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Wording used in this document 

In this global position paper, when referring to pregnancy, childbirth and the postnatal period, the term 
“women” is also intended to include adolescent girls. The terms “women” and “mothers” are intended to be 
inclusive of all those who self-identify as women and/or who give birth. While the majority of people who are 
pregnant or can give birth are cisgender women (who were born and identify as female), our vision is also 
inclusive of the experiences of transgender men and other gender diverse people who have the reproductive 
capacity to give birth.

The terminology of health professions are aligned with the current/2008 edition of the International Standard 
Classification of Occupations (ISCO-08), a publication of the International Labour Organization (ILO).1 In this 
global position paper, “midwives” refers to both midwives and nurse-midwives, provided that the nature of 
the work performed by nurse-midwives aligns with the midwifery tasks specified and listed in ISCO-08, as 
described in section 2.2 of this document.

1  International Standard Classification of Occupations: ISCO-08. Geneva: International Labour Organization; 2008 (https://isco.ilo.org/en/isco-08/).

iv

https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fisco.ilo.org%2Fen%2Fisco-08%2F&data=05%7C02%7Cj.patten%40greenink.co.uk%7C712aca1d743642aba86608dc9c3c7e2f%7C48e68fa5ddb544e19a94778fdbba7219%7C0%7C0%7C638557030851224396%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=0b%2BEOP8XxB4uH2TRO9B7kkBm%2FKsRGEoGGpo%2BoASUWh4%3D&reserved=0


Chapter title

v

Acknowledgements

During its fifth meeting, in May 2022, the World Health Organization (WHO) Strategic and Technical Advisory 
Group of Experts for Maternal, Newborn, Child and Adolescent Health and Nutrition (STAGE) recommended 
that WHO should support countries in their transition to midwifery models of care by providing policy advice 
and implementation guidance. In response, WHO convened a new STAGE working group on midwifery models 
of care (the STAGE Midwifery Working Group), bringing together key stakeholders to develop guidance on 
midwifery models of care. This position paper has been drafted by the WHO STAGE Midwifery Secretariat, with 
support of the STAGE Midwifery Working Group. It has been reviewed by external experts, partners and WHO 
staff and has been reviewed and endorsed by the WHO STAGE.

The WHO Department of Maternal, Newborn, Child and Adolescent Health and Ageing (MCA) gratefully 
acknowledges the contributions that many individuals and organizations have made to the development of 
this global position paper on midwifery models of care.

The WHO MCA Department wishes to acknowledge the members of the WHO STAGE who provided technical 
input on the content and reviewed and approved the final document: Amanuel Abajobir (African Population 
and Health Research Center, Ethiopia), Koki Agarwal*2 (MOMENTUM Country and Global Leadership, the 
United States of America [the USA]), Rina Agustina (Universitas Indonesia, Indonesia), Nizam Uddin Ahmed 
(Shastho Shurokkha Foundation, Bangladesh), Fadia AlBuhairan (Health Sector Transformation Program, 
Saudi Arabia), Shabina Ariff (Aga Khan University, Pakistan), Narendra Kumar Arora* (The INCLEN Trust 
International, India), Richmond Aryeetey (University of Ghana School of Public Health, Ghana), Per Ashorn 
(Tampere University, Finland), Peter Azzopardi (University of Melbourne, Australia), Jay Berkley (Kenya Medical 
Research Institute, Kenya/University of Oxford, the United Kingdom of Great Britain and Northern Ireland), 
Oliva Bazirete* (University of Rwanda, Rwanda), Cristina Bisson (RTI International, the USA), Gary Darmstadt* 
(Stanford University School of Medicine, the USA), Kathryn Dewey (University of California, Davis, the USA), 
Trevor Duke (University of Melbourne, Australia), Faysal El Kak (American University of Beirut, Lebanon), 
Caroline Homer* (STAGE Chair, Burnet Institute, Australia), Fyezah Jehan (Aga Khan University, Islamic 
Republic of Pakistan), Caroline Kabiru (African Population and Health Research Center, Kenya), Nuray Kanbur 
(University of Ottawa, Canada), Betty Kirkwood (London School of Hygiene & Tropical Medicine, the United 
Kingdom), Jonathan Klein (Stanford University, the USA), Daniel Martinez Garcia (Geneva University Hospital, 
Switzerland), Sjoerd Postma (Khulisa Management Services, South Africa), Linda Richter (University of the 
Witwatersrand, South Africa), Jane Sandall* (Co-Chair of the STAGE Midwifery Working Group and King’s 
College, the United Kingdom), Auliya Suwantika (Universitas Padjadjaran, Indonesia), Peter Waiswa (Makerere 
University School of Public Health, Uganda), Dilys Walker* (University of California San Francisco, the USA) 
and Stanley Zlotkin (University of Toronto, Canada).

The WHO MCA Department greatly appreciates the roles that the following contributors played in the 
development of this global position paper. Justine Le Lez (maternal health consultant, WHO headquarters, 
Switzerland) was the primary author and was the coordinator for the WHO Secretariat for the STAGE Midwifery 
Working Group. The members of the STAGE Midwifery Working Group provided substantial technical guidance 
and input to the writing and review of the global position paper; the working group members included: the 
two co-chairs, Sally Pairman (International Confederation of Midwives [ICM], the Kingdom of the Netherlands) 
and Jane Sandall (King’s College London, the United Kingdom); representatives of women’s groups and 
organizations, Hélène Carrere and Soizic Guérin-Cauet (Collectif Inter-Associatif autour de la Naissance, 

2 Names with a * represent WHO STAGE members involved in the STAGE Midwifery Working Group.

v



vi

France) and Leanne Levers (White Ribbon Alliance, the USA); representatives from the WHO STAGE (indicated 
with a * in the paragraph above); country nursing advisor, Deepika Cecil Khakha (Ministry of Health and Family 
Welfare, Government of India, India); representatives of professional associations and nongovernmental 
organizations, Marina Boykova (Council of International Neonatal Nurses, the USA), Jacqueline Dunkley-
Bent (ICM, the Kingdom of the Netherlands), Anne Kihara (International Federation of Gynecology and 
Obstetrics [FIGO], the USA), Abby Kra-Friedman (International Council of Nurses, Switzerland), Naveen 
Thacker (International Pediatric Association, the USA) and Patricia Titulaer (Laerdal Global Health, Norway); 
international expert and scientist, Atf Gherissi (international midwife educator and researcher, Tunisia); and 
representatives of United Nations funds, Asheber Gaym (United Nations Children’s Fund [UNICEF] Regional 
Office for South Asia, Nepal) and Geeta Lal (United Nations Population Fund [UNFPA] headquarters, the USA). 
WHO also wishes to acknowledge Elena Ateva (White Ribbon Alliance, the USA), Barbara McPake (Nossal 
Institute for Global Health, Australia) and Mary Renfrew (University of Dundee, the United Kingdom) – former 
members of the working group – for their valuable technical expertise. WHO also thanks Sabaratnam 
Arulkumaran (former STAGE member, St George’s University of London, the United Kingdom), Fatima Gohar 
(UNICEF Eastern and Southern Africa Regional Office, Kenya) and Bo Jacobsson (FIGO, the USA) for their 
valuable technical contributions during the first meeting of the STAGE Midwifery Working Group. 

WHO extends its gratitude to all individuals who initiated this work on midwifery models of care: Fran 
McConville, Allisyn Moran, Anayda Portela, Georgia Taylor (consultant) (WHO headquarters, Switzerland); and 
Sarah Bar-Zeev3 and Anneka Knutsson (UNFPA headquarters, the USA). WHO appreciates all the participants 
who provided meaningful inputs through their active participation in two online global consultation 
workshops (held on 3 and 7 December 2021) and a global online survey on midwifery models of care (held in 
August 2022). Thanks are also due to Georgia Taylor and Lia Brigante, consultants of WHO headquarters, for 
data analysis.

WHO extends sincere appreciation to the members of the expert group who contributed to the revision of this 
document for their insightful guidance, listed here in alphabetical order by last name: Kaosar Afsana (BRAC 
University, Bangladesh), Jennifer Akuamoah-Boateng (Bill & Melinda Gates Foundation, the USA), Roa Altaweli 
(Princess Nourah bint Abdulrahman University, Saudi Arabia) Annie Atchoumi (Fédération des associations de 
sages-femmes d’Afrique francophone, Cameroon), Farah Babaey (Ministry of Health and Medical Education, 
Islamic Republic of Iran), Sarah Bar-Zeev (Burnet Institute, Australia), Ndeye Bigue Ba Mbodji (Association 
nationale des sages-femmes d’Etat du Sénégal, Senegal), Pontius Bayo (St Mary’s Hospital Lacor, Uganda), 
Malin Bogren (Gothenburg University, Sweden), Lia Brigante (Royal College of Midwives, the United 
Kingdom), Sheila Clow (University of Cape Town, South Africa), Maria Helena daSilva Bastos (Rede Feminista 
de Ginecologistas e Obstetras, Brazil), Alison Eddy (New Zealand College of Midwives, New Zealand), Ubah 
Farah Ahmed (Somali Pediatric Association, Somalia), Mandy Forrester (International Confederation of 
Midwives, the Kingdom of the Netherlands), Lynn Freedman (Columbia University, the USA), Meena Gandhi 
(Foreign, Commonwealth and Development Office, the United Kingdom), Yamileth Granizo Román (Comité 
para la Prevención de la Tortura, Chile), Pandora Hardtman (Jhpiego, the USA), Paridhi Jha (Foundation for 
Research in Health Systems, India), Inderjeet Kaur (Fernandez Hospital, India), Zuzana Krišková (Women’s 
Circles, Slovakia), Bashi Kumar-Hazard (Human Rights in Childbirth [global organization]), Debrah Lewis 
(Mamatoto Resource & Birth Centre, Trinidad and Tobago), Margaret Loma Phiri (independent midwife 
consultant, Malawi), Jody Lori (University of Michigan, the USA), Alison McFadden (University of Dundee, the 
United Kingdom), Paula Medway (Department for Health and Wellbeing, Government of South Australia, 
Australia), Berit Mortensen (Oslo Metropolitan University, Norway), Goma Niraula (Midwifery Society of Nepal, 
Nepal), Geraldine Nyaku (White Ribbon Alliance, Zimbabwe), Jovita Ortiz Contreras (University of Chile, 
Chile), Loveday Penn-Kekana (London School of Hygiene & Tropical Medicine, the United Kingdom), Bharati 
Sharma (Indian Institute of Public Health, India), Yoko Shimpuku (Hiroshima University, Japan), Suzanne Stalls 
(MOMENTUM Country and Global Leadership, the USA), Catharine Taylor (Merck for Mothers, the USA), Sally K. 
Tracy (University of Sydney, Australia), Jona Turalde (Malaya Center for Sexuality Education, the Philippines) 
and Alexandra Zuber (Ata Health Strategies LLC, the USA). The WHO MCA Department also appreciates the 

3 During the work on this global position paper, this contributor’s institutional affiliation changed from UNFPA initially to the Burnet Institute.
vi

Transitioning to midwifery models of care: global  position paper



Chapter title

vii

initial technical contributions of Robyn Churchill (United States Agency for International Development, 
the USA) and Cristina Mattison (Karolinska Institute, Sweden). WHO also thanks Annie Oliver (New Zealand 
College of Midwives, New Zealand) for her support in collating documentation.

The WHO MCA Department also wishes to thank regional and global advisers from UNICEF and UNFPA for 
their technical contributions to the review of the global position paper: Salwa AlEryani (UNICEF East Asia and 
Pacific Regional Office, Thailand), Fatima Gohar (UNICEF Eastern and Southern Africa Regional Office, Kenya), 
Tedbabe Degefie Hailegebriel (UNICEF headquarters, the USA), Tomomi Kitamura (UNICEF West and Central 
Africa Regional Office, Senegal), Shirley Mark Prabhu (UNICEF Middle East and North Africa Regional Office, 
Jordan), Catherine Breen Kamkong (UNFPA Asia and the Pacific Regional Office, Thailand), Alejandra Corao 
(UNFPA Latin America and the Caribbean Regional Office, Panama), Mollie Fair (UNFPA Arab States Regional 
Office, Egypt), Tamar Khomasuridze (UNFPA Eastern Europe and Central Asia Regional Office, Türkiye), Chisato 
Masuda and Jean-Pierre Monet (UNFPA headquarters, the USA).

The WHO MCA Department wishes to acknowledge the contributions of WHO colleagues who provided 
technical support in the review of the document. The contributors from WHO country and regional offices 
were Julio Pedroza (WHO Country Office, Brazil), Triphonie Nkurunziza (WHO Regional Office for Africa, 
Republic of Congo), Bremen De Mucio (WHO Regional Office for the Americas/Pan American Health 
Organization, Latin Center for Perinatology and Women’s Health, Uruguay), Mohammed Afifi (WHO Regional 
Office for the Eastern Mediterranean, Egypt), and Suvajee Good, Rajesh Khanna and Ai Tanimizu (WHO 
Regional Office for South-East Asia, India). The contributors from WHO headquarters in Geneva, Switzerland, 
were Amelia Latu Afuhaamango Tuipulotu (WHO Office of the Chief Nurse), Carey McCarthy (WHO Health 
Workforce Department), Tova Tampe (WHO’s Special Programme on Primary Health Care), Ann-Beth Moller 
(WHO Department of Sexual and Reproductive Health and Research), and Anshu Banerjee, Subha Sri 
Balakrishnan, Frida Berg, Allisyn Moran, Heather Scott, Beena Varghese, Florence West and Emily Wootton 
(WHO MCA Department).

Thanks are due the Bill & Melinda Gates Foundation and Merck for Mothers for providing financial support for 
this project.

vii

 Acknowledgements 



Abbreviations
ENAP Every Newborn Action Plan

EPMM Ending Preventable Maternal Mortality

HIC high-income country

ICM International Confederation of Midwives

ISCO International Standard Classification of Occupations

LMICs low- and middle-income countries

NCD noncommunicable disease

PHC primary health care

SDG Sustainable Development Goal

SRHR sexual and reproductive health and rights

SRMNCAH sexual, reproductive, maternal, newborn, child and adolescent health

STAGE  Strategic and Technical Advisory Group of Experts for Maternal, Newborn,  
Child and Adolescent Health and Nutrition

UHC universal health coverage

UNFPA United Nations Population Fund

UNICEF United Nations Children’s Fund

WHO World Health Organization

viii



Glossary
Care coordination A proactive approach to bringing together care professionals and 

providers to meet the needs of service users to ensure that they receive 
integrated, person-focused care across various settings (1).

Collaborative care Care that brings together professionals or organizations to work in 
partnership with people to achieve a common purpose (1).

Continuity of care The degree to which a series of discrete health-care events is experienced 
by people as coherent and interconnected over time and consistent with 
their health needs and preferences (1).

Continuum of care The spectrum of personal and population health care needed throughout 
all stages of a condition, injury or event throughout a lifetime, 
including health promotion, disease prevention, diagnosis, treatment, 
rehabilitation and palliative care (1).

Equity in health The absence of systematic or potentially remediable differences in 
health status, access to health care and health-enhancing environments 
and treatment in one or more aspects of health across populations or 
population groups defined socially, economically, demographically or 
geographically within and across countries (1).

Continuity of midwife 
care models4

Midwifery models of care in which a known and trusted midwife, or small 
group of known midwives, is the main care provider for women and 
their babies throughout the antenatal period, labour, childbirth and the 
postnatal period (defined in the present document).

Fragmentation (of 
health services)

(a) Coexistence of units, facilities or programmes that are not integrated 
into the health network; (b) the lack of service coverage of the entire 
range of promotion, prevention, diagnosis, treatment, rehabilitation and 
palliative care services; (c) the lack of coordination among services in 
different platforms of care; or (d) the lack of continuity of services over 
time (1).

High-quality care Care that is safe, effective, people-centred, timely, efficient, equitable and 
integrated (2).

Integrated health services Health services that are managed and delivered so that people receive a 
continuum of health promotion, disease prevention, diagnosis, treatment, 
disease management, rehabilitation and palliative care services, 
coordinated across the different levels and sites of care within and  
beyond the health sector and according to their needs throughout the life 
course (1).

Low birth weight A birthweight less than 2500 g (up to and including 2499 g) (3).

Maternal morbidity Any health condition attributed to and/or complicating pregnancy and 
childbirth that has a negative impact on the woman’s well-being and/or 
functioning (4).

4  Continuity of midwife care models were previously referred to as midwifery-led continuity of care (MLCC) models. ix



Maternal death The death of a woman while pregnant or within 42 days of termination of 
pregnancy, irrespective of the duration and site of the pregnancy, from 
any cause related to or aggravated by the pregnancy or its management 
(from direct or indirect obstetric death), but not from unintentional or 
incidental causes (3).

Midwife5 Midwifery professionals plan, manage, provide and evaluate midwifery 
care services before, during and after pregnancy and childbirth. They 
provide delivery care for reducing health risks to women and newborn 
children according to the practice and standards of modern midwifery, 
working autonomously or in teams with other health care providers. 
They may conduct research on midwifery practices and procedures and 
implement midwifery education activities in clinical and community 
settings (5).6

Midwifery models of care Midwifery models of care are models of care in which the main care 
providers for women and newborns, starting from pre-pregnancy and 
continuing all the way through the postnatal period, are educated, 
licensed, regulated midwives who autonomously provide and coordinate 
respectful high-quality care across their full scope of practice, using an 
approach that is aligned with the midwifery philosophy of care, which: 

(i) promotes a person-centred approach to care; 

(ii) values the woman–midwife relationship and partnership; 

(iii)  optimizes physiological, biological, psychological, social and cultural 
processes; and 

(iv) uses interventions only when indicated.

In midwifery models of care, midwives provide integrated care, 
addressing the needs of each individual woman and newborn, within 
functional and enabling health systems, equipped with necessary 
resources and streamlined consultation and referral processes. They 
collaborate within networks of care as part of interdisciplinary teams 
characterized by equality, trust and respect. This approach guarantees 
that every woman and newborn receives personalized care, tailored to 
their health needs.

Midwifery models of care are adaptable to all levels of care and contexts, 
including home-, community- and hospital-based settings; the public and 
private sectors and public–private partnerships; resource-constrained 
environments; and humanitarian and crisis settings. This ensures wide 
accessibility, equity and relevance across different cultural contexts for 
women, newborns, partners, families and communities (defined in the 
present document).

5  In this global position paper, the word “midwives” refers to both midwives and nurse-midwives.
6  The definition used in the International Standard Classification of Occupations (ISCO) classification, published in 2008, will be updated in 2028.
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Models of care A conceptualization of how services should be delivered, including the 
processes of care, organization of providers and management of services, 
supported by the identification of roles and responsibilities of different 
platforms and providers along the pathways of care (1).

Network of care 
for maternal and 
newborn health

A collection of public and/or private health facilities and health workers 
deliberately interconnected to promote multidisciplinary teamwork and 
collaborative learning in order to provide comprehensive, equitable, 
respectful, person-centred care from home/community to primary 
through to tertiary levels (6).

Newborn death Deaths during the first 28 completed days after a live birth (7).

Person-centred care Care approaches and practices in which the person is seen as a whole, 
with many levels of needs and goals, the needs being derived from their 
personal social determinants of health (1).

Postnatal period The period beginning immediately after the birth of the baby and 
extending up to six weeks (42 days) (8).

Preterm birth A baby born alive before 37 weeks of pregnancy are completed (less than 
259 days) (3).

Primary care The provision of integrated, accessible health-care services by 
practitioners who are accountable for addressing a large majority of 
personal health-care needs, developing sustained partnerships with 
people and practising in the context of the family and community. In some 
regions, it is also referred to as the first level of care (1).

Primary health care Essential health care based on practical, scientifically sound and socially 
acceptable methods and technology made universally accessible to 
individuals and families in the community, through their full participation 
and at a cost that the community and country can afford to maintain, at 
every stage of their development in the spirit of self-reliance and self-
determination. It is the first level of contact of individuals, the family 
and community with the national health system, bringing health care as 
close as possible to where people live and work, and constitutes the first 
element of a continuing health-care process (1).

Referral The direction of an individual to the appropriate facility or specialist in 
a health system or network of service providers to address the relevant 
health needs. Counter-referral may occur when an individual is referred 
back to primary care for follow-up care following a procedure in 
secondary or tertiary care (1).

Small for gestational age Birth weight below –2 standard deviations of the mean or below the 10th 
percentile according to local intrauterine growth charts (3).

Stillbirth The complete expulsion or extraction from a woman of a fetus, 
following its death prior to the complete expulsion or extraction, at 22 
or more completed weeks of gestation. For international reporting it 
is recommended to report stillbirths of 28 or more completed weeks of 
gestation (3).
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Transitioning to 
midwifery models of care

Transitioning to midwifery models of care refers to the process of 
reorientation of health systems away from the currently prevalent 
fragmented and risk-oriented model of care to a midwifery model of 
care in which women and newborns, starting from pre-pregnancy and 
continuing all the way through the postnatal period, receive equitable, 
person-centred, respectful, integrated and high-quality care, provided and 
coordinated by midwives working within collaborative interdisciplinary 
teams (defined in the present document).

Universal health coverage Ensured access for all people to needed promotive, preventive, 
resuscitative, curative, rehabilitative and palliative health services, of 
sufficient quality to be effective, while also ensuring that the use of these 
services does not expose any users to financial hardship (1).

References for the glossary7
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Executive summary
Despite significant progress in recent decades, maternal and neonatal mortality, morbidity, and stillbirths 
remain unacceptably high globally, indicating persistent health inequities. Adolescent pregnancy remains 
a significant global public health concern, with millions of adolescents facing the challenges of unintended 
pregnancies each year. Inadequate access to sexual and reproductive health and rights services and 
commodities for millions of women worldwide, including family planning and safe abortion, contributes to 
significant global maternal and neonatal mortality and morbidity and stillbirths. The escalating number of 
people, including pregnant women and newborns, residing in humanitarian or fragile settings, exacerbated 
by the impacts of climate change, poses significant challenges. Severe medical, psychological, social and 
economic outcomes stem from people’s experiences in these crisis situations, affecting every aspect of the 
lives and well-being of women, newborns, partners, families and communities.

The majority of maternal and neonatal deaths and stillbirths can be prevented with timely access to high-
quality care. While improving access to care is key in mitigating maternal and neonatal mortality, morbidity 
and stillbirths, poor-quality care is responsible for a greater number of fatalities than lack of access to 
care in low- and middle-income countries. In these settings, more than 50% of maternal deaths and over 
60% of neonatal deaths could be averted with high-quality care. Worldwide, many women and newborns 
experience mistreatment during pregnancy, childbirth and postnatal care. Overmedicalization of pregnancy 
and childbirth has escalated in recent decades contributing to further poor quality of care and unfavourable 
outcomes for women and newborns, and posing a barrier to achieving universal health coverage (UHC).

Under international human rights law, governments are obligated to promote, respect, protect, ensure and 
uphold the rights of women, newborns, children and adolescents to receive high-quality health care and 
enjoy the highest standards of health. As a foundational step on the pathway towards UHC, the World Health 
Organization (WHO) endorses the reorientation of health systems towards primary health care (PHC).8 This 
includes the development of models of care that are well suited to the country and local contexts and which 
advance the principles of promoting comprehensive integrated health services. In the pursuit of providing 
high-quality health services to improve health and well-being for all in the context of UHC, transitioning to 
midwifery models of care represents a cost-effective strategy to optimize outcomes for women and newborns 
with minimal use of unnecessary interventions.

“Transitioning to midwifery models of care” refers to the process of reorientation of 
health systems away from the currently prevalent fragmented and risk-oriented model 
of care to a midwifery model of care in which women and newborns, starting from pre-
pregnancy and continuing all the way through the postnatal period, receive equitable, 
person-centred, respectful, integrated and high-quality care, provided and coordinated 
by midwives working within collaborative interdisciplinary teams.

8  WHO differentiates primary health care – a whole-of-society approach to health – from primary care, which is the first-contact with health services that 
are people-centred, continuous, comprehensive and coordinated.
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Midwifery models of care: definition

Midwifery models of care are models of care in which the main care providers for women and 
newborns, starting from pre-pregnancy and continuing all the way through the postnatal period, are 
educated, licensed, regulated midwives who autonomously provide and coordinate respectful, high-
quality care across their full scope of practice, using an approach that is aligned with the midwifery 
philosophy of care, which:

i. promotes a person-centred approach to care; 

ii. values the woman–midwife relationship and partnership; 

iii. optimizes physiological, biological, psychological, social and cultural processes; and 

iv. uses interventions only when indicated.

In midwifery models of care, midwives provide integrated care, addressing the needs of each 
individual woman and newborn, within functional and enabling health systems, equipped with 
necessary resources and streamlined consultation and referral processes. They collaborate within 
networks of care as part of interdisciplinary teams characterized by equality, trust and respect. This 
approach guarantees that every woman and newborn receives personalized care, tailored to their 
health needs.

Midwifery models of care are adaptable to all levels of care and contexts, including home-, 
community- and hospital-based settings; the public and private sectors and public–private 
partnerships; resource-constrained environments; and humanitarian and crisis settings. This ensures 
wide accessibility, equity and relevance across different cultural contexts for women, newborns, 
partners, families and communities.

Equitable and human-rights-based care 
for all women and newborns

Person-centred and respectful care encouraging 
a trusting relationship and partnership

High-quality care, aligned with  
the midwifery philosophy

Care coordinated by midwives 
in all settings

Integrated and 
collaborative care

Guiding  
principles  

of midwifery  
models of  

care

Guiding principles of midwifery models of care
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Considering the pressing necessity to safeguard and enhance the lives and well-being of women 
and newborns, implementing midwifery models of care offers a way to: 

 ■ save lives; 

 ■ improve women’s and newborns’ short-, medium- and long-term outcomes, therefore ensuring 
healthier future generations; 

 ■ significantly enhance satisfaction with care and the experience of care for women, aligning with 
public demand for high-quality care; 

 ■ enable women to make informed health decisions, contributing to their overall autonomy in 
decision-making and their ability to fully enjoy their sexual and reproductive health and rights; 

 ■ support healthy and physiological processes and use interventions only when indicated, thereby 
reducing the negative outcomes and the financial burden associated with unnecessary medical 
procedures; 

 ■ advance public health in countries and reduce health inequities, contributing to a healthier and 
more equitable society; 

 ■ enhance access to health services in countries, addressing critical gaps in the health system and 
its capacity to meet population needs; 

 ■ embody the commitment to women’s health and rights, acknowledging and addressing the 
specific health and well-being needs of women; and

 ■ maximize the efficiency of resource allocation, ensuring public funds are invested in the most 
effective and impactful maternal and newborn health-care practices. 

A woman is supported to breastfeed by a midwife in the 
Democratic Republic of the Congo. © UNFPA
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A pregnant woman is shown pre-delivery exercises 
to relieve her labour pains in India. © UNICEF India



1. Background
Despite significant progress in recent decades, maternal mortality and morbidity remain unacceptably high 
globally (1). In 2020, an estimated 287 000 women lost their lives due to complications related to pregnancy, 
childbirth or the postnatal period (1). In addition, in 2015, there were an estimated 27 million direct morbid 
episodes of the most common obstetric complications: haemorrhage, hypertensive disorders, sepsis and 
complications of unsafe abortion (2). Mental health issues, including anxiety and depression during the 
perinatal period, affect approximately 1 in 10 women in high-income countries (HICs) and 1 in 5 in low- and 
middle-income countries (LMICs) (3). These mental health issues can lead to suicide, which is becoming one of 
the leading causes of mortality during pregnancy and up to one year after birth in HICs (4–7). Severe medical, 
psychological, social and economic consequences (8–12) and medium- to long-term adverse outcomes stem 
from maternal mortality and morbidity, affecting every aspect of the lives and well-being of women, infants, 
partners, families and communities (12–14).

Sexual and reproductive health and rights (SRHR) are an essential component of universal health coverage 
(UHC). However, SRHR services remain inaccessible in numerous countries. Around the world, there are 
164 million women with unmet need for family planning and, in some regions, less than half of the demand for 
family planning is satisfied (15). Additionally, 3 out of every 10 pregnancies result in induced abortion, 45% of 
which are deemed unsafe (16). These unsafe abortions account for an estimated 4.7–13.2% of maternal deaths 
and contribute to increased morbidity among surviving women (16–18).

Neonatal mortality also remains extraordinarily high globally, with an estimated 6300 neonatal deaths 
occurring daily, the majority of which occur within the first week of life (19). Neonatal conditions (including, 
for example, preterm birth complications, birth asphyxia, birth trauma, neonatal sepsis and infections) 
collectively rank as the fifth leading cause of death across all age groups worldwide and as the leading cause 

A woman receives midwifery care during pregnancy 
in the Lao People’s Democratic Republic. © UNFPA
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A woman, internally displaced due to conflict, and her midwife during an 
antenatal care visit in the Democratic Republic of the Congo. © UNFPA

in low-income countries (20). Neonatal morbidity is also significantly high globally: in 2020, an estimated 
13.4 million newborns were born preterm (21) and an estimated 19.8 million had low birth weight (22). 
Neonatal conditions, primarily preterm birth and low birth weight, are the leading contributors to disability-
adjusted life years (20), under-five child mortality (19,23) and neonatal mortality and morbidity globally (19). 
These conditions have the potential to result in lifelong disabilities (24,25) and long-term adverse outcomes 
(24,25), thereby intensifying the burden of noncommunicable diseases (NCDs) (26–28). Breastfeeding is one 
of the key interventions that can reduce child mortality and NCDs later in life (29), but only 47% of newborns 
initiate breastfeeding within the first hour of life and only 67% are exclusively breastfed in the first two days 
after birth (30).

Despite the tragic reality of over 2 million babies dying in utero annually, the issue of stillbirths remains nearly 
invisible. Globally, an estimated 5200 stillbirths occur daily (babies who die after 28 weeks of pregnancy, either 
before or during labour/childbirth), with 40% of these deaths occurring during labour (31). As the 2022 report 
of the United Nations Inter-agency Group for Child Mortality Estimation highlights, “these deaths remain 
hidden behind a shroud of silence fuelled by stigma, taboo and the misconception that nothing can be done 
to prevent them” (31).

Maternal and neonatal mortality and morbidity and stillbirths are not evenly or randomly distributed around 
the globe or within countries – they are a significant indicator of health inequities (8). The great majority of 
maternal and newborn deaths and stillbirths occur in sub-Saharan Africa and southern Asia, with sub-Saharan 
Africa alone accounting for approximately 70% of global maternal deaths, 46% of newborn deaths and 77% 
of stillbirths (1,19,31). Other major factors contributing to inequities in the risks for maternal and newborn 
deaths and stillbirths are sex, gender and ethnicity of the woman and baby, and the woman’s education level, 
employment status, income level, disability, sexual orientation and age (1,32). 

Adolescent pregnancy remains a significant global public health concern. In 2019, an estimated 21 million 
pregnancies were reported among adolescents aged 15–19 years in LMICs, with approximately half of these 
pregnancies being unintended, and 55% of unintended pregnancies ending in abortions, which are often 
unsafe (33). Globally, complications arising from pregnancy and childbirth are leading causes of mortality 
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A woman receives counselling from a midwife about modern family planning methods 
available at a health facility in a Rohingya refugee camp in Bangladesh. © UNFPA

among girls aged 15–19 (34). Adolescent mothers aged 10–19 are at increased risk of complications such as 
haemorrhage, sepsis, hypertensive disorders and obstructed labour, and their babies are more likely to be 
born preterm and/or with low birth weight (34).

Globally, there are unprecedented numbers of people living in humanitarian or fragile settings, forcibly 
displaced and/ or stateless (35,36). In 2017 alone, 630 million women and children either lived close to conflict 
areas or had been forcibly displaced (37). In crisis settings, women and newborns are particularly vulnerable 
(35,38) and armed conflicts are associated with substantial and persistent excess maternal and child deaths 
globally (39). Climate change is contributing to humanitarian crises around the globe (35) and climate-related 
disasters have almost tripled over the past decade (40). The numbers of people and the conditions in such 
settings significantly impede the advancement towards achieving global goals and objectives for health and 
well-being, notably the targets aimed at reducing maternal and neonatal mortality and stillbirths (1).

However, the majority of maternal and neonatal deaths and stillbirths can be prevented with timely access to 
high-quality care (1,19,31). Delays in access to the necessary care are associated with avoidable deaths and 
health complications in women and newborns, as well as stillbirths, and this is often described as “too little, 
too late” (1,41). Globally, many women and adolescent girls still do not benefit from at least four antenatal 
contacts with a health worker and continue to give birth without access to a health facility and/or without 
the provision of care by skilled health personnel, and many of them and/or their newborns do not have any 
postnatal contact with a health worker within two days of birth (42). Inequities and disparities in access to care 
are notably prevalent worldwide, with specific groups such as rural populations, adolescent girls and those 
in the lowest income quintiles facing the most difficulties with access (42). Obstetric fistula, for example, is 
a deeply inequitable childbirth complication resulting from a lack of timely access to emergency caesarean 
section during obstructed labour (43). It predominantly impacts the most disadvantaged and vulnerable 
women and leads to severe medical, psychological, social and economic distress for the women affected, in 
addition to the obstructed labour resulting in stillbirths in 90.1% of these cases (43).

While improving access to care is key in mitigating maternal and neonatal mortality, morbidity and stillbirths, 
poor-quality care is responsible for a greater number of fatalities than lack of access to care in LMICs (44). The 
Lancet Global Health Commission on High Quality Health Systems in the Sustainable Development Goal (SDG) 
era estimates that 1 million newborn deaths and 150 000 maternal deaths could be saved annually with high-
quality care (44). Yet, many settings are unable to provide high-quality maternal and newborn care, based on 
the World Health Organization (WHO) standards, primarily due to an absence of person-centred care (45,46); a 
dearth of competent, motivated human resources; unavailability of essential physical resources, such as life-
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saving commodities; gaps in care provision; and serious deficiencies in the care experience (47–49). Globally, 
many women and newborns experience mistreatment during pregnancy, childbirth and postnatal care; there 
is evidence of this from studies in LMICs (48,50) and HICs (50–53), as well as from studies including countries 
of all income levels (45,54,55). Disrespect and abuse may stem from individual health worker actions, from 
structural and systemic issues leading to disrespectful care, or from both. This encompasses verbal, physical 
and/or sexual abuse; stigma and discrimination; failure to meet professional standards of care; poor rapport 
between women and providers; and inadequate care based on health system conditions and constraints 
(45,48,54–57). These forms of mistreatment can have serious consequences for the health and well-being 
of women and newborns, potentially leading to an increased risk of anxiety and postnatal depression, a 
diminished sense of autonomy and a decreased likelihood of using health services in the future (45,52,58).

Recent decades have brought an escalation in the overmedicalization of pregnancy and childbirth – a global 
trend described as “too much, too soon” (41). This practice involves the inappropriate, unnecessary or routine 
use of interventions without there being a clear need for them, based on the condition of the woman or her 
newborn. Frequently over-used interventions include, for example, episiotomies, amniotomies, induced 
labour, unnecessary caesarean sections and suctioning of clear amniotic fluid from newborns at birth 
(48,59–61). Overmedicalization can result in adverse health outcomes (41,59–65) and can undermine women’s 
inherent ability to give birth, leaving them feeling sidelined in their birthing process, which negatively affects 
their childbirth experience (41,59,66). By overburdening already strained health workers, overmedicalization 
can also result in poor quality of care and immediate, medium- and/or long-term unfavourable health 
outcomes for women and newborns (41,59,62,63,66,67). It also increases the financial demands on health 
systems (67) and out-of-pocket health expenditures for women and their families (68–71), which poses a 
barrier to achieving UHC. 

When used appropriately, access to caesarean sections saves lives. However, performing medically 
unnecessary caesarean sections leads to a rise in adverse outcomes for women and newborns worldwide 
(61,66) and generates significant extra costs for health systems (61,72). In 2010 alone, the global expenditure 
attributed to the overuse of caesarean sections was estimated to be around 2.32 billion US dollars, according 
to a WHO report (67). This medical intervention further leads to substantial financial hardship for women and 
families, either due to the high cost paid out of pocket or due to negative impacts of the caesarean section on 
their health and well-being (68–71); this negatively impacts health equity (67) and increases the likelihood of 
dragging them into (or further into) poverty.

Under international human rights law, governments are obligated to promote, respect, protect, ensure and 
uphold the rights of women, newborns, children and adolescents to receive high-quality health care and 
enjoy the highest standards of health (73). The Every Newborn Action Plan (ENAP) and Ending Preventable 
Maternal Mortality (EPMM) initiatives foster country ownership and promote partnerships at global, regional 
and country levels for implementation and monitoring of complementary strategies – unique to maternal 
and newborn health – to strengthen programme planning, tracking of progress and sharing of best practices 
(74,75). These strategies are aimed at enhancing the quality of care provided to women and newborns and 
supporting the attainment of UHC for comprehensive sexual, reproductive, maternal and newborn health 
care (74,75).

As a foundational step on the pathway towards UHC, WHO endorses the reorientation of health systems 
towards primary health care (PHC).9 As defined in the 2018 Astana Declaration (76) and further outlined in the 
2020 WHO–UNICEF Operational framework for primary health care (77), PHC represents the most inclusive, 
equitable, cost-effective and efficient strategy to enhance people’s physical and mental health and well-
being, and achieve UHC. One of the levers outlined by the WHO–UNICEF operational framework includes the 
development of models of care that are well suited to the country and local contexts and which advance the 
principles of promoting comprehensive integrated health services (77). As one of the minimum policy and 
strategy requirements for a PHC approach for women’s, children’s and adolescents’ health and well-being, the 

9  WHO differentiates primary health care – a whole-of-society approach to health – from primary care, which is the first-contact with health services that 
are people-centred, continuous, comprehensive and coordinated.
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WHO Strategic and Technical Advisory Group of Experts for Maternal, Newborn, Child and Adolescent Health 
and Nutrition (STAGE) recommends to “increase [the] frequency and quality of antenatal and postnatal care, 
improve intrapartum care (including emergency care) delivered through models of midwifery ... care” (78).

In the pursuit of providing high-quality health services to improve health and well-being for all in the context 
of UHC, transitioning to midwifery models of care represents a cost-effective strategy to optimize outcomes 
for women and newborns with minimal use of unnecessary interventions (79–85). “Transitioning to midwifery 
models of care” refers to the process of reorientation of health systems away from the currently prevalent 
fragmented and risk-oriented model of care to a midwifery model of care in which women and newborns, 
starting from pre-pregnancy and continuing all the way through the postnatal period, receive equitable, 
person-centred, respectful, integrated and high-quality care, provided and coordinated by midwives working 
within collaborative interdisciplinary teams.

Despite growing interest, there is no internationally accepted definition of “midwifery models of care”. This 
global position paper seeks to address this void by offering an international definition, describing the guiding 
principles of midwifery models of care and reviewing the advantages of adopting these models of care. While 
the scope of practice for midwives includes broader aspects of sexual, reproductive, maternal, newborn, 
child and adolescent health (SRMNCAH), this document focuses on midwives’ impact in the areas of maternal 
and newborn health. It acknowledges the significant role and impact that midwives can have within health 
systems, while recognizing the importance of collaborative and integrated care where various professionals 
jointly contribute to providing high-quality maternal and newborn health services.

A woman receives antenatal care from a midwife in 
a birth centre in Canada. © Ashley Marston/ICM
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A midwife supports displaced women and girls in the province of Ituri in the 
Democratic Republic of the Congo. © UNFPA DRC/Junior Mayindu.



2. Key terms and definitions

2.1 Who is a midwife?
The current/2008 edition of the International Standard Classification of Occupations (ISCO-08), a publication 
of the International Labour Organization (ILO) statistics department, provides the following definition10 of 
midwifery professionals (86):

Midwifery professionals plan, manage, provide and evaluate midwifery care services 
before, during and after pregnancy and childbirth. They provide delivery care for 
reducing health risks to women and newborn children according to the practice and 
standards of modern midwifery, working autonomously or in teams with other health 
care providers. They may conduct research on midwifery practices and procedures and 
implement midwifery education activities in clinical and community settings.

The National Health Workforce Accounts (NHWA) platform uses the ISCO-08 definitions and classifications as 
a framework with which to monitor and report information on the health workforce, and asks countries to 
allocate health workers to specific occupation groups as defined by ISCO (87). In some countries, there are 
health workers who hold a dual qualification as both a nurse and a midwife and are referred to as “nurse-
midwives” (88,89). The distinction between these professions should be made based on the nature of the work 
performed and not on the educational path to become nurses and/or midwives, as outlined in ISCO-08 (86):

The distinctions between nursing and midwifery professionals ... should be made 
on the basis of the nature of the work performed in relation to the tasks specified in 
this definition and in the relevant unit group definitions. The qualifications held by 
individuals or that predominate in the country are not the main factor in making this 
distinction, as training arrangements for nurses and midwives vary widely between 
countries and have varied over time within countries.

In this global position paper, “midwives” refers to both midwives and nurse-midwives, provided that the 
nature of the work performed by nurse-midwives aligns with the midwifery tasks specified and listed in 
ISCO- 08 (86), as described in the next section.

Midwives can be individuals of any gender.

10  The definition used in the ISCO classification, published in 2008, will be updated in 2028.
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2.2 What do midwives do?
Midwives are health workers specialized in supporting healthy and physiological processes of both women 
and newborns throughout the continuum of care, ranging from pre-pregnancy through to the end of the 
postnatal period; depending on the context and needs, the care they provide may potentially extend beyond 
the postnatal period.

Midwives practise with a philosophy of care that (79): 

 ■ promotes a person-centred approach to care; 

 ■ values the woman–midwife relationship and partnership; 

 ■ optimizes physiological, biological, psychological, social and cultural processes; and 

 ■ uses interventions only when indicated.

When fully educated and licensed, well integrated into health systems and working in an enabling 
environment, midwives – with the support of interdisciplinary teams – could meet about 90% of the global 
need for essential SRMNCAH interventions (89).

Midwives have a broad scope of practice, including (79,86,90,91):

 ■ providing health education and information (health promotion) for women, partners and families;

 ■ assessing the health and well-being status and needs of women and babies;

 ■ screening for risk factors and at-risk behaviour;

 ■ leading care planning in collaboration with women;

 ■ promoting physiological pregnancy, labour, childbirth and postnatal period;

 ■ providing essential newborn care and some special newborn care interventions;

 ■ prescribing, dispensing and administering medicines or products; and

 ■ ordering, performing and interpreting laboratory and/or imaging screening tests.

Midwives’ specific tasks, as stated in the ISCO-08, consist of:

 ■ planning, providing and evaluating care and support services for women and babies before, during 
and after pregnancy and childbirth, according to the practice and standards of modern midwifery care;

 ■ providing advice to women and families and conducting community education on health, nutrition, 
hygiene, exercise, birth and emergency plans, breastfeeding, infant care, family planning and 
contraception, lifestyle and other topics related to pregnancy and childbirth;

 ■ assessing progress during pregnancy and childbirth, managing complications and recognizing 
warning signs requiring referral to a medical doctor with specialized skills in obstetrics;

 ■ monitoring the health status of newborns, managing complications and recognizing warning signs 
requiring referral to a medical doctor with specialized skills in neonatology;

 ■ monitoring pain and discomfort experienced by women during labour and delivery and alleviating 
pain using a variety of therapies, including the use of painkilling drugs;

 ■ reporting births to government authorities to meet legal and professional requirements;

 ■ conducting research on midwifery practices and procedures and disseminating findings, such as 
through scientific papers and reports; and

 ■ planning and conducting midwifery education activities in clinical and community settings (86).

8

Transitioning to midwifery models of care: global  position paper



Midwives are responsible and accountable for their own decisions and actions, provided the situation 
remains within their scope of practice (91). They have the necessary competencies to analyse situations, 
assess risks in women and newborns, and make informed decisions. They are competent to detect 
complications early and provide lifesaving interventions, such as basic emergency obstetric and newborn 
care. If women and/or newborns require more complex care and/or specialized interventions which fall 
outside of their scope of practice, then midwives will consult with specialist medical practitioners – such as 
obstetricians, paediatricians and/or anaesthesiologists – to jointly provide the best care possible to women 
and/or newborns, as part of interdisciplinary teams (79,91). Should the situation stabilize and return to a 
healthy state, midwives resume their role as the main care provider and coordinator while still engaging in 
collaborative efforts with other health workers. Throughout the continuum of care, women and newborns 
are at the centre of the care, which is tailored to their needs. Health workers actively encourage women’s 
participation and enable them to collaboratively manage their own care through informed decision-making.

Given that there is a fine line between a healthy and a pathological situation during the continuum of care, it 
is critical to have professional trust, reciprocal communication, seamless coordination and collaboration, and 
shared understanding and definition of roles and responsibilities among midwives and other health workers 
(e.g. obstetricians, paediatricians, nurses); this will ensure high-quality, respectful and person-centred 
maternal and newborn care. Whenever women and/or newborns require care that is outside of midwives’ 
scope of practice, midwives will communicate – after receiving the woman’s consent – essential information to 
the health professional who will provide that care.

The International Confederation of Midwives (ICM) also provides a definition and scope of practice of a 
midwife (Box 2.1). See Annex 1 for ICM’s philosophy of midwifery care and model of midwifery care.

A midwife talks to patients about basic maternal health at Family  
Health House in Shiber district of Bamiyan, Afghanistan. © UNFPA
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Box 2.1   Definition and scope of practice of a midwife, from the International 
Confederation of Midwives (ICM)

11  The ICM essential competencies for midwifery practice are currently being revised and updated. 

Definition:
“A midwife is a person who has successfully completed a midwifery education programme based 
on the ICM Essential Competencies for Midwifery Practice11 and the framework of the ICM Global 
Standards for Midwifery Education, recognised in the country where it is located; who has acquired the 
requisite qualifications to be registered and/or legally licensed to practise midwifery and use the title 
‘midwife’, and who demonstrates competency in the scope of practice of the midwife.”

Scope of practice:
“The midwife is recognised as a responsible and accountable professional, who works in partnership 
with women to give the necessary support, care and advice during pregnancy, labour and the 
postpartum period, to conduct births on the midwife’s own responsibility and to provide care for the 
newborn and infant. This care includes preventative measures, the promotion of normal birth, the 
detection of complications in mother and child, the accessing of medical care or other appropriate 
assistance and the carrying out of emergency measures.

“The midwife has an important task in health counselling and education, not only for the women and 
gender-diverse people they serve, but also within families and communities. This work should involve 
antenatal education and preparation for parenthood and may extend to sexual and reproductive 
health care and care for infants and young children.”

“A midwife may practise in any setting including the home, community, hospital, clinic or health unit.”

Source: ICM, 2023 (90).

Midwifery students in Bangladesh. © UNFPA
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Midwives also play a pivotal role in many other areas of health care, encompassing: 

 ■ family planning; 

 ■ immunization; 

 ■ early childhood development; 

 ■ nutritional interventions (e.g. promoting early initiation of breastfeeding, offering counselling 
on nutrition);

 ■ obstetric and/or gynaecological ultrasound scans; 

 ■ preventative health education, screening, management and referral for HIV/AIDS and sexually 
transmitted infections;

 ■ pelvic floor rehabilitation;

 ■ comprehensive sexuality education; and

 ■ prevention and detection of gender-based violence and abuse, and care for survivors (91).

Depending on the specific contexts and needs in different countries and settings, the scope of practice for 
a midwife may also incorporate comprehensive abortion care and/or screening and preventative health 
education for gynaecological cancers and/or female genital mutilation (16,91).

Not all aspects of the health services mentioned above would usually be provided by midwives; their 
involvement varies and they may be operating as part of a broader interdisciplinary team effort along 
with community health workers, nurses, auxiliary health professionals, health-care assistants, medical 
assistants and general or specialist medical practitioners. This interdisciplinary collaboration allows for a 
seamless integration of services, tailored to the specific needs of women, their partners, newborns, children, 
adolescents, families and communities, ensuring that they receive the most comprehensive care possible in 
diverse contexts and settings.

A woman receives breastfeeding support from a midwife in the 
postnatal period in Uzbekistan. © WHO Malin Bring/WHO Uzbekistan
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Box 2.2  Midwifery models of care: definition

Midwifery models of care are models of care in which the main care providers for women and 
newborns, starting from pre-pregnancy and continuing all the way through the postnatal period, are 
educated, licensed, regulated midwives who autonomously provide and coordinate respectful, high-
quality care across their full scope of practice, using an approach that is aligned with the midwifery 
philosophy of care, which: 

i. promotes a person-centred approach to care; 

ii. values the woman–midwife relationship and partnership; 

iii. optimizes physiological, biological, psychological, social and cultural processes; and 

iv. uses interventions only when indicated.

In midwifery models of care, midwives provide integrated care, addressing the needs of each individual 
woman and newborn, within functional and enabling health systems, equipped with necessary 
resources and streamlined consultation and referral processes. They collaborate within networks 
of care as part of interdisciplinary teams characterized by equality, trust and respect. This approach 
guarantees that every woman and newborn receives personalized care, tailored to their health needs.

Midwifery models of care are adaptable to all levels of care and contexts, including home-, community- 
and hospital-based settings; the public and private sectors and public–private partnerships; 
resource-constrained environments; and humanitarian and crisis settings. This ensures wide 
accessibility, equity and relevance across different cultural contexts for women, newborns, partners, 
families and communities.

2.3 What are midwifery models of care?
WHO defines models of care as: 

a conceptualization of how services should be delivered, including the processes of care, 
organization of providers and management of services supported by the identification 
of roles and responsibilities of different platforms and providers along the pathways 
of care (77).

The definition of midwifery models of care, as developed for this global position paper, is provided in Box 2.2.

A range of midwifery models of care exist and are implemented around the world (92,93), depending on the 
context and needs. “Continuity of midwife care” models12 are the most well known type of midwifery models 
of care. In these models, a known and trusted midwife, or a small group of known midwives, provides care to a 
woman and her baby throughout the antenatal, intrapartum and postnatal periods.

This continuity encompasses a continuous and supportive process of care and emotional support during 
pregnancy, labour and childbirth and over the weeks that follow (94,95) and ensures interpersonal (relational), 
longitudinal, management and informational continuity (see Annex 2), thereby providing more personalized 
and integrated care (80,96).

12  Continuity of midwife care models were previously referred to as midwifery-led continuity of care (MLCC) models. 
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Continuity of midwife care models are mostly referred to as “caseload midwifery”, “midwifery-led continuity” 
or “team/midwifery group practice” in the literature (92). They have been recommended by WHO in settings 
with well functioning midwifery programmes (59,64,65), based on the concept of continuity of care and on 
the results of a systematic review published in 2016, which included 17 674 women, mostly from HICs, and 
compared women who received care under a continuity of midwife care model to those who received care 
under one of the following three approaches (80).13

 ■ Obstetrician-provided care – obstetricians are the main care provider for most childbearing women and 
when an obstetrician (not necessarily the one who provides antenatal care) is present for the birth, and 
nurses provide intrapartum and postnatal care. 

 ■ Family doctor-provided care – a family doctor or generalist medical practitioner is the main care 
provider, with referrals to specialist obstetric care as needed, and a medical doctor is present for the 
birth. Obstetric nurses or midwives provide intrapartum and immediate postnatal care but they do not 
participate at a decision-making level and they are not involved throughout the entire care episode. 

 ■ Shared models of care – responsibility for the organization and delivery of care is shared between 
different health workers, from the first antenatal consultation all the way through the postnatal 
period (80).

13  This systematic review was updated in 2024 and the updated results are presented in Chapter 3.

A midwife measures a pregnant woman’s blood pressure 
in a birthing clinic in Guatemala. © ICM/Carla Molina
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A woman holding her newborn with the support of a midwife at 
Banadir Hospital in Mogadishu, Somalia. © UNFPA/Luis Tato



3. The case for midwifery models 
of care

3.1 Midwifery models of care save lives and improve health 
and well-being of women, newborns, partners, families 
and communities

Midwives save lives. More than 60% of all maternal and neonatal deaths and stillbirths could be averted 
by achieving universal coverage of midwife-delivered interventions by 2035, including the provision of family 
planning before conception,14 according to a recent modelling study (Fig. 3.1) (97). This represents 4.3 million 
lives of women and newborns that could be saved each year (97). Even a modest 10% increase in coverage 
every five years by 2035 could save 1.3 million lives annually (97).

Fig. 3.1  Reductions to maternal and neonatal mortality and stillbirths that are anticipated with an 
increase in the coverage of midwife-delivered interventions by 2035

Achieving UNIVERSAL COVERAGE 
of midwife-delivered interventions 

by 2035

SAVING 4.3 MILLION LIVES  
PER YEAR BY 2035

Could avert

of maternal  
deaths

of newborn  
deaths

of stillbirths

67%

64%

65%
SAVING 2.2 MILLION LIVES  

PER YEAR BY 2035

A less ambitious 25% INCREASE IN 
COVERAGE of midwife-delivered 

interventions every 5 years

Could avert

of maternal  
deaths

of newborn  
deaths

of stillbirths

41%

39%

26%
SAVING 1.3 MILLION LIVES  

PER YEAR BY 2035

Even a modest 10%  
INCREASE IN COVERAGE  

every 5 years

Could avert

of maternal  
deaths

of newborn  
deaths

of stillbirths

22%

23%

14%

Source: UNFPA, 2020 (98), adapted from Nove et al., 2021 (97). Reproduced with permission.

Over 50 short-, medium- and long-term outcomes in women and newborns could be improved by 
high-quality midwifery care, including reduced maternal and neonatal morbidities, thereby ensuring healthier 
future generations (79). Implementation of midwifery models of care can tackle the root causes of adverse 
maternal and newborn health outcomes across various groups and environments, and advance public health 
in countries.

14   It should be noted that family planning is part of midwives’ scope of practice, but midwifery models of care only cover the period from pre-pregnancy 
until the end of the postnatal period.
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An updated systematic review, encompassing data for 18 533 women who participated in randomized 
trials, mostly from HICs, revealed that women receiving care under a continuity of midwife care model were 
more likely to experience a spontaneous vaginal delivery and a positive birth experience, and less likely to 
experience instrumental vaginal birth, episiotomy or caesarean section compared with those who received 
obstetrician-provided care, family doctor-provided care or care provided within a shared model of care (99).

Midwifery models of care support healthy and physiological processes and use interventions only when 
indicated, thereby reducing negative outcomes and the financial burden associated with unnecessary 
medical procedures. Further studies have indeed demonstrated a significant impact of continuity of midwife 
care, including a reduced likelihood of unnecessary medical interventions during labour and childbirth 
(79,99–101), a decrease in caesarean section rates (99,102), a potential decrease in anxiety and postpartum 
depression (103) and an increase in the initiation and duration of breastfeeding and family planning use 
(79). Women subjected to routine episiotomies, instrumental births and caesarean sections, and those who 
suffer from postnatal depression, may experience medium- to long-term medical, psychological, social and 
economic consequences (13,62,66); these impairments can potentially impact future pregnancies and also 
jeopardize the mother–baby relationship (13). Continuity of midwife care can reduce these negative impacts, 
which have profound repercussions on the lives and well-being of women, families and communities, and also 
significantly increase costs for women and their families and for already strained health systems (67).

In midwifery models of care, midwives are competent and play a critical role in preventing, screening, 
detecting and managing both communicable diseases (e.g. malaria, HIV/AIDS, sexually transmitted infections) 
and noncommunicable diseases (NCDs) (e.g. hypertensive disorders, diabetes mellitus, cervical or breast 
cancer, mental health issues) in the women and newborns under their care. Pregnancy is associated with 
increased severity of infectious diseases, which can lead to adverse outcomes in women, fetuses, newborns 
and infants, such as prematurity, low birth weight, stillbirth and congenital anomalies. NCDs are the leading 
cause of mortality globally (20) and one of the leading causes of maternal mortality in HICs (4,6,7). Midwives 
are well positioned to promote and foster healthy behaviours in women, their partners and families. The 
antenatal and postnatal periods together present an opportune window to encourage healthy behaviours and 
self-care, such as stopping smoking and other tobacco use and avoiding exposure to second-hand smoke, 
increasing physical activity, reducing alcohol consumption, adopting a healthy diet and safer sex behaviours, 
and improving vaccination uptake (104). Conditions during pregnancy, events in early life and exposure to 
environmental toxins while in utero can predispose individuals to lifelong disabilities (24,25), obesity, high 
blood pressure, heart diseases and diabetes (105–107), thereby increasing the risk of chronic diseases later 
in life for both the woman and her child (107–109). Some interventions provided by midwifery care, such as 
support to women for exclusive breastfeeding, mitigate the risks of women and newborns suffering from 
NCDs later in life, therefore ensuring healthier future generations (29,91).

3.2 Midwifery models of care humanize care and are 
responsive to the needs of women

Midwifery models of care embody the commitment to women’s health and rights, acknowledging and 
addressing the specific health and well-being needs of women and newborns. While women’s main goals are 
to survive childbirth and have a healthy baby, they also value a positive pregnancy and childbirth experience 
that meets or surpasses their personal and sociocultural expectations (110). The Lancet Series on Midwifery 
analysed 461 Cochrane systematic reviews and 13 meta-syntheses to identify what all women and newborns 
need from the health system across the continuum of care (79). These findings have been summarized in the 
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“Framework for Quality Maternal and Newborn Care”, as shown in Fig. 3.2. Women expect to receive safe, 
high-quality, attentive and individualized care, along with adequate information and support (79,111). Having 
access to respectful, dignified and non-discriminatory care for reproductive and maternal health is one of the 
priorities for over 1 million women interviewed through the “What Women Want” campaign (112). Women 
desire to receive care from health workers who are respectful, competent, empathic, helpful, not rushed, kind, 
understanding and compassionate (79,110–112). They aspire to experience the physiological process of labour 
and birth in a safe environment, supported by birth companions of their choice (110). They wish to feel actively 
involved in the decision-making process, enabling a sense of personal achievement and control (110,111).

Midwifery models of care significantly enhance satisfaction with care and the experience of care for women, 
aligning with public demand for high-quality care (99,100). Women who receive continuity of midwife care 
generally report a more positive experience with care and an improved pregnancy and childbirth experience 
(99,100). This, in turn, increases retention in care, treatment adherence and confidence in health systems, 
and positively influences women’s and families’ decisions to seek care from skilled health workers (113). In 
continuity of midwife care models, women value the woman–midwife relationship, which is perceived as a 
trusting and friendly personal partnership (114–119). In these models of care, women are involved in decision-
making and feel empowered in making informed decisions (115,118). They also feel known, understood and 
respected, and they have increased confidence in midwives’ abilities and competencies to provide care, as 
well as in their own abilities (120). Midwifery models of care enable women to make informed health decisions, 
contributing to their overall autonomy in decision-making and their ability to fully enjoy their sexual and 
reproductive health and rights.

Fig. 3.2  The Framework for Quality Maternal and Newborn Care: maternal and newborn health 
components of a health system needed by childbearing women and newborn infants

Source: Renfrew et al., 2014 (79). Reproduced with permission.
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3.3 Midwifery models of care contribute to a better society 
and advance human capital in an uncertain world

Midwives have always had a pivotal role within societies and cultures, as acknowledged by the recent 
inscription of “Midwifery: knowledge, skills and practices” on the United Nations Educational, Scientific and 
Cultural Organization (UNESCO) Representative List of the Intangible Cultural Heritage of Humanity (121).

Midwives strive to create an environment that promotes, respects, protects, ensures and upholds the 
rights of women and newborns to the highest attainable standard of health and their rights to education 
and information (122,123). Implementation of midwifery models of care enhances access to maternal and 
newborn health services in countries for all women and newborns, therefore addressing critical gaps in the 
health system and its capacity to meet population needs. Midwives also facilitate universal access to SRHR for 
women, adolescent girls, men and adolescent boys, families and communities and they can have an impact 
on the reduction of violence, harmful practices and discrimination. They contribute to positive changes in 
societal, cultural and gender norms and traditions, which helps to maintain women’s economic productivity 
and participation.

Midwives can provide lifesaving maternal and newborn interventions in times of crisis (122–129). Instances 
of crisis in the world are becoming more frequent, varied and/or protracted. In 2020, WHO released a list 
of 13 urgent global health challenges for the decade ahead, including these four: elevating health in the 
climate debate; delivering health in conflict and crisis (including disease outbreaks); making health care fairer 
(reducing inequalities); and preparing for epidemics (130). Midwives can ensure continuity of maternal and 
newborn care in all these situations. They continue to provide midwifery care and take care of women and 
newborns in difficult circumstances, such as in camps for refugees or internally displaced persons (131,132), 
situations of armed conflict (133–138) and natural disasters (122,139–141); their assistance can help mitigate 
the impacts of the intense stress experienced by women during crisis situations (142).

In 2022, during the unprecedented and severe climate-related flooding in Pakistan and Bangladesh, midwives 
continued providing care despite disrupted health services during this disaster, with some midwives being 
deployed to rural health facilities to ensure continuity of care for those affected (129,143,144). In Queensland, 
Australia, in 2011, continuity of midwife care mitigated the effects of sudden-onset severe floods on women’s 
levels of anxiety, subjective stress and depression (142).

During the COVID-19 pandemic, pregnant women were at increased risk of maternal deaths, admission to 
the intensive care unit and preterm birth (145). Midwives were at the core of the response to the pandemic 
and contributed significantly to ensuring continuity of care for women during this period (146–152), 
despite extremely difficult working conditions, including situations where there was a lack of personal 
protective equipment to prevent contamination (153–155). During this unprecedented period, midwives 
rapidly adjusted the way they provided care through telemedicine implementation, both in HICs and 
LMICs (147,149,152,156,157).
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3.4 Midwifery models of care are a cost-effective intervention 
with potential long-term economic benefits

Implementing midwifery models of care maximizes the efficiency of resource allocation, ensuring public funds 
are invested in the most effective and impactful maternal and newborn health-care practices. Midwifery care 
has been identified as the best strategy to enhance maternal and neonatal health outcomes while optimizing 
resource allocation, when coupled with obstetrician care in case of maternal complications (79,81–84,99). 
Continuity of midwife care models yield cost savings in the antenatal and intrapartum periods, when 
compared with other models of care (99). The current cost-effectiveness of midwifery care stems from several 
factors, including: 

 ■ shorter training duration and consequent reductions in educational expenses compared with 
obstetricians; 

 ■ the diminution in costs associated with mortality and morbidity that midwifery averts, including the 
prevention of long-term health complications; and 

 ■ reduced expenses during pregnancy, childbirth and the postnatal period – attributed to fewer medical 
interventions, such as caesarean sections (79,81,82,99,158,159).

Economic analyses indicate that the average expenditure per woman is lower with midwifery care compared 
with physician-delivered care, with savings of 182 euros per woman in Ireland (160) and 2262 US dollars per 
woman in the United States of America (USA) for low-risk pregnancies (158). A cost-minimization analysis 
reported that, in Switzerland, early postnatal discharge combined with home midwifery support resulted 
in cost savings of 1221 Swiss francs per mother–infant dyad (161). In Australia, the expenses associated 
with midwifery group practice costs were 22% lower than those for other models of care (162), yielding 
annual savings of 1394.88 Australian dollars compared with care provided by private obstetricians and 
1935 Australian dollars compared with standard hospital care (83). Increasing the percentage of women 
benefiting from midwifery care from 8.9% to 20% over eight years could potentially save 4 billion US dollars in 
the USA (163).

Modelling analysis was performed to simulate the effects of expanding midwifery and obstetrician care 
on costs and on maternal, fetal and neonatal mortality, in 58 LMICs. The study found that midwifery care, 
whether provided separately or integrated together with obstetrician care, was nearly twice as cost-effective 
as care provided by obstetricians alone (2200 US dollars versus 4200 US dollars per death averted) (81). The 
cost per death averted was lowest (2100 US dollars) in scenarios described as “universal scale-up”, involving 
integrated midwifery and obstetrician care with expanded family planning services, yielding a total savings 
of 2.7 billion US dollars compared with scale-up of obstetrics alone (81). In Morocco, a comparative analysis 
identified a cost–benefit ratio of nearly 16 for midwifery investments, focusing solely on the reduction of 
maternal and newborn fatalities and excluding the broader benefits of midwifery care models (164).

However, limitations should be noted: the results presented above may apply inconsistent economic 
evaluation methods and depend on the health system structure within a country, the type of data gathered 
and the factors considered in the analysis. 
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 A woman who is a survivor of sexual violence receives holistic support from a 
midwife during labour at Panzi Hospital in the Democratic Republic of the Congo.  
© UNFPA Democratic Republic of the Congo/Lisa Thanner



4. Guiding principles of midwifery 
models of care

The guiding principles of midwifery models of care, as depicted in Fig. 4.1, are tailored to the needs and 
requests of women (79,112,115). These principles are grounded in a philosophy of care that optimizes 
physiological, biological, psychological, social and cultural processes and emphasizes the importance of 
a person- and human rights-centred approach, based on a trusting partnership and relationship between 
women and midwives (79,115,165–167). Midwives provide and coordinate, across their scope of practice, 
equitable, person-centred, holistic, respectful, high-quality and integrated care along the continuum of care 
starting from pre-pregnancy and continuing all the way through the postnatal period, within interdisciplinary 
teams and networks of care.

The guiding principles align with the core principles of integrated person-centred health services (168), 
primary health care (77), ENAP and EPMM (74,75). They are also in accordance with the International Bill 
of Rights15 (169) and with the following key documents, which are all instrumental to achieving UHC and 
gender equality: the Convention on the Elimination of All Forms of Discrimination against Women (170); the 
Convention on the Rights of the Child (171); the Convention on the Rights of Persons with Disabilities (172); 
the Programme of Action of the 1994 International Conference on Population and Development (173); and the 
Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment (174).

Fig. 4.1  Guiding principles of midwifery models of care

Every midwifery model of care should strive to be informed by these guiding principles.

15   The International Bill of Human Rights includes the Universal Declaration of Human Rights, the International Covenant on Economic Social and 
Cultural Rights and the International Covenant on Civil and Political Rights.
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4.1 Equitable and human-rights-based care enabling 
access for all women and newborns

In midwifery models of care, the care provided to women and newborns is equitable and 
available for all women and newborns. In all circumstances and irrespective of their risk status, 
women and newborns have an equitable opportunity to receive culturally sensitive and non-
discriminatory midwifery care tailored to their needs, without incurring financial hardship 
(79,112,175). Midwifery models of care bring health services closer to where women, newborns and 
families live (e.g. home-based or community-based care), which facilitates timely access to care for 
all. Midwifery care mitigates inequities, inequalities and social disadvantages (94,176–179).

Midwives play a significant role in advancing human rights, particularly the rights of women 
and newborns (180). Midwives work to protect the right to the highest attainable standard 
of health and the rights to education and information (170). Midwives also enhance access to 
health services, play a central role in defending women’s sexual and reproductive rights, and are 
important partners in promoting gender equality. They provide respectful and non-discriminatory 
care, support women in making informed decisions regarding their own health and well-being, 
and are committed to creating environments conducive to the realization of rights for women and 
newborns (180).

GUIDING PRINCIPLE 1

A midwife checks a newborn’s temperature at Banadir 
Hospital in Mogadishu, Somalia. © UNFPA/Luis Tato
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4.2 Person-centred and respectful care encouraging 
a trusting relationship and partnership between 
women and midwives

Women and newborns are at the centre of midwifery care (92,115). In midwifery models of 
care, women develop a strong, trusting and positive personal relationship and partnership 
with their midwife or midwives (114–119). Women and newborns receive care tailored to their 
preferences, needs and values. Women value the experience of continuity of care, received from 
a trusted and familiar midwife who is knowledgeable about their medical, psychological and 
social history (94,95,115,181), as it fosters a secure and reliable connection between midwives and 
women (94,115,120,175,182).

In midwifery models of care, women are enabled to collaboratively plan their care through 
informed decision-making and are fully engaged in designing, implementing and monitoring 
the health services they receive, thereby taking control of their own health and well-being 
(77,85,116,175). They are respected, listened to and understood (183). They receive culturally 
sensitive health education on self-care, and their internal resilience and autonomy are supported, 
thereby enhancing women’s own abilities to care for themselves and their relatives (79,183). In 
midwifery models of care, women feel heard and are actively included in decision-making, which 
improves their ability to seek timely help (94,115,120,175,182). This, in turn, can alleviate feelings of 
anxiety and stress, improve coordination of care and enhance safety (94,95,103,115,181,182).

In midwifery models of care, women and newborns receive respectful care from midwives, which 
maintains women’s dignity, privacy and confidentiality; ensures freedom from harm, violence, 
discrimination and mistreatment; and enables informed choice and continuous support through 
the continuum of care from pre-pregnancy through to the end of the postnatal period.

Partners, men, adolescent boys, families and communities also benefit from midwifery 
care, mainly through health promotion, education and preventive care initiatives in SRMNCAH 
(184). Men’s and adolescent boys’ engagement has been associated with improved health-
care attendance; better care practices at home, such as breastfeeding; increased couples 
communication; and equitable decision-making for maternal and newborn health (184–186); 
more research is needed in these areas. Midwives engage with partners during pregnancy, labour, 
childbirth and the postnatal period, while upholding women’s autonomy in decision-making and 
their ability to fully enjoy their SRHR free from coercion (184). During the continuum of care from 
pre-pregnancy through to the end of the postnatal period, midwives support future parents in 
their transition to parenthood and help them to build their parenting skills. In case of perinatal 
loss, such as a miscarriage, stillbirth or neonatal death, midwives contribute in collaboration with 
other health workers to providing bereavement care to the woman and her partner based on their 
individual needs (187). 

GUIDING PRINCIPLE 2
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4.3 High-quality care aligned with the midwifery 
philosophy of care

In midwifery models of care, women and newborns receive care that is founded on the 
philosophy and values of midwifery, which promote a person-centred approach to care; value the 
woman–midwife relationship and partnership; optimize physiological, biological, psychological, 
social and cultural processes; and use interventions only when indicated. The midwifery 
philosophy of care considers pregnancy, labour, childbirth and the postnatal period as natural 
physiological processes, free from severe complications for the majority of women and newborns; 
it also focuses on health-promoting aspects of care rather than solely focusing on avoiding harm 
and adverse events (59). When they identify complications, midwives proceed by facilitating 
access to specialist services according to the needs of each woman and newborn. This ensures a 
person-centred approach to care, tailored to the unique circumstances of every woman, newborn 
and family.

In midwifery models of care, women and newborns receive ethical and high-quality care. 
Midwives adhere to a code of ethics that supports them in upholding a standard of ethical 
conduct in their practice. Women and newborns are provided with midwifery care that is not only 
equitable (Guiding Principle 1) and person-centred (Guiding Principle 2), but also safe, effective, 
timely, efficient and integrated (Guiding Principle 5). Midwives use the best, most up-to-date 
available evidence generated by rigorous research, to provide high-quality evidence-based care 
to women and their newborns. The application of evidence-based practice improves women’s 
and newborns’ quality of care, outcomes and safety, and reduces costs (188). It also increases job 
satisfaction among midwives and fosters professional growth (188). To generate evidence-based 
midwifery practices, midwives are given the opportunity to advance scientific knowledge within 
their area of expertise and lead research in midwifery. Midwives also make use of mobile/electronic 
health (mHealth/eHealth), including artificial intelligence, as appropriate, which improves their 
productivity and therefore their availability (189).

GUIDING PRINCIPLE 3
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GUIDING PRINCIPLE 4

4.4 Care provided and coordinated by autonomous, 
educated, regulated and supported midwives, in 
all settings and at all levels of the health system

In midwifery models of care, women and newborns receive care from midwives who act as 
their main health-care providers and point of entry to maternal and newborn care. Midwives 
provide and coordinate the care that lies within their scope of practice, through shared decision-
making with women and families, throughout the continuum of care from pre-pregnancy through 
to the end of the postnatal period, at all levels of the health system. With their unique set of 
knowledge and competencies, educated, regulated and licensed midwives are well equipped 
to provide high-quality and ethical midwifery care across the full scope of midwifery practice 
to women and newborns throughout the continuum of care. After obtaining informed consent 
from women and/ or parents of the newborn, midwives make autonomous decisions within their 
scope of practice which renders them accountable for their decisions and actions as independent 
practitioners. When provided with continuity, midwifery care allows midwives to work along 
the whole continuum of care and across their full scope of practice, and in this process they can 
improve their competencies in identifying women’s needs and develop their approach to providing 
care for different individuals (120).

Midwifery models of care are adaptable to all levels of care and contexts, including home -, 
community- and hospital-based settings; the public and private sectors and public–private 
partnerships; resource-constrained environments; and humanitarian and crisis settings. Midwives 
can work across primary, secondary and tertiary levels of care where they can manage and/or 
contribute to providing midwifery care within an interdisciplinary team. The scope of practice 
of midwives facilitates their ability to continue providing care to women and newborns as they 
navigate through the health system, based on their care needs – for example, from primary care to 
secondary care and back again. This ensures wide accessibility, equity and relevance of care across 
different cultural contexts for women, newborns, partners, families and communities (94,95).

To provide high-quality care, midwives must be supported, respected and integrated within 
a functional health system. They must operate in a safe and supportive environment, free from 
gender-based discrimination, violence and harassment. They should be guaranteed decent 
working conditions with access to sufficient basic resources, including water, sanitation, electricity 
and supplies, such as life-saving commodities (190).
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GUIDING PRINCIPLE 5

4.5 Integrated care provided within interdisciplinary 
teams in networks of care

Close collaboration with other health and social workers, supported by strong consultation 
and referral mechanisms, is required and critical to provide high-quality services under UHC 
(77,168,191,192). Models of care centred around interdisciplinary teams, which encompass a 
range of skills and optimal scopes of practice, improves workforce productivity while efficiently 
responding to the varied needs of populations and communities (189).

Being the main provider of maternal and newborn care and working with professional 
autonomy does not imply that midwives work alone. In midwifery models of care, midwives 
are members of interdisciplinary teams, through networks of care, within health systems that 
provide effective mechanisms for consultation and referral. This collaborative and integrated 
approach to care represents an effective strategy to reduce the mortality and morbidity of women 
and newborns while also being cost-effective (79–81). It ensures interpersonal, longitudinal, 
management and informational continuity (Annex 2). This collaboration requires role clarification 
and agreements among professionals within and between sectors; clear referral strategies and 
pathways; individualized and tailored care planning; case management for women and newborns 
with complex needs; shared and synchronized care records; and standardized clinical protocols in 
all care settings (175).

Midwives collaborate and coordinate with a wide range of other health workers: obstetricians, 
paediatricians, neonatologists, anaesthesiologists, psychiatrists, generalist medical practitioners, 
nurses, health-care assistants such as birth assistants, associate professionals, psychologists, 
nutritionists, dieticians, pharmacists, physiotherapists, social workers and other health and 
care workers. This teamwork is based on ongoing relationships of mutual trust, respect, positive 
regular communication, collaborative practice, informed decision-making, effective leadership 
and supportive supervision and mentorship, within and between health facilities and levels of care 
(193–195). Networks of care also ensure longitudinal and informational continuity (Annex 2) with 
other health workers who provide care to women and newborns for health issues unrelated to 
pregnancy and/or who provide them with care before pregnancy and after the postnatal period.

In midwifery models of care, midwives and other health workers are connected through 
functional networks of care, which foster information sharing and collaborative learning (193,194). 
Networks involving close collaboration, coordination and trusting partnership enable other health 
workers – including obstetricians, paediatricians, nurses, generalist medical practitioners and 
community health workers – to understand the full potential and scope of midwifery practice and 
to support the implementation of midwifery models of care. They also facilitate the midwife to 
continue providing midwifery care in case of complications requiring more complex care. When 
women or newborns need specialized care, specialist medical practitioners coordinate the care 
and collaborate with midwives. This reduces the risk of fragmented care and ensures that women 
and newborns continue to receive personalized midwifery care. This can be adapted to the level of 
complexity of their situation, across all settings and at all levels of the health system (175).
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A pregnant woman undergoes an ultrasound scan performed by a midwife using portable ultrasound 
technology at Ntimaru Sub County Level 4 Hospital in Kehancha, Migori County, Kenya. © UNFPA Kenya
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5

A pregnant woman, on her hands and knees, is being supported 
by midwives during labour in Japan. © ICM/Noriko Hayashi



5. Conclusion
This document provides an international definition of midwifery models of care, justifies their programmatic 
significance and delineates the core guiding principles, integrated within the main components of primary 
health care.

In midwifery models of care, midwives serve as the main health-care provider for women and newborns 
throughout the continuum of care starting from pre-pregnancy and including pregnancy, labour, childbirth 
and the postnatal period. They provide and coordinate, across their scope of practice, equitable, person-
centred, high-quality maternal and newborn health care, using an approach that is aligned with the midwifery 
philosophy of care. While midwives work autonomously within their scope of practice, they collaborate 
as members of interdisciplinary teams, within networks of care, to ensure continuous, integrated and 
collaborative care that is respectful and cost-effective.

High-quality midwifery care saves lives and could enhance more than 50 health and well-being outcomes, 
while continuity of midwife care improves satisfaction with care and the experience of care for women, 
partners, families and communities. Transitioning to midwifery models of care represents a cost-effective 
and urgently needed solution to save and improve the lives and well-being of women and newborns 
globally, while respecting human rights. The available evidence around midwifery models of care is mainly 
from HICs, highlighting that implementation research on this topic is needed in LMICs in order to continue 
to grow the evidence base. To facilitate the adoption of midwifery models of care in countries, a detailed 
guidance document for implementation of midwifery models of care, including case studies, is currently 
in development to accompany this global position paper. These documents will support countries as they 
progressively transition to midwifery models of care adapted to their unique contexts, thereby contributing to 
the attainment of UHC and the SDGs, and ultimately improving the lives and well-being of their populations. 
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Annex 1. The International 
Confederation of Midwives (ICM) 
philosophy of midwifery care and 
model of midwifery care
ICM philosophy of midwifery care

 ■ Pregnancy and childbearing are usually normal physiological processes.

 ■ Pregnancy and childbearing are a profound experience, which carries significant meaning to the woman, 
her family and the community.

 ■ Midwives are the most appropriate care providers to attend childbearing women.

 ■ Midwifery care promotes, protects and supports women’s human, reproductive and sexual health and 
rights, and respects ethnic and cultural diversity. It is based on the ethical principles of justice, equity, 
and respect for human dignity.

 ■ Midwifery care is holistic and continuous in nature, grounded in an understanding of the social, 
emotional, cultural, spiritual, psychological and physical experiences of women.

 ■ Midwifery care is emancipatory as it protects and enhances the health and social status of women and 
builds women’s self confidence in their ability to cope with childbirth.

 ■ Midwifery care takes place in partnership with women, recognizing the right to self-determination, and is 
respectful, personalized, continuous and non-authoritarian.

 ■ Ethical and competent midwifery care is informed and guided by formal and continuous education, 
scientific research and application of evidence.

ICM model of midwifery care

 ■ Midwives promote and protect women’s and newborns’ health and rights.

 ■ Midwives respect and have confidence in women and in their capabilities in childbirth.

 ■ Midwives promote and advocate for non-intervention in normal childbirth.

 ■ Midwives provide women with appropriate information and advice in a way that promotes participation 
and enhances informed decision-making.

 ■ Midwives offer respectful, anticipatory and flexible care, which encompasses the needs of the woman, 
her newborn, family and community, and begins with primary attention to the nature of the relationship 
between the woman seeking midwifery care and the midwife.

 ■ Midwives empower women to assume responsibility for their health and for the health of their families.

 ■ Midwives practice in collaboration and consultation with other health professionals to serve the needs of 
the woman, her newborn, family and community.

 ■ Midwives maintain their competence and ensure their practice is evidence-based.

 ■ Midwives use technology appropriately and effect referral in a timely manner when problems arise.

 ■ Midwives are individually and collectively responsible for the development of midwifery care, educating 
the new generation of midwives and colleagues in the concept of lifelong learning.

Source: Philosophy and model of midwifery care. International Confederation of Midwives; 2014 (https://internationalmidwives.org/
resources/philosophy-and-model-of-midwifery-care/). 
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Annex 2. Continuity of care and 
ways to achieve it
Continuity of care has been framed by Deeny et al. (2017) as a complex concept with four domains:

 ■ interpersonal continuity – the subjective experience of the caring relationship between patients and 
health workers;

 ■ longitudinal continuity – a history of interaction with the same health worker in a series of discrete 
episodes; 

 ■ management continuity – effective collaboration of teams across care boundaries to provide seamless 
care; and 

 ■ informational continuity – the availability of clinical and psychosocial information at all encounters with 
professionals (1,2).

The approaches and interventions that can be used to achieve continuity of care – within each of these 
domains – are listed in Fig. A1.1 below.

Fig. A1.1   The range of approaches and interventions for achieving continuity of care

Interpersonal 
continuity

Management 
continuity

Longitudinal 
continuity

Informational 
continuity

• Continued relationship 
and trust among providers, 
patients and caregivers

• Care by the same central 
providers for all care needs 

• Flexible, consistent, adaptable, 
care along the continuum

• Care adapted to patients’ 
behavioural, personal, cultural 
beliefs and family influences

• Discharge planning from 
admission 

• Care and follow-up by a 
professional or team in all 
settings or care levels

• Links and referral strategies 
for care professionals

• Care navigator or community 
connector

• Support by informal carer or 
social network

• Case management across 
sectors

• Shared collaborative care by 
an interdisciplinary team

• Case-finding and detection of 
high-risk individuals

• Proactive, regular monitoring 
of long-term conditions

• Care planning with 
the perspectives and 
recommendations of multiple 
providers

• Positive patient–provider 
communication; patients 
informed of what and why their 
care is changing

• Information shared among 
providers and settings to 
ensure “collective memory”

• Shared, synchronized care 
records

• Standardized, common clinical 
protocols in all care settings

Source: WHO, 2018 (1), adapted from Deeny et al., 2017 (2).
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