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Abstract

Background Considering the high maternal mortality rate, the government of Pakistan has deployed Community
Midwives (CMWs) in rural areas of Pakistan. This relatively new cadre of community-based skilled birth attendants
has previously reported to experience several challenges in providing maternal and child healthcare. However, what
barriers they experience in providing basic emergency obstetric and newborn care needs to be further studied.

Methods This was a cross-sectional study conducted in twelve districts in Sindh province, Pakistan, with poor
maternal and child health indicators. A total of 258 CMWs participated in this study and completed the questionnaire
on a pretested, validated tool in their community-based stations. The trained data collectors completed the
questionnaires from the respondents. The problems identified were categorized into three major issues: financial, and
transport and security related; and were analyzed accordingly. Ethical approval was obtained from the institutional
review board (IRB) of Health Services Academy (HSA) Islamabad, Pakistan.

Results The majority (90%) of 258 CMWSs had formal training in maternal and neonatal care from the recognized
institutions. Financial difficulties faced by CMWs were identified as the most frequent barriers and others were
transport, security, and other issues. In univariate analysis, 38.1% and 61.9% of the community midwives who faced
financial difficulties had completed a graduation or intermediate level of education, respectively (p=0.006). Round-
the-clock availability for emergencies was inversely associated with having financial difficulties, i.e, 71.4%, in contrast
to 28.4% who had financial difficulties were available round-the-clock for emergency calls in their community clinics
(p=0.008). Formal training (p=0.001), work experience (p=0.015), longer duration of work (p=0.003), and liaison with
health workers and posting district (p=0.001) had statistically significantly higher transport related issues. Security
difficulties faced by CMWs and a set of correlates such as formal training (p=0.019), working experience (p=0.001),
longer duration of work (p=0.023), 24 h of availability on call (p=0.004), liaison with traditional birth attendants
(TBAs) in the community (p=0.002), and district of posting (p=0.001) were statistically significantly different.

Other issues like working experience (p=<0.001) and Liaison with TBAs in the community (p=<0.001) were found
statistically significant.
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Conclusion Financial, transportation and security related barriers were commonly reported by community midwives
in the delivery of basic emergency obstetric and newborn care in rural Pakistan.

Keywords Barriers, Work environment, Permanence, Maternal care and community midwives, Pakistan

Introduction

Globally, maternal mortality is considered a serious pub-
lic health problem, with a maternal mortality ratio of 159
per 100,000 live births [1]. Each year, around 303, 000
mothers die due to complications during pregnancy and
birth [2]. In comparison to the developed world, low-
income countries contribute 99% to maternal deaths [3].
Multiple factors like fragile health systems, poor access,
and availability of emergency obstetric and newborn care
(EmONC) contribute to a higher number of maternal
deaths in developing countries [4]. EmONC is specialized
care to reduce maternal and neonatal mortality as rec-
ommended by the World Health Organization (WHO)
[3]. Trained healthcare workers could avert a substantial
number of deaths through the provision of skilled care
during the antenatal period and around birth [1-3].

Maternal and child health burden continues to be high
in Pakistan despite the increased allocation of funds by
public and donor agencies during the last decade [5].
Although the country has made significant improvement
in reducing maternal mortality, it failed to achieve the
millennium development goals 4 and 5 by 2015 [6]. This
failure was partially attributed to a low number of skilled
birth attendants, especially in rural communities. Skilled
birth attendants provide basic care during pregnancy
and birth [7]. However, births continue to be attended
by unskilled persons in Pakistan, and home births are
still favored. According to a recent survey, 40% of births
in rural areas are attended by traditional birth attendants
[8]. About 58% of births are reported to happen in homes
in rural areas, with 10% and 31% occurring at public
health and private health facilities, respectively [9].

The government of Pakistan started a new cadre of
female health workers in 2006, the community midwives
(CMWs), to improve skilled birth attendance. These
females with at least ten years of education were trained
for one and a half years in midwifery and deployed in
their own rural communities [10]. However, maternal
and newborn deaths are preventable through strength-
ening access to health care facilities and the provision of
basic emergency obstetric and newborn care (BEmONC)
services in the community by involving the CMWs [4].
CMWs work more efficiently in the rural community
and offer birth care in 12% of the remote districts of Pun-
jab, the largest province of Pakistan. An estimated 3%
of births are currently attended by CMWs in rural areas
[11].

Multiple issues have been previously identified that
hinder the operational effectiveness of CMWs. These

include job insecurity, work environment, human
resources deployment issues, lack of personal training,
poor infrastructure, unclear job descriptions, time con-
straints, lack of resources, and job satisfaction [12, 13].
Many of these issues are similar to those experienced
by the rest of the healthcare system in Pakistan, and
these are because of the already inefficient and fragile
healthcare system facing governance and health financ-
ing challenges [14]. Identification and assessment of the
challenges faced by this key cadre of community-based
skilled birth attendants is crucial, as these issues need to
be addressed by policy-makers. The present study aimed
to evaluate the problems faced by CMWs during the pro-
vision of basic EmONC services in the province of Sindh.

Methods

This cross-sectional study with a quantitative approach
was conducted in 12 out of 29 districts in Sindh, Pakistan.
These districts were selected based on poor maternal and
child health indicators, according to a ranking based on
the Multiple Indicator Cluster Survey [4]. A structured
pretested, validated questionnaire was adopted from the
previous studies [7, 11, 12]. The trained research staff,
with at least graduate-level education (14 years), col-
lected data by administering structured data collection
tool to CM'Ws working in the selected districts. A total of
3,045 CMWs are deployed in these districts. By drawing
10% sample of the total population of CMWs working in
these areas, a sample of 300 CMWs was estimated to be
randomly selected from twelve districts. Next, 25 CMWs
from each district were selected, using simple random
sampling method, from the list of deployed CMWs avail-
able with relevant health offices and requested to par-
ticipate in the study. Finally, 258 CMWs completed the
questionnaire, as 42 were excluded from this study as
they were on medical leave or physically too unwell to
respond to the questionnaire (Fig. 1). Besides supervising
the fieldwork, the principal investigator ensured the qual-
ity of data collection by randomly validating the guided
questionnaires, which were filled out at health facilities
where CMWs were deployed. The data were entered in
Microsoft Excel, validated, and double-checked by the
supervisor and data manager.

Variables and measurements

The outcome variable was the problems faced by CMWs
while providing EmONC services in the community.
These problems were categorised into three broader
areas: financial, transport, and security issues. Financial
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Excluded because medical leave
Number= 10

Excluded because of pregnancy
Number= 7
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Refusal by CMWs due to their
personnel choice Number= 25

|

Questionnaire completed
258

Fig. 1 Sample Selection process

difficulties were self-described by the study participants
and included responses such as low salary or stipend,
delay in getting a salary, no scholarship, no salary, and
poor family background. Transport and accessibility dif-
ficulties were detailed by the respondents as: no pick-up
and drop-off facility; no vehicle or transport for field vis-
its; problems in the vehicle; a shortage of vehicles for field
visits; scattered homes in the community; and accessibil-
ity issues in vast or far field areas. Security issues were
reported as follows: law and order situation, availability
of guards at hospitals, and location of health facilities.

Data Processing and analysis

Data were entered, cleaned, and managed in Microsoft
Excel and transported to statistical package of social sci-
ence (SPSS) for statistical analysis. Descriptive analysis
included percentage calculations for qualitative variables
and mean standard deviation calculations for quantita-
tive variables. Large numbers of categories in a variable
were merged as appropriate. In inferential analysis, uni-
variate associations between a set of covariates and the
dependent variable of interest were assessed one by one
at a 5% level of significance using appropriate statistical
tests.

Results

General information about CMWs

Out of 258 CMWs, the majority (90%) had formal train-
ing of maternal and neonatal care from the recognized
institutions. Nearly half of the respondents (43%) had
working experience from one to five years, and about
three-fourths (74%) had completed up to twelve years of
schooling. Working hours were reported to be from six
to eight hours long by half of the workers (60%), and most
(85%) were available on call. Majority (81%) had direct
liaison with lady health workers (LHWSs) and doctors
posted at a nearby health facility for patient’s referral, and
more than half (62%) were in contact with the trained
births attendants of the community. These CMWs were
mostly deployed (60%) in upper Sindh and remaining
equal proportions in lower and middle regions of the
province (Table 1).

Financial difficulties faced by the CMWs at their workplace
In univariate analysis, statistical differences between
financial difficulties faced by CMWs and a set of cor-
relates such as higher education were seen with having
financial difficulties (p=0.006). CMWs’ on-call avail-
ability was negatively associated with having financial
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Table 1 Descriptive characteristics of study participant
community midwives (CMW) working at the surveyed health
facilities of Sindh province, Pakistan (n=258)

Characteristic n %

Formal training as CMW

Yes 231 89.5
No 27 10.5
Years of working experience

<1 year 48 18.6
1-5 years 112 434
>5 years 98 380
Level of education

Up to Intermediate (Grade 12) 191 74.0
Graduate and above 54 209
Not reported/Missing information 13 50
Duration of work at clinic/health facility

<5h 56 217
6-10h 152 589
>11h 49 19.0
Not reported/Missing information 1 04
24-hour availability at work when required

Yes 219 84.9
No 39 15.1
Liaison with LHWSs/Doctors in the community

Yes 208 80.6
No 50 194
Liaison with TBAs in the community

Yes 161 624
No 97 376
District of posting

Lower Sindh 52 20.2
Middle Sindh 51 19.8
Upper Sindh 155 60.1

difficulties (p=0.008). Similarly, among those CMWs
who were having financial difficulties, a higher propor-
tion of them (40.5% vs. 15.7%) were posted in middle
Sindh (p<0.001). While formal training, years of work-
ing experience, longer duration of work, and liaison with
health workers were found to be statistically nonsignifi-
cant in relation to financial difficulty (Table 2).

Transport difficulties faced by CMWs at their workplace
Further, the relationship between transport difficul-
ties faced by CMWs and a set of correlates such as for-
mal training (p=0.001), working experience (p=0.015),
longer duration of work (p<0.003), liaison with health
workers, and district of posting (p=<0.001) were found
to be statistically significant. On the other hand, level of
education and round-the-clock availability on call were
not associated with transport difficulties faced by CMWs
(Table 3).

Security difficulties faced by CMWs at their workplace

Moreover, associations between security difficulties
faced by CMWs and sets of correlates such as formal
training (p=0.019), working experience (p=0.001),
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Table 2 Univariate association between financial difficulties
faced by CMWs and set of correlates
Characteristic

Financial difficulty

Yes No P-Value
n (%) n (%)
Formal training as CMW
Yes 37(88.1) 194 (89.8) 0.783°
No 5(11.9) 22 (10.2)
Years of working experience
<1 year 12(286) 36(16.7) 0.180
1-5 years 15(357) 97 (44.9)
>5 years 15(35.37) 83(384)
Level of education
Up to Intermediate (Grade 12) 26(61.9) 165(81.3) 0.006*
Graduate and above 16(38.1) 38(18.7)
Duration of work at clinic/health
facility
<5h 9(214) 47 (219 0912
6-10h 24 (57.1)  128(59.5)
>11h 9(21.4) 40 (18.6)
24-hour availability at work when
required
Yes 30(714) 189(87.5) 0.008*
No 12 (286) 27(12.5)
Liaison with LHWSs/Doctors in the
community
Yes 37(88.1) 171(79.2) 0.180
No 5(11.9) 45 (20.8)
Liaison with TBAs in the community
Yes 26 (61.9) 135(62.5) 0942
No 16(38.1) 81(37.5)
District of posting
Lower Sindh 1(24) 51(236) <0.001*
Middle Sindh 17 (40.5) 34(15.7)
Upper Sinch 24(57.1) 131 (60.6)

*Significant p-value

$ Calculated by Fisher’s Exact Test, otherwise y’test

longer duration of work (p=0.023), 24 h of availabil-
ity on call (p=0.004), liaison with TBAs in the commu-
nity (p=0.002), and district of posting (p=0.001) were
found to be statistically significant. However, education
level and liaison with LHWSs and doctors (=0.118) were
not associated with CMWs’ security related difficulties
(Table 4).

Other difficulties faced by CMWs at their workplace
Associations between other difficulties faced by CMWs
and sets of correlates such as working experience
(p=<0.001), liaison with the traditional birth attendants
in the community (p=<0.001), and longer duration of
work (p=0.057) were found to be statistically signifi-
cant. Formal training (p=0.196), round-the-clock on call
(p=0.140), liaison with doctors or lady health workers in
the community (p=0.265), district of posting (p=0.528)
and level of education (p=0.113) were not associated
with other difficulties faced by the CMWs (Table 5).
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Table 3 Univariate association between transport difficulties
faced by CMWs and set of correlates
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Table 4 Univariate association between security difficulties
faced by CMWs and set of correlates

Characteristic Transport difficulty Characteristic Security difficulty
Yes No P-Value Yes No P-Value
n (%) n (%) n (%) n (%)
Formal training as CMW Formal training as CMW
Yes 24(686) 207 (92.8) 0.001*° Yes 39(1000) 192(87.7)  0.019*
No 11314 16(7.2) No 0(0.0) 27 (12.3)
Years of working experience Years of working experience
<1 year 3(86) 45(202) 0015 <1 year 17 436)  31(142) <0.001%
1-5 years 23(65.7) 89(39.9) 1-5 years 7(17.9) 105 (47.9)
> 5 years 9(25.7) 89 (39.9) >5 years 15(38.5) 83(37.9)
Level of education Level of education
Up to Intermediate (Grade 12) 27(77.1) 164 (78.1) 0.900 Up to Intermediate (Grade 12) 31(86.10 160 (76.6) 0.201
Graduate and above 8(22.9) 46 (21.9) Graduate and above 5(13.9 49 (23.4)
Duration of work at clinic/health Duration of work at clinic/health
facility facility
<5h 2(5.7) 54(24.3) 0.003* <5h 13(33.3) 43(197) 0.023%
6-10h 20(57.1)  132(59.5) 6-10 h 24 (615) 128(58.7)
>11h 13(37.1)  36(16.2) >11h 2(5.1) 47 (21.6)
24-hour availability at work when 24-hour availability at work when
required required
Yes 27(77.1)  192(86.1) 0.169 Yes 39(100.0) 180(82.2)  0.004*
No 8(229) 31(13.9) No 0(0.0) 39(17.8)
Liaison with LHWs/Doctors in the Liaison with LHWs/Doctors in the
community community
Yes 16 (45.7) 192 (86.1) <0.001% Yes 35(89.7) 173(79.0) 0.118
No 19(54.3) 31(13.9) No 4(10.3) 46 (21.0)
Liaison with TBAs in the community Liaison with TBAs in the community
Yes 12(343) 149(668) <0.001* Yes 33(846) 128(584) 0.002*
No 23(65.7) 74(33.2) No 6(154) 91 (41.6)
District of posting District of posting
Lower Sindh 14 (400 38(17.0) 0.001* Lower Sindh 23(59.00 29(13.2) <0.001*
Middle Sindh 11(314) 40(17.9) Middle Sindh 0(0.0) 51(233)
Upper Sinch 10(28.6) 145 (65.0) Upper Sinch 16 (41.0) 139 (63.5)

*Significant p-value
SCalculated by Fisher's Exact Test, otherwise y’test

Findings show that financial, transportation, and secu-
rity issues are major problems faced by the CMWs while
providing basic EmONC services, and factors like for-
mal training, longer duration of work, liaison with health
workers, and posting district were found to be statisti-
cally significant about transportation issues. Security
difficulties faced by CMWs and a set of correlates such
as formal training, working experience, longer duration
of work, 24 h of availability on call, liaison with TBAs in
the community, and district of posting were found to be
statistically significant. Other issues, like working expe-
rience and liaison with TBAs in the community, were
found to be statistically significant.

Discussion

This research highlights the issues faced by CMWs dur-
ing the provision of basic EmMONC at the community
level to establish a successful practice of midwifery in
rural Pakistan and improve skilled birth care. The major

*Significant p-value

$ Calculated by Fisher’s Exact Test, otherwise y’test

constraints identified were financial, transport, and secu-
rity related hindrances; and these were found statistically
significant. However, CM'Ws continue their work despite
facing these challenges to sustain their services in the
community. CMWs may only have control over their pro-
fessional work, job-related skills, and provision of mater-
nal care and childbirth with dignity and honor.

In this study, financial constraints were found to be
positive correlates with level of education, location of
posting, and availability at job. Our study also support
our findings that financial incentives for health workers
could enhance the uptake and delivery of maternal care
services [15]. A previous study supports the current find-
ing that qualified workers are less likely to be willing to
work in rural areas due to poor incentives [13]. Support-
ive findings suggested those employees are available at
work round-the-clock and require financial incentives in
the form of overtime payments or special pay packages to
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Table 5 Univariate association between other difficulties” faced
by CMWs and set of correlates
Characteristic

Other difficulties

Yes No P-Value®
n (%) n (%)
Formal training as CMW
Yes 74(86.0) 157(91.3) 0.196
No 12 (14.0) 15 (8.7)
Years of working experience
<1 year 6(7.0) 42 (244)  <0001*
1-5 years 54(62.8) 58(33.7)
> 5 years 26(302) 72419
Level of education
Up to Intermediate (Grade 12) 64 (84.2) 127 (75.1) 0.113
Graduate and above 12 (15. 42 (24.9)
Duration of work at clinic/health
facility
<5h 25(294) 31(180) 0.057
6-10h 42 (49.4) 110 (64.0)
>11h 18(21.2)  31(18.0)
24-hour availability at work when
required
Yes 69 (80.2) 150 (87.2) 0.140
No 17(198)  22(128
Liaison with LHWs/Doctors in the
community
Yes 66 (76.7) 142 (826) 0.265
No 20(233) 30(174)
Liaison with TBAs in the community
Yes 40 (46.5) 121(703) <0.001*
No 46 (53.5)  51(29.7)
District of posting
Lower Sindh 15(174) 3715 0528
Middle Sindh 20(233) 31(180)
Upper Sinch 51(59.3) 104 (60.5)

#Bad behavior of senior management or community members, language problems,
lack of awareness about health in the community, family issues, sexual harassment, lack
of training, overwork, missing equipment for delivery, medicine shortage, complicated
cases, rod problem, administrative issues such as frequent changes in duty timings,
transfer due to political influence and government job confirmation

*Significant p-value

SCalculated by x’test

ensure their motivation to continue to work in rural set-
tings [14].

CMWs in our study faced transport related challenges
that significantly impact upon their professional train-
ing, work experience, round-the-clock availability and
coordination with other health workers in the com-
munity. Studies supports our finding and show that the
training of healthcare workers is mandatory for refresh-
ing the knowledge and skills of employees and need to be
offered regularly [11]. Moreover, study also supports that
the EmONC refresher training also appears to improve
the skills of healthcare workers and achieve better health
outcomes [16]. Availability of healthcare workers and
their access to health facilities is linked with better qual-
ity of maternal and birth healthcare services [13, 14]. A
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lack of geographical and access by vehicles are major
hindrances to accessing facility-based maternal care
[17]. Our findings are consistent with other studies that
show that the health providers who have better access to
their workplace or those who are incentivised for their
transport are more likely to be motivated. It is also evi-
dent that the behaviour of both patients and providers is
positively influenced by the provision of incentives in the
health system [11, 14, 18].

Security issues faced by CMW were also found to be
statistically significant with training, work experience,
job duration, and coordination with health workers in
this study. The literature also identifies several barriers
to providing services by CMWs that are similar to the
findings from our study [19]. Previous research also sup-
ports our findings that poor resources and insecurity are
major issues in the provision of maternal healthcare in
already fragile health systems in rural and remote areas
[20, 21]. Research from other settings supports our find-
ings that job security, work environment, and time con-
straints positively motivate healthcare workers in any
organization [13]. Previous research also supports our
findings that CMWs face security related issues during
their work in the community [22]. A study showed that
health workers are reluctant to serve in insecure areas;
and because of this, inadvertently, these communities
commonly practice home births resulting in high risks to
maternal and fetal health and survival [23]. Our findings
are consistent with a study that found female healthcare
workers and patients were hesitant to visit health facili-
ties alone and needed to be accompanied by a member of
their family to avoid any untoward security issues (24). It
is therefore important that the CMWs are deployed near
their homes. This is supported by the evidence showing
that health providers feel more secure if posted near their
place of living as compared to those who are posted far
[17]. Moreover, findings show the safe security at health
facilities established in rural areas can prevent workers to
serve there [20].

Conclusions

In conclusion, financial, transportation, and security
issues are major hindrances for CMWs in providing
basic EmONC services in the rural areas of the country,
where the burden of maternal and child health mortality
and morbidity is higher than in urban areas. It is recom-
mended that these problems need to be considered and
addressed by policymakers to improve maternal and
child health in Pakistan.

Abbreviations
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EmONC Emergency obstetric and neonatal care
WHO World Health Organization

CMWs Community midwives



Kumar et al. BMC Health Services Research (2023) 23:1305

BEMONC  Basic Emergency obstetric and neonatal care
LHWs Lady Health workers

TBAs Traditional Birth attendants

WHO World Health Organization

Acknowledgements
This research project is supported by the Second Century Fund (C2F),
Chulalongkorn University Thailand.

Authors’ contributions

RK conceptualized this study; VM,TMA,SB and SAK analyzed the data; VM,FR
and JA drafted and revised the manuscript; JA and SAK revised the paper; SP
supervised this research and finalized the manuscript. All authors read and
approved the final manuscript.

Funding
Not available.

Data availability

The datasets used and/or analyzed during the current study are available from
the corresponding author upon reasonable request. The data are not publicly
available due to privacy and ethical restrictions.

Declarations

Ethical approval and consent to participate

Ethical clearance and permission were obtained from the institutional review
board of the Health Services Academy Islamabad Pakistan (7-82/2017-IERB).
Written informed consent was obtained from all the community midwives
participating in this study. All methods were performed according to the
"Declaration of Helsinki” by the ethical guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

"Health Services Academy, Islamabad, Pakistan

’College of Public Health Sciences, Chulalongkorn University, Bangkok,
Thailand

*McGill University Health Centre, Montreal, QC H4A 3J1, Canada
“Department of Family and Community Medicine, College of Medicine
and Medical Sciences, Arabian Gulf University, Manama, Bahrain
5Co\lege of Nursing, Pishin Baluchistan, Pakistan

5Shifa International Hospital, Islamabad, Pakistan

Received: 14 March 2023 / Accepted: 2 November 2023
Published online: 27 November 2023

References

1. Bill & Melinda Gates Foundation. Goalkeeper report 2023. Retrieved from
https://www.gatesfoundation.org/goalkeepers/report/2023-report/ on 27
September 2023.

2. World Health Organization. (2018). Maternal Mortality Key Facts. Retrieved
from https://www.who.int/en/news-room/fact-sheets/detail/maternal-
mortality on September 17, 2022.

3. Kadia RS, Kadia BM, Dimala CA, et al. Evaluation of emergency obstetric and
neonatal care services in Kumba Health District, Southwest region, Cameroon
(2011-2014): a before-after study. BMC Pregnancy Childbirth. 2020,20:95.

Page 7 of 7

4. Kumar R, Ahmed J, Anwar F, Somrongthong R. Availability of emergency
obstetric and newborn care services at public health facilities of Sindh prov-
ince in Pakistan. BMC Health Serv Res. 2019;19:968:1-7.

5. Malik MA, Nahyoun AS, Rizvi A, Bhatti ZA, Bhutta ZA. Expenditure tracking
and review of reproductive maternal, newborn and child health policy in
Pakistan. Health Policy Plan. 2017;32(6):781-90.

6. Ministry of Planning, Development and Reform, Government of Pakistan.
Pakistan Millennium Development Goals Report 2013. Islamabad, Pakistan:
Government of Pakistan & the United Nations Development Programme;
2013.

7. Campbell OMR, Graham WJ. Strategies for reducing maternal mortality: get-
ting on with what works. The Lancet. 2006;368(9543):1284-99.

8. National Institute of Population Studies, MEASURE DHS, ICF International.
Pakistan Demographic and Health Survey 2018. Islamabad, Pakistan & Calver-
ton, USA: Government of Pakistan; 2018.

9. Bureau-of-Statistics. Multiple Indicator Cluster Survey (MICS). Government of
Punjab. 2014, Retrieved from http://www.bos.gop.pk/finalreport.

10.  Government of Pakistan. PC-1 National Maternal, Newborn and Child Health
Program (MNCH). Federal Ministry of Health, Islamabad; 2006.

11, Mumtaz Z, Levay AV, Bhatti A. Successful community midwives in Pakistan: an
Asset-Based Approach. PLoS ONE. 2015;10(9):e0135302.

12. Haider S, Ali RF, Ahmed M, Humayon AA, Sajjad M, Ahmad J. Barriers to imple-
mentation of emergency obstetric and neonatal care in rural Pakistan. PLoS
ONE. 2019;5(11):e0224161.

13. Kumar R, Ahmed J, Shaikh BT, et al. Job satisfaction among public health
professionals working in public sector: a cross sectional study from Pakistan.
Hum Resour Health. 2013;11:2.

14.  Ather F, Sherin A. Health system financing in Pakistan: reviewing resources
and opportunities. KMUJ: Khyber Medical University Journal. 2014;6(2):53-5.

15. Morgan L, Stanton ME, Higgs ES, Balster RL, Bellows BW, Brandes N, Comfort
AB, Eichler R, Glassman A, Hatt LE, Conlon CM, Koblinsky M. Financial incen-
tives and maternal health: where do we go from Here? J Health Popul Nutr.
2013;31(42):8-522.

16.  Shen YMD, Li QMD, Liu, Xiaoning MD, Xiao, Shengbin MS, Yan HMD. Train-
ing and financial intervention for encouraging maternal health service
utilization: results of cluster randomized trials in Shaanxi Province. Medicine.
2019;98(45):17709.

17.  Comfort AB, Peterson LA, Hatt LE. Effect of health insurance on the use and
provision of maternal health services and maternal and neonatal health
outcomes: a systematic review. J Health Popul Nutr. 2013;31(Suppl 2):81-105.

18. Mazumdar S, Mills A, Powell-Jackson T. Financial incentives in health: new
evidence from India’s Janani Suraksha Yojana,, Rehman S, Ahmed J, Bahader
S, Ferdoos A, Shahab M, Masuad N. Exploring operational barriers encoun-
tered by community midwives when delivering services in two provinces of
Pakistan: A qualitative study. 2015; 31(1): 177-183.

19. Dahab R, Sakellariou D. Barriers to accessing maternal care in low income
countries in Africa: a systematic review. Int J Environ Res Public Health.
2020;17:4292.

20. Sarfraz M, Hamid S. Challenges in delivery of skilled maternal care — experi-
ences of community midwives in Pakistan. BMC Pregnancy Childbirth.
2014;14:59.

21. Ahmed J,Rehman S, Shahab M. Community midwives'acceptability in their
communities: a qualitative study from two provinces of Pakistan. Midwifery.
2017;47:53-9.

22. Wilunda C, Scanagatta C, Putoto G, Takahashi R, Montalbetti F, Segafredo G,
Betran AP Barriers to institutional Childbirth in Rumbek North County, South
Sudan: a qualitative study. PLoS ONE. 2016;11:1-20.

23. Ahmed MAA, Hamelin-Brabant L, Gagnon MP. Sociocultural determinants of
nomadic women'’s utilization of assisted Childbirth in Gossi, Mali: a qualitative
study. BMC Pregnancy Childbirth. 2018;18:388.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.gatesfoundation.org/goalkeepers/report/2023-report/
https://www.who.int/en/news-room/fact-sheets/detail/maternal-mortality
https://www.who.int/en/news-room/fact-sheets/detail/maternal-mortality
http://www.bos.gop.pk/finalreport

	﻿Barriers experienced by community midwives to provide basic emergency obstetric and newborn care in rural Pakistan
	﻿Abstract
	﻿Introduction
	﻿﻿Methods﻿
	﻿Variables and measurements
	﻿Data Processing and analysis

	﻿﻿Results﻿
	﻿General information about CMWs
	﻿Financial difficulties faced by the CMWs at their workplace
	﻿Transport difficulties faced by CMWs at their workplace
	﻿Security difficulties faced by CMWs at their workplace
	﻿Other difficulties faced by CMWs at their workplace

	﻿Discussion
	﻿﻿Conclusions﻿
	﻿References


