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Keywords: Problem: It is unknown what new graduate midwives need to transition confidently into midwifery continuity
Midwifery models following their new graduate year.
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Background: Research has focused on exploring the opportunities and supports for midwives to work in conti-
nuity of care in their new graduate year only.

Aim: To explore what midwives need in their new graduate year that supports them towards working in
midwifery continuity models.

Methods: Ten semi-structured interviews were conducted with early career midwives who aspired to work in
midwifery continuity models following their new graduate year. Thematic analysis identified their needs, and
informed survey items. This survey was co-designed for future use with other midwives.

Findings: Three themes were identified: The New Graduate Experience, Back Yourself, and Coming Home. Five
survey sections were developed: The new graduate experience, Influence of workplace culture, Mentoring,
Working in midwifery continuity of care as an early career midwife, and Preparing yourself. All items met a
minimum agreement on clarity, relevance and importance.

Discussion: Midwives described reduced confidence in their ability to work in continuity models after their new
graduate experience. They saw experienced midwives working in continuity models to be unsupported by other
staff. Job satisfaction improved when they provided holistic care, and within a positive workplace culture. They
valued the inclusion of survey items which addressed these factors.

Conclusion: Early career midwives identified aspects of their experiences which helped or hindered their goal to
work in midwifery continuity models. A co-designed survey was developed to gain further insight into this topic.

Attrition of early career midwives is partly attributed to poor job
satisfaction which may be because they do not work in their
desired model.

Statement of Significance

Problem or issue .
What this paper adds

Early career midwives rarely have the opportunity to work in
midwifery continuity of care models. It is unknown what they
need from their new graduate year to enable this.

Early career midwives who aspired to work in midwifery conti-
nuity models identified what they needed in their new graduate
year. Useful for designing transition programs, this could also
What is already known improve job satisfaction and address attrition.
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Introduction

There is currently a shortage of midwives worldwide [1]. Strategies
are necessary to stem the attrition of midwives who often leave due to
role dissatisfaction, particularly early in their career [2-4]. In Australia,
one identified approach that may mitigate attrition, is to find strategies
to retain midwifery graduates in their early career years [5,6]. Early
Career Midwives (ECMs) are typically defined as those in the first five
years of post-registration practice [3,7,8], and this paper aligns with this
definition, while using new graduate midwives for those in their first
year of practice only.

There are recognised approaches to increase job satisfaction for
ECMs. For example, being able to practice across the full scope of
midwifery practice [4], in line with their philosophy of midwifery [9],
and in ways that allow them to build a relationship with women and
families [3,4]. This has been reported by ECMs working in midwifery
continuity of care models where they experience more opportunity to
practice in these ways [4].

Midwifery continuity of care models are where a known midwife
provides care across the antenatal, birthing, and postpartum period
[10]. There is strong evidence for this model’s safety, including a
decrease in caesarean sections, epidural anaesthetics, and instrumental
births, along with improved satisfaction rates for women, longer
breastfeeding duration, and cost savings to the health system [11]. Some
midwifery education programs in Australia focus on giving students
experience in continuity of midwifery care models, and as a result, many
graduates are passionate about this approach to care and aim to practice
this way in their careers [12,13].

In reality, most midwives do not work in midwifery continuity of
care models in their new graduate year. New graduates are often
required to gain more experience before they can work in continuity
models and there are fears around the safety of allowing inexperienced
midwives to work in these roles [14], despite evidence that suggests new
graduate and ECMs are prepared and supported to do so [15,16]. Some
midwives choose not to work this way at the time of graduation due to
personal reasons such as lack of confidence and wanting to consolidate
skills. For example, in one study, 73 % of graduating midwives stated
they wanted to work in midwifery continuity of care within five years,
but the majority wanted to consolidate their skills first [17].

Most commonly in Australia, new graduate midwives complete a
transition program where they rotate through different areas of mater-
nity care [18]. Such programs are similar to nursing models which were
developed to support nurses transition to hospital settings when edu-
cation moved from hospitals to universities [19]. In both nursing and
midwifery, these programs aimed to provide a smoother transition and
consolidation of skills, closing the theory-practice gap. However, doubt
remains regarding their ability to effectively help with this transition
and issues such as transition shock remain [20]. For midwives, the
traditional ‘transition to practice’ model may also be less effective than
employment in a continuity of care model in relation to consolidating
skills and knowledge [15]. This leads to the need for more nuance
regarding the needs of new graduates and ECMs.

There is a lack of consultation with new graduate and ECMs about
what they desire, and need, out of their transition program. A scoping
review identified much literature exploring and describing the experi-
ences of new graduate and ECMs, and extrapolated aspects of such
programs they would find helpful [16]. However, limited research
directly investigates what they want and need from a transition pro-
gram, and none were found to have involved the ECMs in the develop-
ment of a such a program. Therefore, the aim of this research was to
explore ECMs’ views and take a co-design approach about what they
would find helpful to feel competent, confident and capable in their
early careers, so that they are ready to work in midwifery continuity of
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care models. This paper reports the first stages of a larger research
project that aims to develop a Professional Development Pathway for
ECMs.

Participants, ethics and methods

This research employed a mixed methods, sequential design
including a co-design approach. Semi-structured interviews were held to
explore the experience of 10 ECMs who had aspired to work in
midwifery continuity of care, but had not done so as part of their new
graduate transition year. The intent was to seek their views and expe-
riences to inform the creation a codesigned survey around the support
needs of ECMs who had desired to working in midwifery continuity of
care. The epistemology of this research was constructivist. Con-
structionism seeks to build meaning around experience [21] and this
research aimed to explore the experience of the ECMs and, together with
them, build meaning around that experience. We used an inductive
approach which builds meaning from the bottom up - in this case, from
the individual experiences of participants to implications for the wider
workforce.

The co-design approach

The survey co-design approach allowed the ECMs to describe
important features of how a new graduate program should be designed
to support them towards their goal of providing continuity of care. Co-
design has been identified as a way to reduce inefficiency in research,
and increase efficacy and relevance by involving the end user with lived
experience in the research process [22,23]. This research uses a number
of elements identified as suitable in co-design, including interviews, and
deliberative processes such as rating systems [22]. Modified Delphi
technique uses rounds of opinion from experts to reach consensus [24].
This approach was used, starting with items generated from the in-
terviews, with repeated rounds and ratings to improve them. The experts
were ECMs with lived experience of being a new graduate with a goal of
working in midwifery continuity of care. The co-designed Delphi
approach also targets the risk of researcher bias - the resulting survey
items were generated from the experiences of the participants, with
items returned to them multiple times to clarify their intent.

Ethical approval was obtained from the University Human Research
Ethics Committee (approval number: HREC REF NO. ETH20-4879.) All
participants freely gave consent to contribute to this research.

Recruitment

ECMs were recruited through social networks, and snowball sam-
pling. Two social media groups, one with a focus on midwifery conti-
nuity of care and one generic group which targets women across the
young adult to middle age spectrum were chosen. Given 98.9 % mid-
wives in Australia are female, and 75-100 % of midwifery university
enrolments (from one institution) are from students aged 21-39 (per-
sonal correspondence with A Cummins, PhD, Professor and Head of
Midwifery University of Newcastle; in email 10th May 2025; used with
permission), these social media groups were deemed appropriate to
reach the target audience. Moderators permitted posting of research
flyers on the sites, and the flyer was also posted on the researchers’ own
social media posts on Facebook, Instagram and X (known as Twitter at
the time).

The reach of social media makes it an excellent place to recruit
research participants, but presents some ethical concerns due to the
unmoderated technique. The framework developed by Townsend and
Wallace was used as a guide [25]. This framework addresses the con-
cerns of data confidentiality, informed consent, anonymity and risk of
harm, by providing a flowchart for assessing ethics for research using
social media.

Demographic information, such as age, educational pathway,
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context of current work and year of graduation were collected from
those responding to the recruitment flyer. This enabled researchers to
select a heterogeneous group with a range of experience, to ensure the
developed survey would have a broad relevance, and enhance the data’s
robustness and credibility. This information was collected and stored
using Redcap, and each potential participant was given a participant
number to assure anonymity. A separate file recorded contact details
connected to their participant number. The demographic data was ta-
bled by the first author, then reviewed by all authors to agree on 10
ECMS encompassing the widest range of experiences, ages, educational
pathways, and an even split of those who had, and had not, worked in
midwifery continuity of care. All respondents to the recruitment flyer
were then contacted and either invited to book an interview, or thanked
for their interest and declined involvement. Once recruitment was
finalised and interviews completed, all identifying personal data from all
participants was deleted.

Participants

The aim was to involve 10 ECMs who fit the four inclusion criteria:
graduated within a 2-5 year period prior to the interview, from an
Australian institution; self-identify as having wanted to work in
midwifery continuity of care at graduation; not commenced working in
a midwifery continuity of care model as a new graduate; and currently
working as a midwife in any model of care in a public hospital in
Australia.

Midwives who were between two and five years post-graduation
were purposively sampled as described. This timeframe captured the
early career period, while ensuring that all participants had completed
their new graduate year. Purposive sampling is a strategic way to get to
what the researcher wants to know and [26], in this study, it was
important to accurately target the participants with specific experience
as ECMs.

A similar study design used a sample size of 12 to co-create a survey
which was used to collect data from a greater number of participants
[27]. Similarly, Keedle et al. [28] had a sample size of 11 when studying
women’s experience of Vaginal Birth After Caesarean in order to create a
survey and Cummins et al. [15] had a sample size of 13 when exploring
the experiences of new graduate midwives working in continuity of care.
Additionally, although large participant numbers may enhance reli-
ability, this can be unwieldly and reduce response rate without neces-
sarily improving results [29].

Data collection

Semi-structured interviews were conducted with 10 ECM partici-
pants. An interview guide with open ended questions that were flexible
enough to allow the participant to share their own individual experi-
ences was used (Table 1). These guiding questions focused on whether
participants achieved their goal of working in midwifery continuity of
care, and what barriers/facilitators they experienced. They also
explored the midwives’ current interest in and passion for midwifery
continuity of care models, and ongoing career aspirations.

Table 1
Open ended guiding questions.
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Interviews were conducted by the first author, recorded and tran-
scribed with participants’ consent via video conferencing over Zoom.
When dialling into the video conference, participants were informed
that they could choose to keep cameras on or off, and names were not
recorded verbally or on the screen. Pseudonyms were assigned to each
participant, and recordings were saved using these on a password pro-
tected computer. This allowed participants to be anonymous, and met
the conditions of ethics approval.

Data analysis

At the time of the interview, responses were auto transcribed using
the software within Zoom. The first author then listened to the audio
recordings and transcribed them verbatim. These two transcriptions
were compared for accuracy, and final transcriptions were read three
times by the first author to become familiar with the data. Using Braun
and Clarke’s model of reflexive thematic analysis [30], the expressed
experiences of each participant were explored. Thematic analysis is a
flexible and thorough tool in health research for examining perspective
and looking for similarities and differences in experiences, and can be
particularly useful when wanting to make research more accessible to
those outside academia [31,32]. Reflexive thematic analysis allows the
researcher to make thoughtful, reflective analysis of the data [30].
Through these repeated readings of interview transcripts, common ideas
emerged. These were written on pieces of paper and grouped with
similar ideas from multiple participants, and developed into proposed
themes. These proposed themes were then discussed by all researchers,
comparing and contrasting ideas until all were satisfied that they created
a framework to reliably describe the data. The transcriptions were then
copied into NVivo and the first author coded these using the proposed
standout themes as a guide. Further readings of the transcriptions and
coded material by all authors allowed themes to be refined and
strengthened, or discarded, and the discovery of new themes and sub-
themes were identified. All data within a theme or subtheme were then
pulled into a single document and shared with all researchers to consider
which were valid and should be included.

Development of survey items

Possible survey items were derived from the themes. Other health
researchers have used similar strategies for creating surveys. For
example, Sheferaw et al. [33] studied satisfaction rates of perinatal
women. They used interviews to generate survey items, tested them, and
then used the survey to collect quantitative data. Flicker et al. [27] also
used an inductive, collaborative approach to design a survey for use with
teenagers around sexual health. They used a youth advisory committee
to create the survey which was then pilot tested before being used to
collect data from a wider selection of participants. The research reported
in this paper was similar, generating possible survey items from inter-
view data, then returning them to the participants for comment and
rating.

Using the survey program Qualtrics, draft survey items were sent to
the original 10 ECM participants. The participants were asked to rate

— When you graduated, what were your goals for your first five years of practice?
— Describe your current work situation.
— What changes, if any, do you plan in the next few years?

— When you graduated, you wanted to work in a midwifery continuity of care model, but weren’t able to do so. Can you tell me why?

— How do you feel about that goal now?

— What are some of the things that helped/would have helped you achieve your goal of working in a midwifery continuity of care model?
— What would have helped build confidence for working in a midwifery continuity of care model?

— What barriers did you find to working in a midwifery continuity of care model?

— Tell me about developing “soft” skills — care planning, team work, etc. What did you learn about these in your new graduate year?
— What advice would you give to a graduating student who wanted to work in midwifery continuity of care early in their career?

— Is there anything else you’d like to add?
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survey items as to their importance, relevance and clarity using a 4-point
Likert scale (see Fig. 1). They could also give free text feedback on each
item. Once all participants had submitted their responses, adjustments
were made in line with their comments and ratings. The revised survey
items were sent out a second time, and then adjusted again. This process
continued until criteria of 70 % agreement across all scales of impor-
tance, relevance and clarity were met. However, to ensure the best
possible outcome, if an item scored between 70 % and 80 % it was re-
written for the next round to see if it could be further improved.
Generally, the version of the item that scored the highest across all
rounds, and all three measures, was used in the final survey. There were
a couple of exceptions, one of which is demonstrated in the results
section of this paper. In all, three rounds were competed before all items
met criteria. Table 4 demonstrates three examples of how this process
developed survey items.

Findings
Demographics

Twenty-five midwives responded to the recruitment flyer and 22 of
these subsequently accepted the invitation to complete an eligibility
survey, with 21 ultimately meeting inclusion criteria. Ten of these re-
spondents were selected as they provided the broadest range of expe-
rience across midwifery roles, pathway to qualification, year of
graduation and age range. It was important for the sample to have five
midwives who had achieved their goal of working in midwifery conti-
nuity of care and five who had not, so that data could reflect both ex-
periences. While all qualification pathways were represented, Bachelor
of Midwifery graduates were overrepresented in the sample. Year of
graduation (2016-2020) and age range (20—50) were relatively evenly
spread. The demographics of the 10 participating midwives and their
pseudonyms are listed in Table 2.

Themes from interviews

Three main themes were evident from the analysis of the interview
data. Table 3 demonstrates examples of each theme and subtheme.

The identified themes were: The new graduate experience, Back your-
self and Coming home. The new graduate experience described the ECM’s
experiences as new graduates, and how it affected their goal of working
in midwifery continuity of care. It had two subthemes, firstly: Loss of
confidence, where they described themselves as having less confidence in
their practice after their new graduate experience. These ECMs felt they
were not trusted and were being watched, which affected their confi-
dence. The second subtheme was: Treatment of midwifery continuity of
care midwives. Participants saw midwifery continuity of care midwives
being unsupported, disrespected, and not included as part of the wider
team.

The second theme, Back yourself, described the intentionality and
confidence ECMs felt they needed to succeed in their goal. It had three
further subthemes. My goal inside described how they kept focused on
their goal, building skills and confidence, and being intentional about
the decisions they made to increase their chances of being able to secure
a role in midwifery continuity of care. They’re gonna trust me focused on
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Table 2
Summary of participants with pseudonym.
Pseudonym  Current Pathway to Year of Age
role qualification graduation range
1 Nellie Midwifery BMid" 2016 20-30

continuity of
care

2 Annette Other” Double degree® 2019 20-30
3 Annabelle Midwifery BMid 2016 31-40
continuity of
care
4 Evangeline Other BMid 2019 41-50
5 Natalia Other Grad Dip! 2019 20-30
6 Hollie Midwifery BMid 2016 20-30
continuity of
care
7 Astrid Other BMid 2017 31-40
8 Annalise Midwifery Grad Dip 2020 31-40
continuity of
care
9 Evonna Other BMid 2018 20-30
10  Heidi Midwifery BMid 2020 20-30

continuity of
care

# These midwives were working in any model of care other than midwifery
continuity of care

b These midwives had completed a Bachelor of Midwifery

¢ These midwives had completed a double Bachelor of Nursing and Bachelor of
Midwifery degree

4 These midwives had completed a Graduate Diploma of Midwifery, having
previously completed a Bachelor of Nursing

the relationships they built which would support them to work in
midwifery continuity of care, and demonstrating competent practice so
they would be trusted; and Just jump in reflected how those who had
begun to work in midwifery continuity of care had taken that opportu-
nity even though they did not feel completely ready.

The final theme was Coming home. This theme described the feeling
and experience of achieving a job in midwifery continuity of care in the
participants’ early career period. They described how valued and sup-
ported they were by the midwifery continuity of care team, and the
positive feelings they had because they were working in the model that
they had chosen, delivering relational continuity to women and working
to the full scope of midwifery practice.

Development of survey items

The purpose of the interviews was not only to describe the experi-
ence of the 10 ECMs, but to co-design a survey which would allow data
to be collected from a larger sample size of midwives.

Items in the survey were developed from the identified themes
(Table 4). Fig. 2 demonstrates this process, with the progression from
themes, to sections of the survey, to examples of the survey questions
that were used in the final version. Questions were grouped into five
sections — The New Graduate Experience, The Influence of Workplace
Culture, Mentoring, Working in midwifery continuity of care as an early
career midwife, and Preparing yourself.

In the survey, The New Graduate Experience linked with theme
one (The new graduate experience) and included questions about aspects

Rate this survey item according to it's importance, relevance and clarity.

Not at all

A little Moderately Very

Fig. 1. Survey item rating.
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Table 3

Themes and Subthemes.

Theme

Subthemes

Examples

The New
Graduate
Experience

Back Yourself

Coming Home

Loss of confidence

Treatment of midwifery
continuity of care
midwives

My goal inside

They’re going to trust
me

Just jump in

I felt quite like scrutinized by other staff
members just, like, constantly because
essentially, they don’t really have any
trust in what you're doing. And that I
think filtered through to not having
trust in myself. Annette

A fellow new graduate was one of those
people who needed a little bit more
support and probably didn’t really get
that......which basically kind of just
shocked her confidence. Every time I
spoke to her about coming to
(midwifery continuity of care), because
it was a reason that she studied
midwifery, she always just says, like, “I
don’t think I'm ready. I don’t think my
skills are there yet.” Nellie
(Midwifery continuity of care) at my
hospital is not very well supported....
Some of the midwives are like, “we’re
not helping her”... they watch them,
but they don’t necessarily help them -
they might let them make mistakes....
and then they can go in and say,
“you've done that wrong”. Evonna
I'was quite aware of the attitudes of the
core staff towards (Midwifery
continuity of care), in general, and that
(Midwifery continuity of care) was
quite heavily scrutinised...it was very
clear that we were being held to a
standard that the rest of the hospital
wasn't....It didn’t stop me applying but
I became a little bit hesitant, if that
makes sense....you don’t want to
ostracise yourself. Nellie

I know that this is a means to an end. I
have my goal inside and it’s coming.
Natalia

I've really honed in on what kind of
midwife I am, and what kind of
midwife I want to become. Heidi

Like people see how you practice they
agree with it or whatever. And then,
you know, you build those relationships
in that way. Yeah, they trust you.
They’re gonna trust me. They know
that I'll come to them if something’s
wrong. Evonna

... being a good worker, and showing
that I was really keen, and showing that
I cared about the work that I was doing,
and building relationships... I didn’t
feel like in that setting, they were kind
of over my shoulder. Nellie

I would also tell people to back
themselves as well. We kind of get stuck
in the whole, like, are we ready? Do we
have enough skills? Do we have enough
knowledge? Evangeline

Then opportunity came up to do
(Midwifery continuity of care)...so I
Jjumped straight in which I was a little
bit nervous about but ended up being
good... I didn’t actually know whether I
was ready or not...but I thought the
opportunity might not come up again
later. So I'll just jump in and see how it
goes. Evonna

Going into (Midwifery continuity of
care) was like coming home. Nellie

I felt I could call anyone and any
experiences I had, like, I'd get emails
... checking in. “I heard you had a
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Table 3 (continued)

Theme Subthemes Examples

really like terrible birth last night are
you going okay?” That sort of thing ...
I've never felt that I was sort of left to
my own devices or left out on my own.
I've always felt very supported in the
role. Hollie

of this year which may have affected their confidence, which either
supported or had been a barrier for them working in midwifery conti-
nuity of care. It also requested ideas about what supports would have
helped them gain confidence, competence and skills.

The Influence of Workplace Culture section drew from three of the
themes and subthemes. The treatment of midwifery continuity of care
midwives subtheme demonstrated the culture they observed. The culture
they experienced was demonstrated in the theme The new graduate
experience. A more positive culture was articulated in the theme Coming
home. This section of the survey included questions around the culture
the ECM’s observed and experienced as a new graduate, and the effect
that had on their desire to work in a midwifery continuity of care model.

The Mentoring section drew from three themes. In interviews,
mentors were mentioned in connection to their New graduate experience,
in the relationships they built (They’re gonna trust me) and once they
were working in midwifery continuity of care (Coming home). Included
in this section were questions around their experience of mentoring, and
what features of a mentor were important for those aiming for
employment within midwifery continuity of care models. It also asked
about general advice, in addition to formal mentoring.

For those who had experienced working as a midwifery continuity of
care midwife, the section on Working in midwifery continuity of care
as an early career midwife had questions about their experience of
this, and their confidence in commencing the role. It linked with the
theme Coming home.

Preparing yourself aligned with the Back yourself theme. It included
questions around actions the ECMs took which they believed would
increase their chances of securing employment in a midwifery conti-
nuity of care model and be supported once they did.

Survey item rating

Delphi style rounds were used to rate the survey items and reach
consensus. In round one, all 10 ECMs responded, however only nine
responded to subsequent rounds and some participants did not answer
every question. Therefore, ratings are listed as percentages. In the final
draft no survey item on the final survey scored less than 75 % on any
rating. Table 4 uses three examples to demonstrate the process. Each
example shows the original survey item, feedback from the ECM par-
ticipants, and the way the item was adjusted each round to improve its
importance, clarity and relevance.

Example 1 met criteria on all three measures — 100 % on importance,
100 % on relevance and 89 % on clarity. However, the question was re-
written to incorporate a free text suggestion. The participant had sug-
gested: “Dedicated question regarding having an experienced midwife
as a “partner” while a grad (sic) in Midwifery Continuity of Care, as most
people are concerned about lack of support/experience”. An item was
added to the list of options — “Good existing support for ECMs in
Midwifery Continuity of Care - eg. pairings with experienced Midwifery
Continuity of Care midwives.” The relevance then dropped to 88 % and
the clarity improved to 100 %. Both versions of the question met the
criteria, and while the original question scored higher by one point
across the cumulative scores of all three measures, the lower scoring
question was used as it was felt to be important to include the free text
suggestion and value the input of that participant.

Example 2 demonstrates an item which was challenging to design
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Table 4
Survey Question Development.

Version 1 Feedback version 1 Version 2 Feedback Final

version 2 version

Example 1 How helpful would the following Importance — 100 % How helpful would the following things be in Importance — No

things be in increasing your CONFIDENCE to Relevance — 100 % increasing your CONFIDENCE to practice in a 100 % change
practice in a MIDWIFERY CONTINUITY OF Clarity — 89 % MIDWIFERY CONTINUITY OF CARE model at Relevance —
CARE model at the completion of your new Free text comment: the completion of your new graduate year? 88 %
graduate year? “Dedicated question regarding having an (multiple choice) Clarity —
(multiple choice) experienced midwife as a “partner” while a — Shorter rotations (<3 months) through 100 %

— Mentor who was a MIDWIFERY CONTINUITY  grad in MIDWIFERY CONTINUITY OF CARE, maternity areas

OF CARE midwife as most people are concerned about lack of — A rotation through a MIDWIFERY
— Shorter rotations (<3 months) through support/experience” CONTINUITY OF CARE model
maternity areas — Extra education time to complete packages
— A rotation through a MIDWIFERY — The opportunity to apply for a position in
CONTINUITY OF CARE model MIDWIFERY CONTINUITY OF CARE as an
— Extra education time to complete packages ECM
— The availability of a designated ECM position — Good relationships with core/ward midwives
in MIDWIFERY CONTINUITY OF CARE — Good relationships with midwifery
— Good relationships with core/ward midwives leadership
— Good relationships with midwifery — Midwifery leaders who were passionate
leadership about MIDWIFERY CONTINUITY OF CARE
— Midwifery leaders who were passionate — Midwifery leaders who were supportive of
about MIDWIFERY CONTINUITY OF CARE ECMs in MIDWIFERY CONTINUITY OF CARE
— Midwifery leaders who were supportive of — Mentor that was a MIDWIFERY CONTINUITY
ECMs in MIDWIFERY CONTINUITY OF CARE OF CARE midwife

Do you have other suggestions of things that — Good existing support for ECMs in

would have or did increase your CONFIDENCE MIDWIFERY CONTINUITY OF CARE - eg.

to work in MIDWIFERY CONTINUITY OF CARE pairings with experienced MIDWIFERY

as an ECM? CONTINUITY OF CARE midwives, a good

orientation program, reduced caseload, etc.
— Team leader/in-charge midwives who sup-
port all midwives on their shift, regardless
model of care.
Do you have other suggestions of things that
would have, or did, increase your CONFIDENCE
to work in MIDWIFERY CONTINUITY OF CARE
as an ECM?

Example 2 Think about the choices you made in ~ Importance — 89 % What did you do as a New Graduate midwife to ~ Importance — No
your practice as a New Graduate midwife to Relevance — 78 % increase your chances of becoming a Midwifery 100 % change.
increase your chances of becoming an Clarity - 67 % continuity of care midwife as an ECM? Relevance —
Midwifery continuity of care midwife as an (Likert scale) 100 %

ECM? How true are these statements of your — T applied for my New Graduate placement at  Clarity —
experience? a hospital that offered Midwifery continuity 75 %

(Likert scale)

— Iapplied for my New Graduate placement ata
hospital where there were more options for
Midwifery continuity of care practice.

— Iapplied for my New Graduate placement at a
hospital that already had an ECM Midwifery
continuity of care program.

— Taimed to build supportive relationships with
key people who could help me get into
Midwifery continuity of care

— Taimed to build supportive relationships with
key people who would support me on the
floor once I was practicing as a Midwifery
continuity of care midwife e.g. ward
midwives, team leaders).

— I aimed to “prove” myself as competent so
people would trust my practice.

— I engaged in reflective practice regularly.

— I aimed to quickly complete educational
packages that would enable me to practice
with more autonomy.

— I avoided asking for help so I would look
more competent - I didn’t want to show
weakness.

— I built relationships with Midwifery
continuity of care midwives so I could learn
about the practice.

— I applied for Midwifery continuity of care
positions even if I felt I wasn’t fully ready yet,
just to get my foot in the door.

— I completed professional development to
increase my competence and/or confidence

of care to women.

I applied for my New Graduate placement at
a hospital that employed ECMs in Midwifery
continuity of care.

I built supportive relationships with key
people who could help me get into Midwifery
continuity of care

I built supportive relationships with key
people who would support me once I was
practicing as a Midwifery continuity of care
midwife (e.g. ward midwives, team leaders).
I quickly completed educational packages or
other professional development that would
enable me to practice with more autonomy.
I avoided asking for help so I would look
more competent - I didn’t want to show
weakness.

I spoke with Midwifery continuity of care
midwives so I could learn about the practice.
I applied for Midwifery continuity of care
positions even if I felt I wasn’t fully ready yet,
just to get my foot in the door.

Itried to “think like a Midwifery continuity of
care midwife" in my practice.

I'had a mentor who was helpful in guiding my
practice towards Midwifery continuity of
care.

I had a mentor, but they were not helpful in
supporting my Midwifery continuity of care
goals.

Are there other things you did to increase your
chances of becoming a Midwifery continuity of
care midwife as an ECM?

(continued on next page)
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Table 4 (continued)
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Version 1

Feedback version 1

Version 2

Feedback
version 2

Final
version

(e.g. lactation training, parenting education,
privately practicing midwives)

— T aimed to model my practice on Midwifery
continuity of care. I tried to “think like a
Midwifery continuity of care midwife."

— I'was given a mentor and I engaged
intentionally with them in guiding my
practice towards Midwifery continuity of
care.

— I was given a mentor, but they were not
helpful in supporting my Midwifery
continuity of care goals.

— I'sought out a mentor who I thought would
help me guide my practice towards
Midwifery continuity of care.

Example 3 Who did you seek advice from in
regards to moving into MCOC as an early
career midwife? Choose all that apply, and
rate how USEFUL their advice was.
(multiple choice)

Importance — 67 %
Relevance - 67 %
Clarity — 100 %

Who did you seek advice from about moving
into MCOC as an early career midwife? Choose
all that apply, and rate how USEFUL their advice
was.

(multiple choice)

Importance —
88 %
Relevance —
88 %

Clarity —

No
change

— MUM of MCOC

— MUM from another area

— Clinical Educator

— Clinical Midwifery Consultant

— New Graduate/Early Career Midwives who
were already working in MCOC

— Core/Ward midwives

Other (please specify)

— MUM of MCOC

— MUM from another area

— Clinical Educator

— Clinical Midwifery Consultant

— New Graduate/Early Career Midwives who
were already working in MCOC

— Core/Ward midwives

100 %

The New Graduate Experience

Coming Home

Back Yourself

Themes
Loss of The treatment of _ They’re gonna ) )
L P Justjumpin
Confidence midwifery continuity My goalinside trust me IR
of care midwives
Workingin
The New The influence of midwifery Preparing
Survey Graduate workplace Mentoring continuity of yourself
sections Experience culture care as an early
career midwife
Ve
How helpful What did you
would the do as a New "
i 1 built
following CoeteErdie If you have Graduate S I applied for
things have RG] Consider the the goal of When you midwife to e Midwifery
been for y:ulr Midwifery working started your increase your with key continuity of
Example building Wt‘t’l: ‘;aie Continuity of towards Midwifery chances of people who care positions
finalised confidence to :/I‘du ,: ° Care team(s) midwifery continuity of becoming an would even if | felt |
survey practice in an |ﬁW|_teryf at your continuity of care position, Midwifery ST TR wasn’t fully
items Midwifery continuity 0 workplace. care, how how confident continuity of P — ready yet, just
continuity of ";:ar'e How true are important are did you feel in care midwife PEEiEREEsa to get my foot
care model at Hml ;mves. the following these your ability to as an early iRy in the door
the ow true :‘are statements? attributes ina do the role? career inuity of )
completion the following f— o continuity of (Likert scale)
B —— statements? (Likert scale) i (Likert scale) ’ e itite,
Graduate (e (Likert scale) (multiple (Likert scale)
Year? choice + free
text)
(Likert scale)
- /L AN AN AN D S

Fig. 2. Development of survey items from themes.

with clarity because of the sheer number of possible responses. In the
initial draft survey, it did not meet criteria of 70 % agreement. The
number of items were then reduced by consolidating some of the ideas.
This improved the importance and relevance to 100 %, and the clarity
rating increased to 75 %, thus meeting the criteria.

Example 3 demonstrates an example which scored below criteria on
importance and relevance, and a simple rewrite of the wording
improved these to 88 % agreement.

After the second round of changes, the survey was sent to the par-
ticipants again for comment. There were no further significant changes
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to any sections of the survey items. The final survey contained 31 survey
items, that reached consensus of 75 % agreement as being important,
relevant and clear for collecting data on the experiences of ECMs who
desired to work in midwifery continuity of care.

Discussion

The purpose of this research was to listen to the voices of ECMs who
desire to work in midwifery continuity of care, and co-design a survey
that could be used with a larger group of midwives to gather their
experiences.

We know that there is a shortage of midwives in Australia [2,5], and
indeed worldwide [1]. One driver behind this is the attrition of mid-
wives, and this is most common in the early career period [2]. The
primary reason cited by midwives for leaving the profession is lack of job
satisfaction [3,4]. A scoping review found this lack of job satisfaction,
along with poor support and stress, are common features in the literature
[34] and these are also prevalent in data reported in this paper. Inter-
viewed midwives described a loss of confidence due to a lack of support,
both for themselves, but also for the midwifery continuity of care mid-
wives they aspired to be. They described feeling stressed and feared
making mistakes because of this. When co-designing survey items, the
ECMs valued the inclusion of questions which asked for ideas about
what would have helped address such issues.

Many midwives get job satisfaction from their pride and a sense of
calling in being a midwife [4], the building of relationships and pro-
moting positive outcomes for women [3,4,8]. The EXPert study, which
researched burnout among 257 midwives in Melbourne, in Victoria,
Australia, found that midwives valued being able to practice in line with
their philosophy of midwifery and wanted to make a difference to the
families they cared for [9]. The personal experiences of the midwives
interviewed in this research, suggests similar desires. In interviews, they
described the job satisfaction they received from providing good holistic
care for women. Those who had worked in midwifery continuity of care
described feeling celebrated and valued by the team, and having satis-
faction in being able to work in a way that supported their midwifery
philosophy. Many of them described a sense of pride in the belief in
themselves they had shown in achieving their goals. Respectful and
supportive relationships with other midwives were also important to
them. Similar findings were reported by Sheehy et al. [4] where collegial
relationships, and social support by other midwives, along with formal
and non-formal mentoring relationships were reported positively by
ECMs in strengthening their job satisfaction. Similarly, in a scoping re-
view on new graduate midwives, support in the form of mentoring,
collective relationships of midwives, and working in models of care that
supported their midwifery philosophy were common themes in much of
the literature [16]. Similar ideas were expressed by the interview par-
ticipants in this study. They described the confidence they found in
being about to turn to midwifery continuity of care midwives for sup-
port, building trusting relationships, and becoming the kind of midwives
they wanted to be. The co-designed survey in this study included entire
sections on midwifery culture, mentoring relationships and leadership,
and the experience of working in midwifery continuity of care models.
Questions regarding these topics numbered over a third of total survey
items, demonstrated the importance participants placed on these issues.

In an effort to address midwifery shortages and high attrition,
midwifery culture has been the focus of much research. A positive
workplace culture, and being surrounded by midwives who were
friendly and supportive, correlated positively with confidence in early
career midwives [35]. Catling et al. [36], studied midwifery culture in
Sydney, Australia, and found over a third of participants had considered
leaving the profession, citing lack of support, understaffing, and man-
agers who micromanaged their work. Lack of support was linked also
linked to poor culture in the FUCHSIA study which surveyed over a 1000
midwives in Victoria, Australia [2]. There has also been a recognition of
the enculturation process that occurs when midwives work within a
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system which does not support their passion, or the way they want to
practice midwifery. This enculturation begins early with Arundell et al.
[37], in a synthesis of research on midwifery culture, finding evidence
that student midwives found there were rewards such as being given
interesting experiences and extra education opportunities when they
conformed to the culture. These concepts were described in interviews
by some of the midwives in the first part of this study. They noted that
across the new graduate experience, either themselves, or other mid-
wives they worked with, went from being keen to work in midwifery
continuity of care, to not wanting to work in that way. The participants
described it as too challenging; they were not ready yet and they noted a
lack of support for the midwives already working in midwifery conti-
nuity of care. They observed defensive practice, and recognised those
fears developing within their own practice. However, they also
described an antidote to these feelings; the participants urged midwives
to “back themselves”, to hold onto their goal, to practice like midwifery
continuity of care midwives in their everyday practice, and to be pro-
active in addressing their weaker skills, building relationships and
seeking opportunities. These ideas were developed into a section in the
survey about how the ECMs could intentionally prepare themselves for
working in midwifery continuity of care to counter the pull of encul-
turation. Table 4 demonstrates one of the questions from this section,
highlighting the ideas of nurturing supportive relationships and men-
tors, building skills that would enable them to practice with autonomy,
and “think(ing) like a midwifery continuity care midwife”.

Traditional Transition to Practice models promote consolidation of
skills and confidence [19]. This focus on skills consolidation was a
concern for the participants in the current research. Participants
generally felt that the type of transition program they experienced did
not promote good consolidation of skills and described feeling less
confident as a result of their experiences. When asked what would have
helped them build skills and confidence, an extensive list was developed,
and this caused challenges designing survey items that met clarity
criteria. Along with more traditional inclusions such as education
packages and rotations through all areas, they suggested building good
relationships, mentoring by a midwifery continuity of care midwife,
staff mental health and wellbeing supports, and midwifery leadership
passionate about midwifery continuity of care.

Asking ECMs what they needed out of a transition to practice pack-
age is a novel approach. No other studies have reported how new
graduate and early career midwives have been included in the design of
these programs. The importance of including those with lived experi-
ence is integral to co-design [23], and it can be reasonably concluded
that involving new graduate and ECMs in the design of a program is
more likely to produce a pathway that meets their needs. Through in-
terviews and the co-design of a survey, this research gave ECMs the
opportunity to have input into addressing the needs specific to ECMs
who want to work in midwifery continuity of care. Further research, still
to be reported, provides results of the survey responses from a larger
group of midwives. The results will be used to inform the
co-development of a Professional Development Pathway for ECMs
working in fragmented models of care who want to develop the skills,
competence and confidence to move into midwifery continuity of care.

Limitations

A strength of this research is the depth of insight and experiences
reported by ECMs who wanted to work in midwifery continuity of care.
The outcomes are limited by the fact that only 10 ECMs provided input.
The second phase of the wider study surveyed a larger group of mid-
wives, allowing the data reported here to be triangulated and
strengthened (not reported in this paper).

All midwives in this study were practicing in Australia. It is not
known whether results can be generalised to other populations.

Midwives who graduated from a Bachelor of Midwifery program are
overrepresented in this sample. It is possible that data would be different
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if more midwives from other educational pathways were represented.

Demographic data on cultural identity was not collected. It would be
valuable to know whether the opinions expressed in interviews were
primarily or exclusively from a western-based view. Aboriginal and
Torres Strait Islander midwives, and midwives from other non-western
cultures may have alternative or differently nuanced experiences, and
further research into this would be beneficial.

Conclusion

Early Career Midwives were given a voice in how traditional tran-
sition to practice programs affected their goal of working in midwifery
continuity of care. The participants described their experience,
including the facilitators and barriers they faced. Using their insights a
survey was co-designed for collecting data from a larger group of par-
ticipants. The data will be used to build a Professional Development
Pathway for other midwives who share their goal of working in
midwifery continuity of care but cannot do so when they first graduate.
They have been given a genuine opportunity to drive change, and
contribute to the planned design of a pathway fit for purpose for early
career midwives who desire to work in midwifery continuity of care.
This may improve job satisfaction among early career midwives, and
reduce attrition rates.
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