
 

 

 

 

A new way of being: an autoethnographic 

account of an academic journey exploring 

continuity of midwifery care 

A thesis submitted in partial fulfilment of the requirements of an 

Master’s by Research Degree at Bournemouth University 

 

Katherine M H Gregory 

 

June 2023 

 

Bournemouth University 

  



2 

 

Copyright statement 

 

This copy of the thesis has been supplied on condition that anyone who 

consults it is understood to recognise that its copyright rests with its author 

and due acknowledgement must always be made of the use of any 

material contained in, or derived from, this thesis.  



3 

 

Abstract 

A new way of being: an autoethnographic account of an academic journey 

exploring continuity of midwifery care 

Author: Katherine M H Gregory 

This autoethnographic thesis is a deep reflection on my journey through a 

clinical academic training pathway in which the experiences of midwives who 

work in a continuity of care model were explored. It is a story of adaptation and 

survival, and reflects a postgraduate research journey in which many 

challenges have been overcome. 

Within this postgraduate research programme, I designed two qualitative 

studies which aimed to generate enhanced knowledge about the 

implementation of continuity of care models in NHS settings. A study employing 

Participatory Action Research aimed to engage with my colleagues in a 

continuity of care team, fostering an iterative cycle of engagement, learning and 

improvement. In response to changes in the clinical area, a redesigned study 

based on an Appreciative Inquiry methodology considered how midwives who 

are employed on a part-time basis can be facilitated to provide continuity of 

care. Developments at local and national levels meant that these research 

studies were not feasible to run within the confines of the postgraduate research 

pathway.  

My own experience as a midwife providing of continuity of care, as a mother 

receiving maternity care through two pregnancies, and as a clinical academic, 

provided rich understanding of the context of the research. These multiple 

identities were at times in tension with each other and this supported critical 

reflection on the complexities of providing maternity care which can meets the 

diverse needs of women and midwives, and the possibilities for organisational 

development and implementation of new models of care within the NHS 

healthcare system. A pragmatic recommendation to implement a part-continuity 

model is drawn, but the limitations of this are recognised from a personal and 

professional perspective. 
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1.0 Introduction 

This is a representation of an academic and personal journey of 

adaptation, resilience, and survival. The original map for this journey was 

relatively straightforward, a four-year Clinical Academic Doctoral (CAD) 

training programme with predictable hurdles such as Probationary and 

Major academic review and closing with a Viva Voce examination.  

Early on in this journey, the world around me changed on a global scale 

(the Covid-19 pandemic) and personally (I became a mother for the first 

time). I redrew my map and made my own sense of the new landscape 

surrounding me. I am a woman changed by this experience, empowered 

by an active choice to reject the route which was expected. 

At the start of this journey, an autoethnographic methodology would have 

been an inappropriate choice: this thesis would have been a more 

traditional report on the research study which I designed. Each time I rose 

from a challenge on my research path, it led to autoethnography being an 

ideal methodology. This autoethnographic approach provided me with the 

framework to interrogate and reflect on my own experience and examine 

how this paralleled with aspects of the midwifery profession.  By making 

this theoretical lens explicit, my reflective account is located within an 

academic research method and is legitimised (Jones et al. 2016). As 

within my experience as a midwife, I am subversively altering the expected 

norms within my field (Jones et al. 2016). 

1.1 To Autoethnography 

Although I formally came to the methodology of autoethnography (Jones 

et al. 2016) relatively late in my academic journey, it was clear that this 

was a process and method which I had been following throughout my 

academic journey. It became the glue which held the pages of this thesis 

together, a lens to clarify my story. Autoethnography legitimised the 

existing inclusion of deep reflection on personal and professional 

experiences I had experienced on the path of my postgraduate study and 
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encouraged richer sharing and deeper analysis and consideration of the 

wider factors of influence within this story.  

Reflexivity is intrinsic to autoethnography (Berry 2016), and this has been 

central to my role as a researcher throughout this process. The qualitative 

methodologies which I had previously explored placed a value on 

reflexivity and recognised that the researcher themself is an influential tool 

of the research (Borg et al. 2012; Creswell 2018). Throughout the 

academic process, I have been continuously inquiring into my own 

experience and critically reflecting on this informally without intentionally 

'doing' autoethnography. I draw from my personal reflective journal, notes 

from academic supervisory sessions, reflections from personal counselling 

sessions and my personal memories to elicit deeper insight into the 

experience and parallel this with the journey of midwifery. I sought to 

explore how the journey has personally and professionally affected my 

identity, values, and dreams. 

Autoethnography is a method which combines the study of (graphy) the 

self (auto) in relation to cultural or societal influences (ethno) (Chang 

2016b). Autoethnography “shares the storytelling feature with other genres 

of self-narrative but transcends mere narration of self to engage in cultural 

analysis and interpretation” (Chang 2016a, p.43). The focus on enmeshing 

the personal story of the researcher with the wider cultural context is 

important in autoethnographic study (Creswell (2013), the ‘self’ in 

autoethnography considered “porous” (Tolich 2010, p.1608). The 

methodology recognises that an individual’s experience and 

understanding of reality is influenced by the conditions in which they are 

embedded. Autoethnography may present an emotive narrative similar to 

an autobiography but exhibiting complex self and social awareness and 

demonstrating a critical understanding of the surrounding cultural 

phenomena (Jones et al. 2016). 

This autoethnography presents my journey through academia and 

midwifery, interrogating the concept of identity as a midwife, the desire 
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and ability to work in continuity of care and what is means to be a working 

mother. I consider how my experiences have shaped and altered my 

values, hopes and needs. This is reflected through the consideration of 

wider literature around this, formally in the form of a literature review and 

more informally such as consideration of the history of the midwifery 

profession and examination of literature surrounding intergenerational 

differences within the world of work.  

 

Autoethnography as a methodology has numerous purposes. The 

research can “write to right” (Bolen 2012, p.208), working with their insider 

knowledge to navigate difficult experiences (Lee et al. 2020). By openly 

writing about topics which may be hushed or taboo, autoethnography can 

reclaim choice, and disrupt traditional ways of being. Autoethnographic 

research representing a human story is accessible and representative 

unlike many traditional forms of research (Jones et al. 2016). 

 

These purposes resonated with my own sense of reclaiming my story and 

rewriting the identities of failing midwife and PhD student. A final aspect of 

autoethnography which I have embraced is "intentional vulnerability" 

(Jones et al. 2016, p.24). Honesty about the events in my life contained 

within this thesis include some global issues such as the pandemic and 

other more personal deeply intimate events. This is to engage the reader 

in a response, allowing them to critique both my own experiences and 

decisions in the context of the culture in which they were made, and spark 

reflection on their own pertinent experiences (Jones et al. 2016). 

Ellis (2016, p.10) eloquently describes autoethnography as a survivor 

story, “a new way of being”. This resonated with me and inspired the title 

of my thesis. I recognised that “a new way of being” perfectly 

encapsulated so many of the experiences navigated in this thesis: as a 

midwife and an academic, I have discovered new ways of being through 

this experience. Personally, I have discovered a way of being in the world 

despite role changes within my personal life. This also perfectly describes 

the transition for midwives joining a continuity of care model: they must 
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find a new way of being, no longer working shifts and saying goodbye 

when they go home, but blurring the lines between work and home life, 

acting as a navigator of services for the women in their care.  

 

“For most of us, autoethnography is not simply a way of knowing about the 

world; it has become a way of being in the world, one that requires living 

consciously, emotionally, and reflexively. It asks that we not only examine 

our lives but also consider how and why we think, act, and feel as we do. 

Autoethnography requires that we observe ourselves observing, that we 

interrogate what we think and believe, and that we challenge our own 

assumptions, asking over and over if we have penetrated as many layers 

of our own defenses, fears, and insecurities as our project requires. It asks 

that we rethink and revise our lives, making conscious decisions about 

who and what we want to be. And in the process, it seeks a story that is 

hopeful, where authors ultimately write themselves as survivors of the 

story they are living.”  (Ellis 2016, p.10) 

1.2 My Research Journey  

The following chapters demonstrate my knowledge of the research subject 

and of research methodologies. This thesis will justify the presentation of a 

Masters of Research (MRes) award. However, this thesis will only go part 

way to demonstrating the depth of self-knowledge, tenacity, and 

adaptability I have gained.  

This thesis demonstrates my systematic understanding of the field of 

continuity of care, maternity service reform, wider societal influences on 

the midwifery profession and societal views of women in the workforce. I 

present the development of my research through consideration of the 

methodological approaches and ethical considerations I explored and 

critically reflect on their appropriacy. In the chapter following, I detail my 

journey through the Researcher Development Programme at 

Bournemouth University. 
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My postgraduate research journey began in September 2019. I was 

attracted to research because it represented an opportunity to affect 

change in maternity services and to generate new knowledge about how 

care should be provided. My time spent as a clinical academic midwife 

provided space to deeply explore the philosophies of knowledge creation, 

critically analyse concepts, theories, and real-world situations and to 

develop and plan two research studies. I was accepted onto a four-year 

Clinical Academic Doctoral (CAD) studentship programme at 

Bournemouth University. I overcame many challenges during my 

postgraduate research experience including a global pandemic, changes 

to the maternity service in which I was based which necessitated redesign 

of the research, and personal changes (bereavement and maternity). In 

May 2022, I took the empowering decision to change my university 

registration from PhD to MRes. This has allowed me to academically 

demonstrate the growth in my knowledge of ontological and 

epistemological theory, research design and qualitative methodologies. I 

have explored ethical considerations in research, developing a broad 

knowledge of organisational development concepts, change and 

evaluation theories and knowledge related to the field of continuity of 

carer.  

1.3 Initial research proposal and adapting to Covid-19 

When I commenced the studentship, an outline research proposal was 

already planned. The research proposal explored the experiences of 

midwives working in an established continuity of midwifery care team 

using a Participatory Action Research (PAR) methodology (McIntyre 

2008). The subject of continuity of care was of great interest to me as I 

had personal experience of working in continuity of care models. As an 

undergraduate midwifery student, I had enjoyed an elective placement 

with an innovative case loading team in the North of England “One to One 

Midwives”. I used this as inspiration for my undergraduate dissertation 

which explored the experiences of midwives who worked in continuity of 

care models. I worked in a small community midwifery team in a deprived 
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area of Bristol and saw how these women benefitted from continuity of 

care in the antenatal and postnatal period. Later in my career, I 

experienced the highs and lows of balancing caseloading practice and 

managing life on call in a homebirth team. This combined experience 

within midwifery continuity of care showed me the deep fulfilment which 

could be experienced through the development of a strong therapeutic 

relationship with a mother and her family; and autonomy to provide 

individualised care as a midwife. I have also experienced the professional 

challenges of working in a model which was incongruous with the 

contemporary standard care model, the personal challenges of 

unpredictable working hours and the effect this could have on family, 

friends and ultimately on my own wellbeing.  

There has been a focus on midwifery continuity of care models in the 

United Kingdom (UK) since the publication of Changing Childbirth in 1993 

(Expert Matenity Group). The publication of the strategic plan, Better 

Births (NHS England) in 2016 marked a renewed emphasis on delivering 

midwifery continuity of care. I wanted to be able draw on my own 

experiences to support the development of continuity of care models 

which were beneficial to women and sustainable for midwives. 

As part of my full-time CAD programme, I was able to work clinically as a 

midwife within a continuity of care team for 40% of the time. From the 

research proposal, I developed a Participatory Action Research study 

(‘Midwives’ EXperience of Continuity Study’ - The MEXoC Study) which 

engaged my team as co-researchers (McIntyre 2008). Together, we 

planned to inquire into our experience of continuity of care and collectively 

take action to improve it.  

During the development of the MEXoC study, the Covid-19 pandemic 

began. In March 2020, at the start of the week in which the UK went into 

lockdown (Cabinet Office 2020), I attended a homebirth of a women for 

whom I had provided midwifery care in the third trimester of her 

pregnancy. The mother spent the afternoon in an intense experience of 
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labour. Her toddler daughter and partner wandered in and out of the room 

she was in. The first-year student midwife and I were relaxed, in the flow 

state of providing midwifery support in a straightforward physiological 

labour which was progressing as a textbook would dictate. The birth of this 

baby was a high for all in the room, parents elated, midwives satisfied, and 

a student midwife overjoyed at witnessing her first physiological birth. We 

were not to know that this was to be the last ‘normal’ interaction we would 

have during the next few years.  

A day later, the UK government issued a ‘stay at home’ order and the first 

of a succession of lockdowns were announced (Cabinet Office 2020). 

Overnight, daily life in our homes, at the university and in the hospital 

became unrecognisable. The mother who gave birth the day before would 

not see maternity staff again without a mask covering their faces. I would 

not sit upon her sofa, discovering how she was adapting to life with two 

children, how she was recovering and assessing the health of her 

newborn. This family, like every other family outside of one’s own 

immediate family, became a threat to staff, and maternity staff were a 

danger to this family. An invisible and unknown danger was around us, 

and nobody understood yet what this meant. 

Ways of providing maternity care which had been entrenched for decades 

were no longer appropriate (Jardine et al. 2021). The central tenant of 

midwifery care of being ‘with woman’ (Bradfield et al. 2019) was forced to 

adapt to the concept that human interaction could be a real threat to 

human health (Brigante et al. 2022). Midwives and women interacted 

primarily through screens and phone calls (Jardine et al. 2021). If face to 

face contact was essential, it happened as briefly as possible, through 

masks, gowns and gloves which disguised the identity of the wearer 

(Bailey and Nightingale 2020).  

Whilst my colleagues were grappling with protective equipment and new 

communication technologies, I was tasked with phoning hundreds of 

women who planned to attend outpatient appointments, screening them 
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for any signs of this new virus and informing them of the changes to 

maternity services. In the first trimester of pregnancy myself, I tried to offer 

support and understanding to their disappointment, upset and fear despite 

having limited guidance available on Covid-19 and pregnancy (Jardine et 

al. 2021). The pandemic and my pregnancy continued, and I moved to a 

new role as a midwife on the telephone triage service. I staffed the single 

phone line which women could call to speak to maternity services. 

Amongst the appointment time changes and transfers to other 

departments, I spoke to hundreds of women in a similar position to myself, 

with nobody to turn to about their concerns, worries and fears. I requested 

ambulances for women with serious respiratory symptoms associated with 

this virus, supported women who were bleeding in early pregnancy alone 

at home, provided guidance to women in labour who were afraid of leaving 

their home to enter a ‘dangerous’ hospital. Alongside this, I advocated for 

mothers who had concerns about the wellbeing of their newborn to be 

assessed in person by a health care professional.  

Like many health care workers who provided care through the pandemic, I 

adapted to working in a new role, focusing on the job in hand and pushing 

aside my emotional responses to the traumatic stories I was faced with 

(Eagen-Torkko et al. 2021; Smith 2021; Couper et al. 2022). I was one of 

the lucky ones, kept as safe as could be from the virus by the isolation of 

my box-room cupboard with a closed office door, no wounds on my face 

from a respirator mask.  

My academic role continued despite the pandemic, but I moved to working 

from home in a make-shift office. I adapted the research design to 

facilitate the undertaking of the study during a pandemic, for instance 

utilising online communication technology to undertake focus groups 

although I struggled to find adequate literature to support the integrity of 

these altered data collection methods (Eigege et al. 2022). I prepared a 

study protocol and relevant documents in preparation to apply for ethical 

approval from the university and Health Research Authority on my return 

from maternity leave. 
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1.4 Midwife to mother 

My own maternity care experiences reinforced my conviction in the value 

of midwifery continuity of care. The ongoing pressures on maternity care 

due to the pandemic led me to engage the services of my local 

independent midwives in my early third trimester. Independent midwives 

are self-employed midwives who offer midwifery care on a private basis. 

They generally offer high levels of individualised continuity of care due to 

the personal nature of the working relationship (Fitzsimmons 2022). My 

professional knowledge about navigating through the maternity care 

system empowered me to make this choice to ensure I could build a 

trusting relationship with a caregiver with whom I shared a philosophy of 

care (Church 2014; Coulton Stoliar et al. 2022). For many midwives, this 

sense of control is imperative to being able to switch off the ‘midwife brain’ 

and let go into the transition to motherhood (Redwood 2008; Coulton 

Stoliar et al. 2022), and my experiences echo the literature surrounding 

midwives own birth choices.  

My husband and I developed a trusting relationship with our midwives, 

built through regular appointments in our home where, in addition to 

monitoring the health and wellbeing of my pregnancy, they came to know 

us and our hopes and fears around birth and parenting. Their presence in 

labour was a great comfort to me and I felt able to relax into the birthing 

process because I trusted them. Following the euphoric birth of my 

daughter, they ensured that my new family and I were comfortable before 

slipping away, leaving us with the reassurance that their advice was just a 

text message away. In the weeks after the birth of my daughter, they sat 

with our family and held space for us to share our emotions, elation, and 

challenges as we adjusted to our new roles. Often, things did not need 

explaining- our midwives just knew.  

I reflected on my professional experiences of providing midwifery care and 

paralleled them with the gold-standard care which I had received. Whilst 

there are limitations to the care offered in an NHS setting compared to a 
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private setting, so many of my personal experiences of trust and 

understanding were connected to the therapeutic relationship which was 

formed through continuity of care. I had seen glimpses of this effect when 

working as a homebirth midwife in a small continuity team, so my own 

experience served to strengthen my understanding of the value of this for 

all women.  

On my return from maternity leave in July 2021, the restrictions placed 

upon society because of the pandemic had eased to allow social 

interaction outside of the home (Institute for Government 2021). Catching 

the virus was no longer the terrifying prospect it had been at the start of 

the pandemic, but midwives continued to wear face masks and to regularly 

test for virus. Within the maternity unit in which I worked, the leadership 

team had changed, and the continuity of care team had been disbanded. 

With my co-researchers no longer available, it was clear that the MEXoC 

study was no longer feasible within the context of a match-funded PhD.  

I was surprised at the relief I felt at no longer having the option of returning 

to continuity of care. I had concerns about how I would perform as a 

continuity of care midwife whilst mothering my seven-month-old breastfed 

infant. The unpredictable nature of the work could have presented issues 

with sourcing ad-hoc childcare or finding adequate time and space to 

express breastmilk when I was away from my daughter. Concerns 

specifically around the difficulties of managing caring responsibilities whilst 

working in continuity of care models are shared by many midwives (Taylor 

et al. 2019).   

I returned to work long shifts as a midwife on a labour ward. Like many 

mothers (Costantini et al. 2022), I compressed my contracted hours to five 

long shifts a month. This allowed me to spend more time at home as a 

parent rather than working in the hospital two days a week and 

undertaking academic work on the following three. The return to work after 

maternity leave is often challenging for mothers who must adjust to 

managing their role as a mother, with performing as an employed worker 
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(Costantini et al. 2022). Mothers who work in healthcare have specific 

challenges for example working long shifts or requiring time within the day 

to express breastmilk (Hearfield et al. 2022). Echoing the experiences of 

many mothers in the literature, I felt guilt at leaving my child and felt 

overwhelmed at balancing my new responsibilities (Parcsi and Curtin 

2013; Costantini et al. 2022). I examined my altered priorities and 

considered if my ‘career’ had simply become ‘work’ as reported by many 

women (Parcsi and Curtin 2013, p.256). 

At this point, I considered leaving my clinical academic programme. A 

significant redesign of the research was required which meant a set-back 

in my academic progress. Clinically, I felt alienated from my colleagues, no 

longer part of a team of motivated and supportive midwives who held a 

shared philosophy of care. I felt devalued and misunderstood by the new 

management team who insisted I return to clinical midwifery work on 

mixed day and night shifts, despite my young baby and clinical academic 

role covering three academic days weekly. I felt that my dual role as a 

clinical academic was not recognised or valued by the clinical team. 

Trusson et al.’s (2019) research into the experience of non-medical clinical 

academics highlights that the challenges I experienced in integrating 

clinical and academic work are not unique. Despite a renewed focus on 

improving the quality of healthcare by engaging nurses and midwives in 

research careers (Health Education England 2014; The Royal College of 

Midwives 2021), there is a “serious lack of organisational and professional 

value placed on the knowledge and skills achieved by some clinical 

academics” (Trusson et al. 2019, p.5). 

Despite my concerns, I decided to continue with the programme. My own 

personal and professional experiences of continuity served as motivation 

to continue my academic pathway. I planned to develop research which 

would generate essential knowledge to support the implementation of 

midwifery continuity of care services, and my new insights as a mother 

allowed me to approach this with a new perspective. 
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1.5 Redesign and the birth of the COMPart study 

The opportunity to redesign the research study allowed me to adjust the 

focus of the research. My initial literature review of the experiences of 

midwives providing continuity of care supported me to identify a gap in the 

literature. There was a real-world challenge in the provision of continuity of 

midwifery care services around enabling part-time midwives to work in this 

model.  

As a match-funded research programme, I was mindful that my research 

should be of value to the funding organisation, so I engaged in discussion 

with the local management team, who reported that a large proportion of 

their workforce were employed on a part-time basis and that this was a 

challenge for workforce planning.  

The study redesign involved updating the literature review and further 

background reading. I had to research appropriate methodological 

approaches, write a full protocol, interview guide, data management plan, 

participant recruitment adverts, participant information sheets and 

consent, and prepare BU and Health Research Authority ethical approval 

applications.  The Continuity of Midwifery Part-Time (COMPart) study was 

planned to be an Appreciative Inquiry (Ludema et al. 2006) into the 

experiences of midwives who had worked part-time in continuity of care 

settings.  
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1.5.1 Aims and objectives  

The aims and objectives of the COMPart study were: 

Table 1: Aims and Objectives of COMPart study  

To achieve these objectives, two phases of research were planned. In 

Phase One, 10 midwives with experience of part-time continuity of care in 

the UK would be recruited for semi-structured online video interviews. The 

interview guide supported the appreciative nature of this to understand the 

positives of the experiences reported by participants and what strategies 

they felt had sustained their practice. The interviews would be transcribed 

and thematically analysed (Braun and Clarke 2006).  

Phase two of the study would recruit midwives and midwifery managers 

from the match-funding NHS maternity service to attend focus groups in 

which participants could explore how themes developed in analysis of 

phase one could be used to support the local setting in understanding the 

opportunities for part-time workers within a continuity model. Separate 

focus groups for participants from the midwifery leadership team and 

midwifery staff would support participants to express their views freely. 

Aim: To explore how midwives employed on a part-time basis can provide 

midwifery continuity of care services within the NHS. 

Objectives:  

1) To explore the experiences of part-time midwives working in continuity of 

care settings and develop insights into practices which support them;  

2) To explore insights into personal and organisational strategies from 

midwifery managers which support midwives in continuity of care settings;  

3) To explore how an appreciative inquiry approach may facilitate midwives 

to move towards a co-designed model of continuity of care. 
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These focus groups would be recorded, transcribed and thematically 

analysed (Braun and Clarke 2006).   

 

Fig. 1 Proposed COMPart Study Timeline 

I planned a suitable study timeline to ensure that my research would fit 

within my academic timeline (see Fig. 1 above). My research plans were 

successfully defended at the Major Review Viva Voce academic 

examination. I prepared to submit my application for ethical approval and 

open the research study.  

1.6 The next challenge: navigating loss 

In March 2022, the Final Report of the Ockenden Maternity Review was 

published (Ockenden 2022). This report detailed the failures of an NHS 

Trust in caring for women and babies in their care and detailed essential 

actions to be immediately implemented nationwide. One of these actions 

was that the implementation of continuity of care services should be 

immediately suspended unless an NHS Trust could demonstrate minimum 

levels of safe staffing on all shifts (Ockenden 2022, p.149).  
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Whilst Phase One of the research study could continue, Phase Two of the 

COMPart study would involve focus groups of local midwifery staff and 

aimed to initiate a co-creation project to develop the continuity of care 

services in the local area. Following discussion with the Director of 

Midwifery in the funding organisation, it became clear that it would no 

longer be possible to run Phase Two in the altered clinical environment 

following the Ockenden report.  

At this point, I considered the ongoing options with the research I had 

planned. I consulted with my academic supervisory team and my Major 

Review examiners to understand how Phase One of the research could be 

adapted to meet the requirements of a PhD level study and I explored 

alternative options. Since any changes would be a significant revision to 

the research, a second Major Review may have been required. There was 

some possibility of adapting the research design to meet the requirements 

of a doctoral award, but my personal life was becoming more complicated.  

Around this time, shortly before my daughter’s first birthday, my beloved 

father died. His lung cancer diagnosis had been delayed significantly by 

the pandemic. I took leave from my clinical and academic work to nurse 

him at his home in his final few weeks of life, stepping in where the 

overstretched healthcare system was unable to meet his needs. In his 

death, I recognised the importance of continuity of care in other areas of 

healthcare. A 2012 Cochrane review of continuity of care in cancer 

patients notes that poor continuity of cancer care is one of the “main 

problems in cancer care” (Aubin et al. 2012, p.6) and “may lead to 

fragmented and uncoordinated care, and results in an increased likelihood 

of not receiving recommended preventive services or recommended care” 

(Aubin et al. 2012, p.1). My father’s palliative care was very different to the 

physiologically normal process of pregnancy and birth but similarly to a 

newly pregnant mother, the absence of a contact person to support with 

the navigation this unfamiliar healthcare pathway and life transition was 

difficult. The National Institute for Health and Care Excellence (NICE) note 

that this directly affects the satisfaction of patients receiving end of life 
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care and their families (National Institute for Health and Care Excellence 

2019).  

In the clinical midwifery element of my CAD programme, I continued to feel 

undervalued and recognised an increasing sense of distress at the gap 

between the fantastic care I had received as a mother, and the care I was 

able to give in the fragmented care system in which I was employed. I felt 

a growing sense of injustice at the way in which my return to work after 

maternity leave had been managed and felt too emotionally fragile to 

return to working in a way which I felt was unsupportive for midwives and 

the women they cared for. My experience as an experienced midwife, 

feeling unable to perform in the role I loved due to pressures within the 

maternity care system reflects a wider issue affecting the retention of 

midwifery staff (The Royal College of Midwives 2016b; Harvie et al. 2019; 

Smith 2021).  

An opportunity to work in delivering clinical research within an NIHR Local 

Clinical Research Network became available to me and I took the 

empowered decision to leave the full-time CAD programme and change 

my registration from PhD to part-time MRes. This was not without 

trepidation and grief. My new role was my first outside of direct midwifery 

care and the decision to take a break from midwifery was a difficult one. 

Midwifery is part of my identity and gives me purpose, a feeling shared 

across the profession (Hunter and Warren 2013). Stepping away from 

clinically caring for women, something I felt so passionate about, was 

heart-breaking. However, it also created space to explore the opportunities 

aligned with the skills I had developed in midwifery research.  

Stepping away also meant actively choosing to ‘fail’ my PhD. PhD attrition 

rates are difficult to obtain (Firth 2022) but rates reported in the literature 

vary between 25% (Maher et al. 2017) to 57% (Hunter and Devine 2016). 

Despite these relatively high rates, scarce literature or guidance exists on 

this. I continue to grapple with how best to represent my time as a PhD 

candidate, and my submission of this MRes thesis is a part of rewriting my 
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own story of failure into a success (Firth 2022). Most who leave PhD 

programmes do not leave due to academic failure (Maher et al. 2017) but 

more a realisation that post-doctoral career options are not appealing or 

not worth the sacrifices required to obtain a PhD. Personal reasons such 

as relationship changes and parenthood play a strong part in candidates’ 

decisions to leave (Lovitts 2002; Crawford et al. 2021; Kis et al. 2022). No 

candidate who left did so for a singular reason (Lovitts 2002), and I 

recognise the complex interplay between factors pushing students to leave 

and keeping them in academia in my own experience.  

This thesis is the culmination of four years of hard-work, passion, and 

commitment to improving maternity services. I have learned a great deal 

about research methods, and I have planned two qualitative research 

studies. The journey has not been a smooth one, but I have developed 

tenacity and adapted to overcome a variety of unexpected challenges. 

Developing my critical analysis skills has supported me to develop new 

perspectives on life, maternity services and feminism, whilst supporting me 

to reflexively consider who I am as a midwife, researcher, mother, 

daughter and woman.  

1.7 Route maps through my journey 

The following pages contain two route maps (Fig 2 and 3), the first 

depicting the expected route through my CAD Programme and the second 

depicting the journey I have taken. I chose to use a creative pictorial 

representation of my journey to help me to distil and make sense of the 

path which I have taken (Buckley and Nerantzi 2020). 

The use of emojis (small pictures used to communicate, emphasise or 

guide the reader to the intending meaning of a statement) is increasingly 

common place in computer-aided communication such as text and email 

(Gesselman et al. 2019). I use emojis as a form of everyday language in 

my personal life and this assists my communication by ensuring I am able 

to express nuance in my written social communications. Whilst I would not 

consider myself to be artistic in the traditional forms of drawing or painting, 
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I felt comfortable using my newly developed emoji language to assist my 

exploration and expression of my journey. 

The first map is the path I anticipated that my four-year Clinical Academic 

Doctoral programme would take. It is somewhat ordered and structured, 

with clear steps taken in a sequential process. The gates represented in 

green are the anticipated barriers to progression, and annual reviews of 

my academic progress. There are three prizes or wins represented by 

sunburst shapes, the largest of which is the final Viva Voce exam which 

would be the culmination of the thesis. The ongoing clinical element of my 

programme is represented at each level by a pink heart, demonstrating my 

ongoing love and passion for midwifery.  

The second route map represents how my path really looked. The neat 

order and linear progression of the first route map contrasts with the 

messiness of the actual route taken. This emphasises the unpredictability 

and chaos of real life. The events which I have chosen to represent were 

selected following analysis of data such as my journal and supervision 

documentation which allowed me to reflect on their significance at the 

time. Many of these events align with “Life Change Unit” events identified 

in the Holmes-Rahe stress inventory (1967) as some of the most 

significant life events which can occur to a person. This scale, used to 

predict the relationship between stress and future illness, is considered a 

well validated tool within psychology, particularly for a western cultural 

setting like my own (Noone 2017). The use of this tool highlighted my own 

resilience and strength, following what was a high-level period of stressful 

life events, especially with the addition of an unpredictable and 

lifechanging pandemic. 

 In the first level of the image, representing year one of the program, the 

path is comparable to the expected path, with clear progress points taken. 

The successful completion of my Probationary Review is represented by a 

bright yellow sunburst. A positive representation of clinical midwifery is 

present as I continued to provide care as part of a continuity of care team 



28 

 

which supported me to work authentically to my values as a midwife. I 

chose to represent my return to clinical midwifery and the challenges 

which I experienced through a broken-hearted symbol. This is to 

emphasise the depth of emotion I had surrounding what felt at the time like 

the loss of my greatest passion and life work.  

Towards the end of the first year, the first unexpected hurdle is 

represented by a large red exclamation mark. The strong red colour is 

somewhat asynchronous from the existing colour theme and purposefully 

stands out.  An exclamation mark is used in language as a “distinctive 

indication of major significance, interest or contrast” (Merriam-Webster 

2023) and therefore I felt it embodied the significance and surprise of 

simultaneously becoming pregnant and the emergent Covid-19 pandemic. 

Further repetitions of this show moments of crisis within the journey such 

as the study redesign. Question marks symbolise moments following these 

crisis moments where I questioned my path and engaged in deep 

reflection about my purpose and future within academia.  

Emoji germs symbolic of the corona virus are initially strong in colour and 

numerous, which gradually fade and become sparser on the page as the 

pandemic had less of an effect on daily life. Heart shaped arrows labelled 

‘mothering’ appear on my return from maternity leave, ever present 

throughout the remainder of the map. This shows the significance of this 

change in my life which creates an additional layer of complexity in the 

scene and in my life. 

Arrows which initially were straight steps onto the next progression point 

become curly and lead to stepping stones in unexpected places and in 

unpredictable, messy orientations.  

A blue door represents the opportunity which I took to move into a new 

research role. The strong colour is bold but neutral, symbolising a bold 

decision and a new start. The final layer of the map is more settled with a 

clear direction and emergent thesis represented by a pen and paper with 

increasing clarity and emphasis as the end is in sight. Towards the end of 
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the journey, a step highlighting new opportunities represents my desire to 

grow from this experience, to represent this story in a positive way where I 

have gained great insight into myself, academia, and midwifery. The final 

award is no longer a sunburst as the other successful moments were 

represented on the journey. The smooth, round yellow circle not what was 

expected at the start of the journey, but represents a full stop, a successful 

end point on a journey which could not have been predicted.    
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2.0 Literature Review 

This chapter will detail my exploration of existing literature. A crucial stage 

of any research involves gaining a detailed and systematic understanding 

of the existing literature in the field (Aveyard et al. 2016). This ensures that 

the researcher has a solid background knowledge of and highlights gaps, 

inconsistencies and limitations to the existing knowledge base (Aveyard et 

al. 2016). A literature review is also recognised as a piece of research in 

its own right (Aveyard et al. 2016; Boland et al. 2017).  

2.1 Engaging with existing literature 

I engaged with a wide variety of literature topics spanning methodological 

and philosophical approaches, which underpinned my theoretical 

knowledge; sociological and psychological texts; and topic specific 

literature on midwifery and continuity of care.  

Early in the research journey, an exploratory literature review of midwives’ 

experiences of providing continuity of midwifery care enabled me to 

identify areas in the knowledge which required further research and 

justified the development of my research study (Aveyard et al. 2016). 

When I commenced my research programme, a systematic review of the 

same topic was registered on PROSPERO, a database of systematic 

review protocols. I recognised that there was limited value in replicating 

this systematic review but maintained a systematic approach to literature 

searching to ensure that all relevant literature was identified to inform the 

development of my research. I critically engaged with the literature to 

consider the strengths and weaknesses of each approach and how this 

may affect the quality of the research, recording this on a database to log 

my reading. I did not apply formal qualitative appraisal tools to the 

literature. These tools may provide an assessment guide for novice 

researchers but can be restrictive and grounded in a more positivist stance 

(Williams et al. 2020). This was appropriate because the aim of the 

literature review was to provide a comprehensive basis of knowledge on 

the topic from which to develop an original piece of research, so I reflected 
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on the relevance and transferability of findings to the context of my own 

literature review.  

The publication of full systematic review by Pace et al. (2021) served to 

validate my own understanding and critique of the literature and 

encouraged my own critical reflection. The review by Pace (2021) chose to 

include research papers which examined the experiences of British 

independent midwives. Whilst the experiences of this group are valuable 

in terms of their experiences of working in continuity of care, I had chosen 

not to include this group as the participants in my planned research within 

the NHS would have faced very different structural and organisational 

challenges. Later in my research journey, I reflected that the inclusion of 

international research where midwives provide care in differing healthcare 

systems within my own literature review, may have had similar limitations 

to transferability to inform the development of NHS practices as the 

inclusion of British independent midwives. Nevertheless, the reported 

themes of the participant experiences in Pace’s systematic review (2021) 

were similar to those identified by my own literature review and this added 

rigour and credibility to my conclusions. 
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2.2 Initial literature search method: 

I developed a clear research question to clarify the what I sought in my literature 

search (Aveyard et al. 2016). Using the PICO acronym, I broke my topic into 

key concepts to formulate a clear question. The PICO acronym has been 

demonstrated to provide a comprehensive search tool in qualitative research 

(Methley et al. 2014). 

P Population Midwives 

I Interest Midwife experiences 

C Context Continuity of care models 

O Outcome Attributes of sustainable 
continuity of care 

Table 2 PICO Acronym 

In order to ensure the full scope of literature was identified, I considered 

the most appropriate search methods. Six electronic databases were 

selected because they were most likely to contain research which would 

answer the research question. These were The Cochrane Library, 

MIDIRS, Intermid, Pubmed, CINAHL, and British Library EThOS. Further 

hand searching of reference lists was employed to ensure that relevant 

literature was not missed. Online literature searching was repeated 

periodically to ensure emerging relevant literature was identified and I 

signed up for email alerts for my search terms on the databases. I also 

found that social media, particularly Twitter, was a rich place to identify 

relevant newly published literature in this rapidly developing field. 

Additional online searches using online search engines, my own 

professional knowledge of the field and that of my professional network, 

identified non-academic sources such as government reports, reports from 

non-governmental organisations such as World Health Organisation, 

publications from professional bodies such as the Royal College of 

Midwives, and grey-literature in the form of blogs, websites and non-

academic articles. Whilst non-academic work can be seen to offer limited 
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value due to lack of peer-review, it remains an illuminating source of 

background information in a field which is contemporaneous and 

developing at a fast rate (Kousha et al. 2022).      

I drew on my own knowledge of the subject to consider initial search terms 

and alternative words for these. I trialled various search terms in electronic 

database searches but found some had limited relevance in retrieving 

relevant results or were too restrictive. I utilised Boolean operators and 

truncation to specify the relevance of results. The search terms used were 

“continuity of care*” AND midwi*, “caseload*” AND midwi*, “relational 

care*” OR “relational continuity” and midwi* and “group practice” AND 

midwi*.  

I considered inclusion/exclusion criteria for the initial literature search. I 

chose to include studies from 1992 onwards because prior to this the 

socio-political culture of maternity care was very different in the UK. In 

1993, The report known as ‘Changing Childbirth’ was published which first 

pushed the agenda of continuity of care and women’s choice (Expert 

Matenity Group 1993; McIntosh and Hunter 2014). The world, society and 

maternity care has developed significantly since 1993 and the experiences 

of midwives in such different environments may have limited transferability 

to the present-day world of increased technology and cultural shifts in 

expectations of work and gender. Additional criteria were that publications 

should be in English, and the geographical location must have a similarly 

developed healthcare system to the UK. To do this I reviewed published 

research by leaders in the field and was guided by their insight (Sandall et 

al. 2016; Homer et al. 2019). I identified literature from the following 

countries which had comparable healthcare systems and where midwives 

were recognised as an autonomous professional group: Australia, New 

Zealand, Denmark and Canada.  
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3.0 Background context of midwifery continuity of care 

This chapter provides a background and context to continuity of care 

within midwifery, including the drivers behind the implementation of this 

model and the potential benefits to childbearing women. My journey from a 

doctoral pathway presented a wide immersion into the literature and as 

such, this is reflected in the structure of this chapter. A concise review of 

published literature in section 3.5 will explore the experiences of midwives 

who work in continuity of care models.  

3.1 Defining continuity of care 

At this point it is important to reach a definition of what continuity of care 

refers to. McCourt et al. (2006) develop Saultz’s (2003) seminal model of 

continuity in the context of maternity care. This table is included below. By 

defining continuity as a hierarchical concept where each level of continuity 

is dependent on the existence of the level preceding it, the complex 

systematic and organisational structures underpinning the existence of 

continuity can be understood. 
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Level of Continuity  Description  

Informational  An organised collection of medical and social information 
about each woman is readily available to any health care 
professional caring for her. A systematic process also 
allows accessing and communicating about this 
information among those involved in the care.  

Longitudinal In addition to informational continuity each woman has a 
‘place’ where she receives most care, which allows the 
care to occur in an accessible and familiar environment 
from an organised team of providers. This team assumes 
responsibility for coordinating the quality of care 
including preventive services. 

Interpersonal  In addition to longitudinal continuity, an ongoing 
relationship exists between each woman and midwife. 
The woman knows the midwife by name and has come 
to trust the midwife on a personal basis. The woman 
uses this personal midwife for basic midwifery care and 
depends on the midwife to assume personal 
responsibility for her overall care. When the personal 
midwife is not available, cover arrangements assure that 
longitudinal continuity occurs.  

Table 3: Hierarchical definition of continuity of maternity care,  from 

(McCourt et al., (2006) adapted from Saultz, (2003), p.141)  

The terms ‘continuity of care’ and ‘continuity of carer’ are often used 

interchangeably; however they refer to two different concepts (Forster et 

al. 2011). The term ‘continuity of care’ describes a shared philosophy or 

approach to care between care providers. This may mean that differing 

care providers follow the same guidelines or treatment protocols but does 

not describe any continued relationship between the care provider and 

woman. In contrast, ‘continuity of carer’ refers to relational continuity 

where maternity care is provided by a midwife who is known to the woman 

(Pace et al. 2021). Whilst the terms are used interchangeably in published 

literature, it is clear that the current emphasis on continuity of midwifery 

care refers to improving relational continuity (NHS England 2016). The 
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definition of continuity of care in this thesis will refer to the agreed 

international definition:  

“A [continuity] model provides women with care from the same midwife or 

small team of midwives during pregnancy, birth, and the postnatal period 

with appropriate involvement of the multidisciplinary team when needed” 

(International Confederation of Midwives 2021, p.1). 

This implies continuity occurs in a system which has successful 

informational and longitudinal continuity in order to achieve continuity of 

carer.  

3.2 Evidence for continuity of care 

A Cochrane review comparing midwifery led continuity of care models 

versus standard care included over 17,000 women in 15 randomised trials 

and identified that continuity of care was associated with a range of 

improved clinical outcomes (Sandall et al. 2016). Women with 

straightforward pregnancies and women with complex pregnancies were 

less likely to have a premature baby and their babies had a reduced risk of 

death (including miscarriage, stillbirth, and neonatal death) (Sandall et al. 

2016). Women who received continuity of care were more likely to have a 

spontaneous vaginal birth uncomplicated by use of an epidural, 

episiotomy, artificial rupture of membranes or instrumental birth such as 

use of forceps (Sandall et al. 2016). For women at greater risk of poor 

health outcomes, such as women from minority ethnic groups or who are 

considered vulnerable (for example though a history of poor mental 

health), these improved outcomes are even further marked (NHS England 

2017). An updated integrative review focusing on women classified as 

high risk reaffirmed these findings in this group and noted a reduced 

elective caesarean rate among those who received continuity of care (Fox 

et al. 2022). Walters et al. (2019) identified a reduced risk of postnatal 

depression and increased rates of breastfeeding in women who received 

continuity of care. 
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Research on these clinical outcomes is important, because interventions 

such as epidural and caesarean section are associated with uncommon 

but real risks to the health of the mother and baby (Shaw et al. 2016; 

Sandall et al. 2018). These interventions can be lifesaving and for some 

individuals are associated with positive experiences, however they can 

also pose iatrogenic harm to mother and baby which must be carefully 

balanced. Furthermore, long-term effects of common birth interventions on 

a population level may not yet be recognised: emergent knowledge on 

phenomena such as antibiotic resistance and the human microbiome is 

developing fast and may become an important factor in decision making 

(Sandall et al. 2018).  

Whilst the mechanisms of the improved clinical outcomes associated with 

receiving continuity of care are not entirely understood, it is recognised 

that this is likely associated with relational continuity (International 

Confederation of Midwives 2021). Women cared for in a relational model 

of care report that they value the strong relationship with their midwife and 

increased feelings of trust and empowerment (Perriman et al. 

2018). Provision of maternity care which supports trusting relationships 

between a woman and her care providers has been shown to provide 

enhanced levels of maternal satisfaction with their maternity care 

experience (Waldenström et al. 2000; Biró et al. 2003; Forster et al. 2016). 

There is strong demand from pregnant women to be cared for by a known 

maternity provider (McLachlan et al. 2019). A woman’s experiences during 

her childbearing journey can have a profound and long-lasting effect on 

their own wellbeing and that of their children (Redshaw et al. 2019). 

Continuity of midwifery care has been found to cost less than other models 

of care (Sandall et al. 2016). A study by Toohill et al. (2012) compared the 

outcomes and costs of care in an Australian Midwifery Group Practice 

offering continuity of care versus standard care for women at low risk of 

pregnancy complications. It was clearly demonstrated that the costs 

associated with receiving continuity of care were lower than standard care, 

despite receiving postnatal care for six weeks after the birth compared to a 
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standard one week. The measurement of financial costs of caring is not 

straightforward, with many factors bearing an influence on the treatment 

cost throughout one maternity period. Donnellan-Fernandez et al. (2018) 

highlight the inconsistencies in measuring cost-effectiveness and 

evaluating care costs for women with complex pregnancies, who may 

require more expensive or multifactorial treatments than a woman with a 

straightforward pregnancy. An Australian study which included mixed-risk 

participants forecast that continuity of midwifery care cost around 22% 

less than other models of care (Callander et al. 2021).  

The cost savings associated with continuity of care can be generated from 

reduced intervention rates. Toohill et al (2012) noted that the most 

significant savings were found in intrapartum costs, where women 

receiving continuity of care experienced fewer inductions and had a 

reduced uptake of pharmaceutical pain relief.  Continuity of care was 

found to be associated with earlier discharge home, resulting in reduced 

ward bed occupancy charges. Babies born to women receiving standard 

care were more likely to be admitted into special care, which is a high-cost 

specialist area (Toohill et al. 2012).  

Continuity of care is associated with increased uptake and duration of 

breastfeeding (Walters et al. 2019). Although not directly reported in 

studies of cost-effectiveness of continuity of care, this can result in 

substantial cost reduction for a health service as babies are less likely to 

require medical care in infancy for problems such as ear infections or 

diarrhoea; and in later life due to a reduced risk of diabetes and obesity 

(Walters et al. 2019). Increased breastfeeding also results in a reduced 

risk of some long term health conditions for a mother, which may offer 

longer-term cost savings (Walters et al. 2019) 

Whilst measuring the multifactorial influences on cost effectiveness of 

continuity of care is complex, it can be concluded that offering all women 

continuity of care would result in substantial savings when compared to 
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the other models offered, whilst providing better outcomes and at least 

equivalent satisfaction (Sandall et al. 2016).      

International guidelines recommend that midwifery led maternity care 

which support a woman to develop a relationship with a known midwife or 

small group of midwives should be offered to all women (World Health 

Organization 2016). Other well-resourced countries such as New Zealand 

and Australia have well developed systems of maternity care which offer 

varying degrees of midwifery continuity of carer (Tyler et al. 2019). In the 

UK, continuity of care has been a focus of maternity policy since the 

1990s. The report ‘Changing Childbirth’ released in 1993 supported the 

development of continuity of care schemes within the NHS (Expert 

Matenity Group 1993). More recently in 2016 the ‘Better Births’ report 

(NHS England 2016) explicitly recommended that continuity of maternity 

care was implemented across England. Prior to the release of the Better 

Births report, few women were receiving full continuity of care throughout 

the childbirth continuum (Sandall et al. 2019). Women who receive 

standard NHS maternity care women may meet a number of midwives in 

their antenatal and postnatal care and are very unlikely to have previously 

met the midwife who cares for them in labour (Sandall et al. 2019). Most 

NHS maternity care providers require significant organisational alterations 

to service structures in order to successfully offer this model to a greater 

proportion of pregnant women (McInnes et al. 2018).  

3.3 Models of continuity 

Maternity services which aim to offer relational continuity of care are built 

around the needs of the woman (Pace et al. 2021) and are congruent with 

the fundamental philosophy of midwifery (Page and McCandlish 2006). 

This is a juxtaposition to the industrialised world in which we live, where 

time can be split clearly into chunks of work or leisure. In an industrialised 

healthcare system, workload can be planned by employing staff to be 

present on shift at set times. Efficiency and cost efficacy can be clearly 

measured against set parameters. Maternity care can be reduced to 



43 

 

discreet modules, provided by differing staff in locations which are most 

efficient for the care provider (Page and McCandlish 2006). The 

organisational structures in which such care is provided (such as shift 

handover times) establish a border between the personal and the 

professional life of the midwife (Pace et al. 2021).  

In order to provide relational continuity of midwifery care, the care must be 

arranged around the needs of the woman (Pace et al. 2021). The 

organisation of most models of continuity of midwifery care requires that a 

midwife is available to care for the women at times which can be 

unpredictable such as the onset of labour. In order to achieve this, 

midwives may blur the boundary between their home and work life, being 

on call for the women they care for (NHS England 2017).  

There are many ways of structuring maternity care which can offer 

relational continuity of midwifery care. In countries such as New Zealand, 

where midwives are able to design the care model they offer to meet their 

own needs and those of the women they care for, wide variations in 

working practices and structures can be observed (Donald 2012). 

Midwifery care may be provided by an individual midwife who is available 

at all times for the women. Some midwives may ringfence time where they 

are not available for unscheduled care by carefully planning the expected 

birth dates of the women they care for. Midwives may develop 

partnerships with one another, larger group practices where care is shared 

and time off more structured.  

Midwifery care in the NHS is provided as part of an industrialised 

healthcare system incorporating maternity care. Limitations to funding and 

constraining policies regarding employment practices, annual leave and 

financial reimbursement may restrict flexibility and innovation in maternity 

care provision. Following the national policy advocating the 

implementation of a system which offered continuity of care, a guidance 

document recommended organisational structures which could be 

introduced  (NHS England 2017). Whilst this was not entirely directive, the 
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limitations of being part of a wider organisational system meant that few 

alternatives were implemented. The models listed in this guidance 

document are ‘team continuity’ (whereby a woman develops a relationship 

with a small group of midwives who share responsibility for her care) and 

‘full caseloading’ (where a woman is assigned a named midwife who 

provides the majority of her care, sometimes with back-up from a buddy 

midwife) (Homer et al. 2019).  

Both of these models have been demonstrated to offer improved 

satisfaction and clinical outcomes (Sandall et al. 2016) and are based 

upon the tenets of relational continuity whereby the woman develops a 

therapeutic relationship with the person (or small team of people) who 

care for her during the perinatal period. Other dimensions of continuity 

may also be provided in these models: midwives from the same team will 

work from the same guidelines and thus provide an enhanced level 

informational continuity. Women have a more seamless experience of 

care from differing specialities or services coordinated by a named 

midwife, experiencing enhanced management (longitudinal) continuity 

(Cheyne et al. 2019).  

In a full caseloading model, a midwife takes full responsibility for the 

maternity care of a caseload of women (NHS England 2017; Homer et al. 

2019). A midwife organises their working pattern to suit the needs of the 

caseload and is available to provide unscheduled care such as 

intrapartum care at all times. The midwife is personally responsible for 

rescheduling any appointments, should they be missed, due to 

unscheduled care. The midwife may have inconsistent protected time 

when they are not available for work. Caseloading midwives may arrange 

their work to support a longer period of time off, for example three months 

of availability followed by a month of annual leave. This model offers great 

autonomy and flexibility to the midwife and a high level of continuity of 

care to the woman but has limited appeal to the midwifery population due 

to the profound impact of full-time professional availability on the midwives 

personal life (NHS England 2017; Homer et al. 2019).  
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In a team continuity model, a group of four to eight midwives share 

responsibility for a caseload of women (NHS England 2017). Each woman 

has a named lead midwife with whom they build a relationship, but they 

may also receive maternity care from any of the other team members. The 

team share the on-call availability for unscheduled care such as labour 

care and cover one another for annual leave and sickness. In this model 

the midwives are able to predict their protected time off through use of a 

rota system but retain an element of flexibility and autonomy in managing 

their own diary to provide scheduled care to their caseload. This may offer 

an increased appeal to the midwifery staff but may result in a reduced 

level of continuity of care compared to full caseloading. (NHS England 

2017). Ensuring that women have built a relationship with a larger team of 

midwives can be a challenge and sometimes midwives may provide care 

for women they have not previously met.  

Whilst the early guidance on implementing continuity of midwifery care 

(NHS England 2017) offers caseload care as an option, later guidance 

only recommends continuity is provided via a team of midwives of no 

fewer than six and no more than eight midwives (NHS England 2021). 

This concept of relational continuity where instead of a deep interpersonal 

‘knowing’ between midwife and mother, a woman develops superficial 

relationships with multiple midwives on the team, can be considered 

contentious (Page and McCandlish 2006). The Cochrane review on 

continuity of midwifery care states that there is continued debate over the 

models of continuity offered (Sandall et al. 2016). Freeman (2006) 

considers that only caseloading models (most care provided by a named 

midwife) are philosophically aligned with the fundamental principles of 

women-centred midwifery care. Huber and Sandall (2009) considered that 

this form of relational continuity was most beneficial for women because it 

reduced the chance of receiving conflicting advice, and increased feelings 

of trust and calm which they posited was the mechanism behind the 

improved outcomes. Nonetheless, team-based continuity of midwifery care 

has been demonstrated to have comparable clinical outcomes to caseload 
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midwifery (Sandall et al. 2016) and could be less challenging to implement 

in the NHS as it is more similar to the standard, fragmented care system.  

3.4 Contemporary NHS midwifery practice and barriers to change 

Standard NHS midwifery care offers regular care with midwives from early 

pregnancy throughout the childbearing period. This is often provided in a 

community setting outside of hospital such as GP surgeries and children’s 

centres by autonomous midwives in partnership with obstetric colleagues 

and other medical specialists. Mothers may have additional appointments 

for ultrasound scans or medical reviews with other members of the 

maternity care team. Midwives provide intrapartum care in a variety of 

settings including a woman’s home, birth centres and obstetric labour 

wards. Mothers and babies who have any medical complexities or who are 

requiring support can be cared for by midwives on inpatient wards. Further 

postnatal care of the mother and baby is provided for 10 days to six weeks 

after the birth and often occurs in the women’s home or in outpatient 

clinics. Midwives work as part of an interdisciplinary team of doctors, 

radiographers, physiotherapists and maternity support workers / maternity 

care assistants (Homer et al. 2019).  

 At present, the majority of NHS midwives work in a shift pattern structure 

within a community or hospital setting  (NHS England 2017). Midwives 

working in the community generally provide antenatal and postnatal care 

within core hours and may provide a level of antenatal and postnatal 

continuity although this rarely covers intrapartum care (Taylor et al. 2019). 

In the hospital setting, most midwives work shifts providing acute care to 

women such as labour care. This rarely offers continuity of care to women 

because it is unlikely that a midwife she has met before is rostered onto a 

shift when she requires unplanned care such as when she is in labour 

(NHS England 2017).  

Furthermore, many nursing and midwifery staff do not work full time, which 

may further reduce the chance of continuity in this setting. The most 

recently published NHS midwifery workforce statistics showed that part-
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time midwives made up 57% of the midwifery workforce (Department of 

Health 2010) and an increasing trend of part-time working was recognised 

in a 2019 report (Health Education England 2019a). In 2014, 27% of 

midwives who responded to an RCM survey were employed to work fewer 

than 30 hours per week and many respondents reported that they 

struggled to achieve the flexibility regarding shifts which they required. 

This may lead to midwives working bank or agency shifts which could 

further reduce continuity as midwives may work shifts in different areas or 

NHS Trusts (The Royal College of Midwives 2016a).  

The 2018 NHS England Staff Survey highlighted that midwives report 

among the highest levels of stress of any health care profession (The 

Royal College of Midwives 2019).  A 2018 online survey of 2000 midwives 

working in a variety of settings in the UK revealed significant levels of 

emotional distress among the participants, with 83% of respondents 

suffering from personal burnout and 67% experiencing work related 

burnout (Hunter et al. 2017). Participants were substantially more likely 

than the general population to score highly for stress, depression and 

anxiety. In the same study, 66% of the midwives surveyed had seriously 

considered leaving midwifery in the last year. 

The increased pressures of working through the Covid-19 pandemic have 

not improved this picture with maternity services reporting increases in 

attrition rates of midwifery staff  (Health and Social Care Select Committee 

2022) which is resulting in an unsustainable level of pressure in maternity 

services (Ockenden 2022).  

One of the greatest barriers to implementing continuity of care models is 

resistance towards models among the midwifery population (Tyler et al. 

2019; Harris et al. 2020). A 2019 survey of 798 NHS midwives, most of 

whom did not have experience of continuity models, found that 65% of 

respondents felt that they would be unable or unwilling to work in a 

continuity of care model which included cover for intrapartum care in the 

hospital setting (Taylor et al.). A further 19% of participants reported 
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willingness to work in a continuity model which had a reduced or no cover 

for intrapartum care. Many midwives report that they feel uncomfortable or 

nervous working outside of the environment in which they usually worked 

and that felt they had specialised skills suited to an area of maternity care 

(Taylor et al. 2019; Harris et al. 2020). Some midwives shared concerns 

regarding quality of care when midwives are asked to become “a jack of all 

trades” (Taylor et al. 2019, p.133).  

Midwives in the literature highlight concerns that working in a model 

providing continuity of care could have negative influences on their 

wellbeing (Taylor et al. 2019; Harris et al. 2020). Midwives may have 

previous negative experience or knowledge of NHS continuity of care 

models implemented in the past, where midwives were reported to 

experience increased levels of burnout and emotional exhaustion (Sandall 

1997; Stevens and McCourt 2002). Midwives may have little confidence in 

their employer to learn from research on previous unsustainable models 

and protect their wellbeing (Harris et al. 2020): just 15% of midwives in the 

NHS Staff Survey felt that their employer was taking positive action to look 

after their health and wellbeing (The Royal College of Midwives 2019). 

Taylor et al. (2019) affirm that a population of midwives experiencing high 

levels of work-related stress and low levels of confidence that their 

employing organisation will support their ongoing wellbeing, may be less 

willing to try working in a new continuity of care model. An increasing 

levels of vacancies in the midwifery workforce (Health and Social Care 

Select Committee 2022) is associated with higher levels of emotional 

exhaustion and stress within the workforce (Hunter et al. 2017). 

Another widely shared barrier to implementing continuity were practical 

challenges such as caring responsibilities, which were reported by 65% of 

respondents to Taylor et al.’s survey (2019). Many midwives are primary 

carers and report a need for regular and predictable hours to fit around 

often inflexible childcare and care providers (Taylor et al. 2019; Harris et 

al. 2020). Other midwives discussed their own health conditions or 

transport issues which impacted on their ability to work unpredictable 
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hours. Some of these barriers are not permanent and some midwives 

expressed that they may be willing to try working in a continuity of care 

model if they experienced a change in personal circumstances (Taylor et 

al. 2019).  

3.5 Midwives’ experiences of working in a continuity model: A review 

of the existing literature  

My literature search identified relevant publications for my literature 

review. I then began synthesising the themes by comparing the findings of 

each piece of literature, a process which evolved over time. Additional 

literature was published during the research process and the findings of 

these papers were considered. The final themes were ‘real midwifery’, 

‘meaningful relationships’, ‘flexibility’, ‘boundaries and expectations’ and 

‘wider integration’.  

The literature reports that working in continuity of midwifery care is 

associated with positive experiences for midwives. Midwives reported 

pride in working within the full scope of their professional role and 

fulfilment from the strong relationships with the women they cared for and 

with their midwifery colleagues.  

“As far as the actual working as a midwife, it's probably the most 

rewarding thing I’ve done. I’ve been a midwife for twenty-five years…[it's] 

because of the relationship you build up with the women”. Quote from 

Ange, Interview 2 in Newton et. al (2016, p.228).  

The literature which compared the emotional wellbeing of midwives 

working in continuity of care to those in standard care demonstrated 

reduced levels of burnout and increased levels of satisfaction (Dawson et 

al. 2018b; Fenwick et al. 2018).  

“While there is potential for burnout in working in a caseload model of 

care, there also appears to be protective factors within the model in the 
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perceived benefits that the work brings” Quote from Dawson et al. (2018b, 

p.66) 

The literature also contained some negative experiences of working in a 

continuity model. Some of these were related to the difficulties of working 

in a model which was outside of the norm, leading to tensions between 

standard care colleagues and continuity midwives:  

“It was just the most bizarre thing. On Friday I was a birth suite midwife. 

On the Monday I was an MGP [Midwifery Group Practice] midwife. I had 

attended a birth and I was treated completely differently, and nothing had 

changed about how I practiced.” Quote from Menke et al. (2014, p.1100). 

Other challenges were associated with an adjustment period to the way of 

working. Some midwives successfully integrated their continuity role into 

their lives, but for other this was just not possible:  

“…parts of it were fantastic, and parts of it were awful….…there were 

bonuses, because the majority of the time I was home, which was quite a 

nice novelty, but I thought I would be able to get a better body clock. I 

thought I’d be able to go to bed at the same sort of time and get up at the 

same sort of time compared to [what was possible with] shift work ….so 

the on-call was really the thing that did me in…I sort of had six months of 

not sleeping, just having the phone with me - every time [thinking] ‘go to 

sleep, go to sleep – because it's going to ring any second! Now go to 

sleep’…. I was so distracted because I was on-call so I just didn’t feel like I 

could wind down.” Quote from Newton et al. (2016, p.227). 

3.5.1 Real Midwifery 

Midwives working in continuity of care in the literature highlight a 

vocational connection to their midwifery identity and role, and this pride 

sustains them in their practice (Engel 2003; McAra-Couper et al. 2014; 

Newton et al. 2016). Midwives who work in continuity models report great 

satisfaction in providing ‘real midwifery care’ across their full scope of 



51 

 

professional practice (McCourt et al. 2006; Edmondson and Walker 2014; 

Newton et al. 2016; Jepsen et al. 2017; Barker et al. 2020). They take 

pride in assuming full responsibility for the care of their caseload (Finlay 

and Sandall 2009; Newton et al. 2016; Jepsen et al. 2017).  

“The MGP [Midwifery Group Practice] for me then, was the opportunity to 

live the dream. To be that midwife and to be able to provide that degree 

and level of care.” Quote from Barker et al. (2020, p.148). 

Several studies have identified that the advocacy role of a midwife may be 

enhanced through working in a continuity model of care (Finlay and 

Sandall 2009; Boyle et al. 2016). Midwives in a study by Newton et al. 

(2016) reported an increased ability to facilitate informed decision making 

with the women in their caseload, compared to when how they worked in 

standard care.  

The professional role of the midwife in a continuity of care model may be 

developed to demonstrate greater autonomy and establish deeper and 

more meaningful relationships with the women in their care (Finlay and 

Sandall 2009; Newton et al. 2016):  

“I'm looking at … first time mums that maybe need a lot more support … 

mums without good English language or use of the community … mums 

with anything that's identified as a known difficulty, particularly difficult 

social circumstances … because again you've got a constant, you can 

start beginning to trust a constant, you build up a relationship with the 

constant, it's much easier to say things quicker, you haven't got to start 

from scratch every time, and in some way you begin to feel someone's 

rooting for you” Quote from Finlay and Sandall (2009, p.1232) 

3.5.2 Meaningful relationships  

The development of meaningful midwife-client relationships contribute to 

feelings of value and purpose within the midwifery role. Participants 

described these relationships in a different way to the relationship in 
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standard care. Mutual relationships were formed and midwives felt that the 

women they cared for recognised them as distinct individuals as well as 

their midwife role: “They are very attentive to my needs, too. A much 

greater recognition…that I am also a human being” (Jepsen et al. 2017, 

p.e66). McAra-Coupa et al. (2014, p.31) terms this “reciprocal relationship”  

and McCourt et al. (2006, p.148) term this “partnership”. Menke (2014, 

p.1099) describes this relationship as a “dependable friendship”. 

Continuity midwives reported a holistic understanding of the woman and 

her world which was a source of great fulfilment (Engel 2003; McCourt et 

al. 2006; Edmondson and Walker 2014; Newton et al. 2016; Jepsen et al. 

2017). Midwives reflected that their relationship and knowledge of the 

mother allowed them to offer optimum intrapartum support and reduced 

their own anxiety (Huber and Sandall 2009). Empowering women in their 

own knowledge, judgement and capabilities was a key feature of the 

relationship (Engel 2003; Menke et al. 2014). Midwives in the study by 

Menke et al. (2014) recognised that their impact on a mother’s life could 

continue after discharge with the journey through caseload care a 

potentially transformative one. 

For midwives who work in a team continuity model, strong working 

relationships within continuity of care team and the wider health care 

setting are considered essential (Gilkison et al. 2015; Hunter et al. 2016; 

Vasilevski et al. 2020).  Midwives working in successful team continuity 

models provide emotional and practical support to one another which 

supports the wellbeing of the team members (Yoshida and Sandall 2013). 

Fereday and Oster (2010, p.314) identify this as the concept of providing 

“reciprocal assistance” to one another and Hunter et al. (2016, p.51) term 

this “generosity of spirit”. Open and truthful dialogue between team 

members and clarity regarding mutual expectations are considered 

essential to support sustainable team working in a continuity model 

(Fereday and Oster 2010; Edmondson and Walker 2014; Vasilevski et al. 

2020). Constructive discussions between colleagues can support 

midwives to establish appropriate boundaries between their work and 
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personal life, to maintain professional distance and to reflect on their 

practice (Hunter et al. 2016).  

In team midwifery models, midwives placed an importance on shared 

values which meant that they were able to trust that their colleagues 

shared a similar philosophy of care (Engel 2003; Edmondson and Walker 

2014; Gilkison et al. 2015; Crowther et al. 2019):  

“…this is the best place for me to have been working because we’re all of 

the same…well we’ve all got the same philosophy, philosophy of midwifery 

care…” Quote from Edmonson and Walker (2014, p.35). 

For the midwives, knowing that women in their care were receiving 

informational continuity was an important element which allowed them to 

trust that their colleagues would provide a similar standard of care.  

3.5.3 Flexibility 

Midwives in a continuity of care model are available for unscheduled care, 

often through ‘on call’ systems. The concept of being on call is one of the 

greatest concerns highlighted by midwives who are not yet working in 

continuity of care models (Taylor et al. 2019; Harris et al. 2020). In the 

literature, after an initial transition period, most midwives working in a 

continuity of care model become comfortable with being available to work 

(Collins et al. 2010; Fereday and Oster 2010; Donald 2012) and adapt to a 

lifestyle which promotes a greater fluidity between work and home life 

(Fereday and Oster 2010): “It’s not a clock on, clock off job... It’s very 

much a lifestyle…” (Hewitt et al. 2022, p.175). Others reported that they 

lived in a state of “constant anticipation” (Fereday and Oster 2010, p.315) 

and were unable to integrate their work and home lives satisfactorily.  

In the literature, midwives who successfully integrated the role into their 

lives valued the autonomy to schedule their work in a way to suit their 

personal lives and report that they feel more able to balance personal and 

family life, many highlighting that they felt more present in their personal 
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and family life than when they worked in a shift based model, because 

they are able to adapt their working schedule to allow for their attendance 

(Fereday and Oster 2010; Edmondson and Walker 2014; Newton et al. 

2016; Jepsen et al. 2017; Vasilevski et al. 2020).  Compared to working 

standard shifts, midwives in Newton’s (2016) study reported that they 

worked fewer unsocial hours. This is well illustrated in a participant quote:  

“I’ve had a few snide comments. I’ve had a midwife tell one of my women 

on the postnatal floor …. “Oh so did you enjoy having your midwife and 

her being available and all that sort of stuff” and the woman said “Yes, yes 

it was great” and then she said “Oh well I don’t do it because I actually like 

my children”. I’m thinking “Well I have dinner with my kids every night, you 

don’t!” You know, I’m home a lot more … but yes there's been a few 

comments like that... But they don’t understand, I don’t think they 

understand how good it is.” Quote from Newton et al. (2016, p.227). 

Organisational support for autonomous time management is associated 

with sustainable continuity models which increase the wellbeing of the 

midwives working within then (McAra-Couper et al. 2014; Jepsen et al. 

2017; Lewis 2020). Reduced levels of control of working pattern has been 

associated with an increased level of stress and risk of burnout (Homer et 

al. 2019). This may happen due to working in the associated maternity unit 

in times of high acuity escalation or poor cover within the team for holidays 

and sickness (Newton et al. 2016; Homer et al. 2019; Styles et al. 2020). It 

can be a challenge for midwifery leaders to promote an organisational 

culture which respects this well-documented need for autonomy. It can 

also be difficult for managers and staff more used to working in 

conventional shift patterns (Hewitt et al. 2019; Hewitt et al. 2021) 

3.5.4 Boundaries and expectations 

Midwives moving into a continuity model from standard care may not 

initially develop adequate boundaries and are often found to invest 

unsustainably in the midwife-mother relationship (Edmondson and Walker 

2014). Findings by Menke (2014), Stevens and McCourt (2002) and Engel 
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(2003) suggest some midwives continue to struggle with levels of 

emotional involvement with women in their care. Menke refers to midwives 

becoming ‘emotionally enmeshed’ with the women they care for (Menke et 

al. 2014). Allen (2017)  identifies that providing care in a continuity model 

may breach the emotional capacity of a midwife, and that pushing past this 

boundary may be damaging to the midwife. Leinweber and Rowe (2010, 

p.78) describe this as “the cost of caring” and suggest that continuity 

midwives may be at increased risk of secondary post-traumatic stress 

disorder.  

Midwives discussed the importance of managing the expectations of the 

women they cared for (Fereday and Oster 2010; Donald 2012; 

Edmondson and Walker 2014; McAra-Couper et al. 2014; Gilkison et al. 

2015). Midwives needed to provide clarity about their working practices 

and availability with women, their colleagues and themselves to manage 

their work-life balance. Some midwives experienced feelings of guilt 

(Hunter et al. 2016) when they were unable to meet a woman’s 

expectations, for instance when a colleague attended a birth because they 

were not available. Stevens and McCourt (2002) note that presence at a 

birth was perceived to be more significant for the midwife than the woman.  

3.5.5 Wider integration 

Midwives identified that establishing clear expectations around their role 

within the wider midwifery service was beneficial in maintaining 

professional and personal boundaries. The development of a clear 

structure for care provision supported sustainable midwifery care and 

improved work-life balance (Engel 2003; Fereday and Oster 2010; Donald 

2012; Edmondson and Walker 2014; McAra-Couper et al. 2014; Gilkison 

et al. 2015; Newton et al. 2016). When expectations of the midwives within 

the continuity of care service were clear, this led to reduced conflict with 

the wider team (Menke et al. 2014; Newton et al. 2016; Leavy and Leggett 

2022).  When the role of the continuity midwife was well understood and 

well-integrated into the wider maternity system, midwives reported that 
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they felt respected and valued in their role (Stevens and McCourt 2002; 

Edmondson and Walker 2014; Hewitt et al. 2022). Conversely, conflict 

with the wider maternity care staff was identified as a source of distress for 

some midwives, particularly during the early implementation stages of a 

continuity of care model (Yoshida and Sandall 2013; Menke et al. 2014; 

Styles et al. 2020). 

3.6 Conclusion 

The literature reflects a range of experiences of providing continuity of 

midwifery care from elation and joy within the role to challenging lows 

where midwives’ personal lives suffer, and their boundaries are depleted. 

A qualitative systematic review of the topic undertaken by Pace et al. 

(2021) reported similar themes to those identified in my review. This 

systematic review included the experiences of some participant groups 

which I had excluded, such as those of independent midwives (private 

practice midwives) in the UK. I was concerned that the very small number 

of independent midwives working in the UK may reflect a poor integration 

into the NHS system, and that their experiences of providing continuity of 

care may be significantly altered as they experience working outside of the 

dominant system and the additional demands of running a business.  

Business management and financial pressures were present in the 

literature from some midwives, particularly in research from New Zealand. 

Pace (2021, p.e225) reports these under the theme “counting the personal 

costs” and reflects that although this was present primarily for self-

employed midwives, some employed midwives working in continuity of 

care services also reported poor remuneration and working excessive 

hours.  

Whilst the reported experiences of the midwives have been documented 

under themed headings, they are interconnected and must be viewed in a 

holistic context, interwoven throughout the life of the participants. 

Providing care in a relational continuity model reflects the human 

experience of interconnectedness and living in community. Many of the 
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participants adopted a lifestyle which supported them to fluidly move 

between their midwife and home roles, the midwives supported by their 

friends and family, supporting other midwives, to support women and 

families. Negative experiences were present in all of the reported 

literature. Additional research into some of these challenges may 

encourage continuity of care services to become more sustainable for the 

midwives working in them. It may be that for some midwives, such as 

those with personal health issues or with minimal support for childcare, 

these challenges are insurmountable and innovative ways of working 

which increase relational continuity but offer midwives more predictable 

working hours may be a solution.  
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4.0 Methodology 

This chapter explores the methodological choices I made in the process of 

developing two research studies during my postgraduate research 

programme. As a novice researcher, my knowledge of research 

methodology and theory was limited, and this was something I recognised 

and prioritised in my learning. I undertook training and wide background 

reading in order to deepen my understanding of qualitative methodologies 

in general and more specifically the theoretical and philosophical 

underpinnings of Participatory Action Research, which was the 

methodology specified in the initial studentship research proposal. 

Following the disbanding of the continuity of care team within the NHS 

organisation who match-funded the studentship, the study was refocused, 

and the methodology was no longer the most appropriate approach. I had 

gained a deep understanding of my own epistemological stance and thus I 

was able to consider alternative methodological approaches which would 

be most appropriate for the refocused topic because they embodied my 

philosophical perspective (Crotty 1998; Creswell 2018).  

4.1 Philosophical worldview of the researcher 

A methodology can be seen as the underpinning which ensures that 

research makes sense and generates valid knowledge (Silverman 2022). 

Details about the methodological choices made during the development of 

a piece of research may not be explicitly written in publications, but the 

assumptions inherent in the design will directly influence the manner in 

which research is undertaken, analysed and the findings. In qualitative 

researcher, the researcher is recognised as the key research ‘tool’ 

(Creswell 2018). For this reason, it is vital to be clear on one’s own 

philosophical worldview to justify the design of the research (Creswell 

2018). Crotty (1998) highlights the importance of clear distinction between 

the elements which combine to build the ‘philosophical worldview’ of the 

researcher. Whilst these elements can be discussed in isolation, in 
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practice they are intertwined and decisions made in one area will influence 

the other (King et al. 2018). 

 

Fig 4. From Crotty (1998), The four elements of research.  

Epistemology is an understanding of how knowledge is constructed (Crotty 

1998). As a researcher, it is important that I identify, explain, and justify my 

epistemological stance so that I am able to theoretically contextualise 

research and justify the methodological decisions I made (Crotty 1998). 

The epistemology is embedded in the theoretical perspective or 

philosophical viewpoint of the researcher. This theoretical perspective 

grounds the assumptions made about the world and can be embodied in 

various methodologies (Crotty 1998). Methodology refers to a process or 

design which can inform the methods used to collect and interpret the data 

(Crotty 1998; Silverman 2022). 

The contemporary western society I have been exposed to is founded on 

post-modernist thinking which has informed my understanding of reality 

and the nature of knowledge. Inherently as a midwife, I understood that 

each individual has their own lens in which they interpret the world and 

from this build their own context-bound reality. I resonated with the 
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perspective that the world and objects within it exist in a meaningless state 

until meaning is constructed though human interaction.  Knowledge is 

constructed in the interaction between a human and their world. It was 

clear to me that when studying participants’ experiences of a 

phenomenon, there could be no one measurable and external truth. 

Reality only exists for one person, thus multiple realities exist 

simultaneously within any situation, the reality of one single person holding 

no power over another. 

As a novice researcher I recognise that I have limitations in understanding 

of complex epistemological and ontological arguments. I noticed that by 

deciding on a name or a label to communicate my research methodology 

could limit or box in the stance. A purist approach may not have been the 

best way to gain understanding of the midwives’ experiences and analyse 

this. Crotty (1998) asserts that each piece of research should have a 

unique methodology, appropriate to the unique context and topic. I am 

aware that without naming a methodological world view, it can be harder 

to succinctly communicate with my academic examiners and in research 

outputs. Tensions exist between the flexible interpretation of 

methodological approaches and an inconsistent application of 

methodology common among novice researchers which could damage the 

integrity of the research and lead to ‘method slurring’ (Holloway and Galvin 

2017). I aim to describe methodology using terminology as it is widely 

understood.  

My epistemological lens most resonated with a social constructivist 

viewpoint which means that individuals construct their reality through 

social interaction and language. The theoretical perspective which is 

associated with this in an interpretivist lens. This was further developed 

when exploring the ideas of Habermas and Freire, who critically developed 

this viewpoint to reflect that research ought to be intertwined with politics 

and a political change agenda to confront social oppression at whatever 

level it occurs around social critical and transformational approaches.   
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4.2 Participatory Action Research 

The initial design for the studentship research used a methodology of 

Participatory Action Research (PAR) to explore the experiences of 

midwives working in an established continuity of care team. PAR was 

developed by Kurt Lewin in the 1940s and focuses on encouraging a 

group of people to critically examine their social environment in the belief 

that this will prompt collective action (McIntyre 2008). This can be seen as 

building on philosophical ideas by Foucault and Freire that a group can 

deconstruct oppressive power of the dominant classes by examining and 

identifying (McIntyre 2008). This can occur because knowledge and power 

are dependent upon one another, those holding the power also creating 

and owning knowledge, and those who hold knowledge having power 

(Corbett et al. 2007). There are many interpretations of PAR and 

practitioners may hold differing epistemological, methodological or 

ideological assumptions (McIntyre 2008).  

A PAR study is inherently context specific, and the design of an action 

research study should be responsive to the environment of the group or 

community participating in the research (McIntyre 2008). Whilst there is a 

strong history of employing a PAR methodology in research engaging with 

underprivileged, marginalised or oppressed communities, PAR has also 

been successfully developed in business management and organisational 

change programmes (Tiffany 2006). The unifying feature of PAR studies is 

that the research goes beyond critical analysis and theoretical knowledge 

generation, and goes on to create change in the environment or 

community (Stringer 2007). PAR has transformative potential because it 

asks how we can improve a situation whilst trying to understand it 

(Donnelly and Morton 2019). This outcome focused approach may 

challenge conventional academic belief on the creation and sharing of 

knowledge (Reason and Bradbury 2001). PAR differs from other forms of 

action research because it places an emphasis on redistribution of social 

powers and equity of resources and holds a commitment to recognising 

participants as experts by experience, engaging them as co-researchers 
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who share a commitment to the outcomes of the research (Corbett et al. 

2007; McIntyre 2008).  

In PAR, change is facilitated using an iterative cyclical process of 

engagement, collaboration, reflection and evaluation (Corbett et al. 2007). 

In the research I initially designed, this cycle would begin by engaging my 

fellow midwives in the continuity team as co-researchers to undertake 

research collaboratively into our own experiences and implement changes 

to benefit the group’s personal and professional life. The group would 

come together to reflect on their experiences and consider where 

improvements could be made. Co-researchers would collaboratively 

decide on a plan of action to implement, and later reflect on the effects of 

these actions and the implementation process. Further changes and 

adjustments would be made responsively to the ever-altering landscape of 

the professional environment. A PAR approach can be a method to 

readdress top-down organisational change and empower the participants 

because the changes are owned by the group (Corbett et al. 2007). This 

was a major advantage of adopting a PAR approach in the context of 

implementing continuity of care services, where the changes to the 

midwives working life would significantly affect their lives outside of work: 

the midwives needed to take ownership of the model and ensure it worked 

for them to ensure the long-term satisfaction and sustainability of the 

model.  Ensuring that midwives have a sense of ownership of the model in 

which they work is a factor positively influencing the sustainability of a new 

way of working (Styles et al. 2020). Staff input into the design of services 

they work in ensures that the needs of the midwives and the needs of the 

women they care for are met (McInnes et al. 2018).  
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Fig 5. PAR cycle adapted from: Australian Institute of Family Studies 

(2015) 

PAR has been successfully undertaken in a range of healthcare 

organisations (Donnelly and Morton 2019) and has been noted to have 

great potential in improving health service delivery in bureaucratic, 

complex, and change-resistant hierarchical organisations such as the NHS 

(Corbett et al. 2007). Healthcare culture can be transformed through 

collective critical reflection on the organisation and policy environment 

(Donnelly and Morton 2019). Donald (2012) utilised a PAR approach in 

their New Zealand based research exploring how a group of midwives who 

worked as Lead Maternity Carers could improve their work-life balance. 

This research is particularly pertinent as LMC’s are midwives working in a 

continuity of care model in a similar societal structure to the UK (meaning 

the effects on the midwives’ personal life could be experienced in a similar 

way). Whilst this research noted PAR to be effective in this context, the 

midwives in Donald’s study (2012) were able to implement changes more 

easily to their working and personal lives than in an NHS context because 

they work as private self-employed midwives who receive government 

payment for each woman they care for. It could be more challenging to 

implement changes which will affect a larger group of midwives, and in the 

context of a large and bureaucratic organisation like the NHS.  

PAR can be undertaken by a researcher external to the community or 

organisation. Other modes of action research are often undertaken by an 
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‘outsider’ to the group who may share the identity, values or culture of the 

group but bring an outsider perspective and insight to the project (Corbett 

et al. 2007). Often the leader or initiator in an action research study holds 

a form of power, for example, they may be in a management position 

within the organisation. PAR as a discreet mode of action research has 

focused on inclusive research ‘with’ rather than ‘on’ a group who are often 

disempowered (Corbett et al. 2007). The participatory action researcher is 

often an insider to the group. Reason and Bradbury (2001) acknowledge 

that in order to have the knowledge and skill to initiate and facilitate a PAR 

project, this person inevitably holds a form privilege within the group. In my 

position, I carried both insider and outsider perspectives: I joined the 

continuity team specifically to undertake research with them; however, I 

also worked alongside them whilst developing the research, becoming a 

team member and sharing in aspects of the experience of providing 

continuity of midwifery care in the organisation. I continually reflected on 

my positionality as both a researcher and continuity midwife.  

4.3 Implementation Science 

I developed the PAR methodology in the original design by underpinning 

the design with theoretical concepts from the field of Implementation 

Science. The application of Implementation Science supports the 

understanding of the multiple levels of influence which factor into the 

success of sustainable change in an organisation: from a micro level 

(individual and social factors to adopting change), meso level (local or 

organisational barriers to adopting change) and macro level (wider culture 

in which the organisation is situated including governmental and financial 

influence) (Cheyne et al. 2019; Corrigan et al. 2020). The introduction of 

continuity of care teams within maternity is a significant alteration of the 

maternity care system, and implementation science theory could provide a 

framework through which to understanding the dynamics of this change. I 

explored, compared and contrasted many published implementation 

science theories. Some theories such as Barriers Scale (Funk et al. 1995) 

were too simple for such a complex intervention. Other theories such as 
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COM-B (Michie et al. 2014)and the Theoretical Domains Framework 

(Atkins et al. 2017) focussed too heavily on implementing behavioural 

changes.  Normalisation Process Theory (NPT) (May and Finch 2009) is a 

sociologically derived theoretical framework which seeks to explore how a 

complex intervention becomes embedded or normalised (or barriers to this 

occurring) in complex organisations by examining the sociological 

influences on the people and organisation adopting the change. Forster 

(2011) first identified that the utilisation of NPT can support enhanced 

understanding of the complex factors influencing successful 

implementation of continuity of midwifery care models. A paper by 

Corrigan et al. (2020) develops the application of NPT further as a useful 

framework to plan and evaluate midwifery continuity of care schemes in an 

NHS context. 

Within NPT, four components are explored which explain the mechanisms 

involved in organisational change. These are presented below:  
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Coherence: Collective action: 

How is a practice understood 

by participants? 

How do participants make it work? 

How do they compare it with 

other practices? 

How are their activities organised 

and structured? 

Cognitive participation: Reflexive monitoring: 

How do participants come to 

take part in a practice? 

How do participants evaluate a 

practice? 

What keeps them motivated to 

continue taking part? 

How does this change over time 

and what are its effects? 

Table 4: Four components of NPT From Finch et al. (2018) 

These four core components fan into 16 sub-constructs, presented as an 

‘NPT toolkit’. By examining each of the 16 sub-constructs May asserts that 

the researcher will have examined the complex factors which influence the 

uptake of a change within an organisation (May et al. 2015). This 

framework made sense in terms of examining the multifaceted nature of 

change associated with exploring the implementation of continuity of core. 

The founder of NPT authored many publications which supported my 

understanding of this theory and I felt confident applying the constructs 

through the accessible NPT toolkit (May et al. 2015).  

I recognised that there were some limitations in the strict application of 

NPT which focused on the implications during the ‘working life’ but did not 

fully evaluate the impact of the continuity of care on the participants’ lives 

outside of their work, given the wide-ranging implications of working in 

continuity model rather than a shift-based model. The methodology 
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developed by the NPT scholars is flexible in its application (May et al. 

2015) and additional elements of other methodologies can be incorporated 

into the evaluation of a service. Elements from alternative implementation 

science theories from the Consolidated Framework For Implementation 

Research (CFIR) (Damschroder et al. 2009) and Diffusion of Innovations 

in Service Organisations (DISO) (Greenhalgh et al. 2004) were 

incorporated into a unique framework which developed to support a 

deeper and more holistic understanding of the experiences of the 

midwives working in a continuity model. Both CFIR and DISO analyse the 

needs, motivations and values of the ‘adopter’ or person who is living the 

change. This was important, as existing research on continuity of care 

models report an increase in personal satisfaction in the midwives working 

within them (Pace et al. 2021). I recognised that this conclusion could be 

criticised as the ‘early adopters’ who actively chose to work in new 

continuity of care teams as an alternative to standard care, could have 

inherent personality traits associated with feeling comfortable trying new 

things or which are in line with this model of care. By including the traits 

and ‘psychological antecedents’ of the people who are affected by the 

change, I would understand more about their experiences. The 

assimilation of DISO meant I also considered the sociological influences 

associated with adapting to a new change, for instance how social and 

peer interaction can impact on uptake of a change.  

Appendix 7 shows the development of the theoretical framework to 

support the understanding of implementing continuity of care. NPT (May 

and Finch 2009) , CFIR (Damschroder et al. 2009), and DISO 

(Greenhalgh et al. 2004) are compared and ideas from a paper by 

Corrigan (2020) are included.   

4.4 Changing Focus  

A PAR methodology was appropriate to the intended outcomes from the 

initial studentship research project. When the topic of the research was 

refocused due to changes in the clinical area, I spent time considering how 
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to refocus the study. I was somewhat restricted in this because I was 

undertaking a funded studentship with a focus on continuity of care. This 

was match-funded by an NHS organisation, and I had to ensure that their 

research interests were satisfied within the research. The original brief 

would have directly benefitted the organisation through deeper 

understanding of local needs and a strengthened continuity team. It was 

important that any refocused study would continue to provide benefit to the 

NHS funder. Through a process of reflection and discussion with clinical 

leaders in the organisation, I was able to identify that many midwives were 

employed on a part-time basis and that this was recognised as a 

challenge to implementation of continuity of care in the service. My initial 

literature review had identified a gap in the literature around part-time 

midwives in continuity of care practice. Senior clinical leaders were 

engaged in discussion which reinforced the value of this research and 

illuminated an additional gap in the research knowledge- the perspectives 

of midwifery leaders in implementing continuity of care. Thus, the focus of 

the research in understanding the experiences of part-time midwives who 

worked in continuity of care teams became the focus of the study, with 

additional aims to explore the perspectives of clinical leaders in supporting 

part-time midwives to work in practice.  

I began to explore alternative qualitative methodologies and considered 

their potential application in research.  Initially I considered a grounded 

theory approach, which would have been a methodologically flexible 

approach to generate new theories surrounding this topic. I rediscovered 

Appreciative Inquiry which had informed a PAR study undertaken with 

midwives in New Zealand by Donald (2012). Appreciative Inquiry is a 

strengths-focussed approach which supports transformative organisational 

change through the co-creation of a shared vision of possibilities (Ludema 

et al. 2006) and seeks to understand the wholeness of complex human 

experience. Where traditional deficit focused research approaches may 

highlight inadequacies, Appreciative Inquiry points to answers about how 

to implement effective and sustainable change (Stavros et al. 2015). I saw 
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an opportunity to learn from the existing continuity of care models which 

had been implemented in the NHS since the Better Births guidance was 

published in 2016 (NHS England). 

In order to meet the aims of providing a local benefit, the COMPart study 

was initially designed to have two phases. The first would explore the 

experiences of midwives who had worked in continuity of care models on 

a part-time basis. Participants would be recruited from across the UK for 

an individual online semi-structured interview. Through analysis of these 

interviews, vignettes presenting pertinent experiences would be 

developed. These vignettes would be used as conversation stimuli in 

focus groups in Phase 2 of the study. Phase 2 involved a focus group of 

clinical midwives and a separate focus group of clinical leaders who would 

have management responsibility for any continuity teams implemented in 

the NHS Trust. These focus groups were planned to initiate a process of 

co-design for re-introduction of continuity teams in the NHS Trust, in which 

the unique requirements of the local context and local staff could be 

considered. This was consistent with the concept of using Appreciative 

Inquiry as a form of action research in which research output could be 

measured in both knowledge gained, and in a tangible action in practice: 

the co-creation of a pragmatic vision of a continuity of care team in the 

local NHS Trust.  
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Fig 6. The design of the initial COMPart study 

 

4.5 Appreciative Inquiry  

Appreciative Inquiry is based in a social constructivist paradigm whereby 

reality is created in the moment, and multiple realities exist alongside one 

another (Gergen and Gergen 2015). An organisation is recognised as a 

“relationally alive” system made up of the individuals within it (Cooperrider 

and Fry 2020). In the COMPart study, the organisation is the NHS 

maternity service in which the research is undertaken.  

Appreciative Inquiry was developed from action research by Cooperrider 

and Srivastva (1987). They considered that the problem-focused approach 

in action research was insufficient and that the heavy focus on the 

outcome of action within the context of a piece of research lead to 

inadequate generation of theory and knowledge which would be of benefit 

to the wider world. They claimed “good theory may be one of the best 
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means human beings have for affecting change” (Cooperrider and 

Srivasta 1987, p.129).  

By utilising a psychological theory which states that, that which is focused 

on becomes amplified, Cooperrider and Whitney (1999) argue that by 

asking a question, we can initiate transformative change though 

Appreciative Inquiry. The Heliotrophic Hypothesis of Appreciative Inquiry 

(Cooperrider 1990) states that all life gravitates towards light: individuals 

or human groups will naturally move to achieve the most aspirational 

image of themselves (Bushe 2001). This is in many ways similar to the 

Pygmalion effect considered within education where high expectations of a 

pupil may lead to improved performance (Cooperrider and Whitney 1999). 

If the humans who make up the system/organisation can envision a more 

positive future, they can take motivation and courage from being able to 

see this and thus take action to move there (Hammond 1998).   

Gergen (1994, p.148) asserted that problem-focused research created a 

‘culture of enfeeblement’ whereby the individuals who collectively make up 

the spirit of an organisation can learn about and reinforce negative 

vocabulary and theories which weakens the life-giving force of an 

organisation. Individuals may learn to problem-solve to combat 

deficiencies of an organisation, but they do not become creative 

visionaries, able to transform the culture and create a new reality. 

Negative discourses can become further entrenched and social 

hierarchies can be strengthened (Gergen 1994). Through participation in 

an Appreciative Inquiry into continuity of care, the individuals who make up 

the maternity care organisation in the COMPart study could envision a 

future with a well-functioning and sustainable continuity of care service. A 

culture of possibilities can be created and transformation of the service 

can occur through the focus on what could work rather than potential 

problems and barriers to achieving this goal. By strengthening and 

encouraging each individual who makes up the organisation, the life force 

within the organisation will be strengthened and motivated to commit to 

what is required to transform services.  
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The act of asking questions, being curious and encouraging participants to 

dream of the possibilities, can support the development of a new reality. 

This research seeks to use the principles of Appreciative Inquiry to 

envision and cultivate a future where part-time midwives are supported to 

work in continuity of care models. An appreciative approach has the power 

to liberate participants and allow them to unleash a transformational 

discourse which affirms the forces which are successful, nourishing and 

sustaining within their experience (Cooperrider and Srivasta 1987; 

Ludema et al. 2006).  

Appreciative Inquiry has drawn some criticism from academics who assert 

that the focus on the ‘best of what is’ could have the potential to repress 

and discourage meaningful conversations (Clouder and King 2015). In 

their Appreciative Inquiry with marginalised Pakistani women in the UK, 

Duncan and Ridley-Duff (2014) reported that the focus on positivity could 

cause discomfort for their participants, who felt their painful stories were 

minimised. The researchers note that these stories recorded new 

knowledge and insight into the experiences of an oppressed group, which 

could have compounded the power imbalances inherent in the research 

and prevented the generation of new knowledge. Reason and Bradbury 

(2001) highlight the “danger of ignoring the shadow” through a purely 

positive focus. Pratt (2002) highlights the multifaceted nature of human 

existence and suggests that ignoring negative experiences is to deny the 

existence of the complexity of life in an organisation.  Grant and 

Humphries (2006) suggest that a wider definition of appreciation could be 

embraced by Appreciative Inquiry researchers, considering that 

appreciation can mean “to be conscious of, to take full or sufficient 

account of” (p403). It is clear that there are some situations where an 

Appreciative Inquiry project could be disrespectful of the experiences of 

participants, a form of toxic positivity which could invalidate the lives of 

participants and encourage dysfunctional attitudes and behaviours within 

an organisation (Rogers and Fraser 2003).  
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Rogers and Fraser (2003) raised a concern that an Appreciative Inquiry 

methodology could be seen to encourage organisations to avoid problems 

which they are already aware of (Rogers and Fraser 2003). In the context 

of maternity care, this could have dangerous consequences such as 

widely publicised organisational failings in maternity services in 

Shrewsbury and Telford Hospital (Ockenden 2022) and Morecambe Bay 

(Kirkup 2015). This research project was limited in scope, not seeking to 

undertake a whole-service organisational development but to initiate a 

project of co-creation of a service. Through careful reflection, I decided 

that this methodology remained appropriate to the research and that it 

uniquely held potential benefits which would not be found in other 

approaches.   

Given that the focus of this research on facilitating part-time employed 

midwives to work in continuity of care models, the use of an Appreciative 

Inquiry methodology was ideal. The history of unsuccessful attempts to 

implement continuity of care historically (Homer et al. 2019) and an 

exhausted and burned out workforce (Hunter et al. 2017) had created a 

culture of intransigence to this change and an unwillingness to try out the 

model (Taylor et al. 2019; McInnes et al. 2020). This methodology is 

therefore an ideal fit because it can build courage and infuse the 

organisation with burst of positive energy (Rogers and Fraser 2003).  
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5.0 The Process and Methods  

In this chapter I examine the research methods planned for use in the 

COMPart study. My intention is to provide academic justification for these 

choices and to demonstrate my generic understanding of research 

methods in qualitative research. The COMPart study consists of two 

phases, which were designed to achieve different aspects of the research 

objectives. The phases share in the Appreciative Inquiry methodology and 

area of research interest but have separate designs to reflect their discreet 

aims. I will first discuss the first phase of the study, and then move on to 

explore the second phase. 

5.1 Formulating a research question 

The process of developing the research was a journey with many 

setbacks. As described in the previous chapters, the initial research 

proposal utilised a Participatory Action Research approach. This proposal 

was further developed to involve my fellow midwives in the continuity of 

care team as co-researchers through attendance at ‘action research 

groups’ where they would enquire into the experiences of themselves and 

the group, guiding and developing the research.  

The study was redesigned when it became clear that the original research 

project was no longer viable due to the closure of the continuity service. 

My research was part of a funded studentship project, so the focus of the 

research was required to stay in the general theme of qualitative 

exploration of continuity of midwifery care. A research study often reflects 

the interests or personal experiences of the researcher (Silverman 2022). I 

reflected on my experiences of providing continuity of care as a midwife 

and also on my new role as a mother and how I felt this would impact my 

ability to undertake the role of full-time continuity of care midwife. I 

observed other midwives raising similar challenges to working in continuity 

of care models in-person and on social media. From my literature review, I 

knew that there was a gap in the knowledge around facilitating part-time 

employed midwives to work in continuity of care. Discussion with the 
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clinical leadership team in my funding organisation, and reflection with my 

supervisory team, demonstrated that this focus was workable and 

worthwhile (Silverman 2022). Holloway and Galvin (2017) note that it can 

be ‘seductive’ to study a topic which exerts an emotional reaction in the 

researcher. I was aware that there could be a danger that my own 

experiences could cloud my engagement with the experiences of my 

participants. I planned to combat this by consciously recognising the 

possibility and reflexively engaging in critical analysis of my own 

involvement and influence as an ‘instrument of the research’ (Cresswell 

2017). This is particularly important as an insider researcher where I have 

been socialised into professional culture and assimilated its accepted 

ways of being, interpreting and responding (Holloway and Galvin 2017).     

I considered the sensitivity of the vocabulary used to describe my research 

question. The way a research question is presented can reflect 

assumptions made about the context and the epistemological lens of the 

researcher from the outset (Silverman 2022). I was aware that simply 

using the phrase ‘part-time midwife’ did not reflect the identity of a 

vocational career such as midwifery. This was particularly pertinent when 

midwives were working in a continuity of care model which rejects the 

industrialised model of employment where midwives work shift patterns 

and instead emphases a role more integrated with the life of the midwife. 

In some iterations of continuity of care services, a midwife may be 

considered part-time because they care for a reduced number of women 

per year, but they could theoretically be available or ‘on-call’ the same 

duration of time as a full-time employed midwife, only needed less often to 

reflect their reduced workload. I identified ‘part-time employed midwife’ as 

a term to sufficiently describe the status of an employment contract 

without an assumption of the nature of being a midwife.  

When I decided that an Appreciative Inquiry approach would be the most 

appropriate methodology to understand the topic, I refined the research 

question to frame it as an ‘affirmative topic’ (Cooperrider and Whitney 

2005). This is central to the appreciative methodology because it facilitates 



76 

 

participants to construct the best version of the future (Clouder and King 

2015). An assumption made in the research question which initiates the 

transformational approach of this methodology is that part-time employed 

midwives indeed can be successfully facilitated to work in continuity of 

care services. This is the first step in framing the research in a way to 

envision the highest potential. Participants begin with the assumption that 

it is, indeed, possible to work in continuity of care models as a part-time 

midwife.   

The final iteration of the research question in the COMPart study is below: 

“What are the experiences of part-time employed midwives 

working in continuity of care services and how can they be 

facilitated to work in these settings?”.  

Aims and objectives for the research were developed, which describe the 

purpose and intent of the research (Creswell 2018). This supported clarity 

in designing the research and selecting appropriate methods. These are 

detailed in section 1.5.1. 

5.2 COMPart study Data Collection Phase One: Interviews 

I identified that the participants for the first phase of this research would be 

midwives who had experience of part-time continuity because they would 

offer the rich data which would answer my research question. 

5.2.1 Sampling Method 

A purposive sampling method would allow the selection of participants 

who would be of interest to the research (Silverman 2022). I aimed to 

select participants who would reflect a diverse range of experiences, 

career stages and geographical locations because this would provide a 

diversity of experiences and perhaps reflect some innovations in how part-

time staff had been facilitated to work in continuity of care. There may be 

multiple reasons why midwives are part-time and I hoped that I would be 

able to begin to understand the experiences of midwives who were part-
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time for varying reasons such childcare responsibilities, returning from 

retirement, or health reasons. To ensure I was able to gain enough 

contextual demographic information on potential participants to 

purposively select them, I designed a short online form on Microsoft Forms 

for potential participants to fill out and express an interest in participation. 

This data was later used to support analysis of the data, ensuring I had 

sufficient contextual information to understand the holistic background to 

the experiences shared by participants.  

I identified a number of inclusion and exclusion criteria to ensure that the 

experience of the participants would be relevant to the research question 

(Silverman 2022). 

Inclusion criteria are:  

Qualified registered midwife,  

Experience of working in NHS funded continuity of midwifery care 

setting in last 5 years,  

Employed on <30h/week basis whilst working in continuity setting,  

Able to attend a 1-hour interview on Microsoft Teams. 

Exclusion criteria are: 

Staff roles other than midwife 

Employed on 30h+basis  

No experience of working in continuity of care setting in last 5 years 

Table 5: Inclusion and Exclusion Criteria of the COMPart Study  

5.2.2 Sample size 

Sample size in qualitative research is often guided by the concept of ‘data 

saturation’ (Braun and Clarke 2021). This refers to the concept where no 
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further codes or themes are uncovered from continuing with data 

collection (Silverman 2022) and researchers report achieving this concept 

somewhere between 6-16 interviews. Data saturation is a concept widely 

shared within qualitative research and has been included on qualitative 

research appraisal tools such as COREQ (Tong et al. 2007) as a measure 

of data quality.   

Initially, I hoped to undertake 10 interviews because I posited that double 

figures seemed appropriate for generating enough data to reach data 

saturation. I examined my epistemological stance and read further around 

qualitative research methods. Braun and Clarke (2021) reject the concept 

of data saturation when using reflexive qualitative analysis, arguing that it 

is based on an ontological assumption that meaning is concrete within the 

data and saturation can be achieved because no further codes can be 

applied to the data(Braun and Clarke 2021). Conversely, in reflexive 

thematic analysis, the researcher inductively codes the data for both 

semantic (explicit, obvious coding such as participants referring to the 

concept of ‘time’ within data and latent codes (underlying meanings in the 

data) (Braun and Clarke 2006). The meaning “is not inherent or self-

evident in data… meaning resides at the intersection of the data and the 

researcher’s contextual and theoretically embedded interpretative 

practices – in short, that meaning requires interpretation” (Braun and 

Clarke 2021, p.1). By understanding myself as a research tool to interpret 

meaning, I recognised that my intention to achieve data saturation was not 

in keeping with my methodological stance.  

Some experts in qualitative research advocate an in-situ approach for 

deciding on sample size, considering factors such as adequacy of the 

initial data to address the research question, desired diversity of 

participant characteristics, expectation within the discipline and scope and 

pragmatic constraints of the project (Braun and Clarke 2021; Silverman 

2022). This was not a practical approach for my research because I was 

required to provide a sample size for my ethics application before 

beginning my data collection. I considered the practicalities of recruitment, 
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time available for interviews, transcription and analysis. I factored in the 

time commitment of additional interviews and associated duration of 

transcription and analysis. Reflective discussion with my supervisory team 

supported me to identify that I can best do justice to the data though the 

quality and depth of analysis which I am able to undertake, a view shared 

by Jensen and Mason in Baker (2012) and (Silverman 2022). The final 

design of the study would include six participants for this phase of the 

study. 

5.2.3 Recruitment 

I hoped to recruit participant midwives from across the UK for the first 

phase of the study. I chose to exclude midwives working outside of NHS 

funded settings such as international midwives and independent/private 

practice midwives because their context would be less transferrable to 

working within the constraints of the NHS funded maternity care system. I 

carefully worded the inclusion criteria to reflect that midwives who had 

previously worked for innovative social enterprises which provided NHS 

funded care outside of standard NHS services such as One to One 

midwives and Neighbourhood midwives, would be included as 

participants. During my undergraduate elective placement, I spent time 

working with One to One midwives and I recognised that midwives from 

these services may have had valuable experiences and developed 

innovative ways of working which could contribute to the research.  

I considered possible sources of recruitment such as using email networks 

or professional magazines to reach participants. There were barriers to 

using these such as my lack of access to the email networks and possible 

payment for advertising space in professional magazines. I identified that I 

was a member of social media groups on Facebook which were very 

active. Midwives were using these groups to connect with other midwifery 

services and learn best practice. This echoed the underpinnings of 

Appreciative Inquiry, where knowledge is generated through 

understanding of the best or peak experiences of participants (Cooperrider 
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and Whitney 2007). There were some limitations to using social media as 

a recruitment method: I considered if I would be able to reach some 

midwives who would be valuable participants but did not utilise social 

media or midwifery related social media groups. To attempt to combat this, 

I added a brief written explanation to be published with the poster which 

encouraged users to share the research poster with other people who may 

be interested, known as Snowball sampling (Silverman 2022). I designed 

a recruitment poster (see appendix 5) to share on social media groups 

which briefly explained the research and who I was seeking to interview. 

When designing the poster, I was aware of ensuring the poster was 

attractive, simple and inclusive of those with learning differences such as 

dyslexia. I was mindful of my own professionalism and wanted to ensure 

that I was not approached on my personal social media account regarding 

the research, so I planned to share the poster with the administrators of 

the group to publish. The poster shared my university email as a central 

point of contact for the study, which would ensure that I was able to keep 

track of all responses and comply with my data management protocol. 

I produced a Participant Information Sheet (see appendix 6) which would 

have been shared with people interested in the study. I planned to share 

this and a link to the electronic Participant Agreement Form (e-PAF) form 

by email. The e-PAF was a secure way to collect demographic data on the 

participants, and ensured I had a clear record of their consent to 

participate.  

5.2.4 Consent 

The consent process is dynamic and requires good communication skills 

and knowledge of ethical and regulatory procedures. I undertook training 

in good clinical practice to ensure that I understood how to ensure consent 

was given freely. The concept of consent as a dynamic process was 

something familiar to me as a midwife, where it is a key tenant of care 

provision (Nursing and Midwifery Council 2018). Prior to commencing an 

interview, I ensured that the written e-PAF form provided clear agreement 
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with the terms of participation. I also verbally ensured the participant gave 

their continued consent at the start of each interview.  

5.3 Data Collection 

To gain a deep understanding of the experiences of participants, I needed 

a way to engage with them. I could have used a written questionnaire with 

free text answers. This might have gained a larger number of participant 

responses than interviews. The sample may have better represented the 

midwifery workforce and therefore findings may have been more 

generalisable. This would not have been in keeping with my methodology 

as I recognised that in order to understand the experiences I needed to 

deeply engage with individuals.  

I decided that individual interviews with participants would produce the 

data to answer the research question. Individual interviews would allow 

me to engage with individuals and would support a deep understanding of 

the experience of each participant. I knew from my own experience that 

the experience of working in continuity of care affects an individual’s life, 

both at work but mostly outside of work too. Interviews can be seen as a 

natural choice within healthcare research and are commonly used by 

novice researchers (Holloway and Galvin 2017). As a midwife I was 

familiar with the concept of one-on-one conversations in a professional 

context when providing care or taking a history. However, research 

interviews have a different purpose and dynamic to midwife-mother 

interactions and it was important to develop my skills in qualitative 

research interviews (Holloway and Galvin 2017).  

The experiences would be deeply personal, and some individuals may not 

feel comfortable sharing this within a focus group. In focus groups, the 

narrative can become unbalanced and some individuals may be more 

prominent in the conversation (Holloway and Galvin 2017). Expert 

facilitation can support more balanced participant contribution (Sim and 

Waterfield 2019), but I was aware of my own limitations as a new 
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researcher with limited experience of facilitating focus groups. This would 

be more challenging if focus groups were held online. 

The Covid-19 pandemic began within a few months of my postgraduate 

research training. The outlook initially was very uncertain and society 

adopted new ways of connecting as face to face contact was discouraged. 

Online services such as Zoom and Microsoft Teams were increasingly 

used within social and professional scenarios. This presented a challenge 

for the design of my research. I quickly realised that this presented an 

opportunity to utilise online technology to engage participants who were 

not geographically close. Research undertaken prior to the pandemic-

driven increased uptake of online technology, noted that for most 

participants, this was acceptable and that the quality of data appeared to 

be comparable to face to face data collection. For some people online 

media is as normal and normalised as natural face to face communication 

(Silverman 2022). 

Despite this, I had some reservations about using online interviews 

because I felt that it cheapened real human connection. Qualitative 

interviewing prizes “presence” with the participant in the moment (St. 

Pierre 2008) and the quality of my presence as a researcher online felt 

compromised. I was concerned that my distance from the participant, both 

viewing each other from the shoulders up on a screen might detract from 

the nuance in non-verbal communication from my participants. I also 

recognised that gaining the trust of my participant and using my skills to 

build rapport quickly may be harder when my eyes would be focused on a 

screen, never making direct eye contact with my participant.  

Using technology to make video calls became an increasingly normal way 

to communicate within my own life and I became more comfortable with 

this communication method. Maternity services began to utilise online 

video appointment services (Tavener et al. 2022). I posited that my 

midwife participants too would have become more comfortable with using 

online video calling in their personal and professional lives. There were 
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clear benefits to using online video calling software for my interviews: 

participants could be comfortable in an environment of their choosing and 

the burden of participation would be reduced (Howlett 2021). From a 

practical perspective, the software offered a recording function which 

presented a clear means of collecting and storing data.  

I developed an interview guide to provide some structure to the interviews. 

This meant that I would be able to cover the same questions with 

participants and allow me to make comparison between their responses. It 

supported me to enact an appreciative methodology by pre-structuring 

questions. This meant I was able to present the strengths-based approach 

I was looking for. I did not want my participants to leave the interview 

feeling down and depressed, rather I wanted to provide a space for them 

to reflect on what went well, whilst acknowledging the inevitable 

challenges of balancing work as a midwife and life outside of this. A semi-

structured interview remains flexible and allowed me to respond 

appropriately, encouraging my participants to continue to explore topics 

relevant to the research (Holloway and Galvin 2017). I reflected on my 

personal experience as an interview participant in research, which had 

sometimes felt awkward and unfulfilling. I was clear that I wanted to 

promote a sense of comfort, warmth and openness. Bushe (2001, p.121), 

a leader in Appreciative Inquiry, discusses the concept of ‘open hearted 

inquiry’ by which he meant that the interviewer should take time to check 

in with themself and notice how their thoughts and questions are forming. 

Influenced by Jungian psychology, he states that “inquiry with the head 

only can never heal as the head is concerned with analysis which only 

serves to cut things up and examine them in parts. The heart, however, is 

concerned with bringing things together and wholeness and it is from here 

that inquiry can be healing” (Bushe 2001, p.119). This recognition of the 

wholeness and complexity of the midwife participants’ experiences of part-

time continuity of care was important to me. I resonated with the power of 

Appreciative Inquiry as a healing force, affirming what is successful and 

nourishing for the midwives working within continuity of care services 



84 

 

(Cooperrider and Srivasta 1987) and unseating more negative discourses 

which I observed within my professional world and which highlighted the 

deficiencies of maternity care services, struggling to implement continuity 

of care models in a sustainable fashion.  

5.3.1 The development of an Appreciative Inquiry focused interview 

guide 

Appreciative Inquiry is a process in which participants are prompted to 

move through stages of identifying what already happens in their personal 

or professional world, exploring what the future could look like and then, 

using what has been identified, to begin to design and build innovative 

new practices (Cooperrider and Whitney 2005). This can be seen as the 

4D’s of Appreciative Inquiry: Discover, Dream, Design and Destiny. The 

way in which the process is applied is not prescriptive and should be 

adapted to the unique setting in which the approach is utilised 

(Cooperrider and Whitney 2005). My understanding of the methodology 

informed the development of the interview guide, supporting me to 

facilitate the Appreciative Inquiry process with participants.  
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Figure 7: The 4 Ds of Appreciative Inquiry  

This was an opportunity to explore the opportunities for part-time staff 

within a model of midwifery care which provides continuity, to support the 

identification and development of strategies at personal and organisational 

levels which support and facilitate part-time midwives to contribute to 

continuity teams at their highest and most successful potential. As a 

strengths-focused methodology, an Appreciative Inquiry does not seek to 

explicitly identify challenges and difficulties (Ludema et al. 2006). During 

interviews, midwives may report problems which they have encountered 

during their experience, and these are reported in the research where they 

arise. The 4D’s of Appreciative Inquiry informed the development of the 

interview guide, which directs the participant to move through a personal 
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Appreciative Inquiry of their own experience. The chart below illustrates 

the journey though the inquiry in the interview guide.   

Table 6: Appreciative Interview Guide 

Initial questions focussed on building rapport between researcher and 

participant, encouraging them to feel at ease to informally share stories 

which explore their rich experiences.  In the questions relating to the 

discovery, participants were asked to share ‘the best of what is’ 

(Cooperrider and Whitney 2007) through reflecting on their high point 

experiences. Participants were encouraged to share stories which may 

illuminate their inner dialogue. Questions which facilitate the discovery 

phase of the research include discussion of participants’ best experiences 

as continuity midwives and what they feel the values and practices of their 

organisation are when it is at its best. In the dream stage of this inquiry, 

participants were asked to imagine how their role would be if barriers were 

removed to facilitating their dream continuity of care role and maternity 

service. They were asked to construct a vision of their dream role as a 

part-time continuity midwife, considering factors relating to their own lives 

and to the structure of the organisation in which they would work. 

Participants then moved to a more pragmatic design stage where they 

considered what would be necessary for the dream to be reality and 
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considered if any parts of their dream vision could reasonably be 

implemented in a real-life setting.  

The final D, destiny, refers to a post-research stage which examines if any 

changes have been made from an organisational development 

perspective. This is beyond the scope of this postgraduate research study. 

In Appreciative Inquiries by Carter (2006) and Donald (2012), research 

participants spontaneously moved to the destiny phase by implementing 

strategies in their own environment which they could personally affect. 

Some participants in this study may have reached this stage outside of the 

boundaries of the research because they have spent time reflecting on 

their own experiences, but this is not formally reported in the study.  

5.4 COMPart Study Data Collection Phase Two: Focus Groups 

Phase two would utilise two focus group discussions to explore the views 

of midwives and managers in the local setting, as to how themes from 

phase one could be used to support the local service in understanding the 

opportunities for part-time workers within a continuity model. The focus 

groups would construct a shared vision of what could be possible in their 

organisation and move towards co-creation of continuity of midwifery care 

services.  

The focus group itself is a tool to begin the process of organisational 

change: participants can share what is important to their journey and learn 

from the viewpoints of others. Appreciative Inquiry would support focus 

group participants to reframe the discourse surrounding implementation of 

continuity of care as a positive, opportunity focused view (Stavros, Godwin 

and Cooperrider, 2015). This does not hinder the discussion of potential 

negative viewpoints but allows participants to move from a negative focus 

to co-create solutions to challenges. Participants can be released from any 

limiting assumptions which surround continuity, and midwives and 

managers would begin to co-construct a new, visionary plan for how 

continuity services could look in their own area. This collaborative 

approach has been identified as a factor to support sustainable midwifery 
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continuity service design (Pace 2021, McInnes et al 2020). Participation in 

the study may have been the first step in generating renewed commitment 

to continuity of midwifery care from the participants and may ripple out to 

midwifery colleagues, gently dissolving pockets of intransigence to the 

model. 

Recruitment for the focus groups was planned via posters displayed in the 

hospital and distributed by global email to ensure equal opportunity of 

access for community-based staff. This ensured that staff based in all 

settings would have the opportunity to participate if they wished, which 

would support staff with varied experience to provide insight into the 

development of the model.  

Two focus groups were planned: a focus group consisting of midwives and 

a separate focus group for staff with managerial responsibility. It was 

important to recognise the potential influence of power dynamics affecting 

the ability of participants to fully express their inner dialogue (Ayrton 

2019). If participants felt that they needed to self-censor and provide a 

narrative which fitted within the professional norms of the organisation, the 

study would not understand the truth of the experience in the organisation 

(Bushe 2001). It was hoped that holding separate focus groups would 

encourage participants to feel open to honest discussion when their focus 

group consisted of their peers. 

5.4.1 Midwifery staff focus group 

This focus group was planned to consist of midwives with an interest in the 

development of continuity services in the local area. 6-12 participants 

would attend in person focus groups. If the focus group was held online, 

then 5 participants would be invited to attend to support optimal online 

focus group discussion (Nobrega et al. 2021).  Should excess participants 

apply, participants would be selected to ensure a diverse range of 

experiences (see table 7, below). Whilst these characteristics would be 

desirable in an ideal world, a pragmatic approach was planned and a less 

diverse focus group was acceptable if there were limited participants. 
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Desirable characteristics of midwife focus group participants: 

- Experience of continuity work locally 

- Experience of continuity work in a previous midwifery role 

- Some participants to have experience of part-time working through personal 

experience  

- A mix of midwives who work part time and full time would consider the 

differing needs of the team as individual midwives and as a whole team 

- A range of personal experience: parent, lone parent, other caring 

responsibilities, return from retirement, disability or health challenges. 

- A range of career stages (early, mid and late) 

 Table 7: Desired characteristics of COMPart Focus Group Participants 

It was hoped that the process of participating in a focus group within an 

appreciative inquiry approach, would provide participants with a space to 

reframe the discourse around continuity and allow them to explore the 

possibilities for how continuity of midwifery care settings could be within 

the local area.  

5.4.2 Midwifery manager focus group 

I hoped to gain insight into barriers to implementation of continuity of care 

from a wider organisational, logistical and managerial perspective by 

constructing a focus group consisting of local clinical managers who were 

responsible for overseeing the design and implementation of continuity of 

care services. 

These midwifery managers would have been asked to contribute based 

upon their own experience as clinical midwives combined with their 

experience and understanding of managing midwifery services. In the 

local development stages of this research, it was highlighted that the 

experiences of NHS midwifery management in service development are 

rarely reported. All midwifery managers within the local NHS Trust would 
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have been invited to participate in this research. As with the midwifery staff 

focus group, if the focus group was held online, then five participants 

would be invited to attend (priority of attendance will be given to those with 

a direct continuity service management role).  

The second phase of the research project was planned to utilise two focus 

groups in the local setting. Vignettes developed from the interviews with 

midwives in other NHS organisations would frame the ‘discover’ stage 

within this element of the research. Participants would be encouraged to 

appreciatively examine the vignettes and reflect on their own experiences 

to identify what resonates for participants within their local NHS 

organisation.  Focus group prompts would start the ‘dream’ phase, where 

participants will be asked to envision what might be possible for midwifery 

continuity of care if there were no barriers to their vision. The design 

phase would restore an element of pragmatic vision to the group, 

supporting them to co-create ideas of how continuity of midwifery care 

could function in their real-life setting. The visions created in the design 

phase of the focus group were planned to be shared with teams 

responsible for transformation within the clinical setting with the hope of 

supporting the implementation of continuity of care services which could 

facilitate local staff to work optimally.  

5.5 COMPart Study Analysis Phase 

Analysis of the data is the process in which the researcher interrogates the 

data set to understand patterns and themes which represent what is being 

said (Byrne 2021). Thematic analysis is a widely used method within 

qualitative research which is known to be a flexible and accessible method 

of analysis for early career researchers (Braun and Clarke 2006). 

Reflexive thematic analysis guided by Braun and Clarke (2006, 2019) 

recognises the generative role of the researcher in identifying codes and 

themes in the data. Meaning is created at the intersection between what 

participants have shared and how the researcher analyses and interprets 

this. Other forms of thematic analysis utilise a ‘reliability approach’ 
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encouraging the use of an external code book which can be pre-planned 

before gathering data, or utilising participants or critical friends to confirm 

the reliability of the coding (Byrne 2021). This is based on an 

epistemologically positivist assumption that meaning is concrete and 

inherent to the data itself. My own social constructivist lens meant that for 

me, meaning was socially produced and subjective.  

Reflexive thematic analysis involves “the researcher’s reflective and 

thoughtful engagement with their data and their reflexive and thoughtful 

engagement with the analytic process” (Braun and Clarke 2019, p.594). 

Throughout the research process, I engaged a reflexive stance regarding 

my positionality as a researcher. My own insider knowledge as a midwife 

who had worked in continuity of care services and had experienced part-

time employment as a midwife provided a unique lens through which I was 

able to engage with the experiences of my participant. I was mindful that I 

must engage with the varied experiences of my participant and seek to 

understand their truth rather than impressing my experiences onto their 

stories. To ensure my continued reflexivity and challenge any assumptions 

which I may have been building during the analysis process, I planned to 

regularly check in with my supervisory team who would be able to ‘sense 

check’ my ideas around meaning and collaboratively work with me to 

generate meaning from the data (Byrne 2021). I followed guidance by 

Braun and Clarke (Braun and Clarke 2019) which provides a six-step 

process to analysis.  

The first step of the process is becoming familiar with the data. As the 

primary researcher I had planned to undertake each of the interviews with 

my participants. Following each interview, I planned to keep notes of any 

pertinent feelings or interpretations I had experienced during the interview. 

This would have assisted my analysis by reminding me of what I felt in the 

moment. I then planned to transcribe each interview, adding annotation to 

reflect meaning which may be lost textually (Byrne 2021).  
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By this point I would have been familiar with the data and in a position to 

move to the next analysis phase. I planned to utilise Qualitative Data 

Analysis Software (QDAS) and undertook training in the NVivo 12 

programme. I was mindful that the use of QDAS could be criticised 

because it can overemphasise the process of adding codes to data. 

Silverman (2022) raises that there is a danger that the researcher under 

engages in the complex intellectual analysis exercise, reducing the rigour 

and quality of the analysis process. I hoped that my early awareness of 

this and my reflexive practice as a researcher would have limited this 

occurring. The alternative to using QDAS would have been coding without 

the support of software such as the use of highlighters and post it notes on 

paper. Whilst I was attracted to the tactile and immersive nature of paper 

analysis, I recognised that the skill of using NVivo software as an early 

career researcher would be very useful to develop, even if the use of 

QDAS did not save me time (Silverman 2022). I also recognised the 

practical and organisational challenge of having many pieces of paper 

spread across a room. There was the possibility the quality of my analysis 

could be reduced because I may have struggled to keep the analysis 

papers organised as I no longer had access to a fixed university desk, 

instead ‘hot desking’ or working from home.  

The second step of thematic analysis is generating initial codes. A code is 

“a word or short phrase that symbolically assigns a salient, essence dash 

capturing and slash or evocative attribute for a portion of language- based 

or visual data” (Saldaña 2021, p.4). The process of coding my data would 

involve marking a section of text and labelling it with an appropriate code 

to represent my interpretation of what it meant or represented to me 

through my unique contextual and epistemological lens as a researcher 

(Braun and Clarke 2021). I would then continue through the data adding 

codes which represented the data I was engaged with. The process of 

coding would be predominantly inductive with codes which reflected the 

content of the data. Later in the coding cycle, I planned to add some 

deductive codes which would link to conceptual theories supporting 
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elements of a constructivist view, and to the research question. I had 

planned to code for both explicit referrals to things within the data 

(semantic coding) and latent meaning within the data. 

It is commonly reported by experts in the field that the coding process 

rarely feels complete and that new interpretations can continue to rise 

through engagement with the data (Braun and Clarke 2021). I planned to 

make a pragmatic judgement when I had interrogated the data fully with 

an open mind to explicit and latent meaning; and then move to the next 

analysis stage of developing themes from the initial codes.  

A theme can be represented as a coherent and meaningful pattern in the 

data relevant to the research question (Braun and Clarke 2006). Theme 

generation shifts the focus from the participant-provided data set to the 

aggregated meaning of the codes. I planned to actively engage with the 

codes to understand how they may represent similar narratives of 

meaning and thus could be combined to form a theme or sub-theme. I 

recognised that some themes would be obvious to me and be easily 

generated. Others would be less apparent and require deeper analysis 

and engagement. It was important to reflect that although some codes 

may be numerically less represented in the data, what they represented in 

terms of meaning was important and therefore rather than disregarding 

them because they came up less frequently, to continue to represent them 

as individual sub-themes within the analysis.    

In order to be able to represent the data themes with clear headings, I 

planned to engage additional tools such as visually representing the 

emergent themes in a map. I also planned to reflectively discuss the 

analysis and themes with my experienced supervisory team. It was 

important to ensure that the names I assigned to the themes would 

communicate an important aspect of the meaning and well-represent the 

theme. Byrne (2021) suggests that catchy extracts of primary data can 

represent the theme’s meaning and grab the attention of the reader.  
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Whilst I did not have the opportunity to actively utilise the methods in data 

collection and analysis, I gained insight into the varied methods and 

approaches to undertaking research. By designing and redesigning my 

research, I was able to deeply reflect and consider the influence of the 

chosen methods on the research output; how the underpinning 

epistemological assumptions which may encourage a researcher to utilise 

a certain data collection or analysis method may alter the knowledge they 

go on to create. This understanding of how research findings are not 

always what they seem is a vital insight into research. A critical awareness 

when reviewing research findings will support me in my ongoing career in 

research, and as a potential midwifery leader.  
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6.0 Developing ethical research 

Ensuring the ethical and academic integrity of the research was a central 

principle within the research design process.  

I reflected on potential ethical challenges which were specific to my 

circumstances as an embedded researcher in a clinical area. I also 

considered what it meant to undertake insider research within a group, 

and my positionality. It was essential that I understood and applied general 

ethical research principals in line with guidance from Good Clinical 

Practice. I was in an unusual position of entering a group as both a clinical 

midwife and as a researcher. My clinical colleagues knew that I held a 

dual role, and that the research may invite their participation. I was mindful 

that my own relationship with the group could potentially lead to a 

possibility of coercive participation: 

"Reflexivity requires the researcher to be aware of themselves as the 

instrument of research. This is a particularly important issue for action 

researchers who are intimately involved with the subject of the research, 

the context in which it takes place, and others who may be stakeholders in 

that context." (Borg et al. 2012 Section 3.3) 

I practiced reflexivity which supported me to reflect on my own 

relationships and roles within the group and I bore this in mind within my 

encounters. I employed tools such as academic supervision and reflective 

journaling to support both self-reflection on my own values and 

experiences, and a more epistemological refection of the potential 

limitations or influence of the methodological and data collection and 

analysis methods which I had selected (Borg et al. 2012). I was aware of 

the tension between my roles within a participatory action research 

methodology. I would become both a researcher, and a participant, yet I 

had more at stake than my co-researchers as this project was my own 

academic work.  
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I considered what it meant to be a midwifery professional whilst being a 

researcher, and additional principles which guided my conduct and the 

design of the research. I considered how the NMC Code, which sets out 

the responsibilities of a registered midwife, may apply to me. My 

responsibilities as a registered midwife in terms of safeguarding, candour 

and the reporting of poor practice applied at    all times. I considered my 

possible responses if a research participant disclosed a matter which 

required escalation and included this in my study documentation.  

I prepared applications for ethical approval by the local university ethics 

board. My initial research study involved NHS staff within their roles, so I 

also prepared a detailed application for approval by the Health Research 

Authority. I prepared a second ethics application when the research was 

redesigned to focus on part-time midwives in continuity. The change in 

methodology and recruitment strategy presented different ethical 

considerations, but the same principals of ethical practice applied. These 

ethics applications have been included in appendix 3 and appendix 4. A 

comprehensive data management plan was created to ensure that I 

complied with the data management regulations.  
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7.0 Discussion Part 1: Critiquing the evidence around continuity 

experience 

7.1 Limitations to the literature  

Many studies within the literature review identified that working in a 

continuity of care model may increase job satisfaction for midwives 

(Newton et al. 2014; Dawson et al. 2018b). The midwives in these studies 

who reported improved wellbeing had actively chosen to work in a 

continuity model and this may influence their experience of working in a 

continuity of care model (Dawson et al. 2018a). Allen et al. (2017) and 

Newton et al. (2016) identify that the midwives who choose to provide care 

in this model may have different personal qualities or attributes which 

enhance their satisfaction with their job role in a continuity of care model. 

Research undertaken in Australia (Fenwick et al. 2018) and New Zealand 

(Dixon et al. 2017) found that midwives working in continuity models 

experience reduced levels of work-related stress and burnout compared to 

midwives working in standard maternity care systems.  

It is unclear if the improvement to midwives’ wellbeing reported in the 

literature would be generalisable to the NHS setting; and exactly which 

factors are associated with the improvement in wellbeing scores in the 

research.  If restructuring of NHS maternity services to provide continuity 

of care was to resume, many midwives could be compelled to work in a 

continuity role who may not have actively chosen to work this way. 

Research is required to understand the effect on the wellbeing of these 

midwives who may not otherwise have chosen to work in such a model.  

It is likely that the flexibility required to work in these roles may be a better 

‘fit’ for some midwives than others. For many UK midwives, who trained 

and worked in a midwifery role involving shift patterns where one is either 

‘on’ or ‘off duty’, models where boundaries are more blurred this may not 

fit their inherent preferences, and result in significant stress (Van Bogaert 

and Clarke 2018). Participants in research exploring midwives’ 

perceptions of continuity of care described past negative experiences of 



98 

 

continuity-based models which are consistent with research findings 

relating to midwife burnout (Sandall 1997; Stevens and McCourt 2002). 

Many perceived continuity models as impacting negatively on their 

wellbeing and raised concerns about midwives leaving the profession if 

compelled to work in a non-shift-based model (Taylor et al. 2019).   

Concerns regarding changes of working pattern are highlighted as a major 

concern to midwives who were not yet providing continuity of care (Taylor 

et al. 2019). Taylor et al.’s survey (2019) reported that participation in an 

on-call system was a significant barrier to midwives’ willingness to work in 

a continuity of care model. Midwives reported significant concerns on the 

effect that continuity of care could have on their personal wellbeing. Issues 

regarding burnout and high stress were factors which have been 

historically associated with attempts to implement continuity of care in the 

NHS (McCourt et al. 2006).  

Midwives working in a standard care model in the UK are known to be at 

high risk of stress and burnout (Hunter et al. 2017), so it may be that a 

wider move to working in a continuity model could improve the national 

picture of professional wellbeing.  

7.2 Midwifery as a business and the finances of maternity care 

Many of the studies which highlight the benefits of shared philosophy 

come from New Zealand, where midwives design their own business 

model and seek to work with and collaborate with midwives with whom 

they share a philosophy (Gilkison et al. 2015; Hunter et al. 2016). Whilst 

the pressures of running a business adds complexity to the experience of 

being a midwife, the midwife has increased autonomy over their working 

life. Midwives caring for women in continuity of care models within the 

NHS may not have the same level of autonomy over the design of the 

service in which they work, the guidelines and routines they work within 

and colleagues with whom they work. These factors significantly alter the 

working experience of the midwives in these models, and this may impact 
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the willingness of staff to join models, and the longer-term sustainability of 

working within these models.   

In the UK, some innovative care providers have delivered midwifery 

continuity of care services on behalf of the NHS. Social enterprises 

‘Neighbourhood Midwives’ in London and ‘One to One Midwives’ in 

Cheshire were examples of social enterprise which offered midwifery 

services based on continuity of care models. As a student midwife, I 

undertook an elective placement with ‘One to One Midwives’ and noted 

that midwives working for the organisation had autonomy over their 

working model, for instance some midwives chose to be available for their 

clients for week- or month- long blocks of time before taking extended 

leave, whilst others collaborated as small groups to offer a more structured 

approach to time off work. The literature suggests midwives having this 

level of autonomy over their working practice may increase sustainability 

of the model (McAra-Couper et al. 2014; Jepsen et al. 2017; Lewis 2020). 

Neither care provider is now offering midwifery services (Birthrights 2019; 

Serle 2019). One to One Midwives closed, citing difficulties with financial 

operations: the founder of One to One Midwives criticised the NHS funding 

tariff, stating that it was unworkable (Cotogni 2020).  

7.3 The impact of continuity model on relationships 

The development of a therapeutic relationship between midwife and 

woman enables care to be individualised and responsive to the needs of 

the individual (McCourt et al. 2006). Whilst some research supports the 

development of care in a team continuity model, it can be considered 

contentious (Page and McCandlish 2006). Teams of up to eight individual 

midwives have been implemented as part of the Better Births initiative 

(NHS England 2017). This is considered by some experts in the field as a 

“diluted” version of relational continuity (Dawson et al. 2018a). It can be 

considered questionable if the clinical benefits of a therapeutic relationship 

could be built in a single interaction between a midwife and client, for 

instance at a single antenatal appointment or meet and greet type event. 
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The widespread introduction of team midwifery models rather than 

caseloading models in response to the Better Births continuity agenda, fits 

within an industrialised model of maternity care, which is more easily 

operationalised for an organisation. 

Future research to determine if one form of delivering midwifery continuity 

has a greater effect than another model may provide vital information to 

support the delivery of optimal maternity care services. The mechanisms 

of the improved outcomes which are observed when continuity of care is 

received are not yet fully understood (Pace et al. 2021).  
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8.0 Discussion Part 2: The history of the midwife and its influence 

today  

This section will present wider discussion and consider the history and the 

future of continuity models. 

Society, and the midwives who are part of it, has been heavily influenced 

by an industrialised model of life in which there are clear distinctions 

between work and home. Many of the challenges have occurred because 

midwives have accepted that institutionalised maternity care is normal and 

have altered their expectations of their role. The next section of this 

chapter will explore the development of the midwife role and the world of 

work in contemporary society. I had intended to dedicate a chapter within 

a doctoral thesis to exploring the evolving cultural and societal narrative of 

childbirth, and this chapter is formed from an early iteration of this.  

8.1 Situating the contemporary role of the midwife in history: The 

changing workforce landscape 

The ability or willingness of midwives to work in a continuity model of care 

is a major factor influencing the success of a continuity of care model 

(Homer et al. 2019). This section explores how the historical context of the 

midwife and wider context of the continued evolution of societal 

understandings of work, may impact the willingness of midwives to work in 

a continuity model. 

Women have been supporting one another during birth throughout history. 

Historically, the role of the midwife was undertaken by experienced 

women within a woman’s community (Ehrenreich and English 2010; Reed 

2021). These women may have had knowledge of supporting childbirth 

complications or providing pain relief through the use of folk medicine, 

which may have involved ritualised procedures, chants or the use of 

herbal plant medicine (Reed 2021).  
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Whilst midwives held status and respect among the communities to whom 

they provided care, they were historically viewed with suspicion by men. 

Birth was an exclusively female event with unpredictable outcomes (Reed 

2021). The rise of Christianity across Europe reinforced the belief that 

women should suffer pain in childbirth due to the sins of Eve, and any 

attempts to ameliorate this pain was sinful (Ehrenreich and English 2010).  

Midwives were specifically targeted during medieval witch hunts 

(Ehrenreich and English 2010; Reed 2021). Between the 1600s and 1800s 

the proliferation of modern science spread, based upon the laws of reason 

and understanding. Women were viewed as inferior to men, a 

development from ideas such as Greek philosopher Aristotle who wrote 

that women were simply deformed men (French 2008). The body became 

understood in terms of mechanisms, and men began to study the 

mechanism of childbirth. Barber surgeons developed the use of 

instruments for use in childbirth such as forceps (Reed 2021). Women, 

seen as inferior to men, were prohibited from the use of instruments in 

childbirth. Whilst initially only called for during complicated labours, over 

time it became more acceptable for men to attend women in birth. Men, 

benefitting from education and status in society, were able to 

communicate and promote their knowledge of the mechanism of childbirth, 

and spread rumours about the ineptitude and poor practice of female 

midwives. The female midwife, who had no formal education or voice in 

society, was less able to defend herself and her reputation and business 

was greatly reduced (Donnison 1988; Ehrenreich and English 2010; Reed 

2021).  

In the early 1900s in Britain, the Midwives Council sought to gain 

recognition as a distinct professional group. This led to the passing of The 

Midwives Act of 1901, which aimed to improve safety for women by 

ensuring midwives had appropriate training and regulation (Hunt and 

Symonds 1995).  
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By the 1930s, midwives were professionally trained autonomous 

professionals who were generally employed by local authorities to provide 

care for women based in a local area. District midwives cared for women 

through pregnancy, birth and postnatally in the women’s own home 

(Robinson 1993). However, some women were opting for care in lying in 

hospitals – specialist hospitals where mothers would have care provided 

by obstetric teams during birth and the postnatal period. Some first-wave 

feminists argued that mothers had a right to access the pain relief of 

modern medicine. Pain relief in the early 1900’s generally consisted of 

strong opioid drugs which had a sedative effect on the women, who would 

be restrained in the bed. Birth would often occur through the use of 

forceps and mothers would wake to a baby being nursed in the hospital 

nursery (Reed 2021) 

The NHS was founded in 1947 and aimed to reduce maternal and infant 

mortality through the provision of universal access to maternity care. This 

care was based on regular surveillance of women throughout pregnancy 

by a GP or midwife. At this point, midwifery training was open to qualified 

nurses, unmarried or childfree women who devoted their lives to 

midwifery, many living in nurses homes within the community which they 

served (Robinson 1993; Hunt and Symonds 1995). Midwifery had 

developed from women-led support during pregnancy and birth. In 

contrast, the nursing profession had developed to support the delivery of 

industrialised medical practice. Midwifery was no longer considered a 

distinct profession, serving women, but became a branch of nursing, 

serving an industrialised system of care.  

District midwives in the mid 1900’s were essentially ‘on call’ at all times, 

other than the days they were ‘off duty’ (Hunt and Symonds 1995) 

(Interestingly, this system is still echoed in modern language today, where 

staff rota is often referred to as the ‘off duty’). When these midwives 

married or became mothers, they left the midwifery workforce. Some of 

these midwives would return to employment part-time or full-time in the 
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future (Robinson 1993). This reflected historically normal expectations of 

women in employment at the time.   

Over time, it became more common to continue to work post-marriage, 

thus increasing numbers of midwives began balancing competing 

pressures of care giving at work and at home. Between the 1950’s and 

1970’s increasing numbers of women gave birth in hospitals (Torres and 

Reich 1989). In order to meet the changing demands of caring for an 

increased number of women giving birth in a hospital system, a shift-

based model became normalised. This ensured that midwives were 

available to look after the women, and midwives themselves had a clear 

distinction between work and home life. Industrialised shift-based models 

compartmentalise time into units which supports a clear distinction for staff 

members and is easy to manage on an organisational level. Community 

midwives continue to provide some antenatal and postnatal care outside 

of the hospital system, often running clinics in GP surgeries working in 

partnership with GPs to provide care to pregnant women.  

More recently, many maternity units have moved towards a two-shift 

model, with shifts extended to around thirteen hours in duration (Ball et al. 

2017). This may increase continuity for inpatient women, who may see 

fewer midwives during their hospital stay. Midwives working in this model 

work fewer shifts a week and have a greater proportion of their days at 

home. Midwives of today, who have trained and worked in a long shift 

model, experience a clear distinction between their work as a midwife and 

their life. On a day where the midwife is rostered to work a shift, it is 

difficult to fit anything else into their day. Could it be that the ubiquity of 

long shifts could feed into the unwillingness of staff to work in a continuity 

model which asks them to blur the lines of their work and home lives?  

The requirement for a nursing qualification prior to undertaking midwifery 

education was dropped in the late 1980’s (Leap 1999). However, 

midwifery students continue to be trained in an industrialised model of 

care developed when nurse-midwives served the needs of the care 
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system before serving the women who are being cared for within the 

system. Whilst some midwives have rediscovered the authentic roots of 

the midwifery profession, and many passionate individuals work within the 

hospital system (and some choose to work outside of it, offering 

independent midwifery care) to promote women centred care, the identity 

of the midwifery profession remains blurred between being ‘with women’ 

and ‘with service’.  

8.2 Workforce challenges and generational differences  

Something rarely considered in literature surrounding the implementation 

of continuity of care models is the impact of generational work differences. 

Tyler et al. (2019) highlight profound generational differences in values, 

expectations, and motivations regarding the workplace for midwives. This 

information is an important consideration concerning a change to the way 

midwives work, for instance when implementing a continuity of care model. 

Whilst generalisations about groups of people can lead to stereotyping 

and are not true for each individual, they are useful to consider how to 

best meet the needs of the changing workforce (Lester et al. 2012; Baird 

2015). Commonalities around attitudes towards work within generational 

groups have been reported in research in nursing and midwifery staff from 

countries such as a UK (Jones et al. 2015; Health Education England 

2019b), America (Jones et al. 2015) and New Zealand (Jamieson 2012). 

Some attitudes were reflected across all generational groups. All 

generations reflected that they were ambitious and wanted to engage in 

meaningful work where they perceive they can make a difference 

(Jamieson 2012; Jones et al. 2015).  

A 2019 report by Health Education England examines the impact that 

these differences may have on the NHS workforce, and how best to plan 

and adapt, to retain and recruit the next generations of staff. In the same 

year, the Maternity Workforce Strategy, also published by Health 

Education England (2019a) failed to consider how this may impact upon 
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maternity staffing and the implementation of the Better Births plan (NHS 

England 2016) for continuity of care.  

Midwives born before 1980 are more likely than younger midwives to view 

their midwifery work as a vocation or long-term career and are committed 

to their profession and workplace (Jones et al. 2015). However, it is 

recognised that increasing numbers of experienced midwives are planning 

retirement and early retirement in response to limited flexibility within their 

roles to meet their own needs (Jones 2016).  

 In contrast, younger generations have been found to expect to have 

various job roles throughout their working life. Whilst the Millennial 

generation (born between 1980-1994) tend to show commitment to their 

role as a nurse or midwife, they are more likely to switch between 

employers to have their working needs met (Jones et al. 2015). Whilst 

ensuring an acceptable and flexible work-life balance was shared by all 

generations, it was of increasingly high value to younger generations 

(Jones et al. 2015). This is well highlighted by a quote in a vignette 

describing Generation Z nurses and midwives in a report by Jones (2015, 

p.13): “Don’t force fit me into a traditional work environment”. The Covid-

19 pandemic increased opportunities for hybrid and home working for 

many sectors, and this is likely to further influence the expectations and 

desires of the workforce.  

In order to maintain a strong and motivated midwifery workforce and 

reduce staff attrition, some authors argue that the way in which maternity 

care is provided must change (Tyler et al. 2019). The successful 

implementation of continuity of care services may meet the changing 

expectations of a younger midwifery workforce, who may experience 

increased flexibility and hybrid working options in a continuity model. 

Innovative models of continuity of care provision may also support the 

retention of experienced generations of midwives. There could be 

opportunities to autonomously manage a reduced caseload, support and 

supervise new midwives in continuity or to provide experienced support 



107 

 

within acute areas. It has been well established that teams with 

generational diversity perform better than teams of a single age group, so 

it is important to retain and attract all staff (Health Education England 

2019b).  

It is clear that well implemented, flexible and autonomous continuity of 

care provision has the potential to benefit the midwifery workforce, 

however attracting and retaining midwives will require that they are able to 

visualise how working in a continuity of care model may work and trust that 

their employer would provide adequate autonomy to manage their working 

life in a way which suits them.  

Ensuring exposure to successful continuity of care models during 

midwifery training may support new generations of midwives to 

understand the model, however there are limited examples of this within 

the NHS. Gaining the buy in of the existing midwifery workforce could be a 

challenge in current times.  

8.3 A philosophical shift in the values of maternity care 

The role of a midwife grew from a supportive interpersonal role focused on 

the woman and her unique needs. The centring of ‘scientific knowledge’ 

from the 1600s through to our modern times; and an increase in the 

perceived value of technological advances, has developed the role into 

what we understand of the role today. It could be argued that these 

developments place demands on the midwife which compromise the 

supportive role from which it developed (Aune et al. 2018).  

The increase in technological surveillance of the physical aspects of 

pregnancy can be seen as philosophically reductionist because it fails to 

account for the holistic, physical, emotional and social aspects within the 

perinatal period (Walsh 2004; Aune et al. 2018). Use of these technologies 

can provide numerical evidence to document the assumed physical 

wellbeing of a mother and baby, such as a fetal heart rate reading. It can 

be quick and easy to utilise these technologies to provide surveillance-
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based care for a large number of women. These aspects are useful within 

an industrialised model of maternity care to monitor physical wellbeing 

and, increasingly, to defensively prove that high quality care was provided 

should a practitioner be required to attend a court hearing (Spendlove 

2018).  

Important but less quantifiable measures of wellbeing in a mother and 

baby may only be noticed within a relationship with a known caregiver. In 

a continuity of care model, midwives can undertake the physical health 

checks deemed necessary within an industrialised healthcare model and 

may also notice early signs of physical changes before they are clinically 

apparent such as mild oedema in the development of pre-eclampsia. 

Women cared for by a known caregiver may be more willing to discuss 

other important aspects of the process of having a baby, which can be 

equally as important within their experience as the physical changes of the 

childbearing process, such as mental health, personal identity and 

relationship changes (Finlay and Sandall 2009). A continuity of care model 

can be seen to support and value a more holistic understanding of 

wellbeing within maternity care (Homer et al. 2019). Whilst the mechanism 

of improved outcomes associated with maternity care is unproven, 

perhaps this could account for some of the beneficial effects. 

Provision of continuity of care could be seen to enhance the identity and 

role of the midwifery profession. The acknowledgement of the wider 

factors which influence the wellbeing of a mother and baby throughout the 

perinatal period may influence societal views of pregnancy and 

motherhood and support the wellbeing of mothers and babies through 

improved physical and mental health.  
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9.0 Foucauldian concepts and maternity care 

During this academic journey, I have explored many philosophical theories 

and developed my skills of critical analysis. I have reconsidered and 

interrogated my own beliefs about midwifery, gender, society through my 

transition from the role of clinical midwife to academic, and from maiden to 

mother. I examined how my epistemological lens has been shaped 

through my own life experiences. I began to recognise that my worldview 

can sometimes sit in conflict with the medical and technological hegemony 

shared in wider society.  

Early in my academic journey I began exploring theories around power, 

social control and discipline in society by reading the work of philosophers 

such as Bourdieu and Foucault. During the process, I gained a deeper 

critical understanding of my professional field, which increased the 

resonance of some of these ideas. Keshet and Popper-Giveon (2018) 

drew on work by Foucault and coined the concept ‘undisciplined patient’ to 

refer to patients who may not follow the typical healthcare 

recommendations. Undisciplined patients shared four common behaviours 

or beliefs:  

1. A critical awareness of medical hegemony,  

2. Continually questioning the dominant narrative  

3. Make decisions based on principals which are not valued by the 

dominant discourse such as following their own instinct 

4. A willingness to appease their own anxieties and fears. 

I recognised aspects of the undisciplined patient in myself and my own 

choices in healthcare. Reflecting further, I realised that midwives could be 

considered an ‘undisciplined professional group’. Social models of holistic 

midwifery care can sit uncomfortably alongside the dominant biomedical 

discourse that women’s pregnant and birthing bodies pose a risk to 

themselves and their babies (MacKenzie Bryers and van Teijlingen 2010; 

Spendlove 2018). I recognised that the midwifery profession could have 

internalised an uncomfortable conflict of holding control and power as a 
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care provider in a standard model of surveillance-based maternity care, 

and the desire of an ‘undisciplined professional’ to alter the power 

structure and return the power to the women in their care. The ‘disciplinary 

force’ of the care system flowed through the midwife who performed 

regular antenatal surveillance, encouraging women to behave as good 

citizens and accept ‘expert guidance’ at the expense of the woman’s own 

self-knowledge and intuition.  

Foucault (2012) considers that medical organisations could be institutes of 

power. Power held in these medical institutions can be internalised by the 

individuals exposed to it as a sense of self-discipline, where an individual 

polices themselves and their own behaviour in order to fit in and not be at 

odds with the dominant way to think and behave. I recognised this in my 

own experience of midwifery practice and in conversations with 

colleagues.  

I noticed the change in wider society regarding personal choice and self-

responsibility in healthcare (MacKenzie Bryers and van Teijlingen 2010): I 

absorbed the experiences shared by women around me about their own 

pregnancy and birth experiences and I read accounts of midwifery practice 

in the past. I considered how medical and midwifery staff had previously 

held the power and patient choice was limited. Neoliberal western ideals 

shift the responsibility for the decision making onto the woman receiving 

care: women are superficially encouraged to make their own choices but 

care providers continue to hold power over these groups and women are 

socialised to revere the expert professional opinion (Ayo 2012). Maternity 

care providers hold power in the form of knowledge, for example a 

superior understanding of the workings of the maternity care system or 

physiology of pregnancy and birth (Clancy et al. 2022). The concept of 

risk, and the examinations and interventions offered to women in order to 

mitigate risks, such as the increased use of ultrasound scanning and fetal 

monitoring equipment, had become increasingly important within maternity 

during the decade of my own midwifery practice. The Foucauldian 

perspective of risk considers it a key method of social control within a 
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neoliberal society; that is encourages fear in individuals and emphasises 

the dominance of the prevailing narrative (Keshet and Popper-Giveon 

2018). Women receiving standard maternity care are generally presented 

with care options within a narrow scope of what is considered an 

acceptable level of risk by the dominant narrative; conversations with care 

providers centre risk and fear (Spendlove 2018). This dominant risk 

discourse undermines women’s confidence in themselves and returns the 

power to maternity care professionals (Lou et al. 2022). 

Doubts about a woman’s ability to grow and birth her baby may emerge 

from the risk focused discussion and surveillance of the pregnant body 

(MacKenzie Bryers and van Teijlingen 2010; Lou et al. 2022). This may 

start to interfere with biologically normal physiological processes which 

can protect mothers and babies from many of the risks we are so 

concerned about. The discourse could be seen to reduce women to 

vessels carrying a baby; rather than individual humans going through a 

normal bio-psycho-social life stage. Midwives working within this system 

can become fearful of pregnancy and birth, intolerant of risk and 

modulating their own professional thoughts and behaviours to fit within the 

dominant ideology.  

Continuity of care models could be seen to dismantle the institutions of 

power held within an established industrialised model of maternity care 

and reorganises these systems to return ‘power’ in the Foucauldian sense, 

to women and midwives. It could be questioned if an element of the 

challenges associated with the widespread implementation of continuity of 

care could be attributed to these concepts surrounding power.  
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10.0 Continuity of care: looking forward 

The clinical benefits to women who receive relational continuity of care are 

undeniable. This gold-standard model of midwifery care reduces 

complications for all women who receive it, and for those most at risk of 

complications, this improvement is even more stark (Sandall et al. 2016; 

Fox et al. 2022). Women report high levels of satisfaction when receiving 

care from a known care giver (Forster et al. 2016; McLachlan et al. 2019).  

The experiences of midwives who provide continuity of care reported in 

the literature are generally positive, but this sample may not reflect the 

experiences of a wider midwifery staffing as the participants of existing 

research have mostly chosen to work in this model as an alternative to 

standard care. Midwives in the literature are able to practice an authentic 

model of relationship-based midwifery across the childbearing spectrum 

and this provides high levels of satisfaction(Dawson et al. 2018b; Fenwick 

et al. 2018). Central to a positive experience of working in this model are 

strong relationships between midwife and the women for whom she cares, 

and between midwives working in this model who provide high levels of 

support for one another (Finlay and Sandall 2009; Newton et al. 2016). 

This intimate nature of midwife-mother relationships in a continuity model 

of care could lead to midwives over-investing in the professional 

relationship. Midwives learned to develop boundaries and manage the 

expectations of the women they cared for in order to protect their own 

wellbeing (Edmondson and Walker 2014).  

Many midwives reported that the flexibility offered by this autonomous 

practice model facilitated increased presence within their personal and 

family lives. This fluid lifestyle of being available or ‘on call’ for women took 

some time to integrate into a midwife’s life and for some midwives, jarred 

significantly with their societally influenced concept of work-life separation 

(Fereday and Oster 2010; Edmondson and Walker 2014; Newton et al. 

2016; Jepsen et al. 2017; Vasilevski et al. 2020).  
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Midwives who were challenged by this way of working or who did not 

experience high levels of support from colleagues, managers and the 

wider network were at risk of occupational stress and burn out (Homer et 

al. 2019). The general population of midwives themselves were aware of 

the potential negative aspects of working in this model and reported high 

levels of resistance to moving to work in a continuity model. This 

intransigence amongst staff is a real barrier to the implementation of 

continuity of care models in the NHS (Taylor et al. 2019).  

Midwives report low levels of trust that their NHS employer is able to 

protect the health and wellbeing of its staff (The Royal College of Midwives 

2019; Harris et al. 2020). Midwives are working in challenging times with 

unsustainable clinical pressures and high rates of staff attrition (Health and 

Social Care Select Committee 2022). Historically, midwives have fought 

for recognition as an autonomous professional group, and as a 

predominantly female profession who are caring for women, have been 

subject to the oppression of a patriarchal society (Reed 2021). This history 

continues today, with many midwives balancing responsibilities at home 

and part-time midwifery employment. There is continued tension between 

a biomedical model of birth which focuses on risk, and a social model 

which values a holistic approach more aligned to midwifery practice 

(MacKenzie Bryers and van Teijlingen 2010; Spendlove 2018). However, 

there is an increasing awareness around the importance of maternity care 

which can successfully integrate elements of both models in order to 

ensure that maternity care is able to meet the diverse needs of the women 

it serves. It has long been  argued that the optimal maternity care system 

would combine the appropriate use of technology with a holistic 

understanding of mind-body-spirit wellbeing, whilst privileging relationships 

with caregivers (Davis-Floyd 2001). Midwifery continuity of care models 

can achieve this.  

Although I was not able to conduct the research I designed, I maintain that 

research such as the two research studies proposed in this thesis will add 

further insights which are needed to support the implementation of 
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continuity of care. Participatory research methods can redistribute the 

power within the maternity care research system and ensure midwives 

authentic voices are amplified, in order for the model in which they work to 

be sustainable (Corbett et al. 2007; McIntyre 2008; Donald 2012). 

Appreciative Inquiry research methods build on the decades of research 

already in existence and learn from the best of what is already working in 

practice (Clouder and King 2015). This is important to learn how best we 

can support midwives to balance their responsibilities as professionals and 

outside of work, especially those part-time staff who may have increased 

challenges in remaining in the workplace, but whose experience in 

midwifery practice is increasingly valuable to guide the profession. 

10.1 The realistic future 

The development and delivery of successful continuity of care services 

requires that staff are willing to work in this model (Homer et al. 2019). 

Midwives and other maternity care staff need to have their own needs met 

in order to be able to provide care for others (Smith 2021). 

Carefully considered investment in maternity services can ensure that the 

basic needs of maternity staff are met and that they are more able to 

consider moving into continuity model of care. It is important to recognise 

that all staff working in the maternity care system require this nurturing 

approach. If obstetric colleagues are unable to meet their own needs and 

therefore feel unsafe in their current risk-based practice, they are unlikely 

to be in a position to value a more holistic approach (Smith 2021).  

It can be argued that maternity care systems should be totally transformed 

to provide gold-standard care, but this risks devaluing the experiences of 

midwives who live in an industrialist culture and must balance work and 

home. The experiences of midwives and their personal needs should be 

considered, and it would be idealistic to assume that every individual can 

work in a full continuity model.  
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Research by Dharni (2021) explores a model of care which offers 

continuity in the ante- and post-natal period without the element of 

intrapartum care. This may be more acceptable to midwives than a full 

continuity model, which requires unpredictable intrapartum care (Taylor et 

al. 2019). This echoes a return to a more recognisable ‘community 

midwife’ model of care, albeit with a greater emphasis on ensuring 

continuity is achieved through careful planning rather than geographical 

luck.  

In a part-continuity model, the midwives who provide intrapartum care 

could gain enhanced experiential knowledge of labour and birth, and be 

comfortable with the skills, environment and team who would be providing 

this care. Continuity of care midwives who would provide antenatal and 

postnatal services would similarly specialise their knowledge of pregnancy 

and postnatal care such as breastfeeding support. However, other 

midwives could feel a sense of loss at no longer providing the full 

spectrum of midwifery care in their daily midwifery practice (Homer et al. 

2019). 

For many women and midwives, this form of part-continuity would offer an 

improvement to the therapeutic relationship over what is offered in the 

current fragmented model of care. It is clear that further research is 

required to understand if this is acceptable to women and midwives, and if 

it improves outcomes and satisfaction levels more than standard care 

(Dharni et al. 2021).  

Leadership in NHS maternity services may consider that they must be 

pragmatic about the real-world pressures and the challenges of 

implementing a complete continuity model for all women within the 

structures of the existing maternity and healthcare systems. Future 

research may provide evidence of an optimal model of continuity of care 

delivery, but this may be difficult to implement and operationalise due to 

organisational, professional or financial constraints (Homer et al. 2019). 

From reviewing the literature, it appears that supporting midwives to 
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provide continuity of care in a variety of models and supporting their 

autonomy with this may ensure that midwives are willing and able to 

provide midwifery care throughout their working life. Targeting full 

continuity (including intrapartum care) to population groups with the 

greatest levels of health inequalities, as recommended in the 

implementation of Better Births guidance (NHS England 2016), ensures 

that the population most vulnerable to poor health are supported to 

achieve best improvement in health outcomes (Fernandez Turienzo et al. 

2019). Simultaneously, the wider population may benefit from a more 

flexible approach to continuity of care through an antenatal-postnatal 

continuity model (Dharni et al. 2021).  

This pragmatic approach to continuity could be criticised for lacking in 

transformative and motivational vision. It could be argued that it is wrong 

to have a plethora of evidence that full continuity is the gold-standard, yet 

not be striving to implement this. As an academic, I can recognise the 

improvement that a widely adopted ante- and post- natal continuity model 

would bring to women’s care and perhaps also to midwives’ wellbeing. As 

a mother, I feel conflicted about recommending that this should be the 

future of midwifery continuity. As I detailed in the initial chapter, during my 

first perinatal period, I received full midwifery continuity of care and 

experienced this as transformational. I am now expecting a second child, 

in a new location which does not offer an option of continuity of care for 

the intrapartum period, and not knowing who my care provider will be for 

birth is something which concerns me. 

A review by Green et al. (2000) reflected that in general, women simply 

want someone who is kind and competent to attend them in labour. 

Waldenstrom (1998) noted that when women were confident that their 

intrapartum caregiver shared a practice philosophy which was congruent 

with their known and trusted midwife, they placed less importance on 

intrapartum continuity. However, women who have received intrapartum 

care from a known caregiver place a higher value upon this (Green et al. 
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2000). More recent research has highlighted the benefits of a known 

intrapartum caregiver to women with a fear of birth (Hildingsson et al. 

2019) and with previous traumatic birth experiences (Greenfield et al. 

2019; Pidd et al. 2023). It is clear that care which provides intrapartum 

continuity in addition to ante- and post-natal care would be optimal, but 

that there are limitations to implementing this. 

After years spent considering the research evidence, undertaking 

continuity of care and observing the changes in the NHS; I have come to 

the conclusion that any improvement to the service would be positive for 

the women and families using maternity care and for the staff working in it. 

In order to achieve transformative change such as the gold-standard 

implementation of full continuity models, maternity staff and women using 

maternity services must have adequate energy, passion and commitment 

to drive transformative change. Now is the time to strengthen and support 

staff to build themselves and the midwifery profession. Staff must be 

nurtured and have their basic needs met (for example, through adequate 

breaks and rest time) (Smith 2021). Ensuring that midwives feel supported 

by the maternity services in which they work may reduce the intransigence 

towards working in continuity services in the profession (Taylor et al. 2019; 

Harris et al. 2020). A continued recognition and focus on improving 

continuity of care in the ante- and post-natal periods may increase job 

satisfaction for midwives and enable a wider population of midwives (those 

who may have barriers to being available for unplanned care such as 

those with caring responsibilities, or those who are employed part-time) to 

work in a model which offers some continuity. This benefits women 

(Dharni et al. 2021) and exposes more midwives to working in a continuity 

model. Perhaps for these midwives, the step from a model which is 

focused on ante- and post-natal continuity to a model which offers full 

continuity including intrapartum care would be less daunting and an 

increased appetite may be found to implement full continuity models.  
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10.2 Developing a new way of being through the autoethnographic 

process 

Through the use of an autoethnographic methodology, I have deeply 

reflected on the multifaceted nature of my identity as a mother, midwife 

and clinical academic. These differing identities have at times presented a 

tension or conflict in my understanding and priorities.  

My dual identities as a mother and midwife were source of tension within 

my experience. Through the birth of my first child, I gained experiential 

knowledge of the value of continuity for mothers, something I had 

previously only known in theory. I was simultaneously presented with the 

challenge of meeting my own expectations as a mother and family 

member (being available and present for my daughter, continuing to 

breastfeed, and jointly with my husband, ensuring that when we were both 

required to work, high quality childcare was available) whilst considering 

how I could return to working in a continuity of care model of midwifery 

with unpredictable hours, or the challenge of returning to standard care 

clinical midwifery shifts with an expectation to be away from my daughter 

for long periods of time and overnight (when my daughter required my 

presence most strongly).  

A tension also exists between my conclusions as an academic as detailed 

in chapter 10.1, where antenatal and postnatal continuity of care is 

prioritised, but intrapartum continuity of care is targeted to those who have 

the statistically poorest outcomes in a standard care model. In my ongoing 

pregnancy of my second child, I have been offered antenatal continuity by 

a community midwife, but my intrapartum care could be covered by any 

midwife who is working when I am in labour. This is a source of anxiety for 

me, despite the expectation of a straightforward labour and birth. I 

question if my academic recommendation of a pragmatic implementation 

of a part-continuity model is the right conclusion to come to when so much 

evidence exists to demonstrate the value of gold-standard full continuity of 

care; and my own experience as a pregnant mother tells me that I desire 
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to know my intrapartum midwife. Should maternity care not be aspiring to 

be the best possible care for everyone? This concept, however, is 

balanced by my academic and experiential knowledge of the difficulties on 

a systemic and individual level of staffing such services when the support 

systems required for this are lacking.  

My identity as a midwife has been challenged by stepping away from 

working clinically during this journey. I have reflected on what it means to 

be a midwife who isn’t ‘performing’ clinical midwifery. Whilst this initially 

created a source of tension, through reflexive critical analysis and 

considering the experiences of others who may hold this dual identity, I 

have come to recognise that there are many ways to perform midwifery 

and that this perspective can be a source of nurturing and leadership 

within the profession. I can use my new way of being as a midwife to guide 

other midwives who may be in a similar position or interested in research 

pathways.  

A final discourse exists in what it means to have been a clinical academic. 

Whilst I have gained great insight into the research process, I have not 

gained a doctoral degree from this journey. Other academics may fail to 

value the knowledge and skills gained from this journey without the clout 

of a degree or publications. I have deeply reflected on this through the 

autoethnographic process and come to see that I can redefine what it 

means to be involved in research. I can claim my new identity and support 

others who may be in similar positions.  

The methodologies in which I have gained experience share an element of 

disruption to reified power dynamics within the system. In many ways I 

have come to embody this shared element of my methodologies as I live 

in my newly defined ‘way of being’ in the identity of mother, midwife and 

academic.  
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11.0 Closing thoughts 

This thesis is the culmination of an academic journey. In this thesis, I 

sought to explore and demonstrate the breadth and depth of my learning 

around midwifery, continuity of care and of research methods and 

philosophies. Whilst it was a challenge to do justice to the complexities of 

the concepts of midwifery identity and philosophy within the confines of an 

MRes thesis, I hope that it provides a critical representation of my 

experiences and reflects my understanding of the contents.  

This journey provided time and support to step back from the maternity 

system in which I had worked, and I gained space to critically consider 

how the maternity system was set up and how that impacted my identity 

as a midwife. During the journey, I experienced maternity care for myself, 

and was able to advocate for my own health and wellbeing. Personal 

experience of the effects of continuity of care had a profound impact on 

my understanding of how pivotal and transformational a known and trusted 

caregiver can be as a mother.  

At the same time, I balance my recognition of the importance of continuity 

of midwifery care with my increasing understanding of the challenges 

associated with being a working parent, and of being a midwife in the NHS 

in our current times. I reflect on my own aspirations for my working life and 

consider how I would and could work as a clinical midwife. Despite my 

deep knowledge of the research in support of continuity, my personal 

conviction as a mother who received continuity and my prior experiences 

of working in a continuity model, I would struggle to commit to providing 

full continuity of care which includes an intrapartum element.  

One of my hopes when undertaking a doctoral research project was that I 

could affect positive change within midwifery. Whilst through my decision 

to withdraw from PhD level study means I will not have the letters by my 

name to give me clout and impact in an academic world, I now realise that 

I do not need that to achieve my aim of influencing change. When I 

stepped away from clinical midwifery and into a role in the research 
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network, I was awarded the role of NIHR Research Champion from 

Midwifery and Reproductive Health in my area. Within this role I use the 

skills I have developed from my academic pathway to support the 

development of research into reproductive health and the development of 

new researchers. This in itself makes a difference to women, families and 

the world of midwifery. I am able to draw on my own experience of 

academia to share possibilities and assist people into varied research 

routes, presenting at events and conferences which consider the 

opportunities and challenges in midwifery research. I have come to realise 

that there are many ways to be a midwife. Throughout this journey, I have 

discovered and developed many aspects of the midwifery role and truly 

discovered new ways of being, both personally and professionally. 

I continue to feel thankful for the somewhat unexpected journey I have 

taken. Thank you for walking this path with me in reading my thesis.  
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