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ABSTRACT 
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Background: Obstetric emergencies are life threatening emergencies that require midwives 

to have adequate knowledge, skills, resources and support from the management team. The 

lack in one or more of these components subjects midwives to a lot of stress, reducing their 

productivity and in turn results in subpar patient care.  

 

Aim of the study: The study aimed to investigate the challenges experienced by midwives in 

managing obstetric emergencies at a public hospital in Bojanala District, North West Province. 

 

Objectives: The study's objectives explored and described the challenges midwives 

experience regarding managing obstetric emergencies at a public hospital in Bojanala district, 

North West province. 

 

Methodology: Exploratory and descriptive research designs were used in this qualitative 

study. The study employed a non-probability purposive and convenient sampling technique to 

choose a sample of midwives employed in the maternity hospital. The study was conducted at 

Moses Kotane Hospital (MKH). Pilot study was conducted to pretest the research method 

applied in the main study with a total of 6(six) participants at a Community Health Centre 

(CHC) in Mogwase. Face-to-face semi-structured interviews were used to gather data, and an 

interview guide was used. The data saturation was reached with a total of 13 (thirteen) 

participants. Tesch's open coding method was used to examine the data and themes, and 

sub-themes were created with the independent coder's approval. The study included 

procedures to guarantee credibility, reliability, conformability, transferability, and 

trustworthiness. The study was conducted with adherence to all ethical guidelines. 

 

Findings: Six topics and twenty-one sub-themes arose from the investigation. The study 

documented midwives' experiences managing obstetric cases, as well as the challenges they 

faced in relation to lack of resources, nursing care, management, and the consequences of 

these challenges. Recommendations were also made to enhance midwives’ ways of 

managing obstetric emergencies in public hospital. 
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Conclusions and recommendations:  Midwives in the selected public hospital encounter 

challenges with the management of obstetric emergencies leading to poor quality patient 

care. The study recommends the provision of adequate human and material resources, skill 

improvement through continuous in-service training, effective EMS, and adequate 

infrastructure 

 

Keywords:  Challenges; Experiences; Management; Midwives; Obstetric emergency
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DEFINITION OF CONCEPTS 

 

Challenge 

As stated by Mothogoane (2018), a challenge is seen as a challenging task or 

circumstance. The term "challenge" in this study referred to a circumstance that made 

it more difficult for midwives to successfully resuscitate patients who were treated for 

obstetric crises. 

Experiences 

Experiences in the Mabetlela (2019), study have been interpreted as the person's 

experiences following the development of co-morbidities with Human Immuno 

Deficiency (HIV) and diabetes. Experiences in this study referred to the knowledge and 

abilities that the midwives gained from handling obstetric emergencies in the maternity 

department. 

Midwife 

A midwife is a person who is registered as such under Section 32 of the Nursing Act 

No. 33 (2005), and who helps and supports the mother and child during all phases of 

pregnancy, childbirth, and the puerperium to attain and maintain optimal health. The 

midwives in this study are those employed by the maternity unit with two or more years 

of experience, able to recognize and manage both normal and atypical patterns in the 

progression of pregnancy and make referral of conditions above their scope of practice 

to an obstetrician. 

Management 

A collection of activities aimed at an organization’s resources (human, financial, 

physical, and information) that are used to plan and make decisions, organize, lead, 

and control to accomplish organizational goals successfully and efficiently (Griffin 

2022). The series of actions taken by midwives in this study per protocols to protect the 

woman's and the newborn's lives in the event of a life-threatening obstetric emergency. 

Obstetric emergencies  

Obstetric emergencies are defined as life-threatening medical issues that arise 

during pregnancy, labour, or delivery (Leta, Assefa & Tefera 2022). Obstetric 

emergencies in this study are defined as pregnancy-related complications that pose 

a risk to the lives of the expectant mother, the foetus, or the neonate. 
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LIST OF ABBREVIATIONS 

ANC  Antenatal Care 

ALS              Advanced Life Support 

BANC           Basic Ante Natal Care  

BEmoNC     Basic Emergency Management of Neonatal Care 
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CHC             Community Health Centre 
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CHAPTER 1 

OVERVIEW OF THE STUDY 

 

1.1 INTRODUCTION AND BACKGROUND  

 Globally, perinatal and maternal death rates are attributable to obstetric 

emergencies. Nonetheless, the World Health Organization WHO (2019) asserts that 

disparities in access to high-quality healthcare and the stark contrast between the 

rich and the poor are both reflected in the high rate of maternal fatalities in some 

parts of the globe. Furthermore, the study by Boyle (2024), contends that several 

human factors, including weariness and stress, a lack of equipment, which may 

include a Post-Partum Haemorhage (PPH) or resuscitation trolley or a 

communication breakdown brought on by an unclear leader, could be involved in 

patient safety issues. Another alerting challenge was recorded in the study of 

Aziz,Saleem,Nolen,Pradhan, McClure et al (2020), noting the deliveries conducted 

by inexperienced personnel  at  Indian sites at a total  of  4%  and  Pakistan  at 52%. 

 

A different study conducted in India found that the lack of enough human resources 

was one of the obstacles to the delivery of high-quality midwifery care and 

complications (McFadden, Gupta, Marshall, Shinwell, Sharma & McConville 2020). 

On the other hand, a Swedish study suggests that doctors intervene when there are 

challenges while midwives manage simple pregnancies, labour, and delivery 

(Raoust, Bergstrom, Bolin & Hansson 2022).  However,  a study conducted by  

Maclean, Kemp and Moyo (2024), suggest that the midwives’ stay alert to potentially 

fatal outcomes of delaying referral and intervention for complications such as 

obstructed labour, ruptured uterus, and septicemia,  occurring  worldwide and 

alongside the  identified challenge of  lack of resources and skills. 

 

While, the majority of pregnancies result in normal births, 15% may have unforeseen 

challenges (Bali & Reddy 2018).  This is supported by the study done in the North of 

India by  Kant, Kaur, Malhotra, Haldar and Goel (2018), stating  the  referral rate for 

common obstetric emergencies at 31.7%. These included preterm labour at 30.6%, 

pregnancy-induced hypertension at 17%, foetal distress at 10.6%, previous 

caesarean section on 10%, malpresentation at 8.5%, and poor progress  which was 
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at 8%. Nonetheless, a study conducted by Aziz ,  Saleem, Nolen, Pradhan,McClure 

et al (2020), states challenges with deliveries that take place at non delivering place 

such as at home, recording Pakistani at 40% and a total of 4% in the Indian sites . 

Although, WHO widely prioritizes improvement of maternal health (WHO 2019).  The 

challenges with  poor Ante Natal Care (ANC) attendance rate at 52.8% was noted in 

the country of Pakistani (Aziz et al 2020).   

 

The findings of the study conducted in Africa in the democratic republic of Congo by 

Baba, Theobald, Martineau, Sabuni, Nobabo et al (2020), revealed  the predisposal 

of infections to pregnant women  as a results of shortage of basic supplies such as 

gloves and delivery kits in government facilities. Moreover , another study in Africa, 

conducted in Ghana, stated that  the shortages of basic equipment and supplies 

such as syringes, gauze swabs, and gloves in the antenatal clinics  hinder midwives 

from providing Focused Antenatal Care (FANC) services essential for early detection 

of complications and the management thereof (Haruna, Dandeebo & Galaa 2019). 

Furthermore, a study conducted in African Tanzania by Bremnes, Wiig, Abeid and 

Darj (2018), noted multiple challenges with obstetric complications care, such as 

equipment shortage, poor monitoring and delayed giving of treatment  due to under 

staffing .On the other hand , questioning the current in-service training programs 

came into effect as the training of (Helping Mothers Survive Bleeding after Birth) 

HMSBB to improve PPH has been facilitated, in Tanzania, and  it however continues 

to be the leading cause of death in sub-Saharan Africa (Welsh, Hounkpatin, Gross, 

Hanson & Moller 2022).  

 

In South Africa, a study conducted by Ximba, Baloyi, and Jarvis (2021) ,in Kwa Zulu-

Natal noted extreme challenges with  high-risk patients that  go to Primary Health 

Care (PHC), for delivery even after being instructed to go to the expert-centred site. 

Another study conducted in the Eastern Cape by Wibbelink, James and Thomson 

(2022), continued to reveal several burdens that affect midwifery clinical 

performance, such as lack of material resources, managerial issues, and unsuitable 

staffing. Although the study of Mathibe-Neke and  Mashego (2022) in Gauteng 

province, South Africa stated that unethical behaviour and professional malpractice 

are found in  the end results of a shortage of both human and material resources. 

Makhado, Mangena-Netshikweta, Mulondo, and Olaniyi (2022), in Limpopo province 
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argues that  56.2% of midwives also do not or seldom comply to usage of available 

maternity unit protocols and only  confirms only 44.8% compliant usage.  

Alternatively, the findings of a study conducted in the Eastern Cape, provides 

evidence that factors such as staff  incompetence , newly qualified practitioners and 

poor working conditions are a direct midwifery challenge leading to poor health 

outcomes in maternal health facilities (Magqadiyane 2020). 

 

A study conducted in the North West province by Mothwane (2020), highlights 

another challenge with managing patients presenting to the facility in advanced 

stages of labor and without having an appointment. Research studies were done 

about managing obstetric emergencies in other provinces in South Africa; however, 

no study was conducted on midwives' challenges in managing obstetric emergencies 

in North West Province, Moses Kotane Hospital; hence, the researcher found it 

essential to conduct the research. It is against this background that the researcher 

seeks to conduct a study on the challenges of midwives regarding the management 

of obstetric emergencies at a hospital in Bojanala District, North West Province. 

 

1.2 PROBLEM STATEMENT 

Although a wide range of studies have been conducted across the globe in relation 

to the midwives challenges during management of obstetric emergency care, a 

variety of these challenges persist in some parts of the world. This is supported by 

the study of  Ndlovu, Gray, Blose and Mokganya (2023) , who state that high 

mortality rate of 129.9 per 100 000 live births was marked in the North West 

province between the years 2021 and  2022. A study by Mabasa, Matsipane and 

Useh (2024) has revealed the challenge of  understaffing of  midwives in the North 

West province as a direct contributor to poor recording of partograms that is 

essential in identifying possible on coming complications. Furthermore, an incident 

of the late extraction of two neonates requiring an emergency caesarean section 

was recorded in Tanzania, where 1(one) was born with a low score and another, a 

still born. This was a result of having 1(one) functional theatre in the whole 

hospital, (Bremnes et al 2018). Moreover, Mukuru, Kiwanuka, Gibson and 

Ssengooba (2021), has noted a persistent high mortality rate in the sub-Saharan 

African countries in as far as obstetric emergencies are concerned.  In the years of 

practice as a midwife, the researcher has observed numerous obstacles that 
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hinder midwives from achieving optimum health outcomes in patients managed 

with obstetric emergencies. This included among others staff shortages, 

equipment and infrastructural challenges which triggered the researcher s’ need to 

navigate the challenges around this phenomena.  In addition, the study of Moroka 

(2020), further confirms that the lack of materials and resources relating to aspects 

such as beds and pharmaceutical stores contributes largely to negative perinatal 

outcomes. 

 

1.3 PURPOSE OF THE STUDY 

The purpose of the study was to investigate the challenges encountered by midwives 

at a public hospital in Bojanala District, North West Province when managing 

obstetric emergencies. 

 

1.4 OBJECTIVES OF THE STUDY 

The objectives of the study were to: 

 Explore and describe the challenges experienced by midwives in 

the management of obstetric emergencies at a public hospital in Bojanala 

District, North West Province. 

 To recommend measures that may improve the management of obstetric 

emergencies at a public hospital in Bojanala District, North West Province. 

 

1.5 RESEARCH QUESTIONS 

 “What are the challenges experienced by midwives in the management of 

obstetric emergencies at a public hospital in Bojanala District, North West 

Province?” 

 What are the recommendations that may improve the management of obstetric 

emergencies at a public hospital in Bojanala District, North West Province? 

 

1.6 OVERVIEW OF THE RESEARCH METHODOLOGY 

The study was done in the North West province's Bojanala district at a public 

hospital. The research design employed was qualitative, exploratory and descriptive. 

Using the non-probability purposive sampling strategy, midwives who were on duty, 

with 2(two) or more years of working experience in maternity were chosen to 
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participate in the study as the researcher believed that they possessed enough 

knowledge and experience with the management of obstetric emergencies. The 13 

(thirteen) midwives in total were the research population. Data was gathered one-on-

one using a semi-structured interview guide until data saturation was achieved. The 

Tesch open coding method was then used to examine the data, leading to the 

development of themes and subthemes. Every precaution was taken to make sure 

they were dependable. Permissions from North West Department of Health 

(NWDoH), the Chief Executive Officer (CEO) of MKH, maternity unit management, 

and the midwives who are considered study participants were received, along with 

ethical considerations from Turfloop Research Ethics Committee(TREC). 

 

1.7 SIGNIFICANCE OF THE STUDY 

The study findings may have the following benefits: 

 Nursing practice 

The use of required and readily available equipment’s essential in attending to  

obstetric emergencies and the reduced patient overcrowding with provision of 

adequate number of midwives and maternity building extension to attend to 

patients in need. The knowledgeable and skilled midwives along with supportive 

managers may encourage conducive work environment free from work conflict and 

absenteeism’s caused by work overload and other work related stressors. Nursing 

practice may benefit from this by through improved obstetric care service delivery, 

timely and effective management of obstetric emergencies.     

 

 Community 

The community is more likely to feel at ease with the midwives thorough health 

education given to them on obstetric emergencies at the ANC level and eliminate 

the risks of obtaining faulty information from social media and other socials. Other 

benefits may include early detection of obstetric complications through early 

bookings and complying to ANC appointments which may assist with preparing 

high risk patients for proper deliveries, 

 

 Nursing Education 

 Introduce to midwifery theory and practical classes the modifications discovered 

by this study concerned with alleviating the midwives’ challenges in emergency 
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obstetric care. However findings of this study may come in to effect after being 

evaluated by professional bodies, committee and organizations such as Central 

High Degree Committee (CHDC), South African Nursing Council (SANC) and 

Department of Health (DoH) for suitable addition in to the midwifery curriculum. 

 

 Research 

Future study could lead to more sophisticated and effective approaches to 

managing obstetric emergencies. The study may further encourage other 

researchers to explore other obstetric emergency related matters to improve 

maternal and neonate related mortalities /morbidities such as finding out why 

previous recommendations in other research have not worked . This research may 

assist other future researchers to obtain thick literature on areas of interest they 

wish to focus on when conducting future research on obstetric emergencies to 

avoid over research on similar concepts.  

 

1.8 DIVISION OF THE CHAPTERS 

Chapter 1: The introduction and overview of the study 

          Chapter 2: Literature Review  

Chapter 3: Research Methodology 

Chapter 4: Presentation of findings, interpretation and literature control 

Chapter 5: Summary, limitations, recommendations and conclusions of the study. 

 

1.9 SUMMARY OF THE CHAPTER 

This chapter presented the study‘s background and the introduction of the 

challenges experienced by midwives regarding the management of obstetric 

emergencies globally, in sub-Saharan countries, and locally. The chapter further 

guided the action plan of the study through the aim and the objectives. The 

overview of the research methodology briefly highlighted the methodology 

concept, which will be explained thoroughly in chapter 3 (three). The significance 

of the study contained 4(four) sections (nursing practice, community, nursing 

education, and research), which highlighted how each of them benefitted from the 

study. 
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CHAPTER 2 

LITERATURE REVIEW 

 

2.1 INTRODUCTION 

The previous chapter has outlined the study overview. This chapter discusses the 

literature review, which includes the sources of literature search, which included 

strategies, databases, and inclusion and exclusion criteria. Background of obstetric 

emergencies in the maternity ward and management of obstetric emergencies from 

global, sub-Saharan, and South African perspectives are further discussed, as is the 

legislative framework for the management of obstetric emergencies, the advantages of 

adequate management of obstetric emergencies, challenges experienced during the 

management of obstetric emergencies, the effect of poor management of obstetric 

emergencies, the strategies to improve management of obstetric emergencies, and the 

theoretical framework thereof. 

 

According to the study of Baigari and Munot (2019), a literature review entails complete 

practical and authorized information related to the keywords of research. For this study, 

the researcher will then look into the background of obstetric emergencies in the 

maternity ward, the advantages of adequate management of obstetric emergencies, 

the challenges experienced during management, and the strategies to improve the 

management thereof. 

 

2.2 SOURCES OF LITERATURE SEARCH 

This study has adopted a narrative literature review and according to Baker (2016), a 

narrative or traditional literature review is a comprehensive, critical and objective 

analysis of the present knowledge on a topic. A narrative literature review is further 

explained as an important part of the research process that assists in forming a 

theoretical framework and focuses on the context for the research. In this study, 

sources of literature search have been outlined as the search strategy and the 

databases, with the inclusion and exclusion criteria. This was to show a general 

indication of how and where the researcher has sourced the study‘s literature during 

the study. The literature search also outlined the criteria used to indicate sources that 

were included and those that were excluded from the study. 
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2.2.1 Search strategy 

The researcher searched relevant literature for the study by searching the keywords 

contained in the research title. 

2.2.2 Databases 

 Information for this study was obtained through Google Scholar, EBSCOhost, PubMed, 

 published and unpublished dissertations and theses, and books from the library related 

 to the topic. 

2.2.3 Inclusion and exclusion criteria 

Articles, journals and books relatable to the topic under study published in the year 

2010 and below were all excluded from the study unless an old matter was being 

discussed. This study included all articles from journals and books from the year 2013 -

2024 related to the topic under study. 

 

2.3 BACKGROUND OF OBSTETRIC EMERGENCIES IN THE MATERNITY WARD 

While the study of Borovac-Pinheiro, Pacagnella ,  Cecatti  ,Miller , El Ayadi et al 

(2018), shows that 1%–10% of all complicated deliveries emanate from PPH, the study 

of Prasad,  Nishat, Tiwary, Nisha,  Sinha et al (2018), confirms receipt of a distinct 

variety of sophisticated obstetric case referrals at their tertiary hospital. The study of 

Moodley, Soma-Pillay, Buchmann and Pattinson (2019), indicates that fetal and 

maternal mortality worldwide resulted from  Hypertensive Disorders of Pregnancy 

(HDP), such as  pre-eclampsia/eclampsia, especially in areas such as south Africa. 

Furthermore, cord prolapse is noted in the study of Ahmed and Hamdy (2018), as the 

most uncommon obstetric emergency, however, with distinct neonatal 

morbidity/mortality. According to Desta, Mekonen,Alemu, Demelas, Getaneh et al 

(2022) the ,22% of maternal morbidities as well as 70% of perinatal deaths results from 

obstructive labour  globally.  PPH has repeatedly been reported as the leading cause 

of maternal death worldwide  by multiple studies including that of (Borovac-Pinheiro et 

al 2018) . Consequently, WHO (2023), indicates that skilled health professionals 

should attend to all births, as timely management and treatment contribute to the life 

and death of the woman. Nevertheless, half of the health facilities researched in the 

study of Kumar, Ahmed, Anwar and Somrongthong (2019), highlighted the lack of 

recent training on guidelines and policies on maternal and child health-related topics. In 



9  

addition, the study of Prasad et al (2018), indicates the significance of training nursing 

personnel so that they are able to identify high risk pregnancies. Consequently, the 

Sustainable Development Goal 3.1 (SDG 3.1) also targets to reduce global maternal 

mortality ratio to less than 70 per 100 000 live births while Target 3.2 aims to  lower 

neonatal mortality rate to as low as 12 per 100 000 live births (WHO 2023).   

 

2.4 MANAGEMENT OF OBSTETRIC EMERGENCIES FROM VARIOUS 

     PERSPECTIVES 

The management of obstetric emergencies in various countries may be similar with 

slight differences based on the developmental state of the individual country. Below is 

a detailed discussion of managing obstetric emergencies globally, Sub- Saharan and 

South African contexts. 

 

2.4.1 Global perspective on the management of obstetric emergencies 

The study of Calbert (2022), confirms the largely preventable 60% of deaths occurring 

1(one) year post-delivery with timely treatment.  However, Amatullah (2018), argues 

that the mismanagement of obstetric emergencies is a worldwide problem. This is 

supported by the   disproportion in the estimated maternal deaths ratio of 140 per 100 

00 live births in the 46 countries as compared to the SDG3 target goal of less than 70 

maternal deaths per 100 000 live births by year 2030 (WHO 2023).   According to the 

study of Barnfield, Bamfo and Norman (2019), a need for midwives to have 

postgraduate courses in the use of ultra sound machines was emphasized as they felt 

that this could contribute to improvement in their practice. In contrary ,WHO et al 

(2021),argues that although the SDGs have been put in  place  , 94% of these  

preventable pregnancy related  and child birth deaths continued  to  occur which led to 

an average  of 810 maternal mortality rate worldwide in the year 2017. Nonetheless the 

study of Kurjak (2023), emphasizes that causes of maternal death may from both direct 

obstetric death (resulting from obstetric complication) or indirect obstetric 

death(resulting from previous existing diseases  or diseases developed during 

pregnancy.  Findings in the study of MacDorman , Thoma , Declcerq  and Howell 

(2021), demonstrates  the pronounced racial and ethnic disparities  with the  maternal 

mortality rate in the United States and  suggest  an urgent need to address the public 

calamity. 
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2.4.2 Sub-Saharan perspective on the management of obstetric emergencies 

Mukuru, Kiwanuka, Gibson and Ssengooba (2021), highlighted that  Uganda 

continued to face barries with regard to implementation of  Emergency Management 

of Obstetric Care (EMOC) which  included ,policy design gaps, unclear policy 

expectations, bottlenecks in frontline EmOC delivery systems and community-level 

challenges. The study continues to show that several Emergency Obstetric Care 

(EMoC) policies rolled out have not achieved their intended targets to date. All Sub- 

Saharan countries experience issues with transportation of women from lower level 

of care to higher level of care due to shortage of ambulances, (Forbes Akter, Miller 

,Galadanci & Qureshi  2023).  Furthermore , Flake (2022), indicates that most 

countries have less than 100 maternal deaths per 100,000 births, while rates in Sub-

Saharan Africa are more than 5 times that rate. In addition, the study by Lancaster, 

Barnes, Correia, Luis, Boaventura et al (2020), shows that PPH is deemed 

responsible for 30% to 50% of deaths. According to WHO (2022), two million 

stillbirths are estimated to have occurred in 2017, with 50% as intrapartum stillbirths, 

98% of global newborn deaths and stillbirths in sub-Saharan Africa and Asia.  The 

study conducted by Forbes, further states that the unreliable supply of essential 

drugs used to manage obstetric emergencies where families often had to purchase 

medications such as tranexemic acid. 

2.4.3 South African perspective on the management of obstetric emergencies 

Although strategies to implement quality services in South Africa have been 

implemented, the ratio in maternal death continues to raise, (Mahada, Tshitangano & 

Mudau 2023) .This is evidenced by the study of  Moodley (2018) indicating the 14,8% 

maternal death rate which relate to hypertensive disorders. According to Manjinja, 

Malesela and Mahlangu (2024), insufficient information regarding the Perinatal 

Problem Identification Problem (PPIP) disables midwives from providing quality care to 

neonatal patients in improving morbidity and mortality in the unit. Subsequently , the 

poor infection control caused by shortage of water supply and the shortage of 

resources inconvenience midwives from rendering quality health care services 

(Mahada et al 2023). Among other reasons why critical patients delay in receiving 

required care was the great distance noted between the clinics and the residents 

characterized by poor road conditions disabling fair movement of ambulances and 
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other means of  transport, (Ngene, Khaliq & Moodley 2023). 

 

2.5 LEGISLATIVE FRAMEWORK ON MANAGEMENT OF OBSTETRIC 

      EMERGENCIES  

The legislative framework on obstetric emergency management is outlined below in 

the constitution, nursing act, rules, and regulations (R2488) as stipulated. 

2.5.1 The Constitution of the Republic of South Africa, Act 108 of 1996 

According to Act 108 of 1996, everyone has the right to have access to health care 

services, including reproductive health care, sufficient food, water, and social 

security, including, if they are unable to support themselves and their dependents, 

appropriate social assistance. The Act further states that the state should take 

reasonable legislative and other measures within its available resources to achieve 

the progressive realisation of each of these rights and that no one may be refused 

emergency medical treatment. 

2.5.2 South African Nursing Council (SANC) : R2488;Regulations Relating to the 

Conditions under which Registered Midwives  

The Minister of National Health and Population Development has, on the 

recommendation of the South African Nursing Council, in terms of section 45(1)(q) of 

the Nursing Act, 1978 (Act No. 50 of 1978), made the regulations set out in the 

Schedule here to. 

 

SCHEDULE: CHAPTER 1 

DEFINITIONS 

In these regulations “the Act” shall mean the Nursing Act, 1978 (Act No. 50 of 1978), 

and any expression to which a meaning has been assigned in the Act shall bear such 

meaning, and, unless the context otherwise indicates- 

 

“child” shall also mean an unborn child; 

 

“confinement” shall mean pregnancy, labour and the puerperium; 

 

“registered person” shall mean a person who is registered as a nurse or as a midwife in 

terms of the Act, or as a medical practitioner or dentist in terms of the Medical, Dental 
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and Supplementary Health Service Professions Act, 1974 (Act No. 56 of 1974); 

 

“specified officer” shall mean the medical officer of health of a local authority or, 

where such an office does not exist or is vacant, the registered nurse in charge of the 

nursing services of such local authority. 

  

Chapter 2 

CONDITIONS UNDER WHICH A REGISTERED MIDWIFE MAY CARRY ON HIS 

PROFESSION 

A registered midwife shall carry on his profession under the conditions set out in this 

Chapter. 

 

Equipment and materials 

In the course of his practice a registered midwife shall at all times have available the 

equipment and materials that are required for the practice of midwifery, including- 

 

An intravenous infusion set and at least 2 x 1 000ml of 5% dextrose in a normal saline 

solution; the equipment and material necessary to perform an episiotomy and to suture 

an episiotomy or a first or second degree tear of the perineum. 

  

Records 

A registered midwife shall keep clear and accurate records of the progress of 

pregnancy, labour and the puerperium and of all acts, including emergency acts, which 

he performs in connection with a mother and child. Furthermore,such records shall be 

in accordance with the details set out in Annexure A of this Chapter. A registered 

midwife shall retain the records referred to in subregulation ,for at least three years and 

shall produce the records to the council when required to do so. 

 

Breast-feeding 

 A registered midwife shall promote breast-feeding unless it is contra-indicated. 

 

The antenatal period 

On being engaged to attend a confinement, a registered midwife shall- 

Advise the patient to be examined by a medical practitioner and undergo a blood test 
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at least once during her pregnancy; ascertain whether any abnormality which could 

have an adverse effect on the present confinement has occurred during a previous 

pregnancy, labour or puerperium and, if so, advise the patient to seek medical advice. 

Furthermore, in the case of a primigravida, make all the assessments required to 

ascertain whether the pelvis is adequate for a normal delivery. Additionally, where any 

doubt exists immediately refer the case to a medical practitioner and instruct the 

patient in antenatal exercises, including preparation for labour and preparation for 

breast-feeding. Where possible, the registrered midwife shall visit the patient at least 

once in her own home and shall examine the patient at least once a month until the 

28th week, thereafter at least once a fortnight until the 36th week, and then at least 

once a week until the commencement of labour. If it is not possible to comply with the 

provisions of subregulation (2), the registered midwife shall endorse the record of the 

case accordingly, giving reasons. 

 

Labour 

A registered midwife in attendance upon a patient in labour shall not leave the patient 

without giving an address at which he can be reached without delay.Furthermore, 

when the second stage of labour is imminent the registered midwife shall stay with the 

patient till after the birth of the child and for as long thereafter as the condition of the 

patient or the child may demand: Provided that he shall stay with the patient for at least 

one hour after the expulsion of the placenta and membranes. Moreover , a registered 

midwife shall, in a case of postpartum haemorrhage when a medical practitioner is not 

available or pending the arrival of a medical practitioner, administer not more than 10 

units of oxytocin at a time by intramuscular injection, but the administration may be 

repeated at intervals if and when necessary. However, an internal examination shall 

not be carried out by a registered midwife in the case of vaginal haemorrhage. In 

addition ,an episiotomy may be performed by a registered midwife to prevent a severe 

tear of the perineum or complications relating to the child, provided the head is on the 

perineum. 

 

Puerperium 

During the puerperium the registered midwife shall- Attend the mother and child at 

least once a day and shall not discharge them from his care until such time as the 

condition of both is satisfactory. Furthermore, if possible, continue such attendance 
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daily for at least the five days following the birth of the child. However, if it is not 

possible to attend the mother and child at least once a day for at least the five days 

following the birth of the child, endorse the record of the case accordingly, giving 

reasons.   

 

And lastly, instruct the mother in- Post-natal exercises and breast-feeding unless 

contra-indicated, to continue caring for herself and her child during the puerperium . 

Facilitate the recognition of abnormalities that may occur  and when and where to 

obtain assistance together with oral rehydration therapy for the child. 

 

Pre-mixed gas and air analgesia 

A registered midwife may administer pre-mixed gas and air analgesia to a patient only 

on the prescription of a medical practitioner. 

 

MEDICAL ASSISTANCE 

In the event of any of the following illnesses, abnormalities or complications occurring 

during pregnancy, labour or the puerperium or in the child, the registered midwife shall, 

subject to the provisions of subregulation (4), with the consent of the mother, call in a 

medical practitioner or refer the patient to a medical practitioner: 

 

During pregnancy : 

With any of the following; the excessive nausea and vomiting, abortion, actual or 

threatened, vaginal bleeding, apparent intra-uterine growth retardation, 

hypertension,albumin or sugar in the urine, oedema of the hands, face or feet, 

convulsions,abnormal vaginal discharge,sores on the genitals,any condition suggesting 

a disproportion between head and pelvis and abnormal presentation after the 32nd 

week. And in multiple pregnancy with tenderness or abnormal distension of the 

abdomen. 

 

           During labour with any of the following: 

Convulsions;abnormal vaginal discharge;sores on the genitals;excessive vaginal 

bleeding;premature labour before the 37th week;presentation other than an 

uncomplicated head presentation;when no presentation can be determined; 

multiple pregnancy;non-engagement of the head in the case of a primigravida; 
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undue prolongation of any stage of labour;disordered or abnormal uterine 

action;presentation or prolapse of the cord;foetal distress;placenta not completely 

expelled one hour after the birth of the child;third degree perineal tear. 

 

During the puerperium: 

When there are convulsions;abdominal distension and tenderness;malodorous 

lochia;rigor;rise in body temperature to 37,7°C for 24 hours, or its recurrence within that 

period, or a rise in body temperature to 37,4°C on two successive days;continuously 

rapid or steadily rising pulse rate;unusual swelling of the breasts with local tenderness 

or pain;excessive or prolonged bleeding;pain in the lower limbs, especially pain in the 

calves. 

 

The child: 

Injuries received during birth;malformation or deformity (whether endangering life or 

not);undue feebleness, whether the child is premature or not;inflammation of or any 

discharge from the eyes;serious skin eruptions, especially those marked by the 

formation of watery blisters;inflammation of or haemorrhage from the 

umbilicus;jaundice;convulsions;neonatal haemorrhage. 

 

Further consultation shall be done with the medical officer, where any illness, 

abnormality or complication other than the illnesses, abnormalities or complications 

referred to in subregulation (1), occurs during pregnancy, labour or the puerperium or 

in the child. A registered midwife may if he deems it necessary, subject to the 

provisions of subregulation (4) and with the consent of the mother, call in a medical 

practitioner or refer the patient to a medical practitioner. 

 

Where a medical practitioner is called in or consulted as contemplated in 

subregulations (1) and (2), a registered midwife shall- 

Remain with the patient and deal with the emergency to the best of his ability until the 

medical practioner arrives; or accompany the patient if she is to be sent to medical 

assistance. Furthermore, when calling in medical assistance as contemplated in 

subregulations (1) and (2) the registered midwife shall call in the medical practitioner 

desired by the mother. 
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Where, in the course of pregnancy, labour or the puerperium a registered midwife-Shall 

advise the patient to consult a medical practitioner and refer the patient to a registered 

person other than a medical practitioner. And furthermore, consult the patient with a 

view to calling in medical assistance, the relevant particulars, as well as any refusal by 

the patient to consent to any of the above, shall be recorded as set out in Annexure A 

of this Chapter. 

 

2.6 ADVANTAGES OF ADEQUATE MANAGEMENT OF OBSTETRIC 

      EMERGENCIES 

Ameh, Mdegela, White and Broek (2019), state that providing quality Emergency 

Obstetric Care (EmOC) reduces the risk of maternal and newborn mortality and 

morbidity. According to, Tuncalp, Were, MacLennan, Oladapo , Gulmezoglu et al 

(2015), the effective prevention and management of conditions in late pregnancy, 

childbirth, and the early new-born period are likely to reduce the numbers of 

maternal, antepartum and intrapartum-related deaths including the neonatal deaths 

significantly.  In addition the study of Ameh et al (2019), reveals the improved clinical 

practice which means adherence to protocols, resuscitation technique, 

communication and teamwork results to and improved neonatal outcomes which 

means ,reduced trauma after shoulder dystocia and reduced number of babies with 

hypothermia and hypoxia. The study of Mahada et al (2023) has identified the use of 

Basic Ante Natal Care (BANC) as an added advantage to timely discovery of 

complications thus preventing sicknesses in mothers and children. Furthermore 

Ngene and Moodley (2024), concluded that while lack of information, resuscitation, 

diagnosis and treatment are linked to unsuccessful management of obstetric 

emergencies, improvement in subsequent care and preventative measures in 

patients presenting with preeclampsia or eclampsia ensures best outcomes. Findings 

in the study of Dartey, Dzansi, Lotse and Bosu (2022), proves that midwives 

thoroughly monitored women on magnesium sulphate to detected complications 

such as Haemolysis Elevated Liver Enzymes and Low Platelets syndrome (HELLP) 

which may complicate further to Disseminated Intravascular Coagulation (DIC). This 

significant monitoring meant minor complications as this process was able to assist 

them with early and adequate interventions.     

 

2.7 CHALLENGES EXPERIENCED DURING MANAGEMENT OF OBSTETRIC 
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      EMERGENCIES 

Management of obstetric emergencies remains a great challenge for many midwives 

across the years and across the world. The lack of up-to-date information on 

evidence-based interventions and the skills required to provide maternity care in 

maternity units contribute to newborn deaths. This is evidenced by record of  47% 

mortality rate among children under 5 years of age and accounting for 2.5 million 

deaths in 2018 (WHO 2022). Moreover , the shortage of resources such as 

resuscitation materials have been reported among others as a challenge that hinder 

midwives from obtaining successful outcome with management of eclampsia, 

(Dartey et al 2022). Findings in the study of  Parkies, Murray and  Okafor (2024) 

have indicated challenges with the use of pethidine on mother’s during intrapartum 

and its ability to bypass placental barrier resulting in floppy babies that present with 

low apgar and respiratory distress.   This has, however, motivated the researcher to 

find out more about the challenges encountered daily by midwives when managing 

obstetric emergencies and outlined them in their respective order below, namely the 

equipment shortage, shortage of staff, and inadequate support of staff. 

 

2.7.1 Equipment shortage 

The study of Daniels and Abuosi (2020) revealed that the barriers associated with 

the referral of emergency obstetric cases to a national referral center in Ghana 

reported the problems with the referral transportation system, highlighting limited 

ambulances as a critical barrier to obstetric care service provision. However, the 

study of Owili, Muga, Mendez, and Chen (2017) indicated that if there is 

the availability of necessary resources and adequate supervision, quality intrapartum 

care can be improved, and maternal deaths can be reduced. According to Forbes et 

al (2023), Kenya and Nigeria were discovered to be the two countries with the most 

inadequate resources needed to measure blood loss in obstetric cases such as PPH.  

According to  Ayehu, Tiruneh, Tesfaye, Belete,  Fesseha et al (2025), shortage of 

equipment’s such as ultra sound , shortage of water supply and electricity ,vacuum 

extractors for assisted deliveries, vacuum aspirators or (Dilation & Curettage) D&C 

sets for abortion care and light sources for examination are some of the challenges 

discovered in the obstetric care facilities hindering health care workers to meeting 

the essential  needs of the patients. 
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2.7.2 Shortage of staff 

According to the study of Tukisi, Temane and Nolte (2022), a decline in the quality of 

midwifery care rendered during Obstetric Triage (OBT) is subject to imbalance in the 

midwife-to-patient ratio, where one midwife is responsible for pronounced number of 

patients. In contrary, a study conducted in Johannesburg stated that absenteeism of 

some nurses [midwives] during holidays was another element that disadvantaged the 

patients, showed a lack of professionalisms and induced the stress levels of the 

advanced midwives (Mashamba & Ramavhoya 2021). Nonetheless, Mbombi, 

Mothiba, Malema and Malatjie (2018), revealed how the increased workload caused 

stress,for the staff remaining on duty and  performance of medical errors . According 

to the study of Dani, Papini, and Lannuzzi (2020), crisis with low midwife-to-infant 

ratio  is associated with negative  healthy term infant‘s neonatal outcome.  

 

2.7.3 Inadequate support to staff 

The study of Bolan, Cowgill, Walker, Kak, Shaver, Moxon, and Lincetto (2021), 

states that nurses and midwives need continuous learning opportunities as medical 

science evolves with discoveries and approaches to deal with birth complications. 

Findings in the study of Ameh et al (2019), revealed the overwhelmed effect 

midwives felt when patients and relatives always blamed them each time eternal 

death or stillbirth occurred. In addition, Wahlberg, Högberg and Emmelin (2018),   

shows how midwives struggle to regain their self-image after experiencing deathe of 

a neonate or mother. Consequently the study of Tukisi et al (2022), indicates that 

management remains reluctant to address these challenges despite clear evidence 

of their awareness of these existing challenges, leaving the midwives feeling 

unsupported and discouraged. 

 

2.8 EFFECTS OF POOR MANAGEMENT OF OBSTETRIC EMERGENCIES 

The study of Bwana, Rumisha, Mremi, Lyimo, and Mboera (2019), states that 

conditions such as eclampsia, haemorrhage, and sepsis are associated with failure 

to notice and manage obstetric complications needing attention and may lead to 

maternal deaths. Furthermore, the study of Amatullah (2018), illustrates how ethical 

dilemmas may come with stressful and unpredictable obstetric emergencies since 

two lives are involved. Moreover, Berhe, Ilesanmi, Aimakhu and Mulugeta (2020), 

reveals that conditions such as pregnancy-induced hypertension (PIH) may be linked 
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to problems such as poor access to health services and quality of maternal and 

newborn care leading to adverse outcomes such as low birth weight, birth asphyxia, 

preterm delivery, and stillbirths in pregnant women. Alternatively, the study of Ameh 

and van der Broek (2015), highlights that the common identified cause of adverse 

events in obstetric emergencies is associated with the inadequate staff training 

globally. However, Geleto, Chojenta, Taddele, and Loxton (2020), states that the  

timely and quality provision of  EMoC is compromised by the lack of necessary drugs 

necessary for medical supplies.  

 

2.9 STRATEGIES TO IMPROVE MANAGEMENT  OF  OBSTETRIC  EMERGENCIES 

The study of  Ashish, Gurung, Kinney, Sunny and Moinuddin (2019), expressed that 

its essential to ensure availability of partograms and neonatal resuscitation 

equipment for better monitoring of labour and preparedness in the occurance of 

complications ad problems. Moreover, the study of Escobar, Nassar, Theron, 

Barnea, Nicholson et al (2022), emphasizes the important use of tranexamic. Acid to 

women experiencing postpartum haemorrhage (PPH) in 1 fixed dose of 1 g in 10 ml 

(100 mg/ml) given intravenously (1 ml/min) soon after delivery. On the other hand, 

the study of Bwana, Rumisha, Mremi, Lyimo, and Mboera (2019), states that quality 

of maternal care provided should not be excluded when developing programs that 

ensure physical availability of health.   Consequently, the study of Darragh, Traynor, 

and Joyce-McCoach (2016), highlights the nurse leader ship qualities as another 

enormous influential measure that can facilitate patient safety and help to create a 

supportive workplace. Moreover, providing knowledge and skills to healthcare 

providers responding to clinical emergencies is essential when caring for women 

during the intrapartum and postpartum periods to Amatullah (2018).  Furthermore, 

key strategies that involve improving skills of birth attendants were noted by WHO 

(2022), in collaboration with the Society African Gynaecology and Obstetrics (SAGO) 

and the United Nations Population Fund (UNFPA),  which included the 

recommendations essential for clinical practices on emergency obstetric and 

neonatal care in Africa.  

 

 

 

2.10 THEORETICAL FRAMEWORK OF THE STUDY 
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Anderson’s theory of change and logic model guided the study. The researcher 

believes that there is room for change in the challenges that midwives encounter in 

the management of obstetric emergencies, and this can be established through 

proper interventions facilitated through recommendations. Anderson (2005), states 

that the Theory of Change and logic model has a solid theory of change to guide it. A 

theory of change explains the process of how a change occurs and illustrates the 

relationships between actions and outcomes and how they can work together to 

bring about a desired change, a theory of change is what puts the logic in a logic 

model.  

 

Anderson (2005) explains that through this process, assumptions become clear and 

determine where the gaps need to be filled to meet the goal. Moreover, the theory 

indicates that using a cause-and-effect approach, theories of change encourage one 

to think about the future and predict what needs to happen, and in what order, to 

bring about change. For this study, the researcher has looked at the research gap in 

accordance with the strategies/recommendations that may better the management of 

obstetric emergencies in the maternity ward. The study describes how resources and 

activities will achieve the desired goals. Logic models represent intention and show 

the connection between the planned work and the desired achievement (Kellogg & 

Foundation 2004).  

 Input 

Kellogg and Foundation (2004) see input as what we invest. The study further 

explains inputs as the human, financial, organizational, and community resources. 

Inputs are referred to as resources. Input in this study is seen as the midwives, and 

essential resources needed to manage patients presenting with obstetric 

emergencies. These resources includes such as such as suction catheter, CTG 

machine, hemoglobin test machine and amniotic hook. Determining inputs lets you 

take inventory of what you already have and what you need to take the desired plan 

in to action. In this study midwives and the resources are evaluated for their potential 

in managing obstetric emergencies. 

 Activities 

What we do. Activities are the observed interactions between the resources in order 

to achieve the desired output. These are the processes and actions that take place 

(Kellogg & Foundation 2004). For this study, activities are actions taken to manage 
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obstetric emergencies. These are the interactions between midwives, resources and 

patients (pregnant women and neonates) in an encounter of an obstetric emergency. 

These interactions may mean activities such as rupturing membranes in a poor 

progress of labour. Inputs are therefore always followed by the output. 

 Output 

Output is what we offer. Outputs are the activities, services, events, and products 

that reach targeted participants (Taylor-Powell, Jones & Henert 2003). Output leads 

to outcomes. Outputs include activities and participation. For this study, outputs are 

all services maternity unit is able to render to patients in order to manage obstetric 

emergencies. 

 Outcomes 

The outcomes are the direct results, specific changes, or benefits to the target 

participants (Kellogg & Foundation 2004). In this study outcomes are seen as the 

challenges experienced by midwives in the management of obstetric emergencies 

and how these challenges are dealt with, within the maternity unit. The type of 

obstetric emergency concerned, determine the type of complication the patient will 

experience and therefore the type of intervention to be taken. These interventions 

are stated in the study‘s recommendations that are directly linked to the midwives’ 

challenges; therefore implementation of these recommendations is the direct results 

and specific changes that may benefit the targeted participants.  
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CHAPTER 3 

RESEARCH METHODOLOGY 

3.1 INTRODUCTION 

The previous chapter focused on the literature review; Chapter 3 focuses on the 

method of research, the research design, the study site, population, sampling 

method and sample, the inclusion and exclusion criteria, data collection and data 

analysis, measures to ensure trustworthiness, the types of bias involved, and ethical 

considerations. 

According to Devi (2017), research methodology is seen as an orderly way to resolve 

the research problem. It is a scientific method involving various steps in which the 

researcher studies the research problem and its logic. The research methodology 

focused on the following aspects: research approach, research design, study setting, 

population, sampling method and sample size, inclusion and exclusion criteria, data 

collection, data analysis, pilot study, bias, measures to ensure trustworthiness, and 

ethical issues. 

           

3.2 RESEARCH APPROACH 

The study has followed a qualitative research approach. In this study, the qualitative 

research approach has enabled the researcher to obtain in-depth information about 

challenges experienced by midwives during the management of obstetric 

emergencies. According to Paendong, Suryati, Rudhiati, Mulyati, and Dewi (2019), 

the qualitative research approach indicates the comprehension and interpretation of 

different individuals and independent behaviours and defines their experiences in 

diverse ways. However, the qualitative research approach is best known for putting 

together and interpreting non-numerical data to understand individual and social 

surroundings (Adedoyin 2020). 

 

3.3 RESEARCH DESIGN 

The research design outlines the detailed methods for which the data collection and 

the data analysis will follow (Gupta & Gupta 2022). The  exploratory research design 

chosen has assisted the researcher  to gain insight and light in to the current state of 

the topic under  research  with an attempt to asking question whereas the descriptive 

research design provided the researcher with current known information about the 

phenomena under study This study‘s objectives are aimed at exploring and describing 
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the challenges that midwives encounter when they manage obstetric emergencies, 

hence the adoption of explorative, descriptive study designs. 

 

3.3.1 Explorative Research Design 

George (2021), defines exploratory research design as a methodological approach 

that inspects research questions that have not formerly been studied in detail. In this 

study, explorative design explored the challenges that midwives encountered during 

the management of obstetric emergencies by looking into the in-depth insight into 

these challenges as they were voiced out and expressed by each participant during 

the research interview. This was done to obtain a clearer understanding of what 

midwives undergo when they manage these obstetric emergencies, which was not 

highlighted in the previous studies. 

 

3.3.2 Descriptive design 

Descriptive research design aims to explain the respondents’ characteristics about a 

certain product (Verma, Verma & Abhishek 2024). According to McCombes (2022), 

descriptive research design wishes to describe a population, situation, or 

phenomenon accurately and thoroughly by giving meaning to questions such as 

what, where, when, and how questions, except the why questions. For this study, the 

researcher has looked into and described the challenges encountered by midwives 

during the management of obstetric emergencies as they were presented in each 

interview in a public hospital in Bojanala district, North West province. The 

researcher looked into factors such as the environment in which the midwives were 

working, factors leading to challenges experienced in the maternity ward, and how 

these challenges affect midwives’ productivity concerning the management of 

obstetric emergencies. 

      

3.4 STUDY SITE 

The study was conducted at Moses Kotane Hospital in Ledig village, on the R556 

Phatsima Road in Lekwadi Section, Bojanala District governed by Moses Kotane 

municipality in North West Province .The researcher selected the hospital under 

study from  a total of two hospitals  situated in Bojanala district  . Services that are 

offered at Moses Kotane Hospital are a casualty and emergency unit, high care 
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(adult and neonatal), clinical workshop, psychiatric unit, six operating theatres, 

maternity ward, medical wards for both (female and male), surgical wards for both 

(male and female), gynaecology ward, orthopaedic ward for both (male and female), 

and paediatric unit. The maternity unit currently operates with a total of 4 (four) 

labour rooms with bed occupancy of (4), followed by (10) PNC cubicles with bed 

occupancy of (22), (5) ANC cubicles with bed occupancy of (14), (01) neonatal 

cubicle with bed occupancy of (12), (1) cubicle of neonatal intensive care with bed 

occupancy of (4), and (1) cubicle used for high-risk clinic consultations and 

ultrasound observations with (1) bed. The maternity unit has an overall bed 

occupancy of (57). 

 

   Figure 1.1 Map of Bojanala district showing the location of the study area. 

 

3.5 POPULATION 

Population is defined as a set of all the units that possess variable characteristics 

under study and for which research findings can be generalised (Satishprakash 

2020). The population in this study was a total of 150 midwives working in Moses 

Kotane Hospital. Midwives have the background knowledge of what obstetric 

emergencies are; hence, the researcher chose them as the study population 

appropriate for the topic under study. The target population was a total of 30 

midwives working in the maternity ward. The accessible population was a total of 13 

midwives allocated in maternity ward of MKH.  The reason for this was that other 

midwives in this institution where allocated in different wards such as psychiatric, 
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medical surgical , paediatric  wards ,emergency department and OPD department  

where their midwifery was seldom or neither used making the ineligible for the target 

population.  

 

3.6 SAMPLING AND SAMPLE SIZE 

According to Brink, Van der Walt, and Van Rensburg (2018), sampling refers to the 

process of selecting a sample from a population to obtain information regarding a 

phenomenon in a way that represents the study population. The sampling method 

that was used was a non-probability purposive sampling technique and convenient 

sampling technique. Purposive sampling technique was used to select participants 

who carry the fundamental knowledge about the phenomenon under study. 

According to Gray, Grove and Sutherland (2017), purposeful samples ranging from 1 

to 40 participants or more from a homogenous group are sufficient to reach data 

saturation. In addition, Rahi (2017), defines convenient sampling technique as the 

collection of data from the population that is readily and available to the researcher.  

For the purpose of this study convenient sampling technique was used to select  

midwives who were on duty and available at the time the research was conducted, 

whereas purposive sampling in this study was used to select participants based on 

the researcher’s judgment that they have knowledge of the phenomenon under 

study. The sample size in the qualitative approach was not pre-determined however, 

the sample size depended on data saturation, which was reached by a total of 13 

participants, where no latest information was emerging. The researcher selected the 

hospital under study from a total of two hospitals situated in Bojanala district in North 

West Province at Moses Kotane Municipality. This research site was selected 

purposively due to numerous challenges observed in relation to obstetric emergency 

care ( MKH 2022).     

     

3.7 INCLUSION AND EXCLUSION CRITERIA 

Nikolopoulou (2022) states that inclusion and exclusion criteria determine which 

members of the target can or cannot participate in a research study.  

 

3.7.1 Inclusion criteria 

All midwives who were allocated to the maternity ward with a minimum of two years 

of working experience and more were included to participate in the study. The study 
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also included midwives who were on duty at the time the study was conducted and 

those who had agreed and given their consent to participate in the study. Although 

accouchers appeared in a very small number, they also formed part of the inclusion 

criteria. In support ,Nursing and Midwifery Council (2022), shows percentage of  

accouchers to be standing at 0.3%, with a slow move from 4 in 1977 to 167 in the 

year 2022. Furthermore the study of Sannomiya, Morie, Kubota and Kanai-Pak 

(2023), shows that males moved away from midwifery schools and stopped working 

as midwives in the 20th century however, with unspecified reasons.  

 

3.7.2 Exclusion criteria 

All midwives who refused to give consent to participate and those who were on leave 

were excluded from the study. 

      

3.8 DATA COLLECTION 

Bhandari (2022), explains data collection as a systematic process of putting together 

the observations or measurements, including gaining first-hand knowledge and 

original insights into the research problem. 

3.8.1 Recruitment of participants 

After obtaining permission letter from the CEO of the hospital, the researcher wrote a 

letter to the maternity unit manager, explaining the nature of the research study and 

its requirements. The researcher was granted permission to conduct the research by 

the unit manager and the message was forwarded to maternity ward communication 

whatsApp group. This is where the participants familiarized themselves with the 

nature of the research, and granted the researcher permission to conduct the study. 

In this regard, the researcher then went to maternity ward to initiate the process of 

data collection.    

3.8.2 Preparation for data collection 

After all the needed permission was granted, the researcher approached the hospital 

management to arrange for data collection. Data was collected from participants 

after they were informed about the benefits and consequences of participating in the 

study. The operational managers from the maternity ward arranged a private cubicle 

that was free from noise and distractions, where the interviews were conducted. Data 

was then collected in a private room with minimal distractions in the maternity ward. 
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3.8.3 Data collection process 

In this study, data was collected through face-to-face, semi-structured interviews 

using an interview guide that has a series of interview questions. According to 

Young, Rose, Mumby, Benitez-Capistros, Derrick et al (2018), the semi-structured 

approach is a standard set of questions to collect data. Data saturation was achieved 

at Participant 13, where no current information was emerging from participants. The 

researcher tried to make sure that all participants remained free and comfortable 

during the session and privacy was provided by collecting the data in a quiet room 

where the participant was only with the researcher. Written informed consent was 

obtained from all participants who took part in the study. The searcher gave the 

participants ample time to familiarize themselves with the written informed consent 

while explaining all terms which were unclear to the participants and then granted 

them the opportunity to sign.    

 

The interviews were captured using a voice recorder, and field notes were taken to 

record non-verbal cues with the consent of the participant. Data was collected in 

English, and allowance to provide answers in Setswana was credited when midwives 

felt the phenomena under question was best described in their home language, 

which was later translated into English. The first question on the interview guide was 

“Please tell me about the challenges that you are experiencing as a midwife 

regarding the management of obstetric emergencies in the maternity ward. This was 

followed by a series of questions that were asked to all participants, followed by 

probing questions. Each interview took a period of between 30 and 45 minutes. 

 

3.9 PILOT STUDY 

According to Crossman (2019), a pilot study is a preliminary small-scale study that 

researchers conduct to help them decide how best to conduct a large-scale research 

project. The pilot study was conducted on a population that has the same 

characteristics as that of the final study, however, with very few participants. The 

pilot study assisted the researcher in identifying and refining research questions and 

finding relevant research methods, as well as estimating the time and resources 

required to complete the larger version. The pilot study was conducted in a 

community health center in Mogwase clinic, which is located in Unit 321 Kagiso 

Drive, Mogwase, 0314 in Bojanala District, North West province, and was conducted 
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with a total of 6(six) midwives whom the data saturation was reached with. Data was 

collected from a private room, free from noise and distractions after obtaining 

approval to conduct the research study from the clinic manager and from the 

participants. The recruitment process went through approaching the clinic manager 

to request approval and then to the participants. Verbal and written informed consent 

where obtained prior to data collection. Participants were informed of the recording; 

and the research questions asked included probing questions. The findings of this 

smaller study led to the amendment of the research interview guide to make the 

questions clearer and easier to comprehend and ensure that they align with the 

objectives of the study. 

 

3.9.1 Pilot study results  

All  the questions designed  were answered by the  6(six) participants  however, 

some of these questions formulated were closed ended and limiting participants 

answers to a yes and no rather than giving open ended answers. The research 

questions were then restructured with the assistance of the supervisor. Data analysis 

was done through Tesch open coding and themes with sub themes were developed. 

The pilot study results are kept in the researcher‘s computer in a folder containing 

security pin.  

 

3.10 DATA ANALYSIS 

According to the study of Ravindran (2022), data analysis in a qualitative approach 

includes the translation of data from visual or auditory recordings to written data. The 

collected data was transcribed into verbatims and was analysed by Tesch’s open 

coding method, where themes and sub-themes were developed with the agreement of 

an independent coder. In addition, Ravindran (2022), states that developing themes 

involves the ‘threading together of the underlying meaning’ that runs through all the 

categories. The type of reasoning that this study has followed is that of inductive 

reasoning. According to Bhandari (2022), inductive reasoning is a method of 

concluding by going from the particular to the general. Tesch’s eight steps that were 

used were as follows: 

 

• The researcher has carefully read all the transcriptions, making notes of ideas 

that came to mind. 
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• The researcher selected one interview and read it to try to get meaning of the 

information while she wrote down thoughts that came to mind. 

 

• After going through the transcripts, the researcher arranged related topics in 

groups by forming columns labelled major topics, unique topics, and leftovers. 

 

• The researcher abbreviated the topics as codes and wrote the codes next to the 

appropriate segment of the text. The researcher observed the organization of 

data and checked if new categories or codes emerged. 

 

• The researcher looked for the most descriptive wording for the topics and 

converted them into two categories. The aim was to reduce the total list of 

categories by grouping topics that related to each other. Lines drawn between 

the categories indicated the interrelationship of categories. A final decision was 

made on the abbreviation of each category and the code arranged 

alphabetically. 

 

• The data material belonging to each category was put together in one place and 

preliminary analysis was performed.  

 

3.11 MEASURES TO ENSURE TRUSTWORTHINESS 

According to Daniel (2019), trustworthiness is a level of confidence in the quality of 

research outcomes investigated and established by other researchers. A qualitative 

study proposes four criteria for developing trustworthiness, which are credibility, 

dependability, transferability, and conformability.  

 

3.11.1 Credibility 

According to Brink, Walt and Rensburg (2018), credibility refers to the confidence in 

the truth value, or believability, of the study’s findings. This study has ensured 

credibility by acknowledging the literature that was taken from other sources for 

easier reference; recorded interviews have been kept in place for reference, 

participant consent forms along with the verbatim transcripts and it has obtained 

ethical clearance certificates. Capturing data until saturation was reached has 

allowed the researcher to explore and describe the true dynamics around obstetric 
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emergency care.  

 

3.11.2 Dependability 

Dependability refers to the provision of evidence, that if repeated with similar 

participants in the same or similar content, its findings would be similar (Brink et al 

2018). For this study, verification was made on the steps taken in the research 

process to ensure the study has followed all the research proceedings and also by 

forwarding copies of the voice recorder, field notes, and transcribed data to an 

experienced qualitative independent coder. 

 

3.11.3 Conformability 

Laher, Fynn and Kramer (2019), state that conformability is a state where the 

independent readers of the study come in agreement with the overall findings 

presented in the study. For this study, conformability was ensured by putting together 

the audio against the findings and data interpretation between the researcher 

participants or similar individuals to researchers to assess the overall accuracy of the 

study. 

 

3.11.4 Transferability 

Transferability refers to the usefulness of the findings in a different context (Laher, 

Fynn and Kramer 2019). The research has richly described all the research methods 

used in the study which includes the type of approach, sampling process and 

population for easier reference to other studies concerned in the same topic , and 

this was ensured by following a detailed methodology. 

 

3.12 BIAS 

Bias is defined as causing distorted findings and wrong conclusions that deviate from 

the truth (Bhandari 2023). In this study, bias was minimized by not providing own 

opinions throughout the entire study. Sampling bias is another form of bias, which 

means that a certain population is more likely to be selected than the other (Bhandari 

2023). This was avoided by selecting readily available midwives and on duty 

considering all shifts working day and night duty. The data collection took 3 months 

to accommodate those who could have been on sick leave and annual leave. 
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3.13 ETHICAL CONSIDERATIONS 

The following ethical issues were followed throughout the study. The study of 

Mokoena (2017), indicates that ethics are the moral principles that give researchers 

direction when conducting their research study. 

 

3.13.1 Ethical clearance and permission letter 

Ethical clearance was sought from the Turfloop Research Ethics Committee. A 

permission letter was sought from the Department of Health in North West Province 

as well as from the Chief Executive Officer of Moses Kotane Hospital, the unit 

manager in the ward, and the midwives with whom the research was conducted. 

 

3.13.2 Informed consent 

Brink et al (2018), state that informed consent is a legal procedure to ensure a 

participant knows all of the risks and costs involved in a study. The study further 

explained that for informed consent to be valid, the participants had to be competent, 

and consent given voluntarily. In this study, written and verbal informed consent was 

ensured by providing detailed information to the participants about the study's aim, 

significance, and objectives. In this regard, participation became voluntary, and 

participants had the right to withdraw from the study at any given time that they 

wished to withdraw. 

 

3.13.3 Principle of justice 

According to Brink et al (2018), the principle of justice refers to “the fair selection and 

treatment of the participants during the study." For this study, justice was ensured by 

treating all midwives taking part in the study equally and fairly. The researcher in this 

regard had honoured all the rules set between herself and the participant. 

 

3.13.4 Principle of beneficence 

In this study principle of beneficence was ensured by inspecting the participants as 

an individual and remaining non-judgmental to their views and opinions. The study of 
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Brink et al (2018), states that adherence to the principle can be shown through the 

researcher‘s ability to secure the well-being of the participant, who has a right to 

protection from discomfort and harm. In this study, the researcher ensured that 

participants were protected from physical or psychological harm all the time. To 

ensure privacy, comfort ability and freedom of expressing one’s opinion without fear,   

participants were interviewed in a door closed room, in a quite space where they 

were with the researcher alone. The room was safe and non-stuffy, with only a table 

and two chairs , with opened windows to for adequate ventilation. Participants were 

further reassured that they will remain anonymous and are advised to stop the 

researcher at any given time they don’t feel that they can continue with the interview. 

The researcher also made it in her plan to refer to psychologist the participants 

whom she felt may benefit from psychological intervention during this research. 

 

3.13.5 Anonymity 

Anonymity is the act of keeping individuals nameless in their participation in 

research; the participant is assured of anonymity, with no record of their name (Brink 

et al 2018). For the purpose of this study, anonymity was ensured by not using the 

participant’s real names during data collection and data analysis. Participants were 

identified with letters of the alphabet. 

 

3.13.6 Confidentiality 

Brink et al (2018), state that confidentiality is the right of a participant to withhold 

information from third parties. In this study, the principle of confidentiality was 

ensured by reassuring the participants that the information that was taken from them 

remained anonymous, and again, no information was gathered from the respondents 

by recording conversations using audio tapes or hidden cameras without the 

knowledge of the participants. Confidentiality during data collection was ensured by 

ensuring that all forms used were locked in a locked cupboard for safekeeping. Data 

stored on a computer was secured with a password. The researcher then analyzed 

the findings using codes rather than the real names of the participants. 

  

3.13.7 Avoidance of harm 

The participants were protected from harm and discomfort by not asking them 
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questions that invaded their dignity (Brink, Van der Walt & Van Rensburg 2012). 

Participants were monitored for any sign of distress, both physical and psychological. 

They were also informed that they had the right to ask questions and to voice any 

complaints if they had, and for any problem discovered that might need 

psychological intervention, proper arrangements were made.  

 

3.14 SUMMARY OF THE CHAPTER 

This chapter covered the following topics: data collection and analysis; inclusion and 

exclusion criteria; study site; population; research technique; research design; 

procedures to assure trustworthiness; types of bias involved; and ethical 

considerations. The upcoming chapter will cover the findings’ presentation, 

interpretation, and presentation. 
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CHAPTER 4 

 

PRESENTATION, INTERPRETATION AND DISCUSSION OF FINDINGS 

 

4.1 INTRODUCTION 

This chapter presents the results of data collection on the challenges faced by 

midwives in managing obstetric emergencies at a public hospital in the North West 

Province's Bojanala District. The presentation, interpretation, and discussion of the 

results are covered. Thirteen midwives with two years or more of maternity ward 

experience were the subjects of the data collection. The semi-structured one-on-one 

interviews produced six main themes and twenty-one sub-themes. Participants with 

two years of experience were the least experienced midwives while the most 

experienced had twelve years. They ranged between the ages of 20 and 49. Two 

males and eleven females were included in this study. 

 

4.2 PARTICIPANTS DEMOGRAPHIC INFORMATION 

Table 4.2 Demographic information of participants 

Participant Gender Age 

Range 

Period of 

employment 

Period employment in 

maternity unit 

Participant 1 Female 30-39 4 - 9 years 4 - 9years 

Participant 2 Female 30-39 4 - 9years 4 - 9years 

Participant 3 Male 30-39 4 – 9years 4 - 9years 

Participant 4 Female 20-29 3 – 9 years 2- 9years 

Participant 5 Female 30–39 4 – 9 years 4 – 9years 

Participant 6 Male 30- 39 4 – 9 years 4 – 9years 

Participant 7 Female 20-29 3 – 9 years 3 – 9 years 

Participant 8 Female 40-49 10-19 10- 19 years 

Participant 9 Female 30-39 5-9 years 5-9 years 

Participant 10 Female 30-39 5-9 years 5-9 years 

Participant 11 Female 40 -49 10-19 years 10-19 years 

Participant 12 Female 30-39 7-9 years 7-9 years 



36  

Participant 13 Female 30 - 39 6 -9 years 6 – 9years 

 

Findings of the one- on-one semi structured interviews are covered in depth below. 

The investigator incorporated the gender, age, length of employment, and duration of 

employment in the maternity unit into the demographic data of the participants. 

4.2.1 Gender 

Out of the 13 participants who took part in this study, only two were males and eleven 

were females. These results show that there are more female birth attendants 

(midwives) as compared to male birth attendants (accoucheurs).  This is supported by 

the study of Golden (2018), highlighting the continuous report episodes of male student 

nurse rejection from gender-specific areas of care in midwifery from their female 

counterparts or patients. However, Furthermore, AI-Momani (2017), states that in 

Saudi Arabia placement is also gender-based driven in academic institutions and 

healthcare facilities to comply with the religious views of Saudi Arabia, thus giving out 

limited male-female interactions in clinical settings. On the other hand, the study by 

Sannomiya et al (2019), conducted in the US reveals that women would ask to be 

treated by female midwives when they felt uncomfortable with male midwives.  

4.2.2 Age 

While majority of the study's participants were between the ages 30-39, two of them 

were in the 20-29 age range and the other two in the 40-49 age range. The study 

elicited greater attention among middle-aged midwives compared to those who were 

more experienced or older. Subsequently the study of Peter, Meier-Kaeppeli, Pehlke-

Milde, and Grylka-Baeschlin (2021),  states that the younger generation have shown 

the highest form of intention to leave healthcare organizations as compared to the 

older baby boomer group.  On the other hand , the study conducted by Suleiman-

Martos, Albendin-Garcia, Gomez-Urquiza, Vargas-Roman, Ramirez-Baena et al (2020) 

indicates that age, lack of experience and living alone are among the other variables 

that lead to burnout in one's personal life and at work. Alternatively, a predicted 

decrease in the number of senior registered midwives moving from 28,087 to 26,642 

was revealed by the study of Callander, Sidebotham, Lindsay, and Gamble (2021) from 

the years 2018 and 2023, possibly as a result of worker dissatisfaction. 
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4.2.3 Period of employment 

About 11 (eleven)   participants in this study have worked for 9 years or less while only 

two participants have been employed between 10 and 19 years.   Yadav and Dhar 

(2021), measures the amount of time or working period during which an individual can 

understand the responsibilities of a job and has performed well as work experience. 

Subsequently, the corporate organizations are less inclined to select inexperienced 

individuals than experienced ones as the experienced candidates typically perform 

duties assigned to them better (Rivaldo & Nabella 2023). 

  

4.2.4 Period of employment in maternity unit 

Only two of the 13 midwives who were included in the study worked in maternity for the 

duration of 10 and 19 years, while the other eleven worked in the field between 2 and 9 

years. A non-probability purposive sampling technique was used subject to the 

midwives’ in-depth knowledge in managing obstetric emergencies. The researcher 

measured the adequacy of this in-depth knowledge with midwives who were employed 

for two or more years in maternity ward. In-depth knowledge and comprehensive 

obstetric emergency care experience was deemed essential for the validity of this 

study, hence midwives with less than two years of experience were excluded. This is 

supported by findings in the study of Gauci (2022), stating that midwives got shocked 

to learn about many unexpected scenarios that went against their preconceived 

notions about maternity and what was taught to them. Furthermore, Zaidi (2019), notes 

that it was essential to summon a skilled midwife to attend to obstetric crises while 

waiting for the obstetric team to arrive.   

 

4.3 RESEARCH FINDINGS 

The study results from all participants who encountered challenges with obstetric 

emergency management are summarized in the section below. After the data was 

analyzed, around six (6) themes and twenty-one sub-themes surfaced. The research 

findings are backed by the participant comments and direct quotes from each interview 

transcript, which are presented in italics in the individual theme discussions below. This 

facilitates comprehension of the findings. Six (6) themes and their corresponding sub-

themes were identified from the studied data. The themes and sub-themes that 

surfaced during the data analysis process utilizing Tesch's open coding method are 

highlighted in Table 4.3 below. 
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 Table 4.3 Themes and sub-themes 

Themes  Subthemes  

1. Midwives' experiences of obstetric 

emergencies 

1.1 Interprofessional support during 

obstetric emergencies 

2. Human and physical resource 

challenges experienced in the 

management of obstetric emergencies 

2.1 Staff shortages 

2.2 Lack of competent staff 

2.3 EMS challenges 

2.4 Inadequate medical equipment and 

supplies 

 2.5 Inadequate infrastructure 

3. Organisational challenges experienced 

in the management of obstetric 

emergencies 

3.1 Management challenges 

 3.2 Referral challenges 

 3.3 Interprofessional challenges 

 3.4 Inadequate workflow and Standard 

Operating Procedure (SOPs) 

3.5 Challenges with EMS 

Accompaniment 

4.  Nursing care challenges experienced 

in the management of obstetric 

emergencies 

4.1 Nursing-related challenges 

4.2 Patient-related challenges 

 4.3 Indications for  referral of obstetric 

emergencies 

 

5. Consequences of challenges in 

managing obstetric emergencies 

5.1 Patient  neglect and complications 

 

6. Recommendations to address 

challenges experienced in the 

management of obstetric emergencies 

6.1 Sufficient human resources 

 6.2 Competency of staff 

 6.3 Conducive staff attitudes 

 6.4 Effective EMS 

 6.5 Sufficient equipment, supplies and 

infrastructure 

 6.6 Adequate workflow and SoPs 
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4.3.1 THEME 1: MIDWIVES' EXPERIENCES OF OBSTETRIC EMERGENCIES 

The participating midwives explained the interprofessional support provided during the 

management of obstetric emergencies as they discussed a variety of experiences they 

had. A detailed explanation of the selected subtheme is given below. 

4.3.1.1 Sub-theme 1: Interprofessional challenges during obstetric emergencies 

This subtheme demonstrates the importance of midwives collaboration with other 

multidisciplinary team members to improve patient care in obstetric crises.  The 

indication of this is further illustrated through the midwives’ requirement to seek an 

obstetrician to assist with complicated cases, such as delivery of twin pregnancies and 

prolonged second stage of labour.  Furthermore, getting the obstetrician on call to 

attend to obstetric emergencies as timely as the emergency is concerned was a 

challenge. Another participant revealed that it is strenuous to collaborate with 

inexperienced obstetricians as they have to be the once showing them how to manage 

the emergency and also go and attend to other patients in the ward. Therefore 

ineffective obstetric emergency care outcomes subjected to obtaining of ineffective 

obstetric care.  This suggests that coworkers' responsibilities are not evenly distributed, 

subjecting patients to risk of receiving care from overworked midwives. Patients’ lives 

become at stake when the attending midwife manages conditions that are beyond her 

scope of practice while in the long wait for the obstetrician that is to assist.   The quotes 

listed below support this. 

 

Participant No. 9 said, “Doctors are supposed to be around, but at times, they are not,  

so we are forced to deliver twins, to deliver difficulties at some point, and remember, 

should anything happen or if anything goes wrong, you are held accountable.” 

 

Participant No. 8, said, “They come here, isn’t it you see that the doctors is not 

experienced, maybe post comm serve, they come here, and then when you advise 

them, gore that is not done, this is how we do things, it adds more workload to us, as 

midwives ”. 

 

Participant No. 12, said, “We are working with junior doctors, the most seniors are 

only two, so when an emergency comes, or maybe you have like a prolonged second 

stage of labour, whereby you have to perform vacuum, only two doctors know about 

vacuum others they don’t know, so you’ll be struggling”. 
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Participant No. 12, said, “Shortage of staff, lack of skill, lack of specialised personnel, 

even now we don’t have the obstetrician, and this is the specialised unit’’. 

 

Participant No. 1, said, “So it depends on the patient if the patient is stable or if we 

can’t get hold of EMS but if it is an emergency a dying one, they do call (Job 

Shimankane Tabane )JST and ask for advice”. 

 

Participant No. 7, said, “ I remember there was a patient that was,  the patient even 

delivered, it was preterm. If it is at the night, we call the night super to tell them, can 

you make the ambulance available now? If we elevate that problem they do come, but 

either than that, no they do not.” 

 

Participant no 2, said, “1 PN, 1 assistant, and 1 enrolled, you as a midwife being 

alone, you have to make sure that you follow all these people to see that they have 

done their work”. 

 

Indonesia developed a program for basic emergency obstetric neonatal care which 

involved multiple professions to aid the avoidance of medical errors and reduction in 

mortality (Sulistyaningsih, Suyani, & Fauzianty 2023). In support, the study of 

Nishimwe, Conco, Nyssen, and Ibisomi (2022), subsequently indicates that the 

absence of physicians assigned to the maternity department lead to obstacles in 

enhancing service delivery.  

 

Anderson's theory of change and logic model, views inteprofessional challenges as the 

outcome. Interprofessional challenges compromise emergency obstetric care in a 

manner that patients may be attended by overworked midwives whom may mismanage 

them. This subjects to specific change which means applying the study‘s 

recommendations to ensure delivery of quality emergency obstetric care to targeted 

participants. 
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4.3.2 THEME 2: HUMAN AND PHYSICAL RESOURCE CHALLENGES 

          EXPERIENCED IN THE MANAGEMENT OF OBSTETRIC EMERGENCIES 

The study's conclusions indicate that human and physical resource challenges have a 

negative impact on the treatment provision during emergency obstetric care.  Five sub-

themes emerged from this theme namely: Staff shortages, Lack of competent staff, 

EMS challenges, inadequate medical equipment and supplies and the inadequate 

infrastructure. A thorough explanation of each theme expressed below. 

4.3.2.1: Sub-theme 1: Staff shortages 

Staff shortages negatively affect the service delivered to patients as well as the ability 

of midwives to function well within her maternity scope of practice. Midwives claim that 

they are expected to take on more than they can manage. This means exaggerated 

accountability, responsibility and fatigue. In many occasions 1 midwife may be found 

handling duties that require two or three midwives. This suggests that patients in need 

of immediate receive untimely and ineffective care, leading to malpractices and 

ligations.These quotations are in support this. 

 

Participant No. 2, said, “It’s immunisation, it’s family planning, it’s doctor’s rounds, 

fetching patients in theatre, to make sure that the wound does not become septic, that 

women know about this, to make sure that babies are fed, to make sure that vulval 

swabbing is being done, to make sure that the baby cords are not septic, to make sure 

that treatment is being given’’. 

 

Participant No. 9, said, “We are operating with only two professional nurses in the 

labour rooms, the labour unit has got only 4 (four) rooms and this hospital, catering for 

plus minus 40-something clinics around Moses Kotane so you can imagine”. 

 

Participant No 10, said, “During an emergency, everyone has a duty, there’s a scriber, 

there’s a team leader, there’s a runner, one has to call a doctor, so you might find that 

we are not enough for that emergency ”. 

 

Participant No 3, said, “You find yourself managing an emergency you and the other 

sister, maybe being two of you”. 
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The results of this study concur with those of Öjendal, Holter, Elden, Salim, and Bogren 

(2023), who claimed that a staffing deficit contributed to increased wait times and 

served as a barrier to providing excellent quality care. In addition, the study of Kandjimi 

(2021) found that the increased workload and personnel shortage are to blame for the 

95% increase in stress levels and 97.5% increase in emotional tiredness among 

midwives. Furthermore, the unbalanced ratio in Mutebi (2017) study, highlighted work 

overload on the quality of care that Malawian midwives provided, with each midwife 

caring for 533 mothers annually. This was a figure that is triple the WHO's 

recommended threshold of one midwife per 175 mothers. Moreover, studies conducted 

in the UK and Ireland  have stated that it is  difficult to find personnel that are willing to 

work in the  midwifery department  (Creswell, Lindow, Lindow, MacIntyre, O'Gorman, 

Hehir & O'Connell 2023)  

 

Staff shortages are viewed as the outcome. in Anderson's theory of change and logic 

model. Staff shortages impact emergency obstetric care negatively in a sense that 1 

midwife attending to multiple obstetric cases may not attend to other emergencies 

needing urgent attention timely. This may lead to further complications. Therefore 

implementation of the study’s recommendations may assist in improving emergency 

obstetric care. 

4.3.2.2 Sub-theme 2: Lack of competent staff 

The findings of this study have identified a lack of staff competency as an alarming 

matter in the labour rooms. According to the participants, maternity unit is a specialized 

unit however; it contains more general midwives than experienced/advanced midwives. 

General midwives have also indicated that these experienced/advanced midwives are 

their source of reference when they feel stuck in their work. Nonetheless, participants 

indicated that there are also insufficient opportunities to attend refresher courses to 

broaden their skills and knowledge. This is again considered a crisis as general 

midwives have a limited scope of practice in the management of obstetric 

emergencies. Furthermore, this suggest that maternity ward needs more experienced 

/advanced midwives as well as refresher courses to ensure flexible response to 

obstetric emergencies entailing quality care. A need for adequate exposure of 

community service professional nurse midwives in maternity setting before their formal 

placement can essentially benefit with future obstetric care placements. This is 

evidenced by the quotes below. 
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Participant No. 1, said, “So the other 1 (one) is a lack of skills, most of the sisters now 

they are juniors, the senior sisters most of them they took transfer some they went to 

pension, so most of the complications is hard to manage them because the majority 

are juniors”. 

 

Participant No. 2, said, “You find that they went to clinics for training and when they 

arrive here, we have to start from scratch, to teach them”. 

 

Participant No. 10, said, “Also having a complication after a long time that’s where 

you’ll experience the panicking cos it happens that for 3 (three) years back you haven’t 

seen it for some time”. 

 

Participant No. 12, said, “I think lack of training, maybe we should be trained at least 

quarterly or maybe half yearly, there is this training, the ESMOE, essential steps in the 

management of obstetric emergencies’’. 

 

This study's findings agree with those of Uzoma and Ifeanyi (2019), which indicated 

that shortage of competently trained staff was direct factor affecting the emergency 

Management of Obstetric Care (EMOC). In contrary ,Ramavhoya, Maputle, Lebese, 

and Makhado (2021), stated that the limited human resources, in-service education, 

and Emergency Obstetric Simulation Training (EOST) were seldom conducted, even 

where the guidelines to manage PPH were kept at the PHC facilities. On the other 

hand, Nishimwe Conco, Nyssen, and Ibisomi (2022), indicated that the crucial barrier 

to quality BEmONC (Basic Emergency Management of Neonatal Care) service 

provision was attributed to a lack of in-service professional development courses. In 

addition, the study of Muthoni, Kabue, and Ambani (2021), revealed that inadequate 

training updates only limited number of midwives that competently displayed abilities 

with the use of three practices used to prevent PPH.  

 

The theory of change and logic model by Anderson sees lack of competent staff as an 

outcome. These are the direct results that reach the targeted participants offering a 

room for specific changes such as implementation of the study recommendations to 

ensure quality emergency obstetric care.   
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4.3.2.3 Sub-theme 3: EMS challenges 

Participants have described how the shortage and the delay in ambulance service 

delivery interfere with the care of patients managed with obstetric emergencies. 

Midwives explained that getting hold of the EMS controller on the phone as a huge 

struggle. This implies that there are untimely transfers of patients which in turn 

jeopardize their health outcomes. This is evidenced by the quotes below. 

 

Participant No. 3, said, “I think it was around 03:00, we had to transfer a patient, yah 

so we left here, we knocked off, still waiting for the ambulance’’. 

 

Participant No. 7, said, “I think there is a shortage of ambulances because they will 

tell you straight like, that ambulance went to a scene where there is an accident, and 

the other one went to a clinic ”. 

 

Participant No. 9, said, “The other challenge that we are having is calling the EMS 

center, so sometimes they take a long time to respond to us, even today, the sister was 

there for almost 15 minutes trying to reach them”. 

 

Similar findings were identified in the study of Nishimwe, Conco, Nyssen and Ibisomi 

(2022), where nurses and midwives received patients in an already in critical condition 

due to travel delays related to the lack of transport/ambulances.  

 

Moreover, Special Medical Advisory Group (SMAG), members in the study of 

Sialubanje (2023), stated that ambulance shortage was a crises such that it was taking 

them roughly to receive an ambulance from the district that is at   an hour or two-hour 

drive to emergency health care facility. Alternatively, relatives would be asked to 

provide alternative transport in the community. Another study by Ramavhoya, Maputle, 

Lebese, and Makhado (2021), highlighted that unavailability of ambulances compelled 

midwives to accompany the women to the hospital in their cars. Furthermore, findings 

of the study by Ofosu et al(2021), have shown how the EMS controllers contributes to 

the delay in dispatching an ambulance to the receiving facility. 

 

EMS challenges are seen as the outcome in Anderson's theory of change and logic 

model. EMS challenges in the study are linked to services that patients receives, 
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meaning patients often reach the receiving facilities in already compromised 

conditions.  

4.3.2.4 Sub-theme 4: Inadequate medical equipment and supplies 

The study has discovered the lack of medical equipment and supplies as another 

source contributing to poor obstetric care delivery. Participants in this study have 

described how stressful it is to work with a shortage of equipment and supplies, as they 

understand the impact that these equipment’s and supplies have on the management 

of obstetric emergencies. This denotes that midwives in health care facilities are 

hindered from providing quality emergency obstetric care services due to the lack of 

these essential supplies. This is supported by the quotes below. 

 

Participant No. 12, said, “Lack of equipment, you find that we have a PPH, patient 

bleeding profusely which leads to HB dropping, at the same time there is no blood 

transfusion set, like in the past two months, we were struggling with blood admit sets”. 

 

Participant No. 9, said, “We are having a challenge of the shortage of equipment, at 

times we run short of gloves, so you can imagine how we operate with a shortage of 

gloves, we run short of the urine test kits, we are managing people with PIH problems”. 

 

Participant No. 11, said, “You find that the suction machine is not working well it has 

low pressure and most of the time we don’t have suction catheters, which poses a 

huge risk”. 

 

The study findings correspond with those of a study by Daniels and Abuosi (2020), who 

indicated that providing emergency care is challenged by inadequacies in the supply of 

adequate equipment or other medical supplies, especially blood and drugs. Moreover, 

Bintabara, Ernest and Mpondo (2019) , indicate that unavailability of parental 

administration of anticonvulsants (magnesium sulphate) in public and lower-level 

health facilities' compromised provision of BEmONC in Tanzania.  On the other hand, 

the study of Tshering, Dorj, Monger, Sonam, and Koirala (2022), revealed the daily 

increasing number of obstetric patients awaiting admission and causing a direct impact 

on the bed shortage.  According to the study of Ofosu (2021), the inefficiency or 

unreliability of the facility's infrastructure or gadgets supporting communication compels 

doctors to use their mobile phones when arranging patient transfers.  
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The theory highlights the inadequate medical equipment and supplies as the outcome. 

Shortage of these resources hinders quality emergency obstetric care provision. Thus 

recommendations need to be implemented to ensure targeted participants receive 

quality obstetric care.  

4.3.2.5 Sub-theme 5: Inadequate infrastructure 

Participants have indicated that how the layout of their ward has been structured 

somehow makes it difficult for them to cater for the number of patients they see daily. 

This, however, compels the midwives beyond their will and power to move pregnant 

women who are not in active phase of labour to create beds for those who are in 

an active phase of labour. Participants have also reported cases where they 

resuscitate newborn babies under unfavorable conditions such as a cold environment 

with no heaters in winter and rooms with insufficient lights. This means the poor 

infrastructure subjects midwives to delivering poor emergency obstetric care. 

Resuscitations are inclined to be unsuccessful, leading  medico legal hazards that 

could cost the Department of Health millions of rands. This is evidenced by the 

following quotations. 

 

Participant No. 9, said, ”At times you find that we have more than 4 people who are in 

labour, and then you have to take 1 patient who’s not in active phase of labour and 

keep the one who’s in active labour, we don’t have a choice’’. 

 

Participant No. 11, said, “And eish, my labour ward that side the lights are insufficient, 

we need proper lights, the other ones are dim, can you imagine resuscitating in a dim 

area is very much stressful and depressing”. 

 

Participant No. 11, said, “And the neonates, so we need to have a warm labour room, 

even during resuscitation we need these patients to be warm, we don’t have a heater, 

we don’t have anywhere where we can heat the blanket, everything is just cold”. 

 

This study's findings agree with those of Sialubanje et al (2023), who stated women felt 

that they were predisposing their infants to an increased risk of infection as they had to 

rest in general wards or maternity waiting homes after delivery. In addition, care 

providers in the study of Öjendal, Holter, Elden, Salim and Bogren (2023), revealed 
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that providing diligent care to patients emerged due to lack of space. Furthermore, the 

study of Malatji and Madiba (2020), highlighted that MOUs, in South Africa often 

experienced bed shortages in response to overcrowding, with some women not being 

allocated beds during and after delivery. 

 

The theory classifies inadequate infrastructure as an outcome. Several challenges are 

encountered with inadequate of infrastructure for example, overcrowding hinder 

midwives from noticing patients who need urgent attention. Thus, inadequate 

infrastructure equals ineffective emergency obstetric care. Therefore specific changes 

need to be implemented through the study‘s recommendations to ensure targeted 

participants receive quality emergency obstetric care.  

 

4.3.3 THEME 3: ORGANISATIONAL CHALLENGES EXPERIENCED IN THE  

         MANAGEMENT OF OBSTETRIC EMERGENCIES 

Participants in this study have described several organizational challenges experienced 

in the management of obstetric emergencies. The organizational challenges have been 

listed as management challenges, referral challenges, interprofessional challenges, 

inadequate workflow and SOPs and challenges with EMS accompaniment. 

 

4.3.3.1 Sub-theme 1: Management challenges 

Findings of this study have revealed that management challenges affect the quality of 

obstetric emergency care in an extensively negative way. These challenges include the 

decisions taken by unit managers to unsure availability of vital equipment’s needed for 

the management of obstetric emergencies. Participants state that although they raise 

concerns, their issues are seldom or neither attended. Another burning issue was the 

indirect proportion between the total number of midwives who have left the ward 

through retirement, resignations, and transfers against their replacements. This implies 

that midwives collaborate with severe staff shortages alongside the unattended issues 

around shortage of equipment. Participants have shown the undesirable and the 

burden it exerts on them in the following quotes. 

 

Participant No. 1, said,” I think if they can just bring 10 sisters (midwives) at once it will 

be much better compared to bringing 2 when 6 or 5 sisters (midwives) already left”. 
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Participant No. 8, said, “They will tell you that there is no money to buy equipment, 

they will wait for the financial year, on the other hand, you are suffering with the 

equipment”. 

 

Participant No. 11, said, “I’d say the demand management plan, which is not followed 

up correctly, fails to prioritize what is needed mostly, because the demand 

management plan is, actually drafted every year, every year, it’s done, but the most 

needed equipment is not bought”.  

 

The results of this study are consistent with those of Mashamba and Ramavhoya 

(2021), who claim that despite facing challenging circumstances, midwives are left to 

manage and survive as best they can. The research by Matlala and Lumadi (2019), 

further shows that because the labour ward is an unpredictable place, it is more 

challenging there when there is inadequate or no managerial assistance. Furthermore, 

the research conducted by Al-beity, Pembe, Kwezi, Massawe, Hanson et al (2020), 

demonstrated that health professionals have a professional duty to ensure the survival 

of women presenting with PPH emergencies. Midwives would further extent their shift 

until referrals were completed to support colleagues without expecting overtime 

compensation. Subsequently, Peyman, Nayeri, Bandboni, and Moghadam (2017), 

indicated that absence of assistance from hospital administrators and officials in 

response to grievances, combative patients' companions, problematic orders from 

physicians, mishandled healthcare, and insufficient equipment and workforce would 

leave midwives feeling powerless in the face of a complaint. 

 

According to Anderson's theory of change and logic model, management challenges 

are seen as the outcome since they directly affect patient care provoking a need for 

specific changes that may subject to delivery of quality emergency obstetric care such 

as ensuring delivery of vital equipment’s and supporting midwives in times of need.  

 

  4.3.3.2 Sub-theme 2: Referral challenges 

The results of the study indicate the inadherence to SOPs that are linked to patient 

referral to higher-level of care. This conclusion was drawn when an enormous number 

of clinic referral was seen.  These however, were patients presenting with conditions 
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managed at a level 2 (two) hospital, and sending them to level 1hospital was merely 

delaying them. Some patients disputed referrals to the recommended facilities as they 

believed those facilities were heavily overcrowded and they would not receive proper 

care. Regular reports of medical staff that refuse to accept transfers from level 1 (one) 

hospitals were made. This suggests that some physicians at level 2 (two) hospitals and 

some midwives from the clinics contributed to the substandard care in emergency 

obstetric care. Transferring low risk patients to higher level of care wasn’t a fair practice 

as it contributed to unnecessary overcrowding. Nonetheless, refusing to accept 

patients that require extensive care at a higher level of care is also deemed an unsafe 

practice. 

 

Participant No. 1, said, “Doctors will tell them no, that patient is not ours take that 

patient to (Job Shimankane Tabane)JST so you’ll find that the sisters at the clinic 

they’ll just take the patients this side, so such delays are caused by clinics”. 

 

Participant No. 2, said, “So we end up with rejected patients, they say we should 

manage this side and when we experience difficulties it’s then that we can send and 

then the patient would have already complicated by then’’. 

 

Participant No. 10, said, “And then our patients, they don’t really like going to JST, cos 

of the situation there, they say they sleep on the floor, there are not enough beds, 

because it’s a tertiary hospital and its always full”. 

 

The results of this study are consistent with those of Ofosu et al (2021), who report that 

using referral systems to obtain remarkably elevated levels of care is a complex 

procedure that continues to be a global public health concern. However, Singh, Doyle, 

Campbell and Murthy (2019), study shows how even simple illnesses are sent to 

tertiary hospitals through Emergency Medical Services (EMS) when they should be 

treated in the community's primary healthcare system instead.  Alternatively, WHO 

(2017), found that while different facilities and referral systems in low-resource 

countries do not fully understand how to apply guidelines, district-level guidelines for 

gestational age-related obstetric problems have been described. On the other hand , 

the study by Prathiba, Niranjjan, Maurya and Lakshminarayanan (2020), found that the 

lack of awareness about screening for frequent high-risk problems in early pregnancy 



50  

is the reason behind needless referrals. 

 

Anderson's theory of change and logic model identifies referral issues as the 

outcomes. These challenges are services that are received by the targeted participants 

and need specific changes to provide improved emergency obstetric care through the 

study‘s recommendations.  

4.3.3.3 Sub-theme 3: Inadequate workflow and SOPs 

The findings in this study revealed that there is an inadequate workflow and a lack of 

known information regarding SOPs for midwives. The coverage and protection of 

midwives with patient escorting remains a challenge. Some of these midwives works 

under severe staff shortage were escorting means leaving an inexperienced 

professional nurse midwife alone in maternity unit. Alternatively participants raised 

concerning increase in the number of cesarean section deliveries taking place in 

maternity ward. One midwife highlighted  the deprived opportunity to deliver breech 

presentations through normal vaginal delivery as they used to .There is a further noted 

high influx of unnecessary referrals from clinics to hospitals following assessments 

performed by inexperienced midwives. This implies that employees are not working 

according to the institution‘s set working standards, and these challenges the obstetric 

emergency care service delivery. This is evidenced by the quotes listed below. 

 

Participant No. 8,  said, “Leaving comm serve alone in the clinic, not confident 

enough, she’ll end referring everything, she’ll create a reason to refer, just elevated BP 

at 1+ of protein, you when the patient arrives here there is nothing like that ,you see“. 

 

Participant No. 10, said, “If ever a midwife has to escort the patient we don’t really 

have any SOP, cos now we are in the road and not in the hospital who is covering us, 

so yeah, I think it’s part of the problem we have, if something happens and then what”. 

 

Participant No. 12, said, “Most patients, especially the breech presentation, in the 

previous years before our senior doctors resigned, we used to deliver them normally, 

so now all the breech presentations are for theatre’’. 

 

The study's findings are consistent with research by Ofosu (2021), which showed that 

continuity of care for patients referred with obstetric crises was impacted by the 
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comprehensive completion of standardized referral forms that are known to all 

hospitals. Alternatively, the research by Prathiba, Niranjjan, Maurya, and 

Lakshminarayanan (2020), demonstrated the overwhelming caseloads coming with 

poor referral quality and scant data documentation limiting the ability to provide 

patients with high-quality care. In addition, the study by Al-beitya, Pembeb, Kwezi, 

Massawe, Hanson et al (2020), indicates that there are several holes in the referral 

system, including operational transportation, the communication process, a lack of 

cooperation among referrals. Following no referral protocols and lack of accountability 

in as far as referrals are concerned constricted provision of care. 

 

Anderson's theory of change and logic model deemed insufficient workflow and SOPs 

as the outcome. These outcomes negatively affect workflow in emergency obstetric 

care. Subsequently, calling for a need to implement recommendations to improve 

quality emergency obstetric care rendered to targeted participants.  

4.3.3.4 Sub-theme 4: Challenges with EMS accompaniment 

The results of this study have demonstrated that, in light of the severe staff shortage, 

there are challenges with EMS accompaniment by the midwives, particularly among 

the general and experienced midwives. Participants have stated that because there are 

only two midwives in the labour rooms, one of them is expected to manage the ward on 

her own if a transfer calls for an escort midwife. The midwife with minimal maternity 

experience remains to run the ward by herself, with overflowing maternity unit and 

pregnant women in their various obstetric emergencies. This is  deemed a  hazardous 

and inconvenient practice for both midwives and patients. The collection of quotations 

provided below demonstrates this. 

 

Participant No. 7,  said, “So imagine, one sister going to JST escorting a patient, will 

be left with a shortage, it’s also a challenge.” 

 

Participant No. 8,  said, “Because there are other conditions that need to be escorted, 

severe pre-eclampsia, or eclampsia, so it needs an experienced midwife or eh an 

Advanced Life Support (ALS), I’ll be an experienced nurse collaborating with a junior 

midwife, I cannot leave a junior midwife and go and escort the patient.” 

 

Participant No. 10, said, “In this ward, we have a shortage already, taking another 
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midwife to be the patient escort is also another problem, a big problem’’. 

 

The present study's results are consistent with those of Marita, Elise, Idun, and Bente 

(2023), who concluded that midwives encounter dilemmas with patient 

accompaniment. They often solve cases alone and thought that circumstances may be 

resolved more easily through hospital teamwork. While, participants in the study of 

Daniels and Abuosi (2020) thought that some nurses were unwilling to accompany 

patients since other patients frequently arrived alone; others thought that this was 

because clinics and hospitals were understaffed. Additionally, research by Al-beitya, 

Pembe, Kwezi, Massawe, Hanson et al (2020), reveals how healthcare personnel  

accompanying patients experience harassment for failing to complete their tasks and 

are occasionally forced to stay and work at the hospital. 

 

Challenges with EMS accompaniment are seen as an outcome in Anderson’s theory of 

change and logic model. Challenges with EMS accompaniment  deprives patients 

remaining in health care facilities from receiving optimum care as the experienced 

midwife would have left the ward to escort.  Required specific changes may alter these 

problems to avoid future delivery of ineffective emergency obstetric care. 

 

4.3.4 THEME 4: NURSING CARE CHALLENGES EXPERIENCED IN THE 

          MANAGEMENT OF OBSTETRIC EMERGENCIES 

This study has discovered three ways in which nursing care becomes compromised 

when managing obstetric emergencies: nursing-related challenges, patient-related 

challenges, and indications for referral of obstetric emergencies. The three subthemes 

are explained in detail below. 

4.3.4.1 Sub-theme 1: Nursing-related challenges 

Several nursing-related challenges that interfere with midwives’ day-to-day functions 

have been identified in the study. Such challenges include, among others, personal 

conflict between the midwives. Midwives respond to these conflicts by taking sick 

leaves and adding strain to the remaining midwives on duty. On the other hand, 

participants indicated that most nurse midwives do not like working in maternity for fear 

of public ligations that are taking turns in maternity wards. These challenges subjects 

midwives to substandard emergency obstetric emergency care service delivery. The 
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following individuals provide proof of this: 

 

Participant No. 1, said, “The problem is that we don’t even maintain teamwork, we 

fight among ourselves”. 

 

Participant No. 5, said, “ I’m thinking exhaustion also takes part, some people, are not 

sick, a sister will be feeling like, Yho! I have overworked myself so now I need time to 

rest’’. 

 

Participant No. 2, said, “Huu, it is also because most nurses honestly, they do not like 

 maternity, due to the litigations of midwifery and maternity, so when we need staff that 

 to come to maternity Eyy! It is not easy to find those who voluntarily come to this site’’. 

 

While midwives refused to prepare an emergency trolley for Primary Post-Partum 

Haemorrhage (PPPH) containing the vital fluids needed to manage the condition to 

reduce complications and save time during emergencies. The results of the study of 

Sewnunan and Puckree, (2021), claimed that midwives found it challenging to follow 

ESMOE rules in an emergency because they would be by themselves, without other 

ESMOE-trained colleagues, and without doctors to provide orders when necessary.  

  

Anderson's theory of change and logic model  sees nurse related challenges as the 

outcomes .This means nurses are not able to provide quality emergency obstetric care 

requiring a need for specific change in the midwifery attitude so that service delivery 

can be improved. 

4.3.4.2 Patient-related challenges   

Participants in this study reported that it is challenging for midwives to be productive in 

their workspace due to several patient-related issues. The root cause of these 

challenges is subject to preconceived ideas obtained from socials in relation to 

midwives. Alternatively, participants gave reports that are linked to patients consuming 

natural herbs and over-the-counter drugs, with the believe that they will induce labour 

and offer pregnancy protection. Alternatively these herbs lead to complications such as 

uterine ruptures and fetal distress. Additionally, some patients have also been reported 

to blame midwives for shortage of supplies which midwives have no control over. This 

suggests that patients are not getting enough health information concerning pregnancy 
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and birth at their ANC visits. And moreover, reason for their uncooperative behavior 

with the midwives during emergency obstetric care. This is demonstrated by the quotes 

that follow. 

 

Participant No. 3, said, “Like the issue of patients also, they are making it difficult for 

us to manage them because some of them don’t understand this, maybe the severity of 

these emergencies”. 

 

Participant No. 5, said, “Most of the women are coming here with the labour pains, 

because some of them will be coming here with their husbands, coming here swearing 

at us, as if we are the ones who are responsible for the shortage of beds, the blankets, 

and so forth.” 

 

Participant No. 8, said, "They take a medication called kgaba because they think it will 

help them deliver the baby quickly. However, it causes a lot of pain, the cervix won't 

open, and we end up with uterine ruptures and foetal distress." 

 

Participant No. 5, said, "They come here like they got this information from the streets 

or social media, which is incorrect. They come with the idea that nurses are very rude 

to the patients, so the woman will be entering the room and saying, no, not to me, I'm 

going to show them." 

 

These study findings agree with those of Nishimwe et al. (2022), who stated that 

newborns inhale traditional medicines that their mothers take prior admission to the 

hospital. These medicines have however been reported to encourage delivery of weak 

newborns, subjecting them to difficult neonatal resuscitations. Moreover, findings in the 

study of  Sioga (2021) have revealed personal factors that contribute to maternal 

mortality in South Africa and developing countries, such as late booking ,with the most 

documented one being delay in seeking help. The study of Öjendal, Holter, Elden, 

Salim, and Bogren (2023)  further indicated  that some mothers opted to stay at home 

and not attend antenatal services because of the misconception that postnatal services 

were only meant for the newborns; patients believed that postnatal services could only 

be used when an urgent visit was needed and not as a routine.  Subsequently, 

Sialubanje et al (2023), noted that women found it difficult to access postpartum care 
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(PNC) services due to the condescending attitude they received from medical staff 

after giving birth at home rather than in a hospital.  

 

Anderson's theory of change and logic model sees patient-related challenges as the 

output these are the direct results that the targeted participants receive and need to be 

improved through health education system and correcting midwifery behavior in order 

to ensure quality emergency obstetric care. 

4.3.4.3 Sub-theme 3: Indications for referral of obstetric emergencies 

The findings of this study have revealed assorted reasons for the referral of obstetric 

emergencies from one institution to the other. Each healthcare institution has obligating 

SOPs that need to be adhered to when managing obstetric emergencies. This implies 

that a level 1 hospital is obliged to transfer patients needing advanced care. This is 

evidenced by the following direct quotes: 

 

Participant No.1,  said, “Same as the patients with asthma, if the patient had an attack 

in 24 hours or a week we usually send to Job Shimankane Tabane (JST), we don’t 

deliver this side”. 

 

Participant No. 2, said, “Severe preeclampsia; we do not manage it here; we can 

stabilise the woman, so we sent to JST.” 

 

Participant No 5,  said, “So some women are coming here with caesarean number 4, 

so in that way we transfer the patient cos they are prone to uterine rupture ”. 

 

Participant No. 12, said,” And then the severe pre-eclampsia, the HELLP syndrome 

they end up at JST, the placenta abruption, we transfer them to JST ”. 

 

The results of this study are corroborated  those of Levin (2016), which reveals 

indications for referral of obstetric emergencies for pre- and post-delivery groups from 

Mofolo Midwife Obstetric Unit (MOU) to Chris Hani-Baragwanath (CH-B)  with 

pregnancy-induced hypertension at 22.8%, meconium-stained liquor at 14.7%, 

antepartum haemorrhage at 2.4% and postpartum haemorrhage at 13.6%. 

Furthermore a study by Prathiba, Niranjjan, Maurya and Lakshminarayanan (2020), 

found that patients with obstetric issues accounted for 76.3% of referrals, followed by 
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medical conditions at 12.8% and foetal conditions at 8.5%.  In addition,the study of  

Shashi, Ravneet, Sumit, Partha and Dhanesh's (2018), revealed that  placenta accreta 

and delivery trauma were among the other prominent indications for referral. 

 

Anderson’s theory of change and logic model sees indications for referral of obstetric 

emergencies as activities. These are actions taken to manage obstetric emergencies. 

Referrals of patients to next level of care are actions taken by midwives and doctors to 

prevent complications from occurring.      

 

4.3.5 THEME 5: CONSEQUENCES OF CHALLENGES IN MANAGING OBSTETRIC 

          EMERGENCIES 

Study participants have revealed the effects of challenges in handling obstetric 

emergencies. The subtheme below has a detailed description of the repercussions. 

4.3.5.1 Sub-theme 1: Patient neglect and complications 

Participants have outlined a number of complications that follow patient neglect and 

most of these are found to be caused by poor infrastructure within the facility. Other 

complications stem around the insufficient funding, staffing deficit, and lack of expertise 

in caring for obstetric emergencies. Participants have demonstrated that it is 

challenging to fully provide each patient with the attention they require due to staff 

shortage and patient overcrowding. This further subject to incurred medico-legal 

hazards. Participants further highlighted that learning and adaptation for new midwives 

in extremely busy and short-staffed wards is a challenge. Moreover, the experienced 

midwives reported that they do not have time to teach during emergencies. This implies 

that patient overcrowding in maternity is not a safe practice, provided that there is no 

adequate staff and adequate infrastructure to monitor all these patients. In addition, this 

may call for patient negligence. Placing inexperienced midwives in extremely busy and 

short-staffed environment is an inconvenience, as they take time to adapt and may 

mismanage patients. This is evidenced by the quotes listed below. 

 

Participant No. 5, said, “Sometimes, sometimes when it congested like this, cos even 

other complications you just miss them like that because you don’t have enough time to 

go through each patient thoroughly, so you know, so now you’ll be getting some 

complications, that you were not aware of”. 
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Participant No. 6, said, “So imagine, you are managing an emergency alone, so 

obviously, you are going to forget some of the things, or maybe mismanage the patient.  

 

Participant No. 5, said, “Some of the new sisters, we don’t have time to educate them 

cos there are lot of umm complications, you cannot go there and go look for 

management of PPH, while the woman is dying, so you need to act like now”. 

 

These study findings correspond with those of Buttigieg and Stafrace (2021), who 

indicated particulars of claimed negligence as part of failing to consider foetal 

tachycardia which was associated with late decelerations and variability of 5bpm 

indicative of fetal compromise. Moreover, the study of Creswell et al (2023), states that 

substandard care in both regional and global independent maternity safety reports 

came in as a result of inadequacy in staffing, training, and leadership. Subsequently, a 

study conducted by Ozbay (2021), Indicates that due to ethical violations facilitated by 

malpractice which can subject midwives to legal criminal and administrative liability, 

midwives should have both professional and material equipment and know the limits of 

their responsibility regarding medical interventions to be performed.  

 

Patient neglect and complications are seen in Anderson's theory as the outcome. The 

theory further explains the outcomes as the direct results, specific changes, or benefits 

reaching targeted participants. The direct results are therefore patient mismanagement 

in emergency obstetric care calling for implementation of the study‘s recommendations 

to ensure future improve emergency obstetric care service delivery. 

 

4.3.6 THEME 6: RECOMMENDATIONS TO ADDRESS CHALLENGES 

          EXPERIENCED IN THE MANAGEMENT OF OBSTETRIC EMERGENCIES 

 

The study has highlighted various recommendations that address the challenges 

experienced by midwives in managing obstetric emergencies in the following 

subthemes explained below. The subthemes explained are sufficient human resources, 

competency of staff, conducive staff attitudes, effective EMS, sufficient equipment, 

supplies and infrastructure, adequate workflow and SOPs, and Interprofessional 
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collaboration. 

4.3.6.1 Sub-theme 1: Sufficient human resources 

The participants in this study have indicated a need to have adequate human 

resources. Adequate human resources are perceived in the study as more midwives, 

doctors and obstetricians/consultants working towards emergency obstetric care 

service delivery. The shortage of experienced and advanced midwives that are working 

diligently towards guiding the general and newly qualified midwives in emergency 

obstetric care has been identified. Furthermore, participants have demonstrated that 

having adequate staff may positively impact performance of tasks pertaining to 

emergency obstetric emergencies care. This implies that midwives shared 

responsibilites and tasks will reduce staff burnout and further promote effective patient 

care. This will further reduce the high number of litigations following patients’ 

mismanagement. This is evidenced by the quotes below. 

 

Participant No. 1, said, “More staff and also those with specialty, advanced, in every 

shift must have advanced”. 

 

Participant No. 2, said, “And then they must hire other advances for headhunting and 

then if they could give us at least 1 consultant cos we don’t have 1 this side they must 

call them from where they are, you see mhm”. 

 

Participant No. 4, said, “So we need more midwives, we need more advanced 

midwives and neonatal staff in the unit, because we are not only dealing with the 

mother, but with the baby as well, and we have to save both the mother and the baby.” 

 

Participant No. 12, said, “If we can have, the obstetrician on call, here in our hospital, 

and then, if we can have advanced midwives in all the teams”. 

 

This study's findings agree with those of Kandjimi (2021), who stated that in order to 

overcome the shortage, the Ministry of Health and Social Services (MoHSS) should 

work towards attracting more midwives to work in maternity wards, as this may also 

contribute to the retention of staff. Furthermore, the study of Chipeta ,Bradley , 

Chimwaza-Manda  and McAuliffe (2016), emphasized that retention of staff is 

achievable when staff feel supported by the nurse manager and when there is 
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openness and balance when dealing with problems that arise during work. The study of 

Makakaba (2022) has emphasized the need for the Department of Health to hire 

enough staff to ensure that quality care is rendered to pregnant women at both PHC 

and the hospital. In addition, the study of Mazwi (2022), has further highlighted the 

importance of reducing the pressure of work and staff shortages among midwives, by 

providing additional skilled midwives in clinical areas.  

 

Anderson's theory of change and logic model sees supply of adequate human resource 

as specific changes that may aid in providing quality emergency obstetric care to 

targeted participants, this are noted in the theory as the outcomes. 

4.3.6.2 Sub-theme 2: Competency of staff 

Participants in this study have indicated the need to have regular refresher courses, 

frequent in-service training and enrolling senior midwives for advanced midwifery 

training course in order to broaden their knowledge and sharpen their skills in 

emergency obstetric care. Participants have further emphasized that since emergency 

obstetric care entails teamwork, the knowledge and skills  acquired in advanced 

midwifery training, will not only benefit them but will also be passed on to the junior/new 

qualified midwives. This implies that midwives are willing to upgrade their skills and 

only need authorization from management team. The skilled and knowledgeable 

midwives are less likely linked to patient mismanagement. Therefore, the Department 

of Health may greatly benefit from this with significant drop down in the number of 

ligations associated with poor emergency obstetric care. This is evidenced by the 

quotes below. 

 

Participant No. 1, said, “I think they should give training, such as ESMOs (Nurse 

Initiated Management of Antiretroviral Therapy), NIMART, to upgrade the skills and 

also take those seniors for advanced so that they can be able to teach the juniors ’’. 

 

Participant No. 9,  said, “They should allow people to go to school, people who want 

to study part-time, as long as they are on duty when they are supposed to. 

 

Participant No. 10, said, “In-service training, they are very important, we must be in 

serviced often.” 
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This study's findings agree with those of Ngoma ,Asiimwe, Mukasa, Binzen, 

Serbanescu (2019), who stated hiring more staff assisted with retraining  adequate 

number of skilled staff, medical officers, midwives, anaesthetists, and nurses. In 

addition, the study of Kandjimi (2021), indicated that regardless of the allocated 

number of staff in the maternity ward, MoHSS was to provide midwives with in-service 

training before locating them to maternity or shortly after allocating them in maternity 

wards. 

 

The study by Selemani, Mwakyusa, Bashiri, Ezekiel, Mwakawanga et al (2024), 

revealed that incorrect decision making with referrals that  often delays  the provision of 

proper management was triggered by newly employed interns or rather those that were 

resistant to learning; hence, it was essential for particular providers to obtain skills in 

patient management. Furthermore, the study of Siago (2022), has shown the need for 

the prevention of unnecessary deaths of women during pregnancy through 

empowering facilities with skills to properly monitor women during ANC visits. 

Furthermore, Raseleke (2022), suggests that study leaves should be provided to 

midwives who wish to concentrate on midwifery and to doctors who wish to work in 

gynaecology and obstetrics, since this could help with staff retention.   

 

Competency of staff in Anderson s theory of change and logic Model is seen as 

specific changes that the study want to implement through recommendations made by 

participants following the identified challenge of competency of staff.   

4.3.6.3 Sub-theme 3: Conducive staff attitudes 

The participants in this study have shown ways which can assist them in coping with 

day-to-day stressors experienced in relation to obstetric emergency care in the ward. 

Participants have highlighted that they can benefit from taking measures such as 

having regular sessions with a psychologist for their mental health care checkups. On 

the other hand, one participant indicated that, dilemma that come with shortage of 

equipment used in emergency obstetric care was often linked to haphazard use and 

deemed it essential that the equipment’s’ used be well taken care of. This subtheme 

brings an understanding that midwives feel overwhelmed with the challenges they 

encounter during the management of obstetric emergencies and feel a need for 

psychological relief. Subsequently, effective use and taking care of the vital equipment 

involved in obstetric emergencies care may prolong the its life span and essentially its 
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impact in preserving patients’ lives. This is evidenced by the following quote. 

 

Participant No. 3, said, ‘’I think if we can go for a psychologist sometimes the 

counseling can help”. 

 

Participant No. 3,  said, "I believe we will get better, and if the equipment, we take 

care of them, our Cardio Toco Graphy (CTG), we have to make sure they are clean 

and plugged in every time so they can last long." 

 

Participant No. 10 said, "I have to make sure that, as a nurse, I order all the resources 

that I use during an emergency." 

 

The results of this study are consistent with those of Mashaba and Ramavhoya (2021), 

who suggest that counseling services for midwives in need of psychological support 

should be provided in addition to traumatic experiences like the death of a mother or 

child. Furthermore, Mpule (2023), states that improvising that follows equipment 

shortage is discouraged as it jeopardizes the patient's and the midwife's safety and has 

a detrimental effect on DoH. Additionally, the research by Mashamba and Ramavhoya 

(2021), suggests that management should assist advanced midwives in fulfilling their 

responsibilities. 

 

Anderson s theory of change and logic model sees conducive staff attitude as the 

outcome. These are specific modifications made to correct areas of participant’s 

dissatisfaction in their work space to ensure effectiveness in delivering quality 

emergency obstetric care. 

4.3.6.4 Sub-theme 4: Effective EMS 

The study's participants have indicated that additional ambulances are needed in order 

to prevent prolonged EMS waiting times on patients presenting with obstetric 

emergencies. Midwives have also highlighted that due to the severe shortages, 

escorting patients inconveniences them, as only one midwife is left to take care of all 

emergencies that may occur when the other midwife allocated with her is gone for 

escorting. Participants suggested more hiring and training of ALS personnel to facilitate 

easier process of transfer outs. The successful implementation of this measure may 

ensure that there is no disruptive activity in the obstetric emergency care provided to 
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patients remaining in the unit. The quotes listed below support this. 

  

Participant No. 5, said, “They must see whether they are going to buy more 

ambulances or whatever, cos obviously when there are a lot of ambulances, there’s no 

way that the waiting period is going to be longer ”. 

 

Participant No. 6, said, “I don’t know if they have a challenge of transport and 

whatever, but they must always have available transport for emergencies”. 

 

Participant No. 10, said, “In the EMS department, we have also advanced life support, 

with all the complications they should be trained about them so that the midwife won’t 

have to leave the ward’’. 

 

The results of this study are consistent with those of Ngoma et al (2019), which 

showed that stationing motorized tricycle ambulances at the health sub-district or 

sub-country levels and the vehicles at the district level allowed the closest 

ambulance to the emergency. This allowed for timely referrals of mothers and 

newborns with complications. In addition, the study of Makakaba (2022) suggested 

that adequate obstetric ambulances should be bought to promptly refer high-risk 

moms to the hospital. Furthermore, the research conducted by Yasin, Geleto and 

Berhane (2019) indicated that diagnosis and early referral of women experiencing 

obstetric problems to a specialty center can save the lives of both women and 

babies.  

 

Effective EMS is identified by the Anderson s theory of logic model as the outcome 

as it aims at modifying the challenge of the shortage of ambulances in health care 

facilities. 

4.3.6.5 Sub-theme 5: Sufficient equipment, supplies and infrastructure 

Participants demonstrated how the inadequate supply of equipment and infrastructure 

negatively affect management of obstetric emergencies. One participant highlighted 

that the space in maternity unit is no longer enough to cater for the number of patients 

that come for consultation and get admitted on a regular basis. Therefore, a suggestion 

to have the building extended was made. Supply and regular service of equipment’s 
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was another intervention suggested as the serviced equipment’s such as CTG 

machines often provide wrong feto-maternal  wellbeing readings, leading to patient 

mismanagement. This implies that the patient’s statistics in maternity ward does not 

correlate with the maternity infrastructure including all resources used to manage 

obstetric emergencies. This increased number of patients suggests equipment’s 

overuse and or reduction of equipment life span substantiating reason to have more 

supply of equipment. The same response should be implemented for obstetric 

emergency supplies as this increased number of patients indicates enormous usage. 

This is backed by the quotations that follow. 

 

Participant No. 4, said, "We will be able to reduce the number of unnecessary 

caesarean sections by acquiring more equipment, such as CTG machines, and having 

them checked regularly." 

 

Participant No. 5, said, "They need to purchase more equipment and provide prompt 

maintenance, so they won't provide us with inaccurate readings, even though some 

other CTGs have been in operation for a very long time." 

 

Participant No. 9, said, “And then the issue of the beds I think because this unit is too 

small, because we are catering to many clinics, they should consider building 

a maternity unit somewhere on its own”. 

 

Participant No. 11, said, “We need fully functioning equipment, if it was possible I’d 

suggest that they buy new equipment after every 12 months, and not wait for this one 

to be worn out”. 

 

The results of this study are in line with those of Sialubanje et al (2023), who 

emphasized the necessity of building dedicated PNC wards for the use of PNC 

services to facilitate mother and newborn use. Furthermore, Makakaba (2022), 

research suggests that two additional hospitals with neonatal units and a few 

midwifery-led units be constructed because of the growing population in the vicinity of 

Mankweng Hospital, putting obstetricians and midwives under excessive workload. The 

study of Raseleke (2022), suggested that any facility that treats high-risk pregnant 

patients had to be given priority to obtaining CTGs that identify significant foetal 
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distresses early and take appropriate action.  

Anderson s theory of change and logic model sees sufficient equipment, supplies and 

infrastructure as an outcome. This is an essential change responding to less equipment 

and supply which may negatively affect the quality of  emergency obstetric care if no 

interventions are made.  

4.3.6.6 Sub-theme 6: Adequate workflow and SOPs 

Participants in this study have expressed the necessity to have sufficient SOPs and 

workflow. The work flow was demonstrated against patient transferals between the 

health care institutions. Participants highlighted that there were several inappropriate 

patient referrals in between health care institutions, particularly between clinics and 

level one hospital. Transferring patients to institutions that do not offer services they 

require delays them from being attended by relevant specialists. Participants 

suggested recommendations that ensure proper referral arrangements, such as clear 

communications. This suggests that midwives are aware of the unsafe practices 

conducted by clinics in relation to the referral system and therefore advocates for safer 

future referral practices.These quotes, which are presented below, demonstrate this. 

 

Participant No. 8, said, ‘’There should be a referral system from the clinics to the 

hospital’’. 

 

Participant No. 5,  said, “We need to work according to the SOP’’. 

 

Participant No. 3, said, “There should be a standard SOP to say these are the 

conditions that we don’t have to compromise if we have such a condition please send it 

to us ”. 

 

Participant No. 4, said, “So there should be communication that such patient should 

be sent straight to level two hospital, the patient will receive proper care in time ”. 

 

The results of this study are consistent with those of Selemani, Mwakyusa, Bashiri, 

Ezekiel, Mwakawanga et al (2024), who suggested that as part of the strategies to 

improve communication between the hospitals, a standard referral guideline should be 

developed and ongoing training should be provided so that each hospital knows what 

is expected of them and their roles. Furthermore, recommendations from the study of 
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Seabi (2022), have been highlighted recommendations on issues associated with 

labour and delivery complications through planning and interventions that improved the 

quality of life for labouring women. Moreover, Raseleke (2022), has shown how 

important it is to appropriately display protocols that emphasize the management of 

hypertension during labour, such as in maternity boards for convenient access during 

emergencies.  

 

Anderson‘s theory of change and logic model views adequate workflow and SOPs as 

the outcome. This is a modified change to inadequate workflow and SOPs, ensuring 

the smooth running of emergency obstetric care.  

            

4.4 SUMMARY OF THE CHAPTER 

The findings of this study including the interpretation and debate were the main topics 

of this chapter. The method of data analysis produced six themes and twenty-one sub-

themes. Each of these was covered in detail and supported by quotations taken 

straight from the transcripts of the participant interviews. The following six motifs were 

identified: Midwives' experiences of obstetric emergencies, Human and physical 

resource challenges experienced in the management of obstetric emergencies, 

Organizational challenges experienced in the management of obstetric emergencies, 

Nursing care challenges experienced in the management of obstetric emergencies, 

Consequences of challenges in managing obstetric emergencies and 

Recommendations to address challenges experienced in the management of obstetric 

emergencies. 
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CHAPTER 5 

SUMMARY, LIMITATIONS, RECOMMENDATIONS, AND CONCLUSIONS 

 

5.1 INTRODUCTION 

This chapter presents the summary, limitations, recommendations, and conclusions of 

the study on the challenges faced by midwives in managing obstetric emergencies in a 

public hospital in Bojanala District, North West Province. 

 

5.2 OBJECTIVES OF THE STUDY 

The objectives of the study were to: 

• To explore and describe the challenges experienced by midwives regarding 

the management of obstetric emergencies at a public hospital in Bojanala 

District, North West Province. 

• To recommend measures that may improve management of obstetric 

emergencies at a public hospital in Bojanala District, North West Province.  

 

5.3 SUMMARY OF THE STUDY  

The three goals were effectively achieved by using qualitative, exploratory, and 

descriptive designs that looked at and described the challenges faced by midwives in 

handling obstetric emergencies. The study population consisted of the midwives 

working at the maternity section of Moses Kotane Hospital in Bojanala District, North 

West Province. The research participants were selected using a non-probability 

purposive sampling technique. Data was collected from 13 participants using one-on-

one interviews that followed an interview guide until data saturation was achieved. 

 

Tesch's open coding method was used to analyse the data, yielding themes and sub-

themes. After data coding, 6 (six) themes and twenty-one sub-themes were decided 

upon by the researcher and an unbiased coder. The following guidelines are intended 

to decrease the difficulties midwives face when managing obstetric emergencies. They 

are based on the discussion that follows. 

  

Eventually, the study's themes and subthemes were blended with the theory that gave 

it direction. The preceding chapter covered these themes and subthemes. This study 

has demonstrated the challenges that midwives face on a daily basis when managing 
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potentially fatal conditions, or obstetric emergencies, that expectant mothers and 

babies bring into the maternity department. The acute shortage of midwives, the 

absence of continual staff training, and the monitoring apparatus have all been brought 

up by participants. Midwives clarified that care for patients in urgent need is either 

provided improperly or delayed as a result. The facility also starts to endanger the lives 

of the individuals who are under its care. The study also showed how the maternity 

ward's persistent legal problems have caused many midwives to lose interest in 

working in these settings. Exchanges such as these, however, affect the health 

department as a whole, which is responsible for handling obstetric emergencies, in 

addition to the patients, midwives, and hospitals. 

 

5.4 LIMITATION OF THE STUDY 

For this project, the only study site was the Bojanala region in the North West Province. 

As such, the findings of the study do not apply to other hospitals, primary care facilities, 

hospitals located in the province of North West's Bojanala region, or hospitals located 

in other provinces. 

 

5.5 RECOMMENDATIONS 

The themes and subthemes that arose from the in-person interviews with the midwives 

at the chosen public hospital in the Bojanala area of North West Province served as the 

foundation for the recommendations that followed. 

 

5.5.1 Recommendations for Nursing Practice  

• Hiring more midwives to alleviate the severe staff shortages concerned with 

midwifery burnout and midwifery malpractice. 

• Provide hospitals with adequate number of ambulances to transport patients 

requiring emergency care to referred institutions of care. 

  

• Monthly refresher courses, weekly in-service training, easily accessible SOPs 

on obstetric emergencies and enrolling senior midwives for  advanced midwifery 

training to broaden their  midwives skills and facilitation of skill transfer to junior 

midwives.  

• Extension of maternity unit building to reduce overcrowding. 

• Midwives to give thorough health education to patients to clear misconceptions 
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patients have about pregnancy to ensure easier cooperation during emergencies.  

• Allowance for mental health care checkups through a psychologist for midwives 

who may feel overwhelmed with work stressors.  

 

• The multidisciplinary team in their respective line of duties to be held 

accountable for services rendered to patients presenting with obstetric emergencies  

• And to give staff credit when credit is due. 

 

5.5.2 Recommendations for Nursing Education 

• Nursing educators to emphasize to student midwives’ the acts and omissions of 

a midwife.  

• Midwifery students to be taught about essential equipment’s and supplies to 

never run out of in an obstetric emergency care unit.   

 • Equip student midwives with managerial skills which include knowledge and 

understanding on balancing of staff and its direct impact on patient care service 

delivery. 

• Student midwives should also be prepared for the stressful working conditions 

under which they may find themselves in and where to seek help should such occur. 

5.5.3 Recommendations to research 

Ongoing research may discover other ways in which midwives may thrive in providing 

quality and effective emergency obstetric care.   

 

5.6 CONCLUSION 

Midwives are the first point of contact with expectant mothers in the line of care 

associated with obstetric emergencies at public hospitals and clinics. Therefore, 

precautionary measures need to be taken to ensure that they are adequately skilled 

to attend to these life threatening emergencies. This study aimed to investigate the 

challenges that midwives in the public hospital of Bojanala district at North West 

province encounter when managing obstetric emergencies. While several challenges 

associated with emergency obstetric care have been revealed, recommendations 

that suggest quality and effective emergency obstetric care have also been outlined 

in this study. 
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DEPARTMENT OF NURSING SCIENCE ENGLISH CONSENT FORM 

 

Statement concerning participation in research Name study: CHALLENGES 

EXPERIENCED BY MIDWIVES REGARDING THE MANAGEMENT OF OBSTETRIC 

EMERGENCIES AT A PUBLIC HOSPITAL IN BOJANALA DISTRICT, NORTH WEST 

PROVINCE 

I have read the information and heard the aims and objectives of the proposed study 
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have not been pressurized to participate in this study in any way. 

I am aware that this material may be used in scientific publications which will be 

electronically available throughout the world. I consent to this provided that my 

personal information such as names and surname will not be revealed. 
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withdraw from it at any time and without reasoning. 
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Any questions that I may have regarding the research or related matters will be 

answered by the researchers. 

I indemnify the University of Limpopo, and all persons involved with the above study 

from any liability that may arise from my participation in the above study or that may be 
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persons. I hereby give consent to participate in this study. 
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Signature of researcher……………………………………………………………… 

Signed at………………………………………………on the…… of……………… 
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ANNEXURE C: INTERVIEW GUIDE 

 

Research questions 

 

 Please tell me about the challenges that you experienced as a midwife 

regarding the management of obstetric emergencies in the maternity ward. 

 What do you think is contributing to the challenges you experience when 

managing obstetric emergencies in the ward? 

 Kindly share with me the common obstetric emergencies that you transfer to 

other hospitals for management? 

 What challenges do you experience when transferring obstetric emergencies to 

other hospitals? 

 What are the suggestions that you think could help improve the challenges 

midwives experience when managing obstetric emergencies in the maternity 

ward
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regarding the management of obstetric emergencies at a public hospital in Bojanala 

district, North West province. This study‘s objectives are to explore, describe and 

recommend measures which may suggest improvement in the emergency obstetric 

care provided by the midwives. 
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ANNEXURE I: INTERVIEW 

TRANSCRIPT 

 

Participant 12 

Researcher :Good day  , my name is Tumisho Mogadima , I’m a student from the 

university of Limpopo I’m   here in Moses Kotane hospital today to conduct a research 

study  titled challenges experienced by midwives regarding the management of 

obstetric emergencies in a public hospital in Bojanala district North West province ,the 

aim of my study is to determine the challenges that are experienced  by  midwives 

when  they manage of  obstetric emergencies , the objectives of my study is  to explore 

and to describe the challenges that are experienced by midwives   when they manage  

obstetric emergencies, my study has been approved by the Turfloop Research Ethics 

Committee , by the North West department of health , by chief director of Bojanala 

district , the CEO of Moses Kotane hospital   and the unit manager in  maternity ward , 

before the start of this interview session I’ve obtained an informed consent from you 

the participant as per ethics of this research ,1 other important thing that you must 

know before we  start with  this interview session is that you are going to be recorded 

and that you are going to remain anonymous, so  if you are okay with everything you 

can let me know and then we start with the questions ,  are you okay? 

Participant :Yes , 

Researcher :Okay thank you so much I’m going to start with my first question, please 

tell me about the challenges that you are experiencing as a midwife regarding the 

management of obstetric emergencies in maternity ward.  

Participant :Firstly our unit is a 44bedded unit , number 1 , we are in short of 

advanced midwives , we are only functioning with two advanced midwives on the floor , 

other teams are led by team leaders without the advanced midwives , and we know 

that this is a speciality unit , there should be someone specialising in maternity , 

number 2 , lack of equipment , you find that we have a PPH , patient bleeding profusely 

which leads to HB dropping , at the same time there is no blood transfusion set , like in 

the past two months , we were struggling with blood admit sets , number 3 lack of 

skills, we are functioning with junior nurses , newly employed comm serves ,  so lack of 

skill is a contributing factor. 
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Researcher: Do you still have more of these challenges; you can take your time to 

think about the others? 

Participant :Other challenges , like , you’ll be working , like now , our senior DRs have 

resigned , we are working with junior DRs , the most  seniors are only two , so when an 

emergency comes , or maybe you have like a prolonged second stage of labour , 

whereby  you have to perform vacuum , only two DRs know about vacuum others they 

don’t know , so you’ll be struggling  , patient will end up in theatre , this will also lead to 

birth asphyxia , because they will be taking long ,  so if you can perform a vacuum , 

within 5-10 minutes the baby is out , so our DRs are not skilled when it comes to 

vacuum.  

Researcher :Okay, you still have more? 

Participant :Ahh yah and then  again , most patients , especially the breech 

presentation , in the previous years before our senior DRs resigned , we used to 

deliver them normally , so now all the breech presentations are for theatre , of which is 

one of the obstetric emergency for you to gain  a skill on how to deliver the breech 

presentation , so most of them they are booked for theatre , so you find our monthly 

statistics it will only be 1 or 2 NVD  breeches because they were advanced in labour , 

so normally a breech when they see them at the clinic , straight cs. 

Researcher :Okay, thank you so much for the answer, you still want to go on? 

Participant :No. 

Researcher :Okay, you ending there, what do you think is contributing to the 

challenges you are experiencing when managing obstetric emergencies in the ward?  

Participant :No 1 neh, shortage of staff , lack of skill, lack of specialised personnel , 

even now we don’t have the obstetrician , and this is the specialised unit , maternity , 

whereby we need an obstetrician to be around , when it comes to complications we 

contact our level 2 hospital which is JST , for advice , for referrals.  

Researcher :Okay , you spoke about the lack of skill ne , what do you think causes the 

lack of skill among the midwives in maternity ward ? 

Participant :I think lack of training , maybe we should be trained at least quarterly or 

maybe half yearly , there is this training,  the, ESMOE , essential steps in the 

management of obstetric emergencies , you know they will perform it , maybe once in a 



101  

year , and only a few will go , some will not be able to go , so maybe if they do it yearly 

or quarterly maybe we can gain skills , cos some of the skills they are changing them , 

but we are not being equipped with skill. 

Researcher :Okay so you think training is one of the contributing factors, okay. Thank 

you so much we are going to move to the third one now, kindly share me about the 

common obstetric emergencies that you transfer to other hospitals for management ? 

Participant :Umm the most common obstetric emergency is like the , premature 

rupture of membrane at 32 weeks , because that patient we cannot manage here , we 

don’t have a paediatrician here , so the baby needs to be attended by a paediatrician , 

and then the severe pre-eclampsia , the help syndrome they end up at JST , the 

placenta abruptio , we transfer them to JST , those patients with chronic conditions like 

cardiac conditions we transfer them to JST for further management , the diabetic 

patients , yah and then the once with epilepsy , with uncontrolled seizures , we transfer 

them to JST.    

Researcher :You still have more ? 

Participant :No.  

Researcher :Those are the only once?  

Participant  :Yes.  

Researcher  :Okay, thank you so much for the answer I’m going to move to the 

following one, kindly share with me the challenges that you experience when 

transferring  obstetric emergencies to other hospitals? 

Participant :Uhm akere the Dr is the one who is referring ,  so most of the challenges , 

JST  is our level 2 hospital here in Bojanala , with ehh 4 hospitals , brits , Moses 

Kotane ,Swartruggens and Koster , so we are all referring to JST ,  number 1 , you’ll 

find there is no bed , we have to wait for them to create a bed , or number 2 , you find 

that the obstetrician on call is not easily accessible , at the end of the day , maybe 

you’ll get him late , so number 3 , the EMRs , they’ll take time to come and take the 

patient , so you’ll do the follow up , the follow ups , they’ll tell you the ambulance is 

busy , we are functioning with only two ambulances , that is that. 

Researcher :So those are the three challenges that you have, the one for EMRs , 

discussion with the DRs , the beds, waiting for the beds , okay ,  
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Researcher :They are the only once, okay , thank you so much we are going to move 

to the last one now , what are the suggestions that you think could help improve the 

challenges midwives experience when they manage obstetric emergencies in maternity 

ward?  

Participant :Like I’m saying, if we can have, the obstetrician on call , here in our 

hospital , and then if we can have advanced midwives of all the teams , yes , including 

, our skill training at least  quarterly or half yearly, I think that could benefit us.   

Researcher :You still have other suggestions? 

Participant :And training also, taking, the experienced midwives to school, developing 

people , yah , that will also help to accumulate skill.   

Researcher :Those are the only challenges that you can think of right now  

Researcher :Thank you so much, this brings us to the end of the interview session , 

thank you for your participation.  
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