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 Women’s Perception of a Midwife-Led Clinic:  

A Qualitative Study 

Diana Lalithabai, Faheema Alsomali , Khalid AlGhamdi , Waad ALZahrani 

 

Abstract—Background: While maternal and 

child health care is a crucial component of every 

healthcare system, the burden on medical staff in 

caring for low-risk pregnant patients could be 

significantly alleviated by recruiting and 

maintaining a substantial number of midwives. 

Objectives: This study aims to understand the 

perceptions of women recipients of antenatal 

services provided by midwife-led clinics 

(MLC). 

Method: The study utilised a 

phenomenological approach with semi-

structured interviews to gather information 

from participants regarding their perceptions 

of the MLC. 

Results: Participants in the survey were 

women (n=13) who attended the MLC, the 

majority being over 30 years of age and 

graduates. The participants believed that the 

clinic was essential, and felt at ease with the 

midwife and the services. Most expressed 

satisfaction with the health education offered 

by the clinic on the subject of prenatal care, 

nutrition, exercise, and breastfeeding. 

Conclusion: The participants in this study 

preferred midwife-led clinics because they 

allowed for better communication, answered 

queries, and provided significant emotional 

support. The participants felt comfortable 
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with the midwife, who created a forum for 

discussion and clarification of doubts. 

Index Terms— Maternal-Child Health Centres; 

Maternal-Child Health Services; Nurse-Led 

Clinic; Perception. 

I. INTRODUCTION 

Maternal and child health care is an essential 

aspect of every healthcare system. The effort to 

provide a less interventional model of care in 

maternity services and improve satisfaction for 

mothers has led to the initiation of a midwife-led 

clinic (MLC) in Japan [1] with an improved 

pregnancy and child health outcomes [2]. As 

midwife-led care is not a standardised model in 

low- and middle-income countries (LMIC), there 

is limited evidence on its effectiveness in these 

settings [3]. The World Health Organization and 

others have strongly recommended that 

professional midwives in LMIC, who have been 

trained according to international standards and 

with a woman-centred philosophy, play a critical 

role in reducing mortality and morbidity, 

minimising needless interventions during 

pregnancy and labour, and improving the quality 

of maternal care [4]. While midwives in these 

countries do offer care, their ability to deliver 

high-quality care is constrained by a lack of 

supporting conditions [3]. One study identifies 

information gaps, including the lack of data 

regarding the costs and effects of midwife-led 

birth centres (MLBC) in LMIC [5]. However, 

numerous studies have documented favourable 

outcomes for MLBC births, including low 

morbidity and mortality rates [6-8], and high 

quality of care [9,10]. 

Several international studies have used models to 

evaluate the outcome of midwife-led antenatal 

care [11,12]. These found that midwifery-led 

care services benefit women and have economic 

implications for service delivery [13,14]. It has  

been established that midwife-led care is as safe 
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and effective as obstetrician-led care in achieving 

optimal birth outcomes for low-risk women [15] 

and, moreover, a study comparing midwife-led 

and doctor-led clinics revealed that the midwife-

led clinic improved maternal outcomes and 

increased care satisfaction [16]. Furthermore, in 

midwife-led hospital clinics, the reassurance 

from healthcare professionals, particularly 

midwives, influenced maternal vaccine decisions 

[17]. It has also been observed that a better inter-

professional team can improve the quality of care 

in a nurse-led clinic [18]. 

The 1990s saw a significant shift in the Kingdom 

of Saudi Arabia, from home births to hospital 

births. In 2006, most women in KSA gave birth 

in hospitals; reportedly, 95% gave birth in health 

facilities and were attended by skilled healthcare 

personnel such as obstetricians and nurses [19]. 

However, no specialised midwifery services are 

provided for Saudi women attending maternal 

health services. This may be related to the KSA 

healthcare system, where obstetricians rather 

than midwives play a vital role in the provision 

of routine maternity care [20].  

According to a survey, the total fertility rate for 

Saudi Arabian women was 2.4 live children in 

2016, in a country considered to have a relatively 

high birth rate, reaching 17.23 live children for 

every 1,000 persons [21]. A research study 

revealed that KSA had lower maternal death rates 

than the USA (17 vs. 23/100,000 live births) and 

identical infant mortality rates to the USA 

(2/1,000 live births in both nations) [22]. KSA’s 

universal healthcare system may have enhanced 

access to care, explaining the quick improvement 

of several health outcomes in the country [22]. 

Nonetheless, the results of one study highlighted 

the need for more midwives in the maternity 

service to achieve the staffing level required for 

safe and superior care. The medical staff’s 

burden of caring for low-risk pregnant patients 

would be significantly reduced if the MOH could 

recruit and maintain a sizable number of   

midwives [20]. 

The new model of care places more emphasis on 

preventative care than curative treatment. The 

six systems of care (SOC)—keeping healthy, 

planned procedures, women and child care, 

urgent difficulties, chronic diseases, and the last 

phase of life—are the foundation of the model-

of-care concept, which began with an awareness 

of the existing situation. One of these six systems 

is women and child care [23]. 

Promising initiatives reflect that the KSA 

government is deeply committed to improving 

the current healthcare system, increasing access, 

ensuring healthcare quality, and particularly 

enhancing and investing in women’s 

employment, health, and education [24].  

Given the facts and figures from the above-

mentioned literature, it is evident that there is an 

increased need for mother and child health 

(MCH) services. Thus, the midwife-led clinic 

was implemented in a tertiary healthcare setting 

to avoid any unnecessary burden of care on 

obstetricians and other medical staff, to ensure 

appropriate care for women, and leverage the 

economic benefits of such services. As the clinic 

is newly established, understanding the 

beneficiaries’ perceptions is essential to optimise 

the services. Hence, this study aims to explore 

and understand women’s perceptions of the 

antenatal services provided by the midwife-led 

antenatal clinic in a tertiary facility. 

II. METHODOLOGY 

Study Design: 

The study utilised a phenomenological approach 

with semi-structured interviews to gather 

information regarding participants’ perceptions 

of the MLC. 

Setting: 

The study was carried out in a newly-established 

midwife-led antenatal clinic in a tertiary 

healthcare setting.  

Study Population: 

The study population consisted of women with 

low-risk pregnancies who attended the MLC. 

Selection Criteria: 

All women willing to participate in the survey, 

who were fluent in Arabic and had visited the 
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clinic at least twice, were included in the study. 

Women with high-risk pregnancies and those not 

willing to participate were excluded. The study 

was conducted from August 2021 to July 2022. 

Data Collection Tools and Primary Questions: 

Self-reported questionnaires were used to obtain 

the participants’ demographic data, including 

age, education, work status, gravida/para, age at 

marriage, and age at first birth. 

In the semi-structured interviews, the following 

primary questions were asked: 

o What is your general perception of the 

MLC? 

o What is your perception of the services 

provided by the MLC? 

o What is your perception of the midwives 

providing the services in the MLC? 

o Mention the aspect of the MLC with which 

you were most satisfied, and why. 

o Mention the aspect of the MLC with which 

you were not at all satisfied, and why.  

o Do you have any suggestions for improving 

the clinic? 

Recruitment of Participants & Data Collection 

Procedure: 

The women were contacted in their home 

settings, and telephone interviews were 

conducted. In addition to the benefits of 

convenience, several studies emphasise the 

methodological strengths of conducting 

qualitative interviews by telephone, such as 

perceived anonymity, increased privacy for 

respondents, and reduced distraction (for 

interviewees) or self-consciousness (for 

interviewers) when interviewers take notes 

during interviews [25,26]. Moreover, this 

method was selected for this study because the 

participants were otherwise hard to reach. 

The study recruited pregnant women who 

attended the midwife-led antenatal clinic, with 

potential participants identified by purposive  

 

sampling. The participants were then 

interviewed. Previous studies have 

recommended that qualitative studies require a 

minimum sample size of 12 to reach data 

saturation [27,28]; hence, the survey was stopped 

after interview 13, having reached the saturation 

point. 

Ethical Considerations: 

The research was approved by the Institutional 

Review Board of the study’s setting [IRB Log 

No. 20-237]. Permission was obtained from each 

participant, and the interviews were recorded 

with their permission. The study ensured 

anonymity and confidentiality, and adhered to 

the ethical guidelines. 

Data Analysis: 

The telephone interview transcripts were 

analysed manually, using thematic analysis [29], 

which allowed for the identification of common 

themes with minimal interpretation from the 

researchers. This content analysis explored the 

perceptions of the MLC and its services, the 

researchers guided by the study’s aim and 

research question.  

After the interviews had been transcribed, the 

transcriptions were professionally translated 

from Arabic into English. Next, for 

familiarisation, the interviews’ audio recordings 

were listened to while the transcriptions were 

read. Two researchers then independently 

examined the transcripts line by line, and 

assigned codes to denote particularly meaningful 

segments. Then, both researchers organised the 

data using open coding, creating categories and 

themes to achieve consensus and increase the 

rigor of the results. The data were presented from 

the participants’ perspective. 

III. RESULTS 

Characteristics of Participants: 

Table 1 presents the characteristics of the women 

who attended the MLC (n=13). 

Table 1. Demographic variables of participants (n=13) 

Demographic Variables N   

Age in years 18-24 0 
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 25-29 2 

 30-34 6 

 > 35  5 

Educational status Illiterate 0 

 Elementary 1 

 Primary 0 

 Secondary 2 

 Graduate and above 10 

Work status Working 4 

 Not working 9 

Age at marriage < 18 0 

 18-24 7 

 25-29 6 

 30-34 0 

 > 35 0 

Age in years at the first child’s birth 18-24 4 

 25-30 9 

 > 30 0 

Number of previous pregnancies 1 3 

 2-3 5 

 4-5 3 

 > 5 2 

Number of live-born children 1 4 

 2-3 4 

 4-5 3 

 > 5 2 

The main themes that emerged were the views of 

the clinic, characteristics of the midwife, services 

(aspects) of the clinùc, and follow-up care. 

Views (Expectations) of the Clinic- Healthcare 

professionals in the clinic: 

Views regarding the clinic were the central theme 

identified in the telephone interviews. Most 

participants believed it to be a consultant-led 

clinic, while few expressed the perception that it 

was led by a consultant accompanied by a 

qualified midwife. They were surprised to know 

that the clinic was in fact led by a qualified, 

specialised midwife. Some participants were 

concerned about the non-availability of the 

consultant, and expressed the need for a 

consultant to check for any foetal health 

problems. The participants felt that the clinic was 

comfortable. 

Excerpts from interview script: 

‘I would have preferred to have a doctor in the 

clinic, but after dealing with the midwife, I 

assumed she was a specialist because she was 

excellent. The midwife was qualified and could 

lead the clinic.’ (p. 2) 

‘It is a consultation clinic, and a specialist 

midwife is in charge. The midwife supervises 

and cares for me; she is not a general nurse.’ (p. 

3) 

‘Fear of the clinic because the consultant isn’t 

there while the checks are being done; it is a 

consultation clinic, and a specialist midwife is in 

charge.’ (p. 7) 

‘I did not expect the presence of a midwife in a 

consultation clinic like in other clinics. After my 
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consultation, I discovered that the clinic is 

significant, that the midwife is specialised, and 

speaks knowledgeably.’ (p. 8) 

Scope of the clinic and facilities: 

The participants felt that the purpose of the clinic 

was to support women and ensure everything was 

normal during pregnancy. Some observed that 

the clinic was overcrowded, had a long waiting 

time, and lacked adequate facilities. 

Excerpts from interview script: 

‘Everything is perfect, and the appointments are 

timely.’ (p. 1) 

‘There is nothing negative about the clinic, and 

the hospital is classy and wonderful.’ (p. 3) 

‘It is a comfortable clinic with no negatives.’ (p. 

8) 

‘I was initially scared because it is a public 

hospital; it is 80-85% better than I had imagined, 

and the midwife constantly explained things to 

me.’ (p. 11) 

‘There is no follow-up between the consultant 

and the mother to check on the newborn’s 

condition after delivery, especially if there is a 

health problem.’ (p. 12) 

‘Overcrowding, long waiting times, and follow-

up with a different midwife every visit were the 

negative features of the clinic.’ (p. 6) 

Characteristics of the Midwife- Knowledge and 

attitude of the midwife: 

All the participants reported that the midwife was 

qualified, knowledgeable, provided appropriate 

education, and could clarify their questions. The 

participants were quite satisfied with the 

midwife’s behaviour. They expressed that the 

midwife had a good attitude, was very 

supportive, and that they felt comfortable with 

the midwife. 

Excerpts from interview script: 

‘The clinic’s staff is knowledgeable on 

everything. The midwife was excellent and 

treated me nicely.’ (p. 2) 

‘The midwife is more capable, understanding, 

and I am more comfortable with her than the 

doctor. The midwife is a woman with whom I 

feel at ease when speaking or asking questions.’ 

(p. 5) 

‘The midwife had a good attitude during the 

appointment.’ (p. 7) 

Roles and responsibilities: 

The participants reported that the midwife 

supervises their care, carries out the required 

investigations, and provides education. One 

participant expressed the need to clarify the role 

of the midwife, so that attendees are aware of 

what to expect from the midwife upon visiting 

the clinic. 

Excerpts from interview script: 

‘A The clinic has a specialised midwife who 

oversees the clinic, helps women prepare for 

childbirth, and plays other key roles.’ (p. 1) 

‘The midwife was excellent, treated me nicely, 

and provided me with pregnancy-related 

information that I was unaware of.’ (p. 2) 

‘The midwife helps conduct tests, supports, 

encourages, and advises on nutrition.’ (p. 3)  

Services Offered by the Clinic- Information, 

education, and communication: 

All the participants said they received 

appropriate information and communication in 

the clinic, including advice on nutrition, exercise, 

breastfeeding, and birth plans. In addition, 

education was provided according to the 

individual needs of the mother. Almost all 

participants reported good communication and a 

clear explanation of facts. Most reported a 

positive experience with the health education 

provided in the clinic, and with the clarification 

provided in response to their questions. A few 

participants commented on the potential for 

improving communication, as well as the 

nutrition aspect of health education. 

Excerpts from interview script: 

‘There was education about nutrition, healthy 

exercise, and breastfeeding.’ (p. 2) 

‘Support and encouragement to have a normal 

delivery, and monitoring to ensure everything 

remains normal. Supporting and encouraging. 

Advice on nutrition and pregnancy-related  

 

https://www.jmlph.net/index.php/jmlph/index


The Journal of Medicine, Law & Public Health Vol 4, No 4. 2024 p460 

 

  E-mail: dlalithabai@kfmc.med.sa 

 

information that I was unaware of.’ (p. 3) 

‘Education about exercise, healthy food, 

breastfeeding, and continuous check-ups. 

Conducting ultrasound and giving information 

about pregnancy; positive and integrated 

education; and postpartum and breastfeeding 

education. (p. 12) 

Investigations: 

The participants reported that not all 

investigations were carried out in the clinic. 

During their visit, the midwife helped pregnant 

women by conducting all the required 

investigations, such as blood tests, and the results 

were clearly explained. However, for some 

investigations, such as X-ray and ultrasound, the 

women had to go to other areas of the hospital. 

One participant expressed the belief that some 

procedures were unnecessary, while another said 

that the explanation of the ultrasound findings 

was unclear. 

Excerpts from interview script: 

‘Carried out blood tests and ultrasounds.’ (p. 2)  

‘Nothing, but some medical procedures, I think, 

are unnecessary.’ (p. 2) 

‘Conducted blood and diabetes tests; I can't get 

X-rays done at the same time and the same 

place.’ (p. 4) 

 ‘The midwife gave me a poor and confusing 

explanation of the ultrasound results.’ (p. 7) 

‘There should be better communication 

regarding the nature of the appointments—

whether it is an appointment only, or if there will 

be tests, ultrasounds, or medications—to relieve 

pressure on the doctor and on the pregnant 

woman.’ (p. 6) 

Support- Excerpts from interview script: 

‘The clinic offered care and counseling during 

pregnancy, provided moral support during 

childbirth, and monitoring to ensure everything 

was normal. Also, the midwife communicated 

well and clarified my doubts.’ 

‘Supervision and care during appointments and 

monitoring to ensure everything remains 

normal.’ (p. 3) 

‘Psychological and positive support; supervision,  

care, and counseling throughout pregnancy; 

caring for the mother and foetus before delivery; 

and monitoring to ensure that the condition of the 

mother is normal.’ (p. 12) 

‘Supervise, care, and counsel during pregnancy; 

monitor to ensure everything, including 

emotional support, remains normal.’ (p. 8) 

‘Following up on the health status, and 

overcoming the anxiety and fears, of the pregnant 

woman.’ (p. 10) 

Follow-Up Care- Continuity of care: 

A few participants expressed that they had 

expected to see the same midwife at the delivery 

as had been with them during the clinic 

appointments, while in fact there was follow-up 

by a different team at the time of delivery. They 

suggested that the midwife could have informed 

them that she would not be attending the birth. 

The participants reported that the clinic had a 

special file for each patient, detailing everything 

about their condition. 

Excerpts from interview script: 

‘Everything I need is provided for; if I have 

complaints, they follow up in the clinic; and they 

provide guidance during pregnancy.’ (p. 6) 

‘Follow-up dates are too far apart. There was no 

follow-up during COVID.’ (p. 4) 

‘Everything in the clinic is fine, and the follow-

up is accurate.’ (p. 12) 

‘Timely follow-up in the pregnancy period.’ (p. 

9) 

‘Making it easier to re-open the file after it has 

been closed post-delivery.’ (p. 3) 

It should be explained to pregnant women that 

the midwife will not be with her during the 

delivery.’ (p. 11) 

Post-partum follow-up: 

Most participants expected their midwives to 

follow up with them during the birth and the 

postpartum period, with one stating that the 

follow-up communication was not good.  

Excerpts from interview script: 

‘A different team followed up at the time of 

delivery; I expected to see the midwife who was 

with me at my appointments.’ (p. 11)  
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‘I expected more help, especially as it was my 

first delivery; I expected them to reassure me 

during delivery. During the follow-ups, there was 

education about pregnancy, healthy food, and  

exercise, but at the time of delivery it was 

different; there was insufficient communication 

and no explanation. (p. 11) 

‘Making it easier to reopen the file after it has 

been closed post delivery.’ (p. 3) 

IV. DISCUSSION 

This study reveals the perceptions of women 

attending a midwife-led clinic that was 

implemented in the tertiary healthcare setting to 

ensure appropriate care for women, as well as to 

leverage the economic benefits of such services. 

The midwife-led antenatal clinic, a novel 

treatment model in the current setting, was 

evaluated from the perspective of the 

beneficiaries, and it was determined that it is, in 

fact, the best choice for low-risk pregnant 

women. This supports a study that showed that 

midwives and specialists created the best practice 

model for delivering prenatal care to low-risk 

women [30]. 

The participants of this survey thought the clinic 

was important, and were at ease with the midwife 

and the services. This indicates that midwife-led 

services are accepted and utilised by pregnant 

women. Research illustrating the prevalence of 

midwife-led prenatal care and general use of its 

services supports this [31]. Another study 

revealed that continuity models of care led by 

midwives had greater rates of satisfaction by the 

mothers who used them [32]. In the current study, 

a participant was concerned that the clinic was in 

a public setting. This is reinforced by research 

that found that women are always concerned 

about the level of healthcare offered by public 

facilities as opposed to private ones [33]. 

Most participants in the current study expressed 

satisfaction with the health education offered in 

the clinic regarding prenatal care, nutrition, 

exercise, and breastfeeding. They also expressed 

appreciation for the extra time they were given 

by the midwife to ask questions and receive 

answers, noting that support and encouragement 

for mothers was still the clinic’s primary focus. 

This conclusion was supported by research 

providing interesting information on why women 

favour midwife-led clinics: women attending 

MLC reported more excellent options, shorter 

wait times, more conversation time, and simpler 

access to prenatal care. In addition, midwife-led 

prenatal care was successful for women with 

low-risk pregnancies and better in terms of the 

choice, nursing, and care experience [34]. The 

comprehensive pre-birth training, led by a 

midwife, improved their expectations, readiness 

and preparedness for the delivery process, 

according to another study with similar 

conclusions [35]. 

The participants in this study claimed that 

everything was ideal in the clinic and that the 

midwife was skilled, knowledgeable, provided 

the proper education, and could answer their 

questions, but a few felt the need for a consultant 

when the condition of the foetus was out of the 

ordinary. The participants also mentioned the 

need to upgrade the facility, as well as the 

communication and education components.  

Satisfaction with antenatal care was high among 

the women. One study revealed that factors 

contributing most to dissatisfaction with 

antenatal care were a lack of information about 

pregnancy-related issues, and midwives and not 

taking their lack of awareness seriously [36]. 

Overall, our study found that women preferred 

the services of a MLC and had specific 

expectations, which is supported by another 

study that found both women and healthcare 

professionals favour the services of MLCs. Both 

were optimistic about creating a new care model 

while considering participants’ particular 

expectations and barriers [37]. The study 

included the viewpoints of the clinicians, and 

found areas in which the clinic may be improved 

that were mentioned by the beneficiaries. Gaps in 

understanding, perception, and application of 

midwife-led care have also been found [38]. 

Providers can offer antenatal care options that 

facilitate better outcomes for the women and 
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their neonates by being aware of women’s  

perceptions of midwifery [39]. 

According to this study, the clinic provided 

psychological services and decreased the 

mothers’ worries and anxiety. These findings 

align with those of another study that found that 

women who used MLC services had lower levels 

of anxiety and higher levels of perinatal 

satisfaction [40]. Although many of our 

participants felt that the midwife provided good 

emotional support and answered all of their 

questions during the visit, some also voiced 

concerns about the clinic’s facilities and 

communication. Numerous studies back this; one 

identified that the main concerns were related to 

staff attitude and communication [41]. This 

theory was validated by a different study, which 

found that impressions of clinic facilities and 

staff communication impacted attendees of 

clinics in Saudi Arabia [42]. 

The present study highlighted that the attitude of 

the clinic staff was good, and the participants felt 

comfortable with the staff, although some 

complained that communication was lacking. In 

other research, women claimed that counseling 

provided by a midwife increased their birth 

confidence by educating and empowering them. 

Education about the birth plan helped calm their 

fears and anxieties and prepare them for labour. 

This finding aligns with numerous other study 

findings. Women valued how midwives put them 

at ease and gave them the facts after earning their 

confidence [43]. Women also said that midwife-

led counseling increased their confidence in 

giving birth through knowledge and information 

in qualitative research [44].   

Most of our participants, however, were unaware 

of the clinic’s scope and expected their midwives 

to monitor them throughout the pregnancy and 

postpartum periods. One participant voiced 

concern that the later communication was poor. 

Although there was follow-up by the various 

teams at the time of birth, some participants had 

expected to see the same midwife who had been 

with them throughout the clinic visits. This 

finding, too, aligns with previous studies. 

Although most women welcomed the idea of an 

midwife led unit, they lacked awareness of 

midwives’ full scope of practice [39]. However, 

recipients’ expectations were higher in all facets 

of quality than their perceived care [45]. 

The women in the current study stated that 

having a familiar midwife present throughout 

labour and delivery benefits the birthing 

experience. Findings from another study support 

this claim: women’s birthing experiences were 

favourably enhanced by having a familiar 

midwife present. Women who received care from 

a reputable midwife reported improved 

knowledge, involvement in decision-making, 

and a sense of control over their pain perception 

[46]. 

The participants in this study were under 35 years 

old, graduates, and reported high satisfaction 

levels. Women in other studies also expressed 

satisfaction with services provided by nurse-

midwives. According to research, satisfaction 

was linked to age, education level, parity, and 

pregnancy status. Women over 55 who had only 

primary education and were nulliparous (had 

never given birth) were less likely to be happy 

with midwife-led care [47]. 

V. LIMITATIONS 

There was only a small number of participants in 

this study, which involved one particular MLC. 

However, the findings may be considered 

reliable because most participants shared the 

same opinions, and the study vividly depicted 

how the clinic is perceived by its beneficiaries. 

VI. CONCLUSION 

The women who participated in this survey 

preferred midwife-led clinics because they 

allowed for better communication, answered 

their queries, and provided significant emotional 

support. However, when considering the 

postpartum follow-up, they had been under the 

impression that the same midwife would be 

available to them during the birth. To prevent 

expectations beyond the clinic’s scope, they 

emphasised that a thorough explanation should  
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be provided, both of the clinic’s and the 

midwife’s scope. While the study uncovered a 

few issues with the clinic’s infrastructure and 

aftercare, overall, it revealed that women 

favoured the services of the MLC, and had 

specific expectations of the clinic and its staff. 
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