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Problem: Newly qualified midwives in the Netherlands perceive the adaptation to new responsibilities as difficult
due to the autonomous nature of- and required accountability for the work they face in practice.
Background: All Dutch newly qualified midwives are accountable for their work from the moment of registration
while usually working solistically.
Aim: This paper explores the perceptions of experienced midwives regarding: (1) the performance- and transition
into practice of newly qualified midwives, and (2) their supporting role in this transition.
Methods: The design of this study is qualitative with focus groups. Experienced midwives’ perceptions were
explored by means of seven semi-structured focus groups (N = 46 participants) with two meetings for each focus
group.
Findings: Community-based and hospital-based midwives perceived newly qualified midwives as colleagues who
did not oversee all their tasks and responsibilities. They perceived newly qualified midwives as less committed to
the practice organisation. Support in community-based practices was informally organised with a lack of
orientation. In the hospital-based setting, midwives offered an introduction period in a practical setting, which
was formally organised with tasks and responsibilities. Experienced midwives recognised the need to support
newly qualified midwives; however, in practice, they faced barriers.
Discussion: The differences in experienced midwives’ expectations of newly qualified midwives and reality
seemed to depend on the newly qualified midwives’ temporary working contracts and -context, rather than the
generational differences that experienced midwives mentioned. Dutch midwives prioritised their work with
pregnant individuals and the organisation of their practice above supporting newly qualified midwives.

1. Introduction
Dutch newly qualified midwives (NQMs) perceive their transition
into practice as difficult [1,2]. NQMs are registered midwives who have
worked in midwifery practice for less than three years after graduation
[1,2]. Research has shown that NQMs’ levels of self-confidence decrease
during the first months in practice and that NQMs need support from

experienced midwives [1,2]. NQMs have to adapt to their new roles and
responsibilities, which is experienced as difficult [3].
In the Netherlands, the professional education of midwives in the
Netherlands consists of a four-year direct entry Bachelor of Science
programme which gives access to registration, allowing license to
practice [4]. Midwifery students spend a minimum of 70 weeks of in
ternships in their four years of educational training: 42 weeks in primary
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midwifery care, and 28 weeks in secondary/tertiary care settings [5].
After graduation the majority of Dutch NQMs work in community
practices, where they work independently and autonomously [6]. Sup
port from midwifery colleagues seems scarce in both hospital-based and
community-based settings due to the NQMs’ locum status and to the
unavailability of experienced midwives to collaborate with [1,2].
The NQMs’ decreased confidence levels may affect the performance
of NQMs and therefore the quality of midwifery care, according to
Offerhaus et al.[7] Professional performance is defined as the knowl
edge, skill or care possessed and applied by a registered health practi
tioner in the provision of regulated health services [8]. The lack of
confidence might lead to NQMs who act cautiously, which ultimately
leads to an increased number of unnecessary referrals to an obstetrician
[7]. These referrals create discontinuity of care, leading to more in
terventions and higher costs [9]. Internationally, various countries
organise formal support for NQMs to guarantee the quality of care for
pregnant individuals [10,11]. Although support of NQMs cannot not
guarantee the quality of midwifery care, previous research on NQMs
suggests that structured support from experienced midwives is an
effective tool to increase NQMs’ levels of competence and confidence
[12–14]. Positive support by an experienced midwife as a mentor leads
to reassurance and safety for NQMs, promotes better performance and
competence and increases positive learning experiences [12,15]. The
main sources of formal support are experienced midwives who are
employed within or outside the facility (mentors) [14] and informal
support from the midwifery team [16].
Different countries recognise a period wherein NQMs can build
competence and confidence as autonomously working and newly
registered practitioners [3]. This period is often defined as transition
into practice: a foundational period at the start of a career [3]. Previous
studies in NQMs recognise the role of the working environment as a
resource in this transition [1–3]. NQMs recognised this resource as
theoretically important but in reality, the working environment was not
always supportive. Community-based NQMs perceived working with
clients as resourceful, but desired back-up from colleagues which they
lacked in practice [1]. Hospital-based NQMs perceived the collaboration
in a multidisciplinary team as resourceful, but they experienced a deficit
in time spent working together with experienced midwives during a shift
[2]. During a shift, midwives are responsible for multiple birthing suites
[2]. They don’t have the time and possibilities for working together in
the same room.
Although Dutch NQMs in our previous studies emphasised the
importance of available colleagues to feel confident in practice, it is
unclear how the incumbent group of midwives perceive NQMs’ perfor
mance and their transition into practice. Furthermore, it is unclear how
experienced midwives support NQMs in practice and what they perceive
as their own roles and responsibilities. Therefore, the aim of this paper is
to explore the perceptions of experienced midwives regarding: (1) newly
qualified midwives’ performance- and transition into practice, and (2)
their own role in supporting this transition. The following research
questions were answered in this study:

employed midwife or a minority as an employed clinical midwife (7%). Communitybased midwives hire a locum midwife for holiday-, maternity- or sick leave. NQMs
work in their first years in practice mostly as a locum, before they can take a share in
a partnership of midwives. Locum midwives
are considered self-employed as an “autonomous professional without personnel”
by the Dutch tax agency [17]. They are required to work for several different
midwifery practices to demonstrate their independence. Midwives who are hiring a
replacement therefore are commissioners and not employers.

2. Participants, ethics and methods
This study is a qualitative study, exploring the perceptions of expe
rienced midwives by means of semi-structured focus groups. The semistructured approach was chosen because we aimed to explore a di
versity of perceptions and experiences. The standard method to report
qualitative research (SRQR) was used [18].
2.1. Theoretical framework
In this study we used the organisational socialisation theory as
theoretical framework [19], which enabled us to organise and reduce
the data and allowed us to answer the research questions in more depth.
Organisational socialisation is defined as ‘the learning and adjustment
process that enables an individual to assume an organisational role that
fulfils both organisational and individual needs [19]. Organisational
insiders (e.g., supervisors and peers) in this theory are important in
helping newcomers adjust effectively, based on the importance of how
they communicate. In this theory, organisation tactics and individu
alised tactics are used to reduce newcomers’ uncertainty by shaping how
information is disseminated and what sources of information and social
resources are given. The outline of the different tactics is explained in
Fig. 1.
2.2. Researcher characteristics
Three researchers, a qualitative researcher, a master’s student, and a
registered midwife constructed the topic list and the interview guide for
the focus groups and the analysis of the data, under supervision of a
senior researcher. With a combination of research experience and
knowledge of midwifery practice, we put together an experienced team.
2.3. Population
In collaboration with the Royal Dutch Organisation of Midwives
(RDM), seven focus groups of experienced midwives were organised in
the months from September to November 2019. Participants had to be
experienced midwives, who actually work in midwifery practice in the
Netherlands for more than three years. These groups comprised
community-based and hospital-based midwives. Recruitment of partic
ipants took place via an announcement on the weekly newsletter on the
website of the RDM and the website of all three midwifery academies in
the Netherlands. In this announcement midwives with an interest in the
research topic were invited to participate in the focus groups. They
could send an email to the RDM as indicated in the announcement.
Interested midwives received an invitation letter and written informa
tion about the study.

(1) How do experienced midwives perceive the performance of
NQMs in practice?
(2) What do experienced midwives perceive to be their own role in
supporting NQMs’ transition into practice?
This study provides insights into the transition of Dutch NQMs into
practice as perceived by experienced midwives. With the outcomes, we
contribute to improving the transition period and support for NQMs.
Furthermore, we contribute to acquiring knowledge about the transition
of NQMs into independent midwifery practices [3].

2.4. Group interviews and topic list
We scheduled two meetings per focus group, a month apart. Each
focus group consisted of 8–10 participants. The purpose of the first
meeting was to explore participants’ perceptions of NQMs in practice. At
the end of the first meeting, we provided participants a copy of our two
research papers [1,2]. These articles provided the participants with

Newly Qualified Midwives in the Netherlands
NQMs can choose to work in a community-based or on a hospital-based setting.
After graduation most NQMs work in the community (72%) as either a self(continued on next column)
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Fig. 1. Theoretical framework of organisational socialisation [20].

insight regarding NQMs’ experiences of the transition into practice. In
the second meeting we explored the needed and actual support for
NQMs in practice and eventually explored measures to ease the transi
tion of NQMs into practice. We composed a topic list and an interview
protocol for both meetings (Appendix I). During the data collection,
which was considered an iterative process, we made a few changes to
our approach and to the interview protocol. For instance, after some of
the first focus group meetings, we made sure to ask participants to write
down their ideas prior to a focus group. This change allowed us to
include all opinions and ideas in the discussion.
All meetings were audio-recorded and summarised. All participants
received a written summary of the results of the focus group meeting
they had attended. They could add comments to the summary by email.
The transcriptions of the meetings were anonymised. Furthermore, one
member from each group read the whole transcript. All recordings and
transcripts were stored in a secure location at the University.

Differences in coding were discussed until a consensus was reached. In
the second phase of coding, axial coding, the organisational socialisation
framework has only been used to ensure that no concepts were over
looked (Fig. 2).
The third phase of the analysis, selective coding, comprised of
dividing the categories into themes and summarising the outcomes on
socialisation in practice, based on working in community-based practice
and working in hospital-based practice. In the final phase of the analysis,
we entered the codes into a spreadsheet, summarising the data from
each transcript by category.
For the analysis, we used the software tool MAXQDA 2020. In the
third phase, all data was summarised in the framework matrix in an
Excel spreadsheet.
3. Findings
The characteristics of the participants are presented in Table 1. The
focus groups comprised of 46 participants; 35 of whom attended two
meetings. Participants worked in the community (85%), in a hospital
(11%) or in a combination of the two. Participants were mainly selfemployed (54%), others worked as a locum midwife (20%) or were
employed (26%). Almost three out of four participants had more than 10
years of working experience (72%).
Firstly, we report on experienced midwives’ perceptions of NQMs in
practice. Secondly, we report on the perceptions of support for NQMs in
community settings and in hospital settings. Lastly, we report partici
pants’ perceptions of desired support for NQMs and options for making
support feasible in practice.

2.5. Ethics
In the Netherlands, ethical approval by an ethics committee is not
required for this type of research (www.ccmo.nl) which involves pro
fessionals rather than patients. All participants in the interviews gave
written informed consent. To ensure confidentiality, personal data of the
participants was separated from the transcripts and stored according to
the data management regulations of the University of Groningen.
2.6. Analysis
We performed a thematic content analysis, starting with an inductive
approach. First, two researchers open coded all the transcripts [21].
3
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Fig. 2. Initial code tree for the analysis of seven focus groups of Dutch experienced midwives’ perceptions of supporting NQMs in practice.

different underlying values for NQMs’ performance in practice:
commitment, passion, and availability. Experienced midwives valued
NQMs who committed themselves to their work, who were involved
with the practice and took the initiative to perform specific tasks.
Experienced midwives perceived boundary setting attitudes (such as
asking for roster requirements or specific days of the schedule) as being
less committed to the challenges that ‘midwifery’ requires in practice.
Furthermore, participants mentioned that being a midwife implies being
prepared to make sacrifices in one’s private life.

Table 1
Background characteristics of participants in group interviews.
Variable
Age
< 30
31–40
41–50
> 50
Country of initial education
The Netherlands
Belgium
Other country
Additional training/coaching
Yes
No
Working context
Community
Hospital
Combination of the two
Working experience
0–3 years
4–10 years
> 10 years
Employment status
Locum
Self-employed
Employed

Participants N = 46 (n (%))
7 (15)
8 (17)
17 (37)
14 (31)
39 (85)
6 (13)
1 (02)

Being able to put yourself in second place for the benefit of other things. …
but I think that many students nowadays also think from a selfperspective, I am the centre of society principle. And that everything has
to be attuned to that. (FG 2.2)

12 (26)
34 (74)

Participants mentioned (a lack of) passion, referring to a strong
feeling and enthusiasm for the profession.

39 (85)
5 (11)
2 (04)

.on the other side, what it brings you, not only financially, but from what
the profession entails is what I actually miss [in NQMs]. That bit of
enthusiasm and passion. So perhaps we as a professional group must show
our [passion]: ‘’Look what a wonderful profession it is. (FG 2.2)

6 (13)
7 (15)
33 (72)

Availability was mentioned by participants as value for working in
continuity of care. Participants expected NQMs to be willing to gain
work experience at, for them, inconvenient times.

9 (20)
25 (54)
12 (26)

…NQMs have come up with a wish list, saying: ’Yes, I want Wednesdays
and I want 12 o’clock, and I want week hours but not on Saturdays’, ….
Then I think, you know. If you have a list like that, then you can indeed
ask yourself how suitable you are for this profession. (FG 2.2)

3.1. NQMs’ performance
Overall, midwives perceived NQMs as well-educated practitioners
with little practical experience. Midwives recognised the preregistration education as a decent theoretical foundation for NQMs to
work in practice. NQMs can provide care for pregnant individuals and
are able to make decisions based on clinical reasoning. However, par
ticipants perceived NQMs’ feelings of insecurity and the need for reas
surance in specific situations as caused by little work experience. NQMs
need to, in their opinion, learn to cope with their new roles and re
sponsibilities. NQMs were, in their opinion, fully occupied with caring
for pregnant individuals, writing reports and administrative tasks. Being
self-employed and working as an entrepreneur seemed not yet within
their scope of practice. Experienced midwives worried about the lack of
relationship-building in practice. NQMs lacked awareness about the
importance of being a team member and building a network within the
midwifery practice. On the other hand, participants showed compassion
for the overwhelming tasks and responsibilities that NQMs encountered
in practice.

Participants perceived midwifery as a profession that must be
learned through experience. Experienced midwives mentioned that
NQMs must further develop their skills by learning from practical ex
periences. NQMs must learn to differentiate between working according
to protocols versus tending to the needs of their clients. In their views,
NQMs must learn to trust the physiological processes of pregnancies and
childbirth.
And they know those [protocols] off by heart, but the pitfall is that you
then can’t think creatively during childbirth. So, you have a childbirth
that is not progressing well and then you [NQM] can’t think of trying
another position, we are going to try. (FG 2.2)
Participants mentioned that different personal characteristics of
NQMs were demanding for their work in practice, e.g., the urge to prove
oneself and perfectionism. Participants sometimes perceived NQMs as
anxious in challenging situations and in need of reassurance from their
colleagues.

How can we make sure that [NQMs’ qualities] come out? So that they
don’t get overwhelmed in the meantime, or that there is too much un
certainty and, therefore, they don’t get there. (Focus Group (FG) 3.1)
Based on experienced midwives’ perceptions of NQMs, we deduced
4
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That fear; wanting to do well on the one hand, but on the other: ‘what if I
do wrong, what will happen to me then?’ I think that that has increased
explosively over the past two years. (FG 1.1)

[Support] is very convenient to set up for those [locums] who work with
you for a long time, but when you hire a locum for a single summer or for
maternity leave, the time investment is too high, in my opinion. (FG 5.2)
Participants emphasised that available backup from colleagues was
important for NQMs’ confidence in practice and therefore the quality of
care that they provide. However, some participants expressed concerns
about NQMs’ need for backup. They suggested that midwives’ autonomy
requires autonomous decision-making in practice. They may ask for
help, but they must make their own decisions.
Participants mentioned the importance of individual work conver
sations with colleagues during a shift as accommodating NQMs. Expe
rienced midwives must be aware that NQMs in practice require an
investment in time and attention during a shift.

3.2. Transition into practice
As shown in Fig. 3, a distinction was made between the two different
working contexts for NQMs in practice: community-based and hospitalbased midwifery. The working context showed different tactics for
socialisation in practice.
3.3. Community-based practice

But when you have a younger NQM as a locum in your practice, then you
also know in advance that the shift handover will just take a little longer in
the morning. In that case, you briefly go through some things together. (FG
3.2)

After graduation, NQMs must be prepared to work as a locum,
whereby orientation programmes are lacking. Midwives hire a locum,
which implies that a locum is immediately employable. With written
practical information, a locum needs to be able to work the shift, inde
pendent of the amount of work experience. Participants mentioned the
importance of making enquiries before hiring a locum, setting out clear
expectations and negotiating about shifts and fees. Orientation folders
and information about the most frequently used protocols and addresses
are perceived as necessary information for a locum (NQM) to be able to
work in the practice. Unfortunately, this written information was not
always available. Participants mentioned that the effort that they
invested in supporting NQMs depends on the length of time for which
they need a locum. If NQMs were hired for a longer period, they were
more willing to support NQMs with orientation. On the contrary, some
locums work in a practice for only a few shifts, whereby experienced
midwives showed less commitment to supporting NQMs.

Furthermore, participants mentioned that working group meetings
(weekly or monthly meetings to discuss different cases) were facilitating
NQMs in their work. Due to their locum employment status, NQMs were
sometimes not permitted to join these meetings. If NQMs are not
permitted to participate in these meetings, they lack the opportunity to
discuss the practical situations with their colleagues.
…for your locums, you are their commissioner at some point, mainly in
primary care. So actually, you cannot oblige them to participate in
working group meetings. (FG 3.1)

Fig. 3. Organisational and individual tactics, based on perceptions of Dutch experienced midwives (N = 46).
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3.4. Hospital-based practice

3.6. Workplace dependent

Participants in hospital-based settings described formal orientation
periods for NQMs as common practice. The duration of the orientation
differed per hospital. The first period in hospital-based midwifery also
showed a sequence for additional midwifery skills training and a buildup in responsibilities. Both employers and NQMs seemed to be aware of
these requirements. However, in practice the orientation period was
often reduced due to understaffing. Participants expressed their con
cerns about the lack of orientation for NQMs and the risks of leaving the
job early. They expressed the important role of management towards
facilitating NQMs’ transition on the labour ward.

According to the participants (Fig. 4), experienced midwives and
working teams are responsible for introduction and orientation in
practice. Orientation implied the possibility for around the clock backup from available colleagues for consultation. Orientation in practice
entailed introduction programmes for NQMs in the hospital. For
community-based midwives this should include information about how
to work at the specific workplace, protocols, and practical information.
So, you do the introduction of them, but if there are still problems, then I
think they should have a contact person they can call. Because you can
give them a whole set of protocols, but if you run into anything practical,
at two o’clock in the morning or whatever, then you have to be able to call
[someone]. (FG 2.2)

We now have someone [NQM]. I think a really good midwife, whom we
have tried to initiate into practice and that has gone completely wrong, so
now she’s actually facing the consequences and probably has to leave.
(FG 3.2)

3.7. Workplace independent

The way in which NQMs were supported in practice differed between
hospitals. Participants described workplaces that provided NQMs with a
mentor or a buddy, while other teams did not arrange specific support
for NQMs. Participants expressed that they did not have time and op
portunities to observe NQMs doing their work. Some of them perceived
this as a pitfall of hospital-based midwifery. On the other hand, working
on a labour ward provides opportunities for working in a multidisci
plinary team. NQMs were provided with feedback from obstetricians
and obstetric nurses, based on monitoring the progress of individuals in
labour.

In addition to support at the workplace, participants valued support
independent from the workplace for NQMs. Support could be arranged
on a regional or national level and desired for the continuous develop
ment of NQMs after graduation.
When you are working for several months that it is also there to help you
develop your own vision [on midwifery]. That you think, yes okay, where
am I now and what do I want. Even though you may find yourself in a
situation that is not ideal right now, do you stick with it, or do you say to
yourself I quit. (FG 2.1)

3.5. Components of support

Group mentoring or group coaching, focused on learning from work
experiences, were mentioned as potential means of support. The
preferred group composition appeared to be disputable: exclusively for
NQMs or mixed groups with NQMs and experienced midwives. Peer
support was also mentioned as preferred by NQMs as an important
resource. Participants however expressed concerns about the lack of
work experience (tacit knowledge) when only peers support each other.
Furthermore, experienced midwives were concerned that exchanging

Participants mentioned different objectives for support: prevention
of a burnout and leaving the profession early, in addition to providing
reassurance and guidance and empowering NQMs. Learning from
experienced midwives is a necessity for NQMs’ professional social
isation. While working in a team of midwives, NQMs can reflect on their
practice and learn from the practical experience of their colleagues.

Fig. 4. Components of support for Dutch NQMs, based on seven focus groups comprising Dutch experienced midwives (N = 46).
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negative experiences could also cause unnecessary anxiety among
NQMs.

support for NQMs had a low priority: clients and the organisation of the
practice were prioritised. Furthermore, experienced midwives expected
other parties to be involved in the organisation of formal support for
NQMs. Experienced community midwives, as commissioners of selfemployed locum NQMs, perceived themselves as not responsible for
organising- or facilitating formal support for NQMs.
This study reveals a discrepancy between experienced midwives’
expectations of NQMs’ performance of NQMs and the actual situations
that they encounter in practice. On the one hand, experienced midwives
perceived NQMs as knowledgeable and capable of caring for pregnant
individuals, while on the other hand, they found that NQMs lacked
autonomy, independence, and commitment. Studies have shown that
NQMs need a recognised period of adjustment to meet the expectations
of the work environment [1,9,10]. However, NQMs in the Netherlands
work mainly as locums in community-based care [6,22] This requires
high levels of professional autonomy and competency [22], and does not
leave room for an adjustment period that leads to reassurance and
confidence. Furthermore, the findings in this study on NQMs’ perfor
mance show a difference between experienced midwives’ expectations
on NQMs’ commitment to all aspects of the work and the reality in
community-based practice. In a previous study based on NQMs’ per
ceptions [1], we found that NQMs in the Netherlands felt well prepared
for providing care, but not yet prepared for running a business [1].
Furthermore, the locum position of NQMs in practice might hinder
NQMs’ commitment to the organisation of the practice.
In this study, experienced midwives perceived differences in work
attitude between NQMs and themselves. Experienced midwives felt that
NQMs were less willing to make sacrifices in their private life to provide
continuity of care. However, previous outcomes about Dutch NQMs’
perceptions suggest that NQMs are willing to make sacrifices for their
clients, and to ensure that they have enough work as a midwife [1] and
that they show high levels of work engagement compared to experi
enced midwives [28]. An explanation for this discrepancy might be that
experienced midwives did not notice NQMs’ commitment to their clients
because NQMs work alone with their clients in the community. NQMs
might be less engaged with the organisation of the practice and with
their colleagues due to their temporary working contracts [13]. Partic
ipants suggested that differences between generations might also be an
explanation for differences in working attitudes. Studies on generational
differences in the workplace show that differences between generations
X, Y and Z might exist [23,24]. For instance, the importance placed
work-life balance has changed over the different generations, whereby
commitment to the organisation has decreased with successive genera
tions [23]. This study emphasises that the societal context, which is
shifting towards individualisation, is more important than being part of
a specific cohort. The authors prefer an intergenerational approach to
wards working attitudes instead of focusing on differences [24].
Our findings show a contrast between experienced midwives’ roles in
supporting NQMs and the actual support that they provided for NQMs.
Experienced midwives endorsed further learning and professional
socialisation in practice for NQMs and valued deliberations with expe
rienced midwives as a tool for continuous professional development. In
practice, however, the provision of support for NQMs was lacking or
informally organised and depended on the goodwill of individual mid
wives. The difference between experienced midwives’ attitudes towards
support and actual practice might be explained by (1) the midwifery
culture and (2) the organisation of midwifery care. Firstly, the culture of
midwifery in the Netherlands is historically based on providing care in
the community [22]. Individual care is mainly provided by one midwife;
home births are attended by one midwife, who is assisted by a maternity
care assistant. Midwives in the Netherlands are basically trained to
become an autonomously working midwife and less focused on team
work. Secondly, the midwifery profession in the Netherlands does not
distinguish between levels of experience, which it does for doctors [25].
The equality in midwifery between NQMs and experienced midwives
might therefore function as a barrier to supporting NQMs.

But they [NQMs] already support each other through the app [texting],
they have each other on the app, yes, I mean help between air quotes.
Because there are also negative experiences exchanged in these app
conversations. (FG 5.1)
Learning from an NQM peer lacks an experienced midwifery view,
which is, in their perception, important for NQMs’ further competence
development. Midwifery skills and drills training, and a helpdesk for
NQM related topics could provide NQMs with the required information
and at short notice.
3.8. Feasibility
Formal support programmes for NQMs in experienced midwives’
perceptions, require conditions that are not yet available. Participants
experienced a lack of time and finances to support NQMs.
… locums are originally there to relieve the workload. But then there is not
much space to take the locum by the hand…. (FG 1.1)
They had suggestions regarding facilitating support, for example
different types of payment, trainee periods or mandatory courses for the
quality register. Furthermore, participants emphasised the importance
of commitment from the professional bodies and hospital management
for supporting NQMs.
Mentoring [a NQM] occasionally is nice, but …. you don’t constantly give
away your expertise for free. Because you also have more to do, then you
think yes, I better do something else nice in my days of duty. (FG 3.2)
Although midwives perceived a lack of possibilities to support NQMs
in practice, they indicated that if they would be facilitated with time and
money there would be enough midwives willing to be trained as coaches
to offer mentoring and coaching to NQMs.
4. Discussion
This study was designed to answer two research questions: (1) How
do experienced midwives perceive the performance of NQMs in prac
tice? and (2) What do experienced midwives perceive to be their roles in
supporting NQMs’ transition into practice? The exploration of experi
enced midwives’ perceptions about NQMs in practice revealed a gap
between experienced midwives’ expectations and the actual practice.
They expected NQMs to be able to work independently and autono
mously. In practice, they encountered NQMs who needed to be reas
sured about their actions and who were overwhelmed by the variety of
tasks and responsibilities. Experienced midwives felt that NQMs were
not fully aware of the importance of building up a network of work
relationships and taking care of the organisation of the practice.
Furthermore, experienced midwives felt that some NQMs were less
committed to their work than they themselves were and that the NQMs
were guarding their leisure time more closely. They acknowledged the
importance of a good work-life balance but expected NQMs to take re
sponsibility towards the continuity of care. The second aspect about
experienced midwives’ perception of their roles in supporting NQMs
revealed two themes: supporting NQMs in orientation and overall sup
port in the workplace. Firstly, in community-based midwifery, support
for orientation was lacking or informally organised, in contrast to formal
orientation periods for hospital-based NQMs. Secondly, there was a
discrepancy between experienced midwives’ recognition of their roles in
supporting NQMs and the actual support that they provided or wanted to
provide. The high workload, independent work, and the lack of facilities
to support NQMs in practice appeared to be barriers to supporting
NQMs. Experienced midwives showed cooperative attitudes towardsand abilities in supporting their new colleagues. However, in practice,
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Similar to the outcomes of previous studies in Dutch NQMs [1,2], our
findings on experienced midwives show that working as a locum was
perceived as a barrier to support. Midwives hire a locum who can work
autonomously as a midwife. Midwives commission locums, they are not
their employers. Learning activities and continuous development are the
responsibility of the NQM as self-employed professionals. In
hospital-based midwifery, experienced midwives felt a responsibility to
support NQMs. However experienced midwives did not find sufficient
opportunities to adequately support NQMs in the workplace. The
importance of positive support from experienced midwives has been
shown to be pivotal for a successful transition into practice for NQMs [1,
2,14,26]. According to our findings, experienced midwives expected
other parties to be involved and responsible for facilitating and organ
ising formal support for NQMs. Therefore, they might underestimate
their importance to NQMs’ wellbeing and performance in practice.
Similar to the review on the organisational socialisation, experienced
midwives acknowledged their influence in the transition of NQMs into
practice from both the perspective of the individual and from the
organisation [27]. By using this theoretical model, we were able to
explore the role of the organisation through the various tactics. How
ever, the concepts of the tactics were abstract, they gave us only a
framework for exploring participants’ perceptions on NQMs’ transition
into practice and for the analysis of the results.

5. Limitations
A limitation of our study might be the purposive sampling of our
participants. All participants were interested in this topic. Therefore,
there might be more variance in the perceptions among experienced
midwives than we have explored. Another limitation is the sole focus on
experienced midwives’ views on NQMs in this study. Therefore, the
outcomes of this study do not represent a view of all team members that
NQMs meet in practice. For the hospital setting, the findings were based
on a small sample and the sample did not include the perceptions of
employers and other team members. Due to these limitations, the out
comes of this study should be treated with caution. For communitybased midwifery, colleagues are also commissioners. Therefore, in this
capacity they also represent the employers’ view on their experiences
with NQMs.
6. Conclusion
The differences in experienced midwives’ expectations of NQMs and
what these experienced midwives face in practice seemed to depend on
the NQMs’ temporary working contracts and working context, rather
than the generational differences that experienced midwives mentioned.
Dutch experienced midwives prioritised their work with pregnant in
dividuals and the organisation of their practice above supporting NQMs.
Midwife-to-midwife relationships for NQMs were perceived as impor
tant; however, in practice, they were informally organised or lacking. By
taking responsibility for the wellbeing of NQMs and for their support
within the profession, both experienced midwives and the professional
body could enhance the position of a new generation of midwives in the
Netherlands.

4.1. Recommendations for research, practice, and education
Based on this study and on previous research, whereby the percep
tions of NQMs and experienced midwives in the Netherlands were
explored, further research is required to explore the views of other
stakeholders in midwifery care on the position and support of NQMs in
practice.
This study reveals that the organisation socialisation model added
value to this study, due to the various tactics that we could explore. More
research is recommended on the adaptation of different organisational
and individual socialisation tactics for orientation periods for NQMs in
practice. A detailed view on the currently used tactics may enhance the
process towards the desired tactics for support.
Experienced midwives in the Netherlands must be aware of their own
expectations of NQMs in practice. NQMs were seen as inexperienced
colleagues while experienced midwives expected a competent locum in
practice. Employers and commissioners must be aware of the specific
challenges NQMs face in their first year in practice and the need for
support in practice. Building confidence as a midwife, learning to be a
team member, and adjusting to new tasks and responsibilities might help
to smooth the transition into practice for Dutch NQMs [3,13].
Experienced midwives’ positive attitudes towards supporting NQMs
in practice must be translated into a responsibility to supporting NQMs
in practice. Support in practice, i.e., orientation activities and around
the clock back up from colleagues, might enhance NQMs’ wellbeing in
practice and thereby the quality of care that they provide. Furthermore,
being a commissioner hindered experienced midwives in taking re
sponsibility for NQMs’ wellbeing in practice. Therefore, the adequacy of
the temporary employment contracts and locum employment for NQMs
must be reconsidered.
We recommend that midwifery academies prepare their students for
the situations they will encounter in practice, the need for continuous
learning in practice and the time and effort that the transition into
practice will take. The RDM (Royal Dutch organisation of Midwives)
should address NQMs’ need for support and the barriers that experi
enced midwives met in practice due to the locum status of NQMs and
should initiate a discussion within the profession about arranging and
facilitating support for NQMs. The RDM needs to recognise the flaws of
the locum position for NQMs and the effects of the absence of experience
levels within Dutch midwifery on the wellbeing of NQMs.

Statement of Significance
Problem
Dutch newly qualified midwives (NQMs) perceive the adaptation to their new role
and responsibilities as difficult due to the autonomous work in practice after
graduation. The need for support is recognised by NQMs in previous studies. Dutch
experienced midwives’ perceptions about support for NQMs in practice has not yet
been studied.
What is already known
Previous research on NQMs recognises structured support from experienced
midwives as effective in increasing levels of competence and confidence. Positive
support by an experienced midwife as a mentor leads to reassurance and perceived
safety for NQMs, it promotes better performance and competence and increases
positive learning experiences. The main sources of formal support for NQMs are
experienced midwives who are employed within or outside the facility (mentors)
and informal support from the midwifery team.
What this paper adds
This paper adds knowledge about the perceptions of experienced midwives towards
NQMs in practice and the (lack of) transition support for NQMs from experienced
midwives. One main barrier for providing support for NQMs seemed NQMs’
employment status. Temporary contracts in the hospital and working self-employed
in the community might be an explanation for the lack of support experienced
midwives provide for NQMs.
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