regulation

Supportive supervision and regulation of midwives plays a
critical role in improving quality care. Six studies reported
significant gaps in this area such as irregular supervision
or supervision by a non-clinical person. Sometimes, due
to insecurity, supervision did not happen. Supervision
was often seen as a means just to gather medical records
data and provide administrative feedback rather than
to provide support for the midwives.™ ** ** If a clinical
problem was identified by the supervisory team, there

was often no structured follow-up or practical interven-
tion offered to midwives.™ *” For example:

Supportive supervision will require a fundamental change.
The role of supervisors, currently is focused on documen-
tation and paperwork and [supervisors] lack the expertise
to serve as role models for providers. Supervisors should be
encouraged to observe providers with patients, offer con-
structive feedback and instruction on good care, and enlist
management support [Afghanistan].*’

Midwives in Sudan who received frequent supportive
supervision, such as follow-up training and clinical feed-
back, reported an improvement in their ability to manage
emergency cases, make decisions and record data.”® One
midwife said.

The presence of supervisors helps me a lot when I deal with
emergency cases and decisions about referral [Sudan] 6

Workforce planning

Two studies highlighted how a lack of workforce planning
was a barrier to providing midwifery services.*** In these
studies from Afghanistan and Bangladesh, midwives had
to provide services in clinical areas in which they believed
they were not competent and had not received adequate
training, including dispensing medications, management
of non-communicable diseases and administration.”** In
Bangladesh, almost 40% of the tasks a midwife performed
were unrelated to their scope of practice.**

Two studies discussed the issue of mixed roles and
task shifting for midwives as a workforce solution.** ** In
some HFS, such as the DRC and Afghanistan, midwives
are the only providers in health facilities. They have to
provide all clinical services to women, as highlighted by
an Afghan midwife:

I was the only female there working under serious condi-
tions. Most of the pregnant women here had disorders in
their childbirths so it was difficult to help them all by my-
self [Afghanistan].*

One suggestion for HFS to increase the number of
midwives in rural and insecure areas was the training of
other cadres of health professionals in midwifery skills.”*

DISCUSSION

This review aimed to identify the factors affecting an
enabling environment for midwives in HFS and explore
the availability and effectiveness of the support systems
for midwives. An enabling environment ensures that
midwives are working and living in an environment that
is safe, with access to all resources to provide services to
the community. The facilitators to an enabling environ-
ment included community involvement and engagement
and having an adequate salary and other incentives or
benefits to attract and retain midwives. Across many of
the studies included in this review, safety and security
were noted as critical barriers that prevent midwives from
delivering services and accessing quality education and
training for professional development. These issues are

Homer CSE, et al. BMJ Global Health 2022;7:¢006872. doi:10.1136/bmjgh-2021-006872
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amplified in conflict settings, where they impact people’s
health-seeking behaviours and lead to a shortage of
healthcare workers, specifically female health workers.”
Other barriers included culture and gender norms and
a lack of infrastructure and supplies. Gender was also
linked to salary and benefits—midwives are almost always
women and gender pay gaps are evident in many coun-
tries.”*

Our review showed that specific policies and actions
are required protect midwives in HFS and to address
the safety of all health workers, protect health facilities
and mitigate the indirect impacts of conflict on sexual,
reproductive, maternal, newborn, child and adolescent
health outcomes. The rights of health workers to protec-
tion and security are mandated in international human-
itarian law (applicable in times of armed conflict) and
international human rights law (in situations that do not
reach the threshold of armed conflict).®* Some domestic
laws also recognise these rights. Furthermore, following
increasing violence against health workers and health
facilities in recent years,”” in 2016 the United Nations
Security Council unanimously adopted Resolution 2286,
which strongly condemned attacks against health workers
in conflict situations.”

A number of studies highlighted the need to strengthen
support systems for midwives and enable them to provide
quality services. A number of specific measures to support
midwifery services in HFS were identified, including
access to, and availability of, emergency obstetric and
newborn care and midwife-led services. For example, a
case study from Afghanistan noted that comprehensive
emergency obstetric and newborn care is inaccessible in
most provinces.67

A common thread in this review was the need to
strengthen the support systems for midwives to enable
them to provide quality services. Additionally, evidence
suggests that lifesaving reproductive, maternal, newborn,
child and adolescent health services frequently become
disrupted in HFS.%” A paper synthesising findings from
10 case studies from conflict settings found that essen-
tial maternal and newborn health interventions were not
clearly prioritised. Also, predefined packages of priority
services were commonly not agreed on or implemented.®”’
The studies included in our review identify a number
of specific measures to support midwives in providing
midwifery services including access to, and availability of,
emergency obstetric and newborn care and midwife-led
services. These measures are needed in all settings but
there are additional challenges in HFS, especially due to
safety and security concerns.

This review has also highlighted the essential role of
community engagement, awareness, trust and support
in delivering secure and safe care to women and girls in
HFS. These factors may address issues of access, accept-
ability, safety and security, although the latter two can be
challenging in an acute conflict environment. Commu-
nity engagement also means working with traditional
birth attendants who are trusted by the community on

preventative health. This includes raising their awareness
of the importance of facility-based childbirth, uptake
of sexual, reproductive, maternal, newborn, child and
adolescent health services and the critical role played
by midwives in improving health outcomes. An earlier
review also highlighted the importance of community
engagement and the critical need for recruitment and
training, support and security.'” Our review further
highlights the need for community acceptance and the
building of trust. Many women in HFS are migrants and
may receive care from people or systems that are unfa-
miliar to them. They may face language barriers and
issues of cultural acceptability. If they are from a minority
or persecuted population, they may possibly mistrust offi-
cials or other groups. Building of trust with the commu-
nity, perhaps through community leaders or traditional
birth attendants, is likely to facilitate greater uptake of
skilled sexual, reproductive, maternal, newborn, child
and adolescent health services.

The Lancet Series on Women’s and Children’s Health
in Conflict Settings has identified key interventions to
be delivered and prioritised in conflict situations. This
draws on the work of the Bridging Research & Action in
Conflict Settings for the Health of Women & Children
Consortium.*>* %% An adequate health workforce is key
to the delivery of these life-saving interventions. Health
workforce solutions include task shifting and task sharing;
rotation of senior staff to remote areas; hiring local staff
to nurture trust with local communities and value the
sense of duty of local staff in their own country.”’

A focus on midwives is needed in HFS as midwife-
delivered interventions have an important impact on
maternal and newborn health outcomes.'” These inter-
ventions are critically needed in all populations, espe-
cially in HFS, to reach those who are hardest to reach. Itis
necessary to have clarity on the role and scope of practice
of the midwife and the means to support and provide an
enabling environment. The latter includes professional
development, supervision, mentorship and the need to
have midwives in leadership positions at every level in the
health system to ensure prioritisation and health service
delivery. These critical elements have also been identi-
fied in the State of the World’s Midwifery Report 2021.**
Furthermore, the World Health Assembly highlighted
the importance of the midwifery workforce in 2021 when
it endorsed the WHO’s Global Strategic Directions for
Nursing and Midwifery 2021-2025. It also endorsed an
accompanying resolution calling on governments to
protect, safeguard and invest in the global nursing and
midwifery workforces, with a focus on education, jobs,
leadership and service delivery.”

Many of the challenges identified in this review will also
be relevant to countries categorised as low-income and/
or low-resource contexts. This is, in part, due to the fact
that most low-income countries are also humanitarian
and/or fragile contexts. For instance, of the 27 countries
defined as low income by the World Bank for 2021, 23 are
included in the classification of HFS used in this paper.”
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Therefore, these challenges need to be accounted for in
efforts to enhance quality midwifery-led services in low-
resource settings. It is imperative for these recommenda-
tions and statements to result in increased investments in
the role and safety of midwives in HFS. More research on
the best way to achieve this is also urgently needed.

Strengths and limitations

This review used a predefined protocol to contribute
to the global evidence on enhancing quality midwifery
services in HFS and increase attention for such an under-
researched area. We only searched journal articles in
English with an acceptable level of quality; therefore,
we may not have captured all available information.
Research on the role of midwives in HFS may not have
been captured in the search strategy, as often midwives
are invisible in the overall health workforce. For example,
we did not find evidence from some expected countries,
such as Somaliland and Somalia. Due to the definition
and scope of practice for midwives being unclear for
some countries (Nigeria, South Sudan, DRC and Ethi-
opia) data from all these contexts are missing.

Most studies were from postconflict zones; rather than
those in an active and widespread conflict situation.
Subsequently, we realise that countries included in this
review have or are undergoing their own contextualised
issues and fall on a broad spectrum of ‘HFS’; therefore,
the contextualised challenges, findings and mitigation
strategies identified in this review may not apply in all
contexts. Additionally, because of the dearth of knowl-
edge on this issue, we realise that this review has not been
able to explore in-depth the various nuances in providing
quality midwifery services in different types of HFS.

CONCLUSION

This review has highlighted a number of key facilitators
and barriers towards the provision of quality midwifery
care in HFS. It has explored the mutually reinforcing
impacts of an enabling environment, support system
and service improvement on enhancing the quality
of midwifery care in HFS settings. Key issues include
the need to enhance safety and security measures
for midwives delivering both facility and community
based sexual, reproductive, maternal, newborn, child
and adolescent health services, particularly in conflict
settings. Stronger community engagement is needed,
including collaboration with traditional birth attendants.
Midwives require training, mentoring and supportive
supervision and should be paid in a timely way. Leader-
ship capacity should be addressed. Strengthening each
of these areas should happen simultaneously to enhance
midwifery care in HFS.

This review has shown that more efforts are needed to
develop and implement effective, acceptable and feasible
interventions to enhance quality midwifery services in all
countries, especially in HFS. However, many gaps exist
in the evidence base. Our review, and the State of the

World’s Midwifery Report,”* provide a unique opportu-
nity for more action and financing in this space to ensure
better outcomes and experiences for all women, girls,
babies and families living in HFS.
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