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A B S T R A C T

Background: Supportive interpersonal relationships during childbirth are essential to the delivery of quality 
midwifery care, particularly in a midwife-led setting. However, little is known about how midwives, birthing 
women, and companions co-experience and interpret their supportive interpersonal relationships in resource- 
limited, midwife-led settings.
Aim: To explore how midwives, birthing women, and companions experience and make meaning of their 
interpersonal relationships during childbirth in selected Midwife-led Birth Units (MLBUs) in the Eastern Cape 
Province, South Africa.
Methods: An interpretative phenomenological analysis (IPA) approach was used. Semi-structured interviews were 
conducted with 12 purposively sampled participants (four midwives, four birthing women, and four compan
ions). Data were analysed using a systematic, idiographic process to develop experiential themes at the personal 
and group levels.
Findings: Four key themes were identified: A. The Role of the Companion in Childbirth Support; B. Midwives' 
Attributes and Behaviours; C. Trust, Safety, and Collaboration in Childbirth; and D. Antenatal Care as a Foun
dation for Building Relationships. Participants emphasised how positive interpersonal relationships promoted 
calmness, cooperation, and emotional safety, while negative interactions led to anxiety, silence, and feelings of 
abandonment.
Conclusion: The study highlights the importance of interpersonal relationships in shaping women's childbirth 
experiences. Supportive companions and positive midwives' behaviours fostered calmness, trust, and cooperation 
during labour. In contrast, negative interactions and poor communication led to anxiety, silence, and feelings of 
abandonment among women. Antenatal care was identified as an important opportunity to build trust and 
establish supportive relationships between women and healthcare providers. Strengthening respectful, 
compassionate, and collaborative maternity care practices is essential for improving women's childbirth expe
riences and the quality of care.
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Statement of significance

• This study examines the underexplored interpersonal relationship 
dynamics during the perinatal period.

• While previous studies have recognised the significance of respectful 
maternity care and the role of companionship, this study uniquely 
highlights the critical importance of mutual trust, continuous 
communication, and clearly defined roles within the perinatal period 
in fostering emotionally safe and respectful care.

• This study makes a valuable contribution to the literature by 
emphasising relationship-centred practices.

• It offers practical policy and training insights to enhance respectful 
maternity care in resource-constrained settings.

1. Background

Access to continuous supportive care from a companion during 
childbirth is associated with respectful maternity care, reduced 
mistreatment of women, increased maternal satisfaction, and improved 
birth outcomes (Alwahaibi et al., 2025). Supportive care emphasises the 
need for interaction among women, companions, and midwives to build 
trust-based relationships (Stramrood, 2024). Supportive interpersonal 
relationships among midwives, birthing women, and companions (the 
triad) during childbirth are fundamental to quality midwifery care, 
especially in a midwife-led setting, and remain under threat. Perceived 
poor interpersonal relationships among the birthing woman, her com
panion, and the midwife may discourage women from choosing to give 
birth in health facilities (Atukunda et al., 2020). Hunter et al. (2008)
explained the role of interpersonal relationships as “warp threads that 
hold tapestry (maternity care) and the weft threads (clinical outcomes) 
together but are hidden in the finished work; and without good quality 
relationships, maternity care is compromised”. Therefore, the experi
ence of childbirth is deeply influenced by the quality of interpersonal 
relationships among the woman, her midwife, and her chosen support 
person (Olde Loohuis et al., 2023).

In recent years, global frameworks such as the WHO recommenda
tions on intrapartum care have emphasised that the relational aspects of 
care, including dignity, communication, support, and emotional safety, 
are equally important alongside clinical outcomes (World Health 
Organization et al., 2018). Effective interactions, such as sharing 
appropriate laughter or light-hearted remarks, offering sincere compli
ments, making personal observations, and demonstrating genuine in
terest, foster connection, trust, and satisfaction with good outcomes 
(Malatji and Madiba, 2020). However, these relational dynamics remain 
underexplored or undervalued in many resource-constrained maternity 
settings, especially in triadic interactions involving midwives, birthing 
women, and their companions.

Midwife-led Birth Units (MLBUs), particularly in low-resource set
tings such as South Africa, play a critical role in promoting normal birth 
for low-risk pregnancies, and the involvement of women's companions 
of choice is promoted (Podder et al., 2023). These units are often the 
primary points of maternity care in rural and peri-urban areas. Although 
the South African health system has endorsed companion-inclusive 
childbirth in birth policies, implementation remains inconsistent, with 
midwives frequently serving as gatekeepers to this practice (Malatji and 
Madiba, 2020). The presence of a companion, typically a relative or 
friend, has been shown to improve women's emotional well-being, 
encourage respectful care, and even protect against obstetric violence 
or neglect (Olza et al., 2020). However, little is known about how 
midwives, birthing women, and companions co-experience and inter
pret their interpersonal relationships and interactions in resource- 
limited, midwife-led settings.

One of the primary objectives of interaction is to maintain inter
personal relationships (A'zdom, 2025) Conveying friendliness, honesty, 
a willingness to help, commitment, empathy, and a nonjudgmental 
attitude further promote strong interpersonal relationships within the 

healthcare setting (Ong et al., 1995). These kinds of interactions in 
resource-limited settings, such as MLBUs, can promote positive inter
personal relationships among midwives, birthing women, and 
companions.

Against this backdrop, the study explores how midwives, birthing 
women, and companions experienced and made sense of their inter
personal relationships during childbirth in selected MLBUs in the 
Eastern Cape Province, South Africa. What are supportive interpersonal 
relationships between midwives, birthing women, and companions 
(triad) during childbirth? Using an interpretative phenomenological 
approach, the study offers insight into how these triadic interactions can 
enhance or undermine respectful, woman-centred care, with significant 
implications for practice, training, and maternity care policy.

2. Theoretical framework of the study

The supportive interpersonal relationships among the birthing 
woman, midwife, and companion were understood by integrating three 
theoretical approaches: the first pillar, interactions in interpersonal re
lationships (Berger and Calabrese, 1975); the second pillar, mutual 
growth (Rusbult et al., 1999); and the third pillar, self-determination 
(Deci and Ryan, 2015) (See Fig. 1).

3. Methods

The methods of this research are discussed below under the following 
headings: study design and setting, participants, sampling, data collec
tion, data analysis, and ethical considerations.

3.1. Study design and setting

This qualitative study, conducted between 2019 and 2021, employed 
Interpretative Phenomenological Analysis (IPA), a methodology well- 
suited for exploring how individuals make sense of significant life ex
periences. IPA draws on phenomenology, hermeneutics, and idiography 
to engage deeply with participants' lived realities, making it suitable for 
examining interpersonal dynamics during childbirth. The study was 
conducted in two purposively selected Midwife-led Birth Units (MLBUs) 
in the Eastern Cape Province of South Africa, one in a rural district and 
the other in an urban setting. Both MLBUs had implemented policies 
supporting the presence of companions throughout childbirth. The 
Eastern Cape is predominantly rural and socioeconomically challenged, 
with high rates of obstetric litigation, making MLBUs the primary sites 
for low-risk births.

Context and timing: The study took place during a period of 
heightened awareness of human rights and an increase in litigation in 
public health, particularly in midwifery. Organisational challenges, such 
as staff shortages, also significantly affected midwives' working 
environment.

Researcher's preconceptions: The researcher entered the study 
believing that midwives are central change agents in promoting quality 
childbirth care, but also that they may perpetuate disrespect and abuse 
during childbirth due to the strenuous environment in which they work 
and their power.

Motivation: The researcher's interest in supportive interpersonal re
lationships was influenced by personal experiences, having three 
vaginal births without a companion, despite the availability of potential 
companions who were not permitted by the system.

Impact on the research process: These preconceptions influenced 
data collection, as interviews frequently began with questions that 
emphasised companionship during childbirth. For instance, participants 
were asked how they learned about companionship and its importance.

3.2. Participants and timing of interviews

In interpretative phenomenological analysis (IPA), the sample size is 
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determined in advance, with approximately 10 participants commonly 
recommended (Noon, 2018; Pietkiewicz & Smith, 2012). This sample 
size enables the application of idiographic principles, detailed case-by- 
case analysis, and the identification of divergences across cases (Smith 
et al., 2022). IPA studies generally use small samples due to methodo
logical requirements, rigorous, in-depth data collection and analysis of 
rich personal accounts from each participant (Smith, 2011). Guided by 
this rationale, a non-probability purposive sample of 12 participants, 
comprising four midwives, four birthing women, and four companions, 
was predetermined and recruited for this study. This composition 
ensured equal representation across the categories of participants 
involved in childbirth within the MLBU. Including four participants per 
category was considered appropriate for capturing the nature, quality, 
and meanings of interpersonal relationships during childbirth (Smith 
et al., 2022). The midwives were not necessarily assigned to a specific 
woman–companion pair to ensure confidentiality.

Inclusion criteria for midwives included at least 1 year of experience 
in an MLBU and involvement in at least 5 births with a companion in the 
past six months. Birthing women and companions were selected based 
on their direct participation in a recent birth and on at least 7 hours of 
interaction within the MLBUs chosen before the birth, ensuring partic
ipants had adequate interaction during childbirth to reflect meaning
fully on their experiences. Seven hours was based on the median 
duration of 433 minutes of the active phase of childbirth in nulliparous 
women with spontaneous onset (Østborg et al., 2017). Recruitment was 
facilitated through antenatal clinics and MLBU managers.

3.3. Data collection procedures

Semi-structured, in-depth interviews were conducted using three 
tailored interview guides. The three tailored interview guides are pro
vided in Appendix 1. One for each participant group, grounded in 
existing literature and refined with input from subject experts (Doering 
et al., 2023; Olde Loohuis et al., 2023; Stramrood, 2024). Interviews 
explored perceptions of supportive care, roles within the birthing units, 
and relational challenges or enablers during childbirth.

Data collection with the midwives began immediately after they 
signed the informed consent, as their views were influenced by their 
previous experiences with birthing women and their companions. 
Companions were interviewed immediately after childbirth. Birthing 
women were interviewed between 6 and 12 weeks postpartum to allow 
full recovery from childbirth. However, the interview with one birthing 
woman was deferred to 22 months postpartum due to the COVID-19 
outbreak. This interview was considered appropriate to maintain the 
pairing, as the companion interview had already been completed, and 
the participant was willing to participate in the study. The COVID-19 
pandemic and related delays in data collection may have influenced 
participant recruitment, particularly the pairing of birthing women and 
companions due to restricted access to healthcare facilities. Pandemic- 
related changes in maternity care, including staffing adjustments, 
infection control measures, and restrictions on companion access, may 
also have shaped participants' experiences and perceptions. Addition
ally, the delay between childbirth and interviews may have affected 
recall and interpretation of experiences. However, childbirth memories 
are generally reported to remain vivid over time, particularly when 
recalled in an interview (A'zdom, 2025; Olza et al., 2020; Takehara 
et al., 2014). Therefore, the findings should be interpreted within the 
context of the COVID-19 pandemic and its impact on healthcare service 
delivery.

To preserve confidentiality, midwives were not connected to specific 
birth events; rather, only the birthing women and their companions 
were linked to the reported birth experiences. Interviews ranged from 30 
to 70 min and were conducted in isiXhosa or English, at the participant's 
preference.

3.4. Data recording, transcription and translation

All interviews were audio-recorded, transcribed verbatim, and 
translated where required. To ensure accuracy, translated transcripts 
were verified using back-translation.

Fig. 1. Graphical pillars of the theoretical framework of the study.
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3.5. Ethical considerations

This study was reviewed and approved by the North-West University 
Health Research Ethics Committee under approval number NWU- 
00028-18-S1, issued on 30 October 2018. Ethics approval was ob
tained before the study was conducted but was unfortunately delayed by 
the COVID-19 pandemic, due to strict lockdown levels and the re
searcher's personal challenges. Permission was granted by the Provincial 
Department of Health and the relevant districts, sub-districts, and fa
cility managers. Participation was voluntary, and written informed 
consent was obtained from all individual participants included in this 
study. Measures to ensure confidentiality, voluntary participation, and 
the right to withdraw were strictly adhered to. Pseudonyms were used in 
all transcripts and published findings.

3.6. Data analysis

The data were analysed using the four-phase, nine-step IPA frame
work of Smith et al. (Smith et al., 2022).

4. PHASE 1: Working towards experiential statements

The first phase of data analysis consisted of three steps, during which 
the researcher worked with each participant's audio recordings.

Step 1: Get to know the data.
Analysis commenced during the interviews through active listening, 

reflection, and participant confirmation of meanings. Audio recordings 
were repeatedly reviewed, and interviews were transcribed verbatim 
within 24 h. IsiXhosa interviews were transcribed and translated into 
English, with back-translation by an independent bilingual colleague to 
ensure accuracy and preservation of meaning. An independent co-coder 
also reviewed the raw transcripts and IPA analysis steps to enhance the 
trustworthiness of the findings.

Step 1a: Know the researcher's interests and preconceptions.
The researcher entered the study with preconceptions regarding 

midwives' roles as advocates for quality childbirth care, while also rec
ognising reports of disrespect and abuse within midwifery settings. 
Personal childbirth experiences, including three vaginal births without 
companion support due to healthcare system restrictions, motivated the 
exploration of supportive interpersonal relationships during childbirth. 
The researcher acknowledged that these experiences and assumptions 
may have influenced the interviews and interpretation of the data.

Step 2: Detailed exploratory analysis and noting/comments.
This step involved repeated reading of the interview transcripts 

alongside initial note-taking in a three-column table, with experiential 
statements, transcript excerpts, and exploratory comments. The 
exploratory comments included descriptive, linguistic, and conceptual 
observations to support deeper interpretative analysis. Comments were 
organised alongside relevant transcript sections, with colour coding 
used where necessary to maintain alignment between data extracts and 
interpretations.

Step 3: Articulate main claims.
In this step, the researcher developed higher-level experiential 

statements to capture the meaning of participants' experiences, drawing 
on exploratory notes and annotated transcripts. These statements re
flected the researcher's interpretations of participants' accounts and 
were documented systematically. The researcher and an independent 
co-coder also met virtually to discuss and reach consensus on the 
experiential statements for each case.

5. PHASE 2: Working towards case-level summaries

This phase has two steps. Consolidates the first case by clustering 
experiential statements and, in the second step, forms the participant's 
Personal Experiential Themes (PETs).

Step 4: Organise the work: searching for connections across 

experiential statements.
All experiential statements were printed as flashcards and arranged 

on a large board in no specific order to facilitate movement, comparison, 
and identification of conceptual connections between statements (Smith 
et al., 2022). Identifying connections between experiential statements 
was time-intensive because the relationships were not always immedi
ately apparent. The experiential statements were subsequently grouped 
according to conceptual similarities, contextual meaning, and functional 
relevance. Flashcards with duplication or similar meanings were found. 
The experiential statements with the same page number were discarded.

Also, during the search for connections between two or more expe
riential statements, identical flashcards with different page numbers 
were found. These experiential statements were stacked on top of each 
other, or different page numbers were written on the same flashcard, to 
form clusters. The researcher and co-coder met to discuss and reach 
consensus on the clustering of experiential statements for one case, after 
which the researcher analysed the remaining cases and held a final 
meeting with the co-coder upon completion of the analysis.

Step 5: Consolidate case analysis: Naming the Personal Experiential 
Themes (PETS) & consolidating, organising them in a table.

Each cluster of experiential statements for each participant was 
assigned a title describing its characteristics and became the partici
pant's Personal Experiential Themes (PETs) (Smith et al., 2022).

Box 1 shows an example of a PET written in bold upper case with two 
sub-themes written in bold lower case. The number of experiential 
statements (ES) with page-number annotations is written at the end of 
each, indicating where that ES appears in the participant's script.

Under each ES, the key phrases or keywords are written in italics 
with inverted commas. The inclusion of the key phrase or keywords 
contributes to the evidence trail. The researcher and co-coder met 
virtually to discuss and reach consensus on the PETs for the individual 
case. Thereafter, the researcher continued with all the remaining cases. 
Another virtual meeting was held to discuss all the cases.

6. PHASE 3: Working cross-case themes

This phase has two steps. In the first step of this phase, the researcher 
repeats the steps of phases one and two for each participant's record. In 
the third step, the researcher works with a co-coder to develop Group 
Experiential Themes (GETS) across cases.

Step 6: Repeat steps 1–5, continuing the individual analysis of other 
cases.

The researcher set aside the table of themes for the first participant 
scripts to avoid cross-comparison early in the process and worked on the 
subsequent scripts from scratch until the cluster of themes step (Step 5, 
PETS). The aim was to allow the convergences and divergences in the 
data.

Step 7: Identify candidate themes: working with PETS to develop 
Group Experiential Themes (GETS) across cases.

Table 3 presents a master table of PETs for all participants used to 
examine cross-cutting themes. At this step, the integrated hermeneutic 
circle of understanding produced the group experiential themes, which 
were viewed as Horizons of Understanding by Groups (HUGs). Each PET 
bore a group positioning or, with the group sharing a thematic identity, 
represented their situation.

Step 7b: Review.
At this step, a meeting was held with the co-coder to discuss and 

finalise the findings. The discussion between the co-coder and the 
researcher resulted in the fusion and renaming of some S-GETS to get to 
a GETs structure.

7. PHASE 4: Working towards a linear account of the thematic 
structure

This last phase had three steps. In the first step of this phase, the 
researcher finalised the analysis at a deeper level of the interpretative 
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process of metaphorical extracts from some participants. Finally, the 
researcher partially corroborated the findings with seven of the twelve 
participants before the final write-up.

Step 8: Finalise the analytic structure.
During the exploratory analysis and initial noting/comments in 

Phase 1: Step 2, there were resonant passages that moved to a deeper, 
more detailed reading to finalise the group analysis. The analysis at this 
step was deepened by utilising metaphorical excerpts from some par
ticipants, as well as features such as pauses, repetitions, and exaggera
tions, which served as a lens through which the nature, quality, and 
meanings of the interpersonal relationships among midwives, birthing 
women, and companions were examined.

Box 2 illustrates the deeper level of the interpretative process of the 
metaphorical extract from some participants. Finally, the thesis's pro
moters contributed to the report's structure.

Step 8b: Review work for audit trail.
The S-GETs with excerpts and final GETs were emailed to seven 

participants for corroboration, with the researcher clarifying that the 
findings represented the perspectives of all participants within the 
subgroup. The remaining five participants could not participate in the 
corroboration process because they could not be traced.

Step 9: Decide on the written report.
Only GETs are used in this stage. Table 1 illustrates participants 

contributing to the GETs.

8. Findings

Participants' Socio-demographic data is shared because these factors 
may influence the experience of interpersonal relationships. Table 2
presents the socio-demographic characteristics of 12 participants: four 
midwives, four birthing women, and four companions who shared their 
experiences of interpersonal relationships during childbirth in Midwife- 
led Birth Units (MLBUs).

Analysis yielded four Group Experiential Themes (GETs) with seven 
sub-themes (Table 2) that illuminate the complexity of triadic in
teractions and their influence on the quality of care. Verbatim excerpts 
from participants (anonymised by role and study site) are used to 
illustrate the findings. Codes for participants are birthing woman 1 
(BW1), midwife 1 (Mid1), and companion 1 (Comp1), and the settings 
are urban (U) and rural (R).

8.1. The role of the companion in childbirth support

Companions were consistently considered crucial for providing 
emotional, informational, appraisal and physical support to women 
during childbirth. Participants highlighted preferred companions as 
experienced, calm, and emotionally close to the birthing woman. These 
companions were often mothers, sisters, and other blood-related rela
tives or female friends who had previously given birth.

“The best companion is someone who has been through this. She knows 
how it feels and will know what to say.” (Comp 3[U]).

“The best person is a woman.” (Comp1[R]).
“… that is why it is important to have a companion even if it's your 

mother, your sister, your aunt, your cousin…” (BW4[U]).
“The support of any family member of a birthing woman.” “… another 

companion who is in a family, you should ask, where possible, is the 
grandmother...” (Mid 4[U]).

Companions provide practical and emotional support during child
birth. Companions described assisting women with basic physical needs, 
such as helping them walk to the toilet, rubbing or massaging them. 
These actions demonstrate a hands-on role in promoting the woman's 
comfort and well-being during childbirth.

From the birthing woman's perspective, the presence of a companion 
contributed to emotional reassurance and a sense of calm. Gestures such 
as holding hands, offering water, and providing physical comfort helped 
reduce anxiety during contractions. These findings highlight how 
companionship during childbirth offers both practical assistance and 
emotional support, enhancing a woman's coping ability throughout 
labour.

“Hold her, like I hold her hand, I would have helped her if she wanted to 
go to the toilet too…” (Comp1[R]).

“I was trying to help her brush her feet, areas that would make her 
comfortable” … (Comp3[U]).

“I would have contractions, they would offer me water or whatever, but I 
felt having a companion there with me, it just helps you to stay calm…” (BW4 
[U]).

The participant describes how the companion initially appeared very 
anxious because she had never experienced childbirth before. Her 
visible panic increased the birthing woman's own anxiety, as the birth
ing woman anticipated the pain and uncertainty of childbirth. This 
interaction highlights how emotions can be mutually transmitted be
tween the birthing woman and the companion. Over time, however, the 
companion appeared to become calmer during the birth, possibly 

Table 1 
Participants contributing to the GETS.

GETs

Participants A. The Role of the Companion in Childbirth Support B. Midwives' Qualities and 
Professional Behaviours

C. Trust, safety and collaboration in 
childbirth

D. Antenatal Care 
as a foundation 
for building 
relationships

Sub-GETs
A.1 Types and 
characteristics of 
the supportive 
companion

A.2 Supportive 
care provided by 
companions and 
its benefits

A.3 Vulnerability in 
childbirth and the 
need for companion 
empowerment.

B.1 Traits 
of a good 
midwife

B.2 Attitude 
and 
behaviours of 
midwives

C.3 
Identified 
fears during 
childbirth

C.4 Interaction, 
trust and 
cooperation 
between midwives, 
companions and 
birthing women

​

Mid 1 X X X ​ ​ X X X
Mid 2 X X X ​ ​ X X X
Mid 3 X X X ​ X X X X
Mid 4 X X X ​ ​ X X X
BW 1 X X X X X ​ X X
BW 2 X ​ X X X ​ X X
BW 3 X X ​ X X X X X
BW4 X X ​ X X ​ X X
Comp1 X X ​ X X ​ ​ ​
Comp2 X X ​ X X ​ ​ ​
Comp3 X X X X X X ​ X
Comp4 X X X ​ ​ X ​ X
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reflecting on the birthing woman's earlier request to remain relaxed. 
This shift suggests that reassurance and communication between the 
two helped create a more supportive and less stressful environment 
during childbirth.

“…very much panicking because she doesn't have children at all…” 
“You're making me more nervous thinking about what I'm going to go through 
there in that room. It's going to be very nervous, so you must relax on my part. 
You must be relaxed for my part.” She was like “Yoh am I stressed out like 
that?” I'm like “yes, ja, you are very stressed out, you're making me nervous” 
…” A person like that, but at first, she was very nervous, but during the birth, 
she was relaxed, maybe she told herself afterwards” (BW3[U]).

8.2. Midwives' qualities and professional behaviours

The participants' perceptions of respectful, calm, and person-centred 
care during childbirth, particularly how midwives' behaviour and 
communication style influenced feelings of safety, trust, and support.

The statement “She didn't shout; she treated me like a person. That made 
me feel safe” suggests that the absence of harsh or authoritative behav
iour from the midwife contributed to the birthing woman feeling 
acknowledged as a person rather than merely a patient. Being treated 
with dignity and respect enhanced her sense of psychological safety and 
comfort during childbirth.

The description of midwives as “like friends… not shouting… not 
panicking… very calm” suggests that their calm, composed demeanour 
helped reduce anxiety. Childbirth can be an emotionally intense expe
rience, and the midwives' relaxed approach appeared to model 
emotional stability, which in turn helped the birthing woman remain 
calmer.

Calling the birthing woman by name and giving clear directions re
flects personalised communication and recognition of her identity. This 
type of interaction signals attentiveness and respect, reinforcing the 
perception that the healthcare providers were caring and approachable.

The companion's observation that the staff were “rushing her to get 
into bed” and “paying attention to us” suggests that the healthcare team 
was seen as responsive and actively engaged in the woman's care. This 
attentiveness contributed to the overall impression that the staff were 
supportive and concerned for the woman's well-being.

Both the birthing woman and the companion describe the midwives 
positively, indicating that supportive behaviour benefits not only the 
birthing woman but also those accompanying her. This reinforces the 
sense of collective reassurance within the birthing environment.

“She didn't shout; she treated me like a person. That made me feel safe.” 
(BW1[R]).

“…the midwives are like friends to you there in the hospital, in the birthing 
room. They are not shouting at you, yelling at you, or panicking. The mid
wives were very calm; on my part, they showed no reaction to my panic. They 
were relaxed.” (BW3{U]).

“They were nice, they said you are (Call me by name), come this way, 
they called (Name of the birthing woman) and told her to enter a certain 
door” “They were supportive. ‘They were caring. ‘I cannot lie; they have been 
paying attention to us because they have been rushing her to get into bed. It 
was great, it was great” (Comp1[R]).

However, midwives also described that sometimes there are too few 
staff members available, which can make them afraid or anxious about 
managing the number of birthing women, especially during complex or 
unpredictable events such as childbirth. The participant suggests that 
the presence of a birth companion can be helpful, because the 

Table 2 
Socio-demography of participants.

Number Age Qualifications Years of experience working with pregnant women Area

Midwives

1 33 diploma 6 rural
2 46 diploma 10 rural
3 50 masters 15 urban
4 35 Basic degree 6 urban

Birthing women

Number Age Qualifications Parity Area

1 26 Grade 10 2 rural
2 30 Grade 11 2 rural
3 32 Grade 10 3 urban
4 35 Diploma 2 urban

Companions

Number Age Qualifications Gender Area Relation to the birthing 
woman

Prenatal-related 
training

Had children of their 
own

Number of times supporting birthing 
women

1 36 Grade 10 female rural cousin No Yes 1
2 64 illiterate female rural mother No Yes 1
3 48 Grade 10 female urban Mother-in-law No Yes 1
4 44 Matric female urban Doula Yes Yes 10+

Table 3 
Themes and sub-themes of the study.

Themes
A. The Role of the Companion in Childbirth Support B. Midwives' Qualities and 

Professional Behaviours
C. Trust, safety and collaboration in 

childbirth
D. Antenatal Care as a 

foundation for 
building 
relationships

Sub-themes
A.1 Types and 

characteristics of 
the supportive 
companion

A.2 Supportive care 
provided by 
companions and its 
benefits

A.3 Vulnerability in 
childbirth and the need 
for companion 
empowerment.

B.1 Traits 
of a good 
midwife

B.2 Attitude and 
behaviours of 
midwives

C.3 Identified 
fears during 
childbirth

C.4 Interaction, trust 
and cooperation 
between midwives, 
companions 
and birthing women

​
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companion can observe that the midwives are trying and providing care, 
which may reduce misunderstandings or unfair blame.

“Sometimes we're few, scared... if anything goes wrong, people blame us. 
A companion can help by seeing we are trying.” (Mid 1[R]).

There were hints of negative behaviours of midwives in the partici
pants' views in this study. Although they were not explicit, their lan
guage gave a glimpse into the type and traits of midwives in the MBUs. 
Midwives acknowledged that their behaviour could facilitate or obstruct 
rapport, trust, and cooperation with the birthing triad. Birthing women 
and their companions sometimes arrive at health facilities expecting 
midwives to be rude or unfriendly. This expectation is shaped by pre
vious experiences or widely shared stories about negative interactions 
with midwives.

“…there are midwives who do not understand companionship.” “… Some 
of the birthing women and companions have that negative perception that 
they are going to meet midwives who are rude ...” (Mid 1[R]).

“You know we have got that stigma that midwives are rude “… Eish, I got 
a challenge as a midwife.’… ‘You know, at times, the midwives are not doing 
right… “You know, the midwives are not the same, their personalities are not 
the same. Each midwife has her personality…” (Mid 2[R]).

The midwives themselves recognise that there is a stigma or ste
reotype that midwives are rude or unkind. This reputation can affect the 
trust women have in them before any interaction. They acknowledge 
that not all midwives behave the same way.

“People get unusual characteristics. We do not have a single kind of 
person everywhere. There are different characters of midwives, and some of 
them are harsh, you can say. Some are not treating people like they want to be 
treated…” (Mid 3[U]).

Differences in personality, attitudes, and behaviours mean that some 
provide supportive care while others may struggle with communication 
or respectful interaction. Some midwives may not fully understand the 
concept or importance of allowing and supporting a birth companion 
during childbirth. This lack of understanding may influence how they 
interact with companions and birthing women.

I am not sure why there are midwives who are not for companionship. It 
lacks training for midwives; it is important. It is difficult because I know there 
is a problem; I would say they also need to have a program for them. Show 
them the benefit of companionship; I think they always focus on its negative 
side.’ (Mid 4{U]).

8.3. Trust, safety and collaboration in childbirth

Participants experienced a positive emotional connection with the 
midwives from the beginning of the interaction. When the participant 
says she could “sense that warmth and love,” it indicates that the mid
wives showed kindness, empathy, and supportive behaviour, making her 
feel comfortable and valued. Central to positive birth experiences was a 
sense of mutual trust, good relationships and collaboration among the 
triad. Because of these behaviours, a trusting relationship started to 
develop between the woman and the midwives. Sense of trust implies 
that she believed the midwives were caring, respectful, and committed 
to supporting her during childbirth, which likely contributed to her 
sense of safety and confidence in their care.

“You can understand what kind of person she is…” “… we had a rela
tionship with the check-up midwives, they would talk to us, and we were able 
to build a relationship because you could see they were genuine people. Maybe 
if they were also in the birthing unit…” “…and then come with her over to this 
side.” (BW1[R]).

‘…there were two midwives… and I could already sense that warmth and 
that love from them, and I appreciate that; moreover, that began the rela
tionship between the midwife and me. I felt that I could trust them.’ (BW4 
[U]).

‘Everything they asked made it so clear for me to understand. While they 
knew I was not at my senses, they made it noticeably clear, but in a very 
natural way. I trusted them. Human beings to human beings, they would talk 
to you...’ (BW3[U]).

The presence of a companion often changed the relational dynamic, 
empowering the woman, humanising the midwife, and facilitating 
shared responsibility. However, some participants reported being 
excluded from decision-making or being unheard due to power imbal
ances or cultural misunderstandings.

“Some nurses don't talk; they just do things. It makes you feel like you are 
not part of what is happening to your own body.” (BW3[U]).

8.4. Antenatal care as a foundation for building relationships

Participants from all groups identified antenatal care (ANC) as a 
missed opportunity or a key enabler for building relational foundations 
before childbirth. Women who had ongoing ANC interactions with the 
same midwives or received information about companionship early felt 
more prepared and supported. Sometimes a midwife may seem strict or 
harsh, but if someone enters the room with a light-hearted attitude, 
makes a joke, and creates a moment of laughter, it can help break the 
tension. Once both people share a laugh, the atmosphere may become 
more relaxed, and the midwife may respond in a friendlier and less harsh 
way.

“Some of them we meet at ANC, and we start to have that relationship, 
and then when they come into the MLBU, they start to say Oh, sister, you're 
here.” (Mid1[R]).

“The midwives need to meet these companions; they can ask the pregnant 
woman to come with the companion during ANC twice or more. That practice 
can help build a close relationship. In these sessions, they can talk and un
derstand each other.” (Comp3[U]).

“No matter how hard …you know, sometimes you need to walk into this 
midwife's room and just make a joke, expose her to the jokes, and start to 
laugh. Now that she laughed, she will never be harsh after you both had some 
jokes. Come in and joke with her.” (BW2[R]).

9. Discussion

This study explored how midwives, birthing women, and compan
ions experienced and made sense of their interpersonal relationships 
during childbirth in South African Midwife-led Birth Units (MLBUs). The 
findings reveal that interpersonal dynamics within the birthing triad 
significantly shape everyone involved, and that respectful, relationship- 
centred care relies on professional conduct, relational preparedness, and 
mutual understanding and self-determination among all parties 
involved.

The fundamental element in midwifery care is the mutual supportive 
behaviour rendered by the distinct kinds of companions and midwives. 
The study revealed that participants often preferred experienced female 
companions. At the same time, the father of the child becomes an 
alternative due to the protective role he can play for his family during 
childbirth. Traditionally, women are, by nature, caring human beings 
with a specific attachment to and intimacy (Bedrov and Gable, 2023). 
Relatives or close friends of the birthing woman, who have had their 
own children, were the birthing woman's first choice. The relatives of 
the birthing woman include her mother, siblings, aunt, and cousins. The 
close females include friends and colleagues. Relatives and close female 
friends who know the strengths and weaknesses of the birthing woman 
provide better support. Notably, the sight of the birthing woman with 
birthing pains would trigger innate flashbacks to females who had 
children of their own and motivate them to put themselves in the shoes 
of the birthing woman and provide the support. Several studies have 
reported that birthing women often prefer female companions, as they 
are perceived to have a better understanding of women's perspectives 
and to empathise more effectively with the pain and experiences asso
ciated with childbirth (Alwahaibi et al., 2025; Hameed et al., 2025). 
Therefore, it is commendable that female relatives, close friends, and 
colleagues of the birthing woman are ready to be involved when 
approached.

Furthermore, there are specific attributes of companions, such as 
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being patient, always available, and helpful during childbirth. Partici
pants in this study reported that these attributes were remarkable during 
childbirth and helped build respectful, trusting relationships among the 
midwife, birthing woman, and companion. In this context, being avail
able meant providing physical support during childbirth and demon
strating positive emotional traits that facilitated better outcomes. 
Therefore, companions need to attend in person during ANC and support 
both the midwife and the pregnant woman. Furthermore, there will be 
continuity in monitoring pregnant women at home and in encouraging 
them. The physical availability of the companion meant the following:

• Arrange for transport.
• Help the mother think about who to help her with childcare or 

other tasks at home while she is away.
• Help the mother prepare her hospital bag (the ‘Safe Birth’ 

brochure describes what should be in the bag) (Perinatal Mental Health 
Project, n.d.; Western Cape Government: Health, 2017).

The concept of emotional availability means the companion does not 
exhibit signs of panic and anxiety but instead remains calm. Several 
issues make the companion panic and anxious. In this study, it has been 
found that panic was associated with young male support persons and 
females who do not have children of their own. Similarly, Lwanga et al. 
(Lwanga et al., 2017) note that male companions were anxious before 
their partners gave birth because they had never experienced the process 
of birthing. Panic and anxiety displayed by either the midwife or the 
companion during childbirth is contagious (Hishikawa et al., 2019). The 
birthing woman may become anxious and panicked. The nervous 
birthing woman may exhibit increased epinephrine levels and physio
logical responses, such as elevated blood pressure and reduced uterine 
activity, which often delay childbirth (Hishikawa et al., 2019). In this 
study, the panic and anxiety exhibited by male companions were found 
to negatively influence the supportive interpersonal relationship be
tween the midwife, birthing woman, and companion. As a result, mid
wives often called upon experienced female companions, such as older 
women, to provide support to the birthing woman. Consequently, being 
emotionally available meant that the companion and midwives must be 
relaxed and calm to help the birthing woman emotionally.

In this study, the specific supportive needs of the birthing woman 
were rendered by companions before and during childbirth. Some of the 
needs of the birthing woman before childbirth were: 

• to get safe and reliable transport from home to MLBU,
• pack, get or buy clothes for the unborn baby, and
• pack or buy food.

The absence of these activities and requirements before admission to 
the MLBU may adversely affect the supportive interpersonal relationship 
between the midwife, the birthing woman, and her companion. The 
companion may not be able to support the birthing woman because they 
will need to run errands, such as going back home to fetch the bag of 
baby clothes or going shopping. Therefore, the companion must ensure 
that the birthing woman's needs are incorporated into the birthing plans 
and that she is ready at about 36 weeks of gestation (Perinatal Mental 
Health Project, n.d.; Western Cape Government: Health, 2017).

In this study, the specific supportive needs of the birthing woman 
were met by companions during childbirth. The supportive needs of the 
birthing woman that companions provided were physical, informa
tional, and emotional, acting as a messenger between the midwives and 
the birthing woman, depending on their commitment and self- 
determination to assist. The physical support included holding the 
birthing woman by hand, rubbing or brushing any area that would make 
her more comfortable, and offering her water or whatever else would 
help her stay calm. The childbirth of the calm birthing woman results in 
fewer interventions and progresses well (Alwahaibi et al., 2024; Hameed 
et al., 2025). The calmness of the birthing woman promotes tranquillity 
in the MLBU and may foster supportive interpersonal relationships. The 
informational support included repeating and emphasising what the 

midwife shared, which would relieve birth pains and assist with the 
progression of childbirth. The informational support consists of 
breathing exercises performed during labour contractions. The 
emotional support included encouraging words such as endure, hang on, 
be strong, and so on.

The ANC is the relevant perinatal avenue for empowering birthing 
women and their companions regarding their roles during childbirth, 
and for building supportive interpersonal relationships among the 
woman, her companion, and the midwife, thus providing an opportunity 
for them to understand one another. Low ANC attendance is associated 
with poor empowerment of birthing women and their companions 
during childbirth, the building and maintenance of supportive inter
personal relationships, and the determination of support needs and the 
opportunity to understand one another (Anik et al., 2021). The mid
wife's role is to empower birthing women and their companions during 
ANC, and this varies from midwife to midwife. Also, the antenatal period 
emerged as a key phase for establishing interpersonal rapport and pre
paring for collaborative birthing experiences. However, antenatal care is 
often underutilised for relationship-building, particularly in under- 
resourced settings. When used effectively, it provided a foundation of 
trust and clarity regarding companion roles and birth expectations. 
Similar conclusions have been drawn in studies from both low- and high- 
resource countries, emphasising continuity of care and early engage
ment as enablers of respectful maternity care (Mathibe-neke, 2020).

Companions were viewed as stabilising agents, offering reassurance, 
advocacy, and tangible support throughout childbirth. These findings 
echo previous research that highlights continuous support during 
childbirth as a key factor in satisfaction with care, perceived quality of 
care, and experience of mistreatment during childbirth. Improved out
comes include greater maternal satisfaction, reduced use of pharmaco
logical pain relief, and lower rates of negative experiences or perceived 
mistreatment (Seroto, 2022). In our study, however, companions were 
not uniformly equipped or welcomed; some were perceived as burden
some or uninformed, underscoring the need for structured companion 
education and clearer institutional protocols.

In this study, midwives were found to be empathic, warm, caring, 
and loving. Midwives with a positive attitude and good behaviour suc
ceed in empowering birthing women and their companions and in 
building supportive interpersonal relationships within a brief period 
(Summerton et al., 2021). Also, a midwife with a positive attitude and 
behaviour positively influences birthing women and their companions. 
In the MLBU, where there are kind, friendly midwives, there is good, 
positive interaction, trust, continuity, cooperation, and information 
sharing between midwives, birthing women, and companions (Mirzaee 
and Dehghan, 2020). However, in this study, there is a divergence in 
attitudes, behaviour, and relationships among midwives, birthing 
women, and companions during childbirth. The isolated instances of 
unprofessional conduct by some midwives can affect the reputation of 
their colleagues. Participants perceived that negative childbirth expe
riences were sometimes associated with midwives who had been in 
practice for many years and may have experienced work-related fatigue 
and limited training. Long working hours and limited access to 
continuing professional development were reported as factors that could 
hinder the maintenance of professional skills, particularly among some 
older midwives compared to younger colleagues (Denton et al., 2021).

In the study, midwives' behaviours varied, ranging from compas
sionate and supportive to dismissive. Both individual dispositions and 
the systemic constraints within the healthcare environment influenced 
these behaviours. Similarly, Yalley (Yalley, 2023) found that midwives' 
lack of knowledge about the inclusion of companions during childbirth, 
workload, fear of litigation, and interpersonal stress influenced their 
ability to offer woman-centred care. Notably, the triadic relationship 
became more balanced and cooperative when midwives viewed com
panions as allies rather than observers. The positive triadic relationship 
and midwives' views on companionship highlight the value of training 
midwives in clinical care and relational competencies, including 
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communication and emotional intelligence.
This study highlights how shared decision-making, trust, and open 

communication within the birthing triad can shift power dynamics from 
hierarchical to relational. While systemic factors (e.g., staffing short
ages, policy gaps, cultural misunderstandings) sometimes impeded this, 
participants' examples demonstrated that small relational acts, such as 
listening, explaining, or acknowledging a companion's contribution, had 
a significant impact. These findings align with the recent Quality of 
Provider Interaction (QPI) model, which recognises empathy and 
emotional availability, trauma-informed maternity care, integrating 
woman-centred individual and institutional attitudes, and empowering 
language use as equally vital to clinical excellence (Stramrood, 2024).

10. Strengths and limitations of the study

A key strength of this study lies in its triangulated approach, which 
integrates the perspectives of midwives, birthing women, and compan
ions. To our knowledge, this is the first qualitative study to explore 
interpersonal relationships among these three groups as an inter
connected triad. While studies of this nature, in which women describe 
their past birth experiences, may be influenced by recall and contextual 
biases, previous studies have found that childbirth memories tend to last 
longer than 5 years (Suzuki and Okubo, 2022; Takehara et al., 2014). 
Therefore, the findings of this study are unlikely to be affected by recall 
memories. Additionally, the use of Interpretative Phenomenological 
Analysis (IPA) facilitated in-depth engagement with each participant's 
lived experience.

Although a sample size of approximately 10 participants is generally 
considered sufficient for qualitative research of this nature, this study 
included participants from three distinct roles. Consequently, the total of 
12 interviews (four participants per role) resulted in a relatively small 
number of participants per group. This limited representation within 
each category, although acceptable with the IPA, may have constrained 
the depth and diversity of perspectives captured for each role and, 
therefore, should be considered when interpreting the findings.

While the small sample size and the data's context-specific nature are 
limitations, the inclusion of participants from diverse cultural and so
cioeconomic backgrounds enhanced applicability. Moreover, by incor
porating both rural and urban MBLUs, the findings provide a fair 
reflection of interpersonal relationship dynamics across different com
munities within the province and contextual characteristics that help the 
reader assess the fittingness of the interpretation to their own setting 
(Stalmeijer et al., 2024).

Nonetheless, this study was conducted in only two public midwife- 
led birthing units (MLBUs) within a single South African province, 
namely the Eastern Cape Province. Consequently, experiences of inter
personal relationships may differ across other maternity care settings, 
including private healthcare facilities and institutions located in other 
provinces. Despite these limitations, the study provides valuable insights 
into the interpersonal relationships between midwives, birthing women, 
and birth companions within the selected context. While the findings 
may offer some transferability to similar settings, caution should be 
exercised when making broader generalisations to all midwife-led units 
or maternity care contexts across Africa.

Although validation of responses was undertaken during data 
collection, a limitation of this study relates to the member-checking 
process, as only 7 of the 12 participants were available to corroborate 
the findings. Consequently, the member-checking process should be 
regarded as providing partial corroboration rather than full validation of 
the findings. Nevertheless, feedback from participants in the process 
supported the credibility and consistency of the study's findings.

The study further highlights the need for intervention programmes to 
promote supportive interpersonal relationships, underpinned by tar
geted education and advocacy initiatives to enhance respectful and 
collaborative maternity care. In practice, such initiatives can strengthen 
women's childbirth experiences, improve companion involvement, and 

support midwives in delivering woman-centred care.

11. Conclusion

This study highlights the importance of interpersonal relationships 
during childbirth, particularly within the midwife–woman–companion 
triad. When mutual trust, communication, and supportive roles are 
established, these relationships enhance emotional safety, cooperation, 
and satisfaction with care. Equally, relational breakdowns are driven by 
midwives' stress, companion uncertainty, or lack of preparation, and can 
intensify fear, silence, and disempowerment during childbirth.

Midwife-led Birth Units in South Africa, while vital to promoting 
normal birth, must do more to support relationship-centred care. Inte
grating companions meaningfully into maternity practice, strengthening 
midwives' interpersonal skills, and utilising antenatal care as a platform 
for relationship-building are key strategies for enhancing childbirth 
experience.

Policymakers and health system leaders should consider revising 
institutional protocols to standardised companion inclusion and address 
relational barriers. Ultimately, advancing respectful maternity care will 
require systemic investment and a cultural shift that values connection 
as much as clinical competence.
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Appendix A

Appendix 1 
Three tabled, tailored interview guides.

Questions for the companions Questions for the birthing women Questions for the Midwives

• Can you tell me how you learned about companionship 
during childbirth?

Possible prompts: Do you think it is important to have 
companionship and why? Who can be a companion and 
why?   

• Can you please tell me how the relationship between you, 
the birthing woman you supported, and the midwife or 
midwives in the birthing unit was? Start when you arrive 
in the birthing unit.

Possible prompts: What happened? Do you think the 
relationship between the three parties is important - why? 
How did you feel about the relationship with the birthing 
woman you supported and the midwife or midwives in the 
birthing unit? How did you cope with such a relationship?   

• How would a positive, helpful, encouraging, and 
supportive relationship be like between the midwife/ 
midwives, the birthing woman, and the companions in 
the birthing unit?

• How and when did you tell the midwife/ midwives and 
the birthing woman you supported what kind of 
relationship you need

• Can you tell me how you learned about companionship 
during childbirth?

Possible prompts: Do you think companionship is 
important and why? Who can be a companion and why?   

• Can you please tell me how the relationship between 
you, your companion, and the midwife or midwives 
was in the birthing unit? Start when you arrive in the 
birthing unit.

Possible prompts: What happened? Do you think the 
relationship between the three parties is important - why? 
How did you feel about the relationship with a companion 
and the midwife or midwives in the birthing unit? How did 
you cope with such a relationship?    

• How would a positive, helpful, encouraging, and 
supportive relationship be like between the midwife/ 
midwives, the birthing women, and the companions in 
the birthing unit?

• How and when did you tell your companion and the 
midwife/midwives what kind of relationship you need?

• Can you tell me how you started having companions 
when assisting birthing women?

Possible prompts: how long ago? What do you think this 
brought about? Can you describe how you felt about 
having it at that time?   

• Can you please tell me: Recently, how are the 
relationships between you, the birthing woman and 
the companion in the birthing unit? Start when they 
arrive at the birthing unit

Possible prompts: what happens? What do you think 
this brought about? How do you feel? How do you cope?        

• What would a positive, helpful, encouraging, and 
supportive relationship be like between the 
midwife/midwives, the birthing women and the 
companions in the birthing unit?

Possible prompts: how can it improve?   

• How would you make this supportive relationship 
known to other midwives, birthing women and 
their companions?

Appendix B. Supplementary data

Supplementary data to this article can be found online at https://doi.org/10.1016/j.ijans.2026.101105.
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