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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.1–3 Women and 

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 2017.4 5 Maternal and child health 
outcomes for those in humanitarian and 
fragile settings (HFS) are often poor6 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.8 In these settings, health facili-
ties are often not functional, and pregnant 

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.
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women and girls lack access to trained providers with 
midwifery skills.9 10

Providing quality care for women and children in any 
context requires a competent and motivated workforce 
working within an enabling environment.11 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.12 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.13 A shortage of 
midwives is a significant barrier to the provision of 
quality sexual, reproductive, maternal, newborn, child 
and adolescent health services.14 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.9 10 15

The importance of effective midwifery services is 
evident, yet there is limited knowledge about the inter-
ventions, support systems 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.16 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.17 18 Our approach was to search, screen and identify 
eligible peer- reviewed studies using qualitative and/or 
quantitative data collection and analysis methods.19

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).2 20 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.2 Fragility can lead to negative outcomes including 
violence, poverty, inequality, displacement and environ-
mental and political degradation.2

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,21 Fragile State Index,22 the INFORM Severity 
Index,23 and UNOCHA data on humanitarian response 
plans.1 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).24 Support systems included education, training 
and supervision, mentorship, psychosocial support 
and schemes for continuous quality improvement.25

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 measures26 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 peer- reviewed. 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.28 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.29 MMAT is a quality 
assessment instrument for quantitative, qualitative and 
mixed- methods studies in a single tool.30

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.31 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.32 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.33 We therefore under-
took a narrative synthesis.31 Narrative synthesis has been 
used in previous systematic reviews where the quantita-
tive and qualitative results are integrated to inform the 
findings.34 35 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).18 36 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.21 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,37–43 Bangladesh,44–48 Nigeria,49–52 
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Democratic Republic of Congo (DRC),53 54 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 

Table 1 Results of database search

Data source Results
Duplicate 
removed

Unrelated articles 
removed

Reviewed abstracts 
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 23 NA 2

Total 2477 (+23 hand 
search)

2126 779 461

NA, not available.

Figure 1 PRISMA flow chart showing search results, screening and included papers.
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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.51 57 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].57

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.45 53 54 58 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].58

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.53 55 57 For example:

… if a woman 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].53

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-
stan].58

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].53

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.39 41 42 46 49 51 53 55 58 This 
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.41 42 Similarly, in the DRC, mater-
nity care facilities had been attacked and robbed by mili-
tias.53 54 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.51 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 

Figure 2 Barriers and enablers and effective support 
systems for quality midwifery care in humanitarian and fragile 
settings.
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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].41

Midwives in South Sudan were afraid to attend births 
at night, even in their own community, due to threats of 
attack by smugglers.55 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 present49 51:

… 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].49

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].46

In Nigeria, a specific intervention to address safety 
and security issues for midwives was put in place.51 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 
available during nocturnal obstetric emergencies [Nige-
ria].51

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].59

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].60

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.39 44 46 48 49 52–55 61 One midwife 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].46

Limited access to water supply and other utilities were 
also a barrier to the delivery of quality services.51 55 61 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].51

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.41 42 51–56 58
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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.39 44 45 48 49 52–55 61

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.39 40 43 45 47–49 53 54 62 Most 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.62

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].53

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]45

In some cases, the relative scarcity of pregnant 
women made it difficult for midwives to maintain their 
skills.39 43 As a result, emergency obstetric and newborn 
care services were not always available in health facilities 
in Afghanistan39 42:

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].42

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.39 49 54 If a clinical 
problem was identified by the supervisory team, there 

was often no structured follow- up or practical interven-
tion offered to midwives.39 47 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].39

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.56 One 
midwife said.

The presence of supervisors helps me a lot when I deal with 
emergency cases and decisions about referral [Sudan].56

Workforce planning
Two studies highlighted how a lack of workforce planning 
was a barrier to providing midwifery services.42 44 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.42 44 In 
Bangladesh, almost 40% of the tasks a midwife performed 
were unrelated to their scope of practice.44

Two studies discussed the issue of mixed roles and 
task shifting for midwives as a workforce solution.42 44 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].42

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.54

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 
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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.63 
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.24

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).64 Some domestic 
laws also recognise these rights. Furthermore, following 
increasing violence against health workers and health 
facilities in recent years,65 in 2016 the United Nations 
Security Council unanimously adopted Resolution 2286, 
which strongly condemned attacks against health workers 
in conflict situations.66

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.67 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.67 
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.15 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.4 5 8 67 68 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.67

A focus on midwives is needed in HFS as midwife- 
delivered interventions have an important impact on 
maternal and newborn health outcomes.12 These inter-
ventions are critically needed in all populations, espe-
cially in HFS, to reach those who are hardest to reach. It is 
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 2021.24 
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.69

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.70 
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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,24 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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