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Abstract

Introduction: South Asia continues to face significant challenges with the goal of identifying key themes, gaps and opportunities for
in maternal and neonatal health, particularly in rural and remote future policy and practice.

regions where healthcare access is limited. While governments and Methods: A scoping review was carried out using the Scopus,
organisations have increasingly recognised the importance of CINAHL, Web of Science and PubMed databases. A search was
deploying professionally trained midwives to address these conducted using keywords for articles published between 2000
disparities, the documented experiences of midwives working in and May 2025. Abstracts were screened based on eligibility criteria,
these challenging environments remain limited. This scoping and common themes were identified and categorised for analysis.

review aimed to explore the existing literature on the experiences ~ Data were assessed using the Mixed Methods Appraisal Tool.
of midwives practising in rural and remote areas of South Asia, Results: A total of 21 studies met the inclusion criteria including

114



case study (n=1) quantitative (n=9), qualitative (n=8) and mixed-
method studies (n=3). The included studies spanned seven South
Asian countries: Afghanistan, Bangladesh, Bhutan, India, Nepal,
Pakistan and Sri Lanka. Seven themes were identified across
published literature: commitment to clinical care, scope of practice,
education, resources and workforce, technology, society and
culture, and environment and weather. Midwives face challenges in
providing care, including limited resources, sociocultural barriers
related to gender roles and adverse weather conditions. The
integration of technology, enabling midwives to practise to their
full scope, enhancing education and fostering community
acceptance could enhance midwifery practice in limited-resource
settings.

Discussion: Available literature documents resilience and
dedication of midwives in rural South Asia, while also highlighting
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health, midwifery, maternal, neonatal, scoping review, South Asia.

Introduction

South Asia is home to approximately a quarter of the world’s
population and continues to experience one of the highest fertility
rates worldwide with around 35 million births each year?. The
region encompasses the countries of Afghanistan, Bangladesh,
Bhutan, India, the Maldives, Nepal, Pakistan and Sri Lanka?. South
Asia encounters substantial challenges in maternal and neonatal
health, with high rates of morbidity and mortality3. Annually,
around 48,000 maternal deaths occur in South Asia4, largely due to
preventable causes such as postpartum haemorrhage, sepsis and
hypertensive conditions. Similarly, neonatal mortality is
concerning, with approximately one million newborn deaths each
year, often linked to complications during birth, infections, and
prematurity and low birth weight3. These figures must be
improved for the region to achieve Sustainable Development Goal
3, which aims to reduce global maternal mortality to less than 70
per 100,000 live births and neonatal mortality to 12 per 1000 live
birthsS.

To address these poor outcomes, countries in South Asia have
accelerated midwifery development in recent decades by
expanding education, strengthening professional regulation and
increasing workforce deployment, acknowledging the critical role
of qualified midwives in reducing health disparities?-2. Historically,
birth in South Asia was predominantly managed by traditional
birth attendants9, but high maternal and neonatal mortality rates
have led to a shift towards training professional

midwives’. Governments and organisations began to develop
midwifery programs, particularly in countries like Bangladesh?,
India! and Pakistan?, where the numbers of midwives are
gradually increasing.

This is important because greater availability of midwives in low-
and middle-income countries is strongly associated with reduced
maternal and neonatal mortality, particularly where midwifery
services are well integrated 2. The quantity of midwives is crucial
and their experiences are equally important, as midwives can only
provide optimal care when working within their full scope of
practice, adequately resourced and without facing significant
barriers.
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the systemic barriers they face. The findings suggest that
strengthening midwifery education, improving working conditions
and promoting community engagement are essential for allowing
midwives to provide effective and culturally appropriate

care. Moreover, greater investment in infrastructure, workforce
planning and technology integration is needed to address ongoing
gaps. As countries in South Asia continue to build midwifery
capacity, context-specific strategies that account for social, cultural
and environmental realities will be critical.

Conclusion: This review contributes valuable insight to the limited
body of literature on rural midwifery in South Asia and offers a
foundation for future research, policy development and program
implementation aimed at improving maternal and neonatal health
outcomes in these underserved regions.

While progress has been made in developing, growing and
strengthening midwifery in South Asia, the rural and remote
regions continue to face distinct and persistent challenges that
hinder equitable access to quality maternity care'3. Factors such as
restricted access to healthcare facilities'4, insufficient
infrastructure®, and social and economic inequalities € in rural
South Asia have a substantial role in exacerbating these adverse
health outcomes. In many rural areas, however, traditional birth
attendants continue to provide most maternal and neonatal
care'718 reflecting the persistent gaps in the rural distribution of
qualified midwives®. This unequal access means that women in
remote communities often face limited antenatal and postnatal
care options, increasing the risk of birth complications8.
Additionally, there is emerging evidence that climate change and
natural disasters have harmful effects on maternal and neonatal
health in rural regions, as they exacerbate existing vulnerabilities
and limit access to essential healthcare services during critical
times20.

Midwives in rural areas, whether in high-income or low- and
middle-income countries, face multiple challenges that can greatly
impact their ability to provide effective maternal and neonatal
care2122_ Systemic barriers include inadequate access to resources
and limited professional support, which hinder their capacity to
provide high-quality care2'-24, Societal norms and the patriarchal
hierarchy within the healthcare system can further complicate the
role of midwives, frequently positioning them in roles of
diminished authority?5.

From a scholarly perspective, the existing evidence examining the
experiences of midwives in these rural regions is fragmented and
has not yet been systematically synthesised. Given the common
challenges faced in developing midwifery across South Asia, it
would be beneficial to explore the experiences of midwives in
these rural areas collectively, enhancing the impact and
significance of the findings. Hence, this review aims to explore,
map and analyse the available literature on the documented
experiences of midwives in rural and remote areas of South Asia.
By examining their lived experiences, the review will highlight the
current strengths, challenges and gaps in midwifery practice. This
information could inform future policy, guideline development and
localised practice-focused interventions. The evidence collected



may assist in designing context-specific strategies to better
support midwives and improve maternal and neonatal health
outcomes in rural South Asia.

Methods
Study design

A scoping review was conducted to map the existing evidence on
midwifery experiences, identify gaps in the literature and highlight
future potential research priorities and policy development?®. The
Joanna Briggs Institute methodology for scoping reviews was used
due to its rigorous, structured approach to evidence synthesis,
ensuring transparency, thoroughness and reliability in identifying
and analysing existing research?’.

Eligibility criteria

The Population, Concept, and Context?® framework was used to
systematically identify and delineate the key topics for exploration,
ensuring a focused and comprehensive approach to the literature
search. As detailed in Table 1, the population criteria focus on
midwives, including variations of titles reported across the region,
while excluding traditional birth attendants and the term ‘skilled
birth attendant’ unless it explicitly refers to midwives. The concept
encompassed any aspect of midwifery practice or experiences, and
the context related to rural and remote areas within South Asian
countries. This review includes both qualitative and quantitative
studies, randomised controlled trials and systematic and
integrative reviews, along with opinion papers.

Table 1: Inclusion and exclusion criteria using the Population, Concept, and Context framework?2.

Aspect of Inclusion criteria Exclusion criteria
framework
Population Midwives Traditional birth attendants including traditional
Nurse-midwives midwives
Auxiliary nurse-midwives Skilled birth attendants
Community midwives
Public health midwives
Concept Midwifery practices and experiences
Context South Asia including Afghanistan, Bangladesh, Bhutan, India, the Maldives, Nepal and Sri |Countries outside South Asia
Lanka Urban locations
Rural and remote locations

Search strategy

The search strategy aimed to identify relevant peer-reviewed
studies and grey literature using a three-step approach. First, an
initial search of PubMed was conducted to identify relevant
articles, with keywords from titles, abstracts and index terms used
to inform the development of a comprehensive search strategy. In
the second stage, a systematic search was conducted in PubMed,
Web of Science, Scopus and CINAHL in April 2025. The search
combined keywords and Boolean operators, using truncation to
capture variations such as "midwi*" to capture ‘midwife,’ ‘midwives’
and 'midwifery’. The search terms were based on the Population,
Concept, and Context framework and included a combination of
‘midwifery’, ‘rural’, ‘remote’ and the countries of South Asia as
shown in Appendix . Studies published from 2000 onwards were
included, in line with the approximate establishment period of
professional midwifery in the region. Although no language
exclusions were applied, the search was conducted in English. The
final stage including searching grey literature using Google and
Google Scholar, and manually searching reference lists, which
ensured a comprehensive coverage of the topic.

Data extraction and analysis

A modified data extraction tool?® was used to systematically
capture relevant information including study type, participant and
key findings, with this allowing for the identification of common
key themes, patterns and gaps in the literature. Thematic analysis
as described by Braun and Clarke (2006)3% was employed to
synthesise and interpret the findings from the included studies. An
inductive approach was used, allowing themes to be generated
from the data without imposing a predetermined framework. All
included studies were read in full and relevant data were extracted
into a coding framework. Initial codes were generated line-by-line
to capture key concepts and patterns in the findings. These codes
were then collated into potential themes, which were reviewed,
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refined and clearly defined through iterative comparison across
studies. The process involved constant checking of the data to
ensure that themes accurately reflected the evidence, and final
themes were agreed upon by the research team. This approach
enabled a nuanced interpretation of the documented experiences
of midwives in rural and remote settings of South Asia.

Quality assessment

Although quality assessment is not typically required in a scoping
review?!, it was incorporated here as an additional measure to
evaluate study quality. The Mixed Methods Appraisal Tool was
used for this purpose, designed to assess methodological rigor
across qualitative, quantitative and mixed-methods research32.
This tool provides a quality score based on specific criteria and is
recognised for its validity, reliability and accuracy33. Studies were
scored according to five criteria, with each fulfilled criteria
contributing to a cumulative score out of 100%32. A score of 100%
indicates high methodological quality, while lesser scores suggest
a lower quality32.

Results

The initial search yielded a total of 1009 articles. After removing
duplicates, 483 articles remained for screening. Following a
screening, 347 articles that did not align with the established
inclusion and exclusion criteria were excluded, leaving 136 articles
that were retrieved, read and evaluated for eligibility based on
these criteria. The reasons for exclusion included secondary
research (n=13), inclusion of other health professionals (n=21) or
traditional birth attendants (n=18), no midwifery practice included
(n=37) and not located in rural regions (n=23) or South Asia (n=3).
Ultimately, 21 articles were included in this study. This search
strategy was conducted in accordance with the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses34
guidelines (Fig1).




and

[ ification of studies via

Identification of studies via other methods ]

Records identified from:

Records removed before
screening:

Records identified from:
Grey literature (n=0)

Duplicate records removed

(n=526) (n=0)

[ Identification ]

Manual search of reference list

Databases (n=1009)
l Records excluded:
No midwifery»;_)radlce (n_=242)
Récords sareanad Included !rad|t|onal_or skilled
(n=483) birth (n=46)
Not located in South Asia
(n=47)
l Not rural (n=12)

Reports sought for retrieval al

Reports not retrieved (n=0)

Screening

Reports sought for retrieval (n=0)

(n=136)

Reports assessed for eligibility
(n=136)

Reports excluded:
Secondary research (n=13)
Included other health

Reports assessed for eligibility (n=0)

professionals (n=21)
Included traditional or skilled
l birth attendants (n=18)

[

No midwifery practice (n=37)
Not rural (n=23)

Not located in South Asia
(n=3)

Studies included in review
(n=21)

[ Included ]

Figure 1: Identification and inclusion of literature using the Preferred Reporting Items for Systematic Reviews and Meta-

Analyses (PRISMA) flowchart34.

Publication characteristics

Overall, the studies covered a diverse range of topics related to
midwifery, with a publication time frame of 2009 to 2025, and
most studies published since 2016 (Appendix Il). The publication
characteristics revealed contributions from various countries in the
regions, including Afghanistan (n=1), Bangladesh (n=1), Bhutan
(n=1), India (n=4), Pakistan (n=6), Nepal (n=5) and Sri Lanka (n=3),
while no research was found regarding the Maldives (Fig2). A
range of research methodologies was employed, comprising
qualitative studies (n=8), quantitative analyses (n=9), mixed-
methods studies (n=3) and case studies (n=1). Interestingly, the
terms for midwives varied across countries, such as nurse-
midwives in India, auxiliary nurse-midwives in India and Nepal,
community midwives in Pakistan, public health midwives in Sri
Lanka, and midwives in Bangladesh, Bhutan and Afghanistan.
Because all these terms related to professional training that
culminated in a midwifery qualification, they were considered
appropriate for inclusion.

The qualitative studies used in-depth interviews and focus group
discussions to explore a wide range of topics, including the
influence of social factors on the acceptance of midwives33, the
experiences of midwives3, the barriers and facilitators affecting
midwifery care37, and service utilisation3®. Additionally, these
studies examined the impact of mental health training on
midwifery practices3?, the feeding and infant nutrition practices
and knowledge of midwives and mothers9, the midwives’
experiences with promotion of community health interventions41
and experiences of completing the Helping Babies Breathe training
program#2,

Nine studies included utilised quantitative methods, including
questionnaires, surveys, observations, descriptive case review and
program evaluation, and a health service utilisation report. The
topics explored included factors affecting the retention of

43,44 5, emergency obstetric care4647,

midwives , workload stress*
pelvic floor muscle training education for midwives*8, midwifery-
led ultrasonography#® and abortion care3%, and implementation of

electronic information management system51.
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Three studies used mixed-methods approaches, including
interviews, focus group discussions, surveys and semi-structured
feedback forms to examine the retention of midwives in rural
employment related to various recruitment strategies®?,
developing a tool for measuring midwifery motivation®3 as well as
exploring the effectiveness of directed and self-directed training54.
A case study was conducted to investigate the role of midwives in
delivering care during humanitarian crises and emergency

situations>5.

The articles reviewed revealed several key themes, including
commitment to being a midwife, scope of practice education,
resources and workforce, technology, society and culture as well as
environment and weather. These themes serve as a framework for
discussing the findings.

Identified themes
Commitment to being a midwife

Midwives across rural South Asia demonstrate a profound
commitment to their clinical roles, with many expressing a deep
sense of pride and responsibility for improving the health of their
communities3”:33. In rural Nepal, auxiliary nurse-midwives reported
being highly motivated by their work, viewing it as a vital
contribution to maternal and neonatal health33. Similarly,
community midwives in rural Pakistan identified themselves as
trained health professionals, providing comprehensive maternal
care in stark contrast to traditional birth attendants3€. Midwives’
increasing confidence in managing obstetric and neonatal
emergencies is notable in the literature, with nurse-midwives in
rural India effectively assessing and referring women in midwife-
led clinics for emergency care, achieving significant success — with
only one recorded maternal death over 8 years?S.

Nurse-midwives have shown competence in dealing with complex
emergencies, such as postpartum haemorrhages, and have further
developed their skills over time, even in managing complex cases
like twin births#®. In rural Pakistan, community midwives reported
that completing the Helping Babies Breathe program was highly
beneficial in enhancing their neonatal resuscitation knowledge,



practical skills and overall confidence®?. Despite these
achievements in complex and emergency care, a critical gap
persists in knowledge regarding basic infant and child feeding and
nutrition practices, as evidenced in rural Sri Lanka, where the
understanding of public health midwives falls short of national
clinical guidelines4®.

Scope of practice

The data revealed insights into auxiliary nurse-midwives working
within the normal scope and an expanded scope of midwifery
practice, including areas such as abortion care3? and
sonography??, as well as pelvic floor muscle training®®. A study
from Nepal involved the training of auxiliary nurse-midwives in
rural and remote regions for 5 days in medical abortion
procedures, resulting in a 98.5% success rate3°. Women also
received pain management as part of their care, with an 85%
uptake of post-abortion contraception, including oral
contraceptives, implants and intrauterine devices3%. Another study
in rural Nepal involved the training of auxiliary nurse-midwives to
use sonography for detecting third-trimester complications#®. The
auxiliary nurse-midwives demonstrated high sensitivity and
specificity in identifying non-cephalic presentations, multiple
gestations and placenta praevia®®. A cost analysis of this
intervention showed this approach was projected to prevent 160
perinatal deaths at a cost of US$65 (A$100) per life saved over a 5-
year period#®. Additionally, training auxiliary nurse-midwives in
pelvic floor muscle exercises enhanced their knowledge and
resulted in improved pelvic floor muscle strength in mothers who

participated in the program4®.

Professional education and training

The evidence concerning the education and training of midwives,
community midwives and auxiliary nurse-midwives in rural regions
was notably limited, yet key insights emerged regarding gaps in
communication training35, reliance on senior staff for
guidance3753 and confidence in their professional skills37. In rural
India, auxiliary nurse-midwives expressed concerns about
inadequate training in essential communication and negotiation
skills, which are critical for navigating the often unwelcoming
village environments in which they work33. They also reported a
lack of awareness about their legal rights and how to manage
harassment or abuse encountered in the field3. Conversely,
auxiliary nurse-midwives from Nepal33 and community midwives
from Pakistan37 noted that senior staff frequently played a crucial
role in providing education and support, helping to enhance their
clinical knowledge. This same study from rural Pakistan37
highlighted that community midwives felt well prepared after their
18-month training and 6-month internship, perceiving themselves
as competent and capable qualified professionals, despite the
challenges they faced. Auxiliary nurse-midwives in rural Nepal
reported that further training in perinatal mental health greatly
enhanced their competencies, particularly in pathophysiology,
counselling, making appropriate referrals and reducing the stigma
associated with mental health conditions in their communities3°.
Both directed and self-directed training programs for auxiliary
nurse-midwives in rural India effectively enhanced their
knowledge, skills and confidence in areas like pre-eclampsia and
neonatal resuscitation4. Additionally, more than half of the
participants retained crucial knowledge and skills as found through
an assessment at 3 months post-training34.
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Resources and workforce availability

Significant challenges concerning midwifery resources and
workforce availability persist across various rural regions in South
Asia. In rural Pakistan, for instance, inadequate remuneration for
midwifery services is a pressing issue3747, with community
midwives receiving a monthly stipend of US$50 (A$74)37. These
midwives reported being expected to supplement their income by
charging clients for their services, despite indicating that most
women were unable or unwilling to pay3”. Auxiliary nurse-
midwives in rural India highlighted a critical shortage of essential
supplies, medications and appropriate facilities, often contending
with minimal equipment, substandard accommodation and poor
transportation options33. A separate study conducted in a rural
region of India reported that 72% of auxiliary nurse-midwives
experienced work-related fatigue, 51% suffered from muscle strain
linked to their duties and 54% reported experiencing workplace
stress#3. In rural Pakistan, inadequate transportation services and
insufficient security measures were frequently cited as barriers to
effective midwifery care#”. Regarding the workforce, a study
conducted in rural Afghanistan revealed that community-led
recruitment strategies, facilitated by community mobilisation
efforts, resulted in higher employment rates in rural regions
compared to traditional recruitment methods reliant on national or
regional entrance examinations®2. Research in rural Bhutan
indicated that the retention of midwives in remote areas was
positively correlated with factors such as higher average monthly
income, personal origins and values as well as favourable working
and living conditions#3. Likewise, in rural Pakistan, community
midwives were significantly more likely to stay in midwifery after
graduation if a family member also worked in the health sector#4.

Technology

There was limited evidence on the utilisation of technology in
midwifery care, with only three studies addressing this issue454951,
The first study introduced an electronic information management
system for public health midwives in rural Sri Lanka, yielding
overwhelmingly positive outcomes®!. The public health midwives
expressed high satisfaction with the system, showing a strong
preference for its continued use and potential expansion across
the region. The primary reason for this favourable response was
the substantial time savings compared to traditional handwritten
documentation methods®1.

As previously mentioned, a study conducted in rural Nepal
provided auxiliary nurse-midwives with ultrasound training for
third-trimester assessments, enabling them to identify potentially
life-threatening complications and significantly improving
maternal and neonatal outcomes?#?. A study conducted in rural
India found that 45% of auxiliary nurse-midwives faced challenges
using mobile and tablet applications while performing their
tasks?3.

Society and culture

Sociocultural factors emerged as the most prominent theme

affecting midwifery care, encompassing issues like patriarchy33,
gender norms35:39
structure of society, along with entrenched gender norms and

and community politics33-37.53_ The patriarchal

social restrictions, was particularly evident in a study from rural
India, where auxiliary nurse-midwives faced these challenges in
community settings rather than hospitals®3. Gender norms

complicated discussions on topics like contraception, especially



with men, who perceived these midwives to possess questionable
morals3®. Moreover, the societal preference for male children led
to midwives receiving reduced or no payment when assisting the
birth of baby girls, or to their exclusion from future births
altogether33. Similarly, in rural Nepal, auxiliary nurse-midwives
identified the birth of a girl as a factor contributing to maternal
depression3?. Unfortunately, instances of sexual harassment were
frequently reported by auxiliary nurse-midwives in rural India33.

The literature available suggests that acceptance of midwives
within communities varied across countries, significantly
influencing their ability to provide effective care. In rural India,
auxiliary nurse-midwives from outside the community often
encountered resistance, making it challenging to provide care3.
This hostility was partly due to the auxiliary nurse-midwives being
non-locals, but was also deeply rooted in the caste system, a rigid
and complex social hierarchy where social status dictates their
societal and professional roles3>. Auxiliary nurse-midwives
perceived as belonging to a lower caste faced severe
discrimination, including restrictions on physical contact with
women and frequent abuse35.

In contrast, community midwives in rural Pakistan were mostly
embraced as vital members of the community, having established
strong, trust-based relationships with women3¢37. Many women

Afghanistan (n=1)
- Rural recruitment
of midwifery students

Pakistan (n = 6)
- Experiences of
community midwives
- Utilisation of community
midwives

-Retention of community
midwives

- Training programs

India (n = 4)
- Sociocultural factors

described midwives as blessings, noting their availability at any
hour and their willingness to walk long distances to provide care
Similarly, in rural Sri Lanka, public health midwives successfully

37

integrated into their communities, offering maternal and child
healthcare services while also providing essential links to state
health services, promoting sexual and reproductive health and

advocating for comprehensive maternal care4!.

Environment and weather

An interesting insight from the literature was the significant impact
of extreme weather and environmental conditions on midwifery
care. In rural Pakistan, where community midwives provide home-
based care, adverse weather was identified as a major barrier to
care provision3®. For example, snow in high-altitude and
mountainous regions severely hindered community visits, inducing
anxiety among midwives3®. Similarly, during the rainy season,
frequent road blockages and landslides further complicated their
ability to reach women in need3”. In contrast, midwives deployed
to flood-affected rural regions in Bangladesh were found to be
highly effective in providing midwifery care, particularly during
perinatal emergencies and referral to tertiary health care
facilities35.

Nepal (n=5)

- Expanding skills in abortion
care, pelvic floor exercises and
sonography

- Mental health training

- Motivation

Bhutan (n=1)
- Retention of
midwives

Bangladesh (n=1)

- Role in humanitarian

impacting on rural midwives disasters

- Provision of emergency

midwifery care

- Combining directed and self- : SriLanka (n = 3)

directed training programs. U of alectronic

- Workload stress management system
- Knowledge of feeding
practices

The Maldives (n=0) .

N

- Role in community health

Figure 2: Summary of study results based on country in South Asia.

Discussion

To our knowledge, this scoping review represents the first
comprehensive exploration of literature regarding the diverse
experiences, knowledge and practices of midwives in rural and
remote settings of South Asia. It identified challenges encountered
by midwives, auxiliary nurse-midwives, community midwives and
public health midwives in providing maternal and neonatal care,
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which are often intensified by entrenched sociocultural beliefs3337,

353747 inadequate funding33, geographic

isolation and extreme weather conditions36-33. The available

resource limitations

literature suggests that, despite these significant obstacles,
empowering midwives by expanding their full scope of
practice?®30, implementing modern technology3" and fostering
community integration37 are effective strategies for enhancing
midwifery care. Furthermore, combining research from various



countries highlights that differing sociocultural settings, midwifery
practices and geographical contexts could significantly influence
midwifery care in rural South Asia, suggesting the necessity for
tailored and individual interventions.

While pregnancy and birth are recognised as a deeply significant
rite of passage around the world®¢, social and cultural factors play
a crucial role in shaping midwifery care in rural South Asia®?. The
dominance of traditional norms in these regions creates
considerable obstacles for midwives, whose contemporary clinical
practices frequently conflict with entrenched ideologies and
longstanding customs3839, This challenge is not limited to South
Asia but mirrors a broader trend observed in developing nations,
where attempts to modernise healthcare systems often neglect
cultural sensitivities, resulting in diminished community acceptance
and adequate utilisation of available services®?. A large study
highlighted that interventions aimed at addressing cultural barriers
are essential for enhancing maternal and newborn health
outcomes®!. More attention needs to be paid to understanding
and integrating local cultural norms into healthcare delivery, which
can substantially influence service uptake®?. Such a culturally
sensitive approach could be effectively implemented in South Asia,
enabling midwives to fully utilise their diverse skill sets within a
practice framework that respects and incorporates local customs

and practices%u200B

A notable finding from this review was the significant role and
benefits of incorporating modern technology into midwifery care
across rural areas. Implementation of electronic health
management systems®! and ultrasound technology#® has proven
advantageous for both auxiliary nurse-midwives and the
communities they serve. Rural regions in South Asia present
immense potential for the adoption of cost-effective and
sustainable technologies. For example, the use of telehealth
services by midwives led to increased interactions with pregnant
women and improved satisfaction by women®2. In Bangladesh,
midwives trained in telehealth within urban settings observed a
marked increase in clinic attendance and enhanced antenatal
education for women and their families®3. Given the widespread
availability of mobile phones and service, feasibility and positive
health outcomes in low- and middle-income countries®4, this
technology could be leveraged further to improve the quality of
maternal and neonatal care.

The International Confederation of Midwives stressed the
importance of ensuring midwives possess the required knowledge
and skills to function within their full scope of practice®, with the
findings demonstrating the substantial benefits of this approach in
areas like abortion care®. These findings resonate with global data
indicating that when midwives are empowered to deliver
comprehensive sexual and reproductive health services, significant
advancements in maternal and neonatal health follow®€. A
predictive modelling study even suggested that fully utilising the
skills of midwives and deploying them globally could avert up to
67% of maternal deaths, 64% of neonatal deaths and 65% of
stillbirths annually by 203556, Nonetheless, implementing such
comprehensive care faces hurdles, particularly in patriarchal
societies, where sensitive services such as contraception and
abortion can encounter resistance®”. Encouragingly, South Asia is
progressively advancing sexual and reproductive health rights,
creating opportunities for midwives to provide these crucial
services effectively and safely®8.
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Rural South Asia, with its diverse geography — including the
mountainous regions of Bhutan and Nepal, the coastal and river
deltas of Bangladesh and the remote atolls of the Maldives — is
particularly vulnerable to adverse weather events®®. The present
review identified that midwives in these regions already face
significant challenges posed by these conditions, for example
community midwives in rural Pakistan identifying extreme weather,
such as snow and flooding, as a major barrier to providing
essential care3®. Given that South Asia is at high risk for natural
disasters exacerbated by climate change, these challenges are
expected to intensify, resulting in transportation disruptions, food
and water shortages, and adverse impacts on healthcare
systems®9. Additionally, climate change appears to be influencing
maternal health outcomes, as evidence from Bangladesh points to
increased rates of hypertensive disorders among pregnant women,
attributed to rising salinity levels in rural areas?®. This emphasises
the critical need for climate action and the development of
strategies that ensure midwifery services can be maintained amid
worsening environmental conditions.

Limitations

While attempts have been made to ensure a high-quality
methodology, this review has several limitations. Although the
search was broad and allowed for articles beyond the English
language, the search terms themselves were restricted to English,
potentially excluding relevant studies published in languages from
the region.

Additionally, the variability in terminology used to describe
midwifery roles across different South Asian countries may have
caused some relevant studies to be overlooked. A key limitation of
this review lies in the risk of overgeneralisation, which may obscure
important contextual differences within individual

countries. Moreover, this review did not examine the preference
and perceptions of women regarding midwifery care, which is an
important aspect that warrants further exploration. Understanding
these views could provide valuable insights into the utilisation of
midwifery services, potentially identifying areas for improvement.
Importantly, while this review represents the first systematic
account of midwifery experiences across South Asia, it is essential
not to generalise the findings, as each country and region presents
has distinct cultural and societal contexts that impact and shape
the role and practice of midwives. Despite these limitations, the
themes extracted can inform future research and practice-
orientated initiatives. This topic is extremely important for the
region and for achieving a key United Nations Sustainable
Development Goal.

Conclusion

This scoping review highlighted the diverse experiences of
midwives across South Asia, discussing both the significant
challenges and promising practices that impact their roles in
contributing to maternal and neonatal health outcomes. The
findings identified the critical need for targeted interventions to
address barriers such as sociocultural constraints, inadequate
resources and community integration. Future research should
focus on expanding the scope of practice of midwives to enable
comprehensive sexual and reproductive healthcare in rural South
Asia. Additionally, interventions must address sociocultural
barriers, such as patriarchal norms and assess the impact of
climate change on midwifery services to ensure sustainable



healthcare provision. Importantly, midwifery care across South Asia
is significantly shaped by diverse contextual factors, with
promising advancements addressing the needs of women and
their newborns, although continued culturally appropriate efforts
are required to ensure equitable health outcomes across the
region.
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Appendix I: Search terms and Boolean search strings employed in database searches

Database Search strings
PubMed (midwi*) AND (Afghanistan OR Bangladesh OR Bhutan OR India OR Maldives OR Nepal OR "Sri Lanka")
AND (rural OR remote)
Scopus (TITLE-ABS-KEY(midwi*)) AND
(TITLE-ABS-KEY(midwi*)) AND
(TITLE-ABS-KEY(Afghanistan OR Bangladesh OR Bhutan OR India OR Maldives OR Nepal OR "Sri Lanka")) AND
(TITLE-ABS-KEY(rural OR remote))
CINAHL (midwi*) AND (Afghanistan OR Bangladesh OR Bhutan OR India OR Maldives OR Nepal OR "Sri Lanka") AND (rural OR remote)

Web of Science

TS=(midwi*) AND TS=(Afghanistan OR Bangladesh OR Bhutan OR India OR Maldives OR Nepal OR "Sri Lanka") AND TS=(rural OR remote)

Appendix II: Summary of articles identified in the study, arranc

ged by country

led units in rural India.

midwives.

intrapartum emergencies, 16% were referred
onwards and for antenatal or postnatal
emergencies 70% were referred one. There
was only one maternal death in 9 years.

Authors and |Country Objective Methods Participants Results Quality
publication assessment
year
Mansoor et |Afghanistan|To compare the rural Mixed-methods study 178 midwives For those graduates recruited through rural 80%
al, 201252 employment of midwives |with qualitative data completed the survey |community mobilisation, 96% were employed
who were recruited as collected via interviews  [and there was an and 63% were working in rural communities.
students through and quantitative data unknown number of  [For those graduates selected by regional
community mobilisation in |collected via surveys. participants for examination or the national university
rural regions, regional interviews. examination, only 43% and 9% respectively
examination and national were working in rural communities.
university examination.
Purno et al, [Bangladesh |To describe how midwives [Case study. 50 midwives. Supportive supervision, adequate logistics and 60%
202355 deployed in rural primary administrative backing from local health
health centres provided authorities created a conducive environment
quality sexual and for midwives. The deployment of midwives in
reproductive healthcare in response to climate-induced natural disasters
the aftermath of the effectively established quality sexual and
flooding in northern reproductive health services.
Bangladesh in 2022.
Jurmin and  [Bhutan To investigate the factors |Quantitative study using |165 midwives. There was a high retention rate with positive 100%
Jariya, 202343 that affect the retention of |questionnaires. areas including community spirit. There were
midwives in rural regions low levels of work-related stress. Better
of Bhutan. financial payments and living standards were
correlated with higher retention rates in rural
areas.
Akshata et al, |India To explore the prevalence |Quantitative study using |300 auxiliary nurse-  [A high proportion of respondents at 54% 80%
202545 and contributing factors of [a questionnaire. midwives. reported experiencing workload-related stress,
psychological stress with 46% indicating moderate stress levels and
among auxiliary nurse- 8% reporting severe stress. Auxiliary nurse-
midwives working in a midwives based at primary health centres
rural Indian setting. experienced significantly lower stress levels
compared to their counterparts at community
health centres, which often receive patient
referrals from primary health centres.
lyengar and |India To examine emergency Quantitative study using |2 midwife-led health |There was a total of 2771 intrapartum and 202 60%
lyengar, obstetric care and referral [health services utilisation |centres in rural India, |antenatal or postnatal obstetric emergencies
200946 systems within midwifery- |research. employing nurse- of which 21% were life-threatening. For
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Karvande et |India To evaluate the Mixed-methods study 341 auxiliary nurse- Directed learning helped participants enhance 100%
al, 202054 effectiveness of combining [with quantitative data midwives with 12 clinical skills such as maternal and newborn
directed and self-directed |collected via descriptive |completing the case [resuscitation and eclampsia management, with
learning methods in statistics and qualitative [narrative semi- those less experienced showing greater
developing essential skills |[data collected via semi- |structured interviews. |improvement. Over half of the participants
for maternal and newborn |structured feedback either maintained or improved their post-
health for auxiliary nurse- |forms and case training scores after three months. Self-
midwives in rural India. narratives with semi- directed learning supported experience
structured interviews. sharing, problem-solving and active
engagement through skill demonstrations and
presentations. The supportive learning
environment further reinforced their
knowledge and skills and built confidence.
Kumar and |India To explore the impact of ~ |Qualitative study using |20 auxiliary nurse- Social factors such as belonging to a different 100%
Mahapatro, social factors such as age, |in-depth interviews and |midwives. caste group, living location, younger age and
201338 caste and marital status quasi-non-participant insecurity negatively affected the acceptance
contribute to the observations. by the community of auxiliary nurse-midwives.
acceptance of auxiliary
nurse-midwives in a
remote village.
Jaffer etal, |Pakistan To investigate the Qualitative study using |13 community Community midwives felt empowered as 100%
201736 perceptions of community [in-depth semi-structured |midwives. trained health professionals, with some
midwifes regarding their  |interviews. integrated well into the community. Reported
experiences working in a barriers included geography, weather
rural setting. conditions and lack of financial remittance.
Jan et al, Pakistan To identify the facilitators |Qualitative study using |27 community Community midwives reported confidence in 100%
201937 and barriers affecting the  [in-depth interviews and |midwives and other |clinical skills, preferred to conduct births in the
service utilisation of focus group discussions. |[relevant stakeholders |home environment compared to the clinic, felt
midwives and evaluate the and 14 villages with  [included by the community and supported by
effectiveness of an four focus group their supervisors. Difficulties included issues
intervention package in discussions of six to  |with referrals including transportation and cost
rural Pakistan. eight community of treatment, and the monthly stipend not
members. sufficient remuneration.
Khowaja et |Pakistan To investigate the Qualitative study using |5 key informant The biggest challenges for the utilisation of 80%
al, 202238 challenges and facilitators |key informant interviews |interviews with district [community midwifery services was lack of
that influence community |and in-depth interviews. |officials and 20 in- clinical training, minimal ownership of the
midwife service utilisation depth interviews with [program and lack of service structure by the
in rural Pakistan. midwifery students, regulatory body.
community midwives
and community
married women.
Kumar et al, |Pakistan To explore the barriers Quantitative study using 258 community Most community midwives had recognised 80%
202347 community midwives a questionnaire. midwives. education. The largest barriers to emergency
encounter in providing care were financial, transport and security
basic emergency obstetric issues. Facilitators to emergency care included
and neonatal care in rural training, experience, longer duration of work
Pakistan. and liaison with other colleagues.
Naz et al, Pakistan To assess the perceptions |Qualitative study using |5 community The training was effective in enhancing 100%
202242 of Helping Babies Breathe |semi-structured midwives in the semi- |usability, knowledge, skills, confidence and
trained community interviews and focus structured interviews |satisfaction in newborn resuscitation. However,
midwives regarding the group discussions. and two focus groups |a low patient volume presented challenges for
effectiveness of the discussions of 10 practising and reinforcing these skills.
training and the challenges community midwives
they encounter in each.
implementing these skills
in their rural workplace.
Shah et al, Pakistan To explore the potential Quantitative study using [112 community Of those who graduated between 2007 and 60%
201844 relationship between cross-sectional survey.  [midwives. 2012, 39% remained actively practising, while
family support and the 61% no longer worked in the field. Among
retention of community those currently working as community
midwives in rural Pakistan. midwives, 82% had a family member
employed in a health-related profession.
Andersen et |Nepal To outline a training and  |Quantitative study using |463 auxiliary nurse- Participants reported a high level of 100%
al, 2016%° support framework descriptive program midwives across 290  |confidence in their medical abortion skills,
designed to equip auxiliary |evaluation. primary level facilities |clinical knowledge and capacity to provide this
nurse-midwives with the in 25 districts. service to women, even in remote health
skills necessary to provide facilities. However, post-training support is
medical abortion care, critical to address any potential barriers.
including in rural and
remote regions.
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al, 2024%

health midwives have
transformed their roles
into community change
agents to promote
community mobilisation
for healthcare
interventions.

in-depth interviews.

midwives, 4 field
officers, 2
development officers,
2 mothers and 2
fathers.

the community and health services, facilitate
community health projects, improve health
literacy and advocate for sexual and
reproductive health. Despite these positives,
public health midwives lack formal training in
working with vulnerable communities and the
sociocultural determinants of health.

Caagbay et |Nepal To examine whether a Quantitative study using |88 auxiliary nurse- The workshop increased auxiliary nurse- 60%
al, 201848 workshop on pelvic floor  |questionnaire and midwives completed |midwives%u2019 knowledge by 18.5%, with
muscle training for structured observations. [questionnaires and 37 |women taught pelvic floor muscle training by
auxiliary nurse-midwives women were taught |a sample of auxiliary nurse-midwives
would enhance their pelvic floor muscle successfully completing this between 71% and
knowledge and empower training. 17%.
them to effectively teach
this technique to women in
rural Nepal.
Kozuki et al, |[Nepal To evaluate the feasibility |Quantitative study using |3 auxiliary nurse- With limited training, auxiliary nurse-midwives 100%
20164° of utilising descriptive case review. [midwives. were found to have sensitivity, specificity and
ultrasonography by positive and negative predictive values of
auxiliary nurse-midwives in between 90% to 100% compared to
rural areas for diagnosing ultrasonogram reviewers including detection
obstetric risk factors of position, multiple gestation and placenta
during the third trimester. praevia.
Mahato et al, [Nepal To investigate the impact  |Qualitative study using |15 auxiliary nurse- Participants reported improved interpersonal 100%
201839 of mental health training  |interviews. midwives. communication and counselling skills, better
of auxiliary nurse-midwives understanding of mental health conditions
in rural Nepal. and ability to support women. Additionally, it
was reported that the community did not treat
women with respect who were experiencing a
perinatal mental health condition as significant
stigma occurs, and that birth of a girl can
contribute to depression.
Morrison et [Nepal To assess the content and  |Mixed-methods study 137 auxiliary nurse-  |The tool provided valid and consistent 100%
al, 201553 construct validity, the with qualitative data midwives and nurses |measures and was found to be reliable. It
internal consistency and collected via interviews  [completed the survey |revealed different concepts of motivation to
the reliability of a tool to  |and focus groups, and  |and 78 completed work in rural Nepal, that auxiliary nurse-
measure auxiliary nurse-  |quantitative data interviews and focus |midwives must care, the importance of sharing
midwife and nurse collected via surveys. groups. knowledge and teamwork with colleagues.
motivation in rural Nepal.
Pallewaththa |[SriLanka |To explore responsive Qualitative study using |10 public health There is a significant lack of knowledge about 60%
etal, 201940 feeding practices and interviews, focus group  [midwives and 18 responsive feeding practices among public
knowledge among women |discussions and diary women. health midwives, with women reporting poor
and midwives in rural Sri  [studies. education offered by public health midwives
Lanka. about this feeding method.
Rodrigo et al, [Sri Lanka | To design an electronic Quantitative study using |16 public health All participants reported they were happy with 60%
201251 health information a survey. midwives. the software, it was useful in their work
management system that activities and improved their service, had
is acceptable to public adequate training and would like expansion
health midwives in rural Sri across their area of work. Importantly, no
Lanka. participant reported that this system
negatively affected their routine duties.
Udayanga et |SriLanka |To examine how public Qualitative study using |6 public health Public health midwives act as a link between 100%
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