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Abstract 

Background Pre-registration midwifery students in Australia undertake a minimum of ten continuity 

of care experiences with childbearing women. However, women are rarely asked to formally evaluate 

this care by students.  

Aim To evaluate data from a routine, web-based survey of women about having a midwifery student 

provide a continuity of care experience. 

Methods All women (n = 886) recruited by a midwifery student for a continuity of care experience 

during a 12 month period received an email inviting them to complete an online survey. The survey 

included personal details, experiences of care, and two scales on Respect and Satisfaction.  

Results A response rate of 57% (n = 501) was achieved. On average students attended six antenatal 

visits (mean = 5.83) and had six postnatal contacts with women. Most students attended labour and 

birth (92.6% n = 464). Most women rated overall satisfaction with care by their student as ‘better than 

they had hoped’. Positive correlations were found between number of antenatal visits and postnatal 

contact with students on both levels of satisfaction and respect felt by women. Women felt more 

satisfied when their midwifery student attended labour and birth.  

Conclusions The online survey was feasible and provided valid and reliable feedback from women 

about their student during a continuity of care experience. Women valued having an ongoing 

relationship with a student during pregnancy, labour and birth, and postpartum. Pre-registration 

midwifery education programs should continue to privilege relationship-based care and national 

standards should support the effective integration of continuity of care experiences. 

https://doi.org/10.1016/j.wombi.2020.11.004
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Problem. • Woman-centred care is central to midwifery practice 

yet there are few routine, online evaluations of 

women’s views of continuity of care experiences by 

students. 

• Eliciting women’s feedback about care provided by 

students is needed to inform learning and program 

improvements. 

What is already known? • There is evidence that women value continuity of care 

experiences with a midwifery student. 

What this paper adds? • Women’s perceptions of satisfaction and respect were 

positively correlated with more antenatal and postnatal 

contact with the midwifery student.  

• Women reported higher satisfaction levels when their 

midwifery student attended labour and birth.  

• Routine collection of women’s feedback is feasible and 

informs quality of students’ practice. 
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Background 

Quality midwifery education prepares graduates to provide evidence based, woman-centred care 

(Nursing & Midwifery Board of Australia, 2018) including working in partnership with women and 

their families (Department of Health, 2019). However, there is little published evidence that feedback 

from women about their experiences of care from midwifery students is routinely collected. The 

Australian Nursing and Midwifery Council (ANMAC), the accrediting body for pre-registration 

midwifery programs in Australia, mandates that students engage with women to complete a minimum 

of ten continuity of care experiences (CCE) during their midwifery program (ANMAC, 2014). CCE 

minimum requirements include four antenatal visits and two postnatal visits per woman, and 

attendance at birth for most women (ANMAC, 2014).  

Respectful interactions with care providers and satisfaction with care are persistent, central 

concerns of women (COAG Health Council, 2019). It is unclear if women have the same concerns 

with care provided by students as this information is not routinely sought. Although many health 

services routinely conduct ‘patient satisfaction surveys’, outcomes are rarely conveyed to pre-

registration students who also contribute to care provision under supervision. Arguably, women’s 

feedback to students could be more powerful than service-driven surveys if students receive feedback 

directly from women receiving that care, reflect on that feedback, and apply new insights to improve 

practice and enhance professional development. The current study aimed to evaluate data from a 

routine, web-based survey of women about having a Bachelor of Midwifery (BMid) student provide 

CCE. 

Literature Review  

A review of the literature evaluating women’s experiences of CCE by a student found relatively few 

studies. Major databases Pubmed, Proquest, Cinahl, Medline, Scopus, Web of Science, Google 

Scholar and Biomed were searched with the following parameters in “Abstracts”: continuity OR 

caseload OR “midwifery group practice” OR MGP OR “known midwife” AND midw* OR 

“maternity care” AND student AND wom* AND experience OR satisfaction OR feedback. Of the 77 

papers retrieved, only nine studies explored women’s experiences of contact with the same midwifery 

student throughout pregnancy, birth and postpartum. Six studies used mixed data collection 
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techniques including surveys which were either posted (Tickle et al. 2016; Browne and Taylor 2014; 

Dahlberg and Aune 2013; Aune et al., 2013) or web-based (Stulz et al., 2020; Jefford et al., 2018). 

Response rates were generally higher for online surveys, which ranged from 49% (Jefford et al., 

2018) to 60% (Stulz et al., 2020) compared to postal rates of around 34% (Tickle et al., 2016; Browne 

and Taylor, 2014). Three qualitative studies reported on semi-structured interviews with women 

(Kelly et al., 2014; Aune et al., 2012; Rolls and McGuinness, 2007). Sample sizes ranged from 7 to 

2648 with a median of 558. 

 

Settings and models of care 

Most studies were conducted in Australia (Stulz et al., 2020; Jefford et al., 2018; Tickle et al., 2016; 

Kelly et al., 2014; Browne and Taylor, 2014; Rolls and McGuinness, 2007) and three papers were 

from one study conducted in Norway (Dahlberg and Aune, 2013; Aune et al., 2013; Aune et al., 

2012). The primary models of care varied and included student-led midwifery group practice models, 

public midwifery-led, public obstetric-led, and private obstetric-led models. Some continuity of carer 

models were provided to women with low-obstetric risk only (Stulz et al., 2020; Aune et al., 2012), 

whereas other models were inclusive of women regardless of risk (Jefford et al., 2018; Tickle et al., 

2016; Kelly et al., 2014; Browne and Taylor, 2014). The nature of CCE with a midwifery student also 

varied widely from a caseload model with a primary and back up student midwife (Stulz et al., 2020); 

a specified minimum number of antenatal and postnatal visits, including labour and birth (Jefford et 

al., 2018; Tickle et al., 2016; Kelly et al. 2014; Browne and Taylor, 2014); to a team midwifery 

student model where six students shared the care of 58 women (Aune et al., 2013; Aune et al., 2012). 

The diversity of models and scope of student involvement may hinder comparisons across studies. 

 

Reliability and validity of tools  

Only one study reported on tool reliability and validity (Tickle et al., 2016). Stulz et al. (2020) 

adapted the tools by Tickle et al. (2016) but did not report reliability and validity. Dahlberg and Aune 

(2013) used computer software (Q-methodology) to sort qualitative data and minimise bias. However, 
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the overall rigour of included studies could be questioned due to unreported bias, internal reliability, 

and validity.  

 

Benefits to women 

Generally, women reported CCE relationships with their midwifery student as positive. Women often 

reported feelings of support (Stulz et al., 2020; Jefford et al., 2018; Browne and Taylor, 2014; 

Dahlberg and Aune, 2013; Rolls and McGuinness, 2007); presence (Stulz et al., 2020; Dahlberg and 

Aune, 2013); empowerment (Dahlberg and Aune, 2013; Aune et al., 2012; Rolls and McGuinness, 

2007); and a sense of relationship and partnership (Jefford et al., 2018; Tickle et al., 2016; Kelly et al., 

2014; Browne and Taylor, 2014; Rolls and McGuinness, 2007). However, three studies reported some 

women being dissatisfied with aspects of care offered by midwifery students such as not attending 

appointments, labour, or birth; lack of skills or experience; perceived overconfidence; feelings of 

being burdened by the student; and communication issues with the student at commencement or 

closure of the CCE relationship (Jefford et al., 2018; Tickle et al., 2016; Browne and Taylor, 2014). 

Women generally felt their student provided advocacy and assistance in navigating the maternity 

system (Jefford et al., 2018; Tickle et al., 2016; Kelly et al., 2014; Rolls and McGuinness, 2007). This 

seemed particularly important for women receiving fragmented primary care and First Peoples 

women. Women reported CCE midwifery students as being a “bridge” between themselves and the 

health service (Tickle et al., 2016) and between cultures when receiving CCE with a First Peoples 

midwifery student (Kelly et al., 2014). Two studies reported on students’ abilities to work with 

women throughout their pregnancy, birth and postpartum, and in so doing introduced women to 

aspects of CCE in otherwise fragmented care models (Tickle et al., 2016; Browne and Taylor, 2014).  

Feedback is a subjective process and threats to internal validity of studies on maternal 

satisfaction are well known (Hunter et al., 2008; van Teijlingen et al., 2003). Women may feel 

vulnerable and unable to provide candid feedback for fear of their care being negatively impacted 

(Hall et al., 2018). Some authors recommend user-friendly feedback processes for women once their 

care had been completed (Browne and Taylor 2014; Tickle et al., 2016). Others recommend that 
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processes should be implemented to ensure quality of the care relationship is a measurable factor in 

midwifery practice (Dahlberg and Aune 2013).  

Despite emerging evidence on the benefits of maternal feedback on students’ practice few 

studies have tested the efficacy of routine, online surveys for women about CCE by midwifery 

students. While authors of previous studies highlight several considerations to promote easy, 

confidential online consumer feedback (Fang, 2006), these have not been previously implemented in 

undergraduate midwifery education. For example, strategies are needed to invite all women receiving 

CCE by students; online survey links need to be distributed once the care relationship has been 

completed; gentle reminders for completion can enhance participation; and inclusion of valid and 

reliable tools would foster comparable, quality information for consideration by students and 

educators. In order to address these gaps in the literature, the research questions underpinning the 

current study were:  

1. What is the efficacy of a routine online survey to women about CCE provided by students? 

2. To what extent are women’s satisfaction levels influenced by characteristics of CCE? 

3. To what extent are women’s perceptions of respect influenced by characteristics of CCE? 

Methods 

Design 

This study used a descriptive cohort design.  

Setting and Sample 

BMid students from one Australian university program recruited women at any stage of their 

pregnancy as long as the student was able to meet CCE requirements under direct supervision of the 

woman’s registered maternity care provider until six weeks postpartum. Women were emailed an 

information sheet about the current study when they completed an online consent form for CCE with 

the BMid student. Midwifery students did not recruit women to this study. All women who completed 

a CCE relationship with a BMid student from July 2019 until July 2020 were invited to complete the 

online survey. Students supported women in a range of care models and settings including shared care 

with a General Practitioner and hospital-based services, private continuity of midwifery care services, 



 7 

publicly funded Midwifery Group Practices in tertiary and regional public hospitals, community 

clinics, as well as in a woman’s home.  

Measures 

The survey included 31 questions. Six demographic questions asked about age, First Peoples 

identification, marital status, level of education, work or study history and maternal country of birth. 

Two questions asked about the woman’s primary care provider and which health service she attended. 

Nine questions were regarding contact with the student such as “how did you hear about the option of 

having a midwifery student?” and “how many weeks pregnant were you when the student first made 

contact with you?”. Women rated their overall satisfaction with antenatal, labour and birth and 

postnatal CCE with the student on a three-point Likert response of  “3 = better than you had hoped”, 

“2 = as good as you had hoped” and “1 = not as good as you had hoped”. Two brief scales on 

Satisfaction and Respect were included. Responses ranged from 0 = “no, never” to 4 = “yes, always”. 

Both scales have good reliability (Cronbach’s alpha coefficient of 0.95 and 0.79 respectively) (Tickle 

et al., 2016). Free-text options invited further comment. 

Data Collection 

Data were collected by a routine online survey sent by REDCap (a secure, online application) to 

women who had completed a CCE with a BMid student (around six weeks postpartum). Approval 

was obtained from the Griffith University Human Research Ethics Committee (GU Ref 2018/954). 

Data Analysis 

De-identified data were imported into the Statistical Package for the Social Sciences (SPSS) version 

26. Descriptive statistics of continuous and categorical variables and scale responses were checked for 

missing values, outliers, proportions, mean scores, standard deviation and range. Tests of normality, 

skewness, and kurtosis were analysed for continuous variables and total scale scores. Due to 

violations of assumptions non-parametric tests were used. Missing data were minor (two respondents 

did not attempt the scales and 11 respondents missed one item). Missing data in scale items were 

replaced with the item mean prior to calculating the total scale score. Internal reliability of the four-

item Respect Scale was low with a Cronbach’s alpha value of 0.66 but a high mean inter-item 
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correlation of 0.33 suggested acceptable internal consistency. The internal reliability of the five-item 

Satisfaction Scale was good with a Cronbach’s alpha value of 0.89. 

Results  

A response rate of 57% (n = 501 from a possible 886) was achieved. Characteristics of participants 

are shown in Table 1 and were comparable to the Queensland birthing population for age. Most 

women were born in Australia (n = 363, 72.4%), were in a nuptial or de-facto relationship (n = 453, 

90.4%), had completed an apprenticeship or diploma (n = 166, 33.1%), or university degree or higher 

(n = 156, 31.1%), were in paid work prior to this birth and were receiving midwifery group practice 

care (n = 157, 31.3%) or care from a hospital midwife (n = 172, 34.3%).  
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Table 1 Sample demographics 

Characteristics Sample (n = 501) 

n (%) 

Queensland (n = 59644) b 

n (%)  

Age 

Mean, Standard Deviation, Range 

 

29.37 (5.34), range 18 – 

45 years 

 

29.9 years a 

First Peoples 

Yes 

No  

 

43 (4.7) 

458 (95.3)  

 

4178 (7.0) b 

55466 (93.0) b 

Marital Status 

Single  

Married/de facto  

Divorced/separated  

Widowed 

Missing 

 

41 (8.2) 

453 (90.4) 

6 (1.2) 

- 

1 (0.2) 

 

1300 (19.0)b 

47309 (79.3) b 

936 (1.6) b 

39 (0.1) b 

- 

Education 

Secondary, less than year 12 

Secondary, completed year 12 

Apprenticeship or diploma 

University degree or postgraduate 

Missing 

 

52 (10.4) 

126 (25.2)  

166 (33.1)  

156 (31.1)  

1 (0.2) 

 

 

Work/study 

Not in paid work/studying 

Paid work 

Study 

Work and study 

 

83 (16.6)  

346 (69.0)  

17 (3.4)  

54 (10.8)  
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Missing 1 (0.2) 

Maternal Country of Birth 

Australia 

New Zealand 

Europe (including UK) 

Asia 

Pacific Islands  

Other 

Missing 

 

363 (72.4) 

58 (11.6) 

30 (6.0)  

21 (4.2)  

3 (0.6)  

25 (5.0)  

1 (0.2) 

 

42672 (71.5)b 

3213 (5.4)b 

2849 (4.8)b 

6841 (11.5)b 

796 (1.3)b 

3273 (5.5)b 

Primary Care Provider 

MGP Midwife 

Hospital Midwife 

Private Midwife 

Hospital Obstetrician 

GP Shared Care 

Don’t know 

Other 

Missing 

 

157 (31.3)  

172 (34.3)  

17 (3.4)  

30 (6.0)  

114 (22.8)  

10 (2.0)  

- 

1 (0.2) 

 

Unclear c 

21598 (36.2) b c 

420 (0.7) b 

1420 (2.4) b 

19966 (33.5) b 

- 

43404 (27.2) 

- 

a Australian Institute of Health and Welfare (AIHW) (2020).  

b Queensland Health (2018). Queensland Perinatal Data 2018. 

c ‘Hospital midwives’ are divided into Public Hospital/Clinic Midwifery Practitioner and Public 

Hospital/Clinic Medical Practitioner; Public Hospital/Clinic Midwifery Practitioner in Queensland 

perinatal data however it is unclear if the women received MGP. 
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Characteristics of CCE by students 

Most women were informed of the option to have a midwifery student during an antenatal 

appointment (63.3%, n = 317). Women were around 24 weeks gestation when students commenced 

CCE. There was a fairly even distribution of women receiving CCE with a BMid student based on 

year of study (29.5%, n = 148 first year; 23.8%, n = 119 second year; 28.7%, n = 143 third year). 

Most students attended women’s labour and birth (92.6%, n = 464). Some of the reasons women gave 

for the student not attending birth included; quick birth (n = 12), emergency caesarean section (n = 7), 

COVID-19 restrictions (n = 2), student or their dependents were unwell (n = 4), student supporting 

another woman at the time or had been at the hospital for more than 12 hours (n = 3). On average 

students attended six antenatal visits (mean = 5.83) and had around six postnatal contacts (including 

phone calls, visits, text messages) with women. 
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Table 2 Characteristics of CCE by student 

Questions about student Sample (n = 501) 

n (%) 

Facility supporting BMid students 

Site A (metropolitan)  

Site B (metropolitan)  

Site C (metropolitan) 

Site D (regional) 

Site E (metropolitan) 

Other 

Missing 

 

47 (9.4)  

119 (23.8)  

285 (56.8)  

23 (4.6)  

8 (1.6)  

18 (3.6)  

1 (0.2) 

How did you hear about the option for midwifery student? 

Approached by student 

AN clinic 

Internet (including social media) 

Friend 

Student for last birth 

Other 

Missing 

 

55 (11.0)  

317 (63.3)  

27 (5.4)  

51 (10.1)  

34 (6.8)  

16 (3.2)  

1 (0.2) 

Year of study 

First 

Second 

Third 

Unsure 

Missing 

 

148 (29.5)  

119 (23.8)  

143 (28.7)  

89 (17.8)  

1 (0.2) 

Number of antenatal visits midwifery student attended 

mean = 5.83, SD 3.03, range = 1 -30 
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Student attended labour and birth 

Yes 

No  

Missing 

 

464 (92.6)  

36 (7.2) 

1 (0.2) 

Number of postnatal contacts with student  

mean = 6.00, SD 7.14, range 0 - 30 
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Overall satisfaction with a midwifery student 

Most women rated their overall satisfaction with a BMid student as ‘better than they had hoped’ 

across antenatal (n = 434, 86.6%), labour and birth (n = 433, 86.4%) and postnatal periods (n = 393, 

79.0 %). Most women would recommend a BMid student to family and friends (n = 488, 97.6%) and 

have a midwifery student in subsequent pregnancies (n = 478, 95.4%). The slightly lower rate of 

women wanting a student in a subsequent pregnancy may be explained by some women (n = 6) 

stating in the free text comment boxes that they did not plan to have any more children and therefore 

would not have a midwifery student again.   
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Table 4 Overall satisfaction with midwifery student 

Overall care from midwifery student Response 

n (%) 

Antenatally 

Better than hoped 

As good as hoped 

Not as good as hoped 

Missing  

 

434 (86.6)  

65 (13.0)  

1 (0.2)  

1 (0.2) 

Labour and/or Birth 

Better than hoped 

As good as hoped 

Not as good as hoped 

Missing 

 

433 (86.4)  

59 (11.8)  

5 (1.0)  

4 (0.8)  

Postnatally 

Better than hoped 

As good as hoped 

Not as good as hoped 

Missing 

 

396 (79.0) 

98 (19.6)  

5 (1.0)  

2 (0.4)  
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Perceptions of Respect and Satisfaction with CCE by BMid students 

Table 5 Satisfaction scale  

Question 5-point Likert scale 

To what extent were you satisfied with the: 

Disagree 

n (%) 

Neutral  

n (%) 

Agree 

n (%) 

Item mean & 

(standard deviation) 

way your midwifery student listened and 

responded to your questions and concerns? 

- - 501 (100) 3.97 (0.17) 

way your midwifery student listened to your 

family/partner’s questions and concerns? 

- 3 (0.6) 498 (99.4) 3.96 (0.23) 

way your midwifery student worked with 

midwives and other health professionals? 

- 4 (0.8) 497 (99.2) 3.94 (0.26) 

emotional support your received from your 

midwifery student? 

- 2 (0.4) 499 (99.6) 3.95 (0.24) 

physical care you received from your student? 1 (0.2) 1 (0.2) 499 (99.6) 3.95 (0.27) 
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Table 6 Respect scale 

Question 5-point Likert scale 

To what extent did you feel: 

Disagree 

n (%) 

Agree 

n (%) 

Item mean & (standard 

deviation) 

your midwifery student was easy to talk to? - 501 (100) 3.96 (0.23) 

your decisions were respected by your 

midwifery student? 

- 501 (100) 3.98 (0.15) 

your midwifery student was sensitive to your 

cultural needs and those of your partner and 

family? 

4 (0.8) 497 (99. 2) 3.95 (0.38) 

you were treated with kindness and 

understanding by your midwifery student? 

- 501 (100) 3.99 (0.11) 
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Influence of CCE with student on maternal satisfaction and respect  

Relationships between all variables were explored. Number of antenatal visits with a BMid student 

had a small but positive influence on maternal satisfaction (rho = 0.124, n = 481, p < 0.01) and 

perceptions of respect (rho = 0.097, n = 481, p < 0.05). More antenatal visits were associated with 

higher levels of both satisfaction and respect felt by women. Similarly, number of postnatal contacts 

showed a significant but low positive correlation on both satisfaction (rho = 0.133, n = 487, p < 0.01) 

and respect (rho = 0.102, n = 487, p < 0.05). There was a small significant effect on satisfaction of 

women whose student attended their labour and birth (Md = 20, n = 464) compared to those who did 

not (Md = 20, n = 36, U = 6998.0, z = -3.573, p <0.001, r = 0.16). 

Discussion 

To the best of our knowledge this is the first online survey to routinely evaluate women’s 

perceptions of respect and satisfaction with a BMid student providing CCE. The online consent, 

invitation and follow-up processes generated a satisfactory response rate. Providing feedback, either 

constructive or negative feedback can be difficult for health consumers. This is particularly prevalent 

in situations where potential power imbalance exists such as in health care (Hall et al., 2018). Giving 

women opportunities to provide de-identified, aggregated feedback about their experience with a 

midwifery student is important in several ways. Firstly, it gives women a voice which they may not 

previously have felt they could use. Secondly, it informs midwifery education providers on the needs 

of women engaged with students providing CCE during their clinical education program. Thirdly, 

facilitating the collection and analysis of women’s feedback by education providers makes explicit the 

importance of woman-centred care to midwifery students and provides important messaging about 

woman-centred care to students.  

CCE provided by students in this study exceeded minimum requirements (ANMAC, 2014). 

Students in this study undertook a minimum of 20 CCE experiences instead of the required ten, were 

able to attend more antenatal visits, and had more postnatal contacts than the minimum requirements. 

Additionally, a student was present during labour and birth for over 90% of women. The BMid 

program in this study is structured flexibly to allow students to privilege CCE without missing other 

learning opportunities (such as online tutorials). Despite ANMAC standards requiring students to 
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attend labour and births of most women, the expectation of this program is that students attend the 

labour and birth for every CCE woman. If a student is unable to attend a birth the student is required 

to apply to teaching staff for an exemption with a valid reason for not attending (such as student 

illness; supporting another woman in labour and birth; or supporting a woman for greater than 12 

hours), which may require a medical certificate or similar documentation. Indeed, analysis of 

feedback in the current study confirmed the importance of student attendance at labour and birth for 

women.  

Students commenced CCE at around 24 weeks gestation in this study. As relational care is 

foundational for CCE, and benefits are influenced by the quality of the student-woman relationship 

over time, our findings suggest that benefits to women increased as level of contact with the student 

increased. In the current study, most women were notified of the option of CCE with a BMid student 

in an antenatal clinic appointment. Introducing the option of CCE with a BMid student earlier in 

pregnancy by maternity staff could afford more time for students to develop a relationship with a 

woman. This early recruitment of women can be achieved seamlessly if students are provided with 

clinical placements with midwives providing continuity or CCE was an opt out arrangement for 

women (Carter et al., 2015).  

Satisfaction can be difficult to define but is usually described as the fulfillment of a need or 

expectation (Van Teijlingen et al., 2003). Without establishing a woman-midwife relationship it is 

difficult to understand a woman’s needs and expectations, and even more difficult to understand or 

adapt care according to individual differences. Quality relationships are a trusting connection, formed 

over time and through repeated interactions (Hunter et al., 2008). Therefore, it is not surprising that a 

positive correlation between number of contacts with a BMid student and satisfaction reported by 

women was found in this study. All but two women gave a valid reason for the student not attending 

their labour and birth and yet women still felt less satisfied with students who did not attend their 

labour and birth.  

Respectful interactions with care providers and satisfaction with care are persistent concerns 

for birthing women (COAG Health Council, 2019). Respectful interactions with care providers 

increase communication, safety, engagement in care and underpins women-centred care (Sokol-
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Hessner et al., 2018). According to a recent Delphi study, “harm from disrespect is the next frontier in 

reportable harm” (Sokol-Hessner et al., 2018, p. 475). As with satisfaction, the current study found 

that women’s perceptions of respect with a BMid student increased with the number of antenatal and 

postnatal contacts. Our findings suggest that students should be enabled to spend as much time with 

women as possible and that maternal feedback could be used to improve students’ clinical skills in 

this area.   

 

Implications for midwifery education practice, policy and further research 

Continuity of care experiences in Australian midwifery pre-registration programs have been 

periodically reduced over the past two decades from ‘forty encouraged CCE’ in 2001 to ‘thirty 

mandated experiences’ in 2009, twenty in 2010 and ten in 2014 (Tierney et al., 2018). The rationale 

for reducing the number of CCE has been related to difficulties faced by students in managing the 

demands of CCE with their personal responsibilities and program requirements including rostered 

clinical shifts (Gray et al., 2013; McLaughlan et al., 2013). In contrast, the high level of participation 

in CCE in the current study demonstrates the feasibility of CCE when privileged within the pre-

registration program with blended learning delivery to enhance flexibility so that students could 

attend appointments and births with women when required.  

Ebert et al. (2016) suggest clinical placement models influence midwifery graduate clinical 

culture and philosophy, and that students placed in continuity of midwifery carer models for clinical 

placement are more likely to want to work in continuity models after graduation (Kuliukas et al., 

2020). This is supported by Carter et al. (2015) who found that 17 graduate nurses immersed in 

midwifery continuity models during their pre-registration midwifery program were well-prepared to 

work in continuity models post-registration. A recent survey identified nine out of ten graduating 

midwifery students aspire to work in continuity models (Evans et al., 2018). Being placed with 

midwives who provide continuity exposes students to a mentor who is understanding of the 

uniqueness of providing continuity of midwifery care and support students to work effectively in this 

model (Carter et al, 2015; Cummins et al., 2017). 
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While it may be ideal for students to undertake CCE in continuity of midwifery carer models, 

opportunities are still limited. In Queensland, only 19 percent of birthing women are provided with 

continuity of midwifery carer (Toohill et al., 2020), and an estimated ten percent of women nationally 

are provided with this model (Dawson et al., 2015). Nevertheless, students would be able to undertake 

most of their clinical practice providing CCE if curricula were built around this clinical learning 

model rather than “fitting it in” (Gamble et al., 2020, p 114).  

Findings of this study also have implications for midwifery education standards. Firstly, 

seeking women’s feedback about their midwifery student providing CCE is integral to woman centred 

care and should be a requirement of all programs and reflected in the national midwifery education 

standards. Routine, electronic collection of women’s feedback by midwifery program providers is a 

feasible and effective way to achieve this. In a related study, women’s assessment of medical 

students’ practice provided valuable information to both students and educators about quality and 

impact, highlighting good practice, as well as areas for improvement (Yu et al., 2011).  

Secondly, relational care with a midwifery student is important to women. Midwifery 

education standards should be revised to increase the minimum requirements (both in number of 

antenatal and postnatal visits and attendance during labour and birth) and privilege CCE by increasing 

the minimum number of required experiences within a midwifery program. Attendance of the student 

during labour and birth improves satisfaction and perceptions of respect, however ANMAC standards 

only require students attend most labour and births for CCE women, which could be as low as six out 

of ten (ANMAC, 2014). Current findings suggest more stringent guidelines around a student’s 

attendance at labour and birth to realise the full benefits of CCE.  

While the current study sought women’s feedback about satisfaction and perceptions of 

respect with their BMid student, it maybe that CCE with a midwifery student also confers clinical 

benefits possibly in similar ways to continuity of midwifery care or the use of doulas (Sandall et al., 

2016; Bohren et al., 2017). Further research is required to evaluate the impact of CCE by midwifery 

students on women’s clinical outcomes. 

Limitations 
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Although a large sample was recruited there are several limitations associated with representativeness. 

The maternal country of birth was overrepresented by women born in New Zealand (11.6% n = 58), 

compared to Queensland data (5.4% n = 3213). However, Site B and Site C, which accounted for 

80.6% of women in this study, have larger proportions of birthing women born in New Zealand than 

the Queensland average (9.0% and 9.1% respectively) (Australian Bureau of Statistics, 2016). In New 

Zealand more than 90 percent of women receive midwife-led care (Midwifery Council of New 

Zealand, 2020) and familiarity with this model may explain the over-representation of New Zealand-

born women agreeing to a student midwife providing CCE in this study or agreeing to complete the 

survey. Conversely, women born in Asian countries have few opportunities for midwifery-led care 

and may not be familiar with the benefits of continuity (Iida et al., 2012; Mavalankar et al., 2011). 

This may explain the under-representation of women born in Asia (4.2% n = 21) in this study, 

compared to Queensland data (11.5% n = 6841). English as a second language may have also been a 

barrier to participation in the survey. 

Women birthing in the private hospital sector were not represented as the participating 

university does not include private hospitals as practice partners. In Australia, 96.3 percent of women 

birth in a hospital (75 percent public; 25 percent private), 0.3 percent of women birth at home, 2.7 

percent birth in birth centres and 0.7 percent were not stated (AIHW, 2020). It could be hypothesised 

that women who birthed in a birth centre or at home received midwifery-led care. Participating 

women who birthed in a MGP model (31.3%) or with a private midwife (3.4%) seem to also be over-

represented compared to birthing women nationally, therefore caution should be applied when 

interpreting results across other populations.  

Women in this study reported on the number of postnatal ‘contacts’ with midwifery students. 

This item has been edited in the next version of the survey to include only postnatal visits with both 

the midwifery student and registered care provider.  

Non-parametric tests were used to analyse data due to most women reporting high levels of 

satisfaction and respect. However, non-parametric tests can reduce sensitivity and some relationships 

between variables may not have been detected in this study (Pallant, 2020).  

Conclusion 
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This study adds to a growing body of evidence that women value CCE with a midwifery 

student and that time spent with the student increases women’s perceptions of satisfaction and respect. 

The online survey provided feasible, valid and reliable feedback from women about their CCE with a 

BMid student. Satisfaction and respect reported by women was directly correlated with the number of 

antenatal visits and postnatal contacts, and attendance at labour and birth. Midwifery education 

programs and national standards should support the effective integration of CCE experiences. 
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