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Abstract
Background—Changing Childbirth (1993),
a report on the future of maternity
services in the United Kingdom, endorsed
the development of a primarily commu-
nity based midwifery led service for
normal pregnancy, with priority given to
the provision of “woman centred care”.
This has led to the development of local
schemes emphasising continuity of mid-
wifery care and increased choice and con-
trol for women.
Aims—To compare two models of mid-
wifery group practices (shared caseload
and personal caseload) in terms of: (a) the
extent to which women see the same mid-
wife antenatally and know the delivery
midwife, and (b) women’s preferences for
continuity and satisfaction with their
care.
Methods—A review of maternity case
notes and survey of a cohort of women at
36 weeks of gestation and 2 weeks postpar-
tum who attended the two midwifery
group practices. Questionnaires were
completed by 247 women antenatally (72%
response) and 222 (68%) postnatally. Out-
come measures were the level of continu-
ity experienced during antenatal,
intrapartum, and postnatal care, women’s
preferences for continuity of carer, and
ratings of satisfaction with care.
Results—The higher level of antenatal
continuity of carer with personal caseload
midwifery was associated with a lower
percentage having previously met their
main delivery midwife (60% v 74%).
Women’s preferences for antenatal conti-
nuity were significantly associated with
their experiences. Postnatal rating of
knowing the delivery midwife as “very
important indeed” was associated with
both previous antenatal ratings of its
importance, and women’s actual experi-
ences. Personal continuity of carer was
not a clear predictor of women’s satisfac-
tion with care. Of greater importance
were women’s expectations, their relations
with midwives, communication, and in-
volvement in decision making.
Conclusions—Midwifery led schemes
based on both shared and personal
caseloads are acceptable to women. More
important determinants of quality and
women’s satisfaction are the ethos of care
emphasising friendliness and support, the

consistency of care, good communication,
and participation in decisions.
(Quality in Health Care 1998;7:77–82)
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Introduction
Maternity care in the United Kingdom has
traditionally been based on a medically ori-
ented model, with responsibility for care shared
by community and hospital based midwives,
general practitioners, and obstetricians. This
has led to a fragmentation of services and what
is often viewed as an impersonal “conveyor
belt” style of care.1 To consider these issues the
government set up an Expert Maternity Group
“to review policy on NHS (National Health
Service) maternity care, particularly during
childbirth, and make recommendations.”Their
report, Changing Childbirth (1993)2 formed a
manifesto for change in maternity services in
the United Kingdom towards a primarily com-
munity based midwifery led service for normal
pregnancy, with priority given to the provision
of woman centred care. Three requirements in
achieving a woman centred service were
identified as continuity of carer, and the provi-
sion of increased choice and control over their
care by women and their partners. The report
was not prescriptive as to the pattern of service
use that should be adopted, recognising that
this would vary according to local circum-
stances. However 10 indicators of success to be
achieved within five years were identified,
including that every woman should know one
midwife who ensures continuity of her care
(the named midwife) and that at least 75% of
women should know the person who cares for
them during their delivery.
The emphasis given by Changing Childbirth

to continuity of care thus goes beyond tech-
nical continuity of the provision of care in a
consistent way and emphasises personal
continuity of care by known people. The
importance attached to personal continuity in
midwifery care, as in other areas of service
provision, is based on a belief in the im-
portance of human relations and their influ-
ence on the process and outcomes of care. At
a psychosocial level the support and reassur-
ance provided by familiar midwives during
pregnancy, delivery, and postnatally have been
linked with increased satisfaction for women,
and feelings of control and involvement in
decisions about their care.3 The provision of
social support during pregnancy has also been
shown to be associated with improved physical
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and psychosocial outcomes for both mother
and baby.4 5 Furthermore, by reducing the
number of professionals involved, failures in
communication and the likelihood of diVerent
prognoses and contradictory advice should be
reduced.1 2

Since the publication of Changing Childbirth
there has been a development in the United
Kingdom of new forms of community based
maternity services which provide all aspects of
midwifery care (antenatal, intrapartum, and
postnatal) to a defined caseload of women.6

However, these vary in their organisation and
the type of personal continuity provided. One
model identified in the scientific literature is
“individual” caseload midwifery. This provides
complete continuity by a named carer, and
describes a situation in which the samemidwife
looks after a woman for all episodes in her
maternity care and is on call 24 hours a day,
seven days a week. A variant of this is a
midwifery “partnership” where the caseload is
shared between two midwives and most of the
care is therefore provided by the named
midwife and the rest by her partner, or
occasionally by a larger group practice of mid-
wives to which the partnership is aYliated.
However, increasingly midwifery care is based
on a group practice who share on call between
the team. This may be organised on a
“personal” caseload basis, with most of the

antenatal care provided by a named midwife,
and delivery and postnatal care undertaken by
any member of the team, or as “shared”
caseloads with care given by any member of the
team through all phases of maternity care. As
the recent report First Class Delivery: Improving
Maternity Services in England1 notes, although it
is clear that personal continuity of care is
important it is not clear which is the best way of
providing this. Several evaluations of midwifery
led care have been undertaken,2 7–11 but there
has been little comparison of group practice
midwifery oVering diVerent models of continu-
ity for women’s preferences and satisfaction.
We investigated the eVects of midwifery

group practices organised as shared and
personal caseloads in terms of: (a) the extent to
which women see the same midwife antenatally
and know the delivery midwife, and (b)
women’s preferences for antenatal continuity,
knowing the delivery midwife, and satisfaction
with their care.
Both midwifery group practices in our inves-

tigation were set up in December 1994 as pilot
sites by a hospital trust in response to Changing
Childbirth. They were close, in an inner London
area, although the catchment for one group
practice was predominantly council flats
whereas the other was owner occupied terraced
housing. Each group practice comprised a
team of six midwives who were employed by
the hospital trust. They worked in primary and
secondary care to provide continuity of care
over the antenatal, intrapartum, and postnatal
period for a defined caseload of 200 women.
Guidelines for referral to obstetricians in
secondary care had been developed by all
healthcare professionals. The only diVerence
between the group practices was that one was
organised entirely on a shared caseload model,
whereas the other operated a personal caseload
model in the provision of antenatal care with
each woman being assigned a named midwife
(box 1). However the personal caseload group
practice emphasised that there was no guaran-
tee of having their named midwife for the
delivery, whereas it was expected that most
women in the shared caseload group practices
would know the delivery midwife.

Shared caseload group practice Personal caseload group practice

Size Team of six midwives

On call Midwives work an on call rota to enable cover to be provided 24 hours a day. Women are able to
contact the midwives through a pager system

Referrals Referrals received from over 20 GPs who
refer only some women to midwifery group
practice care (mainly based on geographical
area of residence) with some self referral

Referrals from three GP practices who refer all
their women to midwifery group practice care

Antenatal care DiVerent midwives see women at weekly
antenatal clinic held in health centre

Each woman assigned a named midwife who
provides most of her antenatal care. Antenatal
care held on three sites, one pair of midwives
assigned to each location

Care during delivery Women encouraged to attend “meet your midwife” sessions to increase their chance of knowing
their delivery midwife

Postnal care Intrapartum care provided by whichever member of the team is on call
Delivery midwives encouraged to visit women postnatally

Box 1 Organisation of care in midwifery group practice study sites.

Table 1 Characteristics of respondents

Shared caseload group
practice (n=148) n (%)

Personal caseload group
practice (n=111) n (%)

Ethnic group:
White 105 (71) 47 (44)
Black Caribbean 9 (6) 6 (6)
Black African 18 (12) 40 (37)
Bangladeshi 1 (1) 10 (8)
Other 15 (10) 8 (7)

Social class:
I and II Professional and intermediate 61 (41) 14 (13)
III Skilled non-manual 30 (20) 29 (26)
III Skilled manual 13 (9) 12 (11)
IV and V Semiskilled and unskilled 12 (8) 26 (23)
Student 4 (3) 4 (4)
Unemployed or no answer 28 (19) 26 (23)

Obstetric history:
Previous child 69 (48) 51 (43)

Based on women who returned one or more questionnaires.
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Methods
DATA COLLECTION

Women’s preferences and satisfaction were
assessed through a survey of all women under
the care of the two group practices who were
due to deliver between November 15 1995 and
September 15 1996. Two postal questionnaires
were administered, one at 36 weeks of
pregnancy (to 340 women) and one three
weeks postnatally (to 327 women). Fewer
questionnaires were sent out postnatally be-
cause 13 women had moved from the area and
did not deliver with the group practice
midwives. Reminder letters were sent to all
women who did not return their questionnaires
within two weeks, with a further reminder four
weeks after the original mailing. Both initial
and reminder letters were sent to Bengali
women in their own language, and suggested
that if they had problems understanding the
questionnaire a family member or friend might
be able to help them.
The questionnaire used standard questions

to examine women’s views.12 Likert scales were
used to assess satisfaction with care (0=no
good at all, 5=excellent), and ratings of the
importance of diVerent aspects of care (0=not
at all important, 5=very important indeed).
Open questions were used to identify what
women thought were best and worst about
their overall care. Answers to these open ques-
tions were classified into the main response
categories identified from the data.

Data were abstracted from women’s
maternity case notes which were held by
women during their care and returned to the
group practice midwives at the final postnatal
check. The case notes provided obstetric data
and also validated women’s own accounts of
their experience of antenatal continuity. The
total number of signatures by each professional
group (midwives, general practitioners, and
obstetricians) was recorded and antenatal con-
tinuity measured by counting the number of
checks each woman received from the same
midwife.

STATISTICAL METHODS

Univariate comparisons were made between
the two models of care for continuity, and
women’s preferences and experiences for
continuity. Categorical variables were analysed
with the ÷2 test and continuous variables with a
non-normal distribution by theMann-Whitney
U test. Logistic regression analysis was used to
investigate the influence of social class, ethnic-
ity, previous experience of maternity care
(whether a first child), and practice variables,
on: (a) preferences for antenatal continuity
(comparing women who preferred to see the
same midwife at each antenatal check with
those who did not mind which midwife they
saw or would prefer to see a diVerent midwife
at each check), (b) preferences for intrapartum
care (comparing women who rated knowing
the delivery midwife as score 5, very important

Antenatal questionnaire Postnatal questionnaire

Experience of continuity of care Experience of continuity of care
When you have antenatal checks with midwives, do you usually see the
same midwife at each of your checks?

If the main person to look after you was a group practice midwife, had you met her
before?

Yes, at most check ups Yes No
Yes, at some check ups If no, was a group practice midwife who you had met before present for any part of

the labour or delivery?No, not really
Yes No

The midwifery group practice has six midwives, How may of the group
practice midwives have you met?

Did the midwife who cared for you during your labour and delivery visit you either
on the ward or at home?

On the ward At home
Preference for continuity
Would you prefer to see the same midwife at each check up or
diVerent group practice midwives each time?

Yes
No

I would prefer to see the same midwife at each check up
I don’t mind which midwife from the group practice I see at checks Preferences for continuity
I would rather see a diVerent midwife at each check up to get to
know the group practice midwives better

How important are the following aspects of maternity care?

Not at all
important

Very important
indeed

Do you want to be looked after during labour by a midwife that you
have already met?

Seeing the same
midwife at each
antenatal check

0 1 2 3 4 5

Yes, I want this very much Knowing the midwife
who looks after you
in labour/delivery

0 1 2 3 4 5

Yes, I would quite like this

I don’t mind

No, I would prefer not to have this

Seeing the delivery
midwife at postnatal
visits

0 1 2 3 4 5

Satisfaction with care
How important is knowing the midwife who looks after you in labour
or delivery?

How good was your care during labour and delivery?

Not at all
important

Very important
indeed

Not at all
important

Very important
indeed

0 1 2 3 4 5 0 1 2 3 4 5

Satisfaction with care What have been the best things about your overall care (antenatal care, care during
labour/delivery and postnatal care)? Please describe.How good do you think your antenatal care has been so far?

Not good at all Really excellent
0 1 2 3 4 5

Box 2 Extracts from antenatal and postnatal questions.
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indeed, with those who rated this as score 4 or
lower), and (c) satisfaction with antenatal and
intrapartum care (comparing women who
rated their care as score 5 excellent with those
who rated it as score 4 or lower).

Results
SAMPLES

Antenatal questionnaires were returned by
247/340 (73%) women; 139/176 (79%)
women attending the shared caseload group
practice, and 108/164 (66%) women attending
the personal caseload group practice. Postnatal
questionnaires were returned by 222/327
(68%) women; 127/172 (74%) shared caseload
midwifery; and 95/155 (61%) personal
caseload midwifery.
Data were abstracted from case notes for

77% (262/340) of the initial sample (76%
shared caseload midwifery and 79% personal
caseload midwifery). The main reasons for
exclusion were that women had retained their
notes postnatally, or they were misfiled or
missing from the hospital files.
The case note records indicated that women

from ethnic minorities were overrepresented
among non-responders to the postal question-
naire, and comprised 70% (65/93) non-
responders to both questionnaires compared
with 45% (211/469) of the total group. The
higher non-response for the personal caseload
midwifery practice was also largely accounted
for by the greater prevalence of ethnic minori-
ties attending this group practice.

CHARACTERISTICS OF RESPONDENTS

The two midwifery group practices served
areas that diVered in their socioeconomic and
ethnic mix. This was reflected in the character-
istics of attenders; higher proportions of
respondents attending the shared caseload
midwifery practice had a non-manual occupa-
tional classification (based on their own
occupation or if this was missing, their
partner’s occupation) and classified themselves
as white (table 1). The main groups of ethnic
minorities were black African, black Carib-
bean, and Bangladeshi, with the last two
groups being more prevalent among women
attending the personal caseload midwifery
practice.

The case notes indicated that the proportion
of women with no previous child was very
similar in the two group practices; 52%
(70/134) for the shared caseload and 57% (74/
130) for the personal caseload. Altogether 83%
(217/262) of women were identified clinically
as low risk at booking, and according to the
locally agreed guidelines did not require refer-
ral to an obstetrician due to any aspect of their
booking history. The proportion was 84%
(112/134) for the shared caseload group prac-
tice and 81% (105/130) for the personal
caseload group practice.

LEVEL OF CONTINUITY

Data from the case notes indicated that 65%
(170/262) of women had antenatal checks with
both midwives and their general practitioner
and 35% (92/262) had antenatal checks with
midwives only. As well as these checks 40%
(105/262) were referred for obstetric opinion.
Women who received antenatal care solely
from midwives had a mean of 6.5 checks with
midwives. Women who had input from a
general practitioner had a similar mean of 6.4
checks with the midwives and a further mean of
2.4 checks with their general practitioner.
Signatures in women’s case notes indicated

that the women in the shared caseload group
practice had significantly fewer antenatal
checks with the same midwife than the women
in the personal caseload group practice (mean
2.5 v 3.8, p<0.001, Mann-Whitney U test).
Altogether 40% (53/132) of women attending
the shared caseload practice and 80% (104/
130) attending the personal caseload practice
received three or more antenatal checks with
the same midwife, and 11% (14/132) and 57%
(74/130) respectively received four or more
checks with the same midwife. The antenatal
questionnaire (box 2) confirmed findings of the
analysis of women’s case notes; the women
from the shared caseload group practice were
more likely to see a diVerent midwife at each
antenatal check and to have met more
midwives in the team. As a result, 74%
(93/126) of the women from the shared
caseload group practice recorded in the
postnatal questionnaire that they had previ-
ously met their main delivery midwife com-
pared with 60% (55/91) attending the personal
caseload group practice (table 2).
The postnatal questionnaire identified no

significant diVerences between group practices
in the experience of postnatal continuity. Alto-
gether 76% (95/126) of the women in the
shared caseload group practice and 84%
(76/91) of these in the personal caseload group
practice recorded that they were visited postna-
tally by the midwife who had looked after them
during their labour and delivery.

WOMEN’S PREFERENCES FOR CONTINUITY

Women’s responses to the antenatal question-
naire (box 2) indicated that only 25% (35/139)
of the women from the shared caseload group
practice preferred personal continuity of carer
in the antenatal period, and 75% (104/139) did
not mind which midwife they saw, or preferred
to see a diVerent midwife at each antenatal

Table 2 Women’s experiences of continuity of carer (data from the questionnaires)

Women (n (%))

Significance
level

Shared caseload
group practice

Personal caseload
group practice

Antenatal care:
Usually saw the same midwife at each
antenatal check 47 (35) 83 (80) <0.001*

Had met >4 midwives in the team 85 (62) 35 (32) <0.001†

Intrapartum care:
Had met their main delivery midwife 93 (74) 55 (60)
Had met a midwife present during delivery 19 (15) 13 (14)
Had no midwife present they had met 14 (11) 23 (25) 0.022*‡

Postnatal care:
Were visited postnatally by their delivery
midwife 95 (76) 76 (84) 0.257*

*÷2 test.
†Mann–Whitney U test.
‡Based on 2×3 table.
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check. By contrast, 52% (56/108) of the
women from the personal caseload group prac-
tice preferred personal continuity of antenatal
care and 48% (52/108) did not mind which
midwife they saw. Regression analysis indicated
that a preference for personal continuity of
carer was associated with women’s actual
experience of antenatal continuity (seeing the
same midwife for three checks was associated
with a preference for personal continuity
(p=0.056)) and with the group practice
attended (personal caseload group practice was
significantly associated with preference for per-
sonal continuity of antenatal care, p=0.003).
Neither sociodemographic variables nor preg-
nancy history (whether first child) showed any
significant associations with a preference for
antenatal continuity.
Women’s views about continuity in relation

to labour or delivery showed that when
questioned antenatally most women in both
group practices wanted to know their delivery
midwife, and 47% (116/247) rated this as very
important indeed. However despite a strong
desire to be delivered by a midwife they had
met before, only 31% of women attended the
“meet your midwife” sessions organised for
that purpose.
Ratings of antenatal intrapartum continuity

as very important were similar in the postnatal
questionnaire (table 3). Nevertheless compari-
son with the antenatal questionnaire showed

some change in women’s responses; only two
thirds of women who rated knowing the deliv-
ery midwife as very important indeed in the
antenatal questionnaire gave the same response
postnatally. Regression analysis indicated that
women’s postnatal rating of knowing the deliv-
ery midwife as very important indeed was
associated both with antenatal ratings of its
importance and their actual experience of
antenatal-intrapartum continuity (table 4).
Women’s postnatal ratings of diVerent as-

pects of midwifery care indicated that being
given advice about pregnancy and childbirth
and feeling in control and involved in decision
making were more often rated as very impor-
tant indeed than the three aspects of continuity
(table 3).

SATISFACTION WITH CARE

The question, “how good do you think your
antenatal care has been so far?” asked in the
antenatal questionnaire showed high levels of
satisfaction. About 85% of women from both
group practices gave this a score of three or
more on a scale from zero to five, and 28%
(39/139) of women from the shared care group
practice and 40% (43/108 ) of those from the
personal care group practice gave a score of five
(excellent). There were no significant associa-
tions between women’s ratings of the quality of
antenatal care and any of the respondent or
practice variables examined.
Postnatal ratings of care during labour and

delivery were similarly positive; over 90% of
women rated their care as good, and 57% (72/
127) of women in the shared caseload group
practice and 71% (67/95) in the personal
caseload group practice rated this as excellent.
There were no significant associations between
ratings of care during labour and delivery as
excellent and any of the variables examined
with the exception of group practice attended,
with the women from the personal caseload
group practice being more likely to rate their
care as excellent (p=0.010).
Responses to an open question in the

postnatal questionnaire about the best aspects
of care, showed that aspects of continuity of
care were mentioned by only 10% (22/222) of
women, with the friendliness of the midwives
17% (38/222), and their reassurance and sup-
port 21% (47/222) being more often identified.
Typical responses were:
“The midwives are always friendly and

encouraging and listen to whatever you have to
say” (antenatal).
“The best thing about my care was the fact

that the midwives were so friendly and under-
standing” (postnatal).
“It really helped knowing the midwives from

the (name) team and especially the close
relationship I had with (name) who delivered
my baby. Also postnatally it was lovely to again
see the midwives I already knew” (postnatal).

Discussion
This study indicates that personal continuity of
carer is not a necessary requirement for high
levels of satisfaction with midwifery care. Mid-
wifery schemes based on shared caseloads

Table 3 Postnatal perceptions of the importance of diVerent aspects of maternity care

Aspect of care

Women rating each aspect as
very important indeed (n (%))

Significance
level*

Shared
caseload

Personal
caseload

Continuity:
Seeing the same midwife at each antenatal
check 16 (13) 27 (30) 0.002

Knowing the midwife who looks after you in
labour or delivery 65 (52) 47 (50) 0.769

Seeing the delivery midwife at postnatal visits 39 (31) 38 (40) 0.157
Communication and control:
Being given advice about pregnancy and
childbirth 78 (61) 60 (67) 0.428

Feeling in control and involved in decision
making 83 (65) 54 (60) 0.421

*÷2 tests.

Table 4 Regression analysis of factors associated with women postnatally rating knowing
the delivery midwife as very important indeed (odds ratios adjusted for all other variables)

Variable
Odds
ratio* 95% CI p Value

Social class:
1/2 1
3/4/5 0.97 0.61 to 1.54 0.896

Ethnicity:
White 1
Non-white 1.70 0.79 to 3.65 0.178

Previous child:
None 1
>1 1.58 0.80 to 3.11 0.190

Group practice:
Shared caseload 1
Personal caseload 1.02 0.50 to 2.24 0.880

Importance of knowing delivery midwife (antenatal rating):
Rating 0–4 1
Rating 5 (very important indeed) 4.41 2.22 to 8.81 <0.001

Experience in delivery:
Knew delivery midwife 1
Did not know delivery midwife 0.35 0.18 to 0.71 <0.004

*Odds ratio >1 indicates category more likely to rate knowing the delivery midwife as very impor-
tant indeed.
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seemed to be as acceptable to women and were
associated with high levels of satisfaction.More
important than the type of continuity provided
were whether women’s expectations for conti-
nuity were fulfilled, and the consistency and
ethos of care in terms of the friendliness of
midwives and the reassurance and support they
provided. Also, feeling in control and involved
in decision making were more often rated as
very important than personal continuity of
carer, thus emphasising the importance of the
content rather than the structure of midwifery
based care.
The acceptability of shared caseloads

seemed to be a general feature of women’s
responses with no significant diVerences in
preferences and satisfaction by parity,
socioeconomic status, or ethnic group. How-
ever, it is recognised that women from ethnic
minorities had a high non-response rate, which
may have exerted some selective bias. Satisfac-
tion with care among women from ethnic
minorities recorded in this study may also have
been influenced by four of the 12 midwives
belonging to ethnic minorities, and therefore
being more likely to be able to respond appro-
priately to women from diVerent cultural back-
grounds.
The significance of previous expectations for

satisfaction with care is well known to aVect a
woman’s assessments of health care.13–15 As this
study showed these expectations may be gener-
ated by the service, with the expectation of
personal continuity of carer during the
antenatal or intrapartum phase or of knowing
the delivery midwife, sometimes leading to dis-
appointment if this could not be met. In
particular staV holidays and turnover place
important restrictions on continuity of care,
with two midwives leaving the personal
caseload group practice and three leaving the
shared caseload practice during the course of
the study.
For the development of maternity services,

this study suggests that midwifery group prac-
tices are associated with high levels of con-
sumer satisfaction, and that the ethos and con-
sistency of care provided by midwives is more

important than aiming to achieve a narrow
definition of personal continuity of carer. From
the women’s perspective what seemed to be
crucial were their feelings of choice and
control, the provision by midwives of reassur-
ance and support, a willingness to listen, and
other aspects of what has been referred to as
“sentimental work” or the interpersonal as-
pects of care.16
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