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Rationale: Best practice is an abstract word open to different interpretations. The definition

of best practice depends on the context.

Purpose: The purpose is to explore the meaning of the concept of best practice within the

context of intrapartum care.

Method: The concept of best practice was analysed using Wilson's method of concept

analysis. Dictionaries, a thesaurus, and an internet search were employed. References of

journals were used to identify extra sources. Data saturation was reached at 117 definitions

and uses of the concept of best practice. The definitions and uses of the concept of best

practice listed in column one were read repeatedly. Common and similar patterns of words

were highlighted. Grouping of common attributes and connotations occurred in column

two and further deductive analysis and synthesis occurred in column three where derived

essential attributes of the concept of best practice were categorised.

Results: Three broad categories emerged, namely (1) Values as antecedents of best practice;

(2) A three-phased interactive integrative cyclic process of best practice; (phase one:

awareness; phase two: need analysis and interactive process; phase three: consolidation);

and (3) Desired outcomes of best practice, with resultant theoretical definition of the

concept best practice during intra-partum care. Theoretical validity was attained through

117 sources used.

Recommendation: The results of the concept analysis of best practice should be used to

develop a model to facilitate best practice during intra-partum care.
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1. Introduction and background

The concept of best practice has been in use since the late

19th and the 20th century (Friedman et al., 2007). Best

practice is a concept that originates from Taylor's work

(1911: 22) on the “one method and one implement that is

quicker and better than the rest”. Since then a growing body

of knowledge has emerged to define best practice and to

quantify its value to an organisation. This has become a

worldwide language in a post-modern society used by pro-

fessionals, such as midwives working in the birth units

(Axson, 2010).

Literature is devoid of the best practice definition or clari-

fication as a concept within the intrapartum care context

hence the need for concept analysis (Katz, Rangel-Eudave,

Allen-Leigh, & Lazcano-Ponce, 2008; Williams, 2006).

The analysis of a concept is the first step towards building

the foundation of a nursing theory. The outcome of concept

analysis is a set of defining characteristics onwhat counts as a

concept. Furthermore, concept analysis allows the researcher

to formulate a theoretical and operational definition of the

concept under study. In addition, it allows the researcher to

develop or choose a measuring instrument that accurately

reflects the defining characteristics of a concept measured

and to identify the concept when it occurs in a clinical practice

(Walker & Avant, 2005).

Duncan, Cloutier, and Bailey (2007) alluded to the existence

of various methods of concept analysis such as Walker and

Avant (2005) and Wilson (1963). Furthermore Duncan et al.

(2007) a assert that even though the existing methods have

differences they do have some similarities and use language

interchangeably to describe a number of processes such as the

steps followed to analyse a concept.

Wilson's method (1963) is regarded as a classical and

traditional method of concept analysis. This method of

concept analysis has been used by other researchers such as

Chabeli and Muller (2004), Thompson (2005) and Matutina

(2010), and is therefore selected by the researcher as a

method to analyse the concept of best practice.
1.1. Problem statement

Several international and national best practice initiatives

exist such as WHO/UNFPA/UNICEF and AMDD (2009) and the

National Department of Health (2015). Unsafe intrapartum

care practices continue to occur despite the availability of

best practice initiatives. Having practised as a midwife and

currently being a midwifery lecturer, the researcher

observed that some of the midwives are still using routine

intrapartum care interventions not supported by evidence-

based practices. Such interventions are more likely to

cause harm to women during childbirth, such as the use of

fundal pressure to shorten the second stage of labour and

the Valsalva manoeuvre. The need for clarification of the

meaning of best practice within the intrapartum care

context is a necessary for the midwifery professionals or

profession.
1.2. Research objectives

The objective of this paper is to explore and elucidate the

meaning of best practice and to provide a conceptual

framework.
1.3. Definition of key concepts

The key concepts identified for the purpose of this article are

best practice, intrapartum care and concept analysis. These

key concepts are defined below:

1.3.1. Best practice
Best practice is defined as a means of systematically building

on effective approaches to any given issue by examining

existing experiences and processes that work. Understanding

such existing experiences and processes in the light of agreed

values, expert opinion and best available evidence and

extracting from them lessons learnt that can be applied in the

context of different social, economic and cultural settings

(ILO, 2003).

1.3.2. Intrapartum care
Intrapartum care refers to the period from the commencement

of true labour throughout the first, second, third and the fourth

stage of labour, which last from one to two hours after delivery

of placenta (Lowdermilk, Perry, Cashion & Alden, 2012).

1.3.3. Concept analysis
Concept analysis “is a process of operationalising a phenom-

enon so that it can be used for theory development and/or

research measurement” (Duncan et al., 2007, p. 295).
2. Research method

Baldwin (2008) explored the concept analysis method as a

method of enquiry. Wilson's method (1963), used by the

researcher, departs from an ontological ideal that is closer to a

naturalistic inquiry epistemology and a relativist context-

bound ontology (Duncan et al., 2007).

The researcher used eight out of eleven steps as outlined by

Wilson. The omitted steps are numbers five, six and seven

because ordinary experiences during the intrapartum period in

steps threeandfourprovidesufficient instances toclarifywhat is

and what is not the concept of best practice during intrapartum

care (Wilson, 1963). The following steps are described below.
2.1. Isolating questions of concept

It is important to isolate the questions of the concept from

other concepts before attempting concept analysis. Questions

on the concept of best practice thatmay be asked are what the

logical meaning is and what is the nature of best practice

during intrapartum care? The questions require factual

knowledge on what characterise best practice and its impor-

tance and worth during intrapartum care (Wilson, 1963).
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2.2. Finding the right answers

Finding the right answers involved the exploration of primary

and secondary sources about the uses of the concept of best

practice revealed the differences among and within the

various disciplines such as Business, Education, Nursing, Law

and Medicine. Multiple data sources used academic data-

bases, such as Ebscohost and PubMed. Dictionaries, books, CD

roms and Google were also used. From the sources consulted,

the researcher identified 117 definitions and uses of the

concept of best practice. The subsequent two paragraphs

describe the procedure that was followed to analyse the

concept of best practice.

Analysis of data acquired followed theoretical saturation.

A table of three columns was used with 117 definitions and

uses of the concept of best practice listed in the first column.

The definitions and uses of the concept of best practice were

read repeatedly while highlighting clusters of phenomena

related closely to one another through deductive analysis. The

second column listed the identified combined clusters of

attributes.

In column three, further deductive analysis, inductive

analysis and synthesis occurred and the reduced clustered

attributes were listed under the three broad categories,

namely antecedents, process and outcome (Walker & Avant,

2005). Table 1 illustrates the antecedents, process and out-

comes of the concept of best practice.
Table 1 e The results of concept analysis of best practice.

Categories/Attributes Related connotations

Antecedents Values: Respect, trust, justice,

open-mindedness’ set of beliefs,

traits, ethics, systematic

organisation, motivation,

flexibility, continuity, consistency,

commitment, Integrity, discipline,

responsibility

Process Trigger point: what works/what

does not work?

Phase 1: Awareness of lack of

knowledge, skill and attitudes

Phase 2: Interactive, integrative

cyclic process

Communication skills, timelines,

upskilling, clinical expertise,

intuition, experience, resources,

research Partnership, cooperation,

collaboration, reflection/critical

thinking, innovation, creative,

standards, protocols, regulations,

policies, referral

Phase 3: Consolidation

Leadership, evidence-based

practice, consensus, benchmarks,

competitiveness, decision making/

problem solving, evaluation,

monitoring, feedback.

Outcome Desired outcomes

Sustainable competent

comprehensive/holistic

individualised care, safe clinical

environment and reduced costs.
2.3. Model case

Wilson (1963) recommends developing examples (cases) to

place a concept in a situation within a specific context. A

model case is a situation occurring in clinical practice con-

sisting of essential features or examples of the concept under

study (Table 2).

2.4. Contrary case

The constructed contrary case illustrates a situation within

the intrapartum care context that included some of the attri-

butes that gave a contradictory picture of the concept being

analysed (Table 3).

2.5. Social context

During the process of analysing the concept of best practice,

firstly it became clear that the concept is used in different

contexts, which endorses the importance of analysing best

practice as a concept within the intrapartum care environ-

ment. Secondly, the use of the concept of best practice varies

and is preceded by values as antecedents. Lastly, in some in-

stances certain essential attributes of best practice are more

obvious and nearer to the core of the concept than others

(Wilson, 1963). The researcher identified the essential attri-

butes of the concept of best practice in relation to intrapartum

care. Fig. 1 is a concept map illustrating the antecedents,

process and outcome of best practice.

2.6. Underlying anxiety

The underlying anxiety consists of a feeling of uncertainty

when one is sure about something up to a certain stage and

then all of a sudden one is no longer certain about something

(Wilson, 1963). The midwives' underlying anxiety arose

because of their concern about the status of the birth unit in

aspiring to provide best practice during the intrapartum

period. The question of what works or what does not work

during intrapartum care triggered the underlying anxiety of

the midwives.

2.7. Practical result

In as much as conceptual questions answer the underlying

anxiety of the meaning of best practice, questions should also

have practical results (Wilson, 1963). An analysis of the

concept of best practice resulted in the identification of attri-

butes that clarified the concept of best practice to give direc-

tion to the empirical phase. In addition, the descriptions of the

operational definition of best practice in the context of intra-

partum care.

2.8. Results in language

The essential attributes describing the theoretical definition of

the concept of best practice emanated from the analysis of the

concept (Wilson, 1963). The findings of concept analysis of

best practice provided the framework for the second objective

of the research.

http://dx.doi.org/10.1016/j.hsag.2016.07.006
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Table 2 e Concept analysis of best practice: model case.

Model case

Three midwives work in the birth unit at a local Midwifery Obstetric Unit (MOU). AB is an advance Midwife with 10 years experience. JP recently

qualified as amidwife and has beenworking in the birth unit for the past sixmonths. RR is one of themidwives who have beenworking in the

birth unit for the past three years.

JP: While the unit is quiet may I take this opportunity to have a conversation with you about something?

AB: Go-ahead I am listening.

JP: What is it that you are doing to women assigned to you during intrapartum period? I have observed that those women you took care of

seem to be content throughout the birth process. When they come for a third day visit some of them pass by the birth unit just to come and

greet you.

AB: It is about a combination of appropriate personal and professional values and seeing women asworthy human being, treating them fairly,

equally and with dignity (respect, trust, and justice) and being receptive and open to the women point of view or story (open-mindedness).

The midwives character, underlying views and beliefs about childbirth influence the way they portray their behaviours (set of beliefs,

traits, and ethics). An organised midwife ensures that the birth unit allows for steady logical flow of intrapartum care that is sensitive to

different changing needs of individual woman (systematic organisation, continuity and consistency). Such an environment can act as

stimuli to inspire particularly the midwives to become more devoted and honest in rendering the best intrapartum care (commitment,

motivation, flexibility, integrity, discipline and responsibility).

JP: (Looking very worried) when I was allocated to this birth unit, I was confident that I have the necessary knowledge and skills. At the

moment I am not sure about what is needed or not deeded. I am confused about what is actually the right thing to do during intrapartum

care (awareness of lack of knowledge and skills what, works and what does not work).

AB: I hear you. This process needs concerted effort by each one of us towork collectively and share practices that work and agree onmeasures

to improve practices that do not work (interactive, integrative process). The process entails a cycle of repeated exploration of current

intrapartum care practices, adopting some, abandoning others, and revisiting some of them that need further investigation and if we do

not reach desired outcome we revisit previous steps or start the cycle again. What are your uncertainties during intrapartum care?

JP: I lack some of the skills such as resuscitation of a newborn infant. I am also not sure of how to deal with shoulder dystocia. I have noticed

that some senior colleagues are doing things differently and they are not working as a team (identification of needs).

AB: Set up a meeting with the personnel working in the birth unit. During the meeting, AB used appropriate interpersonal skills that made

everyone present to feel included andmade valid inputs (communication skills) such as, the suggestion made by RR about the need for the

midwives to start investigating some of routine intrapartum care practices in order to ensure best practices during intrapartum period

(research).

The team worked together to devise a workable human resource plan. AB assigned three staff members to procure equipment, medications,

consumable items as scheduled,maintenance and the control of stock and equipment (resources and timelines).Workshop on essential steps

in managing obstetric emergencies (ESMOE) and better birth initiative (BBI) for the MOU staff was organised and facilitated by AB. A

committee was established to monitor and give feedback to staff members about the progress regarding the implementation of BBI (up

skilling).

One day JP was nursing a womanwho progressedwell to full cervical dilatation AB then decided go inside the birth roomwhen she recognised

a delayed second stage of birth. On arrival, she noticed that the fetal chin appeared to be wedged against the perineum. AB took charge to

help with the birth of the baby. She explained the situation to the woman, instructed JP to note time and document the interventions. Two

midwives helped AB to apply McRobert's manoeuvre, which was unsuccessful (interaction and cooperation). When AB was about to

perform internal manoeuvres, the woman indicated that her back is sore and that she need to change her position. Some of the midwives

were reluctant about the woman wanting to change position at that stage because according to the standards, protocol and procedure

manual the next step is to cut an episiotomy and perform internal rotation of the anterior shoulder in order to expedite birth thus saving

the life of the baby (protocols, standards, regulations and policies). ABwas firm and insisted that the woman be positioned accordingly and

she used Gaskin Manoeuvre with ease to assist the birth of a live baby. The infant weighed 3000 g and had a oneminute Apgar score of 4/10

(clinical expertise, experience and intuition).

RR immediately received the newborn baby and successfully resuscitated the baby (Apgar score was 6/10 in 5 min and 8/10 in 10 min). RR

reported to the doctor that the baby has some sternal recession. The baby was transferred to level one hospital for observation and further

management. RR escorted both the mother and the baby to level 1 hospital (referral).

During the debriefing session following the emergency, JP asked AB a question “how did you know that I was having an emergency situation?”

AB I was concerned about the implementation of BBI in the unit. Sheworked with the research committee to design an intrapartum care score

card based on better birth standards. The score card was well received by midwives and it became integrated to form part of intrapartum

care records (Innovation and creative).

Four months later following the implementation and monitoring of BBI using the intrapartum scorecard, committee was ready to report to the

team.

RR Commended AB for coming up with the idea of intrapartum scorecard and presented the findings. Since the implementation and

monitoring of the BBI (referral due to prolonged first stage by reduced by 50%; increased mobility and upright position maintained in 80%;

75% of women indicated that they were allowed and encouraged to drink and eat during the first stage of labour; 95% of women brought

labour support person; reduced rate of episiotomy by 45%.). A full report was submitted (monitoring, evaluation and feedback).

AB: Thanked the midwives for their preparedness and commitment to work together as a team (cooperation). The committee worked hard,

my role was to provide a supportive environment, supervision andmentoring (leadership). As the birth unit, we cannot achieve and sustain

best intrapartum care practices all alone without forming an alliance and entering into formal agreement with MOUmanagement, district

and provincial health departments, local Nursing Education Institution, Medical University and the community for various forms of

support (collaboration, partnership). The intrapartum score card construction and refinement-involved agreement by partners based on

agreement research, evidence and expert opinion by some of the partners (consensus). Today implementation of intrapartum scorecard as

one of the best practices made the birth unit to receive an award as the best birth unit in region M (benchmarks and competitiveness).
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Table 2 e (continued )

Model case

RR: On Sunday when JP came to report that, the contractions of a multigravida woman who progressed well to active phase of labour with

cervical dilatation of four to five cm have stopped and fetal heart rate was still audible. RR reported and instructed JP to start managing the

woman as suspected uterine rupture according to ESMOE and the unit protocol. She explained to JP that according to evidence, rupture of

unscarred uterus is a rare occurrence and the outcome depends on the nature of rupture, risk identification, early recognition and prompt

actions (evidence-based practice). RR reviewed the woman's antenatal record, re-interviewed the woman about previous gynaecological

history. The woman agreed that she once had two instrumental abortions. RR decided to do ultrasound while waiting for the doctor

(decision-making and problem solving). The doctor came and used the ultrasound scan results to confirm the diagnosis of incomplete

uterine rupture and the woman was transferred immediately to tertiary hospital (results of consolidation which is the third phase of the

process of best practice) leading to the desired outcomes.

JP: I find this to be intriguing as to how you came upwith a possible diagnosis. Thewomannever had a caesarean section before, labour started

spontaneously and she was not on uterotonic agents.

RR: You know, JP you should maintain up to date knowledge and skills. Make use of the scientific approach such as the steps of the nursing

process to identify risks and be able to determine resources needed to address the risk thereby saving time, life andmoney leading to a safe

intrapartum care environment (sustainable comprehensive holistic individualised care, safe clinical environment, reduced costs).

JP: I am also excited because I am able to be a shift leader with updated knowledge, and emergency childbirth skills I have acquired from the

ESMOE workshop and preceptorship done by AB (competent)
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3. Findings and discussion

The findings of concept analysis of best practice revealed

three categories, namely: the antecedents that are the pre-

requisite of best practice, process of best practice and the

outcome of best practice and their related connotations. The

results are described in accordance with Table 1.
3.1. Antecedents: values

The antecedents of best practice are values, which are crucial

for best practice to prevail during intrapartum care. Values

influence practitioners' actions and are vital to socialisation

and the resultant development of professional identity
Table 3 e Concept analysis of best practice: contrary case.

Contrary case

Continuing with the same scenario as in the model case above, the MO

experience. She does not like bedsidemidwifery care and to lighten th

appointed as a facility manager. RR has been working in the birth uni

unit for first time. ST is a 56-year-old midwife who worked in antena

unit (forced rotation because of staff shortage).

AB is egoistic and rigid by nature, her approach in managing the clinic is

members have questions or needs her guidance. She also does not g

members have a great deal of leeway and freedom to do as they ple

regulations and policies.

ST: Feeling overwhelmed and “scared” because of lack of knowledge ab

orientation in new environment following many years of not workin

AB: I am sorry you are feeling that way, you have been working in this

away.

RR: You do not know AB well. In this birth unit we just work anyhow as

work as individuals not as a team and AB or the doctor's word is fin

ST: Later admits a woman who is 5 cm dilated, (using her way back child

her up to an electric fetalmonitormachine and put up an intravenous

chips because eating or drinking could cause her to aspirate if she h

according to the protocol without her approval and requested her pa

JP: I do not have the experience but I can see the effects of AB's disorgan

instead of advocating for women and their families and supporting u

especially when RR is not on duty. I have tendered my resignation le

RR: I do not know what is happening, the incidences of intrapartum car

with our care. I am also thinking of resigning.
(Stacey, Johnston, Stickley, & Diamond, 2011). The values

identified on analysis of the concept of best practice are

respect, trust, justice, open-mindedness, set of beliefs, traits,

ethics, systematic organisation, motivation, flexibility, conti-

nuity, consistency, commitment, integrity, discipline and

responsibility.

Respect is not only a core and fundamental value in the

practice of the nursing andmidwifery profession, but is also a

mutual and reciprocal phenomenon in all human life situa-

tions. Midwives should not try to control women; they should

rather help them to function in response with their body

rhythms. As a result the intrapartum care environment

should be peaceful and respect childbirth as a normal physi-

ological process (Halldorsdottir & Karlsdottir, 2011). Women's
experience of disrespectful and dehumanising intrapartum
U is under resourced. AB is an advance midwife with 10 years

e workload and to avoid working on night shifts, she applied andwas

t for the past five years. JP is newly qualified and allocated in the birth

tal clinic for the past 20 years and now allocated to work in the birth

hands off. She provides limited support and advice if any of the staff

et involved in the day-to-day operations of the birth unit. The staff

ase, as long as they refrain from violating any standards, protocols,

out common up to date childbirth practices, and insufficient

g in the antenatal clinic, approaches AB, and asks for assistance.

MOU for ages. I cannot do your work! You will get over it” and walks

you can see. Like she said, be confident and use your experience. We

al no matter what you have discussed with the woman in labour.

birth practices) she told the woman to lie on her back in bed, hooked

infusion of 5% dextrosewater. She told her that she can only have ice

as to have a caesarean section. ST injected her with pain medication

rtner to go and wait outside until after childbirth.

ised and partial way of managing this unit. She sides with the doctor

s. Just have a look at ST's on duty profile; she is always on sick leave

tter.

e related adverse events are rising and most women are not satisfied
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Fig. 1 e Conceptual map of best practice.
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care will negatively affect their trusting relationship with

midwives.

Caring during the intrapartum period is the core of pro-

fessionalism in midwifery as a service entrusted by the com-

munity to midwives. Therefore, midwives are obliged to

establish a relationship of trust withwomen and treat themas

individuals (Halldorsdottir & Karlsdottir, 2011). A lack of

mutual trust between the woman and the midwife is detri-

mental to the caring relationship necessary for best practice

during the intrapartum period. In such a situation, women are

more likely not to trustmidwives andmay experience the care

as unjust.

Justice is one of the core virtues of intrapartum care

(Sellman, 2003). To render a just intrapartum care, midwives

should be competent and base their care on evidence that is

more likely to benefit the individual needs of women. Best

intrapartum care will not occur if midwives are not fair and

open to women's point of view of how they should be taken

care of?

An open-minded midwife is able and willing to form an

opinion, or revise it, in the light of available evidence and

argument in order to promote best practice during intra-

partum care (Sellman, 2003). The fixed implementation of a

protocol to address the specific problem experienced by a

woman during the intrapartum period is inappropriate.

Flexibility is another value that emerged and the definition

by Larsson, Sahlsten, Sj€ostr€om, Lindencrona, and Plos (2007)

suggests the adoption of a flexible approach to intrapartum

care to allow best practice to prevail. Flexibility is also

inherent in the midwifery care belief system.

The International Confederation of Midwives (ICM) (2005)

believes that a nurse/midwife offers care based on a set of

beliefs. Furthermore, the ICM described a set of beliefs for

midwives, such as the belief that birth is a normal physio-

logical process and midwife's presence with woman during
childbirth. Consequently, for best practice to occur, midwives

should uphold various sets of beliefs and traits to render

woman-centred care regardless of the birth setting.

Traits are a collection of distinctive, enduring aspects of an

individual's personality, reflecting a pattern of interpersonal

relationships and adaptation to the environment, such as

friendliness, orderliness and punctuality (Freshwater &

Maslin-Prothero, 2005). Such traits are essential for best

practice to occur. Intrapartum care is a physically and

emotionally demanding undertaking requiring midwives to

possess traits that promote a high level of functioning to

render the best intrapartum care.

Ethics is about doing what is good and avoiding harm,

which is what is needed for best practice during intrapartum

care? Halldorsdottir and Karlsdottir (2011) suggest that a code

of ethics enables professional self-regulation. Midwives face

ethical issues of greater or lesser significance during intra-

partum care and may be judged on the basis of justness,

correctness and reasonableness in a manner that is system-

atic and organised.

A systematic organisation during the intrapartum period

ensures continuity of care and patient safety (Haggerty,

Roberge, Freeman, & Beaulieu, 2013). Midwives make use of

various processes, such as the nursing and management

processes, in a well-coordinated manner during intrapartum

care. A birth unit that is well organised and functions sys-

tematically contributes to midwives' improved morale and

motivation, leading to the provision of best intrapartum care

practices and women satisfaction.

Motivation is powered by emotions that improve in the

presence of innovative workplace practices directed by a

visionary leader of the childbirth unit in this instance (Cristini,

2011). Motivated midwives enhance the organisation's
achievement and maintenance of best intrapartum care

service.

http://dx.doi.org/10.1016/j.hsag.2016.07.006
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Haggerty et al. (2013) define continuity as the degree to

which a series of discrete intrapartum care events are expe-

rienced as coherent, connected and consistent with the

women's needs. Midwives sharing the same traits and attri-

butes of caring throughout the stages of childbirth, contribute

to consistency during intrapartum care.

Consistency is a trademark of wisdom that enables mid-

wives' intrapartum care practices to be experienced as linked

and well articulated by women (Haggerty et al., 2013). Con-

sistency is enhanced by commitment to the implementation

of policies related to intrapartum care and the use of a moral

framework, especially when dealing with issues of ethical

dilemma.

Management practices within the birth unit should focus

on the active involvement and empowerment of midwives to

promote ownership and commitment (Cristini, 2011). Mid-

wives' commitment to remain devoted and truthful is crucial

to best practice during the intrapartum period.

Ethical behaviour builds trust that is sustained by integrity

with subsequent professional and organisational growth,

success and excellence. Midwives have their own personal

and professional integrity which is necessary to facilitate best

practice during intrapartum care (Tyreman, 2011). Likewise,

midwives without integrity will detract from best practice

during the intrapartum period and bring the organisation into

disrepute.

A midwife with integrity will portray discipline. Organisa-

tional policies, employment conditions, a professional code of

conduct and scope of practice ensure that midwives remain

disciplined in terms of their behaviour and the manner in

which they discharge their responsibilities (Scrivener, Hand,&

Hooper, 2011).

Responsibility is equated to the duty to provide care no

matter whether the task is minor or complex. Nonetheless, in

each case there is an opportunity for harm to occur (Scrivener

et al., 2011). Midwives take responsibility of the care they

provide and make appropriate decisions in situations of clin-

ical complexity and uncertainty. Described values comple-

ment one another as crucial characteristics needed in a

midwife in order to be able to render best practice to women

during intrapartum care.

3.2. Process

A process is the series of actions through which a phenome-

non is attained. The best practice process consists of three

phases as represented in Fig. 1. The results of the concept

analysis revealed that the process to attain best practice in a

birth unit is an interactive, integrative and cyclic process. The

process of best practice begins with an awareness phase

triggered by what works and what does not work, identifica-

tion of needs, and an interactive process, and ends with a

consolidation phase to strengthen the process of best practice

during intrapartum care.

3.2.1. Phase 1: awareness phase
The awareness phase is triggered by the question of what

actually works and what does not work anymore in the birth

unit. What work needs to be expanded and strengthened and

what work does not need to be reviewed.Reinhardt, Mletzko,
Sloep, and Drachsler (2012) assert that awareness has an

impact on the individual method of operation and triggers

reflection in order to look at issues, interventions and supplies

from a different perspective. Midwives' self-awareness of

being without or having insufficient knowledge, capacity and

attitude, results in themobilisation of others to search for and

identify exactly where gaps exist.

3.2.2. Phase 2: interactive, integrative and cyclic process
The results of concept analysis revealed that the intervention

needed to facilitate best practice should be interactive, inte-

grative and cyclic in nature.Facilitation of best practice re-

quires a cooperative, collaborative and concerted effort by all

stakeholders. Furthermore, a combination of capabilities and

resources using a nonlinear series of actions to achieve best

intrapartum care as depicted in Fig. 1, is also needed. Mid-

wives should provide mechanisms to sustain continuous,

interactive and integrated care activities with other health

care professionals. They should also optimise participation in

clinical decision-making and problem solving within and

across disciplines. An awareness of the need for critical

analysis of personal practice is essential in order to identify

the need for acquisition of the knowledge, skills and attitude

required to engage in cyclic, interactive processes to facilitate

best practice during intrapartum care (Reinhardt et al., 2012).

The concept analysis results indicated that the process of

facilitating best practice during intrapartum care requires

need analysis and an interactive process. The attributes

identified under need analysis are communication skills,

timelines, upskilling, clinical expertise, intuition, experience,

resources and research.

The childbirth environment should support open

communication in order for women and their families to feel

free to verbalise their thoughts and wishes (Olsson &

Adolfsson, 2011). Good communication skills is one of the

defining features of a midwife who is sensitive and meets the

set timelines in acquisition of essential resources to render

the best intrapartum care.

Timelines enforce discipline. Midwives' adherence to

timelines in reporting, procurement and the completion of

tasks is an essential component of effective management of

the unit and efficient intrapartum care. The availability of

supportive infrastructure to track agreed upon timelines is

also essential (Crozier, Moore, & Kite, 2012).

Midwifery care is dynamic and evolving, and failure by

midwives to keep up with new developments is deleterious.

Upskilling clinical programmes, such as essential steps to

manage obstetric emergencies, should be made available to

midwives (McHugh & Lake, 2010). Upskilling of midwives

brings about clinical expertise.

Years of experience and level of education contribute to

expertise at the proficient and expert levels (McHugh & Lake,

2010). Prolonged placement in a birth unit enables midwives

to advance the necessary experience related to intrapartum

care that is essential for the development of clinical expertise.

An expert midwife is competent in terms of knowledge,

skills and attitude, has a vast background of experience,

intuition, and acts intelligently in different situations.

McHugh and Lake (2010) define clinical expertise as that

aspect which, together with experience and continued
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education, enablesmidwives to develop the sixth sense that is

crucial for the best intrapartum care.

Competent, expert and experienced midwives use their

intuitive knowledge appropriately during emergencies related

to intrapartum care. Midwives make intuitive judgements in

predicting the impending risk during intrapartum care and act

accordingly, using available resources to prevent adverse

outcomes (Olsson & Adolfsson, 2011).

Resources include people, finance, equipment, time,

expertise and information (National Department of Health,

2011). Adequate staffing, sufficient supplies, instruments, and

working equipment, as well as infrastructure are necessary to

ensure the uninterrupted delivery of best intrapartum care.

Best intrapartum care requires knowledge of current

research, as well as a critical analysis of own practices to

come up with best practice initiatives tailored to meet the

individual needs of women and their families. As a result,

Crozier et al. (2012) alleges that midwives should be capaci-

tated to undertake research in their clinical areas. Satisfac-

tion of the identified needs lead to an interactive process of

best practice.

The interactive process requires partnership, cooperation,

collaboration, reflection/critical thinking, innovation, crea-

tivity, standards, protocols, regulations, policies and referral.

Inter- and intra-organisational partnerships are realised

through entering into formal relationships based on shared

goals, common purpose and shared decision-making (Casey,

2008).

Cooperation is working together harmoniously towards a

shared goal (Hastie& Fahy, 2011). Intrapartum care is a shared

encounter, midwives and obstetricians work side by side and

may need to consult and or refer women to other members of

the health team. As a result, inter-professional cooperation

and collaboration is vital for the interactive process of best

practice during intrapartum care.

Reflective practice is a buzzword for best practice. Mid-

wives should engage in constant evaluation through critical

reflection of their own practice in order to address the gaps so

that intrapartum care may be improved (Halldorsdottir &

Karlsdottir, 2011). Midwives' ability to reflect enables rational

clinical reasoning and judgement, leading to safe clinical de-

cisions and the problem solving necessary for best practice

during intrapartum care.

Critical thinking is the core cross-field learning outcome of

all educational programmes in SouthAfrica. The development

of critical thinking will enable learners to solve problems

analytically in their specific learning areas, such as nursing

and midwifery (Chabeli, 2006). A midwife's critical thinking

skills are needed for making safe and efficient clinical de-

cisions. A critical thinkingmidwife ismore likely to be creative

in the care of women and their families during the childbirth

period.

According to Baron and Tang (2011) creativity is the start-

ing point of innovation. Midwives who are capacitated with

research skills are able to develop their own evidence base

using their clinical expertise leading to creative and innova-

tive thinking (Crozier et al., 2012). However,midwives' creative
and innovative strategies for best intrapartum care should be

in line with the standards, protocols, regulations and policies

of the birth unit.
Standards, protocols, regulations and policies enable and

support midwives' practice during the intrapartum period and

are formulated collaboratively and accepted through expert

consensus. Once formulated, standards, protocols, regula-

tions and policies should be reviewed periodically (Ilott, Rick,

Patterson, Turgoose, & Lacey, 2006).

Various standards exist regarding midwives' practice, ed-
ucation and training (National Department of Health, 2011).

Protocol refers an agreed upon statement about a specific

clinical issue, with a precise sequence of activities to be

adhered to (Ilott et al. 2006) When using protocols, midwives

should not blindly follow step by step, but rather apply their

minds to align protocol to the individual needs of the women

during intrapartum care.

Amidst the prevailing circumstances within the birth unit

environment and the imposed role extension, midwives

should always act within the confines of their scope of

practice.

Policies, such as basic intrapartum care (National

Department of Health, 2015) facilitate, amongst others, the

implementation of current research and evidence-based

practice (EBP) by midwives.

Where there is a need midwives apply a referral policy to

refer women who present with problems beyond their capa-

bilities to another level of care. Referral guidelines and routes

are necessary to support midwives to provide continuity of

care for women and families experiencing complexity during

birth (Ilott et al., 2006). Consultation with other health pro-

fessionals is central to best practiceduring intrapartumperiod.

3.2.3. Phase 3: consolidation
The purpose of consolidation is to strengthen the process of

facilitating best practice during intrapartum care. Consolida-

tion is done according to agreed-upon guidelines and time-

frames. The process involves the integration of activities to

enable an organisation to achieve effective and efficient op-

erations (Colgate & Jones, 2007). Leadership, EBP, consensus,

benchmarks, competitiveness, decision making/problem

solving, evaluation, monitoring and feedback as depicted in

Fig. 1 arose as vital to the consolidation of the process of best

practice.

The midwife as a leader should be able to apply leadership

skills in all aspects of work in order to achieve organisational

goals within the constraints of scarce resources (National

Department of Health, 2011). A midwife as a unit manager

uses evidence-based knowledge to lead in a positive and

encouraging manner to motivate staff members to be

committed to best intrapartum care practices. EBP is the

conscientious, explicit and judicious use of current best evi-

dence inmaking decisions about the care of individual women

(Ilott et al., 2006).

The consensus approach is used to generate ideas, un-

derstand problems and to agree on complex,multiparty issues

such as problems related to intrapartum care practice

(McCance, Telford, Wilson, MacLeod, & Dowd, 2011).

Consensus is essential for best practice during intrapartum

care. Midwives should also serve as panel members in

consensus meetings on the formulation of intrapartum care

guidelines and benchmark tools to monitor implementation

and adherence to best practice during intrapartum care.

http://dx.doi.org/10.1016/j.hsag.2016.07.006
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Khare, Saxsena, and Teewari (2012) defines benchmark as a

standard that is aspired by observing a best practice Bench-

marking of best intrapartum care practices can occur within

the birth unit and between highly recognised birth units na-

tionally and internationally. However, benchmarking also

creates equal competition opportunity for like institutions.

Competitiveness forces midwives working in the birth unit

to use creative and innovative processes to improve the

standards of care and service delivery (Khare et al., 2012). This

implies that creative and innovative decision-making and

problem solving strategies sustain organisational

competitiveness.

Decision-making and problem solving are core intra-

partum care competencies required frommidwives. Decision-

making and problem solving cannot occur without expertise

in professional judgement. Moreover, practitioners need to

refine the other sources of influence by retaining relevant and

valuable information based on the best available evidence,

client values and contextual factors (Chabeli, 2006).

Evaluation is an important aspect in strengthening the

process of best practice in a results-oriented environment. It

provides feedback on the efficiency and effectiveness of per-

formance, as well as identification of gaps related to intra-

partum care within the birth unit (Chabeli, 2006).

The best practice process includes constant monitoring of

the practice to see whether the practice yields the best results.

Regular monitoring of the indicators alerts managers to areas

in which advances have been made and those that need

strengthening (WHO/UNFPA/UNICEF & AMDD, 2009). Mid-

wives should participate in establishing a systematic process

for monitoring, which includes feedback mechanisms and

indicators to measure performance and compliance to best

practice during intrapartum care. Feedback on performance

and compliance facilitates reflection and self-assessment,

which leads to self-directed learning (Chabeli, 2006). Mid-

wivesworking in the birth unit need to continue learning from

feedback results and need to continue improving intrapartum

care practices leading to positive outcomes.
3.3. Outcome

The results of the concept analysis revealed that the desired

outcomes of the best practice process are sustainable,

comprehensive/holistic individualised care, a safe clinical

environment, reduced costs and competence.

Sustainability of initiatives as a desired outcome of best

practice process requires, amongst others, interdisciplinary

workforce commitment and local and international partner-

ships. Best intrapartum care practice initiatives that are sus-

tainable lead to comprehensive, holistic and individualised

care in a safe environment (National Department of Health,

2011).

The belief is that the use of the nursing process enables

midwives to render comprehensive, holistic, individualised

and scientific intrapartum care. Soanes and Stevenson (2008)

define comprehensive as including or dealing with all or

nearly all aspects of something. Holistic nursing care em-

braces the mind, body and spirit of the patient, in a culture

that supports a therapeutic nurse-patient relationship,
resulting in wholeness, harmony and healing (McEvoy &

Duffy, 2008).

Midwives' provision of individualised care recognises the

uniqueness of the individual woman's needs and the impor-

tance of providing best intrapartum care tailored to meet in-

dividual needs (Halldorsdottir & Karlsdottir, 2011). Such

intrapartum care contributes to a safe clinical environment.

A safe clinical environment includes the clinical setting,

equipment, staff, patients, nurse mentors and the avoidance,

prevention as well as amelioration of adverse outcomes or

injuries stemming from the process of health care

(Halldorsdottir & Karlsdottir, 2011). Provision of best intra-

partum care service by a competent midwife in a well-

supported birth environment reduces costs.

There is a need to consider the methods of managing costs

because of health care that is becoming more financially

demanding (McKenna, Keeney, & Hasson, 2008). Maintaining

resources, resolving practice related gaps and midwives'
behavioural issues and incompetency contribute to cost

reduction which is the desired outcome of the best practice

process.

Halldorsdottir and Karlsdottir (2011) alluded to profes-

sional competence and professional wisdom among the other

competencies that midwives should possess in order to

render the best intrapartum care. The competent midwife

should be foresighted and able to respond appropriately to

both planned and unanticipated situations in order to ensure

the safety of the women and their families.
4. A theoretical definition of the concept of
best practice during intrapartum care

From the concept analysis, the attributes and connotations

that underpin and form the boundaries within which best

practice occur during intrapartum care were defined and

described. The following represents a theoretical definition of

best practice.

Best practice during intrapartum care is a value-driven,

interactive and integrative cyclic process that leads to safe,

sustainable, comprehensive and individualised care by a

competent midwife.
5. Theoretical validity

Theoretical validity is a central part demonstrating the worth

of the concept analysis. The exploration and description of 117

definitions and uses of best practice from literature, following

theoretical saturation, ensured theoretical validity. Literature

used to support the description of the results of concept

analysis.
6. Implications

The results of the analysis of the concept of best practice have

implications for midwifery practice, research and education.
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7. Limitations

The limitation is that only a theoretical concept analysis of

best practicewas donewithout empirical verification from the

midwives to obtain additional data to further expand or clarify

the concept.
8. Recommendations

The recommendations are that the results emanating from

the concept analysis of best practice be used for research and

didactic activities, such as the development of an instrument

or assessment tool, or the development of a model or

programme.
9. Conclusion

The concept of best practice was analysed using Wilson's
method of concept analysis (eight selected steps). The results

of the concept of best practice were deductively analysed,

synthesised and attributes categorised in terms ofWalker and

Avant (2005). The attributes of best practice, theoretical defi-

nition and theoretical validity were described and discussed.

The results that emerged provide a framework to explore

midwives' perceptions of how best practice can be facilitated

during intrapartum care.
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