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Abstract

Background

Though Midwife-led care remains a key to improving the health status of pregnant mothers,

in Ethiopia, maternity care has traditionally been based on a model in which responsibility

for care is shared by hospital-based midwives, nurses, general practitioners, and obstetri-

cians. This type of care has been seen as representing a fragmented approach.

Objective

The aim of this study was to explore health care providers’ perceptions and experiences

related to Midwife-led continuity of care at primary hospitals in the north Shoa zone Ethiopia

Methods

A qualitative approach was selected as the methodology for this study. Data were collected

from 25 midwives and 8 integrated emergency surgical officers (IESO) and medical doctors

working in maternal health care units in four primary hospitals in the north Shoa zone,

Amhara Regional State. Four focus group discussions and eight individual interviews were

conducted. The facilitator utilized a set of open-ended questions for the focus group discus-

sion. Semi-structured interview questions were used for the interviews and thematic data

analysis was done.

Finding

The main theme extracted was “Midwives welcome consideration of a Midwife-led model

that would provide greater continuity of care, but they expressed concerns about organisa-

tion and workload”. The midwives said that they would welcome working with the midwife-

led care model, as they believed using it could lead to improving the quality of maternal
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health care, provide greater continuity, and improve coverage, birth outcomes, and maternal

satisfaction. The midwives could become more autonomous and be able to take more

responsibility for maternity care. The group of 25 midwives and the group of 8 IESO and

medical doctors perceived that working procedures and changes in the organization of care

in the health facility would have to be studied carefully before any changes can be

considered.

Conclusion

In this study, we found that replacing the existing system of maternal care with a Midwife-led

model would require careful analysis of how this model of care might be implemented in

Ethiopia. Further investigation will be of great importance in providing insights that will help

in developing a final model.

Introduction

In many countries, midwives are the primary providers of maternity care [1] following what is

known as the Midwife-led model of care. In other countries, an obstetrician has primary

responsibility for care following the shared model [2]. These are two basic models of maternal

care, each practiced with variations [2, 3]. In those countries where the Midwife-led model is

the norm, continuity of care is provided by a trusted and known midwife or by a small group

of midwives (midwifery team) that supports a woman, during the antenatal, intrapartum and

postnatal periods to facilitate a healthy pregnancy and childbirth, and healthy parenting prac-

tices [2, 4].

Midwife-led continuity of care (MLCC) is a well-researched health systems innovation that

has been shown to lead to better outcomes, such as lower rates of prematurity and foetal/neo-

natal death [2], fewer medical interventions [5], better experiences among women and lower

costs compared to other models of maternal and new-born care [6, 7]. MLCC models consist

of three elements: 1) Care is provided by midwives and they are the lead carers throughout

pregnancy, birth and the postnatal period; 2) Continuity of care by a known midwife who

works in collaboration with other health professionals 3) Care is based on the midwifery phi-

losophy that pregnancy and birth are physiological life events and is therefore focused primar-

ily on preventive and supportive care rather than exclusively on the identification and

treatment of risks and complications [2]. The model also includes identifying, referring and

coordinating care for women who require obstetric or other specialist attention. Thus, the

MLCC model exists within a multidisciplinary network in which consultation and referral to

other care providers occur when necessary [8].

Over the past decades, the standard model of care has contributed greatly to improving out-

comes for both mother and child [2, 9]. In shared models of care responsibility for the organi-

sation and delivery of care, throughout initial booking to the postnatal period, is shared

between different health professionals depending on the stage of pregnancy [2, 3] Studies of

European maternity care following the standard model have however found that unnecessary

interventions are still practiced in low-risk pregnancies [2, 10]. Decisions to avoid giving what

some see as unnecessary interventions remain a subject for discussion [10]. To help deal with

these issues, alternative models of care have been developed as noted above, models that pro-

mote acceptance of the view that pregnancy and childbirth are normal parts of life [10, 11].
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Health care providers and policy makers in many countries have been reviewing the existing

policies on maternal health care in an effort to determine if the midwife-led model of care

might be employed as an alternative to past practice [2, 10, 12].

In Ethiopia, modern maternity care has been organized based on a model in which respon-

sibility for care is shared by hospital-based midwives, nurses, general practitioners, and obste-

tricians. This type of care has been seen by some as a fragmented approach and has even been

referred to as an impersonal “conveyor belt” style of care [2, 3, 9].

The organization of maternity care in Ethiopia has long been determined by the number of

midwives and nurses available in a health facility. In most Ethiopian health facilities, antenatal

care has long been provided by the primary-care health service where nurses are in charge [9].

Ideally, if it could become possible to provide enough midwives to make it possible for all ante-

natal care, labour, delivery and postnatal care to be given by midwives it might be possible to

consider adoption of the MLCC model [2, 13]. If this could be done, then a Midwife-led model

could be analysed in order for a trial to be carried out [2]. If the trial was found to be successful,

the model could be more widely adopted.

Postnatal follow-up is divided into two intervals: During the first two hours after delivery,

postnatal care is given by midwives in a postnatal ward. After the first two hours, care is given

by a clinical nurse and/or midwives at a postnatal clinic. If there are not enough midwives

available to provide all the care needed in the labour and birth wards, nurses can be assigned

to conduct labour and delivery care as well. Health officers, general practitioners, emergency

surgical officers and obstetricians are to be available to aid as needed. When this happens, a

mother may encounter exposure to several different health professionals. In the midwife-led

model, care would be based on relational continuity in which the mother would be in contact

with the same person over time [9, 13, 14].

Midwife-led continuity of care is now considered as the key to improving the health status

of pregnant mothers [2, 15]. In Ethiopia, the staff of maternal and child health care units have

different backgrounds and experience as health care providers. Any consideration of modify-

ing the existing system must be preceded by exploring the views of all who are involved, having

them describe their experience and their perceptions about midwife-led care. The aim of this

study was, therefore, to explore health care providers’ (midwives, IESO and medical doctors)

perceptions and experiences related to Midwife-led continuity of care at primary hospitals in

the north Shoa zone Ethiopia

Methods

Study design and period

A descriptive qualitative study design was used to explore health care providers’ perceptions

and experiences related to Midwife-led continuity of care. We used this approach in an effort

to learn what the participants in the two groups of maternity health care providers say about

this model and its possible applications in Ethiopia [16, 17]. The study was conducted from

September 7, 2019 to October 25, 2019.

Study area

This study was conducted in four primary hospitals in the North Shoa Zone, Amhara Regional

State. Currently, more than two million people reside in the zone [18]. In the zone, there is one

referral hospital linked with 8 primary hospitals, 95 health centers and 389 health posts. There

are 10 to 15 midwives in each primary hospital and 24 midwives in Debre Berhan referral hos-

pital. Each primary hospital has a minimum of two integrated emergency surgical officers but

an obstetrician and/or gynaecologist are assigned in the referral hospital only. There are also
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practicing medical doctors and health officers in each primary hospital. The primary hospitals

are located at the “woreda” level (the lowest administrative unit in Ethiopia) and are expected

to provide service for a population of 100,000 and to provide a capacity of 100 beds. The hospi-

tals are expected to provide all health services. According to the 2017/18 report of the zone’s

health departments there were 75,039 reported pregnancies. Of these, 62,974 (84%) mothers to

be had only the first ANC visit and 43,565 (58%) had all four ANC visits. Of that total, 39,665

(53%) of the women gave birth at one of the health facilities and the remainder gave birth at

home [18].

Study participants

All health care providers who were in service at the time of the beginning of the study and who

had worked in maternal and child health units for the preceding 6 months and were willing to

participate (32 midwives, 10 medical doctors and 8 emergency surgical officers) were consid-

ered as eligible for the study and were thus invited to participate. A total of 25 midwives, 4

medical doctors and 4 emergency surgical officers consented to participation.

Sample size

Generally, for qualitative studies there is no pre-determined method for determining the

‘required’ sample size. One group of researchers suggested between 3 and 10 participants [19,

20], another up to 20 [21] and yet another between 3 and 30 participants [22]. Clearly, there is

no agreement on what is best. In any case, there must be a sufficient number of participants to

be able to identify the full range of views and understandings [23]. By considering the point of

saturation, we used a total of 33 participants, 25 midwives and 8 IESO and medical doctors.

The data collection was completed when no new/unique information was emerged.

Data collection

Four focus group discussions were held with the midwives and eight in-depth interviews were

held with members of the non-midwife group. All the data collection was conducted face-to-

face at the health facilities of the study participants. The principal investigator (SH) and two

trained data collectors who do have MSc in maternal and reproductive health with previous

experience on qualitative data collection conducted the focus group discussions with the mid-

wives and also carried out the interviews with the group-2 members IESO and medical doc-

tors. After reviewing relevant literature, an interview guide for individual interviews and

discussion guide for the focus group discussion were developed and pretested prior to carrying

out the first interview. A one day training was given for the data collectors on how to interview,

record and transcribe the data. The focus group discussions lasted for one hour, and the inter-

views lasted for an average time of 15 minutes and took the form of a guided conversation.

The discussion was initiated by asking the study participants to explain about the type of

model of maternal health care practiced in their hospitals and how do they understand model

of maternal health care? Then the interview continued based on the participants response by

using probing questions until we gate reach data on the research question we want to answer.

In each study area, before the interview started, the importance of confidentiality among the

discussants was addressed. All the study participants were given both written and oral infor-

mation about the objectives of the study and confidentiality of information was assured. Both

the principal investigator and the data collectors do not have any relationship with the study

participants. All the study participants gave their oral informed consent. The discussions were

conducted in Amharic, the local language in the area and all the discussions and interviews

were audio recorded with the consent of the participants.
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Data analysis

The process of data analysis was inspired by the thematic analysis method as described by

Braun and Clarke [24]. Phase 1) Interviews (data items) were transcribed verbatim by the prin-

cipal investigator (SH) together with the data collectors who conducted the interview, then

read and re-read several times to get familiarized with the data set. The translated data were

cross-checked with the audio file to ensure its proper transcription and translation. In the

stage of transcription and reading, some patterns in the data were identified. Phase 2) Mean-

ingful features across the data set were coded and data related to each code were compared. A

list with different codes (325 initial codes) was developed from the entire data set based on the

study aim. Code and meaning units were identified by three of the investigators (SH, HL and

KC) and we set together and decide on the identified meaning units. Phase 3) In this stage,

codes were sorted into potential broader subthemes/themes and related data were gathered

within each possible subtheme/theme. Phase 4) All coded data extracts were re-read and their

structure under each subtheme/theme was reviewed. Those forming a consistent pattern

within subthemes/ themes were examined. A thematic map of analysis was generated. Phase 5)

Data extracts that formed subthemes and themes were re-examined, organised, and refined.

The essence of each subtheme/theme was identified and explained to readers in five sub-

themes. The subthemes were grouped together according to their content and these subthemes

generated two themes. The themes and subthemes that emerged were supported by participant

quotations, which were italicized in the text with a unique identification code indicating the

participant code and working hospitals.

Ethical approval

Ethical approval was obtained from the Institutional Review Board of University of Gondar

(ref no: O/V/P/RCS/05/1050/2019). Permission letters were obtained from the regional health

bureau, the zonal health department and the hospital administration. An informed and signed

consent was obtained from each participant. Participants were informed that their participa-

tion in this study was voluntary, the information they gave would remain confidential and

would be used only for research purposes. Participants could withdraw from participating in

the study at any time.

Findings

In all four-study hospitals, 25 midwives and 8 medical directors and IESO participated. Partici-

pants were between 23 and 33 years of age with a mean of 26.76 ± 2.79 years with level of edu-

cation diploma, degree and master’s degree. The study participants had an average of 4.12±
2.31 years of working experiences and 7 of them were females (Table 1).

Number and type of themes identified

The findings consist of one overarching theme: “Midwives welcoming continuity of care despite
concerns about organisation and workload” “As a professional midwife I would be happy if I can
give all antenatal, labour and delivery and postnatal care for mothers using the continuum of
care model. But, the reality is if I am assigned at antenatal care clinic I would only provide ante-
natal care; the other unit of care will be covered by other professionals” (midwife code 1 Mehal
Meda Hospital). And two themes and five sub themes (Fig 1).

Theme A: “Fragmented organization of midwifery care” with its subthemes describes the

organization of midwifery care at each “home” hospital, how the midwives work in the mater-

nal and child health care units, and how they organize themselves at all different levels. The
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emergent subthemes indicate understanding of the model of maternal health care and organi-

zation of the midwives in the health facilities.

Theme B: “Perceived role of midwife-led continuity of care in the Health Care System” with

its subthemes describes the role and contribution of Midwives in the health care system. The

emergent subthemes identified were midwife-led continuity of care and quality of care, contri-

bution of Midwife-led continuity of care for the health of the mothers and midwife-led conti-

nuity of care and development of Midwifery profession.

A. Fragmented organization of midwifery care. This theme describes the organization

of midwifery care at all levels. The midwives described the model of care practiced in Ethiopia

as fragmented; the midwife-led model of care has not been used. Different health care provid-

ers are responsible for the care of the mother from pregnancy up to postnatal period. Most of

the time, midwives are not assigned to participate or be present at each unit of care because of

the shortage of midwives and policy problems. The midwives explained that in order for a

midwife-led model of care to be established and employed, it would first be necessary to estab-

lish a policy supported by an implementation manual. In addition, the existing working envi-

ronment and infrastructure would all have to be improved.

A.1. Understanding on model of maternal health care. The participants perceived that the

phrase “model of maternal health care” refers to any one of a number of systems of care for

Table 1. Sociodemographic characteristics of participants at primary hospitals, north Shoa, Amhara Region, Ethi-

opia, 2019 (n = 33).

Characteristics Number (percent)

Gender

Female 7 (21%)

Male 26 (79%)

Age (mean±SD) 26.76 ± 2.795

20–25 14 (42.42%)

26–30 16 (48.48%)

31–35 3 (9.1%)

Profession

Midwife 25 (75.76%)

Medical Doctor 4 (12.12%)

Integrated Emergency Surgical Officer (IESO) 4 (12.12%)

Years of experience in maternal health care (mean±SD) 4.12 ±2.315

< 3 years 7 (21.21%)

3–5 years 15 (45.46%)

� 5 years 11 (33.33%)

Level of education

Diploma Midwife 4 (12.12%)

Degree Midwife 21 (63.64%)

Medical Doctor 4 (12.12%)

Masters /specialization (IESO) 4 (12.12%)

Working unit for midwives

ANC 5 (20%)

Delivery 18 (72%)

PNC 1 (4%)

Family planning 1 (4%)

Working unit for Medical doctors and IESO

All maternal and child health unit 8 (100%)

https://doi.org/10.1371/journal.pone.0258248.t001
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pregnant mothers starting from their entry into antenatal care and continuing into postnatal

period. They were familiar with different systems and referred to them as: 1) The focused

Antenatal care model (ANC), 2) the client centred care model, and 3) the midwifery model

(where midwives cover the whole maternal health care service).

The participants showed conflicting views when they were asked about the continuity of

care model and what continuity of care means. Some participants said that continuity of care

means that midwives are available in all units of maternal health but that the mother might

meet different midwives. Others thought that continuity of care provider means that mother

meets the same midwife at first ANC visit and followed all the way through PNC.

The participants stressed the importance of considering the specific goals that must be met

to establish a midwife-led continuity of care model. Of these goals, development of higher-

level policy and guidelines that can support this model is the most important. They pointed

out that for the successful implementation and utilization of this model, supportive policy and

clear guidelines are needed.

The midwives paid special attention to how setting the midwife-to client ratio (workload)

would be determined. The number of midwives per health facilities should be optimum to

implement the Midwife-led model:

” When I was at ANC, I could meet all mothers. However, I cannot get them at delivery unless
they came when I was on duty. By any means, if she finds me at the delivery room, she insists and
asks me to attend her delivery. However, I cannot do it because the system does not allow me to do
it as a different Midwife assigned for this purpose” (midwife code 1 and 5, Mehal Meda Hospital).

A.2. Organization of midwives in the health facilities. The midwives explained how they

work in a 6-months or 3-months rotation between ANC, labour and delivery, postnatal care

Fig 1. Main theme, themes and subthemes identified in the analysis process.

https://doi.org/10.1371/journal.pone.0258248.g001
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and family planning and how this might hamper any effort to employ the midwife-led

approach.

”In our hospital, we midwives are assigned from ANC up to PNC and work in a rotation
(shift) in every six month period; we are not following the same mothers from ANC up to PNC
by the same individual, rather the mother rotates across the units” (midwife code 4 Alemke-
tema and code 6 Shoa Robit Hospital).

In other words, different midwives are involved at each stage as the mother passes from one

stage to the next. Due to shortage of midwives on duty, midwives are assigned in the labour

and delivery rooms only. In all types of existing care in Ethiopia, it is rare for the mother to be

in contact with the same midwife at every stage.

The midwives understood that if the Midwife-led system were to be tested or adopted they

would have to take on major responsibility for planning and organization the system. “For me,

model of maternal health care is considered when the mother received all ANC, delivery and
postnatal care in continuous manner in the same health facility by same professional.” (Inte-
grated emergency surgical officer Ataye Hospital).

B. Perceived role of midwife-led continuity of care in the health care system. This

theme describes the role of midwives in the health-care system. The midwives said that the

midwife-led care model could improve the quality of maternal health care; the midwife would

be more autonomous and practice at all levels and midwifery professional development as

well. Successful implementation of the model needs effective planning, communication with

concerned bodies, and collaboration and teamwork on the part of the professionals. Leaders

should have a clear implementation strategy, staff and organizational ownership, and profes-

sional autonomy for those working in the model. The implementation strategy of the model

should be tailored to the local context with the necessary human and financial resources.

B.1. Midwife-led continuity of care and quality of care. The midwives said that having mid-

wife-led continuity care might improve the quality of maternal and child health care in Ethio-

pia. Participants believe that the quality of maternal care could be improved if they are given

responsibility from start to finish. The philosophy of midwife-led care should be women cen-

tred and encourage normal birth through reducing unnecessary interventions. As a result,

midwife-mother bonding, maternal satisfaction, and the continuity of care will be improved.

This quotation illustrates this: “In continuity of care model, I will give equal emphasis for
each unit of care because I am responsible for each unit of care” (midwife code 2 Alemketema
Hospital).

However, the participants said that in the existing model of care, care is fragmented. The

system causes difficulties for the mother since she does not know who will be responsible for

her at any point in the entire process. This may lead her to express dissatisfaction with the

process.

”In shared model of care the mothers even did not know who provided the care, when we
asked them, they told us by his/ her colour (the one chocolate face, the black guy).” (Medical
doctor Shoa Robit Hospital).

The relationship created between the mother and the provider is limited and only unit

based not covering the whole process of care, which results in loss of information.

“As the mother moves does not meet the same health care provider in every service she
required during pregnancy, the quality of care supposed a mother needs getting compromised.
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There will be loss of information because the mother clinical profile might not be docu-
mented.” (Midwife code 5 Ataye Hospital).

The unit-based arrangement of midwives had also another problem.

“. . .The ANC service does not contribute for the improvement of institutional delivery. For
example, ANC coverage nationally is 65% but only 27% of them had history of institutional
delivery. Implies, little or no attention may be given for birth and post-natal care.” (Integrated
emergency surgical officer Alemketema hospital).

B.2. Contributions of Midwife-led care for the health of a mother. The participants

highlighted that the positive contributions of midwife-led care for the health of the mother

result from the equal emphasis given for each unit of care:

“If the service is organized in a continuity of care model, I will give equal emphasis for each
unit of care because I am responsible for each unit of care. In addition, with this model of care
I will have my own pregnant mothers in which I am supposed to follow up to PNC.As a result
of this the service uptake will be improved and unnecessary interventions will be reduced.”
(Midwife code 2 Alemketema Hospital).

The participants believed that the new model would also help the mother to become coop-

erative in aiding in care management, and that the birth process and outcome of delivery

would be improved.

“It will be great for the women to always have the same midwife in her pregnancy life and it
will be very good for her to know the midwife before having the baby. Because knowing the
midwife that looked after her during the childbirth process will help the women to feel safe
and trust on the providers (midwife code 2 Ataye hospital).

This was also well explained by the IESO and medical doctors. They pointed out that they

will be happy to have a model of care that improves the service and outcomes of care provided

by midwives. “Midwife-led continuity of care mode is good. In this type of model of care, the
labouring woman would be more relaxed and cooperative for her care. If the woman has no com-
plication beyond the midwives’ competency it is better not to have any intervention by other pro-
fessionals.” (Integrated emergency surgical officerShoa Robit Hospital).

When the mother meets the midwife on a regular basis, she becomes more at ease and feels

free to discuss issues with the provider and voluntarily do what the midwife tells her to do.

“I am working in ANC and repeated contact with mothers, the mothers used to call me by my
name and ask me for any information freely. We used to discuss as brotherly and sisterly and
consult me about their health. I believe this result in better maternal satisfaction.” (Midwife
code 1 Shoa Robit Hospital).

The participants pointed out that mothers were happy, relaxed and cooperative during labour.

”I was in the delivery ward and one client came to it and she got me and she was relaxed,

happy and smile when she knew that I was the one who was responsible for attending her
delivery. She was happy and relaxed because she knew me during her ANC visit, I provided

all four ANC care for her.” (Midwife code 1 Ataye Hospital).
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The same feeling was reported by the IESO and medical doctors. This provider pointed out

that even if it is a must to transfer the women to obstetricians or emergency surgical officers,

the women will come with clear indication which makes her care management easy.”When
transfer of the women to obstetrician or medical doctors was needed, the women from the mid-
wifery care were much easier to work with because the woman had learnt a lot about her preg-
nancy and birth from her continuity of care provider (midwife).”(Medical doctor Alemketema
Hospital). They attributed this to the advantages of continuity of care model in which the

model helps the woman to better understand the reason for her transfer.

B.3. Midwife-led continuity of care and development of midwifery profession. The partici-

pants believe that midwife-led care will help the midwife to work more autonomously and

independently. “I will be happy if we have a model of care that will allow us to work more auton-
omously, a model of care that allows midwives to work on all competencies” (midwife code 3
Ataye Hospital).

They believe that this model will lead to improvements in midwives’ professional contribu-

tion toward the entire birth process. This model of care helps to improve midwives’ confidence

and allows them to manage all maternal health care independently and responsibly. The other

points highlighted by the participants were that this kind of model of maternal health care

helps the midwife to feel more responsible for the health of the mother, do all things in the best

possible way, make care provision easy and successful, know everything about the mother and

improve the provider’s interest in providing care.

I would like to work with midwife-led continuity of care in the future as it is the ideal way I
would like to practice and the care I want to be able to provide, as it gives me more confidence
and autonomy in my work (midwife code 4 Alemketema Hospital).

To practice in this model of care, the participants pointed out the importance of short term

training to improve midwives’ skill and knowledge of this model, making sure that this model

can reduce the work burden of midwives be more effective. Besides, they expressed their con-

cern about the implementation of Midwife-led continuity of care as the number of midwives

may not be sufficient to keep the caseload at the appropriate level. They fear it may increase

workload for midwives, and midwives may become fatigued and suffer from burnout which

might affect team spirit.

Discussion

The findings of this qualitative study provide a contemporary view of health care providers

working in maternal and child health unit experiences of their practice and perception on the

midwife-led continuity of care model in North Shoa Zone, Amhara Regional State, Ethiopia.

The participants provided rich descriptions of their practice and view of the model of maternal

health care. The participant midwives welcome the chance to work with midwife-led continu-

ity of care, they expressed the view that the existed model (shared model of care) limits mid-

wives’ professional role and responsibilities. It causes information loss, fragmentation of care

and stress for mothers. Besides, they pointed out importance of continuity of care for the

health of the mother.

In this study, the participants welcomed the chance to work with the midwife-led continuity

of care model as it gives them professional autonomy, develops midwives’ self-confidence and

improves the midwifery profession. This finding is found to be similar with results from previ-

ous studies which explained midwife-led continuity of models where the midwife is the lead

professional and follows women starting from the initial booking appointment, up to and
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including the early days of parenting or postnatal period [3, 8, 25, 26]. Participant midwives

also mentioned that in midwife-led continuity of care the lead professional is the midwife in

the planning and organizing the care of the women. This is similar to results from other studies

in which the midwife is the pioneer in the provision of care for women with low risk [2, 3, 12,

27, 28]. In the previous studies and the present study continuity of care model is viewed as an

excellent model for midwives as it allows them to work across their scope of practice and the

model helps midwives to practise autonomously and by fully exploring their roles they will

experience greater job satisfaction [29].

This study noted that in non-midwife-led continuity of care model, the role and responsi-

bility of midwifery care is shared among different health care providers. Midwives do provide

a significant amount of care but they are not autonomous in their practice. There are limita-

tions on what they may do as has also been documented in prior studies were midwives

account only 10% of the global sexual reproductive maternal new-born and adolescent health

workforces [30, 31]. Similar findings were reported on the role of midwives as being dimin-

ished to the position of a doctor’ assistant without any possibility to make individual clinical

decisions and with very limited responsibility [2, 8]. These findings are quite different from

the International Confederation of Midwives’ stand that midwifery should be recognised as an

autonomous profession in its scope of practice [32] and the World Health Organization rec-

ommendation to have midwife-led continuity of care [33]. The possible explanation for this

challenge would be that the organizational model of care practiced in different countries has

not been developed with reference to the philosophy of continuity of care model.

In the present study, consistent with other studies [3, 4, 34], midwives identified some of

the disadvantages of the non-midwife continuity of care model; care becomes fragmented and

unit based, non-continuity of care provider and information which could cause loss of infor-

mation, because of the presence of new provider at each unit of care the mother feels stranger

for the health care system and causes discomfort for her, getting the new provider at birth

causes the mother to develop stress and affects the birth outcomes. On the other hand, the par-

ticipants highlighted organizational policy; guideline and appropriate number of midwives

should be there to work with midwife-led continuity of care model of care. In line with this,

the participants highlighted their fear that midwife-led continuity of care may increase the

workload of midwives, develops fatigue, burnout and affect team spirit. Similar to this study,

other international studies had also discussed issues associated with midwife-led care model

with midwives working on it and includes, burnout includes mixed day and night shifts [35,

36], working in isolation, high workload, long working hour and work life balance are among

the influencing factors [35, 37–40]. Conversely, a recent Australian study found that midwives

working in continuity of care models may benefit from midwife-led care model, with increased

professional satisfaction and lower burnout scores when compared to their non-midwife-led

care model colleagues [40].

The midwives participating in this study, pointed out that having midwife-led continuity of

care improves maternal outcome, reduces unnecessary intervention, increase maternity service

up-take and quality of maternal and child health care. A similar finding was reported in the

Cochrane review on continuity of care through pregnancy, labour and birth by teams of mid-

wives found that there were benefits for women who had continuity of midwifery care on posi-

tive birth experience [41, 42]. Women who received continuity of care by a known midwife

had reported feeling better prepared for, more in control during labour [41, 42] and more

pleased with their antenatal, intrapartum and postnatal care than women who received stan-

dard care [41]. For the health of the mother they highlighted that continiuty of care model will

improve mother to midwife bonding and create friendly and trustworthy relationship between

them. This was found to be similar with results from a study done previously as the central
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aspects of midwifery care are related with helping women experience labour and birth in ways

that can optimize her emotional well-being and promote a positive mother-infant interaction

[43]. The goal is to make the woman feel confident, feeling cared for as a unique human being,

and not considered as just another woman in the crowd are identified as important factors for

establishing a trusting relationship between midwives and pregnant mothers [44].

A novel finding of this study is the different understanding the participants expressed

regarding midwife-led continuity of care model in relation to continuity of care provider.

Some thought that to say there is midwife-led continuity of care, there has to be a formal

assignment of midwives in all-maternal and child health care unit. This group of midwives

gave much emphasis to the availability of midwives in the ANC, labour and delivery care and

postnatal care. Others feel that to say there is midwife-led continuity of care there has to be

assignment and availability of the same midwife from ANC up to PNC and the mother should

be able to get the same provider in all her visits. For this group of midwives, the most impor-

tant component of continuity of care was the presence of the same provider (midwife) in all

MCH units. The later concept of midwives is in line with the other studies’ definition of the

concept of midwife-led continuity of care. It is the presence of continuity of care giver, which

refers to the presence of the same caregivers (midwife), that plans and provides most of the

maternity care throughout pregnancy, labour, birth, and the postnatal period [2–4, 12].

Strengths and limitations of the study

One limitation of the study is that no generalizations to larger populations can be made. A

strength of the study was that all the interviews and focus group discussions were carried out in

the participants’ mother tongue-. The fact that the interviewers and the focus group discussants

shared almost the same cultural and linguistic background eased the flow of the interviews and

discussion and helped the participants to feel comfortable in sharing their experiences openly.

The depth of our rich description of the results of the study from the experiences of the partici-

pants should enable readers to appraise the transferability of findings to varied model of mater-

nal health care. One additional strength is that it was possible for the the research team to reach

consensus about each theme and subtheme. Verbatim quotations perhaps will help readers to

consider if they might share some of the opinions of the participants in our study.

Conclusion and recommendation

This study is the first to describe the experience and perceptions of Midwives, IESO and medi-

cal doctors about the possible use of a different model of maternal and child health care than

the traditional one that has been used in Ethiopia. The participants expressed their positive

perceptions of the possibility of working with the Midwife-led continuity model of care and

they believe that employing this model could have positive effects on the quality of maternal

health care and would allow midwives to employ the full scope of their professional training

and experience. They felt that well-established policy and guidelines would be needed and that

it would be necessary to increase pay level for midwives commensurate with the increase in

responsibility. They agreed that without an increase in staff numbers, the midwives’ workload

would increase. Further implementation research is needed to evaluate the effects for women,

families and health care providers of implementing the midwifery-led continuity model of

care in the Ethiopian context.

Supporting information

S1 Text. Focus group discussion and in-depth interview guide for health care providers.

(DOCX)

PLOS ONE Health care providers’ perceptions and experiences related to Midwife-led continuity of care

PLOS ONE | https://doi.org/10.1371/journal.pone.0258248 October 14, 2021 12 / 15

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0258248.s001
https://doi.org/10.1371/journal.pone.0258248


S2 Text. Focus group discussion and in-depth interview participant’s characteristics.

(DOCX)

Acknowledgments

We would like to thank the Midwives and other health care providers who participated in this

study, as well as the participating health facilities for providing us place and access to the study

participants.

Author Contributions

Conceptualization: Solomon Hailemeskel, Kassahun Alemu, Kyllike Christensson, Esubalew

Tesfahun, Helena Lindgren.

Data curation: Solomon Hailemeskel.

Formal analysis: Solomon Hailemeskel, Helena Lindgren.

Investigation: Solomon Hailemeskel.

Methodology: Solomon Hailemeskel, Kassahun Alemu, Kyllike Christensson, Esubalew Tesfa-

hun, Helena Lindgren.

Project administration: Solomon Hailemeskel.

Resources: Solomon Hailemeskel, Esubalew Tesfahun, Helena Lindgren.

Software: Solomon Hailemeskel.

Supervision: Solomon Hailemeskel, Kassahun Alemu, Kyllike Christensson, Esubalew Tesfa-

hun, Helena Lindgren.

Validation: Solomon Hailemeskel, Kassahun Alemu, Kyllike Christensson, Esubalew Tesfa-

hun, Helena Lindgren.

Visualization: Kassahun Alemu, Kyllike Christensson, Esubalew Tesfahun, Helena Lindgren.

Writing – original draft: Solomon Hailemeskel.

Writing – review & editing: Solomon Hailemeskel, Kassahun Alemu, Kyllike Christensson,

Esubalew Tesfahun, Helena Lindgren.

References

1. ten Hoope-Bender P, de Bernis L, Campbell J, Downe S, Fauveau V, Fogstad H, et al: Improvement of

maternal and newborn health through midwifery. The Lancet 2014, 384(9949):1226–1235. https://doi.

org/10.1016/S0140-6736(14)60930-2 PMID: 24965818

2. Sandall J, Soltani H, Gates S, Shennan A, Devane D: Midwife-led continuity models versus other mod-

els of care for childbearing women. Cochrane database of systematic reviews 2016(4). https://doi.org/

10.1002/14651858.CD004667.pub5 PMID: 27121907

3. Sandall J, Soltani H, Gates S, Shennan A, Devane D: Midwife-led continuity models versus other mod-

els of care for childbearing women. The Cochrane database of systematic reviews 2013(8):Cd004667.

https://doi.org/10.1002/14651858.CD004667.pub3 PMID: 23963739

4. Reid RJ, Haggerty J, McKendry R: Defusing the confusion: concepts and measures of continuity of

healthcare: Prepared for the Canadian Health Services Research Foundation, the Canadian; 2002.

5. Prelec A, Verdenik I, Poat A: A comparison of frequency of medical interventions and birth outcomes

between the midwife led unit and the obstetric unit in low-risk primiparous women. Obzornik zdravst-

vene nege 2014, 48(3).

PLOS ONE Health care providers’ perceptions and experiences related to Midwife-led continuity of care

PLOS ONE | https://doi.org/10.1371/journal.pone.0258248 October 14, 2021 13 / 15

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0258248.s002
https://doi.org/10.1016/S0140-6736%2814%2960930-2
https://doi.org/10.1016/S0140-6736%2814%2960930-2
http://www.ncbi.nlm.nih.gov/pubmed/24965818
https://doi.org/10.1002/14651858.CD004667.pub5
https://doi.org/10.1002/14651858.CD004667.pub5
http://www.ncbi.nlm.nih.gov/pubmed/27121907
https://doi.org/10.1002/14651858.CD004667.pub3
http://www.ncbi.nlm.nih.gov/pubmed/23963739
https://doi.org/10.1371/journal.pone.0258248


6. Iida M, Horiuchi S, Nagamori K: A comparison of midwife-led care versus obstetrician-led care for low-

risk women in Japan. Women and Birth 2014, 27(3):202–207. https://doi.org/10.1016/j.wombi.2014.05.

001 PMID: 24906495

7. Toohill J, Turkstra E, Gamble J, Scuffham PA: A non-randomised trial investigating the cost-effective-

ness of Midwifery Group Practice compared with standard maternity care arrangements in one Austra-

lian hospital. Midwifery 2012, 28(6):e874–e879. https://doi.org/10.1016/j.midw.2011.10.012 PMID:

22172743

8. Sandall J: The contribution of continuity of midwifery care to high quality maternity care. London: The

Royal College of Midwives 2014.

9. Ethiopian Midwives Association (EMA): THE STATE OF THE ETHIOPIA’S MIDWIFERY: BASED ON

ETHIOPIAN MIDWIVES ASSOCIATION DATABASE. In.; 2012.

10. Zeitlin J, Mohangoo AD, Delnord M, Cuttini M: The second European Perinatal Health Report: docu-

menting changes over 6 years in the health of mothers and babies in Europe. J Epidemiol Community

Health 2013, 67(12):983–985. https://doi.org/10.1136/jech-2013-203291 PMID: 24052513

11. Maillefer F, de Labrusse C, Cardia-Voneche L, Hohlfeld P, Stoll B: Women and healthcare providers’

perceptions of a midwife-led unit in a Swiss university hospital: a qualitative study. BMC Pregnancy

Childbirth 2015, 15:56.

12. Moghasemi S, Vedadhir A, Simbar M: Models for Providing Midwifery Care and its Challenges in the

Context of Iran. Journal of Holistic Nursing And Midwifery 2018 Jan 15, 28(1):64–74.

13. Williams K, Lago L, Lainchbury A, Eagar KJM: Mothers’ views of caseload midwifery and the value of

continuity of care at an Australian regional hospital. 2010, 26(6):615–621.

14. Health Mo: HSDP IV Anual Performance Report. FMOH. In.; 2015.

15. Santesso N: A summary of a Cochrane review: Midwife-led care forchildbearing women. European jour-

nal of integrative medicine 2016 Feb 1, 8(1):19. https://doi.org/10.1016/j.eujim.2015.12.013 PMID:

27047577

16. Bevan MT: A method of phenomenological interviewing. Qual Health Res 2014, 24(1):136–144. https://

doi.org/10.1177/1049732313519710 PMID: 24413767

17. Matua GA, Van Der Wal DM: Differentiating between descriptive and interpretive phenomenological

research approaches Nurse Res 2015, 22(6):22–27. https://doi.org/10.7748/nr.22.6.22.e1344 PMID:

26168810

18. Department NSZH: North Shoa Zonal Heath Department reprot. In.; 2018.

19. Creswell JW: In: Creswell JD, editor. Research design: qualitative, quantitative, and mixed methods

approaches. 5th ed. Thousand Oaks: SAGE Publications, Inc.; 2018.

20. Sandelowski M. S: Sample size in qualitative research. Res Nurs Health 1995, 18(2):179–183. https://

doi.org/10.1002/nur.4770180211 PMID: 7899572

21. Cleary M, Horsfall J, Hayter M: Data collection and sampling in qualitative research: does size matter?.

J Adv Nurs 2014, 70(3):473–475. https://doi.org/10.1111/jan.12163 PMID: 24450874

22. Cypress B: Qualitative research methods: a phenomenological focus. Dimens Crit Care Nurs 2018, 37

(6):302–309. https://doi.org/10.1097/DCC.0000000000000322 PMID: 30273215

23. Giorgi A: The descriptive phenomenological method in psychology: a modified Husserlian approach.

Pittsburgh: Duquesne University Press 2009.

24. Braun V, Clarke V: Using thematic analysis in psychology. Qualitative Research in Psychology. https://

doi.org/10.1191/1478088706qp063oa 2006, 3(2):77–101. PMID: 32100154

25. Rowland T, McLeod D, Froese-Burns N: Comparative study of maternity systems. Malatest Interna-

tional consultant and advisory services 2012.

26. International confederation of Midwives: Position Statement. Midwifery Led Care, the First Choice for

All Women. 2017.

27. Waldenstrom U: Continuity of carer and satisfaction. Midwifery 1998 Dec 1, 14(4):207–213. https://doi.

org/10.1016/s0266-6138(98)90092-4 PMID: 10076315

28. Royal College of Obstetricians and Gynaecologists: The National Sentinel Caesarean Section Audit

Report. London: RCOG Clinical Effectiveness Support Unit. 2001.

29. Dawson K, McLachlan H, Newton M, Forster D: Implementing caseload midwifery: Exploring the views

of maternity managers in Australia—A national cross-sectional survey. Women and Birth 2016 Jun 1,

29 (3):214–222. https://doi.org/10.1016/j.wombi.2015.10.010 PMID: 26603016

30. Jud Mohammed Mohammed, Ebrahim Mohammed Yesuf, Reddy Surender: INSTITUTIONAL DELIV-

ERY SERVICE UTILIZATION AND ASSOCIATED FACTORS AMONG MOTHERS IN AFAMBO DIS-

TRICT, AFAR, ETHIOPIA—2016. COMMUNITYBASED CROSS SECTIONAL STUDY. Medico

Research Chronicles 2017.

PLOS ONE Health care providers’ perceptions and experiences related to Midwife-led continuity of care

PLOS ONE | https://doi.org/10.1371/journal.pone.0258248 October 14, 2021 14 / 15

https://doi.org/10.1016/j.wombi.2014.05.001
https://doi.org/10.1016/j.wombi.2014.05.001
http://www.ncbi.nlm.nih.gov/pubmed/24906495
https://doi.org/10.1016/j.midw.2011.10.012
http://www.ncbi.nlm.nih.gov/pubmed/22172743
https://doi.org/10.1136/jech-2013-203291
http://www.ncbi.nlm.nih.gov/pubmed/24052513
https://doi.org/10.1016/j.eujim.2015.12.013
http://www.ncbi.nlm.nih.gov/pubmed/27047577
https://doi.org/10.1177/1049732313519710
https://doi.org/10.1177/1049732313519710
http://www.ncbi.nlm.nih.gov/pubmed/24413767
https://doi.org/10.7748/nr.22.6.22.e1344
http://www.ncbi.nlm.nih.gov/pubmed/26168810
https://doi.org/10.1002/nur.4770180211
https://doi.org/10.1002/nur.4770180211
http://www.ncbi.nlm.nih.gov/pubmed/7899572
https://doi.org/10.1111/jan.12163
http://www.ncbi.nlm.nih.gov/pubmed/24450874
https://doi.org/10.1097/DCC.0000000000000322
http://www.ncbi.nlm.nih.gov/pubmed/30273215
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
http://www.ncbi.nlm.nih.gov/pubmed/32100154
https://doi.org/10.1016/s0266-6138%2898%2990092-4
https://doi.org/10.1016/s0266-6138%2898%2990092-4
http://www.ncbi.nlm.nih.gov/pubmed/10076315
https://doi.org/10.1016/j.wombi.2015.10.010
http://www.ncbi.nlm.nih.gov/pubmed/26603016
https://doi.org/10.1371/journal.pone.0258248


31. Muna A, Mohamed A, Zalha A, Sarah BZ, Luc B, Mathieu B, et al: the state of world midwifery report.

In.: UNFPA, ICM, WHO; 2021.

32. International confederation of Midwives: Position Statement. Midwifery: An Autonomous Profession.

2017.

33. World Health Organization: WHO recommendations on antenatal care for a positive pregnancy experi-

ence Luxemburg. 2016.

34. Forster DA, McLachlan HL, Davey MA, Biro MA, Farrell T, Gold L, et al: Continuity of care by a primary

midwife (caseload midwifery) increases women’s satisfaction with antenatal, intrapartum and postpar-

tum care: results from the COSMOS randomised controlled trial. BMC Pregnancy and Childbirth 2016

Dec 16(1):28. https://doi.org/10.1186/s12884-016-0798-y PMID: 26841782

35. Stevens T, McCourt C: One-to-one midwifery practice part 3: meaning for midwives. British Journal of

Midwifery 2002 Feb, 10(2):111–115.

36. Wakelin K, Skinner J: Staying or leaving: A telephone survey of midwives, exploring the sustainability of

practice as Lead Maternity Carers in one urban region of New Zealand. New Zealand College of Mid-

wives Journal 2007 Oct 1, 37(10–4).

37. Sandall J, Davies J, Warwick C: Evaluation of the Albany midwifery practice. London: Florence Nightin-

gale School of Nursing and Midwifery, Kings College 2001.

38. Tracy S, Hartz D: Quality review of the Ryde midwifery caseload practice—a primary level maternity

service at Ryde Hospital. September 2004 to October 2005. Sydney: Northern Sydney and Central

Coast Health. 2006.

39. Collins CT, Fereday J, Pincombe J, Oster C, Turnbull D: An evaluation of the satisfaction of midwives’

working in midwifery group practice. Midwifery 2010 Aug 1, 26(4):435–441. https://doi.org/10.1016/j.

midw.2008.09.004 PMID: 19781827

40. Newton MS, McLachlan HL, Willis KF, DA. F: Comparing satisfaction and burnout between caseload

and standard care midwives: findings from two cross-sectional surveys conducted in Victoria, Australia.

BMC Pregnancy Childbirth 2014 Dec, 14(1):426. https://doi.org/10.1186/s12884-014-0426-7 PMID:

25539601

41. Hodnett ED: Continuity of care givers for care during pregnancy and childbirth (Cochrane Review). The

Cochrane Library 2001 (3).

42. Homer CS, Davis GK, Cooke M, Barclay LM: Women’s experiences of continuity of midwifery care in a

randomised controlled trial in Australia. Midwifery 2002 Jun 1, 18 (2): 102–112. https://doi.org/10.1054/

midw.2002.0298 PMID: 12139908

43. Rowe-Murray HJ, JR. F: Operative intervention in delivery is associated with compromised early

mother-infant interaction. British journal of obstetrics and gynaecology 2001, 108:1068–1075. https://

doi.org/10.1111/j.1471-0528.2001.00242.x PMID: 11702839

44. Lundgren I, Dahlberg K: Midwives’ experience of the encounter with women and their pain during child-

birth. Midwifery 2002, 18:155–164. https://doi.org/10.1054/midw.2002.0302 PMID: 12139913

PLOS ONE Health care providers’ perceptions and experiences related to Midwife-led continuity of care

PLOS ONE | https://doi.org/10.1371/journal.pone.0258248 October 14, 2021 15 / 15

https://doi.org/10.1186/s12884-016-0798-y
http://www.ncbi.nlm.nih.gov/pubmed/26841782
https://doi.org/10.1016/j.midw.2008.09.004
https://doi.org/10.1016/j.midw.2008.09.004
http://www.ncbi.nlm.nih.gov/pubmed/19781827
https://doi.org/10.1186/s12884-014-0426-7
http://www.ncbi.nlm.nih.gov/pubmed/25539601
https://doi.org/10.1054/midw.2002.0298
https://doi.org/10.1054/midw.2002.0298
http://www.ncbi.nlm.nih.gov/pubmed/12139908
https://doi.org/10.1111/j.1471-0528.2001.00242.x
https://doi.org/10.1111/j.1471-0528.2001.00242.x
http://www.ncbi.nlm.nih.gov/pubmed/11702839
https://doi.org/10.1054/midw.2002.0302
http://www.ncbi.nlm.nih.gov/pubmed/12139913
https://doi.org/10.1371/journal.pone.0258248

