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ABSTRACT

Despite improvements in health care services, Morocco continues to experience poor perinatal outcomes in 
rural and remote regions. In response, a series of initiatives were proposed including strategies to strengthen 
the profession of midwifery which was identified as a key component. In 2008 a Moroccan framework for 
midwifery education, regulation, and funding was established. Midwifery care, while highly utilized in urban 
hospitals, is not accessed as frequently in rural regions. A scoping review examined the social barriers to 
midwifery uptake using the Arksey and O’Malley’s 2005 framework. The socio-cultural context was found 
to significantly impede the uptake of midwifery care and thus impact maternal and neonatal outcomes. 
Language barriers, cultural differences, gender inequality and socioeconomic factors were found to be key 
barriers impacting the acceptability of midwifery care in rural Morocco.

RÉSUMÉ

Malgré l’amélioration des services de soins de santé, le Maroc continue de connaître de mauvaises issues 
périnatales dans les régions rurales et éloignées. En réaction à ce problème, des initiatives ont été proposées, 
y compris des stratégies de renforcement de la profession de sage-femme, qui a été déterminée comme 
étant un volet essentiel. En 2008, un cadre marocain a été établi pour l’enseignement, la réglementation et 
le financement de la pratique sage-femme. L’accès aux soins des sages-femmes n’est pas aussi fréquent 
dans les régions rurales que dans les hôpitaux urbains, où les services des membres de la profession 
sont très utilisés. Un examen de la portée a été réalisé à l’aide du cadre de 2005 d’Arksey et O’Malley afin 
d’étudier les obstacles sociaux à l’utilisation des services des sages-femmes. On a constaté que le contexte 
socioculturel nuisait de façon significative à l’adoption des soins des sages-femmes et qu’il avait ainsi une 
incidence sur les issues maternelles et néonatales. Les barrières linguistiques, les différences culturelles, 
l’inégalité entre les sexes et des facteurs socioéconomiques se sont révélés les principaux obstacles à 
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l’acceptabilité des soins des sages-femmes dans 
les régions rurales du Maroc.
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BACKGROUND
Morocco is a low-middle-income country in Northwest 
Africa whose native inhabitants are the Amazigh 
people (also known as Berber).1,2 Colonization by Arab, 
French, and Spanish have had lasting and significant 
impacts politically, economically, linguistically, and 
culturally.2,3 The background of colonialism has 
contributed to large disparities in health equity 
despite political efforts to improve access to sexual, 
reproductive, maternal, and newborn health (SRMNH) 
care. Political, administrative, judicial, economic, and 
social systems based on colonial European and Arab 
influences continue to disadvantage the Amazigh 
people, who make up the majority of the rural 
population.2–4

National statistics addressing poverty, education, 
the maternal mortality ratio (MMR), the infant mortality 
rate (IMR) and child mortality rates show rural and 
remote communities to be the most disadvantaged 
with very poor outcomes in these areas. In 2010, the 
MMR in Morocco was reported as 112–240/100,000 
live births, the highest MMR among North African 
nations.5,6 The neonatal mortality rate (NMR), IMR 
and under 5 mortality rates (U5MR) are 21.7, 28.8 
and 30.5 per 1000 live births, respectively.7–9 Rural 
Moroccan women are attended at birth by midwives 
or other trained health care personnel at only 55% of 
births, versus 92.1% in urban areas.10 Only 60% have 
at least one prenatal visit vs 91.6% in urban areas, 
and only 13.3 % have any postnatal visits compared 
to 30.5% for their urban counterparts.8,10 The lower 
rate of care and poorer perinatal outcomes for rural 
communities is alarming, especially since these data 
show that this is the case even when midwives are 
available and accessible in the community.

National strategies to improve outcomes 
have focused on improving the accessibility and 
quality of midwifery care in Morocco. This is due 
to overwhelming evidence that maternal newborn 
health outcomes are substantially improved by 
providing a complete package of SRMNH services 
when provided by midwives.11–13 Despite governmental 

support and funding for midwifery care, women in 
rural settings continue to give birth without a trained 
midwife. A socio-cultural exploration was needed 
to address the barriers to midwifery care uptake to 
improve perinatal outcomes.

METHODOLOGY
A scoping review methodology, as described by Arksey 
and O’Malley (2005), was used to examine the available 
evidence.14 This methodology was utilized because 
of its ability to examine “key concepts underpinning 
a research area and the main sources and types of 
evidence available.”14 The research question identified 
was: “What social and cultural barriers may impede 
the uptake of maternity care from trained and publicly 
funded midwives in rural Morocco?” Articles were 
gathered by searching electronic databases, including 
CINAHL and OVID, as well as the World Health 
Organization (WHO), United Nations Population Fund 
(UNFPA), International Confederation of Midwives 
(ICM), and the Moroccan Government websites for 
grey literature resources. Networks and organizations 
were contacted, including L’Association Marocaine de 
Sages Femmes and Association Nationale des Sages 
Femmes au Maroc.

The initial search produced 1268 results for the 
broad keywords “Moroc*”, “wom*” and “health”. 
A subsequent search, using keywords “Maroc*” 
and “midw*” generated another 85 sources. Thus, 
inclusion and exclusion criteria were used to focus 
the search to relevant studies to address the 
central research question, these were devised post 
hoc, as familiarity with the topic evolved. Relevant 
studies were included in English, an exception 
was made for government literature and personal 
correspondence, which were translated from 
French. The evolved themes included a historical 
examination of midwifery in Morocco, cultural 
ideology on childbirth, language, and gender biases.

MATERNITY CARE IN MOROCCO
Midwifery care has been integrated into the health 
care system for over 70 years, and significant efforts 
have been made to strengthen and expand the 
profession. A large, organized midwifery workforce 
is legislated and funded within the Moroccan health 
care system. Midwifery education is standardized, 
and a professional association is well established. 
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The government has funded and supported the 
expansion of midwifery. Midwives largely provide 
maternity care in Morocco.

However, before 1950, maternity care in rural and 
semi-urban areas was provided almost exclusively 
by traditional birth attendants (TBAs), called kabla, 
the Arabic word for midwife.15 In 1950, training 
was instituted for women interested in attending 
births, who were to be called moualidates, an 
Arabic word with a similar meaning to the French 
noun accoucheuer. This two-year program was the 
earliest formalized Moroccan midwifery training.15 
TBAs continue to provide maternity care in rural 
areas. However, due to the increased medicalization 
of birth at the time, a law was instituted in 1960 
that required the kabla to report to a medical officer 
who directed the care of the kabla.15 Between 
1963 and 2003, several health care cadres were 
trained in maternity care, resulting in the infirmière 
accoucheuse, a nurse with one year of training, CAP 
en obstétrique, certificate in obstetrics, spécialiste 
en obstétrique, a nurse-midwife with graduate-level 
training, and the sage-femme ‘nouveau regime’, a 
nurse-midwife with three years of undergraduate 
level training.15 Throughout this history, midwives 
worked as an extension of the medical profession, 
with medical officers and physicians having the final 
authority, regardless of whether they were trained 
in gynecology and obstetrics.15

In 1990, the first midwifery association was 
established, the Association des Sages-Femmes 
Marocaines (AMSF) and became an ICM member at 
its inception (Harrizi T. Personal correspondance. 
2019). AMSF has been active in midwives’ 
recruitment, training, curriculum planning, and 
career development.15 The AMSF has also further 
developed partnerships with non-governmental 
agencies, international professional associations, 
and other national associations to strengthen 
the profession and promote midwifery. Another 
professional association, l’Association Nationale 
de Sage Femmes au Maroc, was established in 
2011, and is also an ICM member association. 
The Ministry of Health regulates the profession, 
and legislation from 1960 was updated in 2016. 
It details the scope of practice, educational 
requirements, responsibilities, places of practice, 
and potential consequences of non-adherence 

to the legislation.16 The AMSF advocates for 
developing an Order of Midwives to establish an 
autonomous regulatory body (Zalim FO. Personal 
Correspondance. 2019).

Today, Moroccan midwives have a wide scope 
of practice and work in multiple settings. The scope 
of practice for midwives in Morocco includes a 
full spectrum of SRMNH care from adolescence, 
preconception, and prenatal care through birth, 
postpartum to menopause, and for the newborn 
to the age of 5 years.17 Midwives have greater 
autonomy in their practice than previously and 
are no longer subject to the final authority of the 
medical officer when conducting routine care.15,16 
Care is provided in various institutional settings, 
from large university hospitals to small community 
health centres and birthing houses.18–24 Most 
recently, legislation allows for midwives to work 
in private hospitals and clinics.17 Most midwives in 
Morocco are assigned to labour wards or postpartum 
services rather than continuity of care models of 
practice.17 Limitations of midwifery scope is more 
likely when working in interdisciplinary perinatal 
care teams in larger centres.17 In this context, the 
midwife is often considered a “technician of birth” 
and an auxiliary to the physician, but the midwives 
conduct the deliveries.17 In rural settings, the 
Moroccan midwife will provide continuity of care 
in addition to deliveries.17 However, rural midwives 
lack support and access to health care resources 
such as transportation, ambulance, and physician 
assistance.17

UPTAKE OF MIDWIFERY CARE: THE IMPACT OF 
LANGUAGE AND CULTURAL DIFFERENCES
Global research shows that even when SRMNH care 
is available from trained midwives, utilization can 
be impacted by cultural factors.25 Coast et al., note 
that culture should not be positioned as a barrier to 
utilization of maternal health services, but rather, as 
an attribute of the community that care providers 
seek to serve.1 This framing recognizes and respects 
a community’s culture, values, beliefs and traditions 
and provides space to celebrate differences.25 
In the Moroccan context, language and cultural 
differences between healthcare providers (HCPs), 
including midwives, negatively impact maternity 
service uptake.
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Language
Morocco is a multilinguistic country and is ethnically 
diverse. The main languages are French, Spanish, 
Modern Standard Arabic (MSA), Moroccan Arabic 
(Darija), and Amazigh languages (often referred to as 
“Berber” which is considered derogatory).2,4,21 French, 
MSA and Spanish, due to the legacy of colonialism, 
are the languages of government, education and 
public administration.2,4,21 The Amazigh languages 
are a group of ancient languages used by the 
Indigenous Amazigh tribes of North Africa.4 the main 
Amazigh languages in Morocco include Tachelhit 
in the South, Tamazight in Central Morocco, Tarifit 
in the Rif region, and at least a dozen others.21,22 
Most women in rural locations speak only Amazigh 
languages while most midwives speak MSA and/
or Darija. The variety of languages and dialects 
impact access and acceptance of midwifery care 
due to language barriers and the history and values 
ascribed to the language.

Language barriers in the Moroccan health 
care system impede access to high-quality care, 
particularly for Amazigh women. Physicians are 
often trained abroad, in France and Belgium, 
and come from the dominant Arabic-speaking 
population.2,21 Similarly, pharmacists, nurses and 
midwives are predominantly Arabic-speaking, 
urban, and educated in French and MSA.2,15,19,21,23 A 
study by Guerch found only 10 of the 70 healthcare 
workers interviewed spoke an Amazigh language.2 
Most speak Darija, French, and MSA, with some 
Spanish or English, while working in rural areas 
where the population is 100% Imazighen speakers 
or in urban and semi-urban regions with a majority of 
Imazighen-speaking populations.2 Only four nurses 
of the 70 health care professionals interviewed 
reported receiving training in cultural and linguistic 
specificities for the communities in which they 
worked.2

Language barriers contribute to low uptake of 
trained midwifery care. In rural areas, the husband 
is usually needed to translate the HCP and the 
parturient.2,21 In urban and semi-urban regions, a 
nurse, child, mother, mother-in-law or husband 
may translate.2,21 Due to the presence of a third 
person, many Amazigh women do not disclose 
aspects of their health due to embarrassment, 
modesty, illiteracy and lack of knowledge about 

their bodies.2,21 Domestic violence, gynecologic 
concerns and mental health concerns are largely 
undisclosed.2,21 Language barriers limit the ability 
for midwives to build trusting relationships and 
provide quality maternity care.

Language barriers reduced the ability of rural 
Amazigh women to disclose personal health 
concerns, understand health information and make 
informed decisions.2 International evidence has 
documented poor health outcomes are more likely 
when there are language barriers between HCPs 
and patients.32 Language barriers also contribute to 
negative experiences and perceptions of quality of 
care.2,21,25,32

Culture
The language and cultural barriers in rural settings 
are exacerbated by a ‘forced appointment’ policy 
where Arabic-speaking physicians and midwives 
are stationed in Amazigh rural and semi-rural 
region health centres.2,15,21 Contract appointments 
are short term with few resources or supports, 
and have very high turnover rates, leading to a 
lack of continuity and failure to integrate into the 
community. The HCP arrives with language barriers 
and little or no understanding of cultural aspects 
of the community. Due to their short employment 
duration, a “revolving door” of HCPs who fail to 
develop cultural awareness or connection to the 
community is established. This leads to a lack of 
trust in trained HCPs, including midwives, and 
negatively impacts the acceptability and uptake of 
maternity services.1–3

New midwifery graduates lack experience and 
are routinely posted into rural settings due to the 
extreme shortages of trained midwives and other 
HCP.15,19,24 These new midwives tend to be Arabic, 
young, with no social connections to the Amazigh 
community.15,19,24 As with other HCP, the posts are 
short-term with a high turnover rate, preventing 
the development of trust, continuity of care and 
development of culturally relevant knowledge.15,19,24 
The kabla, or local traditional birth attendants 
(TBAs), are part of the community and tend to 
be older, have more experience with birth, have 
intimate knowledge of the cultural and traditional 
norms, and have the trust and respect of the 
community.15,19,24 Thus, rural women choose care 
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from the untrained TBAs, rather than the trained 
midwife.15,19,24,25,28

Many young Arab Moroccan midwives stationed 
in rural communities feel lonely away from their 
families. Additionally, there are few marriage 
prospects (which is culturally significant) for 
the young midwives and they desire to leave as 
soon as possible. Their lack of commitment to 
the rural community combined with their lack of 
understanding of Amazigh culture leads to fractured 
and often hostile relations. Many midwives stationed 
in rural communities are judgemental and critical of 
the nomadic Amazigh women who live traditionally. 
The Amazigh women will avoid the trained 
midwives and turn to their trusted well-established 
community TBA midwives for care.15,19,21,24

Capelli found that midwives were also not 
trusted because of perceived alignment to state 
policies to promote institutional birth and disregard 
the cultural norms and values of women.24 Women 
are required to walk to the health centres for care, 
sometimes many miles, while the TBA will attend 
them in their homes. Temmar’s analysis of midwifery 
in Morocco noted the patriarchal and biomedical 
beliefs about maternity and health “underlie the 
reasons why home delivery often represents a 
form of reassuring refuge, especially for the most 
vulnerable women.”15

Pregnancy and childbirth represent a significant 
social and cultural event in people’s lives and are 
strongly influenced by social norms. Dominant 
cultural norms are embedded in social institutions, 
such as laws, education and health care and may be 
beneficial, neutral or detrimental. Cultural factors 
that impact maternity care include differences in 
biomedical and traditional childbirth approaches. 
Cultural differences between HCP and pregnant 
persons can negatively impact care and lead to 
avoidance of maternity care.11,25 HCPs who lack 
cultural awareness are perceived as culturally 
insensitive and professionally incompetent and 
provide low-quality care.25

In Morocco, the dominant biomedical culture 
has strongly influenced midwifery, moving away 
from traditional practices, knowledge and woman-
centred care and toward a medicalized model.3–5 The 
health care system is rooted in Arab and biomedical 
culture and regulated by legal and institutional 

policies that reduce the ability of midwives to 
attend to the social, cultural and emotional aspects 
of maternity care.15,26 In contrast, many Moroccan 
women have a health culture that embodies a 
plurality of Islamic and Amazigh cultural and 
traditional health.15,19,24 Several authors have noted 
influences of the Galenic and Prophetic beliefs on 
the traditional practices related to pregnancy and 
childbirth.19,24,27

The Galenic approach is based on philosophical 
notions of balance and natural remedies, 
emphasising the use of hot and cold and medicinal 
plants used by traditional herbalists and healers.24 
The Prophetic medicinal approach is based on the 
ideology that illness is caused by an invasion of the 
spirit, potentially jinn, an Arabian mythical being 
similar to a spirit, which can be managed through 
fiqh, Islamic jurisprudence, religious ceremonies, 
religious healers and fuqaha, those trained in 
figh.24,27 In Morocco these concepts are intertwined 
with biomedical concepts. Women and families 
rely on heterogenous sources of knowledge to 
inform their choices, values and interpretations 
of maternity care.15,19,24 While the traditional and 
cultural beliefs and practices may differ, they are 
not entirely incompatible with evidence-based 
quality care.15,19,24 Most Moroccan midwives reject 
traditional knowledge and cultural practices in 
favour of a medicalized approach to pregnancy and 
birth, even if the traditional practices are compatible 
with ‘safe’ birthing processes.24

The impact of the differences in healthcare 
views between HCP and the childbearing woman 
can be mitigated. Temmar notes the challenge for 
midwives in Morocco is ‘creative reconciliation, 
where the best elements of the medical model are 
integrated into local knowledge and practices’.15 
In Morocco, some midwives work informally with 
TBAs.19,24 This is attributed, in part, to the trust 
and influence TBAs have with women and their 
families.15,19,24 In addition, some midwives will attend 
women at home if they refuse to attend a facility for 
birth. In this way, they can mitigate the risks related 
to unskilled birth attendants.19,24 However, midwives 
do so at their own risk, as the current legislation 
and infrastructure does not support home birth or 
working with TBAs. And unfortunately, midwives 
are subject to prosecution under the criminal code.17 
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Thus, the barriers to midwifery uptake are rooted 
in language and cultural differences from bringing 
an Arab urban-born and trained midwife into a 
traditional Amazigh community.

Gender Inequalities
Another factor that needs to be considered on 
the impact of perinatal outcomes is gender 
discrimination. Morocco is a patriarchal society 
and gender inequality is deeply rooted in social 
and cultural norms. This negatively impacts 
the agency and choices of Moroccan pregnant 
people and works against midwives as a female 
profession.8,10,15,19,26,31,39,43 Gender discrimination has 
contributed to the lack of recognition of midwives as 
trained, autonomous healthcare professionals and 
undervalued the services they provide, reinforcing a 
gendered hierarchy in the healthcare system.15,19,26,31,39 
In addition, gender discrimination disadvantages 
the relationship between women and midwives by 
eroding the trust needed to contribute to the uptake 
of SRMNH services provided by midwives.39 This is 
through complex mechanisms that involve gender 
discriminatory laws, policies, institutional practices 
and social values that limit open communication, 
uptake of care and often place decision-making in 
the hands of male family members or physicians.39 
These factors contribute to poorer outcomes for 
birthing people and their newborns.

Future Directions to Improve Midwifery Care 
Uptake
To increase the uptake of midwifery, collaborative 
strategies need to be developed that include 
community members, parturients, midwives and 
other HCPs.29,30 In particular, working with the local 
TBAs instead of forbidding her to practice would 
dramatically improve the uptake of trained midwifery 
care. Strategies to train midwives from Amazigh 
communities such as scholarships, local placements 
and other supports should be implemented. In 
addition, context-specific participatory action 
plans can improve implementation, adherence and 
success of strategies to improve SRMNH.15,25,26,31

A review of the literature and exploration 
of international evidence has identified the key 
factors to improve the uptake of midwifery care. 
A Cochrane review on the provision and uptake of 

routine antenatal services concluded that initial 
and continued use of antenatal care depends 
on the perception that doing so will be a positive 
experience.29 Important aspects of improving 
the experience for women included continuity of 
care, and personalized care that is kind, caring, 
supportive, culturally sensitive, and respectful of 
the need for privacy.29 Similarly, in a systematic 
review evaluating what matters to women during 
childbirth, a positive experience in a clinically and 
psychologically safe environment with practical 
and emotional support, competent, reassuring, kind 
clinical staff, and desire for physiological labour and 
birth were found to be most important.30 “Basing 
maternity service design and care provision on what 
women want and need is essential to the uptake of, 
and continuing access to, service provision.”30

Language has been identified as an important 
determinant of uptake of health care services.25,32 
Strategies to bridge language barriers and improve 
communication are needed to promote the 
acceptability and uptake of healthcare services 
in rural Morocco. Strategies may include using 
professional translators to assist HCPs and women 
in communication. A preference was noted for 
professional interpreters over family members, to 
assist with translation in research conducted by 
Guerch.2

Strategic recruitment and training of community 
members should be considered to address the 
cultural acceptability of midwifery care and reduce 
high turnover rates of staff in rural regions. Potential 
strategies include prioritizing the recruitment and 
training of midwives from wider cultural and ethnic 
backgrounds, including those with knowledge of 
Imazighen culture and traditions. Recruitment and 
training of local community members to become 
HCP may be a sustainable and effective strategy. 
Ideally, targeted recruitment and training of 
midwives proficient in Imazighen languages should 
be promoted. Training community members to 
become HCPs has the dual benefit of improving 
communication and cultural acceptability of 
maternity care services. Training midwives from 
rural communities who wish to work within their 
home communities could improve continuity of care 
and relationship building within rural communities. 
Training midwives in their own communities may 
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allow for increased representation of Imazighen, 
rural and remote midwives, and increased retention 
in their respective communities.

This strategy has been successful in other 
regions. For example, a training model has been 
developed in the Canadian arctic regions of 
Nunavik and Nunavut to support local Indigenous 
midwifery education and birth in small remote 
communities.34,35 Training needs to be accessible 
in smaller communities and not just in the capital 
and other large urban centres. Further exploration 
is required to identify specific requirements and the 
effectiveness of such an approach in Morocco.

The development of a model of maternity care 
in which trained midwives work together with local 
TBAs may be an effective strategy to increase 
midwifery care uptake and improve perinatal 
outcomes. Several studies in Morocco identified 
midwives working with TBAs although this work was 
informal and not recognized.15,19,24 There is evidence 
that TBAs influence sexual and reproductive 
health choices and the practices.15,19,25,26 The WHO 
emphasises the importance of building links with 
TBAs and finding new roles so that they can continue 
to support women during pregnancy, birth and in 
the postpartum and provide a culturally appropriate 
link to formal health care services.25 TBAs can be a 
resource to midwives in the community and provide 
perinatal education, act as health care advocates, 
assist in health promotion, provide linguistic and 
cultural interpretation, and assist in aspects of 
health care and birth.25,36

Where programs have been implemented to 
promote the collaboration of midwives and TBAs, 
women and their families preferred them, and 
antenatal care was perceived to be better than 
when such collaboration was lacking.25,29,36 This 
is especially the case where the local community 
leaders initiated the use of TBAs in partnership 
with midwives and endorsed by local healthcare 
systems.36 In remote areas, TBAs outnumber 
midwives, are closer geographically, socially, 
culturally and linguistically and can bridge gaps 
in care and cultural competence.36 The strategy of 
TBAs and midwives cooperating in Morocco has 
been implemented informally in rural regions in 
various ways, and evidence from these areas could 
guide future initiatives. Institutional barriers to 

collaboration and support from TBAs should also be 
removed to facilitate cooperation. The critical factor 
that will determine the success of any strategy, is 
the involvement of the childbearing people within 
the various communities to identify barriers, 
strategies, facilitate research and project planning 
for increased uptake of the midwifery care.26,31

A final strategy to increase the acceptability of 
midwives is to address the curriculum in Midwifery 
Education Programs (MEPs). Midwifery education 
needs to include cultural competency and traditional 
practices to reduce discrimination and enhance 
care for rural Amazigh communities. In addition, 
MEPs should address formal training for midwives 
to work with TBAs.

LIMITATIONS OF THE SCOPING REVIEW
Limitations include a lack of research on Moroccan 
midwifery, poor data on perinatal outcomes and a 
lack of information on rural women’s experiences of 
maternity care. In addition, professional translation 
services were not possible, limiting the reviewed 
literature to English, except for the 2016 legislation 
regulating midwifery and some correspondence 
which was translated using Google Translate.

CONCLUSION
Midwifery care should be available, accessible, 
and acceptable and provide quality services to 
meet women and newborns’ and their home 
communities’ healthcare needs.18 In Morocco, 
government strategies have focused on improving 
the availability and quality of services through 
funding, healthcare infrastructure, and professional 
midwifery education.6,8,15 While these strategies 
must be applauded, further measures are needed 
to improve the uptake of midwifery care and, thus, 
perinatal outcomes. Acceptable midwifery care 
needs to be sensitive and responsive to the social, 
cultural, and linguistic needs of individuals, families, 
and their communities.18–30

This information should inform and guide 
the planning and implementation of culturally 
appropriate strategies with input from a range 
of stakeholders, including parturients, their 
families, midwives, other HCPs, and healthcare 
administrators.31–42 Research has shown that 
parturients and newborns benefit from midwifery 
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care. However, to improve midwifery care uptake, 
parturient preferences must also be considered in 
health care service planning. Developments and 
improvements to increase the uptake of midwifery 
services must incorporate the social and cultural 
factors that influence the acceptability and uptake 
of midwifery care.

ACKNOWLEDGMENTS
The authors would like to express their sincere 
gratitude to the two midwives, Fatima Ouasmani 
Zalim and Touria Harrizi, who contributed their 
time through correspondence with the first 
author to deepen the understanding and provide 
first-hand insight into midwifery in Morocco. 
They are leaders in their profession, working with 
midwifery associations and education programs to 
strengthen the midwifery profession in Morocco. 
In addition, we would like to thank the researchers 
who produced the works that contributed to 
this scoping review and the anonymous peer-
reviewers for their insight and feedback.

REFERENCES
1.	 World Bank Data Team. World by Income 2016 [Internet]. 

2018 [cited 2019 Jul 3]. Available from: http://datatopics.
worldbank.org/world-development-indicators/images/
figures-png/world-by-income-sdg-atlas-2018.pdf

2.	 Guerch K. Moroccan rural Amazigh women: The 
oppressed of the oppressed [Internet]. Santander; 2015 
[cited 2019 Dec 1]. Available from: https://www.academia.
edu/25113061/Moroccan_rural_Amazigh_women_The_
oppressed_of_the_oppressed_1?auto=download

3.	 US Library of Congress. Library of Congress – Federal 
Research Division Country Profile: Morocco, May 2006. 
Fed Res Div [Internet]. 2006;(May):1–23. Available from: 
https://www.loc.gov/rr/frd/cs/profiles/Morocco-new.pdf

4.	 Sadiqi F. Language and gender in Moroccan urban areas. 
Int J Soc Lang [Internet]. 2008 Jan 1 [cited 2019 Oct 
5];2008(190). Available from: https://www.degruyter.
com/view/j/ijsl.2008.2008.issue-190/ijsl.2008.016/
ijsl.2008.016.xml

5.	 Boutayeb A, Helmert U. Social inequalities, regional 
disparities and health inequity in North African countries. 
Int J Equity Health. 2011;10.

6.	 UNFPA, Ministry of Health Morocco. Reducing Maternal 
Mortality in Morocco [Internet]. 2012 [cited 2019 Apr 
30]. Available from: https://arabstates.unfpa.org/sites/
default/files/pub-pdf/2012-MoroccoPolicy Brief-EN.pdf

7.	 Skalli LH. Women and poverty in Morocco: The many faces 
of social exclusion. Fem Rev [Internet]. 2001 [cited 2019 
Oct 5];69:73–89. Available from: http://www.tandf.co.uk/
journals

8.	 Abdesslam B. Social determinants of reproductive health 
in Morocco. Vol. 15, African Journal of Reproductive Health. 
2011.

9.	 Abouchadi S, Belghiti Alaoui A, Meski FZ, De Brouwere V. 
Implementing a maternal mortality surveillance system 
in Morocco - challenges and opportunities. Trop Med Int 
Heal. 2013 Mar;18(3):357–65.

10.	 Boutayeb W, Lamlili M, Maamri A, Ben El Mostafa  S, 
Boutayeb A. Actions on social determinants and 
interventions in primary health to improve mother and 
child health and health equity in Morocco. Int J Equity 
Health. 2016 Feb 2;15(1).

11.	 Renfrew MJ, McFadden A, Helena Bastos M, Campbell J, 
Amos Channon A, Fen Cheung N, et al. Midwifery and 
quality care: findings from a new evidence-informed 
framework for maternal and newborn care. Lancet 
[Internet]. 2014 Sep 20 [cited 2019 Jan 20];384:1129–45. 
Available from: http://dx.doi.org/10.1016/

12.	 Lerberghe W Van, Matthews Z, Achadi E, Ancona C, 
Campbell J, Channon A, et al. Country experience with 
strengthening of health systems and deployment of 
midwives in countries with high maternal mortality. 
Lancet [Internet]. 2014 [cited 2019 Feb 14];384:1215. 
Available from: http://dx.doi.org/10.1016/

13.	 World Health Orgnization. Quality, equity, dignity: The 
network to improve quality of care for maternal, newborn 
and child health [Internet]. 2018 [cited 2019 Nov 7]. 
Available from: http://apps.who.int/bookorders.

14.	 Arksey H, O’Malley L. Scoping studies: Towards a 
methodological framework. Int J Soc Res Methodol Theory 
Pract [Internet]. 2005 [cited 2019 Mar 14];8(1):19–32. 
Available from: https://www.tandfonline.com/action/
journalInformation?journalCode=tsrm20

15.	 Temmar F, Vissandjée B, Hatem M, Apale A, Kobluk D. 
Midwives in Morocco: Seeking recognition as skilled 
partners in women-centred maternity care. Reprod 
Health Matters [Internet]. 2006 Jan 19 [cited 2019 Feb 
18];14(27):83–90. Available from: https://www.tandfonline.
com/doi/full/10.1016/S0968-8080%2806%2927245-8

16.	 Royaume Du Maroc Ministere de la Sante. Projet de loi 
n° 44.13 relative à l’exercice de la profession de Sage-
femme [Internet]. Government of Morocco; 2016 p. 1400–
7. Available from: http://www.sgg.gov.ma/Portals/0/lois/
Loi44-13.Fr.pdf?ver=2016-12-15-111929-493

17.	 Hatem M, Temmar F, Vissandjée B. Childbirth and 
Maternal Mortality in Morocco: The Role of Midwives. In: 
Selin H, editor. Childbirth Across Cultures [Internet]. 5th 
ed. Springe, Dordrech; 2009. p. 195–203. Available from: 
http://link.springer.com/10.1007/978-90-481-2599-9_17

18.	 United Nations Population Fund; International 
Confederation of Midwives; World Health Organization. 
The State of the World´s Midwifery 2014 [Internet]. 2014 
[cited 2019 Mar 9]. Available from: https://www.unfpa.org/
sites/default/files/pub-pdf/EN_SoWMy2014_complete.
pdf

19.	 Department of International Developement (UK). Sexual 
and Reproductive Health and Rights [Internet]. United 
Kingdom: Department of International Developement; 
2004 [cited 2019 Nov 16]. Available from: http://www.
hivpolicy.org/Library/HPP000499.pdf%0Ahttp://www2.
ohchr.org/english/issues/development/docs/rights_
reproductive_health.pdf

20.	 Guerch K. Linguistic, economic, educational and 
geographic barriers deprive most Amazigh women 
of adequate health care. In: Camus Camus C, Gomez 
Castro C, Williams Camus JT, editors. Translation, Ideology 
and Gender. Cambridge Scholars Publishing; 2017.  
p. 32–63.

21.	 Belahsen R, Naciri K, El Ibrahimi A. Food security and 
women’s roles in Moroccan Berber (Amazigh) society 



31Volume 23, Number 1, 2024Revue Canadienne de la recherche et de la pratique sage-femme

Abdel-Fattah M et al.

today. Matern Child Nutr [Internet]. 2017 Dec [cited 
2019 Sep 22];13:e12562. Available from: http://doi.wiley.
com/10.1111/mcn.12562

22.	 Royaume Du Maroc Ministere de la Sante. Training 
Repository of the Midwife in Morocco [Internet]. 2016 
[cited 2019 Nov 4]. Available from: https://docs.google.
com/document/d/1EVy6eFHRc0sWAjBU9Krq8sU_
ArdSw8eiPmEFutEQiX4/edit#heading=h.gjdgxs

23.	 Capelli I. Risk and safety in context: Medical pluralism 
and agency in childbirth in an eastern Moroccan oasis. 
Midwifery. 2011 Dec;27(6):781–5.

24.	 Coast E, Jones E, Portela A, Lattof SR. Maternity care 
services and culture: A systematic global mapping of 
interventions. Cochrane Database Syst Rev. 2014 Sep 
30;9(9).

25.	 Abou-Malham S, Hatem M, Leduc N. A case study 
evaluation of an intervention aiming to strengthen the 
midwifery professional role in Morocco: Anticipated 
barriers to reaching outcomes. J Multidiscip Healthc. 2015 
Sep 21;8:419–32.

26.	 Bakker J. The rise of female healers in the Middle 
Atlas, Morocco. Soc Sci Med [Internet]. 1992 [cited 
2019 Sep 22];35(6):819–29. Available from: https://pdf.
sciencedirectassets.com/271821/1-s2.0-S0277953600
X02213/1-s2.0-0277953692900822/main.pdf?X-Amz-
Security-Token=AgoJb3JpZ2luX2VjEBwaCXVzLWVhc3Qt
MSJHMEUCIBuafohonyFgnx7P1IE7wYcEcOsw7y8I68%2
Br%2BpUH7DnOAiEAiEpa5Oopa7s7OPp4NHg6eaWPUe-
HWLJbkJdcO%2Fmj

27.	 Homer CSE, Castro Lopes S, Nove A, Michel-Schuldt M, 
McConville F, Moyo NT, et al. Barriers to and strategies for 
addressing the availability, accessibility, acceptability and 
quality of the sexual, reproductive, maternal, newborn 
and adolescent health workforce: addressing the post-
2015 agenda. BMC Pregnancy Childbirth [Internet]. 
2018 Dec 20 [cited 2020 Feb 8];18(1):55. Available from: 
https://bmcpregnancychildbirth.biomedcentral.com/
articles/10.1186/s12884-018-1686-4

28.	 Downe S, Finlayson K, Tunçalp Ö, Gülmezoglu AM. 
Provision and uptake of routine antenatal services: A 
qualitative evidence synthesis. Cochrane Database Syst 
Rev. 2019 Jun 12;2019(6).

29.	 Downe S, Finlayson K, Oladapo O, Bonet M, Metin Gü 
lmezoglu A. What matters to women during childbirth: 
A systematic qualitative review. PLoS One [Internet]. 
2018 [cited 2019 Jul 3];13(4). Available from: https://doi.
org/10.1371/journal.pone.0194906

30.	 Abou-Malham S, Hatem M, Leduc N. Analyzing barriers 
and facilitators to the implementation of an action 
plan to strengthen the midwifery professional role: a 
Moroccan case study. BMC Health Serv Res [Internet]. 
2015 [cited 2019 Mar 14];15(382). Available from: https://
journals-scholarsportal-info.libaccess.lib.mcmaster.ca/
pdf/14726963/v15inone/nfp_abafttpramcs.xml

31.	 Paulino NA, Vázquez MS, Bolúmar F. Indigenous language 
and inequitable maternal health care, guatemala, 
Mexico, Peru and the plurinational State of Bolivia. Bull 
World Health Organ [Internet]. 2019 Jan 1 [cited 2020 

Nov 17];97(1):59–67. Available from: http://www.who.int/
bulletin/volumes/97/1/18-216184/en/

32.	 Obermeyer CM. Pluralism and pragmatism: Knowledge 
and practice of birth in Morocco. Med Anthropol Q 
[Internet]. 2000 [cited 2019 Sep 16];14(2):180–201. 
Available from: https://www-jstor-org.libaccess.lib.
mcmaster.ca/stable/pdf/649701.pdf?refreqid=excelsior% 
3A7de486fbda8e763d4fa5694c1b1b0947

33.	 Van Wagner V, Epoo B, Nastapoka J, Harney E. Reclaiming 
birth, health, and community: Midwifery in the Inuit 
villages of Nunavik, Canada. J Midwifery Womens Health 
[Internet]. 2007 Jul 8 [cited 2019 Feb 19];52(4):384–91. 
Available from: http://linkinghub.elsevier.com/retrieve/
pii/S1526952307001122

34.	 Epoo B, Stonier J, Van Wagner V, Harney E. Learning 
Midwifery in Nunavik: Community-Based Education 
for Inuit Midwives. J Aborig Indig Community Heal. 
2012;10(3):283–300.

35.	 Titaley CR, Hunter CL, Dibley MJ, Heywood P. Why do some 
women still prefer traditional birth attendants and home 
delivery?: A qualitative study on delivery care services in 
West Java Province, Indonesia. BMC Pregnancy Childbirth. 
2010 Aug 11;10.

36.	 Abouchadi S, Zhang W, De Brouwere V. Underreporting 
of deaths in the maternal deaths surveillance system in 
one region of Morocco. Ergin I, editor. PLoS One [Internet]. 
2018 Jan 31 [cited 2020 Jul 26];13(1):e0188070. Available 
from: https://dx.plos.org/10.1371/journal.pone.0188070

37.	 Better Outcomes Registry & Network Ontario. Research 
that Uses BORN Data - BORN Ontario [Internet]. 2019 [cited 
2020 Feb 22]. Available from: https://www.bornontario.
ca/en/publications/research-that-uses-born-data.aspx

38.	 Newman JM. “There is a big question mark”: Managing 
ambiguity in a Moroccan maternity ward. Med Anthropol 
Q. 2019;

39.	 Ten Hoope-Bender P, De Bernis L, Campbell J, Downe S, 
Fauveau V, Fogstad H, et al. Improvement of maternal 
and newborn health through midwifery. Lancet [Internet]. 
2014 [cited 2019 Feb 14];384(9949):1226–35. Available 
from: http://dx.doi.org/10.1016/

40.	 Homer CSE, Friberg IK, Augusto M, Dias B, Ten Hoope-
Bender P, Sandall J, et al. The projected effect of scaling 
up midwifery. Lancet [Internet]. 2014 [cited 2019 Feb 
14];384(9948):1146–57. Available from: http://dx.doi.
org/10.1016/

41.	 Hoope-Bender P ten, De Bernis L, Campbell J, Downe S, 
Fauveau V, Fogstad H, et al. Improvement of maternal 
and newborn health through midwifery. Lancet [Internet]. 
2014 Sep 27 [cited 2019 Feb 14];384(9949):1226–35. 
Available from: http://dx.doi.org/10.1016/

42.	 Sen G, Östlin P, George A. Unequal, unfair, ineffective and 
inefficient gender inequity in health: Why it exists and 
how we can change it [Internet]. Final Report to the WHO 
Commission on Social Determinants of Health. 2007 [cited 
2020 Sep 6]. p. 1–145. Available from: https://menandboys.
ids.ac.uk/files/unequal-unfair-ineffective-and-inefficient-
gender-inequity-health-why-it-exists-and-how-we-can

AUTHOR BIOGRAPHIES

Mona Abdel-Fattah is a partner and midwife at 
Community Midwives of Hamilton in Ontario. 
She holds a BHSc in Midwifery from Toronto 

Metropolitan University and a MSc in Global Health 
from McMaster University.  Mona is an instructor 
and clinical preceptor at McMaster University in 
the Midwifery Education Undergraduate Program 
and instructor and course developer in the 



32 Volume 23, numéro 1, 2024 Canadian Journal of Midwifery Research and Practice

Midwifery Care for the Amazigh of Morocco: A Scoping Review of Barriers to Care

Master of Science in Midwifery Program.   Mona 
is passionate about improving health equity for 
marginalized communities through improving 
availability, accessibility, acceptability, and quality 
of sexual and reproductive health care services 
in midwifery and through task-shifting and 
expanded scope.  This passion has led Mona to 
take a leadership role in the IUD and contraception 
services at Crown Point Midwives, to improve 
access to clients in Hamilton’s North and East 
End communities and to newcomers to the city.  
She later developed a training program for health 
care providers, including midwives, for skills in 
contraceptive care and IUD insertion.  Mona has 
a special interest in health care services for North 
African and the Middle Eastern populations due 
to her Egyptian background and multicultural 
upbringing and works closely with this population 
in her clinical practice.

Dr Patricia McNiven is an Associate Professor 
in the McMaster University Midwifery Education 
Program where she has been teaching since 
1993. Patricia completed her PhD in the faculty 
of medicine at the University of Toronto in 1996.   
Patricia was the former president and founding 
board member of the Canadian Association of 
Midwifery Education. She is the Editor-in-Chief 
of the Canadian Journal of Midwifery Research 
and Practice.  She has been involved in global 

health projects in Russia, Morocco, and northern 
Canada.  As a faculty member at McMaster 
University, she has been involved in curriculum 
design and content analysis, faculty development, 
assessment of clinical competence and distance 
problem-based learning.  Patricia was an elected 
member of the University Board of Governors as 
well as a member of the University Senate.

Dr Anne Niec is a paediatrician at McMaster 
Hospital and a professor in the department 
of pediatrics at McMaster University.  She 
completed her Pediatric Residency Training at the 
Hospital for Sick Children in Toronto and holds a 
fellowship in Child/Adolescent Psychiatry from 
the Children’s Hospital/Judge Baker Children’s 
Centre, Harvard University, Boston, MA.  Within 
McMaster she is director of the Child Advocacy 
and Assessment Program and the Gender and 
Health Initiative at the Faculty of Health Sciences 
(FHS). She is an ethics resource after serving 
as an Ethics Consult for HHS for more than five 
years. She holds an appointment as Faculty Lead, 
Professionalism to the FHS and provides ombuds 
and mediation services in this capacity. Dr. Niec 
is involved in undergraduate, postgraduate 
and interdisciplinary education both from the 
direction of student teaching and administration 
in addition to community, university and hospital 
education.


