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Purpose: To explore midwives’ experiences in performing newborn resuscitation on mater-
nity wards.

Patients and Methods: It was a qualitative study, using a phenomenological hermeneutic
approach. Individual interviews with 16 clinical midwives working in Norwegian maternity
wards were conducted from August 2018 to January 2019.

Results: The complexity underlying how midwives balance responsibility and vulnerability
when performing newborn resuscitation during the Golden Minute was revealed. Midwives
described the stress they experienced during resuscitation events and their need for support
and confirmation after performing newborn resuscitation.

Conclusion: The vulnerability and responsibility that midwives bear for mothers and new-
borns simultaneously affected midwives in several ways. We saw that midwives need support
and confirmation to be prepared for newborn resuscitation. We also found that a lack of
knowledge, skills and experience were barriers to midwives feeling prepared. Simulation
training, including tailored programs, are suggested to improve midwives’ skills and help
them feel prepared for real-life resuscitations. The importance of midwives’ assessment
during the Golden Minute and further investigation from other perspectives are needed to
understand fully this clinical complexity.

Keywords: experiences, Golden Minute, midwife, newborn resuscitation, qualitative
research

Introduction

I was alone with life and death in my hands. My hands were shivering and I was
sweating. The adrenaline was pumping. I was terrified. It was like being on the top of
the mountain on the verge of falling down. Was this baby already dead? I felt numb.
Would help arrive too late this time? I pretended to be calm outwardly, but inside I felt
helplessness and chaos. The baby had been doing fine throughout labour. Did I ignore
something? What will my colleagues say?

An included midwife (3) in this study is describing a situation where she had to
perform newborn resuscitation.

Globally, midwives on maternity wards experience non-breathing newborns
every day."? A reduction in infant mortality can be prevented through immediate
newborn assessment and resuscitation.” Broadly defined, newborn resuscitation is

a set of interventions undertaken immediately after delivery to support the onset of
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breathing and circulation for newborns.* Newborns gener-
ally require little assistance to adapt to extrauterine life,
but worldwide up to 10% need immediate help with their
breathing.” Less than 1% require advanced resuscitation.

The Golden Minute refers to the first 60 s of
a newborn’s life,” during which the complex but natural
transition from intra- to extrauterine life occurs.”®
Typically, midwives perform newborn assessment during
the Golden Minute. Guidelines for basic newborn assess-
ment suitable for contexts worldwide have been developed
to facilitate effective practice when newborn resuscitation
is required.”'* It is important that the skills specific to
newborn assessment and the provision of help when
needed be relevant to the various contexts that exist.'
Newborn resuscitation skills are essential components in
midwifery care and should be improved continuously.'?

In Norway, maternity care is differentiated and decen-
tralized on three levels: university hospitals, medium-sized
maternity clinics and midwifery-led birth wards. Midwives
possess the necessary qualifications and legal authority to
assist normal births and identify pathological conditions,
and are required to contact an obstetrician or pediatrician
if needed. Consequently, they must be capable of quick
decision-making, which in turn necessitates both knowl-
edge and experience."?

Research concerning midwives’ experiences of per-
forming newborn resuscitation is scarce. However, the
need to clarify guidelines, responsibilities and the impor-
tance of teamwork in newborn resuscitation has been
emphasized.'* Furthermore, lack of experience, knowl-
edge, skills, inadequate teamwork and organizational con-
straints sometimes prevent midwives from performing
newborn resuscitation.'>'® Studies demonstrate that mid-
wives find it challenging to assess non-breathing newborn
babies,'” they lack skills to resuscitate newborns and ade-
quate help is not always immediately available.'®
Understanding the role as a midwife is important to
improve confidence and knowledge in newborn
resuscitation'® and studies describe that strengthening
newborn resuscitation skills has resulted in improved
birth outcomes.?® To improve resuscitation skills, frequent
hands-on training programs have been recommended.”'

In the global context, several publications highlight the
need for understanding and exploring the complexity in new-
born resuscitation for midwives both in low- and high-income
countries. So far, research about midwives performing new-
born resuscitation has focused on practical hands-on training,

skills and teamwork. However, we have not been able to locate

studies addressing the complexity of these situations, includ-
ing not only skills, hands-on-training and teamwork, but also
the emotional challenges midwives’ experience when faced
with a non-breathing newborn. This paper is a contribution
from a highly developed medical system. We therefore
designed a study to explore midwives’ experiences of per-
forming newborn resuscitation on maternity wards.

Patients and Methods

We conducted a qualitative study, using a phenomenological
hermeneutic approach.22 This design was appropriate to
explore midwives’ experiences in newborn resuscitation, as
previous research about the topic was scarce.

Recruitment

We anticipated recruiting nineteen midwives to the study,
but in the end interviewed 16 midwives as data saturation
had been reached (see data analysis section).>* To recruit
eligible midwives, we posted an invitation to participate in
the study on a Norwegian midwifery forum on Facebook
consisting of 2300 midwives in August and
September 2018. We also undertook snowball sampling.
Midwives working on high-risk and midwifery-led mater-
nity wards in several hospitals were asked to pass along
word-of-mouth information and/or flyers to colleagues
they believed would meet the inclusion criteria.”® The
inclusion criteria were registered midwives who had per-
formed newborn resuscitation during the Golden Minute
on Norwegian maternity wards. Nineteen midwives con-
tacted the first author to participate in the study. They all

fulfilled the inclusion criteria.

Participants

The participants were female, native speakers of
Scandinavian languages, aged 32—61 years, and lived in
different parts of Norway. They worked at small midwif-
ery-led wards, maternity clinics or university hospitals
where the number of deliveries varied from 30 to 7000
births annually. Their working experience varied from one
to 35 years (mean 14 years), and they had varied experi-
ence of newborn resuscitation from 26 different maternity
wards (Table 1). Fourteen participants had graduated from
Norwegian university colleges or universities and two
from other Nordic countries. A majority had completed
other forms of postgraduate education or courses, and

some had experience of working abroad.
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Table | Description of Included Participants

Participants | Age | Years of Level of Maternity Ward, Number of Births per Year Experiences from
Midwifery Different Maternity
Practice Wards

| 40 12 University hospital (7000) |

2 38 2 Midwifery-led maternity wards (400), (2000) 2

3 50 14 University hospital (6000), Maternity Clinic (1400) 2

4 35 5 University hospitals (7000), (2750) 2

5 37 | Maternity Clinics (2000), (63000), (650) 3

6 36 2 University hospital (6000) Midwifery led- ward (450) 2

7 56 25 University hospital (6000), Maternity-led wards (500), (50 000) 3

8 56 26 University Hospital (6000), Maternity wards (2000) (500) 3

9 32 5 University hospitals (6000) (5000), Maternity wards (1500) 3

10 52 28 University hospital (6000) Maternity Clinics (1600), (2000), (350), (30), (150) | 6

11 40 7 Maternity Clinic (3000) |

12 40 5 Maternity clinic (3000) |

13 6l 35 University hospital (7000), Maternity clinics (800), (500), (2000), (3000) 5

14 56 32 Maternity clinics (430), (2000) 2

15 44 15 Maternity Clinics (2200), (600), (2000), (800), (1500), (500) 6

16 42 15 Maternity Clinics (60), (2000), (4000) 3

Data Collection

The first author conducted individual interviews between
August 2018 and January 2019 at different locations cho-
sen by the participants. All interviews were conducted in
the Norwegian language as all participants understood and
spoke the language. The conducted interviews had two
aims: ) to explore midwives' experiences of performing
newborn resuscitation and II) to explore midwives’
experiences about what constitutes relevant content and
structure in a newborn resuscitation program. This paper
focuses on the first aim. Two pilot interviews were con-
ducted with colleagues handpicked by the first author
prior to the start of the study. These were not included,
but were essential to adjusting the interview technique and
interview questions. The interviews took place where the
participants wished to be interviewed and started with an
open-ended question: “Could you please tell me about
a situation when you experienced a non-breathing new-
born baby immediately after delivery”. The participants
were encouraged to narrate their experiences of perform-
ing newborn

resuscitation freely and were only

interrupted by follow-up questions when clarification or
further elaboration was needed. Field notes were written
during and immediately after each interview. The inter-
views lasted 22-49 mins (mean 32). All interviews were
digitally recorded and transcribed verbatim by the first
author.

Ethics

The study was conducted in accordance with the WMA
Declaration of Helsinki Ethical Principles for Medical
Research in Human Subjects.> Approval for the study was
granted by The Regional Committee for Medical and Health
Research Ethics (2018/975). The Norwegian Centre for
Research Data assessed the study and considered it to be
outside the scope of sections 2 and 4 of the Health Research
Act (60726). Prior to interviews, all participants received
written and oral information about the study, including
assurances of anonymity and confidentiality. Prior to being
included in this study, all participants provided informed
consent to publish anonymised data material, including
quotes. They were informed that they could withdraw from
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the study at any time without giving reasons. If participation
led to any adverse emotional reactions, participants could
contact the first author, but none did so.

Data Analysis
We used a phenomenological hermeneutic method consist-
ing of three phases to analyze the data.”” The method was
developed to understand morals and ethical thinking of
nurses and physicians expressed in interview texts. In
this analysis method, the interpretation implies a dialectic
movement between the text as a whole and parts of the
text, influenced by Ricoeur’s phenomenological herme-
neutic interpretation theory.*®

First, we conducted a naive or open-minded reading to
gain an overall impression of the text, providing access to
midwives' experiences of performing newborn resuscita-
tion. We then undertook a structural analysis by dividing
the text into meaning units, ie, sentences, parts of sen-
tences or paragraphs containing related meaning content.
These meaning units were in turn condensed into themes
and sub-themes. The structural analysis aimed to explain
what the text was saying. It was an iterative process, and
we validated or refuted the meaning units based on our
impressions from the naive reading.** Lastly, we formu-
lated a comprehensive understanding by re-reading the
text as a whole while taking into consideration our pre-
understanding, the naive reading and the structural analy-

sis as well as relevant studies.

Results
Naive Understanding

Most participants experienced newborn resuscitation to
be one of the most frightening situations a midwife can
experience. They described feeling an enormous and
simultaneous responsibility for the mother and newborn
when performing newborn resuscitation and noted their
experiences of a life-and-death-perspective in such situa-
tions. They talked about being courageous enough, feel-
ing uncertainty, scrutinizing themselves and being critical
of own skills. They described physical symptoms from
the stress that such situations could cause and experi-
enced that they swung between feeling like experts dur-
ing normal births and novices when performing newborn
resuscitation. They feared they would be found to be
insufficiently competent or would be blamed or
scapegoated.

Structural Analysis
Four themes emerged from the analysis. An overview of
the themes and sub-themes is presented in Table 2.

Feeling Stress and Battling the Seconds
Experiencing Stress

Most participants could experience physical symptoms
from stress when they performed newborn resuscitation.
A participant stated that she felt as if the heavy burden she
bore was a weighty stone wandering through her body,
from her heart to her stomach. Others experienced an
extreme adrenaline rush, describing their bodies as being
in “high gear”. They could perceive this adrenaline rush as
being positive because it helped them focus, or as being
negative, because it could make them almost lose control.
When elaborating on the emotions, the participants noted
that they felt anxious, sick or panicked. Some experienced
a sense of internal chaos, others an extremely elevated
pulse rate. Some felt cold, clammy, sweaty or incapable
of thought or communication, while others cried or vom-
ited. A participant described her feelings thus:

... I felt like the blood drained from my body ... a huge
adrenalin rush ... like being on the top of a mountain on
the verge of falling down .. .. (3)

Another participant stated that she started to shiver so
much that she had difficulty controlling her hands when
opening ampoules. Others described a numb feeling all
over their body, a type of panic, and that they could “feel
shaky” for hours afterwards. The adrenaline rush was
stronger when they were under time pressure and they
noted that newborn resuscitation was one of the most
frightening situations a midwife can experience and
described the stress felt during the situation as incompar-
able to anything else.

Managing Stress

The midwives experienced multiple challenges when hav-
ing to initiate newborn resuscitation, noting that the situa-
tion was stressful until help arrived and that bearing
responsibility for the mother and newborn simultaneously
made them feel insufficient. The time that elapsed until
adequate help arrived could differ, as well as their experi-
ences of this time. Some were alone, perceiving the sec-
onds go by terribly slowly, as if time had slowed down.
Some could access help through a video monitor, while
others were never alone. A participant stated that she felt
as if she was waiting for help for an entire shift, while in
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Table 2 Overview of Themes and Sub-Themes

Themes Sub-Themes

Feeling stress and battling Experiencing stress

the seconds Managing stress

Being vulnerable and in Being scrutinised

need of support and Feeling vulnerable
confirmation Needing support to remain as a

midwife

Being responsible for life Feeling the burden of responsibility

and death - a balancing act | Being professional

Working in trustful teams

Being prepared for Increasing one’s knowledge

newborn resuscitation Understanding the importance of

correct assessment

reality, the time that elapsed was 3.5 mins. Some midwives
found it difficult to state accurately how long they were
waiting for help, but noted that they managed to perform
a great number of tasks while waiting.

It felt like I was waiting for help for 3 hours ... but it was
only 4 minutes ... it was more than enough ... and it felt
like 3 hours ... do they never come?. (12)

One midwife decided to initiate newborn resuscitation her-
self, even if she felt that she was skilled insufficiently because
it took a long time for help to arrive. Another blacked out
during a newborn resuscitation, even though she had prac-
ticed a hundred times on manikins. All midwives, even those
who had been teaching colleagues, stated that simulated
situations did not match real-life clinical situations.

Being Vulnerable and in Need of Support
and Confirmation

Being Scrutinized

The midwives were scared they would perform newborn
resuscitation incorrectly. They spoke of blaming them-
selves and their need for confirmation after newborn resus-
citation. Such self-blame could include whether they acted
quickly enough or whether they should have identified risk
indicators earlier. They described balancing multiple chal-
lenges simultaneously and questioning their own assess-
ments. After a newborn resuscitation, they experienced
that they were scrutinised and that both colleagues and/or
parents could blame them, noting that such scrutiny and

blame was a heavy burden to bear:

We seek to find someone or something to blame of
course ... it’s natural that you seek to find a reason or
a scapegoat ... if the reason was an infection, it would be
easier to accept, and the midwife did not have to become

the scapegoat .. .. (14)

The participants were afraid they would be unable to
defend their actions or that they would be blamed for
having forgotten to do something during newborn resusci-
tation. A midwife noted that after the death of a baby she
received unpleasant private messages from the mother,
which she described as a heavy burden.

Feeling Vulnerable

The midwives expressed their emotions, frustrations and
sorrows in several ways. A participant described her
experience as a painful secret that she had never shared,
others were left “alone” after an incident and expressed
frustration that their colleagues did not support them.
Another said she felt like she fell into a deep black hole
and was struggling to get out of the hole. Yet another
revealed her vulnerability after the death of a baby by
describing the misunderstood care she received:

. and the worst part was that when we should have
a debriefing, I was told that I did not need to come because
they would protect me from it ... it was absolutely hor-
rible

happened in that labour room ...

... It was my delivery, and I knew what really
all [those] thoughts
I needed to discuss afterwards, and I would not be allowed
to attend ... it was misunderstood care for me .... (3)

This midwife perceived that she would have needed sup-
port and confirmation from her colleagues. The partici-
pants also mentioned respect and disrespect from
professionals from other professions as being an important
factor in their feeling vulnerable. Some midwives stated
that they experienced misunderstood care and could not
answer when asked how they should prepare themselves to

face such situations again.

Needing Support to Remain as a Midwife

The midwives stated that they needed support and confir-
mation from their colleagues after a newborn resuscitation.
While some received support from their midwife leaders,
others did not. They spoke of the importance of being
debriefed after the resuscitation, noting that not talking
about the experience could leave them traumatized.
A participant mentioned that she would have left the
profession if not for the support she received from her
colleagues:
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It was absolutely horrible ... I was scared and cried ...
I had good colleagues who supported and comforted me,
luckily, and they stood by me during the next delivery ...
I believed that I did a good job, but the results turned out
to be wrong ... I just wanted to stop being a midwife ...
and start selling shoes in a shop or work in a grocery
store ... if | make a mistake during delivery, the baby

can actually die .... (11)

The participants needed confirmation to maintain their
self-confidence regarding their capacity to assess similar
situations correctly in the future because such situations
could appear like “a thunderbolt out of the blue”.

Being Responsible for Life and Death —

A Balancing Act

Feeling the Burden of Responsibility

The midwives perceived their inherent responsibility for
life and death to be a challenging burden. A participant
spoke of the responsibility she bore during newborn resus-
citation as feeling like she was caring for her own baby,
who was hovering between life and death. They revealed
a fear of being considered negligent, and noted that the
profession was “tough” and not for everyone. Some men-
tioned that they could lose focus, “lose themselves” or
even “lose their heads” when performing newborn resus-
citation and one midwife illustrated her actions by com-
paring herself to a duck:

I try to behave like a duck when I receive unexpected non-
breathing newborns ... ducks swim quietly and [glide
along] the surface of the water, while their legs [beat
furiously like] drumsticks below the surface ... the parents
need you to be calm even if your heart is beating inside

painfully .... (8)

A midwife described feeling numb when resuscitating
a baby while calming the parents down simultaneously.
Another described how she struggled to support a mother’s
birthing partner who was crying in the corridor, saying that
if newborn resuscitation did not “break” her (the midwife),
nothing would.

Being Professional

Most midwives perceived themselves to be novices, not
experts, during newborn resuscitation, which they attribu-
ted to adrenaline and fear. Some questioned whether they
were responsible for a baby’s death. They spoke of the
importance of balancing various factors when critical
situations occurred: a normal Apgar score, a baby’s slow

onset of breathing and their patience and skills in identify-
ing risk factors during delivery. A participant mentioned
that she as a midwifery student learned the importance of
remaining calm from a supervisor, who she experienced as

being a good role model:

I remember that I was impressed by my supervisor . .. she
did not panic, but kept calm ... she acted quickly and was
explicit in giving clear instructions ... I remember that
I wanted to be like her ...

because she kept the acute situation calm. (16)

she was a good role model,

Most midwives revealed that one important characteristic
of being professional was being a good role model. They
described the importance of balancing several skills simul-
taneously when performing newborn resuscitation, and
learned from colleagues that mistakes were not allowed.
Many also experienced that providing parents with good
care in chaotic situations was difficult.

As part of being professional, the midwives sought to
be available for parents who had experienced a traumatic
resuscitation for some weeks after the incident, stating that
it was important that they answer questions for as long as
needed. One midwife even said that the families with
whom she had close contact with after newborn resuscita-
tion would have a place in her heart forever. Yet some
noted that midwife leaders did not always encourage such
actions or could even provide resistance to midwives act-
ing in such a manner, requiring the midwives to act during

their free time.

Working in Trustful Teams

The midwives expressed the need to understand newborn
resuscitation fully. They maintained that good collabora-
tion with other professionals was important, noting under-
lying challenges such as sharing information correctly or
getting qualified help quickly. They expressed that coop-
eration was important when performing resuscitation,
expressed here as “complementing one another”: sharing
information correctly, receiving qualified help quickly.
Such cooperation should be based on collective knowl-
edge. A participant described her key for success:

I discovered a huge gap in knowledge about natural transi-
tion ... I have increased and shared my knowledge with
my colleagues, so we have the same [knowledge] base . ..
when we have the same base, we do not have to discuss . ..
to succeed with newborn resuscitation, we have to main-

tain this collective base. (3)
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The midwives perceived themselves to be an important
link between the various team members. Some explicitly
stated that they needed qualified help when performing
newborn resuscitation, but could encounter scared, inex-
perienced paediatricians. They noted the various perspec-
tives that other professionals could have and emphasized
the importance of trusting in themselves as midwives to
provide safe care. To maintain their resuscitation skills,
some frequently trained with other professionals. Others
stated that they trained every second year but would prefer
training that was more frequent.

Being Prepared for Newborn
Resuscitation

Increasing One’s Knowledge

The midwives expressed the need to increase their knowl-
edge of newborn resuscitation, and an experienced mid-
wife described her attainment of knowledge as a “steep
learning curve” because she learned from her mistakes.
The participants described being prepared as understand-
ing how and when one should act so as to provide the best
care. They noted that each clinical experience was an
opportunity to learn, share and engage in quality improve-
ments. Yet they felt that being prepared for newborn
resuscitation was incredibly difficult; even wventilation
was considered a difficult skill. A midwife spoke of her
wish to increase her knowledge:

. it felt like burning under my feet in an extremely
difficult situation ... I have not spoken to any colleagues

about this experience ... it has been aggravating and

somewhat educational for me ... but I really want to

increase my knowledge from all situations to be more
prepared for unexpected newborn resuscitation . ... (10)

Some participants used the terms “inadequate or unpre-
pared” when describing themselves initiating newborn
resuscitation alone, maintaining that they were insuffi-
ciently experienced to bear such a responsibility. They
noted that after traumatic situations they were unable to
talk about the experience. One midwife described how,
after a negative outcome she decided that she wanted to
become skilled at performing newborn resuscitation. They
repeated that all midwives would experience non-
breathing newborns eventually. They spoke of their lack
of experience and the need for continuous, repeat training,
while also revealing a broad variation in the practical
training they had received.

Understanding the Importance of Correct
Assessment

The midwives highlighted that they were the first profes-
sion to assess each baby after delivery. They emphasized
that newborns’ natural transition from intra- to extrauter-
ine life took time. Some even claimed that they had the
clinical skill to determine which newborns would need
resuscitation. A participant spoke of the importance of

acting and not waiting:

I was worried, and knew this was about life and death ...
that’s why it is important to act, not wait for another
professional [who is] more knowledgeable than me ...
sometimes I think that I am only a midwife, and therefore

I cannot initiate newborn resuscitation ... but you are

responsible for life and death .... (11)

They perceived that although they were calmer when they
were prepared, they nonetheless felt the burden of their
responsibility and were frightened to perform an assess-
ment incorrectly. Several participants related that they
were extremely focused when performing resuscitation,
comparing it to having “tunnel vision”; they knew their
role and what they had to do. Some spoke of the need for
“automatic hands” and systematic work when performing
resuscitation. Still, a midwife questioned whether she
would ever be prepared sufficiently, noting that she feared
the day when her knowledge would be insufficient. All
participants stated that assessments must be performed
correctly, but noted the challenges underlying the acquisi-
tion of such skills and knowledge.

Discussion and Comprehensive
Understanding

From the findings, we discerned the complexity underlying
how midwives balance stress when performing newborn
resuscitation during the Golden Minute. The midwives
seemed to be vulnerable, and they needed support and con-
firmation to manage the enormous responsibility they bore.
Our interpretation of the results can be presented through
one midwife’s quote where she compares midwives perform-
ing newborn resuscitation with the metaphor of a swimming
duck; above the surface of the water, the duck swims calmly
while underneath its legs paddle furiously. The duck appears
untroubled and calm, similar to how midwives strive to
present themselves as professionals. This metaphor describes
midwives’ lived experiences in a dimension that, while not

26

translatable, it adds depth meaning to the text.” Using this
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metaphor, we understand the complexity inherent in per-
forming newborn resuscitation.

Our understanding is based on person-centredness and
a person-centred practice framework that focuses on the
constructs necessary for providing a person-centred
service.”” The framework pays attention to the character-
istics of person-centred services at all levels of an organi-
zation and thus is a whole-systems approach to developing
and ensuring a person-centred service. We use this frame-
work at all levels throughout this study.

Performing newborn resuscitation in complex settings,
midwives are expected to appear professionally competent.”’
Some participants revealed the complexity of newborn resus-
citation in everyday clinical practice, and the extent of the
burden of responsibility that they bear as midwives. They
described how the stress linked to such responsibility affected
them in varied ways. They felt anxious, sick or panicked or
could even cry or vomit after a newborn resuscitation, noting
physical symptoms from the stress they experienced. We also
found that when the midwives performed newborn resuscita-
tion alone they perceived that time moved slowly, regardless of
the actual length of time that elapsed before help arrived. This
is in line with Trevisanuto et al (2016), who found that those
participating in a newborn resuscitation program perceived
time intervals to be shorter than the actual time intervals.®®
Seemingly, when there is a lot at stake, time appears to move
slowly. Nevertheless, this fact highlights how the situation for
midwives differs from that of pediatricians or neonatal nurse
practitioners, who have no responsibility for the mother, as
well the obstetricians, who have no responsibility for the baby.
This underlines the complexity of newborn resuscitation for
midwives.

When understanding that midwives feel vulnerable and
need support after newborn resuscitation, vulnerability needs
to be considered. The expression of emotions, frustrations and
sorrows are typical responses to vulnerability and some of the
responses used by the midwives in this study. One explanation
for this can be that midwives are dependent on others.”’
Midwives revealed that they sought support and confirmation
from their colleagues, and furthermore stated that after
a newborn resuscitation they needed support if they were to
continue working as midwives. This places them in an appar-
ent dichotomy, as on one hand they need support from collea-
gues and need to make themselves dependent on others for this;
whilst on the other, this can be seen by others as a weakness.
Seen both here and in other studies, midwives perceive support
and confirmation from their organization, management and
colleagues as being important, but challenging.?’ In our

study, some participants received frequent daily support from
their midwifery leaders, while others did not. Some even
experienced that, in an attempt to provide support, their mid-
wifery leaders did not debrief them, which was perceived as
misunderstood care. The extent to which nurses and midwives
feel supported by their organization is a key consideration in
their retention as employees and has been demonstrated in
numerous studies as the key factor as to why nurses and mid-
wives leave their job.”> This factor was also evident in the
findings of this study and according to one midwife, she would
have left her profession if not for the support she received from
her colleagues. Stress experienced by lack of support can also
impact on a midwife’s ability to assume the responsibility
needed in newborn resuscitation. This support is related as an
essential component for midwives to remain as midwives after
stressful and traumatic experiences.>’

The midwives felt newborn resuscitation to be a burden of
responsibility. Even if midwives have not necessarily chosen
the responsibility inherent in performing newborn resuscita-
tion, they cannot avoid it. We found that being responsible
included midwives being professionally competent.”’ Being
responsible for life and death is challenging, and midwives in
other studies have demonstrated poor skills levels in basic
newborn resuscitation.”'*° Here the participants described
how, when performing newborn resuscitation, they became
novices instead of experts, a change they associated with
adrenaline and fear. This demonstrates how difficult it is to
perform newborn resuscitation in real life, and highlights the
importance of training in newborn resuscitation if midwives
are to be expected to assume responsibility for it as a part of
their professional role.

In our study, midwives expressed the need to increase
their knowledge, and noted that while real-life experience
gave them the opportunity to learn and develop, it was
difficult or even impossible to prepare for newborn resus-
citation. They also highlighted the importance of perform-
ing newborn assessment correctly. Even if they focus on
normality, midwives are continuously aware of pathologi-
cal changes. Various researchers have found that midwives
report a lack of knowledge, skills and experience in new-
born resuscitation.'>'®?' Researchers saw improved tech-
nical skills and teamwork in newborn resuscitation after
multidisciplinary team training.>' Our study suggests that
simulation is necessary but not sufficient with regard to
preparing midwives, even though simulation training is
currently the most commonly used method to develop

newborn resuscitation skills.
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This study represents midwives’ experiences with newborn
resuscitation in a context characterized by low tolerance for
maternal or newborn deaths. Obviously, this influences mid-
wives' perceptions of responsibility, stress and vulnerability
regarding newborn resuscitation. We recommend further
research from other perspectives and cultural contexts to
understand fully this clinical complexity about midwives’
experiences in performing newborn resuscitation.

Strengths and Limitations

The research group included two professors, an associate
professor and a doctoral candidate. Two members are
nurses and two have extensive practice in nurse-
midwifery, including newborn resuscitation. This provided
a solid knowledge base our clinical and theoretical back-
grounds ensured inside — as well as outside perspectives
on newborn resuscitation.

To ensure trustworthiness, a large amount of data about
midwives' experiences performing newborn resuscitation
at maternity wards was provided.”* During the interviews,
participants were given the opportunity to share rich
descriptions of their experiences to provide credibility.
A detailed description of the research process, including
data collection and analysis are described to ensure trans-
ferability. However, we are aware that our interpretation is
one possible way of understanding midwives’ experiences
of performing newborn resuscitation.*®

The interviews consisted of one open question, limiting
the possibility that our pre-conceptions would influence
the data material. However, because the participants took
a strong interest in the research topic their willingness to
participate might influence the findings.** The possibility
of bias in the sample is present because midwives place
a significant importance on newborn resuscitation as a key
area of practice. However, their interest in this practice
also demonstrates their motivation to participate in this
study. Some midwives described situations from many
years previously, and recall bias might also be an issue
in the sample.

Conclusion

The vulnerability and responsibility that midwives bear for
mothers and newborns simultaneously affected midwives
in several ways. We saw that midwives need support and
confirmation to be prepared for newborn resuscitation. We
also found that a lack of knowledge, skills and experience
were barriers to midwives feeling prepared. Simulation
training, including tailored programs and debriefing, is

suggested to improve midwives’ skills and help them feel
prepared for real-life resuscitations. The importance of
midwives’ assessment during the Golden Minute and
further investigation from other perspectives are needed
to understand fully this clinical complexity.
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