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ABSTRACT
Introduction  Countries face challenges in maternal 
and newborn care (MNC) regarding costs, workforce and 
sustainability. Organising integrated care is increasingly 
seen as a way to address these challenges. The evidence 
on the optimal organisation of integrated MNC in order to 
improve outcomes is limited.
Objectives  (1) To study associations between 
organisational elements of integrated care and maternal 
and neonatal health outcomes, experiences of women and 
professionals, healthcare costs and care processes and 
(2) to examine how the different dimensions of integrated 
care, as defined by the Rainbow Model of Integrated 
Care, are reflected in the literature addressing these 
organisational elements.
Results  We included 288 papers and identified 23 
organisational elements, grouped into 6 categories: 
personal continuity of care; interventions to improve 
interdisciplinary collaboration and coordination; care 
by a midwife; alternative payment models (non-fee-
for-service); place of birth outside the obstetric unit 
and woman-centred care. Personal continuity, care by 
a midwife and births outside obstetric units were most 
consistently associated with improved maternal and 
newborn outcomes, positive experiences for women and 
professionals and potential cost savings, particularly where 
well-coordinated multidisciplinary care was established. 
Positive professional experiences of collaboration 
depended on clear roles, mutual trust and respectful 
interdisciplinary behaviour. Evidence on collaboration 
interventions and alternative payment models was 
inconclusive. Most studies emphasised clinical and 
professional aspects rather than organisational integration, 
with implementation barriers linked to prevailing 
biomedical system orientations.
Conclusions  Although the literature provides substantial 
evidence of organisational elements that contribute 
to improved outcomes, a significant gap remains in 
understanding how to overcome the barriers in sustainable 
implementation of these elements within healthcare 
systems. Interpreted through a systems and transition 
science lens, these findings suggest that strengthening 
integrated maternity care requires system-level changes 
aligning with WHO policy directions towards midwifery 
models of person-centred care.

INTRODUCTION
Around the world, maternal and newborn 
care (MNC) is facing increasing chal-
lenges, including a rise in medical interven-
tions,1 2 a decline in workforce retention,3 
rising healthcare costs4 5 and an increasing 
emphasis on the impact of a positive preg-
nancy and childbirth experience on the 
well-being of women.6 The latter leads to 
tensions between the flexibility and time 
that professionals and organisations need 
and have to meet women’s needs.7 The 
organisation of MNC should align with 
the overarching goals of the healthcare 
system: improving population health, 
enhancing the experiences of people, 
improving the well-being of professionals 
and limiting per capita costs.8 9 However, 
healthcare systems often prioritise disease 
detection and the treatment of complica-
tions over health promotion and preven-
tion. This focus extends to MNC, where 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ The review was conducted by a multidisciplinary 
team, including client representatives, healthcare 
practitioners and researchers, which helped reduce 
bias during the review process.

	⇒ We used a systematic, AI-assisted screening tool 
(ASReview) to efficiently manage a large body of 
literature.

	⇒ The performance of the AI-assisted screening tool 
(ASReview) depends on the quality of the initial 
training data, which may have affected the efficien-
cy of the screening process.

	⇒ The methodological design of a scoping review does 
not allow for evaluation of intervention effectiveness 
or certainty of evidence.

	⇒ The review focused on studies from high-income 
countries, limiting generalisability to low-income 
and middle-income settings.
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acute services are emphasised more than preventive 
and supportive care.10

Governments are trying to address these challenges 
by reforming healthcare organisations. Integrating 
care is seen as an enabling strategy.11 12 Integrated 
care emphasises coordinated efforts across various 
levels of the healthcare system and fosters collab-
oration within and between healthcare and social 
service organisations to improve continuity of care, 
enhance service efficiency, elevate patient experience 
and achieve better health outcomes.12 13 There is, 
however, no consensus in the international literature 
on how integrated care should be organised or how it 
can be achieved. This is due, for example, to different 
stakeholder perspectives and differences in health-
care organisations within and between countries.11 14

For this study, we adapted the definition of inte-
grated care of Allana et al15 to the context of MNC; 
‘network(s) of multiple professionals and organi-
sations in maternal, newborn and social care that 
provide accessible, comprehensive and coordinated 
services to women planning a pregnancy, currently 
pregnant or within 6 weeks post partum’.15 Valentijn 
et al conceptualised integrated care in the Rainbow 
Model of Integrated Care (RMIC) in an attempt 
to capture its multidimensional nature.16 RMIC 
comprises four dimensions of integration: clinical 
integration (guidelines and protocols), professional 
integration (roles and responsibilities), organisa-
tional integration (aligning resources with healthcare 
organisation goals) and system integration (payment 
systems, legislation and policies). The model 
combines person-focused and population-based prin-
ciples, showing, across dimensions of integrated care, 
various smaller ‘organisational elements’ (determi-
nants), such as different models of risk selection, 
different models of antenatal, intrapartum and post-
natal care and different payment models. Currently, 
little is known about the organisational elements of 
integrated MNC, their association with outcomes 
and how they are embedded within integrated care. 
Furthering this understanding is important to inform 
evidence-based integrated care initiatives within 
MNC. Therefore, in this scoping review, we explored 
the extent and type of evidence on: (a) organisational 
elements of integrated MNC and their associations 
with maternal and neonatal health outcomes, the 
experiences of women and healthcare professionals, 
healthcare costs and healthcare processes and (b) 
how the different dimensions of integrated care, as 
defined by the RMIC, are reflected in the literature 
on these organisational elements.

METHODS
This scoping review was conducted using the JBI 
methodology for scoping reviews17 and the PRISMA 

Extension for Scoping Reviews reporting guidelines.18 
The objectives, inclusion criteria and the collab-
oration with a multiple stakeholder expert group 
were prespecified and described in our prospec-
tively published study protocol (online supple-
mental file A).19 A preliminary search of MEDLINE, 
the Cochrane Database of Systematic Reviews and 
the JBI Evidence Synthesis identified no completed 
or ongoing systematic or scoping reviews on this 
topic. This study was conducted in accordance with 
the prospectively published protocol.19 We did not 
deviate from the planned methods, except that the 
data analysis process took longer than anticipated. To 
ensure that the review included the most recent and 
relevant studies, we performed an updated literature 
search and conducted an additional round of study 
selection.

Search strategy
A systematic search was performed by an informa-
tion specialist (GLB) in the following databases: 
PubMed, Scopus, PsycINFO and the Wiley/Cochrane 
Library, from 1 January 2012 to 24 August 2022, with 
an update on 30 October 2024. The following terms, 
including synonyms and closely related words, were 
used as index terms or free-text words; ‘integrated 
care’ combined with (synonyms of) ‘maternal and 
neonatal health’ or (synonyms of) ‘patient experi-
ence’ or (synonyms of) ‘healthcare professional’ or 
(synonyms of) ‘healthcare spending’ or (synonyms of) 
‘care processes’. A full overview of the search terms 
per database can be found in online supplemental 
file B. No limitations on language were applied to the 
search. Publications from 2012 onwards were consid-
ered, as this was the year in which the WHO Euro-
pean Region’s Health 2020 policy was adopted. This 
policy prioritises health system strengthening and 
promotes people-centred health systems,8 marking a 
shift that has brought greater attention to integrated 
care. Grey literature and unpublished studies were 
explored through Google Scholar and key websites of 
interest (eg, WHO and government agencies). Poten-
tially relevant references were also retrieved through 
the snowball method and through consultation with 
the expert group.

Selection of publications, data extraction and analysis
We identified, collected and uploaded citations 
to EndNote V20,4 and duplicates were removed. 
We included publications in English and Dutch, 
describing the association between a specific element 
of organisation of MNC and one or more of the 
following outcomes: maternal and newborn health, 
women’s experiences, experiences of professionals, 
healthcare processes and/or healthcare costs. A 
specific element of organisation was considered an 
intervention or practice that can be implemented in 
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MNC. No prior list of elements of organisation was 
used; the elements were identified in the publica-
tions using an inductive approach. Publications were 
excluded if the element of organisation was not spec-
ified or if they included multiple elements.

We conducted a systematic, two-stage screening 
process to evaluate the relevance of the publica-
tions identified in the search.19 In the first stage, two 
reviewers (JL and BG) screened the titles and abstracts 
of the publications independently to determine their 
eligibility. For this stage, we used an open-source, 
machine learning-assisted tool called ASReview, 
V.1.1.20 At the start of the screening process, both 
reviewers provided initial training data to the model 
by labelling a small number of publications as rele-
vant or irrelevant, supplemented with a set of key arti-
cles on integrated MNC defined by the authors and 
an expert group. ASReview then used this informa-
tion to prioritise the order in which the remaining 
records were presented for screening. The reviewers 
continued to screen titles and abstracts in the order 
suggested by the model, and their labelling decisions 
were fed to ASReview iteratively, allowing the algo-
rithm to improve its predictions during the process. 
All inclusion and exclusion decisions were made 
by the reviewers and were cross-checked to ensure 
consistency. Since there was no protocol or recom-
mendation available on when to stop screening, we 
defined the stopping rule based on the knowledge of 
the research team and factors such as time and avail-
able resources. Screening was stopped when either a 
maximum of 400 papers were identified as relevant or 
50 papers were consecutively identified as irrelevant. 
We repeated this process, using the same criteria, for 
the search update of October 2024.

In the second stage, full-text screening was 
conducted using a staged calibration process. Two 
reviewers (JL and BG) independently assessed three 
consecutive sets of 25 full-texts. After each set, 
disagreements were resolved through discussion 
and, if needed, by consultation with a third reviewer 
(CJMV). As no further disagreements arose in the 
third set, JL completed screening of the remaining 
full texts, discussing any uncertainties with BG and 
CJMV.

JL, BG and CJMV independently extracted data from 
the included publications, using the data extraction 
tool in Excel developed by the research team.19 The 
following data were extracted: First author, year of 
publication, country of study origin, title, aim, study 
type, specific element of organisation and associations 
with one or more outcomes. To extract information 
on the organisational elements within the dimensions 
of integrated care, we employed a combination of 
inductive and deductive approaches. First, we coded 
the data inductively to identify the specific elements 
of organisation studied in the included studies. This 
was an iterative process conducted by the author 

team, during which codes referring to similar or 
overlapping organisational elements were discussed, 
refined and grouped into six broader categories of 
organisational elements that captured the main ways 
in which MNC was organised across the studies.

In the next step, we applied a deductive approach 
informed by the theoretical framework of the RMIC 
(figure  1).21 Using the RMIC dimensions and their 
defined determinants, we mapped the information 
about each organisational element onto the corre-
sponding dimensions of integrated care. Any disagree-
ments between the reviewers were resolved through 
discussion or with a fourth reviewer (AdJ).

RESULTS
The systematic search yielded 45 631 unique publi-
cations after duplicate entries were removed. Using 
ASReview, we screened a total of 897 titles and abstracts 
before reaching our stopping criterion. We marked 350 
titles and abstracts as irrelevant, as they did not describe 
any element of organisation or outcomes within our 
scope. Consequently, 547 publications retrieved after 
the initial search and the update were left for full-text 
review. Of these, 11 publications could not be accessed, 
227 publications did not meet our inclusion criteria, 
while 32 primary studies were part of included system-
atic reviews. Through snowballing, 22 publications 
were added, resulting in a total of 288 publications for 
analysis (figure 2).

Characteristics of publications
Of the 288 publications included in this review, 270 
(94%) were peer-reviewed and 18 (6%) were grey liter-
ature. The publications were published between 2012 
and 2024 and originated from 23 high-income coun-
tries. Of the peer-reviewed studies, 37 were systematic 
reviews, 17 were randomised controlled trials (RCTs), 
126 were quantitative (cohort, survey and retrospec-
tive studies), 55 were qualitative studies and 16 had 

Figure 1  Rainbow Model of Integrated Care.21
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Figure 2  Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) 
flow diagram.18 *ASReview, version 1.1.20
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a mixed-methods design. There were nine literature 
reviews, four scoping reviews and one realist review. 
The characteristics of the included publications can be 
found in online supplemental file C.

Groups of elements of organisation and their association with 
outcomes
Using an inductive approach, we identified 23 specific 
elements of organisation and categorised them into 
6 groups, based on their common characteristics. 
table  1 shows the characteristics of the publications 
per element of organisation of care and how these 
elements were clustered into the six groups: (1) 
personal continuity of care (n=118 publications); (2) 
interventions to foster interdisciplinary collabora-
tion and coordination (n=19); (3) care by a midwife 
(n=73); (4) alternative payment model (other than 
fee-for-service) (n=8); (5) place of birth outside the 
obstetric unit (n=34 and (6) woman-centred care 
(n=36) (table 1).

We described the associations with outcomes for the 
six groups of elements of organisation of MNC in table 2. 
Consistent with scoping review methodology, we reported 
on the outcomes that have been studied in relation to 
each organisational element. However, we did not assess 
the effectiveness or quality of the evidence.

Of all the publications included, 191 reported on the 
association between an element of organisation and 
maternal and neonatal health outcomes, 145 reported on 
the association with women’s experiences, 73 reported on 
associations with professionals’ experiences, 43 reported 
on the association with healthcare processes and 51 
showed associations between elements of organisation 
and healthcare costs. Publications on a specific element 
of organisation of care often reported on associations with 
more than one outcome. In the literature, the elements 
of organisation under investigation were generally 
compared with the standard, hospital-based, doctor-led, 
fragmented care (219 publications). However, in 39 of 
the 106 studies focusing on personal continuity provided 
by midwives, this element was compared with standard 
care by midwives without personal continuity (known or 
unknown midwife, working rotational shifts in different 
services). We further present the evidence on the rela-
tionship between the groups of elements of organisation 
and their relationship with outcomes in table 2.

Included publications reported that personal conti-
nuity of care was associated with better health outcomes 
for mothers and children and positive experiences for 
mothers.22–35 Some studies also showed a trend towards 
lower costs.25 36–40 When midwives could work autono-
mously and within their full scope of practice, with an 
appropriate caseload, midwife-led continuity of care 
was reported to be associated with positive experiences 
of midwives and may prevent burnout.41–49 Similarly, 
publications focussing on MNC provided by midwives 
rather than obstetricians (‘care by a midwife’), under the 
condition that acute services were timely available when 

needed, showed better maternal and neonatal health 
outcomes, mainly due to a reduction in interventions 
and an increase in spontaneous vaginal births.50–57 The 
positive association for women in midwife-led care was 
consistent in cohort studies and RCTs with similar groups 
of women receiving either care by midwives or standard 
hospital-based care by obstetricians.26 58–60 Depending on 
the space given to the midwifery approach in the biomed-
ical setting, publications showed that the experiences of 
women and midwives were more positive or more nega-
tive.61–68 In publications where midwives delivered MNC, 
costs were reduced due to lower salary costs and lower 
costs due to fewer interventions.51 69 70 In addition, positive 
associations with health outcomes and lower healthcare 
costs were seen in publications on ‘place of birth—
outside the obstetric unit’.60 71–73 Again, this was related 
to fewer interventions and higher rates of spontaneous 
vaginal birth. However, a prerequisite for birth outside 
the obstetric unit was an MNC system with well-trained 
midwives and a good referral and transport system for 
transfer to adequate medical and obstetric/neonatal care 
in the hospital setting.71 72 Women who gave birth outside 
the obstetric unit generally reported positive experi-
ences, which were linked to personal care and perceived 
autonomy.60 74 75 Less consistent evidence was found 
regarding the relationship between ‘woman-centred care’ 
and health outcomes.76–81 Nevertheless, several publica-
tions indicated that positive experiences were associated 
with taking an active role in shared decision-making.10 82–84 
Evidence also shows that professionals perceived barriers 
to providing woman-centred care within a predominantly 
biomedical system, characterised by efficient, protocol-
driven and risk-averse practices, high intervention rates 
and a hierarchical structure favouring medical specialists 
over other healthcare professionals and clients.77 83 85–87 
Collaboration with cultural brokers to provide culturally 
informed care was found to facilitate woman-centred care 
and enhance professionals’ experiences.88–91

Included publications showed that ‘interventions to 
foster interdisciplinary collaboration and coordination’, 
such as multidisciplinary care pathways for women in 
vulnerable situations, may ensure better access to the 
right care provider and more uniform care provision.92–95 
Little and inconsistent evidence was found for associa-
tions with health outcomes or care costs.92 93 95–97 Women’s 
experiences were shown to be dependent on the level of 
consistency in communication and information between 
healthcare professionals.98 99 For professionals, positive 
experiences of collaboration depended on role clarity, 
trust and considerate interdisciplinary behaviour.96 100 
Also, for ‘alternative to fee-for-service payment models’, 
we found mixed and limited evidence on associations 
with improved health outcomes or lower costs.5 101–105

22 publications addressed limited access to the elements 
of organisation as a key constraint on their poten-
tial impact on outcomes.23 27 106–110 Authors identified 
multiple barriers to accessing elements of organisation, 
particularly personal continuity of care, care by a midwife, 
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place of birth outside the obstetric unit and woman-
centred care.111–113 The information about and coordina-
tion of these services often lacked a uniform and effective 
approach, leading to limited access for women.87 114–117 
Availability was frequently cited as a limiting factor, with 
services often concentrated in urban centres and limited 
or absent in rural and remote areas.27 40 118–120 Workforce 
shortages, particularly of midwives and community-based 
providers, further constrained service provision.110 121 122 
Financial barriers—including lack of private health insur-
ance and out-of-pocket costs for midwifery care in some 
jurisdictions —disproportionately affected low-income 
women, limiting their access to both public and private 
care options.31 107 123 Institutional factors such as short 
hospital stay, limited appointment time and centralised 
models of care reduced opportunities for relational and 
individualised support.87 124 125 Additionally, systemic issues 
such as language barriers, low health literacy and chal-
lenges navigating healthcare systems particularly affected 
migrant and socially disadvantaged populations.27 126–128 
Authors emphasised the need for locally accessible, 
culturally safe, and adequately resourced models of care 
that enable early engagement and sustained support 
throughout the perinatal period.26 110 129 130

Groups of elements of organisation: information on the 
dimensions of the RMIC
Having defined the elements of organisation and their 
associations with outcomes, we examined what had been 
written about the organisation of integrated care in the 
included publications through the RMIC lens. In all the 
publications included, we identified information relating 
to (some of the) elements of organisation across the RMIC 
model’s six dimensions of integrated care (table 3).21

We found most information on what had been done 
specifically in practice regarding the implementation of 
the elements of organisation at the dimension of clin-
ical and professional integration. Authors addressed the 
importance of care coordination by one or a small team 
of professionals in the provision of personalised conti-
nuity of care.42 44 131–133 Also, the importance of role clarity 
between professionals, respecting each other’s roles, the 
need for interprofessional communication skills and 
fostering collaboration was addressed.49 118 121 134 We 
found that across the groups of elements where midwives 
play a role, authors addressed a need for their profes-
sional autonomy.29 48 49 135 136

We found limited information on elements of integrated 
care at the organisational or system dimension of inte-
gration. None of the included studies addressed aspects 
at the organisational level, such as contracts, alliances 
or mergers, to implement the element of organisation. 
One study reported a collaboration between hospitals to 
implement an audit and education programme aimed 
at improving the quality of care. However, no details 
were shared in the publication on how this collabora-
tion was organised in terms of governance.137 Also, there 
was no information on what was done specifically at the In
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 a
nd

 e
le

ct
iv

e 
ca

es
ar

ea
ns

, 
b

ut
 o

ne
 s

tu
d

y 
re

p
or

te
d

 lo
w

er
 p

er
in

at
al

 
m

or
ta

lit
y.

(5
4)

 P
ub

lic
at

io
ns

 o
n 

p
er

so
na

l 
co

nt
in

ui
ty

 o
f c

ar
e 

sh
ow

ed
 m

or
e 

p
os

iti
ve

 e
xp

er
ie

nc
es

 d
ur

in
g 

p
re

gn
an

cy
, l

ab
ou

r 
an

d
 in

 t
he

 
p

os
tp

ar
tu

m
 p

er
io

d
. M

LC
C

 w
as

 
d

es
cr

ib
ed

 t
o 

le
ad

 t
o 

m
or

e 
sh

ar
ed

 
d

ec
is

io
n-

m
ak

in
g,

 m
or

e 
in

fo
rm

ed
 

co
ns

en
t 

fo
r 

m
ed

ic
al

 in
te

rv
en

tio
ns

, 
cu

ltu
ra

lly
 a

p
p

ro
p

ria
te

 c
ar

e 
an

d
 

fr
ee

d
om

 o
f m

ob
ili

ty
 d

ur
in

g 
la

b
ou

r. 
Fe

w
 p

ub
lic

at
io

ns
 s

ho
w

ed
 p

os
iti

ve
 

ex
p

er
ie

nc
es

 w
ith

 p
riv

at
e 

ob
st

et
ric

 
ca

re
; t

hi
s 

m
ay

 b
e 

re
la

te
d

 t
o 

cl
ea

r 
p

at
ie

nt
 c

om
m

un
ic

at
io

n,
 e

d
uc

at
io

n 
an

d
 a

cc
es

si
b

ili
ty

 t
o 

re
so

ur
ce

s.

(3
3)

 P
er

so
na

l c
on

tin
ui

ty
 o

f c
ar

e 
w

as
 

d
es

cr
ib

ed
 t

o 
b

e 
re

la
te

d
 t

o 
p

os
iti

ve
 

ex
p

er
ie

nc
es

 fo
r 

m
id

w
iv

es
 t

hr
ou

gh
 

th
e 

d
ev

el
op

m
en

t 
of

 m
ea

ni
ng

fu
l 

re
la

tio
ns

hi
p

s 
w

ith
 w

om
en

 a
nd

 
ob

st
et

ric
 c

ol
le

ag
ue

s.
 P

ub
lic

at
io

ns
 

sh
ow

ed
 t

ha
t 

m
id

w
iv

es
 h

av
in

g 
p

ro
fe

ss
io

na
l a

ut
on

om
y,

 w
or

ki
ng

 
ac

ro
ss

 t
he

 fu
ll 

sc
op

e 
of

 m
id

w
ife

ry
 

p
ra

ct
ic

e 
w

ith
 a

n 
ap

p
ro

p
ria

te
 

ca
se

lo
ad

, a
nd

 w
ith

 in
flu

en
ce

 o
ve

r 
w

or
kl

oa
d

 a
nd

 w
or

k–
lif

e 
b

al
an

ce
, 

m
ay

 e
xp

er
ie

nc
e 

lo
w

er
 r

at
es

 o
f 

b
ur

no
ut

.

(1
3)

 P
ub

lic
at

io
ns

 s
ho

w
ed

 t
ha

t 
p

er
so

na
l c

on
tin

ui
ty

 o
f c

ar
e 

w
as

 r
el

at
ed

 t
o 

m
or

e 
tim

e 
p

er
 

co
ns

ul
ta

tio
ns

. I
n 

ca
se

s 
w

he
re

 t
he

re
 

w
as

 c
on

tin
ui

ty
 o

f c
ar

e 
fr

om
 a

 d
ou

la
, 

w
om

en
 w

er
e 

m
or

e 
lik

el
y 

to
 a

tt
en

d
 

ch
ild

b
irt

h-
p

re
p

ar
at

io
n 

cl
as

se
s.

 
P

er
so

na
l c

on
tin

ui
ty

 o
f c

ar
e 

m
ay

 le
ad

 
to

 m
or

e 
sp

ac
e 

fo
r 

he
al

th
 e

d
uc

at
io

n.

(1
8)

 F
or

 p
er

so
na

l c
on

tin
ui

ty
 o

f 
ca

re
 b

y 
m

id
w

iv
es

, p
ub

lic
at

io
ns

 
sh

ow
ed

 a
 t

re
nd

 t
ow

ar
d

s 
lo

w
er

 
co

st
s.

 F
or

 p
riv

at
e 

ob
st

et
ric

ia
n 

an
d

 
p

riv
at

e 
m

id
w

ife
 c

ar
e,

 r
es

tr
ic

te
d

 
ac

ce
ss

 w
as

 r
ep

or
te

d
, d

ue
 t

o 
a 

la
ck

 o
f l

oc
al

 a
va

ila
b

ili
ty

 o
f p

riv
at

e 
ca

re
 a

nd
 b

ec
au

se
 w

om
en

 n
ee

d
 t

o 
ha

ve
 p

riv
at

e 
he

al
th

 in
su

ra
nc

e 
or

 
se

lf-
fu

nd
.

In
te

rv
en

tio
ns

 t
o 

fo
st

er
 

in
te

rd
is

ci
p

lin
ar

y 
co

lla
b

or
at

io
n 

an
d

 
co

or
d

in
at

io
n

(1
3)

 In
cl

ud
ed

 p
ub

lic
at

io
ns

 r
ep

or
te

d
 t

ha
t 

th
e 

us
e 

of
 r

is
k 

se
le

ct
io

n 
to

ol
s 

to
 a

ss
ig

n 
w

om
en

 t
o 

m
ul

tid
is

ci
p

lin
ar

y 
ca

re
 p

at
hw

ay
s 

w
as

 n
ot

 c
on

si
st

en
tly

 r
el

at
ed

 t
o 

b
et

te
r 

ou
tc

om
es

 fo
r 

al
l w

om
en

. O
ne

 s
tu

d
y 

fo
un

d
 

a 
re

d
uc

tio
n 

of
 p

er
in

at
al

 a
d

ve
rs

e 
ou

tc
om

es
 

in
 n

ul
lip

ar
ou

s 
w

om
en

. O
ne

 s
tu

d
y 

d
es

cr
ib

ed
 a

 s
uc

ce
ss

fu
l m

ul
tid

is
ci

p
lin

ar
y 

au
d

it 
an

d
 fe

ed
b

ac
k 

th
at

 le
d

 t
o 

a 
lo

w
er

 
c-

se
ct

io
n 

ra
te

. S
om

e 
ev

id
en

ce
 s

ug
ge

st
ed

 
th

at
 s

ha
r e

d
 c

ar
e 

m
ay

 in
cr

ea
se

 a
cc

es
s 

to
 M

N
C

 fo
r 

sp
ec

ifi
c 

gr
ou

p
s 

an
d

 r
ed

uc
e 

ad
ve

rs
e 

p
er

in
at

al
 o

ut
co

m
es

 d
ue

 t
o 

at
te

nt
io

n 
to

 m
ul

tip
le

 r
is

k 
fa

ct
or

s 
w

ith
in

 a
 

m
ul

tid
is

ci
p

lin
ar

y 
te

am
.

(7
) S

tu
d

ie
s 

re
p

or
te

d
 n

eg
at

iv
e 

ex
p

er
ie

nc
es

 fo
r 

w
om

en
 w

he
n 

co
m

m
un

ic
at

io
n 

w
as

 p
er

ce
iv

ed
 a

s 
lim

ite
d

, f
ra

gm
en

te
d

 a
nd

 a
ss

oc
ia

te
d

 
w

ith
 c

on
fli

ct
in

g 
ad

vi
ce

. P
os

iti
ve

 
ex

p
er

ie
nc

es
 w

er
e 

d
es

cr
ib

ed
 t

o 
b

e 
re

la
te

d
 t

o 
co

nt
in

ui
ty

 o
f c

ar
e 

an
d

 
in

fo
rm

at
io

n,
 t

o 
co

m
p

re
he

ns
iv

e 
ca

re
- c

oo
rd

in
at

io
n,

 w
he

n 
ca

re
 m

et
 

th
e 

w
om

en
’s

 n
ee

d
s,

 a
nd

 w
he

n 
w

om
en

 p
er

ce
iv

ed
 p

ro
fe

ss
io

na
ls

’ 
in

te
re

st
 in

 t
he

ir 
em

ot
io

na
l w

el
l-


b

ei
ng

, a
nd

 w
he

n 
th

ey
 e

xp
er

ie
nc

ed
 

su
ffi

ci
en

t 
tim

e 
to

 d
is

cu
ss

 t
he

ir 
co

nc
er

ns
.

(4
) S

tu
d

ie
s 

sh
ow

ed
 m

or
e 

p
os

iti
ve

 e
xp

er
ie

nc
es

 w
he

n 
p

ro
fe

ss
io

na
ls

 p
er

ce
iv

ed
 h

ig
he

r 
le

ve
ls

 o
f i

nt
er

p
ro

fe
ss

io
na

l t
ru

st
, 

ro
le

 c
la

rit
y 

an
d

 p
ro

fe
ss

io
na

l a
nd

 
co

ns
id

er
at

e 
in

te
rd

is
ci

p
lin

ar
y 

b
eh

av
io

ur
. P

ub
lic

at
io

ns
 s

ho
w

ed
 

ne
ga

tiv
e 

ex
p

er
ie

nc
es

 w
he

n 
th

e 
in

te
rd

is
ci

p
lin

ar
y 

co
lla

b
or

at
io

n 
b

et
w

ee
n 

p
ro

fe
ss

io
na

ls
 o

f o
p

p
os

ite
 

p
hi

lo
so

p
hy

 o
f c

ar
e 

(p
hy

si
ol

og
y 

as
 o

p
p

os
ed

 t
o 

b
io

m
ed

ic
al

) w
as

 
p

er
ce

iv
ed

 n
ot

 t
o 

b
e 

co
ns

tr
uc

tiv
e.

(5
) M

ul
tid

is
ci

p
lin

ar
y 

co
ns

ul
ta

tio
ns

 
an

d
 m

ul
tid

is
ci

p
lin

ar
y 

ca
re

 p
at

hw
ay

s 
w

er
e 

d
es

cr
ib

ed
 t

o 
p

ro
m

ot
e 

un
ifo

rm
ity

 a
nd

 s
tr

uc
tu

re
 in

 w
or

k 
ro

ut
in

es
. T

hi
s 

m
ay

 le
ad

 t
o 

a 
m

or
e 

p
ro

ac
tiv

e 
an

d
 p

re
ve

nt
iv

e 
ap

p
ro

ac
h 

re
ga

rd
in

g 
m

ed
ic

al
 a

nd
 n

on
- m

ed
ic

al
 

ris
k 

fa
ct

or
s.

 S
om

e 
p

ub
lic

at
io

ns
 

sh
ow

ed
 t

ha
t 

m
ul

tid
is

ci
p

lin
ar

y 
co

ns
ul

ta
tio

ns
 a

nd
 m

ul
tid

is
ci

p
lin

ar
y 

ca
r e

 p
at

hw
ay

s 
m

ay
 le

ad
 t

o 
in

cr
ea

se
d

 
m

ed
ic

al
is

at
io

n.

(3
) F

ew
 s

tu
d

ie
s 

sh
ow

ed
 t

ha
t 

m
ul

tid
is

ci
p

lin
ar

y 
co

ns
ul

ta
tio

ns
 

an
d

 c
ar

e 
p

at
hw

ay
s 

m
ay

 r
ed

uc
e 

co
st

s 
th

ro
ug

h 
re

d
uc

ed
 c

-s
ec

tio
n 

ra
te

s.
 O

ne
 s

tu
d

y 
fo

un
d

 t
ha

t 
us

in
g 

a 
ris

k 
se

le
ct

io
n 

to
ol

 c
ou

ld
 b

e 
co

st
- e

ffe
ct

iv
e.

C
ar

e 
b

y 
a 

m
id

w
ife

(3
7)

 P
ub

lic
at

io
ns

 s
ho

w
ed

 t
ha

t 
ca

re
 b

y 
a 

m
id

w
ife

, c
om

p
ar

ed
 w

ith
 s

ta
nd

ar
d

 
ho

sp
ita

l-
b

as
ed

 o
b

st
et

ric
ia

n-
le

d
 c

ar
e,

 
w

as
 a

ss
oc

ia
te

d
 w

ith
 lo

w
er

 r
at

es
 o

f 
in

te
rv

en
tio

ns
, c

ae
sa

re
an

 s
ec

tio
n,

 p
re

te
rm

 
b

irt
h 

an
d

 p
os

tp
ar

tu
m

 h
ae

m
or

rh
ag

e 
an

d
 w

ith
 h

ig
he

r 
ra

te
s 

of
 s

p
on

ta
ne

ou
s 

va
gi

na
l b

irt
h 

an
d

 r
ed

uc
ed

 n
ew

b
or

n 
ho

sp
ita

lis
at

io
n.

 N
o 

ad
ve

rs
e 

m
at

er
na

l o
r 

ne
on

at
al

 o
ut

co
m

es
 w

er
e 

re
p

or
te

d
; s

om
e 

st
ud

ie
s 

fo
un

d
 n

o 
d

iff
er

en
ce

s 
in

 c
ae

sa
re

an
, 

in
st

ru
m

en
ta

l b
irt

h 
or

 e
p

id
ur

al
 r

at
es

. 
G

A
N

C
 w

as
 a

ss
oc

ia
te

d
 w

ith
 lo

w
er

 r
at

es
 

of
 p

re
te

rm
 b

irt
h,

 lo
w

 b
irt

h 
w

ei
gh

t 
an

d
 

N
IC

U
 a

d
m

is
si

on
 a

nd
 r

ed
uc

ed
 m

at
er

na
l 

d
ep

re
ss

iv
e 

sy
m

p
to

m
s.

(3
7)

 P
ub

lic
at

io
ns

 s
ho

w
ed

 
th

at
 w

om
en

 r
ep

or
te

d
 p

os
iti

ve
 

ex
p

er
ie

nc
es

 r
el

at
ed

 t
o 

a 
se

ns
e 

of
 c

on
tr

ol
 o

ve
r 

la
b

ou
r 

p
ai

n 
an

d
 t

o 
th

ei
r 

ab
ili

ty
 t

o 
m

ak
e 

d
ec

is
io

ns
. P

os
iti

ve
 o

r 
ne

ga
tiv

e 
ex

p
er

ie
nc

es
 w

ith
 m

id
w

ife
- l

ed
 

p
os

tp
ar

tu
m

 c
ar

e 
d

ep
en

d
ed

 o
n 

th
e 

w
om

an
’s

 in
d

iv
id

ua
l p

er
sp

ec
tiv

es
, 

ci
rc

um
st

an
ce

s 
an

d
 s

up
p

or
t 

ne
tw

or
ks

. P
ub

lic
at

io
ns

 r
ep

or
te

d
 

p
os

iti
ve

 e
xp

er
ie

nc
es

 w
ith

 G
A

N
C

, 
re

la
te

d
 t

o 
w

om
en

’s
 in

cr
ea

se
d

 
kn

ow
le

d
ge

, c
on

fid
en

ce
 a

nd
 a

b
ili

ty
 

to
 b

ui
ld

 a
 s

up
p

or
t 

ne
tw

or
k.

(1
4)

 M
id

w
iv

es
 r

ep
or

te
d

 h
ig

he
r 

sa
tis

fa
ct

io
n 

in
 m

od
el

s 
co

ns
is

te
nt

 
w

ith
 m

id
w

ife
ry

 p
hi

lo
so

p
hy

. I
n 

b
io

m
ed

ic
al

 s
et

tin
gs

, ‘
b

ei
ng

 w
ith

 
w

om
en

’ w
as

 o
ft

en
 u

nf
am

ili
ar

, 
un

d
er

va
lu

ed
 o

r 
co

ns
tr

ai
ne

d
 

b
y 

w
or

kl
oa

d
. S

ev
er

al
 s

tu
d

ie
s 

d
es

cr
ib

ed
 fr

us
tr

at
io

n 
w

ith
 a

ct
iv

e-


m
an

ag
em

en
t 

p
ol

ic
ie

s 
lim

iti
ng

 
au

to
no

m
y 

an
d

 s
co

p
e 

of
 p

ra
ct

ic
e.

 
P

ub
lic

at
io

ns
 o

n 
G

A
N

C
 r

ep
or

te
d

 
p

os
iti

ve
 e

xp
er

ie
nc

es
, i

nc
lu

d
in

g 
m

or
e 

ef
fe

ct
iv

e 
us

e 
of

 t
im

e,
 im

p
ro

ve
d

 
co

nt
in

ui
ty

 a
nd

 p
ro

fe
ss

io
na

l r
ol

e 
d

ev
el

op
m

en
t 

in
 a

nt
en

at
al

 c
ar

e.

(1
3)

 R
ef

er
ra

l r
at

es
 fr

om
 m

id
w

ife
-

le
d

 t
o 

ob
st

et
ric

ia
n-

le
d

 c
ar

e 
va

rie
d

 b
y 

lo
ca

l p
ro

to
co

ls
 a

nd
 

gu
id

el
in

es
; o

nl
y 

a 
sm

al
l p

ro
p

or
tio

n 
of

 w
om

en
 w

er
e 

re
fe

rr
ed

 fo
r 

ur
ge

nt
 r

ea
so

ns
. A

p
p

ro
p

ria
te

 r
is

k 
se

le
ct

io
n 

b
y 

m
id

w
iv

es
 w

as
 li

nk
ed

 
to

 e
ar

ly
 id

en
tifi

ca
tio

n 
an

d
 t

im
el

y 
m

an
ag

em
en

t 
of

 c
om

p
lic

at
io

ns
, 

su
p

p
or

te
d

 b
y 

ef
fic

ie
nt

 r
ef

er
ra

l a
nd

 
tr

an
sf

er
 p

ro
ce

ss
es

. F
ew

 p
ub

lic
at

io
ns

 
as

so
ci

at
ed

 c
om

m
un

ity
- b

as
ed

 
m

id
w

ife
-l

ed
 p

os
tn

at
al

 c
ar

e 
w

ith
 

ea
rli

er
 h

os
p

ita
l d

is
ch

ar
ge

 a
ft

er
 b

irt
h.

(1
3)

 P
ub

lic
at

io
ns

 s
ho

w
ed

 t
ha

t 
ca

re
 b

y 
a 

m
id

w
ife

 w
as

 a
ss

oc
ia

te
d

 
w

ith
 a

 c
os

t 
re

d
uc

tio
n 

on
 n

at
io

na
l 

an
d

 in
d

iv
id

ua
l l

ev
el

. S
tu

d
ie

s 
su

gg
es

te
d

 t
ha

t 
m

or
e 

an
al

ys
is

 
is

 n
ee

d
ed

 t
o 

ev
al

ua
te

 t
he

 c
os

t-


ef
fe

ct
iv

en
es

s 
re

ga
rd

in
g 

th
e 

lo
w

er
 

ra
te

s 
of

 e
p

id
ur

al
 a

na
lg

es
ia

, c
-

se
ct

io
n 

an
d

 in
st

ru
m

en
ta

l b
irt

h 
ra

te
s 

in
 m

id
w

ife
-l

ed
 c

ar
e.

Fe
w

 p
ub

lic
at

io
ns

 s
ho

w
ed

 t
ha

t 
G

A
N

C
 m

ay
 b

e 
co

st
-e

ffe
ct

iv
e.

C
on

tin
ue

d

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
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Table 3  Division of the publications by the groups of elements of organisation and the different dimensions of the Rainbow 
Model of Integrated Care (RMIC)

Group of elements 
RMIC’s dimension

Personal continuity of 
care (118)

Interventions to foster 
interdisciplinary 
collaboration and 
coordination (19) Care by a midwife (73)

Alternative 
payment model 
(APM) (other than 
fee-for-service) (8)

Place of birth–outside 
the obstetric unit (34)

Woman-centred care 
(36)

Clinical integration* (118)† Personal 
continuity of care 
involved one or a small 
team of professionals 
providing and 
coordinating care 
throughout pregnancy, 
birth and the postpartum 
period. Organisation 
varied across studies, 
including caseload 
or group midwifery 
models and private 
obstetric care. Key 
components included 
trusting relationships 
and informed consent. 
Client involvement 
was described 
through shared 
decision-making. No 
publications addressed 
case management 
or individual 
multidisciplinary care 
plans.

(5)Two publications 
addressed client 
involvement: one 
through a mother 
council of women from 
diverse backgrounds 
and another through 
implementation of 
shared decision-making 
within a multidisciplinary 
care pathway. Three 
publications focused 
on multidisciplinary 
care pathways and 
consultations aimed at 
improving continuity and 
coordination of care, 
described mainly in terms 
of informational and 
management continuity.

(73) Midwives provided 
some or all antenatal, 
intrapartum and 
postpartum care, with 
or without continuity. 
It can be organised in 
group antenatal care 
in the antenatal period, 
mostly by community 
midwives. Midwives 
tend to promote the 
physiology of pregnancy 
and childbirth through 
personalised care and 
support for intrapartum 
mobilisation using 
birthing pool and 
aids. Two publications 
addressed the care 
coordination by 
midwives and one 
paper mentioned client 
involvement through 
shared decision-making.

(0) (34) Option for low-risk 
women to give birth at 
home or in a birth centre 
(alongside an obstetric 
unit or freestanding), in 
the care of a midwife.

(7) Some publications 
suggested that client 
involvement may lead 
to empowerment of 
women in shared 
decision-making, to 
promoting autonomy 
and to access to clear 
and timely information 
about care options and 
interventions. It was 
also suggested that 
clients can be involved 
in different levels of 
organisation, one study 
showed that client 
involvement often did 
not go beyond the level 
of consultation (Arnstein 
participation ladder).

Professional 
integration

(5) Effective, respectful 
interdisciplinary 
collaboration and clear 
role definitions were 
essential for providing 
personal continuity of 
care. Midwives’ scope 
of practice varied across 
countries; legal ability to 
continue care alongside 
medical colleagues 
for women with pre-
existing conditions 
or complications 
enhanced continuity. 
A shared professional 
vision, intentional 
team-building and 
leadership promoting 
respect and cooperation 
were identified as key 
facilitators.

(19) Findings showed 
the defined roles, 
competencies and 
activities of the 
different professionals 
in the multidisciplinary 
collaboration. 
Shared care and 
multidisciplinary care 
pathways, consultations 
and interdisciplinary 
training and education 
were described to 
foster interdisciplinary 
collaboration and 
consultation, as well as 
to promote access to 
care and quality of care 
for people in vulnerable 
situations.

(3) Collaboration 
between midwives 
and professionals in 
a biomedical setting 
was often described as 
limited through tensions 
over role boundaries and 
power dynamics.

(0) (2) Findings showed the 
need for interdisciplinary 
risk selection, 
referral guidelines 
and multidisciplinary 
consultations about 
referrals in between 
facilities including 
emergency and non-
emergency transport.

(8) Client involvement 
in quality improvement 
required cross-
organisational systems, 
time, expertise and 
institutional support. 
Multidisciplinary, team-
based approaches 
enhanced engagement. 
Studies emphasised 
respect for women’s 
autonomy, though 
information on 
intervention risks and 
benefits was often 
insufficient. Clinical 
decision-making 
remained predominantly 
biomedical, favouring 
routine over 
personalised care. 
Community-governed, 
interprofessional 
models, especially 
those co-developed 
with Indigenous 
communities, facilitated 
culturally informed care, 
with midwives central in 
linking community and 
hospital services.

Organisational 
Integration

(0) (1) One study described 
hospital collaboration as 
a learning network but 
provided no details on 
contracting, agreements 
or governance.

(0) (0) (0) (0)

System integration (0) (0) (0) (1) Systemwide 
programmes 
may yield smaller 
effects than 
voluntary ones.

(0) (0)

Continued
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Group of elements 
RMIC’s dimension

Personal continuity of 
care (118)

Interventions to foster 
interdisciplinary 
collaboration and 
coordination (19) Care by a midwife (73)

Alternative 
payment model 
(APM) (other than 
fee-for-service) (8)

Place of birth–outside 
the obstetric unit (34)

Woman-centred care 
(36)

Functional integration (34) Adequate staffing, 
institutional flexibility 
and strong leadership 
were identified as 
essential to support 
personal continuity 
of care. Allowing 
midwives to move in 
and out of caseload 
models supported 
sustainability and work–
life balance. Legislative 
and organisational 
support was required 
to enable midwives to 
work to their full scope 
of practice, including in 
complex care. Robust 
information-sharing 
systems were addressed 
to be essential for 
informational continuity. 
Consensus on 
continuity definitions, 
standardised perinatal 
data and integration with 
community-based care 
was needed for system-
level planning.

(5) Findings highlighted 
the need for robust 
information-sharing 
systems to ensure 
informational and 
managerial continuity 
across multidisciplinary 
care pathways. 
Communication tools 
were required to support 
clients and professionals 
during transfers between 
care providers and 
between health and 
social services. One 
publication emphasised 
ongoing monitoring, 
evaluation and adaptation 
of shared care through 
network governance. 
Training in teamwork 
and involvement 
of implementation 
experts was suggested 
to strengthen 
interdisciplinary 
collaboration and 
coordination.

(17) Care by a midwife 
was facilitated by 
adequate resource 
allocation, dedicated 
infrastructure such as 
freestanding units and 
secure shared medical 
records. Improved 
evaluation of birth 
outcomes was needed 
to inform scale-up. 
Reported barriers 
included staff shortages, 
rigid scheduling and 
institutional time 
constraints limiting 
midwifery practice. 
Digital tools were seen 
to enhance information 
flow. Group care models 
required investment in 
training, facilities for 
group sessions and 
revised scheduling 
systems.

(7) Findings 
highlighted 
inconsistent 
terminology 
and ambiguous 
definitions 
that hinder 
understanding of 
APMs. Publications 
emphasised 
the need for 
clear definitions 
and predefined 
goals developed 
collaboratively 
before 
implementation, 
including 
agreed criteria 
for assessing 
success. Linking 
shared savings 
to quality metrics 
was discussed 
as a potential 
strategy to support 
achievement of 
quality targets 
and effective 
implementation of 
APMs.

(5) Findings indicated 
the need for licensure 
and accreditation 
of birth centres, 
supported by one 
electronic patient record 
to improve referral 
quality. Effective risk 
selection and referral 
systems were required. 
Multidisciplinary 
audits of severe 
maternal morbidity 
were suggested to 
enhance care quality 
and collaboration. 
Reported barriers 
to community birth 
settings included limited 
midwifery workforce 
growth and inconsistent 
or unsustainable 
reimbursement for 
midwifery and birth 
centre services.

(8) Findings highlighted 
the need for greater 
coherence and 
collaboration among 
professionals to 
strengthen client 
participation at national, 
regional and local levels. 
Policies promoting 
shared decision-
making and a quality 
framework to guide 
workforce development 
and resource allocation 
were recommended. 
A formal cross-
organisational quality 
improvement system 
driven by women’s 
input was needed, 
supported by enhanced 
data collection and 
expertise. Effective 
communication during 
care transfers and 
coordinated, integrated 
services was essential to 
ensure informational and 
management continuity.

Normative integration (34) Findings indicated 
that normative 
integration of personal 
continuity of care 
depended on alignment 
between midwifery 
and biomedical 
philosophies. Lack of 
shared values, trust and 
interdisciplinary respect 
hindered implementation 
and scale-up. Midwifery 
philosophy emphasised 
autonomy, relational 
continuity and holistic, 
woman-centred care, 
whereas the biomedical 
approach prioritised 
risk management, 
standardisation and 
clinical control. This 
tension impeded 
collaboration and 
system coherence. One 
publication suggested 
a continuum balancing 
both approaches to 
foster shared values 
and interprofessional 
understanding.

(3) Authors emphasised 
the need for mutual 
respect, trust and 
motivation among 
professionals 
to implement 
multidisciplinary care 
pathways. Establishing 
shared goals and 
ambitions across 
professions and 
organisations was seen 
to promote collaboration. 
Roles were described 
as complementary 
and should enable 
responsiveness to 
changing needs of 
women, families and 
care contexts. Integrated 
practice combining 
midwifery and obstetrics 
was viewed as beneficial, 
with respect for both 
philosophies and 
recognition of their 
continuum supporting 
effective collaboration.

(15) Findings indicated 
that normative 
integration of midwife-
led care was challenged 
by tensions between 
midwifery philosophy 
and biomedical models 
prioritising efficiency, 
control and risk 
management. Midwives’ 
relational, woman-
centred approaches 
were often undervalued 
within institutional 
cultures, weakening 
professional identity 
and interprofessional 
collaboration. Alignment 
of care values, mutual 
respect and inclusion of 
midwives in planning and 
reform processes were 
identified as essential to 
embed care by midwives 
within standard, hospital-
based obstetric systems.

(5) Findings 
indicated that 
fee-for-service 
funding may create 
competition for 
births, restrict 
midwives’ scope 
and hospital 
access, and 
inadequately 
compensate 
obstetricians as 
midwifery volumes 
increase. The 
siloed funding 
of midwives, 
obstetricians 
and hospitals, 
combined with 
the absence of 
a coordinated 
health workforce 
plan, limited 
opportunities 
for midwives to 
address system 
gaps and reduced 
their influence in 
decisions affecting 
their level of 
integration.

(5) Findings supported 
implementation of 
birth options outside 
obstetric units 
through integration 
of midwife-led units 
and home births. 
Adopting a midwifery 
philosophy was seen 
to promote respectful, 
individualised care. 
Birth settings were 
associated with differing 
professional values 
and approaches to 
labour management, 
while women choosing 
birth centres or home 
births often held distinct 
philosophies compared 
with those opting for 
obstetric unit births.

(15) Findings highlighted 
normative barriers to 
integrating woman-
centred care, which 
often conflicted with 
biomedical, risk-based 
models reinforced by 
hierarchy, professional 
boundaries and 
institutionalised 
intervention 
norms. Midwifery’s 
individualised and 
relational philosophy 
was constrained by 
systemic pressures, 
limiting autonomy and 
reinforcing medical 
dominance. Additional 
barriers included 
limited stakeholder 
participation, poor 
responsiveness to 
women’s experiences 
and lack of continuity. 
System-level change 
towards collaborative, 
culturally competent and 
woman-led care models 
was recommended to 
support woman-centred 
care integration.

*Dimensions of the RMIC with their determinants21: Clinical integration: The extent to which care services for clients are coordinated across various professional, institutional and sectorial boundaries 
within a system. Determinants: Case management, continuity, individual multidisciplinary care plan and client participation. Professional integration: Partnerships between professionals. Related to the 
professionals’ degree of collective responsibility to provide a continuous, comprehensive and coordinated continuum of care. Determinants: Interprofessional education, shared vision between professionals, 
multidisciplinary guidelines and protocols, and interprofessional governance. Organisational integration: Refers to interorganisational relationships, including shared mechanisms to provide comprehensive 
services to a population. Determinants: Performance-management, learning organisations, complaints procedure, interest management. System integration: Refers to a tailored combination of (in)formal 
rules and policies between care providers and external stakeholders for the benefit of people and populations. Determinants: Stakeholder management, environmental climate, available resources, good 
governance. Functional integration: Refers to key support functions and activities around the primary process of service delivery, to coordinate and support accountability and decision-making between 
organisations and professionals to add overall value to the system. Determinants: Information management, service management, regular feedback on performance indicators. Normative integration: Refers 
to the development and maintenance of a common frame of reference between organisations, professional groups and individuals. Determinants: Experienced trust, visionary leadership, quality feature of the 
informal collaboration, reliable behaviour
†Number of publications in the group of elements with information on the dimension of integration. Publications may have information on more than one dimension. The total may be more than the total 
number of publications per group of elements.

Table 3  Continued
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dimension of system integration, eg, addressing the role 
of the economic, political or social environment in which 
the element of organisation was implemented. The influ-
ence of policy on the organisation of care was described 
in three studies on alternative payment systems. These 
studies were conducted in the context of local policy 
reforms towards bundled payments,102 103 138 and one 
review referred to the ‘Better Birth’ policy reform in the 
UK.139

At the level of functional and normative integration, 
we found a large amount of information on what would 
be needed to make the element reach its potential. The 
authors did not specifically describe what exactly was 
done on these dimensions to bring about the effect of 
the element of organisation. Authors across all groups 
of elements of organisation emphasised the necessity 
of robust systems for information sharing and stan-
dardised perinatal data collection, as well as a cross-
organisational quality improvement system based on 
such data, including client self-reported outcomes and 
experiences.10 27 34 44 85 98 104 105 140 On the dimension of 
normative integration, a recurring theme was the stan-
dard, biomedical model of care, which limited the imple-
mentation of personalised continuity of care, care by a 
midwife, place of birth outside the obstetric unit and 
woman-centred care.83 84 106 141–143 Biomedical settings, 
defined by efficient, protocol-driven, risk-averse prac-
tices, high intervention rates and a hierarchy of medical 
specialists over other healthcare professionals and clients, 
were described as hindering midwives’ autonomy and 
decision-making power.87 Decision-making was described 
to prioritise routine interventions over personalised care, 
and centralised care in obstetric units was described to 
enforce ‘institutional time’, promoting routine clinical 
interventions and prioritising efficiency over individu-
alised care.68 77 83 136 139 141 144–149 As a normative enabler 
for personal continuity of care, authors recommended 
adopting a more physiological philosophy of MNC within 
societies.10 61 150–152

Authors argued that this philosophical tension between 
the biomedical and midwifery philosophies of care 
hindered collaboration and system-wide support for 
midwifery care.135 146 153 The findings suggested that a 
continuum that respects both approaches may be essential 
in facilitating shared values, mutual respect, trust, inter-
professional collaboration and care coordination.10 100 154

DISCUSSION
We conducted this review to enhance the understanding 
of the association between organisational elements of 
integrated MNC and outcomes. We identified six groups 
of elements of organisation of care: ‘personal continuity 
of care’, ‘interventions to foster interdisciplinary collab-
oration and coordination’, ‘care by a midwife’, ‘alterna-
tive (to fee-for-service) payment model’, ‘place of birth 
outside the obstetric unit’ and ‘woman-centred care’.

We found substantial evidence showing an association 
between personal continuity of care, care by a midwife and 
birth outside the obstetric unit, and improved maternal 
health outcomes, as well as more positive experiences 
for both women and midwives. These findings could not 
be explained by a difference in risk factors, as studies 
included groups of women that were similar at the onset 
of care and that remained in these groups for the analyses, 
regardless of their care processes. Improved outcomes 
were related to lower intervention rates and higher rates 
of spontaneous vaginal births. Evidence showed that 
greater autonomy was related to enhanced experiences 
for both midwives and women. Conversely, systems based 
on routine obstetrician-led, hospital-based or fragmented 
care were shown to be associated with structural barriers 
to woman-centred care, leading to more negative experi-
ences. Notably, a significant number of publications on 
the needs of women and professionals in fostering more 
positive experiences and achieving better outcomes were 
excluded from our review as they did not address specific 
organisational elements to achieve these effects. Evidence 
for the effectiveness of interdisciplinary collaboration 
and alternative payment models on health outcomes or 
costs was limited and inconsistent.

Using the RMIC framework, the evidence we found was 
primarily focused on clinical and professional integra-
tion, with limited attention given to the RMC elements 
of organisational and system-level integration. Func-
tional integration showed a clear need for robust systems 
to facilitate information exchange, standardised peri-
natal data collection and cross-organisational quality 
improvement based on clinical data and patient-reported 
outcomes and experiences. Consistent barriers were 
found on the normative dimension in terms of limitations 
in access and the sustainable implementation of person-
alised continuity of care, care by a midwife and birth 
outside the obstetric unit. These barriers were rooted in 
the dominant biomedical model of MNC in high-income 
countries, characterised by efficient, protocol-driven, risk-
averse practices, high intervention rates and a hierarchy 
of medical specialists over other healthcare professionals 
and clients. Within this model, both clients and profes-
sionals who want to work in a more woman-centred way 
reported having limited autonomy, time and control in 
accessing or providing alternatives to standard care.

The emphasis on information on organisation at the 
client-professional level is also seen in the wider litera-
ture on integrated care. The scope of studies on organ-
isation of care in relation to outcomes often focuses on 
the interventions at the client-provider level, where the 
precise implementation and active mechanisms are often 
not described and thus form a ‘black box’. The organ-
isational dimension of integrated care is often under-
reported. This results in an incomplete picture of what 
exactly is organised to explain the relationships found 
with outcomes.155–157 This may provide a one-sided picture 
of interventions that increase access to care or show posi-
tive effects on outcomes. Unforeseen effects on interests, 
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finances or hierarchy on organisational or system level 
dimensions can then be such that further implemen-
tation is hindered. Integrated care scholars therefore 
address the importance of examining the complexity of 
organisation across multiple dimensions of integrated 
care and its nonlinearity in the context of the effective-
ness of integrated care.158 159

In our review, we found many studies that showed 
associations between care by a midwife, personal conti-
nuity of care (mainly by midwives) and place of birth 
outside the medical setting (where midwives provide 
care) and positive outcomes. Recently, the WHO has 
called for a transition to midwifery models of care in 
which midwives play a pivotal role in close collabora-
tion with other maternity care professionals.160 These 
models have been associated with improved maternal 
and neonatal outcomes, increased satisfaction and 
more efficient use of resources, reflecting the core 
components observed in our analysis.127 160 The WHO 
describes midwifery models of care as ‘models of care 
in which midwives work autonomously within their 
scope of practice, they collaborate as members of inter-
disciplinary teams, within networks of care, to ensure 
continuous, integrated and collaborative care that is 
respectful and cost-effective’.160

Midwifery models of care add physiological, psycho-
logical, social and cultural factors to the biomedical 
approach to MNC. In the broader literature on models 
of care, this is called the biopsychosocial approach 
to health (BPS); it conceptualises health and illness 
as the result of dynamic interactions between biolog-
ical, psychological and social factors. It recognises 
the role of individual behaviour, mental health, envi-
ronmental context and social relationships in shaping 
health outcomes. Care based on this model empha-
sises patient-centredness, shared decision-making and 
holistic assessment.161–163 Within this approach, conti-
nuity of care is also studied in hospital settings, where 
increased continuity of care by doctors has been associ-
ated with lower mortality rates.164 165 In general primary 
care, it has been associated with decreased utilisation of 
health services, including rehospitalisation and emer-
gency visits, as well as lower healthcare costs.164–169

A requirement for the safety of birth outside the 
obstetric unit is that this care is well integrated into the 
healthcare system.170 The large prospective Birthplace 
in England cohort study published in 2011 showed 
that, compared with planned hospital birth, low-risk 
multiparous women who planned to give birth in either 
alongside or freestanding birth centres, or at home, 
had better outcomes, with no differences for neonates. 
This was also the case for primiparous women, except 
for those planning home birth, who had slightly higher 
adverse neonatal outcomes.171 The more recent system-
atic reviews by Hutton et al and Reitsema et al showed 
that, in jurisdictions where home birth is well-integrated 
into the healthcare system, planned home births are 
associated with comparably low rates of serious adverse 

neonatal outcomes and a lower incidence of intra-
partum interventions compared with planned hospital 
births.71 170

Our review includes publications that addressed the 
biomedical settings as a barrier to implementing alterna-
tives to standard care. This finding is shared by Zarbiv et al.172 
They found barriers to the implementation of midwife-led 
care, which they attributed to systemic hierarchical power 
dynamics, limited midwife autonomy, workforce shortages 
and inadequate policy support.172 Although hierarchy 
can contribute to the efficient organisation of care, Essex 
et al173 argue that the high costs of inequalities in status, 
power and the resulting negative effects on staff reten-
tion, outweigh its benefits.173 Simmelink et al174 revealed 
that structural, financial and organisational barriers, such 
as the incompatibility of current maternity care systems 
with small team models, as well as personal factors and 
professional tensions, were key obstacles to implementing 
continuity of care in midwifery practice.174 They suggested 
that client advocacy could play an important role in the 
adaptation and sustainability of organising personal conti-
nuity of care by midwives.

The biomedical model was frequently reported to act as 
a barrier for implementation of organisational improve-
ments in MNC within larger, relatively stable healthcare 
systems. When viewed through a systems and transition 
science lens, such stability can be understood as part of 
existing ‘regimes’, that tend to resist change, even when 
alternative organisational approaches are well-described 
in the evidence base.175 This resistance arises because tran-
sition involves not only developing new ways of working 
but also letting go of deeply rooted routines, structures 
and power dynamics. Interpreted in this way, the imple-
mentation of organisational improvements in MNC 
represents a system-level transition from the existing 
regime rather than a simple adoption of best practices—
an understanding that provides valuable context for inter-
preting the findings of this review.

Strengths and limitations
This review was conducted by a multidisciplinary team, 
including client representatives, healthcare practi-
tioners and researchers, which helped reduce bias 
during the review process. We used a systematic, AI-as-
sisted screening tool (ASReview) to efficiently manage 
a large body of literature, although its performance 
depends on the quality of the initial training data and 
may have affected screening efficiency. The scoping 
review design does not allow for evaluation of interven-
tion effectiveness or certainty of evidence. Finally, the 
review focused on studies from high-income countries, 
which may limit the generalisability of the findings to 
other contexts.

CONCLUSIONS
This scoping review mapped the existing evidence 
on organisational elements of integrated MNC and 
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identified six overarching groups of organisational 
elements. Across the included studies, personal conti-
nuity of care, care provided by a midwife and birth 
outside the obstetric unit were frequently reported 
to be associated with positive maternal and neonatal 
outcomes, improved experiences among women and 
professionals and indications of lower costs. Imple-
mentation and wider adoption of these organisational 
elements were frequently reported to be hampered by 
the prevailing biomedical—risk averse, disease focused, 
protocolised—orientation of health systems in many 
high-income countries.

When interpreted through the lens of systems and 
transition science, these findings suggest that strength-
ening integrated MNC involves more than the adoption 
of discrete best practices. It represents a system-level 
transition that requires shifts in organisational routines, 
professional relationships and underlying paradigms of 
care. The findings align with the direction outlined in 
recent WHO policy, which calls for a transition towards 
midwifery models of care—person-centred care in 
which midwives play a pivotal role in close collabora-
tion with other maternity care professionals. Further 
research is needed to explore the mechanisms and 
contextual conditions that can support and sustain 
such a transition within health systems.
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