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Keywords: Aim: To investigate potential conflicting values and ideologies among Dutch community midwives, aiming to
MidWifef}’ develop practical, organizational, and educational strategies to reduce attrition.

Co;nmumty care Design: Qualitative research within a constructivist paradigm

Xii;lf; gies Methods: Semi-structured interviews with community midwives from both group and solo practices in Dutch

midwifery care were conducted to achieve maximum sample variation. Data collection and thematic analysis
took place iteratively from March to June 2023.

Results: Participants identified core values and ideologies in Dutch community midwifery: client-centered care,
autonomy, empowerment, connections, tailored care, and professional development. They prioritize high-quality
care, reflection, continuous professional growth, and well-being. Internal or ideological conflicts with colleagues
or parents can challenge these values.

Conclusion: Our findings emphasize the ideologies and core values that guide community midwifery in the
Netherlands. Navigating complex value conflicts and resource limitations necessitates continuous reflection on
their effects on professional well-being and sustainable practice.

Implications: Midwives worldwide need to be aware of and consistently reflect on their professional values to
reduce conflicts and improve the quality of care. These values are fundamental to the profession, making it
crucial for midwives to adjust their practice accordingly.

The ideology of Dutch midwifery, emphasizing client-centered, personalised care and the physiological process
of pregnancy and birth, may face challenges during interprofessional collaboration and when resources are
limited.

Understanding midwives’ ideologies is essential for reducing miscommunication and misalignment within the
profession. Professional values are fundamental to midwifery and should be taken into account during organ-
isational changes. Engaging in discussions about these values in education and practice enables midwives to
remain committed and satisfied, enhancing professional retention.
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Statement of significance
Problem or Issue

There is limited research on the professional values of Dutch
midwives, despite these values being key to shaping their practice
and professional identity.

What is already known

Awareness of professional values can foster positive interprofes-
sional collaboration and enhance workforce retention.

What this paper adds

Understanding midwives’ ideologies is vital for reducing
miscommunication and misalignment within the profession. Pro-
fessional values are core to midwifery and should be considered
during organisational changes. Discussing these values in educa-
tion and practice allows midwives to stay committed and satisfied,
enhancing professional retention.

Reporting method
We used the Standard Reporting Qualitative Research items.
Patient of public contribution

This study did not include patient or public involvement in its
design, conduct, or reporting.

Introduction

The midwifery workforce in the Netherlands is struggling to retain
qualified midwives [1]. Dutch research revealed that 33 % of midwives
are considering leaving the profession [1]. Internationally, the intention
to leave midwifery ranges from 30 % to 68 % [2-4]. This is a major
concern as it can lead to a shortage of midwifery staff and thus affect the
availability and quality of care provided. Research shows that even the
intention to leave a job puts a strain on the provision of care, as people
tend to experience withdrawal reactions, with a range of consequences
for the care provided [5].

Factors influencing midwives’ well-being and decisions to stay or
leave the profession include care organisation, professional autonomy,
social support, and personal circumstances [6-9]. In the Netherlands,
ongoing changes in midwifery care—particularly the shift toward inte-
grated, interprofessional collaboration—pose challenges that may
impact retention [1]. While such collaboration offers opportunities, it
can also create ideological tensions that affect professional identity [10].
Additionally, work-life imbalance, long shifts, and on-call demands may
conflict with the provision of personalised care [1]. Conversely, a strong
professional identity and alignment with professional values enhance
job satisfaction and support retention [11,12].

Professional identity is a construct in which the internalisation of
professional beliefs, values, and behaviours determines the behaviour of
actors [13]. Identification with the professional group, therefore, helps
to develop competent and confident practitioners and provides a sense
of belonging [13]. However, a strong professional identity may also lead
to tensions when working in a practice setting where multiple ideologies
need to be reconciled. For example, when health professionals are
required to work in interprofessional teams, a major concern is attrib-
uted to the interprofessional conflict based on one’s professional identity
[14,15]. In addition, threats also arise when professional values and
ideologies conflict with personal values or institutional needs [16,17].
This could have consequences for midwives, resulting in internal con-
flicts and decreased engagement, along with withdrawal behaviour.

In midwifery, these tensions are particularly relevant as professional
values play a crucial role. The International Confederation of Midwives
(ICM) emphasises that pregnancy and childbirth are usually normal
physiological processes of great importance to women, families, and
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communities. Midwifery values include respect for self-determination,
personalised and continuous care, and a non-authoritarian approach
[18]. The 2014 Framework for Quality Maternal and Newborn Care
highlights core values such as respect, communication and under-
standing of the community and advocates for care tailored to women’s
needs [19]. The Royal Dutch Association of Midwives (KNOV) similarly
values the midwife as a personal, continuous care provider and views
childbirth as a natural process, usually free of complications [20].
However, there is limited research on the professional values of mid-
wives in the Netherlands. Understanding these values is essential, as
they form the foundation of midwifery care and influence how midwives
navigate their professional roles and align their work with their pro-
fessional identity [17].

This study explored possible conflicting values and ideologies in the
Netherlands to develop practical, organisational, and educational stra-
tegies for midwives to use in practice to prevent attrition. Therefore, we
created the following research question: What values do community
midwives in the Netherlands hold, what ideology do they adhere to in
their practice, and do they perceive conflicting professional values in
midwifery?

Methods

Within a constructivist paradigm, we conducted qualitative
descriptive research using semi-structured in-depth interviews to gain a
deep and rich understanding of this research topic.

Researcher characteristics and reflexivity

To minimize researcher influence on the research process and out-
comes, we assembled a multidisciplinary team. The first and last authors
conducted the fieldwork and engaged in reflective discussions with the
team. EF-dJ, an academic midwife and experienced qualitative
researcher, and EK, an educational expert with a Master’s in Educational
Science, led the data collection. Two midwifery researchers from the UK
(BH) and Canada (BM-D) provided critical feedback. BH specialises in
the cultural and emotional dimensions of midwifery, while BM-D fo-
cuses on interprofessional collaboration and identity formation in ma-
ternity care.

Sampling strategy

We included midwife participants working in Dutch community
midwifery care, recruited through multiple strategies. First, we used our
professional networks to contact midwives nationwide via email, text,
and phone. To ensure maximum variation, we included midwives from
both group and solo practices, with varying years of experience. As in-
terviews progressed, it became clear that many had structured their
work to avoid value conflicts. We therefore used purposive sampling to
include midwives expressing job dissatisfaction.

Ethical issues

This research was approved by the Ethics Review Board of the Uni-
versity Medical Center Groningen (nr. 2023/062). We guaranteed par-
ticipants’ confidentiality and assured them they could withdraw from
the study at any moment.

Data collection

Data were collected iteratively between March and June 2023, with
analysis starting in May to inform subsequent interviews. After obtain-
ing written informed consent, participants were interviewed in person
or online at a location of their choice. A brief background questionnaire
was sent in advance. Interviews were recorded with consent, anony-
mised, and transcribed verbatim. We conducted all interviews and
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Dutch midwifery care (see Appendix 1)

or childbirth.

In the Netherlands, midwifery practice has evolved since its foundations in 1865. Until the late 1980s, most midwives worked solo with a
caseload of 165 per year; by 2016, only 5 % worked alone with a caseload of 105. Today, the majority of primary care midwives work in group
practices comprising three or more midwives in community care settings. The Dutch maternity care system is divided into primary, secondary,
and tertiary care, with community midwives providing primary care for normal physiological pregnancies.

According to national figures, 72 % of midwives work in community-based settings, while 28 % work in hospital-based settings. Community
midwives can decide how many clients to take on and how much time to spend with each client, as they are self-employed. Practice assistants
help with administrative tasks, and women are referred to the hospital if there is a risk of adverse outcomes or complications during pregnancy

transcripts in Dutch. The quotes in the results section were translated
into English using AI assistance (Copilot and Grammarly within the
secure university work environment). Interview topics (Appendix 2)
were based on existing literature on professional identity, including
values and ideologies [18-20], and grouped into five main areas: [1]
professional behaviours and activities, [2] knowledge and skills, [3]
values, beliefs, and ethics, [4] context and socialisation, and [5] group
and personal identity. After the first three interviews, we added topics
on conflicting values and ideologies to better address the research
question. No further changes were made to the data collection tools.

Data analysis

Data analysis began with text condensation to preserve core meaning
[21], followed by categorisation of fragments. Many categories reflected
values, while others captured essential aspects of midwifery considered
important by participants. These were grouped under the overarching
theme of midwifery ideology related to the profession. LK and EF-dJ
jointly analysed the data, reaching consensus through discussion and
memoing. EF-dJ and EK independently open-coded the first two in-
terviews, identifying fragments relevant to the research question. This
informed the coding of six additional interviews by EK and EF-dJ. No
new categories emerged in the final two interviews, indicating inductive
thematic saturation and ending participant recruitment [22].

Results

We interviewed 14 community midwives. Interviews lasted between
1 and 2h. The midwives practised midwifery in all parts of the

Table 1
Demographic characteristics of participants.
Mean age (range) 45 [34-62]
Year of graduation 6
1989-1998 4
1999-2008 4
2009-2019
Years of practice 5
0-10 4
11-20 5
>21
Employment status 13
Self employed
Locum
Number of midwives in practice 5
Solo 3
Group (2-4 midwives) 6

Group (5 and more)

Netherlands and graduated between 1989 and 2018. The number of full
courses of care' per midwife also varied, ranging from 40 to 70 full
courses of care per year. Table 1 shows the demographic characteristics
of the participants.

The interview data were organised into three themes: midwifery
ideology, professional values, and conflicting values.

Theme 1: Midwifery ideology

Participants identified four fundamental concepts that define
midwifery ideology, reflecting a shared perspective on what constitutes
a ‘good midwife’.

Supporting physiology

Participants emphasised the importance of perceiving pregnancy and
childbirth as normal, healthy processes, relying on the body’s natural
ability to function as intended. The physiological process was consid-
ered essential for achieving optimal outcomes and providing a healthy
start for the child. One midwife expressed this best: “Yes, but because I
still want to work from a physiological point of view. I just want to propagate
that very much, whereas nowadays I think it’s a bit different with people. 1
want to propagate that they are pregnant. You often get pregnant when you're
healthy and you're healthy and you stay healthy. And in terms of prevention,
I also try to get the message across in the consultation that if you change your
eating habits now, or something like that, you will take that into account when
you bring up the child [...] Prevention and physiology actually go hand in
hand.” (P7, LGP?)

Enhancing women’s choices

Enhancing women’s choices was considered fundamental to
midwifery ideology. This included supporting couples throughout their
entire transition to parenthood, as well as the choices involved. Partic-
ipants also shared their conversations with parental couples about the
necessity of interventions during pregnancy and childbirth. The mid-
wife’s evidence-based information and encouragement of shared
decision-making formed the foundation for promoting women’s choices
as articulated by one participant: "Then we talked for a very long time
about: do we go ahead with this induction? because it’s not medically
necessary, I talked to them for an hour about it. They decided to go ahead
with the induction, even though they knew what the disadvantages might be.
... She was just able to make that decision and had all the knowledge to do it.
That was good." (P2, SP?)

1 Courses of care, see explanation in Appendix 1.
2 LGP refers to a Large Group Practice > 5 midwives
3 SP refers to a Solo Practice
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Fostering empowerment of women

Participants shared their expectations and hopes that their involve-
ment with pregnant women would lead to a positive childbirth experi-
ence. In turn, this positive experience empowered women as individuals
and as mothers: “I also want a woman to feel stronger after giving birth to
that child than she did before”. (P2, SP)

Comprehensive care

Participants expressed their vision of collaborating with pregnant
women, considering both medical and psychosocial perspectives within
their environments or contexts. “ I can’t see how your baby is doing in your
belly with my X-ray eyes. If you have a conversation like that, you can really
connect with people on a deep level. But what risks are you [client] willing to
take and what feels acceptable to you? ...that is something you will discover
with people during pregnancy” (P12, SGP™)

Theme 2: Values in midwifery

To make values visible in our interviews, we first explored midwifery
norms: How does a ‘good midwife’ behave? By posing these questions,
we uncovered professional values that were sometimes vaguely
expressed and other times quite obvious. Table 2 provides a summary of
values, an explanation, and quotes from the midwives. Given the wealth
of data on this theme, we have chosen to present it in a table format for
ease of reading.

Theme 3 Conflicting values; balancing professional and per-
sonal wellbeing

Participants shared extensive conflicts—both internally between
personal and professional values, and externally with colleagues, other
professionals, and clients. These conflicts underscore the complex dy-
namics and interplay between professional values, personal values, and
external pressures that shape the experience of midwives in their prac-
tice. Below, we outline these conflicts under two headings: first,
perceived internal conflicts experienced by midwives themselves; sec-
ond, perceived conflicts with clients, obstetricians, fellow midwives, and
health insurers.

Conflicts within themselves

Participants felt a conflict between protecting their personal well-
being and upholding their professional values, especially when
providing individualized care to women. They acknowledged the per-
sonal toll this can take but also expressed a strong desire to be service-
oriented and available for their clients. This internal conflict was high-
lighted when participants felt uncomfortable with clients phoning about
personal problems, revealing a struggle between providing care and
maintaining personal boundaries. This was summarized by one midwife
who stated: “But yes, on the other hand, to be of service is also to be very
much giving of yourself, isn’t there a kind of contradiction in that, in your
values perhaps? You also say, gosh, I want to be very helpful and people don’t
call just like that, but on the other hand you also say: Yes, but sometimes I find
it unpleasant [that people call] because then they call with this and that and it
bothers me (P6, LGP)”. Additionally, the stress of personal perfectionism
and high self-expectations can interfere with effective care and nega-
tively affect midwives’ wellbeing: “I'm the type of person who has very
high standards. Thus, a true perfectionist, which I detest greatly.” (P11, LGP)

The conflict between professional values and attitudes toward self-
care and boundary-setting in the profession was intensified as partici-
pants felt pressured to remain constantly available and to prioritize
service delivery over their well-being. Some participants experienced
such high internal conflict that they decided to change their career

4 SGP refers to a Small Group Practice < 5 midwives
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Table 2
Professional values, explanations of professional values and related quotes of
community based midwives in the Netherlands.

Value Explanation from the Quote
perspectives of participants

Providing personal,
tailored care

Tailored care, respectful of
women’s autonomy and
preferences, is essential
during childbirth. A key
factor contributing to job
satisfaction among midwives
is the personal connection
established with women,
fostering trust and enabling
effective, individualised care.

That you just look at the
person and see what they
need. And that you take
your time and don’t want
to rush it. Because then you
miss things. Really take
your time and assess each
person as, as a unique
person. And that includes
protocols, but sometimes
you can deviate from that.
Yes, really listen to what
the person wants.(P13, LG)

Professional Participating midwives “If, during our
/Occupational perceived autonomy in two conversations, I notice that
Autonomy aspects: [1] Professional someone isn’t willing to
Independently independence, characterised take responsibility for their
autonomous by self-directed own care, I start to question
Autonomous decision-making, whether I'm the right care
independent accountability, and provider for them. That’s

(self)-confidence; and [2]
Autonomy as an independent
practitioner and practice
owner, encompassing the
ability to lead in clinical
situations, maintain
professional integrity and

something we need to talk
about openly. People need
to decide whether they're
comfortable leaving that
responsibility with me—or
we may need to
acknowledge that we’re not

identity, and provide care as the right fit for each
a small team. other."(P12. SGP)
But I believe very strongly

in autonomy. I think we
[midwives] have the best
right to exist for the sake of
physiology and the
birthright of the child. And
especially that we should
remain autonomous. And
that we can really position
ourselves from an
entrepreneurial point of
view. But it does require
something. How it relates to
the current market forces.
Which I find very thrilling.
(P5, SGP)

We just have a good time
together with the
[practice]-assistants*°,

Collaboration with Midwives described
colleagues and

women

collaboration as:
1. Building trust and

responsibility among team
members and between
professionals and
pregnant women, creating
a positive and joyful
environment.

. Recognising individual

strengths and abilities
enables effective
teamwork, particularly
across primary and
secondary care settings.

. Organisational

collaboration involves
coordinating efforts with
other practices, sharing
responsibilities, and
discussing progress to
achieve shared goals.

. Collaboration also

involves empathetic
relationships with
pregnant women,
demonstrating a genuine

which is nice, and we have
lunch together every
Thursday afternoon, and
then we discuss everything.
Of course, we sometimes
disagree, but yes, we all
really want to take good
care of our pregnant
women. We go through fire
and water for each other,
you know, it’s in busy
times, even at the weekend,
... are you going to make it
in the shift, do I have to step
in? [...] Yes, it works very
well, I have to say. (P6,
LGP)

An obstetrician said to me
last year or two years ago,
when we had a brief
discussion, “Are there
things that could be
improved in the hospital
where I work and in our

(continued on next page)
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Table 2 (continued)

Table 2 (continued)
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Value Explanation from the Quote Value Explanation from the Quote
perspectives of participants perspectives of participants
understanding and collaboration? And then I you're not alone, you
vulnerability. asked, "How do you know. (P3, SGP)
actually see me? And Providing a service/ Participants emphasised that 1 think we are at the service
then he said, ’Yes, you're to serve/care for genuine interest in pregnant of the people we work for,
still a real old-fashioned women and recognising their  and that is the pregnant
midwife,” and then I unique circumstances are women, but also their
thought, "What do you essential aspects of practice. partners, their families, and
mean, old-fashioned They also highlighted the I think whatever you do for
midwife? And that was importance of flexibility in them, you have to do it
really what you’re saying work-related activities, well. That means that you
now, you stand up for including being available for have to meet the wishes of
your people. You go work and being willing to the person you are caring
along with your people, work shifts. A commitmentto  for as well as you can. (P6,
you stand up for your continuous development, LGP)
people and you’re really assuming responsibility, and
there for them. So people embodying these values as
really benefit from you. part of the profession’s
(P10, SP) identity were seen as
[being on-call for each fundamental to a midwife’s
other’s practices] We role.
make convenient Connecting with This value has been Yes, I think it is very
schedules for that. And people articulated in many ways. It important. You also see
there are never any means working with that they can open up more
problems with that; pregnant women and with easily during childbirth
people always come women, being close to because they know you
when you call them, or someone, being important to better. I think they get more
vice versa. Helping each someone, and getting to confidence. (P13, LGP)
other out with shifts know people better.
during the coronavirus Regarding collaboration, it is
pandemic when people explained as getting to know
are off work. Things like and being with your
that, really, working collaborators.
together to create new Quality improvement Improving the quality of care It [quality improvement
protocols. Perhaps CTG in is an important value initiatives] has transformed
primary care, which is identified by midwives. This the way we work and has
something we are lies not only in the individual  significantly improved our
currently working on. but also in the team. Through  outcomes. (P2, SP)
That is something you specialisation or the use of
want to tackle together each other’s qualities, not
with all midwives.(P7, everyone has to do the same
LG) thing, but one can use each
Expertise Competence encompasses “It is not only medical, it is other’s specialisms to

continuous development and
maintenance of knowledge
and skills necessary for
professional practice. While
theoretical foundations are
crucial, practical experience
and clinical reasoning are
also essential. Midwives
highlighted the importance of
social and empathic skills in
responding to individuals’
needs, as well as the ability to
provide care in acute
situations. Staying alert and
maintaining expertise
through continued exposure
to various scenarios, such as
home births, is vital for
ongoing competence.

also psychosocial. And to
be able to do that, I think
you have to learn the
profession, you have to
learn it well at school
[midwifery education], so
you just have to know your
subjects, you have to pass
your exams, you have to
meet all the requirements
that the management sets.
Well, and then of course
you get more and more into
that world, and in the
meantime you learn a lot
even if you have already
graduated. I think even
more than the training
itself.

I always say to someone
who joins us .... that they
can learn a lot of things
with us, huh, I think, for
sure, but also a lot of things
that they cannot learn. If
you start working. Please
go and work in a large
practice, where they have
two teams, so that when
you're on call there’s
always someone else on call
too, you have colleagues
you can bump into and

Wellbeing, self-care

Authenticity

improve the quality of care. It
is also more efficient and
takes advantage of the
diverse skills and interests of
the different midwives in the
team, highlighting their
complementary strengths.
This involves taking good
care of yourself and paying
attention to your needs. You
do this by living a healthy
lifestyle, including eating
well, getting enough sleep,
and taking breaks. This helps
in managing irregular
working hours and caregiving
responsibilities. Talking
about work with others also
gives space and air to move
on.

Participants point out that it
is important to have a
congruent attitude towards
pregnant women; this means
being yourself in your work.
And then being at peace with
the fact that colleagues are
different and do things
differently.

... but also takes good care
of themselves. And I think
that’s also something you
see in the workplace, of
course, people who just go
on and on and on. It’s such
a cliché, but if you don’t
take care of yourself, you
can’t take care of others. I
think that also makes you a
good midwife, so that you
are there for your client,
but also really there for
yourself. (P4, LGP)

1 also think that if I do my
job the way I am, you don’t
have to act, you don’t have
to pretend to be different,
you can really be yourself,
it takes a lot less energy,
you have a lot more fun at
work, at your job. Then you
don’t have to think so much
about how should I do this?
Or how should I do this?
You just do it. So it becomes

(continued on next page)
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Table 2 (continued)

Value Explanation from the Quote
perspectives of participants

more and more second
nature. As a result, it just
becomes easier and more
fun. (P10, SP)

...And then I came to her
when she was in labour,
and I walked in, and she
already had the urge to
push, so I listened. I hear
something so wrong that I
am utterly shocked myself.
1 think, oh dear.... Should I
call an ambulance after
all? Because if something
goes wrong, I'll be blamed
for not calling an
ambulance. But will it help
her to have an ambulance
waiting outside?. And at a
certain point, I decided I
wasn’t going to call an
ambulance. and then her
waters broke .... I regained
all my confidence. In the
end, she gave birth. ...
Because then I knew. That
was to keep calm and assist
her with her delivery on the
spot. (P1, SP)

Courage To be able to stand up for
pregnant women, to be brave
enough to stand up for your
profession in the best

interests of pregnant women.

10A practice assistant is someone who takes telephone calls, performs adminis-
trative tasks, schedules appointments and takes blood samples or measures
weight.

direction. They expressed that working in large midwifery practices with
many full courses of care created a strong internal conflict between
wanting to provide personalised care and maintaining their wellbeing.
As a result, they decided to work as a solo midwife with fewer full
courses of care per year, allowing them to provide continuous personal
care with increased wellbeing: “I felt much more free than in group practice
and did not have to recover from busy shifts,....” (P9, SGP)

Participants also faced conflicts between their professional tasks and
their personal lives. The increasing administrative burden interfered
with personal care and time, leading to struggles maintaining a healthy
work-life balance. Moreover, family needs potentially conflicted with
providing personal care and service, with the pressure to work night
shifts and the physical demands of the job interfering with family
responsibilities.

The ‘protocolization’ of care and the expectations of professional
autonomy they perceived to be imposed on them were also expressed as
a source of conflict. Some participants felt that increasing protocolized
care conflicted with their midwifery ideology and, ultimately, job
satisfaction: “We have had training. We have a vision, um. We know what
physiology is, more than any profession. Don’t let that get snowed under (by
protocols). And certainly not to be glossed over or ridiculed.” (P1, SP)
Existing protocols limited the freedom to create personalised care
pathways, and dealing with increasing administrative and regulatory
burdens was described as overwhelming. This conflict was evident in the
quote, “You have to be so engaged. So many demands are placed on you.”
(P7, LGP)

Conflicts with others

Clients

Participants experienced ideological conflict when clients relied
heavily on their guidance, while they aimed to support autonomous
decision-making. Tensions also arose when the client’s wishes diverged
from standard practice. Responses varied: some deviated from
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guidelines and faced resistance from colleagues; others engaged in
dialogue but were sometimes unable to fulfil client needs and requests.
Both situations compromised the professional value of individualized
care, and participants perceived these tensions as uncomfortable.

Policies

Participants described conflicting professional values regarding risk
management. They highlighted that obstetricians may take a more
cautious approach, focusing on minimising risk through standardised
procedures. In contrast, midwives may want a more personalised
approach that recognises individual women’s circumstances and pref-
erences. This discrepancy in risk perception highlighted the tension and
disagreement between providing personalised care based on individual
preferences and the cautious, risk-minimising strategies often favoured
by medical professionals: “It’s interesting how we often find ourselves
discussing this with obstetricians, right? We might feel they view things from a
more medical, pathological perspective, while they might see us focusing too
much on the physiological aspects instead.” (P7, LGP). This was seen as
having negative implications for trust and collaboration between par-
ticipants and obstetricians, even though midwives value collaboration.

Another quote illustrates the tension midwives may feel in conflict-
ing between good care and protocols: “Women can give birth. They need
the context and security of someone or a place where they are given the time
to give birth with confidence. Yes, and often we take away that confidence, we
take away all the time. Everything has to be incredibly fast, faster, faster. The
placenta almost has to come first. Really, you see, now the placenta has to
come within half an hour. [...] I think it’s "how to spoil a good birth”. (P1,
SP).

Conflicts in collaborative working

Participants encountered conflicts with midwives in their practice as
well as with midwives from other practices, primarily because of
differing opinions on the best way to achieve optimal delivery of care.
For example, introducing new approaches to care caused tension be-
tween colleagues who resisted change or had different opinions about
implementing innovative practices. All participants mentioned the
importance of continuity of care. However, many participants
mentioned feeling stressed and pressured by the midwifery profession to
provide continuity of care. This created an internal conflict between
their feelings about being on call, the stress this causes, and meeting the
standards of continuity of care. “I think a lot of them think the same way I
do. But I don’t know exactly who comes up with this continuity, but in the
profession people also think: "What have they come up with now?”(P7, LGP)
Conversely, one participant reflected on a conflict between her profes-
sional values and how newly qualified midwives or students choose to
work. This was also apparent in how they viewed recently qualified
midwives, who they felt let down the profession for putting their
workload ahead of the need for continuity of care: “I realised that this was
important to me, and that I was sometimes disappointed by new locums or
students who would say ‘I won't take part because I've already been very
busy’. (P11, LGP)”

Conflicts due to practical issues

Workplace challenges related to human resources and staffing ca-
pacity created conflict between participants’ professional values and the
practical constraints they faced. The shortage of supporting staff mem-
bers hindered participants’ ability to provide care according to their
values. This conflict highlights the challenges of maintaining quality
care with resource limitations. In addition, the lack of maternity care
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assistants” leads to problems sustaining and providing births at home. A
participant expressed a conflict between wanting to provide personal-
ised care and, at the same time, feeling uncomfortable attending home
births without the support of a maternity care assistant due to staff
shortages: “There are times when it is really very nice to have a maternity
care assistant present, and this can make it more difficult for people to choose
a home birth, simply because there is no maternity care available.” (P12,
SGP)

Financial factors substantially contributed to tensions between par-
ticipants and the healthcare insurance system. Despite the available
evidence on the effects of specific care models, such as caseload prac-
tices, there was a perceived lack of recognition and appreciation for their
cost-effective nature. Some participants also expressed discontent about
the growing influence that health insurance companies exert over
women’s care direction. The participants underscored the importance of
autonomy in clinical decision-making and the ability to deliver indi-
vidualised care based on their professional expertise. Furthermore, they
experienced conflicts regarding autonomy, driven by the administrative
burdens imposed by health insurance. The quote: 'It’s almost impossible
to do anything anymore, including independent meetings with insurance
companies’ (P7, LGP) highlights the challenges of managing adminis-
trative tasks independently.

Discussion

This study explored possible conflicting values and ideologies in the
Netherlands, aiming to develop practical, organizational, and educa-
tional strategies for midwives to use in practice to prevent attrition.
Midwives prioritise providing personalised, tailored care, autonomy and
collaboration with others. They value autonomy and strive to empower
clients through their care. Lastly, midwives’ well-being and self-care
were highlighted as important values for midwives. The realities of
practice can challenge these values. For example, protocols and policies
may limit women’s choices, and workplace challenges like staffing
shortages and financial constraints can impact the ability to provide
personalized care. Midwives also face frustrations with the healthcare
insurance system, which affects their autonomy and increases admin-
istrative burdens.

Midwifery ideology in the Netherlands appeared to be a shared and
overarching concept that aligns with Renfrew et al.’s framework [19]. It
encompasses principles such as physiological grounding, promoting
women’s autonomy in decision-making, fostering empowerment, and
providing comprehensive care. Pregnant women highly value this
"with-woman" philosophy [23], and it has been demonstrated to
enhance the well-being of midwives [24]. However, as Feeley has
studied [25] it is important to recognize that there can be variations
within this philosophy. On one end of the spectrum, some midwives
fully support women’s autonomy and easily deviate from standard care,
while on the other end, some midwives adhere more strictly to guide-
lines. This can lead to misunderstandings and tensions within the pro-
fession, highlighting the need for midwives to explore where they stand
on this spectrum [25,26].

Our study aligns with Feeley’s holistic concept of midwifery as a
‘skilled heartfelt practice’ [25] and the ‘primacy of a good midwife’
theory of Halldorsdottir and Karlsdottir [27], which emphasizes the
balance between personal and professional values. A ‘good midwife’
integrates competence and wisdom, personal and professional devel-
opment, professional caring, and interpersonal competence. These the-
ories can serve as fundamental building blocks for professional
midwifery care and support the development of a professional identity.

Providing personalized care is a fundamental priority for Dutch

5 Maternity care assistance is a distinct aspect of the Dutch maternity care
system. They support the midwife during birth and also provide help to the
mother and child for about 48 h over the course of 8-10 days postpartum.
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midwives, who strive to tailor their services to each individual’s needs
and preferences while emphasizing respect for women’s autonomy and
choices during childbirth. This approach aligns with the concept of
woman-centred care, which represents each woman’s unique, individ-
ualized care; however, research by Crepinsek et al. [28] has found that
this concept is rarely mentioned in the professional standards documents
that guide midwifery [28]. Our study demonstrated that midwives strive
to deliver personalized care to uphold autonomy. Although they do not
explicitly use the term "woman-centred care," they still work to practice
its principles.

Our findings reveal both internal (personal) and external (client and
interprofessional) conflicts faced by midwives. Participants stressed the
importance of personalised, woman-centred care, which demands
availability and presence. However, balancing this with family re-
sponsibilities created internal tensions. Such conflicts are common in
female-dominated professions, where professionals often navigate
competing roles, leading to family—work interference [29,31,32]. These
challenges are particularly pronounced in healthcare, where practi-
tioners’ altruistic commitment to women intensifies the strain [30].

Conflicting values may pose a challenge in interdisciplinary collab-
orations and work environments. Midwives may struggle to maintain
their values if the environment does not align with their principles or
when faced with varying standards and behaviours. To mitigate this,
they may adapt their practices to reduce dissonance. For example, some
midwives in our study opted to care for fewer women, prioritising
overall well-being instead [26]. Conflicts can occur when personal
values shift over time or clash with professional demands. This may lead
to internal tension and negatively affect midwives’ well-being. Research
suggests that poor well-being can impair cognitive functioning and
emotional resources, which may in turn hinder professional perfor-
mance [33].

Strengths and limitations

This study is the first to explore midwifery values in the Netherlands
and provides a basis for further research. We interviewed a variety of
community midwives and achieved data saturation, which makes the
results credible for the Netherlands.

However, it should be noted that we only included community
midwives in our study, so the values held by hospital midwives and the
conflicts they face have not been explored. Although core values may be
consistent between the two groups because they have the same educa-
tional background, we hypothesize that the conflicts may differ due to
the work context. This requires further research.

Implications

We recommend that midwives explore their ideologies regarding
midwifery care, from conventional to holistic approaches. In midwifery
practices, it’s essential to share and reflect on the positions of individual
midwives along this spectrum to minimize miscommunication, prevent
misalignment, and reduce attrition in the profession.

Professional values are at the heart of the profession. Underpinning
work with professional values should ensure that midwives continue to
enjoy their work and remain committed to the profession. Therefore, it is
important to consider these values when changes are made in the or-
ganization of care.

In this research, we explored professional values without ranking or
prioritizing them. Future studies are recommended to understand po-
tential hierarchies among these values. Such findings will provide in-
sights into differences in clinical reasoning processes and potential
conflicts between professionals.

The use of theoretical guidance is essential in researching profes-
sional values in science. Internationally, frameworks like Renfrew’s
model [19], Feeley’s model [25], and the theory by Halldorsdottir and
Karlsdottir [27] promote discussions on how professional values relate
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to the organization of maternity care in various countries. In the
Netherlands, for example, community midwives often function as in-
dependent practice owners. This independence affects their capacity to
implement changes within their contexts and settings, requiring align-
ment with secondary care providers. As a result, midwives can adjust
their practices to reflect their professional values, which grants them
control and autonomy. However, they must also collaborate within the
regional standards of maternity care, which may deviate from the care
they wish to provide.

Professional values should be discussed in the education of mid-
wives. This discussion is crucial because values become internalised and
influence the standard in practice and guide students’ behaviour.
Educational settings provide a unique opportunity to teach, modify, and
promote these values [34]. Without these discussions, an implicit hidden
curriculum may influence the formation of students’ professional
identities.

Conclusion

Our findings highlight the ideologies and foundational values that
guide community midwifery in the Netherlands, such as autonomy and
personalised care. Dutch midwives navigate complex internal and
external value conflicts during their work. Policies and resource limi-
tations can impact their ability to align their practice with their values.
Addressing these challenges necessitates ongoing reflection on the in-
fluence of these values on professional well-being and sustainable
practice. Midwives worldwide must be aware of and continuously reflect
on professional values to mitigate conflicts and enhance the quality of
care. These values are central to the profession, making it essential for
midwives to adapt their practice accordingly.
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