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ABSTRACT
Background: Evidence demonstrates significantly improved outcomes for women and their
babies when supported by Midwifery Continuity of Care (MCC) models. Despite this
research and current Australian health directives, widespread implementation of MCC has
not been achieved. This is especially true in regional areas.

Aim: The aim of this research was to develop a theoretical understanding of the factors that
may facilitate or inhibit the implementation of MCC models within regional New South
Wales public hospital settings.

Methods: A Constructivist Grounded theory approach was used to collect and analyse data
from interviews with key public hospital informants. Three phases of interviews were
conducted, which included Phase one (midwifery advisory roles), Phase Two (midwives) and
Phase Three (women).

Findings: Three concepts of theory emerged from within the data analysis that demonstrate a
substantial influence over the implementation of MCC models. These included‘engaging the
gatekeepers’, ‘midwives lacking confidence’ and ‘women rallying together’. Asubstantive
theory was generated which strongly recommends that: A partnership between midwives and
women is required to build confidence and enable the promotion of current evidence; this is
essential for engaging key hospital stakeholders to invest in the implementation of MCC
models.
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Discussion: This substantive theory recommends that a partnership needs to be enabled
between women and midwives as this was a key facilitator for engaging necessary
organisational support for MCC implementation. These elements need to be considered in
light of the categories and sub-categories from which they were raised. Firstly, ‘engaging the
gatekeepers’ identified the need to acknowledge midwives as the biggest barrier to the
implementation of MCC models; concerns were raised about a need for workplace culture
change and, a funding for a project officer role. A project officer was essential to facilitating
change and staff engagement that is required for successful MCC implementation. The
concept ‘midwives lacking confidence’ demonstrated that although midwives are wanting to
be woman centred carers, they are hindered by a system which they identify as subordinating.
Participants also observed the need to support student and new graduate midwives as they are
an invaluable resource of knowledge and MCC experience. Lastly, ‘rallying together with
women’ represents a gap which reveals women do not realise their power to make changes to
their health care services and, a lack of MCC awareness is a barrier preventing women from
requesting access to MCC. Additionally, women participants felt undervalued by a health
system not meeting their needs, further preventing their engagement in service changes such
as MCC. Despite this, in some regional areas the closure of maternity services was a crisis
that triggered women to advocate for access to MCC models, by seeking out midwifery
champions and rallying together. These recounts demonstrated the powerful influence a
partnership between midwives and women could have over facilitating the implementation of
MCC in regional areas.

Conclusion: It has now been 16 years since the Australian Maternity Action Plan
recommended that state and federal government supported increased access to midwifery
continuity of care. Although an increase in the number of MCC models is evident, the
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number of women with access to them remains limited and widespread implementation and
up-scaling of models has not yet been achieved. This thesis contributes to the existing body
of knowledge that supports these implementation goals. The findings from this study draw
attention to issues that the midwifery workforce face when transitioning into MCC models.
Education opportunities are needed to better prepare midwives, to understand MCC ways of
working and to address skill issues. Student and new graduates were valued for bridging the
evidence-practice gap by role modelling continuity values and current MCC evidence in the
clinical environment. Implementation was identified as a coordinated ground up approach
that requires widespread dissemination of MCC evidence, directed at hospital executive level
management. A partnership between women and midwives facilitated engagement with these
key hospital stakeholders, who in turn, showed support by funding a project officer, essential
to successful implementation of MCC. Participants identified the project officer was a critical
factor that ensured cultural and practical concerns of all stakeholders were resolved. Efforts
moving forward need to focus on valuing a midwifery partnership with women and
increasing stakeholders (midwives, women and hospital management) awareness of the
evidence for MCC.

Implications for Practice and Policy: The findings of this study will supplement current
evidence and inform future policy directives relating to: the implementation and upscaling of
MCC models across regional settings, enabling a ground up approach to the design and
planning of maternity services, promoting autonomy for midwifery practice, staff education
and support mechanisms to enable transition into MCC ways of working. These factors will
assist with increasing maternity care options that improve vital outcomes for women and their
babies.
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Relevance of this work to audience: For midwives and birthing services, this research
provides insight into the barriers to the implementation of a service model that values
midwives and improves outcomes for women, babies and their families. The findings offer a
number of strategies to address issues that are currently preventing implementation of MCC
models in regional NSW. Some studies also indicate significant cost savings to healthservices
with the implementation of this model as well as improved wellbeing and work satisfaction
for the midwifery workforce.
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Glossary of terms
This glossary provides an explanation for some of the common terms used throughout this
thesis.
Terms

Explanation
Maternity model of care where a woman has a primary

Caseload

midwife throughout pregnancy, labour, birth and postnatal
period. Midwife has an agreed number of women throughout
the year (usually 30-40) known as a caseload. Midwives
typically work on-call as opposed to rostered shift work.

Continuity of care:

Care provided by a known midwife throughout the
childbearing continuum.

Consumer:

A person accessing or receiving health care from a public
hospital service.

Doula:

A person privately employed to provide support and guidance
to a woman throughout pregnancy, birth and postnatal period.

A noun formed from a verb, referring to the action, process or
Gerunds:

state. In English language ending in ‘ing’.
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Sensitising concepts:

Grounded theorist often come to their research with already
well-established concepts or notions of the study phenomenon.
These ideas are acknowledged and provide a loose starting
point, however, should not direct the inquiry.

Theoretical Sampling:

A grounded theory approach to sampling. Once a tentative
category has emerged the researchers aim to develop its
properties further, by seeking additional information through;
people, events, revisiting data and other sources that may show
relevance during the analysis. This is not to be confused with
the quantitative approaches to sample randomly selected
populations or representative distributions of populations.

Maternity care provided through the Australian public hospital
Fragmented
care:

maternity

system, whereby a woman receives care throughout her
pregnancy, birth and postnatal periods by a number of
midwives, and/or other health professionals such as
obstetricians.

Codes adopted directly from the data, such as telling
In-vivo words:

statements used in participant’s everyday language.
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Midwifery Group

Midwifery care provided primarily by one lead midwife and/or

Practice

supported by a small group of midwives (two-four) through
pregnancy, labour, birth and postnatal period.

Woman/Women:

A woman accessing, or who has experienced, maternity care
in an Australian public hospital.
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Acronyms

ACM

Australian College of Midwives

CGT

Constructivist Grounded Theory

CMC

Clinical Midwifery Consultant

MCC

Midwifery Continuity of Care

MGP

Midwifery Group Practice

MoH

Ministry of Health, Australia

MUM

Midwifery Unit Manager

NHS

National Health Service, United Kingdom

NMBA

Nursing and Midwifery Board of Australia

NSW

New South Wales, Australia

RCM

Royal College of Midwives, United Kingdom
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Preface
Prior to the birth of my eldest daughter Leila, I had never really considered what it
was that midwives do. However, this all changed when I gave birth to our beautiful baby, and
I was primarily cared for by midwives at the local public hospital. This experience, along
with a little nudge from my mum, opened the door to midwifery and within a few weeks I
had enrolled into the Bachelor of Midwifery program at the University of Newcastle.
As a student midwife I had the privilege of supporting a number of women, and their
families, throughout their pregnancy, birth and postnatal experiences. This midwifery clinical
education requirement is known as a Continuity of Care Experience (CCE). These CCEs
were invaluable because the months leading up to the birth provided time to develop
familiarity with each woman. I learned about each woman’s relevant medical history, meet
her chosen support network, and could find out what elements of her care I needed to
advocate for during this significant life event. Most importantly, however, I could build
trusting relationships with these women.
Three years later, in 2015, I was a registered midwife commencing my new graduate
year, while continuing to study a Bachelor Midwifery Honours degree. During this time, I
joined a working group developing a business plan to implement a MCC model at my local
hospital. Although, a report was finalised, and all appropriate stakeholders seemed to be
engaged, momentum towards implementing a model stalled and as a result the working group
fell apart. It was at this point that I began to wonder what I could do to contribute. By this
time, I had successfully completed my honours degree which opened the opportunity for a
scholarship to support my PhD study. I applied for the scholarship hoping it would facilitate
the implementation of a MCC model in my local hospital and although this did not occur like
I had hoped. My supervisors were quick to rein in my enthusiasm so that, my topic developed

18

into a much more feasible research project for a PhD which was to explore the factors that
influence implementation of MCC models in regional areas.
I am a woman who has twice accessed the local public hospital maternity care, the
only option in my home town, for the births of my two children. I am also a registered
midwife providing care to the childbearing women in my local community. Knowing the
vital health outcomes this MCC model improves, and its underpinning robust evidence
(shown in Figure 1), I struggle to understand why MCC is still not an easily accessible option
of care, for the majority of Australian women.
In the early stages of my PhD I read an article that has continued to resonate with how
I feel about this research topic:
‘We all know that continuity of midwifery care is a good thing and that research
shows its outcomes to be so good that if it was a drug it would be unethical not to give
it’.(Kirkman, 2016, p.23)
This thesis uses a qualitative constructivist grounded theory approach to investigate
why midwifery continuity of care is not a mainstream maternity care option for Australian
women. Constructivist grounded theory recognises that the researcher is part of the research
process and its methods identify that the results are mutually constructed understandings
shared between the participants and the researcher. The aim of this approach is to stay true to
the participants words; grounded theory is recognised for its inherent quality in advocating
for often unheard, or overlooked, perspectives. It was for these attributes that a constructivist
grounded theory approach captivated my attention. As an early career researcher, a woman
and midwife I understood the benefits of approaching my research topic using these
therapeutic relational based concepts. Constructivist grounded theory has allowed me to stay
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true to the participants and to remain true to the woman centred, midwife advocate I
continually strive to be.
Figure 1
Improved outcomes associated with MCC models

Note: From A year of opportunity by J. Dunkley-Bent, 2018, Midwives, 21(1), p. 69. Copyright 2018
by Redactive Publishing Ltd.
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Thesis Outline
This thesis it presented in ten chapters. A concise summary of each chapter is
described below:
Chapter One: outlines a background to this thesis by describing the current Australian
maternity services context. This chapter offers a summary of the existing literature on the
topic and a justification for the study.
Chapter Two: is an integrative literature review providing an in-depth exploration of the
literature available at the commencement of this thesis. This initial review provided an
evaluation of quality papers that concerning the implementation of midwifery continuity of
care models. In addition to this initial literature review, and in order to stay true to the
constructivist grounded theory approach, an updated review of the literature is provided in
Chapter 8 and is included throughout the discussions in Chapter 9.
Chapter Three: provides a description of the methodological theory underpinning the
constructivist grounded theory approach used to conduct this research project. This chapter
considers the theoretical reasoning behind the constructivist research approach to recruitment
of participants, data collection and analysis techniques, the incorporation of current literature
and the emergent nature of constructivist theorizing.
Chapter Four: provides a an explanation of the constructivist grounded theory methods used
throughout each step of the study. A detailed account is provided of the studies; setting,
participants, recruitment, ethical considerations and approval, data collection, analysis, the
approaches used for presentation of the data and its findings, and a description of the steps
taken during the development of the resultant theory.
Chapter Five: A preamble to the findings chapter precedes chapter five and offers an
introduction to the participants recruited into this study providing contextual and
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demographic information to the data collection and analyses. Next, Chapter five presents the
findings from Phase One participants which includes the perspectives from maternity unit
managers, clinical midwifery consultants and state advisors. This chapter highlights the need
for ‘engaging the gatekeepers’ and identifies key stakeholders that can act as a barrier to
implementing MCC models. This chapter also recognises that need for ‘funding a project
officer’, along with a number of strategies that can facilitate ‘changing workplace culture’
that is required when implementing a MCC model.
Chapter Six: Offers experiences and understandings from the perspective of Phase Two
participants. In this phase midwives were recruited using theoretical sampling after Phase
One participants identified midwives are a major barrier to implementation. Phase two
participants identified that ‘midwives lacking confidence’ prevents many midwives from
supporting the transition into MCC ways of working. Although many midwives indicated
they are ‘wanting to be woman centred carers’ a ‘system subordinating midwives’ was
described and shown to hinder their capacity to work to their full scope of practice. The
importance of ‘supporting student and new graduate midwives’ to work in MCC models was
also highlighted as a facilitating influence towards MCC implementation.
Chapter Seven: Outlines the substantive categories and concepts from the perspectives of
women in regional areas. Recruitment of women in regional communities was indicated as
the results from phase two participants showed a gap in the understanding of women’s
perspectives particularly in relation to MCC implementation. This chapter shows that
‘Rallying together with women’ has a substantial influence over successful implementation of
MCC models. Women acknowledge the support and knowledge gained through ‘rallying
together’, particularly with midwives. However, phase three participants acknowledged that
‘women not knowing about MCC’ and experiences of hospital maternity care that are not
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meeting their needs prevents women engaging with health systems to request changes such as
access to MCC models.
Chapter Eight: Provides an explanation of how the concepts of theory emerged from the
substantive categories and were developed into the resultant theory. This chapter includes a
clear ‘decision trail’ describing the steps and methods undertaken to identify factors that have
a substantial influence over the implementation of MCC models in regional areas.
Chapter Nine: Offers a discussion of the each of the concepts of theory in relation tothe
categories and subcategories, outlined in chapters five-eight. Chapter nine proceeds to
discuss the findings in relation to the emergent substantial theory: A partnership between
midwives and women is required to build confidence and enable the promotion of current
evidence; this is essential for engaging key hospital stakeholders to invest in the
implementation of MCC models. This theory is considered in light of the current midwifery
literature and highlights a number of solutions to the barriers and identifies factors that
facilitate the implementation of MCC models in regional areas.
Chapter Ten: Presents the conclusions drawn from the findings and discussions of this
research. It offers recommendations for practice that will facilitate implementation of MCC
models and provides suggestions for further research that will add to the existing body of
knowledge surrounding this research topic.
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Chapter 1: Introduction
This chapter begins with a background describing Midwifery Continuity of Care
(MCC) models and provides a brief overview of the literature, exploring factors which
influence implementation of this model of care. The aim of this thesis was to develop a
theoretical understanding of the factors that may facilitate or inhibit the implementation
of MCC models within regional New South Wales public hospital settings. Both
national and international evidence is considered throughout this chapter, and provides
an insightful description of the current global context influencing translation of MCC
models.
Background

Midwifery is the process of working with women and their families through the
significant life event of pregnancy and childbirth (Sandall et al., 2016a). Relationships are an
essential aspect of midwifery; they develop between women and midwives, between the
women’s family and midwives, between midwives, and between midwives and other
healthcare professionals (Pairman & McAra-Couper, 2011). Essential to this role is the
understanding that pregnancy and childbirth are a normal and natural process, where the
midwife supports the woman to ensure a safe transition into motherhood, in a way that meets
her unique psychophysiological needs (Sandall et al., 2016a). The midwifery role is about
knowing when not to interfere in this natural process of pregnancy and birth and recognizing
when and how to intervene, in a way that facilitates and empowers the woman to give birth
and confidently care for her new baby (Pairman & McAra-Couper, 2011). Key to this
relationship developed between midwives and the woman is the importance of trust, shared
control, and responsibility and constructing meaning through mutual understanding (Leap et
al., 2010).
Continuity of care provides women and midwives the opportunity to build a
positiverelationship because it gives them time to get to know each other and develop trust
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(Sandall et al., 2016b). MCC is maternity care provided by the same midwife or a small
team of midwives for each woman (New South Wales Ministry of Health [NSW], 2012).
The MCC model involves a known midwife working with the woman for her entire
pregnancy, labor and birth until six weeks postnatally (Sandall et al., 2016a). Midwifery
continuity of care models (MCC) enables women to build a rapport with a known midwife,
which facilitates holistic primary maternity care designed to meet the unique social,
emotional, physical, spiritual, and cultural needs of each woman and her family (Australian
College of Midwives [ACM], 2014). Leap et al. (2010) argue that continuity of care enables
a two-way relationshipfostering trust. This, in turn, gives a woman confidence during her
transition to motherhood, empowering her to draw on her own resources and strengths and,
therefore, make optimal decisions regarding her health care choices.
MCC Evidence for improved Outcomes
Strong national and international evidence demonstrates that MCC improves
outcomes for women and babies. A recent Cochrane review found, when compared with
standard maternity care, women supported by a MCC model were less likely to experience
regional analgesia, instrumental vaginal birth, preterm birth less than 37 weeks and reduced
fetal loss before and after 24 weeks plus neonatal death (Sandall et al., 2016b). Other studies
have found that women receiving MCC are less likely to have a caesarean section,
(McLachlan et al., 2012) and have improved satisfaction with delivery of care (Sandall, et al.,
2016). The MCC model is cost effective (Tracy et al., 2005) and enables midwives to work to
their full scope of practice improving work satisfaction (Newton et al., 2014).
These are important considerations in the current global maternity climate where increasing
rates of medical interventions, such as caesarean sections and instrumental assisted births, are
associated with greater risks of morbidity for women, their babies and subsequent
pregnancies (McLachlan et al., 2012). These medical interventions also result in longer
hospital admissions and increased demand on health service resources (McLachlan et al.,
2012). While medical intervention is sometimes a necessary component of childbirth, current
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Australian caesarean section rates are shown to be increasing, 25.3% in 2004 to 30.1% in
2018 (Australian Institute of Health and Welfare [AIHW], 2020) but the evidence shows that
caesarean rates higher than 10% provide no reduction in mortality (World Health
Organization [WHO], 2015). An additional 26.1% of women experienced an assisted
instrumental birth (AIHW, 2020), which are associated with increased risks of trauma to both
the mother and her baby. These trends are a concern given the national and international
guidelines that aim to reduce these increasing rates of medical interventions (Commonwealth
of Australia, 2010; NSW, 2010; NSW, 2019; WHO, 2015). MCC models have been
demonstrated to reduce these rates of intervention (Sandall, et al., 2016a) and increasing
women’s access to these models is strongly recommended (NSW, 2010; NSW, 2019)
MCC in Australia
Australian government policies recommend that MCC should be accessible for
women and their families during pregnancy and birth (Commonwealth of Australia, 2010;
NSW Health, 2010; Dawson et al., 2016). The NSW Towards Normal Birth Policy (NSW
Health, 2010) and the Midwifery Continuity of Care Tool Kits (NSW Health, 2012;
Queensland Health, 2008) recommend implementation of MCC models and outline a guide
aimed at increasing access in all public maternity services by 2015. Despite these directives,
an Australian national cross-sectional study showed that only 8% of women in public
hospitals are able to access MCC models (Dawson et al., 2016). This study also showed that
MCC models were primarily available in metropolitan areas (Dawson et al., 2016). Since the
release of the Towards Normal Birth Policy (NSW Health, 2010) the implementation of
MCC has been described as challenging and slow (Homer, 2016) which is reflected in the
small number of women accessing these models, particularly in rural areas (Dawson et al.,
2016; Brown & Diestch, 2013). Research investigating factors associated with implementing

26

MCC models s needed to improve translation into the diverse Australian maternity setting
(Homer, 2006, 2016; Dawson et al., 2016; Brown & Diestch, 2013).
MCC Feasibility and Demand
The delivery of high quality maternity care is an important national and international
aim (United Nations, 2015; Commonwealth of Australia, 2010). The Australian Maternity
Plan states that “... all women will have access to high-quality, evidence-based, culturally
competent maternity care in a range of settings close to where they live...” (Commonwealth
of Australia, 2010, p.iii). This plan recognises that continuity of care is very important to
women and focusses on service delivery to women in rural and remote areas (Commonwealth
of Australia, 2010). It also describes the need to build and support the maternity workforce to
ensure these aims are addressed (Commonwealth of Australia, 2010).
MCC models should be offered to the majority of pregnant women (NHS, 2018).
Eligibility for MCC models differs between settings, however a recent Australian study
showed that 81% of existing caseload models offer services to women of ‘low obstetric risk’
(Dawson et al., 2016, p.218), meaning minimal risk of pregnancy, birth or neonatal
complications (Australian College of Midwives [ACM], 2014). An additional one third of the
study respondents stated they offered an all risk model (Dawson et al., 2016). These findings
demonstrate that MCC models have the potential to cater for all women accessing maternity
health care, regardless of obstetric risk classification. A recent Cochrane review supports the
need for further research to clarify the potential benefits and outcomes for ‘high obstetric
risk’ women (existing serious pregnancy or health complications) accessing MCC models
(Sandall et al., 2016a).
It is recognised in the literature that continuity models of care can have different
names and meanings based on their location and context (Donnolley et al., 2016). This is
because services need to establish MCC models that take account local circumstances and
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opportunities, in order to remain sustainable (Dunkley-Bent, 2018; National Health Service
(NHS) England, 2017). This variety has contributed to confusion regarding the
operationalisation of models and subsequently their implementation across diverse settings. A
recent Australian models of maternity care classification system has been developed to help
overcome this problem (Donnolley et al, 2016). This project has identified midwifery models
of care including those providing continuity of care, such as; midwifery group practice,
caseload, team midwifery, and private midwifery (Donnolley et al., 2016). The development
of the Maternity Care Classification System (MaCCS) classification system provides a
standard terminology that will be useful in future research and policies supporting
implementation of MCC models.
Community demand for access to MCC models is high (Dawson et al., 2016). This
Australian study showed the 65% of hospitals offering caseload midwifery had more women
wanting access than they could cater for. All 43 responding hospitals considered their
caseload midwifery service was sustainable into the future and 21 hospitals planned on
expanding the model (Dawson et al., 2016). Dawson et al. (2016) showed that 38% of the
hospitals’ that responded indicated they were not considering implementing caseload MCC
models, and that the vast majority of these hospitals (31/32), were located in regional or
remote areas. These hospitals cited staff support and absence of funding as major barriers
(Dawson et al., 2016). There is a need for research that extends beyond the clinical benefits
(that are well documented) and look towards rigorous assessment of MCC models
implementation, including costs and impacts on midwifery workforce (Homer, 2016; Newton
et al., 2016). The implementation of new and innovative MCC models provides the
opportunity to systematically evaluate the influence and benefits of these models on costs
savings, resources, and recruitment and retention of the midwifery workforce (Cummins et
al., 2020; Dawson et al., 2016; Homer, 2016; Sandall et al., 2016b).
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Studies also demonstrated MCC improved work satisfaction for midwives, however
midwives required support to develop skills required to transition into work within these
models (Dawson et al., 2016; Newton et al, 2015; Sandall, et al., 2016a). Strong international
evidence is emerging demonstrating the benefits for midwives working in caseload MCC
models including decreased work related stress and burnout, when compared with standard
hospital shift work and fragmented care (Dixon, et al., 2017; Fenwick et al., 2018; Jespen et
al., 2017).
Implementation of MCC models
An integrative literature review, outlined in the next chapter, identifies aspects that
influence the implementation of MCC models. This review found there is insufficient
research focused on Australian MCC implementation processes and that access to MCC
models in Australia remains limited. The review shows that regional areas lack the necessary
resources and further research on this topic would enhance understanding of the factors that
influence implementation of MCC and assist with increasing access across regional settings.
At the commencement of this thesis only two Australian articles addressed issues
surrounding implementation of MCC models and highlighted the need for further research,
especially in regional and remote areas (Brown & Dietsch, 2012; Daswon et al., 2016;
Homer, 2016). The evidence available recommended that MCC models could offer many
benefits and improvements to maternity services within regional areas (Brown & Dietsch,
2012). One of these studies identified facilitators of implementation as: engagement with key
stakeholders; support from all levels of the health service; funding, provision for midwives to
work to their full scope of practice; adequate occupational structures that are flexible for
work-life balance; strong support from the community and committed individuals motivating
implementation (Dawson, et al. 2016).
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Conclusion
The literature review provided next in Chapter Two, identifies factors that influence
the implementation of MCC models and the need for further research on this topic. Homer
(2006) suggests that in settings where maternity care is predominantly medically led care
(that is the majority of Australian hospital settings), a significant change to the way maternity
services are provided and substantial commitment from staff and managers to establish a
MCC model is required.
An extensive body of evidence demonstrates that MCC models provide excellent
outcomes for women and their babies (MacLachlan et al., 2012; Sandall, et al., 2016b; Tracy
et al., 2013). Australian health policies reflect these outcomes recommending the
implementation of these continuity of care models (Commonwealth of Australia, 2009).
Although the numbers of policies and guidelines recommending implementation of MCC
models is increasing (Commonwealth of Australia, 2010; National Health Service [NHS],
2017; NSW Health, 2010; NSW Health, 2012; Queensland Health, 2008), this process is
described as challenging (Homer, 2016,) and widespread implementation within Australia
remains limited (Dawson, et al., 2016; Homer, 2016). Investigations into the implementation
of MCC will assist identification of factors influencing this process (Homer, 2016).
The following Chapter Two presents the initial integrative literature review designed
to explore the literature that was current at the commencement of this research surrounding
the implementation of MCC models. This integrative review is a collation of evidence
exploring factors that influence the implementation of MCC models. The findings outline an
evaluation of the literature available from 1993 to early 2017, which adheres to a
constructivist grounded theorist approach to reviewing the literature and follows the
University of Newcastle PhD criteria. However, many researchers revise earlier reviews of
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the literature before submission of the thesis. This practice was followed although, the
updated review of the literature was conducted during the data analysis process with an
explanation included in Chapter 8, supported by Appendices D including a recently submitted
paper for publication, and is incorporated into the discussion in Chapter 9. This structure
ensured the study stayed true to the constructivist grounded theory methods, as discussed in
Chapter 3. Therefore, the literature presented next in Chapter Two is the initial review of the
evidence available prior to the study being conducted. This review of the literature provided a
justification for exploring the chosen research topic and informed the following CGT
research presented throughout this thesis.
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Chapter 2: Integrative Literature Review
This integrative literature review examines literature surrounding the implementation
of midwifery continuity of care models. This review is a collation of both empirical and
theoretical literature taken from national and international perspectives designed to provide a
comprehensive understanding of the research topic. The approach to the literature review is
an important consideration when designing a constructivist grounded theory study and is
discussed below.
Method of Literature review
A diversity of methodological approaches to grounded theory methods exist. For this
research, constructivist grounded theory was considered the most appropriate. An explanation
of this study’s methodology and methods are offered in more detail in Chapters Three and
Four, however, a justification of the methods in relation to the literature review approach is
required here because many grounded theorists debate its practice (Birks & Mills, 2015;
Lempert, 2007; Charmaz, 2014).
Early grounded theorist proposed delaying the literature review until after the data
collection and analysis to avoid ‘contaminating’ the data and inadvertently force the findings
into existing theories (Charmaz, 2014; Glaser & Strauss, 1967; Lempert, 2007). However,
constructivist grounded theorists acknowledge that it is impractical for many researchers to
approach a topic with a completely impartial perspective (Charmaz 2014; Lempert, 2007). As
described throughout this thesis, the primary researcher is a registered midwife with an
existing level of professional understanding towards the research topic. Furthermore, as
Lempert (2007) argues, an understanding of the literature provides useful parameters of
current theoretical conversations around the research topic and provides insight into gaps and
nuances that are already established. These parameters enable researchers to ensure a
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meaningful contribution of work to the existing body of knowledge is provided. However, the
researcher needs to remain cautious not to let concepts from the literature define the research
process; and, to remain reflective throughout the research process using memos writing and
by acknowledging preconceptions (Charmaz, 2014; Lempert, 2007). In this way,
constructivists argue an understanding of the literature increases theoretical sensitivity of the
researcher from the outset (Birks & Mills, 2015).
With a constructivist grounded theorist approach in mind the initial literature review
for this thesis was conducted and finalised in 2017, early in my candidature and in line with
university PhD criteria. However, it is understood that many researchers revise earlier
reviews of the literature before submission of the thesis. This practice was followed for this
study, however, to avoid inadvertently influencing the emerging theory, an updated review of
the literature was conducted late in the data analysis process and an explanation is included in
Chapter 9. This structure ensured the study stayed true to the constructivist grounded theory
methods, as discussed in Chapter 3. Therefore, the literature presented here is a review of the
evidence available prior to the study being conducted. As the data collection and analysis
developed, more recently reviewed literature was incorporated, along with any additional
literature explored that was driven by gaps and categories/ concepts that emerged from within
the data. All additional literature relevant to the topic was then included in Chapter Nine
Discussion.
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2.1 Initial Literature review
Background
National and international evidence demonstrates that MCC improves outcomes for
women and babies. The latest Cochrane review found, when compared with standard
maternity care, women accessing a MCC model were; less likely to experience regional
analgesia, instrumental vaginal birth, preterm birth less than 37 weeks, reduced neonatal
death rates and, fewer fetal losses before and after 24 weeks (Sandall et al., 2016b). Other
studies have concluded; women receiving MCC are less likely to have a caesarean section
(Sandall et al., 2016b), improves women’s satisfaction with delivery of care (Sandall et al.,
2016b), it is cost effective (Tracy et al., 2005), and allows midwives to work to their full
scope of practice which improves work satisfaction (Newton et al., 2014). These are
important considerations in the current global maternity climate, which shows increasing
rates of medical interventions, such as caesarean sections and instrumental assisted births.
These interventions are associated with greater risks of morbidity for women, their babies
and for subsequent pregnancies (McLachlan et al., 2012). Medical interventions also result in
longer hospital admissions and increased demand on health service resources (McLachlan et
al., 2012). Medical intervention are sometimes essential, however, evidence indicates that
rates are higher than necessary (Miller et al., 2016; WHO, 2015). These trends have led to
national and international guidelines that aim to reduce these increasing rates of medical
interventions (Commonwealth of Australia, 2010; New South Wales Ministry of Health,
2010; WHO, 2015). MCC models are shown to reduce intervention rates, (Sandall et al.,
2016b) therefore, increasing women’s access to these models is strongly recommended
(Homer, 2016b; NSW, 2010).
Australian public health policies recommend that MCC should be accessible for most
women and their families during pregnancy and birth (Commonwealth of Australia, 2010;
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Dawson et al., 2016; NSW, 2010). The NSW Towards Normal Birth Policy (NSW, 2010) and
the Midwifery Continuity of Care Tool Kit (NSW, 2012; Queensland Health, 2008) support
these recommendations and outline a guide aiming to increase access in all public maternity
services by 2015. However, an Australian study shows that only 8% of women in public
hospitals are able to access MCC models (Dawson et al., 2016). The implementation of MCC
has been described as challenging and slow (Homer, 2016) particularly in areas outside of
metropolitan areas (Brown & Dietsch, 2013; Dawson et al., 2016). There is a need for further
research investigating factors associated with implementing MCC models into the diverse
Australian maternity service settings (Brown & Dietsch, 2013; Dawson et al., 2016; Homer,
2006; Homer, 2016b)
An evaluation of literature available will identify factors that influence the
implementation of MCC. One Australian study has shown facilitators associated with
enabling this process include; engagement with key stakeholders, support from all levels of
the health service, funding, provision for midwives to work to their full scope of practice,
adequate occupational structures that are flexible for work-life balance, strong support from
the community and committed individuals/ “champions” motivating implementation
(Dawson et al., 2016). Homer (2006) suggests that in settings where maternity care is
predominantly medically led care, (the majority of Australian settings), a significant change
to the way maternity services are provided and substantial commitment from staff and
managers to establish a MCC model is required. This integrative literature review explores
the literature available at the commencement of this thesis and collates the evidence in order
to address the research question: What factors influence implementation of MCC models?

2.2 Methods
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An integrative literature review is a specific method that reviews past empirical and
theoretical literature to provide a more comprehensive understanding of a particular
phenomenon (Whittemore & Knafl, 2005). This framework encompasses diverse styles of
research already existing and offers the capacity to generate new ideas and directions, “… a
sophisticated form of research that offers much potential for changing the way we think about
our work…” (Torraco, 2005, p.364). When done well this type of review states the science,
contributes to the theory and is applicable to practice and policy (Fain, 2016). Further inquiry
into the understanding of MCC models implementation processes is necessary and an
integrative literature review offers a dynamic approach to analyse the empirical and
theoretical literature available (Fain, 2016). Collating diverse styles of literature will assist
generating new understanding that could enhance already existing views on how to achieve
implementation of MCC. To strengthen the process and outcomes of this integrative review,
the methods presented below have been developed by Whittemore and Knafl (2005) and uses
Charmaz (2014) constructivist grounded theory approach to strengthen the data analysis. The
Whittemore and Knafl (2005) integrative literature review method expands on a research
review framework originally conceptualised by Cooper (1998). It is modified to specifically
suit this style of review which is delineated into the following steps; problem identification,
literature search, data evaluation, data analysis and presentation (Whittemore and Knafl,
2005). This approach is used to enhance integrity of the literature review findings and
develop a better understanding of MCC implementation processes.
Problem Identification
A substantial body of evidence demonstrates that MCC models provide excellent
outcomes for women and their babies (McLachlan et al., 2012; Sandall et al., 2016b; Tracy et
al., 2005). A rising number of Australian policies and guidelines follow the
recommendations from this body of research aiming to drive the increased implementation of
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MCC models across Australia (Commonwealth of Australia, 2010; Dawson et al., 2016;
NSW, 2010; Queensland Health, 2008). However the process has been described as
challenging and widespread implementation within Australia remains limited (Dawson et al.,
2016; Homer, 2016b). Investigations into the literature exploring implementation of MCC
will assist identification of factors influencing this process (Homer, 2016b).
Literature Search
This integrative literature review has evaluated both national and international
literature, focusing on the implementation of MCC models. Although an Australian
perspective was desired, a synthesis of the international literature was used to provide a more
comprehensive insight to better understand and generate innovative ideas that may influence
the establishment of MCC models across diverse settings. A search of the literature was
undertaken in June 2018 using the following electronic databases: MEDLINE, CINAHL,
Maternity and Infant care, Cochrane Library and Embase. Keywords were selected using the
PICOT (Problem, Intervention, Comparison, Outcomes & Time) principles, as shown in
Table 1. PICOT is a standardized format that has proven to assist formulating appropriate
searchable keywords based on the research question (Nollan et al., 2005).
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Table 1
Picot Terms

P- ‘Implementation’ (Problem)
I – ‘Midwifery continuity of care’ (intervention)
C – ‘Influencing Factors’ (comparison)
O - Improved service delivery/ outcomes for women & babies (outcomes)
T – from 1993 until current (Time)

Table 2:
Primary Database search strategy (December 2018)
Databases:

Medline

CINAHL

Maternity & Infant Care

Cochrane

Embase

Date:

23/01/2017

23/01/2017

23/01/2017

14/01/2017

23/01/2017

1. Midwi*

32815

50118

31635

X

37666

2. Obstetric Nurs*

2991

5309

134

X

253

Keyword Search Terms

2

3. (1) AND “continuity of care”
4. (1) 0R (2)

35356

54912

33325

X

37865

5. Continuity of care AND (4)

313

x

890

X

339

6. Continuity w5 care AND (3)

x

998

x

X

x

7. Implement*

350404

147093

9240

X

433044

8. (5) AND (7)

40

x

79

X

48

9. (5) AND (6)

x

99

x

X

x

√

√

√

√

√

40

69

73

2
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Limits:
English Language AND Human Studies
Total
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Table 3
Inclusion/ Exclusion Criteria
Inclusion Criteria
•

Focus on factors influencing implementation or development of MCC models

•

Articles exploring midwife’s/ hospital directors or managers / obstetric staff / key informant’s
perspectives on implementing MCC models

Exclusion Criteria
•

Articles that focused on women’s experience of MCC models

•

Studies comparing MCC models with standard maternity care and showing maternal or neonatal
health outcomes

•

Articles that did not meet John Hopkins appraisal quality criteria of Good or High Quality ratings

•

If full text could not be accessed

•

Articles published prior to 1993

Using these search terms, and appropriate truncations and wildcards, 223 articles were
retrieved and downloaded into software program Endnote X7, as shown in Table 2.
Following this, 101 duplicates were identified and removed. Following the primary database
search a secondary search was conducted within Endnote limiting to sources published from
1993 until March 2017. The date 1993 was selected as it is widely recognized that in 1993
the ‘Changing childbirth policy’ ( Henderson & Redshaw, 2017; Jomeen, 2013; Page et al.,
2001) encouraged changes to maternity care services not only in the United Kingdom but
also worldwide, a watershed moment that promoted the benefits of and encouraged increased
access to MCC models (Kirkman, 2016; Page et al., 2001). This limitation resulted in 64
articles. The articles’ title, abstract or, where necessary, full text were hand searched and
assessed for relevance using the inclusion and exclusion criteria, shown in Table 3. The 29
remaining articles were comprehensively reviewed using the John Hopkins Appraisal Tools
(Dearholt & Dang, 2012). These tools were chosen because they assess all styles of empirical
and theoretical literature, which is consistent with the aims of this integrative literature
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review. John Hopkins appraisal tools categorize literature into five levels of evidence and
then appraises articles into three levels of quality (High, Good, Low) (Dearholt & Dang,
2012). This process excluded six articles based on low quality. The reference lists of included
articles were also explored for additional relevant papers, two additional papers were
included. The total number of articles included in this integrative literature review was 25.
The full process of selection is illustrated below in Figure 2.
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Papers identified through database
searching
Identification

(n=223)

Papers after duplicates removed
(n=101)

Screening

Secondary search within Endnote,
Using search strategy Table 1.2
(n=64)

Eligibility

Papers assessed for eligibility
(n=29)

Papers excluded by eligibility
criteria
(n=35)

Papers included from reference
lists of included articles (n=2)

Papers assessed using appraisal
Tool (n=31)

Included

Papers included in integrative
review
(n=25)

Figure 2. Flowchart of literature review process

Papers excluded by appraisal Tool
(n= 6)
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Data Evaluation
The data evaluation of integrative literature reviews is described as complex with no
gold standard approach that ensures the quality of synthesis of diverse research designs
(Whittemore and Knafl, 2005). Evaluating the quality of literature used in an integrative
literature review varies depending on the sampling frame and needs to be meaningful to the
purpose of the literature review (Whittemore & Knafl, 2005). Therefore, given the aim of this
review was to collate a diversity of empirical and theoretical literature sources, the John
Hopkins Research Evidence and Non-Research Evidence Appraisal Tools (Dearholt & Dang,
2012) were used to critically evaluate and appraise articles. These tools determine the quality
of evidence by critically appraising the study methods and execution, strength of findings and
type of research design (Dearholt & Dang, 2012). The tools categorize the evidence into a
quality hierarchy determined by five levels of evidence and within each level describe the
evidence using an A (High), B (Good) and C (Low) quality guide (Dearholt & Dang, 2012).
Articles were evaluated and included in the data analysis stage of this review as described in
Table 4 (see Appendix A).
Data Analysis
Data analysis involves the extraction of data from the sources to be ordered, coded
and categorised allowing for a summarised conclusion that addresses the research problem
(Whittemore & Knafl, 2005). Whittemore and Knafl (2005) emphasise that this process needs
to be a thorough interpretation of sources using an innovative synthesis of evidence. The data
analysis stage of integrative literature reviews is described as one of the most difficult and
least developed stages of the process (Whittemore & Knafl, 2005). Whittemore and Knafl
(2005) recommend that an explicit description of analytical methods needs to be identified
prior to undertaking the review (Whittemore & Knafl, 2005). Therefore, constructivist
grounded theory (CGT) approach using methods outlined by Charmaz (2014) will be used for
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data analysis and is outlined below. CGT is used throughout this literature review process in
conjunction with the integrative literature review analysis steps described by Whittemore and
Knafl (2005) under the headings; data reduction, data display, data comparison, conclusion
drawing and verification. CGT clearly complements Whittemore and Knafl’s (2005)
approach, however, it offers a more in depth description of the data analysis process adding
credibility to the review process.
Grounded theory allows for the generation of theories from, and grounded in, the
research data in order to better understand what is happening within a social context (Steen &
Roberts, 2011). Specifically, a constructivist grounded theory (CGT) perspective
acknowledges the subjective role of the researcher in the research process and argues the
importance of clearly recognizing the researcher’s beliefs as an inevitable influence over the
findings (Charmaz, 2014). These beliefs are referred to as Sensitising Concepts within CGT
and are said to be embedded within our disciplinary philosophy and predispositions that
inform the overall research problem (Bowen, 2006; Charmaz, 2014).
Reflexivity refers to the degree of influence the researcher may or may not have over
the findings (Guillemin & Gillam, 2004). It aims to enhance the quality of the research
methods through extending our understandings and recognising perspectives that affect the
research processes (Hall et al., 2012; Jootun et al., 2008; Nugus, 2008). It is used to add
rigour to qualitative research methods (Jootun et al., 2008). Concept maps were chosen to
help express this reflexive process and to allow the researcher to present sensitising concepts
and predispositions. It provides a visual representation of ideas with text reduction that can be
encircled, organized and linked through a series of significant symbols and drawn shapes
(Butler-Kisber & Poldma, 2010). This process can help the researcher to construct meaning
of the data and allows links to be made that assist the synthesis of information, this pushes
analysis further and helps new insights to surface (Butler-Kisber & Poldma, 2010). Figure 3
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(see p. 99) uses a concept map to outline the sensitizing concepts and preconceptions
acknowledged by the first author as informing and influencing the research processes of this
integrative literature review.
Data reduction
Initially, this stage involved identifying an overall classification system for organising
the data from diverse methodologies. Whittemore and Knafl (2005) recommend sources be
divided into logical subgroups to facilitate analysis and demonstrate clear methods (or the
‘decision trail’) and validate coding procedures. For this integrative literature review,
Charmaz (2014) grounded theory approach to data analysis was adopted. Firstly, steps of
initial coding are used. During initial coding, fragments of the data – words, lines or
segments were reviewed (Charmaz, 2014; Glaser, 2002; Strauss & Corbin, 1994). Grounded
theory coding is a process of describing what the data are about. It uses codes for
categorising segments of data that summarises and accounts for all the data (Charmaz, 2014;
Glaser, 2002; Strauss & Corbin, 1994). Data analysis of the articles included line-by-line and
segment or incident initial coding. Focused coding was used after the initial coding, to
recognise the codes that appeared more frequently or were significant (Charmaz, 2014;
Glaser, 2002; Strauss & Corbin, 1994). The focused codes were then used as reduction codes
which were extracted from the source and organised into a manageable framework by
assembling into a graph and table (Charmaz, 2014; Whittemore & Knafl, 2005). Data
analysis followed and codes were used to condense data and allowed easier comparison of
issues, ideas, characteristics, gaps, nuances and variables.
Data display
Data display follows on from data reduction. This involved translating the codes from
individual sources into a display that constructs data from multiple sources around variables
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or subgroups (Whittemore & Knafl, 2005). For this review, the displays chosen were charts
and tables. These allowed for the comparisons and links to be made from across data sources
and were the beginning stages of interpretation (Charmaz, 2014; Whittemore & Knafl,
2005). Diagrams were also a useful tool applied within CGT to construct a concrete image of
ideas and provide a visual representation of categories and their relationships (Charmaz,
2014). This perspective gave the advantage of enabling the researcher to see the categories
more clearly and the ability to make connections between them (Whittemore & Knafl, 2005).
Charmaz (2014) encourages the use of clustering as it provides a non-linear, visual and
flexible way for organising and understanding the data codes . Essentially, clustering begins
by identifying the central idea, category or process, circling this and drawing connective
spokes to smaller circles to show definitions, relationships and relative significance
(Charmaz, 2014).
Data comparison

The next step was data comparison, which is a repetitive process of evaluating the
data displays/diagrams for themes, relationships and patterns (Whittemore & Knafl, 2005).
At this stage, similar codes and categories were grouped together giving a temporary
organisation that allowed for themes and ideas to surface between the groups (Whittemore &
Knafl, 2005). Because of the clustering technique used during the previous data display stage,
this step of data comparison, overlapped with data display and allowed for these two steps to
be simultaneously addressed. Critical analysis of the data and creative displays are
emphasised as important elements in the data comparison process (Charmaz, 2014). Memo
writing about the coding process was used to assist with critical analysis and clarify what was
happening when raising emerging codes to conceptual categories. Memo writing describes,
defines and analyses codes in a narrative form (Charmaz, 2014; Lempert, 2007). Categories
may consist of ‘in vivo’ codes, or telling words, that remain consistent with the data and are
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taken directly from the data’s discourse or they may reflect the researcher’s definition of
what is happening in the data (Bowen, 2006; Charmaz, 2014). Memo writing about coding
was important to building and clarifying the categories whilst examining all the data. It also
helped identify any variations and gaps within the analysis process (Bowen, 2006; Charmaz,
2014; Lempert, 2007).
Conclusion drawing and verification
This was the final stage of data analysis and progresses from iterative descriptions of
patterns and comparisons to incorporating all aspects into conclusions. This stage was a
process of identifying patterns or concepts that were isolated, highlighting similarities and
differences and gradually integrating ideas so they articulate as much as possible what was
generated from the data (Whittemore & Knafl, 2005). It is important to remember to verify
these conclusions with primary sources to ensure accuracy of the review (Torraco, 2005).
This is demonstrated by the use of direct quotes and in vivo codes in the discussion of
findings, where appropriate (Charmaz, 2014). The final step of this process is amalgamating
conclusions drawn from the data comparisons and synthesizing them into an integrated
summary that addresses the research topic (Whittemore & Knafl, 2005). Using the codes,
diagrams and memos constructed throughout the data analysis process a comprehensive
explanation of the topic finalises this review process and is described below in the findings
and discussions sections.
Presentation of findings
The presentation of conclusions for this integrative reviews has been organised into
tables and charts (Whittemore & Knafl, 2005). These descriptions of the methods provide a
detailed logical chain of evidence, demonstrating links to support that conclusions have been
drawn from the primary sources and did not exceed the evidence (Charmaz, 2014; Torraco,
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2005). A presentation of findings is presented below in Table 4, Figure 4 and Figure 5. A
discussion of the findings follows and is presented in narrative form using codes that
represent the data as headings.
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Figure 4

Number of Articels

Chart 1. Number of Articles in each level of evidence using John Hopkins Tools
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Figure 5
Chart 2: The number of articles discussing each theme
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2.3 Findings
A total of 24 articles were included in this literature review. Using the John Hopkins
Appraisal Tools, the majority of papers were assessed as evidence Level III and either A
(High) or B (Good) quality, as shown in Table 4 (see Appendix A). Seven significant themes
emerged along with four subthemes (shown in parentheses). These are listed below from
most commonly occurring to least common, as per Figure 4:
1. Resources and support (organization, management, administration and funding)
2. Midwives’ perspectives (lifestyle)
3. Clear definition of MCC role
4. Evaluation tools
5. Communication and collaboration
6. New graduates and student midwives
7. Australian rural settings
‘Resources and Support’ emerged as the strongest theme from the data analysis. This
category was evaluated and linked with the three sub-categories of ‘Organisation’ which
featured in 14 articles; ‘Management’ occurring in 14 articles; and, ‘Administration and
Funding’, which was described in seven articles. The second most frequent code was
‘Midwives’ Perspectives’, which featured in 12 articles along with the linked subtheme of
lifestyle which was described in 10. The next most frequently discussed code was the need
for a ‘Clear Definition for MCC Roles’, repeated in 12 articles. The category of ‘Evaluation
Tools” emerged from within eight articles. ‘Communication and Collaboration’ was also a
regularly occurring code mentioned in six of the articles. 'New graduates and student
midwives’ emerged as a substantive category identified as important to the implementation
process and was discussed in six of the articles.
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Rural MCC models were discussed in just two Australian articles. It was not represented
in any of the international literature. In this review, both national and international literature
was searched for evidence of implementation of MCC models, although a key focus of this
review was to gain a better understanding of implementing MCC models in rural Australian
settings.
A presentation of the findings is outlined below using the codes that emerged from the
data analysis. It supports conclusions that demonstrate a logical chain of emergence of
categories and sub-categories from within the reviewed evidence. The major themes, and
subthemes that emerged are used as headings and subheadings ordered according to
frequency. These are: ‘Resources & Support’ (Organisation, Management, Administration
and Funding), ‘Midwives’ Perspectives’ (Lifestyle), ‘Clear Definition of MCC Role’,
‘Evaluation Tools’, ‘Communication and Collaboration’, ‘New Graduates and Student
Midwives’ and ‘Australian Rural Areas’.
2.3.1 Resources and Support
2.3.1.1 Organisation
Fourteen articles discussing implementation of MCC models focused on the
importance for organisations to engage with all levels of management and to provide
adequate analysis, debate and planning at all implementation stages (Brown & Dietsch, 2013;
Collins et al., 2010; Cooke et al., 2004; Dawson et al., 2016; Fenwick, 1998; Fontein, 2007;
Jervis, 2016a, 2016b; Maillefer et al., 2015; Page, 2014; Perdok et al., 2016; Sikorski et al.,
1995; Stevens & McCourt, 2002; Turnbull et al., 1995). The evidence acknowledged the
importance of this process being non-hierarchical and collaboration between midwives,
managers and hospital directors was seen as critical to the success of implementing MCC
models (Brown & Dietsch, 2013; Collins et al., 2010; Cooke et al., 2004; Dawson et al.,
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2016; Fenwick, 1998; Fontein, 2007; Jervis, 2016a, 2016b; Maillefer et al., 2015; Page, 2014;
Perdok et al., 2016; Sikorski et al., 1995; Stevens & McCourt, 2002; Turnbull et al., 1995). It
was suggested that “…. midwives feel threatened ….by the enforced term “independent
practitioner” and by implication…do not feel they can ask, refer, discuss, negotiate, lest they
be seen as incapable and unworthy of their role” (Sikorski et al., 1995, p. 65). The literature
suggests that MCC midwives should be seen as an integral part of a non-hierarchical primary
care maternity team that is involved in the planning and organisational processes when
implementing MCC models (Collins et al., 2010; Maillefer et al., 2015; Sikorski et al., 1995).
This concern could be addressed in policy initiatives by highlighting midwives as key
stakeholders and essential to the consultation and implementation process.
Additionally, the literature describing the theme of organisation suggests that
midwives wanted to negotiate working hours (Collins et al., 2010; Turnbull et al., 1995),
financial grading’s (Dawson et al., 2016; Perdok et al., 2016; Stevens & McCourt, 2002),
clerical support (Collins et al., 2010), a defined space for administration tasks and belongings
(Collins et al., 2010) and longterm sickness and maternity cover (Stevens & McCourt, 2002).
The evidence demonstrates that different maternity care providers wanted to help develop
how the the model would be delivered, suggesting that antenatal visits be tailored to suit each
womans needs; the number of antenatal visits be reduced, however, appointment times should
be longer; discussions arround eligibility criteria for potential women and adjusting working
hours appropriately is required to care for either low and/ or high risk women; (Brown &
Dietsch, 2013; Collins et al., 2010) and, debate for whether booking-in appointments should
take place within the community (Cooke et al., 2004; Sikorski et al., 1995).
2.3.1.2 Management.
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Management support was a recurring theme in much of the literature. It suggests that
a lack of support from management often exists in relation to changing policies and practice
issues especially recognising management support of a midwifery philosophy, (Collins et al.,
2010; Forster et al. , 2011; Stevens & McCourt, 2002) and lack of appreciation from
management for the contributions made by MCC (Collins et al., 2010; Dawson et al., 2016).
The need for managers to take an active role in supporting clinical supervision was
reported in five of the articles and demonstrated this assisted team building, effective group
dynamics, close working relationships, resolve conflicts and awareness for the importance of
reflection and emotional impact of carrying a caseload (Fenwick, 1998; Fontein, 2007; Jervis,
2016a; Maillefer et al., 2015; Perdok et al., 2016). It is clear that managers need to be
proactive in acknowledging these concerns and include them as part of policy initiatives
during MCC implementation stages (Fontein, 2007; Stevens & McCourt, 2002). The
literature indicated the importance of management showing support throughout the initial
adjustment periods when implementing MCC models. It was suggested this can take between
six to ten months (Brown & Dietsch, 2013; Collins et al., 2010; Dawson et al., 2016; Fontein,
2007).
2.3.1.3 Administration and Funding.
Administration and funding driven codes featured significantly throughout the
literature. Many authors discussed the importance of strong leadership from managers and the
midwifery workforce to overcome issues associated with administration processes and
obtaining funding for implementation. It was shown that organisational leadership helped
achieve cultural changes when the importance of a midwifery philosophy was valued and this
allow for the integration of MCC models through interdisciplinary collaborations (Collins et
al., 2010; Dawson et al., 2016; Jervis, 2016a, 2016b; Page, 2014). However, midwifery

53
managers were described as being under great pressure from organisational management to
cut costs. This was identified that this made it difficult for them to retain midwifery values
grounded in woman centred relationships when they were required to prioritise the budget
(Brown & Dietsch, 2013; Kirkman, 2016; Ridgeway et al., 2015). This sub-theme reflected
literature which identified the implementation process starting with major government policy
directing and influencing support for MCC models (Homer, 2016b; Jervis, 2016a, 2016b;
Page, 2014). For example, one article recommended that private practicing midwives needed
policies that allowed them to obtain practising agreements and access to the hospitals and
birth centres that their continuity women chose (Page, 2014). Despite some evidence showing
the long term cost savings or cost mutual comparisons of MCC models and other maternity
services, the challenge of implementing MCC models through a hospital system which can be
business and cost savings driven remains. (Jervis, 2016a, 2016b; Kirkman, 2016).
Continued reference in the literature was made to the need for funding and resources
during the MCC implementation stages (Brown & Dietsch, 2013; Dawson et al., 2016; Jervis,
2016a; Page, 2014) . “…Funding is the biggest issue, if funding was available caseload could
be implemented…” (Dawson et al., 2016, p.217). One Australian study listed a variety of
sources and government initatives from where funding was obtained including; ‘Rural and
maternity initiatives’, ‘Closing the Gap’, ‘Maternity - Towards Normal Birth in NSW’,
‘Chronic Disease Prevention’, ‘New Directions’, one-off grant funding, and transferred funds
from community health budgets (Dawson et al., 2016). Athough the issue of funding was
well respresented in the literature, no authors suggested exactly how much may be required
for implementing MCC models. The evidence showed it would be beneficial for futher
research to explore funding implications for implementation of MCC models.
2.3.2 Midwives’ perspectives
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This review found a significant amount of literature demonstrating that midwives
experience an increase in positive attitudes towards their new MCC role once implementation
had been established and the initial adjustment to new working hours were overcome (Brown
& Dietsch, 2013; Collins et al., 2010; Dawson et al., 2016; Jervis, 2016a; Sikorski et al.,
1995; Turnbull et al., 1995). The literature identified that midwives felt it was important to be
supported, valued and recognised as autonomous professionals when working in MCC
models (Brown & Dietsch, 2013; Collins et al., 2010; Jervis, 2016a; Maillefer et al., 2015;
Perdok et al., 2016; Sikorski et al., 1995; Stevens & McCourt, 2002). Midwives
acknowledged a need to be upskilled and to have access to personal development workshops
that supported their new MCC scope of practice (Brown & Dietsch, 2013; Collins et al.,
2010; Dawson et al., 2016; Jervis, 2016a, 2016b; Maillefer et al., 2015; Stevens & McCourt,
2002). They valued the relationship developed with women through the MCC model because
of the improved outcomes women and babies’ experience and because they thought women
also wanted access to this style of maternity care (Collins et al., 2010; Cooke et al., 2004;
Dawson et al., 2016; Jervis, 2016a; Maillefer et al., 2015). The literature revealed that
midwives valued the mutual support, collegiality and teamwork present when working in
MCC models (Collins et al., 2010; Jervis, 2016a, 2016b; Perdok et al., 2016; Stevens &
McCourt, 2002). However, concerns of a ‘them and us’ situation between MCC midwives
and other hospital staff were also identified (Posthumus et al., 2013; Turnbull et al., 1995).
Two articles provided information on the midwives that left MCC models. It was identified
that these numbers were low and reasons were related to personal issues (Dawson et al.,
2016), professional opportunities such as promotions and study, rather than burnout and work
/ life balance issues (Stevens & McCourt, 2002).
2.3.2.1 Lifestyle.
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Consistent with the evidence surrounding MCC staff retention, ‘work and lifestyle’
balance emerged as a common code that requires consideration when implementing MCC.
Family support and childcare were discussed as challenges for midwives working in MCC
models (Fenwick, 1998; Stevens & McCourt, 2002). Some research indicated that when
midwives paired up with one another they were able to assist each other with supporting
family commitments and childcare challenges (Fenwick, 1998; Stevens & McCourt, 2002).
However, the literature also revealed that flexible work hours were a positive feature of
working in MCC models, particularly when managing work/ life balance (Brown & Dietsch,
2013; Jervis, 2016b; Stevens & McCourt, 2002). Additionally, correct financial grading and
adequate loading for on-call was recommended as important considerations when working in
MCC models (Dawson et al., 2016; Perdok et al., 2016; Stevens & McCourt, 2002).
2.3.3 Clear Definition of MCC Midwifery Role
The need to clearly define MCC roles was widely discussed. This code was frequently
identified in relation to the mainstream structure of public maternity care which has seen the
midwifery profession firmly located within a medically dominated hospital system (Fenwick,
1998; Maillefer et al., 2015). Much of the literature discussed the complex task of
implementing MCC models within a medically dominating context “…the main obstacle is
still implementing the model inside the hospital: a physiological island surrounded by a sea of
pathology…” (Maillefer et al., 2015, p.7). This fragmented hospital maternity system limits
the opportunity for women to access care through a known midwife during their entire
childbearing continuum. Rather, the woman is required to interact with multiple midwives,
allied health and obstetric staff. Midwifery advocacy for the normalcy of birth and the
continuity partnership with women is fundamental to achieving this outcome. MCC role
descriptions are needed that explain midwives’ autonomy and outline the full scope of
midwifery practice (Fontein, 2007). For the midwifery profession, this means health
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institutions’ accepting changes and policies that clearly recognise a shift in how midwives
conceptualise and carry out their work (Fenwick, 1998).
The literature identified that within MCC models it was unclear what the full scope of
midwifery practice entails. This created confusion, disrespect and break downs within
multidisciplinary referral, communication and collaborations (Forster et al., 2011; Jervis,
2016a). Two studies demonstrated that medical colleagues were concerned about MCC
models (Farquhar et al., 1998; Sikorski et al., 1995). However, in contrast, two other studies
showed that obstetricians and other medical allied health professionals supported the model
(Maillefer et al., 2015; Perdok et al., 2016). This disparity highlights confusion that surrounds
MCC roles and inter-professional perspectives regarding MCC models. The literature
suggests that midwives be advocates and encouraged to participate in the MCC role
description process by engaging in an interdisciplinary approach which enables the
negotiation of MCC role descriptions and scope of practice (Jervis, 2016a; Page, 2014). This
was recommended to assist the recognition of midwives as autonomous professionals
(Sikorski et al., 1995). To achieve this outcome, a clear definition of the continuity of care
midwifery role is required (Forster et al., 2011). It is suggested this multi-disciplinary
approach will assist with inter-disciplinary acceptance during implementation stages and
MCC midwifery role changes, between hospital-based midwives, MCC midwifery
colleagues, as well as allied health professionals (Farquhar et al., 2000; Fenwick, 1998;
Forster et al., 2011; Jervis, 2016a; Page, 2014).
The literature also highlighted important considerations when defining the MCC
midwifery role. These comprise the inclusion and exclusion criteria for low and high risk
women accessing MCC (Dawson et al., 2016; Fontein, 2007), the importance of the primary
midwife remaining lead carer throughout referral transfers (Fontein, 2007; Perdok et al.,
2016) and upskilling of midwives considering this role (Collins et al., 2010; Dawson et al.,
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2016; Jervis, 2016b; Maillefer et al., 2015). Another consideration was the midwife’s past
experience and personal characteristics such as adaptability, independent thinking, flexibility
and ability to work as a team member (Fontein, 2007; Maillefer et al., 2015). A further
contributing factor adding to the ambiguity surrounding the MCC role definition is the
different values and meanings used when describing MCC models and what encompasses
continuity of care (Brown & Dietsch, 2013). This highlights a gap in the various descriptions
and characterisations of diverse MCC models and midwifery roles.
2.3.4 Evaluation Tools
Tools used for evaluating and auditing implementation of MCC models emerged as a
common category. Surveys were identified as useful for assessing implementation and
exploring perspectives of key informants (Cooke et al., 2004; Cummins et al., 2017;
Maillefer et al., 2015; Turnbull et al., 1995). Case-note auditing was demonstrated to be an
useful and pragmatic way to assess implementation (Beake et al., 1998). A professional
practice panel was established in one study and proved an effective approach to designing
and implementing a best evidence based MCC model (Cooke et al., 2004). Four studies
argued for the benefits of theory models that could assist with the implementation process.
These included; a ‘Concept Model’ (Cummins et al., 2017), the ‘Normalisation Process
Model’ (Forster et al., 2011), the ‘Buurtzorg Model’ (Jervis, 2016a) and ‘Naming Problems
Theory’ (Kirkman, 2016). This evidence demonstrated that evaluation of MCC models is an
important step within the implementation process. However, all the tools and approaches
described were different, and a gap in the literature shows a need to assess appropriate
designs and identification of optimal tools specifically for MCC implementation processes.
2.3.5 Communication and Collaboration
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The importance of good communication and collaboration between midwives and
medical staff emerged as Theme 5 within the MCC implementation literature (Farquhar et al.,
2000; Fontein, 2007; Maillefer et al., 2015; Perdok et al., 2016; Sikorski et al., 1995;
Turnbull et al., 1995). The evidence showed poor collaboration between hospital midwives
and MCC midwives can potentially create an “...us and them...” (Turnbull et al., 1995, p.
117) divide. Additionally, communication breakdown and lack of medical support reduced
collaboration between MCC midwives and obstetric staff (Dawson et al., 2016; Perdok et al.,
2016). Some studies suggested ways to improve communication and collaboration through
link midwives (midwives ensuring continuity and liaison between allied health services)
(Farquhar et al., 2000); the primary midwife remaining as the lead carer throughout transfer
and referrals (Fontein, 2007); and shared work environments, meetings and training
experiences including the MCC midwives, hospital-based midwives and obstetric staff
(Perdok et al., 2016). These suggestions were aimed at improving collaboration and a
reducuction in communication breakdowns leading to improved service delivery and
outcomes for women.
2.3.6 New Graduate and Student Midwives
New graduate and student midwives emerged as Theme 6; a commonly discussed
element within the MCC literature (Brown & Dietsch, 2013; Carter et al., 2015; Clements et
al., 2013; Cummins et al., 2017; Passant et al., 2003). Student midwives and new graduates
were noteworthy for their excitement and enthusiasm when given the opportunity to work in
MCC models (Carter et al., 2015; Clements et al., 2013; Passant et al., 2003) reporting that it
was a “…dream come true…” (Passant et al., 2003, p.20) and a privilege to have such an
opportunity so early in their midwifery career (Clements et al., 2013). Support from managers
and MCC staff was important for this experiences to occur (Clements et al., 2013; Cummins
et al., 2017; Passant et al., 2003). The MCC model experience was shown to enhance
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students’ and new graduates’ confidence in other clinical areas such as birthing, which is
often reported as an area of concern for these novice midwives (Clements et al., 2013). Being
able to access MCC models enabled them to work within their full scope of practice and
provided satisfaction working in a way that embraced a midwifery philosophy of care (Carter
et al., 2015; Clements et al., 2013; Cummins et al., 2017). The literature identified new
graduates and student midwives as integral to the future of the midwifery workforce and
influential in promoting practice innovation (Brown & Dietsch, 2013; Cummins et al., 2017;
Passant et al., 2003). One study identified new graduates actually left current employement to
seek out work within MCC models (Clements et al., 2013). Another study recommended new
graduates support needed to include mentoring, reduced workloads and regular team
meetings (Cummins et al., 2017).
2.3.7 Australian Rural Areas
In the final category two studies acknowledged the need for further research into the
implementation of MCC models within rural Australian settings (Brown & Dietsch, 2013;
Dawson et al., 2016). Both studies identified a lack of staffing and medical support as
challenges for rural areas (Brown & Dietsch, 2013; Dawson et al., 2016). Brown & Dietsch
(2013) revealed that 50% of rural Australian maternity units have closed since 1992 and, as a
result “…mothers and babies face poorer health outcomes…dangerous road travel…often at
night…roadside birth without professional assistance…financial hardship, social isolation
and separation from partners and children…” (Brown & Dietsch, 2013, p.2). Caseload
midwifery models are argued to be a safe and effective service that can overcome this issue
(Brown & Dietsch, 2013). Both studies, however, argue a lack of funding, resources and
research are issues for implementation of MCC models in rural Australia (Brown & Dietsch,
2013; Dawson et al., 2016). The authors state that rural areas are appropriate settings for
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MCC models but only a minority of rural MCC models currently exist (Brown & Dietsch,
2013).
2.4 Discussion
This integrative literature review combines diverse styles of evidence and considers
various findings that explore the implementation of MCC models. This integrative approach
aims to develop new understandings of the factors influencing the implementation of MCC
models. Themes identified from the literature were associated with the structure and delivery
of maternity services and a need for change within maternity culture. The current evidence
demonstrates the value of MCC models, highlights factors that influence the implementation
process and aspects affecting sustainability of this model of care.
A growing acceptance of MCC has occurred within Australian government policies
(Commonwealth of Australia, 2009; NSW, 2010; Queensland Health, 2008) with published
evidence advocating significant improvements to maternal and newborn health outcomes
from implementation (McLachlan et al., 2012; Sandall et al., 2016b; Tracy et al., 2005). This
recognition values the importance of supporting woman-centred maternity care, empowering
women to be included as valued, informed decision makers which contributes to optimal
health outcomes (Commonwealth of Australia, 2010). Despite this, the extent to which the
evidence and policies promoting MCC models has influenced the Australian maternity setting
remains minimal, as demonstrated by the small number of women with access to MCC. This
review highlights the significant gap that exists between the evidence and policy directives
that are encouraging widespread implementation of MCC models within clinical settings with
actual sustained implementation and has highlighted areas that warrant further consideration
to better understand what factors influence and are effective in achieving widespread
implementation of MCC models.
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2.4.1 Policy Initiatives
Major policy directives and guidelines over the past decade have promoted support
for the implementation of MCC models throughout Australia (Homer, 2016). However, given
current evidence demonstrates continued limited access, further development of policies is
needed to address the challenges identified and resources, needed to implement MCC models.
Resources and funding support were highlighted and warrant addressing in future policies
implementing MCC models. The importance of advocating the philosophical underpinnings
of the MCC relationship was identified as important, particularly when implementing a MCC
within a medically led maternity unit. This should promote the benefit of continuity
relationships and the midwifery perspective of pregnancy and childbirth as a normal
physiological experience. In addition, recognition of midwives’ full scope of practice and
autonomy needs to be facilitated. This recurring theme suggests that policies need to clearly
outline the roles of midwives working in MCC models because this can encourage a change
of culture by avoiding misunderstanding of responsibilities, especially when interdisciplinary
teamwork and coordination of care is required, for example, at points of referral (Fenwick,
1998; Fontein, 2007; Jervis, 2016a; Maillefer et al., 2015; Perdok et al., 2016). Additionally,
it is important that all key staff, including midwives, are encouraged to be involved in the
design of these policies and non-hierarchical cooperation maintained (Jervis, 2016b). One
recommendation suggests that policies explore agreements whereby independent midwives
are provided access to hospitals of the woman’s choice (Page, 2014). Such policy initiatives
would challenge any concerns regarding MCC roles and foster collaboration through an
interdisciplinary approach.
Policies and resources that support the appointment of a leader or “champion”
warranted consideration, as the evidence suggested they are an important factor that
influences the commitment and motivation in achieving implementation of MCC models
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(Collins et al., 2010; Dawson et al., 2016; Jervis, 2016a; Page, 2014). Additionally, student
midwives and new graduates need to be included in future policy initiatives that drive
implementation of MCC models (Brown & Dietsch, 2013; Carter et al., 2015; Clements et al.,
2013; Passant et al., 2003). The evidence suggested this group as an encouraging influence
who are keen to pursue work within this model of care and addresses concerns of lack of
interested midwifery staff (Clements et al., 2013).
Funding was another key factor identified as essential to implementation of MCC
models with a strong argument proposed for its consideration in future policy initiatives and
research (Brown & Dietsch, 2013; Dawson et al., 2016; Jervis, 2016a, 2016b; Page, 2014).
Sources of funding, expenses and resources needed when implementing MCC models is not
clear. This information would be useful and time saving for organisations hoping to
implement MCC models. A good example of this was the recent national maternity review in
England, ‘Better Births’, supporting widespread roll out of continuity of care (National
Health Service (NHS) England, 2017). An implementation guidance document has since been
developed collaboratively, with midwives clinicians, leaders, managers researchers,
academics and commissioners, across 44 geographical areas to transform services and outline
the next steps to make it happen (NHS, 2017). Implementing the ‘Better Births’ policy
highlighted the importance of interdisciplinary collaboration during policy development,
acknowledged the resources needed to facilitate policy aims, and that implementing MCC
requires a reorganization of maternity services at a local level.
2.4.2 Implications for Practice
Essential to the success of policy initiatives being implemented into practice is
support from management and hospital administration. Midwives have suggested that
upskilling is required if they are to consider a role within MCC models to enable them to
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work safely and to their full scope of practice (Brown & Dietsch, 2013; Collins et al., 2010;
Dawson et al., 2016; Jervis, 2016a; Maillefer et al., 2015; Stevens & McCourt, 2002).
Management needs to take a proactive role in supporting these needs, along with suggestions
that clinical supervision be provided, and combined training opportunities for obstetric and
midwifery staff, as well as teambuilding activities (Fenwick, 1998; Fontein, 2007; Jervis,
2016a; Maillefer et al., 2015; Perdok et al., 2016).
Midwives also described the need for management and the health organisation to be
supportive during the initial adjustment period, as a significant change from shift work to on
call is widely documented. The evidence suggested this adjustment period lasts six to ten
months (Brown & Dietsch, 2013; Collins et al., 2010; Dawson et al., 2016; Fontein, 2007). It
is essential that there is a continued evaluation of concerns and challenges, and they are
appropriately resolved through collaboration with all staff and hospital managers (Fontein,
2007). Tools to effectively evaluate MCC models are required, as identified in this review
(Cooke et al., 2004; Maillefer et al., 2015; Turnbull et al., 1995).
Once through the initial transition to MCC adjustment period, midwives reported
increased job satisfaction (Fontein, 2007). Pivotal to successful implementation of MCC
models into the clinical setting was the early involvement of midwives in the design and
development of everyday tasks of the service (Dawson et al., 2016; Perdok et al., 2016;
Stevens & McCourt, 2002). Midwives involvement in policy and guideline design helped
meet their lifestyle /work balance addressing elements of flexibility, honouring
midwife/women centred relationship (Stevens & McCourt, 2002), criteria for women
accessing MCC model, clerical appointments, concerns around work spaces and, time for any
administration tasks (Fontein, 2007).
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2.4.3 Further Research
Further research into the factors that influence implementation of MCC models seems
paramount if women and babies are to access care that demonstrates significant
improvements to health outcomes. Further research investigating implementation of MCC
models throughout rural and remote areas is a key consideration supported by the review
findings (Brown & Dietsch, 2013; Dawson et al., 2016; Homer, 2016b). The findings of this
review indicate that these models are limited outside metropolitan areas, although
recommendations support the benefits these models could provide in improving maternity
care in these communities (Brown & Dietsch, 2013; Dawson et al., 2016). The review
indicates that future research needs to explore lack of medical support, staffing shortages and
funding concerns (Brown & Dietsch, 2013; Dawson et al., 2016). The need for further
research into the implementation of MCC models in rural areas is significant. Additional
research may assist rural areas to implement MCC models increasing access to appropriate
maternity care and improve maternal and neonatal outcomes. Future research investigating
factors that influence implementation of MCC models into all Australian regions is required
as insufficient evidence is currently available to inform practice and increase translation.
The findings show a disparity exists amongst medical staff’s support for
implementation and confusion surrounds MCC roles and inter-professional perspectives
regarding MCC models (Maillefer et al., 2015; Perdok et al., 2016). Further research is
needed to clarify MCC role descriptions and address concerns or misunderstandings held by
health care professionals involved in maternity care. Research into supporting new graduate
midwives and student midwives to work in MCC model may address staffing concerns and
overcome the myth that they require prior hospital ward experience (Cummins et al., 2017).
Evidence shows this group is motivated to work in these models and the experience builds
skill confidence in the transition from student to new graduate (Cummins et al., 2017).
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Additional research could provide further understanding and identify support and resources
needed to include new graduates and student midwives in MCC models (Cummins et al.,
2017).
Funding of MCC models requires further investigation with a number of articles
identifying it as a major factor influencing implementation of MCC models (Brown &
Dietsch, 2013; Dawson et al., 2016; Page, 2014). Further research into the sourcing of
funding, amounts required, and itemised expenses would be useful. Comparison of costs
between MCC models and standard Australian maternity services suggests that MCC may
provide cost savings (Homer, 2016; Sandall et al., 2016b; Tracy et al., 2005). However,
further economic analysis is required to clarify cost effectiveness of MCC when compared
with standard care (Sandall et al., 2016b), particularly in regional Australian settings. MCC
reduces the rates of medical interventions and associated medical expenses contributing to
maternity care cost-savings (Homer, 2016). However, problems have been identified when
comparing and evaluating costs and outcomesassociated with MCC models due to the
diverse service designs and different terminology used for MCC models (Brown & Dietsch,
2013; Sandall et al., 2016b).
A diversity of MCC models exists worldwide. This is attributed to the various ways
maternity services are structured and delivered (Toohill et al., 2012). Confusion surrounding
terminology used to describe models of maternity care has also been identified and has been
problematic in the comparison and evaluation of models (Dawson et al., 2016; Donnolley et
al., 2016). A recent Australian study has identified that although maternity models can be
grouped into 11 distinct major categories (Appendix F), significantly heterogeneous
characteristics exist between models of the same type (Donnolley et al., 2016). Donnolley et
al. (2016), reported that extensive variation was evident within all major categories, with the
use of continuity of maternity care showing considerable alternatives within models
(Donnolley et al., 2016). Other studies have also identified midwifery continuity models
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aiming to provide continuity of midwifery care differ in the number of midwives a woman
will meet throughout her maternity care, as well as their understanding of the term ‘continuity
of care’(Brown & Dietsch, 2013; Sandall et al., 2016b). Terms used to describe MCC models
include: caseload, team midwifery, group midwifery practice and private midwifery care
(Donnolley et al., 2016; Homer, 2016b; Sandall et al., 2016b). This diversity makes it
difficult to compare and evaluate services, and translate implementation strategies across
different maternity settings (Toohill et al., 2012). As a result, debate continues as to which
MCC models are the most effective and cost efficient (Brown & Dietsch, 2013; Sandall et al.,
2016b). Further research may help clarify definitions, allow for easier evaluations and
comparison of MCC models, and a better understanding of factors that influence
implementation into diverse maternity settings.
2.5 Conclusion
There is a strong evidence base supporting the benefits and improvements that MCC
models can make to maternity care. In response to this evidence, Australian and international
reports and policies recommend implementation of these models. Despite the evidence and
policies endorsing MCC models, widespread implementation within public Australian
maternity systems has been limited. This literature review has integrated the evidence that
explores factors, which influence implementation of MCC models and identified key
elements that require thorough consideration. Recurring factors identified in the literature
included Resources and Support which relates to the subthemes organisation, management,
administration and funding; Midwives’ perspectives and lifestyle; The need for a clear
definition of MCC midwifery role; Evaluation tools; Communication and collaboration; New
graduates and student midwives; and, Australian rural areas. This literature review also
highlighted a need for further research exploring factors influencing MCC implementation
within rural areas, involving new graduate and student midwives, and changes to maternity
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cultures and practices that enhance MCC models interprofessional collaborations. It is clear
from this review that implementation of MCC models is influenced by a complex range of
factors which require multidisciplinary collaboration of key stakeholders committed to
midwifery philosophy of care and achieving implementation. It now seems “…we all know
that continuity of midwifery care is a good thing and that research shows its clinical
outcomes to be so good that if it was a drug it would be unethical not to give it…” (Kirkman,
2016, p.23). MCC is proven to provide important benefits and improve vital outcomes for
women and their babies; research that can facilitate increased access to this model of care is
paramount.
An updated review of this literature was conducted during the final stages of the data
analysis. An outline of the search strategy and additional literature that was evaluated and
included can be found in Appendix B. These additional papers were included in the
discussion Chapter 9.
The following Chapter Three is an introduction to the theoretical underpinnings of the
approach to research used in this thesis. It is a discussion of the methodological approach to
constructivist grounded theory research methods. The chapter presents a justification for this
chosen research methodology and its appropriate alignment to research within the context of
midwifery, particularly its complementary association with the midwifery continuity of care
relationship.
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Chapter 3: Methodology
A constructivist grounded theory approach is used in this study to address the research
topic. This chapter outlines the theoretical perspectives underpinning of a constructivist
grounded theory approach and provides a background that informed the choice to use this
method to answer the research question:
What factors influence the implementation of Midwifery Continuity of Care models in
regional NSW, Australia: the perspectives of key hospital informants?
3.1 Introduction
As researchers, it is important to understand that our social and political context can
influence our research (Harding, 1991). Guillemin and Gillam (2004) argue that our research
interests and the questions we seek to address, discloses something about us. Our choice of
research design, methodologies and theories framing our research are guided by our values
and help us to shape them (Guillemin and Gillam, 2004). Charmaz (2014) offers that the
researcher is part of the world they study, and this is reflected in the data they collect, and the
analysis constructed. Grounded theory provides the opportunity to learn about the world and
develop theories from within to better understand it (Glaser, 2002; Strauss & Corbin, 1994;
Charmaz, 2014). Charmaz (2014) describes the construction of grounded theories as always
reflective of the past and present experiences with people, perspectives and research
approaches, and that any theoretical assumptions only offer an interpretive representation of
the studied world, not an exact picture of it. Constructivist grounded theory offers an
approach to research methods that complements and reflects the importance of relationships,
which is a valued, and core characteristic of midwifery philosophy (Pairman & McAraCouper, 2011). This theoretical approach to the methodology is explored throughout this
chapter.
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For the purpose of this chapter, methodology is defined as the overall approach to
research, linked to the paradigm or theoretical framework, rather than the method which
refers to the procedures used for collection and data analysis (Mackenzie & Knipe, 2006;
Carter & Miles, 2007). Firstly, this chapter briefly describes a grounded theory background
and the emergence of constructivist grounded theory, followed by the influence of symbolic
interactionism. A discussion follows which proposes the similarities between constructivist
grounded theory and midwifery philosophy providing justification for this methodology as an
appropriate research approach to address the research question. Finally, an explanation of the
constructivist grounded theorist approach to the methods is provided, including data
collection, analysis, and theorising. The chapter also presents a reflection of my position to
identify any preconceptions that may have informed this research project.
3.2 Grounded Theory Background
Grounded theory methods emerged from sociology in the 1960s and was developed
by Barney Glaser and Anselm Strauss in their combined publication The discovery of
grounded theory: Strategies for qualitative research (1967). Essentially, grounded theory
allows for the generation of theories from, and grounded in, the research data in order to
understand what is happening within a social context (Bryant & Charmaz, 2007; Charmaz,
2014; Glaser, 2002; Strauss & Corbin, 1994). The researcher identifies an area of interest and
allows the findings to emerge naturally aiming to stay true to the reality of the phenomenon
under investigation (Glaser, 2002; Steen and Roberts, 2011; Strauss & Corbin, 1994). After
their initial publication Glaser and Strauss diverged and developed separate methodical
approaches to grounded theory (Charmaz, 2014; Cooney, 2010; Glaser, 2002; Heath &
Cowley, 2003; Strauss & Corbin, 1994). Glaser remained committed to the classical
development of grounded theory by using methods that stayed true to the data (Glaser, 2002;
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Health & Cowley, 2003). Strauss joined with Corbin and developed a more refined
framework approach that some argue is no longer consistent with grounded theory principles
(Health & Cowley, 2003). Much debate continues around the divergent approaches of
grounded theory (Bryant & Charmaz, 2007; Charmaz, 1990, 2014; Glaser, 2002;
Higginbottom & Lauridsen, 2014), an argument beyond the scope of this chapter.
In recent years, grounded theory has been described as a methodological spiral that
began with Glaser and Strauss and has continued to evolve (Mills et al., 2006). Diverse
approaches to grounded theory exist as a result of differing epistemological and ontological
perspectives, situated at various points on this spiral (Charmaz, 1990; Higginbottom &
Lauridsen, 2014; Mills et al., 2006). Grounded theory now comprises three predominant
schools; Glaserian, Straussian (latter co-developed with Juliet Corbin) and Constructivist
grounded theory (Higginbottom & Lauridsen, 2014). Glaser and Strauss developed their
combined inductive approach to generating theory at a time when ‘positivist’ approaches
deductively testing hypotheses were the preferred scientific research method (Higginbottom
& Lauridsen, 2014). Many contemporary scholars have shifted away from the originally
objectivist grounded theory perspective and endorse a constructivist standpoint (Brekenridge
et al., 2012; Charmaz, 1990, 2014; Mills et al., 2006).
Constructivist grounded theory acknowledges the researcher as part of the
investigation and recognizes their contribution to theory development as a reconstruction of
experience and meaning emergent from the data (Brekenridge et al., 2012; Charmaz, 1990,
2014; Mills et al., 2006). Researchers are usually established professionals with sound
knowledge and understanding of their research topic and the relevant literature, which shapes
certain perspectives (Charmaz, 2014; Lempert, 2007). It is, therefore, important for the
researcher to identify prior assumptions and perspectives because these may impact his/her
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conduct of the research (Brekenridge et al., 2012; Bryant & Charmaz, 2007; Charmaz, 1990,
2014). Firstly, the ontological beliefs of reality for constructivist grounded researchers are
described as a relativist position (Brekenridge et al., 2012; Charmaz, 1990, 2014; Mills et al.,
2006). This position dismisses the concept of an objective reality and advocates that realities
are a social construction of the mind, accepting that many realities are possible (Charmaz,
1990, 2014; Mills et al., 2006). Essentially, the world is composed of multiple realities
constructed (and sometimes shared) by individuals that are influenced by context (Charmaz,
2014; Mills et al., 2006). Expanding on this, the epistemological perspective of
constructivism highlights the importance of the subjective interrelationship between the
researcher and participant’s joint construction of meaning (Brekenridge et al., 2012;
Charmaz, 2014; Glaser, 2002). This position situates the researcher as part of the process
rather than an objective observer, and argues the importance of clearly recognizing this
position as having an inevitable influence over the research findings (Brekenridge et al.,
2012; Charmaz, 2014; Glaser, 2002; Mills et al., 2006). Therefore, the chosen approach to
grounded theory methodology is dependent on acknowledging the relationship between the
researcher and participants, and on the researchers’ ontological perspective (Mills et al.,
2006).
A former student of Glaser and Strauss, Charmaz has emerged as the prominent figure
in the development of constructivist grounded theory (Covan, 2007; Mills et al., 2006).
Charmaz’ (2014) grounded theory method is based on a symbolic interactionist theoretical
perspective. This approach acknowledges the shared experience between the researcher and
the researched world of the participants ensuring a co-construction of meanings is identified,
along with the researcher’s interpretations of the data that are clearly shown to guide a
process that generates theory (Brekenridge et al., 2012; Charmaz, 1990, 2014; Mills et al.,
2006). Grounded theory is based on beliefs of symbolic interactionism, which is the
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understanding that individuals are self-aware and are able to see themselves from the
perspectives of others, which in turn influences the way they behave and interpret their world
(Bluff, 2006). Bluff (2006) argues that individuals create their own social environment
through participation within their surroundings and this interaction can have a unique shared
meaning in its specific contextual setting. This is further affirmed when applied to a sociality
concept, associated with Mead (1934), who suggested a phenomenon can be several things at
once. Thus, grounded theory seeks to understand the multiplicity of interactions existing
within social processes through the participants’ perspectives and their meanings (Health &
Cowley, 2003). Because their environment influences individuals’ behaviour, Bluff (2006)
emphasized the importance of thoroughly describing the context in which grounded theory is
being used; and, for the analysis of the data. Researchers are encouraged to clearly articulate
and justify the position they take and the effect it may have on the generation of theory (Mills
et al., 2006). The following section outlines the background and main tenets of symbolic
interactionism.
3.3 Symbolic Interactionism
Symbolic interactionism is a sociological theoretical perspective that addresses how
society is created and is constructed through repeated interactions between individuals
(Blumer, 1969; Carter & Fuller, 2015; Forte, 2004). George Herbert Mead (1934), is the
founding father of symbolic interactionism and is recognized for his perspectives on self and
society (Carter & Fuller, 2015). Symbolic interactionism argued against the dominating
perspective of the time, which viewed society from the ‘top down’ and perceived social
structures to be constructed by macro-level organisations that are restrictive and imposing on
individuals, ultimately defining them (Carter & Fuller, 2015). Instead, symbolic
interactionism challenged this perspective and explored the idea of society from the ‘bottom

73
up’, focusing on micro-level processes that evolve through individualistic encounters, which
lead to the construction of a society (Carter & Fuller, 2016). This opinion contrasted with
traditional structuralist perspectives, arguing instead that individuals are autonomous, agentic
participants and construct their own social reality (Carter & Fuller, 2015). Individuals
interpret their world, which is influenced by their own unique perspective from a subjective
viewpoint (Blumer 1969; Carter & Fuller, 2015, 2016; Vejar, 2015). Central to symbolic
interactionism is the importance of subjective meaning, which suggests that the construction
of society is characterized through repeated and meaningful interactions between individuals
(Carter & Fuller, 2015; Vejar, 2015). To summarize the foundations of symbolic
interactionism, Carter and Fuller (2015) describe this theoretical perspective as follows:
(1) Individuals’ actions are founded in the meanings objects have for them
(2) Interactions are experienced within a particular social and cultural context, in
which physical and social objects (people) and situations are defined or categorized
based on individual meanings
(3) Meanings emerge through interactions between individuals and society; and
(4) Meanings are continuously evolving through interpreting processes that occur
during interactions with others.
Contemporary understandings of symbolic interactionism have developed along three
main schools of thought. These are: the works of Herbert Blumer (The Chicago School);
Manford Kuhn (The Iowa School); and Sheldon Stryker (The Indiana School) (Carter &
Fuller, 2015, 2016; Vejar, 2015). Firstly, Blumer (1969) is attributed with defining the term
Symbolic Interactionism and is recognized for developing Mead’s ideas into an organized
theory consisting of a methodological approach for study (Bluff, 2006). Blumer argued that
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the notion of self emerges from an interactive process of joint action (Carter & Fuller, 2015;
Charmaz, 2014). Consistent with Mead, individuals partake in ‘mind action’; meaning
individuals constantly ponder themselves and others, redefining symbols and interpreting the
meaning of situations (Carter & Fuller, 2015; Charmaz, 2014). Blumer (1969) also argued
that society is not a fixed structure and considered it to be in a state of continual flux,
implying that interactions and experiences that trigger meanings are constantly reinterpreted
amongst individuals. Therefore, social institutions are viewed as ‘social habits’ that emerge
within specific circumstances and are recognized by those involved (Carter & Fuller, 2015;
Charmaz, 2014; Vejar, 2015). For Blumer (1969), understanding social behaviour requires an
interpretive perspective that allows the exploration of behaviour as continually altering,
unpredictable and unique to each social interaction. Fundamental to a symbolic
interactionalist perspective is that individuals adopt language and particular symbols when
communicating with one another unique to that context (Carter & Fuller, 2015; Charmaz,
2014). To summarize, the three key concepts comprising Blumer’s perspective of symbolic
interactionism are: (1) human beings’ actions are based on meanings that things have for
them, (2) things have meanings as a result of social interactions with others, (3) meanings are
managed in, and adapted through, an interpretive process individuals use during encounters
(Carter & Fuller, 2015, 2016).
Blumer was a resolute critic of logical empiricism; arguing the idea that science was
the one and only accurate agent for revealing the truth as flawed (Carter & Fuller, 2015).
Blumer (1969) contended that empirically forced research designs, which use scientific
methods to analyse standardized concepts like statistical techniques or hypothesis testing, was
unsuitable for verifying knowledge of social situations. Rather, it required exploration
through examination of each social setting; measuring and understanding an individual’s
experience through ‘sympathetic introspection’; acknowledging the perspective of the
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participant and capturing the meanings using the participants own categories (Carter &
Fuller, 2015; Charmaz, 2014). The ability to understand social life requires identifying the
processes individuals use to interpret situations and experiences, and how they construct their
actions among others in society (Forte, 2004).
Theoretical ideas and methods for developing them evolve as newer generations
contemplate the legacy of earlier scholars (Covan, 2007). Grounded theory methods of
understanding continue to evolve and change to assist understandings of social reality
(Charmaz, 2014; Covan, 2007). This evolution of theory is attributed to the epistemological
understanding that knowledge is cumulative (Charmaz, 2014). Generations of new scholars
influence the way grounded theory is understood and how it is applied. Mills et al. (2006)
challenge researchers to choose a research paradigm that is congruent with their beliefs
regarding the concept of reality. This assists in developing a strong research design which
complements the research methods (Charmaz, 2014; Nugus, 2008; Puddephatt, 2006). From
this perspective, the researcher values understandings from the participants’ perspective and
can do this by recognizing the importance of the relationship developed and shared with
participants.
3.4 Constructivist Grounded Theory as a Methodology for Midwifery Research
The value of relationships and the importance of understanding others’ perspectives
also runs deep within midwifery philosophy. The origins of midwifery begin with the
traditions of one woman supporting another around the time of childbirth (Page, 2003).
Midwives were part of a woman’s community, which provided them with an understanding
of her life and circumstances (Page, 2003). From these roots, the meaning of midwife has
been defined as “with woman” and continues to underpin midwifery philosophy, work, and
relationships (ACM, 2014). The ACM (2014) promotes women-centred care as a holistic
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approach that recognises a woman’s social, emotional, physical, spiritual and cultural needs,
expectations and context as defined by the woman herself. The philosophy of midwifery care
encompasses women-centred primary health care, strengthened by the relationship developed
between women and their midwives (Yanti et al., 2015). Enhancing the progress of this
relationship is continuity of care, which is care provided by a known midwife throughout the
entire childbearing continuum (Yanti et al., 2015). This partnership philosophy of midwifery
emphasizes the importance of the relationship developed between midwives and the women
they care for, by giving them time to get to know each other, to develop a shared meaning
through mutual understanding based on trust, shared control and responsibility (Freeman,
2006). It places midwives in the best position to advocate for the women they care for
including them as central to the decision making process leading to optimal health care
choices that meet their individual needs (Freedman, 2006; Pairman & McAra-Couper, 2011).
Maternity care has become increasingly medicalised with the professionalization of
obstetrics within the developed world (Lane, 2010). This coincided with a move from home
births to hospital births, during the early 1900’s (Fahy, 2007; Tracy & Grigg, 2019). This
transition has arguably diminished the relational partnership central to midwifery philosophy
(Page, 2003). The change reflects the sociocultural hierarchical structures of male hegemony
and domination of roles like medicine that existed during this period (Yuill, 2012). This
change of maternity care and domination of medical roles is stated to have subdued not only
patients but also women’s voices and choices of care (Yuill, 2012). Qualitative research
methods provide the opportunity for participants’ perspectives to be heard (Steen & Roberts,
2011). The development of qualitative research approaches such as grounded theory,
acknowledges the importance of equality in health care (Steen & Roberts, 2011). They
provide valuable tools for examining areas of limited knowledge by generating theory of
human behaviours and attitudes submerged in social contexts (Steen & Roberts, 2011).
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Grounded theory-based research is, therefore, ideal for advocating for the needs of women
through its methodological approach that acknowledges the importance of the midwifery
relationship (Hall et al., 2012).
Constructivist grounded theory opens the opportunity to promote women-centred care
within midwifery research by recognising the importance of understandings that emerge
through joint researcher-participant perspectives. Like the midwifery continuity relationship
committed to meeting each woman’s childbearing needs, constructivist grounded theory
values the participant and researcher relationship and considers the emergent theory as a coconstruction and shared meaning of the research phenomenon (Charmaz, 2014). Additionally,
this relationship and developed theory are acknowledged within their unique social context,
just as the importance of recognising the influences a woman’s social environment has on her
childbearing experiences (Page, 2003). Furthermore, similarities between the constructivist
and midwifery relationships can be identified in the skills and techniques used to facilitate
these partnerships. For example, the importance of reflection and reflexivity are used to help
maintain integrity of the relationships within both disciplines by facilitating understandings
constructed from both the participants’ and researcher’s perspectives (Hall et al., 2012;
Nugus, 2008). Constructivist grounded theory is an ideal research approach to understanding
midwives’ and women’s interactions and perspectives, and for exploring and understanding
factors that influence their decisions and clinical practices within their social contexts (Hall et
al, 2012).
3.5 A Constructivist Approach to the Methods
This section moves on from the methodology supporting this research and discusses
these theoretical underpinnings in light of a constructivist approach to the methods. It
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presents an explanation for the data collection, analysis, and the process of constructivist
theorising.
3.5.1 Data Collection
The data collection method chosen for this study is intensive individual interviews
which is consistent with the recommended constructivist grounded theory approach
(Charmaz, 2014). Interviewing is the data collection method of choice most frequently used
in qualitative research, primarily one-to-one interviewing (Crouch & McKenzie, 2006). The
aim is to facilitate participants to provide an authentic insight of their experiences (Crouch &
McKenzie, 2006). Interviewing is arguably recognized as an obtrusive method because it is
considered to elicit accounts; it is an opportunity created to encourage participants to “freely”
tell their story. It is debated that the story may not have been told, or told in a particular way,
without the instigation of the interviewer (Crouch & McKenzie, 2006). Interviewers and
participants are observed as coming to the interview with an agenda and although encouraged
to work together, differential power is a disputed issue recognized to be usually advantageous
for the interviewer (Charmaz, 2014). Extensive consideration of issues associated with
interviewing methods is abundant within research literature. However, intensive interviewing
allows for open-ended inquiry that may facilitate the sharing of rich in-depth experiences and
understandings from the participants’ perspective (Taylor & Bogdan, 1998). Understanding
the participants’ words and meanings is an important focus for constructivist grounded theory
(Charmaz, 2014; Charmaz & Belgrave, 2019). Observing telling statements and being
attentive to silences during the interview, can provide theoretical directions for emerging
ideas (Charmaz, 2014). Grounded theory and intensive interviewing are complementary
approaches because they are open-ended yet directed, constructed yet emergent and paced but
simultaneously flowing (Charmaz, 2014). Intensive interviewing is often used as this

79
approach focuses the topic and provides an interactive space and time to allow the
participants’ views and insights to emerge (Charmaz, 2014).
Grounded theory intensive interviewing methods have demonstrated they are an
opportunity to identify and correct preconceived notions about what is happening in the field
(Charmaz, 2014). The chance to pick up ideas in interviews or through studying the data and
the ability to return to the field to gather further focused data provides opportunities to
answer analytical questions that can assist in filling conceptual gaps (Charmaz, 2014;
Charmaz & Belgrave, 2019). A collaborative conscious effort in constructivist grounded
theory is to foster an egalitarian exchange between interviewer and participants, an effort to
balance the power imbalance and facilitate authentic story telling (Charmaz, 2014). Grounded
theorists balance hearing the participants’ story in its fullness, whilst skilfully listening for
analytical prompts and simultaneously addressing implications of major developments as
they are shared by the interview participant (Charmaz, 2014). Time limits are problematic as
they may stifle a story or curtail possibilities for analytical exploration (Charmaz, 2014).
Usually once the participant has finished sharing their story the interviewer is encouraged to
ask open-ended questions about the topics the interviewee has raised but may need further
exploration (Charmaz, 2014). Awareness and adoption of the interviewee’s words and terms
is a skill that is encouraged to explore ideas during the interview (Charmaz, 2014). Usually,
the grounded theory interviewer begins with the participant’s story and attempt to fill it out
and locate it within a social process (Charmaz, 2014; O’Connor, 2018).
In order to stay focused on the aim of the research project, interview topics were
developed prior to the interview process, and are listed in Table 6. This semi-structured
approach to the interviews is recognised as a common strategy for collecting data as it allows
the researcher to stay focused on what needs to be addressed whilst facilitating the issues to
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be discussed as they arise (Bluff, 2006). In this study, the interview questions were proposed
and refined through feedback from research supervisors and midwifery consultants. This
process ensured appropriateness of the questions to explore the research topic. Data were
collected through the recording and transcribing of the individual interviews. In addition,
Bluff (2006) suggests taking field notes enhances the process of data collection by recording
the context in which it took place and for describing any nonverbal communication. Charmaz
(2011) considers the importance of recognizing subtle observations of body language as an
important contribution when interpreting and clarifying what participants tell you. These
steps formed part of the data collection process for this study; the interviews were recorded
and transcribed along with the documentation of field notes, during and at the completion of
each interview. Field notes were reviewed during memo writing stages, which proved a
useful tool for insightful data analysis and questioning, but also assisted with reflexivity.
Grounded theory interview process encourages the return to people and ideas already
explored, and to inquire further through questions that will assist form a deeper understanding
(Charmaz, 2014). Intensive interviewing facilitated this quest for further exploration and
accurate data gathering through theoretical sampling. This technique offered the ability for
the interviewer to have a more active role and seek more direct questions about the research
topic. As data collection and analysis progressed theoretical sampling assisted the pursuit of
data that provided greater insight and evaluation of emerging ideas.
3.5.2 Purposive and Theoretical Sampling
In grounded theory, the participants selected have a strong influence on the theory that
is developed. Therefore, it was crucial that sampling was considered before commencing and
that sample size was determined by theoretical saturation (Buff, 2006). Initially, this study
used purposive sampling, seeking out participants that provide sufficient information
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regarding the research topic. Participants are usually selected by predetermined criteria
appropriate to the study’s objectives (Guest et al., 2006). However, the disadvantage of
purposive sampling is that researchers may lack information about the research context that is
needed to invite and include the most suitable participants. This may limit the inclusion of
valuable perspectives and information that addresses diverse aspects of the research question.
To overcome this issue, this study also used theoretical sampling (similar to snowball, chain
referral or networking). This approach gathers information from one or a few people and then
relies on these people to put the researcher in touch with others who they identify as
appropriate or significant contacts (Schneider & Whitehead, 2013). This process is described
as initially scoping the topic of the grounded theory to identify persons most appropriate for
providing excellent examples of the topic of interest (Morse, 2007). It is argued that the
progression from purposive sampling to theoretical sampling is important so as not to limit or
narrow data collected and is encouraged by Charmaz (2014).
3.5.3 Theoretical Sampling
Theoretical sampling is used in grounded theory to obtain rich and diverse data that
allows the topic to be explored from a range of perspectives. Charmaz suggests to “...keep
branching out until you have exhausted your knowledge…” (Charmaz, 2014, p. 245.). Initial
sampling provides a point of departure; theoretical sampling determines where to go. Initial
sampling relies on establishing criteria and planning how to obtain data. Theoretical
sampling begins with data, constructing ideas and further examining these ideas through
further exploration. Early data and codes may raise unanswered questions and further data
collection is required to refine them and allows new perspectives to emerge that deciphers
them and gives conceptual direction. Memo-writing is encouraged as it prompts further
theoretical sampling to elaborate and describe emerging categories and, to identify and
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analyse any gaps. Theoretical sampling helps prompt where and how to find the required data
needed to fill these gaps and saturate. At times this process included conducting follow- up
interviews, revising interview guides and developing focused questions that explored codes
or categories not covered earlier; adding new participants, or returning to previous interview
transcripts. Charmaz (2014) suggests that saturation has been achieved once new data
collected no longer reveals fresh information and fits into already existing categories.
Thereafter, no new data needs to be collected. Charmaz (2014) cautions not to confuse
theoretical sampling with the logic of the traditional quantitative research sample. The
purpose of theoretical sampling is to obtain data to explicate categories and develop
theoretical and conceptual analysis, not about representing a population or to increase
generalizability of findings (Charmaz, 2014).
3.5.4 Coding
Data analysis began with the coding of interview transcripts, a core process of
grounded theory (Holton, 2007). The outline below is a description of how I approached data
analysis using a constructivist grounded theory method to perform initial coding, constant
comparative analysis, early memo-writing, theoretical sampling, theoretical sorting,
diagramming and integration, management of preconceptions through reflexivity and
theoretical sensitivity. Clearly describing these steps of data analysis is said to enhance the
validity of a study and is often described as leaving a decision trail (Holloway & Wheeler,
2010). Although for clarity these analysis steps are described below under separate distinct
headings, it is important to highlight that in practice they happen simultaneously throughout
the constructivist grounded theory analysis process. This approach is an interactive and
interpretive process, therefore, well suited to explore the research topic and address the aims
of this study.
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3.5.4.1 Initial Coding.
The first step of coding involves the raw data obtained from the interview being
analysed into small units of meaning labelled as codes (Charmaz, 2014). Initial coding was
commenced with word-by-word, line-by-line and/ or segment coding, which summarized and
labelled the data into a notion that created codes (Charmaz, 2014). During this process, the
researcher often adopted the telling terms that participants used, in the interview, known as
in-vivo codes (Charmaz, 2014). This step assists with remaining true to the participants’ story
and captures the use of special phrases or terms used within the participants’ language.
Additionally, Charmaz (2014) explains that when collecting data first-hand the researcher is
privy to the participants’ context, verbal, and non-verbal behaviours, interactions, and
expressions. In order to incorporate these observations, I documented field notes during and
after each interview. Throughout the initial coding process field notes were reviewed,
providing insightful evaluation of the codes as they emerged. These elements may encourage
analytical ideas, even in the midst of an interview, which Charmaz encourages the researcher
to document in field notes and explore further in memos, linking the idea and the observation
so that it may be developed and checked. Grounded theory is also recognised for the use of
gerunds, turning verbs into nouns, to provide a sense of action (Charmaz, 2014). This
technique helped me to stay close to the data by starting with the words and actions of the
participants, and encouraged me to analysis the data from the participants’ perspective. This
step opens the researcher to actions and processes within the data, ensuring development of
codes that emerge are more likely to illuminate the situation, giving a sense of what is
happening and how it happened (Charmaz, 2014; Charmaz & Belgrave, 2018). This approach
to coding results in an exploration in unforeseen areas and encourages new research questions
that require investigation (Charmaz & Belgrave, 2018). This process allowed me to define
what was happening in the data and begin to understand what it might mean. The use of
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gerunds is unique to grounded theory coding and is more than merely labelling data and
thematically coding content. Instead gerunds advance the analysis by seeking to understand
what is behind a participant’s word or action.
3.5.4.2 Focused Coding.
Coding everything early in the research and letting it guide the process is said to help
quickly progress from early codes through to focused codes (Charmaz, 2014). Grounded
theory coding is commonly described in two phases: 1.) Initial phase, which includes naming
each word, line, or segment of data, followed by 2.) The Focus phase that uses the most
significant or recurrent initial codes to sort, merge or organize large amounts of data
(Charmaz, 2014; Charmaz & Belgrave, 2019). Focus coding allows for the organizing of
large amounts of data into manageable segments this ensures ease of comparisons made
between the data, codes, and further refinement of the codes (Charmaz, 2014; Holton, 2007;
Kelle, 2007). Focus coding is achieved by the most frequent and substantial initial codes
being identified through the constant comparison phase of the data analysis and is
complemented by the understanding realised through memo-writing (Charmaz, 2014;
Lempert, 2007). By attending to initial coding and making focused code decisions you can
trim away the excess (Charmaz, 2014). Often focused coding follows initial coding;
however, this is not entirely a linear process. Some responses or events may make explicit
earlier statements that seemed implicit, providing fresh insight, and encouraging a return to
earlier data and codes (Charmaz, 2014; Holton, 2007; Kelle, 2007). Consistent with grounded
theory logic both initial and focused coding are emergent with unexpected ideas coming to
light and encourage the comparison of codes and data with each other. Engaging in focused
coding progresses the analysis further down the comparative process, which clarifies
direction and gives theoretical centrality to certain ideas (Holton, 2007). Focus codes are then
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developed into categories as a protracted representation of the data and should demonstrate
clear connection back to the data, maintaining a category-focused code-data heritage
Charmaz, 2014; Charmaz & Belgrave, 2019).
At this point theoretical analysis may be introduced. Charmaz (2014) suggests that coding
forms the bones of the analysis which is pieced together through incorporation of theoretical
concepts; helping to construct the bones (codes) into a working skeleton. These codes assist
with theorizing the data and focused codes. The direction of the theoretical analysis emerges
from the participants’ statements and the substantive coding, indicating what type of
theoretical codes are applied and used for literature searches (Charmaz & Belgrave, 2019;
Lempert, 2007). This process is discussed further under the heading – Advanced MemoWriting. Theoretical codes need to earn their way into grounded theory.
3.5.5 Constant Comparative Analysis
This stage demonstrates the studying and comparing of codes to identify more
frequently appearing or significant codes that start to appear within the initial codes
(Charmaz, 2014). Grounded theory codes are described as ‘transitional objects’; crystalizing
what we learn from the data then transitioning through the analysis by connecting and
comparing fragments of data, and then, developing them through the abstractions and
interpretations that the researcher explores in using them. Instead of providing a thematic
description, grounded theory seeks to understand the actions which in turn facilitates the
development of an explanatory theory (Charmaz & Belgrave, 2019). Constant comparative
analysis can take the researcher back to previous research participants while also moving
forward with new ideas to explore with new participants (Charmaz, 2014). This approach to
coding encourages the researcher to act on what the data are showing and sustains the
researchers’ involvement throughout the analytical process (Morse, 2007). The first step is
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comparing data with data to observe similarities and differences, for example comparing data
from different interviews (Charmaz, 2014; Charmaz & Belgrave, 2019; Holton; 2007). Links
between categories are developed by comparing new data with data already collected a
constant process of back and forth between the data collection and analysis processes. This
method is enhanced by the writing of memos which encourages ideas, hunches connections
and questions to be explored again prompting further data collection and analysis (Charmaz,
2014; Lempert, 2007).
3.5.6 Memo-Writing
Memo writing is a useful technique to encourage focused dissection of codes and data
that enables the researcher to compare them and help tie them together (Charmaz, 2014;
Lempert, 2007). Early memo-writing is encouraged through questioning of the data and
applied codes. The inclusion of field notes and documentation in memo writing facilitated
this exploration of the data and its emerging codes. This questioning of the data and initial
codes encourages the emergence of focused codes through the researchers’ explanations of
the data and conceptual categories that were identified.
A useful technique that facilitates the memo writing process is clustering (Charmaz,
2014, p.187). This shorthand prewriting strategy assisted with getting started and is likened to
concept mapping (Charmaz, 2014). Clustering and freewriting (Charmaz, 2014, p.187) were
useful techniques applied to memo writing that allowed the researcher to rethink ideas and
consider how they fit together. Charmaz (2014) suggests beginning with a nucleus word, such
as a code, and try to draw connections between parts of the emerging code patterns.
Clustering for 8-10 minutes should give the researcher a sense of direction for focused
freewriting memo about a category. Freewriting is described as “…putting pen to paper…
(and to) write whatever comes to consciousness…” (Charmaz, 2014, p. 186). The following
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suggestions were used during memo writing that helped guide my freewriting; writing ideas
down as quickly and fully as possible, writing to and for myself, writing as though you are
speaking, permitting free and bad writing, not stopping and correcting; grammar,
organisation, logic, evidence, and audience (Charmaz, 2014). These strategies assisted me to
quicken the process of memo writing and helped form a visual image of the topic initially
making it easier to elaborate various sections (Charmaz, 2014).
Memo writing about codes allowed clarification of what was happening by raising
codes to conceptual categories and developing an analytical framework. Memo writing
assisted me by providing an opportunity to conceptually define codes and review analytical
interactions in a narrative form (Charmaz, 2014). Memo writing about coding was important
to build and clarify the emerging categories whilst examining all the data, to identify
variations, and gaps within the analysis (Bowen, 2006). Charmaz (2014) suggests that these
categories need to explicate ideas, events, or processes within the data, through telling words
(in-vivo codes) that remain consistent with the data. Memo writing provides the chance to
evaluate this process and to acknowledge the temporal, social and situational conditions that
produced the data, and in which it was analysed.
3.5.6.1 Advanced Memo-Writing.
Successive memo-writing provided the opportunity to continually engage with the
data analysis and increases the level of abstraction of ideas. During continual memo-writing
certain codes will begin to stand out and begin to form theoretical categories. Following
focused coding Charmaz (2014) discusses theoretical coding, which purposefully assists with
theorizing your data and focused codes. This step is integrative and uses theoretical sampling
to help “…weave the fractured story back together…” (Glaser, 1978, p.72), moving the
process of conceptual analysis into a clarifying theoretical direction. Theoretical sampling
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and reviewing of relevant literature facilitate the researcher to predict where and how to find
data that will provide links, fill gaps and saturate categories that have emerged from analysis
of earlier data. I kept a methodological journal (Collation of memo writings were documented
and stored in chronological order) throughout data analysis because it was recommended to
expedite memo-writing (Charmaz, 2014). This also allowed me to record methodological
challenges, directions and decisions whilst engaging in a reflective routine that assisted with
recognizing preconceptions (Charmaz, 2014). Lempert (2007) suggests, “…Memo writing is
the methodological link, the distillation process, through which the researcher transforms data
into theory…” (Lempert, 2007, p.345). Advanced memo writing was used to encourage
categories to emerge, consider their properties and comparisons with other data, codes, early
memos, and categories leading into the development of analytical concepts that form the
emerging theory.
3.5.7 Theoretical Sorting, Diagramming, and Integrating
Charmaz (2014) suggests manually sorting memos by hand on a large surface where
they can be shuffled and rearranged if necessary. Drawing diagrams to connect them, sorting
and documenting diagrams of patterns that show clear relationships between categories.
Diagramming provides concrete images of ideas, a visual illustration of categories and their
relationships. The use of conceptual maps allows relative power, scope, and direction of
category analysis and how the emerging grounded theory fits together (Charmaz, 2014).
Concept maps were used because they provide a different way to view and understand
complex phenomenon at a glance (Butler-Kisber & Poldma, 2010). This allowed new
connections, ways of knowing or the means to analyse difficult topics during the data
analysis. Sorting, diagramming, and integrating is recognised in grounded theory as an
interrelated practice (Charmaz, 2014). Memos allowed for the development of categories into
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concrete terms, and sorting allowed for theory to emerge. This step provided an opportunity
to create and refine theoretical links and comparisons, through the integration of categories.
Once this stage was realized and the most significant categories were organized, theories can
be formulated through sorting and diagramming and incorporating information gathered from
the literature.
3.5.8 Updated literature review
In constructivist grounded theory, the literature review forms part of the theoretical
framing within the study’s methods. The timing of when to undertake the literature review is
debated within grounded theory literature. Traditionally, grounded theory papers suggested
that literature reviews should not be undertaken until after data analysis so as not to influence
the process and enhance objectivity. However, more recent constructivist views reject the
notion of objectivity and acknowledge the impossibility of this objectivist position, accepting
that a survey of the relevant literature usually needs to take place prior to the commencement
of a study to support the research proposal (Charmaz, 2014). The data collected and the
theoretical frameworks beginning to emerge from the progressively abstract codes will
influence the literature that is selected to support the theoretical construction (Charmaz &
Belgrave, 2019). Lempert (2007) also argued for the use of literature extensively throughout
her research justifying its use as she collects, codes, memo’s and writes. Acknowledging that
other grounded theorists caution against this approach as having the potential for forcing the
data into already pre-existing categories or hindering the generation of new theories, Lempert
(2007), however, suggests that the literature review allows her to understand the parameters
of the research topic and to contribute to the current theoretical discussion. Using the
literature, theory gaps can be identified which can highlight elements of the data being
collected that may be completely different or may lead to a more nuanced story (Charmaz &
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Belgrave, 2019; Lempert, 2007). As the data collection and analysis evolve simultaneously,
Lempert (2007) suggests that initially the process is simple and seems awkward but as the
literature is introduced, the analysis grows in complexity and abstraction. The literature
explored in the integrative review attended prior to this study was acknowledged within
concept maps, sensitizing concepts, and memos. As the data analysis progressed and
categories established themselves, theoretical integration of relevant literature was considered
and woven into the analysis, and sometimes, prompted further theoretical sampling of the
data. Additionally, to meet the PhD requirements outlined by the University of Newcastle, an
update to the initial literature review was conducted during the final stages of data analysis
using the same approach as used for theoretical sensitising ensuring that the concepts of
theory were well established. These strategies helped to acknowledge emerging evidence,
current understanding, and gaps; identifying these clearly so readers can see them as part of
the researcher’s influence within the analysis process.
3.5.9 Theory Generation
For constructivist grounded theorists the meaning of theory has been considered from
many perspectives. The term theory within the context of grounded theory is described as
‘slippery’ by Charmaz (2014, p. 228). She explains that disputes amongst grounded theorists
exist due to the definitions assumed by positivist and interpretivist backgrounds (Charmaz
2104). Charmaz (2014) identifies with a preference for theorising, which is a practice, rather
than theory. Many grounded theorists argue multiple approaches to progress from analytical
processes to producing a grounded theory. Some constructivists have identified a clear
divergence from the more traditional positivist view, and consider constructivist theorizing to
align better with an interpretivist approach. A useful step is to consider the definition of
theory from a broad starting point; Thornberd and Charmaz (2012) suggest that, “A theory
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states relationships between abstract concepts and may aim for either explanation or
understanding” (Thornberg & Charmaz, 2012, p. 41). Supporters of interpretive theory
understand theoretical insight is gained from theorist’s interpretation of the studied
phenomenon (Charmaz, 2014). The aim is to understand how people construct meanings and
actions, whilst realising the subjectivity of the researcher and the participants. This approach
recognises that multiple constructions of actions and practices exist rather than offering
explanations of reality (Thornberg & Charmaz, 2012). Therefore, noting that knowledge and
theories are situated at particular positions, perspectives and experiences.
Constructivists are encouraged to study the how and sometimes why participants
construct meanings and actions within particular experiences (Charmaz, 2014). Clarke (2005)
argues research reality is that it takes place in a unique situation that is influenced by who and
what is involved; and, it is also important to consider what affects this research from the
wider environment it takes place within. Therefore, constructivists can reveal the hidden
structures, networks, situations and relationships that shape the studied situation. As the study
progresses differences and distinctions between people begin to surface, and hierarchies of
power, communication and influences that allow these elements to exist become apparent
(Charmaz, 214; Charmaz & Belgrave, 2019; Thornberg & Charmaz, 2012). A constructivist
approach prompts researchers to be alert to these conditions and to engage in reflexivity so
that the researcher’s position and perspectives are recognized throughout the production of
theory (Breckenridge, et al., 2012). The aim is to avoid inadvertently importing taken for
granted values and beliefs. This approach challenges the tradition of creating general abstract
theories and recognises research as situated knowledge (Thornberg & Charmaz, 2012). These
discussions entail diverse contributions to what constructivists acknowledge as developing a
theory (Breckenridge, et al., 2012). Theory generation continues to be elusive and is
described as often an unfilled promise: “… although grounded theory is often invoked as a
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methodological strategy, ironically too little grounded theory is actually done” (Miller, 2000,
p.400).
As a suggestion, Charmaz (2014) encourages researchers to theorize by viewing
studied life through making comparisons, following leads and developing on ideas. By
charting these acts of theorizing a direction often takes shape and the researcher avoids
predicting endpoints. Theories are evoked through seeing possibilities, establishing
connections, and asking questions. How researchers construct grounded theory can vary
depending on what emerges from within the data (Charmaz & Belgrave, 2018). Grounded
theory methods offer theoretical opportunities that avoid importing packaged ideas and
automatic answers from extant theories. Charmaz (2014) emphasises the use of gerunds
throughout data analysis which prompt recognising actions and sequences and making
connections that allow theoretical sensitivity. In constructing theory, gerunds are a key
strategy that facilitate moving beyond categorising individuals, because it fosters studying
processes through identifying experiences and events, that are then defined and
conceptualized (Charmaz, 2014). Categories can emerge as major or minor, and grounded
theory logic scales up the categories that represent the data most effectively to theoretical
concepts (Charmaz & Belgrave, 2018). These theoretical concepts carry substantial analytic
weight and the choice of words is crucial; they need to make the data meaningful and prompt
the analysis forward (Kelle, 2007). Chosen categories are raised because of their theoretical
reach, theoretical centrality, incisiveness, generic power, and relation to other categories
(Charmaz, 2014; Kelle, 2007). The use of memo writing throughout this process allows the
researcher to explore, explicate and theorize these emergent categories (Lempert, 2007).
Memos offer an avenue to explore emergent theoretical concepts and integrate
understandings from surrounding literature as the analysis develops (Lempert, 2007). The
complexity and abstraction of these concepts evolves as the literature comparisons show
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potential gaps in theorizing, or new insights that have emerged from the data, or more
nuanced stories (Charmaz & Belgrave, 2018). The analysis begins to coalesce as the memos
and diagrams evolve ( Thornberg & Charmaz, 2012). Once major categories have surfaced
and important relationships are acknowledged, a process begins to emerge that makes
empirical and theoretical sense (Thornberg & Charmaz, 2012). Rather than identifying order
with the data, Charmaz (2014) explains that constructivist create an explication, organisation
and presentation of the data. Constructivists’ theory shows the imprint of the researchers’
viewpoint, reflects its historical context and the logic and significance of the resulting
development of ideas (Thornberg & Charmaz, 2012).
3.5.10 Verification versus Generation
It is important to consider that Glaser and Strauss moved away from grand theory
verification when they developed grounded theory and were more concerned with offering an
alternative of ‘generation’ as opposed to ‘verification’ (Bryant & Charmaz, 2007, p.33). It is
argued that grounded theorists use methodological terms that are closer to everyday language
rather than those subjected to formalisation characterised by the rigorous terms used in
quantitative methodologies (Bryant & Charmaz, 2007; Cassidy, 2013). Charmaz has been
criticized for her inattention to validity and reliability arguing that grounded theorists seldom
embrace these tenets (Charmaz, 2014). Bryant and Charmaz (2007) follow Dey’s (1991)
recommendation that grounded theorists “…think of validity as the extent to which a theory
is well-grounded empirically and conceptually, then we can better appreciate the importance
of theoretical consistency as well as accuracy or acuteness of our empirical interpretations”.
When categories are developed, theoretical underpinnings need to be considered and the
implications of their efficacy with regard to the data (Bryant & Charmaz, 2007). Diverse
standards exist for the conduct of research and acceptability of evidence within different
disciplines. Charmaz (2014) highlights that the audience will judge the usefulness of the
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methods by the quality of the final product. The criteria for evaluating research depends on
who forms these criteria and their purpose.
It is recommended that grounded theorists ensure clearly described research processes
because the theory generated is dependent on the participants and because the grounded
theory approaches and methods can vary (Chiovitii & Piran, 2003). Charmaz (2014)
addresses the importance of a reflexive stance that shows “…how the researcher conducts his
or her research, relates to the research participants and represents them in written reports…”
(Charmaz, 2006, p.189). The research needs to be considered as constructed rather then
discovered, which prompts researchers’ to be reflexive about their actions and decisions
(Charmaz, 2014). This study addresses this by maintaining a clear decision trail,
incorporating reflexivity during data analysis through theoretical sampling and memo
writing, and acknowledging researcher bias using the processes described above. Diverse
standards exist for the conduct of research and acceptability of evidence within different
disciplines. Charmaz (2014) highlights that the audience will judge the usefulness of the
methods by the quality of the final product. Criteria for evaluating research depends on who
forms them and their purpose. A grounded theory that uses reflections and honourable
perspectives to conceptualise and convey what is meaningful can make a valuable
contribution (Thornberg & Charmaz, 2012). Considering “…the research as constructed
rather than discovered fosters researchers’ reflexivity about their actions and decisions…”
(Charmaz, 2014, p. 13). It is recommended that grounded theorists ensure clearly described
research processes because the theory generated is dependent on the participants and because
the grounded theory approaches and methods can vary (Chiovitii & Piran, 2003).
3.5.11 Theoretical Sensitivity
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This thesis has identified the research process as theorizing to acknowledge it as
engaging in practical activities of the world and constructing understandings. Essentially, this
thesis emphasises CGT as the studied phenomenon which extends to include the data and
analysis as created from the shared experience between the participants and other data. This
stance requires constructivist grounded theorists to engage reflexively with the research
process and its findings. The aim of interpretive theories is to understand meaning and
actions and how people construct them. To achieve theoretical sensitivity acts of reflexivity
were used to prevent the constructivist grounded theory inadvertently importing taken for
granted values and beliefs and imposing them into our work. This process is explained further
below.
3.5.12 Reflexivity
Reflexivity refers to the degree of influence the researcher may or may not have over
the findings (Guillemin & Gillam, 2004). It aims to enhance the quality of the research
methods through extending our understandings and perspectives effecting the research
processes (Jootun et al., 2008). It is the defining process that is used by qualitative
researchers to recognise that they are part of the world they are studying and to demonstrate
how personal values may influence findings (Jootun et al., 2008). Theories from a
constructivist perspective emphasise understanding rather than the positivist approach which
strives for explanation and prediction. Advocates of the constructivist approach view
theoretical understanding as extracted and interpretive, accepting that “…emergent, multiple
realities; indeterminacy, facts and values as extricably linked; truth as provisional; and social
life as processual…” (Charmaz, 2014, p. 197). The findings are considered a reflection of the
researcher’s understanding, based on theoretical underpinnings which have influenced a
chosen approach to methods that allow a theory to emerge from within the data.
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Grounded theory allows for the generation of theories from, and grounded in, the
research data to better understand what is happening within a social context (Steen & Roberts
2011). Specifically, a constructivist grounded theory (CGT) perspective acknowledges the
subjective role of the researcher in the research process and argues the importance of clearly
recognizing their beliefs as an inevitable influence over the findings (Charmaz, 2014). These
background ideas are referred to as Sensitising concepts within CGT and are said to be
embedded within our disciplinary emphasis and predispositions that inform the overall
research problem (Charmaz, 2014, p.31). However, caution needs to be taken not to allow
them to be an end point (Charmaz, 2003), and merely using them as suggestions to explore.
Concept maps were selected for use in this thesis to help express this reflexive process
and to allow me to present sensitising concepts and predispositions. With an increasing
interest in the importance of reflexivity, concept maps offer a practical method in qualitative
research for conceptualizing emerging ideas or messy thoughts that occur before or during
the analytical process (Butler-Kisber & Poldma, 2010). It provides a visual representation of
ideas with text reduction that can be encircled, organized, and linked through a series of
significant symbols and drawn shapes (Butler-Kisber & Poldma, 2010). This process has
been used to help me reflexively identify sensitising concepts and construct meaning from the
data, allowing links to be made that assist the synthesis of information pushing analysis
further and help new insights to emerge (Butler-Kisber & Poldma, 2010).
These background ideas have been identified in Figure 3 (see p.99), as the sensitising
concepts illustrated using the concept map that shows my predispositions as the primary
researcher. It is recommended that sensitizing concepts offer a starting point for seeing,
organising and understanding that may deepen our perception and offer a beginning point for
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the developing analysis (Charmaz, 2014). Reflexivity was also practised throughout this
study’s memo writing processes.
3.6 Identifying My Preconceptions Through Reflexive Writing
My first experience of midwifery care was at my hospital booking appointment when
I was 24 weeks pregnant with Leila, my eldest daughter. After the birth of my daughter was
totally inspired by the midwives who cared for us and with a little encouragement form my
mum, I enrolled into the Bachelor of Midwifery program through the University of
Newcastle.
As a student midwife I had the privilege of supporting several women and their
families throughout their pregnancy, birth and postnatal experiences through the Continuity
of Care Experience (CCE) mandated in entry to practice midwifery education programs
(Australian Nursing and Midwifery Accreditation Council, 2014). These experiences showed
me the importance of developing a trusting, therapeutic relationship, and the value of time
that a continuity of care relationship provided. The foundations of woman centred care and
the importance of MCC were core aspects of my undergraduate education and have
undoubtedly shaped my perspective of this research topic.
Three years later, in 2015, I became a registered midwife and commenced my new
graduate year, whilst continuing to study a Bachelor Midwifery Honours degree. During this
time, I joined a working party developing a business plan to implement a MCC model.
Although, a document was finalised, and all appropriate stakeholders seemed to be engaged,
momentum towards implementing a model stalled and as a result the working party fell apart.
It was at this point that I considered what I could do to contribute to this project. By this time,
I had just successfully completed my honours degree which opened the opportunity to a
scholarship supporting my Doctoral studies. With this in mind I applied for the PhD
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scholarship hoping my research would contribute to the implementation of a MCC model in
my local hospital. Although this project did not evolve into the pilot project that implemented
a model like I had hoped (my supervisors were quick to rein in my enthusiasm), my topic
developed into a more manageable research question for a PhD; that is, exploring factors that
influence implementation of MCC models in regional areas in NSW. I hoped it would answer
a question that I know myself and many of my midwifery colleagues have and continue to
ask; ‘why was it so bloody hard to implement a MCC model?’
Additionally, I need to acknowledge my experience of working as a registered
midwife. Following graduation, I was successful in securing a new graduate position,
working in the same regional public hospital I had just completed my clinical placements in
as a student. As a registered midwife I worked in a medically led maternity unit on a rotating
rostered shift basis. I found shift work challenging as a young mum with a partner who
worked away. I also noticed how much I missed working with women, in a continuity of care
capacity. I often felt like I had to recheck my positioning as a midwife working in this way,
as I felt distanced from the women I was caring for; often rushing through antenatal
appointments, with only just enough time to document their medical history and ensure I
hadn’t missed anything important, before attempting to get through the next necessary tasks,
or care plan, that needed to be ticked off before the end of my shift. I missed the continuity
relationships and the time it provided to really get to know each woman and learn what was
important for her, and her family.
My experiences (see Figure 3, p.99), have led to a genuine value for the benefits of
MCC, for both the improved health outcomes that evidence has so strongly proven and, the
trusting therapeutic relationship with women that is enabled. What I struggle to understand is
why MCC is still not an option of care, that is easily accessible for the majority of Australian
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women? This question has influenced my PhD research focus, which is to investigate the
factors that influence the implementation of MCC models in regional NSW public hospitals.
Figure 3
Acknowledgement of primary researcher’s preconception
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Chapter 4: Methods
A description follows of the constructivist grounded theory research methods used to
answer the research question: What factors influence the implementation of Midwifery
Continuity of Care Models? Perspectives of key hospital informants in regional NSW. The
aim of this study was to gain an in-depth understanding of participants’ perspectives
exploring factors that influence the processes of implementing MCC models. These
perspectives were developed to generate a theory explaining the processes that underpin
implementation and assist with increasing translation of MCC models across regional
Australia. This chapter provides an outline of the processes undertaken to conduct this study
beginning with a description of the study context, and includes an explanation of the
significance, purpose and aim of the research. This information provides a backdrop for the
approaches used during participant recruitment, data collection and analysis, and the
processes that led to the generation of the resultant theory. This chapter also presents the
strategies undertaken to ensure the research process maintained credibility and showed
verifiable findings.
Significance of the study
Australian public policies recommend that MCC should be accessible for women and
their families during pregnancy and birth (Dawson et al., 2016). The NSW Towards Normal
Birth Policy (NSW Health, 2010) and Midwifery Continuity of Care Tool Kit (NSW Health,
2012) recommend implementation of MCC models and outline a guide aiming to increase
access in all public maternity services by 2015. However, a recent Australian national crosssectional study showed that only 8% of women in public hospitals are able to access MCC
models (Dawson et al., 2016). An important observation in Dawson et al.s’ (2016) research
showed that MCC models were primarily available only in metropolitan areas (Dawson et al.,
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2016). This is significant as authors from two studies identified in the earlier literature review
(see Chapter Two), recommend that further research exploring implementation of MCC
models within rural Australian settings is needed (Brown & Dietsch, 2012; Dawson et al.,
2016). Both studies acknowledged a lack of midwifery staffing and medical support as
challenges for rural areas. Brown & Dietsch (2012) demonstrated that 50% of rural
Australian maternity units have closed since 1992 and that caseload midwifery continuity
models would offer a safe and effective service of care. Both studies argued a lack of
funding, resources and further research are needed to increase implementation of MCC
models in Australia or at least to obtain an understanding of why they are not being
implemented. Since the release of the Towards Normal Birth Policy (2010) the
implementation of MCC has been described as challenging and slow (Homer, 2016) which is
reflected in the small number of women accessing these models, particularly in regional areas
(Dawson et al., 2016). There is a need for further research investigating factors associated
with implementing MCC models and how to improve translation across diverse Australian
maternity settings.
Aim of the Study
This study aims to identify factors that influence the implementation of MCC models
within regional NSW public hospitals from the perspectives of key hospital informants.
Purpose of the Study
The purpose of identifying these factors from the participants’ viewpoints is to better
understand the processes that may assist with increasing MCC models and access to this type
of care for women and babies. A constructivist grounded theory approach provided
opportunity to generate an understanding of unique factors that may inhibit or facilitate the
implementation of these models within regional settings. This approach acknowledges that
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implementation of MCC models is influenced by a complex array of factors which require a
multidisciplinary collaboration of key stakeholders committed to midwifery philosophy of
care and achieving implementation. This was confirmed in the integrative literature review
(see Chapter two) which explored implementation of MCC models and identified themes
associated with the structure and delivery of maternity services and a need for change within
maternity culture. Therefore, the key research question that underpins the methodology and
methods of this study is:
Research Question
What factors influence the implementation of MCC models within Australian regional NSW
public hospitals?
4.1 Study Design
A constructivist grounded theory approach is an appropriate method to address this
research question, as it seeks to understand the multiplicity of interactions existing within the
social processes surrounding the implementation of MCC models, through the perspectives of
key hospital informants. Additionally, a constructivist grounded theory approach ensures the
researcher remains reflexive and identifies any subjective influences throughout the research
methods and generation of outcomes, for example, as the primary researcher I have a
professional midwifery background, which may guide interpretation and data analysis
processes. Reflexivity was used throughout this study and is incorporated in the form of
memo writing. This ensured that the researcher’s influences were clearly identified and to
enhance the integrity of the research processes (Charmaz, 2014; Higginbottom & Lauridsen,
2014; Nugus, 2008). Reflection is an essential midwifery skill (Ekelin et al., 2016) which
enables the development of personal qualities and skills to facilitate a trusting partnership
based relationship with women, fostering their empowerment to make decisions that optimise
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their health care outcomes (Pelvin, 2011). These attributes of the midwife-woman
relationship highlights similarities to reflexivity, and the important acknowledgement of the
researcher-participant relationship developed through a constructivist grounded theory
approach as used in this study.
4.2 Setting and Participants
This study was conducted in regional public hospital settings in NSW, Australia.
However, the role of the midwife across NSW public maternity hospital settings is not
homogenous. The way in which a midwife works across the maternity care setting is often
dependent on the needs of the organisation’s staffing requirements. In some areas, this
requires midwives with dual nursing and midwifery qualifications to work in other acute
areas of the hospital setting as needed. In regard to current midwifery roles, the locales
included in this research encompassed regional public maternity services that offer medically
led antenatal, intrapartum and postnatal care; and employs midwives who work within the
National Midwifery Guidelines for Consultation and Referral (ACM, 2013). Midwives in
these settings are often employed to work on a rotating roster basis. This type of care is often
described as fragmented care with women cared for by several midwives with referrals to
obstetricians when necessary during their antenatal, intrapartum and postpartum experiences
(Fahy, 2012). For this study, regional areas were defined as urban centres with a population
of less than 100 000 (AIHW, 2004). The resultant data were collected from participants
employed across six different NSW Local Health Districts.
4.3 Participant Recruitment
Initial participants were recruited through emails and contacted via phone calls
following ethics approval. Information outlining the research project was distributed to
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participants via email (see Appendix C Example of Letter to the Maternity Unit Manager and
Clinical Midwifery Consultants).

Table 5
Initial Participant Sampling Inclusion Criteria

Initial Sampling Inclusion Criteria:

1. Midwifery Unit Managers & Clinical
Midwifery Consultants
2. Employed by NSW Health
3. Working in maternity units? Within
Australian regional NSW Public
Hospitals.

Moving from purposive sampling to theoretical sampling is important, to avoid
limiting or narrowing the data collected; a strategy recommended by Charmaz (2014). This
approach gathers information from one or a few people and then relies on these people to put
the researcher in touch with others who may be appropriate or significant contacts, like
snowball sampling (Schneider & Whitehead, 2013). It was anticipated from the literature
review findings that both women and midwives would play an important role during
implementation stages, therefore, ethics approval included both these participant groups. It
became evident during phase one interviews that midwives were a significant influence over
the implementation of MCC models. Likewise, interviews with midwives revealed the
important influence women within the community also had over the implementation of these
models. These findings prompted further theoretical sampling of both midwifery and women
participants. Theoretically sampled participants were recruited for phase two and three
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interviews and were contacted via an email sent by participants who had already taken part in
an interview. This email outlined; a summary of the research project, letter of invitation to
participate, and consent form (Appendix C). Interested participants were provided
information describing the nature of the research, and the contact information of the PhD
candidate and primary supervisor should participants require further information. Participants
were asked to complete the consent form and return via email, and/or, consent was obtained
in person before the interview commenced. Once participants confirmed their interest to
participate, interview times were arranged via email correspondence, ensuring date, time and
location were convenient to the participant.
In line with ethical approval, the setting for the interviews took place via online video
conference calls or in the participants’ offices or education rooms that were available at the
participants’ regional hospitals. These locations were chosen and agreed on for the
convenience of all participants involved. Verbal consent to being recorded was affirmed prior
to the commencement of the interview, participants were reminded that any information
would be de-identified and that they could choose to withdraw at any time. Once verbal
consent to being audio recorded was obtained, and the participant stated they had no further
questions, recording commenced and the interview for data collection followed.
4.4 Data Collection
The data collection method chosen for this study was intensive interviews which is the
recommended constructivist grounded theory approach (Charmaz, 2014). Interviewing is the
data collection method of choice most frequently used in qualitative research, primarily oneto-one interviewing (Crouch & McKenzie, 2006). The aim was to generate data that
facilitates participants to provide an authentic insight of their perspectives regarding the
implementation of MCC models in regional areas.
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The interview guide used was developed using broad, open-ended questions
(Charmaz, 2014), and is provided in Table 6. These questions were proposed and refined
using a template of guiding interview questions (Charmaz, 2014), and feedback from
supervisors. This process ensured appropriateness of the questions to explore the research
topic. Awareness and adoption of the interviewee’s words and terms, in-vivo words were also
noted in field notes and used to explore ideas that had emerged during the interviews
(Charmaz, 2014). Once the participant finished sharing their story the interviewer took the
opportunity to ask open-ended questions about the topics the interviewee had raised that
needed further exploration (Charmaz, 2014). This additional theoretical sampling provided a
chance to pick up ideas in interviews, or through studying the data, and the ability to return to
the field, to gather further focused data. Theoretical sampling provided opportunities to
answer analytical questions that assisted with filling conceptual gaps (Charmaz, 2014).
Throughout these interviews I relied on my therapeutic communication skills already
well developed through my clinical experiences working as a registered midwife. The use of
strategies such as active listening, paraphrasing, summarising and showing empathy toward
the participant as they told their story and assisted with ensuring correct interpretation of their
perspective. It also demonstrated mutual respect and the valuing of their contribution to the
research study. Additional interview training with my primary PhD supervisor prior to the
interview phase also assisted the interview process. The primary supervisor for my research is
an experienced Mental Health Nurse, with a background in counselling and psychotherapy.
These training sessions helped to identify and develop further strategies that were appropriate
to the intensive interview approach used in this project.
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Table 6:
Interview Question Guide
Interview Guiding Questions

1. Tell me about MCC models?
2. Can you tell me what factors need to be considered when implementing a MCC model
within your health facility?
3. Could you describe the steps or processes that would lead up to implementing a MCC
model in this hospital?
4. Can you describe any challenges that may need to be considered if implementing a
MMC model within your health service? How could these be addressed?
5. Describe the most important lessons you have learned regarding implementing MCC
models?
6. Who would influence this process? and can you tell me how they would influence it?
7. Who else would you consider a key person involved with the implementation of a MCC
in your hospital?
8. Has any organisation been helpful in implementing MCC models? What did …. help
with? How has this been helpful?
9. Implementing this type of service had been identified as limited within regional NSW
Why do you think this is so?
10. Is there something else you think I should know to better understand implementing MCC
models, particularly in regional areas?
11. Is there anything you would like to ask me?
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Data were collected through digital audio recordings, field notes and transcribing of
the individual interviews. Interview recordings and transcripts were stored on a password
protected computer. These files were only accessible by the PhD team and one professional
transcriptionist who agreed to strict confidentiality. The documentation of field notes
enhanced the process of data collection by recording the context in which it took place, and
for describing any nonverbal communication. Therefore, for this study, the interviews were
recorded and transcribed, and field notes were made during and on completion of each
interview. These steps provided an opportunity for reflexivity and documented a clear
decision trail, adding contextual insight into the recorded data. These handwritten documents
used a numbering system to link them to the corresponding de-identified interview transcript
and were stored in a locked filing cabinet, in my office.
4.5 Data Analysis
I analysed the transcribed interviews and field notes following a constructivist
grounded theory approach as outlined by Charmaz (2014), and discussed earlier in Chapter
Three. This approach is an interactive and interpretive process that happens simultaneously
(Charmaz, 2006, 2014; Hall et al., 2012; Harry et al., 2005). Essentially, it involved a
procedure of initial coding of the raw data and incorporating field notes during memo
writing. This helped me to explore the developing codes and categories emerging from the
data, and subject them to constant comparative analysis (Charmaz, 1990, 2014; Glaser, 2002;
Strauss & Corbin, 1998), often happening synchronously within and between interview
transcripts (Charmaz, 2014; Hall et al., 2012).
4.5.1 Coding
Initial coding involved analyses of the words, lines, incidents, or phrases for emerging
codes that showed similarities, differences, substantive ideas and gaps that were appearing
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from within and between the interviews (Charmaz, 2014). The process first involved listening
to the audio-recording of interviews, whilst simultaneously proof-reading transcripts. At the
end of this step field notes were read and early memo writing commenced through freewriting and clustering strategies (Charmaz, 2014). Early memo-writing during this process
assisted with incorporating field notes, reflexivity and emergence of codes, categories, and
early theory development (Charmaz, 2014; Lempert, 2007). Management of preconceptions
was regulated through reflexive memo writing and concept mapping (Charmaz, 2014;
Lempert, 2007). At this point gerunds were used and often applied to the in-vivo codes
encouraging a deeper evaluation of the data by focusing on the actions and process occurring
within the data. This strategy prevented me from just simply identifying topics or themes
(Charmaz, 2014).
Emerging or reoccurring ideas and codes were explored further in memo writing
following the initial analysis of each interview and corresponding field notes. Verification of
these emerging codes and ideas were then tested within subsequent interviews and, if needed,
the interview guide was developed to include these as theoretically guided interview topics.
Further data collection through theoretical sampling was resolved once no new information
emerged from subsequent interviews demonstrating that data saturation had been achieved
(Hall et al., 2012; Charmaz, 2014). Similarly, verification was also prompted during constant
comparison between interview data that sometimes-showed gaps or similarities which
prompted exploration of ideas through follow up interviews. As data collection progressed
awareness of emerging concepts became more astute, and the need for follow up interviews
was reduced.
The interview transcripts were uploaded into the University of Newcastle licensed
software NVivo12™. This software provided an organised system for data management
including documentation and recording of the codes, categories, and concepts with the
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corresponding data (interview transcript) from which they were developed. It is worth noting
that analysis was facilitated through memo writing, theoretical sorting, and diagramming,
rather than using the analytical tools within the NVivo12™ software. In order to record the
development of codes, categories and concepts, a tabled audit trail was kept using Microsoft
word documents (see Appendix E). These tables were also a useful tool for the progression of
codes to categories, categories to concepts, and the incorporation of memos and relevant
literature. It provided a clear trail of tables that allowed codes to be easily searched within the
NVivo12™ software linking them back to original transcripts. The tables also provided a
visual sorting of codes that linked them to categories that rendered them, to the concepts that
also emerged, the observation of comparisons across arrangements of the data and, easy
resorting of developments as analysis progressed. The SmartArt™ function within
MSWord™ allowed for clustering of codes, categories and concept by using the cut and paste
function straight from the tables. These tools facilitated new ways of questioning the data and
analysis, asking; “…What does it mean? ...what’s left out? ..... what context shapes
participant’s stories? how does the story fit together? Am I seeing this in the data because of
my own experience?” (Charmaz & Belgrave, 2019, p.750). The configuration and content of
data are part of the analysis process, and whilst constructivists work through this process,
they are also part of the process; influencing it by the way they arrange the data (Charmaz &
Belgrave, 2019).
Data analysis progressed by using the most significant and frequent initial codes and
sorting or organising them, as described above. These focus codes helped to condense the
large amount of data and aided comparisons and further refinement of the codes. Memo
writing helped to consider which focus codes rendered the data best, clarify direction, and
provided theoretical centrality. The tabled audit trail facilitated the raising of focus codes as
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categories and provided a visual representation of the extracted codes, which made for an
easy audit trail back to the original data. This was important as the process does not always
follow a linear progression with some developments in analysis prompting a return to earlier
data and coding. Initial codes and focused codes were developed in this way and sorting
allowed for the raising of categories and subcategories, all driven from within the data.
Memo writing also prompted theoretical analysis, with the codes and categories providing the
bones of the puzzle that sort further understanding from within the extant literature, and this
theoretical integration often pulling it all together.
4.5.2 Theorising
As the data analysis progressed and theoretical sorting and diagramming allowed for
the integration of codes, categories and concepts with further literature that was explored
through memo writing and an updated literature review; this all coalesced and evolved into a
constructed theory (Charmaz, 2014; Holton, 2007). Clear descriptions of each of these steps
of data collection and analysis are documented in Chapter 3, with a discussion and examples
provided in Chapter 8. Additionally, examples are provided in the appendices, providing
documentation of a clear decision trail (Holloway & Wheeler, 2010), that ensures the validity
of this study (Charmaz, 2014; Cooney, 2011; Holloway & Wheeler, 2010). The generation of
the resultant theory process is discussed in Chapter 8 providing insight into the analysis of the
findings and how the resultant theory was constructed. Figure 6 below outlines the
constructivist grounded theory data collection and analysis processes used in this study.
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Figure 6
Data collection and analysis flowchart

Concentrate on participants’
views and actions

Interview

Noting body language and
terms used

Explore participants’
perspectives using interview
guide

Attend to theoretical sampling
guided by initial participant
interviews, coding and memo
writing

Address emergent areas of
theoretical interest through
further questions using
participants’ words /gerunds*

Focus on areas that need
further investigation
Engage in initial coding,
Memo-writing and focused
coding

Document recurring interview statements as
theoretically credible

Engaging in advanced
memo writing

Development of tentative categories

Identify theoretical direction

Present generated theory & conclusions
*Gerund- word ending in “-ing”, made from a verb and used like a noun

Diagramming,
theoretical sorting &
integration of codes &
memos into concept
maps
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4.6 Ethical Considerations
For the proposed research, all aspects of the study were undertaken in accordance
with the NHMRC National Statement on Ethical Conduct in Research Involving Humans.
Ethical (National Health and Medical Research Council, 2018) clearance was acquired
through the Hunter New England Human Research Ethics Committee (Appendix C).
Multiple Site-Specific Approval (SSA) was obtained to access individual locations to collect
data from participants. Ethical clearance was also obtained through the University of
Newcastle. Recruitment and data collection commenced following ethics approval granted on
the 5th April 2018.
Voluntary Participation
Once the initial participants’ cohort had been identified using the selection criteria
explained below, they were invited to participate in the study and complete the research
consent form (Appendix C.4.). This gave potential participants the opportunity to accept or
decline involvement (Rallis & Rossman, 2012). Participation was voluntary and an
opportunity to withdraw from participation at any stage without penalty or prejudice was
reaffirmed at time of interview. No incentives were offered to recruit participation. All
written informed consent forms have been stored in candidates locked storage cabinet.
4.6.1 Participant Support
Ethical concerns in qualitative research are described as often being subtle and arising
from the nature of the interaction between researcher and participants. As Guillemin and
Gillam (2004) demonstrate interviews may be a trigger for participants to share information
that exposes both themselves and /or the researcher to potential ethical issues or vulnerability
to harm. It was possible the study interviews investigating factors influencing implementing a
MCC model may trigger participants to share their personal perspectives that are based on
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their own experiences of birth and childbearing, including the care had received, were offered
and witnessed. The potential for participants to feel emotional or experience psychological
discomfort was, therefore, a possibility during or following interviews. The interviewer was
prepared to acknowledge and react appropriately if participants did share personal
information that had the potential to be harmful to the researcher and the participant. A plan
for risk management included continuous assessment of a participant’s level of comfort and
anxiety throughout the interview, terminating the interview, rescheduling it for a later time if
the participants became distressed or anxious, and, if necessary, offer a referral for
participants to a free counselling service through Lifeline (Appendix C.3.). In addition,
participants were informed that they were able to refuse to answer any question at any point
in the interview. No physical risk to the participants was anticipated or occurred during this
research study.
4.6.2 Confidentiality
The participant information sheet (Appendix C.3.) described the steps taken to ensure
confidentiality. Participants were sent this document in their recruitment email. This
information was also reviewed at the start of each interview, the interviewer advised
participants that it was imperative to protect the rights of others and ensure they did not
discuss any issues raised in the interviews with anyone not involved in the study. Prior to the
interview, I explained the research purpose and procedures for data collection, the potential
risks and benefits were identified, the rights of research participants were reaffirmed, the time
commitments were predicted and the strategies to protect participants’ privacy and anonymity
were discussed. Additional time was allocated for participants to ask questions prior to
signing their consent form, and before each interview commenced to ensure informed consent
was obtained.
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4.6.3 Anonymity
Participants were allocated pseudonyms to protect anonymity and confidentiality of
responses. Participants were recruited through their professional organisation’s contact
information. All identifying information such as participants’ names, place of employment or
geographical locations were removed from transcripts, field notes, memos, reflexive journals
and presentation or journal article materials. Only the primary researcher has access to the
record of codes used to link transcripts to participants. These will be destroyed at the
completion of the study. All hard copy material will be kept in candidates locked storage unit
and all electronic material stored on a password protected external hard drive for 5 years from
date of publication. Storage processes follow the Hunter New England Human Research
Ethics Committee and National Health and Medical Research Council’s (2007) recommended
minimum period of data retention.
4.7 Verification and Validation
The primary researcher was the main instrument of data collection and analysis for
this study. Therefore, I used processes to ensure opportunities for bias were reduced. It was
important to acknowledge, for example, that as the primary researcher I am a practising
midwife which influences my preconceptions of the research topic, developed from
experiences and perspectives that could guide data collection, analysis and generated
theories. Consequently, credibility of the study was maintained through several approaches:
(1) Validation of participants’ responses during analysis whereby the participant can
confirm agreement or disagreement with how the researcher has represented their
perspective. The researcher used paraphrasing and summarising techniques
throughout the interview to confirm correct interpretation of participants’ words, and
by reviewing field notes at the end of interviews or via follow up phone calls.
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(2) Cross checking of my coding and interpretation of the data with my primary
supervisor safeguarded consistent coding, helped identify missed points and allowed
for discussion of diverse viewpoints.
(3) Reflexive journaling encouraged me to question my assumptions and any
influence they may have had over the data analysis and findings.
(4) Informal consultations between myself and the primary supervisor regarding the
correct processes for data analysis, raising codes, categories and concepts, was an
important strategy to maintain credibility of the developed theory and minimise
researcher bias.
(5) Theoretical sampling facilitated the recruitment of the number of participants
recruited into the study which strengthen its findings and ensured saturation of the
data that emerged.
(6) A clear decision trail documenting every step of data collection and analysis
process allows the reader to distinguish exactly how the resulting theory was
generated right from initial data collection.
(7) The setting of regional NSW public hospitals provided a clear boundary for
interpretation and is useful for future application of the findings. This ensured the
organizational characteristics of this study’s context is easily identifiable. Although
the study was focused on regional NSW public hospitals, multiple sites were included
and findings are comparable with national and international studies, strengthening the
transferability of the findings to other settings.
These steps were used during the data collection and analysis as well as throughout
the development of findings which resulted in the emergent substantive theory. As
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highlighted earlier in Chapter 3, the aim of this study was to remain true to the data and for
the resultant theory to remain well-grounded empirically and conceptually. The validity of
this study was achieved by maintaining an accurate record of the interpretation process used
to analyse the findings. Therefore, this study does not offer a verification of its findings using
an existing grand theory, instead it offers a generated theory that emerged from the findings
using a clearly articulated process used throughout the study. The research needs to be
considered as constructed rather than discovered, which prompts researchers’ to be reflexive
about their actions and decisions (Charmaz, 2014). This study addresses this issue by
providing a clear decision trail, incorporating reflexivity during data analysis through
theoretical sampling and memo writing, and acknowledging any researcher bias using the
processes described above as well as in Chapter Two, and in examples throughout Chapter
Eight.
4.8 Summary
This chapter builds on the theoretical underpinnings presented in Chapter Three and
provides a clear outline of how I applied CGT methods to investigate key informants’
perspectives of factors that influence the implementation of MCC models in regional NSW.
By explaining how these methods were used throughout this study, a clear insight is provided
that shows a valid pathway leading from participant sampling, through the data analysis and
arriving at the resultant theory. The findings that emerged from the process described in this
chapter are presented in the following Chapters Five-Eight, Chapter Five introduces the
participants and provides a contextual backdrop from which the data were collected and
analysed. This introduction offers details about the sample groups that informed the
subsequent findings presented in Chapters Five-Eight, confirming the voices and perspectives
from which the resultant theory emerged.
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Preamble to the Findings
This chapter introduces the participants recruited for this study and provides
contextual and demographic information about the data collected and analysed. This
constructivist grounded theory study explored the perspectives of key stakeholders and
identified social constructs and processes that influence the implementation of MCC models
in regional NSW. The substantive categories that emerged from the data analysis were raised
and developed into the three concepts of theory: ‘engaging the gatekeepers’, ‘midwives
lacking confidence’ and ‘rallying together with women’. All three concepts are explained in
the following chapters’ five to seven. Following the description of these three concepts, an
explanation of how the substantive theory was constructed is presented in chapter eight. The
steps are outlined to show a clear decision trail that leads to the resultant theory: a
partnership between midwives and women is needed to build confidence and enable the
promotion of current evidence, this is essential for engaging key hospital stakeholders to
invest in the implementation of MCC models. Figure 7 below provides a summary of each
concept of theory in relation to its extended categories and sub-categories.
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Figure 7
Diagram of the Substantive Categories

A partnership between midwives
and women is required to build
confidence and enable the
promotion of current evidence;
this is essential for engaging key
hospital stakeholders to invest in
the implementation of MCC
models.
Rallying
together with
women

Engaging the
Gatekeepers
Acknowledging
midwives can
be your
biggest barrier
Changing

Women not
knowing
about MCC
A system not
meeting
women's
needs
Rallying

culture
Funding a
project officer

Midwives lacking confidence
Wanting to be women centred
carers
A system subordinating
midwives
Supporting students and new
graduate midwives

Note: Diagram of the substantive categories which were raised as concepts of theory and related
subcategories outlining factors that influence the implementation of MCC models in regional NSW.

A total of 34 participants were recruited and consented to an interview. Eleven of
these participants were phase one participants, this group included Midwifery Unit Managers,
Clinical Midwife Consultants, and a state midwifery advisor. Phase two recruitment included
thirteen registered midwives; seven with experience of working in a MCC model and the
remaining six had no experience of the MCC model. And lastly, in phase three an additional
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ten women participants were recruited, as representatives of women within regional
communities. Nine of these women participants were representatives of the Maternity
Choices Australia (MCA) advocacy organisation. Seven of the women participants had
experienced care within a midwifery continuity model and the remaining three had not. A
summary of participant information is provided in Table 7.
Table 7
Participant description
Pseudonyms

Role

MCC experience

Years as
registered
midwife

Lillian

MUM

Yes

>10years

Sylvia

CMC

Yes

>10years

Gail

CMC

Yes

>10years

Taryn

CMC

Yes

>10years

Judith

CMC

Yes

>10years

Mary

State Midwifery
Advisor

Yes

>10years

Marlee

CMC

Yes

>10years

Sally

CMC

No

>10years

Willow

MUM

Yes

>10years

Elkie

CMC

Yes

>10years

Leila

CMC

Yes

>10years

Violett

Midwife
/Academic

No

>10years

Myah

Midwife
/Academic

As a student midwife

<5years

Harper

Midwife
/Academic

Yes

<5years

Julie

Midwife

No

>10years

Dorothy

Midwife

Yes

>10years

Representative
of Women’s
Choices
Australia
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Doreen

Midwife

Yes

>10years

Jessica

Midwife

No

<5years

Danielle

Midwife

Yes

>10years

Vanessa

Midwife

Yes

>10years

Virginia

Midwife

No

<5years

Tahleia

Midwife

Yes

>10years

Mollie

Midwife

No

>5 <10years

Penelope

Midwife

No

>10years

Megan

Woman

No

Yes

Christine

Woman

Yes

Yes

Poppie

Woman

Yes

Yes

Rose

Woman

No

Yes

Antonia

Woman

Yes

Yes

Tiffany

Woman

Yes

Yes

Carly

Woman

Yes

Yes

Leanne

Woman

No – Had a Doula

Yes

Josephine

Woman

Yes

Yes

Michelle

Woman

Yes – Also had a
Doula

No

Purposive sampling was used for recruitment of the initial participants from
predetermined criteria (see Table 5, p. 104). The criteria included midwifery unit managers,
clinical midwifery consultants and women representatives. However, recruitment of
maternity unit managers was difficult with only three recruited into the study; this was
explored further using theoretical sampling in follow up calls with Phase One participants
and is explained in more detail in Chapters 8 and 9. Furthermore, recruitment of women
representatives was also limited with only one participant recruited in the initial stages of the
study. All other women participants were recruited after data analysis prompted theoretical
sampling to explore women’s perspectives. Thereafter, snowball sampling was used to recruit
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further women. In line with ethics approval, an existing participant would send a referral
email to a potential participant. These emails invited potential participants and outlined a
summary of the research. Attached to the email was a consent form, a participant information
sheet and contact details if the person was interested in participating. The difficulty in
engaging the maternity unit managers and women participants is important and is discussed
in Chapters 8 and 9.
Each of the next three Findings Chapters (Chapters 5-7), explores one of the
substantive categories that were raised to concepts of theory, along with their related subcategories. Quotations are used from the interview dialogue to help illustrate the importance
of each concept as it emerged from the data. Throughout the proceeding chapters key words
in ‘Italics’ highlight ‘in-vivo’ words, a technique described in Chapter 3, and used in CGT to
remain grounded in the data and to stay true to the participants’ perspectives (Charmaz,
2014). All participants have been de-identified in the following chapters and given a
pseudonym (in brackets), after each quotation. This thesis follows the American
Psychological Association seventh edition (APA 7th) publication manual for scholarly writing
style and formatting (APA, 2020). The only exception to these referencing guidelines is the
formatting applied to participant’s direct quotations. Throughout Chapters 5-7; these
quotations follow APA 7th suggested formatting, however, are also italicised for visual
clarity. Below is an outline provided for each of these Findings Chapters.
Chapter Five: ‘Engaging the gatekeepers’ highlights the importance of identifying key
stakeholders who influence implementation of a MCC model and explores the social
constructs and processes the management participant group identified as supportive in
facilitating engagement with these stakeholder groups. Three sub-categories are identified
which show significant influence over the success of implementation, including:
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‘Acknowledging that midwives can be a barrier’, ‘Changing workplace culture’ and
‘Funding a project officer’.
Chapter Six: ‘Midwives lacking confidence’ represents the perspectives of regional
midwifery participants. The findings indicate that midwives are ‘wanting to be women
centred carers’ and value the continuity relationship. However, the midwifery participants
felt that the way regional hospital maternity care is structured prevents them from working to
their full potential and described it as ‘a system subordinating midwives’. Participants
outlined several barriers that explain why midwives resist the transition to MCC models.
Despite the challenge’s midwives face, the findings show the important contribution of junior
midwives and the need for ‘Supporting student and new graduate midwives’ as an important
factor facilitating of MCC models.
Chapter Seven: ‘Rallying together with women’ emerged as a substantive category that
pulled together a number of subcategories that describe the important contribution midwives
and women make towards implementing MCC models when they work together. Throughout
this chapter the women participants identified that ‘women not knowing about MCC’ models
are a major barrier preventing access in regional areas. This problem was consistently linked
to issues associated with midwifery care provided through the hospital; ‘A system not meeting
women’s needs. Nevertheless, participants’ recounted instances where ‘rallying together’
was necessary to secure future access and shape local maternity care service models. These
efforts assisted women and midwives in regional areas to engage with executive level
management and this was shown to facilitate implementation of MCC models.
Chapter Eight: Substantive Theorizing. This chapter moves from a presentation of the
findings to the decision trail that illustrates how the raised categories and concepts of theory
were developed into a constructivist grounded theory. An outline is provided of how I
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analysed the findings using theoretical sampling, sorting and diagramming, to construct the
resultant substantive theory.
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“Sometimes midwives are their own worst enemy by not knowing their evidence and speaking
like intelligent professionals. Calling a doctor in (for example) … what we should be doing is
having that conversation like we’re an equivalent, equal … So not handing over power by
natural default with how we behave. It’s acting like I have the power and – “I'm working with
you, not handing over to you”.
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Chapter 5: Engaging the Gatekeepers
This chapter presents the first of the three substantive categories that were developed
and raised as concepts of theory. The chapter explores the categories and sub-categories that
emerged from the phase one participants’ interviews. The phase one participants included
midwifery unit managers, clinical midwife consultants and midwifery state advisor
perspectives. The findings from these interviews are summarised in Figure 8 (see p.149). This
initial participant group consisted of two midwifery unit managers, eight clinical midwifery
consultants and one senior state midwifery advisor. Additional participants were recruited as
the data analysis indicated that the perspectives from midwives and women representatives
would provide a better understanding of the research topic. The Findings from the midwives
and women participants are presented in chapters six and seven, respectively.

5.1 Concept of theory: ‘Engaging the Gatekeepers’
The first concept ‘engaging the gatekeepers’ emerged as a substantive category. It
later was developed further as a concept of theory. This concept is explained below and
relates to the three sub-categories; ‘acknowledging that midwives can be your biggest
barrier’, ‘changing workplace culture’ and ‘funding a project officer’. These sub-categories
were identified as having significant influence over the process of implementing a MCC
model, see Figure 8. The gerund engaging alludes to the continued emphasis participants
placed on how important it was for key stakeholders to understand the benefits of
implementing a MCC model. Phase one participants emphasised that effective
communication and education about MCC models was essential to engagement of all
stakeholders. Gatekeepers depicts the emphasis participants used to describe the influence
certain stakeholders hold over implementing a MCC model. Participants recognised the
importance of identifying each key stakeholder as having their own agenda or perspective in
relation to MCC models. As one participant explains:
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It’s about getting the people [all stakeholders] on board ... You need to find the way
...how to engage them because that’s what’s going to make the difference to the
success – engagement at the first utterance of the word at the very beginning and
continuing on. (Sylvia, CMC)
The midwifery workforce was identified as having a greater influence over
implementing a MCC model than any other stakeholder. In addition, midwifery managers
identified that medical staff, hospital executive management, and new graduate and student
midwives are also influential stakeholders.
The process of implementing MCC models was described as a challenging task
because it requires support from these diverse stakeholders, all with differing priorities and
agendas. One participant explained this challenge well: “...just trying to get all of the
stakeholders to actually sit at the table at any given time and agree with the evidence and put
any personal biases and agendas aside’ (Judith, CMC). Midwifery managers repeatedly
identified a need for ‘changing workplace culture’ and the importance of ‘funding a project
officer’ when implementing a MCC model. It was important that this ‘project officer’ was
‘visible’ and available to address staffing concerns around the changes that are needed when
working towards a MCC model. The need for clear communication was linked to education
and promotion of the evidence surrounding MCC:
I think, putting my manager’s hat on and the budget hat on, being able to know that
information and that evidence better and a bit more clearly will help operationally in
introducing more models... Because we've got a lot of accountants, we've got a lot of
health service managers that look at things from a different perspective. (Gail, MUM)
The ‘project officer’ was depicted as crucial to ensuring that the difficult gatekeepers
were engaged and supported the implementation of a MCC model. Phase one participants
recognised that engaging midwives was problematic because a need for ‘cultural change’
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exist. This cultural change was linked to promoting a better understanding of the benefits
MCC models provides in relation to current evidence, and to address the support midwives
require to feel confident transitioning into MCC models.
5.1.1 Subcategory: ‘Acknowledging that midwives can be your biggest barrier’
Phase one participants said that not all midwives were supportive of MCC and
consistently described midwives as the greatest barrier when implementing a model:
I'm thinking midwives are probably the biggest barriers .... Doctors, no. (Sylvia,
CMC)
You would think that, if anybody, the midwifery group would be more supportive
when, in fact, they're not. They are often the ones that cause the greatest barriers with
this. To me, even greater than medical. (Gail, CMC)
Many more barriers from the midwives .. not management. (Judith, CMC)
Phase one participants described their ‘surprise’ that midwives resisted efforts made
towards the implementation of MCC models and even shared stories of midwives
‘sabotaging’ the implementation of a MCC model:
I think one of the factors that was underestimated was the response of the core staff
to the model. .. all of a sudden there was a very big “us and them”. (Sylvia, CMC)
I talked before about the midwives who are sabotaging your costing idea …We didn’t
see that in (Location X). Whereas in Location Y, many more barriers from the
midwives...Well, them getting union involvement. We were quite surprised. We
weren’t expecting it. It was quite a worry ....when you’ve got midwives who decide to
use that as a vehicle for other things. (Gail, CMC)
And I think the biggest challenge is that relationship between… staff and not
underestimating how horrible it can get. (Marlee, CMC)
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This resistance from the existing core midwifery staff occurred throughout the process
of implementation and sometimes continued even after the model was implemented.
Problems included:
Undermining stuff. Like one ... actually white anted the [Midwifery] Group Practice
to the other staff. So, she was in it but then she was badmouthing it to the core staff
and that didn’t help. (Marlee, CMC)
‘Oh, I’m not going near her [woman] she’s in MGP [Midwifery Group Practice]’.
(Willow, CMC)
5.1.2 Subcategory: ‘Understanding midwives’ resistance’
The resistance from midwives was often linked to concerns about recency of practice
for particular clinical skills and uncertainty regarding transitioning to on-call work and
managing a caseload:
There's one [MCC model midwife] at the moment that I was talking to recently and
they’ve all absolutely 100% committed to providing continuity of care but they don't
feel confident in doing peri-repair [Suturing of soft tissue lacerations around the
perineum] ...So then what needs to be in place to make sure that those midwives have
the training that they need and then also the experience and the exposure to be able to
be confident in doing peri-repairs. I think that's really important. (Judith, CMC)
Lifestyle, I think midwives need to be coached through what the reality of working in
a new model would be versus what they do currently, so that we are ensuring that they
are supported appropriately and that they have realistic expectations of that. (Gail,
CMC)
I think also being able to support midwives in working in a different way. It is very
different from working on a shift-to-shift basis to being on-call and providing that
continuum of care. So being able to time manage is really important... Making sure
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that there is (sic) enough midwives in the team or as a backup to be able to support
the midwife .... making sure that all aspects are considered when you're thinking about
how to set up a model. (Elkie, CMC)
A midwife like myself, you get caught in your little silos where you only work
antenatally, you only work postnatal ward, you only work birthing suite and I
wouldn’t know now what to do with each antenatal check. If you were to put me there
[antenatal clinic] for the day, I'd have to really be checking myself. (Judith, CMC)

5.1.3 Subcategory: ‘Recognising the need to engage medical staff and
management’
A small number of participants also identified that medical staff and hospital
executive management could be potential gatekeepers when implementing a MCC model.
Although this group of stakeholders were often recognised as easier to engage, and more
supportive than the midwifery cohort:
I've probably had more issues with that particular group [midwives] than medical or
managers. Because as far as managers are concerned, if you can show from a budget
point of view that it’s workable, they're going to go, “Fine”. Medical – and I know
often people say, ‘Oh, no. They’re …” but if you present it in a very safe, with good
medical governance – which really is midwives doing what they are employed to do
so, in fact, it’s not different to what midwives should be doing – don't have as many
problems with medical staff either. (Taryn, CMC)
I think it also gives an opportunity to talk to medical staff because, as I said, you're
trying to pre-empt anything that’s going to cause a bump and that’s going to derail
the whole model. Because I have found that management, probably, are the last of the
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barriers if it’s done properly... you can prove the cost-neutral nature of it,
management seem to be the least. (Gail, CMC)
But I do think that impact of GP/obstetricians and GPs in rural areas is an issue –
and I'm not saying that is a negative issue. But for small communities, they need local
doctors, they need them to populate the rest of the health service needs, or the health
needs of the community and the fact of the matter is that providing antenatal care is
bread and butter for them, unfortunately.(Leila, CMC)

Participants recognised the importance of early engagement with medical staff and
communicating the benefits during the implementation process. This engagement helped to
address any medical resistance and assisted with implementation of MCC models. For
example, ‘...we didn’t have a huge medical resistance...... where they did have concerns, we
brought them in closer. [We] met with them weekly; including them was crucial .. ’ (Tahleia,
Manager). Participants explained that this collaboration enabled medical staff to discuss their
concerns and provide education to help them understand what MCC involves:
That’s right. So, ‘how do we sort of interface that midwifery continuity of care with
that GP continuity of care’ is really important ..... I know [Location T], they probably
do it the best, that I know of .... and the way that they’ve done that is they introduced a
shared-care model with the midwifery continuity of care and GP group. ... And then,
likewise, that communication between the GP and the midwife is quite high and that
probably has come down to the fact that the GPs know what the midwives can
do.(Sally, CMC)
And I spoke to those midwives the other day and asked them how they did that. And
they literally go to the GP clinics and talk to the GPs and they put their flyers around
what their model of care is in the GP (sic) [rooms], so they're encouraging the women
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to ask the GPs about the continuity of care model. And so, when they do that and
when it’s working well, the GPs refer their women to the continuity care midwives.
So, they do that without that fear of [midwives] taking their practice away from them.
So, if they have confidence that they know what the continuity of care midwives do,
they share visits and they know that the midwives will come back to them if they’ve
got any concerns or not see women when the women can see GPs. Maybe that's the
trick, but I think it’s that relationship between the GP and the continuity of care
midwives.(Mary, State Midwifery Advisor)
5.1.4 Sub-category: ‘Promoting MCC’
Participants explained that although there was a lot of resistance from midwifery staff,
and some from other professions, issues were often related to ‘misinformation’ and ‘not
valuing MCC’. This lack of awareness and value for MCC models described by Sylvia was a
repeated concern; ‘… we had monthly steering committee meeting ... we had a member of the
executive team there, medical staff, we had all the midwives there and we did a lot of
education because no-one here knew what continuity of care was’ (Sylvia, CMC).
Phase one participants observed that a lack of understanding often resulted in
misinformation being shared between midwifery staff about how MCC models are
operationalised, or how a midwife organises workload in continuity models. These concerns
were shown to influence midwives’ fear about transitioning into MCC models. A better
dissemination of information regarding MCC role specifications, including scope of practice
was clearly needed. These issues are shown in the examples below:
I think midwives also understanding. So not just leaders but midwives who are
working in the models and midwives who are working in the hospital and the rest of
the units, for them to have an understanding of what continuity of care is, how it
functions and the benefits of it is really, really important ..... In general, I think there
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really is a fear, if you've not practiced as a continuity of care midwife, to understand
the flexibility, to understand how working in that way is really quite flexible from a
positive angle’ (Taryn, CMC)
Obviously, that skill set for all of the staff – and that's not just midwives, that's also
your medical staff...making sure the midwives feel confident in being able to deliver
care across the continuum. (Sylvia, CMC)
The core staff not understanding how the model work[s], so not seeing those
midwives in that normal eight-hour shift, “They’re not here. What are they
doing? They don’t do anything.” They’re [MCC midwives] working around what the
women are doing. (Marlee, CMC)
Participants also recognised the importance of supporting those midwives who were
‘passionate’ about MCC. Phase one participants suggested these ‘passionate’ midwives need
support from management staff to feel confident to advocate the benefits and lifestyle
expectations of a midwifery continuity model. This support is required because midwives that
support MCC often were a minority amongst regional maternity staff:
One of the things that I've learnt is being able to be clear but also find the champions,
find people that do understand… and really support them because you know that if
they not underrated and they're well-respected with their peers then they actually will
lead a lot of the change when the leaders aren’t around. If that makes sense. (Marlee,
CMC)
So I think, likewise, go and find your champions but also try to identify who the
challenging people out there and who the ‘Negative Nellies’ are and go and talk to
them and try to unpack what it is that they're so fearful of and talk to them about
it.(Taryn, CMC)
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I think we underestimate the impact of that corridor conversation of the midwife and
the midwife, or the midwife leader – and that doesn’t have to be the manager. That
can be the senior midwife, the new grad who’s passionate. It’s just knowing who the
influencers are in that service and making sure that the influence that they're having
is positive. (Gail, CMC)
In addition to hospital staff lacking an understanding, phase one participants
acknowledged a lack of awareness about MCC in the community. Many participants
identified that women in regional areas usually have limited exposure and understanding of
MCC. This lack of awareness was an important factor that hindered translation of MCC
models across regional maternity services. As Sally and Mary explain:
You don't have that groundswell of community consumer group that are driving it as
well, that you would have in a larger area. Because, again, it’s the same reason – a
lot of the women in our geographical area don't know any different so they're not …
They are a number of course that do but there’s not that bigger driving force from the
consumers as well. (Sally, CMC)
And women, of course, whether they know what they want … It’s that everyday
woman that comes to the health service for a pregnancy, having them to understand
the value of a continuity of care model is crucial and, unfortunately, those women
don't often get heard. They just go with the flow; they go with what their aunty or
their grandmother or their mother says or what their sister says or the lady down the
fruit and veg shop says. But they're the majority of our women. Though I think being
able to talk to the mainstream women about the value and the benefits of continuity of
care, if they understood it then they go, “Yeah, that’s what I want. I want to know a
midwife, I want a midwife to know me, absolutely,” and they don't often know what
that means. (Mary, State Midwifery Advisor)
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Participants also described the influence of consumer groups supporting MCC, and
midwives who worked with these consumer groups in facilitating implementation:
I think when there is local need for it – so when the community are asking for it …
and I'm not saying that consumers need to drive this, at all. But in the one particular
LHD [Local Health District] that I'm thinking of where it worked really well, it was
pushed by local consumers so, therefore, they met with the CE, they met with the
Chief Executive LHD, put their needs across, I guess. And then because that
leadership really did start from the top and was engaged then that sort of drove that
sort of lower-level understanding and then all stakeholders were invested – so the
consumers, the doctors, the health leaders, the midwives. So, where I can think it has
worked well, it was driven by the consumers but directed at that level that had the
right influence. (Gail, CMC)
The midwives and the women in the community because I think they have to design
the model that is going to work for them ......... that engagement with those two groups
is the most important. (Leila, CMC)
The data showed that identifying the need to promote MCC evidence and educate all
staff was ‘ .. really important in our planning phase before it starts and to have that support
... for it to be successful’ (Lillian, MUM). A real lack of awareness about MCC models on
both an organisational level and at a grass roots level, was identified to be hindering
implementation in regional areas.

5.2 Category: ‘Changing Workplace Culture’
Phase one participants often linked gatekeepers who blocked MCC with a need for
‘cultural change’. Repeatedly participants spoke of the regional midwifery workforce being
resistant to change and the difficulty in ‘navigating the midwifery family’. Participants spoke
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about the ageing midwifery workforce in regional areas contributing to a culture of
resistance: ‘... and older, like they’re all getting up to retirement age and it’s like, “I don’t
want to do something different now. I just want to come to work...” (Taryn, CMC).
Participants reported that midwifery staff working in regional areas were a close-knit group
of colleagues that functioned like a ‘family’. This relationship between midwives made it
difficult to engage support for MCC models and implement changes. A major barrier was that
midwives in regional areas have not worked in MCC models. Several phase one participants
suggested that networking with midwives from existing MCC models would be beneficial for
correcting misinformation and could also be motivating for regional midwifery staff.
Additionally, participants consistently recognised a need to ‘support student and new
graduate midwives’ to work within MCC models, because they were said to understand and
value MCC. Student and new graduate midwives were highlighted for contributing to cultural
changes in the midwifery workforce. Implementing a MCC model was more about changing
workforce culture to recognise the value of MCC;
Not just building the model but really looking at the unit and their willingness to
change, their willingness to embrace that change. Because some units are much
further along that journey than others... whereas, other aren’t. (Gail, CMC).

5.2.1 Subcategory: ‘Navigating the midwifery family’
A close ‘family’ like relationship between regional midwifery staff was frequently
reported by midwifery managers as a barrier that was hard to overcome when implementing
changes. The regional workforce was described as an ageing demographic, usually with
longstanding employment within their local hospital. This context resulted in relationships
between midwifery colleagues that were a strong and influential connection and had a
‘family’ like dynamic. These tight knit relationships were observed to have a substantial
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influence over the midwifery workforce’s support for /or against implementation of a MCC
model:
We have an ageing workforce which means that they’ve probably settled into their
little [midwifery] family - this is their family. Midwives often socialise with midwives
which means, if you think about who their friendships are, it’s often built ... they’ve
been in the unit for a long time. What we’re about to do is break that family. A whole
service going over, it’s going to be worse because not only are you breaking the
family but some of them won’t want to be in that model. (Gail, CMC).
“Don’t bring change in we don’t like it.” They’re very resistant to change… They
still are. (Sylvia, CMC).
Really hitting that face-on, going and talking to those, hopefully, individuals – but
usually there's a group of them.(Taryn, CMC).
The influence this ‘family’ like network had over midwifery workplace culture was a
significant concern and was a barrier to implementing MCC models. Many participants
described that the lack of motivation or support regional midwives showed towards these
models was due to an ageing workforce, which is common in regional areas.
5.2.2 Subcategory: ‘Accessing examples of existing MCC models’
Stage one participants recognised that regional areas lack exposure to MCC models.
This contributed to midwives’ lack of motivation and understanding. Participants suggested
that networking with midwives from existing MCC models may be a valuable resource for
correcting misinformation and as a source of inspiration:
I think it [MCC model] coming to this unit in a regional area – because we’ve never
had it – it’s not valued as much. If you asked individual midwives they would value it,
value continuity, but you don't then have that passionate group that has seen it in
action and knows the benefit and doesn’t need to be convinced of anything and who,
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therefore, drive it and make it happen. I think we have limited exposure in this unit to
that. So, I think that has a huge impact in regional areas. (Lillian, MUM)
Participants reported that change is achievable and that better networking
opportunities would be beneficial for regional areas looking at implementing a MCC model.
As the following two participants describe:
Being able to share with each other what’s worked and what hasn’t worked, rolemodelling, good leadership – they're all really important things for our midwifery
leaders as well as it is for everyone else. (Sally, CMC)
I think them being able to experience continuity of care helps them to work through
those fears of being on-call all the time. (Willow, MUM)
If people could come out here and see what it is like and how beautiful it can be.
(Elsie, Manager).
Participants recognised the valuable example MCC models set for other areas despite
the existence of a limited number of MCC models. Participants highlighted that in some
regional areas midwives were motivated by witnessing another maternity service
demonstrating that it was achievable to implement a MCC . For example:
The only way they got Location V was the midwives kept agitating for it, saying, “In
this day and age...this is not okay anymore”. And they got it because the midwives
wouldn’t let it go and just kept arguing and arguing and pushing and they got it. Now,
Location VI, is starting to say, “Well, we need it too”. So now, that drive is coming
from the bottom up. (Sylvia, CMC)
It was recognised that in some areas participants also described a domino effect; one
location implementing a MCC model can show that it is achievable and be a source of
encouragement to other maternity units to start pushing for a MCC model to be implemented
within their maternity service.
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5.2.3 Subcategory: ‘Supporting new graduates and student midwives’
The need for cultural change was frequently linked to a shift seen coming through
with new graduate midwives and particularly Bachelor of Midwifery students. Participants
identified the importance of involving new graduates and students into the implementation
process of MCC models. They described the ‘passion’ and ‘enthusiasm’ of students and new
graduate midwives as motivating and encouraging for other staff. Additionally, it was
recognised that students and new graduates had already experienced what continuity of care
work was like and the value of them sharing this knowledge with other midwives:
I think they have because they're studying this sort of stuff, looking at these models at
Uni so, yes, they're quite helpful in supporting some of the older staff as to how things
might look. Plus, they're young and enthusiastic.’ (Elkie, CMC)
We’re now graduating our future workforce from that model of education and that
group of students or graduates have a passion for continuity because of the way that
they're educated. (Lillian, MUM)
The midwives that are coming though, particularly in the last five to six years...and
they do 20 continuities. So, they have far more experience in working across the
whole scope of practice than I ever did in my midwifery education and as I ever have
in my work. They are trained and prepared for that model, way of working so why not
bring them straight out and put them straight into those models? (Sally, CMC)
Participants highlighted that new graduates need to be employed into MCC models
and that ‘myths’ around them needing experience on wards first is not valid. Many
participants spoke of the capacity to recruit from this group of midwives and sustaining a
workforce because they are ready and wanting to work in MCC models:
That’s one of the things you see with Location B as well. They’re all young midwives
and they’re all enthusiastic and they’ve ... got quite a high majority of direct entry
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midwives and that’s the way they’ve learnt. And so, they’re working in a model that’s
true to what they’ve learnt. Whereas a lot of the others, go to the other sites and it’s
like, “This isn’t what I want, this isn’t midwifery, this is crap. (Sally, CMC)
We had a 50% rate of B.Mids [Bachelor Midwifery students] so we had a good
understanding of continuity. (Willow, MUM)
And students have rotations because they’re learning then. They’re seeing them all at
work and then that might help recruit. Because they’ve seen how good it is and how
much the women love it. (Sally, CMC)
I think we definitely need to put students in the model because they love it, it’s
encouraging, and they learn so much more. You learn when you're with a woman for
longer. You pick up so much more than just walking in and looking after them for
eight hours. (Judith, CMC)
I think that’s one of the challenges as well is that midwives who are working see that
they’re junior so that therefore they’ve got to go to birthing for three months because
they won’t have enough skills and stuff but it’s like, “You’re going ... to look after
more births with your caseload because you have to.” You can’t choose not to go in
there ... I mean in a rural site you work across all areas anyway like you don’t just
go, because you can’t. You could be doing antenatal, special care, labour ward,
postnatal ward in the one shift ... I think they will get their experiences ... They’ll
build their confidence either way. If you’re doing three months of one thing, you’re
not getting your skills in the other things anyway ... whereas if you’re doing Group
Practice, you’re doing all of them all the time so you’re getting more skills and you’re
not forgetting. (Sally, CMC)
I struggle with that thought that “We can't put new grads...the same person’s in the
office next door, are they not? The same doctor is at the end of the same telephone
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line, are they not?... you just have to keep pushing past that myth and saying to
people, “Why not?” … You're actually going to be safer because you know the
woman better than a woman, you’re not familiar with. (Taryn, CMC)
Many participants described the valuable contribution student midwives and new
graduates make towards implementing MCC models. However, it was also important that
these junior midwives were well supported:
They each have a mentor, we do their appraisals... there’s a whole other layer... of
information and resources to work around as well, to try and meet their needs as
junior midwives. (Willow, MUM)
Some participants also identified that limited access to for work opportunities within
MCC models was contributing to midwifery attrition rates. Taryn, Willow and Mary explain:
Why not get them through and why not put them straight into what they’ve trained to
do? And we lose them. They come into this model of care [Hospital system] which
was not what they wanted, and they hate it and they leave. (Taryn, CMC)
Even now we go through periods where we are a transient work force. We have been
able to secure a more stable workforce since we implemented this model [MCC
model] … it’s definitely a draw card ..... rural and remote there’s definitely that
perception ... the ownership in the rural communities. (Willow, MUM)
If we can establish a network for these leaders then they can see how other leaders
are doing it and they’ll give them the confidence to be able to introduce the change or
consider how a continuity of care model might work for them. Ultimately, from my
perspective, retain midwives. That's the thing that we need. (Mary, State Midwifery
Advisor)
Phase one participants described the need to facilitate students and new graduates to
work in MCC models and to recognise this cohort as future workforce ready and willing to
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step into these roles. Having a mentor midwife and buddy systems were common suggestions
made by phase one participants to help support new graduate and student midwives to work
within MCC models:
For us our biggest challenge was our skill mix...we basically started with second year
midwives supervising new graduate midwives ... in terms of making it clinically safe
the time was spent to address all of the risk assessments... our buddy system, our
review system, we are a very close knit group ...we have a very structured semistructured rostered system for the weekends to support them live with that
lifestyle.(Willow, MUM).

5.3 Category: ‘Funding a Project Officer’
The importance of a funded project officer was proposed as one of the most
influential factors associated with successful implementation of a MCC model. A funded
project officer position was integral to achieving implementation because it addressed many
of the issues and concerns highlighted above including changing cultural attitudes, engaging
midwives and other gatekeepers, addressing misinformation, and designing a model that is
sustainable. Marlee, Taryn, and Judith justify the significance of a project officer role:
And a project officer is great because it gets the job done. (Marlee, CMC)
Yes. And that seems to be the best way … a way to facilitate the process – where
you’ve got a paid project officer. (Taryn, CMC)
It’s a huge thing and if you can get a project manager dedicated to development and
implementation including the change management, that is an ingredient for success...
you’ve got a much better chance at success if you invest financially into it. (Judith,
CMC)
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Several participants stated that funding for a project officer was granted through
Ministry of Health opportunities or research funding applications. The position was often a
three-six-month time frame, but ideally 12 months was described as optimal. Participants
argued that the project officer’s role was necessary because it allowed for the person recruited
to the role to have dedicated adequate time and capacity required to engage key stakeholders
to design and implement a suitable model:
To fund a project midwife but that will only be successful if it’s seen as a valuable
application. So, if that’s not successful, I need to find another funding
source. Really, it’s beyond me how it’s going to be achieved within our current dayto-day work. (Lillian, MUM).
This argument was explored further when it became obvious that recruiting midwifery
unit managers (MUMs) to the study was difficult. Theoretical sampling allowed for follow up
calls with phase one participants who explained that implementing MCC models was above
the expectations of a midwifery unit manager’s capacity and that they would not have the
time to dedicate to implementation. This was confirmed in follow up interviews with phase
one participants:
Many [midwifery unit] managers … they are busy, but now I also recognise that they
don’t have a great understanding of the model or how to go about implementing a
model. So therefore, it falls down the priority list because I know how to do other
things better. (Judith, CMC)
I was just told I had to do it. And so, it was one of those cases where I was just
completely naïve to the process… I was linked into a working group but still very
much flying blind. And you know on top of all the people that are pulling you in all
different directions … and so it just didn’t have that focus. (Sylivia, MUM)
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Absolutely, 100% want to implement a model, in this unit …and I thought that I would
have made ways around continuity by now. And I am so disappointed and annoyed at
myself, that I haven’t done a single thing about. Because I am so incredibly time poor
and I’m someone who wants it to happen. But I’m just at a loss as to how I’m going to
– even give it some energy. (Lillian, MUM)
Participants recognised that MUMs need to show support for these models,
particularly to encourage midwifery workforce support. However, phase one participants
identified that midwifery unit managers do not have the capacity to implement MCC models.
Participants stated that a project officer role was needed to lead implementation and to ensure
adequate time was dedicated to the design of a model that is sustainable.
5.3.1 Subcategory: ‘Hospital Management Showing Vested Interest’
Participants identified the value of having a funded project officer because it was seen
as executive support and management investing in the implementation of a MCC model,
‘Sometimes the hospital just, says, ‘This is a priority and we’re going to employ somebody”.
So, it just depends on how the upper echelon sees it’ (Judith, CMC). This support from within
higher hospital management was described as encouraging and motivating for other staff and
stakeholders to support a model. As Lillian (MUM) explains:
I really think, I truly believe, in setting up the model you need that dedicated paid
position – people need paid time to do it. Because then people will value it, they will
put a lot more time and energy into ... being productive ... because we’re paying you
to dedicate your time and your capabilities to this project. I think that’s really
important on each level.
Many participants described the importance of a project officer engaging the existing
staff. The project officer was frequently described as the source of building motivation and
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maintaining momentum. A project officer was highlighted for providing visible leadership
and opportunity for staff to talk about implementing a MCC model:
I think one of the strategies that works really well is having somebody on the ground
well before that change. Because what sometimes happens is that – “Yes. This is what
we’re going to do,” – ‘Bam!’ And everybody is expected to accept and understand
that. Whereas a lot of the conversations that really occur are more corridor
conversations ..... You need to really pre-empt that because if you’ve got that sort of
angst going on and that concern and stress around change, what it means for them as
an individual ..... It just escalates. And so, you really need somebody on the ground,
like a project position really early in the piece to start managing that. (Gail, CMC)
5.3.2 Subcategory: ‘Communicating is key to cultural change’
Many participants identified that a project officer was able to facilitate the cultural
change required to implement MCC models. The personal traits and change management
skills of a project officer were also important elements highlighted by participants. ‘I think
definitely understanding the leaders’ skills as well, not just the midwives’ skills .... Just that
whole change management area is really, really important and how a leader introduces
change and supports the staff around that change’ (Taryn, CMC). The ability of project
officers to support staff by using effective communication skills and targeted education
strategies facilitated acceptance from core staff:
I think that readiness to change needs some work around that too And I guess that
project officer being available for those corridor conversations, but you can do that a
lot more structured. .. a bit more process driven. (Gail, CMC)
I repeated myself ten thousand times in multiple ways I did it visually, in writing, in
graphs, in handout sheets ...what continuity looks like and means and it took a little
while for them to grasp what it means. (Elkie, CMC)
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[I] remember one of the boards... I tried to visually represent ...[because]one staff
member asked, “What do they [MCC midwives] do all day?” ... I drew up this big
visual thing showing the flow of the day, how you fill our clinical hours ... really
explain that for people who are very numbers driven, tables ... that was really helpful
to explain. (Willow, MUM)
The third facture was the communication...so in my role as a project officer almost
80% of my time was spent out there, ...I had a communication box. (Sylvia, CMC)
A project officer role facilitated staff to ‘feel more at ease’ because their concerns
could be addressed and correct information shared. Participants identified the important
contribution a project officer made toward implementing a MCC model:
On the ground, it’s in the unit, that’s visible... see what everybody’s worried about
and concerned about. ... addressing and listening – because these models are often big
changes for units .. you're trying to pre-empt anything that’s going to cause a bump
and that’s going to derail the whole model. (Gail, CMC)

5.4 Summary

This chapter described the factors that are currently influencing the implementation of

MCC models from the perspectives of midwifery managers. The concept of theory ‘Engaging
the gatekeepers’ established itself through the repeated emphasis participants placed on
particular stakeholders’ that had substantial influence over implementation of the model. The
chapter explored this concept in relation to the three foundational categories from which it
was raised. These categories highlighted the barriers and facilitators, and identified the key
stakeholders that influence the implementation of MCC models, including ‘Acknowledging
that midwives can be your biggest barrier’, ‘Changing workplace culture’ and ‘Funding a
project officer’. Phase one participants identified that in regional areas, the midwifery
workforce itself can be a significant barrier to the implementation of MCC models.
Participants identified that this midwifery resistance is associated with concerns of managing
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work-life balance in on-call continuity models and lacking in certain clinical skills to work
their full scope of practice. Medical staff and management were also highlighted as potential
gatekeepers to the implementation of MCC models, although on a lesser scale. In contrast,
effective communication about the gold standard evidence for MCC models in improving the
health outcomes for women and babies was said to be an effective strategy to engage this
stakeholder group.
A need to change workplace culture was an often-repeated issue throughout phase one
interviews. A strong family like bond between regional midwives was said to be difficult to
navigate and contributed to a culture that was resistant to change. This bond between
midwives was said to be influenced by the needs of an ageing workforce that was unfamiliar
with how MCC models were operationalised. This lack of understanding added to the
resistance of a workforce that has identified skill gaps and a strong group mentality that made
workplace culture difficult to engage with when implementing a MCC model. Despite this
resistance, midwifery students and new graduates were highlighted for their passion and
enthusiasm for MCC models. Students and new graduates were said to facilitate culture
change through their sharing of current, evidenced based knowledge regarding the improved
childbearing outcomes attributed to MCC. Participants also identified the need to support
midwifery students and new graduates to transition into MCC models and, the myth that
these junior midwives require more experience before they can step into these models.
Lastly, the concept of ‘funding a project officer’ was presented, with participants
emphasising this role as crucial to successfully implementing a MCC model. This leadership
role was highlighted for facilitating engagement of all necessary stakeholders; through
effective communication, especially the promotion of the evidence for MCC models, and
overcoming workplace cultural issues that are resistant to change. Participants also identified
the significance of hospital management funding a project officer role because it
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demonstrated organisational investment and support for implementation of a MCC model.
The three categories were presented throughout this chapter in relation to their sub-categories
highlighting the important factors that can facilitate or hinder implementation of MCC
models, in regional settings.
In order to move forward and better understand the complex social processes
influencing the research question, I was prompted to further investigate the perspectives of
midwives by the findings from the phase one data collection and analysis presented in this
chapter. The resistance from the existing midwifery workforce towards the implementation of
MCC models in regional areas was a considerable issue that warranted further investigation.
Theoretical sampling was indicated, and recruitment of midwives allowed for their
perspectives to be explored. These findings are presented next in Chapter Six, and add
valuable perspectives that help clarify issues already identified by phase one participants
providing further insight into the factors that influence the implementation of MCC models in
regional areas.
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Figure 8
Concept Map: Engaging the Gatekeepers

Engaging the gatekeepers
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Supporting midwifery
students & new
graduate midwives

Note: Concept map showing the substantive categories and subcategories that emerged from the initial
participant group.
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Honestly, one of the big themes I've found, coming from England to Australia, is that
Australian midwives don't see their own value at all and it’s such a shame. They
automatically assume because there’s a homebirth model in the UK that all UK midwives
must be better trained or that they must have something different about them going on – and
they really don't. (Danielle, Midwife)

151

Chapter 6: Midwives Lacking Confidence
This chapter builds on the data that were presented previously in Chapter 5. This data
focused on the views and experiences of phase one participants, which included midwifery
unit managers, clinical midwifery consultants and a state midwifery advisor. The data
highlighted the need to explore midwives’ comprehension so that the factors influencing
MCC model implementation can be better understood. The data analysis prompted a
theoretical sampling of phase two interviews, which included recruiting midwives who
worked in regional areas. This chapter covers the next concept—‘midwives lacking
confidence’—which emerged through midwives’ descriptions of MCC model and their
understandings of the key factors that influence the implementation of this model.
First, midwives reported that they wanted ‘to be woman-centred carers’ and that the
MCC relationship is important. However, despite the breadth of current evidence, the
midwives’ descriptions of MCC benefits were limited to attributions of the trust and
familiarity of the continuity relationship, and they were often not linked to the health
outcomes for women and their babies. Midwives ‘not knowing the evidence’ and ‘women
needing support and lacking knowledge of MCC’ were described as barriers that prevented
the promotion and implementation of this option of care. A major concern that hinders
midwives’ confidence in supporting MCC was the category ‘a system that subordinates
midwives’. Midwives further asserted a lack of confidence in the additional problems that
they identified—such as that ‘seeking management support’ is difficult; that midwives ‘fear
change’, which is often linked to ‘addressing misinformation about MCC lifestyle’; and that
they are concerned about ‘destabilising the midwifery team’. The last category highlights the
importance of ‘supporting student midwives and new graduates’. Similar to phase one
participants, many phase two participants identified student and new graduate midwives as a
valuable resource that positively influences the implementation of MCC models.
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6.1 Category: ‘Wanting to Be Woman-Centred Carers’
All participants understood that MCC was beneficial for women and their babies.
However, most midwives described the benefits only in relation to the trust and familiarity
that were developed through a continuity relationship with a woman:
There are many benefits … It’s about the relationship with the woman … It’s actually
sharing a life experience with the woman and, potentially, more life experiences with
that woman and creating that trust.(Doreen, Midwife).
Having the woman at the centre of it, so that just goes back to our midwifery
philosophy. We’re there for women, we know the benefits to them and we know how
good it is to practise in those models—so, yeah, it’s just trying to hold onto
those.(Violett, Midwife/Academic)
Her old man was pestering her for sex, beating her up and all kinds of stuff—there
was so much more involved that, because I had seen her three or four times
previously, I felt comfortable asking difficult questions. Whereas, I think that if I had
only met her in clinic and she was just one of those numbers that comes in at 12 and
18 weeks, then she would have been embarrassed, and she wouldn’t have opened up
to me.(Tahleia, Midwife)
Many phase two participants reflected on their role as midwives in relation to
providing woman-centred care and believed that providing continuity would facilitate their
ability to do so. Midwives often affirmed the difficulty of providing this type of care in the
current hospital system:
I actually think that this is the way we should be conducting midwifery. I’ve only ever
worked in fragmented care in hospital care systems—and, from my experience,
they’re always less than ideal. We’re just sort of patching things up. We’re just
attending to pregnancy-related conditions, and we’re not really doing any follow-up
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or pre-care. One of the hardest things, I think, when you do have a labouring woman
that you haven’t met is to try and establish trust and a relationship very quickly
during their labour and birth, and that's not fair to anybody—so continuity is the
ideal.(Doreen, Midwife)
Continuity models in midwifery, for me, are models of care for women in which they
can choose who their primary carer is for pregnancy, labour and birth, but also for
postnatal … At the end of the day, I think that it’s actually about supporting women’s
choices in what they want in their care. It’s something that doesn’t happen, and we
see the detriments of that. But, to me, it’s probably the ideal model of care for
women.(Myah, Midwife/Academic)
6.1.1 Subcategory: ‘Not Knowing the Evidence’
Most participants from phase two of the recruitment suggested that a greater
awareness of the evidence underpinning MCC models was required to change perceptions
and gain further support for implementing MCC models:
Yeah, that still blows my mind. I just think, ‘What else do we have to do?’ We have
competed—and I hate using the word ‘competitive’—but we have competed well on
that research and evidence-based literature, and we have gotten it out there to the
highest degrees in systematic reviews. And yet, it’s being ignored. I think that’s a
shame.(Violett, Midwife/Academic)
The need to educate more midwives about the evidence and benefits associated with
MCC models was evident. The findings suggested that this would enable midwives to better
promote the current evidence supporting the MCC model and facilitate its implementation
through greater awareness:
I think that there’s a generation of midwives who might not understand the continuity
model. I don't really know, but just from what I feel and what I see, many of those
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midwives are probably nearing retirement age … But, think about hospital-trained
midwives who work in a regional area and who may never have been exposed to
continuity models, or who may have just heard the word mentioned; because it’s not
something they’ve really learned or really worked with, they may not know much
about it.(Doreen, Midwife)
If we actually looked at the evidence … If it was a drug, it would be a no-brainer. So,
why is there all this evidence, particularly for our low-socio-economic and
Indigenous demographics? Why aren’t we implementing these things that actually
reduce preterm birth and the burden of disease—why aren’t we doing it?(Violett,
Midwife/Academic)
And that’s what it is: it’s promoting it. How do we get out to mainstream women and
promote this? We've been able to do it in other areas of care, such as smoking during
pregnancy … And SIDS. I guess that's another area. I remember when we first started
putting babies on their back to sleep, as well as the fear from the mother,
grandmother and aunty who said, ‘Oh, you can't do that’. So, just getting that
community awareness out there has changed, and it has had a generational change.
So, it can be done. I’m not saying it can't be done. It’s just that we've got to consider
that, and we've got to look at ways that … we can get the word out there so that we
can make this mainstream … and normal.(Vanessa, Midwife)
It’s great to have those policies, but you need to have support—not only support. To
get out there and push that agenda would make it easier and something that more
hospitals—regional and tertiary—could make happen.(Virginia, Midwife)
So, you have … the directive of New South Wales Health saying, ‘Okay, we support
this model of care’, … So, it’s all well and good to have these things, but if nobody

155
knows about it … It needs to be right in your face all the time, be on the tips of
everybody’s lips … they should be talking about it.(Jessica, Midwife)
Phase two participants suggested that an insufficient understanding of current research
outcomes prevents midwives from advocating for MCC benefits. Theoretical sampling
supported this lack of awareness; when asked to describe the benefits of MCC, only two of
the midwifery participants related to the significant outcomes as outlined in the current
evidence. All other participants described the benefits in relation to the trust and familiarity
that a continuity relationship facilitates, as described previously in Category 2.1. Throughout
the data analysis, it was clear that midwives’ lack of confidence to promote MCC evidence
hindered efforts to engage key stakeholders (including managers) in the health services and
women in the community, which could have supported the implementation of MCC:
It all begins in the community. That’s the whole thing of primary health care, so it’s
just bringing those primary health care philosophies back. They're [from the] ground
up. Midwifery is key to doing that.(Violett, Midwife /Academic)
Participants agreed that midwives must know about MCC so that they can confidently
promote it to women in their local communities and spread the awareness that MCC is
another option for maternity care.
6.1.2 Subcategory: ‘Women Needing Support and Lacking Knowledge of MCC’
Many midwives identified a lack of engagement between maternity services and
women in the local community that would facilitate service changes, or an opportunity for
receiving feedback on service delivery. Midwives believed that this lack of engagement could
be due to how services are delivered in hospital settings, and that it could be contributing to
women not knowing that MCC is an alternative option of care. Theoretical sampling
connected these issues with the concern that midwives were uncertain whether women in
their local community wanted access to MCC. Midwives continually reflected on this
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uncertainty and repeatedly suggested the need to determine whether women in their local
communities wanted access to MCC before any implementation plans were considered:
I think that we need much more community involvement as well. We need to hear that
women want it.(Doreen, Midwife)
It’s really sad that women in Australia, in particular, do not realise how beneficial it
is to have that one person to talk to.(Tahleia, Midwife)
I think that the community needs to want it and that they need to fight for it—and then
we absolutely need to provide that for them … There’s that perception and I think it’s
… [that some areas are] missing that community engagement, maybe. I guess that's
probably reflective of a fragmented care system, that they come to a hospital and so
they probably don't know any different.(Violett, Midwife/Academic)
Additionally, midwifery participants observed that women do not have the support
needed to request the implementation of MCC models.
We engaged with consumer groups, but then the people within our team said, ‘Oh, but
they’re only … We can’ take into account what these women within this consumer
group are saying because they're just (sic) self-selecting few who are wanting
continuity’. So, there’s a distrust.(Penelope, Midwife)
I don’t know that the women in this community feel that they have such a strong voice
to say, ‘Even though this is what I want, now I’m going to push to have it’ … ‘it would
be great’. But I don’t think that there are many women who actually band together to
say, ‘Now, how can we make our local health listen to us?’(Myah,
Midwife/Academic)
I see a common theme in which women no longer feel that they should be part of a
maternity services support group … and so, the continuity in those groups tends to be
lacking, and it’s a shame, really’.(Tahleia, Midwife)
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Midwives frequently argued that a lack of engagement from women in their
communities was due to how women are processed and cared for in a fragmented-hospital
maternity system. This was a problem that midwives reported as a barrier to implementing
MCC models:
And we are, by the way we practice—not us, but the way that the institutions are set
up. We limit choice, we take choices away from women and we make them do stupid
things like drive hundreds of kilometres from the safety of their homes to a hospital,
that they’re not necessarily going to be any safer at, to deliver on the side of a road …
Unfortunately, we’re at the mercy of a bureaucracy from the top right down to the
bottom and, at each point, we need to engage stakeholders—and particularly the
women themselves. The women, I think, are important stakeholders who actually hold
the power to change things. I think that midwives themselves are advocates for
[woman-centred care], and have always been, and are trying to change it … but we
know that this alone is not working. So, we need women now to be empowered and
knowledgeable and to actually demand things to change, and I think that’s where we
can change the higher public policy.(Violett, Midwife/Academic)
‘This is undermining women; this is about the system’. They go to classes, and some
women have their wake-up call at that time. Some women don’t get the wake-up call
until after the birth of the baby, and they go, ‘What the fuck happened?’ I hear women
come in through classes, particularly first time [for their first pregnancy] … really
scared but full of anticipation. [They] have that excitement, ‘I'm going to meet my
baby’, when I ask them about what their preparation is … how they might manage or
handle their labour and birth or what did they want to do or not do, or to have
happen or not have happen. So, I often hear, ‘Oh, I know I don’t want an epidural
and I’ll just go with the flow’, and it worries me because I think, ‘Going with the
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flow? So, who’s flow?’ Do they know what ‘flow’ they’re stepping into?(Penelope,
Midwife)
Being able to get into the mainstream community the value of continuity of care and
the effect that it has is really, really hard because, like death, the community has a
fear of birth … So, how we start to influence that is really, really hard.(Harper,
Academic)
However, other phase two midwifery participants who had worked in areas offering
the option of MCC reported that the women in their community strongly influenced the
implementation of an MCC model. These participants explained that the women in these
communities came together and advocated for MCC to be an accessible option:
It was a community body, and they pushed really hard, fundraised and drove really
hard to get this model off the ground … [There were] many really passionate and
dedicated people from the community, some of whom were midwives as well, who
drove really hard …. And that probably drove many of the models that followed after
that because there were waitlists, and they were constantly full, and the midwives
were busy.(Doreen, Midwife)
Similar to previous interviews with phase one participants, midwifery participants
recognised the positive influence of one regional area implementing an MCC model and the
flow-on inspiration that it caused in other maternity services; one participant phrased this by
asking, ‘If they can… why can’t we?’ (Dorothy, Midwife). Participants also outlined some of
the actions that women consumers made to ensure that the health system heard their request
for an MCC model. The findings revealed that women’s’ engagement with the media and
local government representatives was a necessary step that connected them with key hospital
managers who could help influence the implementation of an MCC model. As Danielle, a
midwife, described:
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We very often had involvement from the local newspapers and MPs. It certainly
wasn’t from our point of view as midwives. They would often become involved
because women had contacted them. So, this unit has a lot of community support, and
I think that having those women who are prepared to call the papers and the MPs and
get people involved and everything is really a key to the fact.(Danielle, Midwife)

6.2 Category: ‘A System Subordinating Midwives’
It was clear that many participants thought that midwives lacked the confidence to
advocate for the implementation of MCC models within the hospital system. Phase two
participants frequently identified a medical dominance within the hospital system that they
described as undermining their roles as midwives. This dominance was described as a lack of
support that negatively affected midwives and influenced their confidence to be strong
advocates for MCC:
There’s also a lot of fear [such as for]—so cherry-picking evidence and using
women’s babies against them, and there is a lot of that blackmail from those medical
sides. And I don’t think that, these days, women get informed because of that. And I
don’t think that midwives then feel that they can actually speak out against such a big
force as well … I think we’re still very much under that subordinate medical model.
We need to be seen as independent practitioners. But that needs to, again, come from
our facilities.(Violett, Midwife/Academic).
I think that it’s just a confidence issue. And a lot of them are nervous to act without
the support of higher staff.(Jessica, Midwife)
Is it that knowledge and information is power, so let’s keep midwives powerless? I
don’t know. Or is it just up to the midwives who seek this information to go over to the
other side of the bottleneck and find out?(Penelope, Midwife)
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Some midwives also reported that they had not been supported in their efforts to
promote or contribute towards the implementation of an MCC model:
Um … Now? I don’t … I might get teary again. I do a lot of other things in my life
now that hold my fascination, passion and intention,… and I also feel … kind of
burned by what’s gone before.(Penelope, Midwife)
But I’ve seen the working party at our unit and how it’s fallen down.(Myah,
Midwife/Academic).
I think the main resistances were (sic) from the organisation—the budget, staffing,
division within the unit, resistance to change. And we saw, I remember, a fairly even
spread, so there were some … in the unit who were quite resistant, some that were
neither here nor there, and others that were like, ‘Yes, let’s do this’. And, within all
that, quite rightly, there was the cynicism about, ‘Oh, here’s another great idea that
will never get off the ground’. That’s exactly what’s happened, and I think that’s my
emotion around it too.(Danielle, Midwife)
6.2.1 Subcategory: ‘Seeking Management Support’
Midwives also highlighted that obtaining support from management—from ward
management through to the executive level—could be difficult. Participants explained that
this issue was due to insufficient clarity regarding management roles and because it was
difficult to communicate with managers:
We did a lot of work. We spent time interviewing and finding out how other units had
implemented group practice. We created modelling and got a business plan together,
templates of rosters … And nothing happened. It went nowhere. I can’t even find out
what’s happened to that. How far up the organisation did this go? I still haven’t got
an answer, really … [I feel] sort of brushed off—‘Oh, it’s on someone or other’s desk.
It’s on the CEO’s desk. It’s finance.’(Penelope, Midwife)
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I think[should have] a really dedicated project leader who is fully funded, dynamic
and able to really drive change and communicate between all aspects of the
organisations… [with] everyone. And I think [the project leader] can also work out
what has gone on and what is going on in that upper level. There’s such an
obstruction to communication, and I think this keeping [of information] … I don’t
know whether it’s just me … Does anybody know what goes on at this greater
organisational level? I don’t know!(Doreen, Midwife)
There’s a hierarchy … an obscurity … a lack of clarity and a withholding of
communication. It’s a distrust.(Danielle, Midwife)
I think that you would need the manager to support you, and then you’d probably
need even more senior management. I don’t know how high up that all goes or how
far up the chain you would need.(Myah, Midwife/Academic).
No … I wouldn’t know where to … You’ve got to start the conversation, but then how
to actually get it implemented, I’ve got no clue.(Jessica, Midwife)
I raised that as a possibility and was met with absolute resistance and … when I
raised this with the manager … her response was, slapping the counter, ‘Over my
dead body’.(Penelope, Midwife)
6.2.2 Subcategory: ‘Fearing Change’
Many phase two participants argued that midwives would not feel confident
transitioning into MCC models because they ‘feared change’—a fear that was often
attributed to a lack of confidence to work across their full scope of practice and resisting
changes of practice when nearing retirement, that are required to transition to a MCC model.
This argument was often linked to the hospital work environment:
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I think that they’ve all got the capability to do it. They just need the confidence. If
they’re not already like, ‘Yep, let’s do it’, then I think it’s just a confidence
issue.(Jessica, Midwife)
Like phase one participants, phase two participants also identified that the midwifery
workforce in regional areas is more likely to be nearing retirement age, which compounded
the issue of resisting change:
[I] would love to take it on and do it, five years ago. But I turn 60 next year, so I’m
looking at scaling down … But five years ago, definitely. I would have leaped at the
chance, yeah.(Julie, midwife).
Participants stated that this older group of midwives was difficult to engage in change
and that they often did not support the implementation of MCC models:
They’ve practised so long in one area that they get nervous when it’s time to go back
in. And then an opportunity comes to not have to go back in and so they don’t—and so
they’ve lost their confidence. I was talking to a midwife just last week and we were
talking about an upcoming conference. I said, ‘I really want to go. I really want that
learning.’ And she said, ‘I don’t. I’m five years from retirement. I don’t want to learn
any more’.(Jessica, Midwife)
That’s what she’d always done, and she was resistant to change—probably because,
going back, they’re afraid. They’re scared because they don’t understand it. They
haven’t worked with it, so they have no confidence in other areas.(Violett,
midwife/Academic).
A lot of the time, the bottom line is, ‘If it ain’t broke, then don’t fix it’.(Jessica,
Midwife)
Many participants explained that midwives working in the current hospital system
tended to continue working in a familiar ward rather than across the continuum of maternity
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care (i.e., antenatal, birthing, postnatal and special care nursery) to their full scope of practice.
This issue highlighted the concern that midwives were not confident in some aspects of their
role due to insufficient recent experience using specific clinical skills:
You already know that there are some staff who just flat out refuse to go to birthing,
or they say, ‘I don’t work in special care [nursery]’ or ‘I don’t do neonates’. And so,
your staffing is so critical, so crucial.(Jessica, Midwife)
I think that a lot of continuity in embracing the scope of practice also puts many
medically trained midwives under the pump, in that many of them might not be super
confident in their independent practice because they are so ingrained in the medical
system, so reliant on having doctors around and not actually having to have a lot of
autonomy.(Myah, Midwife/Academic)
Yeah, absolutely … Just simple things, some skills in some areas and mainly things
that we don’t do all the time, such as perineal suturing and things … I could identify
that I needed to do things like that.(Harper, Midwife/Academic)
And I think that this comes under the part of taking ownership for our own part in
this. And I know that I don’t work that way. I work within the system, and I know that
I limit my scope because I work in the system and don’t rock the boat.(Penelope,
Midwife)
I do have colleagues who particularly gravitate to different areas, and I guess those
sort of hospital-based systems are definitely where they lacked practice. But I think
that there is still quite a lot of midwives … [who] realise their role [is] … limited to
your clinic or your postnatal ward … You’ve just got to change that mindset, I think,
from that shift-based, ‘I'm only here for eight hours. Where will I be?’(Jessica,
Midwife)
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6.2.3 Subcategory: ‘Addressing Misinformation About the MCC Lifestyle’
Participants repeatedly identified that working within continuity models is different to
working in current hospital shift work. Several midwives expressed their concerns about
balancing work–life commitments if they changed to a MCC model. However, this concern
conflicted with other phase two participants, who described MCC as a lifestyle choice and as
the flexibility of negotiating work around the needs of both the women and midwives:
Yeah, I think so, and I think it works well for family, which I know a lot of people are
concerned about. But you can plan your day around your clients as well as your
family, so it works really well, I think.(Jessica, Midwife)
So, I was working full time in MGP. I had the two school-aged kids and I was homeschooling them, but I didn’t have an issue … So, it works really well.(Tahleia,
Midwife)
But, yeah, it’s not about having children because both my husband and I work shift
work and we’ve got four kids, and our four kids have our attention. They have the
time that they need, so I would hate to think that anyone would say, ‘Oh, we’ve got
kids, so we can’t do it’ … But I do think [with] lifestyle, there is that fear that ‘I don’t
want to be on call. I don’t want to be doing it’.(Jessica, Midwife).
For me as a mother … working as a continuity of care midwife, as opposed to
working as a shift midwife, I found it really interesting … I guess because I enjoyed it,
but I was always worried that it was going to have a negative impact on the kids. And
I think that’s what midwives are worried about, that negative impact that it’s going to
have on your family life.(Vanessa, Midwife)
Participants who had not experienced working in an MCC model discussed their
concern that they would potentially be on call 24 hours a day, seven days a week, and that
having children would prevent them from working in the model:
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I actually think midwives’ perceptions of what continuity is and how it impacts their
life, I think that’s the biggest barrier. And, admittedly, in particular models, that
would be a barrier for me.(Myah, Midwife/Academic)
You’ve got midwives who are going back on call again … midwives who need to be
available 24/7, so I do think that lifestyle with families and all that stuff needs to be
considered.(Jessica, Midwife)
Some participants suggested the benefit of a trial or opportunity for midwives to work
in an MCC model so that they obtain a better understanding of what is involved:
Understanding the nuts and bolts and the little itty-bitty things that make things work
would help to make the implementation successful. So, even if you were to just work
or be a buddy for an MGP midwife for a week or for a month in a group practice that
is well established, so you can learn what the pitfalls are and maybe what would work
for … gaining a really deeper understanding because it’s not until you actually get in
there and you do it that you go, ‘Mm, I get it now’.(Virginia, Midwife)
Maybe that is something that really needs to be looked at—midwives who want to try
and give it a go being able to have that opportunity and get a taste. But when they do
get that taste and they like it, [they should have] an opportunity to be involved, even if
it’s only a couple of months of the year or as a backup or on call’. (Vanessa, Midwife)
Phase two midwives who had worked in an MCC model explained the importance of
a team environment that promoted a supportive, cohesive model and that had good
communication as a key to addressing work–life balance needs:
So, yeah, it’s about being open minded about challenges and seeing what
opportunities they give you to prove that your model can work and work for
everyone.(Jessica, Midwife)
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Yeah. It’s a big thing, especially when you’ve got children and families. It does take a
toll, but it doesn’t mean that you can’t do it … the team has to be really cohesive and
work well together and have an understanding that ‘we’ve got each other’s backs. If
you need me one day, I need you the other. It all works out in the end’.(Tahleia,
Midwife)
So, the individual midwives [should have] the freedom to manage their caseload
around their life. So, when you’re on call, you’re on call. You wouldn’t be on call all
the time because … You can’t do that, basically. That’s impossible … When you’re
not on call, you divert your phone to whoever your buddy is and they’re on call … But
even just your antenatal clinics with your women, your home visits, having the
freedom to organise that with your women so that it works for both you and them
ensures that you do have a work–life balance … That comes from management
understanding the role and allowing that freedom.(Virginia, Midwife)
Where I used to work in midwifery group practice, every week we would have a
meeting and we would go through what women were due, what we had on during the
week … I think it only worked because we regularly communicated. We all knew what
each other was up to.(Danielle, Midwife)
6.2.4 Subcategory: ‘Destabilising the Midwifery Team’
Participants were concerned about not being supported by their midwifery colleagues
if they transitioned to an MCC model, or that they would be unfairly scrutinised by their
midwifery colleagues once they transitioned:
The other thing about the midwifery group is that you need to be good at your job
because if you stuff up, it’s going to ruin it for everyone else—because when it starts,
you’ll be under the looking glass. And that can be stressful in itself when you’re first
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starting, so that’s why you need a good combination of people who can cope with that
glass.(Dorothy, Midwife)
And I think this is what we’re seeing about this massive, increased scrutiny and
surveillance everywhere … [There is an] incredible scrutiny of women, incredible
scrutiny of the babies, scrutiny and surveillance of midwives, distrust within midwives
and vexatious reporting.(Danielle, Midwife)
Further, it was evident that many midwives were concerned about making the
transition to an MCC model and about maintaining support and trust from their midwifery
colleagues:
Or it goes the other way. They go, ‘Oh, they’re not real midwives. Well, they are, but
they’re just MGPs. They’re just low risk.’ It’s a perception, but I think that it just
comes from midwives who don’t work in the continuative [sic] care model [who are]
not very happy with it. And the other thing is, you don’t see them. So, ‘Where are
they? Are they there working?’ We all know that they are, but because they’re not
there every day at the coalface with all the other midwives, they’re off doing their own
little thing. It’s an assumption. I think it might either be ignorance or a lack of
education.(Vanessa, Midwife)
I mean, without having some sort of support from them, it does make it hard … if
there wasn’t a supportive culture with even just the midwives, then it would be a real
struggle for the midwives who do work in group practice to work within the hospital
environment.(Tahleia, Midwife)
And the midwives themselves, actually. They could be the most positive if they’re all
for it, but they could also break it if they’ve not got the right attitude towards
it.(Doreen, Midwife)
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Because, okay, if you’ve got management support, that’s all well and good. But if you
don’t have the support of all the other midwives and other staff, if you don’t have the
support of the … whole team, then it just makes it a lot harder.(Vanessa, Midwife)

6.3 Category: ‘Supporting Student and New Graduate Midwives’
Midwives, like midwifery managers, also highlighted the need to support student and
new graduate midwives. This is because they are a valuable resource for current MCC
information, and they have experienced working within these models as part of their degrees.
Midwifery participants also reported a change in the culture that was more supportive of
MCC models when midwifery students and new graduates entering the workforce:
I think, in the 14 years of what I have seen in our unit—which has been of great
benefit —is more midwives who are Bachelor of Midwifery [students], so just
midwives, coming with a stronger sense of the profession of midwifery, not with a
background of being a nurse with strong skills. [Bachelor of Midwifery students come
with] A good mind that could do a really rigorous degree, [have a] good
understanding of research and applying evidence, and a motivation.(Penelope,
Midwife)
That’s one thing—because it was initially hard to initiate. But then, once the student
continuity program was up and running, women have just come in droves. They just
ask for it now, so it’s actually [a] preferred care method—and it’s a shame that it’s
not mainstream. You can’t choose your midwife, but you can certainly choose your
student.(Violett, Midwife/ Academic)
I think that they should be involved … They’re going to have that support from the
midwife but also the student. And, to me, the new ones that are coming up are going
to take over from all us old farts, so it’s important that they get involved, yeah—
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because there’s a few of us that will be gone in the next five years, so we need the
younger ones to step up.(Dorothy, Midwife)
Involving them as students or as newly registered midwives empowers them to become
not only better clinicians, but more influential in the rest of their careers.(Virginia,
Midwife)
Participants also expressed the disconnection that students experienced between what
they learned at university and the reality of working within the current hospital system:
So, yeah, it’s a tough one because I know with our students … they are exposed to
normal birth and continuative [sic] care at the beginning of their training, which is
beautiful … at university, the student midwives are being taught all about continuity
of care and woman-centred care, but they get out and they’re not really practising
it.(Virginia, Midwife)
It was clear from phase two perspectives that student midwives should be supported
and feel valued as advocates for MCC models. However, it was also observed that workplace
culture may not be a supportive environment for students or new graduates:
I hear this through student midwives too. I think it begins very early. Student
midwives [are] fearful of what people are going to think of them, what’s this midwife
going to say or do to them … they’re just inculcated as well to fit in. Basically, as
human beings, as herd animals, it is safest to be part of the herd and a group; so,
whatever the culture is, then that’s what the student will adapt … to be included in the
group… even if it goes against what they are taught … [and] their professional
values.(Penelope, Midwife)
Limited access to MCC models was also highlighted as an issue for student and new
graduate midwives. Midwives observed that this shortage prevented new graduates from
being employed within these models. Further, retaining new graduates was also a concern:
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When I graduated and registered as a midwife, I was really keen to work in that sort
of model of care. But there was none around at that time in Australia … and that’s
what took me to England, to work in group practice.(Penelope, Midwife)
I think that it’s crucial, it’s fundamental … at the moment… [to retain] midwives and
[do] what we need to do to retain our … midwifery workforce. And there is a little bit
of a disconnect for new grad midwives coming out and wanting to be involved in
continuity of care, where [there is limited] availability of new grad midwives being
able to be involved … I think there’s two focus points to improve that. One, obviously,
is health services—to be able to see how they can include students and new grads into
continuity of care models that are already [in] existence and/or to develop some to
support our new grads and students to work in continuity.(Violett,
Midwife/Academic)
Similar to phase one participants, phase two midwifery participants recognised
student and new graduate midwives as important stakeholders who influence cultural changes
that are required for implementing MCC models. Midwives acknowledged that new
graduates and students were a valuable resource for current evidence-based information and
for their lived experiences of MCC work. However, participants argued that students and new
graduate midwives need experience in MCC models and that they should be recognised as
potential employees within these models.

6.4 Summary
Overall, it was clear from the findings that midwives lack the confidence required to
transition to MCC models, and that this influenced support for the models’ implementation.
Like phase one participants, all the interviewed midwives supported MCC and the benefits of
the woman-centred relationships that it facilitates. This value of developing a familiar and
trusting relationship was described under the category ‘wanting to be woman-centred carers’.
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However, the findings demonstrated that midwives ‘not knowing the evidence’ limits their
understanding of MCC and prevents them from promoting its benefits to key stakeholders,
who are necessary to engage with during implementation. Further, midwives reported that
this limited knowledge extends beyond midwives, stating that ‘women need support and lack
the knowledge of MCC’ that is required to influence the implement MCC models. In addition
to a lack of awareness about MCC throughout regional areas, midwives claimed that the
hospital environment is ‘a system that subordinates midwives’ and that this contributes to
midwives lacking the confidence required to transition to MCC models. Midwives’
descriptions of a subordinating system were linked to issues with ‘seeking management
support’, ‘fearing change’, ‘addressing misinformation about the MCC lifestyle’ and
‘destabilising the midwifery team’. Chapter 6 expanded on these challenges and highlighted
several factors that hindered midwives from supporting the implementation of MCC models
in regional areas (which were previously identified in Chapter 5). Throughout the phase two
interviews, the midwives frequently acknowledged the need for ‘supporting student and new
graduate midwives’, stating that they are an important resource for current evidenced-based
knowledge and MCC experience, which are valuable for implementation efforts. Figure 9
summarises the above categories in relation to their subcategories, as well as the concept of
theory. The findings in this chapter highlighted a gap in the understanding of implementing
MCC models from women’s perspectives and prompted further theoretical sampling of
women participants in regional areas. These additional perspectives are presented in Chapter
7.
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Figure 9
Concept Map: Midwives Lacking Confidence.

2. Midwives lacking
confidence
2.1 Wanting
to be womancentred carers
2.1.1 Not
knowing the
evidence

2.1.2 Women
needing
support and
lacking
knowledge of
MCC

2.2 A system
subordinating
midwives

2.2.1 Seeking
management
support

2.2.2 Fearing
change

2.3 Supporting
student and new
graduate midwives

2.2.3 Addressing
misinformation
about MCC
lifestyle

2.2.4
Destabilising
the midwifery
team

Note. This concept map outlines the substantive categories and subcategories that emerged
from within the theoretically sampled clinical midwifery participant group.
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I’d like to say value as well … So even if it did cost a trillion million dollars to
implement something that’s … better for the woman, it should be there, no-brainer …
Her experience of the whole thing is going to be lovely if she can have that care
through—what is it? ‘Midwifery with Women’—if you go back to that.
But I feel that’s not a value in this particular hospital. It seems to be very risk
managed and … [it has] to jump though lots of hoops, which is fair enough; it’s a
hospital. But maybe that’s … a problem—the shift in what the important thing is.
(Poppie, Allied Health Worker)
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Chapter 7: ‘Rallying Together with Women’
The previous two chapters presented the perspectives from both midwifery managers
and midwives. This chapter adds another layer of perspective and offers the experiences and
understandings of women. Participants from phases one and two of the study identified that
women in regional communities can powerfully influence the implementation of MCC
models. The previous data clearly indicated that theoretical sampling was required to better
understand the research topic from the perspectives of women. Phase one and two
participants identified the existence of a gap that prevents women in regional communities
from engaging with their local hospital services to request changes that would facilitate
implementation. Further interviews were conducted to better understand the women’s
perspectives and their role in regard to implementing an MCC model in their local hospitals.
It must be noted that nine out of the 10 women participants who were recruited for this part of
the study were all representatives of the Maternity Choices Australia group—a national
maternity consumer advocacy organisation. This cohort of participants had all experienced
public hospital maternity care as child-bearing women themselves, they were familiar with
MCC models and they were interested in the research topic. Chapter 7 outlines the factors
that influence the implementation of MCC models from the perspectives of these women who
live in regional NSW.
The chapter explores the substantive concept, ‘rallying together with women’, and
links it to the three categories from which it was raised: ‘women not knowing about MCC’, ‘a
system not meeting women’s needs’ and ‘rallying together’ (see Figure 10). The women
participants asserted that a lack of community awareness regarding MCC models is
preventing consumer demand for this option of care. Phase three participants explained that
women do not realise that they can request changes within their local health services. The
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women also claimed that a lack of woman-centred care, which they themselves had
experienced, throughout a fragmented-hospital maternity system is as an issue that prevents
women from engaging with hospital stakeholders in the first place. However, some
participants explained how in certain areas where maternity services were going to cease,
women in the community had rallied together. Several phase three participants recounted
times when women in regional communities had actively pursued access to MCC models.
Chapter 7 details the specific actions that women performed to keep maternity services within
their communities. The chapter collects these valuable experiences and determines the factors
that substantively influence the implementation of MCC models from the perspectives of
women in regional NSW.

7.1 Category: ‘Women Not Knowing About MCC’
Interviews with the women participants reflected earlier findings from phase one and
two participants, suggesting a lack of community awareness about MCC models, especially
in regional areas. All women participants believed that most women in their community
would have limited knowledge or understanding of MCC, or know that it is another option
for maternity care. As one participant explained:
Other factors that need to be considered is that women want and know what it is. At
the moment, I personally feel that women don’t know what that model is and … so
they’re not driving it or asking for it because they’re not aware of what the model is
… I think that if more women knew and experienced that model, then they would
understand why it’s the gold standard.(Antonia, Woman/Physiotherapist)
7.1.2 Subcategory: ‘Lacking Community Awareness’
The women participants believed that most women in regional areas were less likely
to be exposed to MCC models and that they would thus be less likely to share stories or
experiences of an MCC, as compared with women in larger metropolitan areas. Participants
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explained that women from metropolitan areas were more likely to have experienced or been
exposed to the idea of MCC models. Therefore, phase three participants identified a need to
educate or promote MCC models to women in regional areas, which was repeated throughout
the data. Phase three participants claimed that this lack of understanding as a major barrier to
women in regional communities requesting access to MCC models:
I work with pregnant women sometimes at work—I do acupuncture. Often, they don’t
know about continuity of care, so I’m often telling people about it.(Leanne,
Woman/Allied Health Worker).
I think sometimes being in a regional area, you kind of feel like you’ve missed out on
some of those services, yeah.(Michelle, Woman/Allied Health Worker)
I think that first-time mums should know, need to know, but [that they] don’t know …
So, there needs to be education around trying to capture those first-time
mums.(Christine, Woman/Allied Health Worker)
Women’s attitudes are part of the problem … if people don’t understand it—if they’re
confused, if there’s any doubt—a confused mind says no … but I think having these
midwifery continuity of care models within the public health system, it’s basically an
endorsement … we know it’s safe … it takes a while, but people just start to accept.
‘Oh yeah, that’s another option for maternity services’—if you get to hear about
it.(Antonia, Woman/Allied Health Worker)
7.1.3 Subcategory: ‘Women Valuing a Familiar Face’
Participants suggested that women in their communities would better understand the
concept of a ‘known midwife’ rather than jargon terms like ‘continuity of care’. Participants
described how they themselves have promoted MCC to increase awareness and share their
experiences with others in their communities:
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I guess it just comes from experience. It is just going to be that thing, once the model
kicks over more and more. Even if you’re starting with a small population model, the
low risk or the high risk or whatever, once they’re starting to experience what that
model is—because you can’t really describe, education-wise, what that feels like to
know the midwife—until they’ve got it, and you go, ‘Of course. That made all the
difference’.(Michelle, Woman/Allied Health Worker)
So, probably in the antenatal [sic] and then the classes might be a nice portal to
mention the word ‘continuity’, because I’m sure most of them [don’t know about
MCC] … I know when I was doing antenatal, many of them would just have blank
eyes when I even mentioned continuity. They’d be like, ‘I don’t even know what that
means’. So, [talk] about it more in the language of ‘the same midwife, or knowing a
midwife’, or [take] out that barrier of ‘continuity of care model’. But education
probably a bit more. So, it’s going to be experiential with the women. Once they’ve
had a taste of it … they value it.(Poppie, Woman/Allied Health Worker).
Women still didn’t know about it … I always mention, ‘Have you asked at antenatal to
get onto the …?’ I do use the word ‘continuity’, but then I have to explain: ‘You know
that student midwife through the whole thing?’ And there’s never been anyone I’ve
ever met who said, ‘I wouldn’t want that’. But I do think that’s a beautiful avenue to
do it. But I am still surprised that women would go through and that they might not
have known [about] that service.(Leanne, Woman).
All women participants who were interviewed described the importance of having a
‘familiar face’ throughout their maternity care. Participants frequently emphasised the trust
aspect that this model facilitates, as well as not needing to repeat themselves to multiple care
providers:
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I think that it takes away a lot of that fear, that anxiety surrounding birth. If you’re
seeing the same person all the time, you feel like you know them better and they know
you better. They know what your birth plan is in a bit more detail, and they know
what your wants and needs are when it comes to having your baby.(Leanne, Woman)
I guess [it’s] because of the way that the hormones are released in labour, and if
you’ve got someone who’s going to labour … I think the right hormones would be
released, and you would end up with less intervention because you’ve built that
relationship with them so there’s that trust. From a medical perspective, you’ve got
someone who understands you from ‘go to whoa’; you don’t have to go to the
appointment and repeat the story 50 million times. And, in my case, with the most
recent birth, there’s been some pretty bad communication errors that could have been
easily rectified by a continuity of care model.(Poppie, Woman/Allied Health Worker)
No. When I had my little girl, Eva, I think it was a different midwife with each
appointment and then new midwives again when she was born. They’re all lovely, but
yeah, there weren’t really any familiar faces.(Rose, Woman)
Back to what the continuity of care, [means] for me. My last client suffered postnatal
depression with her baby, and that wasn’t picked up on … So that’s one thing. That
wouldn’t be missed; it’d be spoken about … So, that’s a big thing. Even I’ve got a
couple of friends who have lived in domestic violence relationships and who have had
to repeat that. It’s hard enough saying it once.(Carly, Woman/Doula).
It was evident that women deeply valued a familiar face throughout their maternity
care because it provided the opportunity to build trust in their care provider. Additionally,
women participants valued the continuity of carer for the reduced retelling of their medical
history to multiple staff, which was a concern for safety and quality of care.
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7.2 Category: ‘A System Not Meeting Women’s Needs’
In addition to the above concerns regarding a lack of women-centred care and
preferring a familiar face to develop trust in their carers, women participants observed that
these concerns are caused by the current hospital system not meeting their needs. During
interviews, the women retold stories of accessing midwifery continuity of care outside the
public health system because it was not an option in the local hospital system:
So, then, the second birth, the one thing I knew that I wanted was to know who my
midwife was. And, at that time, [Location M] wasn’t doing any continuity models, so I
was forced … To have my own midwife, I had to have a home birth. I didn’t
particularly want a home birth, but to get that one—which I [thought] … ‘Well, it is
ludicrous that to get your own midwife, you have to pull it out of a hospital system’ …
I feel that this is something so backwards in Australia.(Poppie, Woman/Allied Health
Worker).
And locally, here, there is a trend for the women who are seeking … whether they’ve
had a traumatic first birth or they just naturally know that they need to know their
care provider, and they have that more intimate non-clinical birth, they then are
either free-birthing or they are seeking a private midwife who comes all the way from
[Location C].(Carly, Woman/Doula)
The women participants clearly wanted access to MCC models. They asserted that
MCC facilitates trust, clear communication and information sharing, which contributes to
being valued and feeling satisfied with the care. Many of the participants also acknowledged
the value of the midwifery continuity of care support that they received from student
midwives when they did not have access to an MCC model in their local maternity service:
But I think that was a really positive thing, and it was nice to know that there was
someone following me and my case throughout that last stage of pregnancy. And I
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know that other friends and other women who I’ve spoken to in the community have
had really positive experiences with those student midwives … they have really
enjoyed having that familiar face throughout their pregnancy and then at the birth of
the baby as well.(Christine, Woman)
I guess support throughout the entire pregnancy, being familiar with your caregivers
and especially being familiar with the people who are present when you’re giving
birth. And feeling safe and supported knowing that you trust those people around you,
that they’re on the same page as you and that they understand what you ideally want
out of your experience. I had a student midwife through my pregnancy, so she
provided that for me, and that was great.(Leanne, Woman)
I know that in most of the roles, the student midwife couldn’t do too much hands-on
[work], but it’s really interesting listening to the woman say it wasn’t so much.
Whoever that midwife was, it always comes back to, ‘Oh, that student midwife’, and I
think that’s the beauty of the continuity model.(Carly, Woman/Doula)
Some participants also described a shift in midwifery culture that arrived with student
midwives, as well as the valuing of woman-centred midwifery continuity of care:
They’re absolutely crucial and have been crucial, and you’ve seen that shift … up to
date with what they’re learning and …they’ve certainly got the mindset to go, ‘Well,
this is what we should be doing for these women’. And I think, naturally, they know
that the women seek it, need it and want it.(Michelle, Woman/Allied Health Worker)
And not an ‘opportunity’; it already is. And many of the stories that I hear (even in
the last two years and more) in my work role [Allied Health Worker], this is what
they’re saying: ‘That student midwife was da-da-da’, and you just hear it time and
time again. ‘Oh, yeah, but the student midwife’. And I think that wasn’t just because
they were young and enthusiastic. I think it was because they knew them early in their
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pregnancy and because they took them all the way through.(Poppie, Woman/Allied
Health Worker)
Others sought the services of a doula to receive continuity of care support throughout
their child-bearing experience. Participants stated that in certain areas in which MCC was not
provided, they had to seek this relationship outside the services that the public hospital
system provided:
[Interviewer]: Was that the reason for a doula and a student, do you think?
[Participant]: Yeah, that was one of the main reasons. I wanted to have someone with
me who I trusted and who was not going to push me into doing anything that I didn’t
want to do.(Leanne, Woman)
All those things that they don’t tell you. So, that’s why I made a decision. Basically, I
birth with doulas for that continuity of care with all three children. I say to friends
and family, ‘I won’t birth any other way; with the hospital system set up the way it is
now, I won’t birth any other way’, because it’s that one person who you know and
who you’ve developed that relationship with.(Poppie, Woman/Allied Health Worker)
In [Location S], … [my midwife] had never birthed with a doula before and, at the
end of that, she said it was awesome. Because it ended up pretty crazy and hectic …
she could then focus on her stuff and what she needed to do … and not have to worry
about me because the doula was there. And with staffing levels and all that kind of
stuff, she said it was perfect. But the key is getting someone [a doula] who works well
within the hospital system.(Michelle, Woman)
7.2.1 Subcategory: ‘Women Underestimating Their Power to Make Change’
A substantive finding was the frequent claim that current hospital maternity services
did not meet the needs of the women. Like phase two participants, these women participants
also described their experiences of hospital maternity care as being ‘processed’ and as being
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a service that facilitates ‘compliance’. Phase three participants claimed that the women in
their local communities generally underestimated their capacity to make changes to their
local health services, stating that the women were not aware that they could and knew how to
contribute to making changes (e.g., implementing an MCC model). Phase three participants
frequently related this back to the fragmented experience of the hospital system not
facilitating communities’ enablement, and to the belief that the hospital maternity care
process disempowers women’s confidence to request change:
Women feel disempowered as consumer activists, but I think that they have much
more power then they realise. Particularly, if they understand the system … they have
minimal resources … as midwives, you need to support them … there is such power in
unity.(Tiffany, Woman)
Maybe we [women] haven’t communicated it enough. Maybe women in the
community need to be a bit more vocal about what they want. That’s the kind of care
that they want.(Rose, Woman/Allied Health Worker)
But then, women want different things as well. Like, what I want is probably different
to what someone else wants, or to someone who hasn’t necessarily done any research
or further reading. And there are many women who … hand over to the care that’s
provided, and they will do whatever they’re told and follow—just conform to the
system.(Poppie, Woman/Allied Health Worker)
Geez. Our women. Our women need to fight. So often, I just hear women say, ‘Well, I
was told I had to do this’, but [they’re] upset because they don’t see the same person
as well. I don’t think they realise that they’ve got the power within them to speak up
and say, ‘This isn’t okay’, you know?(Carly, Woman/Doula)
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Nobody tells them that they’re partners in health care. People need to be told directly
to partner or engage with their health services … some people will go, ‘Oh, I can
change the way my health care is provided … I didn’t know that!’(Tiffany, Woman)
Despite women underestimating their ability to influence change in their local
maternity services, some participants recounted how strongly women advocates influenced
them when they engaged with key hospital management roles. Phase three participants stated
that women engaging with executive management was a powerful method for ensuring that
their opinions were heard and valued. As Poppie (Allied Health) explained:
I know, from personal experience, how quickly that shifts down [the communication
channels] … I … made the mistake of rather than emailing the NUM at the time, I
emailed [the Chief Executive]—just not knowing how many levels and not
understanding … Once that top dog gets rustled … the email ended up shifted down.
And then the phone call, and she’s like, ‘Just come to me.’ And it was like, ‘Oh, that
was really quick, how that whole process came …’ Which, again, I never went back
up to that top, but I did realise how powerful, as a consumer, it would be to just go to
the top and rustle those feathers to then make him go, ‘Sort that now’.(Poppie,
Woman/Allied Health Worker).
These experiences clearly demonstrate that women in regional areas require support
that enables them to confidently engage with their local maternity services. Women
experience problems of disempowerment and a lack of value for women-centred care through
the hospital system. These factors inhibit community enablement, and this gap prevents
women from requesting access to MCC models.
7.2.2 Subcategory: ‘Burning Out Midwives’
Additionally, for women participants who feel disempowered by their engagement
within the hospital system, they felt that midwives may not be well supported to implement
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MCC models. During the interviews, the women identified a culture of negative attitudes
towards midwives that supported MCC. Phase three participants observed situations of unfair
scrutiny and bullying for some midwives:
Another challenge that … really concerns me … is seeing midwives who just want to
provide continuity of care and seeing them so traumatised by the abuse and bullying
in the system … that’s the leading edge of massive cultural change … front-line war! I
know that sounds dramatic, but I’m seeing midwives who look like they have posttraumatic stress disorder because they’re so bullied, because they want to provide
continuity of care; they want to provide quality care to women who, on the other side,
are demanding that kind of care … it’s appalling what some midwives go through …
many times in midwifery practice reviews,1 I’ve sat across from midwives in tears—to
the point at which I don’t do them anymore.(Antonia, Woman/Allied Health Worker)
I used to sit on those committees,2 and what I noticed was … And that’s part of the
issue here—that it might have just been a freak event that may never, ever, ever
happen again. But, because of that, it then shifts. So, historically, here we’ve had a
few of those things that then made [Location P] a really, really, really medical, feardriven group of midwives because of the few events that have happened … I used to
read the stuff in terms of court cases, and it was always interesting. I found that in the
court cases, if there was a midwife and an obstetrician involved, then the difference
was in the slapping of hands. I think that’s probably where the midwives have lost
their confidence, because they know that it’s going to be them … They get kicked
out—and the midwives who are like that, it’s just amazing how beaten down they get.

These performance reviews relate to the AHPRA performance and professional standards panel. A national
board will establish a panel of members to review the performance of a health practitioner after receiving a
notification regarding their practice (AHPRA, 2019).
2
These health committees are also part of the AHPRA health panel.
1
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I know those midwives. The system just beat them.(Poppie, Woman/Allied Health
Worker)
[It] shouldn’t only be midwives’ responsibility … to not have your hands tied behind
your back if you say too much … [or] people stop you from doing [something like
promoting MCC], or [they] try to debunk you or say that you’ve done something
wrong for doing that … midwives who do stuff like that [promoting MCC model
implementation] … [it] doesn’t look good at the end of that … years and years of not
being valued and validated, they become very rundown.(Tiffany, Woman)
I think that [there is a ] hierarchical structure in the health system. I think it’s such an
anachronism … I think there are real quality and safety issues with that hierarchy
that I am hearing from midwives and other health professionals … my background is
physiotherapy, so I saw it myself … you can’t just raise your hand and question
something without it getting stomped on, and that is absolutely appalling when you’re
considering health and safety … There’s also a fundamental attribution error, so you
get a bad outcome when you’re using midwifery continuity of care … and all of a
sudden, all spotlights aim on that situation, and that bad outcome happened because
it was midwifery continuity of care … under the microscope for who to blame
…whereas, when it was obstetric care, it was a genuine no-fault, no-blame, root
cause analysis. Let’s find if the system failed this woman and baby and let’s put
barriers in so that it doesn’t happen again … totally different attitude … same
outcomes… for me, that was such an eye-opener for this entrenched bias in the
system.(Antonia, Woman/Allied Health Worker)
These observations about being ‘under the microscope’ and ‘burned out’ reflect the
concerns that were raised during the interviews with the midwives. The women recognised
that midwives who are supportive of MCC models may feel unfairly singled out, and this
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kind of unwanted attention prevents midwives and women from confidently advocating for
MCC.
7.2.3 Subcategory: ‘Midwives Resisting MCC Change’
Although the women participants acknowledged that some midwives struggle and
may become burned out from their efforts to support the implementation of an MCC model,
many phase three participants highlighted that midwives can also be a major barrier to
implementing MCC models. The women participants identified similar concerns that were
raised by phase one and two participants—that midwives’ ‘resistance to change’ is an issue
in regional areas, with the argument that not all midwives would want to support the required
changes for implementing MCC:
I think the demographic of people that you get sometimes working in regional areas
can be a bit … how can I say it without being really negative? They can be a bit stuck
in their ways and really protective of their roles—really protective of their jobs—and
they’re reluctant to change. So, I think that is one huge barrier that can
happen.(Poppie, Woman/Allied Health Worker)
Again, that comes down to the individual midwife. I think that some midwives have a
great understanding overall, but then I think that they bracket it and go, ‘This is what
women want. That’s it.’ And there’s so many pockets to pick from for things that
women want. No woman has ever been the same … So, I think that sometimes they
can get stuck in that ‘I know what they want’ kind of mentality.(Megan,
Woman/Doula)
The midwives … they’ve been used to a model that’s not that. They’ve been used to
knowing what their shifts are, and I know the continuity model can change with their
going on call. So, that would be … there needs to be a drive from within the midwifery
community that they’d want to be involved in.(Rose, Woman)
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But there were many midwives who had trained in the hospital. The thought of
looking at the evidence was totally foreign to them—they simply wanted to go through
the processes that they had always known … they wanted to do their shift work, and
they were hostile …. I’m sure that my face was on a dartboard somewhere in the
hospital … They don’t want to do continuity … it doesn’t suit their attitude to their
job. For them, it’s just a job … they felt threatened and were hostile.(Antonia,
Woman/Allied Health Worker)
7.2.4 Subcategory: ‘Devaluing Women’
A system that lacks woman-centredness and that does not value women’s needs was a
repeated concern throughout the interviews with the women participants. For example, Carly
and Sally described how this issue appeared from a woman’s perspective:
I don’t want to say that the maternity in our hospital is terrible, but there are cracks,
and you can see that. You can feel it—and it’s really hard walking in there as a birth
worker, as a doula, to not see them united and there for the women … And, at the
moment, I don’t see that and I don’t feel it, but women are feeling that.(Carly,
Woman/Doula)
Yes. Walking in and handing your power over and saying, ‘Do whatever you like.
Give me my baby. I'm going home.’ I don’t want it to get back to that, and I feel like it
is. And [it’s] not fun to watch; it’s no good to watch.(Megan, Woman/Doula)
Again, it comes back to the system attitude … I know women who have gone looking
for continuity of care within the public, and they have been talked down to by the
receptionist [and] the intake midwife at the antenatal clinic: ‘Oh, why would you do
that? Oh, that’s so unsafe’ … so, that’s a barrier. But then, there are women who will
find it anyway.(Antonia, Woman/Allied Health Worker)
Other women highlighted similar experiences within the current hospital system:
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And I know that when Maternity Choices Australia started, there was a lot of fear
about who this group was, what they were standing for, why they were here and why
they were rustling things up. And it’s always come down to, as a group, we were
always just representing the community and voicing what they needed.(Poppie,
Woman/Allied Health Worker)
I think that they need to be a team. They need to work together. I do see the
separation in the unit. It’s just a bit diverse, I think, and there’s just a few different
personalities in there. So, I think that they have to be team players and bring women
up.(Carly, Woman/Doula).
Women reported that the negative culture extended to the care that they received and
the manner in which they were treated at the hospital. During the interviews, the participants
shared stories of women turning away from hospital maternity care and highlighted issues of
power imbalances, inequity and stereotyping:
And then you’ve got the ones who have birth trauma—whether they’ve had physical
trauma or mental trauma from the way they’ve been spoken to—who are freebirthing. And that scares me a bit because they … I can’t say that all the women don’t
know what they’re doing, but that there are some women who just go, ‘I’m not going
to hospital. I went there last time. They did this, this and this, and I wasn’t told about
any of it. I’m not going there again. I’m not having scans. I’m not going for any
appointments.’ I’m like, ‘Whoa’. But it’s such a shame that they feel so backed into
that decision. [They] haven’t met their needs as a service, and that’s the
consequence.(Poppie, Woman/Allied Health Worker)
Stereotyping … for women who don’t want to do the ‘yes doctor, no doctor, three
bags full doctor’ and who are considered this mad, bad and dangerous alternative
hippie kind … they’re all for informed choice, but if your informed choice is ‘I want to
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be supported as possible to achieve a normal birth without intervention’ … nope, then
you’re judged … the group of women whose choices comply with the choices of their
carer, and the group of women whose choices challenged the choices of their carer,
are the women who are discriminated against.(Josephine, Woman)
There’s some … women here who love the idea of continuity of care, who really love
that support and know the importance of it. Unfortunately, they get called ‘hippies’
and ‘country mums’. And we’re the ‘weird ones’.(Carly, Woman/Doula)

7.3 Category: ‘Rallying Together’
The women participants acknowledged that they lacked the confidence to accomplish
a task so complex as implementing an MCC model within their local health services.
Participants frequently spoke of ‘rallying together’ to feel well supported and to find the
confidence to engage with the necessary stakeholders to implement an MCC model.
Throughout the interviews, the women participants understood the emotional toll that
implementing an MCC model can have at an individual level, as well as the need to be
resilient:
You just have to keep going and roll with the punches … make your local health
reporters your best friends. Just don’t give up. Don’t take anything personal and it
will get personal, and just keep pushing.(Antonia, Woman/Allied Health Worker)
I can only imagine implementing continuity of care when there’re not enough
resources, time or midwives. It kind of feels like you’re in an uphill battle with big
weights on. And I hope it changes.(Megan, Woman/Doula)
My youngest is now seven, and you’re looking at them and you’re like, ‘Thank God
you do hand the baton over, because you do just get beaten down’. I feel that in the
seven years that I had the role [Maternity Choices Australia]; I don’t think that we

190
achieved anything. I achieved a sense of, ‘Wow. It’s complicated’.(Poppie,
Woman/Allied Health Worker)
‘Rallying together’ to push for the implementation of an MCC model was a crucial
factor that helped women’s voices be heard at an executive management level. This was
identified as a substantial step that set in motion the engagement of key hospital stakeholders
who facilitated implementation. As consumer representative Tiffany asserted, ‘The truth of
the matter is that unless consumers get involved, very little … is going to happen’.
7.3.1 Subcategory: ‘Crisis Cascade’
A few participants expressed that implementing an MCC model results from a ‘crisis’
situation, often when the maternity services will cease within a community. These ‘crisis’
situations prompted women to ‘rally together’ and actively pursue access to an MCC model
as an alternative option to losing access to a local maternity service. When discussing
processes that lead to implementing an MCC model, the participants stated:
The steps are: A) often, there is some type of crisis … suddenly a unit will be closed
down or there’s not enough services, and the community rallies together … in terms
of consumers not being able to access the services that they need … consumers start
to talk among themselves, and someone says, ‘Let’s do something about
this!’(Tiffany, Woman)
Well, the situation was that they were going to close [Location C] maternity service
because they couldn’t get 24/7 obstetric cover, which was a golden opportunity. Then,
we could go in and say, ‘You don’t need obstetric cover. We can have a completely
midwifery-led unit for healthy women with healthy babies.’… it was like
gold.(Antonia, Woman/Allied Health Worker)
At this point, the participants outlined specific examples of how they ‘rallied
together’, which included creating forums, coffee mornings, meetings with the local member
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of parliament, writing letters to local newspapers and organising media campaigns. Women
stated that these steps were necessary for ensuring that women’s perspectives were addressed
and that they received attention of key health service managers:
[They] have to drop everything, drive to the local hospital, call their MP and do all
this hard work … the mums have to get together … and they try to connect with their
local health service … they find out … it’s difficult. We’re meant to partner with
consumer policy, and yet, much of the time, its tokenistic … consumers have to find a
way in—and that’s difficult because they don’t know what they are meant to be doing
… it’s very tricky.(Tiffany, Woman)
Creating possibilities for women to get together, creating forums … it was one of the
first things that I did … I created the ‘friends of [Location V]’, to come and meet
[each other], and we’d have coffee mornings … they had to be proactive and
maintain the service.(Josephine, Woman)
I would do all kinds of things. Like, I would get women down by the lake, ring the
media and say, ‘Look, there’s this protest’, and they’d say, ‘How many women are
there?’ I’d say, ‘You can make this look good …’ I’d get them down there and they’d
be like, ‘Oh, this is like 10 people’, and I’d go, ‘Yes, but we’ve got a banner, and if we
push us all into one big group, it will look great’. And then I’d talk them into getting
us on the TV that night … It can be done.(Antonia, Woman/Allied Health Worker)
Find out what to do, come back and tell them what to do, and they were happy to do it
… because that’s the time that they had to give to it, you know. Because they were
running families and businesses and had jobs to do … if I could lead them by the
nose, they were happy to write letters until the cows came home. [They were] happy
to meet their local ministers if I came with them … you tell him what you
need.(Megan, Woman/Doula)
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Meet their own federal ministers in their own electorate, as well as the letters … it
was face-to-face meetings, so it was really hard for people to turn you away … and
easier to understand the issues … what comes across is the sincerity and
reasonableness of people … Being the radical in the media, but being the reasonable
person when you’re in the system.(Antonia, Woman/Allied Health Worker)
7.3.2 Subcategory: ‘Seeking Out the Champions’
Additionally, part of ‘rallying together’ involved building a supportive network of
professionals who were supportive of MCC. Phase three participants mentioned searching for
‘champions’ both outside and within the ‘system’, which included midwives and
obstetricians, executive-level hospital management, local members of parliament and local
media. These contacts were identified as key influencers who needed to be engaged with
before implementing an MCC model:
My first step was finding champions within the system … I was lucky that I found
[Abby], the service manager, who was very supportive. I found [Kate] at the uni …
and then I found and built a relationship with the local health reporter … I could say
things that [Abby and Kate] couldn’t within the system, and [I] put a lot of pressure
on the CEO at the time … we kept going, we kept pushing … it would have been much
harder without those people within the system and the health reporter, who could see
the sense in what I was saying. That was hugely helpful.(Antonia, Woman/Allied
Health Worker)
And then … the [obstetrician] ran conferences and workshops that helped open that
debate and the oversees people with experience in these models.(Megan,
Woman/Doula)
You’re working on the system from two ways: from the clinicians up and from the
health minister down … because if you write a letter to the health service, then they
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have a certain amount of time to respond to it. So, that means that the CEO hears
about it and it works its way through the political and health system … it was like a
siege.(Josephine, woman)
[The] letters to the editor were quite powerful … I would send a media release to the
reporters and, at the same time, I would have women lined up to write letters to the
editor about that story. Because I knew that [Location Z] has a media-monitoring
system, so if there was ever a letter to the editor or a story that mentioned [Location
Z], then they would want to know about it. So, in terms of bang for your buck, that
was brilliant.(Tiffany, Woman)
I think through MCA [Maternity Choices Australia], like a forum like that and then
having other arms that are [associated groups like Australian Breastfeeding
Association] … I know a few people from the Breastfeeding Association who will
advocate for continuity of care because they know the impact that it has from a
breastfeeding side of things. So, I think that those kind of groups would be really good
at advocating that because then they can run community-based fundraising events
and community-based information nights, in which all that kind of stuff is
discussed.(Carly, Woman/Doula)
However, many participants noted a lack of confidence and explained that they would
require support from their local midwives and other women to make changes and implement
an MCC model:
A big change like that, on my own? No. No, I don’t think so.(Rose, Woman)
I think that it has to come from a collective of women in the community more than just
from one person. I think that it has to be a group of women, and then you need that
support from the midwives and the nurse unit manager as well.(Poppie,
Woman/Allied Health Worker)
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I think something like a community forum is probably a really nice idea … more of a
relaxed environment … you can get perspectives from the midwives and the local
women in the community … that support the idea. You could set up a forum, bring
everyone together and discuss it that way and get the ball rolling.(Carly,
Woman/Doula)
I don’t think that I’d be able to make any changes just being me, in all honesty. But I
think that if you’ve got a really supportive network of women, a really supportive
network of midwives who support this idea, then some change could definitely
happen.(Leanne, Woman/WCA)
Yeah, a small group of women. I think we’d need more, and I definitely feel like we’d
need the support of the midwives.(Christine, Woman/WCA)
The women confirmed that there were challenges to face when implementing an MCC
model in their regional maternity services. However, despite these challenges, many
participants continued to pursue the implementation of an MCC model, and they highlighted
key stakeholders who helped them navigate this complex task:
The needs of each groups … understand what motivates people, and hopefully all
those messages and forums coalesce somewhere. Create this pressure and cracks
starts to appear—and before you know it, you’ve got this nascent continuity of care
happening because people just want to shut you up … wear them down.(Antonia,
Woman/Allied Health Worker)
As one participant expressed, one key factor to implementing an MCC model was
understanding that women ‘need the midwives yelling and screaming, but then they’ve only
got so much of a voice. As soon as consumers jump on board and start saying, “We want
this”, things will shift’ (Tiffany, Woman). Throughout the interviews with the women
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participants, it was clear that they valued a supportive network of midwives and that they
wanted midwives to help them advocate for access to an MCC model.

7.4 Summary
This chapter is a presentation of women’s words and experiences, which were
explored to better understand the implementation of MCC from their points of view. The first
category, ‘women not knowing about MCC’, recognised that although ‘women value a
familiar face’, there is a widespread ‘lack of community awareness’ about MCC models,
which is a barrier to implementation. It was evident from these interviews that women want
access to MCC models in regional areas. Phase three participants repeatedly highlighted their
desire to have a familiar face throughout their maternity care. The findings in Chapter 6
demonstrated that the continuity relationship is important to women, as it helps them build
trust in their midwives, and it contributes to the aspects of safety and quality of care.
However, phase three participants highlighted that they represented a small minority of
consumers who are aware of MCC and its supporting evidence. In comparison, women
participants stated that most of the women in regional areas are unaware of MCC, and they
would thus not know that it is another option of care. This lack of awareness in the
community was believed to hinder implementation because it prevents women from
requesting access. In addition to ‘women not knowing about MCC’ models, the category ‘a
system not meeting women’s needs’ revealed that women felt devalued by their experiences
in the current hospital system, as it lacked the woman-centred care that they sought. The
women participants claimed that these experiences negatively affected their enablement as
consumer advocates and that, subsequently, ‘women underestimate their power to make
changes’. The participants identified several factors that contributed to feelings of
disempowerment, including a system that is ‘burning out midwives’ who show support for
MCC models, indications of ‘midwives resisting MCC change’ and experiences in hospital
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settings that are ‘devaluing women’. Despite these barriers, a small number of phase three
participants had shown exceptional resilience when local maternity services were no longer
viable. This crisis spurred a ‘rallying together’ of community supporters and set in motion a
cascade of necessary actions for the successful implementation of MCC models in regional
settings. Throughout these interviews, women repeatedly highlighted the need to feel
supported by their midwives when they seek access to this option of care. Figure 10
illustrates the categories in relation to the subcategories that emerged during the phase three
interviews.
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Figure 10
Concept Map: Rallying Together

3.1 Women
not
knowing
about MCC

3. Rallying
together with
women

• 3.1.1 Lacking community

awareness
• 3.1.2 Women valuing a
familiar face

3.2 A system
not meeting
women's
needs

3.3 Rallying
together

• 3.2.1 Women
underestimating their power to
make changes
• 3.2.2 Burning out midwives
• 3.2.3. Midwives resisting
MCC change
• 3.2.4 Devaluing women

• 3.3.1 Crisis cascade
• 3.3.2 Seeking out the

champions

Note. The concept map outlines the substantive categories and subcategories that emerged
from the participant group of women. These categories were developed further throughout
the data analysis and were constructed as the third concept of theory, ‘rallying together with
women’.
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Chapter 8: Substantive Theorising
This chapter extends from the presentation of the findings to a decision trail that
reveals how the raised categories and concepts of theory were developed into a constructivist
grounded theory. The concepts of theory and related categories (see Chapters 5–7) are
discussed in this chapter. The chapter also outlines how the researcher analysed the findings
using theoretical sampling, sorting and diagramming to construct the resultant substantive
theory. Although this chapter might seemingly describe a lineal process of data analysis, the
emergence and development of theory often required stepping back into analysing the data—
sometimes prompting further data collection and analysis—and connecting memos and
literature that pertained to the emergent codes, categories and concepts of theory. This
chapter aims to provide a transparent decision trail that illustrates the codes and categories
that were raised from the data analysis and constructed into the concepts of theory. It also
aims to demonstrate the emergence of the substantive theory.
First, to stay true to the interpretivist approach of constructivist grounded theory, I
used concept maps and memo writing to acknowledge any preconceptions that may have
influenced the theorising process. These are summarised and presented throughout the thesis
and in Figure 3 (p. 99). As the codes and categories emerged, the researcher also used
reflexive writing in the form of memos and diagrams, as recommended by Charmaz (2014).
This assisted with making comparisons, following leads and developing ideas, depending on
what emerged from the data. Additionally, and as described in Chapter 3, the use of gerunds
throughout data analysis facilitated the process by recognising actions and sequences; this
prompted me to make connections throughout the data analysis process and raise codes or
categories that rendered theoretical sensitivity. Gerunds were a key strategy that facilitated
moving beyond categorising by exploring processes through the identification of experiences
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and events rather than individuals. The use of these terms also assisted with the search for
relevant literature. These codes or categories were then defined and conceptualised within
memos using theoretical sampling of existing data and the exploration of current literature
(Charmaz, 2014).
By noting these decisions, I could find direction in the findings and avoided
predicting endpoints. These strategies allowed the analysis to coalesce as the memos and
diagrams evolved. Once major categories surfaced and important relationships were
acknowledged, a process began to emerge that made empirical and theoretical sense. Table 8,
along with Figures 11 and 12 (see Appendix D), reveal how diagramming helped me observe
possibilities, establish connections or gaps and ask questions of the data that are presented in
the three findings’ chapters.
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Figure 3
Acknowledgement of the Primary Researcher’s Preconceptions

Bachelor of Midwifery
Graduate
•

Continuity of care
experiences
• Valued relationship-based
care from experiences
• Good understading of
evidence supporting MCC

Registered Midwife
Work Experience
PhD literature review
required updating as
part of conventional
PhD processes.

• Fragmented public health
system
• MCC not a priority

Midwife
PhD research required an
initial literature review:
• Lack of management/

organisational support

• Funding required—unclear

evidence

• Midwives' concern for work-life

balance
• Regional areas—more research
warranted
• Student midwives and New
graduates are important
consideration

Environmental
preconceptions/corridor
conversations
• Unsustainable lifestyle 'on call'
commitment
• Medical resistance
• Lack of funding for more staff
• Children and family commitments
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Table 8
Summary of the Developing Categories and Concepts
Concepts and Categories

Summarising and Sorting

‘Engaging the Gatekeepers’
Category: ‘Acknowledging that midwives can be your
biggest barrier’

Midwives’ biggest resistance

Subcategory: ‘Understanding midwives’ resistance’’

Midwives biggest resistance

Subcategory: ‘Recognising the need to engage

Need to promote MCC evidence

medical staff and management’
Subcategory: ‘Promoting MCC’

Need to promote MCC evidence

Workplace culture problems

Category: ‘Changing workplace culture’
Funding a project officer

Subcategory: ‘Navigating the midwifery family’
Subcategory: ‘Accessing examples of existing MCC

Workplace culture problems

models’

Fear change/skills/lifestyle

Subcategory: ‘Supporting new graduates and student

Students and New Graduates important positive

midwives’

/resource

Category: ‘Funding a project officer’
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Subcategory: ‘Hospital management showing vested

Funding a project officer—Crucial
Not feeling supported by management

interest’
Subcategory: ‘Communicating is key to cultural
change’
‘Midwives Lacking Confidence’
Category: ‘Wanting to be woman-centred carers’

Crisis triggered women to demand access to MCC

Subcategory: ‘Not knowing the evidence’

by rallying together

Subcategory: ‘Women needing support and lacking

Not knowing evidence

knowledge of MCC’
Category: ‘A system subordinating midwives’

Students and New Graduates—important, but need

Subcategory: ‘Seeking management support’

support

Subcategory: ‘Fearing change’

Not feeling supported by management

Subcategory: ‘Addressing misinformation about MCC

Fearing change—lifestyle/skills/work
Crisis triggered women to demand access to MCC

lifestyle’
Subcategory: ‘Destabilising the midwifery team’

Misinformation—MCC flexibility/lifestyle

Category: ‘Supporting student and new graduate

Work culture—not supported by midwifery colleagues

midwives’

through ‘rallying together’
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‘Rallying Together with Women’

Students and new graduates—important and need

Category: ‘Women not knowing about MCC’

support

Subcategory: ‘Lacking consumer awareness’
Subcategory: ‘Women valuing a familiar face’
Category: ‘A system not meeting women’s needs’

Not knowing about MCC + evidence

Subcategory: ‘Women underestimating their power to
make change’
Subcategory: ‘Burning out midwives’

Hospital not meeting women’s needs—they want a

Subcategory: ‘Midwives resisting MCC change’

familiar face and relationship

Subcategory: ‘Devaluing women’
Category: ‘Rallying together’
Subcategory: ‘Crisis cascade’

Negative culture devalues women and midwives

Subcategory: ‘Seeking out the champions’
Crisis triggered women to demand access to MCC
through ‘rallying together’.
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As the analysis progressed and the concepts and categories coalesced, a clear process
of implementation began to surface. Key findings emerged as essential factors that influence
MCC implementation, and when arranged in a specific order, they demonstrated a process of
enablement and an outline of engagement with specific stakeholders who continued to
facilitate further steps towards implementation. This process is listed below, and it emerged
from Figure 13 (p.213):
1. ‘Midwives lacking confidence’ can be overcome by ‘rallying together with women’
and promoting the MCC evidence.
2. This promotion of evidence must be directed at executive hospital management
levels.
3. Executive managers become aware of women who want MCC models, the
improved outcomes and other benefits.
4. The executive shows vested support for the implementation by ‘funding a project
officer’.
5. The project officer provides the leadership required to address many of the
identified barriers, including ‘engaging the gatekeepers’, midwifery workforce
concerns, overcoming cultural changes and maintaining project momentum.
6. The project officer was crucial to ensuring that the needs of the community and
workforce were included during the design and implementation stages, ensuring
that a sustainable model was implemented.
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Figure 13
Categories and Concepts that Indicate the Steps for Implementing MCC

Gap currently exists between

Midwives

Partnership
Crisis

Rallying

• Understanding
and promoting
evidence
• Value MCC

Women

Engage
hospital
executive
management

Paid project
officer role

Communication

Promote current
evidence

Visible leadership
addressing
concerns and
misconceptions

Cultural change

Benefits for women
and babies
Work-life balance
achievable

After creating this process, the theory emerged and was drawn together by
constructing the substantive concepts and categories, as well as the literature that was
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explored using these categories as subjects or keywords. These theorising steps were more
thoroughly discussed in Chapter 3, following the guidance that ‘a theory states relationships
between abstract concepts and may aim for either explanation or understanding’ (Charmaz &
Thornberd, 2012, p. 41). Constructivists are encouraged to study ‘how’ and sometimes ‘why’
participants construct meanings and actions within certain experiences (Charmaz, 2014).
Through the charting, diagramming and sorting as discussed above, the researcher could
highlight the hidden structures, networks, situations and relationships that participants
believed influenced the implementation of MCC models. As the study progressed, the
differences and distinctions between people began to surface, and the hierarchies of power,
communication and influences that allowed these elements to exist became more apparent.
The use of memo writing throughout this process enabled me to explore, explicate and
theorise any emergent categories. These memos offered an avenue for exploring emergent
theoretical concepts and integrating understandings from the literature. These strategies are
described in Appendix D, which contains a sample memo about which the primary researcher
wrote in Table 8 and Figures 11 and 12. These diagrams and memo are provided to outline a
‘decision trail’ that outlines the theory process. They are also intended to highlight that it was
a construction that evolved from the participants’ stories and that it avoided inadvertently
importing taken-for-granted values and beliefs that could be imposed by already established
theories. The memo demonstrates the abstraction of the concepts that evolved from the data
analysis and how the associated literature was consulted. This assisted the analysis by
indicating where findings were supported by more nuanced stories, which confirmed
potential gaps in the findings and theorising, or by discovering new insights that have
emerged from the data.
Once the theory had rendered itself from within the data analysis, I then conducted an
update of the initial literature review (see Chapter 2). The results of this updated literature

207
review provided a valuable resource that substantiated the findings of this study. Many of the
articles had already been included through memo writing and exploring theoretically
sensitive codes and categories within the literature. Figure 14 outlines these decisions and
demonstrates the number of articles that were included as part of the data analysis and theory
development, and the number of articles that were included as part of the literature review
update. The additional articles that were found during the updated literature review were
included in the discussion of the findings in Chapter 9.
This chapter demonstrates that I engaged in reflexivity so that my position and
perspectives are recognised throughout the production of a theory. It provides an explanation
of how the data evolved and describes what constructivist strategies I used to develop the
findings into the resulting substantive theory. Constructivist theory aims to disclose the
imprint of the researcher’s viewpoint and reflect the historical context, logic and significance
of the resulting development of ideas (Charmaz, 2014). This approach challenges the
tradition of creating general abstract theories and accepting recognised research as situated
knowledge. This chapter reveals I developed these ideas further and demonstrates the links
between the concepts of theory, the categories and the related subcategories from which they
emerged. All these steps coalesced and developed into the following substantive theory: A
partnership between midwives and women is required to build confidence and enable the
promotion of current evidence; this is essential for engaging key hospital stakeholders to
invest in the implementation of MCC models.
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Table 9
Summary of Developing Categories and Concepts with the Inclusion of the Memo and Literature Review
Substantive

A partnership between midwives and women is required to build confidence and enable the promotion of current evidence; this is essential for

Theory

engaging key hospital stakeholders to invest in the implementation of MCC models.

Concepts of
theory

Engaging the gatekeepers

Categories

Midwives lacking confidence

Memo notes*

Rallying together with women

Memo notes*

Memo notes*

Memo notes*

Paid project officer—the

Women not knowing

Literature on

literature shows the

Acknowledging

Resistance

Wanting to be

Value MCC—

about MCC;

community

change management and

midwives can be

/Identification

women-

relationship

Women in the

knowledge

leadership that are

your biggest barrier

of gatekeepers

centred

attributes. Not

community don’t

carers.

so many EBP

know about MCC.

Tokenistic

cultural/practical change in

outcomes

They don’t know that

consumer

the midwifery context

they can request

engagement

Changing

Midwives not

workplace culture

understanding

Unsure that

MCC—

women want

Misconceptions

misinformation

MCC

about MCC—

required for

Action research and realist

change.
Hierarchy

evaluation—implement.

skills/work–life

Project officer

Changes in the midwifery

balance

needed

context
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Funding a project

Change

A system

officer

Management

subordinating

Illusive

literature

midwives

management

Media/C.E/Edu +
A system not

promote MCC.

Need for education about

Education

meeting women’s

MCC—evidence supports

Communication

needs—culture

limited model for exposure

change.
The gap between midwives

Supporting

Rallying together

and women—facilitating a

crisis—closure of

relationship. The literature

services.

shows that ‘Midwifery

students and

partnership theory’ +

new graduate

business

midwives

models/definitions of
partnership and consumer
co-construction of
maternity services: MVP**
Better Births literature.

Participants

Managers

Midwives

Women
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Note. *includes a review of the literature surrounding emergent categories and concepts.
** Maternity Voices Partnership (MVP)
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Figure 14
Additional Literature Searches/Sources
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Chapter 9: Discussion
This study explored the factors that influence the implementation of midwifery
continuity of care models in regional New South Wales public hospital settings. A
constructivist grounded theory research method was used to better understand these key
factors, whose influence and interactions lead to the implementation of MCC models. This
study first investigated the perspectives of midwifery managers. These interviews identified
that midwives and women play a crucial role when implementing MCC models. Theoretical
sampling was then used to obtain additional perspectives from midwives and women. Three
theoretical concepts emerged from the data analysis, representing the substantive categories
that describe the factors that influence the implementation of MCC models in regional areas.
These concepts are outlined in Chapters 5–8, including ‘engaging the gatekeepers’,
‘midwives lacking confidence’ and ‘rallying together with women’. These three concepts are
discussed below in light of the current midwifery literature. Concepts and codes are
highlighted throughout this discussion chapter using ‘italics’ which indicates that these words
are the participants (in-vivo words). In line with constructivist grounded theory analysis,
these three concepts of theory were evaluated and developed into this subsequent substantive
theory: A partnership between midwives and women is required to build confidence and
enable the promotion of current evidence; this is essential for engaging key hospital
stakeholders to invest in the implementation of MCC models.
This substantive theory is discussed below, as it draws together the three theoretical
concepts that emerged from within the data, and it explores their significance in relation to
current midwifery literature.
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9.1 Concept of theory: ‘Engaging the Gatekeepers’
9.1.2 Category: ‘Acknowledging That Midwives Can Be Your Biggest Barrier’
The findings highlighted the importance of engaging key stakeholders within the
health organisation, and they showed that certain stakeholder groups may have more
influence than others in acting as gatekeepers. Midwifery managers repeatedly emphasised
the importance of the category, ‘Acknowledging that midwives can be your biggest barrier’,
and they encouraged being prepared for the influence that midwives have over the
implementation of MCC models. Midwifery managers expressed their surprise at the
resistance that they felt from the midwives, and they recommended being prepared to provide
additional support for existing midwifery staff prior to implementation. This push back from
midwives is evident in other studies, although they are often described as less of a challenge
compared with the resistance from medical staff (Bayes et al., 2019; Deery & Hughes, 2004).
The findings also highlighted the importance of ‘understanding midwives’ resistance’.
Participants explained that ‘misinformation’ is often spread between midwives in relation to
work–life balance issues and the ‘on call’ commitments that are required when transitioning
from rostered hospital shift work to working within MCC models. Other studies also
confirmed that midwives are concerned about the work–life balance changes when they
transition to MCC models from traditional rostered shift work (Cox & Smythe, 2011; Newton
et al., 2016; Yoshida & Sandall, 2013). One study reported that their midwives’ comments
indicated a lack of accurate information regarding the MCC group’s work. Therefore, a
clinical pilot caseloading scheme was trialled (Lewis & Langley, 2018). This enabled
midwives to experience how the new model could be developed and delivered, while the
outcome of the pilot evaluation would then influence the final decision for implementing the
service (Lewis & Langley, 2018). The sustainability of working within continuity midwifery
models of care is widely debated and can hinder organisational support towards the
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implementation of these models (Fenwick et al., 2018; Styles et al., 2020). In contrast to the
midwives’ concerns about managing MCC workloads, research has shown that midwives can
adapt to new ways of working when they transition into continuity models (Newton et al.,
2014, 2016; Styles et al., 2020). This adjustment has been attributed to the flexibility of
managing caseloads, compared to traditional rostered hospital shift-based work (Newton et
al., 2016; Styles et al., 2020).
Another key finding was ‘recognising the need to engage medical staff and hospital
management’. Phase one participants highlighted the importance of engaging with medical
staff and hospital managers through effective communication. Phase one participants
emphasised the need to continually remind these stakeholders about the current MCC
evidence because they often have competing priorities (i.e. expenditure). The findings also
identified that medical and management staff do not understand MCC models well, which
contributed to a lack of support for implementation. Early engagement and education helped
to address medical or upper hospital management barriers. Research confirms that resistance
from these stakeholders exists; it also suggests that good communication and collaboration
are key to engaging the support of stakeholders (Farquhar et al., 2000; Maillefer et al., 2015;
Perdok et al., 2015; Sikorski et al., 1995; Turnbull et al., 1995). Communication breakdown
and the lack of support for an MCC model from hospital management and medical staff was
also demonstrated to reduce the collaboration between MCC midwives and between
midwives and obstetric staff (Dawson et al., 2016; Perdok et al., 2015). This affected the
sustainability and future integrity of the MCC models. The importance of communication and
collaborative approaches was also highlighted in the literature, including the use of
interdisciplinary training workshops, regular stakeholder meetings, model evaluation tools
and auditing processes (Farquhar et al., 2000; Perdok et al., 2015). Beasley et al. (2012)
studied the effectiveness of weekly case review meetings between midwives and obstetricians
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who manage MGP models. The researchers concluded that collaborative practice between
midwives and obstetricians is eminently achievable (Beasley et al., 2012). The results
reported a high degree of professional satisfaction and mutual respect between midwives and
the obstetric team (Beasley et al., 2012). Participants in phase one of this study identified
different strategies that improved communication between all stakeholders, including
pamphlets, face-to-face meetings and communication boards. These findings are supported
by current evidence demonstrating that good communication is crucial to engaging medical
staff support during implementation (Styles et al., 2020). Effective communication ensured
that concerns were addressed and that targeted education was provided to facilitate a better
understanding of MCC models.
9.1.2 Category Two: ‘Changing Workplace Culture’
The findings highlighted a need for cultural change; this category highlighted that
midwives may resist change and not support implementation because they are unfamiliar
with MCC models. A literature review by Russell (2018) explored the factors that facilitated
changes in midwifery-led care. This review identified the difficulty of achieving change if
staff have not recognised the benefits or if they lack the support required to make these
changes. Phase two participants in this study reported the difficulty of ‘navigating the
midwifery family’ and suggested that this was a major barrier to changing workplace culture,
which is required for implementing MCC models. The findings revealed the strong collegial
influence that midwives have over one another—especially in regional areas, where
midwives have often worked together for many years and have developed long-term
relationships. This intra-disciplinary resistance from within the midwifery workforce was
found in other studies, suggesting that the fear of losing a state of contentment and status quo
restricts innovation (Catling et al., 2017). Further, the findings demonstrated that poor
collaboration between core hospital midwives and MCC midwives can potentially create an
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‘us and them’ divide, which compromises positive workplace cultures and creates an
unsupportive work environment. This ‘us and them’ division is widely recognised in
midwifery literature as a major concern that causes instability and unsupportive work
environments for midwives (Catling et al., 2017; Collins et al., 2010; Styles et al., 2020;
Turnbull et al., 1995). Participants noted two problems that were associated with navigating
the midwifery family. First, midwives would be concerned about losing peers to a new MCC
model, which would cause instability. This concern was also noted by Styles et al. (2020),
who found that the movement of more experienced staff across models was an issue that
required careful consideration. The second problem was that most of the midwifery staff
were unlikely to support change, and this would prevent a minority of individuals from
confidently supporting MCC implementation.
However, research indicates that this issue can be overcome when the necessity and
value of the proposed change is appreciated (Bayes et al., 2019). The resistance to change in
the present study was often linked to a lack of knowledge regarding MCC models, which
enabled misinformation and preconceptions to be formed and shared among existing
midwifery staff. This problem is addressed in public policy, such as in Implementing Better
Births—A Resource Pack for Local Maternity Systems (NHS, 2017). It is supported by Can
Continuity Work for Us?, a report designed to introduce midwives to the key concepts of
continuity and the evidence that underpins autonomous practice (Royal College of Midwives
[RCM], 2017). In the UK, the NHS and RCM worked together to help maternity providers
prepare midwives for implementing MCC models. This collaboration contributed to the
development of an e-learning module on continuity of care, a webinar presentation and
continuity of care education programs (Dunkley-Bent, 2018). Evidence has demonstrated the
importance of an innovation aligning with the values of an organisation; framing this as a key
goal may assist with the acceptance and adoption of models in practice change (Bayes et al.,
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2019). A strong predictor of successful implementation change is the time spent preparing
processes for the change initiation, which includes engagement, feasibility and readiness
planning (Bayes et al., 2019).
Participants recognised that midwives in regional areas lacked exposure to MCC
models and highlighted the need for ‘accessing examples of existing MCC models’. The
findings identified that it would be helpful for midwives without MCC experience to network
with already established models; they can learn how MCC midwives organise their work, as
well as share their stories of barriers and facilitators. Phase one participants suggested that
this would prevent the sharing of misinformation and prove to resistant midwives that a
change towards MCC is achievable. Specifically, it would provide midwives in regional areas
a chance to learn how work–life balance is managed by midwives who already work in
established MCC models. This opportunity is described in the literature, which proposes that
midwives would benefit from a six to 12-month period of work experience in MCC models;
this is also expected to assist with staffing sustainability and covering maternity/sick leave
(Cull, 2018; NSW, 2012). Participants also stated that exposure to established MCC models
was a source of inspiration for regional midwives. Witnessing an MCC model working in
other areas would motivate midwives to request the changes that are required for
implementing an MCC model in their own health settings. Phase one participants recognised
that access to existing MCC models would be a valuable resource for implementation, as an
example that midwives can successfully transition and adjust to working at their full scope of
practice.
The findings revealed that ‘supporting new graduates and student midwives’
facilitated the changes to workplace culture required for implementing MCC models.
Participants reported the ‘shifting culture’ that was associated with the strong value that
students and new graduate midwives hold for MCC. Participants described this group of
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junior midwives as having a greater knowledge and understanding of the benefits in the
current evidence promoting MCC models. It was also highlighted that student midwives have
experienced providing MCC as part of their university education requirements. However,
participants indicated that these junior midwives must be well supported and that the ‘myth’
of new graduates not being experienced enough to work in these models should be addressed.
Research reveals that students value mutual support, gained by both themselves and the
woman, in developing a trusting relationship and a rich learning, as provided through their
continuity of care experiences in their midwifery education (Tierney et al., 2017). The
findings align with the current research that demonstrates the need to prepare student
midwives to work across their full scope of practice and expand their skills in managing
work–life balance within MCC models (Carter et al., 2015; Rawnson, 2011). Mounting
evidence indicates that students and new graduates must have the opportunity to work within
MCC models—to future-proof staffing sustainability and promote a wider implementation of
MCC as a maternity care option for women (Cummins et al., 2018; Ebert et al., 2017;
Gamble et al., 2020; Sidebotham & Fenwick, 2019).
9.1.3 Category 3: ‘Funding a Project Officer’
The need to fund a project officer emerged as a substantial factor influencing the
successful implementation of MCC models in regional areas. This funded position was
integral to overcoming many of the challenges presented by key gatekeepers and barriers that
impeded the implementation of MCC models. Midwifery managers identified that funding
for a project officer was often secured through Ministry of Health (MOH) grant opportunities
or by securing research funding. The position was often limited to a six-month time frame,
but 12 months was identified as the optimal duration for ensuring local suitability,
sustainability and evaluation. This finding aligned with evidence showing that MCC
translation periods may take six to 10 months from implementation (Brown & Dietsch, 2013;
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Dawson et al., 2016). Participants argued that the project officer’s role was necessary because
it allowed the adequate time and capacity required to engage all key stakeholders,
communicate the benefits, correct misinformation, prepare the midwifery workforce and
facilitate the cultural changes required for implementing an MCC model. The importance of
this role is also identified in several public policy documents that were designed to assist with
implementing MCC models, such as the NSW Midwifery Continuity of Care Toolkit (NSW,
2012; NHS England, 2017; Queensland Health, 2012). A project officer has been determined
as key to the successful integration of MCC models and to ensuring sustainability and
organisational commitment to the project (Cull, 2018; Homer, 2016; McInnes et al., 2020;
Russell, 2018; Taylor et al., 2018).
The value of funding the project officer role was linked to the category ‘hospital
management showing vested interest’, which demonstrates to staff that hospital management
was committed to implementing an MCC model. The literature revealed a lack of investment
from hospital management into the implementation of these models (Collins et al., 2010;
Dawson et al., 2016; Forster et al., 2011; Jervis, 2016a, 2016b; Stevens & McCourt, 2002). In
the present study, the project officer role was thought to facilitate cultural change because it
confirmed approval from hospital managers, and it showed a financial commitment to
implementing an MCC model. Russell (2018) agreed and highlighted the importance of
understanding that the environment in which individuals and groups work affects the
behaviours that drive culture and change. The aim of the project officer’s role is to
demonstrate strong leadership and to engage key stakeholders (especially those who are
resistant) by finding practical solutions to concerns so that the changes that are required to
implement MCC models can be initiated. Evidence shows that transformational leadership
(i.e., individuals who enable others to implement change without cohesion) is key to
influencing organisational change (Taylor et al., 2019). Participants reported that leadership
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from a project officer assisted with creating a supportive work environment by correcting
misinformation, communicating effectively, educating about MCC, inspiring change, setting
examples and recognising values, emotions and individual preferences.
Essential to the project officer’s role was understanding the subcategory
‘communicating is key to cultural change’. Midwifery managers asserted that to effectively
target education strategies, project officers must possess superior communication skills. This
facilitated the acceptance and engagement of all staff during the implementation stages. Cull
(2018) reported that duties for this leadership role included troubleshooting, conflict
resolution, advocating for and protecting the MGP and meeting practice development needs.
The project officer must be an enabler, with a focus on educating rather than taking a
directive approach (Cull, 2018; Homer et al., 2008). Similarly, Russell (2018) argued that
respected and trustworthy individuals make convincing leaders of change. Research,
scholarly opinion pieces and policy documents support the need for a project officer and
outline various descriptions of this role, including the tasks, skills and qualities that are
required for implementing an MCC model (Dawson et al., 2016; Homer, 2016; Jervis, 2016a,
2016b; NSW Health, 2012; Queensland Health, 2012). Strong leadership can assist in
accomplishing cultural change by advocating midwifery philosophy and building
interdisciplinary collaborations that support the integration of MCC models (Dawson et al.,
2016; Jarvis, 2016). The importance of intra-disciplinary and interdisciplinary
communication and collaboration was identified as being a crucial component of the project
officer’s role. This emphasis on effective communication between all key stakeholders is also
reported in other studies that investigated the implementation of MCC models (Farquhar et
al., 1998; Maillefer et al., 2015; Perdok et al., 2016; Sikorski et al., 1995; Turnbull et al.,
1995). It was a unanimous agreement across all three participant groups that better
communication between all levels of stakeholders was required. Midwifery managers
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reported that multidisciplinary collaboration was achieved by a project officer providing
MCC education, promoting the evidence and pre-empting any stakeholder concerns.

9.2 Concept of Theory: ‘Midwives Lacking Confidence’
It was clear from phase two participant findings that ‘midwives are lacking
confidence’, which often appears as resistance towards the implementation of MCC. These
findings presented the midwives’ perspectives and confirmed that the midwives’ value MCC
and are ‘wanting to be women-centred carers’. However, a large portion of these phase two
participants argued that midwives do not have the certitude required to promote MCC
evidence because they are not familiar with current research outcomes. These participants
also attributed a lack of midwifery confidence to the current hospital system, which has been
hindering midwives’ ability to form meaningful relationships, thus devaluing its effect.
Participants indicated that hidden hierarchies existed in hospital settings that prevented
autonomous midwifery practice and that hindered midwives from forming these beneficial
continuity of care relationships with women.
9.2.1 Category: ‘Wanting to Be Woman-Centred Carers’
The findings indicated that a lack of midwifery confidence was often linked with
midwives ‘not knowing the evidence’, especially in relation to the improved outcomes that
are associated with MCC. It was observed that this issue inhibited midwives’ ability to
engage with the support of other staff to work towards implementing a model. Most
midwifery participants described the benefits of MCC only in terms of the trust and
familiarity that developed between the woman and the midwife. Only two midwifery
participants could describe the benefits as reported in the current Cochrane reviews (Sandall
et. al, 2016), specifically describing the improved health outcomes for a woman and her
baby. This finding supports the current literature that reveals how midwives lack awareness
of current MCC evidence and require further education to better understand the benefits of
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MCC models for women and their babies (Lewis & Langley, 2018; Ross-Davie & Brigante,
2018; Taylor et al., 2020). In addition to having limited awareness of the benefits of MCC,
midwives were demonstrated to lack an understanding of how to manage new ways of
working within a MCC model, this is supported by recently developed tools such as
Implementing Better Births—A Resource Pack for Local Maternity Systems (NHS England,
2017); Can Continuity Work for Us? (RCM, 2017); and the Ways of Working Toolkit
(Donald et al., 2014). These were designed to help midwives’ transition by helping them
recognise the need to better understand the concepts of MCC (NHS England, 2017; RCM,
2017).
Adding to this lack of understanding are the interchangeable terms used to describe
MCC models in the research and midwifery literature (Dawson et al., 2016; Donnolley et al.,
2016; Sandall et al., 2016a). The emergence of this code prompted a review of the data, via
theoretical sampling, to re-explore participants’ descriptions and to help define what the
participants in this study understood MCC relationships to encompass within these models.
The data were analysed within and across all three participant groups. The results
categorically reported that a midwifery continuity of care relationship entailed having a lead
midwife and preferably one-to-one caseload care; however, participants acknowledged the
difficulty of sustainability. They suggested working in a ‘buddy’ system, though it was clear
that no more than three midwives working together was optimal for achieving the benefits of
a trusting relationship. These elements of a continuity relationship align with the evidence
that distinguishes a MGP caseload design of MCC models (Dawson et al., 2018; Donnolley
et al., 2016). Caseload models are recognisable from other MCC models by the smaller
number of midwives that a woman will meet throughout her maternity care. These models
often ensure that a lead midwife is allocated to each woman, with a backup of two to three
midwives. This lead midwife would handle a caseload of 35–40 women each year (AIHW,
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2014; Dawson et al., 2018; Homer et al., 2008). There is a lack of standard terminology to
describe not just midwifery models of care, but maternity care models that are in use across
Australia (Dawson et al., 2018; Donnolley et al., 2016). This problem contributes to the
continuing confusion, preventing accurate evaluations of maternity models of care and
limiting research applicability (Dawson et al., 2018; Toohill et al., 2012). The development
of the Maternity Care Classification System provides a standard terminology that can be used
in future research (Donnolley et al., 2016).
Midwifery participants identified that in regional areas, ‘Women need support and
lack knowledge of MCC’. Despite current research demonstrating women’s increased
satisfaction with care within MCC models compared with standard hospital maternity care,
the findings from this study indicate that many midwives were not convinced that women
wanted access to MCC models. However, this finding was further explained when emerging
categories revealed that women find it difficult to engage with local maternity services, and
they request the changes required to implement MCC. Second, perhaps many women do not
know about MCC, or that it could be an option for care. The findings from this study
recommend that a greater awareness of the evidence surrounding MCC models could help
change cultural perceptions of midwifery care and help the regional midwifery workforce
drive change that facilitates the implementation of MCC models.
9.2.2 Category: ‘A System Subordinating Midwives’
The findings highlighted the problematic positioning of midwifery care within the
public hospital maternity system. This emerged from the category ‘a system subordinating
midwives’. Participants from all three groups described this issue repeatedly using the codes
hierarchy and patriarchy, with reference to the medical hegemony over midwifery care
within the hospital maternity setting. It is understood that midwives provide care that
optimises normal pregnancy and physiological birth practices (International College of
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Midwives, 2014). Midwifery practice coexists with obstetric medical care which bears the
additional responsibility of managing child-bearing complications (ACM, 2014; Royal
Australian New Zealand College of Obstetricians and Gynaecologists; 2017). It is
acknowledged that some overlapping of practice exists. However, it is argued that current
Australian public hospital systems constrain midwifery practices within the hierarchical
relationships of power (Harvie et al., 2018). Harvie et al. (2018) argued that it is socially
accepted that the medical guidance and regulation of decision-making around childbearing is
normal, or that it may even be considered optimal. Many authors have noted the practice
trend of risk aversion and task-oriented care that medically governed hospital settings enable
(Harvie et al., 2018; Miller et al., 2016; Taylor et al., 2019). Routine practices of consultation
and referral are based on risk assessment pathways that are designed to improve patient
safety. However, they also articulate a clear hierarchy within hospitals settings, often
documenting a flowchart of professional relationships that demonstrates unequal power in the
decision-making process (Davis & Walker, 2010; Russell, 2018; Walsh, 2006). Authors of
these policies and directives need to consider this effect on the midwifery workforce’s ability
to advocate for women and how to navigate this hierarchy of risk management as a team of
shared decision-makers. Further, interviews with all participant groups indicated that due to
limited access to MCC models and homebirth options, most women continued to be restricted
to care within obstetrics-led maternity units, which provide hospital-based fragmented
midwifery care. This further embeds fragmented hospital care as the prevailing maternity
care option available to women. Kirkman (1999) defined this fragmented care option as the
‘industrial model of childbirth’, as it enables routine practices and task-based care approaches
to be the accepted norm. Other evidence supports the findings of this study, which revealed
that midwives’ frustration with organisational attitudes affects their work and hampers their
ability to provide quality woman-centred care (Catling et al., 2017; Harvie et al., 2018).
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Further, these factors are shown to lead to fatigue and a lack of confidence within the
midwifery workforce (Rouleau et al., 2012).
Midwifery participants also identified the subcategory ‘seeking management support’
as another barrier. Issues arose when midwives sought management support to implement
MCC models—such as unclear communication pathways, unsupportive unit managers,
difficulty identifying key stakeholders within the hospital system and a lack of leadership to
implement MCC models. A study by Taylor et al. (2019) asserted that considerable change
was required in the midwifery culture as a whole, if any change could be made to the way
that midwives’ work was accomplished—including to the systems and structures that support
them. This highlights a shift in management culture away from the current micromanagement
of midwives to allowing them the autonomy they require to work in caseload models (Taylor
et al., 2019). Taylor et al. (2019) also argued that confidence in autonomy of practice is
affected by the health system’s erosion of midwifery skills, which results in midwives’
attitudes to ‘pass the buck’ (Taylor et al., 2019, p. 135) instead of being accountable for
decision-making.
The effect of these issues is evident in the findings that show that midwives are
‘fearing change’. Phase two participants noticed problems in how midwifery work is
allocated in regional hospital settings. Midwives highlighted problems pertaining to the
recency of skill practice because, in some areas, midwives are often able to remain working
in areas of maternity (in which they are more familiar), and this prevents them from working
with their full scope of practice. The findings indicate that this issue contributes to midwives’
lack of confidence and resistance to change, especially when they require transitioning to an
MCC model. In this study, both midwives and midwifery managers reported that hospital
systems allowed midwives to remain in a familiar area of maternity care (e.g., birthing units,
postnatal wards, antenatal clinics or special care nurseries). This is an issue reported in other
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studies highlighting how midwifery is resistant to change; some midwives were reported to
have preferred to stay in familiar settings rather than to practise skills across the entire childbearing continuum of care (Russell, 2018; Styles et al., 2019;Taylor et al., 2019). Earlier
research by Homer et al. (2009) reported on the changing role of midwives with the
introduction of ‘new models’ of care, which predicated a need for midwives to further
develop their skills to enabled them to work across their full scope. The barriers that
prevented midwives from working to the full potential of their skill set in Australia has been
recognised for almost two decades (Brodie, 2002; Leap, 2002; Leap et al., 2003). The
Australian Midwifery Action Project also identified barriers and organisational problems that
highlight the invisibility of midwifery within the wider community (Barclay & Brodie, 2003).
This was reportedly related to the dominance of medicine in maternity care settings
preventing opportunities for midwives to work across their full scope of practice (Dahlen et
al., 2011). Issues of midwifery staff needing to ‘upskill’ when considering transitioning to an
MCC model is consistent with other research (Newton et al., 2016; Styles et al., 2019; Taylor
et al., 2019). For example, studies have identified perineal suturing and cannulation as
common skills for which midwives should receive further education and mentorship before
they can feel confident to work in MCC models (Newton et al., 2016; Styles et al., 2019).
Russell (2018) identified that positive social support from work colleagues can enhance
individuals’ confidence in their abilities and thus help them fulfil required tasks. Based on the
findings of this study, it is suggested that educational workshops would facilitate skills
acquisition, understanding of current evidence, critical reflection and problem solving. This is
consistent with the literature demonstrating that education initiatives aid the successful
introduction of clinical practice changes (Lewis & Langley, 2018; Russell, 2018; Taylor et
al., 2019).
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A major concern raised by midwifery participants was a need to ‘address
misinformation about MCC lifestyle’. This category indicated that midwives’ confidence in
transitioning to a MCC model was hampered by concerns about managing on call
commitments, as compared with working rostered shift work. However, other participants
observed that MCC was actually quite flexible, as work could be negotiated around both the
woman’s and the midwife’s needs. Perceptions of excessive workloads, long hours on call,
professional isolation and difficulty achieving work–life balance have hindered the
widespread translation of midwifery caseload models (Fenwick et al., 2018; Taylor et al.,
2019). However, recent studies have confirmed that midwives who work in caseload
midwifery have lower levels of work-related burnout (Dixon et al., 2017; Fenwick et al.,
2018; Jespen et al., 2017). Symptoms such as stress, depression and anxiety were reduced for
caseload midwives when they were compared with midwives who worked in traditional
rostered hospital shift environments (Dixon et al., 2017; Fenwick et al., 2018; Jespen et al.,
2017). The capacity to develop meaningful relationships, social support and occupational
autonomy are all identified in caseload models as factors that help protect against workrelated burnout and improved work satisfaction within the midwifery profession (Jespen et
al., 2017).
A study by Newton et al. (2016) identified that midwives could adjust to new methods
of working and managing on call aspects. The flexibility associated with caseload midwifery
care was attributed to successfully maintaining a work–life balance and family commitments
(Edmondson & Walker, 2014; Newton et al., 2016; Taylor et al., 2019). A tool kit developed
by Donald et al. (2014) used action research methods to identify new ways of working that
facilitated positive ‘Work–Life Balance Score’ for midwives working in caseload models
(Donald et al., 2014, p.9). They found that midwives were better able to manage the
unpredictable nature of caseloads when they had a supportive team of midwives with a
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shared philosophy and the ability to develop relationships with women. Dixon et al. (2017)
also reported that most of the midwives providing caseload midwifery had school-aged
children (89.4%), stating that the participants felt they had flexible amounts of time off. This
is important because the findings from this study claimed that midwives were concerned that
having children would prevent them from working in MCC models. Taylor et al. (2019)
reported that the flexible work hours for caseload models and the autonomy to organise work
patterns around childcare were beneficial to midwives with children. Further research that
investigates how midwives balance family commitments and on-call MCC work is required.
Australian public hospital maternity services should feel confident that a reorientation of
midwifery care so that it aligns with MCC evidence is likely to be a sustainable way forward
and improve workforce wellbeing.
Like the phase one participants, midwives described problems in which workplace
culture contributed to ‘midwives lacking confidence’. This concept rendered categories which
outlined that midwives could resist the implementation of MCC models due to concerns
about the subcategory ‘destabilising the midwifery team’. Participants reported negative
attitudes and workplace cultures that have undermined MCC models. These behaviours were
identified by the following codes ‘us and them’, excessive ‘surveillance and scrutiny’, not
being considered ‘real midwives’ because they care for low-risk women and disapproval for
not working with the team of midwives who was left at the ‘coalface’. Catling et al. (2017)
identified similar workplace culture issues that were associated with Australian midwives,
such as bullying and resilience, fatigue and powerless midwives, being hampered by the
environment and the importance of support for midwifery. Midwives’ feelings of
powerlessness can lead to lack of investment and belief in their workplace (McKellar et al.,
2009). The fragmented way that care is provided in hospital settings is stated to result in a
loss of empathy and compassion (Cull, 2018; Dahlen et al., 2011). This is due to the task-
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oriented manner that care is delivered, time constraints, large workloads and risk aversion
(Catling et al., 2017). Negative workplace culture is also a concern, and it is said to
contribute to workplace bullying (Hughes, 2017; Kirkham, 2017; McKellar et al., 2009). The
findings from these studies confirmed that these undermining behaviours are persistent and
that they create a toxic workplace culture in Australian maternity services.
9.3 Category: ‘Supporting Student and New Graduate Midwives’
Participants described witnessing a shift in midwifery culture, with the newer
generation of Bachelor of Midwifery students and new graduates currently emerging.
Findings indicated that ‘supporting student and new graduate midwives’ is vital, as they are
an undervalued knowledge resource and have skill sets that can facilitate the implementation
of MCC models. Participants stated that students and new graduates had an effective
understanding of recent research about MCC and were motivated to translate this evidence
into practice. Students were also valued because they experienced providing continuity of
care from within ‘mini-midwifery practice’ opportunities during their university studies.
However, some participants were concerned that there was a lack of support for new
graduates to find employment in MCC models, which contributes to their attrition rates from
the workforce. The literature confirms that these findings demonstrate a high number of
early-career midwives leaving the profession (Cull, 2018; Harvie et al., 2018; Sullivan et al.,
2011). New graduates and student midwives should be acknowledged as an integral part of
the future midwifery workforce—one that will influence practice innovation, such as the
implementation of MCC (Brown & Dietsch, 2013; Cummins et al., 2017; Passant et al.,
2003). However, participants reflected on the disconnect that students’ experienced between
the MCC philosophy that they learned at university and the reality of working in the current
hospital system. Currently, students’ exposure to working within true MCC model models is
minimal due to the limited number of models that are currently available. Carter et al. (2015)
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highlighted the learning benefits for students who work within an MCC model, as compared
with those who work in fragmented hospital models. They demonstrated that students who
worked within an MCC model were better able to build a relationship with their supervising
midwife, who would promote deep and active learning (Carter et al., 2015). In comparison,
Ebert et al. (2016) found that students who worked in a fragmented hospital setting with
unknown supervisors were at an increased risk of stress and anxiety, which in turn reduced
the students’ confidence and skill competence. Additionally, research has questioned whether
students can gain a realistic experience of working in an MCC model when they follow
women through a fragmented system (Ebert et al., 2016; Gamble et al., 2020; Sidebotham et
al., 2019). Evidence demonstrates that students need to be immersed in an MCC model for
their practicum experience, so that they can understand how midwives managed workloads
within this model of care (Ebert et al., 2016; Sidebotham et al., 2020). This evidence aligns
with the present study’s findings, which demonstrates that exposure to the first-hand
practicalities of managing a caseload, navigating MCC models and work–life balance, and
the skills required to build collaborative relationships would be beneficial for students. Other
research shows that students who worked within an MCC model observed the flexibility of
midwives arranging workloads around family or other commitments, negotiating time off and
navigating ‘on call’ work in a sustainable way (Sidebotham & Fenwick, 2019; Gilison et al.,
2015). Students also stated that these experiences reaffirmed their desire to work within MCC
models, and that it provided insight into how they could transition into that model upon
graduation (Sidebotham & Fenwick, 2019).
One concern that participants raised in the present study was the retention of newly
graduated midwives who sought work within the limited number of MCC models that are
currently available. Participants acknowledged the importance of sustaining a workforce that
values MCC, so they recommended supporting new graduates and student midwives to be
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part of the MCC implementation processes. Participants from both management and
midwifery participant cohorts stated the need to debunk the myth that students and new
graduates require more experience before they can be included in an MCC workforce.
Additionally, phase two participants recommended that support for new graduates and
student midwives should include mentoring, reduced caseloads and regular team meetings.
These findings align with the results from Cummins et al. (2017), who developed a
conceptual map to help organisations better support the inclusion of students and new
graduates into MCC models. However, many studies reported a lack of support and few
opportunities for new graduates and students to work in MCC models (Cummins et al., 2018;
Ebert et al., 2016; Gamble et al., 2020; Sidebotham et al., 2019). Further, research has
revealed that new graduates want to work in these models and that some will leave their
current employment to search for this type of work (Clements et al., 2013; Cummins et al.,
2018). Concerningly, research by Harvie et al. (2018), identified that early-career midwives
are most likely to consider leaving the profession and that this was linked to dissatisfaction
with their role in fragmented care settings. In contrast, studies demonstrated that midwives
who worked in MCC models were less likely to be dissatisfied with the organisation of
midwifery care or their roles (Harvie et al., 2018; Taylor et al., 2019). A study by Cummins
et al. (2018) recommended using a concept model that was designed to help organisations
better understand the support required that enables new graduates and student midwives to
work in MCC models. Further research is required to reassure organisations that students and
new graduate midwives are suitable candidates and that they would help build a workforce
that will confidently step into MCC models once graduated.

9.3 Concept of Theory: ‘Rallying Together with Women’
Interviews with the women participants revealed that ‘women not knowing about
MCC’ hinders the implementation of MCC models. Despite this concern, all the participants
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affirmed that ‘women value a familiar face’ throughout their maternity care. Women
participants, like midwives, frequently mentioned the trust aspect that the MCC model
facilitates, highlighting that women did not want to repeat their stories to multiple care
providers. As aligned with current evidence, the findings of the present study clearly indicate
that women value and want access to midwifery continuity of care models (Dawson et al.,
2016; Sandall et al., 2016). Another important outcome of this study was how the women
participants defined MCC. The data confirmed earlier findings from phase one and phase two
participant interviews and indicated that MCC care should be provided by a lead midwife for
a woman throughout their child-bearing experience, including their preconception, antenatal,
intrapartum and postnatal periods. Most participants stated that one-to-one care with one
midwife who worked a caseload would be optimal; however, participants recognised that this
was not always possible nor realistic and suggested that working in a buddy system would
also be beneficial—although it should be limited to no more than three ‘buddy’ midwives.
Participants reported that more than this number would affect their ability to form a
meaningful relationship and develop the trust that they attributed to MCC.
Although women recognised that MCC relationships are vital, the interviews
suggested that regional communities are ‘lacking consumer awareness’ regarding MCC
models. Participants frequently said how they thought that women in their communities
would not know what MCC was, or that it was an option of maternity care. This issue was
identified as a reason for women neither requesting access to these models nor pursuing their
implementation. McKellar et al. (2018) identified these same challenges in the initiation and
sustaining of private midwifery-led practices. Their research revealed that a significant
barrier to increasing access to MCC models was a lack of public understanding regarding the
role of the midwife (McKellar et al., 2018). It was a clear lack of understanding about
midwives’ level of skill and expertise with birth existed, as well as a perception that
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midwives are assistants rather than lead care providers (McKellar et al., 2018). The findings
of McKellar et al. (2018) informed a public awareness media campaign in South Australia
that aimed to educate the public on the role of the midwife in Australia and, in turn, to
increase the potential for women to seek midwifery-led care. This lack of knowledge affects
women’s capacity to make an informed choice regarding care options, and it hinders the
upscaling of midwifery-led models of care. Homer et al. (2009) earlier research confirms
these public perceptions and raised a concern regarding the invisibility of midwives within
the Australian health system. The women in Homer et al.’s (2009) study explained that it was
important that midwives be promoted, and that it required improved autonomy and respect—
both considered vital factors for raising the profile of midwifery as a profession. This study is
consistent with the evidence indicating that women should have a better understanding of the
role of midwives and that they should know that MCC is another safer option (Homer et al.,
2009; McKellar et al., 2018; Sandall et al., 2016b). Participants in the present study also
suggested that if women could access and experience MCC, then it would be regarded as a
valued service. Women would then share and promote their experiences with others in their
community. These factors are consistent with other research showing that MCC models are a
valued service, with some existing models being unable to manage consumer demand
(Dawson et al., 2016). The findings of this research highlight the need for further education
that promotes midwives’ professional role—and this finding must be disseminated within the
wider community. If more women in the community possessed a greater understanding of the
benefits of MCC, then it would facilitate midwives’ confidence and help them pursue an
autonomy of practice.
An important link was observed between women who did not know about MCC and
the problems that exist when women want to engage with their local maternity service to
request access to MCC models. Participants stated that this issue begins with how women are

234
cared for in the current hospital setting, and how it is repeatedly described as ‘a system not
meeting women’s needs. Several issues that the women identified include a lack of womencentred care, feeling like they are being pressured into making decisions, stereotyping, being
processed and repeating their stories to multiple health care providers. These concerns were
associated with maternity care experiences that are ‘devaluing women’ and that are
disempowering their ability to make informed decisions, resulting in some women avoiding
hospital care. Due to these experiences, the findings revealed that the women lack the support
to engage with hospital services and that women are ‘underestimating their power to make
change’.
Participants observed that the current system did not facilitate consumer engagement,
and that their maternity care felt more like a process that disempowers women’s confidence
to request change. This became apparent early in the research process, when recruiting
women into the study proved difficult. Only one participant was recruited through initial
methods (purposive sampling using email and phone contact, via MCA details). All other
women participants in the group of consumer representatives were recruited through a
referral email that was sent by existing participants (the snowball technique). These
recruitment problems may reflect the disempowerment that the women participants reported
experiencing when they tried to engage with their local hospitals. Despite the difficulties of
engaging with their local health services, several participants witnessed the powerful
influence that women (consumer) advocates had when they engaged with hospital
management and pursued the implementation of an MCC model. Unfortunately, the women
participants recognised that this often occurred when maternity services were threatening to
close within a community. The findings indicated that this caused a ‘crisis cascade’ that lead
women to rally together for support and demand access to maternity care. The stories that the
women shared identified useful actions, such as engaging executive-level management,
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accessing local media resources and obtaining support from local politicians. Women also
recognised the importance of ‘seeking out champions’ and described the value of connecting
with supportive midwives. However, the women were concerned that the hospital system was
‘burning out midwives’ who had been advocating for this model of care, and that other
‘midwives are resisting MCC change’. Phase three participants echoed the concerns that were
raised in phase two interviews, demonstrating that midwives lack the confidence to face the
challenge of implementing MCC models. This was due to the many barriers that midwives
encounter when working in a hospital system that limits their professional scope and capacity
to build woman-centred relationships and an unsupportive culture that subverts the valuing of
an MCC model. For the women in the phase three interviews, these problems raised the
concern that midwives may not be positioned well to support the implementation of an MCC
model, or that they are too few in number.
Several government policies recognise the difficulty for consumer enablement and
engaging stakeholders that contributes to health service development or improvement. These
policies understand the importance of engaging women when working to implement MCC
models (NHS England, 2017; NSW Health, 2012; Queensland Health, 2012). The New South
Wales Ministry of Health is committed to consumer and community participation (NSW,
2019). An important element of the Government Action Plan was to involve people who used
health services—their families or carers, organisations with an interest in the health system
and the residents of NSW (NSW, 2019). The final outcome of this plan resulted in the
‘Partners in Health Report’, which provided a framework and directions for helping
consumers and community participation in NSW Health decisions (NSW, 2019). Participants
acknowledged that during the implementation of an MCC model, consumer engagement with
health services became a crucial step towards changing maternity services.
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9.3.1 Category: ‘Rallying Together’
A lack of confidence to accomplish the task of implementing an MCC model was
identified as due to women’s experiences as consumers in the hospital’s maternity care
system. Participants stated that consumer partnerships between hospital and women were
considered ‘tokenistic’. Women reported difficulty in navigating communication pathways,
which made engaging with necessary hospital stakeholders more difficult. Despite these
challenges, the women participants identified that, in some areas, women had ‘rallied
together’ and had successfully pursued the implementation of an MCC model in their health
services. The tipping point for the women in this study was the threatened closure of
maternity services within their local health services. This ‘crisis’ was described as a ‘golden
opportunity’ that resulted in a ‘cascade’ of actions and steps that women made to ensure that
key stakeholders were engaged. These actions were common across health services areas, and
included building community support groups, joining meetings with local politicians and
local media resources (newspapers/news reporters) and writing letters to hospital executives.
Support was also sought by ‘seeking out the champions’. Women discussed the possibility of
finding advocates within the hospital system to help them navigate many of the barriers. The
women in this study emphasised the importance of finding supportive midwives, which
highlights the valuable contribution that this partnership made to the successful
implementation of MCC models.

9.4 Substantive Theory
Substantive theory: A partnership between midwives and women is required to build
confidence and enable the promotion of current evidence; this is essential for engaging key
hospital stakeholders to invest in the implementation of MCC models.
The findings from this study have generated a conceptual substantive theory that was
developed to answer the research question—what factors influence the implementation of
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MCC models in regional NSW, Australia: from the perspectives of key hospital informants?
The results indicated that both midwives and women are key stakeholders who significantly
influence the implementation of MCC models within their local maternity services. A
consistent concern that was raised throughout all the interviews pertained to a lack of
knowledge and understanding regarding what MCC models were and how they should be
delivered, specifically in regional areas. The importance of the ‘relationship’ that develops
between a woman and a known lead midwife emerged as a common code throughout all the
interviews. It was clear across all three participant groups that the opportunity for a woman to
develop a meaningful relationship with a known midwife throughout her care was deeply
valued. When participants were asked to describe what MCC meant to them, all participants
mentioned the benefits of developing trust and familiarity, as well as not having to repeat
stories to multiple care providers. All participant cohorts unanimously agreed that to be
defined as an MCC model, the care must be provided by one lead midwife, with a backup of
preferably no more than two other midwives. Participants argued that limiting the number to
two-to-three midwives maintained the benefits of trust and familiarity that the continuity
relationship had fostered. Current evidence indicates inconsistencies in how the term
midwifery continuity of care model is used (Donnolley et al., 2018). Another important
finding was the reduced capacity within a hospital setting for both midwives and women to
engage with key stakeholders when they sought service changes. However, it became evident
that when women and midwives worked together, they were more successful in engaging the
necessary stakeholders and in initiating changes that facilitated the implementation of an
MCC model.
Throughout the study, participants have emphasised the importance of developing a
midwife–woman relationship because it fostered trust. Despite this, the findings revealed that
the current hospital maternity systems prevent women and midwives from forming these
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beneficial relationships. This creates a gap between women and key stakeholders that hinders
engagement. This barrier to forming relationships prompted an exploration of literature that
focused on midwife–woman relationships—and it was a natural step towards theory
development. The literature review identified works that were published on midwifery
partnerships, as well as the historical contexts that emerged, which has already witnessed
New Zealander women securing access to MCC models. Research has highlighted that
women value having a known continuity of care midwife, and that this kind of midwifery
relationship improves maternal satisfaction due to the subsequent continuity of information,
respect, trust and shared decision-making throughout their experience (Perriman et al., 2018).
The relationship that develops between a midwife and a woman is founded on mutual trust,
respect, power sharing and an acknowledgement of the effect that it can have on the wider
community (Miller & Bear, 2019). This unique relationship between a woman and her
midwife forms the basis for the ‘midwifery partnership model’ that was first articulated by
Pairman and Guilliland (1995). Midwifery partnership theory supports relationships by
recognising the cultural contexts and sometimes invisible power structures that can exist
between partners and within health care services and the wider community. This partnership
theory clearly aligned well with the study’s developing findings, which determined that the
hospital hierarchical systems and workplace cultures acted as barriers. To observe the
midwifery relationship from these perspectives is similar to the constructivist grounded
theory approach for understanding a phenomenon through a symbolic interactionist lens.
Pairman and Guilliland (1995) developed the midwifery partnership framework as a tool for
helping midwives explore and understand the contexts of their professional relationships with
women, as well as the influence that these relationships have on the care provided. This
framework encourages midwives to acknowledge their developing relationships and identify
the values and concepts that influence how the midwives and others engage in their
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professional roles. The notion of ‘partnership’ is culturally embedded in New Zealand society
(Miller & Bear, 2019). This cultural understanding of partnership inspired New Zealand
women and midwives to actively search for the ability to choose a caregiver for childbirth
and challenge traditional hierarchical professional relationships by instead seeking for
negotiated ones (Miller & Bear, 2019). This collaboration facilitated political activities that
raised women’s health issues and enacted legislative change. In doing so, the collaboration
also demonstrated a political partnership (an alliance that sought to change women’s health
services) with women that led to the midwifery profession recognising ‘partnership’ as a
philosophical stance, an ethical principle and a standard of practice (Freeman et al., 2004).
These examples attest to the stories of the participants in this study, who recounted the
positive influence that women and midwives had on implementing an MCC model when they
‘rallied together’.
Some scholars cited a lack of clarity in the term and noticed inconsistencies in the
definition of ‘partnership’, specifically in its application to health (Gallant et al., 2002;
Tabritz et al., 2019). Although the term ‘partnership’ has been adopted from business and
management disciplines, the ideal partnership is acknowledged as being a dynamic
relationship between diverse actors; it is based on mutually agreed-upon objectives and is
pursued through a shared understanding of the most rational division of labour based on the
respective comparative advantages of each partner (Brinkerhoff, 2002). A review of
partnership literature suggested a set of criteria that can be used to enhance the definition of
partnership. These criteria included an agreement on a shared vision, transparency of
information and resources, agreed-upon roles and responsibilities of all interests represented
and agreed-upon mechanisms for conflict resolution (Brinkerhoff, 2002). The importance of
transparency was highlighted as a crucial factor for determining the potential responsiveness
of partnerships within which a considerable power imbalance exists—such as between a
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government organisation and its community. Brinkerhoff (2002) discussed how partnership
could have been used as an opportunity to develop strategic direction and coordination, as it
allows a measured integration of services that is impossible for any actor operating alone.
This fits with the context of implementing MCC models and the cooperation of multiple and
diverse actors, who each has their own perspective and comparative advantage. This
application of partnership would help avoid the risk of treating symptoms rather than causes
and it would assist with overcoming the systemic forces that preserve the status quo (Brown
& Ashman, 1996; Tabritz et al., 2019). A useful definition of the term ‘partnership’ could be
adopted into the midwifery context by applying some of the attributes identified above. The
perspective of a midwifery partnership may offer a mechanism to address several factors that
were identified throughout this research that influence the implementation of MCC models.
Additionally, Krisjanous and Maude (2014) explored customer value co-creation
within a partnership model of health care (i.e., New Zealand midwifery partnership models).
The aim was to classify the nature of the activities in which women engaged that may be
regarded as oriented towards customer (woman) value co-creation (Krisjanous & Maude,
2014). This perspective argues that value is created through the woman’s interactive and
relativistic consumption of her phenomenological experience. One notion suggests that
women are active rather than passive in their service experience; they contribute to creating
value (value co-creation) and thus work towards overall success. They do not only create on
an individual level. Further, as women and health care consumers become more
knowledgeable and involved in their health care, more participative models of care will be
expected, with increasingly empowered consumers (Doherty & Mendenhall, 2006; Swan,
2009). De Jonge et al. (2019) also promoted the benefits of value-based health care to
overcome the challenges of current health care systems. Value-based health care is
consistent, and global trends recognise the importance of woman-centred care, which would
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involve a shift away from provider-driven systems. De Jonge et al. (2019) argued that
maternal and newborn care must shift away from a predominant focus on acute services
towards the value-based continuity of care services. Rather than remaining in favour of
population norms, evidence-based practice can be implemented by adopting a values-driven
approach. However, the best outcomes are said to be achieved because a more balanced
distribution of resources is ensured. To assist with this approach, the Quality Maternal and
Newborn Care framework is said to offer an evidenced-based example of value-based
maternity care (Renfrew et al., 2014).
In the UK, the NHS (2017) is currently working towards service user co-production
through a Maternity Voices Partnership (MVP) initiative. This is supported by several
resources, including the ‘15 steps for maternity’ toolkit (NHS, 2018; Qureshi, 2019). Women
and their families, consumer representatives and staff (including midwives and obstetricians)
form a working group to review the development of local maternity services (RCM, 2018).
The formalised approach allows themes and challenges to be identified through women’s
experiences of maternity services, and it is an opportunity to receive feedback, gauge changes
and shape service delivery (NHS, 2017). Although aimed to embed women’s voices, MVP
has also contributed to enhancing staff morale and improving staff recruitment and retention
(Qureshi, 2019).
These conceptualisations of the term ‘partnership’ are useful for considering the
midwifery partnership theory and its application to implementing MCC models. Although the
theoretical framework emerged out of New Zealand’s societal constructs of relationship, they
are applicable and have been adopted in other countries, cultures and settings (Freeman et al.,
2003). A midwifery philosophy advocates for the privilege of sharing child-bearing life
experiences ‘with woman’. This privilege carries with it the moral obligation to engage with
and promote the equality of relationships (ICM, 2014; Miller & Bear, 2019; NMBA,
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2018). This model is most recognisable in a midwifery continuity of care model, as opposed
to a hospital maternity setting—in which midwives are limited to short-term episodes of care,
and a relationship that is based on partnership is less likely to occur (Miller & Bear, 2019).
Midwifery continuity of care models facilitate the development of such relationships
by providing sufficient time to develop mutual trust and confidence (ICM, 2014; NMBA,
2018). The findings of the present study confirm that collaboration and partnership are
important to midwives. Further, the literature describes the enabling qualities that
partnerships between health care providers and consumers use to facilitate service
developments that lead to improved health outcomes and safety (McAra-Couper et al., 2014).
From these discussions, it is clear there is value in understanding the term ‘partnership’ as a
commitment made by multilateral partners, with an emphasis on each partner’s accountability
to contribute to improving a service’s effectiveness. These partnership elements would be
beneficial for women and midwives to adopt when they work to implement an MCC model.
The need for women and midwives to form a partnership became apparent as the data
revealed a clear gap between these two groups of participants. It was clear from the findings
that current hospital maternity settings exacerbate this gap, and this issue is supported by the
current midwifery literature (Catling et al., 2017). Interviews with all participant groups
indicated that when midwives and women ‘rallied together’, it positively influenced the
implementation of MCC models. The findings also suggest that a lack of knowledge and
understanding about MCC currently prevents midwives and women coming together in a
partnership to work towards implementing this option of care. Additionally, the findings
indicate that midwives in regional areas are less likely to support the implementation of an
MCC model because they often work in a culture that is resistant to change. This is
compounded by the participants’ concerns that some regional hospital maternity cultures do
not facilitate midwives to work to their full scope of practice Further, midwives in regional
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areas may be unfamiliar with MCC models. A review by Russell (2018) investigated the
factors that supported change and allowed for the delivery of midwifery-led care. It included
five studies that used action research to successfully facilitate midwifery practice changes
(Russell, 2018). An additional two studies used a realist evaluation framework—a four-stage
process that was similar to the action research cycle—to examine midwifery practice changes
(Bick et al., 2009; Hunter et al., 2015; Russell, 2018). Russell’s (2018) review aligns with the
present study’s findings and reports three key themes that support change—ownership of
change, capability to change and transformational leadership. Action research is shown to
facilitate staff ownership of change, as it focuses on solving local problems by establishing
collaborative partnerships with stakeholders (Russell, 2018). Deery and Hughes (2004)
suggested that the reflective process, an integral part of action research, enables a shared
concept of midwifery-led care that can expand the skills base for facilitating physiological
childbirth. These studies support the findings of the present research and confirm the need to
engage key stakeholders in meaningful partnerships that work towards improved
understandings, and that support midwifery-led care. Evidence revealed that action research
can stimulate change within a midwifery culture through participation and the opportunity to
identify common values (Deery & Hughes, 2004). Further, Dick (2007) argued that grounded
theory would benefit from recognising that involving participants more extensively in the
research project can improve commitment to the implementation of the planned action. It is
stated that involving participants through group discussions strengthens opportunities for
mutual education (Dick, 2007). Action research is described as being responsive to the
emerging needs of a situation (Dick, 2000). Community-based participatory research (CBPR)
takes this a step further as an action research method that fosters the development of trust and
builds on the strengths of partners from diverse settings (Shoultz et al., 2006). The findings
from this research project demonstrate the useful application of action research as a tool for

244
engaging all stakeholders. It would enable a partnership commitment that can potentially
resolve challenges and facilitate the implementation of an MCC model.
Hunter and Warren (2013) revealed that for many midwives, the underlying love of
midwifery is a fundamental commitment to making a difference at an individual, community
and societal level. Midwives said that ‘contributing to the greater good’ was important, and
this emerged as a common theme in their research (Hunter & Warren, 2013). Many kinds of
relationships exist and develop between, with and alongside midwives, ‘with women’
between midwives who work together and relationships within the maternity care system’
(Leap et al., 2011, p. 61). Midwifery leaders have recognised the influence that these
relationships have on the sustainability of midwifery (Crowther et al., 2016). The nature and
scope of these relationships varies considerably across maternity settings, and it is shown that
MCC models of care positively influence the resilience and sustainability of midwives in
their profession (Crowther et al., 2016; Styles et al., 2020). Fernandez et al. (2019) confirmed
the value of partnerships and shares similar findings, suggesting ground up approaches like
the present research. They concluded that implementing MCC models requires: 1)
establishing cohesive partnerships and collaborations to enhance funding, 2) having a shared
vision and good leadership, 3) communicating clearly and engaging regularly with
stakeholders, and 4) promoting culturallyand clinically competent public health models in
which midwives work collaboratively with the multidisciplinary team. A relationship ‘with
woman’ is at the heart of midwifery. Midwifery partnership theory recognises the importance
of working towards optimising theserelationships by identifying the contextual factors that
influence these partnerships and acknowledging the cultural changes that will support the
increasing access to MCC models.
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Chapter 10: Conclusion
This final chapter concludes the thesis by discussing how this research contributes to
existing knowledge regarding the implementation of midwifery continuity of care models.
Key findings are presented and require consideration for midwifery education and practice
when implementing MCC models. Factors that warrant further research are also presented in
Chapter 10, as well as a discussion about the study’s strengths and limitations.

10.1 Contribution of This Research to Existing Midwifery Knowledge
This research contributes to the existing body of knowledge that supports the
implementation of MCC models. Through qualitative methodology, this research offers firsthand experiences and in-depth understandings of the substantive factors that influence the
implementation processes of MCC models in regional settings. The CGT methods allowed
for further exploration of key stakeholders’ insights through theoretical sampling and the
inclusion of relevant midwifery literature. The resulting construction of a substantive theory
not only identified challenges, but it also addressed these challenges, and highlighted
facilitators leading to implementation. This substantive theory acknowledges the need to
strengthen themidwifery partnership with women as being essential to achieving access to
these models. Just as significant, current evidence that reports on the improved outcomes
and benefits of thecontinuity of midwifery care should be promoted, as this aids key
stakeholder engagement. The research findings also raised several concerns and gaps
regarding regional public hospital maternity settings. Many of these factors were shown to
hinder midwives from working to their full scope of practice—and this challenged their
confidence and support forthe implementation, as well as their willingness to transition to
MCC models in regional settings.
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This study also offers insight into the gaps in the current provision of maternity care,
which challenges midwifery practice and hinders MCC implementation. One major barrier
was insufficient understanding regarding the current evidence that demonstrates improved
outcomes when MCC is implemented. When compared with standard maternity care, these
outcomes reveal that women supported by an MCC model were less likely to experience
regional analgesia, instrumental vaginal birth, preterm birth at fewer than 37 weeks, neonatal
death and reduced fetal loss before and after 24 weeks (Sandall et al., 2016). Other studies
have found that women receiving MCC are less likely to have a caesarean section
(McLachlan et al., 2012), and they have improved satisfaction with delivery of care (Sandall
et al., 2016b). The MCC model is cost effective (Tracy et al., 2005) and allows midwives to
work to their full scope of practice, which improves work satisfaction (Newton et al., 2014).
This lack of awareness, regarding the MCC evidence, existed in the midwifery
workforce, but it also extended to the wider community—to medical staff and throughout
hospital management roles. This lack of awareness prevents stakeholders from advocating for
access to MCC models and from engaging with hospitals to consider implementation.
Another significant concern was the midwives’ and women’s inability to form meaningful
relationships within hospital maternity systems. Woman-centred care was considered limited
by the fragmented way that public maternity care is organised within regional hospitals. This
was largely associated with care provided by multiple midwives and the task-oriented way
that hospital care is delivered. Rather than a woman’s needs being central to her experience
of care, participants described a system that prioritised being risk aversive, which created a
reliance on medical review and enables a hierarchical culture to persist. However, this
process of medical review is widely known, in policies, to optimise maternal and newborn
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outcomes and improve patient safety (ACM, 2014; NSW, 2019). Participants recognised that
these consultation and review practices were impacting midwives’ confidence to be
advocates for women in a hospital setting. Additionally, women participants asserted that
these hierarchical review processes devalued their needs and contributions to decisionmaking. These gaps have also been highlighted by health services, with reform focusing on
consumer and clinician enablement to overcome communication barriers (Agency for
Clinical Innovation [ACI], 2019; Australian Commission on Safety and Quality in Health,
2012; South Western Sydney Local Health District, 2016). These concerns contributed to a
gap between midwives and women, which prevented them from developing relationships
based on mutual trust, respect and shared decision-making. Although hospital hierarchies are
mandated through the referral and consultation pathways, and they are endorsed by quality
and safety governance to protect women and their babies, further efforts must focus on the
culture that these pathways and directives enable; as they contributed to the disempowerment
of both women and midwives realisation of the full potential of their partnerships.
Additionally, participants recognised the difficulty of engaging with hospital organisations in
requesting access to MCC models. Communication pathways for engaging with the executive
hospital management were described as tokenistic because for both women and midwives it
was unclear who was appropriate to approach. The midwifery partnership theory shows
promise in regard to facilitating multi-stakeholder engagement; participants reported that by
rallying together and promoting MCC evidence, support was gained from executive-level
management. Furthermore, this support from hospital management assisted with securing
investment for funding a project officer role, this was shown to be essential to overcoming
many challenges and was required to maintain momentum throughout the implementation of
a MCC model. The findings confirm the constructed theory, further recommending: A
partnership between midwives and women is required to build confidence
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and enable the promotion of current evidence; this is essential for engaging key hospital
stakeholders to invest in the implementation of MCC models.

10.2 Recommendations for Practice
The research conducted in this thesis reaffirms the health literature that described the
complexity of implementing evidence-based changes in maternity settings. This study offers
important recommendations for maternity service policy and practice developments that will
contribute to increasing access to MCC models in regional areas. Therefore, improving health
outcomes for many women and their babies, and improving work satisfaction from within the
midwifery workforce. These recommendations are discussed in detail below and reflect the
findings that emerged from the data.
This research clearly demonstrated a gap between women and midwives engaging in
a partnership, as well as a gap with their regional maternity health service. These gaps hinder
a ground-up approach that would enable collaboration and implementing an MCC model.
Australian policy directives and literature revealed the difficulties of navigating health
organisations andsuch avenues to engage appropriate staff who would facilitate health service
changes (ACI, 2019; Australian Health Commission of Safety and Quality, 2012).
Participants highlighted the importance of women and midwives supporting each other when
advocating for access and during the implementation stages of MCC models. The midwifery
literature draws attention to the potential adoption of the term ‘partnership’ to include aspects
of equal commitment and accountability as found in business definitions; these elements
would be applicable to the already existing midwifery partnership theory. Evidence
highlights several strategies that facilitate partnership approaches in a midwifery context and
that would enable consumer–organisation engagement, as well as the value-based co-creation
of maternity services. Exploring the literature also highlighted the potential of establishing
MVP working groups as a strong step towards helping women and midwives work together
(NHS, 2018;Qureshi, 2019). The results indicate that these partnership groups aid
multidisciplinary stakeholder engagement, which is a core factor influencing the
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implementation of consumer-valued evidenced-based practice changes (e.g., MCC models).
Results also strongly highlighted the need for a funded project officer role, which
would be a key factor for facilitating the implementation of an MCC model. Partnership
groups such as MVPs require strong leadership with effective communication skills. The
findings demonstrated that a funded project officer was essential to facilitating the
partnership of stakeholders and to ensuring collaboration when working towards MCC
implementation. The project officer assisted with overcoming several challenges that
hindered implementation, such as gatekeepers (especially relating to midwifery workforce
resistance), workplace culture issues, insufficient awareness about MCC evidence, and
support for student and new graduate midwives. This study’s findings recommend that
policymakers and those seeking to implement evidence-based changes within a maternity
system should facilitate partnerships such as MVPs and the funding of a project officer.
These partnerships will enable value-based, consumer co-creation strategies that use a
ground-up approach to identifying necessary practice changes that lead to implementing
MCC models. A funded project officer role was also identified as essential to
overcoming midwifery staff concerns. This position facilitated strategies that addressed
multiple challenges, as highlighted throughout the findings. These barriers included
midwifery education of current MCC evidence, confidence across skills and correcting
misinformation regarding MCC work, negative workplace cultures and engaging with
all necessary key stakeholders. The project officer role facilitated implementation
through clear and effective communication, as well as visible leadership that
maintained momentum and that demonstrated an organisational commitment to the
project. These attributes enhanced midwifery staff confidence and engagement during
the implementation of an MCC model. The project officer role was also credited for
engaging the support of other staff, such as medical and executive hospital management
roles.
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These stakeholders also expressed their concerns during the implementation stages.
Participants identified how vital it was that the project officer had effective
communication skills. To provide targeted education and promote the benefits of MCC,
good communication was key to securing the engagement of all stakeholders.
Another factor that challenges the implementation of MCC models is the lack of
knowledge and understanding regarding this model of care. The findings indicated a need to
disseminate current evidence that shows the significantly improved health outcomes for
women and their babies when they receive care in an MCC model. The findings revealed that
this education must be targeted towards midwives, medical staff, hospital managers and
women in the local community. The lack of understanding was shown to hinder women and
midwives’ confidence in terms of requesting access to MCC models in their health services.
It also contributes to the sharing of misinformation and incorrect preconceptions that
challenge stakeholder support and efforts to implement a model. Further research that
investigates effective strategies and platforms for promoting this information is warranted.
The endorsement of collaborations like MVPs would seem like an optimal opportunity for
initiating these efforts. The development of strategic plans that support implementation must
acknowledge this lack of MCC understanding and ensure that effective resources are
allocated and accessible for diverse stakeholders. The suitability of already existing MCC
education resources developed by the NHS should be considered and, if necessary, adapted
to assist with a greater understanding of how this option could work for Australian maternity
care settings. MVPs aim to have a shared goal and to work towards improving women’s and
their family’s experiences of maternity services. A tool kit developed by the NHS for MVPs
helps ensure that feedback from all stakeholders within these groups is valued, and the
application of this information isused to assist with service improvements. These strategies
would be useful for upscaling access to MCC models and for providing an opportunity to
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evaluate the influence of implementation on key stakeholders. This research would help
identify the effectiveness of the resources used and the modifications that may be required
for Australian settings.
The findings demonstrate that the strong midwifery resistance to implementing MCC
models is related to a lack of confidence in terms of working autonomously and to midwives’
full practice potential. To address these concerns, the provision of education opportunities that
build midwifery confidence and encourage midwives to work to their full scope of practice so
that they can transition from rostered shift work to managing on call caseload is required.
These issues were revealed in discussions about current rostered hospital ward-based systems
preventing midwives from regularly practising to their full scope in regional settings. Instead,
midwives were enabled to continue working in a familiar ward or maternity setting, thus
limiting their confidence to work in other areas/wards of maternity care. Education
opportunities that permit midwives’ self-directed skill development is essential to building
confident workforce that can transition to MCC models. Another area that requires significant
investment is the need to develop midwives’ competencies in regard to managing a caseload,
especially the on-call aspects, when transitioning into MCC models. The findings indicate that
midwives lack exposure to MCC models, which inhibits their ability to understand how they
would manage or maintain a work–life balance if an MCC model was implemented. The
sharing of misinformation about MCC work–life balance was reported despite strong evidence
demonstrating the caseloads are a protective factor against burnout and work-related stress.
The findings concluded that further resources, education and work experience opportunities
are required to help midwives adjust to MCC work and develop work–life balance strategies.
Evidence shows that midwives can adapt to new methods of working. However, further
research that identifies tools, education and support resources for midwives to help them
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acquire these new skills would be beneficial. The support to develop these skills would help
with overcoming midwifery resistance, and it would be vital for maintaining future workforce
sustainability for these models.
The findings indicated that student and new graduate midwives should be included in
the implementation process. Participants recognised that student midwives are an undervalued
resource of knowledge regarding current MCC evidence. The continuity of careexperience
(CCE), also known as ‘follow through’, has been a key requirement within Australian
midwifery education programs since 2010 (Australian Nursing and Midwifery Accreditation
Council, 2014; Gamble et al., 2020). It aims to prepare students for work across the childbearing continuum and for experiencing the strengths of the midwifery continuity relationship
‘with woman’ (McLachlan et al., 2013; Style et al., 2020). The findings highlighted that
through CCE experiences, student’s role model to supervising midwifery staff the benefits of
a continuity relationship. By demonstrating these attributes and values associated with MCC,
student midwives were credited for facilitating some of the cultural change that is essential
when implementing MCC models. However, through the exploration of findings in light of
recent research, a need for student midwives to experience placements within authentic MCC
models is required (Ebert et al., 2016; Gamble et al., 2020),and as this study highlights especially in regional settings. Currently, few students can access clinical placements through
an MCC model, as most students support CCE women through the public hospital system
under the supervision of multiple care providers. The literature suggests that accessing
placements within MCC models for student midwives would ensure a more realistic
experience of managing caseload methods of working, so that they can develop confidence in
their autonomy of practice across the child-bearing continuum (Ebert et al., 2016). Research
also highlights that the fragmented care provided in the hospital system does not allow
students to build the necessary skills to manage their caseloads, and their learning
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opportunities may not be optimised when they support a womanin a continuity of care
relationship through the hospital system (Ebert et al., 2016). The potential to acquire these
skills during university education programs would ensure a workforce that is ready to
transition smoothly to these models upon graduation. Additionally,new graduate midwives
were recognised for their continuity experiences as students and theirmotivation to apply this
knowledge by searching for employment in maternity services that offer MCC models.
Participants also reported the need to discredit the myth that new graduate midwives require
further clinical experience before they can work in MCC models. Rather, the findings
recommended that new graduates should be supported with a mentor/buddy midwife and
allocated a reduced caseload to help their transition to this role. To ensure that midwives are
retained and these models are further up-scaled, it is important for organisations to consider
student and new graduate midwives part of the future MCC model workforce. Further
research exploring the training and education strategies for studentmidwives to acquire the
skills to manage MCC methods of working is necessary. Organisations should consider
developing pathways that support students and new graduatesto experience work with existing
MCC models.

10.3 Further Research
Establishing the MVP groups presented the opportunity to engage in further research
using methods that were identified during the literature review and that would be appropriate
for the midwifery context. The literature presented a strong argument for the use of action
research, particularly CBPR, when implementing changes to midwifery practice (Russell,
2018). The methods used during action research facilitated working in collaborative
partnerships, and its processes encourage staff ownership that helps identify and overcome
challenges that are associated with practice changes. Additionally, action research was
considered to be a suitable method for the further development from a grounded theory
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research project. Organisations seeking to implement changes in a midwifery context should
consider the benefits of using an action research approach. These approaches would help key
stakeholders engage with and explore their perspectives on the effects of transitioning to new
MCC models. This understanding would be useful for the early identification of issues and
further modification of models, if required, to ensure sustainability.
A better understanding of the factors that contribute to improved workplace cultures is
critical to the implementation of MCC models. The findings support the need to expand on
emerging research that demonstrates the positive effects for midwives who work in MCC
models. Several recent studies indicated that midwives are better supported by their colleagues
when they work in MCC models, as compared with the fragmented midwifery care that is
provided in public hospital settings (Fenwick et al., 2018; Jespen et al., 2016; Newton et al.,
2014; newton et al., 2016). In contrast, other studies reported similar findings to this
research—which shows that a divide, or an ‘us and them’ attitude, can develop when MCC
models are implemented. A major concern raised by participants throughout this study was the
repeated emphasis on the need for cultural change to issues that undermine the work of
midwives. The findings of this research echo the concerns that were found in the midwifery
literature, in which problems in the hospital maternity environment continued to enable
hierarchies and hidden power imbalances. The findings of this research show that these
cultures hinder midwives’ confidence and disempower their capacity to be autonomous
maternity care providers. Additionally, the issue of negative workplace cultures continues to
be highlighted in midwifery literature, with an increasing interest in exploring the factors that
influence the retention and resilience of the midwifery workforce (Catling & Rossiter, 2020).
Recent studies have argued that responsibility for change begins with the organisational
recognition of major issues that undermine midwives, contribute to stress and burnout and
lead to loss of midwives from the profession (Creedy et al., 2017). Workplace culture is a
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complex environment that can influence how things are done and who does what, and it can
define an organisation’s hierarchical structure. Catling et al. (2017) argued that strong, visible
midwifery leadership and management are crucial to building positive workplace culture.
However, many participants in this study did not describe an environment that was supportive
of implementing MCC models in their hospital setting. This problem was frequently expressed
as a need for cultural change that fosters support for midwives and promotes professional
autonomy. Participants suggested that this culture change should start with management roles
possessing a better understanding of the midwife’s role and then supporting them to work to
their full scope of practice. A frequently identified issue was theneed to help midwives work
to their full scope of practice and to regularly work in all areas of maternity care, including
antenatal, birthing and postnatal wards. Participants also identified that some midwives
required further opportunities to develop skills such as cannulation and perineal repairs.
Support that enables midwives to access self-directed learning and clinical practice would be
beneficial when preparing midwives to transition to work to their full scope of practice.
Hostility and a general lack of organisational support forautonomous midwifery practice has
also been reported in other Australian studies (Catling etal., 2017; Collins et al., 2010;
Dawson et al., 2016).
More recent research that explored the effects on midwives working in continuity
models is emerging, with results demonstrating positive workplace cultures and reduced
work-related stress and burnout, as compared with traditional hospital-based midwifery work
(Dixon et al., 2017; Fenwick et al., 2018; Newton et al., 2016). Further research that explores
MCC models, their effects on workplace culture and how to reduce the ‘them and us’ divide
between MCC models and midwives remaining in a fragmented system would be beneficial
to improving midwives’ work satisfaction, retention and, ultimately, the care that the women
receive.
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Research that explores strategies and tools that midwives can use to adjust to
autonomous methods of working when transitioning to continuity models would also be
valuable. Specifically, research that investigates skill education resources and options that
support midwives with young children is needed. A significant investment is required to
develop midwives’ competencies in managing an MCC caseload, especially for the on-call
aspects when transitioning to these models. The findings from this research revealed that
midwives lack exposure to MCC models, which prevents them from understanding how they
would manage or maintain a work–life balance. The results indicated that further resources
(e.g., online learning), educational workshops and work experience opportunities are required
to help midwives acquire necessary skills for transitioning to MCC work and developing
work–life balance strategies. Evidence shows that midwives can adapt to new ways of
working; however, further research-identifying tools, education and support resources that
help midwives gain these skills would be beneficial. The findings show that midwives are
concerned about how they would manage MCC methods of working, and this is currently
diminishing their confidence about transitioning to MCC and preventing them from
supporting implementation. Support to develop these skills would help with overcoming
midwifery resistance, and it would be crucial for maintaining future workforce sustainability
for MCC models, especially in regional areas. Future research should focus on demonstrating
how midwives overcome these issues and how they will assist the future design of policies,
guidelines and toolkits to build a workforce that will be ready to transition into MCC models.
This study also confirmed the need for clearer definitions of the terms used to describe MCC
models. Evidence highlights the need to organise MCC models to meet the unique needs of
their local settings. However, this means that there are many different approaches that can be
taken to address the structure and service delivery of MCC models. This diversity contributes
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to misunderstandings and prevents correct translations of MCC research findings. The results
of this research determined that MCC models were midwiferycare provided across the childbearing continuum by one lead midwife, or sometimes described as midwifery continuity of
carer. Participants repeatedly identified that these one-to-one midwifery care relationships
may be an unrealistic expectation and that support fromanother one or two buddy midwives
would be acceptable, so long as it did not compromise the trust, familiarity and womancentred care associated with the continuity relationship. Allparticipants in the study valued
the continuity relationship, as it protected their safety and trust. Women participants stated
that this was achieved by limiting the number of times that they had to repeat their stories;
compared with fragmented hospital care that often requires the retelling of information to
multiple care providers at every appointment. Research that differentiates the variety of ways
that MCC models are structured would help with interpreting and applying terms that are
used to describe MCC models. This would also helpwith the correct translation of MCC
research findings. There is limited research that differentiates the various ways that MCC is
provided, especially regarding the number of midwives involved in a woman’s experience of
care. Further research that identifies the optimal number of midwives, without compromising
the trusting relationship or improvementto health outcomes, would be useful. Additionally,
further exploration of the number of midwives who work together as buddy midwives or who
share a caseload, as well as the effects this has on midwives, is warranted. These
understandings would be vital for the futuredesign and upscaling of MCC models across a
diversity of settings

10.4 Strengths and Limitations
This study’s findings provided unique insights into the experiences and perspectives
of managers, midwifery staff and women—the key stakeholders who influence the
implementation of MCC models. A factor that limits the findings of this study was that most
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participants had an interest in the topic, which suggests that they may have an informed
background with preconceived ideas about and possible biases towards the implementation of
an MCC model. This would be particularly relevant in regards to phase three women
participants; initially recruitment of women proved challenging, however theoretical
sampling assisted through the use of a snowball approach using emails; therefore, the way
women were recruited is a limitation as a certain type of woman with preconceived ideas
about the topic may have been included. Additional research that explores the perspective of
those who do not support or who do not have a prior understanding of the topic would provide
a more balancedview. This study has included the perspectives of 34 participants. Although
this is an adequate sample size for the qualitative design of this research, it does limit the
generalisability or further application of the findings across other settings. Additionally, the
findings were drawn from across three diverse groups of participants; midwifery managers
and leaders (phase one), midwives (phase two) and women (phase three). These perspectives
were sought as indicated; initially from the literature review results (Chapter Two); and, as
data analysis progressed findings identified gaps between codes and categories, prompting
theoretical sampling to explore and to further understandings of these gaps as they appeared in
the data. However, most grounded theory has reasonably homogenous groups and the small
number of women participants (10) needs to be considered when interpreting and generalising
these findings. The findings may also be unique to NSW, being the only state included in this
study.
Nonetheless, this study has many strengths. The setting of regional NSW public
hospitals provided a clear boundary for interpreting and applying the findings, which ensures
that the organisational characteristics of this study’s context are easily identifiable. Although
the study was focused on regional NSW public hospitals, the data were from participants
across multiple sites, six Local Health Districts were included and findings are comparable
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with national and international studies, which strengthens the transferability of the findings to
other settings. The constructivist grounded theory approach provided an appropriate avenue
for investigating the perspectives of all participants. The theoretical sampling and data
analysis techniques allowed for the meaningful exploration of the topic, as well as the
opportunity to obtain valuable knowledge from participants’ own experiences of
implementing an MCC model. Member checking of key categories and concepts with
participants was also performed to discuss the development of ideas and to validate the
interpretation of the data. The credibility of the data were ensured through triangulation, with
the inclusion of a diverse range of participants who possessed a variety of experiences. This
also facilitated the verification of the data, which constructed a rich insight into the research
topic by including a wide range of perspectives from senior state midwifery consultants,
grade-three clinical midwifery consultants, midwifery academics, midwives with varying
years of experience (1 year to 20 years and older), some with or without experience of MCC
work, and women (including allied health workers, doulas and representatives for MCA).
Additionally, the number of participants who were recruited into the study strengthens its
findings, as well as the saturation of the data through theoretical sampling. The careful
articulation of a clear decision trail indicates the dependability of the findings, which enables
future researchers to apply this research in an appropriate context. Multiple debriefing
sessions were held between the PhD candidate and the primary supervisor that ensured correct
processes were followed for data analysis and raising codes. Categories andconcepts were also
an important strategy for maintaining the credibility of the developed theory. The findings are
important and may offer insight for maternity services that considerthe implementation or
upscale of MCC models.
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10.5 Concluding Remarks
This study highlights the issues and challenges that continue to hinder the
implementation of MCC models, specifically for regional hospital settings. The
constructivistapproach to this research allowed the exploration of these issues, and the
insights that were obtained will be shared and will assist with achieving the implementation
and further upscaling of MCC models.
The findings from this study draw attention to issues the midwifery workforce faces
when an MCC model implementation is being considered. Hidden gaps and challenging
workplace cultures within regional maternity hospital settings hinder midwives and women
from forming meaningful relationships that are demonstrated to improve health outcomes.
Both women and midwives in this study expressed these concerns and felt that womancentred care was undervalued. Maternity culture continues to under-recognise the full
potential of the midwifery profession, especially by not supporting midwives develop
meaningful continuity relationships with women or use their full scope of practice.
Participants also identified a lack of midwifery confidence regarding the transition to new
methods of working. This demonstrates that a fear of ‘on call’ aspects of MCC work exists
and that misinformation about work–life balance issues is often shared among staff, which
creates a culture that is resistant to this change. In regional areas, the midwifery workforce
was recognised for its strong family-like connection, and this aspect added to a culture that
hinders the acceptance and willingness to change. Education opportunities to better
understand MCC methods of working and address skill issues would better prepare
midwivesfor the transition to MCC models. Student and new graduates were identified as
crucial to bridging this evidence–practice gap by role modelling continuity values and
current evidence-based skills in the clinical environment. The findings indicated that they
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are an undervalued and underutilised resource for current MCC evidence-based knowledge
and experience. Organisations must include students and employ new graduate midwives to
workin MCC models. Furthermore, educational opportunities for students to acquire skills
in managing caseload methods of working would enable a confident workforce that can
smoothly transition to MCC models upon graduation. However, students’ and new
graduates’knowledge and value for MCC models was insignificant in comparison to the
broader lack ofawareness that exists among more influential stakeholders, such as the
midwifery workforce, executive managers and women in the community. Despite strong
evidence and policy directives that promote its benefits, the findings confirmed the presence
of a general lack ofawareness for the improved outcomes that MCC can have for women
and their babies. Thisknowledge gap prevents midwives and women from requesting access,
and it hinders a ground-up approach to engaging with executive managements and seeking
the implementation of these models. Consequently, access to MCC models remains limited
in Australia.
However, as the study progressed, the findings revealed that these problems had been
overcome in some areas. Participants recognised the significant influence that midwives and
women have had when they formed a partnership by rallying together to advocate for access to
MCC models. This was often a coordinated approach in response to the closure of local
maternity services that triggered a widespread dissemination of MCC evidence directed at
hospital executive–level management. Once these partnerships had engaged key hospital
stakeholders, it was essential that funding was secured for a project officer role. Participants
stated that the project officer was a critical factor that ensured that the cultural and practical
concerns of all stakeholders were resolved. This position facilitated effective communication
and education and ensured that necessary resources were acquired to empower staff (especially
the midwifery workforce) so that they could confidently transition to MCC models.
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By sharing the views and understandings that were constructed in this research, the
factors that influence the implementation of MCC models have been identified. This
knowledge will assist key stakeholders with the translation of current MCC evidence into
practice. The substantive theory aimed to stay true to participants’ experiences, and by doing
so, it draws on the knowledge of midwifery partnership theory. Central to the findings was the
significant effect that the midwife–woman relationship had on the experiences of maternity
care. It is important to recognise that midwifery relationships enable the woman and her
family to make optimal decisions that facilitate better health outcomes; however, it isalso
important to realise that there is a need to preserve and protect this relationship within the
hospital maternity system. This responsibility requires a collaborative approach that must
ensure an increased awareness of MCC evidence. This awareness will support midwifery
autonomy and allow midwives to practice to their full potential. The underlying philosophy of
woman-centred care relies on the genuine value of understanding and endorsing autonomyof
the midwifery profession. The findings identified midwives as the key stakeholders who had
the greatest influence on the implementation and sustainability of MCC models. New insights
that address the challenges that hinder this process have been identified. In light of the vital
and lifelong health outcomes that MCC models would improve (as compared with standard
public hospital maternity care), it is crucial that access to this option of care is increased and
made a priority. This study reinforces the importance of midwifery partnerships with women,
as well as the confidence that is gained by working together to achieve changes that improve
maternity care. The value of partnering with women should notbe overlooked. Relationships
are at the heart of midwifery. As a profession, building empowering relationships is our core
asset. Let us not continue to underestimate ourselves. Apartnership with women is the key to
unlocking our full potential as midwives.
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References retrieved from
ref. list
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First Author

Study Design

Methods

Date

Sample
population

Quality Appraisal
Score

(N=)

(Country)
4. (Turnbull, Reid, Qualitative
McGinley &
Prospective
Shields,
cohort study
1995)1995)

Questionnaire /Focus
groups

21 MDU vs

5. (Sirkorski,
Qualitative
Clement, Wilson,
Das & Smeeton,
1995)

Questionnaire

739

6. (Stevens &
McCourt, 2002)

Interviews and
questionnaires

Qualitative
/ethnographic
study

Level III

Level III
Quality B Good

Level lll
Quality B Good

7. (Passant, Homer Qualitative
and Wills, 2003) prospective
longitudinal
evaluation

Interviews and focus groups 4 new graduate
midwives and 4
midwives

Level lll

8. (Cooke, Waters, Qualitative –
Dyer, Lawler &
Picone, 2004)

Combination of literature
review, professional
practice panel surveys

Level lll

-Initial survey 6
NSW hospitals
-16 clinicians
from 10 NSW
hospitals

Made by Authors
(Implications for practice)

64 control group Quality A

30

Recommendations

Quality: A high
quality

Quality B good

Auditing prior and short intervals after
implementation of MCC shows positive
attitudes and allows issues to be
address early
Provides opinions of midwives, GPs and
Obstetricians view for antenatal care
prior to intervention/ changing
childbirth recommendations
Caseload midwifery pilot study
evaluating the sustainability of the
model from midwives’ perspective and
work/life balance concerns
Assessed feasibility of new graduate
midwives in a MCC model
AUSTRALIAN STUDY
Processes of evidenced based research
in developing a new antenatal model
with lead midwife
AUSTRALIAN STUDY

References retrieved from
ref. list
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First Author

Study Design

Methods

Date

Sample
population

Quality Appraisal
Score

(N=)

(Country)
9. (Fontein, 2007) Literature review

Level V

Series x5 Questionnaire
over 18-month period

15 participants

Made by Authors

References retrieved from
ref. list

(Implications for practice)

Quality B
10. (Collins,
Qualitative
Fereday,
Pincombe, Oster &
Turnbull, 2009)

Recommendations

Dutch study exploring the
implementation of caseload model of
care

Level III

AUSTRALIAN STUDY

Quality A

Examines changes in midwives’
attitudes to professional role following
the introduction of MCC model
Things working well / not so well

11. (Forster,
Newton,
McLachlan &
Willis, 2001)

Mixed Method

12. (Brown &
Dietsch, 2012)

Literature Review Integrative

2 case studies
retrospective reflection of
RCT and comparison with
RCT using theoretical
framework to improve
implementation

Level V (Program
evaluation)

AUSTRALIAN STUDY

Quality B Very
Good

Examines the use of Normalisation
Process Theory Model in the context of
implementing and establishing MCC
model – Caseload

Level V

AUSTRALIAN STUDY

Quality A– High
quality

12. Fahy. What makes a
midwifery model of care
safe?
15. Willams, Lago,
Lainchbury, Eagar. Mothers
views of c/l midwifery and
the value of continuity of
care at an Australia regional
hospital
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First Author

Study Design

Methods

Date

Sample
population

Quality Appraisal
Score

(N=)

(Country)

Recommendations
Made by Authors

References retrieved from
ref. list

(Implications for practice)
17. Tracy, Hartz, Hall, Allen,
Forti, Lainchbury A
randomized controlled trial
of caseload midwifery care:
M@NGO
18. McLachlan(typo?),
Forster, Davey, Farrell,
Gold, Birol et al. effects of
CoC by a primary midwife
C/L ….the COSMOS RCT

13. (Clements,
Qualitative - A
Davis & Fenwick, descriptive
2013)
exploration

14. (Page, 2014)

Telephone Interviews

Expert Opinion

32 new graduate Level III
midwives –
Quality B – Good
12 – experienced Quality
MCC
1

Level V

AUSTRALIAN STUDY
Explores new graduates’ experiences –
part focus on Participation in MCC
limited 12 participants but extremely
valued
NZ Midwifery care

Quality A
15. (Carter,
Wilkes, Gamble,
Sidebotham,
Creedy, 2015)

Qualitative
Descriptive
Cohort

16. (Maillefer,
Qualitative
Labrusse, Cardia-

Surveys

16

Descriptive research – one 14 women
to one interview, focus
10 midwives

Level III

AUSTRALIAN STUDY

Quality A

Evaluated Student midwives
experience of working in a MCC model

Level III

Perceptions of introducing midwifery
Led unit

Quality B
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First Author

Study Design

Methods

Date

Quality Appraisal
Score

(N=)

(Country)
Voneche, Hohleld
& Stoll, 2015)
17. (Dawson,
McLachlan,
Newton, Forster,
2016)

Sample
population

Qualitative –
Cross sectional
survey

18. (Jervis, 2016) Expert opinion

Recommendations
Made by Authors
(Implications for practice)

groups and telephone
interviews

9 obstetricians

Hard to interpret meaning of continuity
of care

Online survey

149/235 (Eligible Level III
public hospitals
Quality A
with birthing
facilities)

AUSTRALIAN STUDY

1

References retrieved from
ref. list

Snapshot of caseload models Australia
Wide – managers perspectives

Level V
Quality A

19. (Jervis, 2016) Expert Opinion
Part Two

1

Level V
Quality A

Discusses the implementation of MCC Sandall, Coxon, Mackintosh
models within a political context and (2016) Relationships: the
how this will influence aims of policies pathways to safe, high
quality maternity care.

Kirkham M (2016)
Resistance to Continuity of
carer: our need for the
naming of parts
20. (Perdock et al., Qualitative
2016)

21. (Sandall,
Soltani, Gates,

Systematic
Review

Interviews and focus groups 17 stakeholders’ Level III
interviews & 21
Quality B
in focus group
Level II
Quality A

Explores perspectives of maternity care

Compares outcomes however
discussion of evidence on midwives’
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First Author

Study Design

Methods

Date

Sample
population

Quality Appraisal
Score

(N=)

(Country)

Recommendations
Made by Authors
(Implications for practice)

Shennan &
Devane, 2016)

perspectives & feasibility /cost
comparison
AUSTRALIAN STUDY

22.(Homer, 2016) Expert opinion

23. (Kirkman,
2016)

Expert Opinion

24. (Fahy, 2012)

Expert Opinion

1

1

Level V

AUSTRALIAN STUDY

Quality A

Discussion about current evidence and
situation of implementing MCC models
within Australia

Level V

Changing childbirth Policy, Hospitals
run as business & cost driven,
Midwifery philosophy in medical
context, Management, Naming parts of
the problem

Quality B

25. (Dunkley-Bent, Expert Opinion
2016)

Editorial

1

1

Level V

AUSTRALIAN STUDY

Quality B

No clear definitions for Midwifery
models of care, training of midwives’
medical dominance, scope of
midwifery, isolation of independent
midwives

Level V

Implementation of MCC in UK

Quality B

- Implementing Better Births:
continuity of carer guidance
(NHS England, 2017)

References retrieved from
ref. list
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First Author

Study Design

Methods

Date

Sample
population

Quality Appraisal
Score

(N=)

(Country)

Recommendations
Made by Authors
(Implications for practice)
-

26. (Cummins,
Qualitative
Catling & Homer,
2018)

Concept Model

27. (McInnes,
Qualitative
Martin &
MacArthur, 2018)

Realist Evaluation
Framework

Level V

Key to success is incremental
increase
- Collaboration – Managers,
midwives, clinicians, leaders,
researchers. commissioners
and academics
AUSTRALIAN STUDY

Quality A
4

Level V
Quality B

Using Realist evaluation can help
identify a framework to assess the
implementation of MCC

References retrieved from
ref. list
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Appendix B: UPDATED Integrative literature review appendices
B.1. Database search strategy Table 10
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B.2. Flowchart literature search strategy: Figure 15

Figure 15. Flowchart of updated literature review process
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B.3. Evaluation Table of Included Articles 11 – UPDATED LITERATURE
25. (Dunkley-Bent, 2018)

Expert
Opinion

26. (Cummins, Catling &
Homer, 2017)
27. (McInnes, Martin &
MacArthur, 2018)

Qualitative

Concept Model

Qualitative

Realist Evaluation
Framework

4

28. McInnes, AitkenArbuckle, Lake, Martin
MacArthur (2020)

Qualitative

Realist evaluation

Numerous data
samples;
Baseline survey
Women
Midwives
Stakeholders
literature review
National /local
meetings

Level III

29. Styles, Kearney &
George, 2020

Qualitative

Phase 1: 6
obstetricians / 15
midwives
Phase 2: 5
obstetricians / 17
midwives

Level III

1

Thematic analysis

Level V
Quality B

Level V
Quality A
Level V
Quality B

Quality A

Quality: A

Implementation of MCC in UK
- Implementing Better Births:
continuity of carer guidance
(NHS England, 2017)
- Key to success is incremental
increase
- Collaboration – Managers,
midwives, clinicians, leaders,
researchers, commissioners and
academics
AUSTRALIAN STUDY
Using Realist evaluation can help identify
a framework to assess the
implementation of MCC
Using realist evaluation results show.
- Leadership and support essential to implementation
- Leadership/relationship/practice
change

Themes:
Hopes and expectations
Clinical and practice changes
Organizational and structural change
Future directions
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30. Ross-Davie & Brigante
(2018)

Expert
Opinion

Material officially
sponsored by a
professional
organization and
government agencies

Level VI
Quality A

31. Taylor, Cross-Sudworth, Cross
Goodwin, Kenyon &
sectional
MacArthur (2019)
survey

Online survey

32. Dawson, Forster,
Cross
McLachlan & Newton, 2018 sectional
survey

National online survey 44 managers,
where caseload
models were
implemented

33. Lewis & Langley, 2018

Review of literature
Survey findings, audit
and case discussion
regarding
implementation
strategy

Based on
experiential
evidence

798

Level III
Quality A

Level III
Quality A

63 women – online Level V
survey; 12 women Quality B
online chat
Midwives –unclear

Recommendation to use Royal College of rcm.org.uk/can-continuityMidwives Resources. Develop to address work-for-us
research recommendations/ findings that
how midwives are concerned about; On
call; Are there enough midwives; and, we
tried this before and it didn’t work – it’s
just too difficult to upscale and maintain
Assesses proportion of midwives willing
To work in MCC models approx.- 1/3
willing.
Barriers – practical barriers particularly
childcare; well-being and work-life
balance, personal preference work in
particular ways/places, confidence and
concern about quality and safety
Explores the gap in evidence describing
the range in operationalizing caseload
MCC models across Australia.
Common aspects of caseload models;
Work more than .5 EFT, greater than one
year experience, have skills across whole
scope of practice.
Most midwives had a caseload of 35-40
women, this was reduced if caring for
higher risk women. Leave coverage
complex and usually ad-hoc.
Women wanted to know no more than 3
midwives. For trust relationship.
Midwives raised concerns regarding oncall aspects, demonstrated lack of
understanding how caseload worked,
inaccurate information working 24/7
expectation, advantageous to
recommend clinical trial rather than
make suggested change/no change.
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34. Cummins, Coddington,
Fox & Symon, (2020)

Qualitative

QMNC – Quality
Maternal and
Newborn Care
Framework

42 including
Level III
midwives and
Quality A
women, across 2
settings (1 rural /1
metropolitan)

NOT IMPLEMENTATION – An evaluation
of MCC models using QMNC Framework
5 themes describing the qualities of MCC
indicating facilitator / barrier of good
quality care as described in the QMNC
framework:
Facilitators; fostering connection,
providing flexibility for women and
midwives, having a sense of choice and
control. Barriers; contested care, and
needing more preparation for
unexpected outcomes.

N/A

Exploring implementation of MCC models
for Indigenous women in Australia.
Four implementation strategies identified
as crucial; 1. establishing cohesive
partnerships and collaborations to
enhance finding; 2. Having a shared
vision and good leadership; (3)
communicating clearly and engaging
regularly with stakeholders, and; (4)
promoting culturally and clinically
competent public health models in which
midwives work collaboratively with a
multidisciplinary team.

*Not included in literature
review as not
implementation, but
included in thesis discussion
as part of evaluation of MCC
models and service
development
35. Fernandez Turienzo,
Commentary Expert opinion
Rayment-Jones, Kennedy,
Forster, Homer, McLachlan
& Sandall (2019).

Level VI
Quality A

Renfrew, McFadden, Bastos
et al. (2014). Midwifery and
quality care: findings from a
new evidenced-informed
framework for maternal and
newborn care. Lancet,
384(9948):1129-45.
Kennedy, Cheyney, Dahlen.
(2018). Asking different
questions: a call to action for
research to improve the
quality of care for every
woman, every child. Birth
31(4):242-3.
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310
Appendix C

311

312

Elysse Prussing
Co-ordinating Principal Investigator
School of Nursing and Midwifery /Faculty of Health and Medicine
Port Macquarie Campus
0423 957 955
elysse.prussing@uon.edu.au

Letter of invitation to participants for the Research Project:

Factors Influencing the Implementation of Midwifery
Continuity of Care Models in Regional Areas
Elysse Prussing, Dr Graeme Browne, Dr Eileen Dowse & Dr Amanda Wilson
Document Version 1; 27/11/17

You are invited to participate in the research project identified above which is being conducted
by Elysse Prussing, Dr Graeme Browne, Dr Eileen Dowse & Dr Amanda Wilson from the
School of Nursing and Midwifery at the University of Newcastle.
We are conducting interviews as part of Elysse Prussing’s PhD research study to increase
our understanding of implementing midwifery continuity of care within regional areas. As
either a maternity unit manager/ clinical midwifery consultant /or maternity coalition
representative you are in an ideal position to give us valuable first hand information from
your own perspective. The aim of this research is to better understand factors that may
facilitate or inhibit the implementation of this model of care within regional NSW settings
from the perspectives of key hospital informants.
There is no compensation for participating in this study. However, your participation will be a
valuable addition to our research and findings could lead to greater public understanding of
how midwifery continuity models are implemented.
If you are willing to participate please read the information sheet attached to this email and
email back the signed participant consent form. Once consent is provided the Co-ordinating
Principal Investigator will be in contact to arrange a suitable interview time. If you have any
questions, please do not hesitate to ask.
Thank you for considering this invitation.

Elysse Prussing
Co-ordinating Principal Investigator

Dr Graeme Browne
Principal Investigator
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Elysse Prussing

Researcher

School of Nursing and Midwifery /Faculty of Health and Medicine
Port Macquarie Campus
0423 957 955
elysse.prussing@uon.edu.au

Information Statement for the Research Project:

Factors Influencing the Implementation of Midwifery Continuity
of Care Models in Regional Areas
Elysse Prussing, Dr Graeme Browne, Dr Eileen Dowse & Dr Amanda Wilson

Document Version 2; 05/02/2018

You are invited to participate in the research project identified above. The research is part of
Elysse Prussing’s PhD studies at the University of Newcastle. Supervised by Dr Graeme
Browne, Dr Eileen Dowse & Dr Amanda Wilson from the School of Nursing and Midwifery.

This project has been funded by the University of Newcastle.

Why is the research being done?
The aim of this research is to better understand factors that may facilitate or inhibit the
implementation of Midwifery Continuity of Care Models within regional NSW settings.
Evidence demonstrates significant improvements to outcomes of women and their babies when
supported by Midwifery Continuity of Care Models. This model is maternity care provided by
a known midwife throughout the pregnancy and up to six weeks postnatal. Despite this
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evidence and current Australian health directives, widespread implementation of Midwifery
Continuity of Care models has not been achieved. Current evidence suggests that
implementation outside metropolitan areas would be beneficial, however, implementation
within regional areas has been limited.

Who can participate in the research?
Midwifery Unit Managers, Clinical Midwifery Consultants and representatives of local
Maternity Coalitions are invited to participate. This group is in the best position to inform the
research team of processes involved with implementing Midwifery Continuity of Care
models. Additional participants may be invited to join the study through a referral email that
the initial participants send, containing this information statement and consent forms. It is
proposed that the initial participant group may be able to suggest other informants that would
be key to implementing Midwifery Continuity of Care models in their Local Health District.

What would you be asked to do?
If you agree, you will be asked to participate in a face-to-face interview with the researcher.
The interview questions will explore factors that may influence the implementation of a
Midwifery Continuity of Care model within your Local Health District hospital. A follow up
phone interview may be necessary to clarify what has been said during your initial interview.
This can be organised at a convenient time within three months of the initial interview.

What choice do you have?
Participation in this research is entirely your choice. Once you have completed the consent
form you may participate in the project. Whether or not you decide to participate, your
decision will not disadvantage you. You may withdraw from the project at any time without
giving a reason.

How much time will it take?
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The interview should take about 60 minutes to complete. Follow up phone contact may be
required to clarify what you have said. Follow up contact will be organised at your
convenience, within three months of the initial interview and organised via phone contact.

What are the risks and benefits of participating?
The potential risk to you would be minimal. There may be a very low risk of you sharing
personal information and/or descriptions of a traumatic birth experience during the interview
due to the nature of the topic being explored. A plan for risk management will include
continuous assessment of your level of comfort and anxiety throughout the interview,
terminating the interview, rescheduling it for a later time if you become distressed or anxious,
and, if necessary, a referral to Lifeline. In addition, you are able to refuse to answer any question
at any point in the interview. No physical risk to you is anticipated during this researchstudy.
We cannot promise you any benefit from participating in this research.

How will your privacy be protected?
You will be allocated pseudonyms to protect anonymity and confidentiality of responses. All
identifying information such as your name, place of employment or geographical location will
be removed from transcripts, field notes, memos, reflexive journals and presentation or journal
article materials. A record of codes will be used to link you to your interview transcript, which
will be destroyed at the completion of the study and only the co-ordinating principal
investigator will have access. All hard copy material will be kept in locked storage unit and all
electronic material will be stored on a password protected external hard drive for 5 years from
date of publication, as per University of Newcastle (2017) and National Health and Medical
Research Council (2007) recommended minimum period of data retention.

How will the data collected be used?
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The data collected will be analysed and presented as a theory constructed by coded themes
that emerge from the interview data. The resulting theory will be presented at midwifery
related conferences and submitted for publication in scientific journals. Results will also be
submitted as a PhD thesis by Elysse Prussing.

Individual participants will not be identified in any reports arising from the project. Nonidentifiable data may be also be shared with other parties to encourage scientific scrutiny, and
to contribute to further research and public knowledge, or as required by law.

If you would like a copy of the summary of the results, please tick this option on the consent
form.

What do you need to do to participate?
Please read this Information Statement and be sure you understand its contents before you
consent to participate. If there is anything you do not understand, or you have questions,
please contact the researcher.

If you would like to participate, please the attached Consent Form and email your completed
form to the researcher: elysse.prussing@uon.edu.au
Please provide your preferred contact details within your email so that the researcher may
contact you.

The researcher will then contact you to arrange a time convenient to you for the interview.

Further information
If you would like further information please contact Elysse Prussing via
email:elysse.prussing@uon.edu.auThank you for considering this invitation.
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Elysse Prussing
PhD Candidate

Dr Graeme Browne
Principal Investigator
Complaints about this research
This research has been approved by the Hunter New England Human Research Ethics
Committee of Hunter New England Local Health District, Reference17/12/13/5.11
Should you have concerns about your rights as a participant in this research, or you have a
complaint about the manner in which the research is conducted, it may be given to the
researcher, or, if an independent person is preferred, to Dr Nicole Gerrand, Manager,
Research Ethics and Governance Unit, Hunter New England Human Research Ethics
Committee, Hunter New England Local Health District, Locked Bag 1, New Lambton NSW
2305, telephone (02) 49214950, email Hnehrec@hnehealth.nsw.gov.au
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Elysse Prussing
Co-coordinating Principal Investigator
School of Nursing and Midwifery /Faculty of Health and Medicine
Port Macquarie Campus
0423 957 955
elysse.prussing@uon.edu.au

Consent Form for the Research Project:

Factors Influencing the Implementation of Midwifery Continuity of
Care Models in Regional Areas
Elysse Prussing, Dr Graeme Browne, Dr Eileen Dowse & Dr Amanda Wilson
Document Version 1; 27/11/17

I agree ............. to participate in the above research project and give my consent freely.
I understand that the project will be conducted as described in the Information Statement, a copy of which I
have retained.
I understand I ....... can withdraw from the project at any time and do not have to give any reason for
withdrawing.
I consent to participating in;
• an interview and having it recorded;
• additional follow up phone interview, if required;
• email contact to review interview data.
I understand that my personal information will remain confidential to the researchers.
I have had the opportunity to have questions answered to my satisfaction.
Please tick box if you would like a summary of findings emailed at the completion of the study
Print Name:
Contact Details
Email:
Phone:
Signature:

Date:
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Elysse Prussing
Co-coordinating Principal Investigator
School of Nursing and Midwifery /Faculty of Health and Medicine
Port Macquarie Campus
0423 957 955
elysse.prussing@uon.edu.au

Project summary for participants

Factors Influencing the Implementation of Midwifery Continuity
of Care Models in Regional Areas
Title
What factors influence the implementation of Midwifery Continuity of Care Models?
Perspectives of key hospital informants in regional NSW
Project Team Roles & Responsibilities
•

Dr Graeme Browne; Principal Investigator, Primary Supervisor, University of
Newcastle

•

Elysse Prussing; Co-ordinating Principal Investigator, PhD Candidate, University of
Newcastle.

•

Dr Eileen Dowse; Associate Investigator, Secondary Supervisor, University of
Newcastle

•

Dr Amanda Wilson; Associate Investigator, Supervisor, University of Newcastle

Resources
The co-ordinating principal investigator, Elysse Prussing, is currently a fulltime PhD student
and scholarship recipient funded by the University of Newcastle and Commonwealth
Government. The University of Newcastle has confirmed further expenses of this research
project will be covered through the School of Nursing and Midwifery Research Training
Scheme.
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Background
Australian public policies recommend that Midwifery Continuity of Care (MCC) should be
accessible for women and their families during pregnancy and birth (Dawson et al., 2016). The
NSW Towards Normal Birth Policy (NSW Health, 2010) and Midwifery Continuity of Care
Tool Kit (NSW Health, 2012) recommend implementation of MCC models and outline a guide
aiming to increase access in all public maternity services by 2015. However, a recent Australian
national cross-sectional study shows that only 8% of women in public hospitals are able to
access MCC models (Dawson et al., 2016). This study also showed that MCC models were
mainly available in metropolitan areas (Dawson et al., 2016). Two studies discussed the
importance of further research exploring implementation of MCC models within rural
Australian settings (Brown & Dietsch, 2012; Dawson et al., 2016). Both studies acknowledged
a lack of midwifery staffing and medical support as challenges for rural areas. Brown & Dietsch
(2012) demonstrated that 50% of rural Australian maternity units have closed since 1992 and
that caseload midwifery continuity of care models would offer a safe and effective service of
care. Both studies argue a lack of funding, resources and further research are needed to increase
implementation of MCC models in Australia or at least to obtain an understanding of why they
are not being implemented. Since the release of the Towards Normal Birth Policy (2010) the
implementation of MCC has been described as challenging and slow (Homer, 2016) which is
reflected in the small number of women accessing these models, particularly in regional areas
(Dawson et al., 2016). There is a significant need for further research investigating factors
associated with implementing MCC models and how to improve translation into diverse
Australian maternity settings.
Rationale
This study aims to identify factors that influence the implementation of MCC models within
regional NSW public hospitals from the perspectives of key hospital informants. The purpose
of seeking participants’ perspectives of these factors is to better understand the processes that
will assist with increasing MCC models in regional areas and increase access to this type of
care for women and babies that can improve vital health outcomes. A constructivist grounded
theory approach will provide the opportunity to generate an understanding of unique factors
that may inhibit or facilitate the implementation of these models within regional settings.
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Research questions/aims
The aim of this study is to identify what factors influence the implementation of MCC models
from the perspective of key informants within Australian NSW regional public hospitals. The
purpose is to better understand this process in order to increase access to MCC models and the
health outcomes it can improve.

Research Question
What factors influence the implementation of midwifery continuity of care models within
Australian regional NSW public hospitals?
Expected outcomes
Results will provide valuable information regarding the implementation process for MCC
models into regional NSW public hospital settings. It is anticipated that the results will be
used to inform policy and guide support for regional areas to successfully implement MCC
models.
Research Design
Setting
This study will be conducted in Australian NSW regional public hospital settings. For the
purpose of this study, regional areas have been defined as urban centres with a population of
less than 100 000 (Australian Institute of Health and Welfare, 2004). Initial data will be
collected from seven regional NSW hospitals.
Methodology
This study will use a constructivist grounded theory approach as described by Charmaz
(2014). Constructivist grounded theory allows for the emergence of theory from within the
data and recognises the shared experience between the researcher, the researched world and
identifies their interpretations of the data guide the process (Breckenridge et al., 2012; Mills
et al., 200). A constructivist grounded theory is an appropriate method to address this
research question. It is appropriate because this method seeks to understand the multiplicity
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of interactions existing within the social processes surrounding the implementation of MCC
models through the perspectives of key hospital informants. Additionally, a constructivist
grounded theory approach ensures the researcher remains reflexive and identifies any
subjective influences throughout the research methods and generation of outcomes, for
example, the primary researcher has a professional midwifery background, which may guide
interpretation and data analysis processes.
Participants
-

Maternity Unit Managers

-

Clinical Midwifery Consultants

-

Representatives of local Maternity Coalition - (Australian local maternity
consumer advocacy group)

These participants have been identified as crucial to the implementation process of MCC model
through discussions with PhD supervisors, conference presentation feedback, literature reviews
and leading NSW maternity advisors.
Recruitment
Participants will be approached and invited to participate via emails and phone calls following
ethics approval. It is anticipated that participant recruitment will occur over twelve (12) months
from January 2018 until December 2018.
Information outlining the research project will be distributed to participants via email.
Participation in this research is entirely their choice. Only those people who give their informed
consent will be included in the project. Whether or not they decide to participate, the decision
will not disadvantage them.
Participants may withdraw from the project at any time. Participants will be provided with a
Participant Information Sheet and encouraged to read its contents before consenting to
participate. If there is anything they do not understand, or if they have questions, they may
contact the Coo-ordinating Principal Investigator.
If agreeing to participate, the attached Participant Consent Form is to be completed and
emailed to elysse.prussing@uon.edu.au
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Participants will be asked to provide their contact details via return email to enable the
scheduling of interviews, at a convenient time.
Research Activities:
o

Participant commitment - will be asked to participate in a face-to-face
interview with the Co-ordinating Principal Investigator.

o

Project duration – Three years, PhD completion date 01/07/2019

o

Participant follow-up - If required, a follow up phone interview may be
necessary to clarify any issues that arise during data analysis. The follow up
interview will be organised at a convenient time and setting for the participant,
within 12 months of initial interview and organised via email contact.

Data Collection/Gathering
Data will be collected in a 60-minute face to face semi-structured in-depth interview with
participants. The interview questions will focus on exploration of factors that may influence
the implementation of a midwifery continuity of care model within participants’ local health
district hospitals.
Data will be collected via digital audio recordings and field note memos made at each
interview.
Impact of and response to participant withdrawal - Participation in this research is entirely the
individual’s choice. Only those people who give their informed consent will be included in
the project. Whether or not they decide to participate, the decision will not disadvantage
them.
Data Management
The researcher will transcribe interviews using Dragon® speech recognition. A record of
codes will be used to link transcripts to participants. This recording will be destroyed at the
completion of the study and only the research team will have access. All hard copy material
will be kept in locked storage unit in the Co-ordinating Principal Investigators office and all
electronic material will be stored on a password protected external hard drive for 5 years
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from date of publication, as per University of Newcastle (2017) and National Health and
Medical Research Council (2007) recommended minimum period of data retention.
Data Analysis
Data from interview transcripts will be summarised into categories and codes using the
grounded theory method. The codes will be compared and analysed for similarities and gaps
that may emerge. Once data saturation has been achieved and no new themes emerge, a
theory will be developed using diagrams and categorical organisation of themes that have
emerged during data analysis.
Outcome measures – it is proposed that the research findings will be presented as a theory
that will assist with the process of MCC models being implemented into regional NSW
hospitals.
Results, Outcomes and Future Plans
Plans for return of results of research to participants - If participants would like a copy of the
summary of the results, they can select option on consent form requesting a summary of
findings to be emailed at completion of study.
Plans for dissemination and publication of project outcomes
The research findings will be presented as a theory constructed by coded themes that emerged
from the interview data. The resulting theory will be presented at midwifery related
conferences and submitted for publication in peer reviewed scientific journals. The research
findings will also be submitted as a PhD thesis by Elysse Prussing.
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Appendix D: Example of Data Analysis: Decision Trail
Example of Memo writing
Sorting and diagramming notes:
1. There is an order of events (Categories) that lead to implementation.
i. Crisis = Women & Midwives coming together (Gap between these two
groups exists prior to crisis)
1. OR another location use this (Crisis location) as an example &
are motivated to do it too.
ii. Women & Midwives – Promote the evidence to the Upper Management
Hospitals (Hierarchy within hospital – hinders midwives and women’s
confidence – also lack of clear communication pathways show another
gap between key stakeholders)
iii. Upper Management Support – shown through Funding a Project Officer
iv. Project Officer: facilitates the process & addresses barriers (data)
a. Midwives
b. Culture
2. Crisis triggered women to demand access to MCC rallying together.
- prompted theoretical sampling back through participants’ data which revealed
that some areas pursued implemented MCC in their hospitals after it was seen
to be successfully implemented at another location. (Although it is unclear if the
initial hospital implemented MCC because of a maternity service closure).
- Literature review – reported the ‘rallying together’ of women and midwives in New
Zealand which facilitated changes that increased access to MCC models.
3. “Rallying” – the rallying activities facilitated hospital upper management to engage
with women and midwives. This prompted the next step...
4. Funding a project officer – (Dawson et al., 2016; Jarvis, 2016; Russell, 2018)
-

Funding a project officer addressed many of the barriers and challenges that
participants identified, including;
-

Midwives that were resistant (Deery & Hughes, 2004:
Bayes et al., 2019)

-

Communicating the MCC evidence to increaseawareness
and support for implementation. (Sikorski,
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Clement, Wilson, Das, Smeeton, 1995; Maillefer, de
Labrusse, Cardia-Vonèche, Hohlfeld, Stoll, 2015;
Turnbull, Reid, McGinley, Sheilds, 1995; Perdok,
Jans, Verhoeven, et al, 2015; Farquhar, CamilleriFerrante, Todd, 2000).
-

Workplace culture (Harvie, Sidebotham & Fenwick,
2018; Rouleau, Fourier, Philibert, Mbengue &
Dumont, 2012).

5. Sorting also revealed the gap that exists between midwives and women: this question
prompted THEORETICAL SAMPLING of existing data, which highlighted these codes
– workplace culture, devaluing women, resistance, stereotyping, not knowing evidence,
patriarchy, processing (women) , Hospital hierarchy, subordinating midwives; (These
codes were used to search articles within the data bases used in initial literature review)
Leading on to;
LITERATURE REVIEW – articles relating to these codes and categories supported
these issues and showed a nuanced story supported the findings of this study.
Recognising the gap between women and midwives and reviewing the literature around this
problem introduced the concept of ‘partnership’ which emerged through literature from New
Zealand, further development of this concept as a theory proved to be useful in laying the
foundations for the substantive theory because it closed the gap between women and midwives
which is needed in order to facilitate the steps required to implement MCC models. The
inclusion of ‘midwifery partnership theory’ emerged from the data analysis that shows the gap
existing between women and midwives (Miller & Bear, 2019; Freeman, Timperley & Adair
2003). As a theory it offers a lens that aids identification of many of the issues and ideas
reported in this study’s findings. This set of diagrams and memo writing allowed for the
development of the data further along the theorising process and resulted in a clear set of
criteria and/ or order to the categories so as to provide a step by step process leading to
implementation and connecting all the dots (categories/concepts).
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D.2. Figure 11: Ordering and sorting of substantive concepts /categories

• Fearing change – lifestyle/
skills/ work
• Need to promote MCC
evidence
Midwives' biggest
resistance
• Misinformation – MCC
flexibility / lifestyle
• Work culture – not supported
by midwifery colleagues

Need to promote MCC
evidence

• Fear change/ skills /lifestyle
• Students and New Graduates

Workplace

important positive /resource

Culture problems•Negative culture towards women +
midwives
• Work culture – not supported by
midwifery colleagues

Funding a project
officer

Not feeling
supported by
management

Crisis triggered
women to demand
access to MCC
rallying together

• Hospital not meeting women's
needs – want familiar face +
relationship

Figure 11. A diagram of ordering and sorting the substantive concepts /categories
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D.3. Figure 12: Shows further diagramming to assist with ordering and sorting of
substantive concepts /categories.

Not feeling supported by
management
Workplace Culture
problems
Crisis triggered women to
demand access to MCC
rallying together

Need to promote
MCC evidence

Need to promot e
MCC evidence
Funding a project
officer

Midwives biggest
resistance

Figure 12. Shows further diagramming to assist with ordering and sorting of substantive
concepts /categories, taken from Diagram 1.
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Appendix E: Examples of Data analysis: Decision Trail
E.1. Initial coding to focused coding

Table 11. Extract depicting the transition from initial to focused coding
Interview Narrative – (Violett)

I: Midwives’ perspectives and lifestyle was another theme.
P: I guess, yeah, that's probably the biggest thing, I think,
for midwives that would love to work in a continuity. They
probably would need to work out that work-life balance
and I actually think there's probably a lot of misinformation
– even maybe some scare tactics – amongst midwives
themselves about it can be unachievable to work in such
practices. So, I guess it’s more about probably promoting
those that do work in those practices now and talking to
them. And even researching them, putting more qualitative
information out about the work-life balance and that it can
be achieved and, although it’s different from shift-working,
it actually can sustain a good work-life balance around that,
with a supportive team.
I: That’s what a lot of it [the evidence] is saying, that it is
actually quite flexible and that …
P: Yeah, and you don't have to be where you have to be,
like in an eight-hour shift. And there was a lot of fear
around being on-call but, actually - And you know your
women – which is a big difference. I guess there’s fear
when you're on-call for a facility because you don't know
what you're walking into. Whereas if you're on-call for a
woman that you've just spent the past 20 weeks with, or
even longer hopefully ... In continuity, you could even be at
the 35 or something weeks, the past 35 weeks, so it’s a big
journey and you would know them, their family, and it
wouldn’t be as scary. Getting a call from that woman
probably would be more exciting to see them in labour and
support them through that event and then follow them up rather than not knowing what the hell you're going to walk
into.

I – Interviewer
P – Participant

Example Initial coding

Example focused coding

Midwives wanting to
be continuity carers

Wanting to be MCC midwives

Misinformation about
MCC work life
balance – Fearing
these unknown
changes.
Not knowing the
current evidence
supports MCC worklife balance.

Fearing change due to
misinformation about MCC
work-life balance

Needing to promote the MCC
evidence

Needing to promote
MCC evidence
supports.
Recognising MCC
different to rostered
shift work - midwives
knowing the woman.
Exciting knowing the
woman, and her family
– MCC
Describing midwives
scared of not knowing
the woman in hospital
rostered work
compared to knowing
woman in MCC.

Valuing the MCC relationship
and knowing the woman
Fearing not knowing woman
in rostered hospital setting
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Appendix F
Maternity Classification System

Note: From The development of a classification system for maternity models of care by
Donnolley et al., 2016, Health Information Management Journal, 45(2), p. 68.

