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In the global maternal and newborn health
(MNH) literature, care providers have been
classified in several ways, engendering the
question—whether providers who care for the
mother and her newborn(s) have the neces-
sary training and skills to provide quality care.
This question underscores the importance of
clearly defining who provided care. A specific
definition not only facilitates correct inter-
pretation of findings but helps understand
potential reasons behind successes or fail-
ures of MNH interventions. Additionally, in
low- and middle-income countries (LMICs),
providers who routinely attend deliveries
often receive varying levels of training, even
within the same classifications. This inconsis-
tency can result in incomparable estimates of
skilled birth attendance, an indicator used to
reference MNH care globally.

This commentary emphasises the impor-
tance of a provider definition that is beyond
the use of standard terminology like quali-
fied, skilled or trained. We begin by reviewing
the common definitions used globally, then
demonstrate, using an example, the effect
of definition on study findings. MNH care
provider definitions should include who
was involved (eg, education and training,
licensing, experience and the signal function
responsibilities for each provider category),
where care was provided (eg, level of the
facility, facility vs outreach, current national
regulations for adequate contextual descrip-
tion) and when to describe any recent event
that might have impacted the provision of
care (eg, a recent training to improve and
certify provider skills, a current inclusion of a
new classification to provide MNH services).
A definition that is relevant to national regula-
tions and reflects on-the-ground grassroots is
often selected by MNH researchers and prac-
titioners, especially in LMICs, where chronic
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SUMMARY BOX

= This commentary highlights various definitions of
maternal and newborn health care providers used
globally and demonstrates the considerable effect of
a definition on study findings.

= Standard definitions (eg, qualified, skilled or trained)
are helpful, but the use of these terms alone might
give a spurious sense of consistency, when nuanced
characteristics of providers could be lacking in a
specific setting.

= We recommend that provider definitions should ex-
plicitly state who (designations) are involved, where
(context) and when (any relevant time-specific sys-
temic changes that could potentially impact service
delivery) to complement the standard definitions.

shortages of clinicians prevail and job classifi-
cations ranging from obstetricians to commu-
nity health aides are involved in providing
care.! However, the standard definitions
alone may not suitably characterise the capac-
ities of MNH care providers, across countries.
Furthermore, the delineation between skilled
and unskilled providers is generally clear at
either end of the scale—that is, physicians,
nurses and midwives are considered skilled,
while traditional birth attendants are consid-
ered unskilled.?? It is nebulous for those in
the middle—for example, matron, a func-
tional cadre of birth attendants in West Africa
relevant to this day.

PROVIDER DEFINITIONS

Providers in high-income settings have been
referred to as qualified health professionals.
In 2013, the American Medical Associa-
tion defined ‘a physician or other qualified
healthcare professional as an individual who
is qualified by education, training, licensure/
regulation (when applicable) and facility priv-
ileging (when applicable) who performs a
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professional service within his/her scope of practice and
independently reports that professional service’.* The
European Union recognises doctors of medicine, general
nurses, midwives, dentists and pharmacists as qualified
healthcare professionals.” In 2017, the Organization for
Economic Co-operation and Development (OECD),
the Eurostat and the WHO revised the classifications
of healthcare providers, implicitly incorporating ‘who’
and ‘where’.® The comparability of healthcare settings
(‘where’) across countries within the high-income cate-
gory renders a basic degree of consistency that is unlikely
to exist across LMIC. Thus, other definitions exist to facil-
itate universal comparison as well as to measure attain-
ment of global goals.

The Sustainable Development Goal (SDG) 3.1.2 has
the proportion of births attended by skilled personnel
as a target. In 2018, the WHO, UNFPA, UNICEF, ICM,
ICN, FIGO and IPA issued a joint statement and revised
the 2004 definition of skilled personnel.”” The revision
defined skilled personnel as competent MNH profes-
sionals educated, trained and regulated to national and
international standards and included midwives, nurses,
obstetricians, paediatricians and anaesthetists. However,
the revised definition also stated, ‘In different coun-
tries, these competencies are held by professionals with
varying occupational titles’, leaving room for the inclu-
sion of other titles not listed in the definition.” The ratio-
nale for the 2018 revision was to provide a uniform basis
across countries for robust measurement of SDG targets.
A review showed that 21 different cadres, with varying
lengths of training and signal function responsibilities,
were grouped as skilled providers.'

A close alternative to ‘skilled provider’ is ‘trained
provider’, used by the Demographic and Health Surveys
(DHS) to estimate MNH indicators. These indicators are
frequently used as benchmarks to assess a country's prog-
ress toward global health targets. The DHS define trained
providers as doctors, nurses, midwives and matrons. The
key distinction with the skilled provider is the inclusion
of matrons. Matrons, esteemed for their expertise and
traditional knowledge, play a pivotal role in MNH care
across Africa, including Guinea, Niger, Mali, Senegal and
Togo.* " Recent DHS across West Africa show a high but
variable prevalence of matrons, ranging from 63% in
Nigeria to 98% in Burkina Faso."” This variability reflects
the diverse healthcare landscapes and cultural contexts
in which matrons operate.

These definitions are critical to uniformly measure
international progress in MNH care. However, using only
these terminologies may not sufficiently describe the
ground situation in a place. We demonstrate this point
using a case from Mali.

PROGCM STUDY EXAMPLE

We used data from the Proactive Community Case
Management (ProCCM) cluster randomised trial to
illustrate the importance of a specific definition of the

provider. The trial evaluated whether proactive case
detection home visits by community health workers
(CHWS) can improve reproductive, maternal and child
health indicators at a population level, compared with
services delivered only through a fixed health post. Both
of these modes were supplemented with a package of
services designed to remove financial, geographical
and clinical barriers to care.'"* The trial was conducted
in Bankass Health District in Mali, between 2016 and
2020. Eligible participants were women between 15 and
49 years who were permanent residents of the study area
with no plans to relocate for the duration of the trial.
The primary outcome was under-5 mortality along with
several secondary outcomes,'* including institutional
delivery."”

In Mali, an institution was defined as a national,
regional or referral hospital, dispensary, maternity
home, primary health centre and private hospital or
clinic.” Following the DHS definition of a provider in
Mali, we included doctors, nurses, midwives, matrons or
a CHW. Our choice of provider definition was necessi-
tated to maintain consistency with the DHS because it
was the primary source of information that informed
the design of the trial, including sample size; we addi-
tionally included CHWs in this group given the level of
training and support they received through the interven-
tion. A complete description of the methods and find-
ings is presented elsewhere."” Here, we used the same
analytical methods but a modified provider definition
where matrons were included in the unskilled category
and doctors, nurses, midwives or CHWs were considered
skilled providers. The origin of the cadre of matrons and
their role have evolved over the last several decades in
Mali.'® We compared institutional delivery between trial
arms as well as between the baseline and the interven-
tion period. Data were collected from annual household
surveys at baseline and approximately at 12, 24 and 36
months after the start of the intervention. For the compar-
ison between arms, we included data from the 24-month
and 36-month surveys because, for deliveries reported in
the 12-month survey, some period of the pregnancy likely
occurred in the pre-intervention period.

The proportions of institutional delivery with matron as
a skilled provider were 59% and 57% in the intervention
and control arms, which changed to 30% and 29% when
matrons were considered unskilled providers, respectively
(table 1). For each trial year, the proportions of institu-
tional delivery conducted by matrons only were largely
similar across the two arms, although, compared with
the baseline, it decreased by about 30 and 20 percentage
points in years 2 and 3, respectively (figure 1).

We previously reported no evidence of an effect of
the ProCCM intervention on institutional delivery in
the last 2 years of the trial, considering the matron as a
skilled provider (table 1)."” Considering the matron as an
unskilled provider does not change the previous results
(table 1). However, it does change the interpretation of
the extent to which the ProCCM intervention affected
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Table 1
(2018), using different provider definitions

Results of comparisons between: intervention with control arm; and intervention period (2020-2021) with baseline

Institutional delivery n/N* (%)

Risk ratio (95% Cl)t

Intervention vs control
Published result (matron as skilled provider)
New result (matron as unskilled provider)
Intervention period vs baseline
Published result (matron as skilled provider)
New pre—post (matron as unskilled provider)

*Counts with the outcome (n) out of the total participants (N) in the arm.

Intervention
1506/2542 (59.2)
752/2542 (29.6)
Trial years 2 and 3
2927/5036 (58.1)
1479/5036 (29.4)

Control
1421/2494 (56.9)
727/2494 (29.2)
Baseline
2901/6668 (43.5)
794/6668 (11.9)

1.06 (0.91 to 1.20)f
1.01 (0.86 to 1.18)f

1.54 (1.41 to 1.66)
2.46 (2.14 to 2.81)

TEach model included fixed effects for the year of intervention, residential distance to the nearest primary health centre, baseline population

of the cluster and a random intercept for cluster.
FIntention-to-treat analysis including trial years 2 and 3 only.

the uptake of skilled assistance among institutional deliv-
eries in trial years 2 and 3 compared with the baseline.
During the last 2 years, the likelihood of a participant
delivering in an institution with skilled assistance was 1.54
times (95% CI: 1.41 to 1.66) the likelihood of delivering
in an institution at baseline, which increased to 2.46
(95% CI: 2.14 to 2.81) when matrons were considered as
unskilled providers (table 1).

In Mali, the proportion of institutional deliveries
conducted by matrons (who) declined during the
ProCCM trial, compared with the baseline, in part,
because around the time of the trial (when) Muso hired
and trained a significant number of health personnel
and deployed them across all (intervention and control)
clusters. Consequently, institutional deliveries conducted
by matrons decreased uniformly across all clusters. Thus,
we did not observe a difference by trial arms but observed
a big change over time (ie, between the intervention
period and the baseline).

This example provides empirical evidence about the
effect of provider definition on results. It is essential to
understand how each type of provider is defined inter-
nationally and what is the closest match with the national
definition in order to align the two. In the local context,
a provider may have a designation that is misaligned
with international definitions, which does not neces-
sarily make an experienced group unskilled. However,
the context (where) should be adequately explained for
broader comparisons and interpretation. Currently, there
are settings where providers with adequate competencies
are not designated to perform EmONC signal functions
because of lacking matching legislation, while in others,
especially in South Asia, unskilled providers perform
EmONC signal functions.''” Evidence also suggests that
engaging CHWSs can increase births with skilled assis-
tance,'® though this cadre is not considered skilled.”

The standardised definitions of MNH providers are
necessary to enable international comparisons. Despite
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Figure 1 The proportions of institutional delivery in each arm conducted by matrons at different years of the trial in Bankass,

Mali, between 2016 and 2020.
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the existence of these definitions, ambiguity exists in the
global literature in terms of which provider classifications
constitute these definitions in different countries. The
use of standard terminology while necessary may not be
sufficient by itself. It might even give a spurious sense of
consistency if the underlying classifications that provide
MNH care in a setting are inconsistent with the interna-
tional definitions. Explicitly stating who (designations,
trainings) are involved in providing care, where care was
provided (context) and when (any relevant time-specific
systemic changes that have the potential to impact MNH
service delivery) will increase the interpretability, trans-
parency and replicability of evidence.
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