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Background 

Maternity policy and guidelines increasingly recommend or stipulate the increased provision 

of midwifery continuity of carer as a priority model of care. The scale up and sustainability 

of this model will require that student midwives are confident and competent to provide 

continuity of carer at the point of qualification. Guidance relating to how to optimally 

prepare student midwives to work within continuity models is lacking. 

Aim 

To explore perspectives and experiences of working within and learning from student 

placement within continuity models of care. 

Methods 

An online mixed methods survey aimed at students and qualified midwives with experience 

of working within continuity models. Quantitative results were analysed through descriptive 

statistics while free text responses were brought together in themes.  

Findings 

Benefits and challenges to placement within continuity were identified. These provide 

recommendations that will enhance learning from and skill development within continuity 

models of care.  

Conclusion 

There is a need for continuity of mentorship and strong relationships between education 

and practice, and the provision of flexible curriculum content around this to enable students 

to prioritise attendance for women in their care. System level evaluation and support is 

needed to guide the optimal provision of continuity models, so that they are effective in 

improving outcomes and experiences for women, families, students, and midwives. 

Foregrounding woman centred care as foundational to education and facilitating the critical 

deconstruction of dominant discourses that conflict with, and may prevent this form of 

practice, will promote the type of care that is integral to these models. 
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Statement of Significance 

Problem 

Midwifery students have previously gained experience and competence in providing 

continuity of carer through caseloading a number of women in addition to clinical 

experiences within fragmented models of care. As a result, it is unclear how to optimally 

prepare students for placements exclusively within continuity models of care. 

 

What is already known 

While continuity of midwifery care is advocated in research and policy, implementation and 

scale up of this model has been hindered by a number of factors. Student placements 

directly within continuity models may provide the optimal learning experience for students, 

facilitating confidence, competence and motivation to work in these models upon 

graduation. 

 

What this paper adds 

Learning from and working with within continuity models will be optimised for midwifery 

students through system level support to provide well-functioning sustainable models of 

care. Partnership working is required between all relevant stakeholders. This will provide 

the foundation to put women centred learning into everyday practice. 
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1. Background 

Continuity of Carer (CoC) has been found to improve outcomes and experiences for 

women1,2,3,4,5,6, and working conditions for midwives7,8,9. However, the need for appropriate 

organisational, resource, economic, and educational structures to support these 

improvements has been emphasised10,11.  

The implementation and scale up of continuity models of care has been mandated in policy, 

both nationally and internationally12,13,14. In Scotland, a five-year plan that envisaged CoC for 

the majority of women, as well as the significant re-organisation of maternity and neonatal 

services, was published in 201713. 

However, while many midwives recognise the importance of continuity models for women, 

many are resistant to working in this model of care15,16,17. Concerns often stem from the on-

call nature of this model of care7,15. Challenges experienced when working within continuity 

models include difficulty finding a work-life balance, increased responsibility and emotional 

burden, difficult relationships with healthcare providers working out with the model, and 

where the philosophy of the fragmented system conflicts with the central philosophy of CoC 

models, of woman-centred, individualised care10,11.  

While there are many known benefits of CoC, and policy and guidance stipulate the 

provision of this model of care, implementation and scale up of CoC has been slow both 

nationally and internationally. This has been suggested to be due, partly at least, to 

resistance to this way of working9,17. One suggested solution to this lies in the education and 

training of midwives18,19. If student midwives are confident, competent, and enthusiastic to 

work in these models, and are able to do so at the point of graduation, this may facilitate 

the sociocultural shift necessary for the successful implementation and future sustainability 

of CoC18,19,20. 

Furthermore, national and international midwifery standards require midwifery students to 

gain experience in providing CoC. The United Kingdom standards for midwifery education 

include a whole domain on continuity of carer, stipulating that midwives must be 

competent to promote and provide continuity of carer at the point of registration21. There is 

no detail however, to guide the provision of this achievement through midwifery education.  



5 
 

The increasing presence of CoC in policy12,13, as well as in standards for midwifery 

education21, emphasises the importance of this learning experience and of identifying 

optimal ways of working within and learning from continuity models of care. 

As implementation of continuity has been slow and variable, experience of providing 

continuity has traditionally been achieved through continuity of care experiences (CoCEs). In 

this educational model, students recruit and ‘follow’ women through their childbearing 

journey. The nature of this experience differs depending on the woman and the 

requirements of the education provider, but the objective is that students recruit a number 

of women early in the antenatal period, and assist with her care provision through the 

antenatal, intrapartum, and postnatal period. The aim of CoCEs has been described in 

various ways, including to gain experience in the provision of continuity22; to ensure that 

students are able to provide woman centred, evidence-based care23; to build capacity across 

the full scope of midwifery practice19; and to prepare students to work within CoC models at 

the point of graduation18. 

There are increasing concerns relating to the nature of CoCEs, as for the majority of 

students they take place within the standard fragmented system of care23,24,25. Concerns 

include the impact of the predominant philosophy within the fragmented care system26, 

which has been described as focusing on efficiency, standardisation, and provision of care 

that meets organisational needs rather than those of the woman27,28. 

As CoC models become more prevalent, there will be increasing opportunities for students 

to gain experience of providing continuity through placement within continuity models of 

care. This experience is likely to differ significantly to CoCEs, and ideally will provide 

students with a more realistic and holistic experience of CoC, including an understanding of 

the benefits of this model for both women and midwives, as well as how the model can 

function in a sustainable way23,29. The provision of placements within continuity models of 

care has been identified as a priority for midwifery education23,29. 

This study was carried out at a Scottish University where the recent implementation of 

continuity teams meant that there was increasing opportunity to place students within 

continuity models of care. The requirements of Best Start, and of the Midwifery Standards, 

meant that it was increasingly necessary to effectively prepare students for placement and 
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working within continuity models. The study aim was to explore students’ experiences of 

their placements within continuity models and to develop understanding of both students’ 

and midwives’ perspectives of their preparation for placement and future employment 

within continuity models of care.  

This research provides recommendations for effective educational strategies to optimise 

learning from and working within continuity models. These recommendations will also be 

relevant for the provision of CoCEs, as well as for the provision of care that aligns with the 

underlying philosophy of this model of care; of woman centred, individualised care. 

2. Methods  

This was an online mixed methods survey that aimed to gain insight into students’ and 

midwives’ perspectives and experiences of their preparation for, and learning within, 

continuity models of care.  The survey was aimed at current student midwives studying at 

one university in Scotland and midwifery educators and clinical midwives globally.  The 

questions differed slightly between the two surveys, reflecting the different populations and 

their relevant experiences. 

2.1 Survey tool 

The survey was developed utilising NMC standards21 for midwifery education and training 

and the results of a previous literature review30.  Questions were focused mainly on the 

midwifery curriculum, and how well students’ and midwives’ felt the different aspects of the 

curriculum prepared students to work within continuity models of care. There were 22 

questions in the student survey and 18 in the survey for qualified midwives. Following 

demographic questions there was a mix of Likert scales, yes-no, and free text questions.  A 

pilot survey was tested by midwifery educators and was further developed as a result 

2.2 Participants and recruitment 

Midwifery students that had been placed within continuity models at a UK university were 

invited to participate through a poster link on the institution’s online learning platform. The 

poster detailed the nature of the research, that participation was voluntary and 

confidential, and contained an embedded link to the survey. 
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Qualified midwifery practitioners and educators who self-identified as having experience of 

working in, or providing education related to continuity of carer were eligible to participate. 

Recruitment of qualified midwives was through the use of a similar poster, that was posted 

on social media as well as the websites of maternity organisations. As continuity of care was 

not yet widespread in the UK, a survey that was open to both national and international 

participants was considered beneficial to gain insight into midwives’ perspectives and 

experiences. Data collection commenced following university ethics approval. 

2.3 Data analysis 

The survey was hosted on the online Novi-survey platform between June 2020 and 

September 2020 and had 49 student and 99 midwifery respondents. Data from the survey 

were converted onto Excel for analyses. Quantitative results were analysed through simple 

descriptive statistics while free text responses were brought together in themes.  

2.4 Reflexivity 

GM believes CoC has the ability to improve outcomes and experiences, where teams have 

the resources to work in ways that align with the underlying philosophy of this model of 

care. She also believes that working within this model has the ability to provide students 

with a holistic, woman centred learning experience, and that this may foster a desire to 

work within this model of care. However, these models must be well-resourced and 

optimally implemented, otherwise this experience is likely to have a detrimental impact.  

While the analysis was inductive, the use of reflexive methods acknowledges the central and 

subjective role of the researcher in shaping the analytic process. Instead of ‘suspending’ the 

social frames that shape interpretation, these were reflected on and analysed in relation to 

the research. Disconfirming data were sought throughout. 

3. Findings 

This was a small survey study carried out as part of a larger Masters by Research project, 

that was designed to inform curriculum development to optimise learning from placements 

within continuity models of care. Results presented here are those that are applicable to the 

midwifery curriculum generally, whilst those specific to the host university are excluded. 

Participant demographics are documented in table 1. 
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Table 1. Participant demographics 

Student participants (%) Midwifery participants (%) 

Year of study/programme Length of midwifery experience 

First year 27 0-5 years 23 

Second year 36 6-15 years 25 

Third year 36 >15 years 52 

Age range Age range 

18-25 36 20-35 21 

26-40 64 36-50 42 

>40 0 >50 37 

 

Three themes were generated from the qualitative data (free text questions as well as 

unprompted statements): ‘all aspects are relevant’; ‘it’s no ordinary job’; and ‘prioritising 

continuity’. These are described below, with quantitative data integrated into each of the 

themes where appropriate. 

All aspects are relevant 

The free text questions highlighted the breadth and depth of learning that both students 

and midwives felt was required before going into clinical practice, and this may be 

particularly important prior to being placed in or working within a continuity model. Many 

students emphasised a need for more practice with core clinical skills, learning via clinical 

scenarios, and gaining more knowledge around high-risk care and emergency situations. For 

some it was perceived as important to have knowledge and practice relating to any 

potential scenarios that may be encountered, prior to going out into placement. 

‘Certainly ‘Medical Conditions And Emergencies’ both would be better to have had in first 

year prior to placement. Ideally, this could all be taught ahead of any placements.’ 

Student_P2 

‘All aspects are relevant as you are providing care throughout the full journey for the woman 

and her family.’ Student P1 

For midwives, a priority was placed on the development of skills that are central to woman 

centred care and to evaluate evidence relating to care. Suggestions were also made that 

may be particularly important to caseloading, including leadership skills and attendance at 
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multidisciplinary team meetings. Time management and boundary setting strategies were 

highlighted as being essential for working within continuity models of care. 

It’s no ordinary job 

Some students appear to struggle with certain aspects of their continuity placement, 

including managing time and balancing workload around the placement. For others, 

confusion around what they were supposed to be doing and/or lack of continuity of 

mentorship or placement site, resulted in concerns that they were not getting sufficient 

opportunity to develop or consolidate their clinical skills. These challenges appear to have 

been exacerbated by the recent implementation of some of the continuity teams, which 

were still in the early stages of establishment, as well as staff shortages and resulting high 

workloads. However, the experiences left some students with the impression that this 

model of care was unmanageable for both students and midwives. 

‘It’s been very challenging and I worry that I have not been able to consolidate my learning 

in the same way others have on placements where they have had more fixed mentorship and 

continuity of placement area.’ Student P17 

‘Mentorship and learning is negatively impacted with the implementation of Best Start.’ 

‘Covid didn’t help at all - but it is something that highlighted many strengths and 

weaknesses. It has become difficult to case load, impossible even.’ Student P21 

‘Very poor staff morale, large shortages of staff. The ability to theory into practice, it is 

impossible for one midwife to attend all antenatal appointments, delivery and postnatal 

appointments for every woman in her caseload.’ Student P19 

 

Many of the midwives felt there was a need for a strong grounding in the philosophy of 

continuity, as well as the evidence relating to the benefits it can provide to women, and to 

midwives in terms of the clinical benefits of really knowing women. On campus teaching by 

midwives who have worked within successful CoC models was suggested as a mechanism to 

facilitate this, and to provide students with knowledge of how continuity model can function 

in a beneficial and sustainable way. 
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‘There should be a strong focus on the value of the relationship that is being built, and the 

job satisfaction that can arise as a result of continuity. Highlighting the clinical benefits of 

continuity in getting to know women’s needs and being more able to recognise changes in 

health status and wellbeing.’ Midwife P26 

One midwifery participant emphasised the importance of recruiting students who 

understood the requirements of working within continuity models, and were committed to 

this way of working. 

‘Teaching from day one that midwifery is no ordinary job. If students are unwilling to follow 

the principles of providing continuity of care or object to the commitment to the profession, 

then the job is not for them. Therefore, choosing the right students up front is key here.’ 

Midwife P46 

Student midwives provided practical examples of strategies that might help gain insight into 

the practicalities of working within CoC models, such as the student’s role within the model, 

examples of how midwives might structure their day when providing caseload care, and the 

development of competencies directly associated with caseloading. The need for alignment 

between education and practice was emphasised, in terms of providing clarity to clinicians 

around required documentation, and more coherence between what students are taught 

and what they are expected to know in placement. There was wide support for strategies 

such as a continuity toolkit and/or a continuity coordinator (figure 1), which may address 

some of the above findings and challenges. 

‘Better curriculum surrounding what we would see and do in placements, a lot of what was 

thought we would know in first year by mentors wasn’t what we knew.’ Student P16 

 

Figure 1. There was wide support among respondents for the implementation of a 
continuity toolkit and/or continuity coordinator to enhance learning  



11 
 

Prioritising continuity 

Many students and midwives discussed the need for longer placements to facilitate and 

consolidate learning; to allow students to develop professional relationships with mentors 

and the wider team; and to enable students to support women for longer, across the 

childbearing period. It was also suggested that continuity placements should enable 

students to support women all the way through pregnancy, birth and postnatal period, 

while recognising that this would be challenging.  

Both student (73%) and midwifery (90%) respondents felt that increased flexibility of 

curriculum delivery would be beneficial, and participants pointed out the need for increased 

flexibility in the delivery of lectures and other educational strategies, in order to prioritise 

women on student’s caseload and on-call commitments.  

‘The placement in a CoC team needs to be for the whole pregnancy of a woman and 

postnatal period. In both the 1st and 3rd year. This will be the challenge and the flexibility of 

both the students and university.’ Midwife P45 

‘Prioritise the woman being cared for above all else, appointments, classes, birth, PN period. 

Compulsory for the student to attend.’ Midwife P19 

However, while 77% of midwifery participants felt that going on call for births should be a 

compulsory aspect of the midwifery programme, only 23% of students agreed with this, 

with most (73%) stating that on-call should be an optional aspect of the course (figure 2). 

 

Figure 2. Both students and midwives wanted increased flexibility in the midwifery 

curriculum to prioritise attendance at continuity appointments. However, when it came to 

on-call, only 23% of students felt that this should be a compulsory aspect of the curriculum. 

Continuity of mentor was integral to optimal learning for many of the participants. Students 

appear to have experienced placements where they were supervised by multiple mentors, 
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which inhibited the development of relationships, and impacted on the development of 

skills and confidence, as well as completion of the required documentation. 

‘It can be difficult to raise personal learning difficulties with different people each day. It is 

also really hard to feel like part of the unit as a whole if you don’t have a defined team that 

you are part of.’ Student P17 

‘If you are working with someone new every shift, I feel my confidence goes down as I don't 

know their way of working or how involved they want us as students to be.’ Student P12 

‘Working with a different mentor for each shift. It's hard to establish a relationship with 

mentor or be properly evaluated at the end of each placement when they haven't worked 

with you for majority of placement.’ Student P21 

The key for many students and midwives was continuity of mentorship. It is unclear from 

the survey responses why this was not achieved within the continuity placements. 

‘I feel that students should be allocated one or two continuity midwife “mentors” rather than 

be with a different midwife every day. This would enable the student to build her skills and 

knowledge as the midwife would be able to challenge the student, as the midwife knows 

where the student is at in her learning and skill set.’ Midwife P7 

However, mentors were also acknowledged to have a negative impact, particularly due to 

unsupportive discourses around continuity, which were perceived to be a barrier to learning 

and the acquisition of women centred skills, as well as the desire to work in continuity 

models of care. The need for educational institutions to demonstrate positive attitudes 

towards continuity and to promote reflection and open conversations regarding these 

discourses, as well as the realities of working within this model from the perspective of 

students, was emphasised. 

‘The negative perception of continuity and the associated way of working that is 

perpetuated by those who do not agree with it, or are strongly opposed to working in this 

way can undermine the students learning and development and hinder their ability to 

discover for themselves how they might experience this way of working.’ Midwife P26 

‘Build in real opportunity for open and frank discussion about the concerns regarding 

continuity, either in the student, or being exacerbated by what they hear on the ground. 
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Identifying where this is working well and ensuring a balance is provided in terms of the 

voices and experiences of midwives.’ Midwife P26 

4. Discussion 

The establishment of continuity teams offers the potential for midwifery students to gain 

experience of providing CoC through placement within these teams. This could provide an 

optimal opportunity for midwifery students to develop woman centred practice; to gain 

insight into the way continuity models can facilitate flexible working and work-life balance; 

and to provide graduates that are capable and motivated to work in within this model of 

care23,24,31. However, there are benefits and challenges to placements within continuity 

models and data from this and other studies provides valuable impetus to optimise the 

opportunity that these placements provide. 

Juggling it all 

One of the challenges experienced by students in this and other studies is the ability to 

provide CoC, whilst also meeting additional, and the at times competing demands of their 

midwifery programme7,24,32,33,34,35. Challenges include the ability to attend appointments 

where theory and practice commitments are a barrier to this, and being on-call for births. It 

is suggested that attendance at appointments for women in students’ care should be 

prioritised and that this priority is made clear to students, education providers, and 

placement teams.  

This will be facilitated through a flexible programme design that enables students to 

prioritise the women in their caseload and on-call commitments23,24. A flexible approach 

may include strategies such as the provision of lectures online or through podcasts, and 

intensive teaching blocks that minimise the time students are required to be on campus29. It 

is suggested that education providers take advantage of the rapid move to online teaching 

approaches made during the COVID-19 pandemic and drive forward this method of 

education provision29. However, research is required to determine how midwifery students 

have experienced such approaches, as well as their preferences for the future provision of 

midwifery education.  
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In addition, supportive structures that encompass midwifery education are required, so that 

students are equipped with the resources to establish appropriate professional boundaries 

with women and are supported to maintain a work-life balance. 

Symbiotic relationships 

Many participants expressed concerns around being supervised by multiple mentors, which 

negatively impacted on their integration into the team and gaining the required 

competencies. Continuity of mentor has been found to be pivotal for learning within 

continuity models of care23,24, and should be prioritised as essential within clinical practice. 

It is unclear why students experienced such discontinuity within community placements, 

and the negative impact that this had on their practice experience was clear.  

Student participants noted a lack of consistency between what they had been taught and 

what was expected of them in practice, as well as a lack of clarity within practice around 

requirements and expectations relating to documentation. The implementation of a 

continuity coordinator role may bridge the gap between education and clinical practice, as 

well as providing a form of structured support for student midwives. However, symbiotic 

relationships between education and practice have been emphasised as essential to address 

these challenges, and to ensure that students are optimally supported in placement24,36. 

This may be fostered through activities such as active involvement and engagement of 

placement teams in the co-production of relevant modules and placement materials37. 

Strong relationships between education and practice will ensure that all stakeholders are 

invested in the learning requirements and professional development of the future 

midwifery workforce. 

Woman centred care 

The provision of women centred care is a primary aim of continuity models and this is 

reflected in midwifery respondent free text responses which prioritised this as essential 

learning within the student midwife curriculum. However, while woman centred care 

supposedly forms the foundations of midwifery philosophy and of quality midwifery 

practice38,39, there is a lack of consensus around precisely what woman centred care 

encompasses as well as guidance to drive the educational preparation for this form of 

practice40,41. 
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There is a need therefore to build consensus around a universal definition of woman 

centred care and to establish the optimal way of supporting this through midwifery 

education. It is suggested that once the core tenets of woman centred care have been 

established, student learning should be constructed around associated learning outcomes. A 

‘graduate attributes’ model42 could then be utilised, where learning is constructed around 

woman centred learning outcomes. This would provide clarity to students, as well as 

professionals and the wider public, that woman centred care is embedded within the 

curriculum, and is integral to the philosophy and practice of graduates41,42. When this is 

complemented by a flexible curriculum and symbiotic relationships with placement areas, 

this will facilitate opportunities to put an educationally developed woman-centred 

philosophy into practice. 

Women require high quality, woman centred care, regardless of the model or setting. This 

approach may maximise learning from and working within continuity models, whilst 

optimising care within all settings.  

Implementing models in an optimal way 

Policy recommendations for CoC include the provision of ‘real’ continuity of carer for all 

women and that models are set up according to the best available evidence13. However, it is 

unclear what this represents in practice, with limited evidence to guide the optimal design 

of CoC, in terms of experiences and outcomes for women and babies, ways of working for 

midwives, or sustainability of the model in the long term. Models risk being set up in an ad 

hoc manner that may not meet minimal requirements, and which may have a detrimental or 

less than optimal impact on student experiences. 

Students in this and other studies were discouraged from working in continuity models due 

to the high workloads and working life of their midwife mentors24,29. In a survey carried out 

by Carter et al29, 89% of participants agreed that they were well-prepared educationally to 

work within a continuity model at the point of graduation, whilst only around half of the 

students wanted to transition into this model of care. This may be a particular issue where 

teams are new and establishing themselves, which provides additional challenges24, or 

where models are not sufficiently resourced to function in ways that are beneficial for 

midwives10,29.  
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Furthermore, students can be negatively impacted by colleagues that are unsupportive and 

espouse negative beliefs relating to continuity models. These negative discourses can have a 

detrimental impact on both students’ and midwives’ beliefs about continuity models and 

may further increase resistance to impede scale up of these models of care. Strategies are 

required within the curriculum to address and challenge these discourses, in ways that are 

meaningful and that reflect the realities of working within even very well-functioning 

continuity teams. 

There are significant organisational responsibilities to provide the structures and support to 

fully operationalise this model to allow midwives and students to experience the benefits 

that this way of working can provide10,11. While strategies to mitigate some of the 

challenges of CoC are known, including a shared philosophy with co-workers, good 

leadership, and maintaining professional boundaries43, CoC is unlikely to be successfully 

implemented or sustained as a bolt-on to fragmented care, where the inherent 

philosophical, financial, and resource implications are at odds with the philosophical 

requirements of this model of care10. Significant, system-wide change is required for this 

model to operate both optimally and safely10,11. Furthermore, these changes may be an 

essential requirement to enable midwives to work to their full scope of practice, and to 

improve outcomes for women and babies. 

Recommendations 

Flexible programme delivery 

Take advantage of and advance recent developments in relation to online and remote 

learning made over the COVID-19 pandemic. Additional strategies are required to guard 

against isolation, including the provision of maximum opportunities for online in-person 

engagement with lecturers, as well as opportunities for structured reflection within 

supportive communities of practice44,45. 

 

Optimise continuity placements  

Prioritisation of continuity of mentor within midwifery standards, education, and 

practice23,24.   
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Development of a continuity toolkit 46 to enhance engagement with learning and skill 

development. This could include details relating to each placement area, and evidence 

relating to continuity and how an optimal model functions.  

Formation of robust partnerships with placement areas,  including implementation of a 

continuity coordinator to bridge the theory practice gap46 and co-production of course 

content, placement plans, and documentation36,37. 

 

Woman centred philosophy  

Identification of the core tenets of woman centred care and implementation of this 

philosophy throughout the curriculum and through to practice.  This may be facilitated 

through the use of a scale that measures use of this practice through reflection47.  

 

Challenging dominant discourses 

Utilise strategies within the curriculum to counterbalance conflicting discourses, 

including space for students to discuss these and other psychological complexities 

inherent in the midwifery role.  

Include critical theory within the curriculum, to facilitate the deconstruction of dominant 

discourses and the space to envisage transformative change48.  

Utilise the Bass model of reflection, to progressively develop the critical thinking and 

reflexive capacity required for these activities45. 

 

 

4.2 Limitations 

There are some limitations to this study, including the time and resource restrictions of a 

Masters research project. For the midwives’ survey, it became apparent after it went ‘live’, 

that it could have been improved by tailoring questions to midwifery education in general 

rather than relying on knowledge of a particular curriculum; as it is some of the answers 

could not be utilised in the synthesis due to this limitation. In addition, student midwife 

participants were recruited exclusively from one university in Scotland. Both of these factors  

may affect the generalisability of the study but this limitation is mitigated as the findings are  

substantiated by existing literature. The research project was also disrupted by the early 
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stage of the COVID pandemic, which meant that the focus groups that would have 

complemented these surveys could not be carried out. These may have added additional 

layers to the findings which should be explored in future research. 

5. Conclusion 

The provision of CoC offers midwifery students opportunities to practice across the full 

scope of midwifery, facilitating the development of confidence and competence, and 

woman centred philosophy and practice. However, strategies are needed to enable 

students to recognise and establish appropriate professional and work-life boundaries. 

Continuity of mentor should be prioritised. Along with symbiotic relationships between 

education and practice, this has the potential to offer transformative learning for students. 

Implementation of a continuity coordinator may optimise this approach.  

Ideally, students will be placed within well-functioning, optimally supported, and 

sustainable continuity models to optimise learning and experiences, and to provide realistic 

expectations with regards to this model of care. The provision of a flexible curriculum 

around this will facilitate learning and engagement. 

There are many challenges associated with the provision of continuity models that appear 

to emanate from inappropriate organisational and structural support. However, the precise 

requirements for the optimal provision of continuity models are not yet known. There is a 

need therefore for rapid evaluation and comparison of current models to determine the 

organisational requirements for optimal continuity models. However, this is unlikely to be 

achieved without significant restructuring of maternity services and significantly improved 

staffing levels, which are essential for the safe and effective provision of this model of care. 

A key attribute of placement within continuity models is the ability to witness, practice and 

develop, skills associated with woman centred care. A curriculum that puts woman centred 

care at its centre and extends this philosophy across the programme and to practice may 

counteract dominant discourses, whilst also providing midwifery graduates with attributes 

that facilitate the provision of woman centred practice regardless of model of care. 
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