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A qualitative descriptive training needs analysis of midwives perceived 
continuous professional development in providing intranatal respectful 
maternal care 
 

Abstract  
Background: The Vietnam midwifery report acknowledges that while health services 
are available in Vietnam, there is growing need to increase levels of respectful 
maternal care provided to women in labour.  
Objective: In conjunction with newborns Vietnam charity, our objective was to assess 
the perceived continuous professional development needs of midwives working in 
Vietnam to inform development of an intranatal respectful maternal care education 
resource. 
Method: A qualitative exploratory descriptive method was used to conduct a training 
needs analysis, which identified perceived education requirements of midwives in 
Vietnam in relation to providing respectful maternal care.  
Participants: A convenience sample of midwives (n=49) participated in the study. 
Data-collection: Eight on-line focus groups were carried out in four hospitals 
(maternity units) across Vietnam using WebEx, with the interview schedule informed 
by the World Health Organization guide for delivering intrapartum care for a positive 
birth experience.   
Data-analysis: Data were transcribed into English and analysed using the 6-steps of 
thematic analysis outlined by Braun and Clark. 
Findings: Three themes and 9 sub-themes were developed from the data. The first 
theme addressed aspects that contribute towards creating a positive birth 
experience; the second theme observed barriers to changing practice; and the third 
theme noted that there are a variety of preferred teaching methods. 
Conclusions: In response to the training needs analysis, a respectful maternal care 
education resource has been designed to transform selected areas of intranatal care 
in Vietnam. Integrating the respectful maternal care educational resource into 
midwives’ continuous professional development in Vietnam is intended to increase 
women’s rights to have safe childbirth, which accommodates choice and control, and 
promotes a positive birth experience.  
Recommendations for practice: Post-completion and evaluation, we hope that the 
intranatal respectful maternal care educational resource will be rolled out to all 
practising midwives in Vietnam.  
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A qualitative descriptive training needs analysis of midwives perceived 
continuous professional development in providing intranatal respectful 
maternal care 
 

Introduction 

Along with reducing maternal and neonatal mortality, it is a fundamental right for all 

childbearing women world-wide to receive high-quality intranatal respectful maternal 

care (Jolivet et al., 2021; Vogel et al., 2016). Internationally in 2020, significant 

numbers of women (n=800) died from preventable childbearing related causes 

(WHO, 2023). The focus of the United Nations (UN) Sustainable Development Goal 

Three: ensure healthy lives and promote well-being for all at all ages (UN, 2023) and 

the Global strategy for women’s, children’s, and adolescents’ health (2016-2030)’ 

(WHO, 2015) is to reduce this number. Many of these maternal deaths could have 

been prevented by provision of high-quality education to relevant health care 

professionals, with curriculum equipping staff with additional prevention, recognition, 

and management skills (Graner et al., 2010; WHO, 2023). When maternity care is 

compromised with disrespect, some women decline to attend clinics (Shakibazadeh 

et al., 2018). In response and to improve attendance rates, the WHO stipulates that 

every woman must receive respectful maternal care (WHO, 2018a): 
  
 “Every woman should receive care organized for and provided to them in a  
 manner that maintains their dignity, privacy, and confidentiality, ensures  
 freedom from harm and mistreatment, and enables informed choice and  
 continuous support during labour and childbirth” (WHO, 2018a, p.3). 
 
In reply to this WHO (2018a) recommendation, the International Confederation of 

Midwives (FIGO, 2021), White Ribbon Alliance (2023), International Pediatrics 

Association (IPA, 2023), and the WHO (2023) launched the ’12-steps to safe and 

respectful mother baby-family maternity care’ (ICI, 2023; Lalonde et al., 2019). This 

12-step guide (ICI, 2023; Lalonde et al., 2019) outlines the intention of respectful 

maternal care to reduce abuse and neglect of women who attend childbirth facilities. 

This document is the ‘blueprint for advancing high-quality maternity care through 

physiologic childbearing’ (Avery et al., 2018), with contents aligned to four key 

policies:  

(1) Standards for improving quality of maternal and newborn care in health  

facilities (WHO, 2016a),  
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 (2) Standards for improving the quality of care for children and young   

       adolescents in health facilities (WHO, 2018b),  

 (3) WHO recommendations on antenatal care for a positive pregnancy  

                experience (WHO, 2016b).  

 (4) WHO recommendations: intrapartum care for a positive childbirth  

                experience’ (WHO, 2018a). 
 
Background 

Vietnam is a lower middle-income country, which has a birth forecast of 7.5 million 

for 2020-2025 (Stastica Research Department, 2021). Currently 96% of births are 

assisted by skilled attendants, with maternity care provided at commune, district, 

provincial, and central levels (UNICEF, 2023). The Vietnam midwifery report (UNPF, 

MoH, 2016) is the first national document to acknowledge the need for improving 

levels of respectful maternal care provided in Vietnam. In response, our team were 

invited to develop an education program for delivery to practising midwives in 

Vietnam, which clearly defines the term respectful maternal care, how to provide it 

during labour, and outlines its evidence-based impacts. Our destination was to 

respond to Steps 1, 3, 4, 5, 6, 7,11,12 (Table 1) and produce an intranatal respectful 

maternal care education resource. To contextualise this development and gain co-

operation of practising midwives in Vietnam, our objective was to assess the 

perceived training needs of midwives working in Vietnam to inform development of 

an intranatal respectful maternal care education resource. 

 
Method 
A qualitative exploratory descriptive method was used to carry out a training needs 

analysis, which identified practising midwives in Vietnam perceived intranatal 

respectful maternal care training needs. This method was selected because a 

training needs analysis establishes the gaps between where participants are and 

where they want to be (Hicks & Hennessy, 1997; Markaki et al., 2021), with findings 

used to inform development of the intrantal respectful maternal care education 

resource.  
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Participants 

A convenience sample of midwives (n=49) took part in the training needs analysis, 

with this number continuing to study end. Being a current practicing midwife in 

Vietnam was the only inclusion criteria. Participants were informed of the study via 

an electronic poster distributed by a named gate keeper at each of the of four 

Vietnamese hospitals (maternity units). Respondents were invited to participate in 

the training needs analysis by electronic letter, accompanied by an information sheet 

that declared personal goals and reasons for the study and a consent form. 

Anonymity and confidentiality were assured. Ethics approval was granted by the 

Vietnamese Ethics Council: code: CS/PSHN/DC/21/16 and the United Kingdom 

university ethics committee. Data were gathered in April-May 2023. 

 
Data-collection 

A total of eight on-line focus groups were carried out in the four maternity units in 

Vietnam using WebEx organised from Scotland (UK):  

• Group A: Clinical managers (15 females; 5 males): 

(Group A1: n=8); (Group A2: n=3); (Group A3: n=4); (Group A4: n=5). 

• Group B: Clinical midwives (n=29) (all female): 

(Group B1: n=8); (Group B2: n=4); (Group B3: n=9); (Group B4: n=8).  

All on-line focus groups took place during the day. The interview guide was informed 

by the WHO intrapartum care for a positive birth experience report (WHO, 2018a). At 

time of data-collection, all authors were registered practising midwives and 

experienced midwifery educators with an interest in methods of delivering quality 

education that teaches midwives how to provide respectful midwifery care. A face-to-

face pilot was carried out in Vietnam in Aug 2022 by the first and second authors in 

two maternity units in Vietnam (Table 1). 

 
                                                          TABLE 1  

 
Consent was obtained to record the focus groups. The data collectors (authors one, 

three, and four) were unknown to the participants and communicated in English, with 

an independent Vietnamese citizen translating English into Vietnamese and visa-

versa. Other than what is reported, no other persons were present at time of data 

collection. PowerPoint slides were presented in English and translated prior to 
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delivery into Vietnamese. These slides outlined potential intranatal respectful 

maternal care related educational topics. Open-ended questions explored 

participants perceived facilitators and barriers to successful delivery of the respectful 

maternal care education resource as part of continuous professional development, 

and ability to implement evidence taught into midwifery practice. During the process, 

one researcher moderated the focus group, whilst another recorded field notes. The 

focus groups lasted on average 47-minutes. 

 
Data-analysis 

Data were transcribed in English and analysed using the 6-steps of thematic analysis 

outlined by Braun and Clark (2006): 

 STEP 1: The first author familiarized themself with data, by reading and re- 

                         reading transcripts.  

 STEP 2: An initial list of interesting codes were identified.  

 STEP 3: Searching for categories by sorting different codes into potential  

                         themes and collating relevant data extracts under those identified. 

 STEP 4: Reviewing and refining the identified themes by examining and re- 

                         examining to determine what aspect of the data had captured. 

 STEP 5: Defining and naming themes and sub-themes. 

           STEP 6: Producing a report.  

In keeping with the 6-steps of Braun and Clark (2006), transcripts were manually 

reviewed multiple times by two coders (authors one and two), whilst simultaneously 

watching and listening to the recordings and considering field notes (STEP 1). Using 

an exploratory descriptive method, content was explored and charted using codes 

(STEP 2). Emerging themes were identified, and relevant quotes collated under 

those recognised to be similar (STEP 3). The three identified themes were further 

examined, with related subthemes and their connections subdivided into relevant 

quotes (STEP 4). The next step was to appropriately define and name the identified 

themes and their related sub-themes (STEP 5) and produce tables and a report that 

captured the perceived training needs of midwives working in Vietnam to inform 

development of the intranatal respectful maternal care education resource (STEP 6). 

Findings were peer reviewed and validated by authors three and four.  
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Findings 

In relation to developing the intranatal respectful maternal care education resource, 

the clinical managers (Group1) and clinical midwives (Group 2) identified content 

topics that can be viewed in Tables 2 and 3. These tables were reviewed by four 

participants who confirmed content was both applicable and discussed during data 

collection. 

          TABLE 2  

                                                           TABLE 3 

Three themes and seven sub-themes were developed from the data. 

 
(1) Creating a positive birth experience.  

Childbirth is one of the most challenging psychological events in a woman’s life, with 

10-34% of women faced with perceptions of a traumatic birth experience (Taheri et 

al., 2018). Selective use of episiotomy was identified as one approach towards 

reducing perineal trauma (Franchi et al., 2020).  

 
(1a) 100% Episiotomy Rate  

All groups of the clinical managers and clinical midwives reported that three out of 

the four maternity units implemented a 100% episiotomy rate, with some stating 

disbelief that women could give birth without having one.  

          “In their hospital, the episiotomy episode in practice is 100%. Everyone for 
 normal delivery. They would do that. Mmm.…if they don't do that it's very 
 hard for them. To to, you know, to help the mother to have the baby out. It 
 can lead to some complexity or something like that. Okay. So, if you give the 
 information, you give me evidence that show them how to do in some case 
 how to not do in some case” (B3). 

 
Participants appeared eager to learn more about the evidence-base for carrying out 

an episiotomy. One maternity unit with prior episiotomy training, stated they were 

now not applying the 100% rule. Also, to change the 100% rule, the other three were 

required to seek permission from the Vietnamese Ministry of Health. It was 

unanimously concluded that teaching the evidence-base underpinning episiotomy 

should be part of the respectful intranatal maternal care education resource. 

Respectful communication was also considered to be important.  
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(1b) Respectful communication skills.   

All groups of clinical managers and clinical midwives agreed that effective 

communication with women during labour was important. 

 “In my opinion, I think this topic (communication) is very important and   
  necessary….” (B2). 

 
Clinical managers from two maternity units requested training in relationship building 

and compassionate caring skills.  

 “They want to also take the training, deeper training…… such as 
 communication skill…..and those are the methods of the sharing and talking    
           to the mother, soft skills” (A2). 
 
Compassionate mind training could be used to help midwives cope with traumatic 

clinical incidents (Hollins Martin et al., 2021), because it heightens levels of 

compassion towards self and others (Beaumont & Hollins Martin, 2016). Offering 

adequate pain relief was also considered to be an important aspect of providing 

respectful maternal care to women in labour. 

(1c) Pain relief  

All groups of clinical managers and clinical midwives requested that the topic of pain 

relief be included in the respectful intranatal maternal care education resource. 

Methods of pain relief offered in first stage of labour was reported to be limited in 

Vietnam.        

          
        “For the first stage, no need to include pain relief, just to include natural pain  
         relief for the mother to encourage her relaxed muscles by the medical staff or  
         relatives. The first bit is often they get no medicine” (A2). 
 
An interest was shown in learning about non-pharmacological methods of pain relief, 

and approaches that would help women relax and gain control during the first stage 

of labour. We were informed that epidural is the most common method of pain relief 

used, with non-pharmacological methods the main alternative.   

 
          “They prefer learning about the non-pharmacological…to be about massage 
 and other menu skills for pain relief, because in the hospital they are very 
 confident about using medicines like epidural for pain relief” (B4). 
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One midwife had read about waterbirth and was keen to introduce this into the 

curriculum.  

 Also, we like some equipment for the woman during labour. As you can see,  
           she can relax. We would also like to look at the use of water for delivery” (A1). 
 
Presence of a birth companion was also considered to be an integral part of 

providing respectful maternal care during labour. 

 
(1d) Birth companions  

Many participants viewed that accommodating birth companions was a new venture 

that Vietnam should embrace, with space in the birthing room considered a problem.  

 “It also have a barrier that very difficult to implement because the room,  
            the delivery room sometimes cannot let the companion persons or  relative of 
            the mother come in ….…. that’s a barrier to them. Why is it, because it's too  
           small for them?” (B2). 
 
One group of clinical managers emphasised that they were attempting to develop a 

policy that permitted husbands to be present during labour and childbirth. One 

clinical manager stated that she currently was carrying out a literature review to 

inform inclusion of a birth companion, with the following literature review currently 

available (Xue et al., 2018). An interest was also shown in learning the benefits of 

alternative birth positions. 

 
(1e) Alternative birth positions 

The supine position was quoted to be the only birth position used in all four maternity 

units.  

 “Yes. I would like to learn more about the position of the woman and the  
 rationale I was using. They just know one position…the woman laid out on  
           the delivery table” (B1). 
 
This dearth of adaptability led to an enquiry about barriers and challenges for 

midwives wanting to access and implement a new evidence-base. 

 
(2) Barriers to changing practice 

Several factors were stated to limit research evidence being implemented into 

practice, which included financial restrictions, lack of support from authorities, and 

environmental constraints. 
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(2a) Financial restrictions 

The following quote illustrates that finances were a challenge to implementing new 

evidence into midwifery practice. 
  
      Well, she said that is not necessary because they flexibilities cannot afford it 
 for another kind of position (A3). 
 

The authorities were also reported to be a restrictive barrier.  

 
(2b) Support from authorities 

Both clinical managers and clinical midwives recognized that midwifery practice 

requires to be evidence-based, with the Ministry of Health and Board of Directors 

considered a barrier to implementing any suggested new practice. The following 

three quotes illustrate this point: 

 
 “But you know to get the permission from the Ministry of Health, which for 
            Every hospital…… so have very strong ideas to convince the Ministry of  
            Health” (A4). 
 

 She lists three things, the first one is the…it should be suitable with the 
 condition of the hospital where we apply the new practice. And the second 
 one is need to have approval from the Ministry of Health, and the top  
     one is  the health department. Also have to like to do that (A3). 
 
 She said that the most difficult one is getting the approval from the hospital.  
     The Board of Directors (A4). 

 
A further barrier to change included restrictions within the environment. 
 
(2c) Environmental constraints 

A further barrier viewed to inhibit changing midwifery practice again included space 

restriction.  

 “Also, there some new things…. we want to change. But there is some  
            difficulties. For example, the woman with the husband and also family   
            members to come in. But is very over patients (crowded)…. It’s  
            also other difficulties that we may look at (A1).  
 
In addition, participants articulated their preferred teaching methods.   

(3) Variety of preferred teaching methods 

Participants were asked what teaching methods they would prefer, with on-line 

learning accommodating shift patterns and off-line facilitating real-time hands-on 
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experience. The following participant stated she would prefer the intranatal respectful 

maternal care education resource to be delivered off-line. 

                        
Offline training will be better results (A3). 

 
The key barrier to face-to-face teaching was midwives shift patterns, with the 

following participants emphasising the need to incorporate some hands-on clinical 

teaching. 

 
 When you teach using pictures, also demonstrate on model (B2). 
 
 
 Yeah, would like to have a combination (teaching methods). Offline for   
           practising real care, or on the mannequin (B2). 

 
 So that would be better for the visual (clinical practice) (B2). 
 
In response to the multiple needs of participants, the team considered that flexible 

blended teaching methods would be the best way to deliver the intranatal respectful 

maternal care education resource. 

 
(3a) Blended learning selected. 

Participants from all four maternity units agreed that there would be benefits from 

implementing blended teaching methods, with this decision reinforced by three out of 

the four clinical managers.  

 
Discussion  
The objective was to carry out a training needs analysis of practising midwives in 

Vietnam perceived learning needs to inform development of a intranatal respectful 

maternal care education resource. From the themes and sub-themes generated, a 

table of learning outcomes has been produced (Table 4). 

 
      TABLE 4 

  
The organised intranatal respectful maternal care education resource will be 

valuable on several counts. Identifying workers training needs in stressful working 

environments has been shown to positively correlate with willingness to participate, 

achievement motivation, and job satisfaction (Chien et al., 2022). These 
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characteristics were evidenced in all of the focus groups in which participants 

enthusiastically contributed content ideas and narrated barriers that currently restrict 

introducing the evidence-base into midwifery practice in Vietnam. Underpinning the 

respectful maternal care education resource with learning that encourages women to 

have a positive intrapartum experience (WHO, 2018a) will expectantly improve 

evaluations of intranatal care received (Bohren et al., 2015). Incorporating the 

themes identified in the training needs analysis (Table 5) also invites additional 

benefits for childbearing women in Vietnam. For example, introducing birth 

companions should work towards increasing maternal birth satisfaction (Kobayashi 

et al., 2017), via attendants providing extra information, facilitating communication, 

and supplying supportive non-pharmacological pain relief (Bohren et al., 2019). Such 

evidence is not just relevant to Vietnam, with other countries facing similar issues of 

restricted space and overcrowding in birthing suites (Orpin et., 2019; Housseine et 

al., 2020). Teaching the evidence-based benefits of women receiving support from a 

birth companion (Bohren et al., 2019; Kobayashi et al., 2017) should influence the 

ministry of health to invest in environmental infrastructure and develop up-to-date 

evidence-based intranatal guidelines.  

 In addition, introducing alternative birth positions brings benefits, with supine 

posture currently the only position offered during labour in all four of the participating 

maternity units. Evidence supports the benefits of childbearing women adopting 

upright positions (e.g., sitting on an obstetric chair or stool), kneeling, all-fours, 

squatting, with the acquired advantages of shortening labour (Gupta, et al., 2017), 

reducing need for episiotomy (Jiang et al., 2017), and reducing risk of requiring 

assisted delivery (Gupta, et al., 2017). The advantages of adopting upright position 

to enhance uterine contractions, promote maternal comfort, and widen the pelvic 

outlet was new information for the majority of participants. Upright positions include 

flexible sacrum positions (e.g., knee-standing, on all fours, sitting on a birth seat, and 

lateral), all of which remove sacral pressure and allow the pelvic outlet to expand 

(Berta et al., 2019; Kibuka & Thornton, 2017). Learning about alternative birth 

positions and their benefits was repetitively voiced within focus groups, with a range 

of options available to view in Hollins Martin et al. (2015). 

Childbearing women associate respectful maternal care with the midwife 

being kind, feeling safe and supported, and having their individual needs responded 
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to (Downe et al., 2018). Quality of care provider interaction is a key influence 

towards creating perceptions of a positive birth experience (Taheri et al., 2018), and 

plays a significant role in preventing psychological trauma (Patterson et al., 2019 

a&b). Taking a person-centred approach is integral towards providing respectful 

maternal care, which includes birth planning, informed consent, and accommodating 

what matters (Downe et al., 2018). Incorporating aspects of compassionate mind 

training into the intranatal respectful maternal care education resource, is to enhance 

midwives’ ability to provide compassion and cope with emotional demands and 

organisational pressures within the workplace (Beaumont & Hollins Martin, 2016; 

Hollins Martin et al., 2021). Aspects of teaching will be delivered through a 

compassionate connections (2014) model (Figure 1).  

 
       FIGURE 1 

 
The factors identified that limit research evidence being implemented into 

practice (i.e., financial restrictions, lack of support from authorities & environmental 

constraints), were also identified by Alatawiet al. (2020). Emphasis upon these points 

alone may influence address. Implementation of the evidence-base into practice can 

be achieved through creating an accepting culture, the right leadership, capability in 

interpreting and implementing evidence, and engaging staff with referenced 

guidelines (e.g., NHS England & NHS Improvement, 2020). Embedding research 

findings into clinical practice also involves putting the learner into a situation where 

they view themself as the agent responsible for implementing the change (Shirani 

Bidabadi et al., 2016).   

In response to participants comments, each theme will be addressed in the 

intranatal respectful maternal care education resource using a blended learning 

approach. Resources will be creatively organised on an electronic platform, which 

can be flexibly accessed by enrolled learners. To accommodate midwives shift 

patterns, a digital site will hold education that can be flexibly accessed by the learner. 

Also, delivering face-to-face simulation will enable learners to practice clinical skills 

and critically account for decisions they make (Koukourikos et al., 2021). To 

accommodate this, an additional week of face-to-face activities will also be 

organized, which embraces seminars, group work, and clinical simulations (Table 5).  
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TABLE 5 

 
A reflection log (Table 6) and action plan (Table 7) will be issued to midwives who 

register to undertake the intranatal respectful maternal care education resource. 

 
TABLE 6 

 
TABLE 7 

 
The organized electronic platform will host sequential directed evidence-based 

materials, and a team of experienced midwifery educators will travel from Scotland to 

Vietnam to deliver face-to-face components. Post-delivery, the intranatal respectful 

maternal care education resource will be evaluated for effectiveness, content, 

consumer satisfaction, and the snag list resolved. 

 
Limitations of study and recommendations 

A search of the databases has yielded that this is the first ever training needs 

analysis that has focused on intranatal respectful maternal care training needs of 

practising midwives in Vietnam, with our team acknowledging limitations of our study. 

First, an interpreter was present during the data-collection, who paraphrased English 

into Vietnamese and visa-versa. Consequently, accurate portrayals may have been 

somewhat lost in translation. In attempts to reduce this source of error, an 

independent translator was engaged to confirm results with the first translator. 

Another limitation of the study is the potential influence of the researchers’ western 

standpoint in terms of childbirth culture. In efforts to avoid imposing our positionality, 

the focus groups concentrated upon perceived clients’ needs contextualised within a 

Vietnam culture. The risk being that when researchers assign limited and 

generalized cultural understanding and meanings to an identified ethnic group, they 

are at risk of glossing over the convoluted within group diversity. To counteract this, 

the first two authors spent time in the birthing rooms and premises of two Vietnam 

maternity hospitals. We were acutely aware of the privileged position we had been 

afforded and were invited by senior maternity care staff in Vietnam to undertake this 

study. From the outset, this study was focused upon illuminating the midwives’ 

perceptions about what respectful intranatal care should look like, with our team 

welcomed into the maternity units and our advice sought. We worked with the 



15 
 
 

participating midwives diligently to provide an educational program that met their 

contextualised needs, with our team selected for the job because members had 

previously delivered three very successful neonatal education programs to the same 

audience.  

In keeping with the WHO (2016a&b; 2018a), our recommendation is that 

maternity care professionals around the world develop contextualised evidence-

based teaching plans about how to deliver quality intranatal respectful maternal care. 

It would also be useful to measure effectiveness of delivering this education through 

use of validated tools that evaluate women’s birth experiences (e.g., the Birth 

Satisfaction Scale-Revised (Hollins Martin & Martin, 2014) (https://www.bss-r.co.uk/).  

In addition, legal systems must be designed to support removal of disrespectful and 

abusive behaviours and environments that degrade the quality of maternity care 

provided. Our intranatal respectful maternal care education resource is just one 

guide that can be used to support maternity care providers and societies with 

promoting sensitive care designed to improve birth outcomes. 

 
Conclusion 
This training needs analysis assessed the perceived continuous professional 

development needs of practising midwives in Vietnam for purpose of informing 

development of a intranatal respectful maternal care education resource. In 

response to the themes generated, an evidence-based curriculum has been 

designed to transform aspects of intranatal care provided in Vietnam, which is in 

keeping with the WHO request that childbearing women world-wide receive 

respectful maternal care (WHO, 2018a). Integrating the developed intranatal 

respectful maternal care education resource into midwives’ continuous professional 

development fundamentally aims to improve women’s experiences of childbirth in 

Vietnam. 
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Figure 1: Atkins and Murphy (1994) Reflective Cycle: adapted from the National Health Service 
                education for Scotland compassionate connections (2014) 
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 Table 1: Interview guide  
Show participants PowerPoint slide: World Health Organization recommendations for 
intrapartum care for a positive childbirth experience.  

• What is the perception of own confidence in providing respectful intrapartum and 
immediate postnatal care? 

• What knowledge and skills do they/others have (how is this demonstrated in the 
care they provide for women. 

• How have they acquired and maintained them? 
• What are the gaps/priorities that continuous professional development needs to 

include? 
 

Training and Education 
• How could midwives be supported to build confidence and upskill? - How should 

this be delivered?  
• What would facilitate continuous medical education of midwives? 
• What are the barriers to continuous medical education of midwives? 
• What are the barriers that they see to implementing change within their clinical 

practice areas?  
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Table 2. Clinical managers selected topics Group A1 
 (n=8)  

Group A2  
 (n=3)  

Group A3 
 (n= 4)  

Group A4  
 (n= 5)  

Respectful communication skills X X X X 
Birth companion X X X X 
Informed consent  X X X  
Review Physiology of 1st stage of labour  X X X X 
Evidence-base for oral fluids and light diet during labour X X X X 
Evidence-base for mobility and positioning during labour and birth  X X X X 
Pain relief during labour (pharmacological & non-pharmacological) X X X Non- Pharmacological  
Overview of 2nd stage of labour X X X X 
Evidence-base for methods of pushing during 2nd stage of labour X X X X 
Evidence-base for care of the perineum & episiotomy during childbirth  X X X X 
Review third stage of labour X X X X 
Delayed cord clamping X X X X 
Immediate postnatal care of childbearing women X X X X 
Care of the new-born and skin to skin contact  X X X  
Breastfeeding  X X  
Haemorrhagic disease prophylaxis and role of vitamin K  X X X  
Bathing and other immediate postnatal care of the new-born X X   
Importance of relationship building  X X   
Waterbirth  X   X 
Breastfeeding problems (breast massage & breast milk expression)     
Care of woman post cesarean section       
Management of obstetric haemorrhage    X 

 
 



23 
 
 

Table 3. Clinical Midwives selected topics  Group B1 
(n= 8)  

Group B2 
(n=4) 

Group B3 
(n=9) 

Group B4 
(n=8)  

Respectful communication skills X X X X 
Birth companion X X X X 
Informed consent  X X X X 
Review Physiology of 1st stage of labour X  X X 
Evidence-base for oral fluids and light diet during labour   X  
Evidence-base for mobility and positioning during labour and birth  X X  X 
Pain relief during labour (pharmacological & non-pharmacological) X X X Non- pharmacological  
Overview of 2nd stage of labour X X X X 
Evidence-base for methods of pushing 2nd stage of labour X x X X 
Evidence-base for care of the perineum & episiotomy during childbirth X X X X 
Review third stage of labour X X X X 
Delayed cord clamping  X X X 
Immediate postnatal care of the childbearing woman X X X X 
Care of the new-born and skin to skin contact   X X  
Breastfeeding X X X  
Haemorrhagic disease prophylaxis and role of vitamin K X X X  
Bathing and other immediate postnatal care of the new-born X X X  
Importance of relationship building     
Waterbirth  X X   
Breastfeeding problems (breast massage & breast milk expression) X    
Care of woman post cesarean section  X    
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Table 4: Learning outcomes for the intranatal respectful maternal care education resource 
Revision of first stage of labour Revision of second stage of labour Revision of third stage of labour 

 
• Revise the first stage of 

labour and explore the normal 
physiology of labour & 
midwifery care.  

• Explore the concept of 
continuous support by birth 
companion.  

• Revise the basic physiology of 
transition and the second stage 
& midwifery care (includes 
pushing technique).  

• Revise the basic physiology of 
the third stage of labour & 
midwifery care. 

• Critically review the evidence 
base around delayed cord 
clamping. 

• Explore the immediate 
postnatal care following 
childbirth. 

Episiotomy and care of the 
perineum during childbirth 
(core) 

Pain relief during childbirth (core) 
 

Respectful communication and 
informed consent (core) 

• Critically review the evidence 
base to identify factors to 
reduce the incidence of 
perineal trauma during 
childbirth. 

• Review the evidence base 
surrounding episiotomy during 
childbirth.  

• Assess the need for an 
episiotomy.  

• Explore the physiological aspect 
of pain processes in labour and 
its effect on the woman. 

• Critically review a range of 
approaches available to support 
the woman to take control of her 
childbirth experience. 

• Demonstrate knowledge of the 
impact of health and social 
circumstances on engagement 
with services and health and 
wellbeing outcomes. 

• Explore the principles of 
compassionate women 
centered care and how it 
relates to the role of the 
midwife.  

• Explore the concept of informed 
choice/ consent during 
childbirth. 

Alternative birth positions 
(core)  

Pain relief - waterbirth (Optional)  Evidence based care respectful 
maternity care (core)  

• Relate knowledge of anatomy 
to understand how different 
positions aid the different 
physiologic process of 
childbirth. 

 
 

• Explore the choice of water 
immersion during labour and 
birth - risks and benefits. 

• Define the criteria for giving birth 
in water. 

• Critically review the  
preparation and care for women 
birthing in water. 

• Critically explore the principles 
of evidenced based respectful 
maternal care.  

Respectful maternal care: 
universal right of all 
childbearing women (Core) 

Reflective midwifery practice 
(core) 

Immediate care of the newborn  

• Explore the concept of 
respectful maternal care. 

• Outline the status of maternal 
and newborn health globally 
and locally. 

• Explore the concept of reflective 
midwifery practice. 

• Complete a reflection log and 
action plan.  

• Review the holistic assessment 
of the newborn - well baby and 
immediate care of the newborn. 

• Critically review the physiology 
of lactation. 

• Oxytocin and attachment. 
• Responsive feeding (to include 

evidence base for skin-to-skin 
contact). 
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Table 5: Timetable for face-to-face week of the intranatal respectful maternal care education  
               resource 
 

 Time 09.00 - 12.00 
(Includes coffee break) 

12.00 - 14.00   14.00 – 17.00 

Monday Respectful 
maternal care: a 
universal right for 

all women 

Introduction to 
reflective midwifery 

practice 

Break Respectful 
communication & 
informed consent   

workshop  
Tuesday Introduction to 

evidenced-based 
midwifery practice   

Revision of first 
stage of labour & 
evidence-based 
midwifery care 

Break Pain relief during 
childbirth 

Wednesday Revision of second 
stage of labour & 
evidence-based 
midwifery care  

Episiotomy & care 
of the perineum 
during childbirth 

Break Alternative birth 
positions  
workshop  

Thursday Revision of third stage of labour &  
immediate postnatal care 

Break Introduction to 
waterbirth & its 
evidence-base  

Friday Immediate care of the  
newborn 

Break Reflective 
midwifery practice 
& action planning  

workshop  
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Table 6: Reflection log that accompanies the intranatal respectful maternal care education 
               resource 
 

Reflection Log  Notes  
What are the most important things that have 
come up for me? 
 
 

 

 

What have I learned about myself? 

 

 

 

 

What have I learned that helps me understand 
respectful maternal care themes? 
 
 

 

 

Are there any gaps in my knowledge skills? 

 

 

 

 

 

 

Additional notes  
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Table 7: Action plan that accompanies the intranatal respectful maternal care educational  
               resource 
 

Action plan  
 

Notes 

What will I start to do to enable my practice to 
enhance respectful maternal care for women 
and families? 
 
 
 
 
 

 

What will I stop doing to enable my practice to 
improve respectful maternal care for women and 
families? 
 
 
 
 
  

 

What support do I need by way of additional 
skills, knowledge, or feedback from clinical 
managers or colleagues? 
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