
Sexual & Reproductive Healthcare 31 (2022) 100695

Available online 10 January 2022
1877-5756/© 2022 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).

Vietnamese midwives’ experiences of working in maternity care – A 
qualitative study in the Hanoi region 

Sophia Holmlund a,b,d,*, Pham Thi Lan c, Kristina Edvardsson a,d, Joseph Ntaganira e, 
Sofie Graner f, Rhonda Small d,g, Ingrid Mogren a,d 

a Department of Clinical Sciences, Obstetrics and Gynecology, Umeå University, Umeå, Sweden 
b Department of Nursing, Umeå University, Umeå, Sweden 
c Department of Dermatology and Venereology, Hanoi Medical University, Hanoi, Vietnam 
d Judith Lumley Centre, La Trobe University, Melbourne, Australia 
e School of Public Health, College of Medicine and Health Sciences, University of Rwanda, Kigali, Rwanda 
f Department of Medicine, Centre for Pharmacoepidemiology, Karolinska Institutet, Stockholm, Sweden 
g Department of Women’s and Children’s and Reproductive Health, Karolinska Institutet, Stockholm, Sweden   

A R T I C L E  I N F O   

Keywords: 
Midwives 
Vietnam 
Maternity care 
Experiences 
Qualitative content analysis 

A B S T R A C T   

Objective: This study aimed to explore Vietnamese midwives’ experiences of working in maternity care. 
Methods: A descriptive qualitative study was undertaken, which involved four focus group discussions with 
midwives (n = 25) working at three different hospitals in urban, semi-urban and rural parts of Hanoi region, 
Vietnam. Data were analysed using qualitative content analysis. 
Results: The overall theme, “Practising midwifery requires commitment” showed that Vietnamese midwives’ 
dedication to their work and to women’s reproductive health helped them to cope with stress, pressure and 
negative aspects of their work environment. In the first category “Being the central link in the web of care”, 
midwives described themselves as having a key role in maternity care although collaborations with other health 
professions were important. In the second category “Rewarding role but also vulnerable position”, positive as-
pects of midwifery were expressed although the great pressure of the work midwives do was prominent. High 
workload, patients’ demands, and being negatively exposed and vulnerable, when adverse events occurred, were 
reported. In the third category “Morally challenging tasks”, ultrasound examinations to reveal fetal sex and 
working with abortion services were described as emotionally stressful. 
Conclusions: Although participating Vietnamese midwives experienced midwifery as essentially positive, they felt 
exposed to significant workload pressure, ethically highly demanding work and being blamed when adverse 
obstetric events occurred. Public health interventions to inform Vietnamese citizens about reproductive issues, as 
well as specific antenatal education measures may increase the understanding of evidence-based maternity care 
and complications that can occur during pregnancy and birth.   

Introduction 

Midwifery care is key to improving sexual, reproductive, maternal 
and newborn health. In order to accelerate reduction in morbidity and 
mortality among women and babies in low and middle income coun-
tries, there is a need to increase the midwifery workforce and improve 
their working conditions [1]. Due to the nature of the work, midwifery 
can be emotionally challenging as it deals with birth and death, 

including moments of both joy and sadness, as well as physical and 
emotional pain [2]. Internationally, midwives experience different kinds 
of work-related psychological distress including occupational and 
organisational sources of stress [3]. High workload due to low staffing 
levels, lack of continuity of carer, low support from colleagues, chal-
lenging clinical situations and low levels of clinical autonomy, are all 
found to be correlated with poor emotional wellbeing among midwives 
[4]. 
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Although involvement in abortion services may form part of mid-
wives’ duties, some midwives encounter moral, practical, religious or 
legal reasons for declining to perform abortions on the grounds of con-
science [5]. Furthermore, workplace violence is experienced worldwide 
by one in five healthcare professionals annually [6], and this has also 
been reported as an issue in Vietnam [7]. Work-related burnout symp-
toms have been reported as common among midwives and may be 
exacerbated by exposure to workplace violence [8]. A systematic review 
and meta-analysis found a 40% prevalence of work-related burnout 
among midwives [9]. Approximately one fifth of midwives in Europe 
and Asia have considered leaving the profession and every third have 
considered leaving the organisation [10]. Fewer years in practices, poor 
or stressful work environment and insufficient organisational support 
are some of the factors linked to burnout among midwives [11]. 
Important retention factors among midwives have been reported as 
career development, promotion and appreciation of their work contri-
bution [12]. Midwives report better job satisfaction and are found to be 
more inclined to stay in their jobs if they are able to build a relationship 
with the pregnant woman in their care, have the ability to work in a 
caseload continuity of care model, are well supported by their managers 
[9], and have a good relationship with colleagues [13]. 

Reproductive health in Vietnam 

Vietnam’s health indicators have improved significantly over recent 
decades and the country has been classified as a lower middle income 
country since 2010 [14]. In 2019, there was an estimated total fertility 
rate of two children per woman and the maternal mortality ratio was 
46/100 000 live births [15]. Most pregnant women (90.7%) in Vietnam 
receive at least three antenatal care visits [16] and there is a widespread 
use of obstetric ultrasound [17]. The great majority (98.5%) of all births 
was assisted by a skilled attendant in 2018 [16]. Maternity care is pro-
vided at commune-, district-, provincial- and central levels in Vietnam 
[18]. In addition, the private sector co-exists with public services, and 
private healthcare is seen as a resource to increase healthcare coverage 
[19]. Compulsory social health insurance covers the cost of public 
pregnancy and delivery care at lower level healthcare facilities, with 
referral to higher level hospitals in case of complications during preg-
nancy and birth [20]. This care in the public system is provided to 
women free of charge. Due to the perception of higher quality of health 
care and increased access to more advanced technology at higher level 
hospitals and at private hospitals, many pregnant women in urban areas 
pay out of pocket to get direct access to these facilities [21]. Midwives 
are available in almost all hospitals and commune health stations, 
however physicians are the main providers of antenatal care, and most 
births take place in hospitals assisted by physicians. In Vietnam, abor-
tions are legal up to 22 weeks of gestation [22]. In East and Southeast 
Asia the estimated abortion rate was 43 per 1000 women (aged 15–49 
years) between 2015 and 2019, however reliable estimates for Vietnam 
are lacking [23]. In 2015, more than 270,000 abortions were reported 
from public health facilities [24], and an additional 89,000 abortions are 
estimated to have been performed in the private sector [22]. Fetal sex 
diagnosis and sex selective abortions have been prohibited in Vietnam 
since 2003 [25]. Despite this, the sex ratio at birth (SRB) was reported as 
111.5 boys per 100 girls in 2019, which far exceeds the biological level 
of 105–106 males per 100 female births [26]. The sex ratio imbalances 
seen in Vietnam have been attributed to widespread son preference and 
the practice of prenatal sex selection. Laws prohibiting the practice in 
Vietnam, including determination of fetal sex, have not been effective in 
reversing the trend [27]. The overall prevalence of caesarean sections is 
reported to be approximately 29%, although the rate differs significantly 
between urban (42%) and rural areas (23%), and also between different 
socio-economic groups [28]. 

This study is a part of the CROss Country UltraSound study 
(CROCUS), exploring midwives’ and obstetricians’ experiences and 
views of obstetric ultrasound in six different countries. The CROCUS 

study also includes investigation of aspects of health professionals’ roles 
and ethical aspects of maternity care. Midwives have a key role in 
improving maternal and newborn health and there is a great need to 
scale up the midwifery workforce [1]. Little is known however about 
Vietnamese midwives’ experiences of their work in Vietnamese mater-
nity care. The aim of this study was therefore to explore Vietnamese 
midwives’ experiences of their work in the Vietnamese maternity care 
system. 

Methods 

Study design 

Framed in a naturalistic paradigm [29], a descriptive study was 
undertaken, which involved focus group discussions (FGDs) with mid-
wives working in Vietnamese maternity care. Data were analysed using 
qualitative content analysis. 

Study setting and participants 

Health facilities in urban, semi-urban and rural parts of the Hanoi 
region, Vietnam were purposively selected for recruitment of midwives 
as participants. The participants were recruited from three public hos-
pitals, one hospital from each of the district-, provincial- and national 
levels, to gain a broad range of Vietnamese midwives’ experiences. 
Recruitment of participants was organised by the local member of the 
research group (Author 2) who contacted the heads of the Departments 
of Obstetrics and Gynecology at the selected hospitals, and they all 
approved participant recruitment. A coordinator, appointed by the head 
of each Department, was informed about the study by Author 2 and 
assisted with the recruitment. Diversity was sought in relation to mid-
wives’ age, work experiences and duties in maternity care. Participants 
were recruited from antenatal, delivery and postnatal wards. On the day 
of data collection Author 2 informed all available midwives at the 
Department about the study and the voluntary nature of participation. A 
total of 25 midwives participated in the study, with 6–7 participants in 
each of the four FGDs. None of the available midwives declined partic-
ipation in the study. The participants were offered a small remuneration 
after the interview in line with customary practice in Vietnam. Partici-
pant characteristics, including age, education and length of work 
experience as a midwife, were collected before the start of each FGD 
(Table 1). 

Data collection 

Data collection was performed at the participants’ workplace, i.e. the 
selected hospitals, in March 2013. The FGDs were moderated by a 
Vietnamese medical doctor (Author 2) experienced in qualitative 
research and with work experience from the local setting, and all FGDs 
were conducted in Vietnamese. Two other members of the research team 
(Author 5 and 7) participated as observers together with a male 
Vietnamese-English interpreter who enabled the non-Vietnamese 
speaking observers to follow the discussions. The participants, the 
moderator and the observers were all females. A thematic interview 
guide, previously used in other CROCUS studies, served as the basis for 
the FGDs. The interview guide included questions regarding obstetric 
ultrasound [30] but also questions about a) midwives’ role in relation to 
other occupational groups, b) positive and negative aspects of working 
as a midwife and c) other issues of importance that the midwives wanted 
to bring up for discussion. Aspects related to the use obstetric ultrasound 
have been reported in a previous publication [30]. This paper describes 
the rich data set that the participating midwives provided related to 
their professional role and their working conditions. 

The FGDs were audio-recorded and lasted approximately 60–70 min. 
Field notes were taken by the observers. After each FGD, the moderator 
and the observers discussed the content of the discussion. 
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Data analysis 

The FGDs were transcribed verbatim by Vietnamese staff at Hanoi 
Medical University (HMU). The moderator (Author 2) proof-read the 
transcribed text while simultaneously listening to the audio-recordings 
of the FGDs. In the next step, the transcriptions were translated from 
Vietnamese to English by staff at HMU, and the moderator systemati-
cally checked the quality of the translation. The FGDs were manually 
analysed using qualitative content analysis informed by Graneheim and 
Lundman [31]. First, two of the authors (Author 1 and 7) read the 
transcripts several times to get a sense of the whole. The first author 
(Author 1) identified the meaning units and labelled them with a code. 
In the next step, codes related to each other were discussed and organ-
ised into sub-categories and categories (Author 1 and 7). The pre-
liminary results were thereafter reviewed by the moderator (Author 2) 
and minor adjustments were made. At the end of the analysis process a 
theme was formulated reflecting the underlying meaning of the data 
overall. Finally, all authors reviewed the analysed content and discussed 
the findings until consensus was achieved. Examples of the process of 
analysis is presented in Table 2. 

Ethical considerations 

This study was approved by the Ethical Board at Hanoi Medical 
University (HMUIRB) in Bio-Medical research (reference 141/HMU 
IRB). All methods were carried out in accordance with relevant guide-
lines and regulations. Eligible midwives were provided information 
verbally that participation was voluntary and could be halted at any 
time. Written and verbal informed consent was obtained from all par-
ticipants before commencing data collection. All data are presented on 
an aggregated level and personal identifiers have been removed in the 
quotations in order to protect the privacy of the participants. 

Results 

Three main categories and seven sub-categories were derived from 
the materials (Table 2). The overall theme, “Practising midwifery re-
quires commitment” was formulated during analysis. This theme reflects 
the midwives’ dedication to their work and to women’s reproductive 
health, something which helped them to cope with the stress, the pres-
sure and the negative aspects of their work environment. Yet the mid-
wives were challenged by the continually changing nature of the work 
they performed and the need to be always alert and flexible. This was 
particularly the case when patients were dissatisfied or the tasks were 
perceived as morally demanding. The participating midwives enjoyed 
many aspects of their work, although some questioned whether it was 
worth the pressures they were exposed to. 

Being the central link in the web of care 

Midwives play a key role in a hierarchical maternal healthcare system 
Midwives were reported to play a very important role in maternity 

care from the beginning of pregnancy, throughout labour and postnatal 
care. Although the work of nurses and midwives was to some extent 
overlapping, midwives reported that the work of nurses was different, as 
midwives had greater responsibility for patients. 

“To be frank, midwives’ responsibility is much heavier [than nurses]. 
Midwives have to do more work and participate in treatment as well as 
take care of patients directly.” (FGD A) 

Collaboration between health professionals was explained as 
important to ensure the best healthcare for the patients. Midwives and 
physicians were reported as having independent roles but with close 
collaboration with each other. 

“Doctors, nurses and midwives do different things, but we collaborate to 
ensure the safety of patients…” (FGD A) 

Although the midwives respected the physician as the final decision 
maker, they reported that they could provide suggestions to the 

Table 1 
Characteristics of the participating Vietnamese midwives.  

FGD No. of participants Hospital area Age, mean years Age, range years Work experience, mean years Work experience, range years 

A 6 Urban  42.5 33–47  19.8 12–24 
B 7 Urban  31.3 27–42  9.3 4–20 
C 6 Semi-urban  31.0 25–40  10.8 4–20 
D 6 Rural  31.5 27–39  8.9 1.5–15 
All 25   34.4 25–47  12.1 1.5–24  

Table 2 
Description of the process of analysis.  

Examples of meaning 
units* 

Code Sub-category Category 

Midwives are in 
charge of many 
things in antenatal 
care, from the start 
of pregnancy until 
the birth 

Midwives in 
charge 
throughout 
pregnancy 

Midwives play a key 
role in a 
hierarchical 
maternal healthcare 
system 

Being the 
central link in 
the web of care 

Our goal is to make 
patients 
understand the 
counsel we give 

Individual 
counselling 

Counselling is an 
important part of 
antenatal care 

We enjoy the 
happiness that the 
work brings us, but 
it passes by very 
quickly 

Happiness 
passes quickly 

Mostly exposed to 
pressure but also 
experiencing joy 

Rewarding 
role but also 
vulnerable 
position 

In fact, when an 
accident happens, 
we are all blamed 
for the accident 

Blamed for 
accidents 

Feeling unfairly 
blamed for adverse 
events 

They don’t tell 
patients directly 
the gender of the 
baby, but they 
often say that the 
baby is like the 
mother or like the 
father 

Reveals the 
gender in an 
indicative way 

Double standard for 
sex determination 
and pronounced 
preference for sons 

Morally 
challenging 
tasks 

She did not want to 
work there 
[abortion 
services], not 
because she did not 
want to work, but 
because she was 
emotionally 
challenged by the 
ethical issues 

Abortions give 
rise to ethical 
issues 

Emotionally 
stressful to work 
with abortion 
services 

The hospital decided 
to establish the 
caesarean section 
service area to 
serve the patients 
‘on request’ 

Service area for 
non-medically 
indicated 
caesarean 
sections 

Caesarean section 
on maternal request  

* Original statements from the text 
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physician on how to manage the pregnancy. Physicians were generally 
reported as having great trust in experienced midwives, however it was 
also said that some physicians did not pay attention to suggestions by 
midwives. 

“Experienced doctors take our advice and the patients can be cured. But 
some doctors are so conservative, they think that their educational level is 
higher than ours, they somehow look down on us, they don’t care about 
our advice. But we still have to respect them.” (FGD A) 

Midwives were said to be closer to the patients than physicians 
because they spend more time with them. Pregnant women were also 
reported to prefer to turn to midwives with their questions as some 
patients were said to be intimidated by physicians’ high educational 
level. 

“I think it is easier for patients to get in contact with us rather than with 
doctors, as we are midwives. Patients often feel reluctant when getting in 
touch with doctors as they feel inferior in terms of their level of knowl-
edge.” (FGD C) 

Counselling is an important part of antenatal care 
Counselling pregnant women about healthy behaviour and the 

importance of physical examinations were reported as major compo-
nents of midwives’ duties. Physicians also counselled pregnant women, 
although physicians were said to be very busy, so the major part of 
counselling was performed by midwives, especially at higher level 
hospitals. 

“Because they are so busy, one doctor has to examine more than one 
hundred patients [per day], so how many minutes for one patient? Thus, 
counselling falls under the responsibility of experienced midwives.” (FGD 
A) 

Because of the limited time allocated for physician consultations, for 
example when performing an ultrasound examination, the midwives 
believed that pregnant women were not always properly informed about 
the results of the examination. Pregnant women were said to commonly 
ask midwives about the results from the ultrasound examination and felt 
insecure when attending the hospital. As a consequence, the midwife 
had an important mission to inform women and to help them feel 
confident. Participants reported that it was important to adjust their 
counselling depending on the pregnant woman’s knowledge level. 

“Some patients are very knowledgeable, have high educational level, but 
some don’t… We have to act depending on each patient…. Our goal is to 
make patients understand what we are counselling.” (FGD C) 

Rewarding role but also vulnerable position 

Mostly exposed to pressure but also experiencing joy 
Participants all agreed that the most positive aspect of working as a 

midwife was when the mother and the baby were healthy after the de-
livery and when the mother was satisfied with provided care. Other 
joyful parts of the work were described as being able to fulfil their duties 
well, to assist in uncomplicated births and to be able to satisfy the pa-
tients’ needs. 

“The happiest thing in our work is when the baby is born healthy, when we 
can hear the baby’s cry, when both the mother and the baby are safe.” 
(FGD D) 

Although the participants enjoyed many parts of their work, it was 
also described that midwives’ suffered a lot of pressure in their work 
such as high workloads because of crowded hospitals and fear of doing 
something wrong. 

“We have to suffer a lot of pressure, the ward is so crowded and we are so 
busy… They [patients] never keep in mind the good things that we do for 
them, but one little bad thing will be remembered for their whole life.” 
(FGD B) 

Pregnant women paying for healthcare at higher level hospitals were 
also thought to be putting more pressure on health professionals as they 
were seen as being less accepting about experiencing complications. 

“They [patients] think that they pay for us, so they dońt want to suffer 
any problems.” (FGD A) 

Feeling unfairly blamed for adverse events 
Experiences of being unfairly blamed for complications that occurred 

during childbirth was expressed in all FGDs. After an adverse event had 
occurred, it was reported that the patient’s family sometimes came to 
the hospital to scold the health professionals involved. Some partici-
pating midwives felt they were blamed for complications to a greater 
extent than physicians, and that they were sometimes also blamed by the 
physicians. 

“When any complication happens, all of our team has to suffer. Patients 
and their families come here to shout at us, insult us…. But as health staff, 
we have to be more patient, we have to keep calm. We can’t fight back if 
they attack us.” (FGD B) 
“They [patient’s family] don’t care about the reasons [for complica-
tions] …. Even doctors blame us.” (FGD A) 

Participants tried to explain the complications that had occurred to 
the patients and their families, however they sometimes felt it was 
difficult to make them understand that some complications are un-
avoidable. Besides feeling unfairly treated, participants also described 
the risk of being affected financially. 

“They [patient’s family] don’t understand that we have tried our best to 
bring all good things to their family but what happened is unfortunate. 
And sometimes complications are unavoidable…. We have to deal with 
their opinions, their comments, and even litigation, or even their request 
for reimbursement.” (FGD D) 

Some participants reported that they felt very stressed after their 
work shift as they could afterwards be contacted from their workplace 
and become exposed to criticism. 

“I think my work has brought me lots of happiness, but not as much as 
worry. Our responsibility is so great. On duty, we have to stay awake for 
the whole night, which makes us really tired. But we keep worrying as we 
dońt know if there will be any subsequent call [criticising us] or not.” 
(FGD A) 

Mass media reports about obstetric complications that had occurred 
at the obstetric departments were experienced in general as without any 
nuance. It was reported that journalists gave information that health 
professionals were acting irresponsibly which the participants disagreed 
with. 

“I used to appreciate journalism a lot. But now I feel allergic to that job… I 
think journalists now often stay by the people’s side [unfairly].” (FGD D) 
“There are not many adverse events within midwifery but it attracts so 
much attention.” (FGD A) 

When pregnancy or delivery related complications occurred, some 
participants felt a lack of support by the government. Some stated that 
there should be legal documents regulating how to deal with adverse 
events and a law to protect health staff from being financially or occu-
pationally affected. 
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Morally challenging tasks 

Double standard for sex determination and pronounced preference for sons 
A topic raised in most FGDs was the use of ultrasound for determi-

nation of the fetal sex. The participants stated that health professionals 
were prohibited to reveal fetal sex during ultrasound examinations, a 
rule considered to be mostly applied in public hospitals. However, the 
participants reported that it was common knowledge that fetal sex was 
actually revealed at consultations in private clinics, although the in-
formation was only provided verbally and in an indicative way, such as 
mentioning that “the fetus is like the mother or the father”. Participants 
described pregnant women in general as being very curious about the 
fetal sex, and they believed that private clinics revealed that information 
in order to attract more clients. 

“…. almost all pregnant women know the sex of their babies. It must be 80 
to 90%.” (FGD D) 

The preference for a son was described as a deep-rooted tradition in 
Vietnam. A pregnant woman’s husband or husband’s family could 
coerce a woman to have many children or to undergo sex selective 
abortions in order to have a son. Some people applied early sex deter-
mination techniques to get information about the fetal sex in order to 
undergo sex selective abortions. Although sex selection through abor-
tion is prohibited in Vietnam, based on the gestational age when fetal 
sex could be determined through ultrasound, participants often assumed 
that the reason for abortion was in fact the female sex of the fetus. 

“Sometimes the ultrasound examination is abused. Thanks to ultrasound 
examinations, they may know the sex of the baby and thus [decide to] 
have an abortion, which is really such a pity.” (FGD D) 

The high birth rate of boys compared with girls was an issue well- 
known to the participants. Some expressed a fear for the future of 
Vietnamese society due to so many abortions being performed on female 
fetuses, thus creating a female deficit in the population. 

“Now the sex ratio is really unbalanced, so in 2020 the ratio may be 
really, really unbalanced.” (FGD A) 

Emotionally stressful to work with abortion services 
Legal abortions were reported to be common in Vietnam, especially 

at early gestational age. One reason for the high number of legal abor-
tions was reported to be insufficient knowledge about reproduction and 
contraceptive methods. Participants mentioned that sexual and repro-
ductive health issues have not been included in education programs, 
thus leading to high rates of abortions, especially for adolescents. 

“I feel very sorry for them [young women] as they are not equipped with 
knowledge. So they might get pregnant, and then have an abortion, which 
might result in many complications.” (FGD B) 

Some participants described health professionals as being reluctant 
to work with abortion services. Young midwives and physicians had to 
gain experience by working in an abortion clinic, but it was reported 
that older health professionals chose not to work there. The ethical is-
sues in managing abortions were said to be what made health pro-
fessionals reluctant to work in abortion clinics. 

“In fact, those people working in that department [abortion clinic] still 
have to work to earn their living, but they really don’t feel satisfied, and 
they often go to the pagoda or do something to ease their conscience.” 
(FGD A) 

Caesarean section on maternal request 
Participants described pregnant women with sufficient financial re-

sources choosing to have a caesarean section without medical indication 
at the “service area” at higher level hospitals. It was reported that 

caesarean sections were prevalent, and one contributing factor was the 
strong cultural belief in fortune telling. It was therefore common that 
pregnant women were inclined to select a physician, a date and a time 
for their caesarean section. 

“Some patients use the caesarean section services as they have fortune 
telling to get the date and time of caesarean section. They want to have a 
caesarean at the exact time they have been given, as otherwise, they are 
afraid that their babies will be [negatively] impacted.” (FGD B) 

The fear of being blamed, if complications occurred during a normal 
delivery, was also a driving force to perform non-medical caesarean 
sections. Some concluded that the higher number of caesarean sections 
performed were related to improved income and living conditions 
among people in Vietnam. Pregnant women were also described as being 
too worried to give birth vaginally, and their endurance during labour 
and birth was reported as lower than in the past. 

“They are too worried and if there’s any problem happening [during 
birth], we would be blamed for not giving them caesarean section.” (FGD 
B) 

Discussion 

This study explored Vietnamese midwives’ experiences of working in 
Vietnamese maternity care. The overall theme, “Practising midwifery 
requires commitment”, reflects how the participating midwives’ dedi-
cation to their work and to women’s reproductive health helped them to 
cope with the negative aspects of their work environment. The theme 
also represents the pressure midwives experience, of always needing to 
be alert and flexible to meet diverse patient needs. High workload, 
ethically demanding care roles and experiences of being in a vulnerable 
position when adverse events occurred were also starkly evident in the 
participating midwives’ accounts. In the category, “Being the central 
link in the web of care”, the midwives’ role in maternity care is 
described as very important with close relationships with pregnant 
women. Collaboration with other health professions was mostly assessed 
as satisfactory, although hierarchal structures between physicians and 
midwives were clearly evident. Improved interprofessional collabora-
tion between health workers may increase the quality of care and also 
increase motivation and decision-making abilities among midwives and 
other skilled birth attendants [32]. However, the interaction between 
midwives and obstetricians may be characterised as being competitive 
rather than collaborative due to historical tensions [33]. It can be 
assumed that the hierarchical structure between these two health pro-
fessions is due not only to their professional roles but also to gender, as 
midwifery is a traditionally female profession, while most physicians 
historically have been males. In the global report “Midwives’ Voices, 
Midwives’ Realities”, experiences of poor treatment of midwives were 
linked to gender inequality and discrimination against women [34]. 
Economic, socio-cultural and professional barriers, situated in gender 
inequality, are also reported to be important barriers to provision of 
quality midwifery care in low and middle income countries. In addition, 
gender inequality has also been described as the primary barrier to the 
advancement of the midwifery profession [35]. 

In the category, “Rewarding role but also vulnerable position”, the 
participants described the positive aspects of midwifery, when pregnant 
women give birth without complications and when the patients were 
satisfied with the provided care, but also the frustration of the midwives 
being blamed for adverse events not possible to foresee or to prevent. 
Exhaustion among Vietnamese nurses has been shown to be caused not 
only by high workload but also by lack of fairness and rewards. Lack of 
effective appeals procedures for nurses who question the fairness of a 
decision, can add to exhaustion and stress [36]. In a Vietnamese study of 
health professionals’ experiences of being involved in adverse medical 
events, a majority reported that the adverse event had impacted on their 
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mental and physical health, as well as their job satisfaction. Despite this, 
many health professionals experience little learning and change occur-
ring in the workplace after reporting an incident [37]. Experiences of 
being blamed or punished after an adverse event have also been re-
ported by health professionals [36]. Our study showed that midwives 
feared being blamed after an adverse event had occurred and it was 
especially hard to manage when they were subjected to blame by pa-
tients and family. Violence against health professionals at their work-
place has been reported as high, especially in Asia and North America 
[38]. In China, most physicians [39] and nurses have encountered 
physical or verbal workplace violence from patients and their relatives 
[40]. The high prevalence of workplace violence towards health pro-
fessionals in Asian countries may reflect the structure of the healthcare 
system including high workloads among health professionals, with long 
waiting times and less time for communication with patients, as well as 
the care context and culture [38]. Patients in Vietnam are found to have 
generally low levels of satisfaction with health care. Key issues include 
lack of transparency in information provision and explanation of pro-
cedures, concerns about the capabilities and attitudes of health pro-
fessionals, poor facilities and equipment, and concerns about service 
outcomes [41]. An improved work environment and fewer patients per 
nurse are associated with increased patient satisfaction and quality of 
care [42]. To decrease the workload for health professionals at higher 
level hospitals and to be able to provide higher quality healthcare, the 
distribution of patients across the health system in Vietnam needs to 
change. Although the number of health professionals has increased 
during recent years in Vietnam [24], the health sector still faces a 
shortage of human resources. 

In the category, “Morally challenging tasks”, midwives reported that 
legal abortions could be ethically demanding although an evident part of 
reproductive care. Revealing and reporting fetal sex to expectant parents 
and sex selective abortions were experienced as occurring even though 
these are prohibited. These concerns have previously been reported 
among obstetricians in Vietnam as well [43]. According to the “National 
guidelines for reproductive healthcare services” in Vietnam, health 
professionals should ask questions during counselling for a second 
trimester abortion, to find out if the abortion is due to sex selection [44]. 
Voices have been raised that this could threaten women’s abortion rights 
leading to a negative impact on womeńs access to safe abortions [45]. 
Health professionals in Nepal have described the difficulty of deter-
mining which patients are seeking abortion because of sex selection, as 
they are aware of the pressure some women feel to bear a son and the 
risk that they therefore may seek unsafe abortion services instead [46]. 
It has also been noted that nurses providing counselling at abortion 
clinics in Vietnam generally do not follow The World Health Organi-
zation (WHO) guidelines on abortion counselling and are not always 
adequately trained. Instead, the counselling is often based on personal 
perceptions and by weak regulatory frameworks and is affected by 
overloaded work schedules. In addition, nurses providing abortion 
counselling have similar backgrounds and often share similar beliefs 
about sex selection as their patients and it has been noted that coun-
selling has done little to date to reduce the number of sex selective 
abortions [47]. 

The imbalanced sex ratio is seen especially among households with 
higher socioeconomic status. Low fertility rates and access to ultrasound 
examinations are reported as explanatory factors for the use of prenatal 
sex selection among well-off couples. The prevalence of prenatal sex 
selection in the Red River Delta region, including the Hanoi area where 
this data collection was performed, is among the highest in Vietnam 
[48]. Stronger implementation of regulations and laws, and sizeable 
penalties for violating the ban on prenatal sex determination through 
ultrasound, has been suggested to demonstrate the Vietnamese Gov-
ernment’s intention to bring about a return to a normal SRB level by 
2025 [49]. However, deep seated beliefs are rarely changed by legisla-
tion unless accompanied by other interventions. As traditional family 
values and a culture of male domination are important keys to gender 

bias, additional initiatives are needed to move towards gender equity 
[47,48]. The WHO has issued several recommendations to prevent 
gender biased sex selection. These include involving stakeholders at all 
levels to put in place legal and policy measures for women and girls, in 
combination with mass-media strategies and other social measures to 
encourage societal change of this deep-rooted practice [27]. 

Strengths and limitations 

A strength of this study was the purposive sampling, including par-
ticipants from urban, semi-urban and rural areas of Hanoi and from 
different levels of healthcare. The constellation of participating mid-
wives with different ages and length of work experience in each FGD 
contributes to the credibility of the study. Transferability was facilitated 
through a rich description of the data collection and the data analysis as 
well as quotations from the participants. The FGDs were digitally 
recorded and notes on informal communication were taken, to go back 
to in case of uncertainty of findings, increasing dependability. In addi-
tion, the same researcher moderated all FGDs and used an interview 
guide to ensure that the same topics were discussed. A limitation of the 
study might have been that the moderator was a medical doctor by 
profession while the participants were midwives, something which may 
have affected the midwives’ inclination to speak freely in relation to the 
hierarchical Vietnamese healthcare system. However, the midwives’ 
narratives also included criticism against doctors which indicates that 
the content of the FGDs have not been greatly affected by the different 
health professions of the moderator and the participants. The research 
team consisted of researchers from different countries and different 
professions, which increased the confirmability of the study findings as 
it provided a rich opportunity for different viewpoints, perspectives and 
preferences to be contested and discussed during the analysis and 
interpretation of the findings [50]. The FGDs were moderated in Viet-
namese by a native speaking member of the research team, which is as 
an additional strength of this study. Inadequate translation may affect 
the trustworthiness of studies [51]. Therefore, the English translated 
materials were control-read by the moderator and compared with the 
Vietnamese transcriptions several times, something which only resulted 
in minor changes to the text. A potential limitation of this study was that 
a young male interpreter participated in the FGDs to assist the non- 
Vietnamese speaking observers, while the participants and the 
research group were all females. Due to traditional hierarchical differ-
ences between genders in Vietnam, this could have influenced the 
content of the discussions. Given that the discussions in all focus groups 
were lively and the participants were eager to express their views, we 
think that this is unlikely to have affected the content of the discussion to 
any great extent. Although the data collection was performed in 2013, 
the challenges in maternity care are still issues in contemporary Vietnam 
[17,52]. 

Conclusions 

Working as a midwife in the Vietnamese healthcare system was 
perceived as challenging and multifaceted. Although the participating 
midwives viewed midwifery in essentially positive ways, they felt sig-
nificant pressure because of high workload, ethically demanding duties 
and vulnerability to criticism when adverse obstetric events occurred. 
Additional services, such as non-medical ultrasounds and caesarean 
sections, were sometimes performed to satisfy patients. Interventions to 
inform Vietnamese citizens about reproductive issues may increase the 
understanding of evidence-based maternity care, in order to reduce the 
number of unnecessary, and sometimes risky, interventions during 
pregnancy and childbirth. Information to the public on complications 
that can occur during pregnancy and childbirth and targeted antenatal 
education may also increase the understanding of adverse obstetric 
events. For future studies, other instruments and study designs can be 
used to explore Vietnamese midwives’ perspectives of working within 
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maternity care, including work strain and burnout levels. 

Funding sources 

This study was funded by Umeå University, Sweden, Västerbotten 
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