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Decision Brief

Decision Required

Approve and finance the National Midwifery Accelerated Scale-Up Plan
(2026-2030) by June 2026, including:

Establishment of a dedicated SRMNCAH / Midwifery Models of Care (MMoC)
budget line

Regulatory directives enabling full-scope midwifery practice
Authorization of civil service posts for midwives

Integration of midwife-delivered services into Universal Health Insurance (UHI)

purchasing and benefits packages

Primary Decision-Makers
Primary: Ministry of Health and Population (MoHP); Ministry of Finance (MoF).

Co-owners: Universal Health Insurance Authority (UHIA); Health Insurance Organization (HIO); Egyptian
Health Council; professional syndicates.

Implementers: MoHP Human Resources Directorate; Primary Health Care Sector; Governorate Health
Directorates; accredited education and training institutions.

Key asks

Establish a dedicated SRMNCAH/MMoC budget line to finance midwifery workforce training and
deployment by Q4 2026. Annual training costs are projected at EGP 115-158 million by 2030, with a total
2026-2030 investment of EGP 338-439 million.

Integrate comprehensive antenatal, childbirth, postnatal, and family planning services as reimbursable
midwife-delivered services within UHI by Q4 2026.

Approve and implement a national workforce absorption plan aligned with projected need for total 8,871
midwives (accelerated scale-up scenario) to 10,674 midwives (moderate scale-up scenario) by 2030.

Operationalize the National Midwifery Strategy (2023-2030) through coordinated workforce planning,
deployment, regulatory update, and service integration.



P D G

B

u

UNFPA Policy Brief

Why Now

Policy readiness and timely reforms: Egypt’s 2023-2030 National Midwifery Strategy, alongside the UHI
Law and ongoing health workforce reform, creates a timely opportunity to institutionalize midwifery care
across primary and maternity services.

Risk of delay: Further mortality reductions and high caesarean section rate require tackling complex,
quality-of-care issues; without strategic action, preventable deaths and system inefficiencies will persist.

Readiness: Egypt’s primary health network and referral systems provide a platform for MMoC. However,
realizing their full potential requires comprehensive midwifery workforce strengthening, regulation,
financing and service integration.

Impact Snapshot: Accelerated Scale-Up Scenario
(2026-2030)

Lives saved: By 2030, approximately 259 maternal deaths, 26,556 neonatal deaths, 11,488 child deaths,
and 13,629 stillbirths could be averted, alongside approximately 860,000 unintended pregnancies
prevented.

Coverage gain: By 2030, midwives will manage more low-risk pregnancies in integrated teams, enhancing
continuity across antenatal, childbirth, and postnatal care and family planning services.

Incremental cost: Although scaled-up scenarios are cost-saving overall compared with the baseline,
workforce training requires upfront investment. Under the accelerated scenario, annual training costs
are projected to reach approximately EGP 115 million by 2030, equivalent to about EGP 338 million
cumulatively over 2026-2030.

Economic return: EGP 9.77 billion in cumulative health-system savings (2026-2030). By 2030, annual
savings exceed EGP 6.2 billion, reflecting modelled system-wide efficiency gains and additional indicative
savings from reductions in unnecessary caesarean sections. When broader societal benefits are included,
total economic gains reach approximately EGP 94.86 billion.

Cost of inaction: Failure to scale up would result in Egypt forgoing approximately EGP 104.6 billion in total
economic benefits over 2026-2030, including EGP 9.77 billion in direct health-system savings and EGP
94.86 billion in monetized productivity gains associated with lives saved. This would also mean forgoing
an indicative additional EGP 1.7 billion in annual savings by 2030 from reducing unnecessary caesarean
deliveries by 50% based on procedural cost difference.
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Feasibility

Delivery platform: Egypt’s strong and extensive primary care network enables midwives to provide full
maternal care, with referral pathways ensuring timely management of complications.

Workforce absorption: The required active midwifery workforce is projected to expand from 3,547 in
2026 to 8,871 midwives (accelerated scenario) in 2030, requiring progressive expansion of annual training
capacity to approximately 2,169 midwives by 2030.

Quality assurance: National midwifery regulatory framework, including defined scope of practice,
licensing and certification, clinical protocols, supportive facilitative supervision, and continuous
professional development programmes will be essential to support midwifery expansion.

Implementation readiness: Midwifery training programmes, strong primary health care infrastructure,
and national maternal and newborn health programmes provide a strong foundation for phased national
scale-up aligned with UHI roll out and implementation of the National Midwifery Strategy (2023-2030).
In addition, midwives are widely trusted by women and recognized by health professionals as essential
providers of maternal and newborn care, indicating strong acceptability and role clarity to support
scale-up.
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Executive Summary

—> Key Messages
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Problem: Despite significant progress in maternal and child health, Egypt’s maternity care system faces
high caesarean section rates, declining midwife-led births, and fragmented continuity of care, leading to
higher costs and inequitable access to quality maternal services.

What works: Midwifery Models of Care provide continuous, person-centered care. Midwives working
in their full scope within integrated teams and effective referral systems improve outcomes, reduce
unnecessary interventions, and strengthen continuity of care, and enable managing more low-risk
pregnancies by 2030.

Cost and affordability: Total health system costs between 2026-2030 are estimated at approximately
EGP 157.6 billion under the accelerated scenario, compared with EGP 163.8 billion under the moderate
scenario, indicating that higher coverage leads to greater efficiency and lower overall system costs.
Training investment remains modest, estimated at EGP 338 million (accelerated) and EGP 439 million
(moderate) cumulatively over 2026-2030. The lower workforce requirement and training cost under the
accelerated scenario reflect declining fertility and fewer births as family planning coverage expands.

Financing options: Sustainable financing can be mobilized through a dedicated domestic budget line
within national health expenditure, integration into UHI purchasing and benefits packages, earmarked
health taxes, efficiency gains, and catalytic development partner support.

Equity: The greatest health gains are expected in high-fertility, high neonatal mortality areas particularly in
Upper Egypt, rural and densely populated urban settings.

Cost of inaction: Failure to scale up midwifery services would result in substantial and avoidable health,
social and economic losses. Compared with the moderate scale-up scenario, maintaining the status

quo would lead to approximately 15,8090 additional maternal, neonatal, and child deaths, around 5,500
additional stillbirths, and 340,000 additional unintended pregnancies between 2026 and 2030. Compared
with the accelerated scenario, these losses increase to approximately 38,200 additional deaths, 13,600
additional stillbirths, and 860,000 additional unintended pregnancies. Inaction would result in loss of EGP
3.56 billion (moderate) to EGP 9.77 billion (accelerated) in potential cumulative health-system savings over
2026-2030, including annual savings exceeding EGP 6.2 billion by 2030 under the accelerated scenario,
alongside broader societal losses of up to EGP 94.86 billion. Additional EGP 1.7 billion could be lost in
potential annual savings from failure to potentially reduce unnecessary caesarean deliveries by 50%,
estimated using the difference in procedural costs between surgical and vaginal delivery.

What decision-makers should do now:
Establish sustainable domestic financing for midwifery services through a dedicated budget line.
Enable full-scope midwifery practice through regulatory directives and clinical guidance.

Integrate midwife-delivered services within the UHI system.

Approve and implement a phased workforce absorption and deployment plan, prioritizing
underserved areas.
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National SRMNCAH Situation and Service Gaps

Egypt has achieved notable reductions in maternal and child mortality, yet the current maternity care
model is under increasing strain. With approximately two million births annually, ensuring quality, continuity
and efficiency of care remains a systemic challenge. Neonatal mortality - largely driven by preventable
causes - continues to account for a significant share of child deaths and is projected to rise without reform.
At the same time, the very high caesarean section rate (72%) reflects structural inefficiencies, increasing
both costs and health risks. These challenges are compounded by persistent inequities in access to care,
particularly in rural Upper Egypt, and underserved urban populations - highlighting the need for a more
efficient, equitable, and quality-focused model of care.

Why Midwifery Models of Care in Egypt?

Midwifery Models of Care (MMoC) deliver person-centered, high-quality care from pre-pregnancy through
postnatal periods via continuity of care delivered by midwives or midwife-led teams within functional
referral systems. These models emphasize prevention, early detection of complications, appropriate use of
interventions, continuity of care and respectful maternity care.

Global evidence shows that midwives educated to international standards can safely deliver up to 90% of
essential SRMNCAH interventions and that universal coverage of midwife-delivered care could prevent
nearly two-thirds of maternal and newborn deaths. (UNFPA, ICM & WHO, 2014; WHO, 2024)." Focus group
discussions conducted as a part of the investment case demonstrated that midwives are widely trusted
by women and recognized by health professionals as essential providers of maternal and newborn care,
indicating strong acceptability and role clarity to support national scale-up.

Scaling up MMoC can address key system bottlenecks:

—>  Workforce efficiency: Midwives can manage normal pregnancies and childbirth, allowing
specialist physicians to focus on complicated cases and high risk pregnancies.

—>  Continuity of care: Integrated service delivery across antenatal, childbirth, postnatal, and family
planning services.

—>  Quality and experience of care: Improved respectful maternity care and continuous labour
support.

—>  System inefficiency: Reduced unnecessary medicalization, including avoidable caesarean
sections.

By optimizing service delivery throughout the pre-pregnancy to postnatal continuum, MMoC enhances
women'’s experience while reducing unnecessary and costly medical interventions. This strategic shift
is further reinforced by the Midwifery Accelerator (UNFPA, 2025), which calls for dedicated domestic
midwifery budgets and aligned donor funding to strengthen the maternal and newborn health system.

1 Expanding midwifery services in Egypt aligns closely with national priorities, including the National Midwifery Strategy
(2023-2030).
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Binding Constraints:
Employment and Enabling Environment

Stakeholder consultations and the national midwifery workforce survey demonstrate that midwifery remains
underutilized within Egypt’s health system despite its strong potential. An estimated 3,547 trained midwives
exist in 2026; however, many are not fully integrated into service delivery and often function in limited or
supportive roles rather than as primary care providers for normal pregnancies and childbirth.

Workforce deployment is uneven, with shortages in high-burden and underserved governorates - particularly
in Upper Egypt - while available midwives are not systematically deployed where need is greatest.

System-level constraints further limit effective practice. These include restrictive scope-of-practice regulations,
inconsistent supervision and career pathways, and fragmented referral systems.

The primary binding constraints include:
1. Workforce financing and employment: Limited creation of funded midwifery posts.
2. Education and training capacity: Need to expand and sustain the workforce pipeline.

3. Regulatory and practice environment: Scope of practice, clinical guidelines, and supervision
systems require strengthening.

Addressing these constraints is essential to enable midwives to practice to their full competencies within
multidisciplinary teams and to realize the full health, equity, and economic benefits of scaling up Midwifery
Models of Care in Egypt.

Making the Case:
Quantifying the Impact of Midwifery

This brief draws on the Egypt MMoC investment case, which assesses the projected health, economic,
and workforce impacts of scaling up midwife-delivered maternal and newborn interventions in Egypt
between 2026 and 2030, following the analytical framework outlined in UNFPA guidance (UNFPA, 2026).
The baseline scenario reflects current coverage, a predominantly physician-led model, with an estimated
3,547 midwives available in 2026. The analysis focuses on a package of SRMNCAH services delivered
within MMoC, including antenatal care, normal childbirth, essential newborn care, breastfeeding support,
postnatal follow-up, and family planning, and aligned with current national scope of practice. Interventions
requiring prescribing authority, parenteral drug administration, or surgical skills were excluded, reflecting
current Egyptian regulatory limitations. The intervention package was modelled under scale-up
scenarios and compared with the status quo, a scenario where current service coverage levels in 2025 are
maintained throughout the projection period.

Two scale-up scenarios from 2026-2030 were modeled using the Lives Saved Tool (LiST), compared
against the status quo:

— Moderate - 10% scale-up of intervention coverage and reduction in unmet need for family planning.
—>  Accelerated - 25% scale-up of intervention coverage and reduction in unmet need.

Analysis uses the most recent available data on health, demographic and national expenditure patterns
from MoHP, the Central Agency for Public Mobilization and Statistics, DHS, and National Health Accounts
data (WHO, 2023; Ministry of Finance, 2025).
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Cost-benefit analysis: Costs were estimated using LiST, applying an ingredients-based approach
covering workforce, commodities, programme, and service delivery inputs, in constant 2026 EGP.

Health impacts were estimated using LiST reduced maternal, neonatal, and child mortality; reduced
stillbirths and reduced unintended pregnancies. Economic benefits were estimated as direct health-system
cost savings and productivity-based monetization of lives saved (national GDP per capita x life expectancy
approach). The time horizon was 2026-2030.

Unless otherwise stated, the main results presented in this brief refer to the broader full-impact estimates,
which better reflect the total potential benefits of scale-up.

Workforce estimation: Workforce needs were estimated using LiST personnel-time and a selected
alternative based on delivery-based assumption of an average of 150 births per midwife annually. To
reflect clinical realities, 30% of births are excluded due to complications and caesarean sections, leaving
approximately 70% suitable for midwife-led care. This provides a more operationally realistic estimate of
workforce requirements in the Egyptian context. Workforce development costs include pre-service training
and refresher training for existing personnel.

Cost of inaction: Estimated by comparing each scale-up scenario against the baseline, projecting
preventable deaths, stillbirths, unintended pregnancies, and forgone efficiency gains. Cumulative savings
refer to total savings over 2026-2030, while annual savings refer to the yearly level of savings reached
by 2036.

Fiscal space analysis: Financing options include efficiency gains, domestic budget allocations, UHI
purchasing, and catalytic partner support.

Key limitations: Results are model-based, rely on available data, and may not capture system-wide
effects. As with all modelling analyses, the results should be interpreted as analytical estimates based on
modelling assumptions rather than precise forecasts of future outcomes.
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The Case for Investment:
Investment Needs, Projected Health Impacts,
and Economic Returns

Workforce Needs and Absorption Plan by Scenario

Scaling up midwifery services in Egypt will require a progressive expansion and phased absorption of the
midwifery workforce over 2026-2030.

Number of required midwives by 2030 per scenario

I o
D

( Baseline Scenario > ( 10% — Moderate Scenario ) ( 25% — Accelerated Scenario )

The midwifery workforce is projected to grow from a baseline of 3,547 midwives in 2026 across all
scenarios. By 2030, requirements are projected to reach approximately 8,871 under the accelerated
scale-up scenario and 10,674 under the moderate scenario. Lower workforce requirements under the
accelerated scenario reflect the effects of expanded family planning coverage, which reduces total births
over time.

Achieving these targets will require sustained annual training investments to both close the workforce gap
and offset an estimated 5% annual attrition. Training needs rise progressively, reaching approximately
2,169 midwives in 2030 under the accelerated scenario and 2,975 under the moderate scenario. At an
estimated average unit cost of EGP 53,180 per midwife, annual training investment reaches approximately
EGP 115 million and EGP 158 million, respectively. Overall, workforce expansion is cumulative and resource-
intensive, requiring sustained multi-year investment to scale up services while maintaining adequate
workforce levels over time.

A phased absorption approach will be required to integrate the expanded workforce into the health system.
This should include creating new civil service posts within the Ministry of Health and Population (MoHP),
strategic contracting of midwives through the UHI system, and reactivating underutilized trained midwives.
Deployment should prioritize high-fertility, high neonatal mortality and underserved governorates,
particularly in Upper Egypt and densely populated urban areas. Midwives should be integrated across
primary health care facilities, maternity wards, and midwife-led units to ensure that normal pregnancies
and childbirth are managed at the appropriate level of care, supported by effective referral systems for
complications.
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Quality assurance should be maintained through national clinical protocols, supportive supervision,
and continuous professional development coordinated by the Egyptian Health Council and MoHP.
Implementation can follow a phased timeline: initial workforce planning and financing (9-6 months),
training expansion and early deployment (6-18 months), and national scale-up with institutionalized
systems (18-36 months).

Current financing landscape

The baseline scenario reflects current levels of investment in maternal and newborn health services
within Egypt’s health system. At present, maternity care is predominantly organized around facility-based,
physician-led delivery care, with a significant share of resources directed toward hospital-based services
and emergency obstetric care.

Over the past five years, health care spending in Egypt has declined in real terms, while fluctuating as a
share of total government expenditure and GDP (World Bank, 2022; WHO, n.d.). The 2026 health budget of
EGP 245 billion is equivalent to just 3.6% of total government expenditure (Ministry of Finance, 2025). The
overall health spending remains below the international benchmark Abuja Declaration target, aiming to
allocate 15% of the government expenditure to health.

Healthcare system revenue sources in Egypt (2020)

| Donors ) [ Non-Profit Institutions Serving Households )
Government ‘ Direct foreign transfers )

\ Voluntary Prepayment ) Other sources

\ Corporations )
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In 2020, household out-of-pocket payments were the largest revenue source for the health care system,
covering 59% of total revenue for health, followed by general government health expenditure (33%),
voluntary prepayment (4%), corporations (1%), nonprofit institutions serving households (1%), direct
foreign transfers (0.2%), and other sources (2%) (WHO, 2023).

The latest National Health Accounts report indicates that 2.9% of current health expenditure was spent

on reproductive health, equivalent to EGP 7.4 billion in 2020. Reproductive health is financed mainly by
government and social health insurance schemes. As Egypt’s population continues to grow, the number of
births - and consequently the demand and funding for maternity services - is projected to increase steadily
(Ministry of Health and Population & WHO, 2022).

Currently, a substantial portion of reproductive health expenditures is driven by treatment costs associated
with maternal and neonatal complications and the high rate of caesarean section deliveries. Surgical
deliveries require operating theatre resources, anesthesia services, and longer hospital stays, making them
significantly more expensive than vaginal births. As a result, the current organization of maternity services
places considerable financial pressure on the health system.
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Cost Scenarios and Investment Needs

The modelling results demonstrate that, while expanding midwifery services requires additional
programme investments in SRMNCH care, scale-up has the potential of generating significant health
system savings over time.

Total and categorized costs of projection scenarios

EGP £GP
167.906
157.970 Egi 282

o O

O
Workforce development
—— Workforce development
—— Workforce development
Other health systems
) Other health systems
Infrastructure investment Other health systems
Wast Infrastructure investment
astage Infrastructure investment
Logisti - Wastage
ogistics o - Wastage
Il | ogistics i g
HE Logistics
Programme Programme I
Programme
Intervention Intervention I Intervention

C Baseline Scenario > ( 10% — Moderate Scenario ) C 25% — Accelerated Scenario )
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By 2030, annual modeled SRMNCH expenditure is projected to decline from approximately EGP 40.4
billion under the baseline scenario to about EGP 35.9 billion under the accelerated scale-up scenario, while
the moderate scenario yields a smaller but still meaningful reduction to approximately EGP 38.8 billion.
These reductions translate into cumulative net savings over 2026-2030 of approximately EGP 3.56 billion
under the moderate scenario and EGP 9.77 billion under the accelerated scenario.

The primary cost drivers associated with scaling up midwifery services include essential commodities and
supplies, provider time, programme management, workforce expansion, and training investments. These
investments are more than offset by reductions in the treatment of maternal and neonatal complications
and decreased reliance on costly surgical delivery.

Training investments remain modest relative to both annual and cumulative system costs. Annual training
costs are projected to reach approximately EGP 115-158 million by 2030, equivalent to about EGP
338-439 million cumulatively over 2026-2030 for the accelerated and moderate scenarios, respectively.
Overall, this represents a small, targeted investment within the broader SRMNCAH envelope that enables
substantial efficiency gains and net savings.

Health Impacts of Scaling Up Midwife-Delivered Interventions

The modelling results indicate that expanding midwife-delivered interventions could generate substantial
improvements in maternal and newborn health outcomes. Between 2026 and 2030, the moderate
scale-up scenario is projected to avert approximately 193 maternal deaths, 11,198 neonatal deaths, 4,501
child deaths, and 5,456 stillbirths, alongside approximately 340,000 unintended pregnancies prevented.
Under the accelerated scenario, the impact increases to approximately 259 maternal deaths, 26,556
neonatal deaths, 11,408 child deaths, and 13,629 stillbirths averted, as well as around 860,000 unintended
pregnancies prevented.

The projected reductions in unintended pregnancies contribute to gradual fertility decline (from 2.75 to
2.06 by 2030), also reducing pressure on maternity services.

Overall, these health gains are driven primarily by improvements in neonatal survival, expanded access to
family planning, and stronger continuity of care across the continuum.

In addition to the modeled outcomes, scaling interventions through MMoC would generate broader
health benefits not captured here through integrated, continuum-of-care service delivery. For example,
strengthened family planning and immunization could reduce disease incidence and improve outcomes
beyond mortality and unintended pregnancy prevention.

If the scope of practice for midwives was expanded to align with those defined by the ICM, scaling MMoC
could further contribute to additional health benefits through integration of broader preventive, promotive,
and reproductive health services.
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Beyond Survival:
Economic Impacts and Returns

The economic analysis indicates that investing in midwifery expansion represents a high-value investment
for Egypt’s health system.

Cost savings and long-term economic benefits of Moderate and Accelerated scenarios

© (EPG 45,39)
Cost Long-term economic benefits
savings
( Baseline Scenario ) ( 10% — Moderate Scenario ) ( 25% — Accelerated Scenario )

Direct health system savings are estimated at approximately EGP 3.56 billion under the moderate scale-up
scenario and EGP 9.77 billion under the accelerated scale-up scenario over 2026-2030. In addition,
reducing unnecessary caesarean sections by 50% could generate an indicative EGP 1.7 billion in additional
annual savings, based on procedural cost differences.

When broader societal benefits associated with improved survival are included, the economic gains
increase substantially. The value of lives saved is estimated at approximately EGP 45.39 billion under the
moderate scenario and EGP 94.86 billion under the accelerated scenario, reflecting increased productivity
and long-term contributions to economic growth.

Additional benefits not fully captured by the model include reductions in catastrophic household health
expenditures; long-term productivity gains associated with improved newborn survival and human capital
development; increased participation of women in the labour market; and reduced demand for high-cost
services such as neonatal intensive care.



UNFPA Policy Brief

Cost of Inaction

Failure to expand midwifery services would result in substantial and avoidable health and economic losses.

Compared with the moderate scale-up scenario, maintaining the status quo is projected to result in
approximately 15,800 additional maternal, neonatal, and child deaths, around 5,500 additional stillbirths,
and approximately 340,000 additional unintended pregnancies between 2026 and 2030. If accelerated
scale-up is not implemented, these losses increase significantly to approximately 38,200 additional
maternal, neonatal, and child deaths, around 13,600 additional stillbirths, and approximately 860,000
additional unintended pregnancies over the same period. Overall, preventable losses range from
approximately 21,300 deaths and stillbirths combined under the moderate scenario comparator to more
than 51,852 under the accelerated scenario comparator, highlighting the scale of missed health gains.

These outcomes would be accompanied by continued inefficiencies in the maternity care system, including
substantial forgone economic savings of approximately EGP 6.2 billion in annual savings by 2030 (relative
to the accelerated scale-up scenario). This estimate combines the projected health system expenditure
gap (approximately EGP 4.5 billion) with indicative additional annual savings of approximately EGP 1.7
billion by 2030 from reducing unnecessary caesarean sections, based on procedural cost differences.

Financing Opportunities

Egypt is currently implementing a broad economic reform programme, with the International Monetary
Fund (IMF) projecting stronger economic growth and improved fiscal stability (International Monetary
Fund, 2025). The government’s measures - including debt reduction, subsidy reform, and adjustments to
tax policy - are aimed at strengthening public finances over the coming years.

This reform agenda creates a window of opportunity to expand fiscal space for health, enabling increased
strategic investments in the health system, including maternal and newborn care, workforce strengthening,
and essential health services.

Several financing pathways could support the expansion of midwifery services while maintaining
fiscal sustainability:

1. Efficiency gains within the health system - particularly reductions in unnecessary caesarean sections -
could generate substantial fiscal space that can be reinvested in maternal and newborn services.

2. Domestic public financing through the national health budget could support workforce expansion and
service integration. Establishing a dedicated budget line for midwifery services would provide a stable
financing foundation for long term implementation.

3. Integrating midwife-delivered services within the UHI benefits package and provider payment
mechanisms would allow sustainable financing through strategic purchasing arrangements.

4. Earmarked health taxes could be levied to support different aspects of the rollout.

5. Development partners can play a catalytic role through early investments in midwifery education,
workforce development, and service integration.
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Policy Options and Recommendation

Option 1: Moderate Scale-Up of Midwifery Models of Care >

Summary: Gradually expand midwife-delivered intervention coverage within the existing maternity care
system by increasing intervention coverage by 18% of the remaining gap toward universal coverage
over the period 2026-2030. This scenario includes expansion of training capacity, phased deployment
of midwives to priority districts, and enabling midwives to support antenatal, postnatal, and selected
childbirth services, supported by modest regulatory adjustments and partial integration within the UHI
benefits package.

Expected impact: Moderate improvements in outcomes including approximately 103 maternal deaths,
11,198 neonatal deaths, 4,501 child deaths, and 5,456 stillbirths averted, alongside approximately
340,000 unintended pregnancies prevented, and EGP 3.56 billion in cumulative net health system savings.
(2026-2030).

Cost implication:

—>  Generates EGP 3.56 billion in cumulative net savings (2026-2030).

—>  Annual training investments increase progressively, reaching approximately EGP 158 million in 2030.
Workforce implication:

—>  Current workforce (2026): 3,547 midwives.

—>  Total workforce requirement by 2030: 10,674 midwives.

—>  Annual training requirements reache approximately 2,975 midwives in 2030.

—>  Workforce expansion is phased over time and accounts for 5% annual attrition and increasing
service coverage.

—>  Moderate workforce expansion required.
—_—> Easier transition from the current system.

—>  Improves continuity of care for low-risk pregnancies.

— Slower reduction in caesarean section rates.
o Continued underutilization of midwives.

—>  Limited capture of full health and economic benefits.
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Preconditions:

Expansion of midwifery education and training programmes.
Updated clinical guidelines and protocols.

Improved supervision and referral coordination mechanisms.

Partial integration of midwifery services within UHI.

LILL

Supportive regulatory reforms enabling expanded midwife participation in service delivery.

Option 2(Recommended): Accelerated National Scale-Up of Midwifery
Models of Care

Summary: Implement nationwide Midwifery Models of Care, including full integration into UHI, expanded
scope of practice, and phased deployment to reach approximately 8,871 active midwives by 2030.

This scenario includes the establishment of midwife-led units across primary health care facilities and
hospitals, integration within multidisciplinary maternity teams, and alignment of provider payment
mechanisms to incentivize MMoC.

Expected impact: Largest projected health gains, including 259 maternal deaths, 26,556 neonatal deaths,
11,408 child deaths, and 13,629 stillbirths averted, as well as around 860,000 unintended pregnancies
prevented (2026-2030).

Cost implication:

—>  Generates the greatest efficiency gains, with approximately EGP 9.77 billion in cumulative health
system savings (2026-2030).

—> Annual savings increase progressively, exceeding EGP 6.2 billion by 2030, reflecting system-wide
efficiency gains, including reductions in unnecessary caesarean sections by 50%.

—> Annual training investment increases progressively, reaching approximately EGP 115 million in
2030 equivalent to about EGP 338 million cumulatively over 2026-2030.

Workforce implication:

—>  Total workforce requirement by 2030: approximately 8,871 midwives.

—>  Annual training requirement reaches approximately 2,169 midwives in 2030.

—>  Workforce expansion is phased over time and accounts for 5% annual attrition and reduced
service demand due to declining fertility.

Pros:

Maximizes health gains and service quality.

Reduces unnecessary caesarean sections.

Improves efficiency of the maternity workforce.

RN

Strengthens primary health care delivery.
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Cons:
—>  Requires workforce expansion and regulatory reforms.

—>  Requires coordinated national implementation.

— Requires regulatory and scope-of-practice reforms.

—>  Requires sustained political and institutional commitment.
Preconditions:

—>  Fullimplementation of the National Midwifery Strategy.
— Expanded scope of practice and training capacity.

—>  Creation of midwifery posts.

—>  Integration into UHI purchasing.

—>  Strengthened supervision and referral systems.
Recommendation

Option 2 -Accelerated National Scale-Up of Interventions Through Midwifery Models of Care- is
strongly recommended. This option delivers the greatest health impact, highest efficiency gains, and
strongest economic benefits, while remaining feasible within Egypt’s ongoing health system reforms.
Implementation requires financing midwifery workforce expansion, integrating midwife-delivered services
within UHI purchasing, and operationalizing the National Midwifery Strategy (2023-2030).
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Implementation Roadmap and Monitoring

This roadmap translates the recommended option (accelerated scale-up) into time-bound actions
specifying responsibilities, instruments, deliverables, and timelines, aligned with the National Midwifery
Strategy (2023-2030).

Actions and Deliverables

Implementation of the recommended option requires coordinated policy and regulation, financing,
workforce planning, and service delivery actions. The roadmap below specifies responsible institutions,
policy instruments, expected deliverables, and indicative timelines.

Now (0-6 months) - Secure enabling policy decisions, governance and financing
for workforce absorption:

—>  Egyptian Health Council/MoHP Legal and Regulatory Affairs Unit to operationalize the
midwifery scope-of-practice and licensing framework to enable full-scope midwifery practice, via
ministerial directive and updated clinical guidance, by Q4 2026.

Lead: Secretary-General, Egyptian Health Council
Deliverable: Published directive and implementation circular issued to governorates

and health facilities.

—>  Ministry of Finance (MoF) Budget Directorate, in coordination with MoHP Finance Directorate,
to establish a dedicated budget line for midwifery services, including workforce posts, training,
commodities, and supervision, through the national budget circular and Medium-Term Expenditure
Framework (MTEF), by FY2026/27.

Lead: Director of Health Sector Budget, MoF/MoHP
Deliverable: Approved budget line and three-year costing framework.

—>  MoHP Human Resources Directorate, with the Central Agency for Organization and
Administration, to approve the midwifery workforce absorption package, including number of

posts, deployment rules, and incentives for underserved areas, via national HRH (human resources
for health) plan addendum and establishment list approval, by early 2027..

Lead: Director of Human Resources, MoHP
Deliverable: Approved absorption plan and authorized full-time equivalent (FTE) positions.

—>  Egyptian Health Council and accredited training institutions to initiate midwifery workforce
capacity development, including expansion of training intake, curriculum alignment with scope of

practice, and training-of-trainers programmes, via accreditation updates and national training plan,
by mid-2027.

Lead: National Midwifery Education Coordination Committee

Deliverable: Expanded accredited training capacity and updated training curriculum.
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MoHP Service Delivery Directorate to identify priority governorates and facilities for early
implementation and launch midwife-led continuity-of-care teams, via national operational plan
and facility readiness checklist, by mid-2027.

Lead: Director of Maternal and Child Health Programmes

Deliverable: List of priority facilities, readiness assessment results, and rollout schedule.

Medium Term (6-18 months) - Implement at scale in priority areas:

—

MoHP Governorate Health Directorates to recruit, contract, and deploy licensed midwives to
priority facilities and ensure that the midwife-delivered maternity care package is operational, via
recruitment plans and deployment orders, by 2028.

Lead: Governorate Health Directors
Deliverable: Filled posts or active contracts and deployment rosters, operational midwife-led care

teams, and functional continuity-of-care service delivery pathways.

MoHP Quality and Clinical Governance Unit, in collaboration with the Egyptian Health Council,
to implement standardized clinical guidelines, supervision systems, and quality audits, via training
packages and supervision protocols, by 2028.

Lead: Director of Quality Assurance, MoHP
Deliverable: Facilities receiving quarterly supervision and completed quality audit reports and

operational clinical governance systems.

MoHP Supply Chain and Procurement Unit to ensure the availability of essential commodities for
midwife-delivered maternal and newborn services, via quantification, procurement planning, and
strengthened last-mile distribution systems, by Q4 2027.

Lead: Director of Medical Supply Logistics
Deliverable: Stock availability reports for tracer commodities.
Universal Health Insurance Authority (UHIA) to integrate midwife-delivered services within

the UHI benefits package and purchasing framework, aligning payment incentives with Midwifery
Models of Care, via contracting terms and payment reform, by 2028.

Lead: Director of Provider Payment and Contracting, UHIA

Deliverable: Updated benefits package and provider contracting guidelines.
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Long Term (18-36 months) - National expansion:

—>  MoHP and MoF to expand MMoC coverage nationally across districts prioritizing areas with
highest neonatal mortality and institutionalize financing through multi-year budget allocations and
integration within UHI, by Q4 2028.

Lead: Minister of Finance/Minister of Health/Deputy Minister for Health Services
Deliverable: National scale-up plan financed.

—>  Training institutions, MoHP, and the Egyptian Health Council to sustain the midwifery
workforce pipeline and quality assurance systems, including expanded pre-service training

capacity, continuous professional development (CPD), and supervision mechanisms, via
accreditation standards and CPD framework, by 2030.

Lead: National Midwifery Education Coordination Committee

Deliverable: Accredited training and annual graduate output aligned with workforce
expansion plans.

Non-Negotiable Minimums

These foundational conditions must be met and maintained throughout all phases of implementation to
ensure safe, effective, equitable, and sustainable scale-up of Midwifery Models of Care.

Across all phases (continuous requirements):

—>  Full-scope practice enabled: Midwives legally authorized to practice to full scope under aligned
regulations and clinical protocols.

—>  Predictable financing: Dedicated, multi-year funding secured through the MTEF and aligned with
UHI purchasing.

—>  Quality assurance and clinical governance systems: National guidelines, supervision, and audit
mechanisms consistently implemented.
Now (0-6 months) - Foundations must be in place:

—>  Funded workforce pathway established: Approved posts or contracting mechanisms,
with wage-bill clearance.

Full-scope practice is legally authorized and regulatory alignment completed: Scope of
practice, licensing, and clinical protocols formally issued.

Initial facility readiness ensured: Priority facilities meet minimum standards (referral systems,
essential commodities, supervision).

Lol

Midwifery education and training capacity operationalized:Accredited institutions have
approved intake expansion plans and updated competency-based curricula aligned with full scope
of practice, with faculty, clinical training sites, and financing secured to deliver at least 1,200
trainees annually by 18 months and scale toward 2,169 annually by 2030.
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Medium term (6-18 months) - Safe implementation at scale:

—

-
—

Workforce deployment operational: Midwives recruited, deployed, and functioning
in priority areas.

Facility readiness maintained: All implementing facilities meet service delivery standards.

Supervision and quality systems systems fully operational: Routine supervision and audits
functioning across sites.

Long term (18-36 months) - Sustainability and institutionalization:

—>  Workforce pipeline sustained: Continuous training, recruitment, and retention aligned with
demand.

—>  Financing institutionalized: Midwifery services fully embedded in national budgets
and UHI systems.

—>  Community engagement embedded: Ongoing communication and demand-generation
mechanisms institutionalized.

Monitoring

Implementation progress will be tracked through a focused set of indicators aligned with the defined
action deliverables and national scale-up milestones. Indicators will be monitored through the national
health information system, maternal and newborn programme reporting systems, and UHI performance
monitoring mechanisms.

1. Coverage of MMoC services in priority districts (% of facilities implementing midwife-led care)

NN

Baseline: Limited implementation.

Target: Pilot launch in priority districts by 6 months; 230% of maternity facilities implementing
MMoC by 18 months; =50% coverage in priority governorates by 36 months.

Linked deliverable: MoHP Service Delivery Directorate selection of priority districts and launch of
MMoC implementation sites.

2. Midwife workforce availability (births per midwife), and % practicing to full scope

-
—

Baseline: Limited deployment of professional midwives within childbirths services.

Target: Workforce absorption plan approved by 6 months; 240% of authorized posts filled by
18 months; births per midwife approaching <150 and =70% practicing full scope by 36
months.

Linked deliverable: MoHP HRH Directorate implementation of workforce absorption and
deployment plan.
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3. Continuity-of-care/skilled birth attendance within MMoC teams (%)
Baseline: Fragmented maternal and newborn care delivery systems.

Target: MMoC teams operational in pilot sites by 6 months; 240% of births receiving continuity-of-
care services in priority districts by 18 months; 260% coverage by 36 months.

Linked deliverable: Establishment of midwife-led continuity-of-care teams and clinical protocol
implementation.

4. Referral completion rate for obstetric emergencies (%)

Baseline: Variable referral performance.

Target: Referral protocols operational in pilot sites by 6 months; 280% referral completion in
priority facilities by 18 months; =290% nationally in participating facilities by 36 months.

Linked deliverable: Facility readiness improvements and strengthened referral systems.

5. Equity gap in maternal service coverage (rural-urban or poorest-richest)
Baseline: Measurable disparities in maternal and newborn services access.

Target: Deployment plan targeting underserved governorates approved by 6 months; measurable
improvements in service availability by 18 months; =30% reduction in coverage gap
by 36 months.

Linked deliverable: Targeted workforce deployment and phased national rollout of MMoC services.
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