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Introduction 

The WHO Global Strategy for Women’s, Children’s and Ado- 

lescents’ Health 2016-2030 emphasises the importance of mater- 

nity services in preventing illness and promoting optimal clinical 

outcomes ( Every Woman Every Child, 2015 ). Midwifery has been 

recognised as having huge potential for transformation; worldwide, 

over 50 health outcomes could be improved by expanding provi- 

sion and access to quality midwifery care ( Renfrew et al., 2014 ). 

Midwifery care is also associated with efficient use of resources 

( Renfrew et al., 2014 ). 

In Europe, where over five million women give birth each 

year ( European Board and College of Obstetrics and Gynaecol- 

ogy, 2014 ), there is recognition that the sustainability of the mid- 

wifery workforce, staff morale and working to one’s full potential 

are interlinked ( Büscher et al., 2009 ). Various innovative models of 

midwifery-led care are recognised as having the potential to ben- 

efit women both as services users and midwives as providers of 

care. This includes midwife-led continuity models of care, which 

are associated with fewer obstetric interventions and greater sat- 

isfaction with care ( Sandall et al., 2016 ), and midwifery-led en- 

vironments for intrapartum care. As well as benefiting women 

( NICE, 2014 ), providing care in non-obstetric settings enables mid- 
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wives to have greater autonomy; a protective factor against occu- 

pational ‘burn-out’ (Yoshida and Sandall, 2013). 

A recent systematic review concluded there is high-quality ev- 

idence to support the expansion of midwife-led birth centre and 

home birth options for women with low-risk pregnancies in high 

income countries, with ‘no statistically significant impact on infant 

mortality and lower odds of maternal morbidity and obstetric in- 

tervention’ ( Scarf et al., 2018 ). The review included 26 studies and 

28 articles; 15 articles were from studies conducted in six different 

European countries, Denmark (e.g. Overgaard et al., 2011 ), France 

( Gaudineau, et al., 2013 ), the Netherlands (e.g. Wiegerinck et al., 

2015 ), Norway (e.g. Blix et al., 2012), Slovenia (Prelec et al., 2014) 

and the UK (e.g. Birthplace in England Collaborative Group, 2011 ), 

together with studies from Australia, Iceland, Japan, New Zealand, 

and the USA. The findings support the expansion of birth centres 

and home birth options, and ‘the systems to support them, includ- 

ing professional guidelines and education … and the circumstances 

necessary to optimise the safety and well-being of mothers and 

newborns’ ( Scarf et al., 2018 ). This comes at a time when there 

is a growing sense of an inadequate match between a need for 

specialist obstetric services and experience of medical procedures, 

with some women experiencing ‘too little too late’ and others ‘too 

much too soon’ as an impact of routine over-medicalisation of nor- 

mal pregnancy and birth ( Miller et al., 2016 ). 

Mapping of midwifery units across Europe has not yet been car- 

ried out, so the gap between current provision and potential ac- 

cess has not been determined. The Euro-Peristat project reports 

units by size but not by type (Obstetric or Midwife-led); it re- 

ports home birth rates for England, Wales, Iceland, Scotland and 

the Netherlands only, and states that the numbers of women using 

midwifery-led units alongside, or adjacent to, an obstetric unit can 

rarely be disaggregated from obstetric unit statistics. The Nether- 

lands is an exception; 11.4% of all births occurred in one of 26 
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(mainly alongside) midwifery units ( Euro-Peristat Project, 2010 ). 

New Zealand also has rates of midwife-led birth unit use of over 

10% ( Scarf et al., 2018 ). Unlike the UK, MUs in continental Eu- 

rope, for example in France, Italy and Spain, are often only avail- 

able within obstetric hospital buildings ( European Midwives Asso- 

ciation, 2015 ). Some countries have very few public alongside MUs 

(e.g. Belgium and Italy) and some none at all (e.g. Greece, Portugal 

and Austria). In England, a 2016 mapping study found that 12% of 

births were in either alongside or freestanding MUs ( Walsh et al., 

2018 ), and this proportion was reported as 14.7% in the national 

clinical audit of births in 2016/17 ( Blotkamp, 2019 ). 

From a staffing perspective, the WHO European Region report 

on nursing and midwifery recommends role expansion for both 

groups of predominantly female workers, together with appropri- 

ate recognition and reward. The report identifies structural obsta- 

cles, including medically dominated health care systems, lack of 

financial resources and gender issues as preventing midwives and 

nurses from working to their full potential ( Büscher et al., 2009 ). 

Thus, there is wide variation in provision of midwife-led care and 

midwifery units and there appears to be a need to address practi- 

cal barriers preventing scale-up ( Rayment et al., 2019; Walsh et al., 

2020 ). In order to implement recent recommendations to expand 

access to midwifery units in Europe ( Scarf et al., 2018 ; NICE, 2014 ), 

updated practical guidance on appropriate ways to develop, staff

and run midwifery units is considered necessary. 

Developing standards 

Standards are described as ‘specifications for products, services 

and systems, to ensure quality, safety and efficiency’ (The Inter- 

national Organization for Standardization ( http://www.iso.org/iso/ 

home/standards.htm ) . Statements developed for this purpose pro- 

vide ‘guidance to ensure consistency’ (The International Organi- 

zation for Standardization ( http://www.iso.org/iso/home/standards. 

htm ) . Within healthcare, standards provide benchmarks against 

which to measure the performance of services They offer guid- 

ance on what makes a quality service. Services are expected to 

be safe, effective, timely, efficient, equitable and people-centred 

( Every Woman, Every Child, 2015 ). High level standards are usually 

accompanied by more specific indicators for audit ( World Health 

Organisation, 2016 ). There is no single approach to developing 

health and social care service standards. The crucial components 

are needs assessment, systematic review of relevant evidence, and 

comprehensive stakeholder involvement, peer review, field testing 

and further consolidation ( World Health Organization, 2018, 2016; 

National Institute For Health And Care Excellence, 2016 . 

Developing the midwifery unit standards 

The new Midwifery Unit Standards were developed to bring to- 

gether the best available evidence related to service delivery. They 

identify key indicators which address dynamic factors influencing 

organistional culture and implementation of change. We examined 

barriers and facilitators of well-functioning midwifery units. The 

Standards had the following objectives: 

• To offer a framework for the implementation or improvement 

of MUs. 

• To educate stakeholders on the key characteristics which define 

MUs. 

• To help Maternity Services to create a vision for service im- 

provement. 

The definitions used in this work are as follows: 

A midwifery unit (MU) is a location offering maternity care 
to healthy women with straightforward pregnancies in which 
midwives take primary professional responsibility for care. 
Midwifery units may be located away from (Freestanding) or 
adjacent to (Alongside) an obstetric service. 

Alongside midwifery unit (AMU) - during labour and 
birth, medical diagnostic and treatment services, includ- 
ing obstetric, neonatal and anaesthetic care are available to 
women in a different part of the same building, or in a 
separate building on the same site from an obstetric unit. 
This may include access to interventions that can be carried 
out by midwives, for example electronic fetal heart monitor- 
ing. To access such services, women will need to transfer to 
the obstetric unit, which will normally be by trolley, bed or 
wheelchair. 

Freestanding midwifery unit (FMU) - medical diagnostic 
and treatment services and interventions are not available in 
the same building or on the same site as an obstetric unit. 
Access is available as part of an integrated service, but trans- 
fer will normally involve a journey by ambulance or car. 

Modified from: Rowe , R. and the Birthplace in England 
Collaborative group, 2011 . 

Midwifery units have been closely associated with a 

biopsychosocial model of care ( McCourt et al., 2018 ; Rocca- 

Ihenacho et al., 2018 ). This type of care aims to be clinically safe 

by ensuring that the birth environment and staff support the 

women’s and baby’s physiological needs in all stages of labour 

and early postnatal care, as well as attending to the woman’s 

and her family’s physical, psychological and social needs, ensuring 

that interventions are offered only when clinically necessary 

( Walsh and Newburn, 2002 ; Renfrew et al., 2014 ). It promotes 

equality between women and their carers through women’s 

bodily autonomy and informed decision-making ( Coyle et al., 

2001 ; Dahlen et al., 2011 ; Macfarlane et al., 2014 ; McCourt et al., 

2012, 2016 ; Overgaard et al., 2012 , 2014 ; Rocca-Ihenacho, 2017 ; 

Vedam et al., 2019 ). Midwifery units often use the name ‘birth 

centre’ reflecting the philosophy of care that was first developed 

explicitly within the birth centre movement ( American Association 

of Birth Centres, 2017 ). 

A search was carried out to identify relevant ‘midwifery unit’ 

and ‘birth centre’ standards. Standards for midwife-led ‘birth cen- 

tres’ had been operational in England since 2009 ( Ackerman et 

al., 2009 ). No other directly relevant standards were found. In the 

United States birth centre standards were created in 1985, but US 

birth centres are not all midwife-led ( American Association of Birth 

Centres, 2017 ). New Zealand had over-arching maternity standards 

(Ministry of Health, 2001) and a service specification for ‘primary 

maternity facilities’ which may be ‘stand-alone’ or within a level 1 

or 2 general hospital (Ministry of Health, 2013). The Royal College 

of Midwives had also developed Standards for Midwifery Services 

in the UK (Royal College of Midwives, 2016). As the only MU stan- 

dards in Europe available in English were those developed by the 

RCM ( Ackerman et al., 2009 ), these formed the starting point for 

the development of the standards for Europe. 

The Standards were developed for use by those responsible for 

the organisation of national, regional and local health services, 

those allocating maternity resources; professionals providing sup- 

port to a midwifery unit, such as ambulance services, obstetric unit 

clinicians and service managers and providers of midwifery unit 

care. They enable stakeholders, including maternity organisations 

and birth activists, to self-assess local provision against key quality 

criteria and to plan service improvements. They focus on philos- 

ophy of care and organisation of services and are intended to be 

used alongside clinical guidelines. 

http://www.iso.org/iso/home/standards.htm
http://www.iso.org/iso/home/standards.htm
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Method 

The method used to develop the Standards aimed to be both 

robust and inclusive. It drew on established principles from The 

World Health Organisation (2016) and National Institute for Health 

and Care Excellence (2016) . It is published so that our approach is 

clear and transparent and may offer a guide for others developing 

similar standards. 

The Royal College of Midwives Standards ( Ackerman et al., 

2009 ), used as the starting point for the Standards for Europe, had 

been developed by an expert panel but had not included a sys- 

tematic review of the evidence. Our method involved reassessing 

and expanding these for a new, broad group of countries. There 

was input from midwives and others from seven European coun- 

tries throughout the process, and a total of 13 European coun- 

tries, plus USA, New Zealand and Australia, contributed during 

at least one stage. Representatives with knowledge and expertise 

from relevant countries were identified via the Midwifery Unit 

Network, a community of practice (Rocha-Ihenacho et al., 2017), 

academic publications, and the European Midwifery Association 

( http://www.europeanmidwives.com/home ). A list of 122 relevant 

European and international experts on midwifery units was devel- 

oped, from 18 countries. The European countries that contributed 

were: Bulgaria, Czech Republic, England, France, Germany, Italy, the 

Netherlands, Northern Ireland, Portugal, Scotland, Spain, Switzer- 

land and Wales. European countries which have MUs but were not 

successfully reached were: Estonia, Iceland and Norway. 

We used the following steps: 

1) A systematic search was carried out of the qualitative evidence 

on the function and organisation of midwifery units (as op- 

posed to clinical outcomes), and a synthesis made of their find- 

ings (January and October 2017). 

2) The findings from this review of the evidence were integrated 

into a Delphi study, using clear expertise criteria, which in- 

volved two online surveys. The first Delphi survey was launched 

in May 2017 and the second in February 2018. 

3) A series of stakeholder meetings to review the initial items and 

contribute to the Standards document at each key stage of de- 

velopment. The first stakeholder meeting was held in London 

in early June 2017, the second at the International Confedera- 

tion of Midwives in Toronto in late June 2017 and the third in 

London in December 2017. 

4) An initial synthesis was developed by combining findings from 

the literature, the first Delphi survey and the stakeholder work- 

shops. This continued to be refined throughout the rest of the 

process. 

5) Semi-structured interviews were carried out with three mid- 

wifery unit leaders in services in England that already met sim- 

ilar organisational standards. 

6) Peer review by twelve interdisciplinary European stakeholders. 

Identifying and reviewing qualitative research evidence 

The Standards aimed to incorporate learning from published ev- 

idence on the processes, practices and experiences of staff and ser- 

vice users in emerging or established MU services in high income 

countries, to include evidence most relevant for European coun- 

tries. The Standards do not address clinical practices or outcomes. 

A systematic search of the literature was carried out using key- 

words to cover all synonyms for both alongside and freestanding 

midwife-led units. 2 The review question was “What are the key 

2 Midwifery-led unit; free-standing birth cent ∗; free-standing midwifery unit; 

freestanding midwifery unit; stand-alone birth cent ∗; standalone birth cent ∗; stand- 

alone midwifery unit; midwife-led unit; home-like birth cent ∗; home-to-home; 

barriers and facilitators of well-functioning midwifery units?”. The 

inclusion and exclusion criteria and PRISMA table can be found in 

Supplementary Tables 1 and 2. The search found 24 papers and 

three PhD theses that met the criteria for inclusion. Negative cases 

were as important as papers that reported on high achieving MUs. 

For example, reports of the impact of poor leadership could lead 

to conclusions about the importance of good leadership. 

Each journal paper was reviewed for quality by two indepen- 

dent reviewers using a modified version of Walsh and Downe’s 

criteria (2005) . PhD theses were considered to have reached an ac- 

ceptable standard through the examination process. Papers were 

scored for each of six assessment categories, up to a total possible 

score of 42 and attributed as ‘High’ ( n = 8), ‘Intermediate’ ( n = 8), 

‘Moderate’ ( n = 7) or ‘Poor’ ( n = 0) quality. Full details of the assess- 

ment process can be found in Supplementary Table 3 and the qual- 

ity scores for each paper can be found in Supplementary Table 4. 

No papers were found to be ‘Poor’ and so none were excluded on 

the grounds of quality. The papers scored as moderate quality in- 

cluded data that were consistent with that found in higher-quality 

papers and they were considered useful for the synthesis. 

All reported findings (not including author analysis and discus- 

sion sections) were coded thematically, using Nvivo 11, using codes 

generated inductively through the coding process. One team mem- 

ber carried out an initial pilot coding of two papers chosen at 

random: Annandale (1988) and Walsh (2007) , and the codes were 

checked by a second member of the team. Following this pilot, the 

rest of the papers and theses were coded, generating 45 open the- 

matic codes (see Supplementary Table 5). This coding process and 

the subsequent synthesis was designed to fulfil the aim of identi- 

fying key themes relating to the function of MUs to be considered 

for inclusion in the new Standards. These themes were then con- 

sidered for inclusion through a process described below. 

The next steps involved filtering the evidence through real-life 

expertise. As much of the published literature originated in the 

UK, USA and Australia, it needed to be assessed for applicability 

in mainland Europe. 

The Delphi process 

A Delphi approach offers a structured method for consulting 

a large number of stakeholders through “a group communication 

process” ( Linstone and Turoff, 2002 ), with the aim of developing a 

consensus. It has been widely used in healthcare including in de- 

velopment of quality standards, particularly where the published 

evidence benefits from supplementation by the clinical experience 

of healthcare professionals ( Boulkedid et al., 2011 ). Delphi allows a 

large number of individuals in different locations and with differ- 

ent expertise to participate, avoiding the dominance of individual 

voices ( Jairath and Weinstein, 1994 ). 

We invited 122 midwifery unit experts from across Europe and 

with at least two years’ experience in developing, managing, work- 

ing, evaluating or supporting midwifery units, to participate in two 

online Delphi surveys supplemented by stakeholder meetings (See 

Supplementary Table 6 for a list of meeting participants) and in- 

terviews with managers of high-performing services. 3 Participants 

came from seven different European countries. The surveys aimed 

to construct a consensus from the expert group as to which stan- 

dards should be included or excluded in the new Standards for Eu- 

rope. 

birth cent ∗; alongside birth cent ∗; alongside midwifery unit; alongside midwifery- 

led unit; co-located birth cent ∗; co-located midwifery unit; co-located midwifery- 

led unit. 
3 Recipients of the Midwifery Unit Network ‘Beacon Sites’ awards. Infor- 

mation about the Beacon Sites programme can be found here: http://www. 

midwiferyunitnetwork.org/beacon-sites . 

http://www.europeanmidwives.com/home
http://www.midwiferyunitnetwork.org/beacon-sites
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In the first survey (Delphi 1), participants were invited to score 

each of the original Royal College of Midwives’ Standards 4 (2009) 

plus further relevant points from the Royal College of Midwives 

Standards for Midwifery services (2016) , on a five-point scale from 

‘Extremely important’ to ‘Not important at all’. A consensus was 

defined by a threshold of 75% or more of participants scoring it 

the highest two points (most important). Participants were invited 

to suggest new standards or add open text responses on any aspect 

of the document. Ninety-eight participants started the first Delphi 

survey, 64 respondents completed it. Not all respondents answered 

all questions; with a mean of approximately 46 responses to each 

question. 

Following the first survey, seven standards were discarded 5 as 

they fell below the threshold, five of these from the section on 

Public Health. This left a total of 54 standards grouped under the 

seven themes (Royal College of Midwives, 2009): 

Safety and clinical governance ( n = 7) 

Staffing ( n = 7) 

Organisation ( n = 11) 

Family focus ( n = 7) 

Public health ( n = 5) 

Communication ( n = 8) 

Environment & facilities ( n = 9) 

Stakeholder meetings 

The themes of leadership, organisational culture, models of care 

and women’s autonomy arose frequently in the free-text comments 

but were underrepresented in the previous standards (Royal Col- 

lege of Midwives, 2009; 2016 . Issues around women’s autonomy 

and models of care were also referred to extensively in the liter- 

ature (See Supplementary Table 5). In early June 2017, members 

of the expert Delphi panel were invited to a face-to-face meet- 

ing in London with the aim of generating new Standards to en- 

compass these themes. Twenty-nine attendees plus four members 

of the research team formed three small groups, each of which 

engaged in detailed discussion on one or two topics. Discussions 

were recorded, with permission, through written notes and audio 

recording. 

A second stakeholder group held during the International Con- 

federation of Midwives (ICM) Triennial Conference in Toronto on 

21st June 2017, canvassed wider expert views to complement the 

Delphi panel. Fifty conference delegates with an interest in mid- 

wifery unit provision participated in facilitated small group discus- 

sion on their responses to the existing Royal College of Midwives 

Standards (2009, 2016 ). This event generated a further four top- 

ics that participants deemed important, but that had not been ad- 

dressed by the previous Standards: ‘user representation in manage- 

ment’; ‘marketing, PR and community relationships’; ‘ownership 

and leadership’; and ‘service development through continuous au- 

dit and monitoring of service user and staff experiences’. Detailed 

4 The Royal College of Midwives Standards 2009 are structured as seven ‘Stan- 

dards’ with 63 sub sections. These correspond to the new Standards’ Themes and 

Standards. We use the term ‘Standards’ throughout this paper to describe the small- 

est unit, as per our new document. 
5 Discarded standards Survey 1: 2.3 (a) Focus on organisational culture (71.7%); 

2.3 (c) Environmental Health and Safety (68.1%); 5.2 (c) Benchmarking against Pub- 

lic service agreements (63.8%); 5.2 (d) Reporting policies and outcomes to the local 

Director of Public Health’s Annual Report (60.9%), 5.2 (e) A structure that respects 

the minors’ rights and works in partnership with the local child welfare network 

(72.3%); 5.2 (f) Audited systematic programmes which meet the requirements of a 

national service framework, up to date evidence including national plans (72.3%); 

6.3 (b) Standardised documentation (63.8%). 

notes and recordings from the group discussions were used to re- 

fine and flesh out the Standards covering these eight themes. 6 

The research team included native speakers of Spanish, Ital- 

ian, French, Portuguese and Flemish. Researchers met with mixed 

groups of midwives and families in Spain, Italy and Belgium where 

the emerging standards were presented and discussed to ensure 

their relevance in different European countries and cultural set- 

tings. 

Developing a synthesis 

The literature search, Delphi 1 survey and the workshops re- 

sulted in a large number of draft standards and themes. At two 

project meetings in summer 2017 these were combined and syn- 

thesised into the smallest number of standards that could accom- 

modate all themes. The aim at this stage was to draft a revised set 

of standards ready for an assessment by the second Delphi panel. 

This synthesis process was as follows: 

A Each standard, theme or thematic code was written on a sticky 

note and duplications and overlapping notes were removed or 

consolidated. 

B The authors attempted to group each item under one of the 

original seven themes from the Royal College of Midwives Stan- 

dards (2009). 

C It became clear that this framework was no longer sufficient 

to encompass them all. The team repeatedly revised the group- 

ings, recording and resolving specific problems as they arose. 

D A third meeting was held with an additional researcher to bring 

‘fresh eyes’ to the process. 

E The topics were eventually satisfactorily re-grouped within ten 

new categories: 

1 Biopsychosocial model of care 

2 Environment and facilities 

3 Pathways of care 

4 Staffing, recruitment and workload 

5 Leadership 

6 Autonomy and accountability 

7 Knowledge, skills and training 

8 Equality, diversity and social inclusion 

9 Clinical Governance 

10 Working across boundaries 

F Those topics that had not previously been represented, were 

drafted as standards. 

A third (final) stakeholder meeting was held in London on 6th 

December 2017 (18 participants) to ‘member check’ the new struc- 

ture. 

Interviews with experienced managers 

We also interviewed managers of three high-performing ser- 

vices to discuss their expertise on the underdeveloped themes of 

‘leadership’, ‘community relationships’ and ‘working across bound- 

aries’. These themes had arisen repeatedly in the literature, stake- 

holder discussions and free text comments in the Delphi sur- 

6 Examples of these new Standards include: Leadership : “5.1.1 A clinical lead for 

the MU. This is a strategic role responsible for making decisions about resources 

and policies and acting as an advocate for the midwifery unit. This person is: vis- 

ible on the birth centre, retains involvement in ‘every day’ clinical practice, able 

to support staff through hands on clinical practice and share experience (includ- 

ing plans for out of guidelines, on calls etc.)”; Women’s autonomy : “8.2.3 A clear 

statement acknowledging and encouraging women’s autonomy in decision-making, 

including a statement that women are able to access the MU ‘outside of guidelines’ 

with a personalised care plan” and Ownership : “10.1.2 Promote ownership among 

maternity staff inviting them to unit meetings (governance meetings, incident re- 

port meetings, guidelines meetings) and facilitate their role in decision-making.”
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veys but had not yet been developed into standards and in ad- 

dition, although they were highlighted as important in the liter- 

ature, articles lacked detail on the qualities of leadership required. 

City, University of London Ethics Committee granted ethical ap- 

proval (reference MCH/PR/Staff/16-17/08) and the interviews were 

audio recorded with permission and transcribed. Their content was 

checked against the draft to identify any further themes that could 

be incorporated into new standards. 

Semi-structured interviews were carried out with three mid- 

wifery unit leaders in services in England which already met sim- 

ilar organisational standards. These were units identified as ‘Bea- 

con Sites’ using eight criteria set by Midwifery Unit Network 

( http://www.midwiferyunitnetwork.org/beacon-sites/ ). The inter- 

views were used to gain lived-experience perspectives and insights 

to expand on selected themes that arose from the literature but 

were scarce in detail. This was necessary if the themes were to be 

worked up into standards and indicators. None of the participating 

advisers, Delphi participants or peer reviewers knew of a similar 

initiative to identify MUs meeting specific quality criteria in other 

countries. The draft standards were refined accordingly. 

Next, the revised standards, including the new draft standards 

was circulated to the original expert panel (plus some additional 

colleagues from continental Europe), in February 2018 for a pe- 

riod of one month (the Delphi 2 survey). Participants were asked 

to respond to each item in the same way as Survey 1. Four draft 

standards were discarded for being under the cut-off threshold for 

inclusion. 7 

For the second survey, 44 participants came from seven EU 

countries and six from outside the EU (Australia, New Zealand and 

the USA). Half the participants had over 20 years’ experience and 

half less than 20 years, with the majority ( n = 29/49) between 11 

and 30 years. Twenty-five participants were in clinical midwifery 

roles, with others working in education, other medical roles (Ob- 

stetrics and Neonatology), service user involvement, policy or com- 

missioning. The majority were educated to postgraduate level. 

Peer review 

The penultimate draft of the Standards document with specific 

quality indicators was peer reviewed by 12 interdisciplinary Eu- 

ropean expert reviewers. The reviewer group was selected to in- 

clude British and mainland-European midwives, obstetricians, ser- 

vice user representatives, campaigners, service improvement pro- 

fessionals and commissioners and was independent of the Delphi 

panel. Feedback from their reviews was incorporated into the fi- 

nal, published version of the Standards, a 31-page document, avail- 

able to download for free from: www.midwiferyunitnetwork.org/ 

mu-standards . 

Discussion: quality standards as a motivator for change 

This paper has set out the methodology used to produce MU 

Standards for Europe, based on a systematic review of evidence 

and a synthesis of the findings with expert knowledge. This has 

7 Discarded standards, Survey 2: 1.1.2 Services are focused on ‘mothering the 

mother’ for example by providing support for physical recovery, help to develop 

practical baby care skills for the mother and her partner, and promotion of emo- 

tional wellbeing (74.5%); 2.3.2 MU ideally includes: A common area where service 

users and staff can socialize and a common kitchen open to service users. Ideally 

these two areas should be in the same space or nearby (72.6%) 2.2.4 Women should 

be allocated the same room for labour, birth and the postnatal stay (72.6%); 2.2.5 

Access to external green space encourages women to walk about in natural envi- 

ronments during labour (60.8%); 7.1.4 The MU has links with local community lead- 

ers (religious leaders etc.) and proactively engages with them and the community 

(60.0%). 

been achieved, involving a significant number of relevant stake- 

holders from numerous European countries, through a complex, it- 

erative, participative process. A key aim of these Standards is to 

provide a tool and benchmark by which services with MUs can as- 

sess their performance, and also encourage and guide the develop- 

ment and implementation of new MUs in settings where no MUs 

have been established in recent times. 

It was the first time that the qualitative evidence on the pro- 

cesses, practices and experiences of staff and service users (as op- 

posed to clinical care and their outcomes) had been brought to- 

gether in one place. Previous standards (e.g. Ackerman at al., 2009; 

Royal College of Midwives, 2016) were developed with expert in- 

put but did not include a systematic search or evaluation of the 

published evidence. The strength of the new Midwifery Unit Stan- 

dards comes from the combination of systematic search, synthesis 

and expert consultation. Our Delphi process tested the applicability 

of the evidence base in real life clinical practice for Europe, beyond 

the countries in which it had been generated, from the viewpoint 

of those with expertise in the field. Clear description and trans- 

parency of the method will enable future replication in Europe or 

elsewhere. 

It is a strength that the Standards have already been translated 

into Spanish and Italian and are in the process of being trans- 

lated into Czech, French, Portugese, Flemish and Catalan, indicating 

support form midwives in several European countries. In addition, 

Brazil and Saudi Arabia, are developing MU Standards based on the 

Standards for Europe, with support from the European authors. In 

October 2019 the Midwifery Unit Standards received endorsement 

from the National Institute for Health and Care Excellence (NICE). 

While there are therefore many strengths, a limitation of the 

approach has been that the available evidence was limited and 

mostly carried out in the UK, the USA and Australia. The wide vari- 

ation in provision of MUs in Europe posed a challenge. We aimed 

to devise a document that is general enough to facilitate the set- 

ting up of MUs where provision is new and be sufficiently pre- 

cise to be useful to those with an established network of MUs, 

where provision can be further refined and better embedded in 

good practice. Thus, some of the standards may be aspirational in 

some settings. The Standards were envisaged to be implemented 

flexibly in order for them to be useful in all European countries, 

from those with no provision (e.g. Greece, Portugal and Austria) to 

those with established midwifery units, such as the Netherlands 

( Euro-Peristat Project, 2010 ) and Denmark ( Overgaard et al., 2011 , 

2012 ). Providers will be able to benchmark their current position 

in relation to the standards, identify further objectives and develop 

improvement plans. The Standards will need to be reviewed at in- 

tervals as new evidence and expertise is developed. Some of the 

authors are following up this work with a project to map MUs in 

Europe. This will involve engagement with MU contacts and exper- 

tise in countries missing from this project and involve them in an 

update of the standards planned for 2021. 

A significant number of participants invited to take part in the 

Delphi surveys did not participate at both stages. The response rate 

for the surveys was probably influenced by the length as they re- 

quested assessment of around 57 draft standards each. However, 

this is a typical response rate for professional surveys, which often 

fall well below 50%. In addition, the survey process was supple- 

mented by a series of stakeholder meetings. Importantly service 

user activists and advocates have been integrally involved in the 

NICE Birthplace Action Study of which development of these stan- 

dards has formed at key part. Three were on the advisory group 

which has helped to shape all aspects of the research from the ini- 

tial design and funding application stage, through to and includ- 

ing writing up and taking a lead on acquiring the endorsement 

from NICE. The researchers also met with community women and 

mixed groups of midwives and families in London, Spain, Italy and 

http://www.midwiferyunitnetwork.org/beacon-sites/
http://www.midwiferyunitnetwork.org/mu-standards
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Belgium, and a researcher from Northern Ireland was a key stake- 

holder taking part in the Delphi study and attending all stake- 

holder meetings. 

The success and utility of the Standards document will be as- 

sessed by their use in practice for impact evaluations. Work is cur- 

rently underway to develop a set of indicators for each of the Stan- 

dards and a self-assessment tool, with which Maternity Services 

will be able to evaluate their own service or readiness to develop 

a Midwifery Unit. We expect that this will eventually form an ac- 

creditation process for midwifery units, similar to the model of the 

UNICEF Baby Friendly Initiative. 8 Other researchers may wish to 

appraise the methodology or the outcome of our practical tool. 

Conclusions and implications for practice 

Midwifery units are associated with excellent clinical outcomes 

for women and babies ( Scarf et al., 2018 ; Birthplace in England 

Collaborative Group, 2011 ; Sutcliffe et al., 2012 ; Overgaard et al., 

2011 ) and women’s experiences of care are also consistently 

positive when they were cared for in midwifery unit settings 

( Overgaard et al., 2012 ; Macfarlane et al., 2014 ), but these types of 

services are little-known in many parts of Europe with wide varia- 

tion in women’s access to the model of care. The authors aimed to 

identify a robust set of Midwifery Unit Standards addressing bar- 

riers and facilitators of well-functioning midwifery units in high- 

income countries, including processes, practices and experiences 

of staff and service users, in order that these can be widely dis- 

seminated across Europe. Based on a systematic review of evidence 

combined with input from clinical midwives, and other healthcare 

professionals and maternity advocates at multiple stages in their 

development, the standards can be used to implement best prac- 

tice in new and established MUs; to educate professionals during 

their training and as part of continuing professional development; 

and to direct strategic development of services by commissioners, 

service managers, finance directors and other stakeholders. 

A substantial amount of new evidence has been published since 

2009 when the Royal College of Midwives standards were pub- 

lished ( Ackerman et al., 2009 ) and these new standards for Europe 

are substantially different in content and structure. We intend that 

the standards will support the development of new units, improve 

the function and sustainability of existing ones and make women’s 

access to this model of care more equitable across Europe. Not all 

standards will currently be achievable or entirely relevant in all 

countries, but we hope they will stimulate reflection and debate 

about improving service provision for women and families and de- 

veloping opportunities for midwifery care. 

In developing the Standards, we did not distinguish between 

‘alongside’ and ‘freestanding’ midwifery units, although some do- 

mains will be more relevant to freestanding units, which could 

be developed as Community Hubs ( NHS England, 2016 ). Partic- 

ularly in the light of the economic pressures on existing FMUs 

( Walsh et al., 2018 ), and the clear evidence (Birthplace in Eng- 

land, 2011, Vedam et al., 2019 ) that freestanding MUs are likely to 

be ’different’ from alongside MUs in important ways, despite their 

similarity in being midwife-led and sharing recommended clinical 

’eligibility’ criteria ( Healy and Gillen, 2016; RQIA, 2016 ), it is im- 

portant that these Standards are used to support development and 

sustainability of freestanding midwifery units. This is in line with 

the National Perinatal and Maternity Audit clinical report recom- 

mendation for England that “Maternity service providers and local 

service users should work together to understand the barriers to 

birth without intervention in their service" (R8) as a priority in 

8 https://www.unicef.org/programme/breastfeeding/baby.htm . 

strategic planning, implementation, and in birth place options of- 

fered to women ( Blotkamp, 2019 ; pxv). 

The literature review conducted as part of this project sug- 

gests that, despite an increase in recent research publications, the 

evidence-base on the development, management and sustainability 

of MUs, and literature on what constitutes good quality of care in 

MUs, remains very limited. Further work is needed to gain a fuller 

understanding of how the positive outcomes of care and staff and 

families’ experiences in MUs are achieved. 
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