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Background: In the Netherlands, the turnover of midwives of relatively young age is high. This is concerning since
a lack of midwifery experience can negatively affect the quality of maternity care.
Aim: To study the rate and the reasons for intending to leave, and to explore the reasons for leaving midwifery
jobs in the Netherlands.
Methods: We used a mixed-methods design including a quantitative survey (N = 726) followed by qualitative
interviews (N = 17) with community midwives.
Findings: Almost one third of the respondents considered leaving the profession. The decision to actually leave the
job was the result of a process in which midwives first tried to adapt to their working conditions, followed by
feelings of frustration and finally feelings of decreased engagement with the work. The reasons for leaving
midwifery practice are an accumulation of job demands, lack of social resources and family responsibilities.
Discussion: Compared to international figures, we found a lower rate of midwives who considered leaving the
profession. This could be explained by the differences in the organisation of midwifery care and the relatively
high job autonomy of midwives in the Netherlands. Nevertheless, changes must be made in terms of decreasing
the demands of the job and creating more job resources.
Conclusion: Innovations in the organisational structure that focus on continuity of care for pregnant individuals,
job satisfaction for midwives and building a sustainable workforce may result in an increase in the retention of
midwives. These innovations would ensure that women and their babies receive the best care possible.

Statement of significance
Problem or issue
In the Netherlands, the high turnover of midwives at a young age is
concerning since a lack of midwifery experience can negatively affect
the quality of maternity care.
What is already known
Intentions to leave the midwifery profession is a strong indicator of
actually leaving the profession. International figures show high rates of
intention to leave among midwives.
What this paper adds
One in three community midwives in the Netherlands considered
leaving the job as a practising midwife. The reasons for leaving
midwifery practice are an accumulation of job demands, lack of social

resources and family responsibilities. We have added knowledge con
cerning the process of intending to leave to actually leaving the
midwifery profession. Our findings show that midwives tried to make
adjustments in their work and when these attempts failed, commitment
to work and to the team decreased and ultimately led to leaving the job.
1. Introduction
In the Netherlands, the workforce of midwives consists of a relatively
low number of experienced midwives, leading to an unbalanced work
force [1]. Sixty-one percent of Dutch midwives are under the age of 40,
which differs from most other countries [1]. For instance, the median
age (37 years of age) of the Dutch population of midwives differs from
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that in the United Kingdom (47 years of age) [2]. In the United States,
58% of midwives are 40+ years old compared to 38% in the
Netherlands. Seventy-two percent of midwives in the Netherlands work
in the community, 28% in the hospital [1]. A good balance between
experienced and less experienced midwives ensures a stable workforce
and contributes to good practice [3]. Experienced midwives can share
their accumulated expertise and knowledge to less experienced mid
wives [4]. Low ratios of experienced midwives to less experienced
midwives could negatively affect the delivery of safe care [3]. In order to
maintain a balanced workforce, and taking into account that almost 90%
of pregnant women in the Netherlands start care in midwifery care, it is
highly important to gain insights into the number of midwives who
intend to leave the midwifery profession, the underlying reasons for this
intention to leave and the reasons for the actual turnover of midwives [5,
6].
The intention to leave a profession refers to the probability of staying
or leaving the profession. Although the intention to leave a job does not
necessarily mean actual turnover, it is one of the most important in
dicators of leaving a profession [7,8]. Intention to leave is often trig
gered by negative reactions to organisational factors (e.g. organisational
culture or interpersonal relations), work-related employment factors (e.
g. workload or financial rewards), employee factors (e.g. demographic
factors such as years of experience or the area of work) or external as
pects of the job (e.g. family issues and the availability of other
compatible jobs) [8]. These negative reactions (or triggers) are often
followed by negative psychological responses, such as frustration and
withdrawal. Withdrawal has been found to manifest itself as absen
teeism, avoidance behaviour and lowered performance [7,8].
In relation to the number of midwives who have intentions of leaving
the profession, it is known that 66.6% of UK (United Kingdom)midwives, 42.8% of Australian midwives and 67.3% of Canadian mid
wives considered leaving the midwifery profession in the last 6 months
before completing the questionnaire [2,9,10]. The most commonly cited
reasons for Canadian midwives’ intention to leave were the negative
impact of an on-call schedule on personal life, followed by concerns
about their mental and physical health [10]. Within the UK study, the
most common reason for considering leaving the profession were
shortages of staff at work, not being satisfied with the quality of care that
they can give and being dissatisfied with working conditions and
workload [2]. In addition, within the group of UK midwives who
considered leaving the midwifery profession, there were higher levels of
burnout, depression, anxiety and stress in comparison to the midwives
who did not consider it [2].
Turnover is often defined as the voluntary termination of member
ship to an organisation by an employee of that organisation [2]. Com
mon reasons for leaving are dissatisfaction due to a lack of time to
deliver appropriate care, shortage of staff and a high workload [9].
Moreover, studies show that midwives feel demoralised, disempowered,
and overwhelmed by the medicalisation of birth, as well as a lack of
autonomy [2,11,12].
Despite this research on intentions to leave and the reasons for
turnover, little is known regarding the reasons of community midwives
in the Netherlands to leave the workforce. This study adds specific new
knowledge and insights based on a maternity care system in which
midwives work as autonomous medical professionals. This study focuses
on elements such as the strong relation between the intention to leave
and actual turnover and on the possibility that a midwife’s performance
could already be different once they intend to leave.
The aim of this study is to identify the rate and reasons of intention to
leave and to explore the actual reasons for leaving the midwifery pro
fession in the Netherlands. The following research questions will be
answered: (1) What is the rate of intention to leave among community
midwives? (2) What are the reasons for intending to leave among
community midwives and do these reasons differ between newly qual
ified midwives and experienced midwives? (3) Why do community
midwives really leave the profession?

2. Participants, ethics and methods
2.1. Design
To answer our research question, we used a mixed method sequential
explanatory design: quantitative data was enriched with in-depth in
formation to gain broad knowledge. The study consists of two parts:
1 A quantitative survey study of a sample of practising community
midwives in the Netherlands to identify the rate and reason for the
intention to leave.
2 A qualitative study consisting of in-depth interviews with commu
nity midwives who left the midwifery profession.
We used the results of part 1 to provide input for part 2.
2.2. Theoretical framework
We used the adjusted Job Demands and Resources model created by
Hoonakker et al. [13] (Fig. 1) as theoretical framework. The decision to
use the JD-R model as a theoretical framework is mainly related to its
heuristic nature, as it has the potential to identify the demands and re
sources for a specific professional group, in this case midwives [14].
Within this model, the wellbeing of a professional is dependent on two
concepts: job demands and job resources. Job demands are the physical,
psychological, social, and organisational characteristics of a job. Job
resources are the resources that help to achieve work goals or reduce the
demands of the job, including receiving feedback, having task control, or
having social support. Wellbeing itself is a combination of work
engagement and exhaustion/burnout [13–15]. Exhaustion/burnout can
ultimately lead to withdrawal behaviour, intending to leave and, ulti
mately, to actual turnover, which is the focus of this study [13].
2.3. PART 1: survey study
In part 1, we conducted a cross-sectional study. We used three
questions that were part of the ‘Dutch national wellbeing of midwives
study’ [16], measuring the wellbeing of midwives in the Netherlands.
The ‘Dutch national wellbeing of midwives study’ was conducted in
2019. This cross-sectional study was carried out among practising
midwives in the Netherlands using a questionnaire that was constructed
using validated scales [16]. The validated scales used were the Dutch
versions of: (1) the Maslach Burnout Inventory, the UBOS-C (Utrecht
Burnout Scale-clients) for professionals working with clients in social
professions or health car [17], the UWES (Utrecht Work Engagement
Scale) [18], the QEEW 2.0 (Questionnaire on the Experience and Eval
uation of Work) [19], the Psychological Capital Questionnaire (PCQ)
[20], and the General Self-Efficacy Scale (GSE) [21]. Dependent vari
ables in this study were burnout symptoms and work engagement. In
dependent variables were sociodemographic characteristics, task
demands, resources at work, and personal resources.
2.3.1. Study population
Midwives in the Netherlands who work in community care were
included. In Box 1 we have provided background information regarding
the way community midwives work in the Netherlands. Midwives
working only in an hospital, or education or research were excluded.
2.3.2. Recruitment
Recruitment of respondents took place between December 2018 and
March 2019. The recruitment process consisted of two steps: in step one,
a random sample of practising midwives (1301 of the total population of
3221 midwives in the Netherlands) registered in the database of the
Netherlands Institute for Health Services Research (NIVEL) was used.
This sample was supplemented with all Newly Qualified Midwives (< 3
years after graduation) that were available in the database. Midwives in
2
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Fig. 1. The adjusted Job Demands and Resources model, including the possible outcomes of exhaustion and work engagement [13].

Box 1
Background information regarding the way community midwives work in the Netherlands.
Midwifery in the Netherlands
The professional education of midwives in the Netherlands consists of a four-year direct entry Bachelor of Science programme and gives access
to registration in the so-called BIG-register of individual health care professionals of the Health Ministry, allowing license to practice [22].
According to the regulations of the Ministry of Education, the educational program entails 240 European Credits Transfer System (ECTS) on
which 100 ECTS spend on placements (60 ECTS in community care settings). One ECTS stands for 25− 30 h workload [23].
According to the national figures, 72% of the midwives work in a community-based setting, and 28% of the midwives work in a hospital-based
setting [1]. A large proportion of midwives in the community work in independent practices, either as owners or as locums. Only a minority
(4%) are employed at an independent practice [1]. Each midwifery practice offers 24/7 care. The default independent practice is set at 105 full
care units. This means that a midwife takes care of the prenatal, natal and postnatal care of approximately 107 women annually [24]. Com
munity midwives are self-employed, which means they can decide how many clients to take on and how much time to spend with each client.
This also means that the number of working hours is not restricted, as is the number of days off. Practice assistants can help the midwife with
administrative and organizational tasks.
Community midwives take care of women experiencing normal pregnancies and births and in postpartum periods. Women are referred to a
hospital if risks of adverse foetal or maternal outcomes are high or if complications arise during pregnancy or childbirth. In the hospital, ob
stetricians, nurses and hospital midwives take over care [25].
Every midwife in the Netherlands needs to renew her BIG-registration every five years [22]. The most important requirement for on-going
registration is a minimum number of hours spent working as a midwife. Next to the BIG-register, 80% of midwives are registered in the
quality register from the Royal Dutch Organisation of Midwives. A registered midwife has to show in a minimum of 200 h continuous edu
cation/training [25].
Currently, there is a move towards closer collaboration between the different professional groups in ‘integrated care maternity care’. The finance
system may change from separate payments for community and hospital-based maternity care to bundled payments for maternity care col
laborations in which community midwifery care practices, maternity care organisations, ultrasound centres and hospitals participate. They will
then be funded through the collaborative in which they work. This is a potential threat to the self-employed status of community midwives.

Fig. 2. Included questions regarding Dutch midwives’ wellbeing, a national study [16].
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the database had given permission to receive invitations to participate in
research. A total of 60 letters were returned to sender, resulting in a
NIVEL sample of N = 1241. Participant consent was obtained at the start
of the questionnaire; participants could decide to stop filling in the
questionnaire without explanation. Participant anonymity was assured
as no name or other identifying data were collected.
In step two, the Royal Dutch Organisation of Midwives – in which
84% of midwives are a member – sent an email with information about
the survey to all members. A link and QR code leading to the survey was
attached. The first question was about giving informed consent.

conducted by two researchers, respectively a researcher and a master
student/midwife. All interviews were discussed by the entire research
team, which allowed us to reflect on the possible influence that the re
searchers had on the interview process. Depending on the participant’s
preference, the interview could take place online or on-site. Online in
terviews were held via digital platforms (Microsoft Teams or Zoom).
After 15 interviews, we did not derive new information. However, we
decided to carry on with the five interviews which were already plan
ned. All interviews were recorded (by audio and video) and notes were
taken. After approximately three interviews, the findings were discussed
among the researchers and the topic list was then adjusted slightly. After
each interview, a summary was written. All interviews were conducted
in Dutch and transcribed verbatim. The transcripts and summaries were
member-checked by each participant. No adjustments were needed.

2.3.3. Survey
The questions used from the survey of the ‘Dutch national wellbeing
of midwives study’ are presented in Fig. 2. Furthermore, demographic
characteristics and workplace characteristics were collected. The
intention to leave was measured using three questions ((1) Have you
considered leaving the profession of midwifery in the past six months?
[Yes/No], (2) What are the reasons you are considering leaving the
profession? [nine predefined answers], and (3) Describe in your own
words why you consider leaving the profession [see Fig. 2]).

2.4.3. Analysis
We analysed the transcripts of the interviews by moving from
inductive coding to a framework analysis. This included the following
steps: (1) We developed a coding scheme; (2) The open codes were
placed into categories by two researchers; (3) The applied JDR model by
Schaufeli et al. [27] was used to order the developed categories. We then
conducted a second analysis using a narrative analysis. In each tran
script, we looked for the turning points that led to the decision to leave
work as a practicing midwife. These turning points were collected in a
separate document per participant so that we could properly examine
whether there was a potential accumulation of reasons for the partici
pant [26]. MaXQDA, version 2020.4 was used to analyse this data.

2.3.4. Analysis
Descriptions of background and workplace variables were calculated
and summarised. Next, we performed a descriptive analysis regarding
the intention to leave using SPSS version 25.0. Also, we performed chisquare tests to compare the intentions and reasons to potentially leave
between Newly Qualified Midwives and Experienced Midwives. The
level of significance was set at p < .05. Thereafter, we analysed the openended question in the survey. We read and reread the comments of re
spondents and initially coded the fragments independently from each
other, then created categories. Next, we organised the categories into
themes [26]. These themes were then ordered using the applied Job
Demand and Resources model [27]. ATLAS.ti version 8.4 supported the
qualitative analysis.

3. Results
In the results, we show the background characteristics of the re
spondents (survey study) and the participants (interview study). In
Table 2, the quantitative findings from the survey related to the rate of
midwives with intentions to leave and which reasons they had for
consideration to leave are shown. Next, the qualitative findings from the
analyses of the open-ended questions of the survey and of the interviews
with community midwives are described and presented in Fig. 3. Finally,
the outcomes of the narrative analyses are shown.

2.4. PART 2: interview study
In part two, we performed 20 in-depth interviews with midwives
across the Netherlands. We had to exclude three interviews from these
20 interviews because these midwives worked exclusively in hospitalbased care. The included interviews lasted 45 min on average, three
were conducted on-site, and 14 online.

3.1. Background characteristics of survey respondents and interview
participants
In part 1, a total of 1078 surveys were completed. We had to exclude
183 surveys because they had multiple missing variables [16]. We also
excluded 169 hospital-based midwives. Our final sample consisted of
726 respondents. In part two, we performed 20 in-depth interviews with
midwives across the Netherlands. We had to exclude three interviews
because the midwives had worked exclusively in hospital-based care. In
Table 1, the background characteristics for both the respondents (in part
1) and the participants (in part 2) are presented. In the text below, the
word ‘respondent’ refers to midwives who completed the survey, the
word ‘participant’ refers to the midwives who were interviewed.
Most midwives (61.2%) who responded to the survey were younger
than 40 years of age, were parents/guardians with their children living
at home (56.9%), were married, or lived together with their partner
(83.7%) (Table 1). Of the interview participants, 35.5% were younger
than 40 years of age. Most of them were parents/guardians (76.5%) and
were living with a partner (82.4%). Regarding workplace characteris
tics, most midwives worked as community midwives (respondents:
98.1%; participants 82.4%), were owners of a midwifery care practice
(respondents: 64.2%; participants: 41.2%), had more than 10 years of

2.4.1. Recruitment
Participants were recruited through Facebook pages for midwives,
through the website of the Royal Dutch Organisation of Midwives,
through snowball sampling, and through the researchers’ networks.
Potential participants were able to send an email to receive additional
information about the study. They were invited for an interview after
they agreed to participate. Eligible participants were community mid
wives who had stopped working in the midwifery profession within the
past five years. We assumed that they would remember clearly what it
was like to quit their jobs.
2.4.2. Data collection
Data collection took place in March 2021 and April 2021. Prior to the
interviews, a topic list was developed by two researchers. The topics
were derived from the document analysis of the open-ended survey
questions, a literature study, and the JD-R model. This topic list was
tested twice on midwives who were not included in the target popula
tion. As a result, the order of topics was adjusted. The interviews were
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Table 1
Descriptives of background characteristics and workplace characteristics of
survey respondents (N = 726) and interview participants (N = 17).
Background
characteristics

Survey
respondents

Interview
participants

Ref. = Reference
category

N = 726 (%)

N = 17 (%)

Community
midwives in the
Netherlands
N = 2429 (%)a

203 (28.0)
241 (33.2)
146 (20.1)
101 (13.9)
35 (4.8)

1 (5.9)
5 (29.4)
2 (11.8)
5 (29.4)
4 (23.5)

694
833
476
313
114

608 (83.7)

14 (82.4)

71 (9.8)
47 (6.5)

3 (17.6)
–

Age
≤29
30–39 (ref.)
40–49
50–59
≥60
Marital status
Married/cohabiting
with children (ref.)
Alone/separated
Living with own
parents
Children
No (ref.)
Yes
Missing

313 (43.1)
413 (56.9)
–

Workplace characteristics
Workplace
Community care (ref.)
712 (98.1)
Combination of
14 (1.9)
community and
hospital care
Type of employment
Employed (ref.)
Owner of a midwifery
care practice
Locum
Years of experience
3–10 years (ref.)
0–3 years
>10 years
Type of practice
Urban (ref.)
Rural
Combination of urban
and rural
a

Table 2
Intention to leave the profession, reasons for consideration to leave (N = 726),
and the combinations of reasons to leave. Split into the total group of community
midwives, experienced midwives (EM, n = 558) and newly qualified midwives
(NQM, n = 168).

(28.6)
(34.3)
(19.9)
(12.9)
(4.7)

3 (17.6)
13 (76.5)
1 (5.9)

14 (82.4)
3 (17.6)

2429
Unknown

65 (9.0)
466 (64.2)

5 (29.4)
7 (41.2)

278 (12.6)
1444 (62.6)

295 (26.9)

5 (29.4)

583 (25.3)

167 (23.0)
168 (23.1)
391 (53.9)

5 (29.4)
1 (5.9)
11 (64.7)

309 (42.6)
187 (25.8)
230 (31.7)

6 (35.3)
4 (23.5)
7 (41.2)

EM n
(%)
558
(76.9)

NQM n
(%)
168
(23.1)

X2 (p)a

Intention to leave midwifery practice
Yes
245
(33.7)

194
(34.7)

51
(30.4)

1.12
(0.29)

Reasons for consideration to leave (n = 245)
Dissatisfaction with
103
organisation of maternity care
(14.2)
Family commitments
88
(12.0)
Health
62 (8.4)

92
(16.5)
77
(13.7)
54 (9.7)

11 (6.5)
11 (6.5)

10.48
(0.00)b
6.63
(0.01)b
3.99
(0.05)
3.63
(0.06)
0.19
(0.06)
0.33
(0.57)
0.03
(0.87)
1.10
(0.30)
0.33
(0.13)
5.54
(0.02)b

Total N
(%)
726
(100)

8 (4.8)

Dissatisfaction with own
organisation
Dissatisfaction with my role as a
midwife
Dissatisfaction with my pay

55 (7.6)

48 (8.6)

7 (4.2)

44 (6.1)

35 (6.3)

9 (5.4)

33 (4.5)

24 (4.3)

9 (5.4)

Planned change in career

23 (3.2)

18 (3.2)

5 (3.0)

Planned retirement

11 (1.5)

11 (2.0)

0 (0)

Planned location move

9 (1.2)

5 (0.9)

4 (2.4)

Other

95
(13.1)

64
(11.5)

31
(18.5)

Combinations of reasons to leave (n = 245)
Family commitments + Dissatisfaction with organisation of maternity
care
Health + Dissatisfaction with organisation of maternity care
Dissatisfaction with organization of maternity care + Dissatisfaction
with own organization
Dissatisfaction with own organisation + Family commitments
Family commitments + Health + Dissatisfaction with organisation of
maternity care

44
25
24
21
15

EM = Experienced midwives (>3 years working experience), NQM is Newly
Qualified Midwives (<3 years of working experience).
a
EM compared to NQM.
b
Statistically Significant.

Kenens et al. [1].

3.3. Reasons for consideration of leaving the profession (open-ended
questions survey)
In response to the open question, 91 respondents left a comment.
These comments varied in length, from single-word comments to com
ments containing a few sentences. The code tree of this part of the study
is presented in Fig. 3. This figure also shows the results of the in-depth
interviews.
Several qualitative demands (work-home conflict, being on-call 24/7
and traumatic events) and one quantitative demand (work overload)
were mentioned. The amount of administrative and organisational tasks
was also mentioned as an important reason for the intention to leave the
job. Respondents described a lack of job resources as reason for their
intention to leave the profession. Several social resources were
perceived as deficient, such as the involvement of partners, collabora
tion problems, support from colleagues and not feeling recognised as a
professional midwife. Discrepancies between their professional values
and actual practice were attributed to as a lack of organisational re
sources, as well as dissatisfaction with pay and employment status. Lack
of developmental resources consisted of both the perceived lack of
career opportunities and a lack of learning resources. The category of
responsibilities was added to the original code structure. The re
spondents described the responsibilities they face in their job as
demanding.

experience in midwifery care (respondents: 53.9%; participants: 64.7%)
and had an urban-based practice (respondents: 42.6%; participants:
35.3%). Compared to the population of midwives in the Netherlands,
our sample respondents had a similar age distribution and similar fig
ures in employment status (self-employed and locum midwives) [1].
3.2. Rate of intention to leave (survey study)
One third (33.7%) of the respondents did consider leaving the pro
fession (see Table 2), with no significant differences between newly
qualified midwives and experienced midwives. The main reasons
mentioned were: ‘dissatisfaction with organisation of midwifery care’,
‘family-commitments’ and ‘health’. We found significant differences
between newly qualified midwives and experienced midwives regarding
reasons for potentially leaving. Experienced midwives were significantly
more likely to report that they were potentially planning to leave
because they were dissatisfied with the organisation of maternity care.
In addition, they significantly more often reported family commitments
related to reasons for consideration to leave as compared to Newly
Qualified Midwives.
5
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Fig. 3. Code tree including themes and categories of the intention to leave and reasons to leave; analysis of the open-ended survey question (N = 91), and the indepth interviews (N = 17), thickness of the lines is related to the number of codes assigned.

3.4. Reasons for leaving (interview study)

manager at some point and said: I simply cannot handle it any more
like this. (P14)

Fig. 3 shows the code tree of the themes and categories related to the
reasons for leaving the profession. This figure shows that the reasons for
the intention to leave and the reasons for ultimately leaving the job are
very similar. Regarding the intention to leave (survey study), one cate
gory emerged that was unique: responsibilities (Qualitative job de
mand). The interviews revealed five unique categories: unpleasant team
atmosphere (lack of social resource), lack of challenges, concerns about
autonomy (lack of work resources), and lower commitment and lower
performance (outcomes).

Being on-call and working in community care with shifts of 24 h or
more were reasons for participants to quit. The burden of availability,
irregular working hours (never knowing when you need to work) and
having 24/7 shifts were reasons for leaving in the long run. Some older
participants particularly found it difficult working night shifts. They
indicated that they needed more time to recover from the hours they
worked at night.
At one point, the night shifts were causing me so much stress that I
was suffering from stomach ache two days in advance. Eh, so almost
all week I would have this sort of brick in my stomach, because I had
to do another night shift… how was I going to do this? After the night
shift, I then had to do home visits for 12 hours on end, I don’t know,
just going on and on for 24 hours… (P06)

3.4.1. Job demands
The job demands mentioned were reasons related to qualitative
(emotional and mental demands), quantitative (workload) and organ
isational aspects of their work.

The life events were related to events in a participant’s personal life
that interfered with their work as a midwife. For instance, a pregnancyrelated life event was making it hard for a participant to work with
pregnant women. Traumatic events during shifts, such as the resusci
tation of newborns and death of newborns, affected their work. One
midwife said that the impact of this event affected her self-confidence.
She doubted whether she could handle the enormous responsibility of
working as a midwife.

3.4.1.1. Qualitative demands. Participants indicated that it was difficult
to balance their work and personal life, which was reflected in the dif
ficulties with planning their work and personal time. The perception
that they did not have enough time and attention for their own children
and the feeling of being less involved in organisational tasks within the
practice led to work-life conflicts.
I thought it was really difficult when, after a night shift, my daughter
wasn’t at day care and I had to look after a baby. I couldn’t sleep and
I also had to rush to my father to care for him, no sleep, as I said…
and then the additional management tasks. If a shift was quiet, I
would complete those as well during my shift. So I went to my

3.4.1.2. Quantitative demands. Work overload was mentioned as a
quantitative job demand related to leaving the profession. Participants
stated that they were overloaded during their shifts, i.e. making home
visits, supporting home births and receiving a high level of phone calls
6
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affected their wellbeing.

not going to tell a gynaecologist to do a caesarean, like this and this
lady should be lying like that, I don’t know. That is not my area of
expertise. So, I don’t want it the other way around either. And if that
had happened but if we still would have had, this mutual respect
between us, I would still have been there, yes. (P11)

So, during your shift, these are all things that you get asked to do:
Can you arrange this, can you do that, can you, this lady feels, eh, less
movement, but my consultations are running really late, can you go
and have a look at her? (P03)

3.4.2.2. Lack of work resources. A lack of work resources was
mentioned as a reason for leaving the midwifery profession. This
included the following: changing client demands, a lack of challenging
tasks and concerns about the autonomy of midwives.
Participants perceived changes in the working context which related
to a change of the needs of clients over the years. According to the
participants, clients wished to have more pain relief during their births,
consequently leading to more referrals for secondary care. Community
midwives could therefore support fewer women during home births.
They felt that they lost their clients halfway through the birthing
process.

3.4.1.3. Organisational demands. Participants mentioned two different
organisational demands: setting up partnerships, and the amount of
administrative and organisational tasks. Setting up partnerships refers to
the efforts it took to agree with colleagues about work procedures and
collaboration within the practice. Building up an organised practice took
time and effort, to reach consensus about work procedures. Further
more, participants felt that the time spent on administrative and
organisational tasks had increased over the years. Increasing tasks at the
organisational level, such as regional meetings, meetings with insurance
companies and financial matters of the practice were perceived as
overshadowing their work. They experienced this part of their work as
interfering with the more satisfying aspects of the profession; working
with pregnant individuals.

Another thing is the clients themselves… I am a very physiological
thinker and to see that someone has a baby whose position has been
measured with an ultrasound and then the baby turns out to be
slightly bigger than expected. Then she goes to see the gynaecologist
who decides to induce labour at 38 weeks. Then you’ll have a baby
weighing 3,500 grams, which is perfectly normal, but is struggling to
come out… And then the client says they’re happy they went to the
hospital. (P08)

And then there were all these new things and at one point I thought, I
just don’t want to do this anymore. I thought, I don’t feel like
changing anymore, it is already costing me so much energy. I am not
going to spend time reading up on care standards and… I don’t want
this anymore, I don’t want any more changes, I no longer had the
energy to change. (P04)

Participants also felt that their jobs had become less challenging over
the years. The more experienced they became as a midwife, the fewer
challenges they met in their work. Some midwives mentioned their own
need for more challenging work.
Participants expressed concerns about their autonomy. They felt that
their autonomy as midwives had changed over the years. National de
bates about integrated midwifery care, integrated funding of maternity
care and changes in the organisation of maternity care affected their
autonomous decision-making and practice in community care. These
developments contributed to a perceived greater dependence on obste
tricians and hospital midwives, resulting in a loss of job autonomy.

3.4.2. Lack of job resources
Job resources relate to social, work, organisational and develop
mental resources. During the interviews, a lack of job resources was
perceived as a deficiency.
3.4.2.1. Lack of social resources. Participants perceived a lack of backup from colleagues in their team, an unpleasant team atmosphere and
a lack of professional recognition. They felt dissatisfied in terms of
collaboration with colleagues. This related to the problems of collabo
ration between the team of midwives in community care practices and to
collaboration problems between community care and hospital care.
Regarding the lack of support from colleagues in organising their
practice, participants experienced a lack of engagement with colleagues
about innovations or adjustments they needed for their own wellbeing
and health, for example. This lack of commitment led to feelings of
withdrawal.

At the beginning, we still had a hospital in [city] with old gynae
cologists and they said, I don’t need to know everything you do, but I
trust it will go well, and to be honest it sometimes scares me, but you
can always call when something happens.
… Then you just knew, okay, I’ll send this lady to them, it’ll be okay.
And now everyone is interfering with everyone. (P11)

Just be nice to each other for once… we are all doing 24-hour or 48hour shifts… Let’s have a good look at this situation together: Is this
healthy? Isn’t it time to make a change? Not as in, yes, this is how we
do it because that’s how we have been doing it for years…, but I
couldn’t really identify with the group of midwives around me. (P14)

3.4.2.3. Lack of organisational resources. A lack of organisational re
sources was seen in discrepancies in values, unfair pay, and dissatis
faction with their employment status. Participants mentioned
discrepancies between their own professional values and working in
practice. They initially worked towards empowering women during
childbirth and supported them to cope with pain. The discrepancy be
tween these values and their work in reality had an impact on their job
satisfaction.

For less experienced midwives, the lack of support from fellow
midwives and the lack of being able to consult with colleagues during
their shift was one of the reasons for leaving the job.
What I was missing a bit was a sort of general safety, or maybe more
of a culture in which, when you have just finished your studies, you
are more supported by others, or it is normal to discuss cases and
things. (P17)

I was part of the workgroup on waters breaking without labour
starting and was thinking, but wait, we are talking about primary
care and why is maternity care here and why is the paediatrician
here? Why are we even creating these multidisciplinary guidelines?
… I don’t like this, because then you end up with compromises in
your own work, created by someone who doesn’t even do this work.
(P11)

Some participants perceived hierarchical relationships in the
collaboration between community and hospital-based midwifery care.
They also felt a lack of professional recognition for their position as a
midwife.

Participants perceived their payment as unfair over the years as due
to a lack of acknowledgement of their years of experience in terms of
financial rewards.

I really want to work together, but only on an equal footing and
everyone on their own, everyone as an expert in their own field. I am
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different job demands and a perceived lack of job resources sometimes
combined with a lack of personal resources, contributed to leaving the
profession. For example, the combination of the problems of the long
shifts, the interdependence of the business partners (in this case, fellow
midwives) in the midwifery practice, the changing demands of the cli
ents and, at the same time, caring for their own families all contributed
to their final decision to leave their jobs.

… and then there are these young girls who have a very decent in
come and I found that really unfair at one point. (P06)
Employment status was perceived as another issue leading to
dissatisfaction with the job. Some participants did not opt for the selfemployed status as new midwife but found that they had to when they
wanted to work in community care. Working as a locum was more
challenging than they had expected. Financial matters, temporary work,
and dependence on their colleagues for getting more shifts as a locum
were perceived as tough and dissatisfying.

I already knew I wasn’t going to do this forever. And I noticed the
balance shifting more and more. In the beginning, the work ener
gised me, and towards the end, it only depleted my energy. And then
I really had a bit of a burnout, after that move. And even before that, I
already thought things weren’t going very well. That was when I
wanted to quit for a while… (P08)

3.4.2.4. Lack of developmental resources. A lack of development re
sources – such as career opportunities and available learning opportu
nities – was stated by community midwives as a reason for leaving the
job. Some midwives indicated that they had to leave the profession if
they wanted to gain further professional development.

4. Discussion

And somewhere there’s still this dream of mine and then I think, the
experience I am gaining now, the worldwide systems and structures,
if I could bring some of that back to midwifery, that’s what I would
really like… (P17)

This mixed methods study of midwives’ intentions and reasons for
leaving the midwifery profession in the Netherlands reveals that one
third (33.7%) of midwives considered leaving the profession. Split into
newly qualified midwives and experienced midwives, we have revealed
almost the same figures. Dissatisfaction with the organisation of
midwifery care and family commitments were the main reasons for their
intentions to leave the job. Reasons for actually leaving the job
comprised an accumulation of qualitative and organisational demands
combined with a lack of work resources. Conflicts between work and
home life, problems with the length of shifts and on-call shifts, a lack of
commitment within the team, a lack of social support from colleagues
and a lack of work resources led them to leave the profession. Illness or
physical limitations and the inability to change working conditions were
also reasons for leaving the job as a midwife.
Compared to international studies, it is remarkable that our findings
indicate that fewer midwives intend to leave their jobs. Other studies
reported rates ranging between 40% and 60%, whereas we found a rate
of 34% [2,9,10]. This difference might be explained by the different
work context of Dutch midwives. Previous research shows that working
as an autonomous, self-employed midwife protects them from burnout
symptoms [28], and is associated with high work engagement [16].
Since most midwives in the Netherlands (about 66%) are self-employed
in the community [1], these working conditions might therefore be a
reason for a substantial group of midwives to stay.
The process of moving from the intention to leave to actually leaving
the job seems, in our findings, to be the result of a process in which
midwives first try to adapt to their working conditions, followed by
feelings of frustration over the lack of opportunities to change their
working conditions. Finally, they feel less engaged in their work. This
process of decreasing engagement in their work is consistent with pre
vious research findings: less engagement led to withdrawal behaviour
and decreased performance [8,29]. Potentially, this process may indi
rectly affect the quality of care that midwives provide.
Community midwives mentioned having problems in dealing with
the changing demands of clients, which affect midwives’ work re
sources. In the Netherlands, women’s demand for pain medication
during childbirth often leads to an obligatory referral to the hospital,
which results in the transfer of the responsibility for the care to mother
and child to the hospital-based midwife or gynaecologist. These referrals
lead to discontinuity of care, frustrating midwives in the community.
From the literature, it is known that continuity of care is important for
midwives if they are to intend on staying in midwifery [30]. In the
Netherlands, the professional scope of midwives is limited to physio
logical pregnancies, births, and postpartum periods, with a strict sepa
ration between primary and secondary care including strictly defined
guidelines regarding referrals. Thus, the changing client demands
combined with the Dutch healthcare system and its strict boundaries
lead to discontinuity of care, also leading to midwives’ dissatisfaction

3.4.3. Lack of personal resources
Participants indicated that their own personal characteristics were
also a reason for leaving the job. They perceived a lack of flexibility and
feelings of insecurity as a hindrance in terms of providing care for
women. One participant described that she considered herself as unable
to cope with the changes in the organisation of midwifery care. Other
participants mentioned their own uncertainty and doubts about making
decisions in their work. This day-to-day feeling of uncertainty ultimately
led to them to becoming unhappy in their jobs.
I am thinking of an example, but I can’t find it, but I had this idea that
my colleagues were more capable than I was. (P02)
3.4.4. Outcomes
Midwives really do quit when they see no way out, when they no
longer feel any possibility of adjusting work conditions, either in
reducing job demands or increasing job resources.
And I always had the feeling, in those 20 years that we knew each
other, that we were together and that we could solve it together. And
for the first time I discovered that it wasn’t about solving things
together… and in the end I left the partnership. (P06)
Participants perceived changes in their performance, their work
employability, and their commitment in the period before quitting their
job. They felt less involved with the women they cared for and with their
team. Moreover, they felt less engaged with changes in the organisation.
The realisation of these feelings led some of them to ultimately make the
decision to leave midwifery practice. Other participants were forced to
leave midwifery due to a progressive illness or due to physical and/or
psychological constraints developed because of their work. Personal life
events were also mentioned as part of the decision for leaving the
midwifery profession.
I can’t muster up the empathy anymore. I think that, yes, maybe it
had to do with grief. That I was more focussed on myself or some
thing, not intentionally, but… (P02)

3.5. Outcomes of the narrative analyses
Participants perceived the final decision to leave midwifery practice
as a process over time. They mentioned, among various other reasons,
the fact that they were unable to change their job circumstances as a
reason for deciding to leave the profession. A variety of factors, such as
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participants completed a member check and we did not need to make
any adjustments. Furthermore, the samples comprised both a repre
sentative sample of the population for the quantitative study together
with a good variability in participant characteristics for the qualitative
study [1]. Another strength of this study is the use of the JD-R model for
the methods and analysis of this study. The JD-R model is a heuristic
model that demonstrates the possibilities of identifying the demands and
resources for a specific occupational group [14].
One weakness of this study is the generalisation to midwives in other
countries. In comparison to other countries, midwifery care in the
Netherlands is organised differently and the population consists of a
large number of community midwives. However, we believe that our
results can be used internationally to refine and reorganise maternity
care so that midwives can practise in a sustainable way.

with their work.
Another important finding was the conflict between work-life bal
ance of community midwives in the Netherlands. This finding is
consistent with a study on Canadian midwives, who felt the impact of
their work conflicting with their personal lives, not the other way
around [31]. In addition, being on-call and long working hours disrupt
family life and cause stress and anxiety in midwives [32], thereby
reducing their wellbeing [28]. Such negative psychological reactions
may lead to the intention to leave the profession and eventually to quit
the profession.
Our findings also reveal an issue which has not been addressed in
previous findings. Community midwives in the Netherlands are often
self-employed. This means that they have their own business (midwifery
practice) and, most of the time, work in collaboration with other mid
wives. These midwives negotiate with healthcare insurance companies
about their rates and are fully responsible for managing their own
practice. In general, midwives who want to work in the community have
little to no choice but to become self-employed. In the literature, this
work situation is considered the same as being a ‘necessity entrepre
neur’, meaning that someone starts their own business out of necessity
instead of out of opportunity [33]. Dutch midwives can be considered as
necessity entrepreneurs. The research addressing the mental wellbeing
of necessity entrepreneurs shows that this group has less subjective
wellbeing in comparison to the general population [34], The work of
necessity entrepreneurs exhibits higher levels of uncertainty, re
sponsibility, and complexity, which are associated with lower mental
wellbeing [35].
Another issue regarding self-employment as a midwife concerns
autonomy and work involvement. Midwives, particularly those in
community care, have a high degree of autonomy regarding how they
want to provide care to women. Midwives indicated that they value their
job autonomy and expressed concerns about the decreasing level of
autonomy in the profession due to the shift towards integrated
midwifery care in the Netherlands [36]. Within this system there might
be a change from separate payments for community and hospital-based
care to bundled payments for maternity care collaborations. For some
participants, this was one of the reasons for leaving the job.
Furthermore, we found that a lack of social resources contributed to
the decision to leave the job. A lack of commitment within the team of
colleagues contributed to frustrations and conflicts, which also led to
increased job demands. Previous research shows that social support
from colleagues is a primary contributing factor for wellbeing at work
[28,37]. The lack of social resources is associated with a higher risk of
experiencing a burnout, an indicator for leaving a job [38]. Not feeling
supported by their colleagues, who at the same time are equal business
partners, led to increased job demands, i.e., being dependent on the
goodwill of business partners for adjustments in work. Previous research
confirms that there is a knowledge gap regarding the role of midwives as
entrepreneurs, together with being a business partner as an important
social resource [35].

4.2. Recommendations
Further research is recommended on the intentions to leave for
hospital-based midwives, and on the reasons to stay for all midwives in
the Dutch midwifery context. With this information, a complete over
view of the sustainability of midwifery in the Dutch healthcare system
can be obtained, as well as any information on how to reduce job de
mands and optimise work resources. In addition, we recommend dis
tinguishing between midwives’ intentions to remain in a hospital setting
and in a community setting, due to the differences in work contexts.
Considering the findings of this study, we would recommend
midwifery academies to pay more attention in their educational pro
gramme to the management- and collaboration skills of midwives who
are focused on working in their own business, as a locum and in an
organisation. Potentially, when recruiting students, midwifery acade
mies should also encourage students who like to work both as entre
preneurs and healthcare professionals.
A recommendation for policymakers is that it is important to eval
uate the optimal organisational structure, both in the community and in
the hospital setting, to initiate a transition that will make the organ
isational structure a job resource rather than a demand. A collaboration
of practice, education and research with an action research design could
be useful in building a sustainable midwifery workforce in the
Netherlands.
At a national and an international level, we recommend addressing
the issues of retaining a sustainable workforce while taking into
consideration the values of practising midwives, increasing opportu
nities for social support in the workplace and improving the working
conditions of midwives. We advise that priorities should be given to
programmes for retaining older midwives in the profession, including,
for example, more flexible on-call and night shifts. Furthermore, we
recommend the arrangement of care pathways in which the continuity
of the care is strengthened.
Maintaining a sustainable midwifery workforce in the shift to inte
grated midwifery care requires a well-considered strategy. Due to the
self-employment of community midwives, midwives have a great deal of
control over the organization of their own practices in terms of workload
and services. The shift to integrated midwifery care affects this auton
omous position and therefore requires solutions that contribute to the
wellbeing of the midwifery profession. The contribution of community
midwives to these solutions is of great importance.

4.1. Strength and limitations
One strength of this study is its mixed methods design. The findings
are based on both quantitative and qualitative data among the target
population of midwives in the Netherlands. By means of this design, we
could study the process of the intention to leave to actual turnover from
different perspectives. Moreover, respondents were able to express
themselves freely in the survey because of the anonymity of this type of
research technique. Within the in-depth interview, we were able to
explore and deepen our data. Nevertheless, there is a possibility that
participants may have given more socially desirable answers during the
interview. The interviewer who carried out most of the interviews is a
midwife, which could be a limitation. This may have influenced the
participants, either helping or hindering them from telling their own
story. However, we do not think that this led to bias because all

5. Conclusion
One third of midwives in the Netherlands have indicated that they
wish to leave the profession. Although the international numbers
regarding the intention to leave are higher, our findings are nonetheless
a cause for concern. The intention to leave the job is an important in
dicator for actually leaving the profession. Furthermore, the mere
intention to leave can lead to poorer job performance, which affects the
quality of midwifery care. The intention to leave and the accumulation
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of more and more reasons ultimately leads to midwives leaving their
profession. Based on our findings, the present challenge is the innova
tion of the organisational structure, which should focus on the conti
nuity of care for women, job satisfaction for midwives and building a
sustainable workforce. These innovations would ensure that women and
their babies receive the best care possible.
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and predictors of burnout in midwives: a systematic review and meta-analysis, Int.
J. Environ. Res. Public Health 17 (2) (2020) 641.
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