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Objective: UK policy is advocating continuity of midwife throughout the antenatal, intrapartum and post-
natal period in order to improve outcomes. We explored the working patterns that midwives are willing
and able to adopt, barriers to change, and what would help midwives to work in continuity models of
care.

Design: A cross-sectional survey.

Setting: 27 English maternity providers in the seven geographically-based ‘Early Adopter’ sites, which
have been chosen to fast-track national policy implementation.

Participants: All midwives working in the ‘Early Adopter’ sites were eligible to take part.

Method: Anonymous online survey disseminated by local and national leaders, and social media, in Oc-
tober 2017. Descriptive statistics were calculated for quantitative survey responses. Qualitative free text
responses were analysed thematically.

Findings: 798 midwives participated (estimated response rate 20% calculated using local and national
NHS workforce headcount data for participating sites). Being willing or able to work in a continuity model
(caseloading and/or team) was lowest where this included intrapartum care in both hospital and home
settings (35%, n=279). Willingness to work in a continuity model of care increased as the range of intra-
partum care settings covered decreased (home births only 45%, n=359; no intrapartum care at all 54%,
n=426). A need to work on the same day each week was reported by 24% (n=188). 31% (n=246) were
currently working 12 h shifts only, while 37% (n=295) reported being unable to work any on-calls and/or
nights.

Qualitative analysis revealed multiple barriers to working in continuity models: the most prominent
was caring responsibilities for children and others. Midwives suggested a range of approaches to facil-
itate working differently including concessions in the way midwife roles are organised, such as greater
autonomy and choice in working patterns.

Conclusions: Findings suggest that many midwives are not currently able or willing to work in continuity
models, which includes care across antenatal, intrapartum and postnatal periods as recommended by UK
policy.
Implications for Practice: A range of approaches to providing continuity models should be explored as the
implementation of ‘Better Births’ takes place across England. This should include studies of the impact of
the different models on women, babies and midwives, along with their practical scalability and cost.
© 2019 The Authors. Published by Elsevier Ltd.
This is an open access article under the CC BY-NC-ND license.
(http://creativecommons.org/licenses/by-nc-nd/4.0/)
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Continuity-based models of care are widely recommended in
order to improve outcomes and experience for women and babies
(Bryant, 2009; National Maternity Review, 2016; World Health Or-
ganization, 2016). However, implementing continuity is a challenge
for midwives and service planners in many countries with sim-
ilar maternity systems (Donald et al., 2014; Homer et al., 2017;
Dawson et al., 2018a). In order to deliver increased continuity
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across the antenatal, intrapartum and postnatal periods, it is cru-
cial that midwives are willing and able to adopt as well as sustain
new models of care. However, there is inconsistent evidence for
the effects of this way of working on midwives. Some studies
suggest that working in continuity based models increases mid-
wife wellbeing and satisfaction (Freeman, 2006; Newton et al.,
2014; Jepsen et al., 2017; Dixon et al., 2017; Fenwick et al., 2018;
Dawson et al., 2018b). Other studies indicate that working pat-
terns and characteristics that may be applied to all midwives, but
have been associated with continuity models may increase risk
of burnout. Factors which may increase burnout include mixed
day and night shifts (Mollart et al., 2013), working in isolation
(Young et al., 2015), idealism (Lynch, 2002), high workload (Cramer
and Hunter, 2018), long hours (Yoshida and Sandall, 2013) and on-
call (Fereday and Oster, 2010; Donald et al., 2014; Stoll and Gal-
lagher, 2018).

The English National Maternity Review, ‘Better Births’
(National Maternity Review, 2016) set out the vision to im-
prove quality, safety and efficiency of maternity services. The
Review states that, “Every woman should have a midwife, who...can
provide continuity throughout the pregnancy, birth and postnatally
(National Maternity Review, 2016), p. 9), updated in the recent
English NHS Long Term Plan (NHS England, 2019), which states “By
March 2021, most women receive continuity of the person caring for
them during pregnancy, during birth and postnatally” (page 48). This
means that for all women, the majority of their care, including
the intrapartum period, should be provided by the same health
professional (usually a midwife), regardless of whether care is
based in the community or hospital.

‘Team’ and ‘caseloading’ models of care are the primary routes
by which NHS England envisage continuity will be delivered.
Caseloading is defined as ‘whereby each midwife is allocated a cer-
tain number of women (the caseload) and arranges their working life
around the needs of the caseload, (NHS England, 2017) p.4) and
team midwifery is defined as ‘whereby each woman has an indi-
vidual midwife, who is responsible for co-ordinating her care, and
who works in a team of four to eight...This allows for protected time,
during which the other members of the team will provide unsched-
uled care, and the lead midwife will not be called upon’ (NHS Eng-
land, 2017) p.4). While UK policy has defined continuity in terms
of relationships (NHS England, 2017), other forms of continuity
are also practiced in healthcare including; management continuity
(the communication of facts and judgements across team, institu-
tional and professional boundaries), and informational continuity
(where information is available in a timely and consistent man-
ner)(Jenkins et al., 2015). Approaches to continuity also differ with
regards to periods of care targeted: in some models, continuity ap-
plies within or between phases of care (e.g. antenatal and post-
natal only), as well as across all phases (from antenatal to intra-
partum to postnatal). To explore the feasibility of delivering conti-
nuity of care at scale in the UK, we designed a questionnaire study
to explore the views of midwives working in England.

Methods

The aim of the study was to examine the working patterns that
midwives are willing and able to adopt, and ascertain what bar-
riers exist and what would help midwives to work in continuity
models of care.

Design

The study was a cross-sectional online survey of all midwives
working in seven ‘Local Maternity Systems’ (defined in ‘Setting’ be-
low) in England.

The survey was designed with midwives, and in collabora-
tion with the UK Royal College of Midwives (RCM) and included

Table 1
Early adopter sites.

Number (n=798) %

Cheshire & Merseyside 184 23
Birmingham & Solihull 174 22
North Central London 138 17
Dorset 104 13
Somerset 92 12
Surrey 67 8

North West London 45 6

Total 804" 101

* 12 midwives worked in more than one site.

49 questions exploring midwife demographics, experience, current
working practices and views on different ways of working. There
were 33 quantitative questions and 16 qualitative questions. The
survey was piloted with midwives who work in clinical areas and
refined during the design phase. Broad areas surveyed were: age;
current working setting and patterns; experience and seniority
(staff grade, births attended in past 12 months); carer responsi-
bilities and support; working patterns and settings the participant
would be willing or able to undertake in the future. The survey
questions are provided as supplementary information.

Setting

English maternity services are divided into 44 ‘Local Mater-
nity Systems’, where providers across a geographical locality are
grouped together to deliver and improve care. The study was
undertaken in the seven ‘Early Adopter’ sites (see Table 1), Lo-
cal Maternity Systems chosen to be ‘Early Adopters’, tasked with
implementing some or all of the Better Births (National Mater-
nity Review, 2016) recommendations within two years (NHS Eng-
land, 2016).

All midwives across the seven ‘Early Adopter’ sites were eligi-
ble to take part, covering 27 hospitals and maternity providers. In
the UK National Health Service, maternity is provided in both the
community (predominantly by community midwives and mater-
nity support workers) and hospital (by midwives, maternity sup-
port workers, and obstetricians). Each individual midwife usually
works in either hospital or community, though some move be-
tween both settings. Obstetricians are based in the hospital. Com-
munity midwives provide antenatal and postnatal care in commu-
nity clinics and women’s homes, offering varying levels of conti-
nuity. Antenatal care is also provided by obstetricians, midwives
and maternity support workers in the hospital, usually for women
with increased risk and/or complications. During labour and birth
women are always attended by a midwife. Intrapartum care is
usually provided in obstetric units, which are obstetric-led, with
birthing rooms and operating theatres, however care is provided
by midwives unless there are complications. Increasingly, low risk
births occur in midwife-led birth centres, which can be ‘along-
side’ in/adjacent to the hospital or ‘freestanding’ in the commu-
nity. Community midwives usually attend home births, although
the home birth rate is low (2.1% in 2017 (Office for National Statis-
tics, 2019)).

Data collection

Midwives at participating trusts were informed about the on-
line survey by local managers, and participation was voluntary and
responses confidential. Electronic data was collected via a secure
survey hosting company, Typeform. Information about the project,
and a weblink to the survey was sent by email and/or text message
to all midwives working at participating organisations by man-
agers. The weblink was also publicised by managers (face to face,
by email and/or SMS), communications teams, on posters in staff
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Table 2
Demographic and work information.

Number of respondents %

Age (years) n=795 100%
20-29 118 15%
30-39 197 25%
40-49 205 26%
50-59 245 31%
60 or over 30 4%
Duration registered as a midwife (years) n=794 100%
0-5 years 193 24%
5-10 years 152 19%
>10 years 449 57%
Grade/seniority n=790 100%
Band 5 (newly qualified midwife) 25 3%
Band 6 (midwife) 523 66%
Band 7 (sister/team leader/specialist midwife) 201 25%
Band 8/9 (senior midwife/manager) 41 5%
Caring responsibilities’ n="787 100%
No caring responsibilities 271 34%
Children <18 years old 371 47%
Adult relatives 156 20%
Grandchildren (not primary carer) 69 9%
Other 1 1%
Contracted hours per week n=797 100%
Full time (37.5 h) 415 52%
Part time (less than 37.5 h) 370 46%
Other 12 2%

* Some midwives had more than one caring responsibility.

areas, by RCM representatives and on social media. Midwives could
view the weblink at a time, place and on a device of their choos-
ing. The survey was open for a total of four weeks in October 2017,
and local managers were asked to remind staff about the survey
during the data collection period (the researchers did not contact
eligible midwives). A prize draw for a £50 shopping voucher at
each of the seven sites was offered as an incentive for participa-
tion. Only midwives working in participating sites were eligible to
take part, using a screening question at the start of the survey.

Data analysis

For quantitative questions, descriptive statistics (proportions
and percentages) were used to summarise the sample. The denom-
inator was derived using locally reported headcounts from partic-
ipating sites, and 2017 NHS workforce headcount data (NHS Dig-
ital, 2017) where local data was not provided by sites, suggesting
that there were around 4000 midwives eligible to take part. Qual-
itative responses were analysed thematically by Authors 1 and 2
(Braun and Clarke, 2013). Following familiarisation with the data,
inductive open coding was undertaken for different sections of
data (referring to settings, organisations and patterns). Codes were
reviewed by two members of the team Authors 1 and 2, and sub-
sequently reorganised into- and written up as broad themes.

Ethical considerations

Ethical approval was granted by the University of Birmingham
ethics committee, ERN_17-0919S. Participants gave consent prior
to participation. No survey data were identifiable to the company,
the NHS organisations, or the researchers involved in this study
(contact details for prize draw were gathered separately).

Results
Sample
There were 798 midwives who participated in the survey from

across the different sites (see Table 1), an estimated response rate
of 20%.

Age, experience and personal circumstances

Participant characteristics are shown in Table 2, with key char-
acteristics summarised below. The most common age was between
50 and 59 years (31%, n=245).

Over half (57%, n=449) had been qualified for more than
10 years. Two-thirds (66%, n=523) were standard clinical mid-
wives and on a UK pay scale of Band 6 (Band 5 is the midwives
entry level pay scale; Band 7 includes midwife specialists and
managers)(NHS Health Education England, 2019). Caring respon-
sibilities of some sort were reported by 65% (n=>512), with 47%
(n=371) reporting primary responsibility for children.

Current continuity-based model working

A quarter (24%, n=195) of midwives reported that they worked
in caseloading and/or team continuity (16%, n=131 in team and
15%, n=119 in caseloading models). The definitions of caseload-
ing and team midwifery were given in the survey but midwives
who stated that they worked in one of these models reported prac-
tice which did not appear consistent with these. For example, 7%
(n=14) had not attended any births, 43% (n=_84) had attended up
to 10 births in the past year; on-call working was only reported
by 60% (n=78) of those who said they worked in team midwifery
models and 70% (n=83) of the caseloading midwives.

Current place and model of working

The most frequent places of work were community (36%,
n=286), and Obstetric Unit (OU) (34%, n=268) (see Table 3).

A minority (10%, n=281) currently worked in a home birth set-
ting (not necessarily as part of a specific home birth team), and
30% (n=239) had done so in the past year. Most (88%, n=701)
had attended a birth in the past year. Of the midwives working
only in the community, 68% (n=124) had attended 1 to 10 births
in the last year. A third (32%, n=255) worked in more than one
setting. Almost a third (28%, n=281/286) of midwives working in
the community were also working in intrapartum care in the hos-
pital setting (i.e. OU, Midwifery Led Units). A fifth (21%, n=292)
had never worked in community and a third (34%, n=272) had
never worked in a home birth setting.
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Table 3
Working experience.

Current place of work* n=798 100
Community 286 36
Obstetric Unit 268 34
Postnatal ward 133 17
Alongside Midwifery Led Unit 113 14
Antenatal ward 107 13
Specialist 101 13
Rotational/integrated 89 11
Home birth 81 10
Antenatal clinic 73 9
Freestanding Midwifery Led Unit 39 5
Other 38 5
Number of different settings worked in n=798 100
1 543 68
2 112 14
3 67 8

4 or more 76 10
Setting(s) most time spent past 5 years* n=798 100
Obstetric Unit 321 40
Community 291 36
Postnatal ward 114 14
Antenatal ward 100 13
Rotational/integrated 94 12
Alongside Midwifery Led Unit 88 1
Freestanding Midwifery Led Unit 87 11
Specialist 77 10
Home birth 60 8
Antenatal clinic 50 6
Other 21 2
Pattern of work* n=798 100
On a rota (varied shifts) 596 75
Same shifts every week 158 20
Other/Bank shifts 56 7
Number of intrapartum episodes attended past year n=793 100
None 89 1
1-10 252 32
11-20 100 13
21-30 52 7
31-40 48 6
41-50 33 4
More than 50 219 27

* Some midwives selected more than one answer to this question.

Working hours

Half (52%, n=415) of the midwives stated they worked full-
time. The majority (83%, n=659) worked some unsocial hours
(outside Monday to Friday office hours) and just over a third (37%,
n=295) worked on-calls from home. A third (31%, n=246) only
worked 12 h shifts. Most (75%, n=596) worked a varied set of
shifts each week.

Midwives’ views on different ways of working: quantitative findings
Working in specific models of care

Midwives were presented with a list of continuity based mod-
els involving varying levels of intrapartum care provision (see in-

Table 4
Midwives’ willingness to work in specific continuity models of care.

troduction for definition of caseloading and team models). They
were then asked which models would be acceptable to them (see
Table 4).

Willingness to work in continuity-based models increased as
the range of intrapartum care settings covered decreased. A third
(35%, n=279) of midwives were willing to work in midwifery
models that included providing intrapartum care across all set-
tings, which are the models required to fulfil the recommendations
of the Better Births policy (24% n =190 as a caseloading model, 32%
n=253 in a team model). Almost half (45%, n=359) were willing
to work in a continuity based model which included intrapartum
care for home births only (not hospital births). Just over half (54%
n=426) were willing to work in a continuity model that did not
provide any intrapartum care (49%, n=380 caseloading, and 47%,
n=370 team).

We also asked midwives about their willingness to attend home
births, and 41% (n=317) were willing to do this as part of a com-
munity caseloading model, 38% (n=294) in a community team
midwifery model, and 40% as a midwife based in a midwife-led
unit (n=318).

The midwives who were willing to work in a continuity based
model of care including intrapartum care across all settings were
more likely to be younger (48%, n=57/118 aged 20-29 years old
compared to 15%, n=118/798 of all midwives), less experienced
(53%, n=102/193 qualified between 0-5 years compared to 24%,
n=193/798), Band 5 (64%, n=16/25 compared to 3%, n=25/798)
and already work across different settings in rotational posts (51%,
n=45/89 compared to 11%, n=389/798).

Working in different organisations and settings

Midwives were asked about their willingness to work across
different organisations (i.e. other NHS hospital trusts) and differ-
ent settings (e.g. obstetric unit or community). Almost half (47%,
n=372) were willing to work across settings, with around half
of this group already doing so (26% of whole cohort, n=208). A
third (34%, n=269) said that they would not be willing to work
across settings. Half (50%, n=396) said that they did not want to
work across different organisations. The most popular work set-
tings were: alongside midwifery unit (81%, n=417), and commu-
nity (72%, n=374) (see Table 5).

Approximately a third of midwives did not answer the question
about specific settings in which they would be willing to work.
When asked about working across settings, half (52%, n=417)
agreed with the statement “I enjoy working where I am now and
do not want to move,” and 57% (n=462) agreed with the state-
ment “I have specific knowledge/skills in the area I work and I
want to continue focusing on this area.” A third 35% (n=277) iden-
tified at least one barrier to working in the obstetric unit: 25%
(n=201) reported a need to update their skills, and 19% (n=148)
of midwives lacked clinical confidence to work there. Shadowing
opportunities were the most popular practical way of increasing
confidence to work in other settings (52%, n=415).

Midwifery models of care

Yes Maybe No Total respondents

Continuity models no intrapartum care Caseloading
(community care only) Team

Caseloading &/or team
Continuity model with home births Caseloading
(community care only) Team

Caseloading &/or team

Continuity model with intrapartum care Caseloading
in all settings Team

Caseloading &/or team

380 49% 135 17% 265  34% 780
370  47% 141 18% 272 35% 783
426  54% 188  24% 313 40% 790
317 41% 166 21% 299  38% 782
294 38% 167  21% 321 41% 782
359  45% 222 28% 365 46% 790
190 24% 168  22% 422  54% 780
253 32% 190  24% 337 43% 780
279  35% 241 31% 440 56% 788
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Table 5

Midwives’ willingness to work in different settings.
Settings midwives yes Maybe No Total respondents
would work n % n % No %
Alongside 417  81% 62 12% 37 7% 516
Midwifery Led Unit
Community 374 72% 92 18% 55 1% 521
Home birth 324  63% 103 20% 89 17% 516
Obstetric Unit 311 60% 81 16% 123 24% 515
Antenatal ward 309 60% 77 15% 129 25% 515
Postnatal ward 296 57% 82 16% 137 27% 515
FMLU 291 57% 80 16% 142 28% 513

When asked about working in a home birth setting (i.e. provid-
ing intrapartum care in the home), 63% (n=324) were prepared
to do so. We also asked specifically about confidence to attend
home births with 13% (n=107) not feeling confident. 50% (n=402)
were confident to be first, or first and second midwife at a home
birth, whilst 24% (n=188) were confident to be second midwife
only. 62% (n=491) of midwives thought that there were specific
things that would help improve confidence to attend home births
with 36% (n=288) identifying shadowing opportunities, and 25%
(n=203) suggesting training and update sessions.

Feeling confident to run their own community work and clinics
was reported by 70% (n=>555). Suggested facilitators for this were
supernumerary shadowing (16%, n=128) and training/update ses-
sions (8%, n=60).

Different patterns of work

Midwives were asked more general questions about their avail-
ability for work days and patterns of work (see Table 6).

Being able to work at weekends/bank holidays was reported by
72%, (n=562), but fewer midwives were available to work on-calls
at night (36%, n=285) than night shifts during weekdays (43%,
n=334) or at weekends (42%, n=323). More midwives were able
to work set shifts (71%, n=555) and rotas (71%, n=548) than an-
nualised hours (caseloading 28%, n=219; team 35%, n=271). A
quarter (24%, n=188) needed to work on specific days of the week.
When asked how many night time on-calls were acceptable, the
most frequent response was ‘none’ (31%, n=245), and the median
was 2 nights (26%, n=207). Measures commonly selected by mid-
wives to facilitate working more nights, weekends and bank holi-
days included knowing the rota well in advance (56%, n =444), be-
ing able to swap shifts (51%, n=406), have flexible working (44%,
n=354) and accommodate annual leave (43%, n=344). Few mid-
wives selected measures to facilitate working different days of the
week, with no more than 4% of midwives selecting any of the sug-
gested measures.

Qualitative findings: midwives’ views on different ways of working

Barriers to changing the way midwives work: qualitative findings

Midwives described a range of challenges to working across
organisations, settings, and in different patterns. The barriers to
changing the way midwives work fell into four cross-cutting
themes: practical barriers; wellbeing and work-life balance; per-
sonal preference; quality and safety concerns.

Practical barriers to working differently. Practical barriers consti-
tuted relatively fixed circumstances in midwives’ lives which made
working differently challenging, and included the sub-themes of
caring responsibilities; transport issues; responsibilities elsewhere;
health conditions. Concerns primarily related to working flexible
and unpredictable hours that are required in most continuity based
models.

Caring responsibilities were frequently reported, mainly for
children but also adults. The need for predictability to accommo-

date carer responsibilities, and the inflexibility and cost of child-
care were reported by a large number of midwives. A lack of fam-
ily support, partners who were shift workers, and being a single
parent were exacerbating factors.

If my children are expecting me to pick them up from school and
I don’t because I'm called to a labouring woman, that would put
them under stress. My husband works shifts also and we do not
have a lot of family support. ID 65d 40-49yrs old from Cheshire &
Merseyside

In describing caring responsibilities, some described concerns
about being expected or ‘pressured’ into working in ways that did
not enable them to meet their family’s needs, and a sense that
their needs were not valued as highly as those of the women they
care for.

As a single parent the fact that I may be forced to work across
settings that don’t allow me to adequately care for my children
makes me extremely uneasy. The fact that my working life is ex-
pected to be my top priority and my children come second does
not make me feel valued or appreciated. ID 682c 20-29 yrs old
from Cheshire & Merseyside

However, it was also suggested that flexible working patterns
associated with continuity may align better with caring responsi-
bilities, except for intrapartum care which was by its nature un-
predictable.

Flexible working can also benefit the midwife in terms of child-
care. I organise my visits around school plays, parents’ evenings,
activities, husband work and childcare. It is only the birth element
which is unpredictable. I see more of my children working flexible
hours than in scheduled hours. ID 99d 50-59 yrs old from Dorset

Some midwives also reported difficulties in travel, including liv-
ing far away, travelling at peak times, proximity to children, not
being able to drive, and concerns about driving when fatigued.
Many reported responsibilities elsewhere which limited their avail-
ability, such as management or specialist clinical duties, volunteer-
ing, study, and bank midwifery shifts. A smaller number of mid-
wives described medical conditions, e.g. diabetes. There was also
a sense that willingness and ability to work in continuity models
was not fixed, and could change over the course of midwives’ ca-
reers.

Would LOVE!! To work this way [continuity models] in the future
as is the ideal way I would like to practice and the care I want to
be able to provide, however just not possible at present. ID 577d
50-59 yrs old from North Central London

Wellbeing and work-life balance concerns. Many midwives ex-
pressed concerns about wellbeing, stress, and work-life balance,
with a small number stating that they would leave midwifery if
asked to adopt particular ways of working.

I do not want to be doing any more on calls than 2 per month as
this does not suit family life balance. If the model of working like
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Table 6

Days, times and shift patterns available for work.

Total respondents

Not possible

Possible but don't

want to
23
92

Maybe in particular
circumstances

39
96

Yes

Work times and availability

89%
72%
45%
43%
42%
36%
71%
71%
28%
35%

702
562
347

kday day time

Wee!

Days and

779
775
780
778
789
781
770

4%

15%

29
113

12%
26%

12%
15%

kend/ bank holiday day time

Wee

times available

201
176

114
65

kend/bank holiday days on call from home

kday nights in hospital

Wee

26%
24%
25%
6%
8%

205

334
323
285
555

Wee!

184

208
203
88

63

end nights in hospital
Night time on-call from home

ki
Set shifts

Wee!
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197
45

26%
11%

21%

13%

104
93

12%
0%

Ability to work

64

158
185
175

548
219

271

Rota system

different shift

patterns

24%
23%

14%
14%

112

Annualised hours in caseloading model buddy system

Annualised hours as part of a team

29% 774

221

107

1-2-1 [an independent midwifery provider] was introduced then I
would definitely resign from midwifery and I know a lot of my
colleagues would too. It is not sustainable way of working in the
long run, as midwives get burned out very quickly. ID 61f 50-59
yrs old from North Central London

Some described negative impacts on their own or colleagues’
wellbeing while working in continuity based models in the past.

Previously worked in caseloading model for homebirth quickly be-
came burned out. Team had high levels of sickness/stress related
conditions. Very poor work/life balance. ID 50d 30-39 yrs old from
Cheshire & Merseyside

It was suggested that current plans to scale up continuity may
not be sustainable, due to the possible impact on work life balance
of the workforce, and staff retention.

Caseloading is only suitable for a small group of women. We
cannot expect a workforce of hundreds of midwives to have no
work/life balance. Small teams of 4-6 midwives is not continu-
ity. Expecting all midwives to care for their caseload in all lo-
cations/situations will dilute the care that women receive. The
caseloading model is only suitable for women not midwives. Con-
sider the staff retention at organisations who currently practice
a caseloading model. Unsustainable. ID 50d 30-39 yrs old from
Cheshire & Merseyside

A minority described positive personal experience of continuity
based models.

As a community midwife, over 10 years ago, I worked in a team
of 6 (all Band 7) midwives ... We provided 24 h care to our wom-
en...It was an excellent service, enjoyed by our clients and their
families and by us, the midwives. I found it a very satisfying pe-
riod in my career. ID 713c 50-59 yrs old from North West London

Some participants suggested that increasing age meant they
were becoming less suited to working across settings, organisa-
tions, or unsocial/flexible hours. Some midwives described current
concerns regarding work-life balance alongside fears about the im-
pact of continuity, and how they already perceived that their needs
were not adequately considered, or feel valued.

Unfortunately many staff are now unwell as a result of poor health
that is or was contributed to by working conditions and hours.
We have no protection on hours worked as a profession and it’s
ridiculous watching others health failing due to demands. ID 68a
40-49 yrs old from North Central London

I would leave the profession. It’s bad enough now but this would
be totally unreasonable. Can’t think of anyone who would find this
acceptable. ID 676e 40-49 yrs old from Surrey Heartlands

For some midwives, there was a desire to separate private life
and work, to be ‘on’ or ‘off’ duty.

Do not want to be available to women at all times, need time
when I can be off and have a glass of wine etc. without worrying
that I am going to be called. ID 55d 50-59 yrs old from Somerset

Personal preference for particular ways of working. Midwives re-
ported how they liked where they currently worked and how they
did not think they would enjoy working in other settings. Personal
preference was expressed for particular settings, organisations and
shift patterns. Many simply expressed that they simply did not
wish to work differently without providing a reason.

It sounds awful to say this but I actually do not want to work any-
where other than a Labour Ward/ Birth centre environment. I have
found my "place" in midwifery. I have, over the years, experienced
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and worked in all areas but enjoy working in this environment the
most. ID 713c 50-59 yrs old from North West London

It was also suggested that midwives’ preferences would impact
on the ability to scale up continuity models.

We are using a huge amount of resources to explore a model that
is not transferable on a larger scale. In the vast majority midwives
do not want to work to the true caseloading model. Midwives will
leave the profession at a time when we are reduced in numbers
due to an aging workforce. ID 73d 30-39 yrs old from Cheshire &
Merseyside

Quality and safety concerns. Some midwives reported concerns
about the quality and safety of care that may result from chang-
ing the way they work. The most commonly reported concern was
a need to have setting-specific expertise, and not be a ‘Jack of
all trades’. Some of the midwives had specific concerns about the
quality and/or safety of cross-organisational working, moving be-
tween different NHS Trusts. Fatigue and safe working were con-
cerns with respect to different shift patterns and unsocial hours
with reasons including: age; working the day after night duty;
working a mixture of days and nights in quick succession; long
hours; having insufficient work-life balance to feel rested.

I feel we should have midwives with more clinical specialities and
passions. We do not want a Jack of all trades workforce who do
not have the specialist knowledge to provide safe care to women at
the different stages of their care. This sort of flexibility will increase
risk to women as the role will become too broad. Many midwives
will leave the profession if they are asked to spread their expertise
too thinly and will not risk being left vulnerable. ID 73d 30-39 yrs
old from Cheshire & Merseyside

Some related how they perceived current models of maternity
care as working well, and that proposed models would not achieve
the anticipated improvements in care quality for women.

We are constantly being told that our current model of care is
not working. My patients currently receive continuity of carer in
the antenatal and postnatal setting of over 90-95%. I do not see
how by employing small teams that this continuity can be im-
proved upon and feel devastated that this wonderful service we
have strived so hard to achieve will be replaced by a second hand
model of care, which was disbhanded 9 years ago in our unit as it
did not work and midwives were burned out. ID 65d 40-49 yrs
old from Cheshire & Merseyside

What would help midwives to work differently: qualitative findings

Midwives provided a range of suggestions for what would help
them to work differently. The main themes are presented in order
of prominence.

Concession in how midwife roles are organised. Midwives suggested
that predictability, and/or concessions in their working patterns
would encourage them to work differently, with a wide range of
suggestions including: increased flexibility in hours; autonomy and
choice about working patterns; limiting number of on-call shifts;
part time working; choice over annual leave; shorter shifts; fixed
shifts; ability to caseload own women; and having a buddy to work
with. Predictability was mentioned most frequently. A small num-
ber of midwives suggested measures that would encourage them
to consider caseloading midwifery specifically: annualised hours,
provision of a buddy and manageable-sized caseload.

Self rostering, more flexibility to change shifts and annual leave
...more individual options to work for staff with children or other
carers requirements, trial of working 8 h shift patterns (6-14, 14—
22, 22-6) being less exhausted from night shifts, able to do school

runs, more productive. ID 7d 50-59 yrs old from North Central
London

Adequate staffing. Midwives described how sufficient staffing for
models of care would encourage them to consider change, and
some contrasted this with current gaps in NHS midwifery staffing.
There were also concerns raised about being used to cover areas
that were short staffed.

Have already worked a team case load model. There was not
enough staff to cover all requirements in the end only labour
care received full attention the rest suffered. The staff involved
were so overworked they actually reached burn out and sick-
ness levels were really high. Before any team care could be con-
sidered again the staffing level would need to be generous not
adequate. ID 62a 60 plus yr old from Dorset

Financial incentives: enhanced pay and assistance with travel. Many
midwives stated that additional pay would encourage them to
work differently. Proposed support for travel included covering
costs, reliable parking provision, pool car, courtesy bus/taxi, travel
time included in paid hours.

Free parking, accessible guaranteed parking space, payment for
fuel and other expenses [would help me to work in this way]. ID
10b 30-39 yrs old from Birmingham & Solihull

Induction, support, training and development opportunities. Mid-
wives reported how they would require support to work across
organisations and settings. Some midwives stated that the oppor-
tunity to develop in a new role or organisation would help them
to consider working differently.

Am happy to work in any setting but need the time and space to
be allowed to come back up to speed with all the changes etc. and
not just pulled in and made to take over in short staffing situations
where the senior back up is non-existent. ID 658e 30-39 yrs old
from North Central London

Good orientation [would help me work across settings]... [if the
settings 1 was asked to work in] had some specialist services or
areas that were well developed that were different to where I work
currently so that could learn new lessons. ID 152e 40-49 yrs old
from Surrey Heartlands

Leadership, management and organisation. Leadership, management
and organisation of maternity services were reported to be a fa-
cilitator for working across organisations and settings, and some
midwives related how they had seen this working well elsewhere.
Many midwives focused on a specific aspect of cross-organisational
working: significant variation in policies and practice therefore
it was implicit that this variation would need to be addressed,
though only a few explicitly recommended standardising across
the system.

There are huge cross-agency issues, all the 4 NHS trusts nearby
do things differently, expect different things and make our lives to
caseload women difficult and at times unsafe. I therefore am re-
luctant to wish to work across the settings until there is a better
culture of supportive care for women’s choices. ID 88f 40-49 yrs
old from Surrey Heartlands

Continuity and quality as an incentive. Some midwives strongly
supported continuity-based models of care, and reported that they
would be happy to, or are already working in them, and that they
found the way of working, and the continuity they could offer, at-
tractive, suggesting that this would incentivise them to change the
way they work.
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I will work across any site as long as it includes community (in-
cluding homebirth) and birth centre, fundamentally with as much
continuity as possible. ID 813e 40-49 yrs old from North Central
London

However, there were midwives who strongly supported conti-
nuity yet still stated that they would not be able to work in this
model themselves.

A change in midwifery culture. Some midwives suggested that a
significant change was required in the midwifery culture as a
whole, and the NHS systems and structures that support it, in or-
der to change the way midwives work.

There needs to be a wholesale shift in the culture of the mid-
wifery management to allow midwives the autonomy to work
in a caseloading model rather than the current micromanage-
ment. There also needs to be a radical rethink of the skills mid-
wives need to work in this way the current NHS structure has
eroded skills like clinical reasoning and decision making mid-
wives have a pass the buck attitude to decision making. To be
truly autonomous in practice within midwifery Clinical skills
such as advanced history taking and physical assessment need
to be incorporated into post registration education as midwives
move towards non-medical prescribing. ID 56d Prefers not to
say age from Dorset

Discussion

This study is the first to the authors’ knowledge that has as-
sessed the proportion of the midwifery workforce willing to work
in a continuity model of care. Dawson et al. explored the will-
ingness of Australian student midwives exposed to caseloading
in training to work in this way when qualified, with 67% saying
that they would want to (Dawson et al., 2015). The results of this
study suggest that implementing midwife-led, continuity based
care which includes the intrapartum period for every woman giv-
ing birth in the UK is unlikely to be feasible at the current time,
however just over a third of midwives were willing and able to
work in this way. Midwives, who were not, described a range of
barriers including: practical barriers, in particular childcare; well-
being and work-life balance; personal preference to work in partic-
ular ways/places; confidence and concern about quality and safety
of certain ways of working.

Most midwives who took part in the survey were used to work-
ing flexible and unsocial hours. Many however, had personal cir-
cumstances or responsibilities outside of work which made them
unable to work in ways consistent with a full continuity of care
model, and a third were working permanent 12 h shifts, an ap-
proach which enables staff to condense a working week into a
shorter timeframe. Caring responsibilities were a prominent practi-
cal concern, and over half had dependent children. However, there
was also an account in the data of how the flexible working as-
sociated with continuity models can suit family life for some mid-
wives.

Half of the midwives reported being unwilling to work in par-
ticular places of work or working environments. However, a quar-
ter already worked across settings, and half of those willing to
work in continuity based models were working across settings,
e.g. in rotational posts. Increasing general exposure to cross-setting
working may address skills gaps, and increase midwives’ confi-
dence to adopt continuity models.

While continuity models were predominantly described as hav-
ing a negative impact by midwives in our study, some recent re-
search suggests that they can be associated with increased midwife
wellbeing and satisfaction (Collins et al., 2010; Yoshida and San-
dall, 2013; Newton et al., 2016; Jepsen et al., 2017; Fenwick et al.,

2017; Fenwick et al., 2018; Dawson et al., 2018b). However, it
has been argued that midwives choosing to work in these mod-
els are a self-selecting group, unrepresentative of the wider work-
force, who prefer and thrive in this environment (Turnbull et al.,
1995; Newton et al., 2014; Dawson et al., 2018b), chiming with
others’ studies looking at preferences for different ways of work-
ing (Bogaerts et al., 2018). Some of our survey participants de-
scribed past negative experiences of continuity based models, con-
sistent with others’ study findings regarding midwife burnout
(Sandall, 1997; Stevens and McCourt, 2002b; Young et al., 2015).
Many perceived these models as impacting negatively, with ad-
ditional concerns about midwives leaving if compelled to adopt
them. It is likely that the flexibility required to work in these roles
may be a better ‘fit" for some midwives than others. For many
UK midwives, who have chosen to spend their careers working in
shift patterns where one is either ‘on’ or ‘off duty’, models where
boundaries are more blurred this may not fit their inherent prefer-
ences, and result in significant stress (Bogaerts et al., 2018).

At a time when there is an international shortage of midwives
(Nuffield Trust, 2017), it is vital that the workforce is supported
and retained. In our survey, there were many reports of midwives
feeling stressed, under pressure, and undervalued, which aligns
with other recent work exploring midwife wellbeing (Royal Col-
lege of Midwives, 2016a), and is likely to be a key factor in mid-
wives’ receptivity to change. Evidence suggests that some mid-
wives can adapt to flexible continuity-based working patterns
(Edmondson and Walker, 2014; Newton et al., 2016; Jepsen et al.,
2016). Our findings indicate that full-scale continuity-based work-
ing may suit some midwives at particular times in their lives and
careers.

Implementing continuity represents a shift in expectations of
the midwifery profession in health systems where these models
are not embedded in practice. They often reduce separation of life
and work, and making working life more reactive and less pre-
dictable. Midwives willing to adopt continuity models in our study
tended to be younger, and may be more amenable to change, per-
haps because they were not working during the last national im-
plementation of continuity, and possibly exposed to fewer nega-
tive accounts/experiences of that time. It has been suggested that
increasing students’ and other midwives’ exposure to continuity
models may increase awareness, interest, and with it future sus-
tainability (Carter et al., 2015; Dawson et al., 2018a). However, re-
cent work has highlighted the importance of work-life balance,
particularly to younger midwives (Jones et al., 2015), so continu-
ity models will need to take account of this.

Our findings suggest that in order to implement continuity,
health service leaders need to ensure that staffing is adequate to
meet the requirements of new care models, provide clinical and
change management support for staff, address practical barriers
and align with midwife preferences where possible, engage mid-
wives in planning and consider making concessions in midwives’
pay and conditions of work. In our study, important quantitative
observations were the increasing willingness to work in continuity-
based models as intrapartum care decreased, and a preference for
team midwifery models over caseloading. This may be related to
the need/desire for predictability expressed by many (as births are
unpredictable), and this could be addressed more easily by im-
plementing team models of midwifery, where duties are shared
with a wider group with less on-call. Willingness to undertake in-
trapartum care may also relate to lack of confidence and a per-
ceived need to update skills, which could be addressed by includ-
ing shadowing and training opportunities as part of implemen-
tation. The evidence highlights the importance of addressing op-
erational and staff wellbeing issues, and indicates that midwives
need occupational autonomy and social support (Sandall, 1997),
time to adapt to a different way of working and appropriate train-
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ing (Stevens and McCourt, 2002a), family friendly working envi-
ronments (Fenwick et al., 2017), managerial support (Yoshida and
Sandall, 2013; Newton et al., 2014; Dixon et al., 2017), fund-
ing/adequate resources and support for new models (Dawson et al.,
2016; Dixon et al., 2017), flexibility (Fereday and Oster, 2010) as
well as adequate leave (Dawson et al., 2018a). To support imple-
mentation in the NHS, the RCM has produced detailed guidance
that managers can use to explore these issues with midwives at a
local level (Royal College of Midwives, 2017).

While in the UK the Royal College of Midwives supports the
NHS plans for the continuity model outlined in Better Births
(Sandall, 2017), and continuity is advocated in other health systems
around the world, current and future midwives will need to agree
and accept the role of a midwife, and what continuity in mid-
wifery looks like in the twenty first century. Midwives in our sur-
vey were concerned about safety of working across different set-
tings as a ‘jack of all trades’, which would be required to offer con-
tinuity across the continuum in all maternity settings. The quality
and safety of care will be an important consideration if more mid-
wives are required to work flexibly across settings and times, and
this must be monitored and evaluated. It is likely that there will
always be a need for midwives with setting-specific expertise.

Some midwives in our survey suggested that current ap-
proaches to delivering care were working well, with good ante-
and postnatal continuity, and questioned the need for change.
In order to implement change in healthcare it is important that
those involved agree the ‘problem’, support the proposed so-
lution, and feel that it is achievable and sustainable (Dixon-
Woods et al., 2012). It appears that some UK midwives need to
be convinced that continuity is worthwhile and possible, and to
understand how current plans are different to previous failed at-
tempts to scale it up nationally (particularly from Changing Child-
birth ((Department of Health, 1993). The UK policy change is un-
derpinned by the Cochrane review of ‘Midwife-led continuity mod-
els versus other models of care for childbearing women’, which
showed that midwife-led continuity models resulted in substan-
tial benefits (such as 24% reduction in preterm birth and 16% re-
duction in fetal loss and neonatal death). However, the compara-
tor maternity care models (i.e. controls) in the trials included in
the review were heterogeneous, and often included hospital-based
and obstetric-led services as controls, which is very different to
UK current practice. As such, the review findings should be inter-
preted with caution in specific health service contexts. It is un-
likely that the introduction of continuity of midwife-led care across
the whole UK maternity pathway, where much care is already pro-
vided by midwives, will provide similar benefits to those seen in
the Cochrane review meta-analyses. This would also apply to other
international settings with standard care that is similar to that in
the UK. Work to implement continuity should include gathering
and disseminating evidence to show midwives the benefits of con-
tinuity, and what plans would mean for them, and the women they
care for, in a way that is acceptable to them.

It may not be possible to provide continuity based models at
scale for most women if the pool of willing and able midwives is
too small, and our findings suggest that this is currently the case in
the UK. In addition, the benefits and risks of implementing these
models across an entire country’s health system are not known.
However, continuity based models could be implemented incre-
mentally, targeting populations with greatest likelihood of benefit,
and working with midwives who are willing to work in this way
(Allen et al., 2016; Homer et al., 2017; Reid et al., 2018). Recently
updated UK policy acknowledges ability to benefit, and now states
that while ‘most” women should receive continuity by 2021, “75%
of women from BAME [black and minority ethnic] communities and
a similar percentage of women from the most deprived groups will
receive continuity of care” (NHS England, 2019) (page 41). At the

same time, continuity may be optimised for women cared for in
other models, and its impact evaluated. For example, where con-
tinuity of midwife across the entire continuum (including intra-
partum care) is not possible, services might maximise continuity
across the antenatal and postnatal periods, and provide opportu-
nities for women to meet the team of midwives who will attend
their birth.

Where health systems are implementing these models, they
should be rigorously evaluated, to identify what is safe, effective,
affordable and feasible, with scale up and spread as appropri-
ate (Sandall, 2018; Royal College of Midwives, 2017). Future work
should consider: the characteristics of midwives suited to conti-
nuity based working; characteristics of models that are acceptable
and beneficial to both midwives and women; effective approaches
to recruitment, support and training of students and midwives to
work successfully and sustainably in continuity models; the impact
of implementing large-scale continuity models on midwives, and
midwife attrition.

Strengths and limitations

This was a pragmatic study which aimed to respond to an im-
portant policy and practice question in a timely way, and was
therefore carried out over a short timeframe. Given a longer du-
ration it may have been possible to achieve a higher response rate,
although participants had broadly similar characteristics to recent
national workforce data and survey reports (Royal College of Mid-
wives, 2016a; Royal College of Midwives, 2016b). The survey fo-
cused on ‘Early Adopter’ sites only, and there may be differences in
the views and experiences of midwives in other services. We also
identified some potential confusion in the survey around continu-
ity based models (caseloading and team) with only 60% (n=78) of
team midwives, and 70% (n=383) of the caseloading midwives re-
porting working any on-calls, when on-calls for intrapartum care
are normally part of working in continuity models. While defini-
tions of the models were provided in the survey, there may have
been some misinterpretation.

The survey was developed collaboratively with midwives and
the RCM, included both qualitative and quantitative questions, was
piloted, and the questions have been made available for other
sites to adapt and use to support their own continuity work. The
questions were comprehensive, though this resulted in a relatively
lengthy survey which may have impacted on the response rate.
Comparison with data on the wider midwife workforce character-
istics in England suggests that midwives in our survey appear be
representative (Royal College of Midwives, 2016b). A wide range of
LMSs, geographical areas, and providers were included in the sur-
vey.

Conclusion

This study is the first to assess the proportion of the midwifery
workforce willing to work in a continuity model of care. The find-
ings have shown that many UK midwives are not currently able
or willing to change the way they work to implement continu-
ity for every woman as recommended by national policy, suggest-
ing that rapid scale-up of continuity models will be challenging.
Moreover, the evidence underpinning the policy is drawn from a
wide range of complex service contexts which differ from the UK,
meaning that anticipated outcomes may not be realised. However,
increasing continuity is welcome, and range of approaches to pro-
viding continuity in different service contexts are currently being
explored as a result of ‘Better Births’ policy in England, provid-
ing further opportunities to build the international evidence base
in this important area of practice. This study has identified what
may help or hinder implementation of continuity. Further rollout
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and scale up of continuity models should include studies of the
impact of different continuity models on women, babies and mid-
wives, along with their practical scalability and cost.

Conflict of Interest

The authors declare no competing interests relating to the study
(we have uploaded conflict of interest declaration forms).

Ethical Approval

All participants provided consent to an online form prior
to completing the survey. Ethical approval was granted by the
University of Birmingham ethics committee, ERN_17-0919S. The
Health Research Authority also provided approval for the project,
IRAS ID 228283.

Funding Sources

This work was funded by the National Institute for Health Re-
search (NIHR) through the Collaborations for Leadership in Ap-
plied Health Research and Care for West Midlands (CLAHRC-WM)
programme. The views expressed are those of the authors and
not necessarily those of the NHS, the NIHR or the Department of
Health.

Clinical trial registry and registration number (if applicable)
Not applicable.
Acknowledgements

We would like to thank the midwives who made time to share
their views, the Royal College of Midwives for their advice and
support, the NHS Maternity Early Adopter sites, our University of
Birmingham CLAHRC team colleagues, and other midwives and
managers who supported the development and promotion of the
survey.

Supplementary materials

Supplementary material associated with this article can be
found, in the online version, at doi:10.1016/j.midw.2019.05.005.

References

Allen, J., Kildea, S., Stapleton, H., 2016. How optimal caseload midwifery can modify
predictors for preterm birth in young women: integrated findings from a mixed
methods study. Midwifery 41, 30-38.

Bogaerts, Y., De Cooman, R., De Gieter, S., 2018. Getting the work-nonwork interface
you are looking for: the relevance of work-nonwork boundary management fit.
Front. Psychol. 9, 1158 -1158.

Braun, V., Clarke, V., 2013. Successful Qualitative Research. Sage Publications Ltd,
London.

Bryant, R. 2009. Improving Maternity Services in Australia. Avail-
able: http://www.health.gov.au/internet/main/publishing.nsf/Content/
624EFABED503DB5BCA257BF0001DC83C/$File/Improving%20Maternity%
20Services%20in%20Australia%20-%20The%20Report%200f%20the%20Maternity%
20Services%20Review.pdf [Accessed 08.05.19].

Carter, A.G., Wilkes, E., Gamble, ]., Sidebotham, M., Creedy, D.K., 2015. Midwifery
students’ experiences of an innovative clinical placement model embedded
within midwifery continuity of care in Australia. Midwifery 31, 765-771.

Collins, C.T., Fereday, ]J., Pincombe, ]., Oster, C., Turnbull, D., 2010. An evaluation of
the satisfaction of midwives’ working in midwifery group practice. Midwifery
26, 435-441.

Cramer, E., Hunter, B. 2018. Relationships between working conditions and emo-
tional wellbeing in midwives. Women and Birth: Journal of the Australian Col-
lege of Midwives. Available: https://www.sciencedirect.com/science/article/pii/
$1871519218301136 [Accessed 08.05.19].

Dawson, K., Forster, D.A., McLachlan, H.L., Newton, M.S., 2018a. Operationalis-
ing caseload midwifery in the Australian public maternity system: findings
from a national cross-sectional survey of maternity managers. Women Birth 31,
194-201.

Dawson, K., McLachlan, H., Newton, M., Forster, D., 2016. Implementing caseload
midwifery: exploring the views of maternity managers in Australia - a national
cross-sectional survey. Women Birth 29, 214-222.

Dawson, K., Newton, M., Forster, D., McLachlan, H. 2015. Exploring Midwifery Stu-
dents Views and Experiences of Caseload Midwifery: A Cross-Sectional Sur-
vey Conducted in Victoria, Australia. Available: http://www.sciencedirect.com/
science/article/pii/S0266613814002447 [Accessed 08.05.19].

Dawson, K., Newton, M., Forster, D., McLachlan, H., 2018b. Comparing caseload and
non-caseload midwives’ burnout levels and professional attitudes: a national,
cross-sectional survey of Australian midwives working in the public maternity
system. Midwifery 63, 60-67.

Department of Health, 1993. Changing Childbirth: Report of the Export Maternity
Group. HMSO, London.

Dixon-Woods, M., Mcnicol, S., Martin, G., 2012. Ten challenges in improving quality
in healthcare: lessons from the Health Foundation’s programme evaluations and
relevant literature. BMJ Qual. Saf. 21.

Dixon, L., Guililand, K., Pallant, P, Sidebotham, M., Fenwick, ]., Mcara-Couper, ]., Gilk-
ison, A., 2017. The emotional wellbeing of New Zealand midwives: comparing
responses for midwives in caseloading and shift work settings. N. Z. Coll. Mid-
wiv. J. 53, 5-14.

Donald, H., Smythe, L., Mcara-Cooper, J., 2014. Creating a better work-life balance.
N. Z. Coll. Midwiv. J. 49, 5-10.

Edmondson, M.C., Walker, S.B., 2014. Working in caseload midwifery care: the ex-
perience of midwives working in a birth centre in North Queensland. Women
Birth 27, 31-36.

Fenwick, ]., Lubomski, A., Creedy, D.K., Sidebotham, M., 2017. Personal, professional
and workplace factors that contribute to burnout in Australian midwives. J. Adv.
Nurs. 74, 852-863.

Fenwick, ]., Sidebotham, M., Gamble, ]., Creedy, D.K., 2018. The emotional and pro-
fessional wellbeing of Australian midwives: a comparison between those pro-
viding continuity of midwifery care and those not providing continuity. Women
Birth 31, 38-43.

Fereday, J., Oster, C., 2010. Managing a work-life balance: the experiences of mid-
wives working in a group practice setting. Midwifery 26, 311-318.

Freeman, L.M., 2006. Continuity of carer and partnership. A review of the literature.
Women Birth 19, 39-44.

Homer, CS.E., Leap, N., Edwards, N., Sandall, J., 2017. Midwifery continuity of carer
in an area of high socio-economic disadvantage in London: a retrospective anal-
ysis of Albany midwifery practice outcomes using routine data (1997-2009).
Midwifery 48, 1-10.

Jenkins, M.G., Ford, ]J.B., Todd, A.L, Forsyth, R., Morris, J.M., Roberts, C.L., 2015.
Women'’s views about maternity care: how do women conceptualise the pro-
cess of continuity? Midwifery 31, 25-30.

Jepsen, L, Juul, S., Foureur, M., Serensen, E.E., Nohr, E.A., 2017. Is caseload midwifery
a healthy work-form? - A survey of burnout among midwives in Denmark. Sexu.
Reprod. Healthca. 11, 102-106.

Jepsen, L., Mark, E., Nghr, E.A., Foureur, M., Serensen, E.E., 2016. A qualitative study
of how caseload midwifery is constituted and experienced by Danish midwives.
Midwifery 36, 61-69.

Jones, K., Warrent, A., Davies, A., 2015. Mind the gap: Exploring the Needs of Early
Career Nurses and Midwives in the Workplace. Health Education England, Lon-
don.

Lynch, B., 2002. Care for the caregiver. Midwifery 18, 178-187.

Mollart, L., Skinner, V.M., Newing, C., Foureur, M., 2013. Factors that may influence
midwives work-related stress and burnout. Women Birth 26, 26-32.

National Maternity Review, 2016. Better Births. Improving outcomes of maternity
services in England. A Five Year Forward View for maternity care.

Newton, M.S., Mclachlan, H.L, Forster, D.A., Willis, K.F, 2016. Understanding the
‘work’ of caseload midwives: a mixed-methods exploration of two caseload
midwifery models in Victoria, Australia. Women Birth 29, 223-233.

Newton, M.S., Mclachlan, H.L., Willis, K.E,, Forster, D.A., 2014. Comparing satisfaction
and burnout between caseload and standard care midwives: findings from two
cross-sectional surveys conducted in Victoria, Australia. BMC Pregna. Childb. 14,
426.

NHS Digital. 2017. NHS Workforce Statistics, December 2017. Available:
https://files.digital.nhs.uk/publication/q/o/nhs_workforce_statistics__september_
2017_organisation_tables.xlsx [Accessed 29.04.19].

NHS England, 2016. Maternity Transformation Programme Early Adopters. NHS
England, London. Available: https://www.england.nhs.uk/mat-transformation/
early-adopters/ [Accessed 24.01.18].

NHS England, 2017. Implementing Better Births: Continuity of Carer. NHS England,
London.

NHS England. 2019. The NHS Long Term Plan. Available: https://www.longtermplan.
nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan.pdf [Accessed
29.04.19].

NHS Health Education England. 2019. Agenda for Change - Pay Rates. Avail-
able: https://www.healthcareers.nhs.uk/working-health/working-nhs/nhs-pay-
and-benefits/agenda-change-pay-rates [Accessed 29.04.19].

Nuffield Trust, 2017. The NHS Workforce in Numbers - facts On Staffing and Staff
Shortages in England. The Nuffield Trust, London.

Office  for National Statistics. 2019. Birth  characteristics in Eng-
land and Wales: 2017. Available: https://www.ons.gov.uk/
peoplepopulationandcommunity/birthsdeathsandmarriages/livebirths/bulletins/
birthcharacteristicsinenglandandwales/2017. [Accessed 11.04.19].


http://dx.doi.org/10.13039/501100000855
http://dx.doi.org/10.13039/501100000272
https://doi.org/10.1016/j.midw.2019.05.005
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0001
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0001
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0001
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0001
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0002
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0002
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0002
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0002
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0003
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0003
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0003
http://www.health.gov.au/internet/main/publishing.nsf/Content/624EF4BED503DB5BCA257BF0001DC83C/$File/Improving%20Maternity%20Services%20in%20Australia%20-%20The%20Report%20of%20the%20Maternity%20Services%20Review.pdf
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0004
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0004
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0004
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0004
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0004
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0004
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0005
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0005
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0005
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0005
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0005
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0005
https://www.sciencedirect.com/science/article/pii/S1871519218301136
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0006
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0006
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0006
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0006
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0006
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0007
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0007
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0007
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0007
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0007
http://www.sciencedirect.com/science/article/pii/S0266613814002447
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0008
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0008
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0008
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0008
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0008
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0009
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0010
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0010
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0010
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0010
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0011
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0011
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0011
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0011
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0011
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0011
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0011
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0011
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0012
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0012
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0012
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0012
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0013
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0013
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0013
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0014
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0014
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0014
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0014
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0014
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0015
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0015
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0015
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0015
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0015
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0016
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0016
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0016
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0017
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0017
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0018
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0018
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0018
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0018
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0018
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0019
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0019
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0019
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0019
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0019
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0019
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0019
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0020
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0020
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0020
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0020
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0020
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0020
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0021
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0021
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0021
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0021
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0021
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0021
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0022
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0022
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0022
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0022
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0023
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0023
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0024
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0024
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0024
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0024
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0024
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0025
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0026
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0026
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0026
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0026
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0026
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0027
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0027
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0027
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0027
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0027
https://files.digital.nhs.uk/publication/q/o/nhs_workforce_statistics__september_2017_organisation_tables.xlsx
https://www.england.nhs.uk/mat-transformation/early-adopters/
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0029
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan.pdf
https://www.healthcareers.nhs.uk/working-health/working-nhs/nhs-pay-and-benefits/agenda-change-pay-rates
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0030
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/livebirths/bulletins/birthcharacteristicsinenglandandwales/2017

B. Taylor, F. Cross-Sudworth and L. Goodwin et al./Midwifery 75 (2019) 127-137 137

Reid N., Gamble ]., Creedy D.K., Finlay-Jones A. 2018. Benefits of Caseload Mid-
wifery to Prevent Fetal Alcohol Spectrum Disorder: A Discussion Paper. Avail-
able: http://www.sciencedirect.com/science/article/pii/S1871519217305541 [Ac-
cessed 29.04.19].

Royal College of Midwives, 2016a. Caring For You Campaign: Survey Results. Royal
College of Midwives, London.

Royal College of Midwives, 2016b. State of Maternity Services Report 2016. Royal
College of Midwives, London.

Royal College of Midwives, 2017. Can Continuity Work for Us? A Resource for Mid-
wives. London.

Sandall, J., 1997. Midwives’ burnout and continuity of care. Br. J. Midwife. 5, 106-111.

Sandall, J., 2017. The Contribution of Continuity of Midwifery Care to High Quality
Maternity Care. Royal College of Midwives, London.

Sandall, ]., 2018. Measuring Continuity of Care. Royal College of Midwives, London.

Stevens, T., Mccourt, C., 2002a. One-to-one midwifery practice part 2: the transition
period. Br. J. Midwife. 10, 45-50.

Stevens, T., Mccourt, C., 2002b. One-to-one midwifery practice part 4: sustaining
the model. Br. J. Midwife. 10, 174-179.

Stoll, K., Gallagher, J., 2018. A survey of burnout and intentions to leave the profes-
sion among Western Canadian midwives. Women Birth. Available: https://www.
sciencedirect.com/science/article/pii/S1871519218303196 [Accessed 08.05.19].

Turnbull, D., Reid, M., Mcginley, M.C., Shields, N.R., 1995. Changes in midwives’ atti-
tudes to their professional role following the implementation of the midwifery
development unit. Midwifery 11, 110-119.

World Health Organization. 2016. WHO Recommendation on Midwife-led Con-
tinuity of Care during Pregnancy. Available: https://extranet.who.int/rhl/
topics/improving-health-system-performance/implementation-strategies/
who-recommendation- midwife- led- continuity-care-during-pregnancy [Ac-
cessed 29.04.19].

Yoshida, Y., Sandall, J., 2013. Occupational burnout and work factors in community
and hospital midwives: a survey analysis. Midwifery 29, 921-926.

Young, C.M., Smythe, L., Couper, J.M., 2015. Burnout: lessons from the Lived experi-
ence of case loading midwives. Int J Childb 5, 154-165.


http://www.sciencedirect.com/science/article/pii/S1871519217305541
http://refhub.elsevier.com/S0266-6138(19)30107-X/othref0006a
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0032
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0033
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0034
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0034
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0035
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0035
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0036
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0036
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0037
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0037
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0037
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0038
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0038
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0038
https://www.sciencedirect.com/science/article/pii/S1871519218303196
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0040
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0040
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0040
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0040
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0040
https://extranet.who.int/rhl/topics/improving-health-system-performance/implementation-strategies/who-recommendation-midwife-led-continuity-care-during-pregnancy
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0041
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0041
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0041
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0042
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0042
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0042
http://refhub.elsevier.com/S0266-6138(19)30107-X/sbref0042

	Midwives’ perspectives of continuity based working in the UK: A cross-sectional survey
	Introduction
	Methods
	Design
	Setting
	Data collection
	Data analysis
	Ethical considerations

	Results
	Sample
	Age, experience and personal circumstances
	Current continuity-based model working
	Current place and model of working
	Working hours

	Midwives’ views on different ways of working: quantitative findings
	Working in specific models of care
	Working in different organisations and settings
	Different patterns of work

	Qualitative findings: midwives’ views on different ways of working
	Barriers to changing the way midwives work: qualitative findings
	What would help midwives to work differently: qualitative findings


	Discussion
	Strengths and limitations

	Conclusion
	Conflict of Interest
	Ethical Approval
	Funding Sources
	Clinical trial registry and registration number (if applicable)
	Acknowledgements
	Supplementary materials
	References


