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Abstract  
Enabling New Graduate Midwives to work in Midwifery Continuity of Care Models 

in Australia 

 

Background  

Midwifery continuity of care is care provided to a woman throughout pregnancy, 

birth and the early parenting period, from one midwife or a small group of midwives. 

Midwifery continuity of care is considered the gold standard of care for women - 

they will experience less obstetric intervention and higher levels of satisfaction with 

their birth experience. Newly graduated midwives are ideally placed to work in these 

models, especially as in Australia they have had continuity of care opportunities 

through their education.  However, there are limited opportunities in Australia for 

new graduate midwives to work in midwifery continuity of care and the literature 

focuses on new graduate midwives working in standard hospital transition to 

professional practice programs without midwifery continuity of care. This study was 

interested in exploring where midwifery continuity of care was available for new 

graduates, their experiences and how this might be expanded across the country.  

Aims  

The aim of the research was to: 

1. Explore the experiences of new graduate midwives who work in midwifery 

continuity of care models in Australia. 

2. Explore the facilitators and barriers to employing and supporting new 

graduate midwives working in midwifery continuity of care models.  

Methods 

This research was conducted in two phases. Phase one explored the experiences of 

new graduate midwives working in midwifery continuity of care models. Phase two 

explored the facilitators and barriers to employing new graduate midwives in 

midwifery continuity of care models. A qualitative study was undertaken. Data were 

collected through face-to-face, phone and Skype interviews. A thematic analysis was 

undertaken and the theories of continuity of care and the diffusion of innovation 

were used to further analyse the data. The study was set in Australia.  
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Results  

The new graduate midwives built trusting relationships with the women, 

consolidating skills through knowing the women. They built trusting relationships 

with the small group of midwives they worked alongside and this provided the new 

graduates with a high level of support. The barriers to employing new graduate 

midwives in midwifery continuity of care models were overcome by visionary 

leaders.  

 

Conclusions  

The findings provide unique insights into the experiences of new graduate midwives 

who work in midwifery continuity of care models and the challenges of employing 

them into the models. New graduate midwives are prepared and feel supported to 

work in midwifery continuity of care models. Managers and other key stakeholders 

provide high levels of support to new graduate midwives working in the models. This 

research provides a conceptual model that identifies the essential elements to 

enabling new graduate midwives to work in midwifery continuity of care models.  
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Chapter One: Background   
 

1.1 Introduction   
 
Midwifery continuity of care is defined as care provided to women throughout 

pregnancy, birth and the early parenting period from one midwife or a small group 

of midwives (Sandall et al. 2016). Midwifery continuity of care has been discussed in 

the literature as beneficial to women and babies and providing high levels of job 

satisfaction for midwives. Midwifery continuity of care models may be expanded in 

Australia, based on the benefits demonstrated in the research (Australian 

Government Department of Health and Ageing 2009; Sandall et al. 2016). With the 

expansion of midwifery continuity of care models, new graduate midwives will have 

the opportunity to work in these models.  Historically, in Australia, new graduate 

midwives have not been able to work in midwifery continuity of care models. 

Instead, they have to complete a transition to professional practice program that 

consists of rotating through different maternity wards providing care to women that 

they have not met previously. Midwifery students are prepared to work to the full 

scope of practice as a midwife by the nature of their degree and so their frustration 

of not being able to provide continuity of care is often felt. My background as a 

midwifery educator supporting new graduate midwives to work in midwifery 

continuity of care models was the inspiration for this research.  

 

This research explores the experiences of new graduate midwives who work in 

midwifery continuity of care models, in Australia. In particular, the research focuses 

on the support that new graduate midwives need to consolidate skills and practice 

to the full definition of a midwife. The International Confederation of Midwives 

(ICM) definition of a midwife is:  

 

A midwife is a person who has successfully completed a midwifery education 

programme that is duly recognized in the country where it is located and that 

is based on the ICM Essential Competencies for Basic Midwifery Practice and 
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the framework of the ICM Global Standards for Midwifery Education; who has 

acquired the requisite qualifications to be registered and/or legally licensed to 

practice midwifery and use the title ‘midwife’; and who demonstrates 

competency in the practice of midwifery. 

 

The midwife is recognised as a responsible and accountable professional who 

works in partnership with women to give the necessary support, care and 

advice during pregnancy, labour and the postpartum period, to conduct births 

on the midwife’s own responsibility and to provide care for the newborn and 

the infant. This care includes preventative measures, the promotion of normal 

birth, the detection of complications in mother and child, the accessing of 

medical care or other appropriate assistance and the carrying out of 

emergency measures. The midwife has an important task in health 

counselling and education, not only for the woman, but also within the family 

and the community. This work should involve antenatal education and 

preparation for parenthood and may extend to women’s health, sexual or 

reproductive health and child care. A midwife may practise in any setting 

including the home, community, hospitals, clinics or health units.  

(International Confederation of Midwives 2011). 

 

The graduates from midwifery education programs in Australia and in many 

countries around the world are required to practise to the ICM’s definition of a 

midwife.  In addition, in Australia, the competencies for midwifery practice include a 

specific competency in relation to midwives providing or supporting midwifery 

continuity of care (Nursing and Midwifery Board of Australia 2006b).  

 

This chapter will explain the concept of midwifery continuity of care. New graduate 

midwives will be defined. The transition to professional practice program will be 

described as the usual transition from student to midwife. Other forms of support 

will be defined to provide context for the study.  
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1.1.1 Midwifery continuity of care  
 
As stated earlier, midwifery continuity of care has been defined as care provided to 

women throughout pregnancy, birth and the early parenting period from one 

midwife or a small group of midwives (Sandall et al. 2016). The definition that has 

been adopted for the purpose of this research is the concept of continuity of carer 

where a woman receives care from one midwife sometimes referred to as the 

primary midwife (Homer, Brodie & Leap 2008). This term is often synonymous with 

independent, one-to-one or caseload midwifery practice (Homer, Brodie & Leap 

2008). These midwives may choose to work in groups of up to four or six with one 

midwife acting as the lead carer for a woman, building a professional relationship 

(Homer, Brodie & Leap 2008). The different organisations of midwifery continuity of 

care will be discussed in detail later in this section.  

 

Continuity of carer needs to be defined as separate from continuity of care. 

Continuity of carer refers to a known midwife providing care throughout the 

childbearing experience. In contrast, one midwife can provide continuity of care in a 

specific setting such as the antenatal clinic or birth setting but not consistently as the 

lead care giver throughout the childbearing experience (Homer, Brodie & Leap 

2008). Continuity of care is defined as care provided by several, or even many, 

midwives throughout the woman’s pregnancy, birth and postnatal period as long as 

there is good communication and consistent philosophy or policies for care (Green, 

Renfrew & Curtis 2000). Continuity of care lacks the relationship aspect of continuity 

of carer. Continuity of carer means the development of a relationship over time 

between the woman and the lead care midwife who is available throughout the 

woman’s pregnancy, birth and transition to parenthood, ending at a mutually agreed 

time, usually four to six weeks after the woman has given birth (Page 2003). This 

professional relationship is a partnership between the woman and the midwife 

(McAra-Couper et al. 2014). Both international and Australian definitions of the 

midwife discuss midwives as working in partnership with the woman (International 

Confederation of Midwives 2011; Nursing and Midwifery Board of Australia 2015).  
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The organisation of midwifery continuity of care varies to suit the needs of women 

and of the midwives. Midwifery continuity of carer refers to a midwife providing care 

for up to 40 women a year (Homer, Brodie & Leap 2008; Page 2003). One-to-one 

care encompasses a professional relationship between the woman and the midwife 

throughout the woman’s pregnancy until six weeks after the birth (Kirkham 2000; 

Page 2003). Often these midwives work together with a second midwife to ensure 

they have some time off with a second midwife being available if the primary 

midwifery carer is unavailable (Page 2003). One-to-one care is often termed 

caseload midwifery and is publicly funded in a number of countries including the 

United Kingdom, Canada (Page 2003) and New Zealand (New Zealand College of 

Midwives 2016). In Australia, most private midwifery services are organised as a 

caseload practice, otherwise referred to as independent midwifery practice or 

privately practising midwives (Davison et al. 2015). This model is sometimes difficult 

to sustain as it involves a lot of on-call work for the midwife. Therefore midwives 

work together in small groups providing midwifery continuity of care from a group 

practice.  

 

Midwifery group practice (MGP) usually refers to groups of two to six midwives who 

have a caseload of women with the flexibility to have rostered time off including sick 

and annual leave with backup from one or more midwives in the group (Homer, 

Brodie & Leap 2008). This model is becoming more available in the publicly funded 

maternity services in Australia (Australian Government Department of Health and 

Ageing 2009; New South Wales Department of Health 2010) and offers midwifery 

continuity of care positions to new graduate midwives. Each midwife is primarily 

responsible for up to four women a month, when unavailable due to rostered days 

off or leave, the group work together to negotiate that there is another midwife 

available to the woman (Homer, Brodie & Leap 2008). The models vary in their 

organisation and processes across Australia (Hartz, Foureur & Tracy 2011). Midwifery 

group practice allows the woman to get to know a small group of midwives with one 

midwife acting as a primary caregiver. 
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Another model offering continuity of midwifery care is team midwifery. Team 

midwifery comprises six to eight midwives providing care in a midwifery-led unit 

such as a birth centre or an alongside midwifery-led unit (AMU) (Homer, Brodie & 

Leap 2008; Rayment et al. 2015). Women accessing this model of care usually do not 

have a named midwife. Birth centres are homelike settings, often located outside of 

the hospital. The model of care provided in a birth centre is designed for women 

without any known complications of pregnancy, often referred to as women of low 

‘risk’ suitable for midwifery-led care (Biro et al. 2003). Team midwifery has been 

evaluated for women with both low and high risk pregnancy as satisfying to women 

(Biro et al. 2003). This indicates that women with a complication of their pregnancy 

may desire to have care provided by a known midwife or a small team of midwives.  

 

Midwives working within midwifery continuity of care models usually care for 

women who are predominantly healthy. In recent years there has been some 

exceptions to this rule (Griffiths, McAra-Couper & Nayar 2013; Menke et al. 2014; 

Tracy et al. 2013), however, midwives are required to both promote preventative 

measures and also detect complications (Nursing and Midwifery Board of Australia 

2015). In Australia, in the event of a complication, in a normal pregnancy, labour, 

birth or events in the postpartum period, guidelines have been developed for 

consultation and referral to medical colleagues (Australian College of Midwives 

2008). These guidelines are particularly relevant to midwives working in midwifery 

continuity of care models.  

 

The Australian Nursing and Midwifery Board (2006) provides an overarching 

competency framework that states women are self-determining and have a right to 

choice, control and continuity of care. The competency standard ‘Midwifery 

Knowledge and Practice’ states that midwives will provide or support continuity of 

care for women, as women are central to a midwives practice (Nursing and 

Midwifery Board of Australia 2006a). The cues that fall under this competency 

standard include demonstrating an understanding of continuity of care and carer, 

and supporting models that provide continuity of carer (Nursing and Midwifery 

Board of Australia 2006a). The Australian Nursing and Midwifery Accreditation 
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Council accredits the process of curriculum development and the curriculum 

requirements that are similar for both the Bachelor of Midwifery and the 

postgraduate nursing program that leads to registration as a midwife (Australian 

Nursing and Midwifery Accreditation Council 2014). The pathway to becoming a 

midwife and the inclusion of continuity of carer in the curriculum are discussed next. 

1.1.2 Pathways to becoming a midwife  
 
The pathway to qualify as a midwife in Australia is either via an undergraduate 

Bachelor of Midwifery course, a postgraduate degree in midwifery or a double 

degree in nursing and midwifery (Australian Nursing and Midwifery Accreditation 

Council 2010).  Studies have distinguished between the experiences of new graduate 

midwives reaching the point of registration from different award programs (Davis et 

al. 2011; Hammond et al. 2011). All are eligible for registration as a midwife although 

these groups have expressed low levels of confidence at the beginning of their first 

year of practice as a midwife (Davis et al. 2011; Hammond et al. 2011).  

 

The Bachelor of Midwifery course is offered by a limited number of universities and 

has only been available since 2002 in Australia, although this direct entry course has 

been available in other countries such as the United Kingdom for a much longer 

period (Brodie & Barclay 2001; McKenna & Rolls 2007). Previously in order to 

undertake a midwifery course the student needed to complete a nursing program. In 

the year 2004 after many years of political negotiation by leaders in the midwifery 

profession of New South Wales, the Nurses Act 1991 was changed to reflect 

midwifery as a separate profession from nursing and became the Nurses and 

Midwives Act (Nurses and Midwives Act 1991; Brodie & Barclay 2001). This change 

reflected the situations in other countries such as the United Kingdom and New 

Zealand. The change in education moved midwifery away from the historical nature 

of being a specialised area of nursing and enabled direct entry programs to be 

established in New South Wales. 
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1.1.3 Midwifery students experience of continuity of care  
 
In Australia, midwifery students are currently exposed to midwifery continuity of 

care models through curriculum requirements and clinical experience working with 

midwifery group practices. These opportunities may increase their confidence to 

work at the full scope of a midwife as defined by the International Confederation of 

Midwives (International Confederation of Midwives 2011). The current midwifery 

curriculum standards require midwifery students to complete a minimum of 10 

continuity of care experiences (Australian Nursing and Midwifery Accreditation 

Council 2014) during their degree that leads to registration as a midwife, therefore 

exposing and preparing new graduate midwives to work in midwifery continuity of 

care models. A continuity of care experience means the student will engage with a 

minimum of 10 women; engagement involves attending four antenatal visits, two 

postnatal visits and, for the majority of women, the labour and birth (Australian 

Nursing and Midwifery Accreditation Council 2010). Both women and midwifery 

students report the continuity of care experiences to be highly valuable (Aune, 

Dahlberg & Ingebrigtsen 2012; Browne & Taylor 2014; Hilder et al. 2014; Tickle et al. 

2015) with many students wanting to work in this way on graduation (Dawson, 

Newton, et al. 2015; Gray, Taylor & Newton 2016). The next section will discuss the 

usual working patterns of new graduate midwives in Australia.   

1.1.4 New graduate midwives  
 
The term ‘newly graduated’ is specific to midwives who are working in the first 12 to 

24 months following eligibility for registration. For the purpose of this research, a 

new graduate midwife is defined as having completed an award program that makes 

them eligible for registration as a midwife in Australia with the national registration 

board and in their first one to two years of practice. As explained earlier, at the time 

of graduation, midwifery students will have met all the curriculum requirements 

including providing continuity of care to at least 10 women during their clinical 

experience (Australian Nursing and Midwifery Accreditation Council 2014); 

therefore, new graduate midwives are prepared to work in midwifery continuity of 

care models after completing the curriculum requirements. This pre-registration 
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exposure to midwifery continuity of care, together with newfound knowledge and 

enthusiasm, make new graduate midwives perfect candidates for working in 

midwifery continuity of care models (Fenwick et al. 2012; Hammond et al. 2011). 

 

Historically in Australia, as in some other countries, new graduate midwives have not 

had the opportunity to work in midwifery continuity of care as they have been 

required to complete a transition to professional practice program for their first year 

of practice (Clements, Davis & Fenwick 2013; Davies & Mason 2009; Davis et al. 

2011; Hollands et al. 2001; Levett-Jones 2005). This model evolved from the 

discipline of nursing and is based on the premise that new graduates gain experience 

from rotating through different hospital wards.  

 

1.1.5 Transition to professional practice programs 
 
New graduate transition to professional practice programs for graduate nurses have 

existed since nurse education was transferred from being hospital-based to the 

university setting (Levett-Jones 2005). These have included midwives in the past 

decade as well. The transition to professional practice program offers graduate 

nurses and midwives consolidated clinical support (including preceptorship) and 

education study days, which goes beyond standard orientation and induction of new 

employees (Nursing and Midwifery Office 2015) and lasts for approximately 12 

months. These programs usually rotate new graduate nurses and midwives from one 

area or ward for a specified period of time, around three months, before moving the 

graduate to another area. The programs vary from organisation to organisation and 

there is debate in the literature on the best model of support for new graduates 

(Evans, Boxer & Sanber 2008; Johnstone, Kanitsaki & Currie 2008; Levett-Jones 

2005). Studies report that new graduate nurses were looking to more experienced 

nurses to guide their clinical practice and decision-making, hence transition to 

professional practice programs were introduced to facilitate this and help reduce the 

stress levels of new graduates (Missen, McKenna & Beauchamp 2014). This may be 

the same for midwives.  
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New graduate transition to professional practice programs have been positively 

reviewed in relation to support for new nurses, however, the programs vary 

enormously in structure and can be somewhat ineffectual (Laschinger 2012; Levett-

Jones 2005; Missen, McKenna & Beauchamp 2014). A Canadian exploratory study 

used focus groups of new graduate nurses to discover their experience (Wolff, Pesut 

& Regan 2010). The findings revealed new graduates being ‘grouped’ on the basis of 

their training into either diploma or degree courses, technical or professional nurses 

- diverging from the intention to give support to the new graduates (Wolff, Pesut & 

Regan 2010). The authors argued that this initiation to practice was not a supportive 

process and only serves to perpetuate a cycle of nurses feeling underprepared for 

practice (Davis et al. 2011; Wolff, Pesut & Regan 2010). 

 

Wolff’s (2010) findings are similar to those of other disciplines, who have coined the 

term ‘they eat their young’, meaning the more experienced nurses, midwives or 

teachers do not support the graduates in their transition from student to 

professional (Halford 1998; Hastie 1985; Wolff, Pesut & Regan 2010). New graduates 

are actively recruited by hospitals to assist with staffing for the organisation (Evans, 

Boxer & Sanber 2008) and are then marginalised and unsupported at the time that 

support is paramount (Evans, Boxer & Sanber 2008; Johnstone, Kanitsaki & Currie 

2008; Levett-Jones 2005; Wolff, Pesut & Regan 2010). It is questionable whether 

transition to professional practice programs are appropriate for supporting new 

graduate midwives who desire to work in midwifery continuity of care models, as 

their role differs greatly from a nurse working within a rostered structure (Clements, 

Fenwick & Davis 2012; Davis et al. 2011). The scope of practice of a midwife is to 

work across the continuum of pregnancy, birth and the postnatal period with a 

woman at the centre of the care provision, not the needs of the hospital 

organisation. 

 

In a midwifery continuity of care model, women become the centre of the 

relationship as less organisational issues exist and the relationship is solely between 

the woman and the midwife (Kirkham 2000). A recent Australian study measured the 

confidence of new graduate midwives from both the Bachelor of Midwifery program 
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and postgraduate nursing programs (Davis et al. 2011). All the graduates reported 

low levels of confidence at the beginning of practice when self-assessed against the 

competency standards of a midwife (Nursing and Midwifery Board of Australia 

2006b). The importance of this measurement is that new graduate midwives may 

not have the confidence to work in midwifery continuity of care models. At the 

completion of the first year of practice, confidence did improve marginally (Davis et 

al. 2011). The authors note this low level of confidence may have stemmed from the 

lack of student experience of working in midwifery continuity of care models and it is 

recommended that students’ exposure to midwifery continuity of care models may 

prepare them better to work against the Australian competency standards for the 

midwife (Davis et al. 2011). 

 

The transition from student midwife to practising as a confident registered midwife 

may be challenging, as the transition to professional practice programs in existence 

often vary to suit organisational needs rather than developing the confidence of the 

clinician (Davis et al. 2011). In New Zealand, approximately half the midwifery 

workforce provide continuity of midwifery care as lead maternity carers (Dixon et al. 

2015; Gilkison et al. 2016). New graduate midwives working in these caseload and 

small group practices are offered mentoring, described below, instead of a transition 

to professional practice programs.  

 

1.1.6 Mentoring in midwifery practice  
 
Mentoring has been one strategy used to support new graduates. Mentoring in 

midwifery is support from a more experienced midwife to a less experienced 

midwife. Guidance provided through goodwill and kindness is one kind of mentoring 

while classical mentoring is career support for a less experienced colleague within 

corporations (Lennox, Skinner & Foureur 2008). The business model of mentoring 

emerged in the 1970s and is so widespread that some resistance has developed from 

the industry who are now calling for formalised mentoring to develop a positive 

mentoring culture (Fajana & Gbajumo-Sheriff 2011). Formalised mentoring is a 

structured process where mentors opt into the program, attend training sessions 
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and keep a record of contact hours they spend with the mentee (Lennox, Skinner & 

Foureur 2008). The New Zealand Midwifery First Year of Practice Program is an 

example of a formalised mentoring program for new graduates who begin to work in 

midwifery continuity of care practices (New Zealand College of Midwives 2015). 

 

In Australia, there are no formalised opportunities for new graduate midwives to 

experience mentoring but there are lots of less formal options. The transition to 

professional practice program purports to offer preceptorship (Nursing and 

Midwifery Office 2015), as will be described in the next section. 

 

1.1.7 Preceptorship  
 
Preceptorship is generally defined as clinical teaching and socialisation into the 

organisation within a specified time frame (Davies & Mason 2009; Lennox, Skinner & 

Foureur 2008). The manager appoints preceptors and their main role is to teach the 

new graduate the conventions and processes of that particular hospital (Lennox, 

Skinner & Foureur 2008). Unlike mentoring, preceptors specifically teach clinical 

requirements for a particular clinical context within a specified time frame. In 

contrast mentoring supports the needs of the new graduate and the mentoring 

relationship may exist long after the initial orientation to the new clinical area 

(McKenna 2003). Mentoring appears to be an appropriate form of support for new 

graduate midwives who are transitioning from student to registered midwife 

working within a midwifery continuity of care model as the new graduate can 

develop a relationship with the mentor who usually works within the small group of 

midwives (Kensington 2006). 

 

1.1.8 Context for the introduction of midwifery continuity of care models in 
Australia 
 
The following discussion provides an overview of the context of maternity care in 

Australia and the introduction and expansion of midwifery continuity of care models.  
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Government directives for publicly funded maternity services to provide midwifery 

models of care instigated the expansion of caseload midwifery, usually known as 

midwifery group practice (Australian Government Department of Health and Ageing 

2009; New South Wales Health 2010). Despite these initiatives, uptake has been 

slow with less than 10 per cent of women having access to midwifery-led care (Dove 

& Muir-Cochrane 2014). Following consumer action and lobbying, midwives in 

Australia were granted the ability to provide services through the universal health 

insurance scheme called Medicare and a mechanism known as an ‘eligible midwife’ 

(Teakle 2013).  

 

One strategy to increase women’s access to midwifery-led continuity of care was for 

eligible midwives to provide private midwifery care and claim health insurance 

benefits. Eligible midwives have standards to adhere to and are able to move into 

private practice and offer midwifery services to women (Nursing and Midwifery 

Board of Australia 2013). The privately practising midwives mostly provide care in 

the woman’s home including homebirth. According to Teakle (2013), the 

government underestimated the resistance from the medical profession in response 

to this change in maternity services. Only one state in Australia, Queensland, has 

progressed in providing collaborative arrangements between hospitals and eligible 

midwives in private practice, although, the states of Victoria, New South Wales and 

South Australia now have homebirth policies. Many public hospitals are providing 

midwifery continuity of care models, such as midwifery group practice, for women to 

access.   

 

One of those hospitals is the Royal Hospital for Women in New South Wales, 

Australia, where a clinical redesign (Hartz et al. 2012) saw the introduction of 32 full 

time equivalent midwives working in midwifery continuity of care models known as 

midwifery group practice (MGP). At the time of the maternity reform at this hospital, 

I was employed as a midwifery educator in birthing services and had a unique role in 

supporting midwives as they moved from working rostered on shift in wards to 

working in continuity of care, working hours around the needs of the women. The 



13 
 

next section will explain further my interest in exploring the area of new graduate 

midwives working in midwifery continuity of care models. 

1.2 My personal experience  
 
As a researcher, it is important to explain my interest in, and reasons for, 

undertaking this topic in my doctoral research study in order to provide an audit trail 

of my reflexivity. As explained above, my previous position and experience was a 

midwifery educator in the clinical setting. At the time there was a need to recruit 

new graduate midwives into midwifery continuity of care models in order for the 

models to be adequately staffed. As an educator, I found that newly graduated 

midwives do require extra clinical support when working in midwifery continuity of 

care models as they consolidate skills and practice across the full scope of practice of 

a midwife. My experience of working with and supporting new graduate midwives 

who work in midwifery continuity of care models required me to take a reflexive 

approach throughout this thesis.  

 

During the transition process, new graduate midwives requested my presence at 

antenatal visits, births or postnatal checks. My role was to provide clinical support 

for example, the first waterbirth the new graduate attended/and supervise skills 

such as perineal repairs, venepuncture and cannulation. The new graduate midwives 

would also come and meet with me, phone me or sometimes send a text message in 

order to run a question or clinical decision by me. They also accessed the other three 

midwives in the group for these kinds of questions. Midwifery group practice 

demands the new graduate provide care to women throughout pregnancy, being on 

call for her labour, birth and continuing to provide care in the postnatal period. This 

care is provided both within and outside the hospital and the midwives are provided 

with mobile phones so the woman can contact the midwife at any time. Having a 

mobile phone assists with the provision of support when working in midwifery 

continuity of care practice as the new graduates could call me or the other midwives 

in their group at different times when we were not necessarily close by. The new 

graduate midwives had to adjust to a change in their working pattern. This change in 

work patterns can be daunting for experienced midwives (Collins et al. 2010) and 
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prove an extra challenge for those midwives in the transition from student to 

midwife. 

 

The new graduate midwives had been rostered on shifts as students to gain clinical 

experience, so transitioning to working their own hours was a new experience, 

consolidating skills in midwifery practice, and being on call was a big transition 

period. Providing a high level of support initially to the new graduate midwives 

demonstrated how well they could transition from student to newly qualified 

midwife providing continuity of care. After a short period of orientation and support, 

the new graduates’ confidence increased and they no longer needed support. They 

would just meet with their small group once a week where collegiality developed.  

 

The government recommendation for public maternity services in New South Wales 

and Australia to provide midwifery continuity of care models means all midwives 

including new graduate midwives will have the opportunity to work in these models 

(Australian Government Department of Health and Ageing 2009; New South Wales 

Department of Health 2010). My experience of supporting new graduate midwives 

working in continuity of care models instigated the need to study the area as most 

new graduates do not have access to continuity of care models and are required to 

work in a transition to professional practice model despite having a desire to work in 

continuity of care models (Fenwick et al. 2012; Hammond et al. 2011) at the time of 

registration. The next section describes the research process as I summarise the 

structure of this thesis.  

 

1.3 Thesis structure  
 
The following provides an overview of the contents of each chapter of the thesis. 

Chapters, Four, Five and Six provide the findings of the research. Each of these 

chapters presents a published paper in its original form. Each paper has a reference 

list at the end of the chapter. These reference lists are in addition to the final 

reference list at the end of the thesis. The articles are provided, with permission, 

from the publisher, in their published form as Appendices.  
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1.3.1 Chapter One: Background  
 
Chapter One of this thesis has explored the background to the research. Midwifery 

continuity of care was defined and the various models in existence have been 

clarified. The definition of a new graduate midwife was provided along with a 

description of the various support programs in existence to provide a smooth 

transition from student to midwife. The pathways to becoming a midwife provide 

further context for the research. My personal journey of how I became interested in 

the topic area has also been provided.  

 

1.3.2 Chapter Two: Literature review  
 
Chapter Two of the thesis presents a review of the literature in relation to the 

outcomes for women, midwives and midwifery students who engage in midwifery 

continuity of care.  A review of the literature on new graduate midwives’ 

experiences are provided, however, there is limited literature on the experiences of 

new graduate midwives working in midwifery continuity of care models in Australia. 

Most new graduate midwives have to complete a transition to professional practice 

program and the literature that has evaluated these programs in Australia has been 

reviewed. The New Zealand experience is quite different and the literature on new 

graduate experiences particularly in relation to mentoring is discussed.  

 

1.3.3 Chapter Three: Research design and methods  
 
This research used a qualitative descriptive methodology and this is described and 

discussed in this chapter. Data were collected through interviews and thematic 

analysis was undertaken. A qualitative methodology was determined to be the most 

suitable for this research due to the nature of the research questions. Studying the 

experiences and perspectives of the participants was vital in this research and the 

use of qualitative methods, such as interviews, enabled this. After the initial analysis, 

a theoretical framework, that was a good fit for the data, provided a scaffold for 

further analysis. Two theoretical frameworks were utilised that were considered to 

be the most relevant: continuity of care and the diffusion of innovation theory. The 
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ethical considerations inherent in this research are described in this chapter. This 

includes identifying the issues concerning my integral role as both researcher and 

knowing some of the participants through my previous work as a clinical educator 

and my current role as midwifery lecturer.  

 

1.3.4 Chapter Four: Phase one findings: The experiences of new graduate midwives 

working in midwifery continuity of care models.  

 

This chapter presents the findings from the analysis of the data collected from 

participants who were new graduate midwives working in midwifery continuity of 

care models. This chapter provides the first phase of the research findings and, as 

such, gives a foundation to the remaining chapters. In this chapter the experiences 

of the new graduate midwives are explored within the Continuity of Care framework 

to arrive at the final findings.  The relationship with the woman and the relationship 

with the small group of midwives made the new graduate midwives feel like a real 

midwife. This chapter was published in the journal Midwifery in 2015. 

 

1.3.5 Chapter Five: The mentoring experiences of new graduate midwives working 

in midwifery continuity of care models.  

 
Further analysis of data collected from the new graduate midwives is presented in 

this chapter. These participants described their mentoring experiences from within 

the small group of midwives they worked alongside or from other midwives who 

worked in the maternity service but not in continuity of care models. The value of 

mentoring and associated challenges of mentoring becomes apparent in this 

chapter. This chapter was published in the journal Nurse Education in Practice in 

2016.  
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1.3.6 Chapter Six: Phase two: The challenges of employing and supporting new 
graduate midwives working in midwifery group practice in hospitals.  
 
Chapter Six provides the results of the interviews with the managers and other key 

stakeholders who employ and support new graduate midwives to work in midwifery 

continuity of care models. The other key stakeholders include clinical educators, 

clinical support midwives and clinical midwifery consultants who provide orientation 

and support to new graduate midwives. The data was analysed using the Diffusion of 

Innovation theory because employing new graduate midwives into midwifery 

continuity of care models requires innovation within the organisation. There were 

drivers, enablers and facilitators to employing new graduate midwives into the 

midwifery continuity of care models. It was found that visionary leadership was able 

to overcome barriers to employing new graduate midwives to work in midwifery 

continuity of care models. This chapter was published in the Journal of Nursing 

Management in 2016.  

 

1.3.7 Chapter Seven: Enabling continuity of care for new graduate midwives  

 
Chapter Seven brings together the findings from an analysis of all the data collected 

in this research along with the relevant literature.  Further synthesis of the findings, 

the literature and the theoretical frameworks led to the development of a new 

conceptual model. This conceptual model provides the essential elements to enable 

new graduate midwives to work in midwifery continuity of care models.   

1.3.8 Chapter Eight: Implications and conclusions  

 
The research has led to implications for new graduate midwives, organisations that 

provide midwifery continuity of care models and women who access the models. 

The limitations of the study are provided in this chapter and the conclusions 

including implications for future research in the area.  
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1.4 Conclusion  

 
The background information of this chapter is to provide some definitions and 

context relevant to the current study. The following chapter will review the literature 

relevant to the study. Firstly, the next chapter will look at the evidence supporting 

midwifery continuity of care in order to establish the benefits for women, midwives 

and the health services that provide maternity service. Further evidence will be 

reviewed to discover the existing evidence about new graduate midwives working in 

midwifery continuity of care models and identify any gaps in the literature related to 

my study. 
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Chapter Two: Literature review  

2.1 Introduction  
 
This chapter reviews the literature on new graduate midwives working in midwifery 

continuity of care models. Analysis and critique of the literature will provide an 

understanding of the continuity of care models and the experiences of new graduate 

midwives. The evidence for midwifery continuity of care models, both in Australia 

and internationally, will be explored. The aim of the literature review will be to 

describe the outcomes for women, babies, midwives and the maternity services who 

provide midwifery continuity of care models. As midwifery students are required to 

complete a number of continuity of care experiences in order to complete their 

degree, the literature in relation to their experiences will also be analysed. Finally, 

the existing support programs for new graduate midwives working in midwifery 

continuity of care both in Australia and overseas will be critiqued.   

 

Method  

In order to undertake the review the following databases were searched: MEDLINE, 

CINAHL, OVID, Maternity and Infant Care (MIDIRS) and the Science databases. The 

timeframe for inclusion was from 1989 when the ground-breaking work ‘Know Your 

Midwife Scheme’ was first published (Flint, Poulengeris & Grant 1989) and the 

search includes all published studies until September 2015. The following search 

terms were used: new graduate midwives, midwifery continuity of care, new 

graduate support programs, mentoring, precepting and transitional support 

programs. Several search terms were combined and shortened versions of these 

phrases with different spelling options were used. The review includes literature 

from the United Kingdom, Canada, New Zealand and also from Australia but is 

limited to high income countries as the setting for the research was Australia. The 

literature includes published peer-reviewed research, conference presentations and 

midwifery commentaries from experts in the field. The development of textbooks 

and any government recommendations that have been informed by the literature 

will also be included in the review although it is acknowledged that these are not 
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primary research sources. The review begins with an exploration of the literature on 

midwifery continuity of care.  

 

2.2 Midwifery continuity of care  
 
Midwifery continuity of care has been evaluated through a systematic review and 

randomised controlled trials that provide numerous positive outcomes for women 

and babies. The experiences of women, midwives and midwifery students have been 

provided through qualitative studies.  

 

2.2.1 Outcomes for women and babies 
 
A systematic review that included 15 trials involving 17,674 women has found 

midwifery continuity of care when compared with standard care is beneficial to 

women (Sandall et al. 2016). Midwifery continuity of care was care provided to 

women through pregnancy, birth and the early parenting period by one midwife or a 

small group of midwives. Standard care was cited as care from an obstetrician or a 

family physician such as a general practitioner (GP) as well as midwives working in a 

fragmented or non-lead ways. The review included women who had both no risk of 

complications and those who had some increased risks of complications. The studies 

were from Australia, Canada, Ireland, New Zealand and the United Kingdom (Sandall 

et al. 2016). Benefits to women and babies included a reduction in epidural 

anaesthetic, decreased rates of instrumental births and episiotomies. There was an 

increase in spontaneous births with women having a known midwife present at the 

birth. Women had less chance of having a preterm birth, and the overall perinatal 

death rate was lower (Sandall et al. 2016). This systematic review is limited to high-

income countries and did not find a difference in the rates of caesarean section 

births. The authors concluded that midwifery continuity of care was an important 

intervention for all women although more research in women with risks is needed.  

 

An Australian randomised controlled trial, included in the above review, compared 

caseload midwifery (primary midwife or backup midwife) with standard care from a 
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variety of midwives, trainee obstetricians or GPs (McLachlan et al. 2012). They found 

women who had caseload midwifery were less likely to have caesarean sections than 

women in the standard care group (McLachlan et al. 2012). The findings from this 

trial are limited to women with a low risk pregnancy and in a setting with a relatively 

high baseline caesarean section rates. In contrast, a second Australian trial 

comparing caseload with standard care primarily measuring caesarean section 

outcomes found no difference in the rates of caesarean section. This trial included 

women of all-risk, only excluding women who planned a caesarean section at the 

booking visit and women with a multiple pregnancy (Tracy et al. 2013). Significant 

differences were found in the secondary outcomes including less inductions of 

labour and less birth-related blood loss greater than 500mLs (Tracy et al. 2013). 

Women were more likely to be discharged home within two days. The costs were 

calculated as $A566.74 less for a woman allocated to caseload midwifery than those 

allocated to standard care (Tracy et al. 2013). These two Australian trials have 

provided recent evidence to support the benefits to women and their families when 

they have caseload midwifery care in Australia.  

 

An increase of women’s satisfaction when receiving midwifery-led continuity of care 

was demonstrated in the systematic review, however, the authors did not draw any 

conclusions to maternal satisfaction as all the trials included in the review measured 

satisfaction differently (Sandall et al. 2016). Women’s satisfaction was measured in 

one of the Australian trials (McLachlan et al. 2013; Tracy et al. 2013). McLachlan et 

al. (2016) sent out a postal survey two months after the women gave birth; they 

found the women randomised to caseload midwifery were more able to express 

their feelings, felt more in control, more proud of themselves, and coped better 

physically and emotionally with the birth. However, there was no difference in 

women’s perception of pain (McLachlan et al. 2016). These findings have built on the 

findings from other studies looking at women’s experiences of midwifery continuity 

of care. Other levels of evidence that are not randomised controlled trials have 

looked at women’s experience of midwifery-led continuity of care. These will be 

discussed in the next section. 
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An Australian evaluation of an earlier midwifery group practice found that women 

were most satisfied with the relationship aspect of the model when they knew their 

midwife (Fereday et al. 2009). Women’s satisfaction and adjustment to motherhood 

was measured in one pilot midwifery project in New South Wales, Australia, that 

provided a high level of continuity; that is, the primary midwife provided most of the 

woman’s antenatal and intrapartum care (Williams et al. 2010). Women responded 

positively to the self-reported questionnaire, stating they felt in control and built 

trusting relationships with their midwives (Williams et al. 2010). The women also 

reported feeling special. The authors state this phenomena is associated with new 

models of care and not necessarily caseload, and they conclude that continuity of 

care should not be the only focus of improving services for women (Williams et al. 

2010). The findings should be interpreted with caution as they came from a small 

regional hospital in New South Wales, Australia, making generalisability limited. 

Continuity of care and familiarity of the caregiver has been described as more 

important to women than the facility in a descriptive analysis from the state of New 

South Wales, Australia (Jenkins et al. 2014). The analysis was conducted in a variety 

of settings that included urban and rural, large and small, tertiary and non-tertiary 

hospitals, and community clinics throughout the state (Jenkins et al. 2014). 

Continuity of care could be interpreted as a general practitioner (GP) or an 

obstetrician and not necessarily midwifery-led care.  However, applying the findings 

to midwifery continuity of care means there will be a familiar caregiver throughout 

the woman’s pregnancy, on call for her birth and who will see her in the postnatal 

period.  

 

Midwifery continuity of care has been proposed as highly satisfactory to both 

women and midwives as will be described in the next section (Collins et al. 2010; 

Hartz, Foureur & Tracy 2011; McCourt, Beake & Page 2001; Page 2003; Stevens & 

McCourt 2002). 

2.2.2 Outcomes for midwives 
 
More than a decade ago, Stevens and McCourt (2002) found that midwives joined 

caseload practice as they felt disillusioned working in the fragmented hospital 
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system. These midwives reported feeling more in control in managing their time 

autonomously, working with the needs of women rather than organisational 

structures and the midwives received more interest and respect from their medical 

colleagues when working in the continuity of care models. ‘Practising as a real 

midwife’ was the final theme from focus groups (n= 20) working in the continuity of 

care practice for three years. The models were part of a larger quasi-experimental 

study evaluating one-to-one midwifery care when compared with standard care in 

the hospital setting (McCourt, Beake & Page 2001; Stevens & McCourt 2002). 

Although an early study, there were a large number of midwives who took part in 

the focus groups after working in the model for three years. Their views are valuable 

in understanding that midwives can develop skills to look after all women in a 

continuity of care model. The study was limited to including midwives who had 

experience working within the local service, 17 in the hospitals and three in the 

community, but there were no new graduate midwives in the sample (McCourt, 

Beake & Page 2001). A key element of the evaluation was the support the midwives 

experienced from working within the practice, stating it took, on average, 10 months 

to consolidate skills in autonomous practice (McCourt, Beake & Page 2001). 

 

The widespread introduction of midwifery continuity of care (caseload) under the 

national health scheme in the United Kingdom, known as one-to-one midwifery, was 

evaluated and found midwives were highly satisfied when working in this model 

(Page 2003). Although the evaluation is over 10 years ago, it is important to discuss 

the findings as one-to-one midwifery care forms the basis of many midwifery 

continuity of care models. The outcomes for midwives were found to be highly 

satisfying when they carry a caseload. The caseload in one-to-one midwifery is 

described as providing care to a specific number of women a year (40 women a year, 

working on average 37.5 hours per week) (Page 2003). The evaluation of this model 

demonstrated midwives felt more confident when they work in midwifery continuity 

of care (Page 2003). There was some controversy amongst the midwives as they 

adapted to working in the continuity of care models when they were used to 

working shifts (Page 2003).  
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Similarly, in Australia the provision of continuity of care can be difficult to implement 

as most midwives have become accustomed to working shifts and may not 

understand the highly satisfying nature of working in a continuity of care model 

(Hartz et al. 2012). It is therefore important to understand what aspects of continuity 

of care midwives value, especially when discussing new graduate midwives moving 

straight into midwifery continuity of care models at the time of graduation.  

 

In continuity of care, midwives value being able to organise their work/life balance. 

The idea of being on call for a woman’s birth has often been reported as a threat to 

the midwives’ work/life balance causing professional burnout (Hartz et al. 2012). 

Burnout refers to emotional exhaustion leading to loss of workplace engagement 

and low professional self-esteem (Jordan et al. 2013; Sandall 1997). Some midwives 

report working in midwifery continuity of care models as a challenge with the 

amount of ‘on call’ and associated adjustments to their life (Collins et al. 2010).  

 

An early, well known and regularly cited study reports case studies of midwives 

providing continuity of care, where the midwife was the main, but not the only, 

carer for the woman (Sandall 1997). Sandall (1997) found nine out of the 48 

midwives experienced burnout (Sandall 1997). A lack of collegial support, a high 

workload with fragmented client care, idealistic expectations and lack of support at 

home were all the factors reported as leading to ‘burnout’ (Sandall 1997). Strategies 

suggested to increase the sustainability of caseload midwifery included occupational 

autonomy, social support and the opportunity to develop meaningful relationships 

with women.  

 

In another study, midwives were reported to be dissatisfied with midwifery because 

they were unable to provide the relationship aspect of midwifery care due to 

organisational restraints and this led to an attrition of midwives from the National 

Health Service (Curtis, Ball & Kirkham 2006). The findings from this study need to be 

considered carefully as most attrition was attributed to midwives who were aged 

between 36 and 49 years and there could have been other life factors that 

influenced their career change. This study from the United Kingdom may be 
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considered less relevant as more continuity of care models are introduced and the 

issues/concerns from earlier research are being addressed.  

 

Autonomous practice and teamwork have been associated with low levels of 

burnout for midwives providing continuity of care in community midwifery programs 

in the United Kingdom (Yoshida & Sandall 2013). The aim of this study was to 

measure occupational burnout for community and hospital-based midwives, from 

just one health trust located in the United Kingdom as part of a larger evaluation of 

caseload midwifery (Yoshida & Sandall 2013). Higher levels of satisfaction, job 

control, team-work, and perception of management support were reported by the 

community midwives while the hospital-based midwives were more likely to 

experience bullying and harassment leading to feelings of burnout (Yoshida & 

Sandall 2013). Community midwives had higher levels of professional autonomy and 

that led to feelings of satisfaction. However, the authors recommend the conclusions 

are applied with caution as the community midwives also had high levels of stress 

associated with their workload (Yoshida & Sandall 2013).  

 

Several Australian studies have found that professional burnout may be more 

prevalent among midwives working rostered shifts rather than in continuity of care 

models (Jordan et al. 2013; Mollart et al. 2013; Newton et al. 2014). In one study 

burnout was found to be related to shifts worked, years in the midwifery profession 

and caring for women with high psychosocial needs (Mollart et al. 2013). This latter 

study was limited to one area health service in Australia and assessed the level of 

burnout in midwives working in a hospital on a roster system (Mollart et al. 2013) 

and therefore may not be applicable to midwives working in midwifery continuity of 

care models.  

 

Similar findings were reported in a study from South East Queensland, another state 

of Australia, where only five out of the 58 midwives surveyed worked in continuity of 

care, the rest worked rostered shifts in the hospital with over 60 per cent of the 

respondents working in only one area of the maternity service (Jordan et al. 2013). 

Work area was a factor associated with emotional exhaustion (burnout) but not 
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providing continuity of care (Jordan et al. 2013). Other factors including the age of 

the midwife, years of experience and employment position were all rated as low 

(Jordan et al. 2013). The authors recommended employing midwives in models of 

care that provided higher levels of job satisfaction, such as a continuity of care 

model (Jordan et al. 2013).  

 

One study, that was part of a larger randomised controlled trial, discussed earlier, 

compared caseload midwives with midwives working rostered shifts in a hospital 

setting (standard care) (Newton et al. 2014). The midwives in caseload practice 

scored higher on professional satisfaction, professional support and client 

interactions and had lower rates of burnout (Newton et al. 2014). The study is 

limited as the participants self-selected, with less than a 50 per cent response rate 

from the midwives in the standard model. It is possible those midwives who 

experienced burnout did not respond (Newton et al. 2014). The findings from this 

study, however, help to identify the reasons that midwives may want to work in 

caseload midwifery and raises the question of what parts of continuity of midwifery 

care are professionally satisfying (Newton et al. 2014). New graduate midwives may 

be attracted to work in midwifery continuity of care due to the higher levels of 

professional support available and the potential level of autonomy.  

 

A phenomenological study, from New Zealand, looked at the lived experience of 

burnout for caseload midwives (Young, Smythe & McAra-Couper 2015). The authors 

found that midwives in New Zealand, have a passion for building relationships and 

being on call for women. In some instances this means the midwife is ‘everything’ to 

the woman and does not take care of herself, resulting in burnout (Young, Smythe & 

McAra-Couper 2015). Often the midwives did not recognise the symptoms of 

burnout, it was hidden from others and the midwives lacked support. The authors 

call for educative measures to raise awareness of burnout in midwifery practice and 

support through mentoring (Young, Smythe & McAra-Couper 2015). The study is 

limited to the New Zealand setting where many midwives work autonomously in 

caseload practice. Some of their recommendations are applicable to the Australian 
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setting and to this research, particularly the Midwifery First Year of Practice Program 

that will be discussed in detail later in this chapter.  

 

Collins et al. (2010), in South Australia, found midwives moving into caseload 

practice from standard care were excited about the more autonomous nature of the 

role, providing continuity of care, building collegiality with their group practice and 

new beginnings. The midwives were concerned about conflict and acceptance, both 

within the group and the hospital, work arrangements such as being on call and the 

work environment; that is, not having a designated space for the midwifery group 

practice (MGP) midwives (Collins et al. 2010). The evaluation was carried out over an 

18 month period and, after five rounds of assessment, the authors concluded the 

midwives were highly satisfied with the change in working from standard care to 

midwifery group practice (Collins et al. 2010). After several years, midwives working 

in continuity of care models such as caseload were becoming accepted in the 

hospital system as another model of care available to women.  

 

Looking at general reasons why midwives continue to stay in midwifery may also 

shed some light on the concept of professional satisfaction. In New South Wales, 

Australia, the highest-ranking reason midwives stay in the profession has been 

reported as building relationships with women and midwifery colleagues (Sullivan, 

Lock & Homer 2011). The authors recommended that area health services in New 

South Wales, Australia, should consider introducing more continuity of care models 

in order to attract and retain midwives in the profession (Sullivan, Lock & Homer 

2011). This evidence suggests that midwives want to work in midwifery continuity of 

care models due to the relationships with the women and the small group of 

midwives they work alongside.  

 

There are some perceptions or reports that midwives in Australia do not want to 

provide continuity of care. Such perceptions that midwives would not want to work 

in continuity of care models were dismissed as one large hospital underwent clinical 

redesign with the introduction of 32 full-time equivalent midwives working in the 

midwifery group practices, discussed earlier (Hartz et al. 2012). The maternity 
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service enjoys a full complement of staff attracting midwives from England, who 

want to work in caseload practice in Australia (Hartz et al. 2012).  

 

Midwives also value autonomous practice as found in a recent Australian study 

(Edmondson & Walker 2014). The midwives from a regional birth centre providing 

caseload midwifery care reported more autonomy in their practice with a good 

work/life balance (Edmondson & Walker 2014). These midwives built effective and 

supportive work relationships and an ability to practice within the hospital 

guidelines, while developing a relationship of trust with the woman (Edmondson & 

Walker 2014). The study was limited to a birth centre in North Queensland, 

Australia, that employs nine full-time caseload midwives, however, the findings add 

to the growing evidence that midwives seek relationships with women and 

autonomous practice.  

 

The midwife-mother relationship is a professional relationship developed from the 

first point of contact and is dependent upon trust and respect (Kirkham 2000). 

Having access to a continuity of care model does not always equate to the 

development of meaningful relationships between midwives and mothers (Freeman 

2006). Midwives working in larger team models may not provide the same level of 

continuity or relationship building and therefore the outcomes for both mothers and 

midwives cannot be generalised (Freeman 2006; Homer 2006). Some of the reasons 

that midwives choose to work in larger teams is to avoid the on-call component. 

Working in a continuity of care model will never be suitable for all midwives, 

especially due to family commitments (Hartz et al. 2012). Maternity services still 

need core staff working on a roster system as not all women will have access to 

continuity of care models (Hartz et al. 2012).  

 

Other than the relationship with women, midwives are attracted to working in a 

small team of two to four midwives as collegiality develops between midwives in 

group practice (Collins et al. 2010).  
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There is a risk that the midwives may not work cohesively in the small group, 

however, this was not identified in the literature search. The reported reasons for 

midwives leaving caseload in one hospital in New South Wales, Australia, was to take 

up positions in other continuity of care models around Australia and maternity leave 

(Hartz et al. 2012). The benefits to women and midwives from midwifery continuity 

of care extend beyond their relationship with the women and the group of midwives 

to the overall provision of maternity services.   

2.2.3 Benefits for the organisation  
 
The benefits of lower obstetrical interventions and care provided by midwifery group 

practice in a birth centre setting have led to cost-effectiveness in service provision in 

one Australian hospital (Toohill 2012). Although this study is not a randomised 

controlled study, it adds to other evidence that obstetric intervention is costly for 

maternity services. A randomised controlled trial aimed to assess both the clinical 

and cost effectiveness of caseload compared with standard midwifery care for 

women irrespective of risk factors (Tracy et al. 2013). The clinical outcomes have 

been discussed previously and the cost benefit was reported as a saving of $A566.74 

for every woman who had an unassisted vaginal birth (Tracy et al. 2013). 

 

The cost benefits are explained in a text that provides a practical approach to 

introducing midwifery continuity of care model - midwives working around the 

needs of women are more cost effective than working on shifts where activity may 

be minimal (Sandall et al. 2008). The cost savings from lower obstetric intervention 

rates are important when providing publicly funded midwifery-led models of care 

(Homer, Brodie & Leap 2008; Sandall et al. 2008; Tracy et al. 2013) and these 

findings should influence the allocation of Australian health funding.  

 

The benefits of midwifery-led continuity of care have instigated reviews and 

recommendations for the expansion and provision of these models, for women to 

access (Australian Government Department of Health and Ageing 2009; Australian 

Health Minister's Advisory Council 2016; Commonwealth of Australia 2009; NSW 

Kids and Families 2010). Midwifery curriculum design has also been influenced by 
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the growing evidence about the benefits of midwifery-led continuity and the 

government reports. Continuity of midwifery care has been incorporated into the 

midwifery curriculum standards since 2002, when the first Bachelor of Midwifery 

course was introduced in Australia (Gray et al. 2012). The experience of midwifery 

students providing continuity of care is important information to inform this study, 

as students have experienced providing continuity of care, through their degrees.  

2.2.4 Midwifery students’ experience of providing continuity of care 
 
The current Australian midwifery education standards require midwifery students to 

have experience in providing continuity of care for 10 women within their degree 

(Australian Nursing and Midwifery Accreditation Council 2014). Previous standards 

required initially 30 and then 20 continuity of care experiences. Midwifery students 

are therefore exposed to midwifery continuity of care as they ‘follow through’ a 

number of women during their program (Gray et al. 2012). A qualitative descriptive 

study aimed to explore the follow-through experience and associated learning 

outcomes from all the Bachelor of Midwifery programs in Australia at the time (Gray 

et al. 2012).  The research found students learn from and with the woman, although 

providing continuity of care to 30 women was reported as a challenge (Gray et al. 

2012). Later research aimed to discover both undergraduate and postgraduate 

midwifery students’ experiences of providing continuity of care in one state in 

Australia (Dawson, Newton, et al. 2015). The study used a purposely-developed 

survey tool (Dawson, Newton, et al. 2015). The students rated the relationship 

positively but voiced concerns about being on call for women when the students had 

competing family, work, and university commitments (Dawson, Newton, et al. 2015; 

Gray et al. 2012). Both studies reported the students having positive experiences of 

learning through providing continuity of care and student concerns about the 

commitment of being on call for women (Dawson, Newton, et al. 2015; Gray et al. 

2012). The challenges of continuity of care include students’ need to balance the 

experience with paid employment, carer responsibilities and university 

responsibilities (Gray, Taylor & Newton 2016). The number of continuity of care 

experiences need to be manageable and embedded into the curriculum with 

collaboration between the universities and the clinical experience providers to 
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enable students’ learning through continuity of care experiences (Gray, Taylor & 

Newton 2016). 

 

Mentorship seems to be another way of learning. Learning opportunities provided 

by the students’ mentors were reported in a qualitative study from the United 

Kingdom (Rawnson 2011). The study explored students’ experiences of carrying a 

caseload, although the number of women who were in the caseload was not 

provided. The authors felt that students prefer small numbers due to the demands 

of the midwifery course and family commitments (Rawnson 2011). The support from 

the mentors varied, due to the availability of the mentor. Recommendations from 

this study were to prepare mentors to support students in the realities of providing 

continuity of care and have a systematic approach to providing mentors (Rawnson 

2011). This is a small qualitative study from the United Kingdom where mentorship 

of students is part of the clinical experience. Although we do not have such a 

formalised system in Australia, the findings from this study may be useful in the 

Australian setting.  

 

Mentoring and support to the student could be achieved by placing the midwifery 

student with a small group of midwives practising continuity to help manage the 

challenges of being on call (Gray et al. 2012). Unfortunately, there is a lack of 

widespread continuity of care models in Australia and that could be perceived as an 

obstacle to placing students within the models to gain experience in continuity of 

care.  

 

One study examined the experiences of seven students placed with a private 

midwifery group practice, two students with a sole practising private midwife and 

seven in a rural hospital with a midwifery group practice (Carter et al. 2015). This 

was part of an initiative to grow the midwifery workforce and introduce continuity of 

midwifery care programs to rural Australia in Queensland (Carter et al. 2015). The 

students demonstrated a high level of satisfaction as the students gained 

experiential learning opportunities, partnerships with women and felt prepared to 

practice in a continuity of care model as a new graduate (Carter et al. 2015). It would 
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be difficult to replicate the findings from this study to any other setting in Australia 

as Queensland’s privately practising midwives are the only group in Australia with 

widespread collaborative arrangements to practise in public maternity settings 

(Australian College of Midwives 2015).  

 

Working in midwifery continuity of care has been reported as being attractive to the 

students from their student experience (Dawson et al. 2015). Combining all this 

recent relevant Australian research suggests that midwifery students’ experience of 

providing continuity of care prepares them to work in midwifery continuity of care 

models and therefore is important to contextualise the experiences of new graduate 

midwives.  

 

2.3 New graduate midwives’ experiences of transition from student to 
midwife  
 
New graduate midwives may be interested in working in midwifery-led continuity of 

care models due to the experiences of providing continuity as part of their degree.  

Only a small number of studies look at the experiences of newly graduated midwives 

working in midwifery continuity of care models.  

 

An early study was identified from Australia where new graduate midwives were 

employed in a continuity of care model (Passant, Homer & Wills 2003). The study 

was small and described the experiences of four new graduates working in midwifery 

group practice providing care for women with no complications in a birth centre 

setting within a major city hospital over a decade ago (Passant, Homer & Wills 2003). 

The features of this model are unusual as the new graduates were provided with 

one-to-one orientation into the model for a month and a clinical support midwife to 

provide mentoring. The clinical support midwife did not have a caseload of women 

within the group and therefore had more time to provide mentoring (Passant, 

Homer & Wills 2003). The support led to the new graduates reporting professional 

growth, development and high levels of self-esteem (Passant, Homer & Wills 2003).  
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A more recent Australian study compared new graduate midwives who had 

experience of working in a ‘birth suite’ with new graduate midwives who had a 

‘rotation’ period working in a midwifery continuity of care model (Clements, Davis & 

Fenwick 2013). The findings were taken from a larger study recently undertaken in 

Australia, aiming to explore the experiences of newly qualified midwives during their 

transition from student to registered midwife (Clements, Davis & Fenwick 2013). The 

midwives working in the birth suite reported feelings of stress when making clinical 

decisions, contrasting with the new graduate midwives working in the continuity of 

care model, who reported a sense of social and professional belonging while 

consolidating skills to work across the full scope of midwifery practice (Clements, 

Davis & Fenwick 2013). The findings come from a larger study, and the experiences 

of new graduate midwives working in continuity of care, although positive, are small 

(n=16) (Clements, Davis & Fenwick 2013). As only one hospital provided this 

opportunity and the numbers are small, the results need to be interpreted with 

caution.    

 

Newly graduated midwives, in Australia, have rarely had the opportunity to work in 

midwifery continuity of care models. Instead the new graduate midwives have 

undertaken a transition to professional practice program. The programs will be 

discussed and the literature on the evaluation of these programs will be analysed in 

the next section.  

2.3.1 Transition to professional practice programs  
 
Similar to nursing graduates in many states in Australia, upon graduation, new 

midwives are usually employed in some form of transition to professional practice 

from student to registered practitioner (Nursing and Midwifery Office 2015). 

Transition to professional practice is the current name for a graduate year where 

new graduate nurses and midwives consolidate clinical practice; they are often 

supported through preceptorship and education study days, and the program goes 

beyond the usual standard orientation and induction of new employees (Nursing and 

Midwifery Office 2015). Other names for the transition support program include the 

graduate year, a rotation year or the new graduate program. Usually, the length of 
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the transition to professional practice program is approximately one year with new 

graduate midwives rotating through different areas of the maternity service such as 

birthing, antenatal ward, antenatal clinic and postnatal wards.  

 

Transition to practice programs began when nursing transferred from the 

apprenticeship style of ‘training’ in the hospital system to being provided by tertiary 

education institutions (Evans, Boxer & Sanber 2008). Support for the new graduate 

nurse is provided through a range of sources including study days, preceptors, 

clinical nurse educators, and peer support groups (Evans, Boxer & Sanber 2008). 

Strengths of the program are the availability of all these resources; however, it has 

been found that out of business hours, such as on weekends and night duty, the 

support from preceptors or clinical educators has not been available resulting in the 

new graduates feeling isolated (Evans, Boxer & Sanber 2008). Other weaknesses 

identified in the transition to practice programs include staff shortages leading to 

new graduate nurses being in charge of wards before they felt comfortable, along 

with the ingrained culture of harassment and bullying of new graduates and casual 

nurses in the hospital system (Evans, Boxer & Sanber 2008).  

 

There is an abundance of literature on the transition to professional support 

programs for nurses; many report that the programs evolved in response to the level 

of reality shock that new practitioners experience (Rush et. al. 2013). However, there 

is little consensus on the length of the program, the number of study days or the 

availability of preceptors (Levett-Jones 2005; Rush et al. 2015). Recommendations 

for these programs include the increased availability of trained preceptors, and 

allocated time for study days with adequate staffing levels to enable a harmonious 

clinical environment (Levett-Jones 2005). Midwifery transitions to practice programs 

evolved from those available to nurses and may experience similar strengths and 

weaknesses. 

Despite the probable similarities, few studies have focused on new graduate 

midwives. One from New South Wales, Australia, provided an overview of the core 

components of the transition to practice programs for new graduate midwives 

(Clements, Fenwick & Davis 2012). These components included having eight to 16 
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weeks placement in the one area, working in a supernumerary capacity, study days 

and access to a clinical educator (Clements, Fenwick & Davis 2012). These midwives 

positively identified being able to build professional networks while developing skills 

during their different rotations during the 12 months transition to practice program 

(Clements, Fenwick & Davis 2012). However, the new graduates felt anxiety and 

stress when their rotation was cut short or when they were asked to go and work in 

another area, leading to feelings of not being part of the team (Clements et al 2012). 

These findings are limited to the small number (n=7) of new graduates who 

participated in the focus group from one area health service in Australia (Clements, 

Fenwick & Davis 2012). Other studies have attempted to evaluate the experiences of 

new graduate midwives working in transition to practice programs, mostly in the 

United Kingdom, Australia and New Zealand.  

In the United Kingdom, a larger study looked at the experiences of new graduate 

midwives (n=35) who worked in transition to practice programs, rotating through 

the following areas, antenatal, birth and postnatal ward, in a variety of hospital 

settings (Avis, Mallik & Fraser 2013). This study also found new graduate midwives 

did not appreciate shorter ward rotations or being moved around on a daily basis to 

staff wards (Avis, Mallik & Fraser 2013). The study found that graduates are 

competent to provide safe care at the time of registration while they lacked 

confidence in relation to their new responsibilities as a midwife (Avis, Mallik & Fraser 

2013). The authors made recommendations for informal support from peers or 

senior midwives in addition to preceptors providing structured support and 

formalised feedback (Avis, Mallik & Fraser 2013).  

Similarly in Australia, another study described the experiences of newly qualified 

midwives working in their first year of practice using the metaphor of a pond 

(Fenwick et al. 2012). The pond illustrated the new graduate midwives feeling like 

they were ‘sinking’ in busy, understaffed wards with little support from the 

educators, however, positive relationships developed with midwifery colleagues who 

acted as a ‘life raft’ for the new graduate midwives (Fenwick et al. 2012). ‘Swimming’ 

represented building confidence and ‘sinking’ described poor relationships with 



36 
 

midwifery colleagues and the hectic environment making the new graduates feel 

humiliated and intimidated (Fenwick et al. 2012). Both these qualitative studies are 

useful in providing insight into the experiences of new graduate midwives who are 

working in their first year of practice in the hospital system, where the majority of 

new graduates work on graduation. Growing or becoming confident was discussed in 

these two studies but not measured quantitatively.  

 

The confidence of new graduate midwives was measured by Davis et al. (2011) 

against the Australian National Competency Standards for the Midwife and against 

the International Confederation of Midwives, definition of a Midwife (Australian 

Nursing and Midwifery Council 2006; Davis et al. 2011; International Confederation 

of Midwives 2011). The authors found that new graduate midwives had low levels of 

confidence to work in line with the international definition of a midwife both at the 

beginning of their transition to professional practice program and after 12 months. 

There was some growth in confidence for the midwives who participated in this 

study but not across all domains, such as those required to provide continuity of care 

for women (Davis et al. 2011). This raises the question of how to improve the 

support of new graduate midwives to work in midwifery continuity of care models. 

The authors propose placing new graduates within continuity of care models during 

their new graduate year to increase their confidence to work across the full scope of 

midwifery practice (Davis et al. 2011). The study has surveyed midwives working in 

just one area health service in New South Wales and, therefore, the findings are 

limited, however, the recommendations of placing new graduates in midwifery 

continuity of care models may be beneficial (Davis et al. 2011; Dawson, Newton, et 

al. 2015). 

 

Despite these studies, it is unfortunate more widespread adoption of new graduates 

into midwifery continuity of care has not occurred in Australia. In New Zealand, 

there is widespread employment of new graduates into midwifery continuity of care 

models.  
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2.3.2 The New Zealand experience  
 
New Zealand provides a maternity service which has midwives as lead maternity 

carers working in continuity of care models, providing care to a caseload of women 

(New Zealand College of Midwives 2016). It is usual practice for new graduate 

midwives to move straight into lead maternity carer positions, supported by the 

Midwifery First Year of Practice Program, although they can work in tertiary referral 

hospitals, secondary hospitals or primary care units (Dixon et al. 2015; New Zealand 

College of Midwives 2015). The program is funded by Health Workforce New 

Zealand, and provides a mentoring program to support newly qualified midwives 

into practice (New Zealand College of Midwives 2015). The program has been 

evaluated in regards to midwifery retention in the New Zealand workforce and found 

to have a high retention rate of 86 per cent of newly graduated midwives staying in 

the profession (Dixon et al. 2015).   

 

A qualitative descriptive study set out to understand what sustains all midwives, not 

just new graduate midwives who work as lead maternity providers in the New 

Zealand model (McAra-Couper et al. 2014). The joy of having a reciprocal 

relationship with women was found to sustain midwives working in this model 

(McAra-Couper et al. 2014). The study authors suggest that midwives and women 

need to ensure the unique model of midwifery continuity of care based on a 

reciprocal relationship continues in New Zealand (McAra-Couper et al. 2014).  

 

Placing midwifery graduates directly in midwifery continuity of care practice has 

been criticised as not providing enough consolidation of the skills required to care 

for women with complexities of their pregnancy, birth or postnatal period, in New 

Zealand (Panettiere & Cadman 2002). The criticism comes from an editorial piece 

written prior to the introduction of the Midwifery First Year of Practice Program by 

the clinical maternity leader and educator from one hospital in the North Island of 

New Zealand, and calls for the widespread introduction of a new graduate support 

program. The program recommended is similar to the Australian transition to 

professional practice program that has been discussed as probably not being useful 
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in supporting students to transition to provide continuity and work as per the 

international definition of a midwife (Davis et al. 2011; Dixon et al. 2015). Popularity 

of the lead maternity care providers model is evident from the numbers increasing 

from 47.8 per cent to 53.9 per cent following the Midwifery First Year of Practice 

Program and may be due to the support new graduate midwives have received in 

the program (Dixon et al. 2015). 

 

In New Zealand it has been reported that professional support is provided through 

text message, via the phone, in person and regular team meetings for new graduate 

midwives, with many being allocated a mentor to support the transition from 

student to midwife (Kensington 2006; Lennox 2011; Lennox, Skinner & Foureur 

2008). Supportive mentoring was important to the new graduates as they 

transitioned from student to lead maternity carer (Kensington 2006); however, this 

study did not mention the challenges of providing mentors for all new graduate 

midwives. Mentoring can be difficult to provide and some continuity of care models 

have adopted a group mentoring approach for new graduates recognising they are 

competent novices that need to develop confidence (Lennox 2011). Other 

supportive measures have been discussed, such as preceptorship and clinical 

supervision as well as mentoring, in the New Zealand context, with the overall 

findings that the three concepts are practised differently, in the amount of time 

dedicated to support, however, there are many overlaps with these three processes 

of support (Lennox, Skinner & Foureur 2008). Unfortunately, no formal support 

systems other than the transition to professional practice program exist in Australia 

for new graduate midwives, therefore it is worthwhile discussing the research on 

mentoring or precepting new graduate midwives to work in midwifery continuity of 

care models when it does exist.  

2.3.3 Mentoring new graduate midwives into confident practitioners  
 
Mentoring is primarily concerned with confidence building based on a more personal 

relationship and not the assessment of competence (Lennox, Skinner & Foureur 

2008). The main aim of mentoring is the development of an interpersonal 

relationship between a less experienced individual and a more experienced 
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individual (Eby 2011). Mentoring has been described as a one-to-one activity that 

can happen in many different contexts or environments with various definitions of 

coach, mentor or tutor, often used interchangeably (Parsloe & Wray 2000). New 

graduate midwives can be nurtured as they develop their practice and knowledge 

through mentoring and that was first noted as beneficial to the Australian profession 

of midwifery over 10 years ago (McKenna 2003). In particular, it is proposed that 

similar to the New Zealand model, new graduates could be mentored into midwifery 

continuity of care programs in Australia (Davis et al. 2011). 

 

Nearly a decade ago, a feminist phenomenological study examined the experiences 

of new graduate midwives who were mentored into caseload practice in New 

Zealand (Kensington 2006). Mentoring occurred ‘within’ the midwifery practice from 

a midwife working alongside the new graduate in the same group practice or 

‘outside’ the practice, meaning midwives working in other caseload practice 

provided mentoring without working alongside the new graduate (Kensington 2006). 

‘Inside practice’ was seen as mentoring through providing support, advice, a second 

opinion and education; the mentor and new graduate met casually, at caseload 

practice meetings or on scheduled occasions to meet with women (Kensington 

2006). ‘Outside’ the practice included the mentor providing assistance with setting 

up the contractual business these midwives provide to women and, on occasion, the 

mentor would attend births, mostly when there was some difficulty or the midwife 

was distressed by the case (Kensington 2006; New Zealand College of Midwives 

2016). This qualitative study allowed the investigator to listen to the participants’ 

lived experiences of mentoring and working in group practice. These experiences 

were described as supportive and empowering rather than the more condescending 

nature of other transition to professional practice programs within the hospital 

setting (Kensington 2006). The study demonstrated that newly qualified midwives 

look to more experienced midwives to support them as they transition to practice in 

a midwifery continuity of care model. It also provided a useful guide on how 

mentoring can work for new graduate midwives working in continuity of care 

models, although it is useful to look at some of the difficulties of providing 

mentoring in this setting.  
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Constraints of mentoring include consuming time, taking a midwife away from her 

own caseload. Mentoring can be a financial burden to the health system if midwives 

have formal training to become mentors (Lennox, Skinner & Foureur 2008; McKenna 

2003). The availability of mentors particularly in continuity of care models has been 

reported as being limited with the time available to provide mentorship (Lennox, 

Skinner & Foureur 2008). An alternative method of providing mentoring to new 

graduate midwives in continuity of care is group mentoring, in order to address 

some of the constraints on the mentoring process (Lennox, Jutel & Foureur 2012). 

Group mentoring enables the mentors to share responsibility for the needs of new 

graduates, and these needs are based on the knowledge that new graduates are 

competent at the point of registration and can identify what they needed to develop 

confidence to practice (Lennox 2011). Both these models of mentoring have been 

positively reported as beneficial to increasing the new graduate midwives, 

confidence in transitioning to practice in a midwifery continuity of care model.  

 

A widespread form of support for midwives in the United Kingdom is precepting so it 

is useful to look at the literature in regard to precepting.  

2.3.4 Precepting  
 
Definitions of preceptorship vary although the general view is that precepting is 

conducted over a specified timeframe based around clinical teaching and 

socialisation into an organisation (Davies & Mason 2009; Lennox, Skinner & Foureur 

2008). In midwifery, preceptorship proposes to support midwives to work in 

organisations based on ensuring the midwife develops an understanding of the 

organisational requirements (Lennox, Skinner & Foureur 2008). Precepting may be 

easier to deliver than mentoring as preceptors (more experienced midwives) are 

selected by the midwifery manager and the period of preceptorship is over a 

specified time frame (Lennox, Skinner & Foureur 2008).  

 

In the United Kingdom, a number of health services have developed a preceptor 

model of support for new graduate midwives to consolidate skills and increase their 

confidence in either the community (caseload) or hospital setting. Allocation of a 
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named preceptor and rotation throughout different hospital areas is the most 

common model (Curtis, Ball & Kirkham 2006; Hobbs 2003; Hughes & Fraser 2011). 

The ad hoc nature of allocating a preceptor to a new graduate midwife by the local 

midwifery manager may be constrained by local budgets, availability of experienced 

staff and no clear guidelines of what needs to be taught (Avis, Mallik & Fraser 2013). 

 

The problems cited with this model include the relative unavailability of preceptors 

due to roster restraints and the level of activity (busyness of the ward) preventing 

effective relationships developing between preceptors and new graduates. Concerns 

were expressed, by both managers and preceptors, in one qualitative study that the 

new graduates did not have the ability to care for women with complex needs 

(Mason & Davies 2013). The new graduates also identified they felt competent to 

practise midwifery, however struggled with certain medically oriented tasks such as 

siting cannulas and epidurals, although by the second interview the new graduates 

reported having mastered these skills (Mason & Davies 2013). The interviews were 

held half way through the preceptor program, however, it is not stated if this is a six-

month period. It can be assumed  that with support from a preceptor, the new 

graduate midwives have consolidated the skills necessary to care for women without 

complications in pregnancy. At the beginning of their practice they need support to 

build on their skills, particularly when providing care to women with complications.  

 

Individualised or personalised preceptor programs were recommended from this 

qualitative evaluation rather than a standardised preceptor program (Mason & 

Davies 2013). Having a practice development midwife working on the wards 

providing support through the induction period and a structured preceptor program 

were seen as a strength to the preceptorship program (Davies & Mason 2009; 

Hughes & Fraser 2011). This recommendation may not be feasible in Australia, as 

many maternity units do not provide practice development midwives. Another 

problem with rotations through different wards is the period of time between 

rotations. 

 



42 
 

New graduate midwives reported low levels of confidence when there was a long 

period of time between graduation and returning to work, particularly in the labour 

and birth setting, further reducing their confidence in caring for women (Hughes & 

Fraser 2011). As a response to the low levels of support a national development 

scheme in Scotland called the ‘flying start’ works alongside the national health 

service providing online support to new graduate nurses and midwives aiming to 

increase the new graduates’ competence and confidence (Roxburgh et al. 2010). 

Despite these attempts at increasing support for new graduate nurses and midwives, 

precepting is the main support provided in the United Kingdom, and, similar to 

transition to professional practice programs, the precepting period and structure of 

the program differ from organisation to organisation (Avis, Mallik & Fraser 2013; 

Davies & Mason 2009; Hobbs 2003).  

 

2.4 Conclusion 
 
This review provided an analysis of the literature about midwifery continuity of care 

in Australia and internationally. Midwifery continuity of care has been described as 

having positive outcomes for women through decreasing obstetric interventions. 

The implications of the research reviewed found midwifery continuity of care is safe 

for women and babies with cost savings for governments leading to 

recommendations for their implementation. Further analysis of descriptive and 

qualitative studies provided insight into the experiences of women and the midwives 

in caseload practice. Both women and midwives find midwifery continuity of care 

highly satisfying and there is limited evidence that midwives do not want to work in 

these models, rather, they are popular models to work in. As midwifery continuity of 

care models become more prevalent, new graduate midwives will have the 

opportunity to work in these models, hence the incorporation of continuity of care 

experiences to be included in the midwifery curriculum.  

 

Midwifery students enjoy the continuity of care experiences although they express 

some concerns with juggling competing interests of family life, university 

commitments and being available to the women in the continuity of care experience. 
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However, the experiences do prepare the students to work in the models upon 

graduation. The analysis of the literature into the experiences of new graduated 

midwives working in continuity of care models identified a need for support 

especially in building the confidence of new graduates to work across the full scope 

of midwifery practice as per the international definition of the midwife.  

 

 A discussion of the various support programs available to new graduate midwives 

was provided. The most common in Australia is the transition to professional 

practice program. The literature evaluating transition to professional practice 

programs often concludes that precepting and mentoring should be considered for 

new graduates as they transition from student to midwife. Only one early study was 

identified that provided a very successful model of support for new graduate 

midwives working in midwifery continuity of care and this relied on the employment 

of a clinical support midwife just for the new graduate working in the model. Such an 

intervention would be an expensive support measure and is not realistic for the 

widespread employment of new graduate midwives working in midwifery continuity 

of care models. However, the literature from New Zealand demonstrates the value 

of putting a government supported mentoring program in place for new graduate 

midwives to work in autonomous practice again, this is unlikely to occur in the 

Australian context as we have not undergone such huge maternity reform to enable 

midwives to be the lead care providers as occurred in countries such as New 

Zealand. The United Kingdom provides insight into some benefits of precepting 

although all models of support examined in this review recommend individualised 

support programs for new graduates.   

 

Due to the lack of research into the experiences of new graduate midwives working 

in midwifery continuity of care models, in the Australian context the importance of 

this research - to discover the experiences of the new graduate midwives working in 

midwifery continuity of care models in Australia - is highlighted.  

 

In the next chapter, I will provide a discussion on the methods, design and 

theoretical frameworks that support the research.  
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Chapter Three: Research design and methods 
 

3.1 Introduction 
 
A qualitative descriptive methodology was undertaken to conduct this research. The 

study was divided into two phases. The first phase aimed to understand the 

experiences of new graduate midwives working in midwifery continuity of care 

models. The second phase aimed to understand the experiences of managers and 

other key stakeholders who employ or support new graduate midwives working in 

midwifery continuity of care models.  

3.2 Research questions  
 
Research aims  
The research aimed to: 
 

 Describe the experiences of new graduate midwives working in midwifery 
continuity of care models 

 Describe the mentoring systems available to new graduate midwives working 
in this manner 

 Discover what helps new graduate midwives transition from a student to 
practising at the full scope of a midwife. 

Research questions 

In order to meet these aims the following questions were asked: 

 

 Phase one:  

 What are the experiences of newly graduated midwives working in midwifery 

continuity of care models? 

   Phase two:  

 What are the experiences of managers and other key stakeholders when they 

employ and/or support new graduate midwives in midwifery continuity of 

care models? 
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3.3 Phase one - Experiences of new graduate midwives working in 
midwifery continuity of care models  

3.3.1 Qualitative descriptive designs  
 
A qualitative descriptive approach was used to understand the experiences of new 

graduate midwives working in midwifery continuity of care (Sandelowski 2000). 

Qualitative research is about understanding the participants’ experiences. The 

method utlised in qualitative research is collecting data either through interviews, 

surveys or focus groups and then analysing the data (Braun & Clarke 2013). The 

methodology is a theory of how the research is to proceed; that is, what process will 

be used to analyse the data (Braun & Clarke 2013). Many of the theories that have 

become the foundation of qualitative research, for example, ethnography, 

phenomenology and grounded theory, have developed from the social sciences and 

been adopted by nursing and midwifery researchers (Braun & Clarke 2013; Lavender, 

Edwards & Alfirevic 2004; Thorne 2013). The problem is that the social scientist 

theory does not always fit with nursing and in this case midwifery research, as the 

nursing and midwifery professions often conduct research to influence practice 

rather than to create a theory (Thorne 2013). 

 

Qualitative descriptive or interpretative descriptive research is a particularly relevant 

research design when trying to make sense of patterns and variations across the 

beliefs, attitudes and opinions of persons within the health sector (Thorne 2013).  

Descriptive interpretive research does exactly as it states describes and interprets 

and is useful when the researcher wants to hear the voices of people, analyse the 

themes and present the results (Smythe 2012). It is also a helpful approach to 

expand professional imagination about ways of being, thinking, feeling and acting in 

challenging health care settings (Thorne 2013). It has been proposed that qualitative 

descriptive research allows the findings to be reported without using a theoretical 

framework of interpretation (Sandelowski 2000), thus allowing the researcher to 

stay close to the collected data of new graduate experiences. Qualitative descriptive 

research is a useful form of rigorous and credible inquiry (Avis 2003; Hughes & Fraser 

2011; Sandelowski 2000), however, further analysis can be applied through the use 



47 
 

of a theoretical framework.  

 

Sandelowski (2010) states that a qualitative descriptive approach is particularly 

useful to describe how people feel about an event, however, the researcher still 

needs to conduct more interpretative work and this is where a theoretical 

framework will be utilised. Phase one of this study uses the concept of relational 

continuity of care to further interpret the findings (Saultz 2003). Phase two applies 

the diffusion of innovation theory to further analyse the data (Greenhalgh et al. 

2004). Continuity of care and the diffusion of innovation theory as interpretative 

theories will be discussed later in this chapter. Initially, a discussion of other studies 

that have used a qualitative descriptive approach to understand the experiences of 

midwives is provided.  

 

One example of qualitative descriptive design in midwifery is the study by Clements, 

Davis and Fenwick (2013) who used a qualitative descriptive approach to understand 

the experiences of 38 newly graduated midwives in Australia. They justified the use 

of this approach as there was very little information on the experiences of newly 

graduated midwives in Australia (Clements, Davis & Fenwick 2013). Similarly, the 

experiences of new graduate midwives in the United Kingdom were analysed using a 

qualitative descriptive approach, drawing themes from graduates’ diary entries and 

interviews (Avis, Mallik & Fraser 2013). The authors chose this approach to describe 

the transition experiences of newly qualified midwives and to identify the impact of 

the various preceptorship schemes in the United Kingdom (Avis, Mallik & Fraser 

2013). Another qualitative exploratory study used data collected from focus groups 

to demonstrate how new graduate midwives’ experiences can be reported without a 

theoretical framework (Hughes & Fraser 2011). The authors used a qualitative 

descriptive approach in this study as there was very little research about how new 

graduate midwives felt about their transition from student to midwife (Hughes & 

Fraser 2011) These studies, and the fact that there is limited research on the 

experiences of new graduate midwives working in midwifery continuity of care 

models, influenced the decision for a qualitative descriptive approach to understand 

the feelings of new graduate midwives working in midwifery continuity of care 
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models in Australia. It is their experience of working in this manner and the support 

available to the new graduate that is of interest to me. This exploration is based on 

the interest in and understanding of the ‘who, what and where’ (Sandelowski 2000) 

of the new graduates’ experiences. A qualitative descriptive method does not 

remove the need for the researcher to do any further analysis or interpretation of 

the data (Sandelowski 2010). 

 

Further analysis of the findings is utilised through the application of the continuity of 

care theoretical framework as described in the next section. 

3.3.2 Continuity of care as a theoretical framework  
 
Theoretical frameworks can be thought of as the way of seeing the world (Lavender, 

Edwards & Alfirevic 2004), and a paradigm with a connotation of some theoretical 

philosophy (Sandelowski 2012; Braun & Clarke 2013). Phase one of this study used 

continuity of care as a theoretical framework. Midwives working in a continuity of 

care model develop a relationship over time with the pregnant women and they 

provide care during the woman’s pregnancy, birth and in the early parenting period. 

The relationship is interpersonal in nature, with the woman and the midwife 

developing a relationship of trust over time. The woman knows how to contact her 

midwife and there is a backup midwife if the primary midwife is not available.  The 

professional relationship ends at a mutually agreed time after the birth, usually at 

around six weeks. The interpersonal relationship that exists in continuity of care can 

be used as a theoretical underpinning, a way of understanding the experiences of 

new graduate midwives working in midwifery continuity of care models.  

 

Continuity of care has been defined as care provided over time to a person, in a 

hierarchical formation (Haggerty et al. 2003; Saultz 2003). The base of this hierarchy 

is informational continuity where medical and social information about the person is 

available to a number of care providers ensuring safe communication about a 

person’s particular situation (Haggerty et al. 2003; Saultz 2003). The next level of 

continuity is defined as longitudinal where information is shared in a familiar place 

by an organised team of care providers (Saultz 2003). The highest level of continuity 
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is interpersonal or relational continuity where the person’s care is assumed by one 

caregiver with the development of an ongoing relationship (Haggerty et al. 2003; 

Sandall et al. 2008; Saultz 2003). Table 1 represents the levels of continuity of care as 

defined by Saultz (2003).  

 

Table 1: Levels of continuity of care 

Level  Description    
Informational The person’s medical and social information is available to any health care 

professional caring for the person. A systematic process allows accessing 
and communicating this information to all those involved in the care.  

Longitudinal  The person has a ‘medical home’ where they receive most of their care. 
The care is provided in an accessible and familiar environment from an 
organised team of providers. 

Interpersonal 
or Relational  

A relationship of trust develops over time between the person and the 
health professional.  They know each other by name and the health care 
provider assumes sole responsibility for the person’s care. When 
unavailable, coverage is arranged by a backup provider. The relationship 
ends at a mutually agreed time 

Adapted from: Saultz (2003) 

 

The interpersonal or relational continuity level is applicable to this research as a 

theoretical framework. Midwives working in continuity of care models develop a 

relationship of trust with the women as they provide care through pregnancy, birth 

and the early parenting period. In particular, this is the framework that new 

graduates are entering when they commence providing continuity of care.  

 

The concept of interpersonal or relational continuity of care is used as a theoretical 

framework to provide a further analysis of the data (Braun & Clarke 2013; 

Sandelowski 2010). The benefit of continuity of care is based on the woman having a 

relationship with one midwife or a small group of midwives (Sandall et al. 2016). 

Relational continuity is therefore a useful basis for exploring the experiences of new 

graduate midwives working in midwifery continuity of care models. Relational 

continuity of care drives the recruitment of new graduates; that is, the participants 

must be working in a continuity of care model where they provide one-to-one care 

to women throughout the woman’s pregnancy, birth and the early postnatal period.  
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Continuity of care as a theoretical framework fits with this study as the new 

graduate midwives have a relationship with the women they are providing care for 

throughout pregnancy, birth and the early parenting period. The continuity of care 

framework was used to analyse the data in a study exploring parents’ experience of 

support in the postnatal period (Barimani & Vikström 2015). In their study, content 

analysis was conducted with further meaning extracted from the data categorised 

into Haggerty et al’s (2003) levels of continuity, either informational or relational 

continuity.  The findings revealed that parents discussed early parenting support 

from health professionals as reflecting the different levels of the continuity of care 

framework (Barimani & Vikström 2015). Although Haggerty’s levels of continuity 

have different names from those as defined by Saultz (2003), the concepts are the 

same with the highest level referring to a relationship of trust over time between the 

health care professional and the person. A similar approach has been taken in my 

study, using continuity of care as a framework. The interpersonal/relational 

(Haggerty et al. 2003; Saultz 2003) level has been used to interpret and analyse the 

data to discover the experiences of new graduate midwives working in midwifery 

continuity of care. To further explore this it is necessary to look at the definition and 

measurement of the concept of continuity of care (Haggerty et al. 2003; Rogers & 

Curtis 1980; Saultz 2003).  

 

Rogers and Curtis (1980) have provided a philosophical underpinning for the concept 

of continuity of care, as encompassing care and responsibility to the person and the 

family that grows over time. They decided to define and measure the components of 

continuity of care, as there are so many reported benefits, especially as medicine 

became more fragmented in the primary health care section. Benefits of continuity 

of care in the primary health setting include improved doctor-patient relationships, 

increased patient satisfaction, increased compliance with medical instruction, 

reduced hospitalisation, increased rapport with the doctor and facilitation of the 

disclosure of personal information (Rogers & Curtis 1980). The elements of 

continuity of care include the physician having a feeling of personal responsibility, 

including after hours, and this responsibility grows with the increased continuity 

(Rogers & Curtis 1980). Continuity of care is discussed as an ‘attitude’ rather than a 
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health care task, with the essence of continuity of care concerning the ‘relationship 

between the provider and the consumer’ (Rogers & Curtis 1980). Further, the patient 

or, in the case of midwifery, the childbearing woman, has a responsibility to the 

relationship in order to maintain the continuity contract, that will expire only upon 

mutual agreement or a decision by one of the parties (Rogers & Curtis 1980). Rogers 

and Curtis (1980) concluded that continuity of care is multidimensional and it is 

difficult to measure and operationalise, recommending further defining and 

measuring.  

 

Both Saultz (2003) and Haggerty et al. (2003) attempted to further define and 

measure continuity of care and both have developed hierarchical definitions of 

continuity of care. As explained earlier, the base of this hierarchy is informational 

continuity where medical and social information about the person is available to a 

number of care providers ensuring safe communication about a person’s particular 

situation (Haggerty et al. 2003; Saultz 2003). The next level of continuity is defined as 

longitudinal where information is shared in a familiar place by an organized team of 

care providers (Saultz 2003). The highest level of continuity proposed is 

interpersonal or relational continuity where the person’s care is assumed by one 

care provider with the development of an ongoing relationship of trust (Haggerty et 

al. 2003; Sandall et al. 2008; Saultz 2003). Haggerty et al. (2003) summarise 

continuity of care as care over time with the focus on the individual patient, with the 

three levels of continuity differing depending on the type and setting of the care. 

 

When these levels of care are applied to midwifery there is one midwife providing 

care to one woman over the period of time of the woman’s pregnancy and a 

relationship develops. In the industrialised world, midwifery has undergone similar 

fragmentation of care as has been seen in the primary health setting (Page 2003; 

Rogers & Curtis 1980). With the introduction of widespread obstetrics came an 

increase in the fragmentation of care, women began to give birth in hospitals outside 

of their community and the woman no longer experienced a relationship with her 

midwife (Page 2003). The reintroduction of midwifery continuity of care and carer 

practice is restoring the relationship aspect of midwifery that is built over time 
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between the woman and the midwife (Page 2003). When the primary midwife is not 

available a second or backup midwife takes over care based the concept of 

longitudinal continuity (Homer, Brodie & Leap 2008) 

 

This hierarchical definition is useful in determining how the theoretical framework 

for my study took shape. It is the relational definition that is most appropriate based 

on the philosophical underpinning that continuity of care is about the relationship 

between the woman and the midwife over time. Information was gathered and then 

analysed within the theoretical framework of continuity of care.  

3.3.3 Setting  
 
The study is set in Australia with data collection occurring in three states and 

territories, that is, Northern Territory, Australian Capital Territory and New South 

Wales.  

3.3.4 Recruitment   
 
Purposive sampling was used to recruit the newly graduate midwives. The numbers 

of participants are small, as most newly graduated midwives do not have the 

opportunity to work in midwifery continuity of care models.  Consequently, 

purposive sampling was utlised as it was known the number in the population of 

interest is small (Minichiello et al. 2004). Purposive sampling began at a midwifery 

conference held in South Australia in 2011. The theme for the conference was 

midwifery models of care and it was anticipated through networking and meeting 

midwives from all over Australia there would be some newly graduated midwives 

working in the models or they would be introduced/referred to voluntarily 

participate in the research. An information sheet (Appendix A) was developed and 

handed out to midwives working in midwifery continuity of care who worked 

alongside new graduates and managers of midwifery continuity of care models that 

had employed new graduate midwives.  

 

Several newly graduated midwives identified at this conference were willing to 

participate in the research and in addition they were able to refer me to other new 
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graduate midwives they knew were working in continuity of care models. Snowball 

sampling became a second sampling technique (Minichiello et al. 2004). In addition, 

the difficulties with recruiting newly graduated midwives working in their first year 

of practice meant a revision of the criteria was required. It was decided that newly 

graduated midwives could be extended into their second year of practice in order to 

discover their experiences of working in midwifery continuity of care as a new 

graduate midwife in their first or second year of practice.  

3.3.5 Ethical considerations  
 
The use of ‘human subjects’ for data collection in this research requires ethical 

consideration. The participants must provide consent and the researcher aims to 

ensure confidentiality and anonymity. The concept of reflexivity will also be 

discussed ethically as the researcher knew some of the participants. Costs of 

collecting and transcribing data are also discussed as an ethical consideration as 

these exercises are costly.  

 

Ethical approval was sought and granted by the university ethics committee (HREC 

Approval Number: 2012000328) (Appendix B). 

 

Consent  

Voluntary informed consent was obtained from the participant using a written 

information sheet (Appendix A). The information sheet outlined the aims of the 

research, the research question and how the information would be collected. The 

consent form (Appendix C) explained how privacy would be maintained and 

acknowledged that the participant may know the researcher. The names and contact 

details of my supervisors were provided to ensure the participants could discuss any 

concerns they may encounter from participating in the research. Voluntary consent 

means there must be no coercion of the participant and the participant can 

withdraw from the research at any time (Austin 2013). Participants were informed 

that their participation was voluntary and all the information regarding the study 

was provided in the information sheet and consent form. All participants were 

provided with the questions that guided the interview. At the beginning of each 
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interview, a discussion was held reminding participants that they could stop the 

interview at any time, withdraw from the research at any time and that their privacy 

and anonymity would be maintained.  

 
Confidentiality, privacy and anonymity 

Confidentiality of the participants was maintained through the use of pseudonyms. 

Pseudonyms are recommended as the best practice for protecting participants’ 

anonymity (Braun & Clarke 2013). There was no need to name the hospitals or 

health services that the participants worked in, as this may reveal the identity of the 

participant. Demographics of the participants were restricted to gender, age, 

working full or part time, the year, program of study and the state or territory in 

Australia where they graduated. Demographics are important to collect as they tell 

the researcher about the sample.  

 

The most appropriate time and place for the interview was negotiated with the 

participant. When telephone and Skype interviews were conducted the participants 

were informed that my office door was closed and no one could hear our 

conversation. The participants provided the phone number for me to contact them 

on and I told them at the time of interview it was being audio recorded with a hand-

held device as they were unable to see the audio recording device. Audio recordings 

have the potential of breaking anonymity as the participant can be recognised by the 

sound of their voice, therefore all audio recordings must be kept in password 

protected files (Braun & Clarke 2013). The participants were informed that all the 

demographic information, consent forms and data collected would be stored in a 

locked drawer in my office and/or in a password protected file on my computer and 

that I would not supply anyone with their contact details.  

 

 

Reflexivity  

Qualitative research not just about the participants’ view as the researcher brings 

their own values, knowledge, histories, assumptions and perspectives to the 

research (Braun & Clarke 2013). Reflexivity is about critically reflecting on the 
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knowledge we produce and positioning ourselves in the research (Braun & Clarke 

2013). This research is using continuity of care as the theoretical framework which 

means questions were asked about the relationship the new graduate midwife had 

with the woman.  The relationship aspect is the researcher’s assumption based on 

the literature that reported midwives’ satisfaction with working in continuity of care. 

However, the participant may describe the work/life balance of working in midwifery 

continuity of care as the best part of their experience and nothing about the 

relationships with women. Reflexivity is an essential requirement for qualitative 

research (Braun & Clarke 2013) and the researcher must be mindful of their position 

in the research design, methods and methodology.   

 

I had been a lecturer in midwifery for some of the participants and this meant I had 

to manage our relationships in an ethical manner. Managing dual relationships is 

complex due to the extent of contact, and the personal and/or sensitive nature of 

the stories participants tell (Braun & Clarke 2013). Conducting face-to-face 

interviews in my office and two interviews in the participant’s home made the 

interview process a physically engaging one. Building rapport and making the 

participants feel safe to tell their story is the aim of qualitative research and poses 

ethical considerations (Austin 2013). Power imbalances must be also acknowledged 

as the participants may answer questions with what they believe the researcher 

wants to hear (Austin 2013).  

 

At the outset of the interview it was explained to the participant that I wanted to 

hear their experiences of working in midwifery continuity of care models (Braun & 

Clarke 2013). I explicitly discussed the safe nature of the interview space, 

encouraging the participants to take some time to gather their thoughts if they 

sounded or looked a little distressed. I reminded the participants they could stop at 

any time. I did not discuss my beliefs and philosophical stance on new graduate 

midwives working in midwifery continuity of care models with any of the 

participants, to avoid influencing the participants’ thinking about the topic. I was 

situated in the data collection as a midwifery lecturer that taught continuity of care 

to students as a model to aspire to be employed in and had previously supported 
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new graduate midwives working in continuity of care models in a previous clinical 

position. Through the application of the continuity of care framework in the analysis 

of the data, I became away of my own views and attempted to keep them separate 

by focusing on the theory when reading the transcripts. Analysing the data through 

the lens of relational continuity was helpful in discovering the views of the 

participants.  The participants’ stories are analysed through the use of the continuity 

of care framework and the story becomes far removed from the raw data, making 

their story become my story, meeting the aims of the research question (Braun & 

Clarke 2013).  

 

Costs  

Most of the telephone calls were made from the privacy of my university office and 

therefore the university incurred the costs. I paid for any other calls. I paid all of the 

travel costs as I ensured the face-to-face interviews were conducted at a location 

convenient to the participant. There was no financial incentive for me to conduct 

this research. All except three of the interviews were transcribed by a professional 

transcription service. This expense was partly funded by the Australian College of 

Midwives scholarship fund and partly by myself. The transcriber completed and 

signed a confidentiality agreement ensuring the privacy of the participants.  

 

3.3.6 Participants  
 
The inclusion criteria was that the participants must have been working in a model of 

continuity of care, where they provide continuity of care to the woman and they are 

working in their first or second year of practice after graduation. Some of the 

participants worked in models where they have a buddy or backup when they take 

days off or leave.  

 

The participants were aged between 21-46 years, with 12 of them graduating from a 

Bachelor of Midwifery program and only one from a post-registration nursing course 

that leads to registration as a midwife. Demographics of the participants are 

presented in the table: 2.  
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Table 2: Participants' demographics 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*Note: Age ranges only are provided to protect anonymity.  
 

3.3.7 Data collection   
 
Semi-structured interviews were conducted to elicit rich data from the participants. 

The interviewer used a list of questions, as a guide in semi-structured interviews, 

however, there was room for the participants to raise issues that the researcher had 

not anticipated and for the researcher to explore these issues further (Braun & 

Clarke 2013). The questions were open ended and the participants responded in 

their own words (Braun & Clarke 2013). The interview questions are presented in 

Chapter Four along with the published paper.  

Open-ended questions encourage participants to provide detailed explanations of 

their experience (Braun & Clarke 2013). The questions were designed to elicit the 

new graduate midwives’ experiences of why they chose to work in a midwifery 

continuity of care model. Avoiding the use of leading questions and questions that 

pose a yes/no answer helped to generate meaningful data (Braun & Clarke 2013).  

No. State Year 
graduated 

Program  Working 
full-time or 
part-time  

Previous  
qualifications 

Age 
range* 

1 South Australia  2012 B Mid FT No 35-40 
2 New South Wales  2011 B Mid FT Yes 25-30 
3 New South Wales 2011 B Mid FT No 20-25 
4 New South Wales 2010 B Mid FT No 20-25 
5 South Australia  2011 B Mid  FT  Yes 35-40 
6 South Australia  2011 B Mid FT  Yes  30-35 
7 Australian Capital 

Territory  
2012 B Mid  FT  No 25-30 

8 New South Wales 2011 B Mid   Yes  35-40 

9 Australian Capital 
Territory  

2011 B Mid  FT  Yes   20-25 

10 New South Wales 2011 B Mid  FT  Yes  45-50 

11 New South Wales 2011 B Mid  PT Yes  35-40 

12 New South Wales 2011 B Mid FT No 25-30 
13 New South Wales 2012 Grad Dip  FT  Yes 35-40 
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Data were collected via face-to-face, telephone and Skype interviews, mostly due to 

the distance between the participants and myself. Face-to-face interviews are ideal 

to elicit sensitive issues and they produce rich and detailed data about individual 

experiences and perspectives (Braun & Clarke 2013). However, face-to-face 

interviews are more time consuming for both the participants and the researcher, 

limiting their usefulness (Braun & Clarke 2013). It was difficult to secure a convenient 

location to conduct the interviews as the midwives do not usually have a private 

space and as they work their own hours that are likely to change at any time 

depending on the needs of the women, so the participants were invited to attend 

the interview at the researcher’s office. The office location was perfect to protect 

privacy, with little background noise, no distractions and comfortable seating (Braun 

& Clarke 2013). I was aware that it might be intimidating to the participants as it was 

my office and this introduces the concept of a power imbalance in the interview 

process. The relationship between the researcher and the participant can be 

conceived as a hierarchical one, with the researcher being the expert (Braun & 

Clarke 2013). The power imbalance could be enhanced by conducting the interviews 

in the researcher’s office; therefore, I needed to be aware of this imbalance to lessen 

the threat to the participant and aim to gain as much information about the new 

graduate midwives’ experience of working in midwifery continuity of care as 

possible. In addition, I knew eight out of the 13 participants, and this posed a higher 

chance of a power imbalance. It is often easier to interview strangers because the 

researcher does not have to manage a dual relationship, however, it can be more 

difficult to build rapport (Braun & Clarke 2013). Having a background working as a 

midwife, I did not find it difficult to build rapport during the interviews due to my 

experience and interpersonal skills in building rapport with people during times of 

vulnerability. This experience helped guide the interviews with sensitivity and 

empathy.  

There is still the chance of the participant becoming distressed as they tell a story 

that may cause them emotional distress (Braun & Clarke 2013). As new graduate 

midwives recalled coming across a critical incident for the first time in their practice, 

there was a level of distress for some. My role was to provide a safe space, 
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acknowledge their distress, pause the interview and allow them to express it while 

maintaining the course of the interview and not becoming a counsellor to them 

(Braun & Clarke 2013). These issues can be present in either face-to-face or virtual 

interviews.  

Telephone and Skype interviews are becoming recognised as a valid interview 

technique as they are more convenient for the participants who can engage in the 

interview in the privacy of their own home, they are not limited by geography and 

the participants may feel more control and have a greater ability to pause and reflect 

on their answers (Braun & Clarke 2013). For all these reasons, only five of the 

interviews were conducted face-to-face, seven were phone interviews and one was 

via Skype. Again I did not have any trouble building rapport via the telephone or 

Skype even though these methods can be thought of as more difficult to build 

rapport due to the lack of visual cues (Braun & Clarke 2013). Conducting telephone 

interviews was more convenient for the participants and myself as five participants 

lived interstate. I was grateful for the opportunity to have a private office with a 

phone that had a speaker in order to record the interview for later transcription.  

The interviews were audio recorded using a hand-held device with a microphone. 

The quality was very good and the recordings were saved in a folder on the device. 

The audio recordings provided a precise record of the interview (Braun & Clarke 

2013). The audio recorder was tested prior to each interview and, in the case of the 

first few interviews, a second device was used to ensure a backup (Braun & Clark 

2013). However, as I became familiar with the device and checked it prior to each 

interview, I decided one device was sufficient. I also made hand-written notes that 

are de-identified and kept in a locked file in my office. The audio recordings were 

then downloaded, de-identified and saved as MP3 files in a password-protected file 

on my computer ready for transcription.  

I began to transcribe the data verbatim and found the process took a long time as I 

listened to the recording and found myself making choices of what to preserve and 

how to represent what I heard (Braun & Clarke 2013). As I did not have experience 

with transcribing and it was taking me so long without gaining any further insight 
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into the participants’ experience, I decided it would be worthwhile to have the 

interviews professionally transcribed word for word and I would then be able to read 

and reread the transcripts in the process of data analysis. I employed someone who 

could follow my transcribing instructions and who also completed a confidentiality 

agreement (Braun & Clarke 2013). A professional transcriber service was 

recommended by a colleague and, after they completed the confidentiality 

agreement, I applied for funding from the Australian College of Midwives to employ 

the transcriber. The MP3 files were shared through a password protected shared 

folder via the university secure cloud storage system. The transcription service is 

very reliable and efficient with less than a week or two turnaround so I could then 

commence data analysis.  

3.3.8 Data analysis  
 
Thematic analysis was used to analyse the data, using a process of six phases 

described by Braun and Clarke (2006). Initially, I became familiar with the data by 

transcribing three interviews myself. In order to familiarise myself with the data, I 

read and reread the typed transcripts while listening again to the audio recordings, 

allowing me to immerse myself in the data. Immersion requires repeated readings in 

an active way, searching for meanings and patterns (Braun & Clarke 2006).  

The second phase is the generation of initial codes that served to organise the data. I 

used the NVIVO software program for the initial coding. The NVIVO platform was 

chosen as I had training in the use of the software platform and it was thought to be 

a good way to start with initial coding organising and describing the data (Minichiello 

et al. 2004). It was also a good way to store the data and the transcripts safely in the 

university NVIVO password, protected data receptacle.  

Phase three of the data analysis occurred by sorting all the different codes into 

potential themes (Braun & Clarke 2006). A concept map was developed where 

themes emerged with some overlap and subthemes within themes. The themes 

were initially descriptive and data driven. From the data, it was evident that 

interpersonal relationships formed an overarching theme with subthemes. The 

subthemes included relationships with the women and relationships with the small 
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group of midwives the new graduates worked alongside. As interpersonal 

relationships formed the overarching theme of all the data sets, the concept of 

continuity of care was utlised for further analysis.  

The fourth phase involved reviewing the two emergent themes from the data. The 

themes were named ‘interpersonal relationships with the women’ and 

‘interpersonal relationships with the small group of midwives’ within the continuity 

of care framework. The next phase of the analysis led to the emergence of sub 

themes under these overarching headings.  

The concept of continuity of care helped to shape phase five of the data analysis, the 

naming and defining of the themes under both the two themes, the relationship 

with the woman and the relationship with the group. During this phase, I needed to 

identify the essence of what each theme is about, what is important about them and 

why (Braun & Clarke 2006). At this point I wrote around the themes and subthemes, 

producing a story and not just paraphrasing the data. Further subthemes under each 

of the two main themes were discovered. Sub themes give structure to large and 

complex themes such as interpersonal relationships and produce a hierarchy of 

meaning within the data (Braun & Clarke 2006).  

The sixth phase of data analysis is the final write up, embedding data extracts within 

the analysis (Braun & Clarke 2006). The write up provides evidence of the themes 

with extracts from the data. This phase provides the analytical narrative going 

beyond description of the data and makes an argument in relation to the research 

question (Braun & Clarke 2006; Braun & Clarke 2013). 

 

3.4 Phase two - Experiences of managers and other key stakeholders 

when they employ and/or support new graduate midwives in 

midwifery continuity of care models 

 

The next phase of the research was to understand the facilitators and barriers to 

employing new graduate midwives in midwifery group practice or caseload models. 
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Following on from phase one of this research, the above research question was 

raised.  

3.4.1 Qualitative descriptive design 
 

As described in phase one, a qualitative descriptive approach was used in phase two 

as well with an aim to understand the experiences of managers and other key 

stakeholders who employ and support new graduate midwives working in midwifery 

continuity of care models.  

The data was analysed using thematic analysis, initial coding was conducted 

manually and with the emergent themes the diffusion of innovation theory 

(Greenhalgh et al. 2004) was utilised to further analyse the data. 

 

 

3.4.2 Diffusion of innovation theory  
 

Innovation is the central core in the diffusion of innovation theory as it attempts to 

explain and predict how individuals adopt new ideas (Rogers 1995). Diffusion relates 

to the innovation being communicated over time to members of a social system with 

the rate of adoption of the new innovation depending on the perceived attributes by 

the potential adopters (Rogers 1995). Adopters are categorised as innovators, 

relative early or late adopters, and the dimensions of the innovation are, trialability, 

observability, relative advantage, complexity and compatibility (Rogers 1995). An 

Australian study, using Roger’s theory to explore the diffusion process at a micro 

level in a health care setting, was conducted looking at nursing case management as 

a health care reform (Lau 1997). Lau’s study (1997) was set in a time of uncertainty 

with the introduction of health reforms that aimed to increase productivity and 

efficiency in the health care sector. The innovation in this study, a nursing case 

management system, was reported to result in a shortened length of hospitalisation 

and a decrease in hospitalisation costs (Lau 1997). Lau (1997 p.2) stated the nursing 
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profession was challenged to develop new ideas and to provide creative solutions to 

many health care delivery problems. The innovation in the case of my research is 

employing new graduate midwives to work in midwifery continuity of care models. 

This is an innovative solution for managers to provide staff for the midwifery 

continuity of care models within organisations. The diffusion of the innovation is 

based on the communication of the facilitators and barriers to the employment of 

new graduate midwives to work in midwifery continuity of care models. This is why 

the diffusion of innovation theory is appropriate for further analysis of the data from 

phase two of the research.  

The diffusion of innovation theory in service organisations has been widely adopted 

across many disciplines resulting in a systematic review and recommendations to 

spread and sustain innovations in health service organisations (Greenhalgh et al. 

2004). The review developed a conceptual model for considering the determinants 

of diffusion, dissemination, and implementation of innovations in health service 

delivery and organisation (Greenhalgh et al. 2004). The model discusses system 

antecedents for adopting the innovation, the innovation as having relative 

advantages, and compatibility to the system that needs to be ready for the adoption 

of the innovation (Greenhalgh et al. 2004). A receptive concept for change is based 

on leadership and vision, with managers and leaders taking a hands-on approach to 

implementation (Greenhalgh et al. 2004). Once adopted, the innovation needs to be 

disseminated, implemented and consequences then feed-back into the system 

antecedents for change. Simultaneously, there needs to be resources and change 

agents ready for the diffusion of the innovation (Greenhalgh et al. 2004).  

Maternity services providing midwifery continuity of care models need to be system-

ready to accept the innovative idea of new graduate midwives working in the 

models. The services may need funding or rearrangement of current funding to 

provide support to the new graduates as they transition from working as a midwifery 

student to practising at the full scope of practice as defined by the international 

definition of the midwife. The diffusion of innovation theory helped to provide 

another layer of interpretative analysis to the data. 
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3.4.3 Setting 
 

The second phase of this study was set in Australia with data collection occurring in 

five states and territories Australian Capital Territory, New South Wales, 

Queensland, Victoria and South Australia where new graduate midwives were 

mostly working in midwifery continuity of care models.  

3.4.4 Recruitment  
 
Maternity services that offer midwifery continuity of care to women were identified 

from phase one of the study and are mostly in metropolitan settings, and all are 

publicly funded. The managers, educators and other key stakeholders who 

supported new graduate midwives to work in the midwifery continuity of care 

models were purposively contacted via email for a phone interview.  

 

Three additional stakeholders were contacted, as I knew the maternity services 

provided midwifery continuity of care models, however, they did not have new 

graduate midwives working in the models. Identifying participants that did not 

employ or support new graduate midwives working in midwifery continuity of care 

models provides important insight into the challenges faced by managers when they 

are staffing and rostering midwives to work in the models.   

3.4.5 Ethical considerations  
 
Similar to the first phase of the research, the use of human subjects for data 

collection requires ethical consideration. An amendment (Appendix D) to the original 

ethics application was lodged, as I had not anticipated interviewing managers and 

other key stakeholders, at the beginning of the research. University ethics approval 

(HREC Approval Number: 2012000328) was obtained and 15 participants in total 

were recruited. The overall ethical considerations of consent, confidentiality, 

anonymity and costs were applied as discussed in phase one of the research. I will 

cover those considerations that were specifically related:  

 
Consent  
Participants provided voluntary consent without coercion and all signed a consent 
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form (Appendix E) covering privacy, confidentiality and anonymity.  The names and 

contact details of my supervisors were provided to ensure the participants could 

discuss any concerns they may encounter from participating in the research. The 

participants were informed at the beginning of the interview that they could stop 

the interview at any time and withdraw from the research project at any time.  

 

Confidentiality, privacy and anonymity 
Each participant was allocated a number to protect his or her identity. There were 

more participants in this phase of the research and pseudonyms became 

cumbersome, therefore each manager is referred to as a participant number. The 

area health services and hospitals where the managers worked have also been de-

identified to protect the participant’s anonymity.  

 

After negotiation in regard to the most appropriate time and place to conduct the 

interview, all of the managers decided they wanted to undertake phone interviews. 

The participants were informed that all the information collected including consent 

forms and data would be stored in a locked drawer in my office and/or in a password 

protected file on my computer and that I would not supply anyone with their contact 

details. The participants were informed that I was in my office with the door closed 

during the interview process and no one could hear our conversation to provide 

privacy and anonymity.   

 

Costs  
All the data was collected over the phone so there were minimal costs incurred by 

myself. I did again pay a professional transcriber for all but one of the interviews and 

this was a costly exercise. I was successful in obtaining a higher research degree 

student scholarship through the Graduate Research School at the University of 

Technology Sydney and this helped to pay for the transcribing fees. Once again, I 

requested the transcriber sign a confidentiality agreement ensuring the privacy of 

the participants. 

3.4.6 Participants  
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Fifteen managers, educators, clinical midwifery consultants and clinical support 

midwives were recruited by purposeful sampling. Managers are responsible for 

employing and rostering staff for the midwifery continuity of care models.  Clinical 

midwifery consultants, educators and support midwives are responsible for the 

ongoing support of staff in these models.  

 

The details of the participants including location, type of manager, clinical midwifery 

educators or clinical support midwife are provided in Table 3, Chapter Six, as part of 

the published paper. 

3.4.7 Data collection 
 

Telephone interviews were considered the most convenient to the managers and 

other key stakeholders. These participants regularly use the telephone, making it 

easily accessible and acceptable to this group (Braun & Clarke 2013). As in phase 

one, the interviews were conducted in the privacy of my office with the door closed 

and a hand-held device recorded the interviews.  

 

In phase one, a list of questions guided the semi-structured interviews. The 

questions were open ended and allow the participant to discuss their views on the 

topic of the question while also allowing the researcher to explore unexpected issues 

(Braun & Clarke 2013). The interview questions are presented in Chapter Six along 

with the published paper. 

 

In phase two of the research I was more comfortable with conducting interviews and 

had more confidence to allow the participants to share their story, enabling me to 

hone in on areas of interest. In particular, when a participant discussed a facilitator 

or barrier to employing and/or supporting new graduate midwives, I was able to 

interject with a small phrase such as ‘tell me more about that’ providing rich data on 

the topics of my research question (Braun & Clarke 2013).  
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I had become confident with the hand-held audio recorder and tested it prior to 

each interview to ensure it was working properly. I again made hand written notes 

that were valuable when I listened to the audio recordings and read the transcripts. I 

only had time to transcribe one interview; the same professional transcriber I had 

used for phase one transcribed the other 14 interviews.  The audio recordings were 

shared in a password-protected file and the transcriber completed and signed the 

confidentiality agreement. The notes and transcripts are kept in a locked file and all 

electronic versions of the interviews and the data are in a password-protected file on 

my computer and backup disk.  

3.4.8 Data analysis  
 
Thematic analysis was completed using a six-phase approach to data analysis, as in 

phase one (Braun & Clarke 2013). Initially, I became familiar with the data by reading 

the transcripts, listening to the audio recordings and reviewing my notes. I would 

begin the analysis as soon as the transcripts were placed in the share folder. The 

data was read and re-read and initial coding was undertaken with the beginning of 

an audit trail (Braun & Clarke 2006; Braun & Clarke 2013; Lavender, Edwards & 

Alfirevic 2004). The coding was done manually this time without the help of the 

NVIVO software. As I had already undertaken phase one thematic analysis, I had a 

systematic approach to analysing the data for phase two.  

Once the data was organised with initial coding, then the next phase was to look for 

themes within the data (Braun & Clarke 2006). The first theme that became evident 

was the managers’ need to staff the continuity of care models. The other theme that 

emerged early in the data analyses was to provide support for the new graduate 

midwives working in the models. These two themes have captured important 

elements from the data in relation to the research question about facilitators to 

employing new graduate midwives working in midwifery continuity of care models. 

Supporting new graduate midwives through providing a longer orientation period 

and a reduced caseload means less women for the new graduate midwives to 

provide care for each month, compared with the more experienced midwives in the 

group providing continuity of care. Barriers to employing new graduate midwives 
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began to resemble a theme around the historical approach to employing new 

graduate midwives in a transition to practice or rotation year rather than in a 

continuity of care model.  Sub-themes were organisational culture and a fear of 

‘something going wrong’. At this stage of the analysis, these themes and sub-themes 

were descriptive and data driven.  

Further analysis occurred to discover the who, what and where of the data being 

described (Sandelowski 2000). Interpretative work was undertaken to move from 

the descriptive level of analysis to a deeper understanding (Sandelowski 2010) of the 

facilitators and barriers to employing new graduate midwives in midwifery continuity 

of care models. The application of the diffusion of innovation theory provided a 

framework for further interpretative analysis (Greenhalgh et al. 2004). Integrating 

the data in the concepts of the diffusion of innovation shaped this phase of the 

analysis (Greenhalgh et al. 2004). The innovation is employing newly graduated 

midwives into midwifery continuity of care models. The system readiness and 

willingness to adopt, assimilate and implement the innovation were closely 

connected to resources, knowledge purveyors and change agents (Greenhalgh et al 

2004). The employing hospital is the system that needs to be ready and willing to 

adopt the new innovation of employing new graduate midwives into midwifery 

continuity of care models. Some of the resources required include supporting the 

new graduate midwives and the managers and key stakeholders can be interpreted 

as knowledge purveyors and change agents. The data analysed within this 

framework led to themes and sub-themes that produced a story about the 

facilitators and barriers to employing new graduate midwives into midwifery 

continuity of care models.  

The final phases of the analysis were to rename the themes and subthemes, and 

create a concept map and diagram that provided the findings.  

 

3.5 Conclusion  
 
A qualitative research methodology was used in this research. Data were collected 

using qualitative methods of interviews. Semi-structured interviews were conducted 
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either face-to-face, by telephone or by Skype . It was found that the telephone data 

collection method was appropriate and useful in this study.  

 

Phase one participants were scarce and a mix of purposive and snowball sampling 

was undertaken to recruit participants. Participants were new graduate midwives 

working in their first or second year of practice in a midwifery continuity of care 

model. Thematic analysis of the data was undertaken framed by the concept of 

continuity of care. The analysis was data-driven and the emergence of relational 

continuity meant that further interpretative analysis occurred through the 

application of continuity of care as a theoretical framework.  

 

Phase Two participants were recruited by purposive sampling. Both managers and 

other key stakeholders who did or did not employ or support new graduate 

midwives were recruited to allow data with varying views on the facilitators and 

barriers to employing new graduate midwives. Data were thematically analysed to 

understand the who, what and where of the managers, and other key stakeholders, 

views. Further interpretative analysis occurred to arrive at the findings that will be 

discussed in the next chapters.  Issues of reflexivity and ethical considerations have 

been discussed in this chapter.  

3.6 The findings chapters  
 
The next three chapters of this thesis present the findings of this research. The 

findings have been reported and published in peer-reviewed journals. I took a lead 

role in the research, designing each phase of the study, applying for ethics approval, 

recruiting participants, collecting the data, undertaking data analysis and writing the 

research articles. Each chapter gives a background and describing the research 

method used for that particular aspect of the data collection. The second and third 

authors assisted in the data analysis as described in each paper.  After the three 

chapters of results, Chapter Seven synthesises and discusses these findings.  
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Chapter Four: The experiences of new graduate midwives 
working in midwifery continuity of care models in Australia   
 

4.0 Phase one findings  
This chapter is the first of three chapters that present the findings of this study. As 

outlined in Chapter Three, the study was undertaken in two phases; the first phase 

was to explore the experiences of new graduate midwives who work in midwifery 

continuity of care models. The data from this phase were further analysed to 

discover the mentoring experiences of new graduate midwives before the second 

phase of the research was undertaken. I will initially present the findings of phase 

one, the experiences of new graduate midwives working in midwifery continuity of 

care models in Australia. 

 

4.1 Chapter Preface  
 

Publication reference:  

 

Cummins, A.M., Denney-Wilson, E. & Homer, C. 2015, 'The experiences of new 

graduate midwives working in midwifery continuity of care models in Australia', 

Midwifery, vol. 31, no. 4, pp. 438-44. 

 

This chapter presents an article in its original form, published in Midwifery volume 

31, no 4 pages 438-44. This article is provided, with permission, in its published form 

as Appendix F.  

 

Abstract 
Background  
 
Midwifery continuity of care has been shown to be beneficial to women through 

reducing interventions and other maternal and neonatal morbidity.  In Australia, 

numerous government reports recognise the importance of midwifery models of 

care that provide continuity.  Given the benefits, midwives, including new graduate 

midwives, should have the opportunity to work in these models of care. Historically, 
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new graduates have been required to have a number of years experience before 

they are able to work in these models of care although a small number have been 

able to move into these models as new graduates.  

 

Aim 

To explore the experiences of the new graduate midwives who have worked in 

midwifery continuity of care, in particular the support they received and to establish 

the facilitators and barriers to the expansion of new graduate positions in midwifery 

continuity of care models.  

 

Method 
A qualitative descriptive study was undertaken framed by the concept of continuity 

of care. 

 

Findings 
The new graduate midwives valued the relationship with the women and with the 

group of midwives they worked alongside. The ability to develop trusting 

relationships, consolidate skills and knowledge, be supported by the group and 

finally feeling prepared to work in midwifery continuity of care from their degree 

were all sub-themes. All of these factors led to the participants feeling as though 

they were ‘becoming a real midwife’. 

 

Conclusions 
This is the first study to demonstrate that new graduate midwives value working in 

midwifery continuity of care – they felt well prepared to work in this way from their 

degree and were supported by midwives they worked alongside. The participants 

reported having more confidence to practise when they have a relationship with the 

woman, as occurs in these models.  

 

The chapter concludes with an identified need to conduct further analysis to explore 

the mentoring needs of new graduate midwives working in midwifery continuity of 

care models. Chapter Five will provide further findings from the analysis of the data 

from phase one.  
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4.2 Introduction  
 
Midwifery continuity of care is defined as ‘care provided to women throughout 

pregnancy, birth and the early parenting period from one midwife or a small group 

of midwives’ (Sandall et al. 2013). This way of providing care has been shown to be 

beneficial to women and babies (Hartz, Foureur & Tracy 2011; Hodnett 2008; Homer 

2001; McLachlan et al. 2013; Page 2003; Pairman 2010; Sandall et al. 2016). 

Midwives and women have also reported high rates of satisfaction with midwifery 

continuity of care models (Collins et al. 2010; Fereday et al. 2009).  In Australia, 

numerous government reports have recognised the importance of midwifery 

continuity of care models and have recommended widespread implementation 

(Australian Government Department of Health and Ageing 2009; New South Wales 

Health 2010).  

 

Midwifery continuity of care can be organised in a variety of ways. One-to-one 

midwifery care refers to having a primary midwife who cares for 35-40 women a 

year (Homer, Brodie & Leap 2008; Page 2003). Often midwives work together with a 

second midwife to ensure they have some time off, with the second midwife being 

available if the primary midwife is unavailable to ensure some adequate life/work 

balance (Page 2003). Midwifery group practice (MGP) generally refers to groups of 

three to four midwives who have a caseload of women with the flexibility to have 

rostered time off including sick and annual leave with backup from one or more 

midwives in the group (Homer, Brodie & Leap 2008). A third model providing a level 

of continuity is team midwifery. Team midwifery generally comprises six to eight 

midwives providing care often on a rostered system (Homer, Brodie & Leap 2008). 

When midwives begin to work in a midwifery continuity of care model they are 

provided with a period of orientation and sometimes initially a reduced caseload. 

Midwifery continuity of care models often cater for women who are predominantly 

healthy, however, increasingly, all-risk models are being implemented in 

collaboration with obstetricians (Australian Nursing & Midwifery Council 2008). 

Various models exist throughout Australia with limited opportunities for new 

graduate midwives to work in continuity of care. The participants in this study were 
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employed in models ranging from one-to-one midwifery to small teams of midwives 

working an on-call roster to provide care for approximately 40 women a year.  

 

A new graduate midwife is one working in their first or second year of practice post 

initial registration. Historically, most new graduate midwives in Australia undertake a 

transition support program that requires the new graduate midwife to rotate 

through antenatal clinics, birth suite and postnatal wards over a 12 month period 

(Clements, Davis & Fenwick 2013). A qualitative study reporting on newly graduated 

midwives’ experiences of a similar model in the United Kingdom (Foster & Ashwin 

2014) found the participants did not have enough time in any one hospital area 

before rotating to another where they had to relearn skills. It is not clear whether 

this style of transitional support is appropriate or necessary for new graduates who 

desire to work in continuity of care models (Clements, Davis & Fenwick 2013).   

 

In Australia, midwives are prepared to work in continuity of care models as students; 

an essential part of the midwifery curriculum is to ‘follow through’ a number of 

women during their program (Australian Nursing and Midwifery Council 2010; Gray 

et al. 2012).  This requirement is based on the evidence that these models have 

improved outcomes for women and their families. Despite this, when positions are 

advertised for continuity of care models, the criteria often includes a minimum two 

years’ experience, prohibiting new graduate midwives from applying.  

 

Despite obstacles to new graduates entering midwifery continuity of care, there are 

small numbers working in this way around Australia. In order to support wider 

implementation of such opportunities, we were interested in their experiences. This 

is the first study in Australia to focus on new graduate midwives working in 

midwifery continuity of care. The aim of the study was to explore the experiences of 

these new graduate midwives - in particular, to examine the support they received 

and to establish the facilitators and barriers to the expansion of new graduate 

positions in midwifery continuity of care models. 
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Ethical approval was sought and granted by the university ethics committee (HREC 

Approval Number: 2012000328). 

 

4.3 Methods  
 
A qualitative descriptive approach was used to describe and explore the new 

graduates’ experiences of working in midwifery continuity of care. The exploration 

was based on the interest in, and understanding of, the ‘who, what and where’ of 

their experiences (Sandelowski 2000, p.338). Qualitative descriptive research is a 

useful form of rigorous and credible inquiry in situations where there is little 

knowledge and is particularly useful to describe how people feel about an event 

(Avis 2003; Hughes 2011; Sandelowski 2000). This study addresses each area of the 

who, what and where (Sandelowski 2010) of new graduate experiences of working in 

midwifery continuity of care.  

4.3.1. Sample 
 
Purposive sampling recruited newly graduated midwives working within their first or 

second year of practice in a midwifery continuity of care model. Purposive sampling 

is used when the population of interest is small (Minichiello et al. 2004). The 

difficulties in recruitment meant the authors needed to find midwifery models of 

care that employed new graduates. The first author attended a midwifery ‘models of 

care’ conference in South Australia with the intention of recruiting new graduate 

midwives to participate in the study. The purposive sampling then became a process 

of snowball sampling where participants were asked if they knew any other new 

graduate midwives working in continuity of care models. Both these sampling 

methods were approved by the university Human Research Ethics Committee. Using 

this process, 13 newly graduated midwives were recruited. From our professional 

networks, we estimate this to be approximately 50 per cent of the new graduate 

midwives working in midwifery continuity of care models across Australia.  

 

The 13 participants were newly graduated midwives in either their first or second 

year of practice after graduation. Pseudonyms have been used to protect the 
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identity of the participants and to highlight the repletion of responses and to show 

when different participants had similar experiences.  Participants were aged 21-46 

years and employed in a variety of settings from tertiary referral hospitals to stand-

alone birth centres. Eleven worked full-time with one part-time (six shifts a fortnight 

partnering with another midwife to provide a caseload practice) and one was not 

working at the time of the interview. Twelve had completed the direct-entry 

Bachelor of Midwifery program, three from South Australia, two from the Australian 

Capital Territory (Australian Health Practitioner Regulation Agency) and eight from 

New South Wales (NSW). One completed a Graduate Diploma in Midwifery in NSW, 

a postgraduate course for registered nurses that leads to registration as a midwife. 

Eleven had started in a new graduate transition program with two commencing in 

midwifery continuity of care immediately after graduation. Three had the continuity 

of care program incorporated as part of their new graduate program and were then 

employed in that model without returning to the rotation program through the 

various maternity wards.  

4.3.2 Data collection 
 
Data were collected via semi-structured interviews. Participants were offered a 

choice of the interview being conducted face-to-face, via telephone or Skype . One 

researcher (the first author, who is also a midwife) conducted all the interviews.  A 

list of open-ended questions were chosen that guided the interview but provided 

flexibility to respond to the participant. 

Figure 1 – Questions 

 

 

Questions  

Why did you choose to work in midwifery continuity of care?  

What is your experience of working in continuity of care? 

What did you aim to achieve in your transitional year/s? 

How did you achieve what you planned?  

What has been the best part of working in midwifery continuity of care?  
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The questions gave the interview some structure but were not always asked in this 

order to enable flexibility. Using preformed questions/prompts can give an interview 

some structure (Rees 2012). The questions were designed to explore the barriers 

and facilitators to working in midwifery continuity of care models. In addition, we 

were interested in the positive aspects and levels of continuity of care in line with 

the theory around continuity of care (Saultz 2003).  

 

The participants were from different parts of the country making face-to-face 

interviews difficult; hence phone interviews were the main mode of data collection. 

Burns et al. (2012) described the insider/outsider dilemmas experienced by a 

researcher during observations undertaken on a maternity ward by a midwife 

researcher. A similar concept had the potential to occur in this study, as the 

interviewer was also a midwife with extensive clinical experience and a sound 

understanding of continuity of midwifery care. The interviewer was in a unique 

position to identify the issues raised by the participants, with the potential for the 

blurring of boundaries as described by Burns et al (2012). The interviewer needed to 

position herself as a researcher rather than a colleague. Having a team of three 

researchers assisted with defining boundaries as the other team members only read 

de-identified data and therefore were outsiders to provide balance.   

 

The interviews were audio recorded and transcribed verbatim. The researcher 

transcribed three of the interviews and the remainder were transcribed by a 

professional transcriber. The transcripts were all read while listening to the audio 

recordings to ensure transcription accuracy.  

4.3.3 Analysis  
 
Thematic analysis was used to capture important concepts in relation to the research 

question (Braun & Clarke 2006). The data were read and entered into the software 

program NVIVO (Minichiello et al. 2004). A process of coding into groups known as 

nodes identified certain themes. The themes were initially descriptive and once the 

researcher began to write and reread the data, a deeper analysis occurred which was 

framed by the concept of continuity of care (Saultz 2003).  
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Saultz (2003) developed hierarchical definitions of continuity of care. The base of this 

hierarchy is informational continuity where medical and social information about the 

person is available to a number of care providers ensuring safe communication 

about a person’s particular situation (Saultz 2003). The next level of continuity is 

defined as longitudinal where information is shared in a familiar place by an 

organised team of care providers (Saultz 2003). The highest level of continuity 

proposed is interpersonal based on the philosophical underpinning that continuity of 

care is about the relationship between the care provider and the person over time 

(Saultz 2003). The theory of continuity of care was developed by Saultz (2003) and 

applied to midwifery by Homer et al (2008). The interpersonal (Homer, Brodie & 

Leap 2008) definition is most appropriate based on the philosophical underpinning 

that continuity of care is about the relationship between the woman and the 

midwife over time. Themes and sub-themes were then identified and discussed with 

the two other co-authors, subsequent analysis, themes and subthemes were 

developed within the framework of continuity of care.  

4.4 Findings 
 
The overarching concept was interpersonal continuity of care (Saultz 2003) with two 

broad themes, that is, ‘the relationship with the woman’ and ‘the relationship with 

the group’. There were further subthemes that led the participants to report they 

were ‘becoming a real midwife’ (Figure 2).  
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Figure 2 - Findings diagram for phase one 

 

4.4.1 The relationship with the woman  
 
The relationship with the woman was valued in so many aspects of the care provided 

by the participants. As Judy stated, ‘I really love the relationship’ and ‘it is food for 

my soul’.  

 

The participants who had worked in a standard transition support program prior to 

working in continuity of care compared the two approaches. The relationship with 

the woman was highly valued and contributed to the provision of quality care. 

Samantha stated ‘now I can really spend time with women’. Samantha went on to 

say ‘as I get to know the woman, I think they get better care’ and ‘women get better 
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care’ (Alice). Candice and other new graduates felt that ‘the outcomes are better’ 

compared with women they cared for when working in the standard transition 

support program. The participants did not explain which outcomes were better but 

went on to discuss issues like normal birth and increased rates of breastfeeding 

suggesting they were valued. The relationship with women enabled them to 

promote normal birth, provide more effective care and was highly satisfying. For 

example, Samantha described ‘feeling happier’ working in a continuity model.  

Finding satisfaction with continuity  
 
Working in continuity of care as a new graduate was highly satisfying. Bridget 

reported the satisfaction of ‘seeing a woman being empowered’ as ‘so rewarding’. 

She went onto describe how she felt ‘lucky to know the whole woman’ and ‘having a 

relationship with the woman is a position of privilege’. Christine described herself as 

‘one of those people that really enjoys having relationships’ and therefore working in 

this way as a new graduate really suited her.  

 

Being satisfied working in midwifery continuity of care was a two-way interaction. 

Lisbeth illustrates this point saying that the ‘woman is so happy that you are there’ 

and Ness, ‘they [the women] were always happy to have me there’. Building a 

relationship between the woman and the midwife, for example, ‘getting to know the 

woman I am caring for made me feel more effective as a midwife’ was a crucial 

component of care. They felt that continuity of carer provided a satisfying 

experience for the woman, as she knew her midwife, as described here:  

 

‘I loved the satisfaction that women got from having that trust in the 

one carer; also the satisfaction I got and the midwives would get from 

seeing them from the beginning to end’. (Lisbeth) 

 

The participants used positive emotional phrases to discuss the benefits of midwifery 

continuity of care. Hattie said she ‘gets tingles every time she sees a woman starting 

her mothering journey’ and Lisbeth stated she is ‘happy all the time’ when she 

knows the woman. These emotional accounts highlight the satisfaction of being in a 
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position to develop trusting relationship with women through continuity of carer and 

this was valuable for the new graduates.  

Consolidating skills and finding confidence through continuity of care 
 
The relationship with the woman helped the new graduates learn and consolidate 

skills. For example, Lisbeth said ‘I found I learnt a lot more because I could see the 

story unfold and it made more sense to me’ and Bridget also explained ‘over time 

you get to see her pregnancy unfold together with her family’. When the midwife 

knows the woman then she can be quietly present at a birth without having to build 

rapport, as Christine said: ‘seeing the whole process is easier than just snapshots of 

someone who has just walked in, in labour’. In addition, the relationship with the 

woman helped to increase their confidence. The ‘unfolding’ of the woman’s 

pregnancy revealed new learning opportunities to consolidate skills and increase 

their confidence. For example, Alice described how knowing the woman, seeing her 

again rather than just a ‘snapshot made me feel more effective as a midwife’. 

Similarly, Bridget stated as she got ‘to know the woman and her family there is a lot 

of growth and learning’ and Patrice noted that she was learning through 

‘experience’. The new graduate midwives were learning and consolidating skills 

alongside the woman as Samantha described: ‘I liked the full range of my skills being 

used’. Bridget proposed that you ‘learn so much from the woman herself’ and Alice 

supported this saying ‘I learn with the woman’.  

 

Continuity supported learning; for example, Bridget stated ‘continuity is amazing, so 

good for learning’ and ‘I get to know the woman and their families, there is a lot of 

growth and learning for me’. Lisbeth also talked about continuity providing learning 

opportunities across the full scope of practice for a midwife: ‘I wanted the whole 

scope,’ that is, providing care throughout pregnancy, birth and the postnatal period. 

These midwives felt that continuity of carer helped them learn and grow more 

quickly than the standard transitional support model.  

 

Some midwives were challenged because they were learning; for example, Bridget 

said she felt it was ‘annoying for some women because I am just learning’. She went 
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on to explain that it might take her longer to complete an antenatal visit because she 

was in her first year of practice and she was consolidating skills. Hattie felt this was 

not a problem when she knew the woman: ‘they understand I am a graduate and in 

my first year of learning’. For Hattie, the trusting relationship with the woman meant 

that she understood if it took her longer to complete an antenatal visit, or if she had 

to look something up. Lisbeth thought this to be a positive of the relationship aspect: 

‘As a young practitioner, to be exposed to that emotional vulnerability [of the 

woman] is probably a really good thing [for learning]’. Lisbeth is referring to the 

interpersonal relationship that develops when the midwife knows the woman and 

‘something goes wrong’; for example, a fetal death in utero. The new graduates felt 

that their skills were consolidated through learning and growing in the relationship 

with the woman.  

Having trusting relationships through continuity of care  
 
The new graduates felt that the development of trusting relationships meant that 

they could work effectively with women. Hattie stated, ‘I just give the information; in 

that model it is the woman making the decision’, indicating that the participants 

trusted the woman’s decisions and choices the woman made about her own care. 

None of the participants discussed caring for any woman who they felt made 

potentially unsafe decisions. Robyn talked about ‘having more discussions 

antenatally’ when you know the woman, as they have more time available to talk to 

women in person or on the telephone. Getting to know the woman and spending a 

lot of time with the woman antenatally enabled the development of a trusting 

relationship.  

 

The participants also described having more trusting professional relationships with 

colleagues; for example, Christine said ‘what I didn’t realise was the relationship I 

would have with the obstetric staff’. They felt that the relationships with their 

medical colleagues were easier because when they needed to discuss a woman with 

the obstetrician, they were familiar with the woman’s background. ‘The ones 

[doctors] I go to know that I’m generally concerned, they trust my judgment because 

I know the woman’ [Robyn].  
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The trusting relationship also assisted the woman to accept unexpected or 

unplanned outcomes. For example, Ness described, ‘they [the women] are happy to 

transfer because of the relationship’. Transfer in this context refers to the woman 

needing to be referred to an obstetrician. The consultation may result in the woman 

having to birth in a hospital setting rather than the birth centre or homebirth setting. 

Some midwives would continue to provide continuity of midwifery care to the 

woman in collaboration with the obstetrician. Others needed to ‘hand over’ or 

transfer all care to the medical team and hospital midwifery staff. Overall, the new 

graduate midwives reported feeling ‘confident’ when consulting with their medical 

colleagues and the women were usually happy to transfer care, if necessary, due to 

the trusting relationship.  

Defining professional boundaries through continuity of care  
 
Some challenges arose from the relationship in relation to defining professional 

boundaries. Lisbeth stated you ‘really relate to them’ [the women] and ‘understand 

them, like you are friends with some of these people’. Hattie reports they become 

‘part of your life’ and ‘it becomes like a friendship’. On the other hand, Hattie 

acknowledged that the ‘relationship with the woman is wonderful yet sometimes 

challenging’. Candice stated ‘it’s gone beyond a professional relationship to a 

friendship’ and she struggled with this, going on to say ‘you are not their friend but 

their carer’ and ‘ending the relationship can be difficult’.  

4.4.2 The relationship with the group  
 
The new graduate midwives valued the relationship they had with the small team of 

midwives they worked alongside – their group. As Lisbeth said, ‘we could call them 

any time day and night [for advice or assistance]’.  

Finding support from within the group  
 
The new graduate midwives valued the support provided by the group. They found 

support from within the group or pair of midwives, for example, Lisbeth said; ‘I have 

been extremely supported by the midwives around me’. Siobhan also stated ‘I feel 

incredibly well supported by all the midwives’ and Christine said ‘there is always 
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someone around I can ask’. Samantha also talked about ‘always having someone 

around I can ask’. Even when the new graduate midwife was working alone in a 

stand-alone birth centre or in a woman’s home, they had mobile phones to contact 

someone within the group if needed, for example, Hattie said; ‘I would just call or 

text message them’ and this was reassuring for the new graduates.  

 

The use of technology, particularly text messaging, was a form of support as Lisbeth 

said: ‘the day starts with a text message’ and ‘the group makes sure you are feeling 

ok’. Bridget said ‘she can literally call them anytime’ and Hattie also said she can ‘run 

almost everything past them’. Siobhan was encouraged to ‘call me [the more 

experienced midwife] in the middle of the night if you want to run something by 

me’. Gabi said ‘I would call or text them anytime’. These new graduates reported 

feeling well supported and strong professional relationships formed. 

 

Some participants were supported with a specific mentor within the group or found 

one themselves; for example, Gabi said ‘I had a mentor for a month and now we still 

have a bit of a mentoring relationship going on’. Patrice mentioned how lucky she 

was to have such good support from one particular midwife in the group and ‘if I had 

gone to another hospital I would not have had that luxury’. These midwives felt 

more supported in continuity compared with working in the standard transitional 

support program; for example, Ness said ‘I actually found I got more support in a 

continuity of care model’. 

 

Not all found support from within the group. Patrice mentioned, ‘some people 

[other midwives in the group practice] never put up their hand to help yet expect a 

lot’. Alice stated that some midwives find providing ‘support [to a new graduate] 

draining and that it will take them away from their own caseload’. Candice also 

stated ‘people are reluctant to relieve’ when she had been with a woman for a long 

time.  

 

Those who had difficulty finding support from within the group found support from 

the midwifery core staff.  A lack of staff was discussed as a problem in terms of 
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receiving enough support. Siobhan found support outside of the group, stating, ‘with 

staffing the way it is we need to call in the core midwifery staff’ as ‘we can’t get 

midwives to work in the model’.  Samantha found the ward-based midwives helpful: 

‘there are some really good midwives, I specifically look for one, she works nights 

[night duty] and is a fountain of knowledge’. Samantha was not allocated a mentor 

or able to find someone in the team to mentor her so she looked elsewhere 

including her medical colleagues: ‘the registrars and residents are really 

approachable’.  

 

Support was also found in the group meetings that were highly valued by the 

participants. Hattie described ‘weekly meetings’ while Ness said they had ‘monthly 

meetings’. Christine discussed regular meetings ‘at least once a week we meet’ and 

described having a ‘big birth centre meeting once a fortnight’ with a ‘mini-audit’ 

looking at practice. These meetings provided ‘professional practice support’ with the 

discussion of ‘evidence’ to support practice. In addition, the meetings provided 

emotional support, particularly after an event that the new graduate midwife had 

not experienced previously. Debriefing was a valuable experience for the new 

graduate midwife. 

 

Most were appreciative of having a reduced caseload at the beginning of their 

practice. Christine said ‘at the start they only give us two [women] a month’ and 

Bridget noted ‘it really helped having a reduced caseload’. This was not universally 

appreciated, with Samantha reporting frustration with her reduced caseload, saying, 

‘I wasn’t given a full caseload at the start, I wanted to feel what it was really like, not 

be molly coddled’. She went on to say, ‘I didn’t enjoy my orientation, I wasn’t 

allowed to do anything and I felt like a student again’. However, she did value the 

support offered to her: ‘I have got people around me who are really happy to help’. 

The value of support had a dual role of assisting the new graduate midwife to begin 

autonomous practice and to sustain the continuity of care model.   
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Sustaining the continuity of midwifery care model  
 
A couple of participants perceived the support they received from within the group 

as sustaining the model of care. Lisbeth stated ‘they [other midwives] were very 

protective because they had never had new graduates working in it’ and Siobhan 

said ‘it’s about protecting the model [of midwifery care]’. Siobhan referred to the 

model of care ‘as such a precious thing’. The participants, along with the midwives 

that they worked alongside, wanted to ensure sustainability of the model of care by 

supporting new entrants. The participants were cautious to only call in another 

midwife when they really needed them, as Lisbeth stated: ‘I try and call them [the 

other midwives] in daylight hours’. Once again, the participants valued the support 

that enabled them to sustain the midwifery continuity of care model. 

Prepared to work in continuity of midwifery care 
 
The participants felt they were prepared to work in continuity through their 

education. Alice stated ‘we are introduced to it as students’ and Lisbeth said ‘we 

learnt about the benefits of it [continuity] and it all just makes sense’. Lisbeth goes 

on to say ‘at uni I developed a passion for group practice’ and ‘we’re taught from the 

beginning it’s the gold standard of care; intuitively it makes sense’. The exposure and 

education about the benefits of continuity of midwifery care made some of the 

participants decide before they graduated that was where they wanted to work, ‘in 

my final year I started following a homebirth midwife’ (Hattie). Christine said that 

was ‘what I really focused on at uni’ and Robyn ‘from uni I really wanted to work in 

those models’. Lisbeth also ‘knew that is where I wanted to end up’. Bridget 

described herself as lucky because in my degree there would have been a dozen 

students out of 40 who would have jumped at the opportunity’. Siobhan said it was a 

‘real no-brainer, I had the skills to be able to do it’.  

 

Working in continuity ‘consolidated everything you learn at uni’ (Lisbeth). When the 

participants developed a relationship with the woman they described feeling an 

authenticity in their practice for example, Lisbeth said, ‘it makes me a good midwife’ 

and Judy said ‘I feel like a real midwife’. The new graduate midwives felt they had 
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grown into real midwives who practise across the full scope of midwifery practice. 

They  acknowledged they have been learning through this first or second year of 

practice alongside the woman and were well supported by the group of midwives. 

4.5 Discussion 

In Australia, there are limited numbers of new graduate midwives working in 

midwifery continuity of care despite midwifery students being prepared to work in 

this way from their degree.  This study explores the experiences of this small group. 

New graduates highly valued working in this way, especially the relationship with the 

woman and the relationship with the small group of midwives they worked 

alongside.  

Midwifery continuity of care is highly satisfying for both midwives and women, and 

satisfaction contributes to the sustainability of midwifery continuity of care and the 

associated benefits for women and newborns (Collins et al. 2010; Curtis, Ball & 

Kirkham 2006; Freeman 2006; Sullivan, Lock & Homer 2011). The participants in our 

study described positive experiences working in these models of care with the 

development of a relationship with the woman being fundamental. The midwife-

mother relationship is a professional relationship developed from the first point of 

contact and is dependent upon trust and respect and provides job satisfaction 

(Homer 2006; Kirkham 2000; Stevens & McCourt 2002). The new graduates in our 

study felt that working in continuity of care was more satisfying compared to 

working in a standard transition model where they rotated around different wards 

on a roster and did not develop a relationship with the woman. This has important 

implications for long-term retention of staff, especially in the early years after 

graduation. Providing opportunities for newly graduated midwives to work in 

continuity of midwifery care may contribute to the job satisfaction of midwives and 

address staff attrition rates from the profession (Curtis, Ball & Kirkham 2006). 

Many of our participants described the women they provided care for as ‘friends’. 

Other studies have found women have the same perception, with the midwife 
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described as their ‘friend’ (Freeman 2006; Walsh 1999). The challenge for these new 

graduate midwives was to maintain a professional relationship with the woman 

(Nursing and Midwifery Board of Australia 2010). 

 

The transition from student midwife to practising as a confident registered midwife 

is challenging and many of the traditional support programs seem to suit 

organisational needs rather than developing the confidence of the midwife (Davis et 

al. 2011). The participants in our study believed they were able to consolidate skills 

through providing continuity of care. Consolidating skills meant that they could 

demonstrate their competence and increase their confidence as they got to know 

the woman. It has been reported that midwives working in one-to-one midwifery 

feel more confident in their practice when they know the woman (Page 2003). 

Confidence of new graduate midwives has been measured and found to improve at 

the completion of the first year of practice in accordance with the national 

competency standards for the midwife (Australian Nursing and Midwifery Council 

2006; Davis et al. 2011).  We found that a midwifery continuity of care model 

provides the opportunity for this group of new graduate midwives to consolidate 

skills and confidence and work to the full scope of their practice.  

 

Having a trusting relationship with the small group of midwives was highly valued by 

the participants in our study. The new graduate midwives reported being well 

supported by the small group of midwives they worked alongside. Other studies 

have shown that new graduate midwives working in midwifery continuity of care 

need support from midwives within the midwifery group and, at times, from outside 

the group (Kensington 2006; Lennox, Skinner & Foureur 2008). Support has been 

described as mentoring, precepting or clinical supervision (Lennox, Skinner & 

Foureur 2008). Similarly, we found many different forms of support were useful 

including an orientation period with or without a mentor, support from within the 

group via text, phone or in person, a reduced caseload (although not for all) and 

support from outside the group.  
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Clinical decision making is a challenge for new graduates as they move out of a 

student role and into a fully qualified role. Newly graduated midwives have reported 

that any dialogue, either brief encounters such as a corridor conversation or a longer 

dialogue with their midwifery colleagues, assists clinical decision making (Young 

2012). Our study has shown that these trusting relationships enabled the new 

graduate midwives to find support from outside of the group, such as corridor 

conversations with an experienced midwife or consultations with the medical staff.  

 

The new graduates in our study reported that experienced midwives wanted to 

support the new graduate midwives to sustain midwifery continuity of care. The 

weekly, fortnightly or ad hoc meetings also provided support and should be 

considered an essential part of cohesive group practice (Homer, Brodie & Leap 

2008). The reflections on practice discussed at the team meetings supported new 

graduate midwives to make clinical decisions.   

 

In Australia, conscious efforts have been made in the midwifery curricula to prepare 

students to work in continuity of care models through the inclusion of continuity of 

care experiences (Australian Nursing and Midwifery Council 2010; Gray et al. 2012). 

This study has found that these experiences as students were highly beneficial in 

preparing midwives to work in continuity of care programs, therefore greater efforts 

need to be made to embed the continuity of care experience in all midwifery pre-

registration programs. 

 

4.6 Conclusion 
 
Midwifery continuity of care is beneficial to women and newborns. The number of 

midwifery models providing continuity of care to women is increasing across 

Australia. Currently, there are very limited numbers of new graduate midwives 

working in midwifery continuity of care models throughout Australia. The new 

graduate midwives in this study wanted to work in midwifery continuity and felt 

prepared to work in this way from their degree. In addition, they were all well 

supported in one way or another to work autonomously. The findings from this 
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study suggest new graduate midwives learn and grow as midwives when working in 

continuity of care models and they are well supported in their practice. The findings 

from this study are limited to Australian midwifery continuity of care models with a 

small sample. As a qualitative descriptive study there is the potential for further 

interpretive work (Sandelowski 2010).  Further research is needed to discover why 

new graduate midwives need to complete a transition support program or have a 

certain number of years’ of experience before working in midwifery continuity.  
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Chapter Five: Mentoring experiences 

5.0 Phase one – further findings  
 
This is the second chapter that reports on the findings from phase one of the 

research. Chapter Four provided the experience of new graduate midwives working 

in midwifery continuity of care. There were two broad themes that emerged from 

the data: the relationship with the woman, and the relationship with the group of 

midwives the new graduates worked alongside. Finding support from within the 

group of midwives was a sub-theme of the relationship aspect and many of the new 

graduate midwives reported developing a mentoring relationship. Further analysis of 

the data will be provided in this chapter.  

 

5.1 Chapter preface  
 
Publication reference:  

 

Cummins, A.M., Denney-Wilson, E., & Homer, C., The mentoring experiences of new 

graduate midwives working in midwifery continuity of care models in Australia, 

Nurse Education in Practice (2016), http://dx.doi.org/10.1016/j.nepr.2016.01.003  

 

This chapter presents an article in its original form, published in Nurse Education in 

Practice http://dx.doi.org/10.1016/j.nepr.2016.01.003. This article is provided, with 

permission, in its published form as Appendix G.  

Abstract  
 
Background   
Most new graduates find employment in hospitals and undertake a new graduate 

program rotating through different wards. Mentoring in midwifery has been 

described as being concerned with confidence building through a personal 

relationship. A limited number of new graduate midwives were found to be working 

in midwifery continuity of care. 
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Aim 
The aim of this paper was to explore the mentoring experiences of new graduate 

midwives working in midwifery continuity of care models in Australia.  

 
Method  
A qualitative descriptive study was undertaken and the data were analysed using 

continuity of care as a framework. 

 
Findings  
We found having a mentor was important, and knowing the mentor made it easier 

for the new graduate to call their mentor at any time. The new graduate midwives 

had respect for their mentors and the support helped build their confidence in 

transitioning from student to midwife. 

 

Conclusions  

The new graduate midwives in this study were mentored by more experienced 

midwives. With the expansion of midwifery continuity of care models in Australia, 

mentoring should be provided for transition midwives working in this way.  
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5.2 Introduction 
 

In Australia, upon graduation from midwifery education programs, most new 

graduates find employment in hospitals and most undertake a new graduate 

program (Clements, Fenwick & Davis 2011). This usually requires the new graduate 

midwife to rotate through antenatal clinics, birth suite and postnatal wards over a 12 

month period (Clements, Fenwick & Davis 2011). Another model is midwifery 

continuity of care, that is caseload midwifery in small group practices; however, new 

graduate midwives are usually not offered the opportunity to work in midwifery 

continuity of care as they are seen as lacking the skills necessary to care for all 

women including those that may have medical complications  (Panettiere & Cadman 

2002). Rotating through wards has historically been seen as necessary to gain 

enough experience to work in midwifery continuity of care although it is not clear 

now whether a traditional transitional program is appropriate or necessary for new 

graduates who desire to work in these models (Clements, Davis & Fenwick 2013). 

New graduate midwives feel they are prepared to work in continuity of care due to 

the ‘follow through’ experiences they undertake as students as part of the Australian 

registration requirements for midwifery (Cummins, Denney-Wilson & Homer 2015; 

Australian Nursing and Midwifery Council 2010; Gray et al. 2012).   In addition, new 

graduate midwives in Australia have expressed a desire to work in midwifery 

continuity of care models soon after graduation and there is high level evidence of 

the benefits of these models for women (Sandall et al. 2013) and for midwives 

(Cummins, Denney-Wilson & Homer 2015; Dawson et al. 2015). Perhaps what is 

required is a mentor to support the new graduate midwife to transition from student 

to autonomous practice within a midwifery continuity of care model. 

 

Midwifery continuity of care (also known as caseload midwifery or one-to-one 

midwifery) is defined as ‘care provided to women throughout pregnancy, birth and 

the early parenting period from one midwife or a small group of midwives’ (Sandall 

et al. 2013). Limited numbers of new graduate midwives have the opportunity to 

work in midwifery continuity of care in Australia although the numbers are slowly 

increasing due to demand from graduates and to address workforce needs. Public 
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maternity services have been directed by both the federal and state government to 

increase the numbers of continuity of care models available to women (Australian 

Government Department of Health and Ageing 2009; New South Wales Department 

of Health 2010); consequently there is a demand for midwives to staff these models. 

New graduates who enter these models of care are often formally or informally 

mentored while their confidence grows although the precise nature of their 

mentoring is not known. Mentoring new graduate midwives into a midwifery 

continuity of care model may be an answer to increasing confidence and 

consolidating skills. The aim of this paper was to explore the mentoring experiences 

of new graduate midwives working in midwifery continuity of care models in 

Australia as part of a wider study exploring the experiences of new graduates. 

 

Mentoring  
Mentorship is defined as a relationship between a more senior staff member with a 

more junior member, focusing on the development of job related skills and career 

advancement within a hierarchical organisation (Eby 1997). Mentoring is about the 

development of an interpersonal relationship between a less experienced individual 

a more experienced individual (Eby 2011). Mentoring has been described as a one-

to-one activity that can happen in many different contexts or environments with 

various definitions of coach, mentor or tutor, often used interchangeably (Parsloe 

2000). Mentoring has been used in many disciplines including business and nursing 

(Beecroft et al. 2006; Fajana & Gbajumo-Sheriff 2011). Throughout the literature the 

concept of mentoring involves support from a more senior or experienced person to 

someone new to the organisation. In the business model the overall aim of 

mentoring is to meet the strategic directions of the company while advancing the 

career path of the mentee (Fajana & Gbajumo-Sheriff 2011). Mentoring has become 

such common practice in business that some resistance has evolved; a suggested 

solution to this problem is to make mentoring as informal as possible along with the 

promotion of a mentoring culture (Fajana & Gbajumo-Sheriff 2011). In nursing, the 

goals of mentoring are to provide a smooth transition from student to the profession 

of nursing through socialisation into the culture and environment (Beecroft et al. 

2006). It has been found that registered nurses will resign if they have not 



96 

assimilated into the culture within 12 months, making mentoring an important 

strategy for staff retention (Beecroft et al. 2006).  Similar to the business model, it is 

recommended that mentors have training in mentoring, and adequate time for 

meeting between the mentor and mentees is also recommended to make the 

mentoring program a success  (Beecroft et al. 2006; Fajana & Gbajumo-Sheriff 2011). 

Mentors may be either allocated or selected by the mentee (Eby 2011; Lennox, 

Skinner & Foureur 2008). The mentoring relationship may have no defined end date; 

the period of mentorship may be over when either the mentor or mentee decide 

they no longer require the support (Lennox, Skinner & Foureur 2008). Preceptorship 

is different to mentoring in that it tends to be  of a shorter duration and focused on 

the development of  clinical skills, not on confidence building (Lennox, Skinner & 

Foureur 2008).   

Mentoring in midwifery has been described as being primarily concerned with 

confidence building based on a more personal relationship and not just an 

assessment of competence (Lennox, Skinner & Foureur 2008). Mentoring in this 

context includes teaching, role modeling and socialising for the mentee; however, 

the benefits are reciprocal as new graduates bring enthusiasm to the mentor 

(McKenna 2003). Constraints of mentoring include time and financial barriers 

including the necessity of the health system to provide resources to support the 

ongoing development of midwives into mentors (Lennox, Skinner & Foureur 2008).  

There are few studies that specifically explore the mentoring needs and experiences 

of new graduate midwives as they transition into midwifery continuity of care. One 

particularly relevant study is from New Zealand, which examined the experiences of 

new graduate midwives who were mentored into caseload practice (Kensington 

2006). Mentoring occurred ‘within’ the midwifery practice from a midwife working 

alongside the new graduate in the same group practice or from ‘outside’ the practice 

where midwives working in other caseload practice provided mentoring without 

working alongside the new graduate (Kensington 2006). ‘Inside practice’ was seen as 

mentoring through providing support, advice, a second opinion and education; the 



97 
 

mentor and new graduate met casually, at caseload practice meetings or on 

scheduled occasions to meet with women (Kensington). ‘Outside practice’ included 

support without meeting in the practice although the mentor did provide assistance 

with setting up the contractual business provided by the midwives (New Zealand 

College of Midwives 2012). On occasion, they did attend births, mostly when there 

was some difficulty or the midwife was distressed by the clinical events (Kensington 

2006). These experiences were described as supportive and empowering 

(Kensington 2006) rather than the condescending nature of other transition support 

programs within the hospital setting and demonstrated the ability of mentoring to 

build confidence.  

 

An earlier ethnographic study from the United Kingdom used focus groups and 

observations of new graduate midwives to report reflections from the midwives on 

feedback received from women (Stevens 2002). This reflective practice provided the 

new graduates with the realisation of ‘what they did’ and ‘did not know’, proving to 

be an excellent model for consolidation of midwifery skills and knowledge (Stevens 

2002) towards professional development. These two qualitative studies discussed 

show that new graduate midwives working in caseload practice have a positive 

experience and are well supported. This part of our wider study aimed to explore 

similar issues in a different context, in particular, to discover the mentoring 

experiences of new graduate midwives working in midwifery continuity of care 

models in Australia.  

 

5.3 Method 
 
The experiences of mentoring are part of a larger study looking at the overall 

experiences of new graduate midwives working in midwifery continuity of care. A 

qualitative descriptive study was undertaken (Sandelowski 2000) and framed by the 

concept of continuity of care (Saultz 2003). Qualitative descriptive designs are a 

rigorous and credible form of inquiry (Avis 2003; Hughes & Fraser 2011; Sandelowski 

2000) and are particularly useful to describe how people feel about an event. In this 

case, the event was the experiences of the newly graduated midwives working in 
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midwifery continuity of care models, in particular their experience of mentorship. 

Mentoring for novice midwives has been found to be about the relationship with 

each other (Lennox, 2012). The benefit of continuity of care as a relationship was 

articulated by Saultz (2003) and applied to midwifery (Page & McCandlish 2006) and 

provides a framework to the proposed research design.  

5.3.1 Participants 

Midwives who were either in their first or second year of practice and working in 

midwifery continuity of care were recruited to the study. The new graduate 

midwives worked as caseload midwives, in small group practices in public hospitals 

throughout Australia; only one participant had worked in private practice providing 

caseload care from a small group of privately practicing midwives.  Sampling began 

after researching which hospitals/area health services within Australia offered 

midwifery continuity of care and employed new graduate midwives into midwifery 

group practices. In addition, the first author attended the Australian College of 

Midwives (South Australian branch) state conference titled ‘Models of Midwifery 

Care’ held in Adelaide (Australian College of Midwifery 2012 ), and met a number of 

hospital and health service managers and midwives working in midwifery continuity 

of care. This opportunity allowed the researcher to network and recruit participants 

using purposive sampling. Once a potential participant was identified, they were 

sent an information sheet describing the study. As few participants were gathered in 

this way, snowball sampling was also used. Once a participant consented and the 

interview was conducted, the new graduate midwives offered the names of other 

potential participants. Using both these processes, 13 newly graduated midwives 

working in either their first or second year of practice around Australia in midwifery 

continuity of care models participated in the study. They were employed in a variety 

of models in the public sector ranging from caseload midwifery or small group 

practice where they worked an on-call roster providing care to approximately 40 

women a year.  
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5.3.2 Data collection  
 
As the participants were from all over Australia, face-to-face interviews were 

difficult. Semi-structured interviews were mostly conducted by phone or Skype  with 

only two interviews conducted face to face. Open-ended questions were used while 

still providing some structure to the interview process.  The participants were asked 

about their experiences of working in midwifery continuity of care and what factors 

helped them or hindered them to achieve their goals during their transition year. 

The interviews were audio recorded, and all except three (these were transcibed by 

the first author) were transcribed by a professional transcriber. The transciptions 

were read while listening to the audio recordings and re-read for accuracy. 

5.3.3 Data analysis 

  
As the aim of this part of the study was to explore the mentoring experiences for the 

new graduates, the focus of the analysis was on mentoring. Data that related to the 

provision of mentoring or support were extracted from the data for this part of this 

study.  

 

The data were entered into the software program NVIVO, and themes were coded 

into nodes, (Minichiello et al. 2004). The data were read and re-read and analysis 

ceased when theoretical saturation occurred; that is, when the same themes were 

being heard over and over again.  The initial themes that emerged from the data 

were about the relationship with the woman and the relationship with the group of 

midwives the new graduate worked alongside. An audit trail extracting the 

mentoring data from the raw data was developed and the second and third 

researchers read and agreed on the themes that emerged.  As relationships were the 

main themes, it seemed appropriate to frame the analysis within the concept of 

continuity of care. Mentoring is based on a relationship between the mentor and the 

protégé (Lennox 2012) consistent with the relationships that develop when 

midwives work in midwifery continuity of care.  
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Continuity of care has been defined by Saultz (2003) as a hierarchical framework. 

The lowest level of continuity is called informational; the details of a woman are 

shared by many care providers through safe medical records. The next level is 

longitudinal and means the woman may have shared care with a number of known 

care providers in the one place. The highest level and most applicable framework is 

interpersonal or relational continuity where one care provider takes sole 

responsibility for a woman, a professional relationship of trust forms and the care 

provider is available to the woman; if unavailable, a second care provider is available 

(Saultz 2003, Page & McCandlish 2006). The framework was used to examine the 

levels of the relationship that the new graduate had, not only with the woman, but 

the midwives they worked alongside, as formal or informal mentors. The relational 

continuity of care concept was used to explore the nature of the mentoring 

relationships and the interactions and levels with them.  

 

Ethical approval was sought and granted by the university ethics committee (HREC 

Approval Number: 2012000328) prior to commencement. Confidentiality and 

anonymity was assured and any identifying information about the midwives, their 

mentors or hospital have been removed.  

 

5.4 Findings 
 
Thirteen participants were recruited to the study aged between 21-46 years and 

employed in a variety of settings in the public sector from tertiary referral hospitals 

to stand-alone birth centres. Eleven worked full-time with one part-time (six shifts a 

fortnight partnering with another midwife to provide a caseload practice) and one 

was not working at the time of the interview. Twelve had completed a direct-entry 

Bachelor of Midwifery program, three from South Australia (SA), two from the 

Australian Capital Territory (Australian Health Practitioner Regulation Agency) and 

eight from New South Wales (NSW). One completed a Graduate Diploma in 

Midwifery in NSW, a postgraduate course for registered nurses that leads to 

registration as a midwife. Eleven had started in a standard rotational new graduate 

transition program with two commencing directly into midwifery continuity of care 
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after graduation. Three had the continuity of care program incorporated as part of 

their new graduate program and were then employed in that model without 

returning to the rotation program through the various maternity wards. Four of the 

participants stated they were allocated a mentor with the others finding their own 

mentor.  

 

There were two broad themes identified in the analysis from the larger study: the 

‘relationship with the woman’ and ‘the relationship with the group’. For the 

purposes of this paper, the relationship with the group was the focus as this is where 

the mentoring experiences were highlighted. The participants discussed building a 

mentoring relationship of trust: ‘she knew where I was at’ and we ‘developed a 

mentoring relationship’. It didn’t seem to matter whether the new graduate 

midwives were allocated a mentor or they found their own mentor, they all 

experienced a mentoring relationship.  

Being allocated a mentor 
 
Four of the participants were allocated a mentor by the manager of the group 

practice as part of the new graduate’s support and orientation to the group: ‘we 

were allocated a mentor’ and ‘we were paired up with someone else’. Two of those 

explained that they ‘had a mentor for a month’. Having a mentor meant the new 

graduate midwife was working with some supervision as this participant recalls: ‘I 

had a mentor in the first month and I did everything with her’. Being allocated a 

mentor meant that a relationship developed between the new graduate and the 

more experienced midwife, described here: ‘I was allocated a mentor for a month 

and we still have a bit of a mentoring relationship going on’. The mentoring 

relationship was discussed as helpful: ‘it really helped having that one person to go 

to’. One new graduate who did not have a mentor expressed her desire to have been 

allocated one, saying ‘it would have been great to have a mentor, someone who puts 

themselves out [for me]’. Being allocated a mentor would have provided some 

continuity of mentoring for this new graduate midwife.  
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If the allocated mentor was not available the mentor attempted to find a backup. 

One of the participants stated ‘if she couldn’t come she would try and get somebody 

else’. The mentoring relationship is similar to the concept of interpersonal or 

relational continuity; when the primary midwife is not available, then the second or 

backup midwife is called for the woman. The similarity between interpersonal 

continuity of care and the mentoring relationship was expressed succinctly by this 

new graduate: ‘I needed midwifing into being a midwife’. The continuity of 

mentorship was important whether the new graduate had been allocated a mentor 

or found their own mentor.  

Finding my own mentor 
 
If the new graduate midwife was not allocated a mentor, most attempted to find 

their own mentor, as indicated here: ‘I do get on particularly well with one of the 

senior group members so I have gone to her with questions or problems’. As the 

participant described getting on well with this experienced midwife, she felt 

confident to approach her as a mentor. In contrast, one participant who was still 

looking for a mentor had to think about whom to approach: ‘I’m slowly working out 

who I want to go to with different questions’. This participant hoped not to become 

a burden so was cautious in her approach but recognised that she would find a 

mentor. Choosing their own mentor meant the new graduate could develop a 

trusting one-to-one relationship with a more experienced midwife.  

 

Some new graduate midwives described finding their mentors as students: ‘we 

followed them for two weeks and their caseload’ and ‘the one that mentored me in 

the last year of uni’. A couple of  participants described their recruitment into the 

new graduate position from their mentoring experiences as a student: ‘as students 

we teamed up with a mentor’ and ‘before I even graduated they asked me if I 

wanted to join the group’ and ‘I was with the one [mentor] who mentored me in the 

last year of university’.  The new graduates remembered spending time with the 

mentors as students: ‘I remember having some amazing mentors’ and ‘I was 

following them around’. Similarly, new graduates followed a more experienced 

midwife around: ‘I worked with one midwife in particular for quite a few weeks’ and 
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‘we teamed up with a mentor’. These midwives found their own mentor by working 

alongside more experienced midwives in the group.  

 

Other participants reported going to the maternity ward staff outside of the group 

for support and mentoring. The maternity ward staff are more experienced 

midwives who do not work in caseload or a continuity of midwifery group practice. 

The participants found their own mentors outside of the group practice: ‘everybody 

sort of mentored me on the ward’ and another said ‘I have got some beautiful 

mentors on the ward’. Another reported finding certain midwives on the ward for 

support: ‘there are some really good midwives, I specifically look for one’. Again, the 

concept of continuity of mentorship becomes evident through reports of finding a 

mentor.   

 

One participant was unsure if she had been allocated a mentor or not, saying ‘I work 

with two midwives, that may be intentional’. Another reported her mentoring 

relationship as ‘I think it [mentoring] is quite informal’ and another ‘she is my main 

mentor just because I spend more time with her’. It didn’t seem to matter to these 

graduates whether the mentor was allocated or not; what was important was finding 

a mentor and having someone to go to; for example, ‘for the most part there is at 

least one experienced midwife we can go to’ and ‘one of the senior staff on the 

team’. It was important to these new midwives to have more experienced midwives 

to go to and this is how they articulated their experience of mentoring.  

Valuing knowledge and wisdom  
 
The new graduate midwives valued the knowledge and wisdom of their mentors 

regardless of whether they were allocated or they found their own. As this 

participant recalls ‘she has got seven years of experience in midwifery’, and another 

noted, ‘the two I work with are very experienced midwives’.  Further reports of 

experience were ‘it’s really important to have more experienced midwives as a 

mentor’ and one participant’s mentors were ‘two very experienced midwives’. When 

participants called their mentor with a query, the mentor was able to answer from 



104 

their knowledge base as expressed by these new graduates: ‘she is a fountain of 

knowledge’ and a ‘wealth of knowledge’.  

The new graduates who had to find a mentor chose carefully: ‘I know there are 

people I can turn to and people I wouldn’t necessarily turn to’. When finding their 

own mentor one new graduate midwife looked for a particular midwife, even after 

hours: ‘she works night duty and is a fountain of knowledge’. The mentors’ 

knowledge has grown from the experience of working with women providing 

continuity of care through pregnancy, birth and the early parenting period. The new 

graduates value the knowledge and wisdom the mentor had gained during those 

years of midwifery practice and it was now shared in a supportive mentoring 

relationship. In particular, the new graduate midwives felt confident and safe to call 

their mentor at any time of day or night.  

Valuing being able to call a mentor 

Being able to call a mentor, day and night, for support or problem solving, whether it 

was on the phone, in person or by text message, was highly valued by participants. 

Being able to call a mentor varied from having just the one person to call to the 

whole group being available. As these two participants reported, ‘I know I can go to 

her at any time for questions or support’ and ‘we could call them any time day and 

night’. The participants reported the call as well received by the mentor: ‘I know she 

doesn’t mind me asking, wouldn’t mind me texting’ and ‘if anything came up I could 

call her for extra support’. It didn’t matter if it was mentoring from an individual or 

the group as a whole: ‘we could run it past them again’ and ‘I can ring up whoever is 

on’. Mentoring in the context of midwifery group practice seems to vary to suit the 

particular group and individuals at different times. It is important the new graduates 

felt they were able to call their mentor at any time of day or night as they were 

working all hours of day and night.  

Many of the participants reported calling in a midwife for support at a birth, 

particularly if they worked in a stand-alone birth centre. This form of mentoring is 

about supporting practice and assisted the new graduate to increase her confidence 
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around attending births. One reported calling in her mentor ‘if I wasn’t confident’ or 

‘if I thought I needed another set of hands at a birth’. If the new graduate felt 

overwhelmed it was obvious that any of the midwives from the group would support 

the new graduate: ‘they would come and help us’ and ‘we can call them in anytime 

for labour support’. Another stated ‘so we can ring up whoever is on’ and ‘I can 

literally call them in anytime for support’; however, one did qualify this statement 

with ‘I try and call them in daylight hours’, demonstrating the reciprocal supportive 

nature of the mentoring relationship.  

 

Through the development of the mentoring relationship it was easier for the 

participant to call for support as reported here: ‘I know her quite well and she 

wouldn’t mind me texting or asking’ and another stated ‘she was there for that sort 

of support’. The new graduate midwives felt comfortable with calling their mentor: 

‘she wouldn’t mind me texting or asking’ and ‘be that extra support if I needed her’. 

The mentoring relationship enabled the new graduate midwife to call either on the 

phone, in text message or in person for assistance in the consolidation of their skills 

and knowledge in their first months working in a midwifery continuity of care model.  

 

5.5 Discussion 
 
The new graduate midwives in this study valued being allocated a mentor as they 

transitioned from student to an independent practitioner in midwifery continuity of 

care models. Being allocated a mentor is similar to the concept of preceptorship as 

precepting is conducted over a specified timeframe based around clinical teaching 

and socialisation into the organisation (Davies & Mason 2009; Lennox, Skinner & 

Foureur 2008; Saultz 2003). Having a mentor within a midwifery continuity of care 

practice differs in our study as the mentor was almost always available to the new 

graduate and a relationship developed over time consistent with relational 

mentoring (Eby 2011), there was no specified time frame that the mentoring would 

end as there is in a preceptor model.  
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Finding their own mentor either as students and/or new graduates made a 

difference to their experiences. According to Lennox et al (2008), formal mentoring 

is when a new graduate chooses their own mentor and the mentors are offered 

specific training about being a mentor. Given the positive experiences in our 

Australian study, formal mentoring could be beneficial to all new graduate midwives, 

especially those transitioning into midwifery continuity of care. Obstacles to 

providing formal mentoring are costs, time barriers and, as in business and nursing, 

it may become so routine that the relationship aspect is lost (Lennox, Skinner & 

Foureur 2008; Beecroft 2006; Fajana & Gbajumo-Sheriff, 2011). Our study 

demonstrates the benefit of mentoring final year students will attract them to work 

in a group practice and mentoring in their first year of practice has an impact on staff 

retention as in other disciplines (Beecroft 2006; Fajana & Gbajumo-Sheriff 2011; 

Lennox 2012). 

 

In our study, the new graduate midwives valued the knowledge and experience of 

their mentors. The role of the mentor was to assist the less experienced member to 

develop job related skills and develop confidence as a new practitioner as shown in 

previous research (Eby 1997; Lennox, 2012). The participants in our study developed 

an interpersonal relationship with their mentor. Most participants who reported 

having the same mentor meant they had a professional relationship of trust (Saultz 

2003) and assisted them to increase their confidence as they consolidated their skills 

and practice. Confidence is an essential part of the transition to graduate midwife as 

Davis et al (2011) found that new graduate midwives have low levels of confidence 

upon registration in relation to the competency standards of a midwife (Nursing and 

Midwifery Board of Australia 2006). The participants in our study found their 

confidence increased with the support of a mentor and this was augmented when 

there was also continuity of mentoring. The mentoring relationship meant the new 

graduate midwife did not need to tell her mentor what skills or experiences she 

required as she knew where the mentee was up to and what they needed. This is 

similar to the midwifery continuity of care relationship, especially when relational 

continuity is able to develop (Homer et al. 2008). 
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The new graduate midwives valued being able to call the mentor with questions, 

seek advice and support, sometimes having them physically present at a birth. 

Similar to other work by Kensington (2006), our participants found support, advice, a 

second opinion and teaching from midwifery mentors. The mentors supported the 

new graduates to transition into midwifery continuity of care through providing a 

high level of relational support in person, by phone and by text messaging. The new 

graduate midwives in our study found mentors both inside the group practice and 

outside the group as did the participants in Kensington’s (2006) study.  In addition 

the new graduate midwives utilised the experience and knowledge of the ward 

maternity staff where no mentor was available.  

 

The findings from our study showed that having a mentor is valuable. Unlike other 

disciplines such as business and nursing (Beecroft et al. 2006; Fajana & Gbajumo-

Sheriff 2011) the experience of mentoring in our study was rather ad hoc, only four 

participants were allocated mentors and the remainder had to find their own. There 

was no mention of the mentors having any formal training. In New Zealand, the 

Midwifery First Year of Practice Program is funded by the Health Workforce New 

Zealand to provide a mentoring program to support newly qualified midwives into 

practice (New Zealand College of Midwives 2014). There is no system to provide 

mentoring programs to new graduate midwives in Australia and many seek out an 

informal mentor. Informal mentoring is dependent upon the ‘goodwill’ and 

‘kindness’ of the mentor (Lennox, Skinner & Foureur 2008). In Australia, when new 

graduate midwives are offered a mentor from within their midwifery group practice 

the mentor is usually nominated and not chosen. This style of mentoring is defined 

as institutional and often utilised in business settings (Lennox, Skinner & Foureur 

2008) to provide individual support in career transitions. The participants in this 

study had different ways of finding a mentor, and they reported having a mentor as 

valuable because they could call them any time of day or night. The essential 

element was the relationship of trust they developed with their mentor. The concept 

of mentoring is ideal for midwifery group practice and this may be the best place to 

support new graduate midwives in their transition to the full scope of practice as a 

midwife (Davis et al. 2012). 
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This is the first study in Australia to explore the mentoring experiences of newly 

graduated midwives as they transition into continuity of care. However, the study is 

limited as there were only 13 participants interviewed, as new graduate midwives 

working in midwifery continuity of care are scarce in Australia. It is estimated that 

this represents about half of the new graduates working in these models in Australia 

although the number is growing quickly. As the proportions of new graduates to 

experienced midwives working in continuity of care grows, further research to 

determine the appropriate balance to ensure adequate support can be provided and 

also the benefits of allocation versus finding their own mentor needs to be 

addressed. It should be noted that not all midwifery continuity of care models will be 

staffed or funded to be able to provide mentoring or a reduced caseload. Once 

clarity about the best model is achieved, recommendations to service providers who 

arrange transitional programs for new graduates can be made. Traditional 

transitional programs should also be examined to determine how best mentoring 

can facilitate growth and development of newly graduated midwives.  

 

5.6 Conclusions 
 
This study explored the experiences of newly graduated midwives working in 

midwifery continuity of care models, specifically the mentoring experiences. The 

mentoring support helped build their confidence in transitioning from student to 

practising midwife. With the expansion of midwifery continuity of care models in 

Australia, mentoring should be invested in as a valuable safety net for transition 

midwives. 
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Chapter Six: Employing new graduate midwives to work in 
midwifery group practice. 
 

6.0 Phase two findings  
 
This chapter presents the findings from phase two of the research project - what are 

the experiences of managers and other key stakeholders who employ and support 

new graduate midwives to work in midwifery group practice? Chapters Three and 

Four presented the findings on the first phase of the study. Those findings led to the 

second research question to be developed. The data from this phase were analysed 

within the diffusion of innovation theory to discover the facilitators and barriers to 

employing new graduate midwives to work in midwifery continuity of care models.  

6.1 Chapter preface 

  
Publication reference:  

 

Cummins, A.M., Denney-Wilson, E. & Homer, C.S.E. 2016, 'The challenge of employing and 

managing new graduate midwives in midwifery group practices in hospitals', Journal of 

Nursing Management, vol. 24, no. 5, pp. 614-23. 

 

This chapter presents an article in its original form, published in Journal of Nursing 

Management. This article is provided in its published form, with permission, as 

Appendix H.  

Abstract  
 
Background  
Maternity services in Australia are shifting towards providing more midwifery-led 

continuity of care models. With the increase in the number of models, there is a 

requirement by management to recruit midwifery staff to work in the models. 

Midwifery continuity of care models reduce obstetric interventions at no extra cost 

to the organisation. Publicly funded maternity services need to provide midwifery 

models of care in Australia. Managers have sought experienced midwives to work in 
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these models; as demand grows they have to employ new graduates to staff the 

models, proving challenging for some managers. 

 

Aim 
The aim of this study is to explore the views of midwifery managers, with regard to 

the facilitators and barriers to employing new graduate midwives in midwifery 

continuity of care models. 

 

Method 
A qualitative descriptive approach was used to explore the managers’ experience of 

employing new graduates in the models. Managers (n=15) were recruited by 

purposeful sampling.  

 
Results  
Drivers, enablers, facilitators and barriers to employing new graduates in the models 

were identified. Visionary leadership enabled the midwifery managers to employ 

new graduates in the models.  

 
Conclusion 
Managers provide support both in orientation and ongoing, through offering the 

new graduate midwives a reduced workload initially. Despite these interventions, 

managers are challenged by organisational culture. 

 
Implications for Nursing Management 
Visionary leadership can be seen as critical to breaking down the barriers to 

employing new graduates into midwifery continuity of care models. 
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6.2 Introduction  
 
Maternity services in Australia are gradually shifting towards midwifery-led 

continuity of care models and this requires significant changes to the organisation 

and management of staff.  Midwifery continuity of care, also called caseload or 

midwifery group practice (MGP), is defined as care provided to women throughout 

pregnancy, birth and the early postnatal period from a single midwife or a small 

group of midwives (Sandall et al. 2013). Midwifery continuity of care models reduce 

obstetric interventions such as epidural anaesthesia, episiotomy and caesarean 

section operations, with fewer babies being admitted to the neonatal intensive care, 

at no extra cost to the organisation (Tracy et al. 2013; McLachlan et al. 2012; Sandall 

et al. 2013). Consequently, the Australian Government has recommended that 

publicly funded maternity services provide midwifery models of care (Australian 

Government Department of Health and Ageing 2009; New South Wales Health 2010) 

although uptake has been slow.  

 

The managers and other key stakeholders in this study employed or supported 

midwives who provide care to the woman throughout her pregnancy at a time and 

place that suits the woman and is on call for the birth, with most postnatal care 

provided in the woman’s home. Because workload varies according to the needs of 

the women in their care, traditional models of management are not always suitable 

for managing midwives working in flexible ways in continuity of care models, and 

managers need to adapt to managing this different workforce. In Australia, a clinical 

redesign saw the introduction of 32 full-time equivalent midwives in one hospital 

working in a flexible way around the needs of the women, again being on-call and 

focused on women’s rather than institutional needs (Hartz et al. 2012). Again, this 

was a challenge for the structure of the health system and the way these midwives 

were managed. Midwives in midwifery continuity of care models are employed on 

an annualised salary, with a certain number of women to care for each year (Hartz et 

al. 2012).  
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Midwifery continuity of care has been found to be a highly satisfying way for 

midwives to work and is a popular way of working due to the professional 

relationships that midwives can develop with women and the flexible working 

arrangements the role enables (Collins et al. 2010; Hartz et al. 2012; Newton et al. 

2014). In the past, experienced midwives have been recruited to work in these 

models; however, as demand grows, new graduate midwives are employed to 

sustain the models of care (Hartz et al. 2012) and this can be challenging for some 

health services to implement. 

 

Midwifery continuity of care: a manager’s challenge? 
 
Similar to nursing, new graduate midwives have been traditionally employed in some 

form of ‘transitional’ support from student to registered practitioner for 

approximately one year. The new graduate year for nurses, known as transitional 

programs, have become commonplace in many countries (Rush et al. 2015). New 

graduate midwives, those in their first year post-graduation, have not historically 

worked in continuity of care models despite being prepared to work across the scope 

of midwifery practice from their degrees (Gray et al. 2012; Cummins et al. 2015). A 

modification of the transitional program has been adapted for midwives (called a 

‘rotation’ year) and sees new graduates working in a number of different settings 

and rotating every few months through areas such as labour and birth, antenatal 

ward, antenatal clinic and postnatal wards. Several studies (Panettiere & Cadman 

2002; Passant et al. 2003; Kensington 2006; Lennox et al. 2008; Davies 2009; Davis et 

al. 2011; Hughes and Fraser 2011; Barry 2011) have examined the experience of 

newly graduated midwives during the transition year; however, there is limited 

evidence about new graduate midwives who are initially placed within midwifery 

continuity of care models rather than in this rotational model.  

 

When new graduate midwives work in midwifery continuity of care models, they are 

orientated into a small group of midwives and provide care to a caseload of women. 

Their practice is flexible in nature; that is, they work their own hours to suit the 

women’s needs providing antenatal care at a time suitable to the woman and the 
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midwife, they are on-call for the birth and then provide postnatal care, often visiting 

the woman at home. New graduate midwives, working in this flexible way, are 

supported by more experienced midwives and mentors via text message, the phone, 

in person and through regular team meetings (Kensington, 2006; Lennox, 2012; 

Lennox 2008; Cummins et al 2015).  

 

Our previous work has found that new graduate midwives who work in continuity of 

care are well supported to develop relationships with the women and the small 

group of midwives they work alongside (Cummins et al. 2015). The new graduates 

consolidated their skills when working with the woman and were supported from 

within the small group of midwives. Working in a continuity of care model was found 

to be satisfying while sustaining the model of care for women (Cummins et al. 2015). 

Although the study was conducted with a small number (n=13) of new graduate 

midwives, it led to the question of why new graduates are not being employed in 

midwifery continuity of care models.  

 

Following on from our previous work, the following research question was raised as 

phase two of the study:  

 

What are the experiences of managers and other key stakeholders when they employ 

new graduate midwives in midwifery continuity of care models? 

 

Phase two of the research aimed to explore the views of midwifery managers, 

educators and other key stakeholders. The questions asked focused on the 

facilitators and barriers to employing new graduate midwives in midwifery continuity 

of care models. This paper reports on the second phase of the research project.  

 

6.3 Method  
 
A qualitative descriptive approach was used to describe and explore the managers’ 

experience and perspective of employing new graduate midwives in midwifery 

continuity of care models. The exploration was based on the interest in, and 
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understanding of, the ‘who, what and where’ of their experiences (Sandelowski, 

2000 p.338). There is little known on the facilitators and barriers to employing new 

graduate midwives in continuity of care models therefore a qualitative descriptive 

approach is a useful form of inquiry to describe how the managers feel (Sandelowski 

2000). 

Ethical approval was sought and granted by the University of Technology Sydney 

ethics committee (HREC Approval Number: 2012000328). 

6.3.1 Participants 

Fifteen managers, educators, clinical midwifery consultants and clinical support 

midwives were recruited by purposeful sampling. As our question was to enquire 

why new graduates were employed or not, we needed to recruit managers to the 

study; however, managers are not solely responsible for supporting staff in 

continuity of care models. The other staff responsible for the support of new 

graduate midwives working in midwifery continuity of care models are midwifery 

clinical educators and consultants; they were recruited as key stakeholders in 

supporting new graduates as they transition from student to an autonomous 

practicing midwife (Hartz et.al. 2012). The managers, educators and clinical 

midwifery consultants who supported the midwifery models of care were contacted 

via email for a phone interview. Maternity services that offer midwifery continuity of 

care to women were identified from phase one of the study and are mostly in 

metropolitan settings, and all are publicly funded (see Table 3). Privately practising 

midwives providing caseload midwifery were not included in the sample and were 

less likely to recruit new graduate midwives. 
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Table 3: Demographic details of the participants  

No State Manager of group practice  Employ/support 
new graduate 
midwives  

Rural/ 
Metropolitan  

1 A Manager of group practice Yes Metropolitan  
2  B  Manager of Health service  Yes  Metropolitan  
3 B  Manager of Maternity service  No  Metropolitan  
4 B Midwifery researcher  Yes Metropolitan 
5 B Clinical support midwife Yes Metropolitan 
6 B Clinical midwifery consultant No  Metropolitan  
7 C Manager of group practice Yes Metropolitan  
8 B Manager of group practice No  Metropolitan 
9 D Manager of Health service Yes Metropolitan 
10 E Manager of Health service Yes Rural   
11 B Midwifery educator Yes Metropolitan  

12 B Clinical Midwifery consultant  Yes Metropolitan  
13 B  Manager of group practice  Yes  

 
Metropolitan  

14 B Manager of group practice  Yes  Metropolitan  
15 B Educator of group practice   Yes Metropolitan 

 

6.3.2 Data collection  
 
Phone interviews were the most convenient to both the managers and the 

researcher as the participants were from all over Australia. Face-to-face interviews 

are usually conducted in qualitative research; however, participants’ views of 

telephone interviews have been positively reported in other qualitative studies (Holt 

2010; Ward, Gott & Hoare 2015). The telephone is commonly used and participants 

report the value of anonymity when undertaking telephone interviews as part of 

qualitative research; telephone interviews should be considered depending on the 

nature of the participant group and data analysis (Holt 2010; Ward, Gott & Hoare 

2015). Midwifery key stakeholders regularly use telephones for meetings and as the 

interviews are easily recorded with a hand-held device with the participants consent, 

telephone interviews were the first choice of method for data collection.  Semi-

structured interviews were conducted and the interviews were recorded with 

permission and transcribed verbatim. The researcher transcribed only one interview 

and due to time constraints had a professional transcriber for the remainder of the 

interviews the transcriber completed a confidentiality statement. The participants 
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were asked a series of questions about their decision to employ new graduate 

midwives to work in midwifery continuity of care, and the questions are included in 

figure 3. The researcher knew some of the participants and there was the potential 

for the blurring of boundaries (Burns et al 2012). The researcher positioning herself 

as a researcher rather than a colleague or acquaintance addressed the issue of 

reflexivity. The other two authors on the research team read de-identified data and 

therefore were outsiders (Burns et al 2012) to the data collection providing rigour.  

 

 

Figure 3 - Questions, phase two 

 
  

Have you employed and/or supported any new graduate midwives to work in 
midwifery continuity of care models? 
Can you tell me about your decision process as to why you did/or didn’t employ 
new graduate midwives to work in midwifery continuity of care models? 
Are there any system or personal barriers to employing new graduate midwives in 
midwifery continuity of care models?  
Can you tell me about your experience of working with new graduate midwives -
either in midwifery continuity of care models or in other models? 
Can you tell me about your views on the benefit of employing a new graduate 
midwife to work in a midwifery continuity of care model?  
What are the challenges and barriers to employing a new graduate midwife to work 
in a midwifery continuity of care model?  
What support systems would you like to see in place to encourage more managers 
to employ new graduates into continuity of care models? 
If you are not a manager, what do you think of employing new graduate midwives 
in midwifery continuity of care programs? 
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6.3.3 Analysis 

Thematic analysis was undertaken using several phases: the first phase involved the 

researcher becoming familiar with the data with initial coding of the data, then 

searching for themes, sub-themes, reviewing the themes and finally the themes 

were named and defined before writing the report of the findings, as described by 

Braun and Clarke (2006).  

By reading the transcripts, the first author (AC) familiarised herself with the data. 

The data was read and then re-read systematically, generating initial codes across 

the entire data set (Braun & Clarke 2006). The first stage coding was conducted 

manually, organising the data into meaningful groups in a table (Braun & Clarke 

2006). This was the beginning of an audit trail that allowed the other authors to 

understand how the themes emerged and conclusions were reached (Lavender et al 

2004) 

The next phase of analysis was to look for themes within the organised data (Braun 

& Clarke 2006). The initial themes that emerged from the data were: a) facilitating 

new graduate midwives in the continuity of care models in order to meet staffing 

needs; and b) providing support to the new graduates. These key themes have 

captured important elements from the data in relation to the research question 

(Braun & Clarke 2013). Sub themes included support, such as providing a longer 

orientation period and a reduced caseload for new graduate midwives. Key themes 

that emerged as barriers to employing new graduate midwives were based on the 

historical nature of traditional rotation programs and the organisational expectations 

of new graduate midwives. Under the key themes were sub-themes such as 

organisational culture and fear of something going wrong. This description of the 

data was further analysed to discover the who, what and where (Sandelowski 2000) 

of the managers’ and other key stakeholders’ experience. The analysis was driven by 

the data and not by a theoretical framework (Braun & Clarke 2006) in order to 

understand the experiences of the managers and other key stakeholders employing 

and supporting new graduate midwives working in midwifery continuity of care 
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models. By reflecting and comparing the emergent themes with the other two 

authors (CH & EDW), further analysis occurred. We drew a concept map that showed 

where themes overlapped and were able to write a narrative around each theme; 

this exercise enabled the final naming of the themes.  

 

The first author took responsibility for the phases of the analysis, looking for the 

points of interest in relation to the topic extracted from the themes and sub-themes 

to arrive at a final interpretation of the data (Braun & Clarke 2006). The constant 

checking and rechecking of emerging themes between the authors and the use of 

verbatim quotes from the participants were all steps to ensure rigour in the analysis 

(Lavender, Edwards & Alfirevic 2004) 

 

 

6.4 Findings 
 
Drivers, enablers, facilitators and barriers to employing new graduate midwives in 

midwifery continuity of care models were identified. Importantly, having visionary 

leadership enabled the midwifery managers to employ new graduate midwives in 

midwifery continuity of care models. Figure 4 describes the process that was taking 

place for the managers and in the health system around new graduates. 
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Figure 4 - Findings diagram for phase two
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Drivers – A need to staff the continuity of care models 

‘We are recruiting for the future’ 

Recruitment of midwives to staff the continuity of care models for the future was the 

main driver for employing new graduate midwives to work in midwifery continuity of 

care models, with an overarching theme that if they do not recruit new graduates 

they miss out in two ways: they won’t get the best graduates and they will not be 

able to staff their services. Two managers said ‘you have to think about your future’; 

‘you build succession planning’ (no. 2) and ‘so it is our ultimate plan that we have a 

first year of practice with each one of the group practices then every 12 months we’re 

growing another group practice’ (no. 10). 

Midwives are predominantly female, and managing a feminised workforce meant 

the managers had to think about recruiting for the future as midwives working with 

continuity of care models may take maternity leave. These managers illustrated this 

by saying, ‘we do have a dominance of women [midwives] having babies’ (no. 4) and 

‘we’ve needed them [new graduates] this year because we have had a lot of people 

[midwives] having pregnancies’ (no. 7). Recruiting for the future includes replacing 

retiring midwives in the continuity of care models as noted here:  ‘we had a lot of 

staff who were planning retirement and a few staff who were planning babies’ and 

then goes onto say ‘new graduates are a really important part of our recruitment 

strategy’ (no. 1).  

On the other hand, one key stakeholder who did not employ new graduates 

indicated that she had heard ‘we’re not coming to you because you don’t offer us a 

caseload as part of our graduate year’ (no. 9). This key stakeholder was worried that 

she would not be able to recruit the future midwifery workforce and recognised that 

change was needed. A clinical midwifery consultant supports this stance by saying 

‘the [new graduate] midwives end up being dissatisfied and they probably leave 

because they’re in that fragmented model of care’ (no. 5). Recruiting for the future 

was a clear driver for staffing the continuity of care models.  
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Having employed new graduates into the continuity of care models has built the 

workforce capacity; for example, ‘more than 50 per cent of our staff now working 

there started as new graduates’ and ‘75 per cent have stayed’ (no. 1). Employing new 

graduate midwives to the model is important; this manager said ‘find ways of getting 

new graduates in’ [into the model] and ‘working with new graduates is imperative if 

we are going to grow the profession’ (no. 2). Hence the need to staff and maintain 

the midwifery continuity of care models was based on employing new graduate 

midwives into the model.  

 

Another educator discussed removing barriers in order to staff and sustain the 

continuity of care models: ‘if we are going to sustain the model, we need to be more 

accepting to putting up less barriers about how much experience [new graduate 

experience]’ (no. 11). Another manager took advice from the midwives working 

within the caseload practice: ‘the girls [midwives] saw the sustainability of the model 

was to actually encourage the recruitment of new graduates’ (no. 13) and again here 

‘they (caseload midwives) look around and think who will fit into our service and be 

good with the women’ (no. 11). There was a reported fear of losing the models: ‘we 

are going to be left with no continuity model if we don’t do something’ (no. 1) - that 

is, employ new graduates. 

Enablers – Preparing students, recruiting new graduates and providing orientation 

‘We have been preparing students to work in the continuity of care models’   

An enabler for employing new graduate midwives was the process they had 

undertaken to prepare midwifery students to work in the models. One manager said, 

‘we are training students to work against the scope of practice; why would we not 

encourage them to work in a continuity model?’ (no. 2). Another discussed the point 

of competence at the time of registration, saying ‘they come out competent, they 

come out knowing, many of them have been exposed to continuity of care models’ 

(no. 4) and again, ‘new grads come straight from their training, they want to see a 

woman through a journey, they’ve already done that with their follow-throughs, I 

think a lot of them want to continue working in that way’ (no. 12). On the other 

hand, one manager discussed the new graduates varying degrees of ability as noted 
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here: ‘some universities do prepare students more effectively than others, the 

product I get at the end as an employer is actually quite different even though 

they’ve had to reach a certain standard’ (no. 9). It is the continuity of care 

experiences in the midwifery student education that this educator saw as most 

important: ‘the continuity is what has prepared the students to work in the continuity 

models’ (no. 15). 

 

Managers discussed aligning certain students to work in continuity models: ‘we ask 

them what their future plans are and what they want to do with their career and we 

will sort of like pick some people to go to various areas, we will change their rotation 

program’ as students (no. 11). Again, these managers discuss preparing the students 

to work in continuity: ‘they have had 6-8 weeks in their training with a continuity of 

care group, then obviously you’re hoping that could be part of the succession 

planning’ (no 6) and ‘we have really good relationships with the midwifery students 

so we tend to know a lot of them by the time they actually come and do the 

transition year’ (no. 7). 

 

The managers discussed having well-prepared midwifery students to transition 

straight into the model: ‘here we have always had problems getting staff so about 

10-12 years ago we purposely set about growing our own workforce; there’s a 

number of students with the plan that we may retain at least 50-60 per cent of those 

students’ (no. 10) and ‘we needed staff so I kind of sought her out because I knew her 

– she’d spent a bit of time in the birth centre as student’ (no. 8).  

 

There were repeated reports that the new graduates’ need support: ‘you don’t just 

throw them in, you put support systems there to support them in order to make it 

successful’ (no. 11). 

‘We provide a good orientation’  

The managers who do employ new graduates indicated that the orientation period 

was key to transitioning the new graduate into the continuity of care model: ‘they 

are really well supported in that first four to six weeks and the workload is gradually 
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increased, they start with a reduced caseload’ (no. 1). A reduced caseload means the 

new graduate does not provide care for the same number of women as other 

midwives who are more experienced. A longer orientation period is described by this 

manager: ‘give them high level support for the first two or three months, they find 

their feet and they fly’ (no. 2). Having to reduce the caseload was not always seen as 

helpful: ‘the downside of a reduced caseload is the impact on the workload for the 

other midwives in the group’ (no. 6). It is important that the small group of midwives 

are cohesive as the other midwives in the group support the new graduate to 

transition from student to autonomous practitioner.  

Facilitator – The new graduates need support 

‘Getting support from within the group’ 

The managers reported different models of support, although new graduate 

midwives were often supported through a buddy or mentoring system within the 

small group of midwives they worked alongside. For example, ‘they have a direct 

buddy they are in a group of four’ (no. 14). Again reported here, ‘there are four of 

them, they have a buddy and then they’ve all got [mobile] phones, so they can talk to 

each other’ (no. 8) and ‘they get a week’s orientation, then they work in partnership 

with the mentor for a while, so for the first few months they work the same clinic (off 

campus, various points around council but not in people’s homes) as their mentors’ 

(no. 10). Mentoring was, at times, arranged; however, other managers let the new 

graduate find their own support: ‘I haven’t assigned them to a mentor; it has been a 

natural sort of attraction’ (no. 13) and ‘they do buddy up, find a particular person 

they get on well with and maybe that’s not their work partner’ (no. 12). Other 

support was discussed from within the group of midwives ‘they don’t have a buddy, 

they work with a team’ (no. 15) and ‘midwives in the team support them’ (no. 2). 

Letting the new graduates find their own support aimed to reduce personality 

differences, reported by one midwifery consultant as a problem, saying ‘we should 

not be relying on the group to mentor a new grad in’ (no. 6). This led to discussion of 

other support mechanisms including a support plan for the new graduates to 

consolidate their skill base. 
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Having support to consolidate the new graduate’s skill base  

Many of the managers reported putting a plan in place to assist the new graduates 

to consolidate their skill base; for example, ‘we have a plan and I sit down with them; 

I would like you to achieve this in one month’ (no. 14) and ‘setting up almost like a 

plan of you know what do I need to achieve, what are my goals, how I am going to 

get there’ (no. 13). Some reported formalised processes, with another saying, ‘we 

did a skills inventory before and after three months and then at six months’ (no. 5).  

 

There were different perspectives as to the readiness of new graduates for an 

independent role.  One manager was completely confident the new graduates were 

ready for providing continuity of midwifery care for women through pregnancy, birth 

and the postnatal period: ‘they are registered to practice midwifery to the full scope 

of practice’ and ‘they have the skills and attributes to in fact do that’ (no. 2). Another 

said, ‘you have got to have confidence that they’ve got a certain level of skill’ (no. 6).  

This educator expressed another example of confidence in the new graduates: ‘new 

grads come in knowing what they don’t know, they know how to ask for help’  (no. 

11). Conversely, another manager was more skeptical ‘when you’re newly graduated, 

you actually don’t even know what you don’t know’ (no. 8).  

Finding support through team meetings  

Almost all the managers discussed team meetings as a form of support for new 

graduate midwives, illustrated by, ‘we have a meeting every Wednesday, we say you 

need to be part of that so they come to the meeting’ (no. 7) and the ‘teams meet 

each week with any concerns or questions’ (no. 1). Another said, ‘[we have] weekly 

meetings where they would all bring food and have case reviews and talk about what 

they did, what helped and what didn’t help’ (no. 5). The managers discussed their 

role in supporting the new graduate through regular meetings, explaining,  ‘they 

officially/unofficially meet up with me on a weekly basis and then on a monthly basis’ 

(no. 14) and ‘they do feel supported; we meet with them quite regularly in their first, 

you know, couple of months to see how they’re tracking and how it’s working for 

them’ (no. 1).  



127 
 

Being supported by the senior management   

The managers looked for support to employ new graduate midwives from the 

higher-level management. Two managers discussed the support they received from 

senior management, saying ‘the overarching manager was very flexible’ (no. 5) and 

‘the directors of midwifery we had were very committed to supporting midwives to 

work in this model’ (no. 1). Another said, ‘even our senior nurse manager, our senior 

operations manager, they know that if they [new graduates working in continuity 

models] have issues that can’t be resolved by any of us, they can go to them’ (no. 12). 

When the senior management was supportive of new graduates working in 

midwifery continuity of care models, they were viewed as visionary; for example, ‘it 

is visionary leadership who understand maternity services’ and ‘it was the leadership 

we had supporting university teaching, being a practitioner in your own right’ (no. 5).  

 

Some managers discussed needing to convince their senior management that new 

graduates working in continuity of care models was safe; for example, ‘I suppose we 

have to get midwifery leadership group to recognise that the students who become 

registered are registered’ (no. 2). The manager was referring to the new graduates 

meeting the competency standards of the midwife and being a safe practitioner. 

There was some discussion from managers when new graduates worked in a 

standard transitional program they lost their ability to provide care across the scope 

of practice: as described here ‘the new leader has talked about new grads going into 

caseload because she doesn’t want them tainted’ (no. 5).  This manager discussed 

convincing senior management of the maternity service, saying ‘you need to sell your 

successes’ (no 2). 

 

In some places, that senior management was not supportive as stated here: ‘I 

wonder if management just thinks it’s all too hard’ (no. 11). There was an optimistic 

outlook from this manager: ‘we have got some better team leaders in our newer staff 

than in our older staff by years of experience’ and ‘the way of changing forwards, 

through midwifery leadership [visionary leadership], is with our new graduates’ (no. 

14).  
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Barriers – Managing the myths  

‘We need to manage the fear around employing new graduates into continuity of 

care models’  

There were concerns about an increase in adverse events if new graduates were 

working in midwifery continuity of care models, with one manager saying ‘managers 

and executives fear that something bad is going to happen to a woman or a baby’ 

(no. 1) and another ‘it is mostly managers who are the most nervous’ (no. 4). There 

was a thread of fear coming from senior management; for example, ‘they are 

nervous, they are frightened they don’t have enough skilled leaders who are 

confident in supporting midwives to be self-determining in the workforce’ (no. 4). 

Maternity services and obstetrics is a highly litigious environment as reported by this 

manager: ‘the heads of department are all looking at medico legal issues’ (no. 15). It 

was difficult for this group of managers to advocate for new graduates when the 

management were medico-legally defensive about previous adverse events; for 

example, ‘the midwifery managers as a group decide who works where and what 

skills people have and I guess for them they are looking at what IIMS [incident 

reporting system for adverse outcomes] are going to be in and what they felt are 

going to be the complaints’ (no. 15).  

 

Fear also came from the new graduates’ colleagues, the core staff, with one saying 

‘the older midwives would say they felt nervous for them’ (no. 5). Some reported the 

new graduates being fearful, illustrated by this quote: ‘one new graduate only lasted 

six weeks, I think it was her personal fear of working autonomously’ (no. 15) and ‘you 

really have to want to do it and not be frightened of it’ (no. 7). On the other hand, 

one manager stated, ‘because they have an expectation of learning, they don’t have 

a fear of it’ (no. 14).   

Changing organisational culture  

‘Culture is a challenge, not a barrier’  

Managers discussed the need for new graduates to gain experience before working 

in continuity of care models based on history, with one saying, ‘I think we still have a 

culture where if you don’t do your penance in the birth suite, then you’re not 
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experienced enough to care for women independently’ (no. 10), also iIllustrated by 

this quote: ‘sort of a backlash from senior people [midwives], we still have a lot of 

people [core midwifery staff] who think you have to be in a place for a long time 

before you should be a caseload midwife’ (no. 11) and ‘it’s the nature of working in a 

hospital, you know, it’s based on history’ and ‘this is how we have always done 

things’ (no. 2). Finally, this manager challenged the historical nature of 

organisational culture,; saying ‘once you start having these rules around who can 

come to you, you do look a bit exclusive it’s a bit crazy because it’s a midwifery 

model’ (no. 7). 

 

There were reports of attempting to change the culture: ‘to change the culture, the 

perception of staff on what a midwife is and what a midwife can do’ (no. 10). One 

manager reported attempting to change the organisational culture, trying to ‘use the 

workforce in a different way’ and ‘use your staff in a slightly better or different way’ 

(no. 2). However, many of the managers were complacent about the culture, saying 

‘it is the whole service and the culture around it is very medicalised’ (no. 4). Put 

simply by this manager, ‘significant culture issues are in our maternity unit anyway’ 

meaning the culture is medicalised and not very midwifery-focused and it is ‘the 

general culture of the organisation’ (no. 1).   

 

6.5 Discussion  
 
This study provides important insights into the role of managers in new models of 

midwifery care, and provides key learnings for all managers in a changing health care 

environment.  This study found that staffing the midwifery models was the main 

driver for employing newly graduated midwives into the continuity of care models. 

Managing a feminised workforce that has high levels of maternity leave with limited 

capacity for part-time work (Forster et al. 2011; Hartz et al. 2012) has meant that 

managers need new graduate midwives to staff their continuity of care models. 

Building workforce capacity was seen as enabling the employment of new graduate 

midwives into the midwifery continuity of care models. Some units in Australia have 

undertaken workforce capacity building through clinical redesign. For example, one 
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large tertiary referral hospital in metropolitan Sydney undertook a well-planned 

clinical redesign when introducing large numbers of midwives to work in continuity 

of care models such as midwifery group practice (MGP), and one of the strategies for 

sustaining the models included the recruitment of new graduate midwives to work in 

the MGP (Hartz et al. 2012).  

 

Exposing students to midwifery continuity of care was found to be important in our 

study, to enable the employment of new graduate midwives into continuity of care 

models upon graduation. This important finding from the managers and other key 

stakeholders: supports our previous findings and that of others, new graduate 

midwives felt prepared to work in midwifery continuity by completing their degree 

(Gray et al. 2012; Cummins et al. 2015). Without this early experience, retention of 

midwives may be at risk due to dissatisfaction with working in a standard rotation 

model when new graduate midwives have had experience in midwifery continuity of 

care models.  

 

The initial support from the managers and senior management was found to be an 

enabler to employing new graduate midwives in midwifery continuity of care 

models. The initial support included a prolonged orientation period with a reduced 

caseload. Similarly, a Canadian study found one of the most positive experiences for 

new graduate nurses was a long (> 4 weeks) orientation period (Rush, et al. 2015). 

The other initial support finding, in our study, was a reduced workload with new 

graduate midwives having a lesser caseload initially. High workload, described as 

nurse-patient ratio, has been discussed as detrimental to the new graduate nurses’ 

experience of their first year of practice (Feng and Tsai 2012). Other studies of new 

graduate nurses have found that job satisfaction, professional competence and 

turnover rates are related to adequate staffing (Numminen et al. 2015; Pineau et al. 

2015). Therefore, the findings in our study of offering new graduate midwives a long 

orientation period and initially a reduced caseload/workload may enable the 

employment and retention of new graduate midwives.  
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In our study, support from the hospital senior management was integral in 

employing new graduate midwives into midwifery continuity of care models. It has 

been reported that the sustainability of midwifery continuity of care models depends 

on senior management to meet regularly and complete continuous assessment of 

the model (Hartz et al. 2012) and further that caseload midwifery would only be 

normalised as part of the maternity services with support from management (Forster 

et al. 2011). Hence visionary leadership is a critical driver and enabler to employing 

new graduate midwives to work in midwifery continuity of care models. 

We found there were only a few barriers to employing new graduate midwives into 

midwifery continuity of care models. The barriers focused on safety and fears that 

something was going to happen to women and babies. The managers were able to 

manage the fears expressed from higher management despite a thread of 

nervousness from the core midwifery staff. It has been found that stand-alone 

midwifery-led units in England are more successful when there is collegiality 

between all the midwifery and medical team and supportive management (Rayment 

et al. 2015). Despite the fears, the managers were focused on ensuring the new 

graduate midwives built their skills within the continuity of care models and over 

time they were confident to provide care to women across the full scope of 

midwifery practice.  

Limitations 

This study is limited to the views of Australian midwifery continuity of care managers 

and stakeholders. 

6.6 Conclusions and implications for management 

We found a key driver for the employment of new graduate midwives to work in 

midwifery continuity of care models was the need to staff the models of care. The 

recruitment and retention of new graduate nurses has been examined in the 

literature as dependent upon work environment, collegial relationships and job 

satisfaction (Feng & Tsai 2012; Laschinger 2012). We have found in this study that 
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managers providing a longer orientation period are attracting new graduates to work 

in the continuity of care models. Collegiality is evident through the team meetings 

that the managers and other key stakeholders often attend and acts as a facilitator 

to retaining new graduate midwives working in the continuity of care model. 

Ongoing support is also important and new graduate midwives in New Zealand are 

mentored into midwifery continuity of care models (Lennox & Foureur 2012). 

Consequently, managers who provide a supportive orientation period with an initial 

reduced workload and ongoing support will attract and retain midwives to work in 

the midwifery continuity of care models. Despite these interventions and confidence 

that new graduates are competent to work across the scope of practice, the 

managers are challenged by organisational culture. Visionary leadership and 

managing myths that mothers and babies may be at risk can be seen as critical to 

breaking down the barriers to employing new graduates into midwifery continuity of 

care models.   

 

Further research is needed to discover why there are larger organisational 

challenges to employing new graduate midwives to work in midwifery continuity of 

care models.  
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Chapter Seven: Enabling continuity of care for new graduate 
midwives  

7.1 Introduction  

This chapter summarises the purpose of this research, presents a synthesis of the 

findings and discusses their implications in relation to being an innovation that will 

enable access to continuity of care models for new graduate midwives. The findings 

of this study have enabled the development of a description of the essential 

components for midwifery students, new graduate midwives, midwives working in 

continuity of care models, managers and other key stakeholders who employ and 

support the new graduates to implement and sustain the innovation. Both new 

graduates and managers/key stakeholders have a responsibility to ensure the 

success of implementing an innovative way to staff midwifery continuity of care 

models through the utiliSation of new graduate midwives. It is hoped this model will 

assist the expansion of midwifery models of care for women to access.  

7.2 The research  

7.2.1 Purpose  

This research sought to answer two specific questions in relation to the experiences 

of new graduate midwives working in midwifery continuity of care models. These 

were: 

1. What are the experiences of new graduate midwives working in midwifery

continuity of care models?

2. What are the experiences of managers and other key stakeholders when they

employ and/or support new graduate midwives in midwifery continuity of

care models?

7.2.2 Method 

The data in relation to the phase one research question were analysed within the 

concept of interpersonal continuity of care (Saultz 2003) to arrive at two key themes 

with associated subthemes as described in Chapter Four and summarised below. The 

study was set in Australia and the participants for both phases were recruited using 

purposive sampling, as described in Chapter Three. In phase one, snowball sampling 
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was employed as a second method of recruitment due to the low numbers of 

participants. Data were collected via semi-structured interviews either in person, 

over the telephone or by Skype. Interpersonal continuity of care (Saultz 2003) was 

used to provide further analysis of the data. The two main themes included a 

relationship with the woman and a relationship with the small group of midwives, 

with further subthemes. The new graduate experiences led them to feel like a ‘real 

midwife’. 

 

Further analysis of phase one led to findings in relation to the mentoring experiences 

and these are extensively reported in Chapter Five. Despite these findings, the 

number of new graduate midwives working in midwifery continuity of care models is 

scarce. It was important to find out why midwives are not transitioning straight into 

continuity of care models at the time of graduation and this raised the second 

research question, addressed in phase two.  

 

In phase two purposive sampling was used to recruit midwifery managers, clinical 

midwifery consultants, clinical educators and other key stakeholders who employ or 

support midwives in midwifery continuity of care models. All except three of the 

respondents supported new graduate midwives to work in midwifery continuity of 

care models. Data were collected via semi-structured phone interviews as this was 

the most suitable option for this group of participants. During analysis of phase Two, 

it became clear that new graduate midwives transitioning straight into a continuity 

of care model was an innovation. Therefore, the diffusion of innovation theory 

(Greenhalgh et al. 2004) was applied to further analyse the findings and these are 

reported in Chapter Six. Drivers, enablers, facilitators and barriers were the themes 

that emerged from the data. 

7.2.3 The findings  

Phase one of the research arrived at the following findings divided into main themes 

and sub themes: 

 

1. Relationship with the woman 
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I. Finding satisfaction through continuity of care  

II. Consolidating skills and finding confidence through continuity of 

care  

III. Having trusting relationships through continuity of care  

IV. Defining professional boundaries through continuity of care.  

2. Relationship with the group  

V. Feeling supported from within the group  

VI. Sustaining the continuity of care model  

VII. Prepared to work in continuity of care. 

The experiences led the new graduate midwives to feel like they were practising as a 

real midwife as defined by the International Confederation of Midwives 

(International Confederation of Midwives 2011). Further analysis of the data 

indicated the new graduate midwives had experienced mentoring, either having an 

allocated mentor or finding their own mentor. The mentoring relationship provided 

ongoing support to the new graduate midwives as they transitioned from student to 

practising to their full scope of midwifery practice in their first or second year after 

graduation. As the new graduates developed trusting relationships with women, 

consolidated skills and built confidence, they also found support and collegiality from 

within the small group of midwives they worked alongside.  

 

Phase two of the research arrived at the following findings, divided into main themes 

and sub themes: 

1. Drivers  

I. Need to staff the model. 

2. Enablers  

I. Preparing students  

II. Recruiting new graduates  

III. Providing orientation.  

3. Facilitators  
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I. Providing support from within the group 

II. Having support to consolidate the new graduate’s skill base

III. Finding support through team meetings

IV. Being supported by the senior management.

4. Barriers

I. Managing the myths 

II. Changing organisational culture.

The findings from both questions were compared and contrasted together with the 

relevant literature and again with the appropriate theoretical framework and that 

led to a synthesis that instigated the development of a model. Figure 5 demonstrates 

the synthesis:  
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Figure 5 -The process of developing the conceptual model 
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7.2.4 Conceptual model for enabling new graduate midwives to work in midwifery 

continuity of care practice 

The synthesis of the data within the theoretical frameworks (Figure 5 above) led to 

the development of a conceptual model (Figure 6). The centre of the conceptual 

model contains the essential elements. The essential elements have a reciprocal 

relationship with the responsibilities of both the new graduate midwives and the 

managers. Their responsibilities are outlined on either side of the essential elements. 

Visionary leadership forms the base of the conceptual model. Enabling new graduate 

midwives to work in midwifery continuity of care models has implications for new 

graduate midwives of the future, the organisations that provide midwifery continuity 

of care and for the women who access midwifery continuity of care.  
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Figure 6 - Conceptual model for enabling new graduate midwives to 
work in midwifery continuity of care practice 
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The essential components of this model will now be explained, drawing on evidence 

from my research findings and the evidence from other authors in the relevant 

literature.  

7.3 Essential components  

The essential components of the model will be discussed individually. Both new 

graduate midwives and managers/key stakeholders need to apply their individual 

responsibilities to ensure success of the model. 

7.3.1 Midwifery continuity of care: building relationships of trust  

Having a trusting relationship between the midwife and the mother is the essential 

component of midwifery continuity of care that occurs in midwifery continuity of 

care practices. With the increasing medicalisation of childbirth, women are forced to 

see many different care providers throughout their pregnancy, birth and the early 

parenting period (Page 2003). This is known as fragmented care, and has led to the 

erosion of the relationship that is the essence of the midwife-mother relationship 

(Page 2003). The new graduate midwives in my study built trusting relationships with 

the women they provided with continuity of care. Other studies have found both 

midwives and women build trusting relationships through continuity of midwifery 

care models (Edmondson & Walker 2014; Williams et al. 2010).  

The relationship of trust that is found in midwifery continuity of care between the 

woman and the midwife provides high levels of satisfaction for both the woman and 

the midwife. Satisfaction was found to be a two-way interaction between the 

women and the midwives, described here by one of the new graduate midwives in 

my study: ‘I loved the satisfaction that women got from having that trust in the one 

carer’. Women desire to experience a relationship with one person or even a team, 

as previously shown in another study in New South Wales, Australia (Jenkins et al. 

2014). The size of the team of midwives does matter to women; the smaller the size 

of midwifery teams the better, and they provide higher satisfaction for women 

(Farquhar, Camilleri-Ferrante & Todd 2000; Homer 2006). Midwifery continuity of 

care, both in Australia and in the United Kingdom, has been reported as providing a 

relationship of trust, with women stating they have a higher sense of comfort and 
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safety and experience higher levels of satisfaction (Fereday et al. 2009; Page 2003). 

Women’s experiences of labour and birth were reported more positively when they 

had caseload midwifery as compared to standard maternity care that did not include 

a known midwife (McLachlan et al. 2013). Although birth outcomes were not 

measured in my study, the new graduates felt women had more positive birth 

outcomes as noted by one new graduate, ‘the outcomes are better’ compared with 

women they cared for, when working in the transition to professional practice 

programme. New graduate midwives believed that the women were more satisfied 

with their care when they knew their midwife. While women’s satisfaction was not 

measured directly, it is likely that there are higher levels of job satisfaction and 

satisfaction for the woman when they have a relationship of trust with a known 

midwife as shown in other studies (Fereday et al. 2009; Lewis et al. 2016; McLachlan 

et al. 2016; Page 2003; Williams et al. 2010). 

When compared with working in a transition support program, the new graduates 

discussed higher levels of satisfaction when they knew the woman as noted here: 

‘also the satisfaction I got and the midwives would get from seeing them from the 

beginning to end’. Satisfaction has been shown to be higher in other studies. 

Midwives working on shifts were compared with midwives working in a caseload 

model and satisfaction was higher for the caseload midwives (Newton et al. 2014). 

My study found the new graduate midwives felt they were most satisfied when 

working in midwifery continuity of care models rather than in transitional support 

programs.  

Another study showed that the relationship with the woman through continuity of 

care provided by a small group of community midwives in England proved to be the 

most satisfying aspect of their work (Common 2015). In Australia, midwives gained 

satisfaction through the relationship with the woman when providing continuity of 

care (Collins et al. 2010). Satisfaction is experienced through the relationship with 

the woman and is clearly an important component in employing and retaining 

midwives in continuity of care models. My study demonstrates that the 

development of a relationship with the woman provides new graduate midwives 
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with high levels of satisfaction. Other studies have found job satisfaction is an 

important consideration to attract and retain midwives to work in continuity of care 

models (Hughes & Fraser 2011; Stevens & McCourt 2002; Van der Putten 2008).  

 

The highest ranking reason midwives stay in the profession has been reported as the 

relationships with the women (Sullivan, Lock & Homer 2011; Van der Putten 2008). 

In the Australian study in this area, the authors recommended health services 

consider the way care is organised, particularly in times of acute staff shortages, 

considering relationships with women was ranked so highly in providing job 

satisfaction (Sullivan, Lock & Homer 2011).  

 

Sustaining midwifery practice has been researched in New Zealand where lead 

maternity carers provide one-to-one midwifery care in a continuity of care model 

(McAra-Couper et al. 2014). As explained earlier, the aim of this research was to 

discover what sustains the midwives to work in one-to-one care rather than focusing 

on what instigates feelings of burnout. The authors found that the reciprocal 

relationship between the woman and the midwife was the primary reason that 

sustained midwives to work in midwifery continuity of care (McAra-Couper et al. 

2014). The midwives in this study described the reciprocal partnership as reinforcing 

their passion for midwifery (McAra-Couper et al. 2014). Similarly, the new graduate 

midwives in my study described similar feelings of joy when they knew the woman, 

as described here: ‘having a relationship with the woman is a position of privilege’ 

and ‘I really love the relationship’. 

 

Midwives also need to consider a balance between life and work commitments that 

require the development of professional boundaries. Professional boundaries are 

required when working in a model based on interpersonal relationships, as there 

was some evidence in my study that the new graduate midwives struggle with the 

relationship concept, as noted by these new graduates: ‘they [the women] become 

part of your life, it becomes like a friendship’ and ‘it’s gone beyond a professional 

relationship to a friendship’. 
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An early English evaluation of one-to-one midwifery in the United Kingdom reported 

very similar comments from the women who had their own midwife in a caseload 

practice: ‘well, you just feel that they're your best friend’ and ‘I came to look upon 

my midwife as a friend rather than a professional’ (Walsh 1999). These women 

experienced problems ending the relationship. At the end the relationship was just 

like a friendship, and they missed their midwives: ‘suddenly your best friends aren't 

going to talk to you anymore’ and sadly this woman felt the ‘experience was so good 

up until the end of the10days when I really felt abandoned’ it was termed by one 

woman as ‘midwife grief’ (Walsh 1999). The new graduate midwives in my study had 

to manage these professional boundaries: building trusting relationships are 

important, however, defining boundaries is a requirement for all midwives, not just 

new graduate midwives in order to avoid emotional exhaustion known as burnout.  

 

The concept of burnout is complex and although some studies have looked at the 

prevalence of burnout in caseload midwives compared with midwives working shifts 

(Jordan et al. 2013), there are many factors that may contribute. As explained in 

Chapter Two, caseload midwifery has been shown to provide higher satisfaction with 

less rates of professional burnout when compared with standard midwifery care 

(Newton et al. 2014).  

 

Maintaining a balance between work and life commitments contributes to avoiding 

professional burnout (Fereday & Oster 2010). Working in a caseload or midwifery 

group practice model in Australia provides flexibility through the industrial 

agreement, working within a small team and individuals managing their own hours 

(Fereday & Oster 2010) and hopefully leads to avoiding burnout. Anecdotally, some 

of the new graduate midwives in my study were mothers or had other life 

commitments; however, none of them described feelings of burnout. They were all 

highly satisfied and described the relationship with the woman as the best part of 

working in midwifery continuity of care models, leading to sustaining them to work 

in the model and providing job satisfaction. There was also evidence that the new 

graduate midwives consolidate skills and build confidence better when they know 

the woman. 
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The new graduate midwives in my study felt they did work to the full scope of 

practice as a midwife as one graduate said: ‘I liked the full range of my skills being 

used’ and working in continuity ‘consolidated everything you learn at uni’. There was 

also discussion about increasing confidence through the relationship aspect with the 

woman: ‘there is a lot of growth and learning’. As discussed earlier, in another study, 

the confidence of newly graduated midwives in Australia was measured against the 

competency standards from the International Confederation of Midwives (ICM) and 

found to be low on graduation (Davis et al. 2011). There was some increase in 

confidence at the end of a twelve-month period but not across all skill sets needed 

for the full scope of practice of a midwife as per the ICM definition (Davis et al. 

2011). It was recommended that new graduate midwives may benefit from having a 

rotation in a midwifery continuity of care model (Davis et al. 2011). Having the 

opportunity to consolidate skills within a continuity of care model is vital to the new 

graduates developing their confidence and feeling like a real midwife, who is 

practising across the full scope to the international definition of a midwife.  

 

The leading essential component for the employment of new graduate midwives 

into midwifery continuity of care models is to provide the opportunity for a high 

level of midwifery continuity of care, where the midwife can develop a relationship 

with the woman.  This is best achieved when the continuity model is based on small 

group practices, likely to be around three to four midwives, rather than large teams. 

High levels of continuity of care enable a trusting relationship that leads to increased 

levels of satisfaction for both the woman and the midwife. However, it should be 

noted that new graduate midwives need support as they transition from student to 

midwife. My findings provide evidence that new graduate midwives are well 

supported when they work in a small group of midwives. 

7.3.2 Support from the small group including mentors  

There was evidence from my study that new graduate midwives were provided with 

support from the small group of midwives they worked alongside. The new graduate 

midwives felt supported day and night, particularly when on call. As reported earlier, 
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they said: ‘I have been extremely supported by the midwives around me’ and ‘I feel 

incredibly well supported by all the midwives’. 

 

The use of text message and telephone calls was also evident as a form of support as 

noted here by one midwife: ‘the day starts with a text message’ and ‘I would call or 

text them anytime’. Support is an essential component to ensuring a successful 

transition from student to new graduate midwife and the managers enabled this to 

occur by providing a longer orientation period with a reduced caseload. As discussed 

in Chapter Six, managers made statements like: ‘they are really well supported in 

that first four to six weeks and the workload is gradually increased, they start with a 

reduced caseload’. 

 

A facilitator to enabling new graduate midwives to work in midwifery continuity of 

care was the managers providing a buddy, also known as a mentor: ‘I decide who 

buddies with who’. The new graduate midwives discussed having one person to go 

to as being really useful: ‘it really helped having that one person to go to’.  

Alternatively, some managers’ thought it was important to let the new graduate 

midwives find their own buddy: ‘they do buddy up, find a particular person they get 

on well with and maybe that’s not their work partner’. These are examples of 

buddying/mentoring that occurs to support the new graduate midwives as they 

transition from student to midwife practising across the full spectrum of midwifery 

practice. 

 

Mentoring has been found to be valuable to new graduate midwives in building their 

confidence, skills and knowledge. As described in Chapter Two, the challenges of 

mentoring include training for the mentor and providing extra time to facilitate a 

mentoring relationship with the new graduate (Lennox, Skinner & Foureur 2008; 

McKenna 2003). The new graduate midwives, in my study, valued having a 

mentoring relationship: ‘I was allocated a mentor for a month and we still have a bit 

of a mentoring relationship going on’ and ‘I do get on particularly well with one of 

the senior group members so I have gone to her with questions or problems’. 

Despite the challenges, some managers seem to have adopted the innovation of 
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employing new graduate midwives in continuity of care models with some 

formalised mentoring while others have allowed the new graduates to find their own 

mentors. Concerns during the early adoption phase of this new innovation would be 

whether the midwives who are acting as mentors have sufficient training and 

support on the mentoring role so they can adapt it to their daily work (Greenhalgh et 

al. 2004). The mentoring model that was described in my study was based on the 

midwives’ goodwill and kindness. This type of mentoring is of a voluntary nature and 

they offer their time and share their knowledge and experience without training or 

acknowledgment (Lennox, Skinner & Foureur 2008; McKenna 2003).  

 

As discussed earlier in Chapter Two, formal mentoring has been implemented in 

midwifery practice in New Zealand. In this model the new graduate midwives choose 

their own mentor; the mentor has to volunteer to be part of the nationwide project, 

known as the Midwifery First Year of Practice Program (New Zealand College of 

Midwives 2015). New graduate midwives experience a structured yet individualised 

programme of support which includes formal mentoring, funding for ongoing 

engagement in education and professional activities and at the completion of the 

first year provides a reflective, quality assurance process (Dixon et al. 2015). During 

times of staff shortages there may be a challenge in providing one-to-one mentoring, 

and innovative adoptions of the mentoring process have been implemented such as 

group mentoring (Lennox 2011).  

 

The New Zealand Midwifery First Year of Practice Program is very structured and 

contrasts with the model of midwifery mentoring in Australia. The new graduate 

midwives in my study received mentorship from more experienced midwives within 

the small group they worked alongside. These midwives provide mentorship for new 

midwives without formal training and it is undertaken as part of the Australian 

midwifery competency standards and requires a commitment of time and energy in 

addition to the midwives’ normal workload with little recognition (Australian Nursing 

and Midwifery Council 2006; McKenna 2003). If the new graduate midwife did not 

have one mentor, then the whole group of two to four experienced midwives often 

mentored them.  
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The new graduate midwives reported group mentoring as supportive, stating they 

could call one of the more experienced midwives from the group: ‘we could run it 

past them’ and  ‘we could call them anytime day and night’. At least initially, this 

support also extended to one of the more experienced midwives coming in to 

support the new graduate with births: ‘I can call them in anytime for labour support’. 

Group mentoring took the extra responsibility off only one member of the group and 

has been positively evaluated from one new graduate group practice in New Zealand 

(Lennox 2011). In New Zealand, when at one time midwifery mentors were difficult 

to find due to staff shortages, a group of four new graduate midwives were 

mentored by a group of four experienced midwives with the main purpose to 

increase the new graduate’s confidence (Lennox, Jutel & Foureur 2012). The 

evaluation of the New Zealand model highlighted the concerns of the new 

graduates’, referred to as ‘competent novices’. Their concerns were about the 

relationships they had both in themselves, and with others. The new graduates’ 

confidence to practice as a lead maternity carer was the competent novices’ main 

concern, however, confidence was found to increase through group mentoring 

(Lennox, Jutel & Foureur 2012). Mentoring either on a one-to-one basis or from a 

group is likely to increase new graduate midwives’ confidence to practise in a 

midwifery continuity of care model. 

 

Managers have a responsibility to provide support to new graduate midwives as they 

transition from student to practising in a midwifery continuity of care model. 

Providing a longer orientation period and a reduced caseload has been found in my 

study to provide a smooth transition for the new graduate midwives. My study also 

found the new graduates valued having a mentor: if they were not allocated a 

mentor they found one, and sometimes the whole group would mentor the new 

graduate midwife. It would be ideal for all new graduate midwives to be mentored 

into midwifery continuity of care models similar to the New Zealand formalised 

mentoring program. 

 

A barrier to providing a mentor is the associated costs of providing formal training 

and the hidden costs of the increased workload for the mentor. Funding is a barrier 
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to implementing caseload models in Australia and when they have been 

implemented it was often the result of seed funding or redirected funds from other 

areas within the organisation (Dawson, McLachlan, et al. 2015). In New South Wales, 

Local Health Districts are provided with funding for the transition to professional 

practice program dependent on the number of new graduate midwives they employ 

(White 2016).  The redirection of these funds to supporting new graduate midwives 

through the introduction of a formalised mentoring program would be an enabler 

for new graduate midwives to work in midwifery continuity of care models.  

Managers and other key stakeholders should seek out funding and programs for 

mentoring - they should recognise the importance of the role the midwives play in 

providing mentoring to the new graduate midwives in continuity of care. New 

graduate midwives should actively seek out mentors to assist in their transition. 

 

7.3.3 Well prepared graduates   

The graduates in my study all felt prepared to work in midwifery continuity of care 

models because they had to complete continuity of care experiences as part of their 

degree. As explained in Chapter Four: ‘we are introduced to it as students’ and ‘at 

uni I developed a passion for group practice’. 

 

The requirement of continuity of care experiences for students, prepares new 

graduate midwives to work in midwifery continuity of care models. At times, the 

continuity of care experience can be challenging for the midwifery students, 

however, they are able to manage all aspects of these experiences, including being 

on call, due to the relationship they build with the woman (Gray et al. 2012; Hilder et 

al. 2014). The student experience will influence where students work in the future, 

whether they will consider working in a midwifery continuity of care model upon 

graduation (Dawson, Newton, et al. 2015; Hilder et al. 2014).  

 

There was evidence in my study that new graduate midwives had decided they 

wanted to work in midwifery continuity of care from the experiences they had 
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during their degree. As shown by the following statements: ‘from uni I really wanted 

to work in those models’ and ‘I knew that is where I wanted to end up’. 

 

As explained previously, the Australian Accreditation Standards for the Midwife 

(Australian Nursing and Midwifery Accreditation Council 2014) have included a 

number of continuity of care experiences as part of the midwifery curriculum. 

Studies have highlighted the benefits of learning with, and from, the woman 

(Dawson, Newton, et al. 2015; Gray et al. 2012). Over the last decade, the inclusion 

of continuity of care experiences as part of the curriculum requirements have been 

reduced from ‘following through’ thirty women, to twenty women, and in 2014 was 

reduced to ten continuity of care experiences (Australian Nursing and Midwifery 

Accreditation Council 2014). It is difficult to know what the right number of 

continuity of care experiences are as the benefits of experiential learning 

opportunities need to be balanced with the students’ other competing 

responsibilities such as carer responsibilities and paid employment. The continuity of 

care experiences as midwifery students have been found to prepare new graduates 

to work in midwifery continuity of care both in my study and other studies 

(Clements, Davis & Fenwick 2013; Dawson, Newton, et al. 2015; Gray et al. 2012) The 

inclusion of continuity of care experiences in the midwifery curriculum is an 

important strategy to enable new graduates to be prepared to work in the models. 

Where possible, students should seek out opportunities to gain experience within a 

midwifery continuity of care model when undertaking their continuity of care 

experiences as new graduates with experience of working in continuity of care 

models are sought by managers to staff the models.  
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7.3.3.1 Managers seek out well-prepared graduates 

Well-prepared graduates were found to be the main driver for the managers to 

employ new graduate midwives to work in the continuity of care models, as they 

needed to staff the models. As noted by this manager: ‘new graduates are a really 

important part of our recruitment strategy’. 

 

The need stems from a feminised workforce with many midwives taking maternity 

leave and also the ageing midwifery population summed up by this manager: ‘we’ve 

needed them [new graduates] this year because we have had a lot of people 

[midwives] having pregnancies’ and ‘we had a lot of staff who were planning 

retirement and a few staff who were planning babies’. The main barrier to 

implementing new caseload models has been reported as a lack of midwifery staff 

willing to work in this way (Dawson, McLachlan, et al. 2015). Employing new 

graduate midwives to work in the models may overcome this obstacle, providing 

more women with access to midwifery continuity of care. The managers who did not 

employ new graduate midwives understood the implications of losing their future 

workforce, saying, ‘if we can’t offer models that the midwives want to work in, we’re 

at the risk of really losing a lot of valuable people to our profession’. 

 

Students were actively sought out by some managers as a way of preparing them to 

work in midwifery continuity of care models when they graduated. As reported by 

these managers, ‘we try to attract student midwives to apply for positions’. The 

midwives who work in the model are also looking for students to recruit to work in 

the model: ‘all the time the midwives who work here are looking out for student 

midwives who they think will be good to work in the model’. This was reiterated by 

this midwifery consultant who said, ‘it is ideal where they have had 6-8 weeks in 

their training with a group, then obviously you’re hoping that could be part of the 

succession planning’. There was plenty of evidence in this study that the midwives 

who work in the model and wish to sustain the model of care are actively seeking 

new graduates to work with them, the managers are recruiting for the future and 

the clinical educators who support new graduates want them prepared to work in 

continuity of care, by way of their degree. A key strategy would be to place students 
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in continuity of care models and prepare them to work in the model at the time of 

graduation.  

7.3.3.2 Student experiences prepare new graduates 

Embedding midwifery continuity of care experiences into student experiences is 

likely to prepare new graduate midwives to work in continuity of care models upon 

graduation and may contribute to adequate staffing for the future in these models 

(Carter et al. 2015). Providing students with experience in continuity of care models 

influences their career choice, with students stating they would consider working in 

continuity of care models after a period of skill consolidation (Dawson, Newton, et 

al. 2015). Conversely, the new graduate midwives in my study wanted to work in 

midwifery continuity of care models as soon as they graduated. These findings were 

based on their student experiences and they consolidated skills better when they 

had the trusting relationship with the woman, consistent with the findings of Carter 

(2015). Rawson (2011) had similar findings in her qualitative study into student 

experiences of providing caseload: they developed trusting relationships with the 

women and the group of midwives who facilitated experiential learning, making 

them feel like a real midwife. The evidence from my study and that of others is 

graduates are well prepared when they have experience in continuity of care models 

as students (Carter et al. 2015; Dawson, Newton, et al. 2015; Rawnson 2011). These 

experiences positively influence their decision to want to work in midwifery 

continuity of care models (Dawson, Newton, et al. 2015; Gray et al. 2012; Hilder et 

al. 2014; Rawnson et al. 2009). Some doubt exists whether new graduate midwives 

are competent to work in the models, as historically they are asked to complete a 

transition to professional practice program.  

This was not the finding in my study, where graduates were reported as competent 

as per the Australian midwifery competency standards (Nursing and Midwifery 

Board of Australia 2006b). As expressed by this manager: ‘I don’t see any evidence 

that they’re lacking in competence’ and ‘if the state deems them competent and 

capable to be registered then why shouldn’t we?’ 
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Competence is measured against the Australian National Competency Standards for 

the Midwife (Nursing and Midwifery Board of Australia 2006b). Students are 

assessed against these standards in order to register as a midwife with the 

registering authority, Australian Health Practitioners Regulation Agency (Nursing and 

Midwifery Board of Australia 2006b). New graduate midwives are deemed 

competent at the time of registration; what needs to be recognised is that unless the 

new graduate continues to use all the midwifery skills across the continuum, as per 

the definition of a midwife, some skills may be lost. Transition to professional 

practice programs may not offer the full range of midwifery skills to be practised and 

have been criticised as not aiding in the development of confidence and competence 

when the rotation is short or not well planned (Clements, Fenwick & Davis 2012).  

 

Competence is based on contemporary knowledge and practice but is not a once 

only achievement (Steele 2009). Competence can be related to the work or practice 

environment (Numminen et al. 2015), indicating a nurturing environment will 

enhance competence. Midwifery continuity of care models are proposed as a 

nurturing environment for new graduates as they are supported by the small group 

of midwives to consolidate their skills and grow in confidence, both in my study and 

that of Clements  (2013).  Newly graduated midwives are competent but may lack 

confidence and they may also experience low levels of confidence and stress, often 

due to increased levels of responsibility and accountability (Davis et al. 2011; Dixon 

et al. 2015; Van der Putten 2008). Support from the midwives the new graduate 

works alongside, either in person, by phone or text message, is an essential element 

to enable new graduate midwives to move straight into working in midwifery 

continuity of care models. 

 

An essential component to enabling new graduate midwives to work in midwifery 

continuity of care models is to continue to embed continuity of care experiences as a 

compulsory requirement in midwifery students’ curriculum. Students need to seek 

out these opportunities and managers need to support students to complete the 

continuity of care experiences so that they can fulfill future workforce requirements.  
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7.3.4 Collaborative and reflective team meetings 

My findings showed one benefit of working in a small team is the collaborative and 

reflective team meetings. There was evidence from both the new graduate midwives 

and the managers of regular collaborative team meetings providing further support 

for the new graduate midwives to transition from student to midwife in continuity of 

care models. All the new graduates interviewed discussed regular meetings. The 

meetings provided emotional support particularly after an unanticipated event, with 

one midwife stating she was asked ‘Are you ok?’ while an educator discussed the 

collegiality of the team meetings ‘weekly meetings where they would all bring food 

and have case reviews and talk about what they did and what helped, what didn’t 

help’. The managers also stated that the ‘teams meet each week with any concerns 

or questions’. The meeting provided a learning opportunity with the more 

experienced midwives and often the small team had an allocated obstetrician.  

 Having an obstetrician and sometimes the manager, clinical support midwife or 

educator attend the meetings made them more collaborative.  A relationship of trust 

between the obstetrician and the new graduate midwives developed and the 

managers saw this relationship as a supportive measure. Other research discusses 

the benefit of having an obstetrician at the regular team meetings as providing an 

opportunity for the midwives to discuss any women they had concerns about and 

made the midwife feel respected by other members of the health care team 

(Edmondson & Walker 2014). An early Australian introduction of an innovative 

model of midwifery continuity of care proposed weekly meetings as an education 

opportunity and provided a time for the new graduates to debrief (Passant, Homer & 

Wills 2003). Any new innovation requires structure such as regular team meetings to 

enhance the success of implementing the new innovation (Greenhalgh et al. 2004).  

As discussed in Chapter Three, once a new innovation is adopted it needs to be 

disseminated and consequences are then fed back into the system for change to 

occur (Greenhalgh et al. 2004).  The collaborative team meetings offer an 

opportunity for dissemination of the innovation of new graduates working in 

midwifery continuity of care models. The reflective nature of the meetings allows for 
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feedback to the system for continued change and adoption of the innovation.  Other 

literature that describes midwifery continuity of care models discusses regular team 

meetings as inherent requirements for success (Hartz et al. 2012; Kensington 2006; 

Lennox, Jutel & Foureur 2012).  

 

Collaboration with an obstetrician at the team meetings helps to facilitate 

consultation and referral process for the new graduate midwives working in 

midwifery continuity of care. The fear that harm may come to a mother or baby was 

discussed by managers in my study as a barrier to employing new graduate 

midwives. Some models have designated obstetricians working with them to ease 

the consultation and referral process, enabling new graduate midwives to work 

within their scope of practice as outlined by the Australian College of Midwives 

Guidelines for Consultation and Referral (Australian College of Midwives 2013; Hartz 

et al. 2012). As all of the new graduate midwives in my study were employed in 

public hospitals, they found obstetricians they were able to negotiate with and who 

were keen to see the development of primary models of midwifery care. Examples of 

collaborating with the public hospital employed doctors were evident in my study, 

beautifully described by this new graduate: ‘The ones [doctors] I go to, know that I’m 

generally concerned, they trust my judgment because I know the woman’. 

 

The evidence that continuity of midwifery care is not harmful to women (McLachlan 

et al. 2012; Sandall et al. 2016; Tracy et al. 2013) is so compelling that a barrier to 

employing new graduate midwives is to use the rhetoric of harm to mothers and 

babies. Unfortunately, collaborative medical relationships between midwives 

working in midwifery group practice and organisation doctors can be a barrier to 

implementing innovative models (Menke et al. 2014), including employing new 

graduates to work in the models. Techniques and tools for building collaboration 

between traditionally philosophically opposed obstetricians and midwives was 

recommended in a literature review that focused on collaboration in maternity care 

(Downe, Finlayson & Fleming 2010). As discussed earlier, there are excellent models 

of collaboration in Australia and lessons can be learnt from New Zealand (Hartz et al. 

2012; Skinner & Foureur 2010). Having an individual obstetrician working with one 
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group practice was an innovative success for this organisation (Beasley et al. 2012; 

Hartz et al. 2012) and could be the key to enhancing collaborative team meetings.  

 

The team meetings offered an opportunity for ongoing reflective practice. Reflective 

practice is discussed in a group mentoring approach from New Zealand as one 

essential element in responding to new graduate midwives’ concerns when working 

in a continuity of care model (Lennox, Jutel & Foureur 2012). New graduates rarely 

missed a group meeting during this mentoring experience and the meetings offered 

a safe forum for new graduates to raise concerns (Lennox, Jutel & Foureur 2012). 

These concerns were analysed to reveal that new graduates were confident to 

reflect on their own performance and their interactions with others within the group 

meetings with their mentors (Lennox, Jutel & Foureur 2012). Collaborative team 

meetings provide new graduates with the opportunity to reflect and learn from and 

with each other. Trusting relationships with the small group of midwives enables the 

new graduates to feel safe in reflective practice.  

 

The managers were content in the knowledge that the team met regularly and 

provided support for the new graduates working in an innovative position. Regular 

team meetings provide a safe supportive arena for new graduates to discuss their 

practice. The managers and other key stakeholders provided further support to the 

new graduate midwives on a one-to-one basis. It is the responsibility of all midwives, 

not just new graduate midwives, to attend the team meetings and it is also the 

responsibility of the manager and other key stakeholders to be available to the new 

graduates either at the team meetings or on other occasions, as discussed by this 

hospital educator: ‘We have team meetings so the manager, myself, the clinical 

consultants for the group and whoever is available; it is expected all the caseload 

midwives come unless they are sleeping’. 

7.3.5 Approachable/available manager, educator or clinical support midwife  

Managers and educators who are approachable and available to the new graduate 

midwives to provide support are important in supporting the new graduate, as noted 

here by a manager: ‘they [new graduates] do feel supported; we meet with them 
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quite regularly in their first, you know, couple of months to see how they’re tracking 

and how it’s working for them’. 

 

Despite this, the new graduate midwives barely mentioned the managers or clinical 

educators as being supportive in the first phase of this study. Although they were not 

asked directly, the new graduate midwives were asked ‘What did you aim to achieve 

in your transitional year and how did you achieve what you planned?’. The new 

graduates discuss the small group of midwives as being supportive and helping them 

transition to practice, rather than the managers. These findings are consistent with 

the literature that discusses the experiences of new graduates undertaking the 

transition to professional practice program. Clements, Fenwick and Davis (2012) 

found only some new graduates reported receiving the bulk of the support from the 

manager. The overall findings of the support managers provided were mixed, with 

reports that managers were distant, disinterested and busy juggling high workloads 

with limited staff or poor skill mix of staff (Clements, Fenwick & Davis 2012).  Their 

study was set in three area health services in Australia, transition to professional 

practice programs and not in a midwifery continuity of care model (Clements, 

Fenwick & Davis 2012). When specifically asked, the new graduates stated that they 

would like managers to remember what if felt like to be a newly practising midwife 

with the allocation of appropriate workloads (Clements, Fenwick & Davis 2012).  

Both managers and new graduates in my study recognised the value of the initial 

reduced caseload as an appropriate workload in the transition period. Evidently, it is 

more about the perception that the managers are providing an appropriate 

workload and this perception makes the manager approachable. Managers also saw 

their role as assisting the new graduate midwives to consolidate their skills through 

implementing measures such as skill inventories and the development of learning 

support plans. 

 

Individualised learning plans were devised for the new graduate midwives in a one-

to-one meeting with the managers making the manager available. As this manager 

explains: ‘we have a plan and I sit down with them - I would like you to achieve this 

in one month’. 
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Learning plans were devised by the clinical educators in another Australian study 

(Clements, Fenwick & Davis 2012). One-to-one meetings in transition to professional 

practice programs only occurred during the orientation period when the new 

graduate rotated to a new clinical area (Clements, Fenwick & Davis 2012). The new 

graduate midwives in my study were unlikely to have one-to-one time with a clinical 

educator or clinical support midwife, other than in the said meetings; they were 

more likely to have a mentor available not only in their orientation period but 

throughout their experience of working in midwifery continuity of care. The mentor 

relationship lasted longer than the orientation period, providing ongoing support to 

the new graduate midwife. The role of a clinical educator or clinical support midwife 

in my study was unclear; although the educators said they were available, there was 

evidence they were not, as noted by this manager: ‘I would love to have a clinical 

support midwife whose role is just to support graduate midwives in the models but 

they [senior management] won’t give me one of those’. 

 

The role of the manager and clinical educators was to meet with the new graduate at 

specified times and track their progress rather than work alongside them. Although it 

was proposed that having a designated clinical educator for the midwifery groups 

would be highly valuable, there was only one group in my study who had their own 

clinical support midwife.  

 

To provide a designated clinical support midwife for midwifery continuity of care 

models would depend on extra funding and it is unlikely that many organisations 

would allocate funds for this intervention due to competing funding needs. The 

success of implementing caseload models was reported as dependant on funding as 

well as midwifery and medical support (Dawson, McLachlan, et al. 2015). If funding 

has been identified as a barrier to implementing of caseload models (Dawson, 

McLachlan, et al. 2015) it seems unlikely that funding would be available for a 

designated clinical support midwife. It is evident from my study that new graduate 

midwives need to find an approachable and interested experienced midwife to 

provide support. This was an important element of the transition to professional 

practice programs as well (Clements, Fenwick & Davis 2012).  
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Managers and other key stakeholders wish to be available and approachable; 

however, the experiences of the new graduate midwives in this study and the 

findings of others is that new graduates find most of their support from more 

experienced midwives (Clements, Fenwick & Davis 2012; Hartz, Foureur & Tracy 

2011; Kensington 2006; Lennox 2011). That reality does not detract from the new 

graduate midwives appreciating an approachable and available manager, as found 

by Clements, Fenwick and Davis (2012). A good leader was described in one study as 

approachable, empathetic, supportive and friendly (Byrom & Downe 2010). 

Communications skills focused not only on being available to talk but actively 

seeking out interactions (Byrom & Downe 2010). Managers and other key 

stakeholders, such as clinical educators and clinical support midwives, should aim to 

be available. Some practical ways to make this happen would be scheduling 

meetings and attending the group meetings. Formal or informal meetings convey to 

a new graduate the manager or educator is available and approachable, as evident 

here: ‘they officially/unofficially meet up with me on a weekly basis and then on a 

monthly basis’. 

 

Managers and other key stakeholders have a responsibility to be available to the 

new graduates by making space in their busy schedules. The reality is the new 

graduate needs to understand the competing workloads of managers and educators 

and continue to find support from more experienced midwives they either work 

alongside (within the group) or outside the group. Often managers of midwifery 

continuity of care models do not have any experience in providing caseload 

midwifery (Kay 2010; Menke et al. 2014) and this may be construed as a barrier to 

approachable and available managers. Visionary leadership that understands the 

needs of not only caseload midwifery but also transitioning new graduate midwives 

straight into caseload and not into transition to professional practice programs is a 

vital component to enabling new graduate midwives to work in midwifery continuity 

of care models.  
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7.4 Visionary leadership 

An overarching facilitator to employing new graduate midwives in midwifery 

continuity of care is having visionary leadership. Managers and other key 

stakeholders discussed their leaders as visionary, as noted here: ‘the Directors of 

Midwifery we had were very committed to supporting midwives to work in this 

model’ and ‘it is visionary leadership who understand maternity services’. 

Visionary leaders share a vision with their constituents in the organisation and 

practice a transformational leadership style (Taylor, Corneilus & Colvin 2013). 

Transformational leadership is characterised by change-related behaviour in 

organisations (Taylor, Corneilus & Colvin 2013). Employing new graduate midwives 

into midwifery continuity of care requires change-related behaviour that is based on 

a vision from senior management. Leaders who have a vision and share their vision 

with their colleagues are known as visionary leaders (Taylor, Corneilus & Colvin 

2013). 

The managers’ vision was to employ the new graduate midwives into the continuity 

of care models so that they had adequate staffing as staffing, the models was the 

main driver for this change from a manager’s perspective. The new graduates’ vision 

is to apply for positions in the midwifery continuity of care models, as they felt 

prepared to work across the full scope of practice. The managers, other key 

stakeholders and the new graduate midwives all shared a vision. It is argued that 

communication of the vision is what leads people to act (Taylor, Corneilus & Colvin 

2013). Therefore, the managers, other key stakeholders and the new graduate 

midwives have a responsibility to communicate their visions to enable the 

employment of new graduate midwives into midwifery continuity of care models. 

Visionary leadership has been found to have a positive effect on organisational 

effectiveness in the nonprofit sector and engages participation, openness, 

innovation and adaption (Taylor, Corneilus & Colvin 2013). 
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As discussed in Chapter Three, leaders with a vision and managers who take a hands- 

on approach to implementing the innovation have a powerful influence on the 

introduction and assimilation of new innovations (Greenhalgh et al. 2004). I found in 

my study that the managers and other key stakeholders who readily adopted a new 

innovation of employing new graduate midwives in midwifery continuity of care 

models were leaders with a vision to grow midwifery continuity of care models. 

Evidence from other studies where new graduate midwives have been employed in 

midwifery continuity of care is dependent on the leadership that is often shown at 

different levels in the organisation (Hartz et al. 2012; Passant, Homer & Wills 2003).  

Midwifery continuity of care models will only be seen as mainstream maternity 

services and sustainable models with support from senior management (Forster et 

al. 2011; Hartz et al. 2012). Therefore, support from senior management is necessary 

for the introduction of new graduate midwives to work in the midwifery continuity 

of care models. Visionary leadership is thought to be the most critical aspect to this 

innovation. The vision of new graduate midwives working in midwifery continuity of 

care models is creative and requires change in the organisation. Developing a vision 

is categorised under ‘leading for creativity and change’ in a review of leadership 

theory (Dinh et al. 2014). Visionary leaders are not confined to following mandates 

but create change in organisations - they are innovative and leading in their area of 

expertise with a vision that is shared (Rainey 2013). Visionary leadership are those 

managers in senior positions who encompass the mandate to expand midwifery 

continuity of care models through changing the transition of new graduate midwives 

to work in the models.  These managers support midwives working to their full 

capacity as defined by the ICM, that is, working alongside the woman and her needs 

rather than working on a rotating roster to meet the organisations’ needs.   

 

The historical nature of midwifery being considered a specialty of nursing has 

created a culture of midwives working in institutional settings under medical 

instruction (Bogossian 1998; Brodie & Barclay 2001; Teakle 2013). The findings in my 

study reinforced the feelings that midwives have been expressing for many years; 

that is, autonomous midwifery practice and scope of practice is suppressed by the 

medically-dominated maternity services (Brodie 2002). Barriers to employing new 
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graduate midwives in midwifery continuity of care models included a traditionally 

medicalised hospital culture that insisted midwives work for a period of time in the 

birth suite, as described here: ‘whole service and the culture around it is very 

medicalised’ and ‘I think we still have a culture where you must do your penance in 

the birth suite’. 

 

Culture is about the social contexts that influence the way people behave and the 

social norms that are accepted and expected (Manley et al. 2011). An example of a 

social norm in the hospitals that provide midwifery is for the midwifery leaders to 

have a nursing title. As one manager in my study explained, ‘I don’t have nursing 

registration in this country, yet I am employed as a nurse manager’.  

 

Historical regulation of midwifery as part of nursing in Australia was based on the 

lack of strong midwifery leadership as was present in the United Kingdom (Bogossian 

1998). Unlike nurses, midwives are able to practice reasonably autonomously and 

only refer to medical colleagues when there is a medical need. Raising the profile of 

midwifery through research that led to changes in the regulation of midwifery in 

Australia, led to the acknowledgement of Patricia Brodie being awarded an Order of 

Australia medal in 2012 (Australian College of Midwives 2012); the work of this 

midwifery leader is exemplary and visionary. The results of this research and 

lobbying from both leaders in midwifery and consumers led to changes in legislation 

across Australia where midwives could register separate from nursing, 

acknowledging midwifery as a separate profession.  

 

However, I found the pervading culture of midwifery as a specialty of nursing was a 

barrier to employing new graduate midwives to work in midwifery continuity of care. 

Workplace culture was ranked fourth as a key issue in why midwives are leaving the 

profession in one state of Australia (Pugh et al. 2013). The aim of the study was to 

inform the medium to long-term sustainability of the midwifery workforce and 

workplace culture was identified as a reason midwives are leaving the profession. 

The midwives in this study also desired supportive management (Pugh et al. 2013). 

Other studies have found midwives will leave the profession if they cannot practise 
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to the philosophy of woman-centred care and provide care across the continuum 

through a continuity of care model (Curtis, Ball & Kirkham 2006; Stevens & McCourt 

2002; Sullivan, Lock & Homer 2011). The new graduate midwives in my study had 

concerns about the sustainability of the continuity of care model. The more 

experienced midwives in the small group supported the new graduate midwives to 

sustain the model and that was important to ensure women had access to continuity 

of care and all the associated benefits. This was discussed here by new graduates: 

‘it’s about protecting the model’ and ‘It’s such a precious thing’. 

 

Visionary leadership includes the traits of a transformational leadership style 

effecting change in the workplace through a horizontal and transparent 

management while creating an effective workplace culture through shared vision 

(Manley et al. 2011; Taylor, Corneilus & Colvin 2013). Effective workplace culture 

enables human flourishing of person-centeredness, safety, and positive influences 

on other organisations (Manley et al. 2011). Wanting the new graduate midwives to 

flourish was the vision stated here by one of the clinical support midwives from the 

second phase of the research: ‘I didn’t want them to learn the bad habits, the 

incestuous kind of culture of obstetric handmaiden; I wanted them to be able to 

flourish, how they had been taught our definition of a midwife’. 

 

Organisational culture became a barrier to employing new graduate midwives into 

continuity of care when management focused on the pathway to become a midwife. 

The distinction between Bachelor of Midwifery graduates and Midwifery graduates 

who have completed a postgraduate nursing course in order to become a midwife 

continues to perpetuate a myth that you need to be a nurse to be a midwife, and it is 

ingrained in hospital cultures. Several examples were identified in my research; for 

example: ‘if you haven’t been a nurse; then you are just a fledgling midwife, you 

don’t really know what you are doing’ and ‘it’s different I think between the B Mids 

[Bachelor of midwifery graduates) and the grad dips [post nursing registration] I 

think there’s only a couple of exceptional students where you feel comfortable with 

them going in without getting a consolidated year of a transitional program’. 
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There is no difference between midwives who have qualified from an undergraduate 

midwifery degree or a postgraduate nursing qualification, both cohorts of new 

graduates are welcomed into the workforce, they both experience low levels of 

confidence at the time of registration and have the same experiences in the 

transitional support year (Clements 2012; Davis et al. 2011; McKenna & Rolls 2007). 

It is not helpful to distinguish between the degree that the new graduate has 

completed and is divisive in nature. Visionary leaders need to dispel the myth there 

is a difference between a new graduate midwife who has completed a Bachelor 

degree and a nurse who has completed a postgraduate or double degree program of 

study. Having confidence in a new graduate midwife regardless of their mode of 

education is a trait of a visionary leader; for example: ‘They [other staff in the 

hospital] need to develop that confidence that these midwives are registered they 

are competent they are safe’ and ‘to change the culture the perception of staff on 

what a midwife is and what a midwife can do’. 

 

Visionary leaders will share their vision with others and when faced with challenges 

adapt or reinvent the vision. An example is where managers rotated the new 

graduate midwives into continuity of care models as part of their transition to 

professional practice program. The diffusion of innovation theory states the 

modification or adaption of an innovation makes it more easily adopted to suit the 

managers’ vision (Greenhalgh et al. 2004). In my study the managers’ vision was to 

employ new graduate midwives into continuity of care models. They adopted this 

innovation by rotating the new graduate into the continuity of care model from the 

traditional transition support program. This is an excellent example of sharing a 

vision, modifying the innovation without disrupting workplace culture. Compatibility 

with the organisation’s norms, values and perceived needs will make the innovation 

more readily adopted (Greenhalgh et al. 2004). The majority of managers in my 

study were able to implement, adapt or reinvent their shared vision of expanding 

midwifery continuity of care models through employing new graduate midwives. The 

essential characteristic of a visionary leader is to effect organisational change even in 

the face of obstacles such as hospital culture.  
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7.5 Conclusion 

The findings from my study have been synthesised with the existing literature, 

leading to the development of a conceptual model to enable new graduate midwives 

to work in midwifery continuity of care models. There are essential components to 

the conceptual model that have been discussed in detail. New graduates, managers 

and other key stakeholders have responsibilities to ensure the essential components 

are met. Once met the innovation of employing new graduate midwives to work in 

midwifery continuity of care models can be successfully implemented.  

The conceptual model has implications for new graduate midwives wanting to work 

in midwifery continuity of care and organisations wanting to implement or expand 

continuity of care models. With the expansion of the models, more women will be 

able to access midwifery-led continuity of care and all the known benefits of reduced 

obstetric interventions and higher satisfaction with their care.  The contribution of 

this thesis, the implications for practice and future research will be discussed in the 

final chapter.  
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Chapter Eight: Implications and conclusions  

8.1 Contribution of this thesis  
 
My research offers insights into the experiences of new graduate midwives and the 

challenges of employing and supporting new graduate midwives who work in 

midwifery continuity of care models. It brings new evidence to the best way to 

enable new graduate midwives to work to the international definition of a midwife 

through employment in a midwifery continuity of care model. There is limited 

research in Australia about the experiences of new graduate midwives during their 

first year of practice and the available studies recommend midwifery continuity of 

care models may be the best place for new graduate midwives to transition from 

student to registered midwife working across the continuum of pregnancy, birth and 

early parenting while building relationships with women (Clements, Davis & Fenwick 

2013; Clements, Fenwick & Davis 2011, 2012; Davis et al. 2011; Fenwick et al. 2012; 

Passant, Homer & Wills 2003). Through a qualitative methodology, my study brings 

rich insights to the new graduates’ experiences and discovers the facilitators and 

barriers to implementing this innovative measure to the expansion of midwifery 

continuity of care models. In-depth interviews allowed for the participants’ voices to 

be heard and their experiences to be shared. New graduate midwives articulated 

they felt like real midwives when working in midwifery continuity of care practice 

and visionary leadership created the change necessary in organisations to implement 

this innovative model. Visionary leadership has a role in changing not only their 

organisation’s culture and norms but influencing other organisations to adopt the 

innovation of employing new graduate midwives to work in midwifery continuity of 

care models.  

 

The expansion of midwifery continuity of care models is a complex intervention. 

Only one study in Australia has examined the facilitators and barriers to 

implementing midwifery continuity of care models (Dawson, McLachlan, et al. 2015). 

They found staffing the models to be a significant barrier to implementation. My 

study adds support to these findings and provides a solution to the staffing dilemma. 

Employing new graduate midwives into the models is the main driver for staffing and 
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sustaining existing models and the expansion of new ones. Funding to expand 

continuity of care models is described as another barrier by managers from all over 

Australia (Dawson, McLachlan, et al. 2015). I found that managers looked for funding 

to support new graduates as they transition into the role of a midwife working in 

midwifery continuity of care models; for example, they wished for a clinical support 

midwife whose sole responsibility would be to support the new graduate midwives. 

My inference from this wish is that there is no funding to introduce such an 

‘expensive’ intervention. 

 

New graduate midwives need to be prepared for the transition to working across the 

full scope of practice. The evidence from the new graduate midwives in my study 

was they felt prepared to work in midwifery continuity of care because of their 

studies on the benefits and their clinical experiences as a student. Inclusion of the 

midwifery continuity of care models in the Australian midwifery curriculum is 

proposed as essential to preparing graduates for the role. Students’ experience of 

participating in continuity of care has been assessed as a valuable learning 

experience providing high levels of satisfaction (Carter et al. 2015; Gray et al. 2012; 

Rawnson 2011; Rawnson et al. 2009). All of this evidence, combined with the views 

and experiences of the new graduate midwives in my study, means the continuity of 

care experiences need to remain as part of the midwifery curriculum without a 

continuing dilution from 30 experiences to 10 we have witnessed over the past 

decade (Australian Nursing and Midwifery Accreditation Council 2014). 

 

Support for new graduate midwives was expressed as having a mentor in my study. 

Mentoring came from one midwife or the entire group of midwives and they are 

instrumental in supporting new graduate midwives to work across the full scope of 

practice. The mentors were available in person, over the phone and via text message 

at any time of day or night. Mentoring new graduate midwives is recognised and 

valued in New Zealand where midwives are provided resources such as mentor 

training under the government funded Midwifery First Year of Practice Program 

(New Zealand College of Midwives 2015). The success of this program means that 

about half midwives are lead maternity carers with retention of over 80 per cent of 
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new graduate midwives who participated in the first year of practice program (Dixon 

et al. 2015). It is unlikely with the pressure on the Australian health dollar that a 

mentoring program would be introduced for midwives. The solution may be to 

redirect funds allocated by health services in some states for the transition to 

professional practice programs (White 2016) into mentoring programs to support 

new graduate midwives to work in continuity of care models. Other organisations 

have redirected funds in order to set up or introduce continuity of care models 

(Dawson, McLachlan, et al. 2015), and a similar approach could be taken to ensuring 

new graduate midwives are supported to work in the continuity of care models.  

 

8.2 Limitations 

The research findings are limited to the Australian context, one high-income country 

only. The sample size in both phases one and two are small and therefore not 

comparable to other settings. Midwifery continuity of care models are expanding; 

however, they are not mainstream maternity services in Australia and this further 

limits the research. In phase one of the study, the participants were limited to new 

graduate midwives working in midwifery continuity of care models. A weakness of 

the study was an inability to compare new graduate midwives working in midwifery 

continuity of care models and new graduate midwives working in the transition to 

professional practice program. Similarly, in phase two all but three managers and 

other key stakeholders employed or supported new graduate midwives to work in 

midwifery continuity of care models. Both phases of the study had participants who 

were interested in the study and supported the study and this is seen as a limitation 

to the study.  

 

However, the insights gained have implications for further research and future 

midwifery practice.  

8.3 Implications for practice  

Implications for practice include the responsibilities of new graduates and midwifery 

students as they prepare for graduation, the responsibilities of managers and other 
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key stakeholders who employ new graduate midwives and what the expansion of 

midwifery continuity of care models will mean for women.  

These implications will now be discussed under the following topics: 

1. Implications for new graduate midwives

2. Implications for organisations that employ new graduate midwives

3. Implications for women who want to access midwifery continuity of care.

8.3.1 Implications for new graduate midwives 

New graduate midwives need to be prepared for the transition to working across the 

full scope of practice. The evidence from the new graduate midwives in my study 

was they felt prepared to work in midwifery continuity of care because of their 

experiences as a student.  Inclusion of the midwifery continuity of care models in the 

Australian midwifery curriculum prepares graduates for the role. Students’ 

experience of participating in continuity of care has been assessed as a valuable 

learning experience providing high levels of satisfaction (Carter et al. 2015; Gray et 

al. 2012; Rawnson 2011; Rawnson et al. 2009). All of this evidence, combined with 

the views and experiences of the new graduate midwives in my study, means the 

continuity of care experiences need to remain a part of the midwifery curriculum 

(Australian Nursing and Midwifery Accreditation Council 2014). Midwifery students 

could also seek out additional experiences in midwifery continuity of care models in 

order to feel prepared at the time of graduation to apply for positions in midwifery 

continuity of care models.  

Finding a mentor and having regular meetings with the mentor provides valuable 

support to new graduate midwives as they transition from student to working across 

the full scope of practice as defined by the international definition of a midwife 

(International Confederation of Midwives 2011). Training mentors, relying on their 

goodwill and factoring in extra time can all be challenges of one-to-one mentoring. It 

has been proposed by Lennox (2011) that mentoring can occur from a small group of 

midwives working in midwifery continuity of care models to relieve some of the 
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pressure from the mentor. As already explained, the New Zealand Midwifery First 

Year of Practice Program provides mentors with a one day workshop designed to 

provide midwives with the principles and practicalities of being a mentor and clarify 

the differences between mentoring, preceptoring and clinical supervision (New 

Zealand College of Midwives 2015).  Currently in Australia, there is no such program 

available and part of my model on enabling midwives to work in midwifery 

continuity of care is to request managers provide mentoring programs. Programs 

should include an overview of individual learning theories and styles, the context 

where learning occurs in clinical practice, developing interpersonal relationships and 

some challenges in these relationships as well as self-care strategies (West 2007). 

The introduction of a program to prepare mentors is based on my findings that new 

graduate midwives will seek out a mentor either from within the small group of 

midwives they work alongside or outside the group from midwives working on the 

ward. The new graduate midwives are mindful of not overburdening their mentors 

and would only call, text or ask the mentor to attend in person when they really 

needed to run something by them. The new graduates built relationships of trust 

with their mentors and this increased their confidence.  

 

Confidence was also increased through the new graduates’ attendance at the group 

meetings. The reflective nature of the meetings enabled the new graduates to 

discuss their clinical decision-making and collaborate with their medical colleagues in 

a safe and supportive environment. At this time, any concerns about a woman’s 

health can be discussed and an appropriate care plan implemented, making all 

midwives, not just new graduate midwives, feel respected in a collaborative 

relationship (Edmondson & Walker 2014; Hartz et al. 2012).  The group meetings are 

also an opportunity for the new graduate midwives to build professional friendships 

and collegiality with their colleagues. The meetings provide a safe forum for new 

graduate midwives to debrief and find support from their small group. New graduate 

midwives have the responsibility to ensure they attend the meetings on a regular 

basis and these meetings have been found to be important to the success of working 

collaboratively in midwifery continuity of care models (Beasley et al. 2012; 

Edmondson & Walker 2014; Hartz et al. 2012).  
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The implications for new graduate midwives’ practice is to engage in midwifery 

continuity of care experiences as students so they feel well-prepared to work in the 

models at the time of graduation, find and regularly meet with mentors, and attend 

team meetings to build collegial and collaborative professional relationships.  

 

The next section will discuss the implications for organisations where new graduate 

midwives are employed.  

8.3.2 Implications for organisations 

Australian government recommendations are to implement and expand midwifery 

continuity of care models in maternity services (Department of Health and Ageing 

2011). The expansion of midwifery continuity of care models is a complex 

intervention that requires a change to the way maternity services are organised 

including taking midwives off shifts or rotating rosters and allowing them the 

flexibility to work alongside the needs of the women, including being on call (Hartz et 

al. 2012). The evidence from my study is new graduate midwives are prepared to 

work in midwifery continuity of care models, they find support from the group they 

work alongside, they build trusting relationships with the woman and the small 

group of midwives, as they build confidence and consolidate skills. The new 

graduates are enthusiastic and desire to work in the models. There is no evidence 

that new graduate midwives do not have the skills or capacity to work in midwifery 

continuity of care models, although my study did not specifically examine this 

aspect. The implications from my research demonstrate that organisations wanting 

to implement, expand or sustain existing midwifery continuity of care models should 

employ new graduates to work in the models after preparing students and 

supporting their transition from student to registered midwife practising as per the 

International Definition of a Midwife.  

 

One study in Australia has looked at the facilitators and barriers to implementing 

caseload models and cited staffing as an important element (Dawson, McLachlan, et 

al. 2015). My study adds support to these findings and provides a solution to the 
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staffing dilemma.  The inability to staff maternity units in rural Australia has led to 

their closure, causing women having to travel long distances, often separated from 

their families (Brown & Dietsch 2013). The introduction of midwifery continuity of 

care models (caseload midwifery) has been argued as a solution to staffing these 

rural maternity units where midwives work to the needs of the woman through 

flexible work arrangements (Brown & Dietsch 2013). Flexible work arrangements 

mean that midwives can be responsive to the needs of the women and are available 

to work when the women need care (Hartz et al. 2012). This means the midwives are 

not at work unless the women they provide continuity of care  for are requiring an 

antenatal visit, are in labour or they are providing postnatal care. Working in a 

flexible arrangement saw the reduction of sick leave in one hospital setting due to 

the increased satisfaction of the midwives working flexibly (Hartz et al. 2012). The 

implications for organisations from a reduction in sick leave, together with the 

known cost savings from providing continuity of care to women (Hartz et al. 2012; 

Tracy et al. 2013), means expanding midwifery continuity of care models should be 

cost effective.  

Funding to expand continuity of care models is described as another barrier by 

managers from all over Australia (Dawson, McLachlan, et al. 2015). I found that 

managers looked for funding to support new graduates as they transition into the 

role of a midwife working in midwifery continuity of care models; for example, they 

wished for a clinical support midwife whose sole responsibility would be to support 

the new graduate midwives. Organisations in New South Wales, Australia, receive 

funding for employing new graduate nurses and midwives into the transition to 

professional practice program (White 2016). The transition to support program as 

explained in Chapter One is the standard program that involves the new graduate 

midwife rotating through different wards/units of the maternity service; it does not 

encompass new graduate midwives working in continuity of care models. One 

suggestion to enable new graduate midwives to transition directly from student to 

midwife in a midwifery continuity of care model is to redirect funds from the 

transition to professional practice program into mentoring programs for midwives 

and supporting new graduate midwives through providing a longer orientation 
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period and initial reduced caseload. The redirection of funds was found to be a 

facilitator in implementing new midwifery continuity of care models in the state of 

Victoria, in Australia (Dawson, McLachlan, et al. 2015). The implications for 

organisations would be to rethink how they use the funding they receive and also 

how they support students to become part of their future workforce.  

 

The responsibility of the employer is to offer midwifery continuity of care models to 

midwifery students as part of their clinical experience in order to prepare them to 

work in the models at the time of graduation. Midwifery students learn from the 

relationship they form with the woman and this has been demonstrated in research 

from both Australia and overseas (Carter et al. 2015; Dawson, Newton, et al. 2015; 

Gray et al. 2012; Rawnson 2011; Rawnson et al. 2009). Women have positively 

evaluated having a midwifery student provide continuity of care and this is 

important particularly when women cannot access a midwifery continuity of care 

model, they are building a relationship with a midwifery student (Aune, Dahlberg & 

Ingebrigtsen 2012; Browne & Taylor 2014; Tickle et al. 2015). The learning midwifery 

students experience through midwifery continuity of care opportunities needs to be 

balanced with careful consideration to the number of experiences they undertake 

and ensuring the student has support (Carter et al. 2015; Dawson, Newton, et al. 

2015; Gray et al. 2012; Rawnson 2011). Placing students within a small midwifery 

continuity of care model would address some of the issues that students experience 

in being on call. The lack of continuity of care models may pose a challenge to 

placing students in these models. Employing new graduate midwives directly into 

continuity of care models will help to expand the models and sustain existing 

models.  

 

New graduate midwives in my study had an easier transition to working across the 

full scope of practice through carrying a caseload when they had a longer orientation 

period with an initially reduced caseload. The first few months are critical to the 

experience of transition for new graduate midwives, who should have supported 

rotations with a named preceptor and learning and debriefing opportunities 

(Clements, Fenwick & Davis 2012). My research found that new graduate midwives 
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working in midwifery continuity of care models had reduced caseloads, mentors for 

support and learning opportunities and debriefing through the regular team 

meetings. Organisations should consider changing the transition to professional 

practice programs to placing new graduate midwives in midwifery continuity of care 

models. The other option is to add a rotation into a small group practice as part of 

the standard rotation. Adapting the innovative transition of new graduate midwives 

into midwifery continuity of care models was found to be successful in my study. 

Further evidence from my research found that if you provide good support initially 

the new graduate midwife ‘will fly’ and be as competent and confident as more 

experienced midwives.  

 

The success of the Midwifery First Year of Practice Program in New Zealand has seen 

high levels of retention of new graduate midwives who participated in the program 

(Dixon et al. 2015; New Zealand College of Midwives 2015). It is unlikely that a 

mentoring program would be easily introduced for midwives, as this would seem a 

low priority with other competing costs such as rising caesarean sections and 

increasing acuity, such as increased caesarean section rates, in hospitals (Stavrou et 

al. 2011). As suggested, redirecting funds from the transition to professional practice 

program towards a mentoring program may be unrealistic; however, if the cost 

savings of caseload midwifery (Tracy et al. 2013) were made explicit there may be 

more impetus to consider a mentoring program with the aim of enabling new 

graduate midwives to staff the midwifery continuity of care models.   

8.3.3 Implications for women  

Enabling new graduate midwives to work in midwifery continuity of care models will 

address the staffing barrier to implementing and sustaining midwifery continuity of 

care models through providing enthusiastic and well-prepared midwives. Having 

available staff will aid organisations to expand the models and sustain the existing 

models in Australia, thus providing more opportunities for women to access 

midwifery continuity of care models. Midwifery continuity of care has many benefits 

for women including reduced obstetric interventions, less chance of their babies 
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being admitted to the neonatal nursery and higher satisfaction with the birth 

experience.  

 

The majority of women do not have access to midwifery continuity of care models, 

with only 31 per cent of health services who responded to a survey that asked if they 

offered midwifery continuity of care in Australia, offering access (Dawson, 

McLachlan, et al. 2015). In addition access was mostly to women who are deemed to 

have a low risk pregnancy and who live in metropolitan areas (Dawson, McLachlan, 

et al. 2015). Through preparing midwives and enabling new graduate midwives to 

work in midwifery continuity of care models, there is a chance that more women will 

have access to midwifery continuity of care models. The implications for women 

include experiencing less epidural anaesthetic, instrumental births, episiotomies, 

premature birth and less neonatal admissions to the nursery, and an increase in 

spontaneous births (Sandall et al. 2016).  

 

There is also evidence that women experience higher satisfaction with the birth 

experience. Women’s satisfaction with midwifery continuity of care has been 

measured and found to be positive (Fereday et al. 2009; McLachlan et al. 2013; Page 

2003; Williams et al. 2010). In particular, the relationship aspect has been described 

as highly satisfying - knowing your midwife built women’s confidence in their ability 

to give birth and become a mother (Sandall et al. 2016). The implications for women 

who have midwifery continuity of care means they are less likely to experience 

obstetric intervention that can lead to increased morbidity and they have feelings of 

satisfaction through building positive relationships with the midwife providing 

continuity of care.  

 

Through consumer-led groups there could be pressure for governments to provide 

the publicly funded maternity services with midwifery continuity of care models. In 

Queensland, Australia, the collaboration between private midwifery services and the 

state-run hospitals has seen women being able to access a midwifery continuity of 

care model via the universal health insurance scheme, Medicare, through consumer 

and midwife led lobbying (Teakle 2013).  
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Enabling new graduate midwives to work in midwifery continuity of care models has 

implications for new graduates, organisations and women. New graduate midwives 

can work to the international definition of a midwife and find high levels of job 

satisfaction as they transition from student to midwife. Organisations will find it 

easier to expand and sustain the midwifery continuity of care models through access 

to well-prepared graduates to staff the models. The workforce will be more flexible 

and with a more satisfied workforce and cost savings for the organisation. Women 

will gain access to midwifery continuity of care models with all the known benefits of 

reducing obstetric interventions and higher satisfaction with the birth experience.  

8.4 Conclusions and implications for future research  

My research aimed to discover the experiences of new graduate midwives working 

in midwifery continuity of care models. The abundance of evidence that midwifery 

continuity of care provided by one midwife or a small team of midwives is beneficial 

for women, babies and provides satisfaction for both women and midwives has been 

discussed throughout this thesis. My personal experience of supporting new 

graduate midwives working in midwifery continuity of care models inspired my 

research when I commenced this journey in 2011. At the time there was little 

research on the topic here in Australia. Overseas research focused on the support 

new graduate midwives required to work in continuity of care models. Once I began 

to uncover the new graduate experiences it became clear to me that new graduate 

midwives consolidated skills and knowledge through the relationship with the 

woman and were well supported through the relationship with the small group of 

midwives they worked alongside. It was these initial findings that provided the 

impetus for the application of the continuity of care framework (Saultz 2003) to 

provide further analysis, as discussed in Chapter Three. The final findings illustrated 

well-prepared new graduate midwives who were well supported and highly satisfied 

working in midwifery continuity of care models.  

 

The findings made it difficult to understand why new graduate midwives were not 

transitioning straight into midwifery continuity of care models; instead they were 
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expected to undertake the transition to professional practice program. This 

prompted phase two of the research. The aim was to discover the facilitators and 

barriers to employing new graduate midwives to work in midwifery continuity of 

care models. I sought out the experiences of managers and other key stakeholders of 

midwifery continuity of care models. The initial findings were about the difficulties of 

introducing a new concept into organisations that viewed midwifery as a part of 

nursing. This led to further analysis of the data through the application of the 

diffusion of innovation theory (Greenhalgh et al. 2004). The innovation is to employ 

new graduate midwives into midwifery continuity of care models. The final analysis 

provided the drivers, enablers, facilitators and barriers to employing new graduate 

midwives in these innovative models.  

The findings from both phases of the research have been synthesised with what is 

already known about new graduate midwives’ experiences and the experiences of 

managers implementing midwifery continuity of care models, to arrive at a 

conceptual model to enable new graduate midwives to work in a midwifery 

continuity of care model.  

The conceptual model provides a new way of understanding how new graduate 

midwives can transition from student to a midwife consistent with the International 

Confederation of Midwives (2011) definition of a midwife. The conceptual model 

provides the essential components to enable this transition. The components 

encompass the provision of a high level of midwifery continuity of care models 

where a relationship of trust is built. The small group of midwives working in the 

continuity of care models provide support to the new graduate midwife, including 

the provision of mentoring. The graduates are well-prepared from their experience 

of providing continuity of care as students. It is important the graduates attend the 

collaborative and reflective team meetings. It is helpful if the manager is available 

and approachable.  All these essential components fall within a maternity service 

with visionary leadership.  
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The new graduates and the managers both have responsibilities for the essential 

components to occur.  New graduates have a responsibility to plan to work in the 

models at the time of graduation by seeking out experience in midwifery continuity 

of care models as students. The new graduate will seek out a mentor and attend the 

collaborative team meetings. The managers should seek out students they think 

would be good to work in the models. A supportive manager will offer a mentor, a 

longer orientation period and an initial reduced caseload to the new graduate. It is 

also the responsibility of the manager to address organisational culture that 

prohibits new graduates from working in midwifery continuity of care models.   

The essential components of the conceptual model together with the new graduate 

and managers’ responsibilities have implications for new graduates midwives, 

organisations and women. Women will benefit from the expansion and sustainability 

of midwifery continuity of care models.  

There is scope for further research to test the recommendations from the 

conceptual model. If the essential components were implemented, would midwifery 

students’ transition directly into midwifery continuity of care models be similar to 

the experience in New Zealand? Further research could potentially identify other 

barriers and facilitators to adapting the conceptual model and these would need to 

be explored in order for the normal transition of new graduate midwives directly 

into midwifery continuity of care models with an aim of providing access to more 

Australian women.  

. 
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Appendices 



Are you a New Graduate Midwife working in a 
Midwifery Continuity of care model? 

Here is an opportunity to tell us about your experience 

I am conducting research into the experiences of newly graduated midwives 
working in midwifery continuity of care models  

My research aims to develop a program of support for new graduate midwives 
working in these models.  

If you are interested in participating please contact me 

ALLISON CUMMINS 

Allison.cummins@uts.edu.au 

Ph: 02 9515 4913 

The interview will take approximately one hour and can be conducted in 
person, via phone or skype at a time convenient to you 

This study has ethics approval from the University of Technology, Sydney 
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NOTE: 
This study has been approved by the University of Technology, Sydney Human Research Ethics Committee.  If you have 
any complaints or reservations about any aspect of your participation in this research which you cannot resolve with the 
researcher, you may contact the Ethics Committee through the Research Ethics Officer (ph: +61 2 9514 9772 
Research.Ethics@uts.edu.au) and quote the UTS HREC reference number.  Any complaint you make will be treated in 
confidence and investigated fully and you will be informed of the outcome.   

 Page 1 of 1

CONSENT FORM 

I ____________________ agree to participate in the research project: 

What are the experiences of New Graduated Midwives working in Midwifery Continuity of Care 
Models.

UTS HREC REF NO. 2012000328 
Conducted by: 
Allison Cummins,  
Faculty of Health,  
Level 7  
235 Jones St  
Ultimo.  
Phone 9514 4913 
of the University of Technology, Sydney for her PhD
Funding for this research has been provided by Australian College of Midwives. 

I understand that the purpose of this study is explore and report the experiences of New 
Graduate Midwives working in Midwifery Continuity of care models.  

I understand that I have been asked to participate in this research because I am a New Graduate 
Midwife working in a midwifery continuity of care model and that my participation in this research 
will involve an interview with the researcher. I understand the duration of the interview will be 
approximately one hour. I understand the interview will be conducted in a private location at a 
time convenient to myself. I understand there is a potential risk of possibly becoming emotionally 
distressed during this interview if I am recalling a sensitive or sad clinical situation. I understand 
that the researcher will stop the interview at any time if I request. I understand that I may know 
Allison Cummins from professional encounters and that she will maintain my privacy and 
confidentiality. 

I am aware that I can contact Allison Cummins or her supervisor(s) Professor Caroline Homer 
and Dr Elizabeth Denney-Wilson if I have any concerns about the research.  I also understand 
that I am free to withdraw my participation from this research project at any time I wish, without 
consequences, and without giving a reason. I am aware that withdrawing from this research will 
not prejudice any relationship with the researcher. I agree that Allison Cummins has answered all 
my questions fully and clearly. I agree that the research data gathered from this project may be 
published in a form that does not identify me in any way.

________________________________________ ____/____/____ 
Signature (participant) 

________________________________________ ____/____/____ 
Signature (researcher or delegate) 
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a b s t r a c t

Background: midwifery continuity of care has been shown to be beneficial to women through reducing
interventions and other maternal and neonatal morbidity. In Australia, numerous government reports
recognise the importance of midwifery models of care that provide continuity. Given the benefits, midwives,
including new graduate midwives, should have the opportunity to work in these models of care. Historically,
new graduates have been required to have a number of years' experience before they are able to work in
these models of care although a small number have been able to move into these models as new graduates.
Aim: to explore the experiences of the new graduate midwives who have worked in midwifery continuity of
care, in particular, the support they received; and, to establish the facilitators and barriers to the expansion of
new graduate positions in midwifery continuity of care models.
Method: a qualitative descriptive study was undertaken framed by the concept of continuity of care.
Findings: the new graduate midwives valued the relationship with the women and with the group of
midwives they worked alongside. The ability to develop trusting relationships, consolidate skills and
knowledge, be supported by the group and finally feeling prepared to work in midwifery continuity of care
from their degree were all sub-themes. All of these factors led to the participants feeling as though they were
‘becoming a real midwife’.
Conclusions: this is the first study to demonstrate that new graduate midwives value working in midwifery
continuity of care – they felt well prepared to work in this way from their degree and were supported by
midwives they worked alongside. The participants reported having more confidence to practice when they
have a relationship with the woman, as occurs in these models.

& 2015 Elsevier Ltd. All rights reserved.

Introduction

Midwifery continuity of care is defined as ‘care provided to
women throughout pregnancy, birth and the early parenting
period from one midwife or a small group of midwives’ (Sandall
et al., 2013). This way of providing care has been shown to be
beneficial to women and babies (Homer et al., 2001; Page, 2003;
Hodnett, 2008; Pairman et al., 2010; Hartz et al., 2011; Hodnett et
al., 2011; McLachlan et al., 2012; Sandall et al., 2013). Midwives
and women have also reported high rates of satisfaction with
midwifery continuity of care models (Fereday et al., 2009;
Collins et al., 2010). In Australia, numerous government reports
have recognised the importance of midwifery continuity of care

models and have recommended widespread implementation
(Australian Government Department of Health and Ageing, 2009;
New South Wales Health, 2010).

Midwifery continuity of care can be organised in a variety of
ways. One-to-one midwifery care refers to having a primary
midwife who cares for 35–40 women a year (Page, 2003; Homer
et al., 2008). Often midwives work together with a second midwife
to ensure they have some time off with the second midwife being
available if the primary midwife is unavailable to ensure some
adequate life/work balance (Page, 2003). Midwifery group practice
(MGP) generally refers to groups of three to four midwives who
have a caseload of women with the flexibility to have rostered
time off including sick and annual leave with backup from one or
more midwives in the group (Homer et al., 2008). A third model
providing a level of continuity is team midwifery. Team midwifery
generally comprises six to eight midwives providing care often on
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a rostered system (Homer et al., 2008). When midwives begin to
work in a midwifery continuity of care model they are provided
with a period of orientation and sometimes, initially a reduced
caseload. Midwifery continuity of care models often cater for
women who are predominantly healthy however increasingly,
all-risk models are being implemented in collaboration with
obstetricians (Australian Nursing & Midwifery Council, 2008).
Various models exist throughout Australia with limited opportu-
nities for new graduate midwives to work in continuity of care.
The participants in this study were employed in models ranging
from one to one midwifery to small teams of midwives working an
on-call roster to provide care for approximately 40 women a year.

A new graduate midwife is oneworking in their first or second year
of practice post initial registration. Historically, most new graduate
midwives in Australia undertake a transition support programme that
require the new graduate midwife to rotate through antenatal clinics,
birth suite and postnatal wards over a 12 month period (Clements
et al., 2013). A qualitative study reporting on newly graduated
midwives' experiences of a similar model in the United Kingdom
(Foster and Ashwin, 2014) found the participants did not have
enough time in any one hospital area before rotating to another
where they had to relearn skills. It is not clear whether this style of
transitional support is appropriate or necessary for new graduates who
desire to work in continuity of care models (Clements et al., 2013).

In Australia, midwives are prepared to work in continuity of
care models as students; an essential part of the midwifery
curriculum is to ‘follow through’ a number of women during their
programme (Gray et al., 2012; Australian Nursing and Midwifery
Council, 2010). This requirement is based on the evidence that
these models have improved outcomes for women and their
families. Despite this, when positions are advertised for continuity
of care models, the criteria often includes a minimum two years'
experience, prohibiting new graduate midwives from applying.

Despite obstacles to new graduates entering midwifery con-
tinuity of care, there are small numbers working in this way
around Australia. In order to support wider implementation of
such opportunities, we were interested in their experiences. This is
the first study in Australia, to focus on new graduate midwives
working in midwifery continuity of care. The aim of the study was
to explore the experiences of these new graduate midwives, in
particular, to examine the support they received and to establish
the facilitators and barriers to the expansion of new graduate
positions in midwifery continuity of care models.

Ethical approval was sought and granted by the university
ethics committee (HREC Approval Number: 2012000328).

Methods

A qualitative descriptive approach was used to describe and
explore the new graduate's experiences of working in midwifery
continuity of care. The exploration was based on the interest in,
and understanding of, the ‘who, what and where’ of their
experiences (Sandelowski, 2000, p. 338). Qualitative descriptive
research is a useful form of rigorous and credible enquiry
in situations where there is little knowledge and is particularly
useful to describe how people feel about an event (Sandelowski,
2000; Avis, 2003; Hughes and Fraser, 2011). This study addresses
each area of the who, what and where (Sandelowski, 2010) of new
graduate experiences of working in midwifery continuity of care.

Sample

Purposive sampling recruited newly graduated midwives working
within their first or second year of practice in a midwifery continuity
of care model. Purposive sampling is used when the population of

interest is small (Minichiello et al., 2004). The difficulties in recruit-
ment meant the authors needed to find midwifery models of care that
employed new graduates. The first author attended a midwifery
‘models of care’ conference in South Australia with the intention of
recruiting new graduate midwives to participate in the study. The
purposive sampling then became a process of snowball sampling
where participants were asked if they knew any other new graduate
midwives working in continuity of care models. Both these sampling
methods were approved by the university human research ethics
committee. Using this process, 13 newly graduated midwives were
recruited. From our professional networks, we estimate this to be
approximately 50% of the new graduate midwives working in mid-
wifery continuity of care models across Australia.

The 13 participants (Table 1) were newly graduated midwives
in either their first or second year of practice after graduation.
Pseudonyms have been used to protect the identity of the
participants and to highlight the repletion of responses and to
show when different participants had similar experiences. Parti-
cipants were aged 21–46 years and employed in a variety of
settings from tertiary referral hospitals to stand-alone birth
centres. Eleven worked full time with one part-time (six shifts a
fortnight partnering with another midwife to provide a caseload
practice) and one was not working at the time of the interview.
Twelve had completed the direct-entry Bachelor of Midwifery
program, three from South Australia, two from the Australian
Capital Territory (ACT) and eight from New South Wales (NSW).
One completed a Graduate Diploma in Midwifery in NSW, a
postgraduate course for registered nurses that leads to registration
as a midwife. Eleven had started in a new graduate transition
programme with two commencing in midwifery continuity of care
immediately after graduation. Three had the continuity of care
programme incorporated as part of their new graduate pro-
gramme and were then employed in that model without returning
to the rotation programme through the various maternity wards.

Data collection

Data were collected via semi-structured interviews. Participants
were offered a choice of the interview being conducted face-to-face,
via telephone or skype. One researcher (the first author, who is also
a midwife) conducted all the interviews. A list of open-ended
questions were chosen that guided the interview but provided
flexibility to respond to the participant (Box 1).

Table 1
Demographic details of the participants – location, year of gradation, programme,
working status and age.

No State Year
graduated

Programme Working
fulltime

Age
rangen

1 South Australia 2012 BMid Yes 36–40
2 New South Wales 2011 BMid Yes 26–30
3 New South Wales 2011 BMid Yes 20–25
4 New South Wales 2010 BMid Yes 20–25
5 South Australia 2011 BMid Yes 31–35
6 South Australia 2011 BMid No 31–35
7 Australian Capital

Territory
2012 BMid Yes 25–30

8 New South Wales 2011 BMid No 31–35
9 Australian Capital

Territory
2011 BMid Yes 20–25

10 New South Wales 2011 BMid Yes 46–50
11 New South Wales 2011 BMid No 36–40
12 New South Wales 2011 BMid Yes 26–30
13 New South Wales 2012 GradDipM Yes 36–40

BMid¼Bachelor of Midwifery (direct entry); GradDipM¼Graduate Diploma in
Midwifery.

n Ranges have been given to protect anonymity.
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The questions gave the interview some structure but were not
always asked in this order to enable flexibility. Using preformed
questions/prompts can give an interview some structure (Rees,
2012). The questions were designed to explore the barriers and
facilitators to working in midwifery continuity of care models. In
addition, we were interested in the positive aspects and levels of
continuity of care in line with the theory around continuity of care
(Saultz, 2003).

The participants were from different parts of the country
making face-to-face interviews difficult; hence phone interviews
were the main mode of data collection. Burns et al. (2012)
described the insider/outsider dilemmas experienced by a
researcher during observations undertaken on a maternity ward
by a midwife researcher. A similar concept had the potential to
occur in this study, as the interviewer was also a midwife with
extensive clinical experience and a sound understanding of con-
tinuity of midwifery care. The interviewer was in a unique position
to identify the issues raised by the participants with the potential
for the blurring of boundaries as described by Burns et al. (2012).
The interviewer needed to position herself as a researcher rather
than a colleague. Having a team of three researchers, assisted with
defining boundaries as the other team members only read de-
identified data and therefore were outsiders to provide balance.

The interviews were audio recorded and transcribed verbatim.
The researcher transcribed three of the interviews and the
remainder were transcribed by a professional transcriber. The
transcripts were all read while listening to the audio recordings
to ensure transcription accuracy.

Analysis

Thematic analysis was used to capture important concepts in
relation to the research question (Braun and Clarke, 2006). The
data were read and entered into the software program NVIVO
(Minichiello et al., 2004). A process of coding into groups known
as nodes identified certain themes. The themes were initially
descriptive and once the researcher began to write and reread
the data, a deeper analysis occurred which was framed by the
concept of continuity of care (Saultz, 2003).

Saultz (2003) developed hierarchical definitions of continuity
of care. The base of this hierarchy is informational continuity
where medical and social information about the person is avail-
able to a number of care providers ensuring safe communication
about a person's particular situation (Saultz, 2003). The next level
of continuity is defined as longitudinal where information is
shared in a familiar place by an organised team of care providers
(Saultz, 2003). The highest level of continuity proposed is inter-
personal based on the philosophical underpinning that continuity
of care is about the relationship between the care provider and the
person over time (Saultz, 2003). The theory of continuity of care
was developed by Saultz (2003) and applied to midwifery by
Homer et al. (2008). The interpersonal (Homer et al., 2008)

definition is most appropriate based on the philosophical under-
pinning that continuity of care is about the relationship between
the woman and the midwife over time. Themes and sub-themes
were then identified and discussed with the two other co-authors,
subsequent analysis, themes and subthemes were developed
within the framework of continuity of care.

Findings

The overarching concept was interpersonal continuity of care
(Saultz, 2003) with two broad themes, that is, ‘the relationship
with the woman’ and ‘the relationship with the group’. There were
further subthemes that led the participants to report they were
‘becoming a real midwife’ (Fig. 1).

The relationship with the woman

The relationship with the woman was valued in so many
aspects of the care provided by the participants. As Judy stated,
‘I really love the relationship’ and ‘it is food for my soul’.

The participants who had worked in a standard transition
support programme prior to working in continuity of care com-
pared the two approaches. The relationship with the woman was
highly valued and contributed to the provision of quality care.
Samantha stated ‘now I can really spend time with women’.
Samantha went on to say ‘as I get to know the woman, I think
they get better care’ and ‘women get better care’ (Alice). Candice
and other new graduates felt that ‘the outcomes are better’
compared with women they cared for when working in the
standard transition support programme. The participants did not
explain which outcomes were better but went on to discuss issues
like normal birth and increased rates of breast feeding suggesting
they were valued. The relationship with women enabled them to
promote normal birth, provide more effective care and was highly
satisfying. For example, Samantha described ‘feeling happier’
working in a continuity model.

Finding satisfaction with continuity

Working in continuity of care as a new graduate was highly
satisfying. Bridget reported the satisfaction of ‘seeing a woman
being empowered’ as ‘so rewarding’. She went onto describe how

Box 1

Questions

Why did you choose to work in midwifery continuity
of care?
What is your experience of working in continuity of care?
What did you aim to achieve in your transitional year/s?
How did you achieve what you planned?
What has been the best part of working in midwifery
continuity of care?

Fig. 1. Broad themes and sub-themes and the relationship with continuity of care.

A.M. Cummins et al. / Midwifery 31 (2015) 438–444440



she felt ‘lucky to know the whole woman’ and ‘having a relation-
ship with the woman is a position of privilege’. Christine described
herself as ‘one of those people that really enjoys having relation-
ships’ and therefore working in this way as a new graduate really
suited her.

Being satisfied working in midwifery continuity of care was a
two-way interaction. Lisbeth illustrates this point saying that the
‘woman is so happy that you are there’ and Ness, ‘they [the
women] were always happy to have me there’. Building a relation-
ship between the woman and the midwife, for example, ‘getting to
know the woman I am caring for made me feel more effective as a
midwife’ was a crucial component of care. They felt that continuity
of carer provided a satisfying experience for the woman, as she
knew her midwife, described here:

I loved the satisfaction that women got from having that trust
in the one carer also the satisfaction I got and the midwives
would get from seeing them from the beginning to end
(Lisbeth)

The participants used positive emotional phrases to discuss the
benefits of midwifery continuity of care. Hattie said she ‘gets
tingles every time she sees a woman starting her mothering
journey’ and Lisbeth stated she is ‘happy all the time’ when she
knows the woman. These emotional accounts highlight the satis-
faction of being in a position to develop trusting relationship with
women through continuity of carer and this was valuable for the
new graduates.

Consolidating skills and finding confidence through continuity of care

The relationship with the woman helped the new graduates
learn and consolidate skills. For example, Lisbeth said ‘I found I
learnt a lot more because I could see the story unfold and it made
more sense to me’ and Bridget also explained ‘over time you get to
see her pregnancy unfold together with her family’. When the
midwife knows the woman then she can be quietly present at a
birth without having to build rapport as Christine said ‘seeing the
whole process is easier than just snapshots of someone who has
just walked in, in labour’. In addition, the relationship with the
woman helped to increase their confidence. The ‘unfolding’ of the
woman's pregnancy revealed new learning opportunities to con-
solidate skills and increase their confidence. For example, Alice
described how knowing the woman, seeing her again rather than
just a ‘snapshot made me feel more effective as a midwife’.
Similarly, Bridget stated as she got ‘to know the woman and her
family there is a lot of growth and learning’ and Patrice noted that
she was learning through ‘experience’. The new graduate mid-
wives were learning and consolidating skills alongside the woman
as Samantha described, ‘I liked the full range of my skills being
used’. Bridget proposed that you ‘learn so much from the woman
herself’ and Alice supported this saying ‘I learn with the woman’.

Continuity supported learning, for example, Bridget stated
‘continuity is amazing, so good for learning’ and ‘I get to know
the woman and their families, there is a lot of growth and learning
for me’. Lisbeth also talked about continuity providing learning
opportunities across the full scope of practice for a midwife
‘I wanted the whole scope’ that is providing care throughout
pregnancy, birth and the postnatal period. These midwives felt
that continuity of carer helped them learn and grow more quickly
than the standard transitional support model.

Some midwives were challenged because they were learning,
for example, Bridget said she felt it was ‘annoying for some
women because I am just learning’. She went onto explain that
it might take her longer to complete an antenatal visit because she
was in her first year of practice and she was consolidating skills.

Hattie felt this was not a problem when she knew the woman –

‘they understand I am a graduate and in my first year of learning’.
For Hattie, the trusting relationship with the woman meant that
she understood if it took her longer to complete an antenatal visit,
or if she had to look something up. Lisbeth thought this to be a
positive of the relationship aspect ‘As a young practitioner to be
exposed to that emotional vulnerability [of the woman] is prob-
ably a really good thing [for learning]’. Lisbeth is referring to the
interpersonal relationship that develops when the midwife knows
the woman and ‘something goes wrong’, for example, a fetal death
in utero. The new graduates felt that their skills were consolidated
through learning and growing in the relationship with the woman.

Having trusting relationships through continuity of care

The new graduates felt that the development of trusting
relationships meant that they could work effectively with women.
Hattie stated, ‘I just give the information, in that model it is the
woman making the decision’ indicating that the participants
trusted the woman's decisions and choices the woman made
about her own care. None of the participants discussed caring
for any woman who they felt made potentially unsafe decisions.
Robyn talked about ‘having more discussions antenatally’ when
you know the woman, as they have more time available to talk to
women in person or on the telephone. Getting to know the
woman and spending a lot of time with the woman antenatally
enabled the development of a trusting relationship.

The participants also described having more trusting profes-
sional relationships with colleagues, for example Christine said
‘what I didn't realise was the relationship I would have with the
obstetric staff’. They felt that the relationships with their medical
colleagues were easier because when they needed to discuss a
woman with the obstetrician, they were familiar with the
woman’s background. ‘The ones [doctors] I go to, know that I’m
generally concerned, they trust my judgment because I know the
woman’ [Robyn].

The trusting relationship also assisted the woman to accept
unexpected or unplanned outcomes. For example, Ness described,
‘they [the women] are happy to transfer because of the relation-
ship’. Transfer in this context refers to the woman needing to be
referred to an obstetrician. The consultation may result in the
woman having to birth in a hospital setting rather than the birth
centre or homebirth setting. Some midwives would continue to
provide continuity of midwifery care to the woman in collabora-
tion with the obstetrician. Others needed to ‘hand over’ or transfer
all care to the medical team and hospital midwifery staff. Overall,
the new graduate midwives reported feeling ‘confident’ when
consulting with their medical colleagues and the women were
usually happy to transfer care, if necessary, due to the trusting
relationship.

Defining professional boundaries through continuity of care

Some challenges arose from the relationship in relation to
defining professional boundaries. Lisbeth stated you ‘really relate
to them’ [the women] and ‘understand them, like you are friends
with some of these people’. Hattie reports they become ‘part of
your life’ and ‘it becomes like a friendship’. On the other hand,
Hattie acknowledged that the ‘relationship with the woman is
wonderful yet sometimes challenging’. Candice stated ‘it's gone
beyond a professional relationship to a friendship’ and she
struggled with this going on to say ‘you are not their friend but
their carer’ and ‘ending the relationship can be difficult’.
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The relationship with the group

The new graduate midwives valued the relationship they had
with the small team of midwives they worked alongside – their
group. As Lisbeth said ‘we could call them anytime day and night
[for advice or assistance]’.

Finding support from within the group

The new graduate midwives valued the support provided by
the group. They found support from within the group or pair of
midwives, for example, Lisbeth said ‘I have been extremely
supported by the midwives around me’. Siobhan also stated ‘I feel
incredibly well supported by all the midwives’ and Christine,
‘there is always someone around I can ask’. Samantha also talked
about ‘always having someone around I can ask’. Even when the
new graduate midwife was working alone in a stand-alone birth
centre or in a woman's home, they had mobile phones to contact
someone within the group if needed, for example, Hattie said,
‘I would just call or text message them’ and this was reassuring for
the new graduates.

The use of technology, particularly text messaging, was a form
of support as Lisbeth said, ‘the day starts with a text message’ ‘the
group makes sure you are feeling ok’. Bridget said ‘she can literally
call them anytime’ and Hattie also said she can ‘run almost
everything past them’. Siobhan was encouraged to ‘call me [the
more experienced midwife] in the middle of the night if you want
to run something by me’. Gabi said ‘I would call or text them
anytime’. These new graduates reported feeling well supported
and strong professional relationships formed.

Some participants were supported with a specific mentor
within the group or found one themselves, for example, Gabi said
‘I had a mentor for a month and now we still have a bit of a
mentoring relationship going on’. Patrice mentioned how lucky
she was to have such good support from one particular midwife in
the group and ‘if I had gone to another hospital I would not have
had that luxury’. These midwives felt more supported in con-
tinuity compared with working in the standard transitional sup-
port programme, for example Ness said ‘I actually found I got more
support in a continuity of care model’.

Not all found support from within the group. Patrice men-
tioned, ‘some people [other midwives in the group practice] never
put up their hand to help yet expect a lot’. Alice stated that some
midwives find providing ‘support [to a new graduate] draining and
that it will take them away from their own caseload’. Candice also
stated ‘people are reluctant to relieve’ when she had been with a
woman for a long time.

Those who had difficulty finding support fromwithin the group
found support from the midwifery core staff. A lack of staff was
discussed as a problem in terms of receiving enough support.
Siobhan found support outside of the group stating, ‘with staffing
the way it is we need to call in the core midwifery staff’ as ‘we
can't get midwives to work in the model’. Samantha found the
ward-based midwives helpful ‘there are some really good mid-
wives, I specifically look for one, she works nights [night duty] and
is a fountain of knowledge’. Samantha was not allocated a mentor
or able to find someone in the team to mentor her so she looked
elsewhere including her medical colleagues, ‘the registrars and
residents are really approachable’.

Support was also found in the group meetings that were highly
valued by the participants. Hattie described ‘weekly meetings’
whereas Ness said they had ‘monthly meetings’. Christine dis-
cussed regular meetings ‘at least once a week we meet’ and
described having a ‘big birth centre meeting once a fortnight’
with a ‘mini-audit’ looking at practice. These meetings provided
‘professional practice support’ with the discussion of ‘evidence’ to

support practice. In addition, the meetings provided emotional
support, particularly after an event that the new graduate midwife
had not experienced previously. Debriefing was a valuable experi-
ence for the new graduate midwife.

Most were appreciative of having a reduced caseload at the
beginning of their practice. Christine said ‘at the start they only
give us two [women] a month’ and Bridget ‘it really helped having
a reduced caseload’. This was not universally appreciated with
Samantha reporting frustration with her reduced caseload saying,
‘I wasn't given a full caseload at the start, I wanted to feel what it
was really like, not be molly coddled’. She went on to say, ‘I didn't
enjoy my orientation, I wasn't allowed to do anything and I felt
like a student again’. However, she did value the support offered to
her ‘I have got people around me who are really happy to help’.
The value of support had a dual role of assisting the new graduate
midwife to begin autonomous practice and to sustain the con-
tinuity of care model.

Sustaining the continuity of midwifery care model

A couple of participants perceived the support they received
from within the group as sustaining the model of care. Lisbeth
stated ‘they [other midwives] were very protective because they
had never had new graduates working in it’ and Siobhan said ‘it's
about protecting the model [of midwifery care]’. Siobhan referred
to the model of care ‘as such a precious thing’. The participants,
along with the midwives that they worked alongside, wanted to
ensure sustainability of the model of care by supporting new
entrants. The participants were cautious to only call in another
midwife when they really needed them as Lisbeth stated ‘I try and
call them [the other midwives] in daylight hours’ Once again, the
participants valued the support that enabled them to sustain the
midwifery continuity of care model.

Prepared to work in continuity of midwifery care

The participants felt they were prepared to work in continuity
through their education. Alice stated ‘we are introduced to it as
students’ and Lisbeth ‘we learnt about the benefits of it [con-
tinuity] and it all just makes sense’. Lisbeth goes on ‘at uni I
developed a passion for group practice’ and ‘we're taught from the
beginning it's the gold standard of care intuitively it makes sense’
(Siobhan). The exposure and education about the benefits of
continuity of midwifery care made some of the participants decide
before they graduated that was where they wanted to work, ‘in my
final year I started following a homebirth midwife’ (Hattie).
Christine said that was ‘what I really focused on at uni’ and Robyn
‘from uni I really wanted to work in those models’. Lisbeth also
‘knew that is where I wanted to end up’. Bridget described herself
as lucky ‘cause in my degree there would have been a dozen
students out of 40 who would have jumped at the opportunity’.
Siobhan said it was a ‘real no-brainer, I had the skills to be able to
do it’.

Working in continuity ‘consolidated everything you learn at
uni’ (Lisbeth). When the participants developed a relationship
with the woman they described feeling an authenticity in their
practice for example, Lisbeth says, ‘it makes me a good midwife’
and Judy ‘I feel like a real midwife’. The new graduate midwives
felt they had grown into real midwives who practice across the full
scope of midwifery practice. They acknowledged they have been
learning through this first or second year of practice alongside the
woman and were well supported by the group of midwives.
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Discussion

In Australia, there are limited numbers of new graduate mid-
wives working in midwifery continuity of care despite midwifery
students being prepared to work in this way from their degree.
This study explores the experiences of this small group. New
graduates highly valued working in this way, especially the
relationship with the woman and the relationship with the small
group of midwives they worked alongside.

Midwifery continuity of care is highly satisfying for both mid-
wives and women, satisfaction contributes to the sustainability of
midwifery continuity of care and the associated benefits for
women and newborns (Curtis et al., 2006; Freeman, 2006;
Collins et al., 2010; Sullivan et al., 2011). The participants in our
study described positive experiences working in these models of
care with the development of a relationship with the woman
being fundamental. The midwife-mother relationship is a profes-
sional relationship developed from the first point of contact and is
dependent upon trust and respect and provides job satisfaction
(Kirkham, 2010; Stevens and Mc Court, 2002; Homer, 2006). The
new graduates in our study felt that working in continuity of care
was more satisfying compared to working in a standard transition
model where they rotated around different wards on a roster and
did not develop a relationship with the woman. This has impor-
tant implications for long-term retention of staff, especially in the
early years after graduation. Providing opportunities for newly
graduated midwives to work in continuity of midwifery care may
contribute to the job satisfaction of midwives and address staff
attrition rates from the profession (Curtis et al., 2006).

Many of our participants described the women they provided
care for as ‘friends’. Other studies have found women have the
same perception, with the midwife described as their ‘friend’
(Freeman, 2006; Walsh, 1999). The challenge for these new
graduate midwives was to maintain a professional relationship
with the woman (Nursing and Midwifery Board of Australia, 2010).

The transition from student midwife to practising as a con-
fident registered midwife is challenging and many of the tradi-
tional support programmes seem to suit organisational needs
rather than developing the confidence of the midwife (Davis et
al., 2011). The participants in our study believed they were able to
consolidate skills through providing continuity of care. Consolidat-
ing skills meant that they could demonstrate their competence
and increase their confidence as they got to know the woman. It
has been reported that midwives working in one to one midwifery
feel more confident in their practice when they know the woman
(Page, 2003). Confidence of new graduate midwives has been
measured and found to improve at the completion of the first year
of practice in accordance with the national competency standards
for the midwife (Davis et al., 2011; Australian Nursing and
Midwifery Council, 2006). We found that a midwifery continuity
of care model provides the opportunity for this group of new
graduate midwives to consolidate skills and confidence and work
to the full scope of their practice.

Having a trusting relationship with the small group of mid-
wives was highly valued by the participants in our study. The new
graduate midwives reported being well supported by the small
group of midwives they worked alongside. Other studies have
shown that new graduate midwives working in midwifery con-
tinuity of care need support from midwives within the midwifery
group and, at times, from outside the group (Kensington, 2006;
Lennox et al., 2008). Support has been described as mentoring,
precepting or clinical supervision (Lennox et al., 2008). Similarly,
we found many different forms of support were useful including
an orientation period with or without a mentor, support from
within the group via text, phone or in person, a reduced caseload
(although not for all) and support from outside the group.

Clinical decision making is a challenge for new graduates as
they move out of a student role and into a fully qualified role.
Newly graduated midwives have reported that any dialogue, either
brief encounters such as a corridor conversations or a longer
dialogue with their midwifery colleagues, assists clinical decision
making (Young, 2012). Our study has shown that these trusting
relationships enabled the new graduate midwives to find support
from outside of the group, such as corridor conversations with an
experienced midwife or consultations with the medical staff.

The new graduates in our study reported that experienced
midwives wanted to support the new graduate midwives to
sustain midwifery continuity of care. The weekly, fortnightly or
ad hoc meetings also provided support and should be considered
an essential part of cohesive group practice (Homer et al., 2008).
The reflections on practice discussed at the team meetings
supported new graduate midwives to make clinical decisions.

In Australia, conscious efforts have been made in the midwifery
curricula to prepare students to work in continuity of care models
through the inclusion of continuity of care experiences (Australian
Nursing and Midwifery Council, 2010; Gray et al., 2012) This study
has found that these experiences as students were highly bene-
ficial in preparing midwives to work in continuity of care pro-
grammes therefore greater efforts need to be made to embed the
continuity of care experience in all midwifery pre-registration
programmes.

Conclusion

Midwifery continuity of care is beneficial to women and new-
borns. The number of midwifery models providing continuity of
care to women is increasing across Australia. Currently, there are
very limited numbers of new graduate midwives working in
midwifery continuity of care models throughout Australia. The
new graduate midwives in this study wanted to work in midwifery
continuity and felt prepared to work in this way from their degree.
In addition, they were all well supported in one way or another to
work autonomously. The findings from this study suggest new
graduate midwives learn and grow as midwives when working in
continuity of care models and they are well supported in their
practice. The findings from this study are limited to Australian
midwifery continuity of care models with a small sample. As a
qualitative descriptive study there is the potential for further
interpretive work (Sandelowski, 2010). Further research is needed
to discover why new graduate midwives need to complete a
transition support programme or have a certain number of years'
experience before working in midwifery continuity.
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a b s t r a c t

The aim of this paper was to explore the mentoring experiences of new graduate midwives working in
midwifery continuity of care models in Australia. Most new graduates find employment in hospitals and
undertake a new graduate program rotating through different wards. A limited number of new graduate
midwives were found to be working in midwifery continuity of care. The new graduate midwives in this
study were mentored by more experienced midwives. Mentoring in midwifery has been described as
being concerned with confidence building based through a personal relationship. A qualitative
descriptive study was undertaken and the data were analysed using continuity of care as a framework.
We found having a mentor was important, knowing the mentor made it easier for the new graduate to
call their mentor at any time. The new graduate midwives had respect for their mentors and the support
helped build their confidence in transitioning from student to midwife. With the expansion of midwifery
continuity of care models in Australia mentoring should be provided for transition midwives working in
this way.

Crown Copyright © 2016 Published by Elsevier Ltd. All rights reserved.

Introduction

In Australia, upon graduation from midwifery education pro-
grams, most new graduates find employment in hospitals andmost
undertake a new graduate program (Clements et al., 2011). This
usually requires the new graduate midwife to rotate through
antenatal clinics, birth suite and postnatal wards over a 12 month
period (Clements et al., 2011). Another model is midwifery conti-
nuity of care, that is caseload midwifery in small group practices,
however new graduate midwives are usually not offered the op-
portunity to work in midwifery continuity of care as they are seen
as lacking the skills necessary to care for all women including those
that may have medical complications (Panettiere and Cadman,
2002). Rotating through wards has historically been seen as
necessary to gain enough experience to work in midwifery conti-
nuity of care although it is not clear now whether a traditional
transitional program is appropriate or necessary for new graduates
who desire to work in these models (Clements et al., 2013). New

graduate midwives feel they are prepared to work in continuity of
care due to the “follow through” experiences they undertake as
students as part of the Australian registration requirements for
midwifery (Cummins et al., 2015; Australian Nursing and
Midwifery Council, 2010; Gray et al., 2012). In addition, new
graduate midwives in Australia have expressed a desire to work in
midwifery continuity of care models soon after graduation and
there is high level evidence of the benefits of these models for
women (Sandall et al., 2013) and for midwives (Cummins et al.,
2015; Dawson et al., 2015). Perhaps what is required is a mentor
to support the new graduate midwife to transition from student to
autonomous practice within a midwifery continuity of care model.

Midwifery continuity of care (also known as caseload midwifery
or one-to-one midwifery) is defined as “care provided to women
throughout pregnancy, birth and the early parenting period from
one midwife or a small group of midwives” (Sandall et al., 2013).
Limited numbers of new graduate midwives have the opportunity
to work in midwifery continuity of care in Australia although the
numbers are slowly increasing due to demand from graduates and
to address workforce needs. Public maternity services have been
directed by both the federal and state government to increase the
numbers of continuity of care models available to women
(Australian Government Department of Health and Ageing, 2009;
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New South Wales Department of Health, 2010) consequently there
is a demand formidwives to staff thesemodels. Newgraduateswho
enter these models of care are often formally or informally men-
tored while their confidence grows although the precise nature of
their mentoring is not known. Mentoring new graduate midwives
into a midwifery continuity of care model may be an answer to
increasing confidence and consolidating skills. The aim of this pa-
per was to explore the mentoring experiences of new graduate
midwives working in midwifery continuity of care models in
Australia as part of a wider study exploring the experiences of new
graduates.

Mentoring

Mentorship is defined as a relationship between a more senior
staff member with a more junior member focussing on the devel-
opment of job related skills and career advancement within a hi-
erarchical organisation (Eby, 1997). Mentoring is about the
development of an interpersonal relationship between a less
experienced individual a more experienced individual (Eby, 2011).
Mentoring has been described as a one-to-one activity that can
happen in many different contexts or environments with various
definitions of coach, mentor or tutor, often used interchangeably
(Parsloe and Wray, 2000). Mentoring has been used in many dis-
ciplines including business and nursing (Beecroft et al., 2006;
Fajana and Gbajumo-Sheriff, 2011). Throughout the literature the
concept of mentoring involves support from a more senior or
experienced person to someone new to the organisation. In the
businessmodel the overall aim ofmentoring is tomeet the strategic
directions of the company while advancing the career path of the
mentee (Fajana and Gbajumo-Sheriff, 2011). Mentoring has become
such common practice in business that some resistance has
evolved, a suggested solution to this problem is to make mentoring
as informal as possible along with the promotion of a mentoring
culture (Fajana and Gbajumo-Sheriff, 2011). In nursing, the goals of
mentoring are to provide a smooth transition from student to the
profession of nursing through socialisation into the culture and
environment (Beecroft et al., 2006). It has been found that regis-
tered nurses will resign if they have not assimilated into the culture
within twelvemonths, makingmentoring an important strategy for
staff retention (Beecroft et al., 2006) Similar to the business model
it is recommended that mentors have training in mentoring,
adequate time for meeting between thementor andmentees is also
recommended to make the mentoring program a success (Beecroft
et al., 2006; Fajana and Gbajumo-Sheriff, 2011).

Mentors may be either allocated or selected by the mentee
(Lennox et al., 2008b; Eby, 2011). The mentoring relationship may
have no defined end date; the period of mentorship may be over
when either the mentor or mentee decide they no longer require
the support (Lennox et al., 2008b). Preceptorship is different to
mentoring in that it tends to be of a shorter duration and focused on
the development of clinical skills not on confidence building
(Lennox et al., 2008b).

Mentoring in midwifery has been described as being primarily
concerned with confidence building based on a more personal
relationship and not just an assessment of competence (Lennox
et al., 2008a). Mentoring in this context includes teaching, role
modelling and socialising for the mentee however the benefits are
reciprocal as new graduates bring enthusiasm to the mentor
(McKenna, 2003). Constraints of mentoring include time and
financial barriers including the necessity of the health system to
provide resources to support the ongoing development of mid-
wives into mentors (Lennox et al., 2008a).

There are few studies that specifically explore the mentoring
needs and experiences of newgraduatemidwives as they transition

into midwifery continuity of care. One particularly relevant study is
from New Zealand; which examined the experiences of new
graduate midwives who were mentored into caseload practice
(Kensington, 2006). Mentoring occurred ‘within’ the midwifery
practice from amidwife working alongside the new graduate in the
same group practice or from ‘outside’ the practice where midwives
working in other caseload practice provided mentoring without
working alongside the new graduate (Kensington, 2006). ‘Inside
practice’was seen as mentoring through providing support, advice,
a second opinion and education, the mentor and new graduate met
casually, at caseload practicemeetings or on scheduled occasions to
meet with women (Kensington). ‘Outside practice’ included sup-
port without meeting in the practice although the mentor did
provide assistance with setting up the contractual business pro-
vided by the midwives (New Zealand College of Midwives (inc)
2012). On occasion, they did attend births, mostly when there
was some difficulty or the midwife was distressed by the clinical
events (Kensington, 2006). These experiences were described as
supportive and empowering (Kensington, 2006) rather than the
condescending nature of other transition support programs within
the hospital setting and demonstrated the ability of mentoring to
build confidence.

An earlier ethnographic study from the United Kingdom used
focus groups and observations of new graduate midwives to report
reflections from the midwives on feedback received from women
(Stevens, 2002). This reflective practice provided the newgraduates
with the realization of “what they did” and “did not know”, proving
to be an excellent model for consolidation of midwifery skills and
knowledge (Stevens, 2002) towards professional development.
These two qualitative studies discussed show that new graduate
midwives working in caseload practice have a positive experience
and are well supported. This part of our wider study aimed to
explore similar issues in a different context, in particular, to
discover the mentoring experiences of new graduate midwives
working in midwifery continuity of care models in Australia.

Method

The experiences of mentoring are part of a larger study looking
at the overall experiences of new graduate midwives working in
midwifery continuity of care. A qualitative descriptive study was
undertaken (Sandelowski, 2000) and framed by the concept of
continuity of care (Saultz, 2003). Qualitative descriptive designs are
a rigorous and credible form of inquiry (Avis, 2003; Hughes and
Fraser, 2011; Sandelowski, 2000) and particularly useful to
describe how people feel about an event. In this case, the event was
the experiences of the newly graduated midwives working in
midwifery continuity of care models, in particular their experience
of mentorship. Mentoring for novice midwives has been found to
be about the relationship with each other (Lennox et al., 2012). The
benefit of continuity of care as a relationship was articulated by
Saulz (2003) and applied to midwifery (Page and McCandlish,
2006) and provides a framework to the proposed research design.

Participants

Midwives who were either in their first or second year of
practice and working in midwifery continuity of care were
recruited to the study. The new graduate midwives worked as
caseload midwives, in small group practices in public hospitals
throughout Australia, only one participant had worked in private
practice providing caseload care from a small group of privately
practicing midwives. Sampling began after researching which
hospitals/area health services within Australia offered midwifery
continuity of care and employed new graduate midwives into
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midwifery group practices. In addition, the first author attended
the Australian College of Midwives (South Australian branch) state
conference titled “Models of Midwifery Care” held in Adelaide
(Australian College of Midwifery, 2012), and met a number of
hospital and health service managers and midwives working in
midwifery continuity of care. This opportunity allowed the
researcher to network and recruit participants using purposive
sampling. Once a potential participant was identified they were
sent an information sheet describing the study. As few participants
were gathered in this way, snowball samplingwas also used. Once a
participant consented and the interview was conducted the new
graduate midwives' offered the names of other potential partici-
pants. Using both these processes, 13 newly graduated midwives
working in either their first or second year of practice around
Australia in midwifery continuity of care models participated in the
study. They were employed in a variety of models in the public
sector ranging from caseload midwifery or small group practice
where they worked an on-call roster providing care to approxi-
mately forty women a year.

Data collection

As the participants were from all over Australia face to face in-
terviews were difficult. Semi-structured interviews were mostly
conducted by phone or skype with only two interviews conducted
face to face. Open ended questions were used while still providing
some structure to the interview process. The participants were
asked about their experiences of working in midwifery continuity
of care and what factors helped them or hindered them to achieve
their goals during their transition year. The interviews were audio
recorded, all except three (these were transcribed by the first
author) were transcribed by a professional transcriber. The tran-
scriptions were read while listening to the audio recordings and re-
read for accuracy.

Data analysis

As the aim of this part of the study was to explore the mentoring
experiences for the new graduates, the focus of the analysis was on
mentoring. Data that related to the provision of mentoring or
support were extracted from the data for this part of this study.

The data were entered into the software program, NVIVO
themes were coded into nodes, (Minichiello et al., 2004). The data
were read and reread and analysis ceased when theoretical satu-
ration occurred, that is when the same themes were being heard
over and over again. The initial themes that emerged from the data
were about the relationship with the woman and the relationship
with the group of midwives the new graduate worked alongside.
An audit trail extracting the mentoring data from the raw data was
developed and the second and third researchers read and agreed on
the themes that emerged. As relationships were the main themes it
seemed appropriate to frame the analysis within the concept of
continuity of care. Mentoring is based on a relationship between
the mentor and the prot�eg�e (Lennox et al., 2012) consistent with
the relationships that develop when midwives work in midwifery
continuity of care.

Continuity of care has been defined by Saultz (2003) as a hier-
archical framework. The lowest level of continuity is called, infor-
mational; the details of a woman are shared by many care providers
through safe medical records. The next level is longitudinal and
means the woman may have shared care with a number of known
care providers in the one place. The highest level andmost applicable
framework is interpersonal or relational continuity where one care
provider takes sole responsibility for a woman, a professional rela-
tionship of trust forms and the care provider is available to the

woman, if unavailable a second care provider is available (Saultz,
2003; Page and McCandlish, 2006). The framework was used to
examine the levels of the relationship that the new graduate had, not
only with the woman, but also with the midwives they worked
alongside, as formal or informalmentors. The relational continuity of
care concept was used to explore the nature of the mentoring re-
lationships and the interactions and levels with them.

Ethical approval was sought and granted by the university ethics
committee. (HREC Approval Number: 2012000328) prior to
commencement. Confidentiality and anonymity was assured and
any identifying information about the midwives, their mentors or
hospital have been removed.

Findings

Thirteen participants were recruited to the study aged between
21 and 46 years and employed in a variety of settings in the public
sector from tertiary referral hospitals to stand-alone birth centres.
Eleven worked full time with one part-time (six shifts a fortnight
partnering with another midwife to provide a caseload practice)
and one was not working at the time of the interview. Twelve had
completed a direct-entry Bachelor of Midwifery program, three
from South Australia (SA), two from the Australian Capital Territory
(ACT) and eight from New South Wales (NSW). One completed a
Graduate Diploma in Midwifery in NSW, a postgraduate course for
registered nurses that leads to registration as amidwife. Eleven had
started in a standard rotational new graduate transition program
with two commencing directly into midwifery continuity of care
after graduation. Three had the continuity of care program incor-
porated as part of their new graduate program and were then
employed in that model without returning to the rotation program
through the various maternity wards. Four of the participants
stated they were allocated a mentor with the others finding their
own mentor.

There were two broad themes identified in the analysis from the
larger study; these were the “relationship with the woman” and
“the relationship with the group”. For the purposes of this paper,
the relationship with the group was the focus as this is where the
mentoring experiences were highlighted. The participants dis-
cussed building a mentoring relationship of trust, “she knewwhere
I was at” and we “developed a mentoring relationship”. It didn't
seem to matter whether the new graduate midwives were allo-
cated a mentor or they found their own mentor, they all experi-
enced a mentoring relationship.

Being allocated a mentor

Four of the participants were allocated amentor by themanager
of the group practice as part of the new graduate's support and
orientation to the group, “we were allocated a mentor” and “we
were paired up with someone else”. Two of those explained that
they “had a mentor for a month”. Having a mentor meant the new
graduate midwife was working with some supervision as this
participant recalls, “I had a mentor in the first month and I did
everything with her”. Being allocated a mentor meant that a rela-
tionship developed between the new graduate and the more
experiencedmidwife, described here “I was allocated amentor for a
month and we still have a bit of a mentoring relationship going on”.
The mentoring relationship was discussed as helpful, “it really
helped having that one person to go to”. One new graduatewho did
not have a mentor expressed her desire to have been allocated one
saying “it would have been great to have a mentor, someone who
puts themselves out [for me]”. Being allocated amentor would have
provided some continuity of mentoring for this new graduate
midwife.
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If the allocated mentor was not available the mentor attempted
to find a backup. One of the participants stated “if she couldn't
come she would try and get somebody else”. The mentoring rela-
tionship is similar to the concept of interpersonal or relational
continuity when the primary midwife is not available then the
second or backup midwife is called for the woman. The similarity
between interpersonal continuity of care and the mentoring rela-
tionship was expressed succinctly by this new graduate “I needed
midwifing into being a midwife”. The continuity of mentorship was
important whether the new graduate had been allocated a mentor
or found their own mentor.

Finding my own mentor

If the new graduate midwife was not allocated a mentor, most
attempted to find their own mentor, as indicated here, “I do get on
particularly well with one of the senior group members so I have
gone to her with questions or problems”. As the participant
described getting on well with this experienced midwife, she felt
confident to approach her as a mentor. In contrast, one participant
who was still looking for a mentor had to think about whom to
approach “I'm slowly working out who I want to go to with
different questions”. This participant hoped not to become a burden
so was cautious in her approach but recognised that she would find
a mentor. Choosing their own mentor meant the new graduate
could develop a trusting one to one relationship with a more
experienced midwife.

Some new graduate midwives described finding their mentors
as students, “we followed them for two weeks and their caseload”
and “the one that mentored me in the last year of uni”. A couple of
participants described their recruitment into the new graduate
position from their mentoring experiences as a student, “as stu-
dents we teamed up with a mentor” and “before I even graduated
they askedme if I wanted to join the group” and “I was with the one
[mentor] who mentored me in the last year of university”. The new
graduates remembered spending time with the mentors as stu-
dents, “I remember having some amazing mentors” and “I was
following them around”. Similarly new graduate's followed a more
experienced midwife around “I worked with one midwife in
particular for quite a few weeks” and “we teamed up with a
mentor”. These midwives found their own mentor by working
alongside more experienced midwives in the group.

Other participants reported going to the maternity ward staff
outside of the group for support and mentoring. The maternity
ward staff are more experienced midwives who do not work in
caseload or a continuity of midwifery group practice. The partici-
pants found their own mentors outside of the group practice
“everybody sort of mentored me on the ward” and another said “I
have got some beautiful mentors on the ward”. Another reported
finding certain midwives on the ward for support “there are some
really goodmidwives, I specifically look for one”. Again, the concept
of continuity of mentorship becomes evident through reports of
finding a mentor.

One participant was unsure if she had been allocated a mentor
or not, saying “I work with two midwives that maybe intentional”.
Another reported her mentoring relationship as “I think it [men-
toring] is quite informal” and another “she is my main mentor just
because I spend more time with her”. It didn't seem to matter to
these graduates whether the mentor was a allocated or not; what
was important was finding a mentor and having someone to go to,
for example, “for the most part there is at least one experienced
midwife we can go to” and “one of the senior staff on the team”. It
was important to these new midwives to have more experienced
midwives to go to and this is how they articulated their experience
of mentoring.

Valuing knowledge and wisdom

The new graduate midwives valued the knowledge and wisdom
of their mentors regardless of whether they were allocated or they
found their own. As this participant recalls “she has got seven years
of experience in midwifery” and another, “the two I work with are
very experienced midwives”. Further reports of experience, “it's
really important to have more experienced midwives as a mentor”
and my mentors are “two very experienced midwives”. When
participants called their mentor with a query the mentor was able
to answer from their knowledge base as expressed by these new
graduates, “she is a fountain of knowledge” and a “wealth of
knowledge”.

The new graduates who had to find a mentor chose carefully, “I
know there are people I can turn to and people I wouldn't neces-
sarily turn to”. When finding their own mentor one new graduate
midwife looked for a particular midwife, even after hours, “she
works night duty and is a fountain of knowledge”. The mentors'
knowledge has grown from the experience of workingwith women
providing continuity of care through pregnancy, birth and the early
parenting period. The new graduate's value for the knowledge and
wisdom the mentor had gained during those years of midwifery
practice and it was now shared in a supportive mentoring rela-
tionship. In particular, the new graduate midwives felt confident
and safe to call their mentor at any time of day or night.

Valuing being able to call a mentor

Being able to call a mentor, day and night, for support or prob-
lem solving whether it was on the phone, in person or by text
message was highly valued by participants. Being able to call a
mentor varied from having just the one person to call to the whole
group being available. As these two participants reported “I know I
can go to her at any time for questions or support” and “we could
call them anytime day and night”. The participants reported the call
as well received by thementor “I know she doesn't mindme asking,
wouldn't mindme texting” and “if anything came up I could call her
for extra support”. It didn't matter if it was mentoring from an in-
dividual or the group as a whole “we could run it past them again”
and “I can ring up whoever is on”. Mentoring in the context of
midwifery group practice seems to vary to suit the particular group
and individuals at different times. It is important the newgraduates
felt theywere able to call their mentor at any time of day or night as
they were working all hours of day and night.

Many of the participants reported calling in a midwife for sup-
port at a birth, particularly if they worked in a stand-alone birth
centre. This form of mentoring is about supporting practice and
assisted the new graduate to increase her confidence around
attending births. One reported calling in her mentor “if I wasn't
confident” or “I thought I needed another set of hands at a birth”. If
the new graduate felt overwhelmed it was obvious that any of the
midwives from the group would support the new graduate, “they
would come and help us” and “we can call them in anytime for
labour support”. Another stated “so we can ring up whoever is on”
and “I can literally call them in anytime for support” however one
did qualify this statement with “I try and call them in daylight
hours” demonstrating the reciprocal supportive nature of the
mentoring relationship.

Through the development of the mentoring relationship it was
easier for the participant to call for support as reported here, “I
know her quite well and she wouldn't mind me texting or asking”
and another states “shewas there for that sort of support”. The new
graduate midwives felt comfortable with calling their mentor, “she
wouldn't mind me texting or asking” and “be that extra support if I
needed her. The mentoring relationship enabled the new graduate
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midwife to call either on the phone, in text message or in person for
assistance in the consolidation of their skills and knowledge in their
first months working in a midwifery continuity of care model.

Discussion

The new graduate midwives in this study valued being allocated
a mentor as they transitioned from student to an independent
practitioner in midwifery continuity of caremodels. Being allocated
a mentor is similar to the concept of preceptorship as precepting is
conducted over a specified timeframe based around clinical
teaching and socialisation into the organisation (Davies andMason,
2009; Lennox et al., 2008a; Saulz, 2003). Having a mentor within a
midwifery continuity of care practice differs in our study as the
mentor was almost always available to the new graduate and a
relationship developed over time consistent with relational men-
toring (Eby, 2011), there was no specified time frame that the
mentoring would end as there is in a preceptor model.

Finding their own mentor either as students and/or new grad-
uates made a difference to their experiences. According to Lennox
et al. (2008a,b) formal mentoring is when a new graduate choo-
ses their own mentor and the mentors are offered specific training
about being a mentor. Given the positive experiences in our
Australian study, formal mentoring could be beneficial to all new
graduate midwives, especially those transitioning into midwifery
continuity of care. Obstacles to providing formal mentoring are
costs, time barriers and as in business and nursing it may become
so routine that the relationship aspect is lost (Lennox et al., 2008a;
Beecroft et al., 2006; Fajana and Gbajumo-Sheriff, 2011). Our study
demonstrates a benefits of mentoring final year students will
attract them towork in a group practice andmentoring in their first
year of practice has an impact on staff retention as in other disci-
plines (Beecroft et al., 2006; Fajana and Gbajumo-Sheriff, 2011;
Lennox et al., 2012).

In our study, the new graduate midwives valued the knowledge
and experience of their mentors. The role of the mentor was to
assist the less experiencedmember to develop job related skills and
develop confidence as a new practitioner as shown in previous
research (Eby, 1997; Lennox et al., 2012). The participants in our
study developed an interpersonal relationship with their mentor.
Most participants who reported having the same mentor meant
they had a professional relationship of trust (Saultz, 2003) and
assisted them to increase their confidence as they consolidated
their skills and practice. Confidence is an essential part of the
transition to graduate midwife as Davis et al (2011) found that new
graduate midwives have low levels of confidence upon registration
in relation to the competency standards of a midwife (Nursing and
Midwifery Board of Australia, 2006). The participants in our study
found their confidence increased with the support of a mentor and
this was augmented when there was also continuity of mentoring.
The mentoring relationship meant the new graduate midwife did
not need to tell her mentor what skills or experiences she required
as she knew where the mentee was up to and what they needed.
This is similar to the midwifery continuity of care relationship,
especially when relational continuity is able to develop (Homer
et al., 2008).

The newgraduatemidwives valued being able to call thementor
with questions, seek advice and support, sometimes having them
physically present at a birth. Similar to other work by Kensington
(2006), our participants found support, advice, a second opinion
and teaching from midwifery mentors. The mentors supported the
new graduates to transition into midwifery continuity of care
through providing a high level of relational support in person, by
phone and by text messaging. The new graduate midwives in our
study foundmentors both inside the group practice and outside the

group as did the participants in Kensington's (2006) study. In
addition the new graduate midwives utilised the experience and
knowledge of the ward maternity staff where no mentor was
available.

The findings from our study showed that having a mentor is
valuable. Unlike other disciplines such as business and nursing
(Beecroft et al., 2006; Fajana and Gbajumo-Sheriff, 2011) the
experience of mentoring in our study was rather ad hoc, only four
participants were allocated mentors and the remainder had to find
their own. There was no mention of the mentors having any formal
training. In New Zealand, the first year midwifery practice program
is funded by the Health Workforce New Zealand to provide a
mentoring program to support newly qualified midwives into
practice (New Zealand College of Midwives, 2014). There is no
system to provide mentoring programs to new graduate midwives
in Australia and many seek out an informal mentor. Informal
mentoring is dependent upon the “goodwill” and “kindness” of the
mentor (Lennox et al., 2008a). In Australia, when new graduate
midwives are offered a mentor from within their midwifery group
practice the mentor is usually nominated and not chosen. This style
of mentoring is defined as institutional and often utilized in busi-
ness settings (Lennox et al., 2008a) to provide individual support in
career transitions. The participants in this study had different ways
of finding a mentor, they reported having a mentor as valuable as
they could call them any time of day or night. The essential element
was the relationship of trust they developed with their mentor. The
concept of mentoring is ideal for midwifery group practice and this
may be the best place to support new graduate midwives in their
transition to the full scope of practice as a midwife (Davis et al.,
2012).

This is the first study in Australia to explore the mentoring ex-
periences of newly graduated midwives as they transition into
continuity of care. However, the study is limited as there were only
13 participants interviewed as new graduate midwives working in
midwifery continuity of care are scarce in Australia. It is estimated
that this represents about half of the new graduates working in
these models in Australia although the number is growing quickly.
As the proportions of new graduates to experienced midwives
working in continuity of care grows, further research to determine
the appropriate balance to ensure adequate support can be pro-
vided and also the benefits of allocation versus finding their own
mentor needs to be addressed. It should be noted that not all
midwifery continuity of care models will be staffed or funded to be
able to provide mentoring or a reduced caseload. Once clarity about
the best model is achieved, recommendations to service providers
who arrange transitional programs for new graduates can be made.
Traditional transitional programs should also be examined to
determine how best mentoring can facilitate growth and devel-
opment of newly graduated midwives.

Conclusions

This study explored the experiences of newly graduated mid-
wives working in midwifery continuity of care models, specifically,
the mentoring experiences. The mentoring support helped build
their confidence in transitioning from student to practising
midwife. With the expansion of midwifery continuity of care
models in Australia mentoring should be invested in as a valuable
safety net for transition midwives.
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The challenge of employing and managing new graduate midwives in

midwifery group practices in hospitals

Aim(s) This study explores the views of midwifery managers and key

stakeholders, regarding the facilitators and barriers to employing new graduate
midwives in midwifery continuity of care models.

Background Maternity services in Australia are shifting towards midwifery

continuity of care models, where midwives work in small group practices,
requiring a change to the management of staff. Public policy in Australia supports

maternity services to be reconfigured in this way. Historically, experienced

midwives work in these models, as demand grows; new graduates are employed
to staff the models.

Method(s) A qualitative descriptive approach exploring the manager’s experience

of employing new graduate’s in the models. Managers, clinical educators and
hospital midwifery consultants (n = 15) were recruited by purposeful sampling.

Results Drivers, enablers, facilitators and barriers to employing new graduates in

the models were identified. Visionary leadership enabled the managers to employ
new graduates in the models through initial and ongoing support. Managing the

myths stemming from fear of employing new graduates to work in midwifery

continuity of care models was challenging.
Conclusion Managers and other key stakeholders provide initial and ongoing

support through orientation and providing a reduced workload.

Implications for nursing management Visionary leadership can be seen as critical
to supporting new graduates into midwifery continuity of care models. The

challenges for management to overcome include managing the myths stemming

from fear of employing new graduates to work in a flexible way around the needs
of the women within an organisation culture.

Keywords: new graduate midwives, support, facilitation
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Introduction

Maternity services in Australia are gradually shifting

towards midwifery-led continuity of care models and

this requires significant changes to the organisation

and management of staff. Midwifery continuity of

care, also called caseload or midwifery group practice

(MGP), is defined as care provided to women through-

out pregnancy, birth and the early postnatal period

from a single midwife or a small group of midwives

(Sandall et al. 2013). Midwifery continuity of care

models reduce obstetric interventions such as epidural
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anaesthesia, episiotomy and Caesarean section opera-

tions and result in fewer babies being admitted to the

neonatal intensive care unit, at no extra cost to the

health service (McLachlan et al. 2012, Sandall et al.

2013, Tracy et al. 2013). Consequently, the Australian

government has recommended that publicly funded

maternity services provide midwifery models of care

(Australian Government Department of Health and

Ageing 2009, New South Wales Health 2010)

although uptake has been slow.

The managers and other key stakeholders, in this

study, employed or supported midwives who provide

care to the woman throughout her pregnancy at a

time and place that suits the woman and is on call for

the birth with most postnatal care provided in the

woman’s home. Because the workload varies accord-

ing to the needs of the women in their care, tradi-

tional models of management are not always suitable

for managing midwives working in flexible ways in

the continuity of care models, and managers need to

adapt to managing this different workforce. In Aus-

tralia, a clinical redesign saw the introduction of 32

full-time equivalent midwives in one hospital working

in a flexible way around the needs of the women,

being on-call and focused on women’s rather than

institutional needs (Hartz et al. 2012). Again, this was

a challenge for the structure of the health system and

the way these midwives were managed. Midwives in

midwifery continuity of care models are employed on

an annualised salary, with a certain number of women

to care for each year (Hartz et al. 2012).

Midwifery continuity of care has been found to be a

highly satisfying way for midwives to work and is a

popular way of working as a result of the professional

relationships that midwives can develop with women

and the flexible working arrangements the role enables

(Collins et al. 2010, Hartz et al. 2012, Newton et al.

2014). In the past, only experienced midwives have

been recruited to work in these models however, as

demand grows new graduate midwives are employed

to sustain the models of care (Hartz et al. 2012) and

this can be challenging for some health services to

implement.

Midwifery continuity of care; a manager’s
challenge?

Similar to nurses, new graduate midwives have been

traditionally employed in some form of ‘transitional’

support from student to registered practitioner for

approximately 1 year. The new graduate year for

nurses, known as transitional programmes, has

become commonplace in many countries (Rush et al.

2015). New graduate midwives, those in their first-

year post-graduation, have not historically worked in

continuity of care models despite being prepared to

work across the scope of midwifery practice from

their degrees (Gray et al. 2012, Cummins et al. 2015).

A modification of the transitional programme has

been adapted for midwives (called a ‘rotation’ year)

and sees new graduates working in a number of differ-

ent settings and rotating every few months through

areas such as labour and birth, the antenatal ward,

antenatal clinic and postnatal wards. Several previous

studies (Panettiere & Cadman 2002, Passant et al.

2003, Kensington 2006, Lennox et al. 2008, Davies

& Mason 2009, Barry 2011, Davis et al. 2011,

Hughes & Fraser 2011) have examined the experience

of newly graduated midwives during the transition

year, however, there is limited evidence about new

graduate midwives who are initially placed within

midwifery continuity of care models rather than in

this rotational model.

When new graduate midwives work in midwifery

continuity of care models they are orientated into a

small group of midwives and provide care to a case-

load of women. Their practice is flexible in nature,

that is, they work their own hours to suit the women’s

needs providing antenatal care at a time suitable to

the woman and the midwife, they are on-call for the

birth and then provide postnatal care often visiting

the woman at home. New graduate midwives, work-

ing in this flexible way, are supported by more experi-

enced midwives and mentors via text message, the

phone, in person and through regular team meetings

(Kensington 2006, Lennox et al. 2008, Lennox et al.

2012, Cummins et al. 2015).

Our previous work has found that new graduate

midwives who work in the continuity of models are

well supported to develop relationships with the

women and the small group of midwives they work

alongside (Cummins et al. 2015). The new graduates’

consolidated their skills when working with the

woman and were supported from within the small

group of midwives. Working in a continuity of care

model was found to be satisfying while sustaining the

model of care for women (Cummins et al. 2015).

Although the study was conducted with a small num-

ber (n = 13) of new graduate midwives, it led to the

question of why new graduates are not being

employed in midwifery continuity of care models.

Following on from our previous work, the following

research question was raised as phase two of the

study:
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What are the experiences of managers and other key

stakeholders when they employ new graduate mid-

wives in midwifery continuity of care models?

Phase two of the research aimed to explore the views

of midwifery managers, educators and other key stake-

holders. The questions asked focused on the facilitators

and barriers to employing new graduate midwives in

midwifery continuity of care models. This paper

reports on the second phase of the research project.

Method

A qualitative descriptive approach was used to

describe and explore the manager’s experience and

perspective of employing new graduate midwives in

midwifery continuity of care models. The exploration

was based on the interest in, and understanding of,

the ‘who, what and where’ of their experiences (San-

delowski 2000,. P. 338). There is little known on the

facilitators and barriers to employing new graduate

midwives in the continuity of care models, therefore, a

qualitative descriptive approach is a useful form of

inquiry to describe how the managers feel (Sande-

lowski 2000).

Participants

Fifteen managers, educators, clinical midwifery con-

sultants and clinical support midwives were recruited

by purposeful sampling. As our question was to

enquire why new graduates were employed or not, we

needed to recruit managers to the study; however,

managers are not solely responsible for supporting

staff in the continuity of care models. The other staff

responsible for the support of new graduate midwives

are midwifery clinical educators and consultants, and

they were recruited as key stakeholders in supporting

new graduates as they transition from student to an

autonomous practicing midwife (Hartz et al. 2012).

The managers, educators and clinical midwifery con-

sultants were contacted via email for a phone inter-

view. Maternity services that offer midwifery

continuity of care to women were identified from

phase one of the study and are mostly in metropolitan

settings and all are publicly funded. Participants were

recruited from the following states in Australia: New

South Wales, Australian Capital Territory, Victoria,

Queensland and South Australia (Table 1). The states

have been de-identified as there are only a small

number of maternity services that provide continuity

of care in each state and the managers could be identi-

fied. Privately practicing midwives providing caseload

midwifery were not included in the sample as they

were less likely to recruit new graduate midwives.

Data collection

Phone interviews were the most convenient to both

the managers and the researchers as the participants

were from all over Australia. The first author was

responsible for data collection. Face-to-face interviews

are usually conducted in qualitative research, however,

participants’ views of telephone interviews have been

positively reported in other qualitative studies (Holt

2010, Ward et al. 2015). The telephone is commonly

used and participants report the value of anonymity

when undertaking interviews as part of qualitative

research. Telephone interviews should be considered

depending on the nature of the participant group and

the proposed methods of data analysis (Holt 2010,

Table 1

Demographic details of the participants: location, type of manager,

educator or clinical midwifery educator

No State

Manager of

group practice

Employed/supported

new graduate midwives

Rural/

Metropolitan

1 A Manager of

group practice

Yes Metropolitan

2 B Manager of

Health service

Yes Metropolitan

3 B Manager of

Maternity

service

No Metropolitan

4 B Midwifery

researcher

Yes Metropolitan

5 B Clinical support

midwife

Yes Metropolitan

6 B Clinical

midwifery

consultant

No Metropolitan

7 C Manager of

group practice

Yes Metropolitan

8 B Manager of

group practice

No Metropolitan

9 D Manager of

Health service

Yes Metropolitan

10 E Manager of

Health service

Yes Rural

11 B Midwifery

educator

Yes Metropolitan

12 B Clinical

Midwifery

consultant

Yes Metropolitan

13 B Manager of

group practice

Yes Metropolitan

14 B Manager of

group practice

Yes Metropolitan

15 B Educator of

group practice

Yes Metropolitan

Participants were recruited from the following states in Australia: New

South Wales, Australian Capital Territory, Victoria, Queensland and

South Australia. The states have been de-identified to protect the

anonymity of the participants.
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Ward et al. 2015). Midwifery key stakeholders regu-

larly use telephones for meetings and as the interviews

are easily recorded with a hand-held device with the

participants consent, telephone interviews were the

first choice of method for data collection. Semi-struc-

tured interviews were conducted and the interviews

were recorded with permission and transcribed verba-

tim. The participants were asked a series of questions

about their decision to employ new graduate midwives

to work in midwifery continuity of care, and the ques-

tions are included in Table 2. The researcher knew

some of the participants and there was the potential

for the blurring of boundaries (Burns et al. 2012). The

researcher positioning herself as a researcher rather

than a colleague or acquaintance addressed the issue

of reflexivity. The other two authors on the research

team read de-identified data and, therefore, were out-

siders (Burns et al. 2012) to the data collection, thus,

enhancing rigour.

Analysis

Thematic analysis was undertaken using several

phases, the first phase involved the researcher becom-

ing familiar with the data with initial coding of the

data, then searching for themes, sub-themes, reviewing

the themes and finally, the themes were named and

defined before writing the report of the findings, as

described by Braun and Clarke (2006).

By reading the transcripts, the first author (A.C.)

familiarised herself with the data. The data were read

and then reread systematically generating initial codes

across the entire data set (Braun & Clarke 2006). The

first stage coding was conducted manually, organising

the data into meaningful groups in a table (Braun and

Clarke 2006). This was the beginning of an audit trail

that allowed the other authors to understand how the

themes emerged and conclusions were reached (Laven-

der et al. 2004)

The next phase of analysis was to look for themes

within the organised data (Braun and Clarke 2006).

The initial themes that emerged from the data were:

(i) facilitating new graduate midwives in the continu-

ity of care models in order to meet staffing needs; and

(ii) providing support to the new graduates. These key

themes have captured important elements from the

data in relation to the research question (Braun &

Clarke 2013). Sub-themes included support, such as

providing a longer orientation period and a reduced

caseload for new graduate midwives. Key themes that

emerged as barriers to employing new graduate mid-

wives were based on the historical nature of tradi-

tional rotation programmes and the organisational

expectations of new graduate midwives. Under the

key themes were sub-themes such as organisational

culture and fear of ‘something going wrong’. This

description of the data was further analysed to dis-

cover the ‘who, what and where’ (Sandelowski 2000)

of the managers’ and other key stakeholders’ experi-

ence. The analysis was driven by the data and not by

a theoretical framework (Braun and Clarke 2006) in

order to understand the experiences of the managers

and other key stakeholders. By reflecting and compar-

ing the emergent themes with the other two authors

(C.H. and E.D.W.) further analysis occurred. We

drew a concept map that showed where themes over-

lapped and were able to write a narrative around each

theme, this exercise enabled the final naming of the

themes.

The first author took responsibility for the phases of

the analysis, looking for the points of interest in relation

to the topic extracted from the themes and subthemes

to arrive at a final interpretation of the data (Braun &

Clarke 2006). The constant checking and rechecking of

emerging themes between the authors and the use of

verbatim quotes from the participants were all steps to

ensure rigour in the analysis (Lavender et al. 2004)

Results

Drivers, enablers, facilitators and barriers to employ-

ing new graduate midwives in midwifery continuity of

care models were identified and a key theme was that

having visionary leadership enabled the employment

of new graduate midwives in these models. Figure 1

describes the process that was taking place for the

Table 2

Questions

Have you employed and/or supported any new graduate midwives to

work in midwifery continuity of care models?

Can you tell me about your decision process as to why you did/or

didn’t employ new graduate midwives to work in midwifery

continuity of care models?

Are there any system or personal barriers to employing new

graduate midwives in midwifery continuity of care models?

Can you tell me about your experience of working with new graduate

midwives – either in midwifery continuity of care models or in other

models?

Can you tell me about your views on the benefit of employing a new

graduate midwife to work in a midwifery continuity of care model?

What are the challenges and barriers to employing a new graduate

midwife to work in a midwifery continuity of care model?

What support systems would you like to see in place to encourage

more managers to employ new graduates into continuity of care

models?

If you are not a manager what do you think of employing new

graduate midwives in midwifery continuity of care programs?
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managers and in the health system around new

graduates.

Drivers: a need to staff the continuity of care
models

‘We are recruiting for the future’

Recruitment of midwives to staff the continuity of care

models for the future was the main driver for employ-

ing new graduate midwives to work in midwifery conti-

nuity of care models, with an overarching theme that if

they do not recruit new graduates they miss out in two

ways: they will not get the best graduates and they will

not be able to staff their services. Two managers said

‘you have to think about your future’; ‘you build suc-

cession planning’ (no. 2) and ‘so it is our ultimate plan

that we have a first year of practice with each one of

the group practices then every 12 months we’re grow-

ing another group practice’ (no. 10).

Midwives are predominantly female, and managing

a feminised workforce meant the managers had to

think about recruiting for the future as midwives

working within continuity of care models may take

maternity leave. These managers illustrated this by

saying, ‘we do have a dominance of women [mid-

wives] having babies’ (no. 4) and ‘we’ve needed them

[new graduates] this year because we have had a lot

of people [midwives] having pregnancies’ (no. 7).

Recruiting for the future includes replacing retiring

midwives in the continuity of care models as noted

here, ‘we had a lot of staff who were planning

retirement and a few staff who were planning babies’

and then goes on to say ‘new graduates are a really

important part of our recruitment strategy’ (no. 1).

In contrast, one key stakeholder who did not

employ new graduates indicated that she had heard

‘we’re not coming to you because you don’t offer us

caseload as part of our graduate year’ (no. 9). This

key stakeholder was worried that she would not be

able to recruit the future midwifery workforce and

recognised that change was needed. A clinical mid-

wifery consultant supports this stance by saying ‘the

[new graduate] midwives end up being dissatisfied

and they probably leave because they’re in that frag-

mented model of care’ (no. 5). Recruiting for the

future was a clear driver for staffing the continuity of

care models.

Having employed new graduates into the continuity

of care models has built the workforce capacity, for

example, ‘more than 50% of our staff now working

there started as new graduates’ and ‘75% have stayed’

(no. 1). Employing new graduate midwives to the

model is important that this manager said that ‘find

ways of getting new graduates’ in’ [into the model]

and ‘working with new graduates is imperative if we

are going to grow the profession’ (no. 2). Hence, the

need to staff and maintain the midwifery continuity of

care models was based on employing new graduate

midwives into the model.

Another educator discussed removing barriers in

order to staff and sustain the continuity of care mod-

els, ‘if we are going to sustain the model we need to

be more accepting to putting up less barriers about

how much experience [new graduate experience]’ (no.

11). Another manager took advice from the midwives

working within the caseload practice, ‘the girls [mid-

wives] saw the sustainability of the model was to

actually encourage the recruitment of new graduates’

(no 13) and evident here ‘they (caseload midwives)

look around and think who will fit into our service

and be good with the women’ (no 11). There was a

reported fear of losing the models ‘we are going to be

left with no continuity model if we don’t do some-

thing’ (no 1), that is employ new graduates.

Enablers: preparing students, recruiting new
graduates and providing orientation

‘We have been preparing students to work in the

continuity of care models’

An enabler for employing new graduate midwives was

the process they had undertaken to prepare midwifery

students to work in the models. One manager said, ‘we

Figure 1

Drivers, enablers, facilitators and barriers to employing new gradu-

ate midwives in midwifery continuity of care models.
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are training students to work against the scope of prac-

tice why would we not encourage them to work in a

continuity model’ (no. 2). Another discussed the point

of competence at the time of registration, saying ‘they

come out competent, they come out knowing, many of

them have been exposed to continuity of care models’

(no. 4) and again, ‘new grads come straight from their

training, they want to see a woman through a journey,

they’ve already done that with their follow-throughs, I

think a lot of them want to continue working in that

way’ (no. 12). In contrast, one manager discussed the

new graduates varying degrees of ability as noted here

‘some universities do prepare students more effectively

than others, the product I get at the end as an employer

is actually quite different even though they’ve had to

reach a certain standard’ (no. 9). It is the continuity of

care experiences in the midwifery student education

that this educator saw as most important, ‘the continu-

ity is what has prepared the students to work in the con-

tinuity models’ [students] (no. 15).

Managers discussed aligning certain students to

work in continuity models, ‘we ask them what their

future plans are and what they want to do with their

career and we will sort of like, pick some people to go

to various areas we will change their rotation pro-

gram’ as students (no. 11). Again, these managers dis-

cuss preparing the students to work in continuity ‘they

have had 6–8 weeks in their training with a continuity

of care group, then obviously you’re hoping that could

be part of the succession planning’ (no. 6) and ‘we

have really good relationships with the midwifery stu-

dents so we tend to know a lot of them by the time

they actually come and do the transition year’ (no. 7).

The managers discussed having well prepared mid-

wifery students to transition straight into the model,

‘here we have always had problems getting staff so

about 10-12 years ago we purposely set about growing

our own workforce there’s a number of students with

the plan that we may retain at least 50-60 percent of

those students’ (no. 10) and here ‘we needed staff so I

kind of sought her out because I knew her – she’d spent

a bit of time in the birth centre as student’ (no. 8).

There were repeated reports that the new graduates’

need support ‘you don’t just throw them in, you put

support systems there to support them in order to

make it successful’ (no. 11).

‘We provide a good orientation’

The managers who do employ new graduates indicated

that the orientation period was the key to transitioning

the new graduate into the continuity of care model,

‘they are really well supported in that first 4–6 weeks

and the workload is gradually increased, they start with

a reduced caseload’ (no. 1). A reduced caseload means

the new graduate does not provide care for the same

number of women as other midwives who are more

experienced. A longer orientation period is described by

this manager “give them high level support for the first

2 or 3 months, they find their feet and they fly” (no. 2).

Having to reduce the caseload was not always seen as

helpful, “the downside of a reduced caseload is the

impact on the workload for the other midwives in the

group” (no. 6). It is important that the small group of

midwives are cohesive as the other midwives in the

group and support the new graduate to transition from

student to autonomous practitioner.

Facilitator: the new graduates need support

‘Getting support from within the group’

The managers reported different models of support

although new graduate midwives were often supported

through a buddy or mentoring system within the small

group of midwives they worked alongside. For exam-

ple, ‘they have a direct buddy they are in a group of

four’ (no. 14). Again reported here ‘there are four of

them they have a buddy and then they’ve all got [mo-

bile] phones, so they can talk to each other’ (no. 8) and

‘they get a week’s orientation, then they work in part-

nership with the mentor for a while, so for the first few

months they work the same clinic (off campus, various

points around council but not in people’s homes) as

their mentors’ (no. 10). Mentoring was, at times,

arranged; however, other managers let the new gradu-

ate find their own support ‘I haven’t assigned them to a

mentor it has been a natural sort of attraction’ (no. 13)

and here ‘they do buddy up, find a particular person

they get on well with and maybe that’s not their work

partner’ (no. 12). Other support discussed from within

the group of midwives, ‘they don’t have a buddy, they

work with a team’ (no. 15) and ‘midwives in the team

support them’ (no. 2). Letting the new graduates find

their own support aimed to reduce personality differ-

ences, reported by one midwifery consultant as a prob-

lem, saying ‘we should not be relying on the group to

mentor a new grad in’ (no. 6). This led to a discussion

of other support mechanisms including a support plan

for the new graduate to consolidate their skill base.

Having support to consolidate the new graduate’s
skill base

Many of the managers reported putting a plan in

place to assist the new graduates to consolidate their
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skills base, for example, ‘we have a plan and I sit

down with them I would like you to achieve this in

1 month’ (no. 14) and ‘setting up almost like a plan

of you know what do I need to achieve, what are my

goals, how I am going to get there’ (no. 13). Some

reported formalised processes, with another saying,

‘we did a skills inventory before and after 3 months

and then at 6 months’ (no. 5).

There were different perspectives as to the readiness

of new graduates for an independent role. One manager

was completely confident the new graduates were ready

for providing continuity of midwifery care for women

through pregnancy birth and the postnatal period, ‘they

are registered to practice midwifery to the full scope of

practice’ and ‘they have the skills and attributes to in

fact do that’ (no. 2). Another said, ‘you have got to have

confidence that they’ve got a certain level of skill’ (no.

6). This educator expressed another example of confi-

dence in the new graduates ‘new grads come in know-

ing what they don’t know, they know how to ask for

help’ (no. 11). Conversely, another manager was more

skeptical ‘when you’re newly graduated, you actually

don’t even know what you don’t know’ (no. 8).

Finding support through team meetings

Almost all the managers discussed team meetings as a

form of support for new graduate midwives, illustrated

by, ‘we have a meeting every Wednesday, we say you

need to be part of that so they come to the meeting’

(no. 7) and the ‘teams meet each week with any con-

cerns or questions’ (no. 1). Another said, ‘[we have]

weekly meetings where they would all bring food and

have case reviews and talk about what they did, what

helped and what didn’t help’ (no. 5). The managers dis-

cussed their role in supporting the new graduate

through regular meetings explaining, ‘they officially/

unofficially meet up with me on a weekly basis and then

on a monthly basis’ (no. 14) and ‘they do feel supported

we meet with them quite regularly in their first you

know couple of months to see how they’re tracking and

how its working for them’ (no. 1).

Being supported by the senior management

The managers looked for support to employ new gradu-

ate midwives from the higher-level management. Two

managers discussed the support they received from

senior management saying ‘the overarching manager

was very flexible’ (no. 5) and ‘the directors of midwifery

we had were very committed to supporting midwives to

work in this model’ (no. 1). Another said, ‘even our

senior nurse manager, our senior operations manager,

they know that if they [new graduates working in conti-

nuity models] have issues that can’t be resolved by any

of us they can go to them’ (no. 12). When the senior

management was supportive of new graduates working

in midwifery continuity of care models they were

viewed as visionary, for example ‘it is visionary leader-

ship who understand maternity services’ and ‘it was the

leadership we had supporting university teaching, being

a practitioner in your own right’ (no. 5).

Some managers discussed needing to convince their

senior management that new graduates working in the

continuity of care models were safe, for example, ‘I

suppose we have to get midwifery leadership group to

recognise that the students who become registered are

registered’ (no. 2). The manager was referring to the

new graduate meeting the competency standards of

the midwife and being a safe practitioner. There was

some discussion from managers when new graduates

worked in a standard transitional programme they lost

their ability to provide care across the scope of prac-

tice as described here, ‘the new leader has talked

about new grads going into caseload because she

doesn’t want them tainted’ (no. 5). This manager dis-

cussed convincing senior management of the maternity

service saying ‘you need to sell your successes’ (no. 2).

In some places, that senior management was not sup-

portive as stated here, ‘I wonder if management just

thinks it’s all too hard’ (no. 11). There was an opti-

mistic outlook from this manager, ‘we have got some

better team leaders in our newer staff than in our older

staff by years of experience’ and ‘the way of changing

forwards, through midwifery leadership [visionary lead-

ership] is with our new graduates’ (no. 14).

Barriers: managing the myths

‘We need to manage the fear around employing new

graduates into continuity of care models’

There were concerns about an increase in adverse

events, if new graduates were working in midwifery

continuity of care models, with one manager saying

‘managers and executives fear that something bad is

going to happen to a woman or a baby’ (no. 1) and

another ‘it is mostly managers who are the most ner-

vous’ (no. 4). There was a thread of fear coming from

senior management for example ‘they are nervous,

they are frightened they don’t have enough skilled

leaders who are confident in supporting midwives to

be self-determining in the workforce’ (no. 4). Mater-

nity services and obstetrics is a highly litigious envi-

ronment as reported by this manager, ‘the heads of
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department are all looking at medico legal issues’ (no.

15). It was difficult for this group of managers to

advocate for new graduates when the management

was medico-legally defensive about previous adverse

events, for example, ‘the midwifery managers as a

group decide who works where and what skills people

have and I guess for them they are looking at what

IIMS [incident reporting system for adverse outcomes]

are going to be in and what they felt are going to be

the complaints’ (no. 15).

Fear also came from the new graduate’s colleagues,

the core staff with one saying ‘the older midwives

would say they felt nervous for them’ (no. 5). Some

reported the new graduate’s being fearful, illustrated by

this quote ‘one new graduate only lasted 6 weeks, I

think it was her personal fear of working autono-

mously’ (no 15) and discussed here, ‘you really have to

want to do it and not be frightened of it’ (no. 7). In con-

trast, one manager stated, ‘because they have an expec-

tation of learning they don’t have a fear of it’ (no. 14).

Changing organisational culture

‘Culture is a challenge, not a barrier’

Managers discussed the need for new graduates to gain

experience before working in continuity of care models

based on history with one saying, ‘I think we still have a

culture where if you don’t do your penance in the birth

suite, then you’re not experienced enough to care for

women independently’ (no. 10). Illustrated by this

quote, ‘sort of a backlash from senior people [mid-

wives], we still have a lot of people [core midwifery

staff] who think you have to be in a place for a long

time before you should be a caseload midwife’ (no. 11)

and here ‘it’s the nature of working in a hospital, you

know it’s based on history’ and ‘this is how we have

always done things’ (no. 2). Finally, this manager chal-

lenged the historical nature of organisational culture

saying ‘once you start having these rules around who

can come to you, you do look a bit exclusive it’s a bit

crazy because it’s a midwifery model’ (no. 7).

There were reports of attempting to change the cul-

ture ‘to change the culture, the perception of staff on

what a midwife is and what a midwife can do’ (no.

10). One manager reported attempting to change the

organisational culture, trying to ‘use the workforce in

a different way’ and ‘use your staff in a slightly better

or different way’ (no. 2). However, many of the man-

agers were complacent about the culture, saying ‘it is

the whole service and the culture around it is very

medicalised’ (no. 4). Put simply by this manager ‘sig-

nificant culture issues in our maternity unit anyway’

meaning, the culture is medicalised and not very mid-

wifery focused and it is ‘the general culture of the

organisation’ (no. 1).

Discussion

This study provides important insights into the role of

managers in new models of midwifery care and pro-

vides key learnings for all managers in a changing

health care environment. This study found that staffing

the midwifery models was the main driver for employ-

ing newly graduated midwives into the continuity of

care models. Managing a feminised workforce that has

potential for frequent episodes of maternity leave with

limited capacity for part-time work (Forster et al. 2011,

Hartz et al. 2012) has meant that managers need new

graduate midwives to staff their continuity of care mod-

els. Building workforce capacity was seen as enabling

the employment of new graduate midwives into the

midwifery continuity of care models. Some units in

Australia have undertaken workforce capacity building

through clinical redesign. For example, one large ter-

tiary referral hospital in metropolitan Sydney under-

took a well-planned clinical redesign when introducing

large numbers of midwives to work in continuity of

care models (MGP), one of the strategies for sustaining

the models included the recruitment of new graduate

midwives to work in the MGP (Hartz et al. 2012).

Exposing students to midwifery continuity of care

during their undergraduate programmes was found to

be important in our study, to enable the employment

of new graduate midwives into the continuity of care

models upon graduation. This important finding from

the managers and other key stakeholders supports our

previous findings and that of others, new graduate

midwives felt prepared to work in midwifery continu-

ity by completing their degree (Gray et al. 2012, Cum-

mins et al. 2015). Without this early experience,

retention of midwives may be at risk as a result of dis-

satisfaction with working in a standard rotation model

when new graduate midwives have had experience in

a midwifery continuity of care model.

The initial support from the managers and senior

management was found to be an enabler to employing

new graduate midwives in midwifery continuity of

care models. The initial support included a prolonged

orientation period with a reduced caseload. Similarly,

a Canadian study found one of the most positive

experiences for new graduate nurses was a long

(>4 weeks) orientation period (Rush et al. 2015). The

other initial support finding, in our study, was a

reduced workload with new graduate midwives having
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a lesser caseload initially. High workload, described as

the nurse/patient ratio, has been discussed as detri-

mental to the new graduate nurses’ experience of their

first year of practice (Feng & Tsai 2012). Other stud-

ies of new graduate nurses have found that job satis-

faction, professional competence and turnover rates

are related to adequate staffing (Numminen et al.

2015, Pineau Stam et al. 2015). Therefore, the find-

ings in our study of offering new graduate midwives a

long orientation period and initially a reduced case-

load/workload may enable the employment and reten-

tion of new graduate midwives.

In our study, support from the hospital senior man-

agement was integral in employing new graduate mid-

wives into midwifery continuity of care models. It has

been reported that the sustainability of midwifery conti-

nuity of care models depends on senior management to

meet regularly and complete continuous assessment of

the model (Hartz et al. 2012) and further that caseload

midwifery would only be normalised as part of the

maternity services with support from management (For-

ster et al. 2011). Hence visionary leadership is a critical

driver and enabler to employing new graduate mid-

wives to work in midwifery continuity of care models.

We found there were only a few barriers to employ-

ing new graduate midwives into midwifery continuity

of care models. The barriers focused on safety and

fears that something was going to happen to women

and babies. The managers were able to manage the

fears expressed from higher management despite a

thread of nervousness from the core midwifery staff.

It has been found that stand-alone midwifery led units

in England are more successful when there is collegial-

ity between all the midwifery and medical team and

supportive management (Rayment et al. 2015).

Despite the fears, the managers were focused on

ensuring the new graduate midwives built their skills

within the continuity of care models and over time

they were confident to provide care to women across

the full scope of midwifery practice.

Limitations

This study is limited to the views of Australian mid-

wifery continuity of care managers and stakeholders.

Conclusions

We found a key driver for the employment of new

graduate midwives to work in midwifery continuity of

care models was the need to staff the models of care.

The recruitment and retention of new graduate nurses

have been examined in the literature as dependent upon

work environment, collegial relationships and job satis-

faction (Feng & Tsai 2012, Laschinger 2012). We have

found in this study that managers providing a longer

orientation period are attracting new graduates to work

in the continuity of care models. Collegiality is evident

through the team meetings that the managers and other

key stakeholders often attend and acts as a facilitator

to retaining new graduate midwives working in the

continuity of care model. Ongoing support is also

important and new graduates midwives in New Zeal-

and are mentored into midwifery continuity of care

models (Lennox & Foureur 2012).

Implications for Nursing Management

Consequently, managers who provide a supportive ori-

entation period with an initially reduced workload and

ongoing support will attract and retain midwives to

work in the midwifery continuity of care models.

Despite these interventions and confidence that new

graduates are competent to work across the scope of

practice, the managers are challenged by organisational

culture. Visionary leadership and managing myths that

mothers and babies may be at risk can be seen as critical

to breaking down the barriers to employing new gradu-

ates into midwifery continuity of care models.

Further research is needed to discover why there are

larger organisational challenges to employing new

graduate midwives to work in midwifery continuity of

care models.
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