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Health-care professionals in midwifery care

How many clinicians will claim that their daily practice
is evidence based? Although systematic reviews are
used where available, clinical tradition still dominates.
It is therefore reassuring to find that for midwifery
practices, as many as 56 outcomes have been shown to
be improved by their application, although nine others
As a caution,

"

have been identified as “ineffective”.
intrapartum  stillbirth is now recognised as a high
priority not just for high income settings, and midwives
need the instruments and skills to identify and respond
to fetal compromise more effectively? Standards
from the International Federation of Gynecology and
Obstetrics (FIGO) on fetal monitoring are currently under
development, but meanwhile let us not confuse “no
evidence for benefit” with “evidence of no benefit”.

The Series authors challenge examination of technical
elements of care delivered in isolation and highlight
the lack of evidence from high-burden countries.
Mary Renfrew and colleagues' conclude that “Studies
of care by midwives in low-income and middle-
income settings, integrated into the health system and
working in teams with medical staff and with properly
trained support staff, are an urgent priority”* while the
modelling work of Caroline Homer's group® shows the
huge potential impact of midwifery when provided
within a functional health system with referral and
transfer. These insights should prompt a rapid response
from both implementation researchers and donors for
realisation at scale, with investment sufficient to gather
robust supporting evidence.

Where does attention need to be focused to
strengthen effective team working so as to fully actualise
the gains from investments in midwifery? In reality, it is
not just obstetricians and midwives who need to work
effectively together, but many other cadres including
obstetric nurses, doctors in training, paediatric staff, and
anaesthetists. In some low-income and middle-income
countries, clinical officers or surgical technicians are the
main providers of caesarean delivery, with generally good
outcomes compared with delivery by medical staff.* FIGO
has endorsed this “task shifting” approach,>® helping
to overcome perceptions of professional resistance
and reflecting willingness to go beyond traditional
professional boundaries. Clinical officers are usually
not involved in intrapartum care and so their working

relationships with midwives, who are the decision
makers regarding operative delivery in these settings,
are crucial to good outcomes and may overcome some
reported problems with newborn care’ Often it is not
so much the intervention itself that is challenging but
rather the decision.

In well resourced settings, delivery decisions are
sometimes driven by newborn health rather than maternal
safety—for example, when a fetal anomaly is identified
and these decisions must include the paediatricians.
Similarly, anaesthetists now play an integral part in
delivery planning. In line with this increasing complexity
and diversity of care needs, obstetric nursing and
midwifery roles and relationships have evolved. However,
it should not be forgotten that those with complex care
needs still require humanistic supportive care reflected in
the core competencies of the midwife.

Two “blind-spots” were identified in the Lancet
Midwifery Series: respectful care and overmedicalisation.?
The first of these is very much a preoccupation of the
associations of health-care professionals, and let us hope
that, as related standards and guidelines are developed and
disseminated, they are taken seriously by those designing
and commissioning services so that they are not seen
as an optional extra. With regard to overmedicalisation,
it is unfortunate that the evidence base is so scarce: to
blame obstetricians and the rise of private practice is too
simplistic. Rather, systematic examination of models that
have succeeded in containing the rise of caesarean delivery
while assuring safety is needed.
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The Series’ authors have concentrated on publicly
mandated provision. We need to know more about
the differential influence of service models on costs,
quality, and outcomes in low-income and middle-
income countries. In many countries “public” does not
mean free, a substantial proportion of provision is not
under government authority (other than as a regulator)
and "“private” spans individual private practice, private
hospitals, social business, and faith-based institutions.
Charging might be direct, donor-supported, or insurance-
based whether social or commercial. Private facilities
might operate with government-funded staff, and vice
versa. We need to learn how midwifery services can
flourish in these different service settings, with special
reference to terms of service, in-service training, and
career progression. Coverage of midwives against norms
is a starting point but does not reflect how midwives are
deployed in relation to clinical need and protected from
inappropriate rotation to other clinical areas.

Clinicians will support the emphasis reflected in this
series of papers from numerical coverage towards
quality of care. However, to offer quality there is a need
to nurture the underpinning elements that form the so-
called health-care professional: clinical competence and
accountability for the wellbeing of mothers and babies.
Both elements require investment: competency-based
training is resource intensive and requires repetition,
reinforcement, and development as new techniques
and instruments become available. Midwifery educators
might need to consider how to build continuity through
integration of classroom and clinical experience, and of
pre-service with in-service education. Unfortunately,
in many countries these roles have become separated
so that the teachers are not often seen in clinical areas
and are not involved in service decision making or
subsequent training and career development, allowing
the hidden curriculum of tradition to prevail.

Finally, accountability is strictly theoretical when
health-care professionals do not have the necessary
resources at their disposal or are not given the
authority to fulfil their professional mandate for
quality improvement. Practical examples that should
be but are not the norm are devolved budgets held at
maternity unit level and authority to make changes in
the organisation of care to enhance quality and safety.
Those commissioning or funding scale up of maternity
care are well placed to consider how to build in the
means to achieve accountability via this capacity for

professional responsiveness, so as more rapidly to move
forward the list of “pragmatic actions”? which might

otherwise remain a wish list.
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