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A B S T R A C T

Background: The World Health Organization recommends models with midwifery continuity of care for pregnant 
women, as they have been shown to result in positive outcomes. While some initiatives have been taken to 
introduce such models into Swedish maternity care, they have not been fully implemented. Therefore, this study 
aimed to investigate midwifery students' views on implementing midwifery continuity of care within the current 
maternity healthcare organization in Sweden.
Methods: A Swedish national interview study involving 16 midwifery students was conducted in 2023. The data 
were analyzed using Reflexive Thematic Analysis following Braun and Clarke's method.
Results: The midwifery students ranged in age between 27 and 45 years and were in their second or third se
mester. Their views on implementing midwifery continuity of care within the current Swedish maternity 
healthcare organization were described by the following themes: Integrating evidence-based midwifery continuity 
into maternity care; Providing maternity care that respects women's needs for quality care; and Societal and financial 
prioritization of midwifery continuity of care is crucial.
Conclusion: Although the midwifery students held a positive attitude towards implementing midwifery continuity 
of care within the current Swedish maternity healthcare organization, they also highlighted essential factors that 
need to be addressed to support increased implementation.

Introduction

In a midwifery continuity of care (MCoC) model, the same midwife 
(i.e., caseload midwifery) or a small team of midwives (i.e., midwifery 
group practice or team midwifery) provides care throughout the con
tinuum of care, in collaboration with other professionals when needed 
[1]. Midwives working within MCoC models are often on call for the 
women in their caseload, enabling woman-centred care by being 
available when the women need them [2]. MCoC models are grounded 
in three key dimensions of continuity: relational continuity, informa
tional continuity, and management continuity [3]. Relational continuity 
between the woman and the midwife is also associated with a positive 
birth experience and increases the likelihood that midwives will provide 
holistic care [4]. Together, these dimensions are likely to explain the 

model's strong outcomes, including more vulnerable populations, such 
as women living in ethnically diverse and socially disadvantaged areas 
[5].

The World Health Organization [6], International Confederation of 
Midwives [7], and United Nations Population Fund [8] recommend that 
countries transition to midwifery models of care to improve respectful 
care and reduce the risk of fragmented health services, with MCoC being 
the most well-established type of midwifery care [6–8]. These models 
have been associated with positive outcomes for women, including an 
increased likelihood of spontaneous vaginal births and a reduction in 
caesarean section rates [1], as well as lower levels of burnout among 
midwives [9]. Despite the well-documented benefits of MCoC, and the 
interest among women [10], midwives [11], and midwifery students in 
continuity-based maternity care [12], the implementation remains slow 
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in most countries. However, New Zealand is the only country that has 
achieved full implementation, while countries such as Australia, the 
United Kingdom, Canada, and Denmark offer MCoC as an option within 
their maternity care systems [13]. There seem to be country-specific and 
within-country variations of MCoC implementation. New Zealand is 
unique in its organization of Lead Maternity Carer (LMC) care, where 
midwives work independently, and the majority of women choose a 
midwife as their Lead Maternity Carer [14]. In an Australian setting, a 
constructive grounded theory approach was used to understand factors 
that facilitate or hinder the implementation of MCoC models. The theory 
recognized that barriers could include midwives themselves, such as a 
lack of confidence to work across their full scope of practice and resis
tance to change, hindering their transition to MCoC models. Workplace 
culture resistant to change was another barrier, but having a funded 
project officer was seen as a facilitator, especially for changing work
place culture [15].

In Sweden, most pregnant women receive a standard model of care 
that offers some continuity with one or a few midwives during preg
nancy; however, continuity across labour, birth, and the postpartum 
period is rarely achieved. MCoC has primarily been offered through 
project-based initiatives targeting women with fear of birth or other 
vulnerabilities in both urban [16,17] and rural settings [18–20], and it is 
currently being integrated into the healthcare services in the capital, 
Stockholm. One of these projects compared pregnancy outcomes in a 
midwifery continuity model of care to standard care. Women in the 
MCoC model were more likely to have a spontaneous vaginal birth and 
less likely to have elective caesarean sections on maternal request or 
give birth prematurely compared to standard care [16]. Another of these 
projects focused on a digital continuity of care for pregnant women with 
childbirth fear. Women cared for in this model found the care attractive, 
enhancing their autonomy and reducing stress due to feelings of safety 
and support from midwives [20].

The 2025 national Swedish guideline for pregnancy, birth, and the 
postpartum period recommends strengthening continuity throughout 
the entire childbirth continuum [21], due to the robust international and 
national scientific evidence of positive outcomes [1,9,21]. Implement
ing MCoC models has been described as a complex intervention [22]. To 
support an implementation process for new working methods within 
healthcare, the Swedish National Board of Health and Welfare has 
outlined a guideline for change in working methods. According to the 
implementation process guide, success is achieved when more than half 
of the professionals use the new method as intended, and it becomes 
routine [23]. Nevertheless, due to the limited number of Swedish clin
ical studies, MCoC is currently recommended only in research projects, 
primarily for vulnerable populations [21]. Although some initiatives 
have been taken to introduce MCoC models into Swedish maternity care, 
they have not been fully implemented, leading to a lack of under
standing and preparedness among midwifery students for practicing in a 
MCoC model. Despite this, a national study, which includes midwifery 
students from all midwifery programs in Sweden, indicates that the vast 
majority are familiar with the MCoC model and express interest in 
working within the model after graduation [12]. Given this gap between 
students' interest and the limited access to MCoC in Sweden, it is 
important to understand how future midwives envision the practical 
conditions for implementing MCoC. The aim was to investigate 
midwifery students' views on implementing MCoC within the current 
maternity healthcare organization in Sweden.

Methods

Design

The scientific framework underpinning this study is grounded in a 
critical realist ontology and a contextualist epistemology [24]. The 
methodological approach followed a stepwise process based on Reflex
ive Thematic Analysis, which is a systematic and reflexive method for 

analyzing and interpreting qualitative data [24]. The study adhered to 
the Consolidated Criteria for Reporting Qualitative Research (COREQ) 
to ensure transparency and rigor in reporting [25].

Participant recruitment and data collection

Aiming for a variety, a purposive sampling method was employed, 
and midwifery students were recruited from various universities across 
Sweden, previously reported elsewhere ([12]). Eligibility criteria 
required participants to be enrolled in a Swedish midwifery education 
program and nearing the completion of their studies. Recruitment ef
forts included distributing written information about an anonymous 
survey exploring students' experiences, perceptions, and interest in 
MCoC models through program coordinators at all midwifery education 
institutions in Sweden. Additionally, the study was promoted via closed 
social media platforms targeting midwives and midwifery students, such 
as Facebook and the Student Section of the Swedish Midwifery Associ
ation. Further, interested students who wished to participate in an 
interview could contact the research team. All 16 students who 
expressed interest were included in the study, representing eight of the 
eleven midwifery education sites in Sweden. In 2023, 318 midwifery 
certificates were issued to students educated in Sweden [26]. Partici
pants received both written and verbal information about the study, 
with emphasis on the voluntary nature of participation and the right to 
withdraw at any time. Written informed consent was obtained prior to 
participation. The research topic was not considered sensitive, so no 
ethical approval was required according to the Swedish Ethical Review 
Authority's instructions. The ethical principles of the Helsinki Declara
tion and the General Data Protection Regulation (GDPR) were followed 
rigorously. Data were collected through individual semi-structured in
terviews conducted via secure videoconferencing platforms (Zoom or 
Teams). An interview guide with open-ended questions and follow-up 
prompts—adapted from previous studies on midwives' views of conti
nuity of care —was used and tailored to suit midwifery students (Box 1). 
Interviews were audio-recorded by two of the authors and two 
midwifery students, and conducted between January and December 
2023, with a duration ranging from 24 to 47 min (mean duration: 35 
min).

Data analysis

A total of sixteen interviews were transcribed verbatim into text by 
the two midwifery students. A Reflexive Thematic Analysis was con
ducted following the approach outlined by Braun and Clarke [24], a 
systematic and flexible method for identifying, analyzing, and inter
preting patterns within qualitative data. To begin, the transcripts were 
read multiple times to facilitate a thorough and immersive under
standing of the data. Initial patterns were noted, and codes were sub
sequently generated by identifying sentences and paragraphs relevant to 
the study's aim. These codes were then grouped according to thematic 
similarities and reviewed to ensure coherence and alignment with the 
research objectives. In the next phase, seven preliminary themes were 
developed and cross-referenced with the original transcripts to verify 
accuracy and relevance. Themes with overlapping or closely related 
content were merged to enhance clarity and thematic precision. This 
iterative process resulted in the identification of three themes, which 
collectively captured midwifery students' views about implementing 
MCoC. The final stage of analysis involved selecting rich, illustrative 
quotations to authentically represent participants' voices, in accordance 
with Braun and Clarke's [24] emphasis on reflexivity and depth in 
qualitative research. See Table 1 for the theme development process of 
the midwifery students' views on implementing midwifery continuity of 
care within the current Swedish maternity healthcare organization.
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Results

Study participants

All participants were female, aged between 27 and 45 years (mean 
33.6 years). The majority were in their final semester (semester 3, n =
15), with one participant in semester 2. Their professional backgrounds 
ranged from 2 to 15 years of experience as registered nurses (mean 6.25 
years). Participants reported acquiring knowledge of midwifery 
continuity-of-care models through various sources, including formal 
education, social media, maternity hospital websites, podcasts, confer
ences, classroom and clinical discussions, and personal experiences with 
continuity of care in diverse healthcare settings.

The midwifery students provided valuable insights into implement
ing aspects of MCoC within the current Swedish maternity healthcare 
organization, which were described by three themes (Fig. 1).

Integrating evidence-based midwifery continuity into maternity care

The first theme highlighted the importance of a sustainable design 
for MCoC when planning to implement the care model within the cur
rent maternity healthcare organization. To have a nationally consistent 
design integrated into the current tax-financed maternal health orga
nizational structure was regarded as crucial. While some midwifery 
students did not find it difficult or impossible to implement MCoC in the 
current Swedish maternity healthcare organization, the majority 
regarded it as challenging. Consequently, they experienced feelings of 
anger, hopelessness, and hesitation about the feasibility of implement
ing this care model. Two students said:

While our system may appear to function well on paper, it's challenging to 
deviate from the existing system and change direction within the healthcare 
system. # 8.

Now is an opportune time to introduce midwifery continuity of care, 
especially with the low fertility rate, paving the way for the continuity model 
to be in place for the next baby boom. # 15.

The midwifery students believed that scientific research results could 
help guide the implementation of MCoC in Sweden, but some felt that 
there is a lack of evidence on the benefits of MCoC. They argued that if 
there were evidence, the entire healthcare organization would need to 
be rebuilt. Two students explained:

It's important to note that some attitudes are not evidence-based and 
shouldn't be the guiding principles in care. Decisions should be based on 
factual information. # 5.

When evidence shows that there are better outcomes with a certain model, 
it should be considered a better approach. Continuing with outdated methods 
when there is evidence supporting a change is not beneficial. # 1.

Within the framework of a MCoC model, students recommended 
drawing lessons from well-established MCoC models in Sweden and 
other countries to streamline the implementation process in Sweden. A 
student added:

I admire the midwifery continuity of care systems in other countries that 
are well-established and functioning effectively. # 2.

The midwifery students emphasized the importance of ensuring that 
everyone within an MCoC organization shares a common understanding 
of collaboration structures, acknowledges the need for various pro
fessions in care, and ensures the organization is well-structured. A 
challenge during the implementation of MCoC was the potential for 
contradictions, conflicts, and jealousy among work groups and pro
fessions, as some may resist changes to the care system. One student 
explained:

[Physicians] may feel somewhat threatened by the prospect of a 

Box 1. Interview guide

1. How do you view care models with midwifery continuity of care during pregnancy, birth, and the early postpartum period? Please share if you 
have practical experience with care models involving midwifery continuity.

2. What positive aspects do you believe could be linked to midwifery continuity of care? Please share perspectives for midwives, women, partners, 
and/or others.

3. What negative aspects do you believe could be linked to midwifery continuity of care? Please share perspectives for midwives, women, partners, 
and/or others.

4. What are your thoughts on implementing midwifery continuity of care in Sweden? What factors do you think would support the implementation 
of such care models in Sweden? What challenges do you foresee in introducing care models with midwifery continuity of care in Sweden?

5. Do you have any additional comments or reflections on midwifery continuity of care for pregnant women?

Table 1 
Overview of the theme development process.

Quote examples Code examples Preliminary 
themes

Themes

It's important to 
note that some 
attitudes are not 
evidence-based 
and shouldn't be 
the guiding 
principles in care. 
Decisions should 
be based on 
factual 
information. # 5

Guiding 
principles in 
evidence-based 
care

1) Developing a 
sustainable design 
for continuity of 
care 
2) Integrating 
continuity of care 
into the current 
organizational 
structure.

1) Integrating 
evidence-based 
midwifery 
continuity into 
maternity care

It's crucial to have 
confidence in a 
woman's ability to 
give birth and to 
have colleagues 
who share the 
same ideology. # 
9

Shared 
confidence in 
women's ability 
to give birth

3) Respecting 
women's needs for 
quality care 
4) Providing 
maternity care that 
offers women 
choices

2) Providing 
maternity care 
that respects 
women's needs 
for quality care

If healthcare costs 
are reduced, 
everyone in 
society will 
benefit from it. It 
may initially 
generate greater 
costs, but it 
should even out 
for better health 
outcomes. # 7

Financial 
prioritization of 
midwifery 
continuity of 
care

5) Generating 
interest in 
continuity of 
midwifery care 
among expectant 
parents, midwives, 
and society 
6) Prioritizing 
continuity of care 
by politicians and 
hospital 
managements 
7) Securing 
financial resources 
for continuity of 
midwifery care

3) Societal and 
financial 
prioritization of 
midwifery 
continuity of care 
is crucial

Fig. 1. Identified themes.
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midwifery-led organization. However, it would ultimately benefit everyone 
involved. Midwifery is the expertise of midwives, and having a clear 
distinction between their role and that of physicians could enhance profes
sional clarity. # 1.

As the MCoC care model is not yet nationally implemented, students 
proposed introducing continuity of care on a smaller scale. Imple
menting a new care concept requires ‘trial and error’, as well as careful 
evaluation of what is effective. This process can be lengthy and resource- 
intensive. One student emphasized the importance of fostering a positive 
atmosphere, rather than one where midwives are seen as ‘special’ or 
‘superior’. She said:

Instead, they should be viewed as valuable contributors to the field. # 2.
MCoC was lauded for offering a professional development, flexible, 

and sustainable approach to work. However, working hours and 
midwifery competence when working in different areas of maternity 
care were aspects to consider in the implementation process of MCoC 
within the current maternity healthcare organization. Two students 
highlighted:

It would greatly benefit my professional growth to closely follow women 
throughout their care and witness the outcomes. Currently, the care process is 
fragmented, making it difficult to gauge the impact of interventions made 
during antenatal care on the birthing experience. # 3.

One common argument against adopting caseload midwifery [MCoC] is 
the need to be constantly available for women. However, in the current 
intrapartum care setting, midwives are always on call, ready to step in for an 
extra shift or cover for an absent colleague. Therefore, I find this argument 
unconvincing. # 5.

[MCoC] is the need to be constantly available for women. However, in the 
current intrapartum care setting, midwives are always on call, ready to step in 
for an extra shift or cover for an absent colleague. Therefore, I find this 
argument unconvincing. # 5.

Providing maternity care that respects women's needs for quality care

In the second theme, the midwifery students emphasized the 
importance of respecting women's rights to quality maternity care. The 
students noted a patriarchal expression in Sweden that portrays women 
as dependent on medicalized healthcare for pregnancy and childbirth, 
with an overall view that childbirth is a risky event. Therefore, as one 
student said:

It's crucial to have confidence in a woman's ability to give birth and to 
have colleagues who share the same ideology. #9.

They felt it was essential to have an organization that offers a variety 
of options, including both traditional care and continuity of care, to 
meet the diverse preferences and needs of women. The midwifery stu
dents hoped for a move towards differentiated maternity care where 
women have the right to choose their preferred care model. As a stra
tegic starting point for implementing MCoC, the students suggested 
targeting specific groups that would benefit most from continuity. They 
recommended women with mental illness, severe fear of childbirth, 
anxiety, insecurity, lack of social networks, no partner, young age, 
language barriers, non-traditional family structures, and first-time 
mothers. However, most students believed that all women should have 
access to MCoC, as it would benefit everyone, as one student explained:

If certain criteria had to be met to participate in a continuity of care 
model, or if it was only available to those who could afford it. This could limit 
access to only a select group of well-informed women seeking this care model. 
# 6.

Societal and financial prioritization of midwifery continuity of care is 
crucial

The third theme focused on the importance of creating awareness 
and interest in MCoC among expectant parents, midwifery students, 
midwives, hospital managers, politicians, and society, to make it 
possible to implement MCoC within the current maternity healthcare 

organization. This was seen as essential for a successful implementation 
of the care model, and a student said:

As MCoC has not yet been introduced in Sweden, the general public may 
not be aware of the advantages of continuity of care and therefore may not 
actively support or request it. # 7.

In order to effectively implement MCoC, professionals and leaders 
must prioritize the financial aspect of the care. It was believed that McoC 
would be beneficial for women, midwives, and society as a whole. 
However, students expressed concern that women's healthcare was 
undervalued compared with other areas of medical services, such as 
cancer treatment. The experiences and perspectives of women and 
midwives appeared to be marginalized, with greater emphasis placed on 
efficiency metrics rather than on the value of these individuals. Most of 
the midwifery students believed MCoC to be cost-effective. Reasons for 
that opinion were that many women will demand MCoC, reduced care 
costs in the form of effective care, fewer interventions, shorter lengths of 
hospital stay, if support is also provided in women's homes, and that the 
midwives can more easily be replaced by each other as they know all 
parts of the maternity care. A student said:

If healthcare costs are reduced, everyone in society will benefit from it. It 
may initially generate greater costs, but it should even out for better health 
outcomes. # 7.

Some midwifery students believed, however, that MCoC would not 
be cheaper to run than today. Healthcare would generate more expenses 
than revenue, more staff are required, and it costs to have a midwife on- 
site and on standby around the clock. Two students explained their 
views:

Those who lead maternity care may think, “Why should we spend money 
on it when the current system already works?” But the WHO [World Health 
Organization] states that giving birth is not only about survival but also 
about having a positive birth experience. # 12.

A model like this should not be based on making a lot of money! Women 
need continuity! Practical obstacles always arise when attempting to make 
changes, making it feel irrelevant when gaps cannot be filled, leading to a 
sense of disbelief. # 2.

Discussion

Midwifery students shared ideas on aspects of how to implement 
MCoC within Sweden's current maternity healthcare system. They 
emphasized the importance of creating a sustainable MCoC model 
grounded in scientific research, offering maternity care that addresses 
women's needs for quality, promoting interest in MCoC across different 
parts of society, and ensuring it receives financial support. These find
ings align with the recommendations of the World Health Organization 
for implementing midwifery models of care and the need for political, 
financial, and operational support [27].

The first theme in the current study highlighted the importance of a 
sustainable design for MCoC when planning to implement the care 
model within the current maternity healthcare organization. Having a 
nationally consistent design integrated into the current tax-financed 
maternal health organizational structure was deemed crucial. A re
view by Zarbiv et al. [28] indicates that barriers to MCoC often occur at 
the systemic level and are consistent across countries and healthcare 
settings. Examples of barriers include hierarchical power dynamics, 
inadequate policy support, limited autonomy for midwives, and work
force shortages. In contrast, facilitating factors tend to be more context- 
specific and include collaborative care, supportive leadership, and 
midwifery scope of practice and autonomy, as well as national guide
lines that promote MCoC [28]. In an international perspective, a 
regional study from Australia, where a MCoC model has been running 
for over 25 years, midwives organized their working schedules, had a 
relevant number of women in their caseload, and built trusting re
lationships with women, colleagues, obstetricians, general practitioners, 
and managers [2]. The key to this sustainable model of maternity care, 
which has similar outcomes to standard care, is based on strong 
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leadership at all levels of policy, health service management, and 
committed midwives providing the services [2]. However, in Sweden, 
the healthcare system allows for diverse interpretations of government 
recommendations on implementing continuity of care, which may lead 
to different approaches being taken.

Midwifery students in our study suggested introducing MCoC on a 
smaller scale, as implementing a new working model involves ‘trial and 
error’ with careful evaluation of effectiveness. This process was 
considered lengthy and resource-intensive. According to the Imple
mentation guide by the Swedish National Board of Health and Welfare, 
factors crucial to successful change in working methods include the 
competence of the users (i.e., through supervision, education, and se
lection), a supportive organization, and effective leadership [23]. A re
view and synthesis of the global literature highlights the importance of 
examining how professional values of midwifery and political agendas 
influence a MCoC implementation [22].

Based on the first theme of the present study, midwifery students 
described risks of contradictions, conflicts, and interprofessional ten
sions, as well as resistance to changes in the care system, as key chal
lenges for the implementation of MCoC. In line with this, the 
Implementation guide by The Swedish National Board of Health and 
Welfare [23] states that professionals may feel uncomfortable and 
insecure when a new method is introduced. This may lead to deviations 
from the intended method based on individual decisions. Continuous 
guidance and support in the new method can help minimize these de
viations [23]. A review by Simmenlink et al. [29] investigated condi
tions for MCoC implementation in high-income countries. It was 
highlighted how unequal or unclear legal and regulatory rules may give 
rise to interpersonal tensions. Furthermore, as MCoC entails a redistri
bution of roles and responsibilities among healthcare professionals, it 
may also generate role-related conflicts. Role ambiguity and conflicting 
perceptions of roles, responsibilities, and power structure between 
midwives, obstetricians, and other healthcare professionals can lead to 
tensions, misunderstandings, and deficiencies in care. Healthcare pro
fessionals may resist changes to traditional care models due to concerns 
about shifts in power and authority within interprofessional teams. To 
successfully navigate healthcare professionals through the transition, 
both formal and informal leaders must demonstrate the courage and 
vision to challenge existing norms [29].

In the second theme of our study, the midwifery students emphasized 
the importance of respecting women's rights to quality maternity care. 
For a pregnant woman to understand the quality of maternity care, she 
needs to be informed [30]. However, women are often unaware of the 
available options for maternity care [31], or there may be no other 
options to choose from besides standard care. Women must be given 
genuine choices in their options through quality education, as they need 
easy access to services and good communication between service pro
viders, but care is often fragmented and received in parallel [30]. Ac
cording to an integrative review by Cutajar et al. [31], which included 
20 articles from nine countries, the model of care greatly impacts 
women's childbirth satisfaction. Satisfaction with care was found to be 
associated with being known to healthcare providers and having a 
friendly relationship with them. Additionally, receiving care from pro
fessionals who can communicate with each other and have mutual 
respect for each other's areas of expertise was highly appreciated. 
However, women noted that they often felt the service was not tailored 
to them, but rather they had to fit into the service [31]. Woman-centered 
care provided by a known midwife has been described as having a 
positive impact on maternal satisfaction without adverse outcomes, as 
outlined in an integrative review by Brady et al. [32]. Continuity of care 
was seen as best practice, which includes one provider throughout 
pregnancy and a shared philosophy and practices with colleagues. 
Women experienced key aspects of woman-centered care to include 
choice, control, and continuity of care [32].

In the present study, the third theme focused on the importance of 
creating awareness and interest in MCoC among expectant parents, 

midwifery students, midwives, hospital managers, politicians, and so
ciety. This was regarded to aid the implementation of MCoC within the 
current maternity healthcare organization. Currently, women often lack 
awareness about MCoC, which hinders consumer demand for this op
tion. Additionally, women may underestimate their capacity to make 
changes to their local health services, not be aware that they could, or 
know how to contribute to making changes. ‘Coming together’ to 
advocate for the implementation of an MCoC model can help women's 
voices be heard at an executive management level, which can be a sig
nificant step to facilitate MCoC implementation. There is not only a lack 
of awareness and interest in MCoC among women but also among 
midwives, which prevents midwives from advocating for MCoC [15]. 
Hierarchy in a maternity healthcare organization may affect the interest 
in implementing an MCoC model within the current maternity health
care organization. According to a scoping review by Essex et al. [33], 
exploring the impact and negotiation of hierarchy in healthcare orga
nizations, hierarchy was seen to shape the delivery of care, what is 
prioritized, and who receives care. Hierarchy was described as negoti
ating by learning unspoken rules of what was and was not acceptable 
behavior and communication in a specific setting. Furthermore, hier
archy's impact on whether professionals speak up in situations that 
might challenge the power, status, and professional expertise of senior 
professionals. Additionally, hierarchy includes obedience, hiding frus
tration, and professionals being reluctant to speak up and voice their 
opinions. Hierarchy was described to have substantial personal costs and 
potentially negatively impact the well-being of those in less powerful 
positions [33]. For a change in working methods, it has to be a detailed 
described process, and an agreement on the goals of the working 
method. Additionally, it is important to anchor the need for change 
within other parts of the organization [23], including healthcare clinics 
to which patients may be referred in case of complications, as well as 
trade unions, politicians, and patient organizations.

According to the present study's third theme, it also became evident 
that, to implement MCoC, professionals and leaders must effectively 
prioritize the financial dimension of MCoC. The financial dimension of 
MCoC has been targeted by the review of Simmelink et al. [29], which 
was based on various stakeholders' perspectives in high-income coun
tries [29]. The findings describe that the financial structures in a 
healthcare system have a major impact on the potential to integrate an 
MCoC model. Continuity of care was regarded as generating less 
financial income when the care is known to lead to fewer costly child
birth interventions. A changed financial system was seen to be based on 
providing the best possible care for the woman, rather than reinforcing 
conflicting interests between professionals and organizations. Inequi
table funding models between disciplines were also regarded as having 
potentially negative effects [29]. Understanding the financial aspects of 
implementing MCoC models in Sweden requires a long-term public 
health perspective that considers not only medical outcomes in mater
nity care but also improvements in women's psychosocial health and 
their experiences during pregnancy and childbirth. Considering the 
positive outcomes for women in these models, necessary resources and a 
supporting organization are key to making MCoC models sustainable 
[22]. The Implementation guide by the Swedish National Board of 
Health and Welfare [23] highlights that an implementation process of 
new working methods needs to be allocated to have the necessary re
sources, such as premises, time, activities, materials, recruitment, and 
staff training [23].

Strengths and limitations

This study is one of the first qualitative studies to explore midwifery 
students' perspectives on implementing MCoC in a Swedish context. The 
voluntary nature of participation may have led to an overrepresentation 
of individuals with positive views of MCoC. The small sample size, along 
with the participants' lack of clinical experience with MCoC, could be 
seen as limitations to the credibility and the transferability of the 
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findings to other contexts. However, a strength of the study was the 
representation of students from eight out of the 11 midwifery programs. 
The authors, who are midwives with extensive clinical and research 
experience in various aspects of midwifery, align with the World Health 
Organization [6], International Confederation of Midwives [7], and 
United Nations Population Fund [8] on the importance of implementing 
and expanding MCoC in maternity care due to its positive impacts on 
women, children, and midwives. We have extensive experience in con
ducting qualitative studies and interviews. We used an interview guide 
that encouraged reflective responses, yielding rich, in-depth data that 
provided a comprehensive understanding of midwifery students' views 
on MCoC. By illustrating the development of themes from quotes to 
themes, the study's credibility has been enhanced.

Conclusion

Midwifery students expressed positive and constructive views on 
implementing MCoC within the current Swedish maternity healthcare 
organization. However, they also identified challenges that need to be 
addressed in an implementation process. It was considered important to 
integrate a sustainable MCoC design based on scientific evidence, pro
vide maternity care that respects women's need for quality care, 
generate interest in MCoC at various levels of society, and prioritize 
funding accordingly.
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