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ABSTRACT

Maternal health remains a critical challenge in sub-Saharan Africa, despite recognition of midwifery-led
care as a cost-effective strategy. Expansion is constrained by structural, sociocultural, and policy
barriers. This review synthesises African evidence on barriers, facilitators, and workforce inequalities,
and how they shape rural midwifery practice. The review aimed to synthesise empirical evidence on the
barriers hindering rural midwifery, the facilitators enabling its adoption, and the workforce inequalities
affecting equitable service delivery. The objective was to generate context-specific insights to guide
policies for strengthening midwifery-led care in Africa. Guided by PRISMA, a systematic search was
conducted across six databases covering 2015-2025. From 4,057 records identified, 8 studies met
inclusion criteria following rigorous screening. Eligible studies included qualitative, quantitative, and
mixed-methods designs, and their quality was assessed using CASP, JBI, and MMAT appraisal tools.
Data were extracted on barriers, facilitators, and workforce inequalities at individual, organisational,
community, and system levels. This review synthesised evidence from 8 studies on rural midwifery
practice in Africa. Workforce inequality was the only cross-cutting structural issue identified
consistently across all 8 studies (100%, n = 8), underscoring its centrality to the problem of rural
midwifery practice on the continent. Workforce shortages and maldistribution were the most frequently
reported barriers (87%, n = 7), followed by infrastructure and equipment deficits alongside financial
barriers such as delayed salaries and weak incentives (75%, n = 6). Weak management, limited
professional support, and constrained training opportunities were identified in more than half of the
studies (63%, n = 5), whereas gender-related disadvantage appeared in four studies (50%, n = 4) and
community-level barriers in three (38%, n = 3). This study concludes that strengthening rural midwifery
practice in Africa requires integrated and context-responsive strategies that secure financial stability,
enhance professional recognition, promote equitable workforce distribution, and cultivate sustained
community trust. The deliberate reduction of workforce inequalities, alongside the institutionalisation of
enabling regulatory and policy frameworks, is essential to repositioning midwifery as a foundational
pillar supporting maternal health systems across the continent.
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1.0 INTRODUCTION

Maternal health remains a central concern in global health, with sub-Saharan Africa continuing to carry
a disproportionate burden of maternal morbidity and mortality. The World Health Organization reported
that in 2020, approximately 70% of global maternal deaths occurred in sub-Saharan Africa, reflecting
both structural and service-related challenges in the region (World Health Organization [WHO], 2023).
Despite significant investment and advocacy, many African women still lack access to skilled,
respectful, and culturally appropriate maternity care (United Nations Population Fund, 2026). This has
intensified calls for strengthening rural midwifery practice and expanding access to quality midwife-
provided maternity services in underserved settings. Midwifery-led care lays emphasise on care
continuity, woman-centred approaches, and the use of evidence-based practices. Countries such as the
United Kingdom, New Zealand, and parts of Asia have demonstrated that strong midwifery systems can
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yield better health outcomes at lower costs, especially for low-risk pregnancies (Melamed et al., 2025).
In Africa, however, the scale-up of such models has been uneven. Challenges of workforce shortages,
inadequate infrastructure, sociocultural resistance, and policy gaps have undermined the effective
integration of midwifery-led approaches. Reports from Nigeria, Ethiopia, Ghana, and South Africa have
highlighted barriers to effective midwifery practice, particularly poor working conditions, constrained
autonomy, and limited recognition of midwives’ professional scope within health systems (Adatara et
al., 2021; Bekru et al., 2017; Ige et al., 2022; Tukisi et al., 2026).
In this review, rural midwifery practice is the central analytical focus. Workforce distribution, staff
retention, professional working conditions, and service delivery inequalities are examined as
interrelated conditions that shape the care accessibility, continuity, and sustainability of rural midwifery
services in African settings. Previous systematic reviews have examined midwifery-led and continuity
models of care across global and low and middle-income settings, but their broad scope has limited the
extent to which they address the institutional, workforce inequalities, regulatory framework, and
service-delivery realities that shape African health systems in particular (Muraraneza et al., 2023;
Sandall et al., 2024; Sangy et al., 2023; World Health Organization [WHO], 2022).
Many have drawn heavily on evidence from high-income countries, where midwifery is well
established, thereby overlooking the complex intersections of resource constraints, cultural dynamics,
and institutional hierarchies in African settings. This limits their usefulness for African policymakers
and practitioners, who need evidence tailored to regional challenges and opportunities. Furthermore,
although facilitators such as professional training reforms, community engagement, and supportive
leadership are increasingly recognised in the literature, these insights remain dispersed across individual
studies and have not yet been brought together in a consolidated synthesis. Addressing these gaps is
crucial, particularly as African countries strive to achieve the Sustainable Development Goals (SDGs),
notably SDG 3 on good health and well-being and SDG 5 on gender equality. Both targets explicitly
require enhanced efforts towards reducing maternal mortality and strengthening women’s access to
quality reproductive healthcare. Evidence-based midwifery is at the heart of these ambitions, yet
without clear understanding of the barriers and enablers within African contexts, reforms may fail to
achieve their intended impact.
Against this background, there is a pressing need for a systematic review that draws together the best
available evidence on the barriers, facilitators, and workforce inequalities shaping rural midwifery
practice in Africa. By consolidating findings from diverse studies, this review provides a
comprehensive picture of the factors influencing rural midwifery services and offers guidance for
policymakers, health system managers, and training institutions on strategies that can strengthen
equitable maternity care delivery in underserved settings. In this regard, the overarching question
guiding this study is thus: What barriers, facilitators, and workforce inequalities influence rural
midwifery practice in Africa? The following objectives guided the study:
1.2 Objectives of the Study
1. To identify the barriers constraining rural midwifery practice in Africa.
2. To examine the facilitators of effective and sustainable rural midwifery practice in Africa.
3. To analyse workforce inequalities, including distribution, gender-related disadvantage, and
professional recognition shaping rural midwifery practice in Africa.
4. To provide evidence-based insights that can guide policymakers, educators, and health managers in
strengthening rural midwifery services and improving maternal health outcomes in Africa.

2.0 RESEARCH METHODS

2.1 Eligibility Criteria

The eligibility criteria for this review were developed using the PICOS framework.

(1) Population: The review focused on midwives, women, health administrators, and other stakeholders
involved in maternal and newborn health within African rural settings.

(2) Phenomenon of interest: The review focused on rural midwifery practice, particularly the barriers
and facilitators shaping service delivery, retention, and sustainability, and the workforce
inequalities influencing access and distribution.

(3) Comparator: No strict comparator was required; however, studies contrasting rural and urban
midwifery or midwife-led and physician-led models were included where relevant.
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(4) Outcomes: The main outcomes were documented barriers, facilitators, and workforce-related
inequalities that affect the quality, accessibility, and sustainability of rural midwifery services.

(5) Study design: Eligible studies included qualitative, quantitative, and mixed-methods empirical
research published in English between 2015 and 2025.

2.2 Search Strategy

The search strategy was carefully developed to ensure a comprehensive coverage of literature on rural

midwifery practice, its barriers and facilitators, and the workforce inequalities affecting service delivery

in African settings.

(1) Databases: Relevant studies were retrieved from PubMed, EBSCOhost, Scopus, ProQuest, Cochrane
Library, and Google Scholar, representing both peer-reviewed and grey literature sources.

(2) Timeframe: The search focused on studies published between 2015 and 2025 to capture over a
decade of evidence reflecting contemporary policy shifts and health system reforms in maternal
care.

(3) Search technique: Boolean operators were employed to combine keywords and refine retrieval. The
key concepts derived from the research question were linked using “AND,” “OR,” and “NOT” to
enhance precision and inclusiveness.

(4) Search terms: examples of search strings included combinations such as (“midwifery” OR
“midwife-led care”) AND (“rural practice” OR “rural health services”) AND (“workforce
inequality” OR “healthcare disparities”) AND (“barriers” OR “facilitators”).

(5) Supplementary search: The reference lists of included studies were manually screened to identify
additional relevant papers not captured in the database search.

2.3 Study Selection

The screening process for the articles began with a systematic search across six databases. A total of

4,057 records were identified. After de-duplication and preliminary exclusions, 3,368 records were

removed for the following reasons: duplicate entries (318), irrelevant titles (1,899), non-English

publications (51), non-peer-reviewed reports (520), unsuitable settings (436), and non-related
interventions (144). This left 689 records for title and abstract screening. During this phase, 517 studies
were excluded because they did not focus on rural midwifery practice, rural maternity service
conditions, or workforce inequalities relevant to the delivery of midwifery services, leaving 172 studies
for full-text retrieval. Of these, 12 full texts could not be accessed, resulting in 160 articles assessed for
eligibility. Following detailed assessment, 152 studies were excluded for reasons including irrelevance

(74), unsuitable design (37), inappropriate population or sample (28), and setting misalignment (13). At

the end of this rigorous process, 8 studies satisfied all inclusion criteria and were retained for critical

appraisal and synthesis. The entire process was conducted in line with PRISMA guidelines, and the

selection pathway is illustrated in Figure 1.
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FIGURE 1: PRISMA FLOW-CHART

2.4 Quality Appraisal

We evaluated the methodological quality of the included studies using standardised appraisal tools to
ensure rigour and minimise bias. Qualitative studies were appraised using the Critical Appraisal Skills
Programme (CASP). Studies such as Adatara et al. (2021), Wibbelink et al. (2022), and Bogren et al.
(2020) met most CASP criteria, and were rated generally strong in methodological quality, although
minor limitations were noted regarding reflexivity and the reporting of researcher positionality. For
analytical cross-sectional studies, the JBI Critical Appraisal Checklist was employed. Asamani et al.
(2021), Twineamatsiko et al. (2023), and Hilo and McPeak (2024) met most of the JBI criteria,
indicating generally high methodological quality, although some studies showed minor concerns
regarding confounder identification and control. For the study with mixed-methods design (Dey et al.,
2024), the Mixed Methods Appraisal Tool (MMAT) was used. The result of the study confirmed
medium to high quality. In overall, each of the included studies were appraised once, using the quality
appraisal tool appropriate to its primary study design.

2.5 Data Extraction

We employed a structured data extraction form to systematically capture information from each
included study. Extracted details covered author, year, country, design, study population, setting, and
sample size, alongside the principal findings on barriers, facilitators, and workforce inequalities
affecting rural midwifery practice. In line with the focus of the review, particular attention was given to
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evidence on midwife distribution, training gaps, workload imbalances, professional support, and
retention challenges. To ensure accuracy, extraction was undertaken independently by members of the
team and subsequently cross-checked to minimise bias.

3.0 RESULTS AND DISCUSSION
Data Extraction Table

Author(s) |Country/|Setting  |Study Population/ |Sample  |Key Barriers Key Facilitators  |Workforce Conclusions/Implicatio
, Year Region Design  &/Participants|Size Inequalities ns
Objectives
Baba et|Democr |Fragile, |Qualitative [Health 49 Policies on ruralRural midwifery[Yes — rural postsBundles of education,
al., 2020 |atic rural and|participator [managers, |participant{retention notleducation; recruit~7% filled;jregulatory, financial,
Republi |peri- y midwives, |s implemented, rural-origin allowances and support]
c offurban  [workshops; INGO/churc unpaid/irregular students; skewed to urban;|interventions tailored|
Congo —{(districts; |aim: h salaries; severelcommunity midwife densityjto local context; multi-|
[turi public, [identify coordinator shortages; weak{sponsorship; far below SDGfllevel collaboration
Provincelfaith- strategies tofs, training HRH info system;equitable threshold, needed; participatory)|
based, |[attract, institutions few midwifery|deployment; gendered strategies feasible in|
conflict- |[support and schools; poor]NGO/church segregation offfragile settings.
affected |retain working/living support; stafficadres
midwives conditions; housing; integrate]
insecurity and/TBAs; supportive]
gender norms supervision;
improve security|
and roads
Asamani |Ghana —|All GHS|Quantitativ (GHS Required: [Severe HRH|Adoption offYes — NationalRedistribution could
et al.,/national |facilities |e workforcelworkforce [105,440; |shortages; WISN staffing|SAR 59%;loffset 30% of deficit;
2021 coverag |(CHPS, |gap & cost|(physicians,jat  post:|inequitable norms; integration/regional SAR|need sustained
e health  |analysis nurses, 61,756; |distribution (urban|into HRIMS;|91% (Greaterjevidence-based HR|
centres, [using midwives, [vacancies: |bias); inefficient|redistribution ~ of|/Accra) to 42%|planning, better HRH
district/rel WISN allied, 47,758  |wage spending;|14,142 staff;|(Upper West);|data, targeted
gional  |norms admin/supp (41% gap)[weak HRH dataplanned 74% CHPS|recruitment, align
hospitals ort) systems; inadequatefrecruitment oficompounds training with needs,
) financing unemployed lacked a midwife;and task-sharing.
health  workers;|cost of
evidence-based  |maldistribution
planning forlGH¢401m (28%
budget allocation |wage bill)
Adatara |Ghana —|Rural Qualitative [Registered |30 Inadequate Faster promotions|Yes — only 462|Policies must ensure
et al.,|Upper |deprived |descriptive [midwives [midwives [infrastructure and study leave injmidwives postedjrural allowances for]
2021 East communi|exploratory (with >3|(3-10 (beds/space); severejrural posts; stronglin Upper East outmidwives, provide]
Region [ties study; aim:|years’ years staff shortages; long|personal of 7,677|infrastructure, recruit
(Bongo |(hospital |explore experience [practice) |[shifts & burnout;commitment  tojnationwide more staff, and|
District) [+ 6/midwives’ lack of motivation|serve (~6%); no ruralstrengthen supervision|
health  |challenges (no allowances);, allowances unlikeland training to|
centres) |in rural lack off doctors; improve retention and|
Ghana equipment/consuma inequities in|care quality.
bles; limited in- training  access
service training & and supervision
mentorship
Wibbelin |[South |11 public|Qualitative (Midwives |22 (11|Staff Committed Yes — Easternlmprovement  needs
k et al,|Africa —maternity|exploratory [(>3  yearsjmidwives, |[shortages/workload;|midwives with|Cape MMR 148|competent midwives,
2022 Eastern [units study; aim:lexp.) and|l1 disrespectful passion; improved|vs national 135;trained to standards,
Cape  |(urban, |describe [postpartum [women) [attitudes; poorffacilities in some|rural facilities|supportive
suburban |factors women facilities/infrastruct |units; strong|deprived; environment,  better|
,rural) |affecting |(6h—6 ure; weak referralprofessional unmotivated infrastructure, referral
midwifery |weeks) (ambulance delays);|identity; nurses rotatedjreforms, education and
practice weak ANC;lempowerment into  maternity;|leadership reforms,
from socioeconomic through antenatalpoor continuity offwomen’s
women & burdens  (poverty,jeducation ANC empowerment.
midwives’ HIV, teen
perspective pregnancies); poor|
S management
Dey et al.,|Democr |Fragile/c [Mixed- 57 African|57 DRC density|Community trust{Severe urban—Midwives in fragile
2024 atic onflict- |methods: [|participants |(African- (0.21/10,000 (vs|in midwives;rural African contexts are
Republi |affected |workforce [(54 only WHO 8.4/10,000);|integration ofimaldistribution; |critically under-
c offrural and|density midwives |sample) [South Sudan SBA|TBAs in DRC;DRC 0.21/10,000jsupported. ~ Retention|
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Congo |humanitajmapping +in DRC, 3 39.7%;  midwivesjbuddy systems &lvs WHOjrequires regular

(DRC), |[rian qualitative |midwives unpaid in DRC;|security guards in|8.4/10,000; South|salaries, safe equipped|

South |settings |synthesis offin  South unsafe night duties;/South Sudan;|Sudan SBAworkplaces,

Sudan — midwives’ |Sudan, lack of equipment,/midwives’ 39.7% vs 80% infintegration of TBAs,

sub- and women’s water, electricity;|professional pride]DRC; female|improved

Saharan women’s [voices from women in DRC|and motivation tojmidwives security/training/super

Africa experiences [DRC) faced long travel,|serve disproportionately|vision, and recognition

disrespect, poor| exposed tolof midwives’

privacy; South| harassment  and|leadership roles

Sudan  midwives insecurity

reported insecurity,

violence,

drug/transport

shortages
Twineam |Uganda [Remote [Cross- Health 235 Retention rate only|Living with|Yes - HR[Retention undermined
atsiko et~ rural sectional  [workers (62.9%  |71.5%; shortages of/ffamily (PR=1.33,absorption  ratelby systemic barriers
al., 2023 [Norther [public [study; aim:|(nurses, female; |qualified cadres;|p<0.001); tenure|67%; doctor—{but  improved by

n health  |identify midwives, [26.4% poor infrastructure;>6 years|patient 1:25,725;supportive

Uganda, |centres [individual, |clinical midwives)|lack of equipment|(PR=0.20, nurse—patient environments,

Lira (HCII- |system, and|officers, (PR=0.69, p<0.001);  good|1:11,000; ruraljincentives, and career|

District [HCIV) |career doctors, p<0.001); longfinfrastructure posts dominated/opportunities.

factors pharmacists commutes  reduce|(PR=3.15, by certificate-Recommendations:
associated |, lab techs, retention (PR=0.54{p=0.007); level staff; WHO rural retention|
with support for 14-30km); highladequate staffimidwives under-|guidelines, allowances,
retention  |staff) workload (79%|support (PR=2.70,[represented injimproved
>40h/week, p<0.001); respectjrural; urban—rurallinfrastructure, fair|
PR=0.35, p<0.001);/from colleagues|gaps injpromotion/training,
poor support,|(PR=5.97, incentives/infrastr [ HRH management
harassment, few|p=0.001); ucture reforms.
incentives incentives
(PR=1.92,
p<0.001);
promotion
(PR=1.33,
p<0.001);
scholarships
(PR=1.45,
p<0.001); work-|
life balance
(PR=3.33,
p<0.001)
Bogren etDRC —Ten Qualitative [Practicing (63 Work insecurity|Professional Yes — density 1{Retention requires
al., 2020 |[Maniem |healthcar [FGDs; aim:jmidwives |midwives |(night violence,|calling & pride;midwife/20,000 |expanded education,

a &le explore in harassment); trust withfvs WHOlequitable pay,

Kasai [facilities |challenges |maternity no/irregular pay|women/communit |8.4/10,000; strengthened

Province|(public |and units (some y; strong sense of|salaries associations, safe

S & motivators US$5/month); duty and|inequitable; ghostlequipped workplaces,
private; |influencing punitive resilience workers drain{full professional scope,
rural/urb |midwives’ management; payroll; many|and structural reforms.
an) workplace reassignments placed outside]

retention outside scope; lack scope; education

of resources (only| capacity limited

one birthing set, (3646 trained by

broken vacuum| 2019; only 16

extractors, shortages ISTMs offer

of gloves, programme);

medicines, power| rural under-

outages); limited| served

competence/confide

nce
Hilo  &|Ethiopia|25 ruralDiscrete  [Health 314 Staff shortages;|Education  leave|Yes — EthiopiaMonetary and non-
McPeak, |- Southjhealth |Choice workers (72.9%  |salary delays (>2|most valued HRH densityjmonetary  incentives
2024 Omo  |centres |Experiment |(nurses, male; months); poor|(B=1.41, p<0.01);|1.63/1000 vsjneeded;

Zone (pastoralil; aim:midwives, [26.4% housing; lack ofladvanced housing WHO 2.3; Southleducation/housing
st/agropa|assess joblhealth midwives) [equipment/medicine|(=0.63, p<0.01);Omo most critical. Bundled
storal preferences |officers, ; weak|supportive underserved; rurallincentives more
communifto  informlab, infrastructure; management 77% pop but staffleffective. Binding]
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opportunities; rural
childbirth rates 15%)

p<0.01);
equipment/medici

vs 39/1000 Addis;
non-indigenous

contracts for training-

ties) attraction/re[pharmacy) unsupportive (B=0.35, clustered in cities;
tention management; p<0.001); on-timejunder-5 mortality|linked rural
strategies limited training|pay (B=0.21,/125/1000 in Afar

service;

investment in housing,

salaries,
HR culture.

vs 97% urban ne (B=0.12,/staff often leave
p<0.05). Willingjrural posts
to trade >150%
salary for]
education leave.
Bundled packages
predicted 97%,

uptake with 80%
salary increase.

supportive|

3.1 Data Synthesis

A narrative synthesis approach was adopted to integrate findings from studies published between 2015
and 2025 that met the inclusion criteria. This approach was methodologically appropriate given that the
studies were diverse in design, comprising qualitative enquiries, cross-sectional analyses, discrete
choice experiments, and mixed-methods investigations, conditions that rendered statistical pooling
through meta-analysis unsuitable. Narrative synthesis made it possible to compare converging and
diverging findings across varied African contexts while preserving the conceptual complexity of rural
midwifery practice. Across the studies, barriers and facilitators clustered around individual,
organisational, community, and policy or system levels, whereas workforce inequality operated as a
cross-cutting structural condition that shaped the availability, continuity, and quality of care. The
studies revealed that that no single level of analysis is sufficient to account for the constraints and
enablers shaping rural midwifery practice; as evidence showed a pattern of structural interdependence
of various areas.

3.2.1 Individual-Level Barriers and Facilitators

The result of this review showed that individual-level factors influenced rural midwifery practice,
principally through motivation, professional confidence, personal commitment, and perceived support.
Midwives working in rural and resource-constrained settings consistently described their working
conditions as that that eroded their morale, including burnout, mounting insecurity, inadequate
competence support, and anxiety arising from practising with insufficient equipment or weak
institutional backup. Adatara et al. (2021) reported that prolonged shifts, staff shortages, poor
motivation, and limited mentorship constrained practice quality, while Bogren et al. (2020) identified
limited confidence, harassment, and unsafe working environments as significant individual burdens.
Dey et al. (2024) similarly highlighted insecurity, unsafe night duty, and professional under-support as
conditions that shaped the daily experience of rural midwifery; Twineamatsiko et al. (2023) further
demonstrated that retention improved where health workers resided with family, received collegial
respect, and experienced reasonable work-life balance. Alongside these barriers, important facilitators
were evident, including strong professional pride, personal commitment to service, and motivation
derived from community trust; Adatara et al. (2021) identified personal dedication and prospects such
as accelerated promotion or study leave as enabling influences, while Bogren et al. (2020) and Dey et
al. (2024) showed that professional calling and community trust strengthened resilience in difficult rural
postings. These findings collectively reveal that internal motivation and professional identity provide a
meaningful foundation for rural practice, however, these personal resources are insufficient where
organisational and structural conditions systematically undermine professional wellbeing.

3.2.2 Organisational-Level Barriers and Facilitators

At the organisational level, our review revealed a strong consistency among the studies in identifying
poor working conditions as a principal constraint to rural midwifery practice. Inadequate infrastructure,
shortages of equipment and consumables, staff scarcity, excessive working hours, weak referral
mechanisms, poor supervision, and unsupportive management repeatedly undermined safe and effective
service delivery. Adatara et al. (2021) described insufficient infrastructure, staff shortages, burnout, and
limited in-service training as key barriers; Wibbelink et al. (2022) identified poor facilities, weak
referral arrangements, and unmanageable workloads; Bogren et al. (2020) highlighted irregular
remuneration, punitive management, reassignment outside professional scope, and severe material
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deficits; while Dey et al. (2024) reported that the absence of water, electricity, functional equipment,
and safe working environments heightened the fragility of the contexts. Twineamatsiko et al. (2023) and
Hilo and McPeak (2024) reinforced this picture by linking poor infrastructure, equipment shortages, and
weak management support to diminished retention; yet clear facilitators also emerged, in that supportive
supervision, staff housing, collegial respect, and bundled incentive packages were each associated with
improved morale, adding that education leave, timely remuneration, and equipment access formed
constituted powerful combinations for attracting and retaining staff. These finding are largely consistent
that the quality of the institutional environment, encompassing physical resources, management culture,
and incentive structures, is a decisive determinant of whether midwives remain in and perform
effectively within rural postings.

3.2.3 Community-Level Barriers and Facilitators

At the community level, our study demonstrated that rural midwifery practice is shaped by trust,
prevailing social norms, local authority structures, and women's cumulative experiences of care. Several
studies indicated that women's access to and acceptance of facility-based midwifery services were
reduced by mistrust, disrespectful treatment, poverty-related burdens, long travel distances, and the
enduring influence of traditional actors and family decision-makers. Baba et al. (2020) identified
entrenched gender norms and the continuing relevance of traditional birth attendants within resource-
constrained rural settings, while Dey et al. (2024) reported that women in the Democratic Republic of
Congo contended with long travel distances, inadequate privacy, and disrespectful care. Wibbelink et al.
(2022) likewise showed that disrespectful clinical attitudes, weak antenatal continuity, ambulance
delays, and socioeconomic hardship collectively reduced women's engagement with maternity services;
Hilo and McPeak (2024) further revealed a wide rural-to-urban disparity in childbirth service utilisation,
indicating how place-based deprivation shaped community access. Facilitators were nonetheless
prominent; Baba et al. (2020) observed that community sponsorship and integration of traditional birth
attendants were facilitators of service delivery, while Dey et al. (2024) noted that buddy systems and
localised security arrangements strengthened care continuity. Wibbelink et al. (2022) showed that
consistently delivered antenatal education improved women's engagement with facility-based services.
In sum, women’s utilisation of facility-based midwifery services is shaped not only by the physical
availability of maternity services, but more importantly by the quality of relational trust, social
acceptance, and everyday interactions between midwives and the communities they serve.

3.2.4 Policy and System-Level Barriers and Facilitators

The review showed that policy and system-level conditions exerted a decisive influence on rural
midwifery practice. The most recurrent barriers were weak workforce planning, inequitable staff
distribution, inadequate financing, absent or delayed remuneration, poor policy implementation, and
underdeveloped human resource information systems. Baba et al. (2020) identified the non-
implementation of rural retention policies and urban-skewed allowances as principal structural failures;
Asamani et al. (2021) reported severe national workforce shortages, inequitable geographic distribution,
and inefficient wage expenditure; and Adatara et al. (2021) showed that rural midwives remained
systematically excluded from allowances extended to other cadres. Dey et al. (2024) and Bogren et al.
(2020) highlighted how irregular salaries, insecurity, and weak professional recognition undermined
midwives’ willingness to serve in fragile settings. Twineamatsiko et al. (2023) and Hilo and McPeak
(2024) reinforced this position by showing that workforce shortages, limited cadre absorption, and
delayed salary payments reduced the attractiveness of rural service. Policy facilitators were nonetheless
visible where planning was stronger; Asamani et al. (2021) identified workload-based staffing norms
and evidence-based planning as promising reforms, Baba et al. (2020) and Dey et al. (2024) pointed to
rural-origin recruitment and multi-level policy collaboration as enabling mechanisms, and Hilo and
McPeak (2024) demonstrated that combined financial and non-financial packages could substantially
increase rural posting acceptance. These results affirms that structural reform of workforce governance,
financing, and recognition systems is a precondition for meaningful and sustained improvement in rural
midwifery coverage.

3.3 Workforce Inequalities in Rural Midwifery

Workforce inequality emerged across the reviewed studies as a central structural constraint rather than a
peripheral concern. The most consistent finding was the concentration of health midwives in urban
areas, which left rural and remote settings with severe staffing shortages, weaker skill mix, and unstable
service delivery. Asamani et al. (2021) documented marked regional imbalances in Ghana and reported
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that some primary-level facilities do not have any midwife, while Adatara et al. (2021) documented the
disproportionately small share of nationally trained midwives posted to Ghana's Upper East Region.
Baba et al. (2020), Dey et al. (2024), and Bogren et al. (2020) described acute shortages and very low
midwife density in resource-constrained and conflict-affected settings, a pattern result arising from
Twineamatsiko et al. (2023) reinforced, having observed that rural posts were dominated by lower-level
cadres. Gender further compounded inequality; Baba et al. (2020), Adatara et al. (2021), Dey et al.
(2024), and Bogren et al. (2020) all indicated that female midwives experienced gendered disadvantage
through weak policy visibility, family-related constraints, harassment, and physical insecurity, yet
several studies showed that redistribution strategies, rural-origin recruitment, scholarships, and bundled
incentive packages were capable of reducing maldistribution. Workforce inequality evidence indicates
that geographical and gendered maldistribution are not incidental features of rural health systems but
structural products of longstanding planning failures that require deliberate, targeted, and sustained
corrective policy action.

3.4 Summary of Key Findings from the Synthesis

The findings of the study at the individual level, showed that midwives' commitment and professional
resilience remained important strengths; while insecurity, fatigue, and limited professional support,
weakened both practice quality and retention. At the organisational level, poor infrastructure,
inadequate staffing, weak referral systems, and unsupportive management constrained service delivery,
whereas supportive supervision, housing provision, and continuing professional development improved
morale and institutional stability. At the community level, mistrust, disrespect, and local social authority
constrained service utilisation, while community trust, antenatal education, and respectful care
strengthened service acceptance. At the policy and system level, weak retention strategies, inequitable
deployment, and underdeveloped workforce planning entrenched structural disadvantage, whereas
evidence-based staffing reforms, equitable redistribution, and bundled incentive packages created
enabling conditions for change. Across all levels, workforce inequality remained the central cross-
cutting structural issue, with rural facilities persistently under-served and gendered disadvantage further
undermining midwives' professional standing. Evidences glean from included articles indicates in
overall, that strengthening rural midwifery in Africa requires coordinated, multi-level reform rather than
isolated or piecemeal intervention, and that future policy must address the structural determinants of
maldistribution, professional under-recognition, and service fragility as an integrated agenda.

4.0 DISCUSSION OF FINDINGS

4.2.1 Individual-Level Barriers and Facilitators

Individual-level factors influenced rural midwifery practice through motivation, confidence,
commitment, perceived safety, and the extent of professional support available in difficult settings.
Adatara et al. (2021) identified prolonged shifts, poor motivation, and limited mentorship as conditions
that constrained practice quality, while Bogren et al. (2020) highlighted fear, harassment, and unsafe
working environments as major personal burdens. Dey et al. (2024) showed that insecurity and weak
professional support shaped the everyday experience of midwives in resource-constrained contexts,
whereas Twineamatsiko et al. (2023) indicated that retention improved where workers received
collegial respect and manageable work-life balance. These findings indicate that individual-level
wellbeing is a product of relational and institutional conditions rather than personal disposition alone, a
view that is consistent with McFadden et al. (2020), whose evidence on professional confidence and
social recognition reinforces the implication that rural retention strategies must address the institutional
determinants of midwives' everyday working experience.

4.2.2 Organizational-Level Barriers and Facilitators

Organisational conditions were central to shaping the quality and sustainability of rural midwifery
practice. Inadequate infrastructure, equipment shortages, high workload, poor supervision, and delayed
salaries were repeatedly identified in this study as barriers undermining safe service delivery. Adatara et
al. (2021) described infrastructure deficits and limited in-service training, while the report of Bogren et
al. (2020) demonstrated that irregular remuneration and punitive management constituted impediments
to service delivery. Dey et al. (2024) highlighted the absence of water, electricity, and safe work
environments in resource-constrained settings constituted barriers to midwifery led care.
Twineamatsiko et al. (2023) and Hilo and McPeak (2024) showed, conversely, that supportive
supervision, staff housing, and professional development improved morale and retention. These
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findings indicate that rural midwifery practice is sustained by the institutional quality of the workplace
rather than individual commitment alone, aligning with McFadden et al. (2020) and Melamed et al.
(2025), whose evidence suggests that organisational investment is among the most modifiable levers
available to health systems seeking to stabilise rural midwifery workforces.

4.3 Community-Level Factors

Community-level influences also shaped rural midwifery practice through trust building, local authority
structures, family decision-making, and women's cumulative experiences of care. Baba et al. (2020)
identified entrenched gender norms and the enduring relevance of traditional birth attendants as major
influence, while Dey et al. (2024) reported that women in conflict-affected and resource-constrained
settings experienced long travel distances and disrespectful treatment. Wibbelink et al. (2022) showed
that weak antenatal continuity, socioeconomic hardship, and disrespectful clinical attitudes reduced
engagement with maternity services, whereas community sponsorship, integration of traditional birth
attendants, and antenatal education emerged as facilitators that improved care acceptability. These
findings indicate that service utilisation depends on whether midwifery care commands social
legitimacy within the communities it serves, a conclusion reinforced by Melamed et al. (2025), whose
evidence on trust and culturally responsive care underscores that community engagement is constitutive
of effective service delivery rather than supplementary to it.

4.4 Policy and System-Level Factors

Policy and system-level conditions exerted a decisive influence on rural midwifery practice across the
retained studies. Baba et al. (2020) identified non-implementation of retention policies and urban-
skewed allowances as structural failures that undermined quality service delivery; Asamani et al. (2021)
demonstrated severe workforce shortages and inequitable geographic distribution as constraints;
whereas Adatara et al. (2021) showed that rural midwives were excluded from allowances extended to
other cadres, an issue that reportedly caused disaffection within the workforce. Hilo and McPeak (2024)
nonetheless demonstrated that combined financial and non-financial incentive packages was effective in
improving rural posting acceptance where it was applied consistently. These findings indicate that rural
midwifery shortages arise from persistent governance and workforce planning failures, a conclusion
that corresponds with McFadden et al. (2020) and Goncalves et al. (2025), whose evidence on
legislative reform and financing restructuring reinforces the implication that structural rather than
symptomatic policy remedies are necessary for long-term service sustainability.

4.2.5 Workforce Inequalities in Rural Midwifery

Workforce inequality emerged as one of the most persistent structural barriers shaping rural midwifery
practice in Africa. Asamani et al. (2021) documented marked regional imbalances and the absence of
midwives in many primary-level facilities, while Adatara et al. (2021) showed that only a small
proportion of trained midwives were posted to disadvantaged rural regions. Similarly, Baba et al.
(2020), Dey et al. (2024), and Bogren et al. (2020) respectively described very low midwife density as
major barrier in resource-constrained settings. The scholars added that gender-differences intensified
these inequalities, as female midwives experienced family-related constraints, harassment, and
insecurity, yet redistribution policies and bundled incentives showed strong potential and capacity to
reduce maldistribution where applied systematically. These findings indicate that workforce inequality
is a structural outcome of longstanding planning failures and gendered professional undervaluation, a
submission that resonates strongly with McFadden et al. (2020) and Goncalves et al. (2025), whose
arguments for equity-oriented workforce reforms reinforce the implication that facility-level
improvements will remain insufficient without explicit policy attention to geographical and gendered
maldistribution.

4.7 Implications for practice and policy

Our review indicates that strengthening rural midwifery requires policies that respond directly to the
priorities voiced by staff and communities. Bundled retention packages that combine decent housing,
timely pay, supportive supervision, continuing education, and reliable equipment were consistently
linked to improved motivation and retention. Experiences from Ethiopia and Uganda showed that when
such measures were offered together, uptake and stability of rural postings increased. At the health-
system level, evidence-based workforce planning tools, targeted rural recruitment, and alignment of
training with service needs identified as essential approach to addressing the persistent maldistribution
of midwives. Policies should also guarantee regular salaries, safe and well-equipped workplaces, and
full professional scope, as reports from countries such as the DRC and Senegal highlighted how
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insecurity, irregular pay, and limited training fuel attrition. Rural-specific allowances, strengthened
supervision, and collaboration with trusted community actors can further stabilise services, particularly
in resource-constrained or underserved settings.

4.8. Strengths and Limitations

A key strength of our review is its exclusive focus on African evidence, which allowed us to generate
context-specific insights into the barriers and facilitators that are shaping rural midwifery practice. The
use of systematic appraisal tools across all included studies further strengthened the credibility and
rigour of our findings. At the same time, there are limitations that should be noted. The small number of
eligible studies (8), differences in methodological quality, and the concentration of research in only a
few countries may be considered as limitation to how far the findings can be generalised across the
continent. Despite these constraints, the synthesis provides valuable evidence that can inform future
research, guide policy development, and support more equitable workforce planning in rural maternal
health settings.

5.0 CONCLUSION

Our review has shown that rural midwifery practice in Africa is shaped by a web of interacting
influences that span from individual, organisational, community, to system levels. Midwives frequently
contend with inadequate infrastructure, irregular salaries, and professional isolation, yet they also
reported that supportive supervision, safe housing, and well-designed incentive schemes can make rural
practice both viable and rewarding. A recurring theme was workforce inequality. The concentration of
staff in urban areas, together with gendered hierarchies that undervalue midwifery were also key
barriers undermining equitable access to care in rural settings. At the same time, our findings
highlighted that interventions that address financial security, professional development, and community
trust in a bundled manner are more effective than isolated initiatives. Placed alongside global reviews,
our findings resonate with broader insights but underscore the particular severity of rural-urban
disparities in Africa. The evidence points clearly to the need for deliberate policy investment, enabling
regulation, and inclusive leadership geared towards repositioning midwifery as a resilient cornerstone of
maternal health in rural Africa.

6.0 RECOMMENDATIONS

Based on the findings, we offer these recommendations.

1. National governments should prioritise comprehensive retention packages that combine fair pay,
decent housing, safe workplaces, and opportunities for continuous professional development.

2. Health ministries and planners need to apply workload-based staffing norms and reliable human
resource systems to correct maldistribution and ensure equitable deployment of midwives.

3. Community leaders and local organisations should shoulder the responsibility for building trust
through outreach, dialogue, and partnerships that encourage women to use midwifery services.

4. Policy-makers and institutional leaders should strengthen inclusive leadership and gender equity by
ensuring meaningful midwifery representation in decision-making and regulatory processes.

5. Donors and development partners should sustain rural midwifery through long-term financing and
technical support, given its central role in improving maternal and newborn health.
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