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Kvinnors erfarenhet av graviditet och förlossning i en kontinuitetsbaserad vårdmodell- en
kvalitativ studie utförd på Huddinge Sjukhus.
Bakgrund: Kontinuitetsbaserad förlossningsvård har en ha positiv effekt på kvinnors upplevelse av sin
graviditet och förlossning samt är en säker vårdform för både kvinna och barn. I Sverige har denna typ
av förlossningsvård inte bedrivits i större skala och vi vet lite om hur kvinnor här upplever att föda
barn i en kontinuitetsbaserad modell. 2018 startade det första större projektet av kontinuitetsbaserad
förlossningsvård i Sverige; ”Min Barnmorska”. Syfte: Att utforska erfarenheter och upplevelser av
graviditet och förlossning hos kvinnor som deltar i studien ”Min Barnmorska”. Material och Metoder:
Sju kvinnor som fött barn inom projektet ”Min Barnmorska” intervjuades med semistrukturerad
intervjuteknik. Materialet analyserades med tematisk analys. Resultat: De prenatala besöken gav
kvinnorna tid till att reflektera kring sina önskemål för födseln. Kvinnorna upplevde att projektet ”Min
Barnmorska” medförde en individanpassad vård där deras önskemål respekterades. Under
förlossningen var relationen till barnmorskan en källa till trygghet och lugn hos kvinnorna.
Övergången till standardvård på förlossningsavdelningen eller barnavårdscentralen beskrevs som svår.
Kvinnorna saknade den nära relation till barnmorskorna i projektet “Min Barnmorska” och kände sig
ensamma och mindre sedda i standardvården. Slutsats: Kontinuitetsbaserad vård hade en överlag
positiv effekt på kvinnornas upplevelse av graviditet och förlossning. Den relationella kontinuiteten
medförde att deltagarna kände sig sedda, kunde lyfta sina önskemål och hade möjlighet att utveckla en
nära relation till barnmorskorna. Kontrasten vid övergång till standardvård var skarp och hade en
negativ påverkan på kvinnornas upplevelse.
Women's experience of pregnancy and childbirth in a continuity-based care model-a qualitative
study conducted at Huddinge Hospital.
Background: Continuity-based maternity care have a positive effect on women's experience of
pregnancy and childbirth is a safe caremodel for both women and children. In Sweden, this type of
maternity care has not been conducted on a larger scale and therefore little is known about how
Swedish women experience caseload care. 2018 started the first major project of continuity-based
maternity care in Sweden; "Min Barnmorska". Purpose: To explore the experiences and views of
pregnancy and childbirth among women participating in the project "Min Barnmorska". Materials and
methods: 7 women enrolled in the project "Min Barnmorska" were interviewed using semi-structured
interview technique. The material was analyzed with thematic analysis. Results: The prenatal visits
gave women time to reflect on how they wanted their birth. The women felt that they recieved
individualized care where their wishes were respected. During childbirth, the relationship with the
midwife made the women calm and secure. The transition to standard care in the maternity ward or
child health center was described as difficult. The women missed the close relationship to the
midwives in the project "Min Barnmorska" and felt lonely and less seen in standard care. Conclusion:
Continuity of care had an overall positive effect on the woman’s experience of pregnancy and
childbirth. The relational continuity led to the participants feeling seen, could voice their wishes and
developed a close relationship with the midwives. There was a sharp contrast in transitioning to the
standard care and this had a negative impact on women’s experience of the care.
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Abbreviations
CI – Confidence Interval
PKU – Phenylketonuria
SKL – Swedish Association of Local Authorities and Regions
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Introduction
Giving birth in Sweden today
Approximately 115 000 women give birth in Sweden each year (1). More than 99% of all
women are cared for within the standard model of care, which consists of 10-12 check-ups
with an antenatal midwife during the woman’s pregnancy. When a woman enters labour a
hospital-based midwife is responsible for the labour and birth in collaboration with an
obstetrician if needed. The woman receives the first postnatal care often with a new midwife
and is then offered a check-up with her known antenatal midwife 6-12 weeks after birth (2). If
women have any social, medical or psychosocial needs she will be offered extra visits. One
question being raised in Sweden is if all women in Sweden are getting the support that they
need during pregnancy and birth within the current model of care. In a new report published
2018 from Swedish Association of Local Authorities and Regions (SKL) “Trygg hela vägen”
it is recommended that case load midwifery, a model based on continuity of care, should be
evaluated in Sweden as an alternative model to improve care during pregnancy and childbirth
(3). In 2018 a caseload midwifery model was implemented at Huddinge Hospital, called “Min
Barnmorska”. The model is open to all pregnant women, but preference is given to women
with fear of childbirth.

Caseload midwifery
Caseload midwifery is a model in which the woman is cared for by a known midwife, with
one or two back up midwives, throughout pregnancy, birth and early postnatal care (4). This
model has been introduced as an integrated part of the maternity system in countries like the
UK, The Netherlands, Denmark and Australia. Continuity of care-models have been tested in
15 randomised trails showing improved maternal and neonatal outcomes and a high
satisfaction with care (5-7). That continuity of care models is desirable was shown in a study
by Hildingsson et al (8). In a cohort of women in the northern part of Sweden, 50% would
prefer the same midwife during pregnancy, labour and postpartum care. Women of younger
age, primiparas and those with fear of giving birth were more likely to be interested in having
the same midwife during pregnancy and birth (8). Not only the women herself but also her
partner can benefit from caseload midwifery. In Jepsen et al’s study from 2017 they explore
the views and experiences of couples in a caseload midwifery setting (9). The study found that
in caseload midwifery the partner of the woman feels both acknowledged and involved by the
primary midwife. One partner in the study explained when asked what the model of care
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meant for the woman and her partner; “She is so happy to see the midwife, and therefore I feel
safe and confident” (9). Beake et al (10) interviewed women in a multi-ethnic community who
participated in caseload projects and those who received standard care. Both groups expressed
the importance of knowing the midwife that attends the birth (10). Women cared for in
caseload midwifery models reported it as positive that they got to form a relationship with
their midwife and the standard group expressed that it might have been beneficial for them if
they had known the midwife in advance (10). A study from Australia comparing standard care
with a continuity of care model found that women in the continuity of care model felt a higher
capacity to talk about their preferences in relation to birth, were better informed about
complications and ways of feeding the baby compared with the standard group (11). They also
reported a higher sense of control during labour which was, together with low rate of obstetric
interventions, the main predictor for a better birth experience (11). Among women with a
known midwife attending their birth over 90% reported that they liked the experience and 8%
of the women said that it did not make a difference. Among women who did not have a
known midwife during birth, 69% reported that they would have wished for a known midwife
(11).

Outcomes of birth
The COSMOS: COmparing Standard Maternity Care with One-to-one midwifery Support, a
randomised controlled trial from 2012 found that women who received caseload care were
less likely to have a caesarean section and more likely to have a vaginal birth compared to
those who received standard care (12). They were also less likely to receive an epidural or an
episiotomy (12). The Cochrane review from 2016 comparing outcomes of birth in caseload
models and standard care found that the relative risk of preterm birth (before 37 weeks of
pregnancy) was 0.76 (95% CI 0.64 to 0.91) and risk of fetal and neonatal death was lower in
caseload care compared with standard care RR 0.84 (95% CI 0.71 to 0.99) (5). It has also been
shown that women receiving continuity of care were more likely to experience a spontaneous
vaginal delivery, less likely to have an instrumental birth with forceps/vacuum and in higher
extent have an intact perineum (5, 13, 14).

Childbirth experience
The birth of a child is a major life event for the parents. A positive birth experience can have a
positive effect on the woman’s self-esteem as a mother and how she perceive her baby (15). A
negative experience may have severe effects on the woman’s wellbeing since it may cause
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depression and negatively influence the mother-baby bonding. It may also contribute to
whether or not she chooses to have her next baby in a hospital setting (16).
Women with a positive birth experience express internal and external factors affecting their
experience. The internal factors being a belief in one’s ability to give birth, mental
preparations, sense of being in control and the importance of letting go and relax (17, 18).
External factors were support from their partner and midwife and the feeling of being
welcome at the maternity ward (18). A good relationship with your midwife seems to be one
of the key factors to a good birth experience (17-20). Nilson et al found that if the woman felt
that the midwife responded to her emotional need for support, the need to be seen and heard
and was present with her during the birth it was more likely that the woman had a positive
birthexperience (19). There are many situations that can account for a negative birth
experience and lack of support from the midwife is one (19). Not only the support from the
midwife attending the birth have an impact on the woman’s birth experience, women who
were unsatisfied with the support from her midwife during pregnancy were also more likely to
have a negative birth experience indicating that the relationship with the midwife during
pregnancy also affects the birth experience (20).

Continuity of care for women with fear of childbirth
Fear of childbirth is a psychological disorder that affects around 20 % of women (21, 22). It
ranges from mild to disabilitating fear and can be either primary, when the woman is
nulliparous, or secondary, due to a previous traumatizing birth experience (22). For some
women the fear of birth is so severe that the thought of a vaginal delivery is inconsiderable
(21). A Swedish study including ten women with fear of childbirth showed that using a
continuity of care-model decreased the women’s fear of birth (23). Hildingsson et al showed
that having a known midwife had a positive effect on the experience of birth and perceiving of
pain among women with fear of childbirth (24). The same study concluded that having a
known midwife did not impact method of delivery (24).

Women-centered care:
Women-centered care is a term used in midwifery practice that prioritizes the woman’s
individual needs and wishes to increase a sense of control and choice (25). Women-centered
care focuses on the relationship between midwife and woman and mutual effort to work
towards shared goals, for example a safe outcome of the birth. In women-centered care there
is no prioritizing of safety or physical outcomes over the woman’s experience (25).
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Summary
Caseload midwifery is an evidence-based method with good outcome both in terms of safety
for mother and child and satisfaction with the care in regards to both parents experience of the
birth. The implementation of a caseload midwifery model at Huddinge Hospital goes hand in
hand with Swedish women’s interest in more continuity in maternity care as well as
recommendation from Swedish Association of Local Authorities and Regions (SKL) (3, 8, 9).
When a new model of care is introduced it is important to evaluate the effects on patients.
With this qualitative study the goal is to gain insight into the experiences and views of the
women participating in “Min barnmorska”, the first larger Swedish caseload midwifery
project. The results from this study may indicate the significance of continuity in maternity
care and whether implementing this model of maternity care in a larger scale could benefit
women.

Aim
The aim of this study was to explore the views and experiences of care among women enrolled in
the project “Min Barnmorska”, a midwifery continuity of care model.

Materials and Methods
Study design
This qualitative study followed the thematical analysis described by Braun and Clarke (26).
Semi structure interviews was used to collect the data which was then analysed using the
step-by-step guide described by Braun and Clarke (26). The semi-structured interviews gave
the participants room to speak freely about their views and experiences in the project “Min
barnmorska”. The individual semi-structured interviews were conducted using an interview
guide (see appendix I) developed by experienced researchers. A Swedish translation of the
interview guide was used during the interviews with the participants.

Semi-structured

interviews were held with all women who when asked wanted to participate in the study.

“Min barnmorska”- a Swedish caseload midwifery project
The project “Min barnmorska” is a Swedish caseload project in Stockholm aimed towards
women with fear of birth. The women who participate in the project were followed by three
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midwives, one main and two back up midwives, during their pregnancy, birth and early
postpartum care. The project collaborates with two maternity centres, one in Liljeholmen and
one in Älvsjö, where the two caseload teams of midwives’ work. The women are followed at
one of the two maternity centres during pregnancy. The birth and early postpartum care take
place at Karolinska University Hospital Huddinge. The length of the early postpartum care
differs from woman to woman depending on the health status of the mother and child and
wishes of the woman. All women in the project are offered at-home maternity care that
replaces the maternity care the women would have received at the hospital. If the woman
accepts at-home maternity care, she and the child receive necessary care the first week postpartum. This includes a phenylketonuria (PKU) test, weight and bilirubin checks and others
tests if deemed necessary by the midwife. All children that receive at-home care are offered a
physical examination and hearing screening at Karolinska Huddinge University Hospital.
After the first week post-partum the woman and child is discharged from the project “Min
Barnmorska” and are there after cared for by their child health care centre.

Data collection and sample
From December 2018 until mid-February, 27 women had given birth within the project and
were eligible for the study. Out of these women, two were excluded before contact, one for
not being Swedish speaking and one for being extra vulnerable according to the midwife in
charge of the project. 25 women were contacted by phone and 13 were reached. 12 women
did not answer the phone call. Out of the 13 women who answered the phone call and
accepted to participate one woman was English speaking and was therefore not included in
the study population. Seven women were interviewed. Of the other six women two
interviews was cancelled due to illness, two women declined being interviewed when
approached to book the time for the interview and in two cases the women did not answer
repeated attempts to book the interview. The women were informed orally about the study at
the time of recruitment. All women were informed again about the study process and asked
to sign the written consent form at the time of the interview (see appendix II).
Individual interviews were conducted with the women either in their homes, at Huddinge
Hospital or by phone by the preference of the woman. The interviews were based on an
interview guide (see appendix I). The interviews were recorded and transcribed continuously
by the author. The transcript of the seven interviews amounted to 56 pages, single spacing.
All information that could potentially identify the participants were excluded from the
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material during transcription. Quantitative data about the woman’s age, number of
births/children, type of delivery (caesarean or vaginal delivery), time spent at the maternity
ward, if she has a partner and if she is/has been breastfeeding were collected during the
interviews. Inclusion criteria were Swedish-speaking women who had given birth within the
project “Min Barnmorska”.

Data analysis
The semi-structured interviews were analysed using the Step-by-step-method described by
Braun and Clarke (26). The Step-by-step guide includes six phases of analysis, as described
below. During the analysis the material collected from the semi-structured interviews was
transcribed and read through several times in order to familiarize with the material. Then all
statements and commentary not associated to the research question was omitted from the
material while being careful not to lose the context. During the second phase the initial
codes for the data were formed. These codes were then sorted into groups. In phase three the
process of identifying the themes began. To identify the themes the coded data was looked
over and searched for broader, overarching themes. In phase four the themes were revisited.
Some subjects that were thought to be themes during phase three showed not to have enough
data to support them and was therefore omitted and some initial themes that were to close
together united into one theme. All of this process was supervised and reviewed experienced
researchers to ensure good quality of analysis. During phase five the final themes were
defined and named to appropriately reflect the content of the theme. Within each theme
subthemes were identified and named. During phase six the report was written, and each
theme and subtheme presented with data extracts to reflect the meaning of the theme. The
data was presented on a group level to protect the participants integrity.

Ethical considerations
All participants signed a written form of consent (see appendix II) and was informed that
they could withdraw from the study at any time without being subjected to questions. Since
the participants discussed private and personal experiences during the interviews it was
important to take into consideration how to best care for their integrity. As a mean to do this
the interview was set in a location chosen by the participant. Only the participant and the
interviewer were present at the time of the interview to insure the participants privacy. All
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participants accepted the interviews to be recorded with a tape recorder. The data collected
was stored on the author’s computer and as a back-up on a USB-stick. Only the author had
acsess to the data to ensure the privacy of the participants. The computer used when working
with the data was not connected to Wi-Fi to ensure the safety of the data. In this study all of
the final results are presented in a way that it does not reveal the participants identity. Due to
the study being an interview-based study with no invasive examination or other risk of
physical harm the benefit of receiving more knowledge about the women’s experiences of
participating in a continuity of care-model was deemed greater than the potential harm to the
participants. This study was approwed by the Regional ethical review board in Stockholm,
registration number 2019-01414.

Findings
Descriptive maternal characteristics of the participants are presented in table 1. The women
were all primiparas and had vaginal births. A majority of the women breastfed (85,7 %) or
had breastfed their child and a majority had a partner (85,7 %). The average care time on the
maternity ward was 3 days.

Table 1: Descriptive maternal characteristics of the participants including age, parity, type of
birth, breastfeeding, partner and maternity care ward time of the women interviewed.
Maternal characteristics

Nr of women (Total 7)

Percent of women (%)

Age (years):
20-29

2

28.6 %

30-39

5

71.4 %

Primiparity Yes

7

100 %

Cohabitation Yes

6

85.7 %

1

1

14.2 %

2

1

28.6 %

3

3

42.8 %

Postpartum length of stay (days)

10

>3

2

28.6 %

Vaginal birth Yes

7

100 %

Breastfeeding Yes

6

85.7 %

From the interviews two themes emerged, “Women-centered care” and “Relational
continuity”. Within the theme “Women-centered care” two sub-themes were identified;
“Individualized care” and “Availability”. Within the theme “Relational continuity” two subthemes were found; “Building a trust to a specific midwife” and “Building a trust to a team of
midwives”, These themes are presented in detal below.

Women-centered care
The theme “Women-centered” care illustrates how the women’s own wishes, fears and
preferences was taken into account in the care they received. The relational equality between
woman and midwife is a central part in women-centered care and the mutual respect between
the two parties.
Individualized care
The women described the care they received as individually designed. The women described
that their needs and wished regarding the birth had been thoroughly talked through during the
pre-natal visits and also implemented during the births. One woman said:
“It was kind of like going through your birth letter but very much verbally and a lot more. To
process it, it felt like they have an eye on what I don't want to happen. I thought it felt very
nice.”
The women felt that the care they received exceeded what they perceived as the regular
maternity care and that the midwives were keen to meet their wishes. For example when a
woman wanted to give birth in water this was planned for by the woman and the midwives
team even though water birth is not a common way of birth at Huddinge Hospital.
The women discussed how the pre-natal visits and the time they spent talking about their
wishes and worries about the birth and labor helped them cope with their fear of birth. The
women described that they were able to influence the care they received, and that the care
given during birth and labor was on their own terms, one woman said:
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"All the questions you had, and they really wanted it to be my way. My childbirth. And... That
everything would be as good as possible. They, they have really been real rocks in the sense
that you can prepare for any amount of time and discuss everything. They have really been
supportive so it will be on my terms.”
The pre-natal visits gave the women a lot of time to express their wishes for the birth and
when they started labor the midwives were able to prepare the delivery room to their
preference. The women described it as positive and calming that the midwives knew what
they wanted for their births. The women described that the midwives were attentive to the
wishes they expressed about the birth and labor during the pre-natal visits. One woman said:
"And I thought it was incredibly nice that you could go into more detail on how I feel and how
I am as a human being. Everything went smooth when I came in. [Name of midwife] knew
exactly how I wanted it. "
The individualized care continued around the time of birth and afterwards. The women
described the home visits as being a central part in the individualized care. One woman
described a home visit she received, when she was in the early stages of delivery. The woman
felt very positively about having the midwife come to her home instead of her having to travel
to the hospital. Another woman described how the post-natal visits at her home gave her the
ability to relax and focus on breastfeeding her baby:
"I can say that what it was absolutely, it was absolutely the most valuable thing we could
have had, it was that one of them came home to us and watched how open I was. She
examined me here at home."
Availability
The women described good availability as a positive aspect to the project “Min Barnmorska”.
Availability was discussed in several aspects by the women. One aspect of the availability
was the possibility to get in touch with the midwives after office hours through either the callline, text messages or the midwives private numbers. The women were able to contact the
midwives through the call-line if they had any questions or wanted an extra home visit. One
women described that it was a feeling of safety to be able to get in touch with a midwife at
any time:
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"And I thought that was such an incredible support and security and then to also know that
you could always call them on this number if there was an issue. Any issues in general. It felt
so safe to know that it was just a phone number away.”
Another aspect of availability described was that the women received plenty of time for their
pre-natal visits. One women described that they did not have to feel rushed and that they had
time to ask questions and discuss matters with their midwives:
"Above all, it is what has been consistently all the time, that extra time that you otherwise
never feel that you get. And I think it makes a whopping difference and it can probably save
time in the long run. ".

Relational continuity
The theme “Relational continuity” involves the women’s discussions and stories about their
relationships with midwives and the team of midwifes. The women discussed several aspects
of their relationship with their midwives and two subthemes emerged; “Building a trust to a
specific midwife” and “Building a trust to a team of miwives” . These subthemes are
explained in detail below.
Building a trust to a specific midwife:
The process of building a relationship and a trust with the midwives in the team started during
the pre-natal visits and continued all through the time span of the project. The time spent
getting to know your midwife was valuable to the women’s experience of the perinatal period.
The continuity of having the same midwife meant that the women could discuss subjects like
strategies for the labor in depth. They felt that the emotional connection with their midwives
was stronger than that they would have thought to experience with a midwife at a regular
maternity clinic. All women felt it was positive to know the midwife who cared for them
during labor. Some even said that they thought they would not have been able to do it with an
unfamiliar midwife. The women stated that the presence of the midwife made them feel calm
and secure. The midwife was trusted to be in control of the situation during the labor and the
woman could relax and focus on herself, one woman described:
“I remember when she came in and laid her hand to my back; Now she was there. Now I felt I
could leave the rest to her and focus on myself I felt. Because otherwise it was too much. You
knew not what you had to expect so I just thought it was enough that she came in. Then I knew
someone else has an eye on everything I don’t have an eye on.”

13

The relational continuity started during the prenatal visits and pregressed to the call-line,
delivery room and home visits. The women stated that they felt safe knowing that the midwife
who answered the call knew them from before and could accurately assess how long their
labor had progressed.
The continuity of care contributed positively during the post-partum period in regard to
breastfeeding. The women preferred the support of the familiar midwife to that of the
unfamiliar midwives at the maternity ward. They that they felt calm with the midwife from
the project and therefore had an easier start with breastfeeding, one woman described:
“I felt that I preferably turned to her, my midwife, who I had the continuity with rather than
those at the maternity ward that I did not know. So, it was a tremendous security that I could
have my midwife and turn to her, just her. And she knew me and knew how, what was
important to me. It was so much easier than to get started [pumping]. If I feel calm and not
stressed, it goes easier with the production and the milk. I think it was a factor in that; that it
got started as early as it did as well.”
One of the women thought that the close relationship with her midwife hindered her in being
completely honest. The woman stated that she thought that maybe it was important for her to
show the midwife that she was doing well and that the breastfeeding was working well for
her:
“...But also, so funny that when you had built up such a relationship with your midwife that I
remember I was not 100 percent honest. And I do not know if it matters.”

Building a trust to a team of midwives:
The care by the team of midwives was discussed by the women and thought to be a positive
aspect to the project. The women thought that the group dynamic between the midwives had a
positive impact on the care they received. They commented that the midwives communicated
well between each other and was well informed on what had been said between the woman
and other midwives on previous prenatal visits, one women described:
"Even if you talked to different [midwives, and of course they checked with you if it was okay
that they shared it with the others, and I thought it was only good that they did. So, then they
did... So, it was three of them, so they knew; they had talked to their colleagues about me and
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I thought it was really nice that you felt that you did not need to repeat everything. You could
rather deepen it than say the same thing to three different people. So, there was very good
continuity, the cooperation between them seemed to work very well. "
Most of the women gave birth attended by their head midwife but the women commented that
they trusted the team of midwives as a whole and that it would not have mattered which of the
midwives had attended their birth, one woman described:
"So, for me it was really that the one I had met the most that I got [at the birth]. It was really
nice but to me it felt like it would have gone as well with someone of the others too.”
A negative aspects of the midwives working as a team was that the measurement between
symphysis and corpus fundi of the uterus could differ between midwives. One woman
commented how this brought her worry and stress. Another negative aspect of the team care
was discussed by one woman who would have preferred to receive breast feeding support
from one midwife instead of receiving different advice from the three midwifes in the team:
“But there was one thing that was a bit, that felt a bit off for me, it was the fact that, for
example, when measuring the stomach, when measured by different midwives, you sometimes
get different measures. So, for me it was in the seventh-eighth month that I got the same
measure twice in a row and I was a bit worried about it. And they said it probably depends on
the fact that we are different people who measure. But it did not feel very, well, as comfort to
me but I was still worried that something was wrong.”
Some of the women described how the midwives felt like family members. The familiar
relationship made it easier for the women ask everything they wondered about and they felt
like the midwife genuinely cared for them and their children. One woman stated that the
midwife felt more like an aunt than a midwife and she was very comfortable with the midwife
coming to their home for check-ups. The women stated that they felt like the midwives had
very genuine feeling for them and their babies and that it exceeded what they would expect
from someone who was just a health care professional, one woman described:
“Then I thought she was very... it didn't feel like a midwife but for us it was more that it felt
like an aunt or something that came home.”
When the women transitioned fromed the care of the midwives in “Min Barnmorska” into to
regular chain of care they described this as a difficult experience. During their time in the
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project the women felt very looked out for and taken care of and when they transitioned into
the regular maternity care, they felt lost and that they did not know who to turn to when they
had questions. Several women stated that they did not know which midwife at the maternity
ward who was in charge of their care. The women also stated that they felt a mistrust from the
midwives at the maternity unit regarding the “Min barnmorska”-project. The women wanted
to be discharge and able to receive care at home but that the midwives at the maternity ward
had not received information about the project and hence were reluctant to discharge the
women. One woman described the transition like this:
“Yes, what I had thought was that it was this particular transition to the maternity ward that
became quite striking. Now it was like that they [the midwives in the project] had been there
all the time and it had worked great and then you come to the maternity ward and the usual
care, or what you say, and then there was a very marked difference. Because then it was all of
a sudden not the same. At that time, you felt not nearly as look after.”
After the first week post-partum the women and babies were remitted to the child health care
center. The women felt that the focus shifted from them to the baby and that they lost the
security of the project “Mina barnmorska” and did not get as much attention and care from
the midwives at the child health care center. Several of the women stated that they felt a loss
when ending their time in the project “Min Barnmorska” and they wished to be able to
continue to receive care within the project for a longer time. One women said:
“It is like this nice feeling; it was so amazing. And it felt very empty and deserted afterwards.
After childbirth. I tried to think like this "yes, but they cannot take care of me any more now.
For now, I will... But where should I turn to? ". And then the child health care center becomes
the focus. For the focus will be of course on the child, because it is a newborn child, so that
you come in second place but then it would have been nice if it was included that you could
get a transition in better way.”
Another woman said:
“And there you just felt like you were lost in a completely different way than when you felt
special and seen before, but then you ended up in this common hospital environment where
nothing is wrong but you are not special anymore.”
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Discussion
The aim of the study was to explore the views and experiences of the women enrolled in the
project “Min barnmorska” and provide a deeper understanding of what continuity of care
bring to women in the time pre- and perinatal period. Through interviews and analysis two
key themes where brought into light; “Women-centered care” and “Relational continuity”.
From these themes the subthemes “Individualized care”, “Availability”, “Building a trust to a
specific midwife and “Building a trust to a team of midwives” emerged.
Overall the women in our study were positive to receive care from a team of midwives. The
continuity of care enabled the women to form trusting relationships with the midwives which
was reported to have a positive effect on their birthexperience. The women reported that the
midwives were well informed about the womens care and what had been said during previous
visits with other midwives in the team. A negative aspect to the team care was that the
symphysis fundal height measurements, used to predict the growth of the baby, could differ
between the midwives and therefor lead to unwarranted stress for the women.
Since this model of maternity care have not been implemented on a larger scale in Sweden
there is little data from previous studies in Sweden that show how women perceive caseload
maternity care in Sweden. However, our emerged themes “Women-centered care” and
“Relational continuity” correlates well with Perriman et al’s rewiev of 13 qualitative studies
on continuity of care models in the maternity care (27). Perriman et al found that the
overarching theme from these studies was the midwife-woman relationship and within this
key

theme

three

subthemes

were

found;

“Personalized

care”,

“Trust”

and

“Empowerment”(27). The midwife-woman relationship was discussed by the women in these
studies as being a vital aspect to their satisfaction with care. The authors described the
relationship as being warm and friendly and that being known by your caregiver gave the
woman a sense of comfort during labor and birth (27). The personalized care was described in
terms of the midwife knowing the woman’s wishes for the birth as well as making her feel
unique and seen by her caregiver. In the subtheme of trust the women describe that the fact
that they knew their midwives and that the midwives understood what the woman wanted
during labor contributed to the women feeling trust for the midwives (27). The same review
also found the subtheme called ”Empowerment” as an overarching subtheme (27). In these
qualitative studies the women discuss feelings of empowerment, feeling as if they can do
almost anything and how the midwives contributed positively to the woman’s ability to feel
confident in her own abilities (27). While the overarching themes of the relationship between
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midwife and woman and the subthemes of “Personalized care” and “Trust” can be found in
the interview material from the women participating in “Min Barnmorska” the theme of
“Empowerment” does not emerge from the data collected in our study. This may be a
reflection of the questions asked to the women and that the interview guide used in our study
differed from the ones reviewed by Perriman et al (27).
The themes and subthemes in this present study are supported by the findings of Beake et al
that describe how women in a multi-ethnic community in the U.K perceived the caseload care
they received (10). In Beake et al’s study found six key themes; “Knowing and being known”,
“Person-centered care”, “Social support”, “Reassurance, confidence and development”,
“Holistic and flexible care”, “Informed choice, control and autonomy” (10). These themes
coincide well with those described in our present study which indicates that the women in the
project “Min Barnmorska” had similar experiences of caseload midwifery care as the women
described in Beakes study.
Having an individualized care and having one’s wishes and preferences for the birth known
and respected by the midwife was seen as a positive and crucial part of the project “Min
Barnmorska”. The women felt that they were seen and were being a part of the decisionmaking in the care they received. Hildingsson et al found in their study that the women who
received a continuity of care-based maternity model felt more in control and involved in the
decision making around their intrapartum care (24).
When the midwife knew in advance the woman’s fears and preferences for birth, she was able
to make the woman feel seen and in control of the birthing situation. The women had time to
reflect on what they wanted for their birth during the prenatal visits and knew that the
midwives were well informed about these wishes. This subtheme is supported by the findings
of Jepsen et al who found that the women and partner’s they interviewed felt that the
continuity of having a known midwife present at the birth made the couples feel like they
were individuals and not just an anonymous patient (9). Similar results were found by Symon
et al trough a qualitative comparative study using focus groups consisting of pregnant women,
new mothers and health care professional, all involved in a continuity of care model (28). The
focus groups with pregnant women and new mothers were positive to receive continuity of
care and reported having positive relationships with the midwives as well as receiving
individualized care (28).
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The women in our study described that the relationship with their midwife had a positive
impact on their experience of pregnancy and the perinatal period. They described feelings of
trust towards their midwives and how they developed close relationships. The women also
described how home visits during the early stages of labor and during the postnatal period
was a positive aspect to the project “Min barnmorska”. One of the women would have wanted
more consistent support from one midwife in regard to breastfeeding support. According to
Gebuza et al the most important factor for life satisfaction among women during pregnancy
was emotional support (29). The authors concluded that the most important factor for life
satisfaction during the postnatal period was instrumental support such as practical help, for
example the possibility to receive help with breastfeeding (29).
The relationship between woman and midwife started during the prenatal visits but carried on
and grew throughout the woman’s participation in the project “Min barnmorska”. The women
reported feelings of safety and trust associated with their known midwife and it was a comfort
for the women to have a known midwife present during birth. Support during childbirth,
especially the support from medical professionals, has been shown to have a positive effect on
how the woman evaluates her birthing experience (30). Karlström et al found that women who
had assessed their birth as very positive contributed this in part to having a respectful and
trusting relationship with the midwife (18). This was deemed essential for the women to be
able to focus on them self and their techniques for managing labor (18). One negative aspect
brought into light in this study was how a close relationship with the midwife may cause the
woman to not be completely honest. This was reported by one woman and does therefor not
conclude a theme by itself. More studies are needed to evaluate whether this is a side to the
relationship between midwife and woman that appears in more than this sole case.
A negative aspect of being cared for by a team of midwives was the differences in symphysisfundus height, a measurement used to determine the growth of the uterus and baby, that could
occur when several midwives cared for the women. The differences in measurments led to
stress and worry amoung the women. A study done by Bailey et al showed that symphysis
fundal height measurements differ from observer to observer and is there for less reliable as a
tool for screening intrauterine growth when the woman sees more than one caregiver during
her prenatal visits (31). It is reasonable to say that this could occur in both standard maternity
care if the woman sees more then one midwife and in caseload maternity care.
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The women in this study described the transition from the continuity-based model of “Min
Barnmorska” to the regular care at the maternity ward or after the early post-natal care as
being a difficult period. The women felt more alone and did not know who to turn to for
advice when being cared for at the regular maternity ward postpartum. Whether this negative
experience depends on the transition of care models or whether this is a common experience
with women receiving standard care throughout the pregnancy and perinatal period as well
needs more comparative studies to conclude. A review study by Malouf et al studying both
quantitative and qualitative studies on women’s experiences and expectations of hospital
postpartum care in the UK found that 20 studies highlighted the need of emotional support in
the postnatal care (32). After birth the women reported feeling alone and neglected and that
the focus of the hospital midwives were on the practical aspects of the care and not on
emotional or relational aspects (32). The same study found that the time of discharge from the
maternity ward had an impact on women’s satisfaction with care. If the women perceived the
discharge to be too early this caused her to report less satisfaction with the post-natal care, but
the same was true for women who reported having too long stays at the maternity ward and
wanted to go home earlier. This group also reported less satisfaction indicating that the
woman’s autonomy in terms of having a say in when to transfer to home care plays a part in
the satisfaction with postnatal care (32). In light of Malouf et al’s findings it is likely that the
postnatal care is in need of improvement in terms of emotional support as well as respecting
the autonomy of the women in their care. The findings discussed above indicates that this is
an issue both in standard care as well as for the women who participated in “Min
Barnmorska”. Both the women in standard care, as reported by Malouf et al (32), felt a
sudden shift in care between intra-natal and postnatal care as well as the women who
participated in our study.
In some cases, the women felt that the relationship with the midwife exceeded that of a health
care professional and the midwife felt more like a relative or family member. This was seen as
as positive by the women and made them feel comfortable and at ease. This is supported by
the findings of Jepsen et al where the women described the relationship with the midwives as
being like that with a friend (9). The same was found by Beake et al and the women in their
study described the midwives as being like a friend or a relative (10). These findings reflect
the close relationship the women develop with their midwives and gives a description of the
trust the women feel towards the midwives.
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Strengths and Limitations
The trustworthiness of qualitative analysis and how it’s findings should be interpretaded is
often discussed and debated (33). Graneheim et al proposes in their paper that the
trustworthiness of a qualitative study can be deemed through its credibility, dependability and
transferability (33).
The selection of participants was made by calling the women enrolled in the project “Min
Barnmorska”. Several women could not be reached. Some of the women who initially
accepted to be interviewed, declined participation at a later stage. The difficulty to recruit
participants may be due to the women being new mothers and having a small baby to care for.
A larger selection of participants could have increased the credibility of this study.
The interviews were conducted by the author, a medical student and therefore a representative
of the health care. This could influence the way the participants expressed themselves and
what information they chose to share. The interviewer was not known to the participants
beforehand and the answers of the participants indicate that they perceived the interviewer as
a neutral part. The women were not asked who they perceived the interview which could have
improved knowledge on the women’s experience of the interview. The interviews were held
at a location of the participants own choosing to ensure that they felt comfortable in their
surroundings. A majority of the women chose to be interviewed in their own home. To ensure
that the women could speak freely no family members were present during the interview.
During the interviews the women were asked open questions with the interview guide as a
base. Clarifications were made when needed to ensure that the participants fully understood
the questions.
The interviews were preformed and transcribed over a limited amount of time to minimize
changes in data over time. All interviews and transcription were done by the author alone
which enable the author to have control over the conditions surrounding the interview. This
meant that the settings around the interviews could be as equal as possible and therefor
increase dependability. There was an on-going discussion between researchers during the data
collection and analysis to increase credibility.
There are no claims on transferability beyond the group of women enrolled in a caseload
midwifery model in Sweden.
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Implications for practice
This study is done within the project “Min Barnmorska” that aims to evaluate caseload
midwifery as an option of midwifery care for women with fear of childbirth in Sweden. The
hope for this study is to bring more understanding of the experiences of women enrolled in
caseload midwifery projects. Our study indicated that caseload midwifery has a positive
impact on the experience of pregnancy and childbirth among these women. Our study
inticates that he combination of relational continuity and personalized care enabled the
women to feel seen, respected and cared for. The hope with this study is to bring deeper
understanding of the factors that affect women’s experiences of care in the pre- and perinatal
period. The insights brought by this study may hopefully enable the health care system to
provide a more holistic maternity care to women.

Equity
Overall studies in this field of research tend to focus on the women’s experience of being
enrolled in a caseload midwifery project, therefor lacking the perspective of the partner or
father of the baby. Another aspect of equity is the possibility to participate in qualitative
studies when the person does not speak or understand the native language. In our study we
enrolled only participants who spoke and understood Swedish. Culturall differences and
language barriers may affect how a woman perceives care and is important to take into
consideration to ensure equity of care. In our study all women receided in the area of
Stockholm therefor it is possible that the experiences of the women enrolled in our study
could differ from the experiences of women enrolled in continuity of care models in other
geographic and socioeconomic areas.

Future research
This study has explored women’s experiences being cared for in a caseload maternity model
in Sweden. To increase credibility of the findings in this study it would be preferable to
conducte more qualitative studies with larger numbers of participants. There is needed to
further investigate the effect of caseload midwifery care on the women’s experience of
pregnancy and childbirth compared to standard care in Sweden. This could be performed with
a survey based comparative study.

Conclusion
The women participating in this study were overall positive to the project “Min Barnmorska”.
The relational continuity enabled the women to express their needs and references for the
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birth as well as building a trusting relationship with their midwives. The women developed
close relationships with the midwives that more resembled the relationship with a friend or
family member then that of a health professional. Difficulties were seen when transferring
from the project “Min Barnmorska” to the standard maternity care post-partum. Overall the
women were satisfied with the teamwork between the midwives but a drawback was the
differences that could occur regarding measurements of physical examinations. The women
perceived the care given in the project to exceed that of standard care in terms of availability,
for example the possibility to receive home visits and to be able to call the midwives at any
time through the call-line.
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Interview Guide
Background questions:
- Age?
- Number of births/children?
- Type of birth (vaginal or cesarean)?
- Care time at BB?
- Partner?
- Breastfeeding?
Questions about support
- How have you experienced the support from the midwives during pregnancy? Childbirth?
Maternity ward? Next few weeks after childbirth? Where did you get the main support? Was
there anything speciﬁc in the support that made you feel stronger/conﬁdent in the parental
role? Was there anything speciﬁc in the support that was less good?
- How have you been able to inﬂuence your own care?
- How has the ﬁrst period at home been after the child's birth?
- How have you experienced breastfeeding support? (if not breastfeeding, ask the question of aid
to the child's nutrition)
- How have you experienced support for your child?
- How have you experienced the emotional support?
- How have you experienced the support for your body?
- When there is a situation you have encountered difﬁcult to handle, how did you do then?
Example of a situation?
Questions on coherent care chain (continuity)
- do you feel that continuity worked? (For example, cared for by the same midwives; team of
midwives; same midwife during pregnancy and aftercare)
- If you have experienced problems with your body/child/breast-feeding, where have you turned
to get help?
- How have you experienced accessibility? (Phone, reception)
- How have you experienced the information? (e.g. coherent information).
- Can you give examples of any situation when you experienced a situation with good
continuity/less good continuity
Examples of follow-up questions: What, how , why, who

Appendix I
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