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Abstract This study investigates Tasmanian maternity
health providers’ and rural women’s experiences and views
of continuity of care in the public health system and the
feasibility of this model is explored. Semi-structured
interviews were conducted with 22 women who had
childbirth experiences in six rural areas in Tasmania in the
past five years. In addition 20 multidisciplinary maternity
health providers currently employed by the health care
system were also interviewed. Multidisciplinary maternity
health providers and rural women believed that continuity of
carer would help them build up relationship with each other
and contribute to their satisfaction with care. However, both
Tasmanian maternity health providers and rural consumers
recognised the challenges of providing continuity of carer in
the current public health system due to the constraints of
human resources. Given the human resource constraints in
the public hospital system, women would be happy with the
quality of care provided by the team of health professionals.

Keywords Continuity of carer, continuity of care,
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1. Introduction

Continuity of care within maternity care has been strongly
recommended throughout Australia.[1] Continuity of care
isa shared philosophy among a group of health care
providers, regarding how care should be provided; or how a
set guidelines and protocols should be adhered to.[2,3]This
must not be confused with continuity of carerwhich is the
provision of care by a known carer or a small group of
caregivers throughout the childbirth experience.[4,5] As
such, within the childbirth experience, it has been argued that
continuity of carer enables women to develop a relationship
with the same caregiver (or team of caregivers) throughout
pregnancy, birth and the postnatal period.[6]

Models of continuity of midwifery care include team and

caseload midwiferywhich have been recommended and
implemented in Australia and other developed
countries.Team midwifery refers to a small team of
midwives who provide antenatal, intrapartum and postnatal
care.[3] Caseload midwifery is a small group of midwives
who take responsibility for the main provision of care for an
agreed number of women.[7]Studies involving randomised
controlled trials (RCTs) suggests that midwife-led care is
associated with an increase in vaginal births and a decrease
in analgesia during labour, episiotomy and instrumental
vaginal delivery.[5] A recent Australian RCT study found an
association between caseload midwifery and a reduced rate
of caesarean sections.[8]

In addition, it has been suggested that continuity of carer
by midwives is associated with increased levels of women’s
satisfaction.[3,9,10] Despite this, Green et al. [4] reviewed
seven core comparative studies that used measures of
maternal satisfaction and concluded that “there has been an
emphasis in existing literature on continuity of carer but little
attempt to assess continuity or quality of care”.

Notwithstanding the success of many RCT studies and
advocates of continuity of midwifery care models, these
models of care require midwives to be flexible with working
patterns and time on call.[11] Although midwives providing
continuity of carer experienced increased autonomy and job
satisfaction[12,13], they also faced higher levels of
burnout[7,14], concern about being on call and the disruption
of family and social life. [12,13] This paper aims to
investigate Tasmanian maternity health providers’ and rural
women’s experiences and views of model of continuity of
carer and its feasibility in the public health system.

2. Materials and Methods

This paper was part of a larger research project identifying
women’s needs in rural areas of Tasmania, Australia and
employed a mixed-methods approach [15] using a survey
and semi-structured interviews. This paper reports the
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qualitative findings of the study. Ethics approval for the
study was granted by the Tasmanian Social Sciences Human
Research Ethics Network.

2.1. Research Questions

e What are views and experiences of Tasmanian
maternity health providers and rural women of
the model of continuity of carer?

e Isit possible to provide continuity of carer in the
public health system in their views and
experiences?

2.2. Interviews with Women

Interview women were recruited through participation in a
mail out survey questionnaire sent to six purposefully
selected rural sites in Tasmania. Survey participants were
asked to indicate their willingness to participate in a semi
structured interview on the returned survey form. The
interviews were conducted using a list of open-ended
questions concerning women’s maternity care experiences in
rural Tasmania. Some main questions asked were presented
below.

e  Were you cared for by one main carer (doctor

and/or midwife) from pregnancy to birth?
e How important is it to have one carer who is

responsible for care from pregnancy to birth?

e  What do you think about continuity of care or
carer?

Is it possible to provide that care for women in public
hospital?Forty-eight women consented to be interviewed.
Saturation was determined by a team of researchers and
achieved after conducting 22 interviews. The selection
criteria for interview participants included being a female
over 18 years of age; having had childbirth experiences in the
past five years; and living in rural areas of Tasmania at the
time of giving birth.

2.3. Interviews with Health Professionals

The key managers of hospitals and health centers such as
the Directors of Child and Family Services and maternity
unit managers across Tasmania were contacted for their
assistance to recruit health professionals. The selection
criteria for the interviews were that the participants are
maternity care providers and currently employed by the
health system in Australia. Through referral from the
managers, 28 health professionals were invited to participate
in the study and 20 agreed to participate.

Both the woman and health professional participants were
asked about their background information including their
views and experiences concerning continuity of carer. The
interviews lasted from 30 to 45 minutes and were audio

recorded.

2.4. Data Analysis

The qualitative data gathered from health professionals
and women were transcribed verbatim, checked, cleaned and
combined for analysis. All data were analysed using
thematic analysis which requires the researchers to
constantly analyse and compare newly gathered information
before going back to new participants.[16] QSR - NVivo
version 9.0 software [17] was used to organise transcripts
and codes. To ensure the reliability of the study, an
independent researcher who conducts research in the same
field reviewed the raw data of the interviews and
independently coded four interviews of a random sample of
data. The researchers and the independent judge discussed
the coding until agreement was reached.

Selected characteristics of the interviewed women and
health professionals are presented in Table 1 and 2
respectively.

Table 1. Characteristics of interview women
No. Percentage

Characteristics | participants %) g

0
™)

Age group

18-21 years - -

22-30 years 4 18.2

31-40 years 15 68.2

Over 40 years | 3 13.6

Education

Primary

school > 227

Secondary 1 50.0

school

University 6 27.3

Other

Language

spoken at

home

English 22 100.0

Other - -

Aboriginal

and/or Torres

Strait Islander

No 20 90.9

Yes 2 9.1

Most  recent

baby

Less than a | 45

year ago

1 to 2 years 3 36.4

ago

Over 2 to 5 13 50.1

years ago
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Table 2. Characteristics of health professionals
No. Percentage
Characteristics | participants %) g
0
™)
Profession
Midwife 9 45.0
Obstetrician 5 25.0
Child health 6 30.0
nurse
Work
Experience
Less than 5 | 50
years
6-10 years 3 15.
over 10 years 16 80.0
Current work
place
Health centres | 9 45.0
Major hospital | 11 55.0

3. Findings

The findings were organised into six major themes: (i)
feeling cared for, (ii) midwifery-woman relationship, (iii)
consistent advice, (iv) risk, (v) practical in the public health
system and (vi) quality of care. Several sub-themes were also
identified.

3.1. Feeling Cared For

This theme explains the reasons why women want to be
cared for by the same carer.

Ten out 22 women expressed their feelings of being
comfortable for having a main caregiver who looks after
them throughout the period of having a baby.

It makes you feel more confident about the impending
birth as you feel more comfortable asking questions to
someone who you are familiar with. (Woman 15)

For some women, having continuity of carer makes them
feel they are ‘genuinely cared for’, and ‘not just someone’s
job’.  One woman spoke of the importance of having
continuity of carer for rural women:

Paramount. Many Mums are away from their family
and have very little support. This is a very intimate time
in a new parents life that we should be ensuring that the
experience is as comfortable for the Mum as possible.
Not just taking pot luck on who will care for you
because you are in the public system. (Woman 9)

3.2. Midwife-woman Relationship

Thirteen out of 22 women believed that having one carer is

important because the woman and caregiver have a chance to
build up a relationship with each other.

The Caesar was a good experience, partly due to the
pre, during and post support of my private midwife —
who 1'd built enough relationship with to know that if
she said ‘Caesar’, we were happy to go that way.
(Woman 4)

This is confirmed by the health professionals interviewed.

1 think continuity of care is important because there is a
lot of care that you provide to women, but there is only
one where rapport is built. (Midwife 6)

3.3. Consistence Advice

The analysis of the interviews with women and health
professionals reveals that having different caregivers caused
inconsistency in advice and care and inconvenience for
women.

Some (four) women experienced inconsistent advice and
care from having different health professionals during their
care.

I was told off by one midwife for taking my antibiotics
at the wrong time and when another midwife told me
another thing. (Woman 2)

Not only were women aware of inconsistency in advice
due to having many caregivers, so were the caregivers.

This time women see one doctor, next time they see
another doctor and each says different things.
(Obstetrician 2)

When women see many different health professionals, it
is inconvenient for both, in that they are required to cover the
same issues several times.

It would be lovely to have one person all the way
through as we wouldn't have to cover the same ground
all the time. (Woman 16)

3.4. Risk

Having the same caregiver during the course of care for
women caused some concerns to the health professionals
interviewed.

3.4.1. Poor Decision Making

Some (four) health professionals believed that continuity
of carer should not be provided because of safety reasons.

Continuity of care is the best option but as a team is the
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only way it can work as people need holidays and with
long labours and double shifis midwives get very tired
and wrong decisions can be made. (Midwife 1)

Continuity in that sense is not possible in our current
system and it should not be provided because it is
unsafe. (Obstetrician 1)

3.4.2. Risk of Burnout

A midwife who worked in the hospital system which
offers a team midwifery program commented on this model.

We do have a team midwifery program which offers a
continuity of care. They see them antenatally and
technically they are supposed to see them in labour and
then follow up postnatally. That does not happen due to
staffing; people need their leave or they are off sick or
they need a day off so therefore with staffing they are
not replaced. (Midwife 4)

This is echoed in the interviews with women:

I got to know all the midwives during pregnancy but
when I was in labour I ended up with a stranger.
(Woman 14)

3.5. Practical in the Public Health System

Although both maternity health care providers and women
recognised the benefits of having continuity of carer, some
health providers (seven) and women (five) were often
skeptical about its possibility in the current health care
system.

It is nice, but the system of several birthing midwives
being available all the way through made it a bit like a
lottery of who will be there on the day. Be better if you
could choose, but difficult to make them available for a
long birth. (Woman 1)

It is important to have one main carer who is
responsible for your maternity care but probably very
impractical. (Woman 7)

I don’t think it is possible in the public medical system.
It does not work and I can’t see that will ever change
because of the nature of the public hospital system.
(Midwife 7)

Some health professional mentioned about caseload
midwives but believed that this model of care was not
practical.

They have been talking about bringing in caseload
midwives as they do it in other countries. But I do not

think across the board that we can have that mode of

care. (Midwife 6)

3.6. Quality of Care

Nine out of 22 woman participants believed that is was not
important to have continuity of carer. Those women would
be happy with the quality of care regardless of who provided
care. They described the quality of service that they would
appreciate as ‘supportive’, ‘understanding’, ‘helpful’,
‘excellent’ and ‘above standard’.

[Continuity of carer is] not that important. I was happy
to see different midwives as they were all very
professional and lovely. (Woman 10)
I didn't really mind who I saw, so long as they were an
expert. (Woman 3)

One woman was happy with the team of caregivers
because of their quality services provided.

I didn't have just the one carer and feel very lucky to
have been part of the midwife program at the [Name of
the major hospital in Tasmania]. Every midwife or
doctor that I had contact with was very supportive,
understanding, friendly and helpful. (Women 18)

This is also consistent with what the health professional
described about the services.

We are ensuring that the person has seen the same
group or the same practice where the information is
shared and they are likely to meet the person once or
twice during their labour. That’s something we should
be able to provide and can be done. (Obstetrician 1)

4. Discussion

The findings of this study revealed that both maternity
care providers and women believed that continuity of carer
helps them build a relationship with each other and would
contribute to their satisfaction which is consisted with the
literature.[3,9,10] However, both maternity care providers
and women interviewed viewed that continuity of carer may
not be practical in the current public system due to the human
resource constraints. The health professional participants
stated that it is impractical for staff to be available for work
24 hours a day, 7 days a week to make continuity of carer
possible. This is supported by the literature reporting that
midwives providing continuity of care often came at a cost to
their personal lives[12-14] and found it challenging and
difficult to provide continuity of carer to women.[18]

Another important finding of this study is that many
women tended to appreciate the quality of care regardless the
number of carers. Although the interviewed women saw
different health professionals, they were happy with
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consistent and professional care. Women described the care
that they would be satisfied as ‘supportive’, ‘understanding’,
‘helpful’, ‘excellent, ‘professional’, ‘lovely’ and ‘above
standard’. This is supported by the literature[19] which
suggests women were more concerned with the quality of
the care which they received from the team of caregivers and
were usually happy to receive care from any member of the
team. Furthermore, it has been surmised that women do not
often value continuity for its own sake; rather women value
what they expect to follow from continuity which is
consistent care from someone whom they can
trust.[4]Moreover, Freeman [12] conducted a critical review
of the literature which suggests that the continuity of carer
was not a clear predictor of women’s satisfaction, and that
the women did not focus on the model of care provided but
instead on the content of the care provided.

The findings of this study should be interpreted with
cautions due to the small sample size and some women and
health professionals may not have experienced the model of
continuity of care. This may affect their view on 'what is
must be best'. It is acknowledged that the study is not
representative for the views of all women and health
professionals. However, it does provide insight into some of
the challenges encountered and thoughts by women,
particularly those in rural areas of Tasmania, concerning the
desire for and practicalities to provide continuity of carer.

5. Conclusions

The strength of this study is that it has an inclusive
sampling technique, which incorporates midwives,
obstetrician and nurses. The findings indicate that both
multidisciplinary maternity health providers and rural
consumers recognised the impracticability of providing
continuity of carer, particularly when rural maternity units
are continuing to close, constraining women to seek
antenatal, intra partum and postpartum care from a number
of sources. Although continuity of carer is invaluable,
women in rural areas have a propensity to be concerned with
continuity of quality rather than continuity of carer. This
provides practical implications for policy and health
providers about the designs and provision of models of
maternity services in Tasmania, particularly for women
living rurally.
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