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Foreward

Nursing and midwifery has experienced a significant transformation over the past decade.This has created

many opportunities to develop and expand the role of the nurse and midwife. Along with opportunities

many challenges have also emerged. One of the most significant has been the recruitment and retention of

nurses and midwives.This remains a relatively new phenomenon for the Irish health system with the impact

most severely felt within the eastern region. Recruitment and retention is a complex and challenging issue

that is shared by health service providers, both nationally and internationally.

The increased turnover of midwives in the three Dublin Maternity Hospitals during 2000 and 2001 created

significant difficulties for the hospitals.The Eastern Regional Health Authority (ERHA) and the Joint Standing

Committee of the three Dublin Maternity Hospitals agreed that a comprehensive examination of the

factors that influenced the recruitment and retention of midwives and nurses in the Dublin Maternity

Hospitals was required.

The findings from this report, which are challenging, must be used as a vehicle for change that will benefit

both the clients of the services and the professionals involved in service delivery. The Directors of

Midwifery of the three Dublin Maternity Hospitals realised that there were many issues and challenges to

be faced as they undertook this project. They embraced the challenges whole-heartedly and as a result

addressed many of them as they emerged.

These are exciting and challenging time for all staff employed within the Irish health service. In June 2003,

the government announced the most extensive reform of the health system in over thirty years. Many

opportunities will evolve out of the restructuring process that will enable the development of a health

service that is more effective and responsive to the health and social needs of the population. Nurses and

midwives are synonymous with the public perception of health care internationally and are central to

ensuring the success of the current change programme.

Sincere thanks are due to the Steering Committee who provided guidance and support for the project.We

are indebted to the many midwives, nurses, and student midwives who participated in the project and who

provided a wealth of information to inform the report. Particular thanks are extended to Steve Pitman,

Project Officer for his enthusiasm, hard work and professionalism.

We would also like to acknowledge the support of the Joint Standing Committee, the ERHA Management

Team and the staff of the Nursing and Midwifery Planning and Development Unit.

______________ _________________

Michael Lyons Sheila O’Malley

Regional Chief Executive Director 

Eastern Regional Health Authority Nursing & Midwifery Planning & Development Unit.

Eastern Regional Health Authority
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effort to alleviate anxiety and stress caused by the
fear of litigation. 7.11
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On-going
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1.0 People Management
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Maternity Hospitals

Implementation and Evaluation 

� To support the implementation of the
recommendations within the time scale agreed.

� To make representation for resources to implement
the recommendations.

� To agree a consultation, feedback and review process
regarding this report and its implications for service
and profession.

� To ensure that the range of stakeholders identified
work collaboratively and in partnership to ensure
implementation.

Role of the Eastern Regional
Health Authority
� To oversee, monitor and support the implementation of

the recommendations within the time scale agreed.

� To carry out a follow up study to evaluate the impact
of changes that are introduced.

Time frame: Eighteen months
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Abbreviations
3DMHs The Three Dublin Maternity Hospitals

ABA An Bord Altranais

ADM Assistant Director of Midwifery

APPM Action Plan for People Management

CMM Clinical Midwife Manager

CNM Clinical Nurse Manager
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NHS National Health Service (UK)
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NMPDU Nursing & Midwifery Planning & Development

Unit

OECD Organisation for Economic Co-operation and

Development
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PPARS Payroll Personnel and Related Systems 

RCM Royal College of Midwives

RCN Royal College of Nursing

RT Rotunda Hospital

SPSS Statistical Package for Social Scientists

UK United Kingdom

WTE Whole Time Equivalent

Glossary

To ensure consistency and clarity the terms used in this

study where applicable are drawn from the Towards

Workforce Planning:The Nursing and Midwifery Resource

Final Report of the Steering Group (DOHC, 2002a) and

the National Study of Turnover in Nursing & Midwifery

(McCarthy, et al 2002).

Band 1 Hospital

Hospitals that satisfy the following criteria

� activity levels at 20,000 patients per annum (through
combination of in-patient admission and day cases);

� full recognition for pre-registration nurse training

� responsibility for 200 nursing staff or over, and

� Accident and Emergency department with over 15,000
attendances per annum.

(McCarthy et al, 2002)

Band 2 Hospital

Hospitals that satisfy the following criteria

� activity levels above 10,000 patients per annum
(through combination of in patient admission and day
cases); and 

� responsibility for 100 nursing staff or more.

(McCarthy et al, 2002)

Dublin Academic Teaching Hospitals (DATHs)

The group includes The Adelaide and Meath Hospital,

Dublin incorporating the National Children’s Hospital,

Beaumont Hospital, James Connolly Memorial Hospital,

Mater Misericordiae Hospital, St. James’s Hospital and St.

Vincent’s University Hospital, incorporating St. Michael’s

Hospital.

Joint Standing Committee of the Three Dublin
Maternity Hospitals

The Joint Standing Committee of the three Dublin

Maternity Hospitals was established in November 1998 to

enable the hospitals to cooperate and ensure the quality of

service to patients. It is composed of the Masters,

Directors of Midwifery & Nursing, Secretary Managers and

Chairs of the Boards of each of the three Dublin Maternity

Hospitals.
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Leaver

An individual registered nurse/ midwife who is exiting from

a permanent or temporary (full-time, part-time or job-

sharing) position.

(McCarthy et al, 2002)

Turnover

“Turnover is used to refer to the totality of nurse ‘leavers’

from an organisation.This includes those moving within a

sector (e.g. from one acute hospital to another), those

moving between sectors (e.g. from a public health service

employer to private healthcare), and those leaving paid

employment altogether (e.g. through ill health or to

retirement).

(DOHC, 2000a).

Work-Related Stress

It can be defined as a pattern of emotional cognitive

behavioural and physiological reactions to adverse and

harmful aspects of work content work organisation and

the working environment. It is a state characterised by high

levels of agitation and distress and often feelings of not

coping.

Diamantopoulou (2002)
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Introduction

Context  

The recruitment and retention of nurses and midwives is a

complex and challenging issue that is shared by health

service providers both nationally and internationally.The

increased turnover of midwives in the 3DMHs during 2000

and 2001 created significant difficulties for the hospitals. In

2000 a turnover rate of 31% was reported in one of the

maternity hospitals (McCarthy et al, 2002).To ensure that

comprehensive maternity services could be maintained in

Dublin a proactive response was required from the

3DMHs, government and statutory bodies.The Eastern

Regional Health Authority (ERHA) and the Joint Standing

Committee of the Three Dublin Maternity Hospitals felt

that to understand the factors which influence midwives

leaving the employment of the maternity hospitals, a

thorough investigation under the direction of a steering

group was required.

Steering Group

A Steering Group was formed in December 2001 and met

on a regular basis throughout 2002 and early 2003 chaired

by Ms. Sheila O’Malley, Director of the Nursing and

Midwifery Planning and Development Unit in the ERHA.

Membership included representation from each of the

3DMHs, the ERHA and DOHC.The role and responsibility

of the Steering Group was to provide guidance, direction,

support and authority to the project officer to ensure that

the terms of reference were achieved.

Members of the Steering Group

Mary Brosnan Assistant Director of Midwifery,The

National Maternity Hospital 

Eithne Cusack Assistant Director, ERHA NMPDU 

Deirdre Daly Principal Teacher,The Rotunda Hospital

Maeve Dwyer Director of Midwifery,The National

Maternity Hospital

Declan Keane Master,The National Maternity Hospital

Patricia Larkin Midwifery Advisor, Nursing Policy

Division, DOHC

Ita O’Dwyer Director of Midwifery, Coombe

Women’s Hospital 

Sheila O’Malley Director of NMPDU, ERHA.

Steve Pitman Project Manager, ERHA, NMPDU

Mary Toole Clinical Midwife Specialist, Coombe

Women’s Hospital 

Pauline Treanor Director of Midwifery,The Rotunda

Hospital.

The Terms of Reference for the study:

� Establish the current number of vacancies at all staff
grades within the three Dublin Maternity Hospitals.

� Examine exit interview information and survey a
representative sample of leavers to determine factors
influencing their decision to leave employment.

� Identify factors which may influence midwives leaving
employment to remain.

� Examine the current employment patterns of leavers.

� Identify the numbers and grades of midwives that are in
current employment and establish the factors
influencing their decision to remain.

� Examine current initiatives being undertaken to
improve recruitment and promote retention of
midwives within the three Dublin Maternity Hospitals.

� Produce a report by the end of March 2003.

� Develop an action plan and implementation framework
to be agreed by all parties.

.Structure of the Report

The Report contains eight chapters which address the

terms of reference:

Chapter 1 Recommendations and Action Plan

Chapter 2 Literature Review provides a review of the

literature on the issues that have been

associated with nursing and midwifery staff

turnover and recruitment and retention

difficulties.The national and international

literature was sourced to establish the

common themes that have been previously

identified.This information was used to

inform the methodology of the study and

used as a basis for comparative purposes

within the discussion.

Chapter 3 Statistics outlines the midwifery and nursing

manpower statistics in each of the 3DMHs.

The information provides a valuable source

of data to assist in workforce planning.



Chapter 4 Methodology describes the methodology and

methods employed within the study.

Chapter 5 Current Staff Results presents findings in

descriptive, statistical and narrative form.

Chapter 6 Leavers Results provides an overview of the

findings in descriptive, statistical and narrative

form.

Chapter 7 Discussion and Conclusion. The findings are

discussed in the context of the literature and

the implications for the 3DMHs.

Chapter 8 Initiatives list the initiatives that have been

have been introduced to address issues

related to the turnover of midwives within

the 3DMHs.

Supplementary document:

An examination of the views and feelings of Midwifery

Student Finalists and Midwifery Teachers.
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Chapter 1: Literature Review 

1.0 Literature Review

1.1 Introduction

The problem of recruitment and retention of midwives is

an international phenomenon (Royal College of Midwives,

2002,Auditor General for Wales, 2001, NSW Health 2000,

Robinson, 1999, SPCERH, 1999, Robinson, 2003).The

difficulties that are experienced in midwifery are largely

consistent with the problems experienced in the nursing

profession.As a result similar strategies have been

employed to manage the problem. However, there is a

danger that issues specific to midwifery may be consumed

and hidden when considered as a single entity of the

nursing and midwifery profession.This is notable in the

literature where midwifery data is usually not dealt with

separately from nursing information.

This chapter examines some of the characteristic and

associated issues related to nursing and midwifery

workforce turnover.The issues covered inform the areas

investigated in the study and provide a base line for

comparative purposes.The literature enables the current

experience of staff turnover in the Three Dublin Maternity

Hospitals (3DMHs) to be placed into a wider context, that

reflects local, national and international trends.

1.1.1 Search Strategy

A search was conducted of the internet and clinical

databases (Cinahl and Medline). In addition, information

and reports were sourced through statutory and

government bodies.The specific content of the search

related directly to the area being examined in the context

of midwifery and the health service.The parameter for

literature containing statistical data was limited to the

period 1993 to 2003.

The literature review covers seven main themes:

1.2 Turnover Rates

1.3 Workload and Stress

1.4 Job Satisfaction

1.5 Pay and Promotion

1.6 Staff Relationships

1.7 Management and Leadership

1.8 Leaving
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1.2 Turnover Rates 

The Nursing & Midwifery Resource Steering Group

(DOHC, 2002a) highlighted the lack of consistency in the

definition of workforce turnover.This lack of consistency

results in confusion and lack of standardisation making it

difficult to compare turnover and vacancy rates.This

further hinders the ability of organisations and statutory

bodies to plan and project nursing resource requirements

over time.The definition adopted by the Nursing &

Midwifery Resource Steering Group for the full year

survey of turnover provides clarification and provides a

basis for a consistent approach to nursing turnover within

the Irish health care system (Figure 1.1).

Figure 1.1: Definition of Turnover

“Turnover is used to refer to the totality of nurse ‘leavers’ from

an organisation.This includes those moving within a sector (e.g.

from one acute hospital to another), those moving between

sectors (e.g. from a public health service employer to private

healthcare), and those leaving paid employment altogether (e.g.

through ill health or to retirement).

(DOHC, 2002a. p155).

1.2.1 United Kingdom

Turnover rates of NHS nurses and midwives in the United

Kingdom (UK) averaged around 20% between 1994 and

1999.A comparison of the midwife leavers with starters

revealed a deficit of 0.4% in midwife numbers over this

period (Buchan, 2000).The Royal College of Midwives

(RCM, 2002) have reported a significant deterioration in

the number of UK midwifery staff vacancies in 2001.These

rates stand at around 6% of which approaching 60% are

long term vacancies of three months or more.

1.2.2 Ireland

Over the past decade Ireland has experienced an

unprecedented shortage of registered nurses and midwives

(DOHC, 2002a). In Dublin, turnover rates of nurses in

acute hospitals in 1999 were reported at 25% (DATHs,

2001). National figures reported in the Nursing and

Midwifery Resource Final Report show a mean turnover

rate across all services at 17% and 15% respectively for the

years 1999 and 2000 (DOHC, 2002a).The highest rates of

turnover were reported in the Band 1 hospitals with a 29%

turnover rate in 1999 and 20% in 2000.Turnover rates in

the Dublin maternity hospitals were amongst the highest

reported in the larger hospitals (Band 1 or 2).The Rotunda

Hospital was reported as having the highest turnover rate

(31%) and the Coombe Women’s Hospital slightly lower

(27%).The National Maternity Hospital reported a lower

turnover rate at 19%.When these rates are compared with

the number of midwife leavers in London (RCM, 2002), it is

evident the Dublin maternity hospital turnover rates are

much higher.

Murray (1999), in an analysis of patterns of nurses entering

or leaving the 3DMHs, reported an increase of midwives

exiting between 1996 and 1997 (Figure 1.2).

Figure 1.2: Leavers within the 3DMHs 
1996 – 2000.

1996 – 1998 figures taken from Murray (1999) A report on the analysis of
the patterns of nurses entering and exiting employment in three Dublin
maternity hospitals. Health Service Employers Association. Dublin. p8.

1999 & 2000 figures taken from McCarthy et al (2002) National study of

Leavers 3DMHs 1996-2000
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turnover in nursing and midwifery. DOHC. p 52

Overall figures for 1997 and 1998 remained constant at

119 and 118 respectively. Some variance between the

figures for each hospital was evident. One hospital

reported a significant rise in leavers in 1998 compared

with a decrease in the other two hospitals.The majority of

leavers were on full time temporary contracts and working

in post natal care or special care baby units. Between 1996

and 1998 a significant number of leavers held a qualification

in neonatal care, of which fifty percent were reported to

have left due to relocation outside of Dublin or

employment by another hospital.

Over this time period three hundred and thirty two

midwives exited the 3DMHs and three hundred and ninety

four midwife entrants were employed, showing an increase

of sixty-two midwives. In addition, thirty-five nurses were

employed over the same period bringing the total number

of entrants to four hundred and twenty nine (Murray,

1999).

The Nursing and Midwifery Resource Final Report data

clearly indicates that the geographical location of a hospital

is a significant factor influencing turnover rates in nursing

and midwifery (DOHC, 2002a) with hospitals located in

the major population centres consistently experiencing

higher turnover rates.This problem is mirrored in other

major cities (Finlayson et al 2002). In London the

percentage of midwife vacancies is more than double the

national average (RCM, 2002). It could be argued that

significant contributory factors include higher cost of

housing and transportation difficulties often experienced in

large cities. In addition, hospitals in major cities often

function as regional and national referral centres caring for

patients with a higher level of complexity and volume.This

is illustrated within the Dublin maternity services where in

1999 forty four percent of births in Ireland occurred in the

Eastern region (DOHC, 1999).The majority of these babies

were delivered in the 3DMHs (Cuidiu, 1999).

1.2.3 Age Profile

The age profile of staff shows the spread of ages within the

workplace or profession.Access to age profile data is a

valuable source of information for assisting workforce

planning and the targeting of recruitment strategies.

Access to continuous data enables trends within the age

profiles to be tracked over time. In combination with other

staffing profile data this allows for the projection and a

degree of prediction of future workforce planning needs.

The report of the Nursing and Midwifery Resource

Steering Group (DOHC, 2002) provides valuable age

profiling data from An Bord Altranais professional register.

A comparison of the nursing and midwifery age

distribution shows a difference in the profile for nursing

and midwifery. Fifty percent of midwives on the register

are over the age of forty-five years, while sixty percent of

nurses are under the age of forty-five.The difference

between the profiles is most obvious in the shape of the

distribution.The age profile for midwives is skewed

towards the older age group compared with the nurses

age profile, which is skewed towards the younger age

groups. The number of midwives under the age of twenty-

nine (4%) does raise some concern regarding the size of

the future available pool of midwives. It is important to

emphasise that these figures do not represent the number

of practicing midwives in the maternity services but the

number on the Bord Altranais register.This makes it

difficult to extrapolate clearly the implications of these

figures for maternity services.The age profile of midwives

exiting the 3DMHs between 1996-1999 is a further

indication of the problem experienced in retaining

midwives in the younger age groups (Murray, 1999). Over

eighty percent of ‘exits’ were in the 35 or younger age

group.This may reflect the mobile nature of the younger

midwives and underline the challenge of managing the

nursing and midwifery resource in the 21st century.

The limitation of the available published data across the

maternity services makes it difficult to draw an accurate

picture that could assist in workforce planning.The

importance of availability, accuracy and reliability of

workforce planning statistics is recognised by the DOHC

(2001).To enable midwifery managers to project need and

carry out workforce planning, access to information is vital

at organisational level and for managers in the clinical area.

1.3 Workload and Stress  

1.3.1 General 

Work related stress is a feature of the modern working

environment and has been identified as one of the

important emerging challenges for organisations (EASHW,

2000). It is an issue that can blight an individual’s quality of

life and health (Cox and Rial-González, 2002).The

European Foundation (2001) identified that a third of

workers in Europe reported work related stress.This

stress was found to be higher in women and accounted for

up to sixty percent of absenteeism.Additionally, the effects

of stress on employees have resulted in substantial
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compensation payouts in the UK (Dimond, 1999).The

important role that stress plays in employee’s health, staff

turnover and productivity has resulted in employers

developing stress management strategies for their staff.

Birch (2001) questioned the benefit of organizational

initiatives such as worker support schemes, stress

counsellors and stress awareness schemes. Cox et al,

(2000) argues that on the whole stress management

strategies that are developed focus upon the individual.The

problem with this approach is that it ignores the central

role organisation processes and culture play in workplace

stress.The EASHW (2002) emphasises that “work related

stress is a symptom of an organisational problem, not an

individual weakness!”.This is a sentiment echoed in

midwifery by Barber (1998), who argues that there should

be a greater emphasis placed on “changes in the

workplace, rather than with individual midwives”.

Figure 1.3: Definition of Work Related Stress 

A pattern of emotional cognitive behavioural and physiological

reactions to adverse and harmful aspects of work content, work

organisation and the working environment. It is a state

characterised by high levels of agitation and distress and often

feelings of not coping.

Diamantopoulou (2002)

1.3.2 Stress in Nursing & Midwifery

Nurses and midwives have reported increasing levels in

workload and stress (Unison, 2003, Ball, et al 2002,

McCarthy, et al 2002, RCM, 2002, Kirkham, 1999).The INO

Stress Survey (Wynne, et al 1993) identified that nurses

and midwives felt that increased patient turnover had

resulted in higher levels of reported stress. Interestingly,

the INO survey reported that midwives reported lower

levels of stress than nurses.

Stress was reported to have increased in 
relation to:

� Life events

� Stress from nature of job

� Role relationship

� Lack of support

Buchan et al (1998) found three of the four main areas of

dissatisfaction to be related to workload.The Royal

College of Midwives (RCM, 2002) reports that Heads of

Midwifery in the UK believe that recruitment and

retention of midwives is becoming more difficult.Two of

the main causes highlighted by them are heavy workload,

and stress. Ball et al (2002) found that 70% of midwife

leaver’s felt stressed by the demands of their job.They also

felt that insufficient staffing levels affected the quality of

patient care, compromised patient safety and regularly

caused the work of midwives to be disrupted.

The RCM highlight four factors which they argue
generate considerable workload pressure (RCM,
2002):

� The challenge of providing quality centred care

� High levels of ‘sickness absence’ 

� High levels of maternity leave (which reflect the
demographic make up of the profession)

� Taking over duties that were previously carried out by
medical staff

Buchan (1998) argues that NHS (UK) nurse’s feelings of

stress and being over worked reflects the increase in

activity, intensity and dependence of patients. In addition,

he highlights that a sense of shortfall in staffing resulted

from the changes in nursing education.The move towards

the supernumary status of student nurses was considered

to have been a major factor that resulted in a perception

of staffing shortfall.This is an issue that needs to be

considered in the context of the current changes in

nursing and midwifery education in Ireland.

Recent demographic changes in Ireland have contributed

to additional workload pressure in the 3DMHs.The

Eastern Regional Health Authority (ERHA) has

experienced a rising trend in the number of annual births

since the mid 1990’s.The number of births increased from

20,649 in 1999 to 21,100 in 2000.The number of births for

the main maternity hospital in the region in 2002 is

reported at 24,323. Since 1997 increases have been

reported for the Eastern region in births to mothers over

35 years. (Statistics taken from the ERHA Annual Report

2002, ERHA, 2003).

The number of births in Kildare and Wicklow account for

an increasing proportion of births in the Eastern region

(ERHA, 2003).The 2002 census reports a significant

increase in population and inward migration in the eastern

region.The substantial increase in population in Kildare,

Meath and Wicklow (CSO, 2002) and the areas bordering

the region are likely to have the most impact upon

maternity services in Dublin (ERHA, 2003).This is in

addition to Ireland having one of the highest birth and

fertility rates in the European Union (DOHC, 1999).
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The increase in the number of asylum seekers over recent

years has created additional demands and strain upon the

maternity services in Dublin (ERHA, 2003). In 2001 one of

the Dublin maternity hospitals reported that 20% of

mothers giving birth were newly arrived non-nationals

(ERHA, 2002). In a study visit to the Dublin maternity

hospitals, Edwards & Mills (2002) reported on the impact

of refugees and asylum seekers on the maternity services.

Unplanned late arrivals were identified as the most

significant problem by each of the hospitals.This resulted in

“unprecedented levels of stress and frustration amongst

staff”. Edwards & Mills expressed serious concern that if

the issue was not addressed that it would negatively impact

upon the recruitment and retention of staff.The ERHA has

identified the development of a regional strategy to

address the needs of refugees and asylum seekers (ERHA,

2003). Regional service developments for refugees and

asylum seekers in 2002 include on-going initiatives. In

collaboration with the Rotunda Hospital, the ERHA has

developed a pilot programme to provide supportive

antenatal care to pregnant asylum seekers at the Balseskin

reception centre (ERHA, 2003).The decision of the

Supreme Court (2003) on the right of residence for

parents of children born in Ireland has the potential of

influencing the number of babies born to asylum seekers

or newly arrived non-EU nationals in the 3DMHs.

The feeling of clients/ women ‘becoming too demanding’

has been highlighted as an issue (Ball et al, 2002).Almost a

third of midwives who had left the professional register in

the UK felt that clients were becoming too demanding.

Mackin (1998) reported a lack of respect and “rudeness”

of some visitors towards midwives. It was argued that this

had an effect upon the midwife at a personal level, affecting

the person behind the professional.

Changing cultural patterns have seen a shift from a

patriarchal and paternalistic based society to one that is

driven by consumerism and focused on the needs of the

individual.This is evident in the Health Strategy

(Government of Ireland, 2001a) which has at its core the

principle of people centeredness.The focus on the needs

of the individual has helped drive continuous quality

improvement in the business and retail sectors.There is no

reason to suspect that it would not have an equal impact

in the health sector in the delivery of a more effective,

responsive and quality service. Kirkham (1999) highlights

the need for change to be sensitively planned, which gently

challenges midwives enabling them to gain confidence.

Kirkham (1999) and Barber (1998) argue with the

introduction of the UK Changing Childbirth: Report of the

Expert Maternity Group (DOH, 1993) document that

some midwives believe the resulting changes in service

delivery lead to an increase in workload and pressure.

Similarly, Birch (2001) reported that midwives believe that

change resulting from the Cumberiege recommendations

had resulted in an increase in stress and sickness.This is

supported by Cox et al (2002) who argue that changes in

the nature of work whether negative or positive can have a

profound effect on the health and well-being of individuals.

One of the challenges that the Health Strategy brings is

the need to manage the expectations of health care users

to ensure that unrealistic demands are not placed upon the

health system and health service staff.

1.3.3 Physical and Mental Health 

The issue of work related injury and disease is well

documented in the occupational health literature.The HSA

and the EASHW highlight the role of psychological stress

on both physical and mental health (depression, anxiety,

heart disease, impaired immune function).The impact that

stress plays in the health and interpersonal relationships of

nurses and midwives has been identified in a number of

studies. Unison (2003) reported that 71% of nurses and

midwives felt that increased workload had a negative effect

on relationships inside and outside work. Forty four

percent stated that the increase in workload had a

detrimental effect on their health (Unison, 2003).This is

consistent with the ‘Why midwives leave’ study (Ball et al,

2002) that reported 49% of midwives that had left the

professional register felt that their health had suffered

because of work. The main type of illness and injury

reported as contributing to respondents decision to leave

was “Stress and Mental Health e.g.Anxiety, Depression”.

This is supported by Mackin (1998) whose exploratory

study of labour ward midwives’ perceptions of stress found

high levels of psychiatric morbidity.The major source of

stress was reported as lack of communication between

health care professionals on decision-making. Midwifery

colleagues were found to cause as much stress as medical

collegues.

In Ireland the INO stress survey (Wynne et al, 1993)

provided a comprehensive view of the experience of stress

amongst Irish nurses and midwives.The survey highlighted

a number of physical and psychological symptoms, which

were associated with different aspects of stress in nurses

and midwives.The most prevalent symptoms were

musculoskeletal problems followed by digestive and

psychosomatic symptoms. Each one of these was
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associated with the nature of the job – shift work and the

heavy physical nature of the work. Significantly, almost forty

percent reported a high level of cognitive anxiety.Wynne

et al highlighted that the levels of cognitive anxiety and

poor psychological well-being were high in relation to

most other groups of workers that they had examined.

1.4 Job Satisfaction  

Job satisfaction is acknowledged to be an important factor

that can influence staff turnover (Naumann, 1993). Job

satisfaction is a multi-dimensional concept and is not

associated with any single factor but is a dynamic interplay

of personal (intrinsic) and job related (extrinsic) issues.

Rousseau (1978) argues that there are three components

to job satisfaction: characteristics of the organisation, job

task factors and personal characteristics.The importance

of job satisfaction in the context of staff turnover is that

discontented employees make less of a contribution to

organisations and are more likely to leave. Irvine and Evans

(1995) argue that job satisfaction is likely to play a

mediating role rather than directly impacting upon

behaviour.The role that job satisfaction plays in the

retention and recruitment of nurses is widely discussed in

the nursing professional literature (McCarthy et al, 2002,

DATHs, 2001,Tovey & Adams, 1999, Irvine and Evans, 1995,

Blegan, 1993,Wynne et al, 1993). Job dissatisfaction and

burnout have been shown to be strongly associated with

patient to nurse ratios (Aiken, 2002). In times of high

turnover and vacancy rates the added pressure of work

results in employee discontent and increases staff turnover.

The wider implication of a dissatisfied nursing workforce is

that it has negative impact on care outcomes (Aiken, 2002)

and client satisfaction (Baumann et al 2001,Aiken et al,

1999).

Table 1.1: Main Sources of Job 
Dissatisfaction

Table 1.2: Main Sources of Job Satisfaction

In Ireland job security has been reported as one of the

main sources of job satisfaction for nurses and midwives

(Wynne et al, 1993, DATHs 2001, McCarthy et al 2002).

The security of a ‘permanent and pensionable’ post is a

significant benefit to working within the public sector. In

times of economic prosperity and low unemployment the

attractiveness of this benefit is less obvious.This is in the

face of higher wages and a wide variety of fringe benefits

perceived to be available in the private sector. Shaw et al

(1998) argues in times of economic pressure job stability

can promote organisational attachment and loyalty. It is

likely that with a down turn in economic fortunes and

rising unemployment the security of a public sector post

will be at its greatest value and influence levels of turnover.

1.5 Pay and Promotion

Dissatisfaction with pay has consistently been identified as

one of the main sources of dissatisfaction for nurses and
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Your job security
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The amount of
responsibility you are given

The amount of challenge in
your job
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your job as a whole?

The amount of variety in
your job

DATHs Study

Your job security

Your fellow workers

Your immediate boss

The amount of variety in
your job

The amount of
responsibility you are given

The amount of challenge in
your job
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INO Stress Survey

Your rate of pay

Your chance of promotion

The way your organisation
is managed

Industrial relations between
management and workers

Your hours of work

The recognition you get for
good work

DATHs Study

Your rate of pay

Your chance of promotion

The recognition you get for
good work

Industrial relations between
management and workers

The way your organisation
is managed

The attention paid to
suggestions you make
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midwives (Unison, 2003, RCM, 2002, RCN, 2001, DATHs

2000,Wynne et al, 1993, Oermann, 1995). Unison (2003) in

a survey of nurse and midwife members found that 80%

felt that they are not adequately paid for the job they do.

Ball et al (2002) found that sixty percent of midwife leavers

felt that they were not paid enough for the work they did.

Pay and job related benefits in the general work context

should not be under estimated as an important factor that

impacts upon voluntary turnover of staff (Shaw, et al,

1998).

In a large-scale OECD study of workers from all

employment sectors throughout Europe it was reported

that, contrary to initial assumption, pay was found to be

one of the least important job characteristics (Clarke,

1998). Interestingly, differences between individuals and

groups were noted. Job satisfaction was most strongly

correlated with hours of work for women and income for

men. Income was found to become more important with

age and promotion as less important. Shields and Ward

(2000) maintain that dissatisfaction with promotion and

training opportunities have a stronger impact than

workload and pay. It could be argued that promotion and

training are vehicles to improvements in pay.A significant

increase in direct pay may be considered as less realistic,

while promotion and training could be viewed as a more

pragmatic option to improving ones financial opportunities.

In both the INO stress survey and the DATHs report, lack

of promotion was reported as a main source of

dissatisfaction second only to pay.The INO (2001)

reported in a survey of 800 nurses and midwives that

greater job satisfaction (71%) was the main reason that

nurses and midwives reported for undertaking further

education. In comparison, ‘financial reward’ was given as

the reason by only fourteen percent. Collins et al (2000)

argues that focusing on pay will have limited success unless

it is accompanied by improvement in other sources of

dissatisfaction.

1.6 Management and Leadership

After pay and promotion both the INO stress survey

(Wynne et al, 1993) and the DATHs (2001) survey found

management related issues sources of dissatisfaction (Table

1.1).These include:

� recognition for good work,

� the way organisations are managed,

� industrial relations and 

� attention paid to suggestions from staff members.

It is worth highlighting that the DATHs report found a high

level of satisfaction with “immediate boss”. The differences

between the levels of satisfaction between “immediate

boss” and “senior managers” may reflect issues of

accessibility and visibility. Indicating that dissatisfaction may

be related more to senior nursing and organisational

management.Williamson (1993) examined the job

satisfaction of neonatal nurses in a UK regional neonatal

unit. Dissatisfaction was found to be associated with lack

of recognition or not being valued by senior medical and

nursing/ midwifery colleagues.The majority of respondents

found their work to be stimulating and rewarding.This was

quite a small study in a confined geographical location but

it still may highlight an area for consideration when

exploring reasons for staff turnover.

Ambiguity of roles and responsibilities can create

uncertainty in expectations between staff and managers.

This lack of clarification can result in job dissatisfaction and

frustration for both staff and managers. Buchan et al (1998)

found that two of the main sources of nurses’ satisfaction

were related to knowing what was expected, and the

opportunity of staff to use their initiative. Many of the

management and leadership programmes that have been

developed emphasise the importance of dignity and

respect, empowerment and negotiation skills. Current

trends in leadership style have seen a shift from a

‘command and control’ type leadership to a more

facilitative and transformational style (Cunningham and

Kitson, 2000). One such programme; Leading Empowered

Organisations (LEO) advocates a conceptual framework

that encompasses three elements: decentralisation,

articulated expectations and empowerment.They define

empowerment as “creating an environment in which

people can behave as responsible adults” (NHS, 2003). The

LEO programme highlights relationship management as an

area of organisational vulnerability and argues that it is “the

most telling indicator of an organisation’s true values”.

Miller, (2001) argues that the three elements of

empowerment are interdependence, consensus decision-

making and positive discipline.Areas that are identified as

unhealthy behaviours include:

� Caretaking (e.g. fail to ask for what we need or want”)

� Control issues (e.g. hypersense of responsibility and
difficulty delegating, asking for help)

� External Referencing (e.g. lack of boundaries, and
difficulty setting limits)

� Other Behaviours (e.g. indirect, dishonest
communication and dualistic, polaristic thinking)
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The Office of Health Management (OHM, 2000b) identified

the urgency of building and sustaining the competence of

nurse management in the current context of change.The

current pace of change in the developments of the Irish

healthcare system and the transformational evolution of

nursing and midwifery brings with it tensions and dynamics

that need to be managed. Role clarification is a central

issue highlighted by the OHM, which it argues, is shaped by

four contextual factors:

� Culture change in service models and delivery

� Professional processes and practice changes

� Multidisciplinary delivery paradigms

� Accelerating rate of demand for adaptation to new
method, technology etc.

These factors are seen as shaping the role of nurse

managers requiring a greater focus on the management

and leadership aspects of their role. Figure 1.4 provides a

graphical representation of the shaping influences on role

clarification for nurse managers.

Figure 1.4: Role Clarification as a Central 
Issue for Nurse Management

The challenge for nursing and midwifery recruitment is to

promote the benefits of job security, the variety and

challenges offered by the profession and the camaraderie

between colleagues within the profession.

Generally there is consistency with the OECD (Clarke,

1998) findings already described with the exception of the

factors related to dissatisfaction by the DATHs (2001) and

Wynne et al (1993). Both found pay to be important in

relation to levels of dissatisfaction. Reasons for this may

reflect issues related to the Irish context.The mid to late

1990’s saw an economic boom within Ireland with an

increase in public spending and in overall disposable

income.This was coupled with a significant rise in house

prices particularly in Dublin and the other major urban

areas.There has been growing discontent in nursing and

midwifery with pay levels, which resulted in the 1998

nurses strike. It is important to note that the DATHs

report was carried out soon after the 1998 nurses strike

where pay was the predominant issue.This may have

intensified an already perceived dissatisfaction with pay.The

recently published bench marking report (Government of

Ireland, 2002) aimed to redress imbalances in public sector

pay based upon responsibility.

1.7 Staff relationships

Relationships between staff have been shown to be

positively associated and a predictor of job satisfaction.

Both the INO Stress Survey and the DATHs (2001)

reported fellow workers second only to job security as a

main source of job satisfaction. Ball et al (2002) found that

two thirds of midwives that left the UK professional

register felt that their colleagues were supportive and that

they were able to discuss concerns about work with them.

It is likely that the support of colleagues has a buffering

effect that helps reduce stress by providing additional

coping mechanisms.

1.7.1 Bullying

Bullying has been identified internationally as a workforce

issue.The European Foundation (2000) report 9% of

workers across sectors experience bullying and

intimidation.The highest rates were found in public

administration and services workers.

In an extensive survey of the extent of bullying in Ireland

the Taskforce on the Prevention of Workplace Bullying

reported the rate of bullying at 7% (HSA, 2001).The

highest levels of bullying were reported in public

administration (11.6%), education (11.1%) and health &

social work (10.5%). Factors that were associated with

higher levels of reported bullying included:

� age,

� sex,

� employment tenure,

� education attainment,

� size of firm,

� the introduction of change 

� staff relationships

� staff and management relationships.

Changing Contexts

Culture change
inservice models and
delivery

Professional
Processes and
practice changes

Multidisciplinary
delivery paradigms

Accelerating rate of
demand for adaption
to new methods,
technology etc.

Greater focus on
Management Essentials

Clearer alignment of
management tasks with
level

Freeing up of time to
attend to the critical
management issues

Improved resourcing
and better supports
(administrative, clerical
IT, etc.)

Role
Clarification

Office of Health Management (2000) Report on Nursing Competencies. OHM, Dublin page 61
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Around the same time the Anti Bullying Centre in Dublin

carried out a national study of bullying (O’Moore, 2000).

They reported much higher rates of work related bullying

at 43%, with 23% bullied in the last twelve months. It is

worth noting that difficulties have been experienced in

obtaining a large response rate (O’Moore, 2000, HSA,

2001).The Taskforce on the Prevention of Bullying in the

Workplace reported that 32% refused to participate.This

introduces an unknown variable as to the extent of

bullying experienced by the sample that did not participate

or could not be contacted.

It is crucial when comparing the results of bullying studies

to consider the definition and the methods used.This can

have a significant impact on the reported levels of bullying.

In the HSA (2001) and O’Moore (2000) surveys each

respondent was provided with the definition used in the

study. Other studies allow each individual respondent to

define what they feel constitutes bullying (Queensland

Government, 2002).There is usually agreement that

bullying involves behaviour that is inappropriate or

aggressive which can be verbal, and or physical, direct or

indirect.There is less agreement on the extent to which a

single or isolated instance of inappropriate or aggressive

behaviour can be classified as bullying. Despite the

continued debate and discussion on this issue there is

agreement that all acts of aggressive behaviour should be

condemned whether defined as bullying or not.

Levels of reported bullying in the healthcare setting vary

quite considerably ranging from 2% to over 60% (Mayhew

& Chappell, 2001 HSA, 2000, Quine, 1999,). Mayhew &

Chappell  (2001) argue that members of the nursing

profession may be at particular risk of bullying.They put

forward three reasons for this greater risk:

� Nurses are predominately women

� Nurses may be oppressed by physicians, administrators,
and by more senior nursing staff and colleagues

� Nurses may perceive themselves to be comparatively
powerless

The central component of these reasons appears to be

related to power relationships in the social-political, and

professional domains. Hierarchical bullying by managers has

been identified as the main source of bullying behaviour

(Queensland Government, 2002, O’Moore, 2000). In

addition the concept of ‘horizontal violence’ has been

described by Roberts (1983) as a characteristic of the

incapacity of oppressed groups to express their anger

towards their oppressor but to direct their anger toward

subordinates and colleagues. Kirkham (1999) identifies

midwives as an oppressed group with its practice being

defined by the more powerful medical profession.This can

cause low esteem with the profession resulting from

contradictions between a midwifery model of care and the

reality of practicing in maternity care that is dominated by

an obstetric model of care.This results in many midwives

practicing more as obstetric nurses than autonomous

practitioners (Begley, 2001), which was a concern that was

raised by the Commission on Nursing (Government of

Ireland, 1998).

Kirkham (1999) identified the ‘main contemporary source

of oppression’ of NHS midwives was management and not

medicine.The recent movement that has embraced a more

empowering transformational leadership style is in direct

contrast to the autocratic style that has previously

dominated the profession. Hadikin (2001) argues that a

bullying management style was regarded as a positive

attribute of managers in the past. It was believed to be a

style that produced results and ensured consistent

performance.The incidence of bullying may represent the

clash between the traditional and the emerging styles.At a

time when midwives and nurses are asserting their

professionalism it is inevitable that sections of the

profession still operate using management skills they have

always employed.This is clearly demonstrated by the

magnet hospital research (Gleason-Scott et al, 1999) where

professional practice environments with nurse managers

that show responsive and visionary attributes improves

retention and recruitment and importantly produces

better patient outcomes (Aiken et al, 1994,Aiken, et al,

2002).

The problem of bullying has been identified as an issue for

nursing and midwifery in Ireland.The Commission on

Nursing (Government of Ireland, 1998) reported that

‘many’ nurses and midwives complained about workplace

bullying.The complaints were made by the whole spectrum

of nurses from students, staff nurses and midwives and

managers.

Studies of midwives have examined the issue of bullying

within the profession.The Royal College of Midwives

(RCM, 1996) in a survey of members found that 43% of

midwives reported being bullied.When this is broken

down by grade 51% reported being bullied by ‘more senior

colleagues’, 41% by  ‘midwifery managers’ and 23% by ‘a

colleague of the same grade’. Medical staff were reported

as the perpetrator by 9% of midwives. More recently Ball

et al (2002) found in a study of midwives that had left the
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United Kingdom (UK) professional register, that 29% of

respondents agreed that they were sometimes bullied by

their manager/s, while 23% reported being sometimes

bullied by their midwifery colleagues. It is remarkable the

similarities of the levels of reported bullying by midwifery

colleagues between Ball et al and the RCM study. Midwives

who suffered from an illness or injury reported higher

levels of bullying (49%). Similarly, midwives that worked in a

community/ integrated team reported a higher level of

bullying (40%) along with midwives from ethnic minorities.

An important finding in the RCM study was that one

individual was often responsible for bullying a number of

people.A similar finding was reported in the HSA (2001)

report that found that respondents tended to be bullied as

part of a group and not picked out as individuals.This

could provide some comfort that although bullying is a

problem that touches a significant and unacceptable

number of individuals, it may not be characteristic of the

behaviour of work colleagues in general. It could also

indicate that by developing processes that enable staff to

report bullying and targeting the perpetrators of bullying

that the problem could be significantly reduced.

It is interesting to note that when examining recorded

reasons for leaving, in the 3DMHs between 1996-1998

(Murray, 1999) bullying was not only absent but doesn’t fit

into any of the categories identified.This either indicates

that bullying was not an issue that influenced leaving or

that staff were reluctant to report bullying even when

leaving an organisation.This raises the issue, about who

collects leaver’s information? Leavers may be reluctant to

report bullying due to a perceived fear of the effect on

future references or the prospect of re-employment within

the organisation, particularly if the perpetrator of the

bullying was a manager.

1.8 Leaving

1.8.1 Intention to leave 

Job satisfaction has been shown to be an important factor

in influencing intention to leave (Seecombe & Smith, 1997,

Borda, & Norman, 1997, Collins et al, 2000, Shields & Ward,

2000).The national study of turnover in nursing and

midwifery (McCarthy et al, 2002) found job satisfaction

along with kinship responsibilities to be significant in

determining whether a nurse would leave.

A number of studies have examined intention to leave the

nursing and midwifery professions. Collins et al, (2000)

found that nearly seventy percent of nurses disagreed with

the statement ‘I would leave my profession if I could’.A

similar percentage (51%) of nurses and midwives in the

Unison (2003) survey stated that they have seriously

considered leaving their job with nearly seventy percent

having considered leaving the NHS.Within the Irish

context McCarthy et al (2002) reported almost a quarter

of nurse/ midwife respondents intend to leave their job. In

contrast the DATHs study reported that nearly fifty

percent would leave nursing assuming the availability of

another job (DATHs, 2001).Although there are differences

in what is actually being measured a high level of intention

to leave whether the profession or the ‘job’ is reported.

The weakness with measuring intent to leave is that a

stated belief or attitude does not necessarily result in the

expected behaviour. Further examination is required to

examine the correlation between stated intent and actual

leaving behaviour.

1.8.2 Reasons for leaving

There is general consistency in studies that have explored

the reasons why nurses and midwives consider leaving.The

key issues identified are related to pay and cost of living,

treatment by management and staffing levels and workload.

In addition, Finlayson et al (2002) identified the changing

nature of the job, perceptions of being valued and

employment opportunities as important factors that

influence retention of nurses and midwives.

Collins et al (2000) found that lack of career prospects or

financial reward, stress related to the role and low morale

were the most frequent reasons for wishing to leave.The

DATHs (2001) study identified staffing issues, management

and pay and lack of recognition as reasons that would

encourage staff to leave. Staffing issues included low staffing

levels, use of agency nurses to replace staff, a lack of senior

staff and sick leave replacement. Management focused on

the hierarchical management structure associated with a

lack of support, respect for staff and frustration at not

being able to use their initiative.The main reasons for

leaving identified in the Unison (2003) survey were found

to be feeling undervalued, levels of pay, staff shortages,

managers treatment of staff and the job being too stressful.

By far the main reason for considering leaving was feeling

undervalued.The ‘Why midwives leave study’ found that

nearly a third of midwives left the professional register due

to dissatisfaction with midwifery, this related mainly to the

organisation of care, and the role of the midwife (Ball et al,

2002). McCarthy et al (2002) in a national study of nurses

and midwives in Ireland found that the main reasons were

to pursue other employment in nursing (35%), to travel

abroad (21%) and to pursue further studies in nursing
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(12%). Differences are likely to result from methodological

and group differences.

The main reasons given for ceasing to practice as a

midwife were found to be ‘dissatisfaction with midwifery’

followed by family commitments and planned career

change (Ball et al 2002). Dissatisfaction with midwifery

related to the way care was organised, the role of the

midwife and bullying.The ‘Why midwives leave’ stands out

due to its emphasis on organisation of care and issues

relating to role.This is probably reflective of midwife

specific issues and that the study examined leavers of the

professional register and not employment.

Murray (1999) found that the main reasons that midwives

gave for leaving the employment of the 3DMHs were

relocation outside Dublin (21%), employment in another

hospital (21%), and travel abroad (17%).The reasons given

are listed in Table 1.3. It is interesting to note that Murray

also includes the category ‘unsuitable’.This type of

involuntary turnover is not always apparent in other

studies.This may suggest that few staff are unsuitable or

that in the current context of staff shortages there is

reluctance to let staff leave. None of the hospitals were

found to have a formal standardised exit interview policy.

Murray recommended initiatives to recruit midwives over

the age of 45, nurturing student midwives within the

hospital, the introduction of more permanent contracts

may have a impact on recruiting and retaining midwives.

When the Murray (1999) and the McCarthy et al (2002)

reasons for leaving are compared it is interesting to note

the similarities between the two.The main difference is

with the relocation outside Dublin.This difference may

reflect issues related to housing costs and transport

difficulties that are experienced more acutely in the Dublin

area.

Table 1.3: Main Reasons for leaving

National Study of Turnover (McCarthy et al 2002)

To pursue other employment in nursing

Travel abroad

To pursue further studies in nursing

Other reasons for leaving

Retirement

Unhappy/ discontent with current job

To pursue employment outside nursing

Career break

To pursue further studies outside nursing

Disability/ Ill health

%

35

21

12

11

6

5

4

3

2

1

The 3 Dublin Maternity Hospitals (Murray, 1999)

Relocation outside Dublin 

Employment in another hospital

Travel abroad

Full-time education

Marriage

Career break

To become a housewife

Employment non-hospital sector

Illness

Employment outside nursing

Unsuitable

Retired

Other

%

21

21

17

10

7.5

6

4

4

4

3

2

1

1
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1.8.3 Factors that encourage staff to stay

The DATHs (2001) report highlighted a number of factors

that nurses felt would encourage them to stay. Three main

themes emerged;

Ward/ Area Pleasant working environment, working

in a teaching hospital with high

standards and not being moved to

different areas of work which the nurse

was unfamiliar

Fellow Workers Comradeship and support of

colleagues, feeling valued by managers

Roster Greater flexibility in duty roster and

greater availability of job-sharing

Collins et al (2000) argues support, and effective

communication, to be important factors.This fits with the

emphasis on role definition and preparation of new staff.

Other factors that were found to be important were

autonomy, access to appropriate education and training and

adequate resources.The factors that McCarthy et al (2002)

found would encourage nurses to stay related to four key

themes, these are found in Table 1.4.

Table 1.4: Four Themes developed from the 
retention factors identified 
McCarthy et al (2003)

Working better pay, availability of part-time

conditions work, greater access to job sharing,

better opportunities for career breaks,

flexible work arrangements, transferring

between units, provision of childcare 

facilities.

Organisation of more autonomy/ control over the care

care issues you deliver, increased responsibility,

better resources to help you do your 

job better, reduced workload, a more 

professional approach to care delivery,

increased responsibility, more varied 

work

Management better quality of management, better 

issues managerial attitude, better 

communication with immediate 

supervisor.

Career and more opportunities to develop your 

Professional skills, access to continuing professional

Development development, improved promotional 

prospects, better career structure,

opportunities to take on a different 

role

It is interesting that pay was reported as the reason given

by the most respondents, yet when the factors are

examined, pay remains important but is by no means the

most significant factor.

Midwife returnees have been highlighted as a potential

group that would ease the shortage of midwives.The

experience of the RCM is that the number of midwife

returnees is ‘extremely modest’ (Review Body for Nursing

Staff, Midwives, Health Visitors and Professions Allied to

Medicine, 2002).

1.9 Summary

The challenge posed by the turnover of midwives and

nurses is a relatively new phenomenon for the 3DMHs.

The problem of recruitment and retention of nurses and

midwives is common to many organisations throughout

health services both nationally and internationally. In

Ireland the problem is most acutely felt in Dublin.The

complexity of this issue is illustrated by the multitude of

interrelated factors.This chapter informs the detail and

context of the study and enables the findings to be

compared and contrasted with the experience of other

organisations and countries.
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Chapter 2: Statistics

2.0 Statistics

To enable organisations to provide an efficient and effective

service the ability to understand, plan, monitor and

evaluate, workforce requirements is featured.The aim of

workforce planning is to ensure that there is an adequate,

supply of qualified nurses, midwives and support staff to

deliver health services.Access to information assists in

informing the development of strategies that enable

organisations to optimise the effective utilisation of the

nursing and midwifery resource.This is achieved by using

workforce data to identify current and projected

workforce trends and to highlight those factors that will

impact on the ability of organisations to deliver a quality

health service.Workforce planning is a strategic tool that

helps inform a variety of areas of health service

management which include: recruitment and retention

initiatives; education and training programmes; service

provision and development.

The Nursing & Midwifery Resource Final Report  (DOHC,

2002a) provides a comprehensive overview of the nursing

and midwifery resource issues in Ireland.The report

represents a benchmark from which future information

and resource needs can be measured.The key to

understanding the dynamics of the workforce is access to

reliable, accurate and consistent data and a commitment to

sustainability over time.

The 3DMHs provide statistical workforce and professional

information to a number of agencies through monthly,

quarterly and yearly surveys.The information provided in

this chapter is drawn from two sources:

� Eastern Regional Health Authority Staffing Census

� Directors of Midwifery/ Human Resource Departments
in the 3DMHs

The chapter includes statistical data covering:

� Midwifery & Nursing Complement

� Age Profile

� Vacancies

2.1 Midwifery & Nursing Complement

The information provided in the Midwifery and Nursing

Complement section is taken from the Eastern Regional

Health Authority staffing census data (2001 and 2002

annual census, 2003 March and June quarterly census).

Table 2.1: Midwifery & Nursing Complement

When taken as a whole the 3DMHs have seen a slight

drop in their midwifery and nursing complement between

2001-2003 (Table 2.1).This effect varies significantly

between hospitals.The Coombe Women’s Hospital

recorded the largest reduction between the 2001 and

2003 figures. In contrast the Rotunda Hospital experienced

a slight increase while the figures for the National

Maternity Hospital remained relatively constant.

2003 (Mar) 2003 (Jun)

WTE

283.2

314.6

288.33

886.13

N

335

356

334

1025

WTE

276.5

304.1

288.84

869.44

N

329

346

355

1030

CWH

NMH

RT

TOTAL

2001 2002

WTE

267.5

309.1

301.48

878.08

N

317

353

338

1008

WTE

306.5

309.1

267.52

883.12

N

*

*

*

*

CWH

NMH

RT

TOTAL

* not available

HOSPITAL

HOSPITAL
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Table 2.2: Midwifery & Nursing as a 
percentage of the overall 
staffing compliment 

Midwives and nurses make up by far the largest percentage

of the workforce in the 3DMHs (Table 2.2). In the National

Maternity Hospital they make up over half of all

employees.The trend over the past three years shows a

slight fluctuation but has remained relatively stable.The

national trend reported by the DOHC (2002a) shows a

significant fall in the percentage that nurses and midwives

represent as part of the total public health service

workforce. Despite an increase in the number of nurses

and midwives the figures show a percentage decline from

42% to 36% between 1990 and 2000 (DOHC, 2002a).The

higher percentages in the 3DMHs may be reflective of the

fact that the core business of the maternity hospitals is

midwifery care.

Table 2.3: Nursing Auxiliary/ Orderly 
– Attendant/ Aide

There are significant differences between the hospitals in

the number of ‘Nursing Auxiliary’ staff employed in each of

the hospital.The Coombe Women’s Hospital employing

more than three times the number of ‘Nursing Auxiliaries/

Orderlies’ than the National Maternity Hospital. Overall

the number of ‘Nursing Auxiliaries’ employed across the

three hospitals is minimal in the context of the midwifery

and nursing staffing complement.

Table 2.4: Midwifery & Nursing 
– Permanent Staff

Two of the hospitals have experienced a fall in the WTE

number of midwives and nurses employed on permanent

contracts (2001 – 2003 Mar).The largest fall (24) is found

in the National Maternity Hospital where the number

employed on permanent contracts fell from 169 in 2001 to

145 in 2003 (March).The falls are likely to be offset by the

number of internationally recruited midwives and nurses

on fixed term contracts and included in the temporary

staff figures. Quarterly trends suggest an increase but these

should be viewed cautiously as they may represent short-

2003 (Mar) 2003 (Jun)

WTE

114

153

139.1

N

114

153

140

WTE

114

145

102.78

N

114

145

104

CWH

NMH

RT

2001 2002

WTE

106

154

112.07

N

106

154

113

WTE

119

169

114

N

*

*

*

CWH

NMH

RT

* not available

2003 (Jun)

WTE

26

8

18

N

26

8

18

CWH

NMH

RT

2002 2003 (Mar)

WTE

28

8

17.75

N

28

8

18

WTE

26

8

18

N

26

8

18

CWH

NMH

RT

2003 (Mar) 2003 (Jun)

%WTE

44.36

51.77

43.98

%WTE

44

51.4

44.6

CWH

NMH

RT

2001 2002

%WTE

43

51.4

49.9

%WTE

47.2

51.7

42.9

CWH

NMH

RT

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL
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term fluctuation and are likely to be effected by manpower

rationalisation within the health service in the second half

of 2003.

Table 2.5: Midwifery & Nursing 
– Temporary Staff

In the National Maternity Hospital and the Rotunda

Hospital the figures in Table 2.5 show an increase in the

number of whole time equivalent staff employed on

temporary contacts between 2002 and 2003 (Mar). In

contrast the Coombe Women’s hospital while starting at a

much higher level in 2001 have seen a decline in the

number of whole time equivalents employed on temporary

contacts.The 2003 ‘Temporary Staff ’ figures represent over

twenty percent of the midwifery and nursing staff

complement in the 3DMHs.The Commission on Nursing

(Government of Ireland, 1998) and the APPM (DOHC,

2002b) highlight the impact of temporary contracts on staff

morale and recommend that long term use not occur.

National figures (DOHC, 2002a) have reported that 11%

of the nursing and midwifery workforce are employed on

temporary contracts. Compared with national figures the

3DMHs employ a greater number of midwives and nurses

on temporary contracts. Reasons for this in part represent

internationally recruited staff that have been employed on

fixed term contacts and are included in the temporary staff

data.

Table 2.6: Midwifery & Nursing 
– Training Staff 
(inclusive of Midwifery Students)

Table 2.7: Midwifery & Nursing – Part-Time

2003 (Mar) 2003 (Jun)

WTE

17.20

5.6

11.53

N

33

11

21

WTE

15.5

5.1

8.63

N

31

10

14

CWH

NMH

RT

2001 2002

WTE

9.5

5.6

8.29

N

20

11

14

WTE

3

6.1

4.52

N

*

*

*

CWH

NMH

RT

* not available

2003 (Mar) 2003 (Jun)

WTE

60

56

63.05

N

60

56

64

WTE

58

66

69.35

N

58

66

80

CWH

NMH

RT

2001 2002

WTE

61

67

78

N

61

67

78

WTE

62

72

62

N

*

*

*

CWH

NMH

RT

* not available

2003 (Mar) 2003 (Jun)

WTE

56

60

50.47

N

56

60

55

WTE

52

49

86.13

N

52

49

113

CWH

NMH

RT

2001 2002

WTE

47

43

81.32

N

47

43

89

WTE

77

29

63

N

*

*

*

CWH

NMH

RT

* not available

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL
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Table 2.8: Midwifery & Nursing – Job Sharing

The evolution of job sharing and part-time working

opportunities has been increasingly driven by the need of

health care organisations to retain and recruit experienced

and skilled staff.The increasing trend is away from part-

time working hours towards job sharing which is much less

complex to manage.The predominately female make up of

the nursing and midwifery professions lends itself to

greater demand for job sharing and part-time hours.This

mainly reflects the position of women as the main carers

of dependents in Irish society. Increasingly job sharing has

also become an option for workers looking to balance

work with life choices such as further education,

alternative employment, health needs and

leisure/recreational activities.

The availability of job sharing and part-time posts is a

measure of the level of flexibility in time and attendance

practices within organisations.The national nursing and

midwifery resource figures show that 18% of nurses and

midwives are employed as job sharers and 6% on part-time

contracts. In comparison when the 3DMHs are taken as a

whole, 11% of the midwifery and nursing complement are

employed as job sharers and 3.4% as part-time staff.

It is evident from these figures that the three hospitals

employ significantly less job sharers and part time

midwives and nurses than the national average (Table 2.8).

The lowest number of job sharers are employed by the

Rotunda Hospital.

The percentage of part-time midwives and nurses

employed in the Coombe Women’s Hospital is around the

national figure of 7% (WTE) in 2000 (DOHC, 2002a).

While the National Maternity Hospital (1.7%) and Rotunda

Hospital (3%) are significantly lower (Table 2.7).

Table 2.9: Midwifery & Nursing – Sessional

Table 2.10: Midwifery & Nursing – Locum

Sessional contracts are not an employment characteristic

of the nursing and midwifery resource (DOHC, 2002a).

This is evident in the 3DMHs by the low numbers of

midwives or nurse employed on this basis (Table 2.9).

2003 (Mar) 2003 (Jun)

WTE

0

4

1.5

N

0

4

7

WTE

0

2.5

0

N

0

3

0

CWH

NMH

RT

2001 2002

WTE

5.5

2

.57

N

6

3

1

WTE

6

1

0

N

*

*

*

CWH

NMH

RT

* not available

2003 (Mar) 2003 (Jun)

WTE

0

0

0

N

0

0

0

WTE

0

0

0

N

0

0

0

CWH

NMH

RT

2001 2002

WTE

1

0

0

N

2

0

0

WTE

1

0

0

N

*

*

*

CWH

NMH

RT

* not available

2003 (Mar) 2003 (Jun)

WTE

36

36

22.68

N

72

72

47

WTE

37

36.5

21.95

N

74

73

44

CWH

NMH

RT

2001 2002

WTE

37.5

37

21.23

N

75

75

43

WTE

38.5

32

24

N

*

*

*

CWH

NMH

RT

* not available

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL

HOSPITAL
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Nurses and Midwives employed on locum contracts

represent only a minor portion of the overall complement.

This is reflected in the national figures (DOHC, 2002a) and

the 3DMHs (Table 2.10).

Table 2.11: Diploma Student Midwives

Table 2.12: Diploma Students by Sex

Each of the three hospitals has a complement of 72

diploma midwifery students.The lower numbers reported

in Table 2.11 reflect attrition rates of students leaving the

midwifery education programme. It is important to

highlight that, as students cannot be replaced any attrition

in student midwife numbers continues to be reflected for

the duration of that education programme.

Over ninety percent of nurses and midwives are female

(DOHC, 2002a).Taken separately this figure is likely to be

higher in midwifery, which has been seen as an almost

exclusively female profession.This is evident in the 3DMHs

by the absence of male diploma students in either the

Coombe Women’s Hospital or the National Maternity

Hospital. Interestingly, the 2003 figures for the Rotunda

Hospital come close to the national percentages of 7-8%

(DOHC, 2002a).

2.2 Age Profile

National age profile data provides a glimpse at the likely

size of the available pool of nurses and midwives over the

next twenty years.The age profile of nurses employed on

the registered midwife section of the An Bord Altranais

register shows a skew towards the older age groups with

only a quarter under 40 years of age. Comparing directly

with the profile of registered midwives is fraught with

difficulties. Put simply the number registered does not

reflect the number of midwives practicing midwifery.The

age profile of all registered nurses and midwives shows a

slightly different pattern.There is a gradual increase in

percentage by age up to the peak in the 35-39 age group.

This is then followed by a gradual decline to the age of

retirement.

The 3DMHs as the main employers of midwives in the

state are likely to provide insight into the future pool of

midwives The age profile of midwives and nurses in the

3DMHs is punctuated by two dramatic falls (Figure 2.2).

The highest peak is found in the 30-34 age group and is

followed by a significant drop in the next age group.There

is then a levelling out between the 35-49 age groups

before the second significant fall from 50 years and

onwards.The three hospitals appear to have their own

individual age profile but still experience the double dip

(Figure 2.1).The Coombe Women’s Hospital has by far the

largest peak and trough and a much lower number of staff

under the age of 30 years.The Rotunda Hospital has a

much more gradual decline and peaks earlier in the 25-29

age group.
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Figure 2.1: Age Profile of Midwifery & Nursing Staff  by hospital

Figure 2.2: Age Profile of Midwifery & Nursing Staff  across the 3DMHs 

3DMHS Midwifery & Nursing Staff Age Profile (April 2002)
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2.3 Vacancies

Vacancy figures for this section were provided by the

Directors of Midwifery in each of the 3DMHs.Vacancy

rates provide a crude picture of the ability of organisations

to fill available posts within their staffing complement.This

gives a general idea of the pressures that are exerted on

organisations during times of recruitment and retention

difficulties. Figure 2.3 provides an overview of the changing

pattern of vacancy rates within the 3DMHs between 2001

and August 2003.The figures illustrate that the problem of

recruiting and retaining midwifery and nursing staff was at

its worst during 2001.Although there appears to be an

overall reduction in the number of vacancies between

2001 and 2003 the figures show the dynamic nature of

changes within workforce planning data. Each of the

hospitals appears to have slightly different vacancy rate
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profiles.The Rotunda hospital clearly shows a dramatic

decline in vacancy rate numbers over time.Another feature

of the Rotunda data is that a peak in vacancy rates occur

at two points in the year during the first quarter and then

during the summer months.The National Maternity

Hospital has shown an overall decline in vacancies since

2001 but has been much more volatile with peaks

throughout 2002 and 2003.The problem experienced in

the National Maternity Hospital appears to peak during

April and October of each year.The data available from the

Coombe Women’s Hospital makes it difficult to gauge any

type of trends in vacancy figures but the pattern for 2002-

2003 has remained relatively constant.

Peaks and troughs are likely to be influenced by a number

of both predictable and unpredictable factors.The

predictable factors include the availability of newly

registered midwives in each hospital and the start date of

public health nursing education programmes.An

unpredictable factor which is likely to influence vacancy

rates within the 3DMHs is the staffing ceiling figures

introduced by the DOHC in the second half of 2003.

These figure by no means provide a comprehensive picture

of the pressures of recruiting and retaining midwives and

nurses in the 3DMHs.To establish a clear picture requires

the availability of consistent, reliable and valid data that has

been collected over time. In two of the 3DMHs midwifery

and nursing vacancy rates and other manpower data was

not ready accessible for the period prior to March 2003.

Information provided required extensive trawling through

paper systems that resulted in considerable effort from

each of the hospitals and resulted in a considerable time

delay.To enable organisations to effectively utilise

workforce-planning data this would require investment in

ICT support systems and appropriate staffing for the

introduction of these systems.

The standardisation of information should be guided by the

minimum data set requirements outlined in the Nursing

and Midwifery Resource Final Report (2002a). In addition

any future investigation in midwifery and nursing

recruitment and retention issues in the 3DMHs should

emphases staff turnover as opposed to vacancy rates in

line with national and international standards.
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Chapter 3: Methodology

3.0 Methodology

3.1 Introduction

This chapter describes the methodologies employed in the

two main areas of investigation within this study:

� Current Staff

� Leavers

A similar approach was employed for both current staff

and leavers.To prevent duplication the approach taken for

the current staff will be described in detail while only the

changes and differences will be discussed for the leavers.

Ethical Issues

The study was authorised by the Joint Standing Committee

of the Dublin Maternity Hospitals.All aspects of the study

were examined, discussed and agreed by the project

steering group.The importance of confidentiality was

emphasised in the information sent out with the

questionnaires. It was recognised that potentially some

participants could be identified by their demographic

information.To maximise the anonymity of respondents

and to safeguard confidentiality, access to returned

questionnaires and the raw data was restricted to the

project manager.The ethical standards of the study are

further safeguarded by the code of professional conduct

for each nurse and midwife (An Bord Altranais, 2000) and

are consistent with the responsibilities in relation to

research outlined in the Guidelines for Midwives (An Bord

Altranais, 2001).

All electronic data was stored on a secure password

protected computer network and had restricted access.

3.2 Current Staff Methodology and Methods

Methodology 

A descriptive cross sectional survey 

Methods

Population (N=820)

The target population consisted of all midwives and nurses

who were currently employed by the 3DMHs at staff nurse

and clinical midwife manager grades (CMM1 – CMM3).

Staff on leave of absence, long-term sick leave and

maternity leave were excluded from the target population.

In addition the staff midwives who participated in the pilot

study were not included in the sample (n=15).

Sampling Frame

The sampling frame consisted of a list of midwives and

nurses provided by the Directors of Midwifery in each 

of the hospitals of midwives and nurses.

Sampling

A stratified random sampling was employed to obtain a

representative sample of the population.The layers of

stratification represented each of the 3DMHs within the

project.A third of the midwifery/ nursing staff in each of

the hospitals were sampled. In total 269 midwives and

nurses were sampled. Random numbers sets were

generated using the web based Research Randomizer

(www.randomizer.org) Using the Pearson NCS (1997)

Sample Size and Confidence Interval Calculator a

confidence level of 5% at the 95% confidence level was

calculated.

Table 3.1: Current Staff Sampling Frame

Time Scale

The study was conducted over a 6-week period.

Midwives/nurses sampled were initially asked to return the

completed questionnaire within 4 weeks.To maximise

response rate this was extended for a further two weeks.

Each midwife/ nurse sampled was sent a flyer informing

him or her of the extension.

Distribution of Questionnaires

Questionnaires were distributed in a sealed addressed

envelope and delivered to the participants’ areas of work.

Each questionnaire included a letter and information sheet

outlining the purpose of the project, and instructions for

completing and returning the questionnaire.

Questionnaires were returned by respondents in a sealed

addressed envelope.These were returned to the project

co-ordinator by external post via the internal hospital mail

system. In one hospital stamp-addressed envelopes were

provided.A number of participants opted to supply their

own stamps and return the questionnaire by the external

postal system bypassing the internal hospital mail system.

Hospital No.

CWH

NMH

RT

TOTAL

No.

79

94

101

273
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Pilot Study

The current staff questionnaire was piloted on midwives

from each of the hospitals. Each participant was asked to

complete the questionnaire and to make comments about

its structure and areas that they found to be unclear or

difficult to follow.The pilot study provided valuable

information and resulted in syntax changes within the final

questionnaire. No major changes were made to the

questionnaire.

The questionnaires were scrutinised by members of the

steering group to ensure that it reflected the context of

the 3DMHs and covered the key issues related to turnover

and recruitment and retention

Questionnaire Measures

The current staff questionnaire consisted of five main

sections (appendix 1) that examined a number of different

concepts and issues associated with nursing and midwifery

recruitment and retention.

� Socio-Demographic and Professional Information

� Working Environment 

� Job Satisfaction 

� Decision Making 

� ‘Your feelings about Midwifery’

Socio-Demographic and Professional Information

Questions 1 to 18 captured socio-demographic and

professional information (appendix 1). This information

enabled the respondents to be described and for

comparisons to be made between different groups (e.g.

employment (midwife/ nurse), grade, age, and area of work.

The structure and design of the demographic section was

informed by questionnaires used by Flynn (2000), DATHs

(2001), Ball et al (2002), and McCarthy et al (2002)

Working Environment

The major section of the questionnaire is a modified

version of the tool  developed by Ball, et al (2002) to

examine why midwives were leaving the United Kingdom

Central Council for Nurses, Midwives and Health Visitors

(UKCC) register.This tool was selected, as it provided

comprehensive coverage of the issues related to the

clinical working environment while it also reflected

midwifery specific issues.The tool also provided a good

reference for comparisons to be made.The original

questionnaire included 45 statements that were found to

be important to midwives in their decision to leave

midwifery (Ball, et al 2002).

The questionnaire uses a five point rating scale ranging

from strongly agree to strongly disagree with a middle

option of ‘not an issue for me’. In addition, respondents are

also asked (yes/ no) if the statement is a key factor that

may influence them to leave.This allows comparisons to be

made between the score for the statement and its

importance as a key-influencing factor.The statements are

divided into ten sections when the results are reported.A

number of modifications were made to the questionnaire

to reflect:

� the Irish context,

� that the questionnaire was being administered to
current staff and not leavers 

� that the population also included nurses.

Job Satisfaction 

Job satisfaction was measured using a modified version of

the Warr, Cooke & Wall (1979) Overall Job Satisfaction

Scale (Wynne et al, 1993).This scale is divided into intrinsic

and extrinsic sub scales.The intrinsic factors comprise of

eight items (alternative questions 1-15).The extrinsic items

represent the remaining seven questions (alternative

question 2-14).A total job satisfaction score can also be

calculated, with the higher the score indicating greater

overall satisfaction. Responses are scored on a seven

dimensional rating scale from ‘I’m extremely dissatisfied’ (1)

to ‘I’m extremely satisfied’ (7).The scale was selected as it

is robust and short which has been shown to be a reliable

and valid measure of overall satisfaction (Cook et al. 1981).

The three factors scores (total, intrinsic and extrinsic)

provide a quantifiable measure of perceived overall

satisfaction of nurses with their job.Two questions

replicated from the Irish Nurses Organisation – Stress

Study (Wynne et al. 1993) were also included (questions

16 & 17).These allowed the amount of challenge of the job

and overall feelings about the job to be measured.The

measure was also used by the Dublin Academic Teaching

Hospital (DATHs) Nursing Recruitment and Retention

report 2000 (DATHs, 2001) providing an opportunity for a

comparison to be made with results within a similar

geographical context.

Decision Making

Behavioural indicators of decision-making were included

within the questionnaire.The scale selected was a modified

version of a decision making scale used by Flynn (2000).



22

She describes the scale as a modified version of a scale

developed by Jane Ball (UK).The scale has also been used

in the Beyond Hierarchy initiative in North Staffordshire,

UK (Buchan et al, 1998).The scale covers decision making

activity, and perceived  level of autonomy and control.

Flynn describes the original scale as comprising of 21

items. Responses are rated on a four point rating scale

ranging from ‘not at all’ to ‘a lot’. Flynn omitted two items

from the original scale, as they were considered

inappropriate to the Irish context.The scale used within

this study included seventeen items with modifications

made to reflect the context of maternity care and the

3DMHs .Two items were deleted;Type of dressing used,

and ‘Do not resuscitate’ policy. Items that referred to

nurse were modified to midwife. Other changes included

referral of patients to other health care professional rather

than emphasising dietician, the admission item was changed

from particular cases to women and/ or babies, off duty

roster was changed to ‘Duty roster’, and Guidelines were

added to Discharge policy.

About you

Respondents were asked to list and rank in order the

three most important factors that attracted them to

practice as a midwife/ nurse in one of the 3DMHs.They

were then asked to list and rank in order the three most

important factors that inhibit them practicing.

Practicing as a Midwife/ Nurse

Respondents were asked to indicate if they saw themselves

practicing as a midwife/ nurse this time next year and in

five years time. Similarly respondents were asked to

indicate if they saw themselves working in one of the

3DMHs this time next year or in five years time.These

questions were not seen as a determinant of future

behaviour but reflection of the current attitudes to

working within the profession and within the 3DMHs in

the short to medium term.

Feelings about midwifery

Information about respondents feelings about midwifery

was captured using a question drawn from the work of Ball

et al (2002). Respondents were asked ‘Which aspects of

midwifery work are important to you?’, and then asked to

rank in order of preference a list of nine factors.The

questionnaire used in this study included an additional

factor - ‘being able to work within my scope of practice’.A

full list of the ten factors is available in appendix 1.

Analysis

Quantitative data was analysed using SPSS base version

11.0 and open ended questions analysed using SPSS

Textsmart version 1.1.1.

3.3 Leavers Methodology and Methods

Methodology 

A descriptive postal survey.

A descriptive postal survey was employed due to the

difficulty that would have been experienced in locating and

contacting leavers by telephone or to organise a focus

group or interview. It was felt that the length of the

questionnaire would make it difficult to administer by

telephone.

Methods

Population  (N=157)

The target population consisted of all midwives, nurses and

student midwives who had left the 3DMHs between 1st

July 2001 and the 30th June 2002. Student Midwives were

included due to their status as both employees and

learners.

Sampling Frame

The sampling frame consisted of a list of the leavers

provided by each hospital.Twenty-three leavers were

initially excluded, as there was no forwarding address

available. One hundred and sixty three questionnaires were

posted. Six questionnaires were returned as ‘addressee

unknown’ and these names were then excluded. In total

one hundred and fifty seven leavers were included in the

sample.

Table 3.2: Leavers Sampling Frame

Hospital

CWH

NMH

RT

TOTAL

RETURNED
ADDRESSEE
UNKNOWN

SAMPLE

Total

44

81

61

186

Excluded

14

8

1

23

Sample

30

73

60

163

6

157
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Time Scale

The study was conducted over a 4-week period.

Distribution of Questionnaires

Questionnaires were distributed via the postal system to

the individual’s home or contact address. Each

questionnaire included a letter and information sheet

outlining the purpose of the project, instructions for

completing and returning the questionnaire and a stamp-

addressed envelope. Questionnaires were returned to the

project co-ordinator.

Pilot Study

The leaver’s questionnaire was piloted on nurses/ midwives

that had recently left/ changed posts within the health

sector. Each participant was asked to complete the

questionnaire and to make comments about its structure

and areas that they found to be unclear or difficult to

follow.The pilot study provided valuable information and

resulted in syntax changes within the final questionnaire.

Changes were made to ensure that all questions were

applicable and that they were appropriate to both nurses

and midwives.

The questionnaire was scrutinised by members of the

steering group to ensure that it reflected the context of

the 3DMHs and covered the key issues related to turnover

and recruitment and retention

Measures

Main reason for leaving

The section on the main reason for leaving was based on

the scale used by Ball et al (2002).The original scale had

nine items.The modified version used in this study

included an additional five items that reflected the context

specific issues within the 3DMHs and with living and

working in Dublin.The additional items are listed below.

One question was excluded ‘I continued in my existing

post but chose to stop maintaining my midwifery

qualification’.This was excluded as it reflected the focus on

registration in the Ball et al (2002) study and was not

appropriate to the population and issues being examined in

this study.The ‘Planned Career Change’ item was modified

to ‘Planned career change/ To pursue employment outside

Midwifery/ Nursing’.This change was made to differentiate

between leavers who had left the profession and those

that had changed employer but continued to work as a

midwife or nurse. In additional the item ‘To pursue other

midwifery/ nursing employment’ was included.

Additional items

� Travel abroad

� Cost of living in Dublin

� To pursue further education in midwifery/ nursing

� To pursue further education outside midwifery/
nursing.

� To pursue other midwifery/ nursing employment.

Returning to work in one of the 3DMHs.

The scale used in question 23 and 24 was drawn from Ball

et al (2002).An initial question asks respondents would

you ever consider returning to work as a midwife. If they

answered yes they are directed to a sixteen-point scale

that elicits the circumstances that they would consider

returning. Respondents are also asked to indicate (yes/ no)

if the item was important in their decision to leave.A

modified version was used within this study with 18 items

(see appendix 2).

What would encourage you to have stayed in
employment within one of the 3DMHs

The scale used for questions 25 and 26 were drawn from

McCarthy et al (2002). Subjects were asked to indicate

from a list of 23 items, which they feel would have

encouraged them to stay in employment. This is followed

by a supplementary question asking respondents to list the

most important and second most important factors from

the list.

Responsibilities and Illness 

Questions 27 to 32 covered issues of caring

responsibilities outside of work for children, partner or

elderly relatives and illness or injuries that respondents

had at the time of leaving. The six questions were drawn

from Ball, et al (2002).
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Chapter 4: Current Staff Results

4.0 Current Staff Results

The results are presented as frequency, and descriptive

data. Results of supplementary analysis are also provided,

which compares the distribution of scores on selected

variables. Due to the large volume of data collected in the

study emphasis is placed on the most significant findings.

A total of 175 (64%) questionnaires were returned.The

response rate was evenly spread across the three hospitals

ranging from 26-34%.Twelve (7%) of the participants had

removed the front cover of the questionnaire preventing

the hospital from being identified.The response rate is

comparable with previous studies (Ball, et al 2002, DATHs,

2001,Wynne et al, 1993 ).The response was considered to

be representative of the target population enabling the

results to be generalised to midwives and nurses employed

by the 3DMHs.Table 4:1 presents response rates for

current staff.

Table 4.1: Current staff response rate

Demographic Characteristics of Respondents

The demographic characteristics are outlined in detail in

Table 4.2.Almost all of the respondents were female (99%)

and were employed as midwives (86%).Three quarters

(74%) were employed at staff midwife/nurse grade and

were in full time posts (75%). Eighty five percent were

employed on permanent contacts. Respondents were

spread throughout all areas of work ranging from ante-

natal care (11%, n=20) to special care (24%, n=42). Over

75% of respondents were under the age of 45.The

distribution of respondents by age groups under the age of

45 was relatively consistent.Table 4.2 and Figure 4.1

presents a more detailed demographic breakdown of the

current staff respondents.

Table 4.2: Demographic characteristics of 
respondents

Contract

Permanent

Temporary

Fixed Term

Bank/ Agency

Other

missing

Total

No. (%)

148 (84.6)

12 (6.9)

9 (5.1)

1 (0.6)

4 (2.3)

1 (0.6)

175 (100)

Full Time/Job Sharing

Full Time

Job Sharing

Total

No. (%)

132 (75.4)

43 (24.6)

175 (100)

Grade

Staff Midwife/ Nurse

CMM1

CMM2

CMM3

other

missing

Total

No. (%)

130 (74.3)

4 (2.3)

30 (17.1)

6 (3.4)

4 (2.3)

1 (0.6)

175 (100)

Employed

Midwife

Nurse

Total

No. (%)

151 (86.3)

24 (13.7)

175 (100)

Hospital

CWH

NMH

RT

UNIDENTIFIED

No. (%)

57 (33)

46 (26)

60 (34)

12 (7)
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Figure 4.1: Age distribution of current staff

Midwifery Education

Respondents were asked to state their place of midwifery

education. Fifty percent of respondents were educated in

Ireland (CWH; 12, 8%, NMH; 18, 12%, RH; 32, 21%, Other

Ireland; 14, 9%).The second largest group were trained in

the UK (30%). Participants educated in other EU or non-

EU countries made up fewer than 5% of the sample. Fifteen

percent of participants did not respond to this question.

When compared by hospital it was evident that midwives

were more likely to be working in the hospital that they

were educated (CWH; 10/12, NMH; 12/18, RT; 28/32).

When cross-tabulated by grade the UK educated midwives

made up 16 out of the 26 CMM2 (midwives) respondents

compared with 10 who were educated in Ireland.

Figure 4.2: Midwifery Education

Professional/ Academic Qualification

The majority of respondents reported attaining a

certificate level (midwifery, 49%; general nursing 3%).

Higher/ postgraduate diplomas accounted for 23% of

responses. Seventeen percent had a qualification at degree

level and 1% at master’s degree level.When nurseS were

excluded from the analysis a higher percentage of midwives

were educated at certificate level (57%) and a slightly

higher percentage educated at higher/ postgraduate level

(26%).Ten percent of midwives had been educated at

degree level and none at master’s degree level. A higher

number of nursing staff had an academic qualification at

degree or masters level (n=16, 67%).Table 4.3 gives a more

detailed breakdown of responses relating to academic

qualification.

0

10

20

40

30

Missing
Non EU & UK

Non EU
EU

UK
Other Ireland

RH
NMH

CWH

Sex

Female

Male

Missing

Total

No. (%)

173 (98.8)

1 (0.6)

1 (0.6)

175 (100)

Area of work

Antenatal Care

Intrapartum Care

Postnatal Care

Special Care

Combination of Areas

Other

Do not work in a clinical area

Total

No. (%)

20 (11.4)

31 (17.7)

22 (12.6)

42 (24.0)

33 (18.9)

25 (14.3)

2 (1.1)

175 (100)
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Table 4.3: Professional/ Academic 
Qualification

Predominant method of organising
midwifery/nursing care

The main method of organising midwifery/ nursing care

was patient allocation (46%). Nearly forty percent of

respondents work in areas that have a mixture of methods.

Table 4.4 outlines the main methods by the number of

times they were included by respondents and the number

(%) that they were included as the sole method.

Table 4.4: Main Method of Organising 
Midwifery/Nursing Care

Job Satisfaction

On the whole the majority of factors on the job

satisfaction scale fell within the mid-range of scores with

respondents feeling a little dissatisfied (3) to a little

satisfied (5). Respondents rated that they were satisfied on

nine of the seventeen factors measures, and dissatisfied on

five.The factors that respondents rated as being very

satisfied with were job security, amount of variety in the

job and the amount of challenge in the job.The only area

that respondents were very dissatisfied with was rate of

pay. Figure 4.3 outlines the median rating for each of the

factors measured by the job satisfaction scale.

The nurse respondents (n= 24) were satisfied (a little

satisfied to very satisfied) across all measures with the

exception of ‘chance of promotion’ which was rated as not

sure. Nurses were very satisfied on twelve of the sixteen

measures.

Midwife respondents were satisfied (a little satisfied to

very satisfied) on nine of the sixteen measures (fellow

workers, immediate boss, the amount of responsibility,

opportunity to use your abilities, hours of work, amount of

variety, job security, amount of challenge, taking everything

into consideration). Midwife respondents were dissatisfied

(very dissatisfied to a little dissatisfied) on seven of the

measures (physical work conditions, recognition you get,

rate of pay, industrial relations, chance of promotion, way

your organisation is managed, attention paid to suggestions

you make)

Method

Patient allocation

Task allocation

Obstetric led care

Midwifery led care

Caseload

Community programme

No.

116

44

42

11

7

5

No. (%)

81 (46.3)

10 (5.7)

17 (9.7)

2 (1)

2 (1)

5 (3)

Academic Qualification

Midwifery Certificate

General Nursing Certificate

Pre-Registration Diploma

Higher Diploma

Degree

Masters

Post Graduate Diploma
(midwifery)

Higher Diploma (midwifery)

Diploma (midwifery)

Others

Missing

Total

No. Excl. Nurses (%)

86 (57)

/

1 (0.7)

36 (23.8)

15 (9.9)

/

1 (0.7)

1 (0.7)

1 (0.7)

7 (4.6)

3 (2)

151 (100)

Academic Qualification

Midwifery Certificate

General Nursing Certificate

Pre-Registration Diploma

Higher Diploma

Degree

Masters

Post Graduate Diploma
(midwifery)

Higher Diploma (midwifery)

Diploma (midwifery)

Others

Missing

Total

No. (%)

86 (49.1)

5 (2.9)

1 (0.6)

38 (21.7)

29 (16.6)

2 (1.1)

1 (0.6)

1 (0.6)

1 (0.6)

8 (4.6)

3 (1.7)

175 (100)
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Figure 4.3: Median Job Satisfaction Scores 
for Current Staff

Overall Satisfaction

The overall satisfaction mean score across the sixteen job

satisfaction variables (physical work condition to the

amount of challenge in your job) was calculated.The mean

score (mean= 4.2, s.d; 1.1; range 5.25) showed that overall

satisfaction fell within the mid-range of the job satisfaction

scale.The mean score for nurses (n, 24; mean, 4.9; s.d. 1.4;

range 5.25) showed a higher level of overall satisfaction in

comparison to the midwife mean score.The over

satisfaction mean score for midwives remained relatively

consistent with the mean for both groups (mean; 4.1, s.d.;

1.0; range 4.94).

Main Sources of Job Satisfaction

The six main sources of satisfaction as defined as the

percentage of participants who were very or extremely

satisfied are shown in figure 4.4.Almost 70% of participants

were very or extremely satisfied with their job security.

Over half of respondents were very or extremely satisfied

with the ‘amount of challenge in your job’ (57%), ‘amount

of variety in your job’ (57%), ‘your fellow workers’ (50%),

and ‘amount of responsibility’ (50%), Forty –five percent

were very or extremely satisfied with the measure ‘your

hours of work’ (45%).

Figure 4.4: Main Sources of Job Satisfaction

Main Sources of Job Dissatisfaction

The main sources of dissatisfaction are shown in figure 4.5.

The percentages of very or extremely dissatisfied

respondents were found to be much lower than the levels

found with the main sources of satisfaction.The highest

percentage of very or extremely dissatisfied responses

(55%) was the measure ‘your rate of pay’.The other five

measures were all less than 40%.

Figure 4.5: Main Sources of Job 
Dissatisfaction

How do you feel about your job as a whole?

The majority (66%) of respondents when asked ‘Taking

everything into consideration how do you feel about your

job as a whole’ rated that they were satisfied (a little

satisfied to extremely satisfied).The median score of 5

indicated that overall respondents were at the level of a

‘little satisfied’ with their job as a whole.
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Just over a quarter (27%) of respondents rated that they

were dissatisfied with their job as a whole (A little

dissatisfied to extremely dissatisfied).When broken down

by employment, midwife (n=151) levels of satisfaction

remained relatively consistent with the over levels

(satisfaction; 64%, dissatisfaction; 30%). Nurses (n = 24)

were found to have a higher level of satisfaction with three

quarters rating that they were satisfied. Of this group 54%

were found to very satisfied with the job as a whole and

12.5% extremely satisfied.

Figure 4.6: How do you feel about 
your job as a whole?

Table 4.5: How do you feel about 
your job as a whole?

Assuming the availability of another job how
likely would you be to give up midwifery (n=146)

The analysis on this question was restricted to midwives

only as it was related specifically to midwifery.Almost 40%

of midwife respondents rated that they were likely to leave

midwifery assuming the availability of another job. Only a

third (33%) indicated they were not likely or not very likely

to give up midwifery.The median score of 3 fell at the mid

range of ‘not sure’.

Figure 4.7: Main Sources of Job Satisfaction

The following four questions only pertained to midwives.

Do you see yourself practicing as a midwife this
time next year? (n=147)

Eighty-five percent (n=124) of respondents stated that they

did see themselves practicing as a midwife this time next

year. Four percent (n=6) did not know and almost 11%

(n=16) did not. Further examination of the respondents

who do not see themselves practicing this time next year

show that most are at staff midwife grade (n=14) the

remaining two were at CMM2 grade.When cross-tabulated

by full time / job sharing working just under 10% of full-

time staff and 18.5% of job sharers answered no.The

respondents that answered no were generally spread

throughout all areas.The lowest number worked in

intrapartum care (n=1, 4.6%) and the highest number

worked in antenatal care (n=3, 19%) and SCBU (n=5, 23%).

Do you see yourself practicing as a midwife in
five years time? (n=148)

A substantial shift occurred when respondents were asked

8.3

0

8.3

8.3

8.3

54.2

12.5

0

100%

Nurses 
(%)

(n=24)

4.6

14.9

10.6

5.3

25.2

35.8

4.3

1.3

100%

Midwives
(%)

(n=151)

Extremely
Dissatisfied

Very Dissatisfied

A Little 
Dissatisfied

Not Sure

A Little Satisfied

Very Satisfied

Extremely Satisfied

Missing

Total

How do you feel 
about your job 

as a whole?

5.1

12.0

10.3

5.7

22.9

38.3

4.6

1.1

100%

All 
(%)

(n=175)
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if they saw themselves practicing as a midwife in five years

time. Nearly 43% stated that they did not with just over a

half stating that they did (52.7%).The remainder did not

know (4.7%).When the results were cross tabulated with

grade it showed that 50% of staff midwives answered yes

and 44% answered No, the remainder did not know.A

higher percentage of the CMM2 grade answered yes (62%)

with 38% answering no.When compared by full time/ job

sharing working just under 50% of both full-time (n=49,

45%) and job sharers (n=9, 46%) answered no, with four

out of five part-time staff also answering no.When the

question was cross tabulated by area of work the area of

work of the respondents remained relatively evenly spread

across area all areas, ranging from 39% (intrapartum care,

n= 12) to 50% (antenatal care, n=10) with the exception of

the combined areas only 26% answered no.When

examined by age group the highest number of no

responses is found in the 25-29 age group.The only time

that no responses are found to be higher that yes

responses are in the 50-54 age group.

Figure 4.8: Practicing as a midwife in one of 
the 3DMHs this time next year? 
by Age

Figure 4.9: Do you see yourself practicing as 
a midwife in five years time?

Figure 4.10: Do you see yourself practicing 
as a midwife…?
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Do you see yourself practicing as a midwife in
one of the 3DMHs this time next year? (n=149)

The majority of respondents did see themselves practicing

as a midwife in one of the 3DMHs this time next year

(n=103, 69%).Twenty six percent did not (n=39).When

compared with the percentage of staff that saw themselves

practicing as a midwife this time next year it is evident that

in addition, to the respondents who would be lost to the

midwifery profession an addition 16% of respondents will

potentially be looking to practice as a midwife outside of

the 3DMHs in the next year.The cross tabulation of results

with grade showed that almost all of the respondents that

answered no were at staff midwife grade (n=36) this

represented 57% of the staff midwife group.The remainder

were at CMM2 grade.The comparison by full-time/ job

sharing working found that 65% of full-time, and 81% of job

sharers answered yes.When compared by area of work

the area with the lowest number of no responses was

combined areas (n=3, 10%).The areas with the highest

number of no responses were antenatal care (n=8, 40%)

and postnatal care (n=11, 50%) all other areas ranged from

19% percent to 24% of respondents in each of the areas.

Do you see yourself practicing as a midwife in
one of the 3DMHs in five-year time? (n=148)

A marked shift in responses was found when respondents

were asked if they saw themselves working as a midwife in

one of the 3DMHs in the next 5 years.The majority of

respondents (55%) did not see themselves practicing as a

midwife in one of the 3DMHs in five years time. Less than

40% did see themselves practicing and the remainder did

not know.The figures are relatively consistent with the

percentages of respondent who saw themselves as

practicing as a midwife in five years time. When cross

tabulated by full-time/ job sharing working 65% of full time,

and 61% of job sharers answered no.

When cross-tabulated by grade 61% (n=63) of staff

midwives, 44% (n=13) of CMM2 grade, two out of six at

CMM3 grade and three out of four at CMM1 grade did

not see themselves practicing as a midwife in one of the

3DMHs in five years time.When the question was

compared by area of work the numbers of respondents

that answered no appeared to be a general spread (range

11-18).The highest percentages of no within each area

were postnatal care (n=17, 77%), and antenatal care (n=13,

65%).The areas with the lowest percentage of no answers

were in combined areas (n=11, 39%).

Figure 4.11: Do you see yourself practicing as 
a midwife in one of the 3DMHs...?

Figure 4.12: Age by practicing as a midwife in 
one of the 3DMHs this time next 
year?
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When the distribution of responses to practicing as a

midwife in one of the 3DMHs in five years time were

examined by age, the highest peak in no responses was

found in the 25-29 year age group (Figure 4.16).This is

followed by a decline in no responses until the age 50-54

age group.Yes responses were highest in the age 35-49 age

groups.

Figure 4.13: Age by practicing as a midwife 
in one of the 3DMHs in 
five years time?

Working Environment

Statements pertaining to personal well-being and

workplace stress

This section contained ten statements which cover issues

that included work related stress, bullying, and the threat

of litigation. Respondents expressed the highest level of

concern on three key statements; the increasing threat of

litigation, stress and clients becoming too demanding.Three

quarters of staff were worried about the increasing threat

of litigation.Almost equally high was the number of

respondents that felt stressed by the demands of their job

and that clients were becoming too demanding.

Half of the respondents felt that their physical and/ or

mental health had suffered because of their work.The

specific nature of the health problem was not identified in

this study.

Bullying was found to be an issue for a significant number

of midwives and nurses. Senior midwifery managers and

midwifery colleagues were seen as the perpetrators by

almost half of the respondents. Line managers were seen

as the source of the bullying by a much lower number.

Just over half of the respondent’s felt that they were often

made to feel guilty about their work. Less than a quarter

of respondents felt that they were fairly treated in relation

to other members of staff or that they were finding it

difficult to adapt to change, as they got older.

The key factors in this section that would influence

respondent’s decision to leave related to work related

stress, physical and or mental health suffering because of

work, bullying, and fear of litigation.

Statements pertaining to aspects of 
midwifery care

This section contains three statements that relate to

standards of care, relationships with clients and flexibility of

practice.A high percentage of respondents felt that they

were not able to develop meaningful relationships with

clients.The majority of respondents felt that women and

babies receive an appropriate standard of care and that

they are able to provide the type of care that they want.

The key factors that would influence respondents decision

to leave was being able to provide the type of care that I

want to and to a less extent feeling that women receive an

appropriate standard of care.

Statements pertaining to support 
in the workplace

This section contains eight statements that cover issues

related to support and the ability to discuss work related

concerns with colleague and managers, and relationships

with doctors.The overwhelmingly majority of respondents

felt that their midwifery colleagues were supportive and

that they were able to discuss any concerns about work

with them. Nearly two thirds of respondents felt they were

able to discuss work concerns with their line manager.

Slightly less felt their line manager provided effective

support. Just over half of respondents believed their senior

midwifery manager provides effective support and that

they were able to discuss concerns with them.

Two thirds of midwife respondent’s felt doctors respected

their midwifery skills.

Key factors related to support in the workplace that would

influence respondents to leave related to the effective
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support of senior midwifery managers, line managers and

midwifery colleagues.

Statements pertaining to organisation of work

This section contains seventeen statements.The

statements relate to the impact of staff shortages on care,

flexibility and choice about area and hours of work.

� A significant number of respondents felt that insufficient
staffing levels frequently caused their work to be
disrupted and impacted on the quality of care that they
could provide.

� Two thirds of respondents felt that they have sufficient
choice about when they work with less than half feeling
they had sufficient choice about where they work.A
third of the respondents saw themselves as just a ‘gap
filler’ on the duty roster. Nearly three quarters felt they
had a sense of belonging.

� Two thirds of respondents felt that they were
consulted by their line manager about changes that
affect their work.A lower number felt that they were
consulted by their senior midwifery managers about
changes.

� Two thirds of respondents felt that their line manager
as flexible enough to accommodate their needs. Senior
midwifery managers were seen as flexible in
accommodating the needs by just over fifty percent of
respondents.

� Two thirds did not feel that protocols restrict the type
of care they want to provide or that the way their
work is organised undermines their confidence.Two
thirds felt that the way their work was organised
helped foster a supportive team, half of the
respondents felt that they had enough control over
how their work was organised.

� The main factors that emerged in this section that
would influence respondent’s decision to leave relate to
the impact of insufficient staffing on care, flexibility and
choice about area and hours of work.

Statements pertaining to promotion

This section contained five statements relating to

promotion, feeling valued and being ready to try something

new.The two statements with the highest levels of

agreement were promotion not being based on individual

merit and the respondent being valued by their line

manager.The level of agreement with being valued by their

senior midwifery manager was much lower. Respondents

did not feel that promotion prospects were good and a

high percentage of staff agreed that they were ready to try

something new.The key factor in this section that would

influence respondents’ decisions to leave was promotion

not being based on individual merit.The other statements

in this section were considered as a influencing factor by

around a third of respondents.

Statements pertaining to pay and grading.

This section contained two statements that related to

grading and pay. Over half of the respondents were not

satisfied with their current grading. On the issue of pay

almost three quarters of respondents expressed

discontent and did not feel that they were paid enough. Pay

was seen by half of the respondents as a key factor that

would influence their decision to leave.

Statements pertaining to education and training

This section included two statements both relating to

further education and training. Less than half of the

respondents felt that they are given sufficient opportunity

for further education and training. In addition, respondents

felt overall that there is not pressure on them to

undertake further education and training. Respondents did

not consider the issue of further education and training to

be a key factor that would influence their decision to leave.

Factors that would influence leaving

The work environment factors that would influence leaving

are reported in each of the sections. In summary the key

factors that were considered by respondents to be most

influential in the decision to leave relate to:

� Stress resulting from the demands of the job 

� Physical / and or mental health suffering 
because of work 

� Being bullied by midwifery colleagues 

� Senior midwifery managers not providing 
effective support 

� Insufficient staffing levels affecting their ability to
provide the care they would like.

� Insufficient staffing levels causing work to be disrupted 

� Choice about area of work 

� Pay 

Student Supervision

Eighty six percent of midwife respondents (n=150) felt that

student midwives need more supervision and support

(Figure 4.17). Only four midwife respondents disagreed.
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Figure 4.14: Student Supervision

Optimism about the future of midwifery

An almost bi-modal distribution was found when midwife

respondents (n=144) were asked if they felt optimistic

about the future of midwifery (Figure 4.15).When

collapsed into two categories of agree (strongly agree and

agree) and disagree (strongly disagree and disagree) a

higher percentage of midwife respondents were not

optimistic (54%) about the future of midwifery. Similar

results were found when examining staff midwives and

CMMs responses separately.

Figure 4.15: Optimism about the future 
of midwifery

Decision Making

On eleven of the seventeen decision making issues

respondents felt that they were ‘not at all’ involved in

decision making (Figure 4.16). Issues in which they felt they

had ‘some’ involvement in making decisions about referral

of patients to other healthcare professionals and the

decision to admit women.When staff midwives/ nurses

were considered separately from CMMs the only change

was found on ‘referral to clinical midwife specialists’, which

dropped to ‘no involvement’.

The involvement of clinical midwife managers in decision

making did show a much greater degree of involvement

(Figure 4.16). Issues that CMMs did not feel that they were

involved in included midwife/ nurse uniforms, use of bank/

agency staff, job descriptions, length of shifts, and

recruitment of staff. Issues in which they felt that they did

have a lot of involvement were the ‘admission of women

and/ or babies’ and ‘referral of patients to other healthcare

professionals’.

No differences in median scores were found when nurses

were excluded from the analysis.

Figure 4.16: Current staff decision making
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Figure 4.16: Current staff decision making
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Role of midwives in 
clinical practice
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Use of bank/ agency staff
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Decision Making

170
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170

N

37.1

61.2

51.5

62.9

66.7

80.6

74.1

67.3

53.8

25.9

43.1

50.6

82.2
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20.0

26.9

17.1

17.0

8.2

11.2

14.5
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9.5

17.9
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17.1
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%

Table 4.6: Current staff decision making
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Which aspects of midwifery work are 
important to you?

The analysis for this section only pertained to the midwife

respondents.When the frequency of factors ranked as

most important are examined (Table 4.7) three highest

ranked factors are being able to ‘balance work with my

private life’ (n=26, 20%), ‘being able to work within my

scope of practice’ (n=23, 18%), and ‘the feel of pride in a

job well done’ (n=20, 16%). The limitation of examining in

isolation the frequency that factors are ranked as most

important ignores the whole picture of how factors are

ranked overall.To gain the overall score for each factor the

ranking level of importance were weighted (importance 1

= 10, importance 2 = 9, importance 10 = 1, etc.).The

cumulative score (cs) for each factor takes into account

the overall level of importance (Table 4.7).The factors

ranked as most important overall were ‘the feeling of pride

in a job well done’ (cs = 859), ‘feel that I am responsible

for my own work’ (cs = 828), ‘having a good relationship

with my midwifery colleagues’ (cs = 814). The lowest

ranked factors were ‘building continuing relationships with

women and their families’ (cs = 584), ‘feeling supported

and valued by my managers’ (cs = 608), and ‘the privilege of

being part of women’s maternity experience’ (cs = 612).

Table 4.7: Which aspects of midwifery work 
are important to you?

Overall Level of Importance

1 The feeling of pride in a job well done

2 Feeling I am responsible for my own work

3 Having a good relationship with my 
midwifery colleagues

4 Being able to work within my scope of practice

5 Being able to balance work with my private life

6 Feeling appreciated by women I care for

7 Feeling I am in control of my work environment

8 The privilege of being part of women’s 
maternity experience

9 Feeling supported and valued by my manager/s

10 Building continuing relationships with women 
and their families

cs

859

828

814

759

742

686

658

612

608

584

Level of Importance 1 (frequency)

1 Being able to balance work with my private life

2 Being able to work within my scope of practice

3 The feeling of pride in a job well done

4 The privilege of being part of women’s 
maternity experience

5 Feeling appreciated by women I care for

6 Feeling I am responsible for my own work

7 Having a good relationship with my 
midwifery colleagues

8 Building continuing relationships with women 
and their families

9 Feeling I am in control of my work environment

10 Feeling supported and valued by my manager/s

n

26

23

20

16

12

12

7

5

4

3



36

The analysis of the factors that 
attracted respondents

Two hundred and twelve terms were included in the

analysis and 83 excluded.The terms that appeared the

most frequently give an indication of the most important

factors.Textual analysis enables clusters of terms to be

identified.

The terms that appeared most frequently 

Experience 26

Job 19

Client 18

Care 13

Satisfaction 11

Dublin 10

Good 10

Challenge 9

Location 7

Practice 7

Ward/ Unit 6

Gain 6

Home 6

Maternity 6

Special care 5

Support 5

Enjoy 5

Area 4

Available 4

Centre 4

Sixteen categories were created; with each category based

on 40 terms using the clustering only function. Further

synthesis reduced the number of clustering categories into

five themes.

Experience gained largest category

The largest category was the experienced gained. One of

the benefits of working in one of the 3DMHs was the

experienced gained working in a large maternity hospital.

They are seen as offering a wide variety of experience,

specialities and opportunities.The availability of special care

neonatal units was seen as an important factor.

Job Satisfaction

Job satisfaction was also an important factor.This included

respondents that stated they enjoyed working as a midwife

with others stating that they “loved” being a midwife.This

theme included satisfaction with hours of work and job

security.

Good relationships

Good interpersonal relationships with colleagues were

emphasised as an important factor by a number of

respondents.

Midwifery Care

A number of respondents felt that having the opportunity

to practice autonomously was an important factor that

attracted them to working in one of the 3DMHs.This

included being able to “provide women/ babies with best

possible, safe midwifery practice”.

Location (centre)

The location of the 3DMHs in the city centre was also

identified as an important factor. It was seen as close to

home for some respondents while others liked the city life

style and the access to facilities.

Inhibiting Factors

Seventeen categories were created; with each category

based on 40 terms using clustering only. Further synthesis

reduced the number of clustering categories into five

themes.

Word Frequency

Staff 30

Pay 15

Shortage 11

Workload 10

Cost 9

Living 9

Obstetrician 8

Increase 7

Patient 8

Busy 7

Dublin 6
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Stressful 5

Medicalization 4

Bully 4

Hours 4

Led 4

Management 4

Midwifery 4

Pressure 4

Stress 4

Staff shortage 

The most obvious theme that emerged was staff shortage.

As the largest theme respondents highlighted staff shortage

as the major factor that was inhibiting them to practice.

Included within this theme was inadequate skill mix. It

should also be noted the close relationship between staff

shortage and workload.

Workload 

Workload was identified as a theme from within

responses.Workload was linked to negative aspects of

being overworked, overcrowding and being too busy.

Included within this category was stress, pressure of work

and the impact of increasing workload on safe practice.

Cost of living in Dublin

The cost of living was related to the expense of living in

Dublin, specifically buying a house on the salary of a

midwife. Included in this category were issues related to

travelling from home to work and the lack of flexibility in

working hours

Pay rate 

Rate of pay was seen as an important factor that inhibited

respondents practicing. Issues relating to promotional

opportunity were also highlighted.

Management 

The management category included the issue of lack of

support from senior midwifery managers. Bullying was

included in this theme as a general staff management issue

and as hierarchical bullying. In addition, management

support and attitude of managers and staff was raised.

Obstetrician led care

The obstetric model of care and the active management of

labour were viewed as inhibiting midwives from practicing.

Intention to work in the community as a Public
Health Nurse (n=144 midwives)

Eighty five percent (n=121) of midwife respondents stated

that they did not intend to work in the community as a

public health nurse. Nineteen of the twenty two

respondents that intend to work in the community were at

staff midwife grade.The highest proportion were in the 25-

29 (n=11) year age group.A third of the staff who do not

see themselves practicing as a midwife in one of the

3DMHs this time next year, intend to work in the

community as a PHN. Over a quarter of staff who  don’t

see themselves working in one of the 3DMHs in five years

time intend to work in the community as a PHN.A similar

percentage of respondents who do not see themselves

practicing as a midwife this time next year or in five years

time intend to work in the community as a PHN.

Figure 4.17: Intention to work in the 
community as a PHN

Summary

The high response rate allows the findings to be

generalised to the population of midwives and nurses

within the 3DMHs.The response rate by hospital was

generally consistent.The general profile of respondents

was female midwives at staff grade under the age of 45

years and employed on full-time permanent contacts.A

significant percentage of respondents were employed at

clinical midwife manager 2 grade.The under representation

of clinical midwife manager 1 grade may have reflected the

limited number of posts at this grade in the three hospitals

at the time of the study.The creation of a number of

clinical midwife manager 1 positions occurred at the time

of the study but was not reflected in the sampling.There

was a spread of respondents from all areas of midwifery

and nursing practice.


