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Abstract 

 

Introduction: Looking at the role of midwives and the need to invest in this profession in 

order to achieve development objectives. 

Objective: The aim of this study is to review the characteristics of midwifery care 

presentation models in the world as well as in Iran and investigate its challenges in the 

country. 

Materials and Methods: This study is a review done in 2016. First, all papers published in 

Persian and English until 2016 were searched in online databases. Overall, 20 English papers, 

one Persian paper, and several related websites were used for accurate explanation, 

interpretation, and search of every care model. During investigation of papers, emphasis had 

been placed on introduction, results, and discussion of the characteristics of midwifery care 

models. The challenges relating to the design and application of these care models in Iran 

have been discussed and some solutions have been offered.  

Results: Although there are various definitions about Models of midwifery care, the 

boundary between midwifery care models and care models in which midwives are present is 

clear. Today, midwifery care is going through a transformation and redefinition process there 

has been changes in response to women’s needs to help the development of the midwifery 

profession. Midwifery-led care models have various advantages for mothers and babies; they 

bring about a high level of satisfaction among pregnant women, reduction of undesirable 

outcome for mothers and babies, and empowerment of women.  

Conclusion: The prerequisite for promotion of mothers and babies’ health is giving women 

the rights to informed choose for choice of child birth and delivery methods. So, design and 

implementation of midwifery care models must correspond with the culture, beliefs, and 

knowledge native to each region and with constant protection of security and cultural safety 

of mothers during childbirth.  
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Introduction 

In the entire world, midwives are the first 

care providers for parturient women [1]. 

According to the definition by 

International confederation of midwives, a 

midwife is a person who has accomplished 

midwifery training approved in their 

residential country which is in accordance 

with the qualifications of the midwifery 

profession and global standards of this 

confederation in midwifery training. 

Furthermore, they have acquired the 

essential prerequisites for obtaining work 

permission in midwifery and use of the 

“midwife” title. They also have a 

qualification in midwifery [2]. 

 

Pregnancy, labor, and post-partum cares 

for the mother and baby are performed 

with midwives’ responsibility. 

Furthermore, midwives have important 

duties not only toward women, but also 

toward the family and society [2, 3]. The 

World Health Organization (WHO) also 

considers midwives as the most suitable 

and efficient healthcare providers during 

pregnancy and natural labor [4] and are the 

major care providers to mothers in 

countries with the best birth implications 

in the world such as Netherlands, Sweden, 

and New Zealand [5]. 

 

In the past, during labor, mothers enjoyed 

companionship and care by other women. 

However, today routine care has 

substituted continuous support of mothers 

during labor [6]. The philosophy behind 

responsibility-based midwifery care is 

participation in self-care, decision-making, 

self-confidence, and women’s self-esteem; 

elements that result in empowerment of 

women and protect their cultural safety 

and security. Midwifery care model means 

dealing with labor, a deep emotional 

experience, as well as a physiological and 

natural process. Midwives are the most 

suitable care providers to deal with women 

during labor, pregnancy, and post-partum 

period. In this model, the care of each 

woman is unique, continuous, and non-

compulsory. Midwifery care is 

intrinsically holistic and can understand a 

woman’s social, emotional, cultural, 

religious, physical, and mental experiences 

[7]. Midwife-led care, individual 

midwifery care or woman care are 

different names for this type of care, 

presented as different forms in different 

countries. Traditionally, this model is 

presented in two forms. The first is 

individual care, where annually each 

midwife has the responsibility of proving 

midwifery services to 40 mothers, which is 

common in England. Another approach is 

team-centered midwifery care, whereby 

around 7–8 midwives offer a similar level 

of care to a number of women in a shared 

way, which is common in Australia [8].  

 

In 2012, the United Nations population 

fund (UNFPA) and international 

confederation of midwives issued a joint 

statement in commemoration of 

Midwives’ Global Day. In this statement, 

investing in human resource for the 

healthcare profession, especially 

midwives, has been considered as one of 

the best investments for any country to 

accelerate the fourth and fifth objectives of 

the millennium [9]. 

 

Although definition of the midwifery 

profession and its job description in Iran 

are according to the definition given by 

International Confederation of Midwives 

and has been reemphasized in the 

midwifery document: future perspective 

[4], it seems that the practical approach to 

presenting services and the model for 

presentation of midwifery care in Iran are 

different from those in countries leading in 

natural labor. Indeed, in spite of the global 

attention to the role of midwives and 

emphasis on investment for this class, use 
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of capacities of this profession has been 

neglected in Iran. Thus, Iran has the 

second rank for delivery through cesarean. 

The aim of this study is to determine and 

review midwifery models in pregnant 

women’s care and labor in Iran and the 

world to answer this question: What are 

the special models for presentation of 

midwifery care in the world and what are 

their characteristics? How is the midwifery 

care presentation model in Iran? 

 

Materials and Method 

This is a review study done in 2016. 

Persian and English papers about models 

for midwifery care were examined at the 

Academic Jihad Scientific Information 

Database (SID), the Information Bank for 

Iranian Medical Sciences Papers 

(Iranmedex), the Information Bank for 

Iranian Journals (Magiran), the 

international information database of the 

US National Library of Medicine 

(PubMed), google scholar, as well as 

relevant websites including those of the 

health ministries of Iran, England, 

Australia, Queensland, International 

Association of Midwives, Royal College 

of Midwives, and WHO.  

 

In this investigation, all papers published 

in Persian literature were searched with no 

time constraint with the keywords “care 

model” and “midwifery model”. On the 

other hand, in English, the search was 

done with the following keywords: 

midwife-led continuity models of care 

team midwifery  ،c caseload midwifery ،

medical-led models ،share model woman-

center, woman-center model, and woman-

center model. The objective of this study 

was not the investigation of all papers 

within a certain period of time. Rather, the 

target was to respond to the research 

questions and outline an overview of the 

most common midwifery models of care. 

Therefore, investigation of the newest 

papers for merely answering this question 

seemed sufficient. Emphasis has been on 

accurate investigation of the introduction, 

results, and discussion and introduction of 

the characteristics of the care model. 

Overall, 20 English papers and one Persian 

paper were examined. 

 

Result 

The result of the present study about 

midwifery models followed by:  

 

Midwifery model of care 

There are practically several definitions of 

midwifery models of care and there is no 

consensus on a single definition. The 

knowledge of midwifery models of care 

which are guides for practice and 

education is growing in the US, New 

Zealand, Scotland, Sweden, and Iceland. 

These philosophical models have both 

similarities and differences associated with 

cultural diversity [10]. A midwifery model 

of care should include characteristics such 

as proceeding towards midwifery 

philosophy, professional contribution of 

the midwife for providing constant care, 

presence of midwives with special 

knowledge, attitudes, and skills for 

provision of high quality care before 

childbirth until six weeks after delivery, 

and passing natural labor without 

intervention. In addition, a care-providing 

midwife, according to this model, has up-

to-date and evidence-based knowledge, 

and adequate skills for clinical reasoning 

that are essential for independent decision-

making. They also have qualities like the 

ability to collaborate and trust, along with 

confidence required for measures based on 

professional judgment in natural and 

unnatural states and must be ready to 

accept responsibility for decision-making. 

Presence of all these characteristics is 

essential and violation of even one of these 

qualities violates this model [11]. In 

woman-centered models, these same 

principles are emphasized [12]. 
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For example, one of the major 

characteristics of midwifery care is 

continuity of care, which means a lower 

number of care providers during 

pregnancy and presence of familiar 

midwives in labor [8]. This signifies that 

the person or people providing care to the 

mother in each visit are constant and 

during labor and pregnancy, the same 

midwife, who is already known by the 

mother, is present. Choice and control are 

other major concepts of women-led care, 

implying presentation of sufficient 

information to women. When the mother 

has enough information, she would be able 

to adopt care decisions herself with the 

help of midwives [8]. Within this 

framework, women are no longer 

considered as passive creatures. Rather, 

they are regarded as builders or active 

constructivists [13]. 

 

Acting according to this model includes 

monitoring physical, mental, and social 

health of the mother throughout the entire 

cycle of childbearing, provision of 

training, consultation, and individual 

pregnancy care, constant care during labor 

and pregnancy, and postpartum support; 

minimizing technological interventions; 

identification and referring women to 

gynecologists, when required [14].  

 

Traditional birth attendant, midwife, 

midwife and care model 

While defining midwife and her role in 

models of care to mothers, Cheyney 

presented an interesting plan. According to 

her, a distinction should be made among 

the three terms of midwife, traditional 

birth attendant, and medwife. The right 

hand side of the image represents 

medwives who work in hospitals alongside 

physicians, i.e. medicalized midwives or 

assistant of physicians (medwife), who are 

indeed midwives who have a medical care 

model. In the other side of the spectrum 

stands traditional, spiritual, or extremist 

midwives or traditional birth attendants 

who have no access to technology and 

these midwives live in rural regions and 

are the only option for low income 

women. In the center of the spectrum lies 

holistic midwives, who have both the 

technology and knowledge. Although all 

the people of this spectrum call themselves 

midwife, each of them has a special 

viewpoint, and thus a different 

performance [15]. Indeed, midwife means 

holistic care in the midwife care model. 

 

Midwife-led continuity of care models 

Midwife-led continuity of care models 

emphasize continued care throughout the 

entire pregnancy period and labor and are 

presented as team midwifery models or 

caseload midwifery models or group 

work/practice (MGP midwife-led 

continuity of cure models), and one-to-one 

models [1,16]. In these models, midwives 

are responsible for the design, 

organization, and provision of services to 

women right from the time of pregnancy 

until the postpartum period. The aim of 

this model is providing care to healthy 

women with low risk pregnancies in 

hospitals or the society. In some models, 

midwives provide constant care to all 

women in a certain geographical region. It 

should be noted that “continual care” is 

beyond the concept of “familiar midwife 

in labor” and includes pre-and post-birth 

care as well [17].  

 

In all forms of constant care, the midwife 

or midwifery team is on call during the 

care period [1]. Although in some schemas 

of midwifery team, “constant care” is 

achieved despite lack of “constant care 

provider”, the constant care provider is the 

major and key element in constant care 

[18]. 

 

Constant care means midwife or midwives 

who are in charge of caring for the mother 
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and the baby throughout the entire period 

of pregnancy, labor, and after it. The larger 

the midwifery team, the less the 

achievements of “constant care” objective, 

as the possibility of further care by a 

certain midwife diminishes.  

 

Compared to the physician-oriented or 

shared models of care, where a different 

health profession contributes in 

organization and providing care, midwife-

led care model brings about various 

advantages for both the mother as well as 

the baby and has no obligation. This model 

encompasses the birth of a premature 

baby, all types of fetal and fetal embryonic 

mortalities, limits usage of topical 

anesthesia as well as interventions such as 

amniotomy, episiotomy, labor with fewer 

instruments, and chance of spontaneous 

vaginal labor [1]. In addition to bringing 

about high satisfaction for mothers and 

decreasing unfavorable implications for 

the mother and baby [19, 1], this model 

has been a successful solution and 

empowerment of women and gives them 

the right to choose the method of delivery 

[19]. 

 

Midwifery teamwork or caseload 

midwifery 

In midwifery teamwork, which is 

sometimes called caseload midwifery, 

women are taken care of at home by a 

midwife (primary midwife), who is 

supported by a small group of midwives 

throughout the entire period of pregnancy, 

labor, and the first six weeks after delivery 

[20]. The care provided will be based on 

the hospital’s instructions and protocols. In 

case further support is needed, for example 

when the primary midwife has two women 

in labor simultaneously, or when the labor 

of a woman has been delayed or if labor is 

going to occur when it is not the shift of 

the primary midwife or when she is on 

leave, one or two other midwives are 

introduced during pregnancy. A full-time 

midwife of this type usually takes care of 

40–45 women annually [21]. In this type 

of model, midwifery care concentrates on 

personal needs of women and is in a sense 

“women led” [20]. As the leaders of care 

provider to women, midwives provide all 

necessary care to pregnant women and if 

required, they have access to consultation 

and other guides of health (e.g. 

gynecologists and pediatrists) [22]. 

Furthermore, in case of incidence of any 

complication and need for physician’s 

interventional, the primary midwife will 

continue provision of care in addition to 

the care provided by the physician [20, 

21]. Visiting pregnant women by medical 

experts takes place in different places such 

as house, very small pregnancy facilities, 

and even very large specialized hospitals 

[22]. In this model, the midwife is able to 

provide all midwifery care for delivery at 

home and the site of birth depends on the 

number of rooms and special needs at the 

time of labor. In addition, some criteria 

including the general health, midwifery 

background, and the current place of 

residence of mother are also considered 

[20]. As mentioned previously, size of the 

team matters; a larger midwifery team 

means fewer visits of a certain midwife to 

the woman and less opportunity for 

development of a meaningful relationship 

with the mother. Greater continuity and 

better relationship between midwives and 

mothers will be achieved through 

shrinking the team size [23]. This model is 

a suitable method for decreasing the rate of 

cesarean in regions with a high incidence 

of cesarean [24]. 

 

In team midwifery care model, the 

provision of services is based on key 

concepts of individual care and holistic 

approach. The aim of this model is to 

empower women and families, especially 

from minority and deprived groups, with 

the aim of active participation in decision-

making regarding labor. This model is an 
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effective method for achieving all-round 

benefits and provision of services is 

adequate [25]. It achieves better end 

results during birth and improves 

multifaceted support services such as 

psychiatry. It helps control household 

aggression in socially disadvantaged 

women [26]. 

 

One-to-one midwifery model 

In this model, most midwifery cares are 

provided by one midwife, who is also 

available at the time of labor and 

pregnancy. For cases when the major 

midwife is not available, every midwife 

has an assistant who is also known to the 

mother. Midwives exist in six assistant 

groups and work close to each other. 

Compared to the teamwork model, here, 

women experience a far higher rate of care 

continuity [23]. 

 

Dedicated or one-to-one care and labor 

means continuous companionship and 

clinical care of a skillful care provider 

across all stages of pregnancy and meeting 

the physical and psychological needs of a 

pregnant woman by providing emotional 

support, physical relaxation, and giving 

information to women to tackle their fears 

or concerns and use of non-

pharmacological pain control methods. 

This type of care leads to less chance of 

solving the labor pain with instruments 

and cesarean [27].  

 

Centering parenting mother infant dyad 

care model 

Ideally in this model, the care during 

pregnancy is provided to a group of 

women continually. Group prenatal care 

involves 10 sessions throughout the entire 

pregnancy period. After labor, taking care 

of the healthy baby and tackling health 

problems for one year after labor is the 

function of this lot of midwives. There are 

nine group sessions consisting of 6 to 7 

mothers and their infants. The parent-

centered model takes care of the fact that 

the health of mothers and babies is 

interwoven and evaluation and 

interventions are more suitable and 

effective by considering both of them [28]. 

To understand the difference between 

different midwifery care models and other 

care models better and in which midwives 

are merely present per se, in the next part, 

models in which the midwife is present but 

which are not a midwifery care model 

have been investigated. Traditional model 

of General Practionair (GP) attached 

community midwives, midwifery model of 

care under supervision of an obstetric, and 

biomedical model or physician centered 

model are among these models which are 

explained further. The hegemony of 

physicians and provision of care and 

medical interventions are the similarities 

across all these models.  

 

Traditional model of General Practionair 

(GP) attached community midwives 

In this model, midwives work alongside 

general practitioners. The workload of a 

midwife includes taking care of families 

who have registered with physicians and 

are sometimes distributed in a wide area 

geographically [29]. If required, the family 

doctor, and not the midwife, refers the 

mother to a gynecologist. Obstetric nurses 

(who are different from medwives or 

midwives) provide pregnancy care and the 

care immediately following labor, not at 

the level of decision-making, where labor 

is tackled by a physician [1].  

 

Midwifery model of care under 

supervision of obstetric 

In the models under supervision of 

specialists, the philosophy of the 

midwifery are not clear in practice or 

during labor and there is no familiar 

midwife. The scope of activity of the 

midwife is determined by responsible 
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gynecologists and if the mother is at risk, 

midwifery care is broken irrespective of 

the needs of the woman. In low risk cases, 

the woman should have been 

recommended continually in accordance 

with the conduct of prenatal experiments. 

Otherwise, it is considered as a risky case 

and not eligible for receiving continuous 

midwifery care. Manipulating the labor 

process is common and medical track is 

compulsory. In this model, midwives lose 

their clinical independence and reasoning 

abilities [11]. 

 

Biomedical model 

 Today, the birth process has been 

increasingly influenced by medical 

technology [30]. Medicalization is a 

process through which nonmedical 

problems and conditions are defined as 

medical problems. They are controlled and 

managed accordingly and are treated as 

disease or illness. States such as 

menopause, infertility, and obesity are 

some examples [31]. Transferring the birth 

from the home to hospital and controlling 

the birth process by gynecologists are clear 

examples of the medicalization 

phenomenon [13]. Medicalization is one of 

the potential reasons for increased 

healthcare costs around the world [31]. 

 

In this model, labor is not a natural or 

normal process [30]. American College of 

Obstetricians and Gynecologists (ACOG) 

largely supports this care model. 

Therefore, this model is common in North 

America where specialists are the primary 

care providers during the pregnancy period 

for most women. A gynecologist (not 

necessarily the one who has provided 

pregnancy period care) is present during 

labor and nurses provide care during and 

after labor [1].  

 

The numerous physicians during early 

diagnosis results in conducting continuous 

preventive interventions and attention 

given to women with risk factors is the 

same as to the women who is really 

suffering from the disease. In the 

biomedical or physician centered model 

midwives perform a routine job under the 

supervision and guidance of a specialist 

[32]. 

 

Midwifery care model in Iran: A state 

analysis 

Although midwifery has been defined as 

an independent profession in Iran [4], no 

independent professional mechanisms 

have been considered for it. Therefore, in 

the healthcare system, maternity care is 

somehow isolated and managed with the 

biomedical approach. Indeed, mother care 

is often provided by midwives, yet it is 

gynecologist led in such a way that the real 

care provider might be the midwife. 

However, the gynecologist is responsible 

for all the care provided to women 

throughout the entire periods before, 

during, and after the labor [1]. 

 

In urban health centers, at least two 

midwives or even more are in charge of 

visiting pregnant women according to the 

national safe motherhood plan. In the first 

visit, which is the visit for filing, all 

mothers should be examined by a general 

practitioner. In follow-up cares, any 

complication or issue is investigated by a 

general practitioner from the center and if 

required medication or para-clinical 

investigations are requested. According to 

instructions, sometimes the midwife refers 

some cases directly to the gynecologist or 

Obstetrician or other specialists. Based on 

the national plan for safe motherhood, 

mothers should be encouraged to undergo 

labor in hospital and around 87% of labor 

is performed in hospitals. During the 

prenatal period, care-providing midwives 

have no involvement in the labor process 

and the first care after labor. Postpartum 

care includes three-time care: The first 

care is in the obstetrics ward of the 
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hospital and before discharge, the second 

care is provided on the 10
th

 to 15
th

 day, 

and the third care is given on the 42
nd

 to 

60
th

 day. Investigation of the file and 

getting familiar with the status of a mother 

are required across all the three postpartum 

types of care [33], suggesting there is no 

need for care by a single person or certain 

people.  

In healthcare centers, care-providing 

midwives are not on call and if pregnant 

women face emergency problems during 

hours outside working hours (8 am–2 pm) 

or on official holidays, they should visit 

other centers including hospitals. Labor in 

the house is illegal, and it is carried out in 

hospitals, except for remote areas. Most 

labor pain is cared for in hospitals with the 

responsibility and supervision of 

Obstetrician [34].  

 

Approval and declaration of a bylaw for 

establishing a center for consultation and 

provision of midwifery services [35] as 

well as a program for promotion of natural 

labor in the form of health transformation 

plan [36] can be seen as attempts for 

improving and developing midwifery 

activities. This will promote midwife-

centered care in Iran. One of the strong 

points of the centers for consultation and 

midwifery services is holding preparatory 

classes for labor and the possibility of 

providing labor and delivery care by the 

center’s midwives in state and private 

centers under contract [37]. This will help 

in the implementation of continual or 

midwife-centered care model. 

Furthermore, in line with the attempts of 

the midwifery and administration of the 

health ministry and after implementation 

of the national labor promotion program 

since May 2014, some measures have been 

taken for promoting natural labor with a 

physiological approach. Some examples 

are holding physiologic labor courses for 

enhancing skills and empowering 

midwives as well as holding preparatory 

classes for labor in hospitals and health 

centers [36]. However, if we pay attention 

to the definition of midwifery care 

provision models [11], it is clear that there 

is a long way to go before such care 

models are implemented in a big way.  

 

Discussion 

The rebound to midwifery services, a 

desire for midwife-centered care model, 

and introduction of direct entry into 

midwifery programs [29] are all in line 

with caring for the natural capacity of 

women for a successful and intervention-

free labor and coping with medicalization 

of labor [8].  

 

Unlike midwives, who see pregnancy and 

labor as a natural process, the view of 

physicians to pregnancy and labor are that 

they are risky events requiring care and 

medical intervention [30]. In both 

midwife-centered and physician-centered 

models, the health and safety of mothers 

and babies are of utmost importance, but 

the midwife view to pregnancy is like a 

pure vital experience with different 

emotional, social, cultural, and mostly 

spiritual meanings and dimensions. If it is 

a positive experience, it develops a sense 

of empowerment and high self-confidence 

in women, reinforcing the relationship 

between parents and babies as well as 

consolidating the relationship between 

other children and the baby. Furthermore, 

the baby is not the only the important 

implication of pregnancy. Pregnancy, and 

especially the first pregnancy, is an 

important evolutionary process for women. 

Pregnancy leads to the birth of a child and 

also results in a kind of metamorphosis for 

the woman concerned as she becomes a 

mother. Therefore, the positive experience 

of being a mother is important [32].  

In addition, continuous care models of 

midwifery are followed by cultural safety 
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and security of mothers, which are the 

prerequisites for optimization of healthcare 

for women and their babies. Cultural 

safety includes protecting the beliefs, 

actions, and values of all cultures. The 

trend of movement towards cultural 

security in midwifery is acknowledging 

and approving the unique relationship 

between midwives and women as well as 

the continuity of care results in 

consolidation of this relationship. Cultural 

Safety places women in the center of 

midwifery care by identifying the 

women’s needs and establishing 

cooperation and relationship based on trust 

[38]. The role of culture in providing 

healthcare and promoting health services 

are among the undeniable advantages of 

the midwifery profession [38, 39].  

It seems that the development of a suitable 

inter-profession cooperation for midwives 

and specialists [40], paying attention to the 

professional independence of midwives by 

relevant institutions during development 

and operationalization of protocols and 

instructions [35, 41], and the provision of 

constant midwife-centered care in the 

educational program of midwifery students 

[42] would facilitate the development of 

midwife-centered care models in Iran.  

Midwifery-care models in Iran have a poor 

body of knowledge and research as well as 

intervention background. Further, there is 

no proper and comprehensive 

understanding about the needs of women, 

men, and families regarding midwifery 

care. Therefore, there are numerous 

challenges and unanswered questions in 

this regard. For example, how is the 

quality of care during pregnancy, labor, 

and after it? What are the factors 

influencing care? What are the obstacles 

and facilitators of midwife-centered care? 

Conducting studies with different 

quantitative, qualitative, or mixed methods 

for interpretation of the meaning of 

“midwifery care” and characteristics of the 

care-providing midwife as well as answer 

to the above questions are essential. On the 

other hand, considering the importance 

and necessity to develop the midwifery 

profession in Iran as well as services based 

on the society’s needs, designing 

midwifery care models in line with 

Iranian-Islamic culture, beliefs, 

ethnoscience, and local knowledge are 

needed to promote the health of mothers, 

babies, families, and the Iranian people. 
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