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Abstract

Systems of care that provide midwifery care and services through a continuity of care model
have positive health outcomes for women and newborns. We conducted a scoping review
to understand the global implementation of these models, asking the questions: where,
how, by whom and for whom are midwifery continuity of care models implemented? Using a
scoping review framework, we searched electronic and grey literature databases for reports
in any language between January 2012 and January 2022, which described current and
recent trials, implementation or scaling-up of midwifery continuity of care studies or initia-
tives in high-, middle- and low-income countries. After screening, 175 reports were included,
the majority (157, 90%) from high-income countries (HICs) and fewer (18, 10%) from low- to
middle-income countries (LMICs). There were 163 unique studies including eight (4.9%)
randomised or quasi-randomised trials, 58 (38.5%) qualitative, 53 (32.7%) quantitative
(cohort, cross sectional, descriptive, observational), 31 (19.0%) survey studies, and three
(1.9%) health economics analyses. There were 10 practice-based accounts that did not
include research. Midwives led almost all continuity of care models. In HICs, the most domi-
nant model was where small groups of midwives provided care for designated women,
across the antenatal, childbirth and postnatal care continuum. This was mostly known as
caseload midwifery or midwifery group practice. There was more diversity of models in low-
to middle-income countries. Of the 175 initiatives described, 31 (18%) were implemented for
women, newborns and families from priority or vulnerable communities. With the exception
of New Zealand, no countries have managed to scale-up continuity of midwifery care at a
national level. Further implementation studies are needed to support countries planning to
transition to midwifery continuity of care models in all countries to determine optimal model
types and strategies to achieve sustainable scale-up at a national level.
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Introduction

Continuity of care is a concept rooted in primary care involving the care of individuals (rather
than populations) over time by the same care provider. It encompasses relational continuity,
informational continuity and management continuity [1]. In the primary care setting, conti-
nuity of care has been shown to reduce mortality and hospitalisations, and increase patient sat-
isfaction [2]. Continuity of care also has an important place in chronic care settings, such as
palliative care [3].

In the maternal and newborn care setting, midwife-led continuity of care refers to a model
whereby care is provided by the same midwife, or small team of midwives, during pregnancy,
labour and birth, and the postnatal periods with referral to specialist care as needed [4]. Mid-
wife-led also refers to a model of care which is provided there is a distinct occupational group
of midwives [5] and the person is fully qualified, regulated and deployed only as a midwife.
This contrasts to systems in many countries (most countries in Africa for and South East Asia
for example) where nurse-midwives are rotated to either nursing or midwifery duties. Mid-
wife-led continuity models in a small number of HICs have been associated with lower rates of
preterm birth (24% reduction), and lower fetal loss before and after 24 weeks and neonatal
deaths (16%) less likely to lose their babies overall (combined reduction in fetal loss and neo-
natal death) for women at low and mixed risk of complications compared to other models of
care. In addition, women are less likely to experience interventions and more likely to report
positive experiences of care [4]. A Cochrane review of reviews of interventions during preg-
nancy to prevent preterm birth also found that these models had clear benefit in reducing pre-
term birth and perinatal death [6]. Women prefer the personalised experience provided by
such models, leading to trust between midwife and woman and empowerment of both women
and midwives [7].

Models of care that provide continuity across the childbearing continuum are complex
interventions, and the pathway of influence that produces these positive outcomes is unclear.
A number of plausible hypotheses require further investigation. For example, it could be that
midwives provide a mechanism that enables effective and equitable care to be provided by bet-
ter coordination, navigation and referral; and/or that relational continuity and advocacy
engenders trust and confidence between women and midwives, resulting in women feeling
safer, less stressed and more respected [4]. Access to organisational infrastructure, innovative
partnerships, and robust community networks has been found crucial to overcome barriers,
address women’s, newborns’ and parents’ needs and ensure quality of care [8].

Inequity is a key driver of adverse perinatal outcome, both between and within countries.
Some observational studies of midwife-led continuity of care models in socially and economi-
cally disadvantaged populations in high-income countries (HIC) have reported significant
reductions in pre-term birth and caesarean sections in diverse cohorts of women in the United
Kingdom [9-12]. In Australia, a study of maternity care during significant floods in Queens-
land showed that midwife-led continuity of care mitigated the social and emotional impacts of
the floods [13]. Another Australian study showed reduced preterm births amongst Australian
Aboriginal and Torres Strait Islander women who received midwife-led continuity of care
[14]. These studies suggest that women who typically experience a greater burden of adverse
perinatal outcome, may derive greater benefit from continuity of care. However, understand-
ing how continuity per se may mitigate inequities in maternal and newborn health remains a
research priority.

Despite evidence supporting midwife-led continuity of care and guidelines from the World
Health Organization which recommend midwife-led continuity-of-care models for pregnant
women in settings with well-functioning midwifery programmes [15-17] only a small
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proportion of women internationally have access to such care. The current evidence suggests
that access to midwife-led continuity of care models is largely confined to a small number of
HICs notably Australia, Canada, New Zealand and the United Kingdom [17] where a distinct
occupational group of midwives has been a central part of the health systems for decades. Bar-
riers to implementation of midwifery-led continuity of care exist across all country income lev-
els and include a lack of local health system financing, shortage of personnel including
administrative and other support staff [4]. It is not clear to what extent midwife-led continuity
of care has been implemented in low- to middle-income countries (LMIC). Many LMICs have
a model of predominantly nurse-midwives who are deployed to both nursing and midwifery
duties, often preventing midwife-led continuity of care models. Advancing understanding
around which countries have implemented continuity of care models for maternal and new-
born health, how, for whom, and in what context, is crucial for successful implementation,
scale-up and sustainability.

The overall aim of this review was to understand the global implementation of midwifery
continuity of care, asking the questions: Where, how, by whom and for whom are midwifery
continuity of care initiatives implemented?

Materials and methods

A scoping review was undertaken guided by the approach described by Arksey and O’Malley
[18] and further defined by Levac and colleagues [19]. The following five steps were followed:
i) identifying the research question; ii) identifying the relevant literature; iii) study selection,
iv) charting the data; and v) collating, summarising and reporting the results.

We used the broad definition of midwifery from The Lancet Series on Midwifery as our
starting point, that is, “skilled, knowledgeable, and compassionate care for childbearing
women, newborn infants and families across the continuum from pre-pregnancy, pregnancy,
birth, postpartum and the early weeks of life [20]. Midwifery continuity of care was defined as
care delivered by the same known care provider or care provider team across two or more
parts in the care continuum-antenatal, intrapartum, postnatal and neonatal periods. In some
settings, continuity of care may be provided by cadre other than midwives, for example, nurses
or physicians. Thus, eligible papers could include care providers that were midwives and non-
midwives, such as, nurses, community health workers and physicians. We excluded reports on
care primarily by traditional birth attendants (TBA).

Identifying the relevant literature—Search strategy and selection criteria

In order to develop the search strategy, a preliminary search of PubMed and Google scholar
using the terms ‘midwifery or midwife-led continuity of care’ were used to locate key system-
atic and scoping reviews on the topic and identify relevant search terms for the systematic
search strategy (see S1 Text for the search strategy). We then searched the following electronic
databases: MEDLINE, CENTRAL, CINAHL, PsychINFO and Web of Science. A subject
librarian reviewed search terms, keywords and strategies. In addition, we searched PubMed,
Google Scholar, PROSPERO, Scopus and Dimensions and the WHO International Clinical
Trials Registry platform. We conducted the search on the 20 February 2022 and included pub-
lications (peer reviewed studies and reports) in the past 10 years.

A key area of interest was implementation of continuity of midwifery care in LMICs but we
recognised that reports of implementation may be published in formats other than peer
reviewed publications. Eligible papers therefore included implementation studies or reports of
implementation of midwifery continuity of care in the grey literature. We sourced grey litera-
ture through online searches on the websites of relevant professional groups, United Nations
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agencies and non-government organisations (NGO). We circulated a call for relevant materials
through online list servs (email groups) and through midwifery contacts. The International
Confederation of Midwives assisted by emailing all member associations asking for any rele-
vant reports.

Eligible reports could report on midwifery continuity of care efforts in HICs and LMICs.
Reports from implementation efforts by government programmes, private providers, profes-
sional organisations, NGOs and universities and research studies of any design were eligible
for inclusion. Protocols that reported studies that were underway, but not concluded, were
also eligible. Opinion pieces, editorials and other materials, which included details of mid-
wifery continuity of care initiatives, were also eligible. Publications in any language were eligi-
ble. The search was limited to reports published in the last ten years (January 2012 to January
2022) to ensure the information was contemporary and therefore of greatest relevance to pol-
icy makers.

Reports identified through both peer-reviewed and grey literature databases were hand-
searched for other potentially relevant studies. These included reference lists of relevant sys-
tematic reviews, and published conference abstracts, as well as any reports forwarded to
authors in response to a call for notification of new or ongoing initiatives from key global
stakeholder organisations, such as the International Confederation of Midwives.

Reports were excluded they if reported on midwifery continuity of care in general but did
not report on a continuity of care practice initiative. We excluded systematic and literature
reviews although their reference lists were searched for relevant primary studies.

Study selection

All reports identified through database searching were imported into Endnote referencing
programme (Endnote 20, Clarivate Analytics, Philadelphia), and duplicates removed. Remain-
ing citations (n = 5789) were uploaded into systematic review software Covidence (Covidence
2022, Veritas Health Innovations, Melbourne). Two authors independently conducted initial
title and abstract screening and undertook full-text review. A third author screened a random
selection of 10% of studies and discrepancies were discussed and resolved.

Charting the data

The following information was extracted for all included reports: country, income-level (as
defined by the World Bank [21], study design (if applicable), setting (urban/rural and commu-
nity-based or facility-based), novel or scaled-up initiative, model of care, level of continuity
(antenatal and intrapartum, antenatal and postnatal, intrapartum and postnatal) and cadre of
care providers, (e.g. mix of providers involved). We also collected information on the inclusion
of priority population groups-these are groups of people who are persistently disadvantaged
by existing systems of power with demographic features known to be associated with adverse
perinatal outcomes, such as ethnic minorities, urban and remote women, socially disadvan-
taged, and Indigenous women. We have described these specific groups as priority rather than
vulnerable populations [22]. Reporting of the scoping review findings follows the PRIS-
MA-ScR (Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for
Scoping Reviews) format (see S1 Checklist) and reference (Fig 1) [23]. Appraisal of study qual-
ity or meta-analysis was not undertaken.

Results

In total, 6595 references were identified from electronic peer-reviewed databases, 821 duplicate
records were removed prior to uploading to Covidence, a further 634 duplicates were removed
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Fig 1. PRISMA diagram.

https://doi.org/10.1371/journal.pgph.0000935.g001

by automation. Of the 5136 remaining references, 4728 did not meet the inclusion criteria. A
turther 256 references were excluded at the full-text stage as either: they did not describe conti-
nuity of care according to our pre-determined criteria (167); did not include primary source
data (42); were duplicates (41); or did not have insufficient detail regarding the model of care
(6). One hundred and fifty-two (152) peer-reviewed publications were eligible based on inclu-
sion and exclusion criteria. A further 23 reports were identified following the grey literature
search, bringing the total to 175 (Fig 1). Details are listed in S1 Table.

Of the 175 individual reports, 152 (86.8%) were peer reviewed publications, 18 (10.3%)
were conference abstracts, and the remaining five (3%) were published or unpublished reports.
Reports primarily reported on birth outcomes (n = 54, 31%), women’s (including some part-
ners’) views and experiences (n = 47, 27%) and midwives (including doctors) views and experi-
ences (n = 33, 19%). There were 18 reporting on the model of care more broadly, including
implementation challenges (n = 18, 10%), and 14 (7%) that were focussed on the experience of
midwifery students providing continuity of care as part of their education. The majority of
these student-focused reports were from Australia. Fewer reports focussed on the experience
of midwifery managers (n = 3, 2%), while four were cost analyses (2%).

There were 163 unique studies including eight (4.9%) randomised or quasi randomised tri-
als, 58 (38.5%) qualitative, 53 (32.7%) quantitative (cohort, cross sectional, descriptive, obser-
vational), 31 (19.0%) survey studies, and three (1.9%) health economics analyses. There were
10 practice-based accounts that did not include research.

PLOS Gilobal Public Health | https://doi.org/10.1371/journal.pgph.0000935  October 5, 2022 5/19


https://doi.org/10.1371/journal.pgph.0000935.g001
https://doi.org/10.1371/journal.pgph.0000935

PLOS GLOBAL PUBLIC HEALTH Midwifery continuity of care

‘The where’: Country and setting

Of the 175 included reports, the majority (n = 157, 90%) were from HICs and 18 (10%) from
LMICs (Table 1). Most were from Australia, (n = 71, 41%), followed by the United Kingdom
(England, Scotland, Wales) (24, 14%), Sweden (13, 8%), Canada (8, 5%), Denmark (6, 4%),
New Zealand (7, 4%), Japan (5, 3%), with less than five reports described initiatives conducted
in Belgium, Finland, Germany, Greece, Ireland, Netherlands, Norway, Singapore, Switzerland
and the United States of America (USA). In the LMICs, three from Palestine, three from
China, two each from Bangladesh and Indonesia, and one from each of the remaining
countries.

Opverall, most midwifery continuity of care models were based in urban areas (n = 126,
72%). In HIC, three-quarters of services (n = 118, 75%) were urban-based, whereas in LMICs
just under half (n = 8, 44%) were urban-based. Hospital or facility-based services were most
common across all income levels (n = 124, 72% overall).

‘The how’: Describing the way continuity of care is provided

There were a number of different terms used to define the model of care, and the level of conti-
nuity provided across the continuum of care varied with no single term used. Overall, the
most common terms were caseload midwifery (n = 63, 36%), midwifery-led continuity

(n =60, 34%), or team/midwifery group practice (n = 40, 23%). Most described services
designed so that the same providers provided care across the continuum-antenatal, intrapar-
tum and postnatal (n = 159, 91%). There were eight which described continuity only across
the antenatal and postpartum periods [24-31] (excluding labour and birth), and five reported
[32-36] (including 3 unique examples) where the continuity was provided only across antena-
tal and intrapartum periods without postpartum care.

In HICs, the most dominant approach is where small groups of midwives provide care for
designated women, known as caseload midwifery or midwifery group practice in countries
like Australia [37], the United Kingdom [9], Denmark [38], Sweden [39], and Singapore [40]
where the number of midwives is usually two to four. In other countries, for example, Japan
[41] and Switzerland [42], the approach is also called team midwifery and the number of mid-
wives is five or more.

The continuity of care services were located as part of the usual hospital [37, 43], in an
alongside birth centre [44-46] or in a free-standing birth centre [47]. Some midwife-led conti-
nuity of care services were offered through homebirth practices, either as part of the hospital
system [48, 49] or as a private service [50]. Most services were based in urban areas but there
were some examples from rural areas in Australia [51-53], Sweden [54-56] and Scotland [57]
(Table 2).

Although midwife-led continuity of care was available in a number of countries, mostly
high-income with a cadre of midwives, in select facilities and locations, it was generally not
scaled-up nationally. The exception being New Zealand, where the Lead Maternity Carer
model is national allowing to midwives provide continuity of care to all women regardless of
risk, in either caseloading or small community-based group practices, under a national fund-
ing arrangement and with medical or other collaboration when required [58].

In LMICs there was greater diversity in structure of arrangements for provision of mid-
wifery continuity of care models. Models of care included a lead midwife delivering care across
the continuum [59, 60], midwives on-call for women during labour who they had previously
seen for antenatal care [61], and a midwifery continuity of care team that ran in parallel with
an obstetric team [62]. An initiative in Ethiopia involved the same midwife providing antena-
tal, intrapartum and postnatal care to the same women [63, 64]. An initiative in Kenya
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Table 1. Midwifery continuity of care publications by country.

Country Income level as defined by World Bank [21] Publications by country (n) %

Australia High 71 40.6%
United Kingdom High 24 13.7%
Sweden High 13 7.4%
Canada High 8 4.6%
New Zealand High 7 4.0%
Denmark High 6 3.4%
Japan High 5 2.9%
Norway High 4 2.3%
China Upper middle 3 1.7%
Netherlands High 3 1.7%
Palestine N/A 3 1.7%
Switzerland High 3 1.7%
USA High 3 1.7%
Bangladesh Lower middle 2 1.1%
Ethiopia Low 2 1.1%
Indonesia Lower middle 2 1.1%
Ireland High 2 1.1%
Pakistan Lower middle 2 1.1%
Singapore High 2 1.1%
Afghanistan Low 1 0.6%
Belgium High 1 0.6%
Finland High 1 0.6%
Germany High 1 0.6%
Ghana Lower middle 1 1.7%
Greece High 1 0.6%
Iran Lower middle 1 0.6%
Kenya Lower middle 1 0.6%

*Due to rounding, percentages may be >100%

https://doi.org/10.1371/journal.pgph.0000935.t001

involved midwifery care across the childbearing continuum, embedded within a family plan-
ning and HIV care service [65]. One initiative in China [66] facilitated continuity of care for
women wishing to have a vaginal birth, where efforts were made for women to see the same
midwife for intrapartum and postnatal care. In the Palestinian initiative [67-69], midwives
were allocated geographical areas to provide antenatal and postnatal care for between 50-100
women. One initiative in Bangladesh [70] and another in Iran [71] involved teams of midwives
providing care in a private midwifery clinic associated with two local hospitals.

Similar to HICs, continuity of care services were located as part of the usual hospital ser-
vices (eg in Pakistan [59, 72], China [61], Ethiopia [63, 64], Palestine [67-69] or in community
health centres or maternity clinics, for example in Bangladesh [60, 70], Kenya [65] and
Afghanistan [73]. Most services were based in urban or semi-urban areas but there were some
examples from rural areas, for example, Palestine [67-69], Bangladesh [70], Afghanistan [73]
and Indonesia [74].

Reports from China [62], Ethiopia [63], Iran [71], Kenya [65] and Pakistan [59] provided
some degree of continuity of care across all antenatal, intrapartum and postnatal periods. Two
reports, one from China [61] and the one from Kenya [65] provided care across antenatal and
intrapartum. A study in China [66] involved the provision of midwife-led care at antenatal,
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Table 2. Midwifery continuity of care: Where, how, by whom and for whom by income level.

All reports N = 175 (%) High-income countries Low- or middle-income
N =157 (%) countries N = 18 (%)
Type of publication n=175 n =157 n=18
Peer reviewed paper 152 86.8% 135 86.0% 17 94.4%
Conference Abstract 18 10.3% 18 11.5%
Published report 4 2.3% 3 1.9% 1 5.5%
Unpublished report 1 0.6% 1 0.6%
Design or approach-unique studies only (N = 162) (n = 145) (N=18)
Qualitative study 58 35.6% 52 35.9% 6 33.3%
Quantitative (cohort, cross sectional, descriptive, observational) 53 32.5% 47 32.4% 6 33.3%
Survey study 30 19.0% 28 19.3% 2 16.7%
Trial (randomised or quasi randomised) 8 4.9% 6 4.1% 2 11.1%
Health economics analysis 3 1.8% 3 2.1%
Practice story (non-research) 10 6.1% 9 6.2% 1 5.6%
Focus of the study/project
Women’s outcomes 54 30.9% 47 29.9% 7 38.9%
Women’s experiences 48 28.0% 44 28.0% 4 27.8%
Midwives’ experiences 33 19.4% 30 19.1% 3 16.7%
Model of care implementation 18 10.3% 16 10.2% 2 11.1%
Midwifery students 14 7.4% 13 8.3% 1 5.6%
Cost analysis 4 2.3% 4 2.5%
Managers 3 1.7% 3 1.9%
WHERE
Setting
Urban 126 72.0% 118 75.2% 8 44.4%
Rural 24 13.7% 14 8.9% 10 55.6%
Remote 4 2.3% 4 2.5%
Urban, rural, remote 17 9.7% 17 10.8%
Unknown 4 2.3% 4 2.5%
Location
Hospital based 125 71.8% 112 71.3% 13 76.5%
Community 35 20.1% 32 20.4% 3 17.6%
Birth centre 13 7.5% 12 7.6% 1 5.9%
Unknown 1 0.6% 1 0.6%
HOW
Model of care
Caseload midwifery 63 36.0% 62 39.5% 1 5.6%
Midwife-led continuity 60 34.3% 46 29.3% 14 77.8%
Midwifery group practice 40 22.9% 40 25.5%
Caseload midwifery—private 3 1.7% 3 1.9%
Team midwifery 3 1.7% 2 1.3% 1 5.6%
Midwife-led clinic 1 0.6% 1 5.6%
Continuity of care with other cadres 5 2.9% 4 2.6% 1 5.6%
Level of continuity of care
Antenatal, intrapartum, postpartum 159 91.4% 144 91.7% 15 88.2%
Antenatal, intrapartum 7 4.0% 5 3.2% 2 11.8%
Antenatal, postpartum 8 4.6% 8 5.1%
BY WHOM
(Continued)
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Table 2. (Continued)

All reports N = 175 (%) High-income countries Low- or middle-income
N =157 (%) countries N = 18 (%)

Primary provider
Midwives 143 82.3% 129 82.2% 14 77.8%
Midwifery students 16 9.1% 15 9.6% 1 11.1%
Midwives, Indigenous Health Worker 5 2.9% 5 3.2%
Midwives or doctors 1 0.6% 1 5.6%
Midwives, obstetricians 4 2.3% 3 1.9% 1 5.6%
Midwives, GPs 1 0.6% 1 0.6%
Midwives and child health nurses 1 0.6% 1 0.6%
Midwives, social worker 1 0.6% 1 0.6%
Obstetricians 1 0.6% 1 0.6%
Public health nurse 1 0.6% 1 0.6%
FOR WHOM
Priority populations
No 132 74.5% 157 74.5% 14 78.8%
Yes 44 25.5% 40 25.5% 4 22.2%
Indigenous women 13 7.4% 13 8.3%
Socially or economically disadvantaged or women (priority groups) 9 5.1% 8 5.7% 1 5.5%
Young/adolescent women 4 2.3% 4 2.5%
Specific risks of preterm birth 2 1.1% 2 1.3%
Ethnic minority or African American women 2 1.1% 2 1.3%
Women with drug or alcohol dependence problems 2 1.1% 2 1.3%
Rural or remote 11 7.0% 8 5.1% 3 11.1%
Other 2 1.1% 2 1.3%

https://doi.org/10.1371/journal.pgph.0000935.t002

intrapartum and postnatal time points, but continuity of care with the same/a known provider
was only guaranteed at intrapartum and postnatal time points. S1 Table provides more details
on each of the initiatives and S2 Table gives additional detail on models of care from LMICs.

The ‘by whom’: Providers of midwifery continuity of care

Midwives were the dominant provider of continuity of care across all settings. Services were
mostly midwife-led with some reports including other cadre as well. Integration with existing
services including systems for referral to obstetric services when needed was usual.

In HIC, almost all models of continuity of midwifery care involved care provided by mid-
wives and/or midwifery students. A small number included midwives and other cadre. For
example, programs with midwives and Aboriginal Health Workers (Indigenous health provid-
ers) [14, 75-78]; collaborations with general practitioners, obstetricians or a social worker [44,
79-81]. Just two examples did not include midwives; a model in Finland where continuity of
care is provided by a nurse who takes care of the family from the pregnancy until the child
reaches school age [26, 82], and an example in Ireland [83], where continuity of care was pro-
vided by a privately practising obstetrician.

All except two of the continuity of care initiatives in LMICs were midwife-led. The initiative
from Ghana [84] was provided by midwives, nurses and doctors while the one in Kenya [65]
was provided by community based midwives who may have nursing or midwifery qualifica-
tions and other health professional with obstetric skills who reside in the community.
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There were 16 reports which described midwifery students providing continuity of care,
most of these were from Australia, Norway and Indonesia [74, 85-101]. Midwifery students
were placed with women, providing continuity of care to a defined number of women over
their education program, as a way to engage them in this model of care [91, 94].

The ‘for whom’: Priority groups for continuity of care initiatives

Of the 175 initiatives, 44 (25.5%) of these were implemented for women and newborns with
risk of adverse outcomes (Table 3). These included women from Indigenous communities, ref-
ugee and migrant populations, young mothers, women living in rural and remote areas,
women who experience socioeconomic disadvantage, women with a history of substance
abuse, chronic illness, and ethnic minority groups. The majority were from Australia [23],
United Kingdom [9] and Canada [3]. There were four examples from LMICs, these were
designed primarily for rural and remote communities in Palestine [67-69], Bangladesh [70],
Afghanistan [73] and Kenya [84].

Discussion

This scoping reviewed aimed to map where, how, by whom, and for whom are midwifery con-
tinuity of care models are being implemented globally. The majority of models identified were
in HICs, largely in Australia and the United Kingdom. Notably, all countries where five or
more continuity of midwifery care initiatives were identified in the last 10 years are high-
income and provide free public healthcare to their citizens and have a distinct cadre of mid-
wives which makes this possible (Australia, Canada, Denmark, Japan, New Zealand, Sweden,
and United Kingdom). Only 18 initiatives were identified in LMICs.

There is a growing body of literature demonstrating beneficial effects of midwifery continu-
ity of care [4, 8]. Midwifery continuity of care is a complex, multi-faceted intervention and
teasing out which elements impart benefit to recipients of care is difficult. We found that

Table 3. Initiatives for women, newborns and families with risk of adverse outcomes by country.

Country Number of Priority or vulnerable populations (n =) *
initiatives
Australia 23 Rural and remote (6), Indigenous (11), Young mothers (3), Social
disadvantage (3), Impacted by natural disaster (1), substance abuse (1)
Bangladesh 1 Tea Garden Workers (1)
Canada 3 Rural and remote (1), Indigenous (2), social disadvantage (1)
Denmark 1 Chronic conditions (1)
United 9 High social risk (2), high social deprivation (4), young mothers (1), high

Kingdom preterm birth risk (1), refugee and migrant (1)

United States | 2 African American women (1), opioid use disorders (1)
Greece 1 Refugee and migrant (1)

Kenya 1 Rural (1)

Netherlands 1 Refugee and migrant (1)

New Zealand |2 High social deprivation (2), ethnic-minority (1)
Palestine 1 Rural (1)

Sweden 1 Rural (1)

Afghanistan 1 Rural (1)

*as described by the authors
Note: Some country totals are more than the country count as some studies addressed more than one priority

population

https://doi.org/10.1371/journal.pgph.0000935.t003
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almost all papers included in this review, involved continuity of care initiatives led by mid-
wives or midwifery students (with midwife supervision). This was despite casting the net wide
to identify continuity of care initiatives provided by any health provider across two or parts of
the maternal and newborn care continuum.

Reviews of continuity of care in maternal and newborn care have focused on midwife-led
continuity of care compared with other models of care such as doctor-led and shared care
models [4, 102]. However, a previous integrative review of midwife-led care in LMICs, found
that just over half of studies included in the review included only midwives, with other cadres
of health professionals including nurses, nurse-midwives, doctors, traditional birth attendants
and family planning workers [103]. Whilst there is scope for other non-midwife health provid-
ers to provide continuity of care, such as family physicians [104]and community health work-
ers [105], which may particularly be of value in LMICs countries where there is a shortage of
midwives [106], there are few studies or reports available about these continuity of care models
and their benefits. Although other cadre are not precluded from providing continuity of care,
this review has shown that in the global literature, continuity of care across the maternal and
newborn continuum is reported to be almost exclusively provided by midwives and is a signifi-
cant area of quality improvement and research interest for midwives.

An encouraging finding from this review was the significant proportion of initiatives in
HICs which focussed on women and newborns with vulnerabilities related to social and eco-
nomic determinants of health (23.2%). The evidence that such initiatives are feasible for a
diverse range of priority groups across many countries could demonstrate recognition of the
benefits of continuity of care in improving outcomes for those with greater social and eco-
nomic barriers to good health outcomes. This has implications for future research in that pre-
vious studies exploring childbirth outcomes from midwifery continuity of care frequently
involve low-risk women [4], or women who had self-selected to be part of a midwife-led care
project and thus are more likely to experience a positive outcome. This review has revealed
that initiatives in a range of settings involve groups acknowledged to be at increased risk of
adverse outcome. Larger scale and robust studies of midwifery continuity of care initiatives
involving populations who experience social and economic disadvantage, and/or are at
increased obstetric risk are both feasible and desirable.

Implications for policy, practice, research

This review has revealed that most studies, or reports, on midwifery continuity of care describe
models led by midwives within HICs. Despite the benefits of midwife-led continuity of care,
none of these countries has managed to scale-up this approach to being the standard of care at
a national level, other than New Zealand. This highlights the organisational challenges of wide-
spread implementation and the importance of system-level reform to enable countries to tran-
sition to this model of care and to scale-up. This reform means having adequate funding,
support to enable midwives to be educated, and regulated, to work to their full scope of prac-
tice including flexibility and autonomy, self-managed time, team space, telephone access, and
being able to work safely in the community and having access to transport and referral services
8, 107].

Fewer than 10% of initiatives included in this review were from LMICs and only one was a
clinical trial. The greatest burden of maternal and newborn deaths and stillbirths exists in
LMICs. In HICs, midwife-led continuity of care has potential to reduce preventable maternal
and newborn mortality and morbidity and stillbirths, however system-level reform and ensur-
ing an enabling environment is still key [44]. The lack of midwifery continuity of care initia-
tives in LMICs, highlights the need for greater investment to ensure well-functioning
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midwifery systems can be developed with monitoring, evaluation and research to understand
the effect of different models and associated benefits and/or challenges in different contexts.
Operational research that identifies the barriers, facilitators and blockages to implementing
models of midwifery continuity of care is needed, including in settings where there are short-
ages of midwives. In order to facilitate transition to, and scale-up of, midwifery continuity of
care in LMICs, key considerations include strengthening midwifery education and regulation
and ensuring the presence of an enabling environment [66, 73].

Future systematic and scoping review studies would be enhanced by clear reporting of mid-
wifery continuity model type, implementation details (including on midwife competence,
scope of practice, deployment) and degree of continuity achieved within published studies and
reports. Establishment of a classification system for this purpose would also enhance imple-
mentation efforts. One example of a classification system in a country which has an identifiable
cadre of midwives is the Maternity Care Classification System (MaCCS) which was developed
to classify, record and report data about maternity models of care in Australia [108, 109]. The
MaCCS includes a series attributes including the target groups, profession of provider, the
caseload size, the extent of planned continuity of care and the location of care to come up with
11 major model categories (see S3 Table for details) [110]. This classification system is now
being included in all routine data systems in Australia so that, in the future, outcomes by
model of care will be reported. While this is developed for one high-income country, an adap-
tation for global utility could be useful.

Measuring the extent to which continuity of care is achieved is the second key area. The
health insurance industry in the USA has developed measures to assess patterns of visits to
providers and therefore, the level of continuity of care [111]. The measures include the Bice-
Boxerman Continuity of Care Index (measures the degree of coordination required between
different providers during an episode), the Herfindahl Index (the degree of coordination
required between different providers during an episode), the Usual Provider of Care (the con-
centration of care with a primary provider) and Sequential Continuity of Care Index (the
number of handoffs of information required between providers). The Usual Provider of Care
index has also been used to assess continuity of care in general practice in the UK, that is, to
assess the proportion of a patient’s contacts that was with their most regularly seen doctor
[112]. For example, if a patient had 10 general practitioner contacts, including six with the
same doctor, then their usual provider of care index score would be 0.6. With the exception of
one study, none of the papers in this review had applied such indexes. This is an important
consideration for the future.

Strengths and limitations

This review provides a summary of midwifery continuity of care efforts globally. As countries
look to strengthen midwifery and quality of care for women and newborns during pregnancy,
childbirth and postnatal periods, understanding implementation in all resource settings is
important. In this review the broad criteria for inclusion allowed for identifying the maximum
number of implementation efforts in LMICs to be identified. Despite the efforts to reach out,
and although no language filters were applied, search terms were in English thus we may have
missed some ongoing efforts. We also did not measure, or account for, the skills and compe-
tencies in the different cadres providing care, or if they are always deployed as midwives or
provide details about the profile/qualifications of the healthcare providers, the way the mid-
wifery system function, if any affiliation to healthcare centres, support systems, health costs
and coverage or safety outcome indicators as these were reported differently or not at all across
the papers. Finally, in this review we were not able to reliably determine the extent to which
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women receiving care were able to see the same individual care provider. Relational continuity
is a key element of continuity of care, and possible mechanism for beneficial effects, which
requires repeat contact over time between individual care providers and recipients of care.

Conclusions

This review mapped midwifery continuity of care initiatives globally. The majority of initia-
tives identified were in HICs, with fewer identified in LMICs. Almost all initiatives identified
in LMICs were led by midwives (some of whom worked in a model in which they were also
deployed as nurses), despite our efforts to identify models led by other skilled health profes-
sionals. Almost no countries have managed to scale-up midwifery continuity of care to being
the standard of care at a national level. This highlights the organisational challenges of wide-
spread implementation and the importance of system-level reform to enable these models of
care to scale-up. Nevertheless, examples of successful implementation of midwifery continuity
of care in low-resource settings reported show that advances in this area are possible.

A number of initiatives identified in HICs focused on women and newborns at risk of
adverse outcomes, demonstrating the value of midwifery continuity of care in populations
who experience social and economic disadvantage and vulnerabilities. There is a need for fur-
ther research on midwifery continuity of care models in LMICs, and strategies to facilitate
transition to, and scale-up of, midwifery continuity of care initiatives globally.

Supporting information

S1 Text. Search strategy.
(DOCX)

S1 Table. All included items.
(DOCX)

S2 Table. Additional details from low- and middle-income countries.
(DOCX)

S3 Table. Major model categories in MaCCS.
(DOCX)

S1 Checklist. Preferred reporting items for systematic reviews and meta-analyses extension
for scoping reviews.
(DOCX)

Acknowledgments

Thank you to Rana Islamiah Zahroh, PhD student and researcher at the University of Mel-
bourne in Australia for assistance mapping the data. Thanks also to Rosemary Rowe, Subject
Librarian at Faculty of Health, Victoria University of Wellington in New Zealand and to Alli-
syn Moran and Joao Paolo Souza (WHO) for useful feedback and advice.

Author Contributions
Conceptualization: Anayda Portela, Fran McConville, Caroline S. E. Homer.
Data curation: Billie F. Bradford, Alyce N. Wilson, Caroline S. E. Homer.

Formal analysis: Billie F. Bradford, Alyce N. Wilson, Cristina Fernandez Turienzo, Caroline
S. E. Homer.

PLOS Gilobal Public Health | https://doi.org/10.1371/journal.pgph.0000935  October 5, 2022 13/19


http://journals.plos.org/globalpublichealth/article/asset?unique&id=info:doi/10.1371/journal.pgph.0000935.s001
http://journals.plos.org/globalpublichealth/article/asset?unique&id=info:doi/10.1371/journal.pgph.0000935.s002
http://journals.plos.org/globalpublichealth/article/asset?unique&id=info:doi/10.1371/journal.pgph.0000935.s003
http://journals.plos.org/globalpublichealth/article/asset?unique&id=info:doi/10.1371/journal.pgph.0000935.s004
http://journals.plos.org/globalpublichealth/article/asset?unique&id=info:doi/10.1371/journal.pgph.0000935.s005
https://doi.org/10.1371/journal.pgph.0000935

PLOS GLOBAL PUBLIC HEALTH Midwifery continuity of care

Funding acquisition: Anayda Portela, Fran McConville, Caroline S. E. Homer.
Investigation: Caroline S. E. Homer.

Methodology: Billie F. Bradford, Anayda Portela, Fran McConville, Cristina Fernandez Tur-
ienzo, Caroline S. E. Homer.

Project administration: Billie F. Bradford, Caroline S. E. Homer.
Supervision: Anayda Portela, Caroline S. E. Homer.

Validation: Billie F. Bradford, Alyce N. Wilson, Anayda Portela, Cristina Fernandez Turienzo,
Caroline S. E. Homer.

Writing - original draft: Billie F. Bradford.

Writing - review & editing: Billie F. Bradford, Alyce N. Wilson, Anayda Portela, Fran
McConville, Cristina Fernandez Turienzo, Caroline S. E. Homer.

References

1. Baker R, Freeman GK, Haggerty JL, Bankart MJ, Nockels KH. Primary medical care continuity and
patient mortality: a systematic review. Br J Gen Pract. 2020; 70(698):e600—e11. https://doi.org/10.
3399/bjgp20X712289 PMID: 32784220

2. van Walraven C, Oake N, Jennings A, Forster AJ. The association between continuity of care and out-
comes: a systematic and critical review. J Eval Clin Pract. 2010; 16(5):947-56. https://doi.org/10.
1111/1.1365-2753.2009.01235.x PMID: 20553366

3. Hudson BF, Best S, Stone P, Noble T. Impact of informational and relational continuity for people with
palliative care needs: a mixed methods rapid review. BMJ Open. 2019; 9(5):e027323. https://doi.org/
10.1136/bmjopen-2018-027323 PMID: 31147362

4. Sandall J, Soltani H, Gates S, Shennan A, Devane D. Midwife-led continuity models versus other mod-
els of care for childbearing women. Cochrane Database Syst Rev. 2016(9):Cd004667. https://doi.org/
10.1002/14651858.CD004667.pub5 PMID: 27121907

5. World Health Organization. Global strategic directions for nursing and midwifery 2021-2025. Geneva:
World Health Organization; 2021.

6. Medley N, Donegan S, Nevitt S, Goodfellow L, Hampson L, Caldwell D, et al. Interventions to prevent
spontaneous preterm birth in high-risk women with singleton pregnancy: a systematic review and net-
work meta-analysis. The Cochrane Database of Systematic Reviews. 2019; 2019(10):CD013455.

7. Perriman N, Davis DL, Ferguson S. What women value in the midwifery continuity of care model: A
systematic review with meta-synthesis. Midwifery. 2018; 62:220-9. https://doi.org/10.1016/j.midw.
2018.04.011 PMID: 29723790

8. Fernandez Turienzo C, Rayment-Jones H, Roe Y, Silverio SA, Coxon K, Shennan AH, et al. A realist
review to explore how midwifery continuity of care may influence preterm birth in pregnant women.
Birth. 2021; 48(3):375-88. https://doi.org/10.1111/birt.12547 PMID: 33749001

9. Hadebe R, Seed P, Essien D, Headen K, Mahmud S, Owasil S, et al. Addressing inequality at birth
using caseload midwifery in a deprived inner-city population. BJOG: An International Journal of
Obstetrics and Gynaecology. 2021; 128(SUPPL 2):272-3.

10. HomerC, Leap N, Edwards N, Sandall J. Midwifery continuity of carer in an area of high socio-eco-
nomic disadvantage in London: a retrospective analysis of Albany Midwifery Practice outcomes using
routine data (1997-2009) Midwifery 2017; 48:1—-10. https://doi.org/10.1016/j.midw.2017.02.009
PMID: 28284877

11. Rayment-Jones H, Dalrymple K, Harris J, Harden A, Parslow E, Georgi T, et al. Project20: Does conti-
nuity of care and community-based antenatal care improve maternal and neonatal birth outcomes for
women with social risk factors? A prospective, observational study. PloS one. 2021; 16(5):e0250947—
e. https://doi.org/10.1371/journal.pone.0250947 PMID: 33945565

12. Rayment-Jones H, Silverio SA, Harris J, Harden A, Sandall J. Project 20: Midwives’ insight into conti-
nuity of care models for women with social risk factors: what works, for whom, in what circumstances,
and how. Midwifery. 2020; 84:102654. https://doi.org/10.1016/j.midw.2020.102654 PMID: 32066030

13. Kildea S, Simcock G, Liu A, Elgbeili G, Laplante D, Kahler A, et al. Continuity of midwifery carer mod-
erates the effects of prenatal maternal stress on postnatal maternal wellbeing: the Queensland flood

PLOS Gilobal Public Health | https://doi.org/10.1371/journal.pgph.0000935  October 5, 2022 14/19


https://doi.org/10.3399/bjgp20X712289
https://doi.org/10.3399/bjgp20X712289
http://www.ncbi.nlm.nih.gov/pubmed/32784220
https://doi.org/10.1111/j.1365-2753.2009.01235.x
https://doi.org/10.1111/j.1365-2753.2009.01235.x
http://www.ncbi.nlm.nih.gov/pubmed/20553366
https://doi.org/10.1136/bmjopen-2018-027323
https://doi.org/10.1136/bmjopen-2018-027323
http://www.ncbi.nlm.nih.gov/pubmed/31147362
https://doi.org/10.1002/14651858.CD004667.pub5
https://doi.org/10.1002/14651858.CD004667.pub5
http://www.ncbi.nlm.nih.gov/pubmed/27121907
https://doi.org/10.1016/j.midw.2018.04.011
https://doi.org/10.1016/j.midw.2018.04.011
http://www.ncbi.nlm.nih.gov/pubmed/29723790
https://doi.org/10.1111/birt.12547
http://www.ncbi.nlm.nih.gov/pubmed/33749001
https://doi.org/10.1016/j.midw.2017.02.009
http://www.ncbi.nlm.nih.gov/pubmed/28284877
https://doi.org/10.1371/journal.pone.0250947
http://www.ncbi.nlm.nih.gov/pubmed/33945565
https://doi.org/10.1016/j.midw.2020.102654
http://www.ncbi.nlm.nih.gov/pubmed/32066030
https://doi.org/10.1371/journal.pgph.0000935

PLOS GLOBAL PUBLIC HEALTH

Midwifery continuity of care

14.

15.

16.

17.

18.

19.

20.

21.

22,

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

study. Archives of Women’s Mental Health. 2018; 21(2):203—14. https://doi.org/10.1007/s00737-017-
0781-2 PMID: 28956168

Kildea S, Gao Y, Hickey S, Kruske S, Nelson C, Blackman R, et al. Reducing preterm birth amongst
Aboriginal and Torres Strait Islander babies: A prospective cohort study, Brisbane, Australia. EClini-
calMedicine. 2019; 12:43-51. https://doi.org/10.1016/j.eclinm.2019.06.001 PMID: 31388662

World Health Organization. WHO recommendations on antenatal care for a positive pregnancy experi-
ence. Geneva: World Health Organization; 2016.

World Health Organization. WHO recommendations: intrapartum care for a positive childbirth experi-
ence. Geneva: World Health Organization; 2018.

World Health Organization. WHO recommendations on maternal and newborn care for a positive post-
natal experience. Geneva: World Health Organization; 2022.

Arksey HO’Malley L. Scoping studies: towards a methodological framework. International Journal of
Social Research Methodology. 2005; 8(1):19-32.

Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the methodology. Implement Sci.
2010; 5:69. https://doi.org/10.1186/1748-5908-5-69 PMID: 20854677

Renfrew M, McFadden A, Bastos M, Campbell J, Channon A, Cheung N, et al. Midwifery and quality
care: findings from a new evidence-informed framework for maternal and newborn care. The Lancet.
2014; 384(9948):1129-45. https://doi.org/10.1016/S0140-6736(14)60789-3 PMID: 24965816

World Bank. World Development Indicators 2022. https://databank.worldbank.org/reports.aspx?
source=world-development-indicators.

Munari S, Wilson A, Blow N, Homer C, Ward J. Rethinking the use of ‘vulnerable’. Australian and New
Zealand Journal of Public Health. 2021; 45(3):197-9.

Tricco AC, Lillie E, Zarin W, O’'Brien KK, Colquhoun H, Levac D, et al. PRISMA Extension for Scoping
Reviews (PRISMA-ScR): Checklist and Explanation. Ann Intern Med. 2018; 169(7):467—73. https://
doi.org/10.7326/M18-0850 PMID: 30178033

Cummins A, Griew K, Devonport C, Ebbett W, Catling C, Baird K. Exploring the value and acceptability
of an antenatal and postnatal midwifery continuity of care model to women and midwives, using the
Quality Maternal Newborn Care Framework. Women and Birth. 2021.

Flora K, Blandthorn J. A midwifery case management model for women with complex substance use
in pregnancy. Women and Birth. 2018; 31:S8-S9.

Tuominen M, Kaljonen A, Ahonen P, Rautava P. Does the organizational model of the maternity health
clinic have an influence on women’s and their partners’ experiences? A service evaluation survey in
Southwest Finland. BMC Pregnancy and Childbirth. 2012; 12. https://doi.org/10.1186/1471-2393-12-
96 PMID: 22974077

Dahlberg U, Haugan G, Aune |. Women’s experiences of home visits by midwives in the early postna-
tal period. Midwifery. 2016; 39:57—62. https://doi.org/10.1016/j.midw.2016.05.003 PMID: 27321721

Butcher A, Williams P, Jones F. Is the introduction of a named midwife for teenagers associated with
improved outcomes? A service development project. British Journal of Midwifery. 2016; 24(5):331-8.

Dharni N, Essex H, Bryant MJ, Cronin de Chavez A, Willan K, Farrar D, et al. The key components of
a successful model of midwifery-led continuity of carer, without continuity at birth: findings from a quali-
tative implementation evaluation. BMC Pregnancy & Childbirth. 2021; 21(1):205. https://doi.org/10.
1186/512884-021-03671-2 PMID: 33711957

Goodman D. Improving Access to Maternity Care for Women with Opioid Use Disorders: Colocation
of Midwifery Services at an Addiction Treatment Program. Journal of Midwifery & Womens Health.
2015; 60(6):706—12. https://doi.org/10.1111/jmwh.12340 PMID: 26769383

Health Synergy and Collaborative Business. Logan Community Maternity and Child Health Hubs Cost
Analysis. Brisbane: Synergy Health and Business Collaborative; 2021.

Hildingsson I, Karlstrom A, Larsson B. Childbirth experience in women participating in a continuity of
midwifery care project. Women and Birth. 2021; 34(3):e255—e61. https://doi.org/10.1016/j.wombi.
2020.04.010 PMID: 32595033

Hildingsson I, Rubertsson C, Karlstrom A, Haines H. Caseload midwifery for women with fear of birth
is a feasible option. Sexual & Reproductive Healthcare 2018; 16:50-5. https://doi.org/10.1016/j.srhc.
2018.02.006 PMID: 29804775

Perdok H, Verhoeven C, van Dillen J, Schuitmaker T, Hoogendoorn K, Colli J, et al. Continuity of care
is an important and distinct aspect of childbirth experience: findings of a survey evaluating experi-
enced continuity of care, experienced quality of care and women’s perception of labor. BMC Preg-
nancy and Childbirth. 2018; 18. https://doi.org/10.1186/s12884-017-1615-y PMID: 29310627

PLOS Gilobal Public Health | https://doi.org/10.1371/journal.pgph.0000935  October 5, 2022 15/19


https://doi.org/10.1007/s00737-017-0781-2
https://doi.org/10.1007/s00737-017-0781-2
http://www.ncbi.nlm.nih.gov/pubmed/28956168
https://doi.org/10.1016/j.eclinm.2019.06.001
http://www.ncbi.nlm.nih.gov/pubmed/31388662
https://doi.org/10.1186/1748-5908-5-69
http://www.ncbi.nlm.nih.gov/pubmed/20854677
https://doi.org/10.1016/S0140-6736%2814%2960789-3
http://www.ncbi.nlm.nih.gov/pubmed/24965816
https://databank.worldbank.org/reports.aspx?source=world-development-indicators
https://databank.worldbank.org/reports.aspx?source=world-development-indicators
https://doi.org/10.7326/M18-0850
https://doi.org/10.7326/M18-0850
http://www.ncbi.nlm.nih.gov/pubmed/30178033
https://doi.org/10.1186/1471-2393-12-96
https://doi.org/10.1186/1471-2393-12-96
http://www.ncbi.nlm.nih.gov/pubmed/22974077
https://doi.org/10.1016/j.midw.2016.05.003
http://www.ncbi.nlm.nih.gov/pubmed/27321721
https://doi.org/10.1186/s12884-021-03671-2
https://doi.org/10.1186/s12884-021-03671-2
http://www.ncbi.nlm.nih.gov/pubmed/33711957
https://doi.org/10.1111/jmwh.12340
http://www.ncbi.nlm.nih.gov/pubmed/26769383
https://doi.org/10.1016/j.wombi.2020.04.010
https://doi.org/10.1016/j.wombi.2020.04.010
http://www.ncbi.nlm.nih.gov/pubmed/32595033
https://doi.org/10.1016/j.srhc.2018.02.006
https://doi.org/10.1016/j.srhc.2018.02.006
http://www.ncbi.nlm.nih.gov/pubmed/29804775
https://doi.org/10.1186/s12884-017-1615-y
http://www.ncbi.nlm.nih.gov/pubmed/29310627
https://doi.org/10.1371/journal.pgph.0000935

PLOS GLOBAL PUBLIC HEALTH

Midwifery continuity of care

35.

36.

37.

38.

39.

40.

.

42,

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

Markesjo G. Women'’s experience of pregnancy and childbirth in a continuity of care model. A qualita-
tive study at Huddinge Hospital. Stockholm: Karolinska Institute; 2019.

Holroyd M. Midwives experiences of working within the project “Min Barnmorska”. Stockholm: Karo-
linska Institute; 2019.

McLachlan HL, Forster DA, Davey MA, Farrell T, Gold L, Biro MA, et al. Effects of continuity of care by
a primary midwife (caseload midwifery) on caesarean section rates in women of low obstetric risk: the
COSMOS randomised controlled trial. BJOG. 2012; 119(12):1483-92. https://doi.org/10.1111/j.1471-
0528.2012.03446.x PMID: 22830446

Burau V, Overgaard C. Caseload midwifery as organisational change: the interplay between profes-
sional and organisational projects in Denmark. BMC Pregnancy and Childbirth. 2015; 15. https://doi.
org/10.1186/s12884-015-0546-8 PMID: 26013394

Hildingsson I, Karlstrom A, Rubertsson C, Larsson B. Birth outcome in a caseload study conducted in
a rural area of Sweden-a register based study. Sexual & Reproductive Healthcare. 2020; 24:100509.

Fox D, Chu L, Kelly E, Raes A, Siti Ihdinaa R, Pua Siew K, et al. One-to-one midwifery care in Singa-
pore—the first 100 births. British Journal of Midwifery. 2013; 21(10):701-7.

lida M, Horiuchi S, Nagamori K. Women’s experience of receiving team-midwifery care in Japan: A
qualitative descriptive study. Women and Birth. 2021; 34(5):493-9. https://doi.org/10.1016/j.wombi.
2020.09.020 PMID: 33041236

Floris L, Irion O, Bonnet J, Mercier M, de Labrusse C. Comprehensive maternity support and shared
care in Switzerland: Comparison of levels of satisfaction. Women and Birth. 2018; 31(2):124-33.
https://doi.org/10.1016/j.wombi.2017.06.021 PMID: 28711398

Tracy S, Hartz D, Tracy M, Allen J, Forti A, Hall B, et al. Caseload midwifery care versus standard
maternity care for women of any risk: M@NGO, a randomised controlled trial. Lancet. 2013; 382
(9906):1723-32. https://doi.org/10.1016/S0140-6736(13)61406-3 PMID: 24050808

Welffens K, Derisbourg S, Costa E, Englert Y, Pintiaux A, Warnimont M, et al. The "Cocoon," first
alongside midwifery-led unit within a Belgian hospital: Comparison of the maternal and neonatal out-
comes with the standard obstetric unit over 2 years. Birth. 2020; 47(1):115-22. https://doi.org/10.
1111/birt.12466 PMID: 31746028

Tietien S, Schmitz M, Heep A, Kocks A, Gerzen L, Schmid M, et al. Model of care and chance of spon-
taneous vaginal birth: a prospective, multicenter matched-pair analysis from North Rhine-Westphalia.
BMC Pregnancy and Childbirth. 2021; 21(1). https://doi.org/10.1186/s12884-021-04323-1 PMID:
34969368

Kenny C, Devane D, Normand C, Clarke M, Howard A, Begley C. A cost-comparison of midwife-led
compared with consultant-led maternity care in Ireland (the MidU study). Midwifery. 2015; 31
(11):1032-8. https://doi.org/10.1016/j.midw.2015.06.012 PMID: 26381076

Reszel J, Weiss D, Darling EK, Sidney D, Van Wagner V, Soderstrom B, et al. Client Experience with
the Ontario Birth Center Demonstration Project. Journal of Midwifery & Women’s Health. 2021; 66
(2):174-84. https://doi.org/10.1111/jmwh.13164 PMID: 33336882

Wilkes E, Gamble J, Adam G, Creedy DK. Reforming maternity services in Australia: Outcomes of a
private practice midwifery service. Midwifery. 2015; 31(10):935-40. https://doi.org/10.1016/j.midw.
2015.05.006 PMID: 26092305

Brintworth K, Sandall J. What makes a successful home birth service: an examination of the influential
elements by review of one service. Midwifery. 2013; 29(6):713-21. https://doi.org/10.1016/j.midw.
2012.06.016 PMID: 22901495

Dove S, Muir-Cochrane E. Being safe practitioners and safe mothers: A critical ethnography of conti-
nuity of care midwifery in Australia. Midwifery. 2014; 30(10):1063-72. https://doi.org/10.1016/j.midw.
2013.12.016 PMID: 24462189

Haines H, Baker J, Marshall D. Continuity of midwifery care for rural women through caseload group
practice: Delivering for almost 20 years. Australian Journal of Rural Health. 2015; 23(6):33945.
https://doi.org/10.1111/ajr.12232 PMID: 26683716

Durst M, Rolfe M, Longman J, Robin S, Dhnaram B, Mullany K, et al. Local birthing services for rural
women: Adaptation of a rural New South Wales maternity service. Australian Journal of Rural Health.
2016; 24(6):385-91. https://doi.org/10.1111/ajr.12310 PMID: 27381020

Kashani A, Ingberg J, Hildingsson I. Caseload midwifery in a rural Australian setting: A qualitative
descriptive study. European Journal of Midwifery. 2021; 5:2-. https://doi.org/10.18332/ejm/131240
PMID: 33537651

Hildingsson I. Women’s Experiences of Care During Pregnancy in a Continuity of Midwifery Care Proj-
ect in Rural Sweden. International Journal of Childbirth. 2021; 11(3):131-44.

PLOS Gilobal Public Health | https://doi.org/10.1371/journal.pgph.0000935  October 5, 2022 16/19


https://doi.org/10.1111/j.1471-0528.2012.03446.x
https://doi.org/10.1111/j.1471-0528.2012.03446.x
http://www.ncbi.nlm.nih.gov/pubmed/22830446
https://doi.org/10.1186/s12884-015-0546-8
https://doi.org/10.1186/s12884-015-0546-8
http://www.ncbi.nlm.nih.gov/pubmed/26013394
https://doi.org/10.1016/j.wombi.2020.09.020
https://doi.org/10.1016/j.wombi.2020.09.020
http://www.ncbi.nlm.nih.gov/pubmed/33041236
https://doi.org/10.1016/j.wombi.2017.06.021
http://www.ncbi.nlm.nih.gov/pubmed/28711398
https://doi.org/10.1016/S0140-6736%2813%2961406-3
http://www.ncbi.nlm.nih.gov/pubmed/24050808
https://doi.org/10.1111/birt.12466
https://doi.org/10.1111/birt.12466
http://www.ncbi.nlm.nih.gov/pubmed/31746028
https://doi.org/10.1186/s12884-021-04323-1
http://www.ncbi.nlm.nih.gov/pubmed/34969368
https://doi.org/10.1016/j.midw.2015.06.012
http://www.ncbi.nlm.nih.gov/pubmed/26381076
https://doi.org/10.1111/jmwh.13164
http://www.ncbi.nlm.nih.gov/pubmed/33336882
https://doi.org/10.1016/j.midw.2015.05.006
https://doi.org/10.1016/j.midw.2015.05.006
http://www.ncbi.nlm.nih.gov/pubmed/26092305
https://doi.org/10.1016/j.midw.2012.06.016
https://doi.org/10.1016/j.midw.2012.06.016
http://www.ncbi.nlm.nih.gov/pubmed/22901495
https://doi.org/10.1016/j.midw.2013.12.016
https://doi.org/10.1016/j.midw.2013.12.016
http://www.ncbi.nlm.nih.gov/pubmed/24462189
https://doi.org/10.1111/ajr.12232
http://www.ncbi.nlm.nih.gov/pubmed/26683716
https://doi.org/10.1111/ajr.12310
http://www.ncbi.nlm.nih.gov/pubmed/27381020
https://doi.org/10.18332/ejm/131240
http://www.ncbi.nlm.nih.gov/pubmed/33537651
https://doi.org/10.1371/journal.pgph.0000935

PLOS GLOBAL PUBLIC HEALTH

Midwifery continuity of care

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

Hildingsson |, Karlstrom A, Larsson B. A continuity of care project with two on-call schedules: Findings
from a rural area in Sweden. Sexual & Reproductive Healthcare. 2020; 26:100551.

Larsson B, Thies-Lagergren L, Karlstrom A, Hildingsson |. Demanding and rewarding: Midwives expe-
riences of starting a continuity of care project in rural Sweden. European Journal of Midwifery. 2021;
5:8-. https://doi.org/10.18332/ejm/133573 PMID: 33768199

Denham S, Humphrey T, Taylor R. Quality of care provided in two Scottish rural community maternity
units: a retrospective case review. BMC Pregnancy & Childbirth. 2017; 17(1):198. https://doi.org/10.
1186/s12884-017-1374-9 PMID: 28637428

Wernham E, Gurney J, Stanley J, Ellison-Loschmann L, Sarfati D. A Comparison of Midwife-Led and
Medical-Led Models of Care and Their Relationship to Adverse Fetal and Neonatal Outcomes: A Ret-
rospective Cohort Study in New Zealand. PLoS Med. 2016; 13(9):e1002134. https://doi.org/10.1371/
journal.pmed.1002134 PMID: 27676611

Anwar S, Jan R, Qureshi RN, Rattani S. Perinatal women’s perceptions about midwifery led model of
care in secondary care hospitals in Karachi, Pakistan. Midwifery. 2014; 30(3):e79-90. https://doi.org/
10.1016/j.midw.2013.10.020 PMID: 24290946

Biswas A, Anderson R, Doraiswamy S, Abdullah ASM, Purno N, Rahman F, et al. Timely referral
saves the lives of mothers and newborns: midwifery led continuum of care in marginalized teagarden
communities—a qualitative case study in Bangladesh. F1000Research. 2018; 7:365. https://doi.org/
10.12688/f1000research.13605.1 PMID: 29707205

Gu C, Wu X, Ding Y, Zhu X, Zhang Z. The effectiveness of a Chinese midwives’ antenatal clinic ser-
vice on childbirth outcomes for primipare: A randomised controlled trial. International Journal of Nurs-
ing Studies. 2013; 50:1689-97. https://doi.org/10.1016/j.ijnurstu.2013.05.001 PMID: 23735597

HuaJ, Zhul,Dul,LiY,WuZ, Wo D, et al. Effects of midwife-led maternity services on postpartum
wellbeing and clinical outcomes in primiparous women under China’s one-child policy. BMC Preg-
nancy & Childbirth. 2018; 18(1):329. https://doi.org/10.1186/s12884-018-1969-9 PMID: 30103732

Hailemeskel S, Alemu K, Christensson K, Tesfahun E, Lindgren H. Midwife-led continuity of care
improved maternal and neonatal health outcomes in north Shoa zone, Amhara regional state, Ethio-
pia: A quasi-experimental study. Women and Birth. 2021.

Hailemeskel S, Alemu K, Christensson K, Tesfahun E, Lindgren H. Health care providers’ perceptions
and experiences related to Midwife-led continuity of care-A qualitative study. PLoS ONE. 2021; 16
(10):e0258248. https://doi.org/10.1371/journal.pone.0258248 PMID: 34648571

Liambila W, Obare F, Undie C, Birungi H, Kuria S, Muia R, et al. The community midwifery model in
Kenya: Expanding access to comprehensive reproductive health services at the community level. Afri-
can Journal of Midwifery and Women'’s Health. 2013; 7(4):171-7.

LiuY, Li T, Guo N, Jiang H, Li Y, Xu C, et al. Women’s experience and satisfaction with midwife-led
maternity care: a cross-sectional survey in China. BMC Pregnancy & Childbirth. 2021; 21(1):151.
https://doi.org/10.1186/s12884-021-03638-3 PMID: 33607963

Mortensen B, Diep LM, Lukasse M, Lieng M, Dwekat |, Elias D, et al. Women'’s satisfaction with mid-
wife-led continuity of care: an observational study in Palestine. BMJ Open. 2019; 9(11):e030324.
https://doi.org/10.1136/bmjopen-2019-030324 PMID: 31685501

Mortensen B, Lieng M, Diep LM, Lukasse M, Atieh K, Fosse E. Improving maternal and neonatal
health by a midwife-led continuity model of care—an observational study in one governmental hospital
in Palestine. EClinicalMedicine. 2019; 10:84—91. https://doi.org/10.1016/j.eclinm.2019.04.003 PMID:
31193799

Mortensen B, Lukasse M, Diep LM, Lieng M, Abu-Awad A, Suleiman M, et al. Can a midwife-led conti-
nuity model improve maternal services in a low-resource setting? A non-randomised cluster interven-
tion study in Palestine. BMJ Open. 2018; 8(3):e019568. https://doi.org/10.1136/bmjopen-2017-
019568 PMID: 29567846

Rahman S. Midwife led Care Centre in a Government Facility: Charikata Union Health and Family
Welfare Centre (UH&FWC), Jaintiapur, Sylhet. 2021 Wednesday, Apr 20, 2022.

Shahinfar S, Abedi P, Najafian M, Abbaspoor Z, Mohammadi E, Alianmoghaddam N. Women’s per-
ception of continuity of team midwifery care in Iran: a qualitative content analysis. BMC Pregnancy
Childbirth. 2021; 21(1):173. https://doi.org/10.1186/s12884-021-03666-z PMID: 33653289

Saleem Z, Jan R, Mclnytre H, Amin Rattani S, Sikandar R. Midwives’ perception about their practice in
a midwifery-led care model in Karachi, Pakistan. British Journal of Midwifery. 2015; 23(3):200-7.

Thommesen T, Kismul H, Kaplan |, Safi K, Van den Bergh G. "The midwife helped me. . . otherwise |
could have died": women’s experience of professional midwifery services in rural Afghanistan—a qual-
itative study in the provinces Kunar and Laghman. BMC Pregnancy & Childbirth. 2020; 20(1):140.

PLOS Gilobal Public Health | https://doi.org/10.1371/journal.pgph.0000935  October 5, 2022 17/19


https://doi.org/10.18332/ejm/133573
http://www.ncbi.nlm.nih.gov/pubmed/33768199
https://doi.org/10.1186/s12884-017-1374-9
https://doi.org/10.1186/s12884-017-1374-9
http://www.ncbi.nlm.nih.gov/pubmed/28637428
https://doi.org/10.1371/journal.pmed.1002134
https://doi.org/10.1371/journal.pmed.1002134
http://www.ncbi.nlm.nih.gov/pubmed/27676611
https://doi.org/10.1016/j.midw.2013.10.020
https://doi.org/10.1016/j.midw.2013.10.020
http://www.ncbi.nlm.nih.gov/pubmed/24290946
https://doi.org/10.12688/f1000research.13605.1
https://doi.org/10.12688/f1000research.13605.1
http://www.ncbi.nlm.nih.gov/pubmed/29707205
https://doi.org/10.1016/j.ijnurstu.2013.05.001
http://www.ncbi.nlm.nih.gov/pubmed/23735597
https://doi.org/10.1186/s12884-018-1969-9
http://www.ncbi.nlm.nih.gov/pubmed/30103732
https://doi.org/10.1371/journal.pone.0258248
http://www.ncbi.nlm.nih.gov/pubmed/34648571
https://doi.org/10.1186/s12884-021-03638-3
http://www.ncbi.nlm.nih.gov/pubmed/33607963
https://doi.org/10.1136/bmjopen-2019-030324
http://www.ncbi.nlm.nih.gov/pubmed/31685501
https://doi.org/10.1016/j.eclinm.2019.04.003
http://www.ncbi.nlm.nih.gov/pubmed/31193799
https://doi.org/10.1136/bmjopen-2017-019568
https://doi.org/10.1136/bmjopen-2017-019568
http://www.ncbi.nlm.nih.gov/pubmed/29567846
https://doi.org/10.1186/s12884-021-03666-z
http://www.ncbi.nlm.nih.gov/pubmed/33653289
https://doi.org/10.1371/journal.pgph.0000935

PLOS GLOBAL PUBLIC HEALTH

Midwifery continuity of care

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92,

Rosyidah H, Aisyaroh N. Clients’ satisfaction with continuity of midwifery care. Jurnal Kesehatan Ibu
dan Anak. 2018; 12(2):129~35.

Hartz DL, Blain J, Caplice S, Allende T, Anderson S, Hall B, et al. Evaluation of an Australian Aborigi-
nal model of maternity care: The Malabar Community Midwifery Link Service. Women and Birth. 2019;
32(5):427-36. https://doi.org/10.1016/j.wombi.2019.07.002 PMID: 31326382

Homer CS, Foureur MJ, Allende T, Pekin F, Caplice S, Catling-Paull C. ’It's more than just having a
baby’ women’s experiences of a maternity service for Australian Aboriginal and Torres Strait Islander
families. Midwifery. 2012; 28(4):E449-55. https://doi.org/10.1016/j.midw.2011.06.004 PMID:
21820775

Josif CM, Barclay L, Kruske S, Kildea S. ’No more strangers’: Investigating the experiences of women,
midwives and others during the establishment of a new model of maternity care for remote dwelling
Aboriginal women in northern Australia. Midwifery. 2014; 30(3):317-23. https://doi.org/10.1016/).
midw.2013.03.012 PMID: 23676699

Kildea S, Gao Y, Rolfe M, Josif CM, Bar-Zeev SJ, Steenkamp M, et al. Remote links: Redesigning
maternity care for Aboriginal women from remote communities in Northern Australia—A comparative
cohort study. Midwifery. 2016; 34:47-57. https://doi.org/10.1016/j.midw.2016.01.009 PMID:
26971448

Fernandez Turienzo C, Bick D, Briley AL, Bollard M, Coxon K, Cross P, et al. Midwifery continuity of
care versus standard maternity care for women at increased risk of preterm birth: A hybrid implemen-
tation-effectiveness, randomised controlled pilot trial in the UK. PLOS Medicine. 2020; 17(10):1-20.
https://doi.org/10.1371/journal.pmed.1003350 PMID: 33022010

Fernandez Turienzo C, Silverio SA, Coxon K, Brigante L, Seed PT, Shennan AH, et al. Experiences of
maternity care among women at increased risk of preterm birth receiving midwifery continuity of care
compared to women receiving standard care: Results from the POPPIE pilot trial. PLoS ONE [Elec-
tronic Resource]. 2021; 16(4):e0248588. https://doi.org/10.1371/journal.pone.0248588 PMID:
33882059

Tran T, Longman J, Kornelsen J, Barclay L. The development of a caseload midwifery service in rural
Australia. Women and Birth. 2017; 30(4):291-7. https://doi.org/10.1016/j.wombi.2016.11.010 PMID:
27931780

Tuominen M, Kaljonen A, Ahonen P, Rautava P. Relational continuity of care in integrated maternity
and child health clinics improve parents’ service experiences. International Journal of Integrated Care.
2014; 14. https://doi.org/10.5334/ijic.1451 PMID: 25411571

Turner M, Reynolds C, McMahon L, O’'Malley E, O’Connell M, Sheehan S. Caesarean section rates in
women in the Republic of Ireland who chose to attend their obstetrician privately: a retrospective
observational study. BMC Pregnancy and Childbirth. 2020; 20(1). https://doi.org/10.1186/s12884-
020-03199-x PMID: 32957947

Dery S, Aikins M, Maya E. Longitudinal continuity of care during antenatal and delivery in the Volta
Region of Ghana. International Journal of Gynecology & Obstetrics. 2020; 151(2):219-24.

Baird K, Hastie C, Stanton P, Gamble J. Learning to be a midwife: Midwifery students’ experiences of
an extended placement within a midwifery group practice. Women and Birth. 2021.

Browne J, Taylor J.’It's a good thing. . .”: Women'’s views on their continuity experiences with midwifery
students from one Australian region. Midwifery. 2014; 30(3):E108-E14.

Carter A, McDonald-Smith K, Wilkes E, O’Luanaigh P, Gamble J, Creedy D. Midwifery students
embedded in continuity: Students’ and mentors’ experiences. Women and Birth. 2015; 28(1):S10-S.

Carter AG, Wilkes E, Gamble J, Sidebotham M, Creedy DK. Midwifery students’ experiences of an
innovative clinical placement model embedded within midwifery continuity of care in Australia. Mid-
wifery. 2015; 31(8):765-71. https://doi.org/10.1016/j.midw.2015.04.006 PMID: 25921953

Foster W, Sweet L, Graham K. Midwifery students experience of continuity of care: A mixed methods
study. Midwifery. 2021; 98:102966. https://doi.org/10.1016/j.midw.2021.102966 PMID: 33794393

Gray J, Leap N, Sheehy A, Homer CS. Students’ perceptions of the follow-through experience in 3
year bachelor of midwifery programmes in Australia. Midwifery. 2013; 29(4):400-6. https://doi.org/10.
1016/j.midw.2012.07.015 PMID: 22951421

Gray JE, Leap N, Sheehy A, Homer CS. The *follow-through’ experience in three-year Bachelor of Mid-
wifery programs in Australia: a survey of students. Nurse Education in Practice. 2012; 12(5):258—63.
https://doi.org/10.1016/j.nepr.2012.04.013 PMID: 22652325

Kelly J, West R, Gamble J, Sidebotham M, Carson V, Duffy E. 'She knows how we feel’: Australian
Aboriginal and Torres Strait Islander childbearing women’s experience of Continuity of Care with an
Australian Aboriginal and Torres Strait Islander midwifery students. Women and Birth. 2014; 27
(3):157-62.

PLOS Gilobal Public Health | https://doi.org/10.1371/journal.pgph.0000935  October 5, 2022 18/19


https://doi.org/10.1016/j.wombi.2019.07.002
http://www.ncbi.nlm.nih.gov/pubmed/31326382
https://doi.org/10.1016/j.midw.2011.06.004
http://www.ncbi.nlm.nih.gov/pubmed/21820775
https://doi.org/10.1016/j.midw.2013.03.012
https://doi.org/10.1016/j.midw.2013.03.012
http://www.ncbi.nlm.nih.gov/pubmed/23676699
https://doi.org/10.1016/j.midw.2016.01.009
http://www.ncbi.nlm.nih.gov/pubmed/26971448
https://doi.org/10.1371/journal.pmed.1003350
http://www.ncbi.nlm.nih.gov/pubmed/33022010
https://doi.org/10.1371/journal.pone.0248588
http://www.ncbi.nlm.nih.gov/pubmed/33882059
https://doi.org/10.1016/j.wombi.2016.11.010
http://www.ncbi.nlm.nih.gov/pubmed/27931780
https://doi.org/10.5334/ijic.1451
http://www.ncbi.nlm.nih.gov/pubmed/25411571
https://doi.org/10.1186/s12884-020-03199-x
https://doi.org/10.1186/s12884-020-03199-x
http://www.ncbi.nlm.nih.gov/pubmed/32957947
https://doi.org/10.1016/j.midw.2015.04.006
http://www.ncbi.nlm.nih.gov/pubmed/25921953
https://doi.org/10.1016/j.midw.2021.102966
http://www.ncbi.nlm.nih.gov/pubmed/33794393
https://doi.org/10.1016/j.midw.2012.07.015
https://doi.org/10.1016/j.midw.2012.07.015
http://www.ncbi.nlm.nih.gov/pubmed/22951421
https://doi.org/10.1016/j.nepr.2012.04.013
http://www.ncbi.nlm.nih.gov/pubmed/22652325
https://doi.org/10.1371/journal.pgph.0000935

PLOS GLOBAL PUBLIC HEALTH

Midwifery continuity of care

93.

94,

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.
107.

108.

109.

110.

111.

112,

McKellar L, Licqurish S, Dove S, Gray J. Call the midwifery student: Facilitating continuity of care
experience in education and practice. Women and Birth. 2013; 26(1):S43-S.

Newton M, Faulks F, Bailey C, Davis J, Vermeulen M, Tremayne A, et al. Continuity of care experi-
ences: A national cross-sectional survey exploring the views and experiences of Australian students
and academics. Women and Birth. 2021.

Sidebotham M, Fenwick J. Midwifery students’ experiences of working within a midwifery caseload
model. Midwifery. 2019; 74:21-8. https://doi.org/10.1016/j.midw.2019.03.008 PMID: 30921548

Aune |, Dahlberg Msc U, Ingebrigtsen O. Parents’ experiences of midwifery students providing conti-
nuity of care. Midwifery. 2012; 28(4):372-8. https://doi.org/10.1016/j.midw.2011.06.006 PMID:
21764190

Aune |, Dahlberg U, Backe B, Haugan G. Comparing standard maternity care with team midwifery
care provided by student midwives—a pilot study. Nordic Journal of Nursing Research & Clinical Stud-
ies/Vard i Norden. 2013; 33(3):14-9.

Tickle N, Gamble J, Creedy DK. Women'’s reports of satisfaction and respect with continuity of care
experiences by students: Findings from a routine, online survey. Women and Birth. 2021; 34(6):e592—
e8. https://doi.org/10.1016/j.wombi.2020.11.004 PMID: 33342755

Tickle N, Gamble J, Creedy D. Clinical outcomes for women who had continuity of care experiences
with midwifery students. Women and Birth. 2021.

West R, Gamble J, Kelly J, Milne T, Duffy E, Sidebotham M. Culturally capable and culturally safe:
Caseload care for Indigenous women by Indigenous midwifery students. Women and Birth. 2016; 29
(6):524-30. https://doi.org/10.1016/j.wombi.2016.05.003 PMID: 27396296

Yanti Y, Claramita M, Emilia O, Hakimi M. Students’ understanding of "Women-Centred Care Philoso-
phy" in midwifery care through Continuity of Care (CoC) learning model: a quasi-experimental study.
BMC Nursing. 2015; 14:22-. https://doi.org/10.1186/s12912-015-0072-z PMID: 25937819

Homer C. Models of Maternity Care: Evidence for midwifery continuity of care. Medical Journal of Aus-
tralia. 2016; 205(8):370—4. https://doi.org/10.5694/mja16.00844 PMID: 27736625

Michel-Schuldt M, McFadden A, Renfrew M, Homer C. The provision of midwife-led care in low- and
middle-income countries: an integrative review. Midwifery. 2020; 84. https://doi.org/10.1016/j.midw.
2020.102659 PMID: 32062187

Goldstein JT, Hartman SG, Meunier MR, Panchal B, Pecci CC, Zink NM, et al. Supporting Family Phy-
sician Maternity Care Providers. Fam Med. 2018; 50(9):662—71. https://doi.org/10.22454/FamMed.
2018.325322 PMID: 30307583

Agarwal S, Curtis S, Angeles G, Speizer |, Singh K, Thomas J. Are community health workers effective
in retaining women in the maternity care continuum? Evidence from India. BMJ Global Health. 2019; 4
(4):e001557.

UNFPA. State of the World’s Midwifery New York: United Nations Population Fund; 2021.

World Health Organization. Strengthening quality midwifery education for Universal Health Coverage
2030: framework for action. Geneva: World Health Organization; 2019.

Australian Institute of Health and Welfare. Maternity Care Classification System: Maternity Model of
Care Data Set Specification national pilot report November 2014. Canberra: Australian Institute of
Health and Welfare; 2014.

Donnolley N, Chambers G, Butler-Henderson K, Chapman M, Sullivan E. A validation study of the
Australian Maternity Care Classification System. Women and Birth. 2019; 32(3):204—12. https://doi.
org/10.1016/j.wombi.2018.08.161 PMID: 30166115

Donnolley N, Butler-Henderson K, Chapman M, Sullivan E. The development of a classification sys-
tem for maternity models of care. Health Information Management Journal. 2016; 45(2):64—70. https:/
doi.org/10.1177/1833358316639454 PMID: 27283944

Pollack C, Hussey P, Rudin R, Fox D, Lai J, Schneider E. Measuring Care Continuity: A Comparison
of Claims-based Methods. Med Care. 2016; 54(5):e30—e4. https://doi.org/10.1097/MLR.
0000000000000018 PMID: 24309664

Barker |, Steventon A, Deeny S. Association between continuity of care in general practice and hospi-
tal admissions for ambulatory care sensitive conditions: cross sectional study of routinely collected,
person level data. BMJ. 2017; 356:j84. hitps://doi.org/10.1136/bmj.j84 PMID: 28148478

PLOS Gilobal Public Health | https://doi.org/10.1371/journal.pgph.0000935  October 5, 2022 19/19


https://doi.org/10.1016/j.midw.2019.03.008
http://www.ncbi.nlm.nih.gov/pubmed/30921548
https://doi.org/10.1016/j.midw.2011.06.006
http://www.ncbi.nlm.nih.gov/pubmed/21764190
https://doi.org/10.1016/j.wombi.2020.11.004
http://www.ncbi.nlm.nih.gov/pubmed/33342755
https://doi.org/10.1016/j.wombi.2016.05.003
http://www.ncbi.nlm.nih.gov/pubmed/27396296
https://doi.org/10.1186/s12912-015-0072-z
http://www.ncbi.nlm.nih.gov/pubmed/25937819
https://doi.org/10.5694/mja16.00844
http://www.ncbi.nlm.nih.gov/pubmed/27736625
https://doi.org/10.1016/j.midw.2020.102659
https://doi.org/10.1016/j.midw.2020.102659
http://www.ncbi.nlm.nih.gov/pubmed/32062187
https://doi.org/10.22454/FamMed.2018.325322
https://doi.org/10.22454/FamMed.2018.325322
http://www.ncbi.nlm.nih.gov/pubmed/30307583
https://doi.org/10.1016/j.wombi.2018.08.161
https://doi.org/10.1016/j.wombi.2018.08.161
http://www.ncbi.nlm.nih.gov/pubmed/30166115
https://doi.org/10.1177/1833358316639454
https://doi.org/10.1177/1833358316639454
http://www.ncbi.nlm.nih.gov/pubmed/27283944
https://doi.org/10.1097/MLR.0000000000000018
https://doi.org/10.1097/MLR.0000000000000018
http://www.ncbi.nlm.nih.gov/pubmed/24309664
https://doi.org/10.1136/bmj.j84
http://www.ncbi.nlm.nih.gov/pubmed/28148478
https://doi.org/10.1371/journal.pgph.0000935

