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ABSTRACT

Background: Antenatal care plays a vital role in preparing women for childbirth and the postpartum period.
Midwifery continuity models may enhance the quality of antenatal care.

Aim: To explore women’s experiences regarding the organisation and content of antenatal care among partici-
pants in a midwifery continuity of care (MCoC) project.

Methods: a prospective cohort study of 142 women experiencing fear of birth or depressive symptoms. This
project offered two alternatives for antenatal care: ‘full continuity’ with the MCoC midwives (Model A), or a
mixed option with health check-ups with a local midwife and digital contacts with the MCoC midwives (Model
B). Counselling, parent education and birth preparation were provided online for all women. Data was collected
through online questionnaires during pregnancy and postnatally, measuring perceived reality (PR) and subjec-
tive importance (SI) of antenatal care.

Findings: Fifty women opted for the ‘full continuity model’ (Model A), while 92 chose the mixed alternative
(Model B). No differences in background characteristics were observed between the groups. Statistically sig-
nificant discrepancies emerged between perceived reality and subjective importance, especially regarding in-
formation. Overall satisfaction with antenatal care was high. Women in Model A rated midwife support and
partner involvement higher compared to those in Model B. Deficiencies were noted regarding information on
breastfeeding and postpartum care in Model B.

Conclusion: The quality of antenatal care was perceived as satisfactory; however, information regarding
breastfeeding and the postpartum period requires enhancement. The model with ‘full continuity’ was associated
with stronger midwifery support and greater partner involvement.

Background

Mental health screening and counseling are essential elements of
ANC, aiming to identify and address conditions like depression and

Antenatal care (ANC) plays a pivotal role in promoting maternal and
fetal health. Regular ANC visits enable early detection and management
of conditions such as hypertension, gestational diabetes, infections, and
fetal growth deviations, which can significantly reduce the risk of
complications during pregnancy and childbirth (WHO, 2018). Routine
assessments include ultrasounds and physical examinations, monitoring
of fetal development and well-being. ANC also encompasses vaccina-
tions, nutritional supplementation (e.g., iron and folic acid), and
screening for infections such as HIV, syphilis, and hepatitis
B—interventions that support maternal health and reduce the risk of
disease transmission to the infant.

anxiety, thereby enhancing the pregnancy experience and postpartum
outcomes. In addition, ANC provides vital information on nutrition,
physical activity, birth preparedness, breastfeeding, and newborn care.
It encourages shared decision-making, empowering women to take an
active role in their health and that of their baby. Access to quality ANC is
associated with lower rates of maternal and neonatal morbidity and
mortality. Timely referrals and access to emergency obstetric care are
crucial components of quality ANC. The World Health Organization
recommends a minimum of eight contacts during pregnancy to optimize
outcomes and enhance care experiences (WHO, 2018).

A Swedish study published in 2007 identified areas for improvement
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within maternity services, including the timing and duration of ANC
visits, equitable access to parent education classes, and opportunities for
prelabor visits to maternity wards. Furthermore, women emphasized the
importance of midwives possessing qualities such as being supportive,
friendly, attentive, respectful, and nonjudgmental. The study concluded
that a patient-centered, individualized approach—with women and
their partners seen as active participants rather than passive recipients
of care—could significantly enhance satisfaction and the overall quality
of maternity services in Sweden (Hildingsson and Thomas, 2007).
Another Swedish study investigating regional differences in maternal
characteristics, ANC, first trimester screening practices, and birth out-
comes concluded that “quality in antenatal and intrapartum care in
Sweden varies between regions, which warrants further actions”
(Stephansson et al., 2018).

International and national research comparing care models during
pregnancy and childbirth highlights advantages of midwife-led conti-
nuity models over standard or obstetrician-led care. Midwifery Conti-
nuity of Care (MCoC) models refer to care provided predominantly by a
known midwife or small team of midwives throughout the antenatal,
intrapartum, and postnatal periods. These models have demonstrated
improved clinical outcomes. A Cochrane review of 17 studies,
comprising 18,533 women, found that MCoC models likely increase the
rate of spontaneous vaginal birth from 66% to 70%, reduce caesarean
sections from 16% to 15%, and show little to no difference in the
prevalence of intact perineum. Women receiving MCoC generally report
more positive experiences during pregnancy, labour, and the post-
partum period. In some countries, MCoC models also yield cost savings
in antenatal and intrapartum care (Sandall et al., 2024).

Swedish studies on midwifery continuity of care models (MCoC),
although rather few, corroborate these findings. Research indicates that
continuity-based care positively influences women’s emotional well-
being and sense of agency during pregnancy and childbirth
(Hildingsson et al., 2021, 2025). Having access to a known midwife
throughout the perinatal journey promotes a sense of security, trust, and
satisfaction. A recent Swedish publication concluded that women cared
for by a known midwife are less likely to experience birth trauma and
more likely to feel emotionally supported (Fahlbeck et al., 2022).

Problem area

Antenatal care constitutes a foundational element of Swedish ma-
ternity care, with nearly universal participation among pregnant
women. Despite a robust infrastructure aimed at detecting and pre-
venting health issues during pregnancy, relational continuity may
further enhance the quality of antenatal care. This study aims to explore
women’s experiences of the organisation and content of antenatal care
within a Swedish healthcare region, among participants in a Midwifery
Continuity of Care (MCoC) project.

Method
Design

A cohort study was conducted with pregnant women recruited dur-
ing mid-pregnancy and followed up after childbirth. Participants were
included in a Midwifery Continuity of Care (MCoC) model, offered in
two alternatives.

Context of care

In Sweden, ANC is predominantly delivered by registered midwives
within the publicly funded primary healthcare system (Nordic
Cooperation, 2020). Nearly all pregnant women in Sweden engage
with this system (SFOG, 2016). Midwives serve as the main point of
contact throughout pregnancy, providing routine check-ups, health ed-
ucation, and emotional support. They also offer information about
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prenatal diagnostics and refer patients to obstetricians when complica-
tions arise, but there are no routine visits to a doctor in the routine
visiting schedule. Care is initiated early in pregnancy— typically be-
tween gestational weeks 6 and 12—and includes approximately 8-10
scheduled visits for low-risk pregnancies. These visits comprise physical
examinations, laboratory testing, ultrasounds (usually at 18-20 weeks),
and conversations regarding lifestyle, mental health, and birth planning
(Nordic Cooperation, 2020). Most women meet the same midwife dur-
ing their antenatal check-ups and as such, continuity of midwifery care
is high during pregnancy. For women with fear of birth there are sepa-
rate hospital-based counseling clinics, and the antenatal midwife usually
refer women to these clinics. Women in rural areas must travel sub-
stantial time to reach these clinics. Midwives working in antenatal care
are not involved in intrapartum care, which is provided by
hospital-based midwives. In many rural and remote areas, antenatal
clinics are small and may be staffed by only one midwife, making it
difficult to implement traditional midwifery continuity of care (MCoC)
models based on a team of midwives providing care throughout preg-
nancy, birth and the postnatal period. Consequently, alternative models
are needed to improve continuity while maintaining equitable access to
care for women living far from hospital-based maternity services.

Setting

The study was carried out in a Swedish healthcare region consisting
of one city with the region’s only labor ward, surrounded by a large rural
area. The region included 29 antenatal outpatient clinics. Pregnant
women typically registered for antenatal care with a midwife at a local
clinic, often located within a health center. In 2022, regional policy-
makers initiated and funded a two-year project aimed at increasing
continuity throughout the childbearing period for vulnerable women,
such as those experiencing fear of birth or depressive symptoms.

Recruitment of participants

All pregnant women in the region underwent a screening procedure
during the 20th gestational week to identify fear of birth and depressive
symptoms. The Fear of Birth Scale (FOBS) (Haines et al., 2011;
Hildingsson et al., 2017) was used to assess fear of birth, while the
Edinburgh Postnatal Depression Scale (EPDS) (Cox et al., 1987) was
used to detect depressive symptoms. Cut-off scores of 60 (FOBS) and 13
(EPDS) were applied. Women meeting these criteria were informed
about the project and invited to participate in the MCoC project. Those
who agreed were referred to a dedicated team of four midwives
responsible for prioritised care. Women declining participation were
offered 2-3 counselling sessions with hospital-based midwives.

Midwifery continuity models of care

The four midwives involved in the MCoC project followed the
women from mid-pregnancy through the postpartum period. Women
could choose between two antenatal care options:

e Model A: Full continuity including antenatal care with health check-
ups (measures of fetal growth, blood pressure, urine samples, fetal
heart rate etc.) provided by the MCoC midwives in an urban health
center, and thereafter assistance during labour and birth from one of
the four midwives, on an on-call rotation schedule. Women in this
model could access the MCoC midwives online with questions and
concerns.

e Model B: Antenatal health check-ups (measures of fetal growth, blood
pressure, urine samples, fetal heart rate etc.) was offered by a
midwife in a local health centre, while counselling, parent education,
birth planning and birth assistance were provided by the MCoC team.
Women in this model could access the MCoC midwives online with
questions and concerns.
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All women followed the standard visiting schedule for antenatal
check-ups (9-10 visits during a normal pregnancy but could also
schedule unlimited online visits with the MCoC midwives as needed. The
MCoC midwives provided video-based counselling sessions for fear of
birth and emotional well-being, birth planning, and parent education for
participants in both models. The education sessions included prepara-
tion for childbirth, breastfeeding, and transition to parenthood. Labour
and birth assistance were provided by the MCoC team for all partici-
pants. Women had the opportunity to meet all team members of the
MCoC team through counselling, education sessions, or clinical visits.
The service was limited during summer months, when only two mid-
wives were available and simultaneously staffed the labor ward.

Data collection

Data were collected via two online questionnaires during
2022-2024. The first was distributed in mid-pregnancy shortly after
referral to the MCoC model, and the second two months after childbirth.
The secure REDCap platform was used for data collection (Harris et al.,
2009, 2019). Reminders were sent via text message two and four weeks
after the initial contact.

The first questionnaire gathered background data including age,
marital status, country of birth, educational level, and parity. The sec-
ond questionnaire focused on antenatal care, capturing data on the
number of midwives met during pregnancy, women’s opinions
regarding this number, doctor visits and related opinions, and partici-
pation in parent education.

To assess perceived quality of antenatal care, women evaluated a
series of statements regarding care content (e.g., support from midwife,
partner involvement, information on pregnancy, breastfeeding, child-
birth, and postpartum care). These questions were inspired by the
Quality from the Patients’ Perspective (QPP) instrument (Wilde et al.,
1994). Each item was rated on two scales:

e Perceived Reality (PR): extent to which the aspect of care was expe-
rienced (4-point Likert scale: “Totally agree” to “Totally disagree”)

e Subjective Importance (SI): perceived importance of that aspect (4-
point Likert scale: “Very important” to “Not important at all”)

An index was constructed by combining PR and SI ratings, following
the methodology outlined in Wilde et al. (1994). This index produced
seven quality levels, which were then grouped into three categories:

o Deficient quality of care (levels 1-2): high SI, low PR
e Balanced quality of care (levels 3-5): PR aligned with SI
e Excessive quality of care (levels 6-7): PR exceeded SI

For analytical purposes, this was dichotomised into “deficient” vs
“non-deficient” quality of care. According to Wilde et al. (2001), tar-
geted improvements are recommended if >20% of respondents report
deficient care.

Data analysis

Descriptive statistics (frequency and percentages) were used to
summarize participants’ background characteristics and antenatal care
organisation. Differences between MCoC models were tested using chi-
square analysis. Paired sample t-tests were applied to assess differ-
ences in mean PR and SI scores for each statement. Independent sample
t-tests were used to examine intergroup differences in PR and SI scores.
Finally, odds ratios with 95% confidence intervals were calculated to
compare the proportion of women reporting deficient care between the
two models. Data were analysed using the Statistical Package for the
Social Sciences (SPSS), version 29. Ethical approval for the study was
obtained from the Regional Ethics Board (DNR xxx). The STROBE
checklist was used in reporting.
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Results

Of the 200 women who consented to participate in the project, 142
(71%) completed both questionnaires and were included in the present
study. Analysis of non-responders revealed that those who did not return
the follow-up questionnaire (n = 42) were significantly more likely to be
born outside Sweden (p < 0.001) and had not completed the initial
questionnaire (p < 0.001). No other significant background differences
were found.

Among the participants, 50 women chose the physical model of care
with ‘full continuity’ (Model A) with direct visits to the MCoC midwifery
team, while 92 opted for the mixed model (Model B), receiving routine
antenatal care at their local health center combined with video-based
counselling and parent education from MCoC midwives. The latter
alternative mainly attracted women with long distance to the city where
the MCoC midwives provided care.

Participant characteristics

Table 1 presents background characteristics. Most women were
under the age of 35 and lived with a partner. Nine percent were born
outside Sweden, and 74% held a university degree. Overall, 39% were
primiparous and 61% had previous children. No major differences be-
tween the two models were observed in terms of background data,
except for country of birth (p = 034); a higher proportion of foreign-born
women were represented in the mixed model (Model B).

Organisation of antenatal care

As shown in Table 2, there were no statistically significant differ-
ences between Model A and Model B regarding the number of midwives
met during pregnancy or participants’ opinions on these numbers.
Similarly, no differences were observed in the frequency of medical
doctor visits or views regarding their adequacy. Overall, 79% of the
participants attended parent education sessions, with slightly higher
attendance in the Model A (84%) compared to the Model B (77%).

Table 1
Background of the participants.
All Differences
Women Model Ax  Model B« between
in the project Model A and
n =142 n =50 n=92 Model B
n (%) n(%) n(%) p-value
Age groups
18-34 years 100 (72.5) 36 (76.6) 67 (70.3)
35 years or older 38 (27.5) 11(28.4) 27(29.7) 0.659

Civil status

Living with a partner 132 (95.6) 45 (95.7) 87 (95.6)
Notliving with a partner 6 (4.4) 2(4.3) 4(4.4) 1.000
Country of birth

Sweden 126 (90.6) 47 (97.9) 79 (86.8)

Other country 13 (9.9 121 12(13.2) 0.034
Level of education

High school or lower 36 (25.9) 10 (20.8) 26 (28.6)
University education 103 (74.1) 38 (79.2) 65 (71.4) 0.416
Parity

Primiparas 54 (39.0) 21 (43.8) 33(36.7)
Multiparas 84 (61.0) 27 (56.3) 57 (63.3) 0.466

rtModel A refers to women who had physical antenatal visits, online counselling,
parent education and birth assistance with the MCoC midwives.

Model B refers to women who had their antenatal check-ups with a local
midwife, but online counselling, parent education and birth assistance with the
MCoC midwives.
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Table 2
Women's experiences of antenatal care.
All Differences
Women Model A Model B between
<1 <1
in the Model A
project and
Model B
n =142 n =50 n =92
n (%) n(%) n(%) p-value
Number of midwives met 3.28 3.52 3.14 0.158
during pregnancy (Mean, (1.53) (1.32) (1.63)

SD)
Opinion about number of midwives met
during pregnancy

Sufficient 119 43 76
(85.6) (86.0) (85.4)
Not sufficient 20 (14.4) 7 (14.0) 13 1.00
(14.6)
Having had a visit to a
doctror
Yes 97 (69.3) 32 65
(65.3) (71.9)
No 43 (30.7) 17 26 0.565
(34.7) (28.6)
Number of vists to a doctor 3.03 2.84 3.12 0.694
(Mean, SD) (3.30) (2.27) (3.73)
Opinion about number of
visits to a doctor
Sufficient 98 (89.1) 31 67
(83.8) (91.8)
Not sufficient 12 (10.9) 6 (16.2) 6 (8.2) 0.216
Attended parent education 112 42 70
classes (79.4) (84.0) (76.9)
Yes 29 (20.6) 8 (16.0) 21 0.387
(23.1)

No

rModel A refers to women who had physical antenatal visits, online counselling,
parent education and birth assistance with the MCoC midwives.

Model B refers to women who had their antenatal check-ups with a local
midwife, but online counselling, parent education and birth assistance with the
MCoC midwives.

Table 3
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Quality dimensions

Perceived reality (PR) and subjective importance (SI)

Table 3 presents findings from the paired sample t-tests. Statistically
significant differences were noted between PR and SI in several areas:
partner involvement, information about physical and emotional changes
during pregnancy, breastfeeding, and information on labour and birth.

Further comparisons using independent sample t-tests examined PR
and SI between the two models. Two variables in PR—midwife support
and partner involvement—showed statistically higher scores in Model
A. One variable in SI—breastfeeding information—differed signifi-
cantly, with women in Model B rating its importance higher.

Quality of antenatal care

The quality index based on PR and SI for pregnancy-related content
showed that most women rated the care as balanced (see Table 4).
However, two aspects exceeded the threshold of >20% for deficient care:
information on the postpartum period (32%) and information about
labour and birth (24%). All other dimensions, except one, were also
rated as excessive (i.e., PR exceeding SI), ranging from 24% to 50%. The
exception was information about labour and birth, where only 14%
rated it as excessive.

When comparing the two MCoC models, statistically significant dif-
ferences were found in deficiencies related to breastfeeding and post-
partum information, with higher deficiency levels in the mixed model
(Model B), as shown in Table 4.

Discussion

The main findings of this study indicate that although the organi-
sation of antenatal care was structurally similar between the two
models, in terms of number of visits and parent education, differences
emerged in the perceived quality of the content of antenatal care.
Notably, most women rated the quality of care as better than expected.
However, areas requiring improvement were identified, particularly in
the provision of information about breastfeeding and the postpartum
period - domains rated as deficient in the quality index.

Perceived Reality (PR) and Subjective Importance (SI) of aspects of antenatal care.

Model Ax Model B Difference in Difference in
PR SI
Mean Paired sample t- PR SI PR SI between between
values test models models
PR/SI p-value
All women mean, mean, mean, mean, p-value p-value
(SD) (SD) (SD) (SD)
The midwife I met most of the time gave me 3.65/3.49 0.186
the best possible support during pregnancy 3.73 3.51 3.47 3.47 0.036 0.737
(0.53) (0.65) (0.75) (0.62)
The midwife I met most of the time made my
patner feel involved during the visits 3.44/3.25 0.003 3.69 3.29 3.28 3.09 0.003 0.210
(0.59) (0.85) (0.79) (0.90)
1 got enough information about pregnancy (physical and
emotional changes)
during pregnancy 3.36/3.08 0.002 3.51 3.16 3.27 3.04 0.097 0.474
(0.76) (0.99) (0.81) (0.90)
1 got enough information about breastfeeding 3.30/2.68 <0.001 3.51 2.35 3.21 2.85 0.074 0.008
during pregnancy (0.75) (1.06) (0.94) (0.98)
1 got enough information about labour and birth
during pregnancy 3.43/3.65 0.007 3.59 3.71 3.35 3.61 0.115 0.387
(0.67) (0.50) (0.91) (0.68)
1 got enough information about the postpartum period (physical and emotional
changes and adjustment to parenthood) during 2.72/2.82 0.346 2.79 2.71 2.69 2.88 0.561 0.333
pregnancy (0.84) (1.04) (0.99) (0.91)

rModel A refers to women who had physical antenatal visits, online counselling, parent education and birth assistance with the MCoC midwives.
rModel B refers to women who had their antenatal check-ups with a local midwife, but online counselling, parent education and birth assistance with the MCoC

midwives.
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Table 4

Women's perception of antenatal care based on an index of Perceived reality and Subjective importance.
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Deficient care*

Balanced care*

Excessive care*

Odds Ratio (95% CI)

Model Ax Model Bx for reporting

All women in the study Deficient care

% % % % %
The midwife I met most of the time gave me
the best possible support during pregnancy 11.0 65.0 24.0 4/69/27 14/64/22 0.25 (0.05-1.16)
The midwife I met most of the time made my
patner feel involved during the visits 13.0 56.0 31.0 7/63/30 17/51/32 0.33 (0.09-1.25)
I got enough information about pregnancy (physical and emotional changes)
During pregnancy 17.0 50.0 33.0 16/49/35 17/51/32 0.95 (0.37-2.43)
I got enough information about breastfeeding during pregnancy 16.0 34.0 50.0 7/29/64 21/37/42 0.26 (0.07-0.95)*
I got enough information about labour and birth
during pregnancy 24.0 62.0 14.0 18/72/10 27/57/16 0.61 (0.25-1.44)
1 got enough information about the postpartum period (physical and emotional
changes and adjustment to parenthood) during pregnancy 32.0 18.0 50.0 18/18/64 39/19/42 0.34 (0.14-0.82)*

" Deficient, balanced and excessive care is based on an index combining perceived reality and subjective importance. Percentages refer to Deficeint/Balanced/

Excessive quality of care
*=p < 0.05

xt Model A refers to women who had physical antenatal visits, online counselling, parent education and birth assistance with the MCoC midwives
rModel B refers to women who had their antenatal check-ups with a local midwife, but online counselling, parent education and birth assistance with the MCoC

midwives.

Perceived reality and subjective importance of antenatal care

The comparison between Perceived Reality (PR) and Subjective
Importance (SI) revealed several notable patterns. In general, PR scores
were higher across most domains, suggesting that women’s experiences
often exceeded their expectations. However, one exception was identi-
fied: information about labour and birth was considered more important
than what was actually received. This gap implies a need to better align
care content with women's informational needs in this area.

Between-group comparisons showed that participants in Model
A—physical visits with the MCoC midwifery team—reported stronger
support and a greater sense of partner inclusion. This may reflect the
underlying philosophy of care among the MCoC midwives, who are
trained to deliver holistic, continuity-based, and partner-inclusive care
(Hildingsson and Aune, 2022). The sustained relationship between
midwives and the expectant families throughout pregnancy, childbirth,
and the postpartum period likely contributes to increased trust and
satisfaction, as suggested by earlier research (Hildingsson et al., 2019).

The finding that partner involvement and midwifery support was
received better in Model A corresponds to previous findings form a
Swedish national cohort study involving 2746 women. The results
showed that 82% were satisfied with the medical aspects of antenatal
care, and 77% expressed satisfaction with the emotional support
received. Dissatisfaction arose when midwives were perceived as
unsupportive, inattentive to partners’ needs, or when the number of
visits did not meet expectations (Hildingsson and Radestad, 2005).
Partner involvement is generally well integrated in the Swedish ante-
natal care system, with partners commonly attending visits.

This level of involvement, however, is not universally reflected in
global antenatal care practices. A qualitative systematic review
encompassing 27 studies explored men’s experiences of antenatal ser-
vices in low- and middle-income countries and identified key facilitators
for their participation. These included direct invitations from healthcare
professionals and information highlighting the benefits of involvement.
Men were more inclined to attend antenatal visits if their partners had
experienced previous birth trauma, or if they were first-time fathers with
limited parenting experience. Barriers to participation included
entrenched gender roles, cultural beliefs deeming such involvement
inappropriate, financial constraints, geographical challenges in rural
settings, high transportation costs, low education levels, and limited
awareness of antenatal care’s role in mitigating pregnancy risks (Chiang
and Shorey, 2023).

Quality index of antenatal care

The quality index, combining PR and SI, revealed that most women
rated their antenatal care as either balanced or excessive, with excess
ratings reaching 24-50% across variables. This suggests that, overall,
the Swedish healthcare system provides a high standard of care with
strong levels of patient satisfaction. Nevertheless, deficiencies were
reported—most prominently in information concerning labour and birth
(24% deficient) and postpartum care (32% deficient). These gaps may be
symptomatic of broader systemic challenges, such as staff shortages,
time constraints, and increased workload among midwives, all of which
can strain interpersonal communication and care delivery (Almorbaty
et al., 2023). In particular, postpartum care may suffer from
under-prioritisation in care planning and delivery. Additionally, as
highlighted by Palsson et al. (2018), expectant mothers are often pre-
occupied with pregnancy and birth-related matters, which may reduce
their capacity to identify or articulate needs related to the postpartum
period.

Comparison between care models

Women who received physical antenatal visits through the MCoC
group (Model A) and those who maintained local midwifery care with
supplemental digital counselling and education (Model B) displayed
comparable demographic profiles, apart from country of birth, where 12
of the 13 women born outside Sweden received Model B.

However, indexed variable comparisons revealed statistically sig-
nificant differences regarding the quality of information about breast-
feeding and the postpartum period. Women in Model A reported fewer
deficiencies compared to those in Model B. Several factors may explain
this discrepancy. It is possible that women in Model B expressed greater
need for detailed breastfeeding information in order to meet their per-
sonal goals. Alternatively, MCoC midwives in Model A may have had
more current and comprehensive knowledge, having recently worked in
hospital labour and postpartum wards—unlike midwives in local
outpatient clinics, who may be less exposed to the latest clinical prac-
tices and updates. The findings can also be attributed to attending parent
education or not. Breastfeeding was one major part of the parent edu-
cation offered online, but not all women used the offer. Breastfeeding
information and discussion take place several times during antenatal
visits, not only during parent education, making it difficult to known if
women in Model B actually brought up the subject.

According to the Swedish National Board of Health and Welfare
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(2025), postnatal care should better respond to parents’ needs through
timely follow-up after childbirth, addressing complications, breast-
feeding, and both physical and mental well-being. Currently, many
women express uncertainty regarding where to seek support for post-
partum issues. It is essential that pregnant women and new mothers feel
secure and supported throughout their transition into parenthood. A
scoping review by Vaz Sendas et al. (2024) identified key needs among
postpartum women, including preparation for the postpartum period,
access to health education, and guidance in caring for newborns. Simi-
larly, a meta-synthesis by Shorey et al. (2022) found that antenatal
educational programs were helpful for childbirth preparation, but
insufficient in supporting the transition to early parenthood. This gap
often left parents confused by conflicting advice from relatives, social
circles, and online sources. The role of postnatal care midwives includes
strengthening parental confidence and facilitating the transfer of
parental responsibility. However, helping parents understand their role
remains a challenge (Johansson and Thies-Lagergren, 2024).

Reflections on model comparison

The absence of significant differences in demographic characteristics
between the two MCoC models prompts reflection. Building respectful
and trusting relationships is considered foundational in midwifery care,
particularly during the transformative journey to parenthood
(Almorbaty et al., 2023). Traditionally, physical meetings have been
viewed as essential for relationship-building. However, findings from a
recent interview study (Naas et al., 2025) revealed that women who
followed the mixed model, reported increased autonomy, reduced
stress, and meaningful relationships with the MCoC midwives, despite
receiving their routine check-ups from local midwives. Digital solutions
in antenatal and postnatal care were also endorsed in another qualitative
study, where expectant and new mothers described digital midwifery as
flexible and a good alternative for follow-up care when time was limited
(Backstrom et al., 2025).

Contrary to the findings in the above-mentioned study (Naas, et al.,
2025), digital care was perceived as more demanding in terms of
relationship-building with the midwife (Backstrom et al., 2025). Yet,
another study by Bruno et al. (2023) found that women experienced
virtual appointments as comparable to physical visits. Participants felt
emotionally supported by midwives and obstetricians who were empa-
thetic and unhurried, and no significant difference in satisfaction was
noted between virtual and in-person care. Studies have also shown that
virtual antenatal meetings were regarded as accessible and efficient
(Bruno et al., 2023; Ghimire et al., 2023; Wu et al., 2022), reducing
waiting times and eliminating the need for travel. This convenience
helped women manage childcare and work commitments while also
contributing to a reduced no-show rate in antenatal services (Ghimire
et al., 2023; Wu et al., 2022).

Strengths and limitations

The study has several limitations, primarily its reliance on self-
reported data, its observational design, and the relatively small sample
of women experiencing fear of birth or depressive symptoms. Conse-
quently, causal inferences cannot be drawn. A randomised controlled
trial (RCT) might have produced more robust evidence. However, an
RCT was not feasible due to the project's limited duration, the small
proportion of eligible women (<10% of all women giving birth in the
region), and the importance of allowing women to choose their
preferred model of care in order to promote equitable access to care.

The observational design means that residual confounding cannot be
excluded. Baseline characteristics were generally comparable between
the two groups, with the exception that a higher proportion of women
born outside Sweden were included in the digital continuity model.
However, given the small number of women concerned (n = 13),
adjustment for this variable was unlikely to provide robust or
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meaningful estimates. Geographical factors, such as the long travel
distances to the city where the MCoC team was based, may also have
contributed to participant attrition.

A key strength of the present study lies in its longitudinal design,
which enabled follow-up of the same participants over time. Another
strength was the use of a mixed model of care, which promoted equity by
enabling women living in rural and remote areas to access continuity of
care through the integration of digital care options. In addition, the
mixed model may have had environmental benefits, as reduced travel
contributes to greater sustainability.

Conclusions

This study demonstrated that women participating in a Midwifery
Continuity of Care (MCoC) project—whether through full continuity
with physical visits (Model A) or the mixed model (Model B)—generally
rated the quality of antenatal care as satisfactory. However, deficiencies
were noted in information relating to breastfeeding and the postpartum
period, indicating areas for improvement. The physical model (Model A)
was associated with higher perceived support from midwives and
greater partner involvement in care.
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