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Number and type of sources of evidence informing each component of the framework for quality maternal and
newborn care
Practice
categories

Organisation of
care
Values
Philosophy

Care providers

Education
Information
Health Promotion
N=6 meta-syntheses of
women’s views
N=13 Cochrane reviews of
specific practices and
workforce components

Assessment
Screening
Care planning
N=6 meta-syntheses of
women’s views
N=2 Cochrane reviews of
specific practices and
workforce components

Promoting normal
processes, preventing
complications
N=6 meta-syntheses of
women’s views
N=34 Cochrane reviews of
specific practices and
workforce components

First-line management of
complications

Management of serious
complications

N=6 meta-syntheses of
women’s views
N=31 Cochrane reviews of
specific practices and
workforce components

N=1 meta-syntheses of
women’s views
N=86 Cochrane reviews of
specific practices and
workforce components

N=6 meta-syntheses of women’s views
N=7 Cochrane reviews of specific practices and workforce components
N=12 meta-syntheses of women’s views
Case studies: Brazil
N=4 meta-syntheses of women’s views
N=44 Cochrane reviews of specific practices and workforce components
Case studies: Brazil, China, India
N = 7 high quality systematic reviews of workforce contribution (of which Cochrane reviews n=4)
Case studies: Brazil, China, India
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Methods and findings of the meta-syntheses of women’s views and
experiences
We searched three databases (Medline, Cinahl, Maternity and Infant Care) in May 2013 (checked
again pre-publication in January 2014 ) using the terms: “midwifery” or “midwives” or “maternal
health services” or “maternity care” or “women’s experiences” or “women’s satisfaction” or
“women’s views” combined with search terms for meta-syntheses of qualitative studies. While
there are several large-scale surveys of women’s experiences of maternity care in developed
countries1-3 these have not been synthesised to provide review level evidence. No limits of years or
language were applied to the search.
Seventeen meta-syntheses met the inclusion criteria of synthesising qualitative studies addressing
women’s views and experiences of maternity care provided by a range of caregivers. Following
quality appraisal (see below), four were excluded; three because they provided insufficient details to
assess methodological quality4-6 and one7 because all of the included studies and findings were
incorporated into a more recent meta-synthesis.8 The findings of the remaining 13,8-20 which were
generally of good quality, were summarised to identify common themes and mapped to the
components of the framework. Six further meta-syntheses were identified in the pre-publication
check as above. These were not included in the analyses but are included in the reference list.21-26
Only one meta-synthesis14 included studies (n=21) from low and middle-income countries. The
studies in the other 12 meta-syntheses (208 studies in total when studies of women’s views and
those that combined provider and women’s views are included) were predominantly from highincome, English-speaking and Nordic countries although one study each from Tanzania and South
Africa were included. Six meta-syntheses9, 10, 14, 17, 19, 20 were relevant to the experiences of all
childbearing women, six addressed experiences of women with complications8, 11, 13, 15, 16, 18 and one
addressed experiences of women with serious complications.12 Although the meta-syntheses
addressed different topics, there was consistency both in the care and caregivers that women
described positively and in care that was depicted negatively. The numbers of meta-syntheses
informing specific components of the framework are shown above.
Views related to practices: A common theme was the importance of information and education,
provided in a manner that enabled women to draw on experience and learn for themselves, to
facilitate informed decision-making and choice.11, 15-17, 20 Characteristics of good information were
that it was relevant, evidence-based, realistic, accurate, sufficiently detailed, and promoted
dialogue,8, 15, 17, 20 whereas poor information was characterised by being vague, inconsistent,
dogmatic and with over-reliance on written materials rather than face-to-face communication.8, 15-17
Views related to organisation of care: Common themes related to the organisation of care were that
women may delay accessing care because they are unfamiliar with the health-care system and
unaware of what support is available.9, 12, 16 In low- and middle-income countries, the cost of
transport and treatment may outweigh perceptions of the benefits of accessing services, or women
may be reluctant to seek professional help for a normal life event.14 Another reason for delay in
accessing services was previous poor experiences with health professionals.9, 14 Women described
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how they were reluctant to seek help because of fear of negativity, prejudice, stigma, denial of
medical treatment or losing custody of their child, or were fearful of disclosing sexual orientation or
symptoms of depression.10-12, 14
Views related to values: The most frequent emphasis in the included meta-syntheses involved
respect and communication. Supportive care engendered confidence and trust and helped women
to feel in control and be able to make choices. Attributes included having a trusting relationship and
rapport with the caregiver,17, 19 staff who were empathic12, 17, 19 and offered care that was culturally
sensitive and tailored to individual needs.8, 9, 11, 20 For women who had experienced midwife-led care,
the most important attributes of their relationship with care providers during labour was empathy
and retaining control, and this was critical to having a positive birth experience.19 Conversely, poor
care resulted in women feeling guilty, embarrassed, fearful, out of control and unable to make
choices. It was characterised by lack of communication in which women’s opinions were ignored,8, 13
task-orientated behaviour by staff,11, 13, 20 care providers who held stereotyped views or lacked
knowledge of cultural practices,9, 10, 14, 20 prejudice and stigmatisation including disparaging, sarcastic,
homophobic or racist remarks 10, 14, 18, 20 lack of respect, or care that was inhumane, degrading,
condescending or cruel13, 14, 16 including insensitive or invasive touch.17
Views related to philosophy of care: There were relatively fewer themes relating to optimising
biological, psychological and social processes of reproduction and early life in the included metasyntheses. Dissonance between women’s perceptions of pregnancy as a normal life event and the
risk-focus of antenatal care was evident in low and middle income countries.14 Women were also
aware of positive aspects of vaginal birth, and some felt that health professionals used risk statistics
to undermine their confidence in choosing vaginal birth following a previous caesarean section.15
Some wished they had voiced concerns regarding routine interventions such as having their
membranes ruptured.13 Obese women felt that medicalisation of obesity resulted in
depersonalisation of care.18
Views related to care providers: The themes related to care providers overlapped with the themes
related to values. Overall women wanted caring health professionals who combined clinical
knowledge and skills with interpersonal and cultural competence. Women highlighted a range of
qualities/attributes which they valued in health care providers such as empathic, kind and caring,9, 12,
17, 19, 20
relaxed and good humoured,10 supportive10, 17 and trustworthy.17 For some women, having a
female care provider was important.9 Women also described negative experiences with care
providers who were disrespectful, dismissive and sarcastic, 14, 16, 18 abusive and/or cruel,13, 14, 16
prejudiced, 10 dogmatic.17
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Meta-syntheses of women’s views and experiences of maternal and newborn care: details and quality assessment of
included studies (n=13).
Quality assessed using criteria based on Walsh D, Downe S. Appraising the quality of qualitative research. Midwifery 2006; 22: 108–19.
First
Focus of review
Search limitations
No of studies
Participants
author
Settings
year
Balaam
Migrant women's perceptions of
Date; 1996–2010
16 studies
Migrant women and men, care
2013
their needs and experiences
European focus
Greece (1), Ireland (1), Norway (1),
providers.
Range: 4-80
related to pregnancy and
Sweden (5), Switzerland (2), UK (6)
childbirth
Dahl
Lesbian women's experiences
English or
13 studies
Lesbian women and nurses
2012
with health-care providers in the
Scandinavian
Canada (2), Norway (1), Sweden (3), UK
Range: 7-50
birthing context
languages
(4), US (3)
Dennis
Postpartum depression helpDate: 1980–2005
40 studies
Women suffering from postpartum
2006
seeking barriers and maternal
Settings not systematically reported
depression
treatment preferences
Numbers not systematically reported
Dolman
Motherhood for women with
English language
30 studies
Women with severe mental illness,
2013
severe mental illness
Australia (3), Canada (4), Greece (1), Japan care providers
Range: 4-55
(1), New Zealand (1), Sweden (5), UK (9),
US (6)
Elmir
2010

Women’s perceptions and
experiences of a traumatic birth

Date: 1994–2009
English language

10 studies
UK (6), New Zealand (1), Multi-country (all
English-speaking high income) (3)

Finlayson
2012

Reasons for non- use of antenatal
services in low- and middleincome countries

Date: 1980–2012
Low- or middleincome countries

Johnson
2013

Weight management during
pregnancy

Date: 1990-2011
English language
Conducted in UK

21 studies
Bangladesh (2), Benin (1), Cambodia (1),
Gambia (1), India (1), Indonesia (1), Kenya
(1), Lebanon (1), Mexico (1), Mozambique
(1), Nepal (1), Pakistan (1), South Africa
(4), Tanzania (2), Uganda (2),
17 studies
All UK

Quality
Grade
B

B
C
A

Women who had experienced
traumatic birth, birth trauma or posttraumatic stress disorder, and men
Range: 6-145
Women accessing antenatal care late
(after 12 weeks), infrequently (less
than 4 times) or not at all
10-240

B

Women who were or had been
pregnant
Health professionals
Range: 6-76

A

A
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Lundgren
2012
Priddis
2013
Schmied
2011
Smith
2011
Walsh
2012
Wikberg
2010

Women's experiences on VBAC
(Vaginal birth after Caesarean
section)
Women’s experiences following
severe perineal trauma

English language

8 studies
Australia (4), UK (3), US (1)

Date: 1996-2011
English Language

4 studies
Australia (1), UK (3)

Women's perceptions and
experiences of breastfeeding
support
The maternity experience for
women with a body mass index ≥
30 kg/m2: a meta-synthesis.
Midwife-led care of women at low
obstetric risk

Date: 1990 – 2007
English language

31 studies
Australia (3), New Zealand (1), Tanzania
(1), UK (14), US (11), Canada and US (1),
6 studies
Sweden (1), UK (4), unclear (1)

Dates: 1980 – 2010
English language

8 studies
Australia (1), Sweden (1), UK (2), US (3)

A patient perspective on
intercultural caring in maternity
care

English,
German, Finnish,
Swedish,
Norwegian, and
Danish languages

40 studies
Australia (8), Canada (2), Denmark (1),
Ireland (1), Israel (1), Japan (1), Norway
(2), South Africa (1), Sweden (5), UK (9), US
(9)

English language

Women who had previous C/S and/or
experience of VBAC
Range: 4-35
Women who have experienced severe
perineal trauma related to childbirth
Range: 6-10
Breastfeeding women
Range: 6-203

A

Women with aBMI≥ 30 kg/m2 who had
experienced maternity services
Range: 10-76
Women who had experienced midwifeled care
Range: 6-38
Women with experience of
intercultural caring (defined as: mutual
but asymmetrical relationship between
a patient and a professional nurse from
different cultures in maternity care
Range: 5-388

B

B
B

A
B
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Effective practices related to the continuum of care and two cross-cutting components of the framework: organisation
of care and philosophy
Identified from the analysis of included reviews (see methods in main paper) contributed to the Cochrane Library by the Cochrane Pregnancy and Childbirth
Group, and The Partnership for Maternal, Newborn and Child Health Review
Core characteristic
of midwifery
Optimising normal
processes of reproduction
and early life, using
interventions only when
indicated

Pregnancy

Labour

Postnatal mother and
baby

Postnatal mother only

−
−

− Any perineal technique
performed during the second
stage of labour
− Immersion in any bath tub or
pool during labour
− Planned early birth versus
expectant management for
PROM
− Interventions intended to
promote breastfeeding
− Midwife-led continuity models
of care
− Alternative institutional birth
environment
− Continuous labour support
− Breast stimulation for cervical
ripening or labour induction
− Labour assessment
programmes aimed at delaying
admission to the labour ward
− Upright positions assumed by
women in the first stage of
labour
− Skin-to-skin contact between a
mother and her baby
− Acupuncture or acupressure
for pain management in labour
− Massage, reflexology and other
manual methods for pain
management in labour

− Kangaroo mother care for lowbirthweight babies
− Interventions intended to
promote breastfeeding
− Midwife-led continuity models
of care
− Any intervention delivered by
Lay health workers (LHWs) to
improve MCH
− Community-based
intervention packages for
reducing maternal and
neonatal morbidity and
mortality and improving
neonatal outcomes
− Skin-to-skin contact between a
mother and her baby
− Breastfeeding support for
healthy mothers and babies
− Exclusive breastfeeding for at
least six months
− Anti-retrovirals for reducing
the risk of mother-to-child
transmission of HIV infection.

− Education for contraceptive use
by women after childbirth
− Anti-D administration after
childbirth for preventing
Rhesus alloimmunisation.
− Psychosocial and psychological
interventions for prevention of
postpartum depression

−
−
−
−
−
−
−

−
−

Digital perineal massage
Antenatal care programmes
with reduced visits for lowrisk women
Interventions intended to
promote breastfeeding
Midwife-led continuity
models of care
Any intervention delivered
by lay health workers
(LHWs) to improve MCH
Maternal hydration for
increasing amniotic fluid
volume
External cephalic version
for breech presentation at
term
Breast stimulation for
cervical ripening or labour
induction
Community-based
intervention packages for
reducing maternal and
neonatal morbidity and
mortality and improving
neonatal outcomes
Lower genital tract infection
screening and treatment
programmes
Anti-D administration in

Postnatal baby only
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−
−
−
−
−
−

−
−

−
−

−
−
−
−

pregnancy for preventing
Rhesus alloimmunisation
Tetanus toxoid
Folic acid in the
periconceptional period /
early pregnancy
Antiplatelet agents for
preventing pre-eclampsia
and its complications
Insecticide‐treated nets for
preventing malaria in
pregnancy
Antimalarial drugs given
regularly for preventing
malaria in pregnant women
Calcium supplementation
during pregnancy for
preventing hypertensive
disorders
Routine zinc
supplementation
Specific advice to increase
dietary energy and protein
intakes, energy and protein
supplementation
Daily universal oral
supplementation with iron
or iron+folic acid
Oral supplements of iron, or
iron+folic acid, or
iron+vitamins and minerals,
given intermittently
Multiple micro-nutrient
supplementation for
pregnant women
Any interventions intended
to increase the frequency or
ease of defecation
Interventions for preventing
and treating pelvic and back
pain in pregnancy
Antiretrovirals for reducing
the risk of mother‐to‐child
transmission of HIV
infection.

− Relaxation techniques
− Unclamping the previously
clamped and divided umbilical
cord
− Restrictive episiotomy
− Anti-retrovirals for reducing
the risk of mother-to-child
transmission of HIV infection.
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−

Strengthening women’s
capabilities

Other

Psychosocial and
psychological interventions
for prevention of
postpartum depression
− Antenatal care programmes
with reduced visits for low-risk
women
− Interventions intended to
promote breastfeeding
− Midwife-led continuity models
of care
− Interventions designed to
promote smoking cessation in
pregnancy
− Insecticide‐treated nets for
preventing malaria in
pregnancy
− Specific advice to increase
dietary energy and protein
intakes, energy and protein
supplementation.
− Antibiotics for gonorrhoea in
pregnancy
− Interventions for treating
genital chlamydia trachomatis
infection in pregnancy
− Magnesium sulphate and other
anticonvulsants for women
with pre-eclampsia.
− Magnesium sulphate versus
diazepam/phenytoin for
eclampsia.
− Interventions for
trichomoniasis in pregnancy
− Antibiotics for treating
bacterial vaginosis in pregnancy
− Antibiotics for asymptomatic
bacteriuria in pregnancy
− Antiretroviral therapy for
treating HIV infection in ART‐
eligible pregnant women
− Treatments for symptomatic
urinary tract infections during
pregnancy
− Any topical treatment for

− Interventions intended to
promote breastfeeding
− Midwife-led continuity models
of care
− Relaxation techniques.

− Magnesium sulphate and other
anticonvulsants for women
with pre-eclampsia.
− Magnesium sulphate versus
diazepam/phenytoin for
eclampsia.
− Active management of 3rd
stage
− Oxytocin given prophylactically
for the third stage of labour
− Different methods for the
induction of labour in
outpatient settings
− Prostaglandins for preventing
postpartum haemorrhage.
− Continuous versus interrupted
sutures for episiotomy/second
degree tears
− Any inhaled analgesia during
labour
− Prophylactic use of ergot
alkaloids in the third stage of
labour, using any route and
timing of administration

− Interventions intended to
promote breastfeeding
− Midwife-led continuity models
of care
− Breastfeeding support for
healthy mothers and babies
− Exclusive breastfeeding for at
least six months.

− Education for contraceptive use
by women after childbirth.

− Magnesium sulphate and other
anticonvulsants for women
with pre-eclampsia.
− Magnesium sulphate versus
diazepam/phenytoin for
eclampsia.
− A single administration of
paracetamol for early
postpartum pain
− Any type of approved analgesia
for after birth pains following
vaginal birth
− Treatment for women with
postpartum iron deficiency
anaemia
− Antibiotic regimens for
endometritis after delivery
− Analgesic rectal suppositories
for the relief of perineal pain.

− Any type of fibreoptic device to
deliver phototherapy.
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vaginal candiasis
− Prevention of stretchmarks
with active cream.

− Prophylactic ergometrine –
oxytocin
− Antibiotics for meconiumstained amniotic fluid in labour
− Carbetocin for preventing PPH
− Rapid versus stepwise negative
pressure application for
vacuum extraction.
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Workforce reviews, included studies
Quality assessed using criteria from Scottish Intercollegiate Guidelines Network. Methodology Checklist 1: Systematic Reviews and Meta-analyses. 2013.
http://www.sign.ac.uk/methodology/checklists.html (accessed May 20, 2013),
Author
Year

Workforce
cadres

Intervention

Comparison

Number and type of
studies
Country settings

Outcomes
Maternal

Outcomes
Infant

Review
quality
(SIGN)

Sandall
2013

Midwives
Physicians/
Obstetricians
Nurses

Midwife-led continuity
model of care in which
the midwife is the
woman’s lead
professional during the
antenatal and
intrapartum periods but
one or more
consultations with
medical staff are often
part of routine
practice.

Other models of care
include a) where the
physician/obstetrician is
the lead professional, and
midwives and/or nurses
provide intrapartum care
and in-hospital postpartum
care under medical
supervision; b) shared care,
where the lead professional
changes depending on
whether the woman is
pregnant, in labour or has
given birth, and on whether
the care is given in the
hospital, birth centre (free
standing or integrated) or
in community setting(s);
and c) where the majority
of care is provided by
physicians or obstetricians

13 RCTs (1 cluster
randomised, 12
individually
randomised) all in
high-income
countries

Women who were
randomised to
receive midwife-led
continuity models
of care were less
likely to experience
preterm birth and
fetal loss before 24
weeks’ gestation
although there
were no differences
in fetal
loss/neonatal death
of at least 24 weeks
or in overall
fetal/neonatal
death.

Cochrane
review

Gogia
2010

Community
health workers
(CHW) defined
as any paid

Home visits for neonatal
care by CHW

No home-based
intervention by CHW during
the neonatal period
(defined as first month of

5 trials (2 cluster
randomised, 2 nonrandomised with
concurrent control

Women who had
midwife-led
continuity models
of care were less
likely to experience
regional analgesia,
episiotomy and
instrumental birth,
and were more
likely to experience
no intrapartum
analgesia/anaesthe
sia, spontaneous
vaginal birth,
attendance at birth
by a known midwife
and a longer mean
length of labour
(hours) (mean
difference (hours)
0.50. There were no
differences
between groups for
caesarean births.
Not reported

Risk of neonatal
death was reduced
with home-based
neonatal care

High
quality

Included
(framework
category)/exclu
ded (reason) in
analysis of
Cochrane
reviews
Included
Organisation of
services

N/A
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village worker
or unpaid
volunteer, or
any auxiliary
health
professional
working in the
community

life)

KhanNeelofu
r 1998

Midwives
General
Practitioners
Obstetricians

Reduced antenatal care
visits (number of visits
not specified)
In 3 studies relevant to
workforce midwife/general
practitioner managed
care

Standard care

Lassi
2010

Lady health
workers/visitors
Community
midwives
Community/vill
age health
workers
Facilitators
TBAs

Intervention packages
included additional
training and supervision
of outreach workers
resident in their
communities (lady health
workers/visitors,
community midwives,
community/village health
workers, facilitators or
TBAs,) to deliver
interventions in maternal
care during pregnancy,
delivery and in the

Usual maternal and
newborn care services from
local government and nongovernment facilities

groups, 1 quasirandomised with
concurrent control
group)
All in South Asian
countries with high
baseline neonatal
mortality rates, 3
from a middle income
country and 2 from
low income countries
3 RCTs
Developed countries

In 3 studies relevant to
workforce Obstetrician-led shared
care

18 cluster
randomised
controlled trails and
quasi-randomised
controlled trials
17 in low and middle
income countries
1 in a high income
country

Trials with
adequate
randomisation
showed a greater
reduction in
neonatal deaths
than non- or quasirandomised trials
No differences in
caesarean section,
anaemia, urinary
tract infections and
postpartum
haemorrhage.
Women receiving
midwife/general
practitioner-led
clinics expressed
higher satisfaction
with continuity of
care than those in
obstetrician-led
clinics.
Intervention group:
Reduction in
maternal morbidity,
increased referrals
to health facility for
pregnancy related
complications,
improved rates of
breastfeeding in the
first hour after birth

No statistically
significant
differences
reported

Summary
of
Cochrane
review

Updated
version of this
review included
(but which does
not include the
comparison of
workforce
cadres)
Organisation of
services

Intervention group
Reduction in
neonatal mortality,
stillbirths and
perinatal mortality ,
improved rates of
breastfeeding in the
first hour after birth

Cochrane
review

Included
Organisation of
services

The most successful
intervention
packages included
home visits
(focused on
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postpartum period, and
in routine newborn care,
to their target
populations

Lewin
2010

Sibley
2012

Lay Health
Workers (any
health worker
who performed
functions
related to
healthcare
delivery; was
trained in some
way in the
context of the
intervention;
but had
received no
formal
professional or
paraprofessiona
l certificate or
tertiary
education
degree)
Traditional Birth
Attendants
defined as a
person who
assists the
mother during
childbirth and
who initially
acquires skills
by delivering
babies herself
or through an

Any intervention
delivered by Lay health
workers and intended to
improve maternal or child
health or the
management of
infectious diseases

Usual care

82 RCTs
55 in high income
countries
12 in middle income
countries
15 in low income
countries

None specifically for
childbearing
women

Training or additional
training of TBAs

No training or training of
TBAs

6 RCTs (1 study
trained versus
untrained and 5
studies additionally
trained versus
trained).
All In low and middle
income countries

None reported

antenatal care and
referral of sick
newborns)
alongside education
and/or community
support/
mobilisation
LHWs increased
immunisation
uptake and
breastfeeding and
reduced child
morbidity and
mortality when
compared to usual
care

a) Trained vs
untrained TBAs:
lower perinatal
death rate, lower
stillbirth rate, lower
neonatal death rate
(Caveat: all in 1 trial
only)
b) Additionally
trained versus
trained TBAs:
No difference for

Cochrane
review

Included
Organisation of
services

Cochrane
review

Excluded
Evidence
inconclusive
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apprenticeship
to other TBAs

Wilson
2011

Traditional birth
attendants
(TBAs). TBA
defined as “a
person who
assists the
mother during
childbirth and
who often
acquires her
skills by
delivering
babies herself
or through an
apprenticeship
with other
TBAs” (WHO,
1996)

Strategies that
incorporated training and
support or additional
training and support for
TBAs. Support included
resources such as clean
delivery kits/resuscitation
equipment; referral
support and links with
other health workers

Strategies that did not
provide any training or
support or that provided
minimal training and
support

6 cluster RCTs
All in low and middleincome countries

No difference in
maternal mortality

stillbirths or early
neonatal deaths
CAVEAT - lack of
contrast in training
in the intervention
and control clusters
may have
contributed to the
null result for
stillbirths and an
insufficient number
of studies may have
contributed to the
failure to achieve
significance for
early neonatal
deaths.
Intervention group:
Reductions in
perinatal death and
neonatal death

High
quality

N/A
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Workforce reviews, excluded studies
Author, Year
Andrews 2004

Workforce cadre
Community health care workers working with ethnic minority women

Austin 2003

Interventions provided by clinical psychologists, psychiatric nurse, midwife

Brown 1995

Interventions provided by nurse-midwives or nurse-midwives and physician teams
compared with physician-managed care
Impact of interventions delivered by community health workers on child mortality

Not reported

Conseil d'Evaluation
des Technologies de
la Sante du Quebec
1999
Devane 2010

Prenatal and intrapartum care mainly led by midwives (with or without consultation by
physicians) with care mainly led by physicians (with or without the participation of
midwives)

RCTs, observational comparative
and descriptive Meta-analysis of
RCTs

Christopher 2011

Design of included studies
Mixed - experimental, quasiexperimental, cross-sectional,
descriptive, qualitative
RCTs

Reason for exclusion
Study design
Maternal and infant health
outcomes not reported separately
Outcomes not analysed by
workforce cadre
Study design

RCT, Controlled and uncontrolled
before and after, case-control

Outcome was child mortality (up to
6 years old)
Not a high-quality review

Midwife-led care compared to other models of care

RCTs

Glenton 2011

Lay health workers to increase uptake of immunisations

Hall 2011
Hall Moran 2007

Community-based interventions delivered by any trained person, either a health
professional or a lay person
Workforce cadre not the focus of the review

RCTs, controlled before and after
studies, interrupted time series study
RCTs

Sandall 2013 is a more recent
review on same topic
Outcome uptake of immunisation
in children up to 5 years old
Outcomes not analysed by
workforce cadre
Not a review of workforce cadres

Hatem 2008

Midwife –led care compared with other forms of care

Cochrane review of RCTs

Kendrick 2000

Interventions delivered by personnel who undertake tasks within the remit of British
Health visiting and who did not belong to another professional group
Free-standing midwife led maternity units compared with obstetric-led units
The nature of the association between maternal mortality and birth with a health
professional
Relationship between traditional birth attendant (TBA) training and increased use of
professional antenatal care
Effectiveness of traditional birth attendant (TBA) training to improve access to skilled
birth attendance for obstetric emergencies
One out of six categories of interventions was ‘interventions delivered by community
health workers’. The other five categories of interventions did not specify workforce
cadre.

Intervention studies with control
groups
Observational studies

Muthu 2004
Scott 2009
Sibley 2004a
Sibley 2004b
Spaulding 2009

Qualitative and intervention studies

Observational studies

All studies were included in Devane
2010
Outcomes not analysed by
workforce cadre
Study design
Study design

Mixed – no randomised controlled
trials

Study design

Pre/post or multi-arm intervention
studies with control group and
evaluation studies (qualitative or
quantitative

Study design
MCH Interventions not reported by
workforce cadre
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Sunguya 2013

Training of nutrition heath workers

Swider 2002

Effectiveness of community health workers

Waldenstrom 1998
Walsh 2004

Continuity of midwifery care compared with standard pattern of maternity care
Free-standing midwife-led birth centres compared with obstetric-led units

RCTs and cluster-randomised
controlled trials
Cross-sectional, surveys,
retrospective studies, RCTs, quasiexperimental studies.
Review of RCTs
Observational studies

Review excluded children under 6
months old
No RCTs of Maternal and Child
Health interventions
Not a high-quality review
Study design
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Competencies of the midwife mapped to the framework for quality maternal and newborn care using internationallyagreed competencies, International Confederation of Midwives

International Confederation of Midwives. Essential competencies for basic midwifery practice 2010: revised 2013. 2013.
http://www.internationalmidwives.org/assets/uploads/documents/CoreDocuments/ICM%20Essential%20Competencies%20for%20Basic%20Midwifery%20Practice%2020
10,%20revised%202013.pdf (accessed July 30, 2013).
Practice
Education
Assessment
Promoting normal
First-line management of
Management of serious
categories
Information
Screening
processes, preventing
complications
complications
Health Promotion
Care planning
complications
C1: C2; C3; C4; C5; C6; C7
C1: C2; C3; C4; C5; C6; C7
C1: C2; C3; C4; C5; C6; C7
C1: C3; C4; C5; C6; C7
C1
Organisation

KMC; C1; C2; C3; C4; C5; C6; C7

Values

KMC; C1

Philosophy

KMC; C1; C2; C3; C4; C5; C6

Workforce

C1

KEY MIDWIFERY CONCEPTS (KMC)
There are a number of key midwifery concepts that define the unique role of midwives in promoting the health of women and childbearing families. These include:
•
partnership with women to promote self-care and the health of mothers, infants, and families;
•
respect for human dignity and for women as persons with full human rights;
•
advocacy for women so that their voices are heard and their health-care choices are respected;
•
cultural sensitivity, including working with women and health-care providers to overcome those cultural practices that harm women and babies;
•
a focus on health promotion and disease prevention that views pregnancy as a normal life event; and
•
advocacy for normal physiologic labour and birth to enhance best outcomes for mothers and infants.
C1: Midwives have the requisite knowledge and skills from obstetrics, neonatology, the social sciences, public health and ethics that form the basis of high-quality, culturally-relevant,
appropriate care for women, newborns, and childbearing families.
C2: Midwives provide high-quality, culturally-sensitive health education and services to all in the community in order to promote healthy family life, planned pregnancies and positive
parenting
C3: Midwives provide high-quality antenatal care to maximise health during pregnancy and that includes early detection and treatment or referral of selected complications.
C4: Midwives provide high-quality, culturally-sensitive care during labour, conduct a clean and safe birth and handle selected emergency situations to maximise the health of women and their
newborns.
C5: Midwives provide comprehensive, high-quality, culturally-sensitive postpartum care for women.
C6: Midwives provide high quality, comprehensive care for the essentially healthy infant from birth to two months of age.
C7: Midwives provide a range of individualised, culturally-sensitive abortion-related care services for women requiring or experiencing pregnancy termination or loss that are congruent with
applicable laws and regulations and in accord with national protocols
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