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Abstract

Background: The Indian government has committed to implementing high-quality
midwifery care to achieve universal health coverage and reduce the burden of ma-
ternal and perinatal mortality and morbidity. There are multiple challenges, includ-
ing introducing a new cadre of midwives educated to international standards and
integrating midwifery into the health system with a defined scope of practice. The
objective of this review was to examine the facilitators and barriers to providing
high-quality midwifery care in India.

Methods: We searched 15 databases for studies relevant to the provision of mid-
wifery care in India. The findings were mapped to two global quality frameworks to
identify barriers and facilitators to providing high-quality midwifery care in India.
Results: Thirty-two studies were included. Key barriers were lack of competence of
maternity care providers, lack of legislation recognizing midwives as autonomous
professionals and limited scope of practice, social and economic barriers to women
accessing services, and lack of basic health system infrastructure. Facilitators in-
cluded providing more hands-on experience during training, monitoring and super-
vision of staff, utilizing midwives to their full scope of practice with good referral
systems, improving women's experiences of maternity care, and improving health
system infrastructure.

Conclusions: The findings can be used to inform policy and practice. Overcoming
the identified barriers will be critical to achieving the Government of India's plans
to reduce maternal and neonatal mortality through the introduction of a new cadre of

midwives. This is unlikely to be effective until the facilitators described are in place.
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1 | BACKGROUND

By 2030, maternity services in India will need to respond to
approximately 35 million births per year, nearly 75% of them
in rural settings.l India has maintained a steadily declining
maternal mortality ratio (MMR) from 212 in 2009 to 130
per 100 000 live births in 2014.2 This is high compared with
global standards, and the number of maternal deaths—32 000
in 2018°—is large, as India accounts for one fifth of global
births. This rapidly declining trend in MMR is not reflected
in perinatal and neonatal mortality rates (PMR and NMR).
The PMR declined from 26.2/1000 in 2001 to 23/1000 in
2016, and NMR from 40.2/1000 in 2001 to 24/1000 in 2014.
These more limited declines may be due to issues around
quality of care at the time of childbirth, especially for new-
borns. The overall MMR and PMR for India mask large vari-
ations between and within states; there are large inequities
in access to quality maternal and newborn care. Action is
needed to achieve the Sustainable Development Goal (SDG)
3 targets of reduction of global average MMR to less than 70
per 100 000 births and NMR to less than 12 per 1000 live
births by 2030.

India is one of several countries in the WHO Global
Quality of Care Network,4 which aims to halve the rates of
maternal and newborn deaths and stillbirths in targeted health
care facilities within five years by improving quality of care
around childbirth. This vision is underpinned by the core
values of “quality,” “equity” and “dignity” (QED)’ that ac-
tively strengthen quality improvement initiatives that are crit-
ical steps toward ending preventable maternal, newborn and
child deaths and achieving universal health coverage (UHC).
Quality maternal and newborn services require a well-func-
tioning health system, including investment in a strong orga-
nizational and management structure, infrastructure, a robust
health management information system, water and sanitation
in all facilities, and a health workforce educated and sup-
ported to have the necessary competencies, including the
provision of respectful care.

To improve access to care at birth, the Indian govern-
ment has promoted institutional births. The national Janani
Suraksha Yojana (JSY) conditional cash transfer program,
which supports institutional deliveries, and the Janani Shishu
Suraksha Karyakram program, which provides free antena-
tal, birth, postnatal care, and care for sick neonates through
30 days after birth, as well as free medications and transport,
significantly improved the proportion of institutional births,
but did not result in the envisaged decline in MMR or NMR.°
For many attending a maternity facility, there are concerns
about “unsafe” birthing rooms and poor quality of care’
which discourages use of public health facilities. Such ap-
prehensions reflect long-standing historical, as well as more
recent, concerns in India®® about the skill levels of birth
attendants.'*!!

One strategy to reduce maternal and neonatal mortality
is the provision of midwifery care from preconception to the
end of the six-week postpartum period. Evidence suggests
that maternal deaths, stillbirths, and neonatal deaths could be
reduced by as much as 83% if the full package of midwifery
care, including family planning and maternal and neonatal
health interventions, were implemented.12 Renfrew et al"
reported that midwifery care is most cost-effective when
provided by midwives educated to international standards
who are embedded in the health system with effective team-
work, functioning referral systems, and sufficient resources.
However, there are multiple barriers that prevent this full
package of care from being realized, especially in low-in-
come and middle-income countries (LMICs). Filby et al' re-
port how social, economic, and professional barriers combine
to prevent high-quality midwifery care from being provided
in LMICs.

Currently, India does not have a cadre of midwives
educated to international standards. Sharma et al® note
that India, “does not have national standards for mid-
wifery education and lacks accreditation systems to mon-
itor the quality of education.” Instead, there are a range
of practitioners providing some midwifery care: auxiliary
nurse-midwives (ANMs) who have completed a two-year
training program; general nurse-midwives (GNMs) with
a three-year program; and Bachelor's in Nursing (BSc)
practitioners who have completed a four-year program, as
well as a one-year Nurse-Practitioner in Midwifery (NPM)
course. Maternity services are provided by obstetricians,
general physicians, and staff nurses in hospitals in India.
The obstetricians are the legally recognized service pro-
viders for normal, as well as complicated, childbirth. The
GNM and BSc graduates work as “staff nurses” in hospi-
tals with dual registration of Registered Nurse (RN) and
Registered Midwife (RM). The standard of education and
training for these cadres is variable, and the midwifery
scope of practice of staff nurses is not clearly defined but
“circumstance driven,” depending on several factors; one
of these factors is the availability of doctors."® Such is-
sues work against the provision of quality maternity care
and indicate that there is an urgent need to evaluate those
factors that facilitate or hinder the effective delivery of
maternity services.

The Ministry of Health and Family Welfare (MoHFW)
in India recognized that institutionalizing professional mid-
wifery care, as recommended globally by WHO and the
International Confederation of Midwives (ICM), could
serve as a cost-effective and efficient model to provide qual-
ity care for mothers and newborns and to help achieve the
SDG 2030 goals. The MoHFW, therefore, unveiled a national
Midwifery Initiative in December 2018 by launching the first
“Guidelines on Midwifery Care in India™
create a cadre of midwifery professionals who are skilled

with the aim “to



MCcFADDEN ET AL.

in accordance with ICM competencies, knowledgeable and
capable of providing compassionate, women-centred, repro-
ductive, maternal and newborn health care services and also
develop an enabling environment for integration of this cadre
into the public health system, in order to achieve the SDGs
for maternal and newborn health.” This new cadre will also
be termed Nurse Practitioners in Midwifery (NPMs). It is
expected that providing skilled midwifery care will enable
increased access to quality care for underserved populations,
decongest overcrowded facilities, and effectively reduce the
burden of maternal, neonatal, and perinatal mortality and
morbidity.

The purpose of this systematic review was to examine
facilitators of, and barriers to, providing high-quality mid-
wifery care in India. The review aimed to identify current
gaps in the competencies of care providers, factors that hin-
der efficient service provision, and socio-cultural factors that
prevent the provision of optimal care to women and newborn
infants.

2 | METHOD
We searched for primary studies of barriers to, and facilita-
tors of, the provision of midwifery services in India. We also
included the WHO South-East Asia Region (SEAR) to locate
multiple country studies that included India.

2.1 | Search strategy
We searched the following online research databases during
November 2018: MIDIRS; MEDLINE and MEDLINE In
Process (via OVID); CINAHL (via EBSCO); CDSR (via the
Cochrane Library); DARE (via the Cochrane Library); HTA
database (via the Cochrane Library); Social Science Citation
Index (via Web of Knowledge); PsycINFO (via OVID);
HMIC (via OVID); ASSIA (via ProQuest); Social Policy and
Practice (via OVID); British Nursing Index (via ProQuest);
Research Councils UK—Gateway to research (via http://gtr.
rcuk.ac.uk/); OAlster (via http://oaister.worldcat.org/); and
OpenGrey (via http://www.opengrey.eu/).

Search terms adopting the following search architecture
were mapped to existing subject headings in each database.

1. provider terms: eg, “midwife” OR "midwives"
2. barriers and facilitators: eg, “barrier” OR “challenge”
3. location filter: eg, “India” OR “South East Asia”

The final search strategy involved headings that were spe-
cific to each database, key words, and free text search terms;
truncation and wild cards were used to increase sensitivity
(see Table S1 for example search used).

B Wi Ey-

2.2 | Screening process

Two reviewers independently screened the titles and ab-
stracts and reviewed full texts that met the inclusion criteria.
Studies were included if they focused on issues relevant to
the provision of midwifery care and were published in the
English language. We did not limit by year of publication.
We examined reviews to identify primary studies that were
set in India and met the inclusion criteria.

2.3 | Quality assessment

The methodological quality of studies was assessed by one
reviewer, using domains appropriate to study research de-
sign. Quantitative studies (nearly all were surveys) were as-
sessed as being: \/ = low risk; X = high risk; ? = unsure treat
as high risk for the following domains:

Selection bias: representativeness of sample to target
population

Study design: appropriate method used to answer the
study questions

Data collection method: valid and reliable method of data
collection

Confounding: possible sources of confounding explored
statistically

For qualitative studies, we performed global assessment
of study quality, dichotomized according to whether they
appeared to be “strong” or “weak.” Strong studies included
clear exposition of methods of data generation and analysis,
triangulation of data, respondent validation, and reflexivity.
We assessed the nature of the evidence reported in the qual-
itative studies in terms of the “typologies™ of their findings
classified on a continuum of data transformation, from find-
ings that are not qualitative (no finding, topical survey), to
ones that are exploratory (thematic survey), descriptive (con-
ceptual/thematic description), or explanatory (interpretive
explanation). 16

2.4 | Evidence synthesis process

To gather data pertinent to high-quality midwifery care, we
mapped the findings of the included studies to two global
frameworks: (a) the Framework for Quality Maternal and
Newborn Care (QMNC), as detailed in The Lancet Series
on Midwifery," and (b) the WHO standards for improving
quality of maternal and newborn care in health facilities."”
The QMNC framework'® considers Practice Categories;
Organisation of Care; Values; Philosophy and Care Providers.
The WHO standards for improving quality of maternal and


http://gtr.rcuk.ac.uk/
http://gtr.rcuk.ac.uk/
http://oaister.worldcat.org/
http://www.opengrey.eu/

MCcFADDEN ET AL.

L wiLEy- Bu——

newborn care in health facilities'” comprise eight standards of
care. The barriers and facilitators in the included studies were
mapped to the QMNC framework and to the WHO standards
to provide a comprehensive analysis of the provision of high-
quality midwifery care and to identify gaps in the evidence.

3 | RESULTS

The search strategy generated 2450 citations to be screened
(see Figure 1). Of 78 full texts assessed, 13 were excluded,
mainly due to an insufficient focus on the provision of quality
midwifery care. A further seven studies, which were India-
based, were found in systematic reviews. Overall, 32 India-

3.1 | Characteristics of included studies

891840 gix qualitative

and one study which used a mix of qualitative

There were 25 quantitative studies,
studies, 15.41-45
and quantitative methods.*® The vast majority of the studies
providing quantitative data were surveys (n = 22) of which
two > were prospective, and the remainder were retrospec-
tive and cross-sectional in nature. Of the 20 cross-sectional
surveys, one®! was international; eight were large-scale na-
tional surveys26’27’30’31’35'38; and 11 were surveys of various
Indian locales or regions,®%20-222425.28.29.33.3440 he remain-
ing four studies were service evaluations of which two'®"”
were retrospective preintervention and postintervention
evaluations without controls and two>*° were prospective

based studies were included in this review. evaluations.
Studies from search Additional studies identified from other
S sources
= 2,448
= 2
=
()
=
Citations screened Studies excluded
oo
£ 2,450 2,372
&
[J]
3]
(2]
Studies reviewed Studies excluded
in full 13
=z
= 78
Q2
&
o
India-based studies
India-based studies \ found in reviews
- 25 / -
[
hel
2 Studies included
£ in review
32

FIGURE 1

Flow diagram of study selection, exclusion, and inclusion
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Table 1 shows methodological quality of the quantitative
studies. Twelve studies were assessed as low risk of bias across
all four domains. For each domain assessed, 14/26 studies were
assessed as low risk of selection bias; 26/26 for study design;
17/26 for data collection method; and 20/26 for confounding.

Of the studies providing qualitative data, five were inter-
view studies'>*!"** and two*>*
the addition of focus groups. Table 2 presents the method-
ological quality of the qualitative studies. Two studies re-

were interview studies with

ceived a global assessment of “strong” and the remaining five
“weak.” Of the transformation of findings, two studies were
assessed as topical surveys, three as thematic surveys, one
as conceptual/thematic description, and one as interpretive
explanation.

The included studies were published between 2001 and
2018 with over half (n = 18) published since 2014 (see

TABLE 1 Methodological quality of quantitative studies

Study Study methods

Number of studies with low risk of bias

Agrawal 2011'8 Preintervention and postintervention

design without a control group

Agrawal 2016" Same study as above

Bali 2018° Cross-sectional survey
Bloom 2001%° Cross-sectional survey
Bogren 2012%! Cross-sectional survey
Chaturvedi 20142 Cross-sectional testing using clinical
vignettes
Hagopian 2012 Case study of health staffing levels
Iyengar 2009% Service evaluation
Jha 2017%* Cross-sectional survey
Joshi 2016% Cross-sectional survey
Kavitha 2015 Cross-sectional survey
Kesterton 2010% Cross-sectional survey
Kumar 20148 Cross-sectional survey
Kumar 2016% Same study above
Lim 2010%° Cross-sectional survey
Matthews 2005%° Longitudinal survey
Pallikadavath 2004°! Cross-sectional survey
Pricilla 2017% Prospective cohort study
Purohit 2017 Cross-sectional survey
Raj 20174 Cross-sectional survey
Sharma 2015° Cross-sectional survey
Sharma 2018 Same study above
Singh 2012% Cross-sectional survey
Singh 20123¢ Cross-sectional survey
Singh 2014%7 Cross-sectional survey
Singh 2016 Cross-sectional survey

Table 3). Participants in 15 studies were either pregnant
women or postnatal mothers, or women of childbearing
age. In 13 studies, participants were health service provid-

384345 jncluded both women and health

ers. Four studies
service providers. The most frequently included cadre of
health workers was ANMs (n = 7 studies). Five studies in-
cluded general nurse-midwives/staff nurses, one study in-
cluded graduate nurse-midwives,'> and one study included
students on diploma-level and degree-level nurse-midwife
programs.8 Chaturvedi et al** described their participants
as birth attendants without further specification. Four
studies included community health workers described as
Anganwadi workers,18 lady health visitors,g’46 and social
health activists.*’ Six studies?®***® included a range of
other health workers such as doctors, administrators, labo-
ratory staff, and pharmacists.

Selection Study Data collection

bias design method Confounding

14/26 26/26 17/26 20/26

v v v v

<

MKod X
A L L G S S S S S S S S SO S S S S S S N
R U A R e
LR X XL LI X X X

L XXX XX < XXX
L XX = P
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Global
Qualitative studies assessment
Ager 2005 Interview study Weak
Bhate-Deosthali 2011% Interview and Weak
observation study
Hagopian 2012 Case study of health Weak
staffing levels
Jolivet 2018* Interview study Weak
Nagarajan 2016* Interview study Weak
Sharma 2013" Interview study, Strong
Grounded theory
Vidler 2016 Interview and focus Strong
group study
3.2 | Barriers and facilitators to provision of

TABLE 2 Methodological quality of

R pelors qualitative studies

Thematic survey

Topical survey
Thematic survey

Thematic survey
Topical survey

Interpretive explanation

Conceptual/thematic
description

Apart from having sufficient number of knowledgeable

high-quality maternity care

Mapping study findings to the QMNC framework'® and the
WHO standards'’ highlighted a range of barriers and facilita-
tors to the provision of high-quality midwifery care in India
(see Tables 4 and 5; Table S2). A summary of barriers and
facilitators is presented in Table 6.

The most frequent barrier related to the availability of a
competent and motivated workforce able to provide quality
midwifery care and manage complications. Two key related
barriers were apparent. The first was the nonavailability of
sufficient human resource to deliver high-quality services.
For example, Hagopian et al* suggested that, in Ganjam, a
district of Orissa state, the health workforce needed to be en-
hanced by 80 nurse-midwives. The authors commented that
this was probably an underestimate as geographical barriers
(which may increase travel times and require more midwives
to ensure adequate coverage) were not considered. A lack of
qualified midwives in Maharashtra state was also reported
by Bhate-Deosthali et al** where, of 146 hospitals providing
maternity services, 137 did not have a qualified nurse-mid-
wife. The second barrier related to the lack of knowledge,
skills, and behavior of skilled birth attendants,g’22 as a result
of the inadequacy of diploma and bachelor nurse-midwife
preservice training programs.&34 Improving quality of train-
ing and education of midwives was reported to require more
hands-on clinical practice.zL34 Agrawal et al’ suggested
that virtual classroom training could contribute to improv-
ing knowledge and key maternal and newborn health skills.
There was also a need for ongoing supervision and monitor-
ing of staff.***® Bogren et al*! reported from a stakeholder
survey that India did not recognize the ICM definition of a
midwife and lacks legislation that recognizes midwifery as
an autonomous profession. The survey also highlighted that
the qualification required to function as a midwifery teacher
in India was a bachelor's degree in nursing.

and skilled staff, a key characteristic for quality maternal and
newborn care is that the division of roles and responsibili-
ties is based on competence and available resources.'®> Our
review found some positive examples; for example, Iyengar
and Iyengar23 suggested that trained nurse-midwives (ANMs
and GNMs) can significantly improve access to skilled ma-
ternal and newborn care in rural areas and can manage ma-
ternal complications both with and without need for referral.
Similarly, Pricilla et al? reported that trained nurse-mid-
wives when regularly monitored, and with good referral
systems, can provide high-quality antenatal care. However,
there were also examples where nurse-midwives’ skills were
not utilized to their full potential. Pallikadavath et al’! found
that doctors were often lead professionals in antenatal care,
and consequently, there was significant under-utilization of
nurse-midwives. Similarly, Sharma et al’® suggested that
compared with international standards, midwifery practice of
staff nurses was limited in scope resulting in loss of some
skills. In a study by Purohit and Vasava,”> ANMs felt that
there were unrealistic expectations for their role, with a high
workload and limited opportunity for development.

The next most frequently cited category of barriers related
to lack of available, accessible, acceptable and high quality
care,” preventing every woman and newborn from receiving
evidence-based care. Studies included both coveragel&zz’31
and utilization of services.”>*"°373%4145 Chaturvedi et al*
reported that to achieve large gains in coverage of institutional
births, there was an urgent need for better skilled birth atten-
dants, whereas Agrawal et al'® found that coverage of antena-
tal home visits was positively associated with the knowledge
level of community health workers. Women's use of services
was influenced by perceptions of quality of care®®® and rep-
utation of the provider.41 Some studies highlighted specific
aspects of care where there was poor utilization such as fam-
ily planning services,” or poor quality, for example, of health
education, including family planning and breastfeeding.*
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(Continued)

TABLE 3

Main findings

Setting

Study methods Participants

Study

Mixed-methods studies
Hagopian 201 246

To properly serve the study population, the health workforce supply

Ganjam (southern
coastal) Orissa

state

6 of 22 blocks and 18 facilities within the
blocks: 24 interviews with physicians,
staff nurses, lady health visitors, and

laboratory technicians

Case study of health

should be enhanced by 43 additional physicians, 15 nurses, and 80

staffing levels

nurse-midwives. Authors state “These numbers probably under-

estimate the need, as they are added across all
18 service areas, which is unrealistic in that it assumes no geographic

barriers. The only over-staffed category is lady health visitors, who

number about 2.4 times more than needed across the 18 areas.”

Difficulties in physical accessibility, excessive cost of ser-
vices, lack of transport, and low women's autonomy were all
associated with constraints to women's use of services.’>*
Two studies highlighted the importance of respectful care
and interpersonal skills***" in improving women's satisfac-
tion. Socio-demographic characteristics associated with ma-
ternity service utilization included maternal age, mother's
education, religion, caste, household wealth, parity, and ex-
posure to health care messages.35’36 Kesterton et al*’ reported
that economic status is a stronger determinant of service use
than access and concluded that availability of maternity ser-
vices alone without addressing quality and financial barriers
would not tackle low institutional delivery rates. Lim et al*’
analyzed the JSY program and found increased uptake of an-
tenatal care and facility births; they emphasized the need for
improved targeting of the poorest and least educated women
and attention to quality of obstetric care in health facilities to
increase its success.

A significant component of quality maternal and newborn
care is the availability of adequate resources, including com-
petent human resources and the physical work infrastructure.
Five studies highlighted this aSpeCt.28’29’33’38’42 Singh38
tified the lack of availability of basic infrastructure, drugs,
and equipment in 18 068 health sub-centers in rural areas,
whereas Bhate-Deosthali** reported that of 146 hospitals in
Maharashtra state providing emergency services, including
cesarean, only three had a blood bank and eight had an ambu-
lance. Poor facilities and resources were found to impact staff
job satisfaction, stress, morale, and motivation.”®?*? Lack of
data and obstacles to data collection on health outcomes and
quality of care were further barriers.****

iden-

4 | DISCUSSION

Major barriers found in this review were poor quality of
education, including preservice and in-service training, lack
of supervision, constraints to deployment of a cadre of pro-
fessional midwives, lack of recognition of midwives as an
autonomous profession, and lack of appropriate roles to en-
able them to work to their full scope of practice. Regarding
service provision, barriers included lack of access and quality
of some services, poor work environments, lack of motiva-
tion and confidence due to uncertain employment, and lack
of equipment and supplies. Other issues concerned barriers
to uptake of services, including lack of autonomy of women,
lack of access to transportation, and cost.

This review provides evidence of the existing gaps in
quality competency-based midwifery education, training,
and service provision and serves as a baseline on which to
build a strong, newly formed cadre of midwives in India.
Findings from this review suggest that in order to realize the
significant potential of implementing professional midwifery
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services in India, action needs to be taken on several fronts.

«

.§ There is an urgent need for midwives educated to interna-
= ,2 tional standards, licensed, and regulated accordingly. In
g g" India, with a projected 35 million births per annum by 2030,
gEab § _“g this is an urgent and critical undertaking. Current nurse-mid-
g § *2 wifery education courses lack adequate midwifery training,
= 8 Z and there is a need for hands-on clinical experience, without

which midwives will lack the competence and confidence to
function as autonomous practitioners. The quality of mid-
wifery education programs needs to be enhanced to meet in-
ternational standards.*” This is likely to depend on nurse and
medical educators and/or on midwifery educators trained in
other countries until there are sufficient numbers of nation-
ally qualified midwifery faculty. A more feasible approach
could be to strengthen the midwifery component in BSc and
GNM courses currently taught, paired with continuing, on-
the-job mentoring to ensure a steady supply of well-trained

First-line management of

complications
Chaturvedi?? Iyengar23

g nurse-midwives flowing into the health system. A stepwise
§ g approach to reach international standards would require that
E. 'g . midwifery program leads be qualified midwifery teachers
g = £ and that midwifery faculty are legally recognized as self-gov-
'é g 5 erning and responsible for developing and leading the cur-
z z o_oM riculum.*’” Consideration could also be given to providing
é § g opportunities for interprofessional learning which has been
E E 50 suggested to increase efficient and collaborative teamwork,
especially in remote and rural areas.* Interprofessional in-
volvement and effective referral to higher level facilities for
g = women and newborns experiencing emergency complica-
§ ;0 tions are critical to provide a continuum of care that covers
g @ 2 emergencies beyond the scope of midwifery care, and which
§E 3, ensures optimal maternal and neonatal outcomes.
5 = E Studies from Bangladesh support these findings.“g'54 In
;%) g § 2008, the government of Bangladesh made a commitment to

educate and deploy 3000 midwives as a strategy to reduce
maternal and neonatal mortality.”> Many other countries in
South Asia are looking to emulate this professional mid-
wifery model to improve maternal and neonatal outcomes.
Experience in Bangladesh suggests, however, that training
sufficient midwives will not have the desired impact if con-

Education Information Health
Pallikadavath® Pricilla* Singh®’

Agrawal 18 Kavitha®® Matthews™
Agrawal '® Bloom® Bogren®! Chaturvedi® Iyengar > Joshi®® Kavitha®® Kesterton®” Kumar®® Kumar® Lim*® Matthews™ Pallikadavath®' Pricilla®* Purohit®® Sharma® Sharma** Singh® Singh®

Optimising biological, psychological, social and cultural processes; strengthening women's capabilities. Expectant management, using interventions only when indicated.
Agrawal'® Agrawal'® Bali® Bogren®! Chaturvedi>® Iyengar® JTha** Kumar®® Kumar® Pallikadavath®! Pricilla®? Purohit™ Raj*® Sharma® Sharma®* Singh®® Sharma'> Hagopian*®

Available, accessible 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 needs and circumstances

Practitioners who combine clinical knowledge and skills with interpersonal and cultural competence.

g
< 5
5 |
- Z
: l
=
@ 8
Z )
= z
o «
o g =, . . . . . .
§ k= 2} sideration is not given to how they are deployed, including
A Z ° ongoing professional development.21 Similar initiatives in
o] = . . . S
E = A % India to introduce professional midwives have not been sus-
S 1S : < . .. . ..
2 g é S tained due to a lack of recognition and job opportunities.”®
I Q . . . . .
E & M ] The creation of funded posts for professional midwives in the
% % public sector is required, and other members of the multi-dis-
§ = Qr? ciplinary team need to understand the role, expertise, and
E x 5 s scope of practice of midwives.'*
2 @n = o ME Q . . .
g £ 3 < 5 5] Advocacy is also needed to increase awareness in commu-
= Sl = = .. . g . . .
« % = = &, z nities about the availability of skilled midwives and to pro-
=] = . .
< Ei é 2 g 2 03 8 mote their acceptance as caregivers throughout pregnancy,
=3 = . . . . .
s 2 2 LT V- i < childbirth, and the postpartum period with reliable referral
~ b5 g @ Xy S S5E % . . . . .
> & o 2 ® £y E s 2 in case of complications. Without this, the scope of practice
< ~ S >SS BEQ= B . S .
& of the new cadre of professional midwives in India may be
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TABLE 5
Standard 1

Routine evidence-based care and management of complications during labour, childbirth and

early postnatal period according to WHO guidelines.

Standard 2

Studies mapped to WHO standards for improving quality of maternal and newborn care in health facilities

Agrawa18 Chaturvedi®® Iyengar23 Joshi®
Kavitha®® Kesterton?’ Lim*” Matthews>
Pallikadavath®! Pricilla®® Singh®® Singh®
Singh37 Ager41 Bhate-Deosthali*?
Vidler*

Bhate-Deosthali*’ Nagarajan**

The health information system enables use of data to ensure early appropriate action to improve

the care of every woman and newborn.

Standard 3

Iyengar® Matthews’

Every woman and newborn with condition(s) that cannot be dealt with effectively with the

available resources is appropriately referred.

Standard 4 Jha**
Communication with women and their families is effective and responds to their needs and

preferences.
Standard 5 Jha®* Raj*
Women and newborns receive care with respect and preservation of their dignity.
Standard 6 No studies

Every woman and her family are provided with emotional support that is sensitive to her needs

and strengthens the woman's capabilities
Standard 7

Competent and motivated staff are consistently available to provide routine care and manage

complications.

Standard 8

Appropriate physical environment with adequate water, sanitation and energy supplies,

Agrawal'® Agrawal'® Bali’ Bloom?”

Bogren®' Chaturvedi®” Kumar®® Kumar®
Matthews™ Pallikadavath®' Purohit®®

140 8 34 @i 138 41
Raj™ Sharma” Sharma™ Singh™ Ager

Bhate-Deosthali** Sharma' Hagopian46

Kumar®® Kumar® Purohit®® Singh38
Bhate-Deosthali** Vidler*

medicines, supplies and equipment for routine maternal and newborn care and management of

complications.

limited or there may be unrealistic expectations leading to
high levels of stress and burnout—both of which will im-
pact recruitment, retention, and provision of quality care.'
There are several actions that can mitigate these challenges:
introduction of interprofessional learning at preservice and
continuing professional development levels; continued men-
toring and support of midwives after qualification; and em-
bedding midwives in the health system with clear lines of
responsibility and accountability.13

The findings of our review indicate challenges related to
access, coverage, and quality of services. While there was a
focus on labor and birth, other specific services mentioned in
studies included family planning services, antenatal care, and
health education. There was limited focus on postnatal care.
Renfrew et al'? highlighted the importance of midwifery care
across the continuum of care from preconception to beyond
the postnatal period, and Homer et al'? found that the inclu-
sion of family planning services significantly increased the
potential of midwifery to reduce maternal and newborn mor-
tality. Other issues in our review related to quality of care
were as follows: lack of respectful care, poor quality of com-
munication between service providers and service users, and
lack of resources such as equipment and supplies. Therefore,
considerable investment in the entire gamut of health services

strengthening is indicated. Our findings suggest inequity in
service use based on socio-demographic characteristics such
as age, education, household income, and rurality. Kesterton
etal’” have suggested that economic status is a stronger deter-
minant of service use than access to services. As such, mea-
sures that provide high-quality midwifery services must be
accompanied by reductions in financial inequities.

One of the strengths of our review is that we mapped the
findings of studies against two global evidence-informed
frameworks. This enabled us not only to highlight the key
barriers and enablers, but also to identify gaps in the liter-
ature. In terms of the Lancet Series’ framework for quality
maternal and newborn care,13 there was little evidence from
studies in India relating to optimizing biological, psycholog-
ical, social, and cultural processes, strengthening women's
capabilities, or on continuity of care, and respectful care or
communication. An important gap in the review related to
the WHO standards'’ was that there were no relevant find-
ings regarding emotional support. There was also very little
evidence related to functional referral systems and effective
communication. Research is therefore needed in these areas
to provide baseline information and to enable the monitoring
of progress on respectful maternity care. As India moves to-
ward implementing an exclusive program of midwifery care
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TABLE 6

Barriers

Summary of barriers and facilitators to implementing high-quality midwifery services in India

Facilitators

Availability of a competent and motivated workforce available to provide routine care and manage complications

e Lack of qualified midwives.

e Inadequate training, lack of knowledge, skills, and competence of
skilled birth attendants.

e Qualification of midwifery teachers not specific to midwifery (ie,
nurses).

Provision of high-quality midwifery care

e Lack of midwives trained to international standards (ICM)

e Lack of legislation recognizing midwifery as an autonomous
profession.

e Midwives’ skills not utilized to their full potential (eg, doctors as
lead professional in antenatal care).

e Limited scope of practice can lead to loss of skills.

e Unrealistic expectations and high workload.

e Limited opportunities for professional deployment, development,
and promotion.

Availability, accessibility and acceptability and quality of care

o High out-of-pocket expenses even with JSY and JSSK
Lack of 24-hour well-equipped and staffed facilities
Geographic barriers, for example, hilly or tribal areas
Lack of transport.

Women's low autonomy to seek care.

Women's lack of education.

Low economic status.

Human resources and physical environment

e Lack of adequate number of trained professionals at all levels
(doctors, nurses, assistants/ANMs, cleaners etc)

e Lack of basic infrastructure, drugs and equipment and transport,
especially in rural areas

e Lack of efficient data collection and data on health outcomes due to

several limitations

by professionally competent midwives trained to interna-
tional standards, there is an imperative to conduct rigorous
implementation studies to ensure women, babies, and fami-
lies receive high-quality care.

This is the first review to focus specifically on studies con-
ducted in India. It is encouraging that we found a relatively
large number of studies. It is also encouraging that a signifi-
cant proportion of the evidence involves studies that included
national or regional population samples, thus increasing the
generalizability of the findings.

Limitations are that, because India does not have a cadre
of professional midwives educated to international standards,
the studies focused on a range of health care providers in-
cluding ANMs and GNMs, community health workers, and
a range of other provider types. The overall quality of the
included studies was mixed. Fewer than half the quantitative
studies were assessed as low risk across all domains, and only
two qualitative studies were assessed as of strong quality.
It should also be noted that very few of these studies were
prospective in nature and that most were cross-sectional.

e Availability of quality diploma and bachelor midwife preservice
training programs with adequate supervised clinical training.

e More hands-on clinical practice during in-service training
programs (eg, virtual classroom skills training).

e Supervision and monitoring of staff.

e Division of roles and responsibilities based on competence and
available resources.

o Good referral systems for continuum of care during pregnancy and
childbirth

o Interprofessional learning to increase team working.

e Trained midwives to improve access to skilled maternal and
newborn care in rural areas.

e Telehealth and Internet-based initiatives for referral and to provide
continuing professional development.

e Women's positive perceptions of quality of care and good
reputation of the provider.

e Respectful care and good interpersonal skills.

e Targeted conditional cash transfer to reach the poorest and least
educated women

e Adequate basic infrastructure, health personnel, drugs and
equipment, and transport in all areas
e Systems in place to collect data on health outcomes

Nevertheless, the literature that is available from India can
meaningfully inform policy and practice regarding pathways
toward the development of a midwifery cadre delivering
high-quality midwifery services.
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