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ABSTRACT
Objectives  To understand how and under what 
circumstances midwife-led continuity of care (MLCC) can 
be implemented in high-income countries.
Design  A realist review was conducted to examine 
interactions between contexts, mechanisms and 
outcomes.
Methods  An initial programme theory described 
a hypothesis of how MLCC might be implemented 
successfully. Literature from a systematic search on 
the implementation of MLCC was synthesised and 
supplemented with unstructured searches to identify 
literature that reinforced the emerging concepts. 
The synthesis was an iterative process, endorsed in 
consultation with stakeholders, leading to a refined 
programme theory.
Results  A total of 45 documents were included. The 
mechanisms identified can be grouped around macrolevel 
challenges, leadership, role ambiguity and conflict, 
and personal and professional boundaries. Despite 
strong evidence supporting MLCC, diverse stakeholder 
interests and power dynamics hinder its implementation. 
Implementing MLCC disrupts established roles and power 
structures, creating uncertainty and anxiety at all levels. 
To successfully navigate healthcare providers through 
the transition, both formal and informal leaders must 
demonstrate the courage and vision to challenge existing 
norms.
Conclusions  Realist methodology allowed the 
identification of mechanisms that often remain unnoticed 
but significantly impact the implementation of MLCC. 
Concrete policies and guidelines are essential to ensure 
consistency in care delivery. Collaborative efforts and a 
shared philosophy among all stakeholders, combined 
with strong leadership that builds trust and addresses 
anxiety, can create a supportive environment for MLCC 
implementation.
PROSPERO registration number  CRD42023446437.

INTRODUCTION
Midwife-led continuity of care (MLCC) results 
in better maternal and perinatal outcomes, 
higher satisfaction among women and 

increased job satisfaction among midwives 
than other models of care.1–3 The WHO 
guidelines for antenatal and intrapartum 
care recommend MLCC in regions with well-
functioning midwifery programmes.4 Despite 
the high-quality evidence supporting MLCC, 
access to this model is limited, both within 
individual countries and internationally.3 5

The MLCC model has been defined as 
care where ‘the midwife is the lead profes-
sional in the planning, organisation and 
delivery of care given to a woman from 
initial booking to the postnatal period’.3 
Globally, there are considerable variations 
in the organisation of midwifery services.6 
Some models of MLCC provide continuity of 
care to a defined group of women through 
a team of midwives sharing a caseload, often 
called ‘team midwifery’. Here, a woman will 
receive her care from a number of midwives 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ To our knowledge, this is the first realist review 
to explain how and under what circumstances 
midwife-led continuity of care (MLCC) can be imple-
mented in high-income countries.

	⇒ Using the realist approach has led to a deeper un-
derstanding of the complex interplay of contextual 
factors and mechanisms influencing the implemen-
tation of MLCC.

	⇒ A broad range of documents was included to devel-
op our findings.

	⇒ The diversity of our research team, combined with 
stakeholder meetings, ensured a rigorous and com-
prehensive analysis.

	⇒ This review did not result in a fixed, practical frame-
work or guideline to answer the question of what en-
ables midwives to implement MLCC in high-income 
countries; MLCC is too complex for one-size-fits-all 
solutions that suit every context.
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in the team, the size of which can vary.3 Another model, 
often called ‘caseload midwifery’, aims to offer better 
relational continuity by ensuring that women receive 
care from one midwife, sometimes together with a prac-
tice partner.7

Women receiving MLCC are more likely to have a 
spontaneous vaginal birth, to report more positive 
birthing experiences and are less likely to experience a 
caesarean section, vaginal assisted birth and may be less 
likely to experience episiotomy.3 For women with social 
risk factors, MLCC appears to have a protective effect 
on preterm birth and low birth weight.1 8 Although 
there are concerns that some aspects of MLCC models 
may negatively impact midwives, such as increased avail-
ability outside working hours, inadequate staffing levels 
and difficulties with work–life balance,9–11 most midwives 
working in MLCC experience lower levels of burn-out,12 
anxiety and depression, compared with those working in 
standard models of care.13

In response, various formats of MLCC models have 
been implemented internationally. However, the number 
of women having access to MLCC varies among coun-
tries. With the exception of New Zealand, none of the 
high-income countries, as defined by the World Bank, 
managed to scale up MLCC to being the standard of care 
for all women.14 Barriers to expanding or implementing 
MLCC are establishment funding, availability of midwifery 
staff and lack of strong support for the innovation.15 On 
the other hand, leadership that builds trusting relation-
ships across all practice and organisational boundaries, 
staff involvement and ongoing evaluation of progress and 
impact develops the context for successful implementa-
tion of MLCC.16 17

For a deeper understanding of a complex intervention, 
like MLCC implementation, it is essential to identify and 
understand both contextual factors as well as underlying 
mechanisms. Complex interventions comprise multiple 
components that interact with nonlinear causal path-
ways.18 The impact of a complex intervention on an 
outcome is highly dependent on the context in which it 
takes place and the mechanisms that may or may not be 
activated.19 20 By examining the underlying mechanisms 
and contextual factors, this realist review aims to provide 
a deeper understanding of how, why and under what 
circumstances MLCC can be implemented successfully 
in high-income countries. The main question that will be 
answered is: ‘How do various contextual factors influence 
mechanisms underlying the implementation of MLCC 
in high-income countries?’. The following subquestions 
were posed:

	► What is the full set of resources that comprise MLCC?
	► What are the degrees of implementation of MLCC?
	► What is it about MLCC that enables midwives to imple-

ment this in high-income countries?
	► What are the intended and unintended outcomes 

of implementing MLCC for organisations and the 
healthcare system?

METHODS
Design
A realist review was conducted to examine interactions 
between contexts, mechanisms and outcomes and to 
gain an understanding of how MLCC can be imple-
mented and under what circumstances. A realist review 
is an iterative, theory-driven approach which acknowl-
edges that programmes or interventions are not always 
successful and work better in certain circumstances than 
in others.21–23 Programmes or interventions implemented 
in different contexts provoke different mechanisms and 
result in different outcomes. A realist review is not focused 
on determining the average effect of an intervention. 
Instead, the aim is to explain how, for whom, under what 
circumstances and why an intervention works, based on 
existing evidence. The results of the synthesis are trans-
lated into a realist programme theory and are expressed 
in the form of context-mechanism-outcome configura-
tions (CMOCs).21 22 24 Table 1 gives an overview of used 
definitions.

This realist review was conducted and reported 
according to the RAMESES publication standards25 and 
conducted from May 2023 to July 2024. The pattern of 
this realist review involves a set of iterative phases: iden-
tifying the review question; searching the literature and 
establishing initial programme theories; quality appraisal 
of the literature; extracting the data using CMOCs; 
analysing and synthesising data to identify substantive 
theory.

As customary in the realist approach, some changes 
were made to the protocol registered on PROSPERO 
(CRD42023446437) while conducting this realist review. 
The title and research questions were revised during 
the review and updated as the review parameters were 
shaped. As the review progressed, the team felt the need 
to involve an expert in realist methodology to ensure 
adherence to the realist principles and to refine our 
analytical approach.

Initial programme theory development
The aim of the initial programme theory was to describe 
a hypothesis on how the implementation of MLCC can 
be successful. Prior to this review, the first and third 
author conducted 41 interviews and 8 focus groups 
with various stakeholders on the subject, leading to an 
unpublished dataset. This dataset was input for formu-
lating an initial programme theory. In addition, the first 
author conducted an unstructured search for evidence, 
and the first three authors drew on their experience as 
midwives. The formulated initial programme theory in 
the form of ‘if-then statements’ was presented in a Dutch 
stakeholder meeting to which 33 individuals were invited, 
including obstetricians, hospital-based midwives, commu-
nity midwives, professional associations, health insurance 
companies and a client organisation. Stakeholders were 
selected and invited based on their relevant expertise and 
to ensure the necessary diversity and variation in mater-
nity care models required for this review. During this 
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meeting, the if-then statements were confirmed, refuted 
or adjusted. The resulting statements can be seen in 
online supplemental material 1.

Searching process
The search was set up in collaboration with a medical 
information specialist (KAZ). Search terms, including 
synonyms, closely related words and keywords, were used 
as index terms or free-text words: “continuity of care”, 
“midwife” and “implementation”. To test search terms, a 
pilot search was performed using several databases. After 
refining the search strategy, the following bibliographic 
databases were searched comprehensively for published 
and unpublished studies through 1 August 2023: Ovid/
Medline, ​Embase.​com, Clarivate Analytics/Web of 
Science Core Collection, EBSCO/CINAHL and EBSCO/
APA PsycINFO. Limitations on human studies were 
applied in all databases. Additional searches consisted 
of handsearching bibliographies and reference lists of 
the included studies, systematic reviews, grey literature 
(Google Scholar), relevant websites, national and inter-
national reports and guidelines, books, dissertations, and 
theses. Citation tracking was used to cross-check whether 
all relevant studies had been identified. Only studies 
from high-income countries, as classified by the World 
Bank, conducted within the last 10 years were included, 
as contexts change over time. The searches contained no 
methodological search filters or language restrictions.

Duplicate articles were excluded using an automated 
deduplication tool (DedupEndNote, V.0.9.7.), followed 

by manual deduplication in EndNote (V.X20.0.3) by KAZ. 
The full search strategy used for each database is detailed 
in online supplemental material 2.

Selection and appraisal of documents
Studies were eligible for inclusion if they included regions 
or practices from high-income countries that had imple-
mented or considered implementing some form of conti-
nuity of care by midwives, whether or not this had been 
successful. Studies were included if they addressed one 
or more of the research questions. Studies were selected 
in two stages. First, titles and abstracts were screened by 
the first two authors RS and EN. Second, the full text of 
potentially relevant studies was screened for full compli-
ance with the criteria by two authors, always one being RS, 
and the second being either EN or AP. For this process, 
the data extraction tool Rayyan was used.26

Subsequently, a quality assessment of the included arti-
cles on relevance, richness and rigour was conducted 
independently by RS and EN, and eight by RS and AP. 
Relevance refers to providing relevant information to 
answer the research question(s) and the extent to which 
the article can contribute to the theory-building of our 
intervention, the implementation of MLCC.25 The degree 
of relevance was categorised on a 5-point scale: low, low/
medium, medium, medium/high and high. Articles 
with low relevance were excluded. Richness was defined 
as the method used to ensure that the included docu-
ments provided a significant level of depth to contribute 
meaningfully to theory building.27 Rigour was defined 

Table 1  Glossary of realist terms

Term Definition

Realist review A theory-driven approach in synthesising quantitative, qualitative or mixed-methods research from a 
perspective based on Realism. It answers questions of the general format ‘What worked, for whom and in 
what circumstances, how and why?’.21–23

Programme theory An explanation for how a programme works. Realist reviews attempt to develop and test programme theory. 
The review usually starts by developing an initial programme theory, which will be refined using literature and 
stakeholder input. The final product is a refined programme theory.22 23

Context Refers to the broader contextual backdrop in which the programme is situated. Context includes the external 
level, the institutional level, the interpersonal level and the individual level. As conditions in these levels may 
change over time, the context may reflect aspects of those changes. Contextual elements may influence the 
relation between mechanism and outcome; in some cases, the outcomes will influence the context.22 23

Mechanism The generative force that leads to certain outcomes. Mechanisms are the reasoning, reaction or response 
(mechanism response) of the various actors to the programme resources (mechanism resource). 
Implementation of MLCC will offer or take away resources from stakeholders. These resources may 
be material, financial, social, emotional or political. This, in turn, will trigger a certain reasoning and 
response from stakeholders, leading to intended or unintended outcomes. Identifying the mechanisms 
elevates the review from a description of ‘what happened’ to ‘why it happened, for whom and under what 
circumstances’.19 20 22 23

Outcomes Outcomes result from activating different mechanisms in different contexts and are either intended or 
unintended and can be proximal, intermediate or final.22 23

Context-mechanism-
outcome (CMO) 
configurations

CMO configuring is a heuristic used in realism to generate causative explanations for how a programme, or a 
part of a programme, works. The development of CMO configurations draws out and reflects on the relation 
between context, mechanism and a certain outcome and acts as the building blocks for programme theory.19 

22 23

Substantive theory Substantive theory refers to existing theories within certain disciplines that help identify mechanisms or 
features of context and explain how overall sets of findings fit together.30

https://dx.doi.org/10.1136/bmjopen-2024-091968
https://dx.doi.org/10.1136/bmjopen-2024-091968
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as the method used to generate data that were credible 
and trustworthy.25 Thus, relevance, richness and rigour 
depended on the purpose of this specific realist review.25 
To facilitate this assessment, a custom-made Excel file was 
developed to systematically document and categorise the 
quality criteria for each article. If there were discrepan-
cies between the two reviewers, a third reviewer (AP) was 
consulted.

Data extraction
All documents were uploaded into MAXQDA, V.2020, to 
allow for detailed and systematic analysis. The first two 
authors (RS and EN) independently coded the first five 
of the included papers to identify programme theories, 
descriptive contexts (C), mechanism resources (MRc), 
mechanism responses (MRp) and outcomes (O). The 
coding process was both deductive and inductive. Codes 
were created deductively based on the initial programme 
theories. New codes were created inductively as new 
contexts or mechanisms related to the outcome emerged. 
Disagreements about potential contexts or mechanisms 
were discussed until consensus was reached. A third 
reviewer (AP or AdJ) was consulted if consensus could 
not be reached. The remaining papers were analysed by 
the first author, with regular consultation with EN, AP 
and AdJ.

Analysis and synthesis process
Following the realist methodology, analysis and synthesis 
were an iterative process. The creation of a refined 
programme theory led to subsequent searches for specific 
aspects of the programme theory. During the coding 
process, memos were written to summarise the causal 
processes that were thought to be at work. By moving 
back and forth between memos, references and whole 

documents, CMOCs were built iteratively. The answers 
to the research questions are embedded within these 
CMOCs, as they represent the underlying causal processes 
explaining how, when and why specific outcomes occur 
in particular contexts. Although theory is developed by 
synthesising a variety of sources, realist methods encom-
pass retroductive reasoning.28 29 Retroduction uses a 
combination of inductive and deductive logic, comple-
mented by insights or hunches. Retroductive reasoning 
identifies causal mechanisms that may underlie emerging 
patterns, even though they cannot be directly observed or 
are not explicit in the existing evidence.28 29 Therefore, the 
ideas and reasoning of the researchers were discussed in 
the research team to approach the theory from different 
perspectives. In the process of theory building, substan-
tive theories were identified that could help explain how 
the totality of the findings might fit together. Substantive 
theory refers to existing theories within certain disci-
plines.30 A second stakeholder meeting, involving the 
same individuals invited to the first meeting, was then held 
to validate the refined programme theory. A summary of 
the review process can be seen in figure 1.

Patient and public involvement
A client organisation was involved in this study through 
two stakeholder meetings. Their input helped shape 
the initial programme theory and validate the CMOCs, 
ensuring the findings aligned with client perspectives.

RESULTS
The literature search generated a total of 5261 references: 
1288 in Ovid/Medline, 1102 (excluding 286 conference 
abstracts) in ​Embase.​com, 1195 in Clarivate Analytics/

Figure 1  Development of a refined programme theory on the implementation of MLCC. MLCC, midwife-led continuity of care.
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Web of Science Core Collection, 1471 in EBSCO/CINAHL 
and 203 in EBSCO/APA PsycINFO. After restricting to 
publication year 2013 (last 10 years), and removing dupli-
cates of references that were selected from more than one 
database, 1604 references remained for screening on title 
and abstract. 62 full-text articles were assessed for eligi-
bility, of which 54 were assessed by RS and EN and 8 were 
assessed by RS and AP. Consensus was reached on three 
articles only after consultation with a third (AP) or fourth 
(AdJ) author, leaving 37 articles for inclusion. Iterative 
searches for additional literature resulted in the inclusion 
of five articles, one book, one newsletter and one unpub-
lished dataset. The flow chart of the search and selection 
process is presented in figure 2.

Document characteristics
The documents included in this review encompass a 
variety of sources, including peer-reviewed articles and 
grey literature, of which 16 originated from the UK and 
14 from Australia. The remaining documents were from 
the Netherlands (4), Canada (3), Denmark (1), Sweden 
(1), Ireland (1), New Zealand (1) and the USA (1). The 
majority of these documents are based on qualitative data 
and provide an in-depth insight into the experiences and 

perspectives of stakeholders involved in MLCC. Key char-
acteristics of the documents included are tabulated in 
online supplemental material 3.

Substantive theory
According to RAMESES II, theory and CMOCs should 
be described at a middle level of abstraction.30 For recog-
nisability in the field of maternity care, it was decided to 
describe the theory and CMOCs in a concrete manner 
rather than at an abstract level. To make our findings 
generalisable and applicable to similar cases, such as 
model change in other healthcare fields, they are linked 
to substantive theory. The substantive theories that 
seemed most appropriate for understanding the chal-
lenges of implementing MLCC are role theory and power 
(conflict) theory.29 31 Together, these theories provide 
a comprehensive framework for understanding the 
complex interplay of roles and power in implementing 
MLCC.

Role theory elucidates how individuals’ roles within 
organisations and societies are defined, enacted and 
evolve. Roles refer to the social position people hold (eg, 
midwife, obstetrician, leader, mother) and the behaviour 
associated with that position.29 31 Power theory focuses 

Figure 2  Flow diagram detailing the search results of the realist review. Diagram design guided by recommendations made 
by the PRISMA group. (Adopted from: Page et al.80). PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-
Analyses.

https://dx.doi.org/10.1136/bmjopen-2024-091968
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on the power dynamics within social systems, examining 
how power is distributed, exercised and contested among 
individuals and groups.29 31 In the context of MLCC 
implementation, role theory highlights the complexity 
of changing established roles and norms, while power 
theory underscores the challenge of altering traditional 
power structures.

Refined programme theory
The literature illustrates the complex web of factors 
influencing MLCC implementation, with a multifaceted 
interplay between societal, regional, interpersonal and 
personal factors. A framework has been developed to 
conceptualise the multilevel contextual influences that 
may affect the reasoning of stakeholders involved in 
MLCC implementation (figure 3).

Healthcare providers, including midwives and obstetri-
cians, and other stakeholders, such as managers, profes-
sional organisations and policy-makers, are accustomed 
to specific roles and power dynamics within the current 
maternity care model. The implementation of MLCC 
disrupts these established roles and power structures, 
creating uncertainty and anxiety at all levels. This includes 
anxiety about the change itself, the unknown aspects of 
the new model, the potential impact on job roles and the 
potential loss of job components or authority.32–45 The 
profound changes that come with the implementation 
of MLCC require bold realignments within the health-
care system.33 39 46 To successfully navigate through these 

complexities, both formal and informal leaders must 
demonstrate the courage and vision to challenge existing 
norms and guide healthcare providers through the tran-
sition.32 34 35 39 46–48

Analysis of the included articles and documents 
revealed 16 CMOCs, with 4 CMOCs captured under each 
of the following themes:

	► Macrolevel challenges.
	► Leadership.
	► Role ambiguity and conflict.
	► Personal and professional boundaries.
Only selected CMOCs that underpin each theme are 

presented. The description delineates the elements 
constituting the C, MRc, MRp and their corresponding 
O. All four themes are discussed along with key liter-
ature references. The literature rarely provided a clear 
description of all three components, making retroductive 
reasoning critical to ensure complete CMO configura-
tions. A full list of all 16 CMOCs can be found in online 
supplemental material 4.

Macrolevel challenges
Despite government policies supporting the bene-
fits of MLCC in some countries, its implementation 
remains challenging.35 39 46 49–51 Financial structures 
are most often mentioned as having a major impact on 
the potential to integrate MLCC into the healthcare 
system.34 35 38 41 45 49 52–58 Traditional fee-for-service models 
ensure that MLCC generates less financial income for 

Figure 3  Framework on the multilevel contextual influences.

https://dx.doi.org/10.1136/bmjopen-2024-091968
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healthcare organisations, as preventive care leads to 
fewer interventions.35 37 45 59 A changed financing system 
should be based on providing the best possible care for 
the client, rather than reinforcing conflicting interests 
between professionals and organisations.40 45 60

‘One of the biggest problems faced by the birth cen-
tre has been financial. Inpatient obstetrical care and 
normal newborn care are not moneymakers for any 
hospital. In the case of the birth centre, the small vol-
ume combined with high percentage of women that 
are publicly funded makes it a target for hospital ex-
ecutives looking to cut costs. It has taken significant 
effort to demonstrate the financial and nonfinancial 
benefits of the birth centre to the hospital.’59 (p 306)

Inequitable funding models between disciplines can 
lead to perverse incentives. Similarly, unequal or unclear 
legal and regulatory rules can lead to interpersonal 
conflicts. In addressing these systemic barriers, MLCC 
involves a shift in roles and responsibilities among care 
providers, which can lead to potential role conflicts. A 
description of this mechanism is presented in table  2, 
CMO1.

Healthcare systems allow for diverse interpretations 
of government recommendations. When hospitals are 
run as independent businesses, they have considerable 
autonomy in how services are organised and provided. 
Each hospital has some freedom to decide which facilities 
to invest in and how to allocate resources. The variation 
is exacerbated by the diverse approaches taken to meet 
the increasing pressures on healthcare systems to opti-
mise resource allocation and reduce expenditure while 
maintaining or improving the quality of services. Table 2, 
CMO2, gives insight into the polarisation that can result.

Leadership
To facilitate the transition to MLCC, healthcare systems 
need visionary leaders with the courage to challenge and 
adapt to the current norms. These leaders, who can be 
either formal leaders, such as hospital administrators 
and senior clinicians, or informal leaders, such as influ-
ential midwives and obstetricians, play a crucial part in 
redefining roles, managing power dynamics and allevi-
ating fears.16 32 34 35 42 46–48 50 52 54–56 Formal leaders have 
the authority to implement structural changes, allocate 
resources and set organisational priorities. Informal 
leaders, on the other hand, influence their peers through 
their actions, attitudes and informal networks. Their 
support and endorsement of MLCC can significantly 
impact the broader acceptance and success of the model. 
The mechanism is shown in CMO3, table 2.

The implementation and sustainability of MLCC is 
highly dependent on the individuals occupying leader-
ship positions at all levels within the healthcare system. 
Leaders’ personal contexts have a significant impact on 
decisions to adopt, support and sustain MLCC initiatives. A 
leader who is supportive of MLCC will create a supportive 
environment and advocate the model’s benefits. When 

new leaders who are less supportive of MLCC assume 
positions of authority, they may prioritise alternative care 
models or redirect resources away from MLCC, under-
mining its viability and sustainability.35 47 52 53 57 61 62

Obstetricians often have more direct access to policy-
makers and greater political influence,45 63 which can 
impact the balance of roles in maternity care and affect 
the implementation of MLCC initiatives. This influence 
may outweigh the consideration of scientific evidence in 
the implementation of MLCC.32 35 39 45 46 58 63

‘This change leader midwife’s efforts were also coun-
tered by one of the medical professional organisa-
tions, which put forward the opinion during the 
consultation phase of the implementation process 
that if this change occurred, ‘mothers and babies will 
die’, despite this being completely at odds with the 
evidence.’32 (p 41)

Clients can also take on the role of informal leaders 
by putting pressure on healthcare professionals and 
policy-makers to respond to their preferences and needs. 
The mechanism that can lead to the implementation of 
MLCC is shown in CMO4, table 2. However, it is impor-
tant to note that not all client demands or protests lead to 
concrete actions or changes.62

Role ambiguity and conflict
Conflicting perceptions of roles, responsibilities and 
power structures between midwives, obstetricians and 
other healthcare professionals can lead to tensions, 
misunderstandings and inefficiencies in care. Healthcare 
professionals may resist changes to traditional care models 
due to concerns about shifts in power and authority 
within interprofessional teams. The mechanisms in place 
are shown in table 3, CMO5, with a distinction between 
midwives and obstetricians.

With a predominant emphasis on the medical model 
of care in maternity care networks,39 49 55 56 the medicali-
sation of childbirth elevates obstetricians to a position of 
greater power and authority, often placing them at the 
top of the hierarchy.35 To implement MLCC, a significant 
shift in power dynamics is required, making midwives 
fully accountable and autonomous for their practice, 
with the authority to independently manage and coordi-
nate care, and the ability to refer to an obstetrician when 
necessary.16 36 39 40 45 50 51 64 65 This shift requires redefining 
roles and establishing clear boundaries to support the 
midwives’ autonomy within the maternity care model. 
Even in countries where midwives have achieved an 
autonomous position, they still encounter limitations to 
their independence, often imposed or dictated by stake-
holders with other interests.36

‘Most panel members in the study agreed that inte-
gration of maternity care in The Netherlands is im-
portant to enhance continuity of care, client-centred 
care and collaboration between maternity healthcare 
professionals in primary and secondary care. Panel 
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members agreed that professional autonomy of the 
primary care midwife is an important condition when 
integrating care. The primary care midwives would 
like to expand their tasks and responsibilities during 
labour but consensus among professionals was only 
reached for them to continue providing care in case 
of prolonged ruptured membranes.’36 (p 203)

Personal and professional boundaries
The MLCC model may introduce challenges to achieving 
a healthy work–life balance. Midwives working in MLCC 
are enabled to take on expanded roles and responsi-
bilities within interdisciplinary teams, which may be 
experienced as increased work demands. Balancing the 
demands of MLCC with personal well-being and family 

Table 2  CMOCs underpinning the two themes macrolevel challenges and leadership

Macrolevel 
challenges

CMO 1 macrolevel challenges

Healthcare systems are characterised by complex financial, legal and regulatory structures. (C) The implementation of 
MLCC faces systemic constraints, such as financial resources, restrictive legal frameworks governing scope of practice 
and regulatory policies that prioritise standard care. (MRc) Government policies, guidelines and reports that endorse 
the potential benefits of MLCC, can help to enable the necessary systemic changes and can be seen as inspirational. 
On the other hand, limited financial resources may result in budget constraints that restrict investments in training and 
support for interprofessional teams. Restrictive legal frameworks can limit midwives’ autonomy and scope of practice, 
thus hindering their ability to fully engage in MLCC. Regulatory policies that prioritise standard models of care may 
create disincentives for healthcare organisations to adopt innovative approaches, such as MLCC. (MRp) Government 
support and incentives that prioritise MLCC, may lead to maternity care networks embracing MLCC as the preferred 
model of care. However, macrolevel barriers can lead to microlevel interpersonal conflicts between healthcare providers 
over roles, responsibilities and decision-making authority within interprofessional teams. These interpersonal conflicts 
can undermine trust, communication and teamwork. As a consequence, healthcare providers may experience tensions, 
misunderstandings and power struggles as they navigate competing priorities, perspectives and expectations within the 
restrictive maternity care system. (O)35 37 39–41 43 45 46 54 55 58 60 61 63 64 66

CMO 2 is increasing pressure on healthcare systems

Healthcare systems are under increasing pressure to optimise resource allocation and reduce healthcare expenditures 
while maintaining or improving the quality of services. Maternity care organisations face challenges in recruiting 
and retaining sufficient numbers of professionals. (C) MLCC emphasises personalised, relational continuity over 
standardisation, centralisation and efficiency. (MRc) Stakeholders supporting centralisation, may view centralised models 
as the best way to address staff shortages, ensure access to specialised care and manage high-risk pregnancies. 
However, stakeholders supporting MLCC may view relational continuity as the best way to reduce healthcare 
expenditure and retain maternity staff, by reducing unnecessary interventions, increasing job satisfaction and promoting 
a positive experience for women. (MRp) Competing priorities can lead to polarisation between stakeholders, hindering 
collaboration. Both groups may act on the belief that they want to provide the best possible care but may have different 
beliefs and perspectives on what constitutes the best care. (O)35 38 43 45 46 49 52 55 57 58 60 61 72

Leadership CMO 3 support from leaders

Leaders within healthcare organisations, such as hospital executives, heads of departments or clinical directors, have 
the authority to allocate resources, make policy decisions and set organisational priorities that determine the models 
of care provided, including shaping the implementation and integration of new models of care. (C) The transition from 
standard care to MLCC requires a different allocation of resources, training and policy changes. Other stakeholders, such 
as midwives and obstetricians, depend on the decisions and support of leaders to make the transition. (MRc) Leaders 
who are supportive and active in promoting MLCC can create an enabling environment for MLCC. However, leaders who 
are hesitant or opposed to MLCC, may be reluctant to allocate resources, invest in training and support or advocate 
for policy change. (MRp) The enabling environment created by supportive leaders, can lead to increased buy-in and 
commitment from other stakeholders. Maternity care networks with leaders who are resistant to MLCC may experience 
delays, conflicts or inequities in the provision of MLCC. (O)15 16 32 34 35 38 39 42–48 50 52–54 56 65 73 81

CMO 4 client advocacy

In a healthcare system where women have varying levels of influence and access to resources, the model of maternity 
care is influenced by the demands and preferences of influential clients. (C) Women with access to information and 
resources may advocate for MLCC as they seek personalised, holistic maternity care, with better health outcomes. This 
advocacy may stem from previous experiences with maternity care or a desire for alternatives to traditional models of 
care. (MRc) Women with influence, such as those with higher socioeconomic status, education or social connections, 
may have greater access to information, resources and decision-making power, enabling them to advocate effectively for 
MLCC. Women with less influence may face barriers such as limited access to healthcare services, lack of knowledge 
about available care options and the potential benefits, and systemic inequalities that hinder their ability to advocate for 
MLCC. (MRp) Women’s advocacy for MLCC can lead to increased awareness, demand and uptake of MLCC within the 
healthcare system. By putting pressure on healthcare professionals and policy-makers to respond to their preferences 
and needs, clients can drive the implementation of the model. This increased demand for MLCC can lead to policy 
changes, resource allocation and organisational reforms. (O)33 39 44 46 54 72 78 79

C, contexts; MLCC, midwife-led continuity of care; MRC, mechanism resource; MRp, mechanism response; O, outcome.
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responsibilities requires a supportive working environ-
ment and clear expectations about workload manage-
ment. The ability to provide MLCC is strongly influenced 
by the personal lives of midwives. The more roles an 
individual has, the higher the likelihood of experiencing 
stress in an MLCC model.31 The influence of experienced 
flexibility is described in CMO6, table 3. One of the most 
challenging aspects of MLCC is the extensive on-call 
duties, which have a significant impact on midwives’ 
personal lives.34 38 41 43 44 49–51 55 57 66 67

‘A key barrier to the rapid implementation of a con-
tinuity of carer model is that many staff have be-
come accustomed to working in a non-continuity 
model, and have built their non-work arrangements 
around this. This is not an easy matter to untan-
gle.68 (p 2)

It is, therefore, essential to maintain an appropriate 
caseload size. Caseload sizes vary according to the 
level of continuity provided and the risk status of the 
clients.15 33 34 69–71 For full continuity of care throughout 
the whole childbirth continuum, an average caseload size 
of 35–40 per full-time midwife seems typical.15 16 41 50 67 71–74 
A caseload that is too high reduces time with women, the 
ability to manage on-call work effectively and the quality of 
care.69 The size of the midwifery team is also important: a 
team that is too large loses continuity, while a team that is 
too small lacks sufficient back-up. To avoid high turnover 
or dropout within the team, it is important to create a 
cohesive team with a shared philosophy. A shared philos-
ophy fosters a supportive working environment, which 
is essential for the sustainability of the MLCC model, as 
described in table 3, CMO7. Although not clearly stated 

Table 3  CMOCs underpinning the two themes role ambiguity and conflict, and personal and professional boundaries

Role 
ambiguity and 
conflict

CMO 5 role conflict

There is a division of roles in society, where obstetricians are expected to be primarily responsible for overseeing 
and managing maternity care. In many hospitals, there is a hierarchical structure in which obstetricians hold authority 
and decision-making power. (C) The implementation of MLCC leads to a shift in roles and power dynamics. The 
implementation of MLCC creates a discrepancy between the traditional roles and expectations of obstetricians and 
midwives, and the evolving roles introduced by MLCC. (MRc)
Midwives who feel empowered by MLCC may experience greater autonomy and decision-making authority in providing 
holistic care to women throughout the pregnancy and childbirth continuum, whereas midwives who experience 
uncertainty and anxiety about taking on greater responsibility and authority may be concerned about their competence 
or fear potential backlash from medical colleagues. (MRp) Empowered midwives may be willing to collaborate with 
other stakeholders to address the challenges of implementing MLCC, whereas the anxiety of uncertain midwives may 
hinder collaboration with other stakeholders. (O)
Obstetricians who recognise the potential benefits of MLCC may see added value in the evolving role of midwives, 
whereas obstetricians who struggle with the role change may find their established authority and professional 
boundaries challenged by the increased involvement of midwives and perceive this as undermining their authority. 
(MRp) Obstetricians who support the integration of MLCC into the maternity care system may advocate for 
collaboration, sharedbdecision-making and mutual respect, while resistance to the changes brought by MLCC may 
lead to conflicts over decision-making authority, patient management and clinical practice. These conflicts may 
manifest themselves in strained communication, lack of mutual respect and difficulties in establishing collaborative 
relationships between obstetricians and midwives. (O)35–37 39–42 44–46 49 50 56 58 59 61 63 66

Personal and 
professional 
boundaries

CMO 6 work–life balance

In a society with a patriarchal norm, there is a disproportionate division of responsibilities for domestic tasks, where 
women are expected to take on more tasks and are primarily responsible for caregiving roles. As midwifery is a female-
dominated profession, the extent to which female midwives are relieved of personal responsibilities such as childcare 
or informal care determines how the midwife can organise her work. (C) Providing MLCC is associated with the need 
to be more available for on-call duties, leading to a greater need for flexibility and shared care for personal obligations. 
(MRc) This leads to feelings of empowerment and autonomy for midwives who experience flexibility and feelings of 
frustration, stress and internal conflict for those who do not. (MRp) Those experiencing flexibility report reduced levels 
of burnout, improved job satisfaction and increased motivation to continue providing MLCC, whereas those lacking 
flexibility tend to experience increased levels of burnout. The latter midwives will explore other ways of doing their work 
that are more compatible with their personal lives. (O)33 34 38 41 42 48 50 51 55 57 64 66 69 73

CMO 7 shared philosophy

Midwives often come from diverse backgrounds and may hold varying philosophies and practices regarding maternity 
care. (C) To implement MLCC, it is essential to bring together midwives who share a common philosophy and approach 
to care. (MRc) Mutual understanding, trust and a sense of shared purpose are fostered by aligning the team around 
a shared philosophy. This alignment helps to reduce misunderstanding and conflict and ensure that all midwives are 
working towards the same goals and standards of care. (MRp) As a result, a cohesive and collaborative team culture 
emerges, leading to the successful implementation and sustainability of MLCC within the team. (O)15 35 38 39 48 53 54 64–67 69 

73

C, contexts; CMOCs, context-mechanism-outcome configurations; MLCC, midwife-led continuity of care; MRc, mechanism resource; 
MRp, mechanism response.
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in the literature, it is likely that a shared philosophy is 
important not only among midwives but at all levels of the 
healthcare system.53 54 58

DISCUSSION
The synthesis of 45 documents led to a deeper under-
standing of how and under what circumstances MLCC 
can be implemented. The CMOCs highlight the resources 
that comprise MLCC, the mechanisms that enable 
midwives to implement MLCC in high-income countries, 
and the factors that influence the degrees of implemen-
tation. Additionally, this review revealed both intended 
and unintended outcomes of MLCC implementation for 
midwives, organisations and the healthcare system.

The literature on the implementation of MLCC 
demonstrates the complexity, characterised by multifac-
eted interplay between societal, regional, interpersonal 
and personal factors. The mechanisms involved can be 
grouped around macrolevel challenges, leadership, role 
ambiguity and conflict, and personal and professional 
boundaries. In order for stakeholders to invest in MLCC, 
it is important to address feelings of anxiety and uncer-
tainty. Changing roles and power dynamics within MLCC 
can lead to conflict and ambiguity, highlighting the need 
for clear role definitions and support. Both formal and 
informal leaders play a crucial role in addressing these 
challenges and supporting and facilitating the transi-
tion. A complicating factor is the number of stakeholders 
involved from diverse backgrounds and contexts, each 
with their own interests and priorities. This can lead to a 
situation where those with the most power and influence 
ultimately determine the outcome.

Comparison with existing literature
Despite the evidence supporting MLCC, a division 
remains between proponents and opponents of this 
model, resulting in a diversity of care provided. To ensure 
consistency of care, a societal prioritisation of healthcare 
strategies with less ambiguity and more concrete directives 
is essential. This review highlights the multiple barriers to 
the implementation and sustainability of MLCC. Recog-
nising and naming these barriers is a starting point for 
developing effective strategies and for building alliances 
to overcome them. Acknowledging power imbalances 
helps to reduce the power of those who maintain or 
create these barriers, thereby facilitating the implemen-
tation of MLCC.61

In settings where diverse stakeholders are involved, such 
as primary care professionals, medical specialists, hospital 
directors and local government, the power dynamics 
stemming from their diverse backgrounds, mandates 
and hierarchical positions may hinder the implementa-
tion of MLCC. Similar findings have been reported in 
social science research. Weert et al described that mech-
anisms such as interpersonal processes in collaboration, 
the exchange of norms and values, power dynamics and 
trust processes influence the quality of collaboration in 

maternity care.75 Gessler further explains that crossing 
boundaries requires leaving one’s intellectual comfort 
zone and engaging with the terminologies, policies and 
values of another discipline.68 This boundary-crossing 
may threaten egos and feel like undermining one’s exper-
tise, which is why people often resist such collaborative 
efforts.

This review shows that healthcare providers with cross-
disciplinary understanding can better appreciate the 
unique contribution each profession brings to maternity 
care. To overcome the wide disparities in power within 
maternity care networks and to promote a collaborative 
rather than competitive approach to boundary relations, 
professionals need the ability to navigate knowledge 
acquisition and develop a professional identity across 
different domains, a skill known as ‘knowledgeability’.76 
This ability makes them recognisable as reliable sources 
of information and enables them to effectively imple-
ment change based on their knowledge and expertise. 
Sociocultural learning theories could help to develop this 
skill and play a crucial role in the education of medical 
and midwifery students.76 Interprofessional education is 
an example of learning through social interaction, where 
students from different disciplines learn with, from and 
about each other and has shown to have a positive impact 
on attitudes of learners.77 However, further research is 
needed to fully understand their potential and applica-
tion after graduation.

Moreover, client advocacy appears to play a crucial role 
in the adoption and sustainability of MLCC. As informed 
and vocal advocates for their care preferences, clients 
can drive demand for MLCC. The literature shows that 
when women are well informed about the benefits of 
MLCC, they are more likely to advocate for its implemen-
tation.54 78 79 Client advocacy can be manifested through 
various channels, such as participation in maternity service 
user groups, providing feedback to healthcare providers 
and engaging in public health campaigns. Healthcare 
leaders and policy-makers should recognise and amplify 
women’s voices to create a more client-centred care 
model that supports the principles of MLCC. Although 
the client’s voice can be very powerful, there is little liter-
ature on how best to inform the client on health benefits 
of various care models. Besides, not all client demands or 
protests have led to concrete actions or changes.62 There-
fore, it can be important to publicly discuss interests that 
outweigh client preferences.

Strengths, limitations and future research directions
The strength of this review lies in the composition of our 
research team, which included a database expert and 
healthcare professionals from various disciplines and 
research departments, ensuring objectivity and a compre-
hensive consideration of all perspectives. Additionally, 
this review incorporated multiple data sources, including 
literature and interviews and included various stakeholder 
perspectives. These stakeholders had the opportunity to 
share their insights during the two stakeholder meetings, 
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which further enriched the analysis. By combining these 
data, we were able to access the specific context in which 
MLCC may or may not be successfully implemented while 
remaining attentive to potential rival theories. To ensure 
adherence to realist principles throughout the review 
process, the research team benefited from consultations 
with an expert in the field. Adhering to realist method-
ology, data were not appraised or weighted based on 
methodological hierarchies or sources but were selected 
based on relevance, rigour and richness to address the 
research question. This method allowed the identifi-
cation of mechanisms that often remain unnoticed but 
significantly impact the implementation of MLCC.

A fundamental limitation of this review is that it did 
not result in a fixed, practical framework or guideline to 
answer the question of what enables midwives to imple-
ment MLCC in high-income countries. This study has 
illuminated the complexity of implementing MLCC and 
shows that there are no ready-made solutions. To address 
this limitation and provide more actionable insights, a 
subsequent realist evaluation conducted in a specific 
context and using primary data could offer tailored 
answers to this research question. However, a realist eval-
uation conducted in the context of the National Health 
Service shows that MLCC implementation cannot rely 
solely on midwives and needs effective leadership.16

Additionally, while this review included data from 
international sources, it is important to note that the 
various stakeholders consulted during the development 
of the programme theory were exclusively from the Neth-
erlands. This national focus may have influenced the 
interpretation of results and their applicability to other 
contexts. However, these stakeholders were independent 
experts with significant knowledge of maternity care 
models in other high-income countries.

Lastly, it is important to recognise that not all midwives 
wish to work in an MLCC model.50 55 56 73 Research indi-
cates that midwives’ preferences for working in an MLCC 
setting are influenced by several factors, including 
work–life balance considerations, professional identity 
and the perceived demands of MLCC.73 Therefore, it is 
essential to explore the specific circumstances in which 
midwives are able and willing to engage in MLCC. Iden-
tifying these conditions can inform targeted strategies to 
increase midwives’ participation and satisfaction, thereby 
improving the overall implementation of MLCC.

Conclusions and recommendations
This realist review has highlighted the complexity of 
MLCC implementation in high-income countries. Despite 
strong evidence, diverse stakeholder interests and power 
dynamics hinder the implementation of MLCC. Concrete 
policies and guidelines are essential to ensure consis-
tency in care delivery. By recognising macrolevel barriers, 
leaders can develop strategies to overcome them. Collab-
orative efforts and a shared philosophy among all stake-
holders, combined with strong leadership that builds 
trust and addresses anxiety, can create a supportive 

environment for MLCC. Assessing the impact of sociocul-
tural learning theories on the education and training of 
healthcare professionals can provide guidance on how to 
promote interdisciplinary collaboration and knowledge-
ability. Finally, further research should focus on under-
standing the specific conditions under which maternity 
care stakeholders are able to implement and willing to 
engage in MLCC.
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