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Abstract
Introduction  Midwife specialists are trained professionals who render low and high-risk maternity and neonatal 
healthcare services across the globe. A workforce shortage of trained obstetricians and neonatologists in the rural 
parts of South Africa led to the rise of complicated births and neonatal conditions. Consequently, South Africa trained 
the registered midwives as midwife specialists to address the health needs of both mothers and neonates with life-
threatening complications. While the country tried to train midwives, the existing literature proves that midwives 
are constrained to practice in the public health sector. This study is derived from a doctoral study in which midwife 
specialists’ knowledge and skills utilization were explored and described through the lens of multivariate populations. 
This part of the study aims to explore and describe the experiences of midwifery managers in midwife specialists’ 
utilization of knowledge and skills in the public health sector of South Africa.

Methods  A qualitative, descriptive, explorative research design was followed. Twelve purposefully sampled 
midwifery managers participated in three focus group interviews. Data were analyzed using Collaizi’s descriptive 
method based on the emerging themes and categories.

Results  Midwifery managers recognize midwife specialists as knowledgeable and skilled professionals who lack 
professional autonomy to utilize their knowledge and skills. Consequently, the midwife specialists were inconsistent in 
their practice and demonstrated over-reliance on physicians and midwifery managers. The inconsistent practice led to 
potential knowledge and skills loss. Midwifery managers associated these with the lack of specific practice regulations 
to guide midwife specialist’s practice regarding roles and responsibilities.

Discussion  The study highlights midwife specialists in public health sectors cannot utilize their knowledge and skills 
optimally and cannot assume their specialist role in South Africa. The need to specify the roles and responsibilities of 
midwife specialists remains a challenge and call for revision of the practice regulations.

Keywords  Midwife specialist, Professional autonomy, Professional practice, Scope of practice, Professional role, 
Clinical competence
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Introduction
The midwife specialists training program was designed 
and approved in South Africa in 1980 [1]. It aimed to 
expand the knowledge and skill set of the registered mid-
wives who primarily cared for low-risk maternity and 
neonatal patients [2]. The South African midwife special-
ists training program is not the first of its kind; countries 
such as Liberia and Uganda follow the long-duration 
midwifery programs where advanced knowledge and 
skills are embedded [3, 4]. Therefore, a midwife specialist 
is referred to as a midwife with expanded knowledge and 
skills in maternal and neonatal care [5, 6].

The inception of the midwife specialists’ programs 
was the response measure to the critical shortages in 
the maternal and neonatal care facilities amidst the 
accelerated maternal and neonatal mortalities [1, 5]. 
The responses to address the escalating maternal and 
neonatal mortalities align with the sustainable develop-
ment goals (SDG) 3.1: to reduce maternal mortalities to 
less than 70 per 100,000 births [7]. Additionally, SDG 
3.2 targets to reduce neonatal mortalities to at least less 
than 12 per 1000 births [7]. The midwife specialist train-
ing program also aimed to address the critical shortage of 
physicians interested in maternity and neonatal care [1]. 
According to the prior published literature, the expan-
sion of midwife specialists’ knowledge and skill set was 
aimed at permitting lawful and safe task-shifting of roles 
and responsibilities from physicians to midwife special-
ists [8, 9]. Lawful and safe task-shifting in midwifery and 
obstetrics is necessary to avert adverse patient outcomes 
[10].

The task shifting from physicians to midwives and 
specialists aligns with the midwifery models of care that 
place midwives at the forefront of maternity and neona-
tal healthcare [9]. The midwives-led models of care led 
to the inception of midwife-led obstetric units under the 
operational management of midwife specialists [11]. The 
operational managers are also trained midwife special-
ists with vast experience in maternal and neonatal care 
and are employed in management positions in terms of 
occupation-specific dispensation [12]. The operational 
managers are responsible for coordinating the midwife 
specialists’ activities in maternity and neonatal care, 
including managing low-risk maternal and neonatal cli-
ents in the midwife-led obstetric units [13]. The emer-
gence of severe maternal and neonatal complications 
requires midwife specialists to stabilize the patient’s con-
dition and involve a physician in interprofessional collab-
oration (IPC) in the management of complications [11]. 
A physician’s involvement in managing a complicated 
situation occurs through the referral of a patient from the 
midwife-led obstetric units to the hospital, where both a 
physician and midwife specialists are employed to con-
tinue IPC [14].

While there are expectations of various roles and 
responsibilities of midwife specialists in managing com-
plicated maternal and neonatal conditions, the existing 
literature found that the competencies available do not 
provide the legal protection for the midwife specialist’s 
actions without the scope of practice [15]. The lack of 
relevant guidelines to support the independent and inter-
dependent functions of midwife specialists is a univer-
sal concern even in countries with expanded midwifery 
training programs, such as Liberia, Uganda, and Japan 
[3, 4]. This part of the study is derived from the origi-
nal doctoral study which examines the utilization of the 
knowledge and skills through the experiences of the mul-
tivariate populations. The study’s objective is to explore 
midwifery managers’ experiences regarding how midwife 
specialists apply their advanced knowledge and skills 
within South Africa’s public health sectors, focusing on 
factors that enable or hinder optimal utilization of these 
specialized capabilities.

Setting
South Africa consists of nine provinces. The study took 
place in public health facilities of seven of the nine prov-
inces that offer maternal and neonatal healthcare in mid-
wife-led obstetric units rendered by midwives to majority 
of the South African population.

Methods
Aim
The aim of the study is to explore and describe midwifery 
managers’ experiences regarding how midwife specialists 
utilize their knowledge and skills in the public health sec-
tor of South Africa.

Research design
We employed a qualitative, explorative, descriptive 
research design to explore and describe the experiences 
of the midwifery managers regarding the utilization of 
midwife specialists’ knowledge and skills in the public 
sector of South Africa [16]. The study took place in the 
public health sector of South Africa after the approval of 
the research proposal by the University of Johannesburg 
Research Ethics Committee and Higher Degrees Com-
mittee (REC-1279-2021; HDC-01-154-2021). The study 
forms part of health science research, and it was there-
fore registered in the National Health Research database 
to facilitate the National Department of Health approval.

Recruitment and sample
The midwife managers were recruited via their nurs-
ing services managers, who acted as gatekeepers [17]. 
A purposive sampling method was used to select twelve 
participants who met the inclusion criteria [17]. The 
participants needed to be midwife specialists with 
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undergraduate and postgraduate qualifications in mid-
wifery and registered as such by the South African Nurs-
ing Council. Furthermore, they needed to be employed 
by the public health sector of South Africa as a manager 
for a minimum of three years in the midwifery discipline. 
At the time of data collection in 2022, the midwifery 
managers’ experience in midwifery management ranged 
between six and fifteen years.

The informed consent for participation and recording 
of the interview were sought from all the participants 
[18]. Data was collected using focus group interviews 
(FGI) on Microsoft Teams’ application to limit the 
cost implications to the participants as the study cov-
ered a large geographical area [19]. The participants 
were recruited telephonically and by email. However, 

the patients contact details were accessible only to the 
researcher and were used strictly to communicate the 
research information to adhere to protection of personal 
information act. The participants’ demographic data is 
summarized in Table 1.

Data collection
Three FGI comprising four participants each were 
conducted and lasted between 70 and 90  min by the 
researcher [20]. The interview guide developed for the 
purpose of the study comprising of a central and prob-
ing questions (Annexure A) was followed. The FGI com-
menced with a central question: What is your experience 
as a midwifery manager regarding midwife specialists 
optimally utilizing their knowledge and skills in the public 

Table 1  Demographic characteristics of midwifery managers
Par-
ticipants 
code: 
MM

Qualifications Years of 
experience

Public 
facility

Province

Focus group 1
1. • Bachelor of Nursing and Midwifery (R.425)

• Diploma in post-basic midwifery and neonatal nursing (R.212)
08 midwife-led 

obstetric 
units

North-
west

2. • Bachelor of Nursing and Midwifery (R.425)
• Diploma in post-basic midwifery and neonatal nursing (R.212)

10 Hospital Eastern 
Cape

3. • Bachelor of Nursing and Midwifery (R.425)
• Diploma in post-basic midwifery and neonatal nursing (R.212)

11 midwife-led 
obstetric 
units

Gauteng

4. • Diploma in nursing and midwifery (R.425)
• Bachelor of Nursing education and administration with Post-basic midwifery and neonatal 
nursing (R.212)

07 Hospital Limpopo

Focus group 2
5. • Bachelor of Nursing and Midwifery (R.425)

• Diploma in post-basic midwifery and neonatal nursing (R.212)
09 Hospital Limpopo

6. • Diploma in nursing and midwifery (R.425)
• Bachelor of Nursing education and administration with Post-basic midwifery and neonatal 
nursing (R.212)

11 Hospital Free 
State

7. • Diploma in nursing and midwifery (R.425)
• Bachelor of, Nursing education and administration with Post-basic midwifery and neonatal 
nursing (R.212)

08 Hospital KwaZulu 
Natal

8. • Diploma in nursing and midwifery (R.425)
• Bachelor of Nursing education and administration with Post-basic midwifery and neonatal 
nursing (R.212)

06 midwife-led 
obstetric 
units

North-
ern 
Cape

Focus group 3
9. • Bachelor of Nursing and Midwifery (R.425)

• Diploma in post-basic midwifery and neonatal nursing (R.212)
15 midwife-led 

obstetric 
units

North-
west

10. • Diploma in nursing and midwifery (R.425)
• Diploma in post-basic midwifery and neonatal nursing (R.212)

11 Hospital Eastern 
Cape

11. • Diploma in nursing and midwifery (R.425)
• Diploma in post-basic midwifery and neonatal nursing (R.212)

13 midwife-led 
obstetric 
units

Gauteng

12. • Bachelor of Nursing and Midwifery (R.425)
• Diploma in post-basic midwifery and neonatal nursing (R.212)

09 midwife-led 
obstetric 
units

Limpopo

Source: Tukisi, K. P., Janse van Rensburg, Z., & Jacobs, W. (2024). South African midwife specialists’ experiences in the utilisation of their knowledge and skills. Health 
SA Gesondheid, 29, 2444
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health sector in South Africa? Each participant had an 
opportunity to share their experience through the assis-
tance of the moderator, who ensured each participant got 
a fair chance [20]. The researcher used probing questions, 
enabling the participants to clarify and elaborate on their 
experiences, and in turn, rich data was gained [20]. The 
following are examples of probing questions that were 
asked detailed in Table 2.

The participants were requested to activate their cam-
era and video mode to enable the researcher to observe 
non-verbal cues as field notes [19]. The silence was also 
noted to probe the participants to elaborate on their 
responses.

Although the Microsoft Soft team has an in-built and 
automatic voice transcription system, the researcher took 
time to read and validate the transcriptions against the 
recordings. This exercise aided the researcher in immers-
ing self in data. Subsequently, the seven steps of Collaizi’s 
qualitative data analysis method were used to analyze the 
data [17]. The researcher read the transcriptions and lis-
tened to the audio recordings to make sense of the data in 
line with the guidelines for reporting a qualitative data. 
The researcher extracted statements from each focus 
group interview related directly to the midwife special-
ist’s experience with the phenomenon. The meanings 
from the participants’ statements were drawn into sig-
nificant statements that were used to formulate clustered 
themes with meanings. Lastly, the themes were clustered 
into meanings, which provided an exhaustive description 
of MM’s experience in MS’s utilization of knowledge and 
skills.

Trustworthiness
A code-recode method was applied, and an independent 
was employed, strengthening the study’s dependabil-
ity. The participants’ demographics presented in Table 1 
prove that the inclusion criteria were met. Therefore, the 
transferability and generalizability of the study’s find-
ings to the population with similar characteristics were 
ensured. The researcher used direct, verbatim quotations 
from the transcriptions to present the participant’s expe-
riences and emotions, increasing the study’s confirmabil-
ity and authenticity.

Ethical considerations
The researchers were cognisant that the study involved 
human participants and adhered ethical considerations 
detailed in Declaration of Helsinki for health science 
research. The participants who met the inclusion criteria 
were recruited and invited to participate. Informed con-
sent was obtained from the participants, which assured 
voluntary participation [18]. Furthermore, the partici-
pants were informed of their rights to withdraw from the 
study at any point. The researcher generated codes spe-
cifically for the data discussion to ensure the anonymity 
of the participants [18].

Results
The midwifery managers experienced sub-optimal utili-
zation of midwife specialists’ knowledge and skills, which 
limited their practice and increased their dependability 
on the obstetricians. Consequently, there was a concern 
about diminishing the potential of the midwife special-
ists’ profession because there were no specific practice 
regulations to standardize midwife specialists’ MS’ roles 
and responsibilities. The findings of the study are sum-
marized in Table 3.

Theme 1: Suboptimal practice of midwife specialists
Midwifery managers recognize midwife specialists as 
specialized practitioners with extensive knowledge and 
skills who can positively contribute to patients’ health. 
However, the midwife specialists were troubled by their’ 
suboptimal utilization of knowledge and skills, as evi-
denced by their’ exaggerated dependence on the mid-
wifery managers and obstetricians.

Category 1: Suboptimal utilization of knowledge and skills
The midwifery managers acknowledge the midwife spe-
cialists as knowledgeable and skilled practitioners who 
underwent training to expand their midwifery knowl-
edge and skill set. In addition, the midwife specialist’s 
knowledge and skills are necessary to improve patients’ 
outcomes.

Midwifery specialists program taps more into obstet-
rics. This places midwife specialists in a better posi-

Table 2  The list of probing questions
The list of probing questions
• You mentioned that there are midwives who are beyond others, 
please elaborate on that statement
• You mentioned that there is usually a conflict between obstetricians 
and midwife specialists, may you please elaborate?
• You mentioned that you do have absolute belief and trust in the 
advanced midwives, may you please explain that further?
• I heard you say a policy change is necessary, what might change be?
• May you please elaborate more on the statement “They are over-
looked in your policies?

Table 3  Summary of themes and categories
Themes Categories
• Suboptimal practice of 
midwife specialists

• Suboptimal utilization of knowledge 
and skills
• Midwife specialists’ dependent function.

• Diminishing midwife 
specialists’ profession

• Midwife specialists’ knowledge and 
skills loss
• Midwife specialists’ inconsistent Practice

• Midwife specialist’s profes-
sional legal framework.

• Limiting the scope of practice
• Limiting job description



Page 5 of 9Tukisi et al. BMC Nursing          (2025) 24:472 

tion to have discussions with obstetricians at that 
level. Even in clinical, we [the Midwife Specialists’ 
team] belong to the same group as ESMOE [Essen-
tial Steps in Management of Obstetric Emergencies]. 
Midwifery manager 11; midwife-led obstetric units

The Midwifery managers highlighted that applying the 
knowledge and skills assumed to be in place is challeng-
ing as the interventions that require Midwife special-
ists’ knowledge and skills are regarded as obstetricians’ 
responsibility.

The conflict arises when we must work on a real-life 
patient. Midwifery manager 9; midwife-led obstetric 
units
 
It was mandatory to do breech deliveries and forceps 
deliveries and vacuums. In a tertiary hospital like 
this, no policy allows you to do all those things, even 
as managers do not get to do it; such procedures are 
reserved for doctors. Midwifery manager 10; mid-
wife-led obstetric units

Category 2: Midwife specialists’ dependent function
Although the midwife specialists are knowledgeable and 
skilled, the midwifery managers were concerned that the 
midwife specialists were demonstrating more depen-
dence on the obstetricians than on the independent and 
interdependent functions expected from the specialists.

The midwife specialists confidently call the doctor 
to come and see the patient, knowing very well that 
they are going to manage the patient. " Midwifery 
manager 7; Hospital
 
Then, the patient will deliver in admission while the 
midwife specialist runs after the doctor in the ward, 
forgetting that she is an independent practitioner. " 
Midwifery manager 4; Hospital

The Midwifery managers advocated for the interprofes-
sional collaboration between the Midwife specialists and 
obstetricians. However, the Midwifery managers seemed 
to limit their contributions to the patient’s care plans and 
related interventions.

As a midwife specialist, I should work very closely 
with the doctor in a clinic or hospital. The presence 
of a doctor in the delivery room is not supposed to 
render me unskilled, but it should be to strengthen 
the multidisciplinary team. Midwifery manager 7; 
Hospital

According to the Midwifery managers, the Midwife 
specialists heightened dependent function also limited 
the Midwife specialist’s leadership role in healthcare 
facilities. Consequently, the midwifery managers were 
required to take over the midwife specialist’s leadership 
function from MS, which was an added responsibility for 
the midwifery managers.

To them, a manager is a problem solver! Even if a 
person is a shift leader, they will come to the office 
and say we do not have an indwelling urinary. Mid-
wifery manager 5; Hospital
 
So, now it is confusing because, as a manager, I 
expect a person to deal with certain issues in the 
ward, even if they are clinical issues because they are 
leading shifts. You would wonder if we had advanced 
midwives? Midwifery manager 10; Hospital

Theme 2: Diminishing midwife specialists’ profession
The Midwifery managers were concerned about the 
future of the midwife specialists’ profession because of 
the evident loss of the Midwife specialist’s invaluable 
knowledge and skill set. In addition, there needed to be 
more consistency in MS’ practice.

Category 1: Midwife specialists’ knowledge and skills loss
The midwifery managers reiterated the value of the mid-
wife specialist’s knowledge and skills, which are neces-
sary to prevent adverse patient outcomes. However, the 
midwifery managers were concerned that the midwife 
specialist’s sub-optimal practice may contribute to losing 
knowledge and skills. The midwife specialists argued that 
they would gradually be out of practice without contin-
ued practice. The Midwifery managers reiterated.

The fact we are limited to do everything, irrespective 
of how educated you are, you remain a midwife like 
everyone else. So, even the knowledge and skills that 
one has diminished. I mean, we are not practicing. 
Midwifery manager 3; midwife-led obstetric units

Category 2: Midwife specialists’ inconsistent practice
The participants shared that the Midwife specialists 
needed to be more consistent in their practice as each 
Midwife specialists used their discretion when applying 
knowledge and skills, making it challenging for the Mid-
wife specialist’s practice to be standardized. The Mid-
wifery managers explained:

We have watched her [Midwife specialist] perform 
breech deliveries in the presence of doctors, and she 
would do it even better skilfully than doctors. The 
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registrars relied on her because she knew all the 
manoeuvres and did that very diligently. Midwifery 
manager 5; Hospital
 
It depends on individuals! Some sisters are above 
others in terms of qualification, but most of the time, 
they are very qualified, such as the midwife special-
ists in the case of my ward. They [Midwife specialist] 
don’t want to take initiative … they do not want to 
act whenever something is happening with a patient. 
Midwifery manager 2; Hospital

Although some Midwife specialists attempted to prac-
tice to the best of their abilities, they were concerned that 
some practice was not at the standard expected from the 
registered midwives. Consequently, the Midwifery man-
agers were disappointed by such occurrences. The Mid-
wifery managers elaborated:

I have often seen a midwife who has yet to attempt 
the midwife specialists’ course but is experienced 
and performing far better than the midwife special-
ists. Midwifery manager 7; Hospital
 
If the person goes for midwife specialist training, you 
expect them to come back and practice even better 
than before their training. Midwifery manager 10; 
Hospital

Theme 3: Midwife specialist’s professional legal framework
The midwife specialists highlighted a need for a more 
relevant and specific legislative framework midwife spe-
cialist regarding the scope of practice and job description 
to guide the midwife specialist’s practice, making it chal-
lenging to draw professional boundaries for midwife spe-
cialists’ practice.

Category 1: Limiting scope of practice
The Midwifery managers associated the Midwife special-
ists’ suboptimal and inconsistent practices with the scope 
of practice. The Midwifery managers explained that 
according to SANC documentation, there is no specific 
scope of practice to guide the Midwife specialist’s prac-
tice. The Midwife specialists explained:

There is no scope of practice in place for midwife 
specialists, but in terms of training according to the 
Midwifery curriculum then, the skills and knowledge 
are advanced. Midwifery manager 3; midwife-led 
obstetric units

The midwife specialists explained that the SOPs cur-
rently available in the SANC database are the regulations 

regarding the practice of nurses and midwives, and the 
conditions for midwives’ practice are similar.

I have visited SANC regulations and have noted 
that we are still regulated by the same regulations as 
midwives. Midwifery manager 4; Hospital
 
SANC has no scope of practice for midwife spe-
cialists. We are all practicing under the regulation 
R.2488 [Conditions under which midwives carry out 
their profession]. Midwifery manager 9 midwife-led 
obstetric units

The Midwife specialists expressed that it was even more 
challenging to draw job descriptions without the relevant 
SOP to serve as a framework of reference. Consequently, 
midwives need help to draw a distinct SOP to categorize 
them. Midwife specialists are specialists with expanded 
roles and responsibilities.

If you design a job description, you should base it on 
the scope of practice to cover the professional legally. 
Only then can we have the roles and responsibilities 
of midwife specialists different from those of ordi-
nary midwives. Midwifery manager 1; midwife-led 
obstetric units

Category 2: Limiting job descriptions
The Midwifery managers explained that the Midwife spe-
cialists seemed not to be aware of what was expected of 
them during the execution of the clinical intervention.

Mostly, what is seen is that they do not know what 
is expected of them; they are only reminded when 
something is wrong. Midwifery manager 11; mid-
wife-led obstetric units

The midwifery managers associated with the midwife 
specialists needed to be made aware of the health team 
members’ expectations of the limiting job descriptions, 
like those of registered midwives. The midwifery man-
agers reiterated that the legislative framework did not 
provide midwife specialists’ professional autonomy. The 
Midwifery manager elaborated:

The Job description, policies, and protocols do not 
give us the freedom to practice. So, we are skilled 
but cannot do it; you must watch when the doctor 
is doing it. So, they are just witnessing and not per-
forming as midwife specialists but as essential mid-
wives. Midwifery manager 12; midwife-led obstetric 
units
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The Midwifery managers highlighted that the absence of 
relevant job descriptions was challenging as they often 
needed a basis to hold the Midwife specialists account-
able for suboptimal practice. Midwife manager explained,

So, that is affecting us because we do not know what 
we are doing. We do not know how and when to hold 
them accountable if we also need to know exactly 
what we are expecting from them and when we 
expect it. Midwifery manager 4; Hospital

Category 3: Undefined professional boundaries
The midwifery managers were concerned that the 
absence of specific SOP and the job descriptions made it 
challenging to define the professional boundaries for the 
Midwife specialists. Consequently, the midwife special-
ists were disadvantaged because there were often clini-
cal orders from physicians that may exceed the scope of 
function of the Midwife specialists. The Midwifery man-
agers elaborated:

I see a midwife specialist being abused because the 
midwives may be performing the same midwifery 
duties as an advanced. However, there are instances 
where a midwife specialist will go beyond regular 
midwifery duties and take control of the situation 
in the ward. We also see doctors shifting responsibil-
ity to the midwife specialists; they will say because 
you are midwife specialists, please deal with those 
patients. Midwifery manager 7; Hospital

The midwifery managers reiterated that the lack of pro-
fessional boundaries makes it difficult for the Midwife 
specialists to exercise their advocacy role when care 
plans for patients are designed, which usually results in 
conflicts.

Teaming up with doctors is sometimes very difficult 
because our doctors are overwhelmed by the work-
load and shortage! Moreover, sometimes, when they 
must decide, they decide aggressively, especially 
when the midwife specialist is in the picture with 
the advice and all! They will immediately see it as 
though the midwife specialist is trying to microman-
age them. Midwifery manager 2; Hospital

Some midwifery managers would avoid causing conflicts 
by avoiding raising their concerns and opinions dur-
ing clinical discussions, which may disadvantage some 
patients. The Midwifery managers explained:

So, this is trouble for us as managers, especially with 
the case of midwives who are not bold enough to say 
something to the doctors or even to their subordi-

nates…then the obstetrician’s decision stands even 
when a certain patient could have been prioritized. 
Midwifery manager 10, Hospital

Discussion
The study sought to explore and describe the midwifery 
manager’s experiences with midwife specialists’ utiliza-
tion of knowledge and skills in the public sectors of South 
Africa. The midwifery managers demonstrated their 
value for the midwife specialist’s knowledge and skills 
and their potential contribution to improving maternal 
and neonatal outcomes. This finding coincides with the 
studies on the roles of midwife specialists in managing 
complicated births. The midwife specialists trained in 
vaginal breech births handled such deliveries with great 
caution resulting in positive outcomes for both mother 
and their neonates in an era where a caesarean section 
is a plan of choice for breech presentations [21]. This 
finding suggests that, given an opportunity, the midwife 
specialists may demonstrate their knowledge and skills 
optimally for the benefit of the patients.

The midwife specialists echoed that although the Mid-
wife specialists undoubtedly have the specialist’s knowl-
edge and skills, the limited utilization of such knowledge 
and skills may diminish when not practiced. This finding 
supports the studies on clinical training and skills, which 
recommend that there should be continuous practice to 
retain the skills [22]. The knowledge and skills loss are 
reported in the emergency medical care field, where the 
health personnel previously trained on basic life support 
score low in pre-test when they undergo a retraining [23]. 
The knowledge and skills are gained when they are con-
tinuously applied [23].

The midwife specialists were troubled by their sub-
optimal utilization of their specialized knowledge and 
skills in managing patients in their care. The existing lit-
erature suggests that the midwife specialist’s training has 
expanded their knowledge and skill set, inadvertently 
raising their independent and interdependent functions 
[24]. The heightened independent and interdependent 
functions suggest that knowledge and skills should be 
utilized to the maximum. Unfortunately, this was not the 
case according to the Midwifery managers in the public 
sector. Midwife specialists seemed inconsistent in their 
practice and relied more on obstetricians for patient care. 
The midwifery managers value the interprofessional col-
laboration between the midwife specialists and obstetri-
cians despite the marked Midwife specialist’s dependence 
on the obstetricians. This finding supports a strength-
ened IPC between the Midwife specialists and obstetri-
cians to improve patient outcomes [25, 26].

The study found that the midwife specialist’s subopti-
mal utilization and the diminishing Midwife specialists’ 
professional status may be due to the need for a relevant 
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legislative framework, such as the SOP and job descrip-
tions, to guide the midwife specialist’s practice. This 
finding is consistent with studies in other countries that 
found it challenging to establish the professional status 
of Midwife specialists without the relevant regulations 
[27, 28]. Accordingly, the need for a specific and legisla-
tive framework limits the midwife specialist’s powers and 
discretions in drawing clinical decisions and judgments 
when executing clinical responsibilities [29]. Conse-
quently, the midwife specialists need more professional 
autonomy. The midwifery managers argued that the lack 
of relevant legislative frameworks made defining profes-
sional boundaries challenging for midwife specialists. 
The midwife specialists are in interprofessional collabo-
rations with the obstetricians because of the similarities 
to a certain extent in their training and the patients in 
their care [30]. Consequently, the obstetricians may shift 
some tasks through the clinical orders.

Implications for practice
The study reveals the misalignment between Midwife 
specialists’ education regulations and the practice regu-
lations. There was evidence that the midwife specialists 
received extensive training in midwifery studies, which 
expanded their knowledge and skill set. The existing prac-
tice regulations hindered the Midwife specialists from 
practicing autonomously and independently. The regula-
tory bodies should provide the specific scope of practice 
to guide and legalize the Midwife specialist’s practice. 
The provision of the scope of practice in South Africa 
is the role and responsibility of South African Nurs-
ing Council in terms of the Nursing Act 33 of 2005 [31]. 
The job descriptions were reported as limiting and need 
to be revised. The job descriptions are derived from the 
SOP to ensure a proper alignment so that a professional 
may practice within the prescribed boundaries [32]. The 
autonomy, independence, and optimal practice of Mid-
wife specialists and the utilization of their knowledge and 
skills will require an enabling professional practice envi-
ronment [33]. The professional practice environment can 
only be achieved by modifying practice regulations guid-
ing Midwife specialists’ practice.

Strengths and limitations
This study’s strength lies in the generalizability of find-
ings to South Africa, as the participants were recruited 
from seven of nine provinces. The study provides oppor-
tunities for the review and evaluation of Midwife spe-
cialists professional practice through the lens of midwife 
managers, which limits the bias that could have been 
present in the self-evaluation by the midwife specialists. 
The study’s limitations are evidenced by the involvement 
of only the Midwifery managers as participants, which 
narrows the Midwife specialist’s utilization of knowledge 

and skills to the Midwifery manager’s experience. How-
ever, the experiences of midwife specialists, obstetricians, 
and medico-legal experts regarding Midwife specialists 
practice are also explored in separate studies attached to 
the main doctoral study. The study focuses on the Mid-
wifery managers in the public health sector. It excludes 
the Midwifery managers in the private health sector who 
may also provide invaluable input on Midwife specialists 
utilization of knowledge and skills. A part of the study 
linked to the main doctoral study looks at midwifery 
managers ‘experiences in the private sector.

Conclusions
In conclusion, the Midwife specialists could not opti-
mally utilize their knowledge and skills, which resulted in 
inconsistent practices among MS. The primary concern 
was the potential knowledge and skills loss as Midwife 
specialists was seen as dormant in their practice. Our 
study identified the misalignment between the education, 
training, and practice regulations of MS, which was asso-
ciated with the midwife specialist’s sub-optimal practice. 
There needs to be a specific SOP and job descriptions 
to permit the independent and autonomous practice of 
midwife specialists in the midwife-led obstetric units. 
Consequently, the Midwife specialist’s practice profes-
sional boundaries are difficult to define, and the Midwife 
specialist’s practice cannot be standardized. Our study 
concludes that practice regulations should be revised to 
enable midwife specialists to fully utilize their knowledge 
and skills autonomously in midwife-led obstetric units, 
with appropriate protective protocols and equipment in 
place to ensure both provider and patient safety during 
independent practice.
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