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Abstract

Background: Healthcare for childbearing women with complex needs demands
a multi-disciplinary approach requiring transitions between care providers, par-
adigms, and models of care. These transitions may create disconnects between
women and the maternity care “system.” Poorly managed care transitions can
lead to women becoming hostage to the power struggles between healthcare or-
ganizations and the professionals working within them, further increasing the
risk of poor outcomes. This paper presents the findings of a study that aimed to
better understand how midwives provide woman-centered care for women with
complex needs in the real world of maternity services.

Methods: A constructivist grounded theory approach, using Clarke's situational
analysis to extend critical and feminist perspectives in data analysis. Qualitative
data were obtained from two sources: publicly available data, and individual in-
terviews with providers of care (midwives) and recipients of care (women with
complex pregnancies).

Results: Woman-centered care is defined as care in which the woman is seen,
heard, and known. “The midwifery capabilities theory” describes the pro-
cess whereby midwives create opportunities to develop women's capabilities.
Capabilities are enabled through the midwifery relationship creating space, mo-
ments in time, and equalizing power and positionality.

Conclusions: Aligning with contemporary theories surrounding the provision of
midwifery care, the midwifery capabilities theory recognizes the individual health
and social status of women and the rights to self-determination. This centers care
around each individual's needs, which, in addition to improving health and well-
being outcomes, contributes to improved self-confidence, enhancing engagement
through authentic professional relationships.
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1 | INTRODUCTION

Contemporary midwifery practice must extend beyond
“normal,” to fulfill midwives' professional responsibilities,
their contribution to improving maternal and neonatal
outcomes, and achievement of the sustainable develop-
ment goals (SDG).! Although pregnancy is generally ac-
cepted as a sign of wellness, perceived levels of risk and
complexity govern the types of maternity care women
receive.” It is, however, important to recognize that the
factors used to determine levels of risk during the child-
bearing continuum differ across contexts.> Despite this,
women are often bundled together when considered “high
risk” or deemed to have a “complex pregnancy.”*

In this study, the term “woman/women” is used inter-
changeably with “woman/women with complex preg-
nancy.” The term “complex pregnancy” is used to refer to
women with complex health and/or social backgrounds
requiring multi-disciplinary support to achieve optimal out-
comes. For example, complex pregnancies may be the man-
ifestation of the impact of social determinants on health
or well-being and/or underlying medical conditions, long-
standing, or pregnancy induced.* Accordingly, women ex-
periencing complexities during pregnancy, in turn, require
safe, quality care to minimize the risk of adverse outcomes.’
Quality maternity care strengthens women's capabilities in
the context of respectful relationships, and midwives are
integral to this approach.® When care becomes complex,
access to multi-disciplinary teams across facilities and com-
munity settings is needed.® This requires women to transi-
tion between different models of care, health professionals,
and care paradigms to access the appropriate care required.’”
When these transitions are poorly managed, there is a risk
that women can “fall through the gaps™® becoming caught
up in the disconnects between service providers.”

A woman's relationship with care providers and the
healthcare system during childbearing can empower
or conversely inflict emotional trauma, detracting from
self-confidence.'® Disrespectful maternity care is a global
phenomenon linked to traumatic experiences and post-
traumatic stress disorder (PTSD)." Disrespectful care in-
cludes system and individual factors that result in a lack
of choices, loss of autonomy, poor communication, unbal-
anced information, and inadequate support.'!

This paper presents the findings of a study conducted
in Australia and New Zealand that explored the role of
midwives in providing woman-centered care (WCC) for
women with complex pregnancies. The findings include

the proposal of an operationally relevant definition of WCC,
which until now has been central to models of care and phil-
osophical midwifery approaches but are vague and difficult
to enact. Further, this paper presents the midwifery capabili-
ties theory, the grounded theory that emerged from the data.

1.1 | Background

Midwifery philosophy and practice is grounded in provid-
ing WCC, although a universally accepted definition of
WCC does not exist.'?'> There is, however, consensus that
essential elements of WCC include continuity, choice, au-
tonomy, and meeting the needs of the individual woman
within her social and cultural context.'* These elements are
visible in many models of care and service provision frame-
works, but barriers to the implementation of WCC for every
pregnant woman persist. Health professional workloads,
organizational structures, access to services, and geogra-
phy can prevent one midwife from journeying alongside a
woman experiencing a complex pregnancy who is required
to transition between models of care and care providers.’

Conceptual and operational solutions to overcome
these barriers and increase a woman's satisfaction with
care revolve around the continuity of midwifery care mod-
els, which, in principle, may be implemented across all
contexts.'” The reality however is that such models of care
are not available to all women, particularly to those ex-
periencing complexities during pregnancy or those whose
care is transferred to higher level services in order to ac-
cess appropriate pregnancy or birthing care.'®

Evidence shows that quality maternity care requires
all women to have access to midwives in the perinatal
period.® Midwifery care is skilled, knowledgeable, and
compassionate and involves working in partnership with
women to strengthen their own capabilities.® Challenges
arise when care moves from one set of ‘owners’ to another,
positioning midwives as the gatekeepers to the portal and
facilitators of the transfer.”

The aim of this study was to explain how woman-
centered midwifery care is provided for a woman with
complex pregnancy. The objective was to theorize a process
for how midwives provide WCC for women with complex
pregnancies that accounts for the situational and contextual
relationalities that exist in “the real world” of maternity ser-
vices within which this study occurred. This study sought
to answer the following research question: How do mid-
wives provide woman-centered care in complex pregnancy?
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2 | METHODS

2.1 | Study design

Constructivist grounded theory methodology was used
in this study. Constructivist grounded theory is a qualita-
tive research methodology that acknowledges subjectivity
and that there can be multiple truths. Meaning is co-
constructed with participants to then develop a theory on
complex social processes. Situational analysis is compatible
with and was used to extend constructivist grounded the-
ory to introduce a critical, feminist, anti-racist, social justice
approach in data analysis.'” Describing and analyzing the
situation as a whole through the situational analysis map-
ping method moved the study beyond interviews to focus
empirically and analytically on the conditions of the situ-
ation that constitute the situation. Mapping all the human
and non-human elements and analyzing the relationalities,
and positions taken and not taken in discourses, reveals the
dense complexities and power relations that exist in the
‘real world” of maternity services and midwifery care pro-
vision. The research framework was further underpinned
by Fairclough's (2001)'® critical discourse understandings
of maintaining social dominance through linguistic choices
and the power within and behind discourse as an overall
theoretical perspective. This enabled the emerging phe-
nomena to come to the analytic forefront.!” Human ethics
approval was obtained in line with institutional human re-
search ethics committee requirements (approval number
0000022288), compliant with the National Statement on
Ethical Conduct in Research."

2.2 | Data collection

Data for this study were drawn from two sources. Existing
publicly available discourse data were sourced from the
internet including social media, blogs, online government
documents, and podcasts. These data were sourced to iden-
tify elements in the situation across a forum where anyone
can say anything about a certain topic in “real world” en-
vironments. Initially, relevant word combinations related
to the study were entered into search engines, for exam-
ple, “best birth,” “midwives,” and “choice in childbirth” to
begin moving around the data. Search terms were refined
as the study progressed to create a relevant subset of data
in a continuous cycle over the course of the study. Sources
for discourses were broad, in English language, and were
refined as the study moved forward to situate the study
within Australia and New Zealand. Additional data were
obtained through individual interviews with midwives pro-
viding care and women who experienced a complex preg-
nancy. Participation was voluntary, and early recruitment
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was undertaken through snowballing techniques. Targeted
recruitment as the study advanced took place via a mid-
wifery professional organization newsletter advertisement.
The midwives recruited had diverse professional experi-
ences and were located across Australia and New Zealand,
working in rural and metropolitan public health services
and nongovernment organizations. The women who par-
ticipated identified as having a pregnancy that required
multi-disciplinary support. Interviews were undertaken
between May and December 2021 and completed virtu-
ally due to travel restrictions during the Covid-19 response.
Interview lengths ranged from 45 to 80 minutes. All inter-
viewees were asked an initial question; “Tell me everything
about what woman-centered care means to you.” From
there, interview questioning followed the lead of the par-
ticipant delving deeper into their thoughts, feelings, ex-
periences, and perspectives. Saturation was reached after
interviews with nine midwives and two women.

2.3 | Data analysis

Each dataset was analyzed separately. This approach al-
lowed for comparison across sources, identifying areas of
alignment and disconnects. The findings from the pub-
lic discourse identified the elements of the situation for
the next stage of the analysis, the individual interviews.
Identifying these elements early in the study enabled
the researchers to differentiate between what elements
merely surrounded the situation under examination and
those that became “part and parcel,” and therefore consti-
tuting the situation under examination, woman-centered
midwifery care. Analysis of individual interviews pro-
vided an understanding of those directly involved in com-
plex midwifery care. Situational, positional, social world
or arena, and relational maps were used in data analysis
to analyze power relations, boundary objects, and human
and non-human elements found within the ‘real world’
of maternity services. Memos were used to document and
detail the analysis-in-progress.

The first author conducted the interviews and early
data analysis of both subsets of data. Codes and categories
leading to the final theory were discussed among all mem-
bers of the team and agreed. Data triangulation occurred
through multiple data sources with data collection, analysis,
and memoing, undertaken concurrently. Different perspec-
tives from within the research team supported reflexivity.
Sampling ceased when no new concepts were appearing in
the data. Evaluating the final product was through actively
engaging with reflective questions from the research process
to confirm the full research process had been undertaken.
When presenting the findings of this study, pseudonyms are
used to protect the participants’ identity.
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3 | RESULTS

The findings from the analysis of publicly available dis-
courses in this study identify that midwifery is constructed
discursively in public forums that become social realities.
Conversely, contemporary healthcare sees midwives work-
ing in a system framed by neoliberal healthcare reform that
has followed a lean thinking approach resulting in siloed
care, disease-oriented services, sub-optimal communication
across specialist services, and thereby fragmented care. This
environment makes the woman structurally vulnerable to
systems that are rigid and unforgiving, and the provision of
individualized maternity care is problematic. The risk averse,
technocratic, and litigious environment within which mid-
wives work shapes how midwives approach their role but
runs contrary to the rhetoric of an “individualized” woman-
centric approach that is supposed to underpin midwifery
care. Boundary tensions are created through social discursive

Equalising
Power &
Positionality

labels applied to childbearing women, fetal personhood dis-
courses, and midwifery professional “lines in the sand.”

By identifying key elements of WCC, drawn from the
discourse analysis of public sources, and the individual in-
terviews undertaken with midwives and women, it is pos-
sible to define WCC as the woman being seen, heard, and
known as she navigates herself through the childbearing
journey and transitions between models of care, health
professionals and care paradigms. The key finding from
this study is the midwifery capabilities theory. The mid-
wifery capadbilities theory and the categories that comprise
it are described in the following section.

3.1 | The midwifery capabilities theory

The midwifery capabilities theory (Figure 1.) emerged from
the interview data with both cohorts of participants. This

Simone Naughton

Midwifery
Capabilities
Theory

FIGURE 1 The midwifery
capabilities theory. It is comprised

of three categories and describes the
process midwives use to develop a
woman’s capabilities when experiencing
a complex pregnancy, to promote and
maintain woman centred care during
care transitions. The three categories
are creating space, moments in time and
equalizing power and positionality. This
figure is reproduced from Naughton [23,
p. 226].
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theory describes the process midwives use for develop-
ing women's capabilities when experiencing a complex
pregnancy, to promote and maintain woman-centered
care during care transitions. This is achieved through the
midwifery relationship creating space, moments in time,
and equalizing power and positionality. The midwifery ca-
pabilities theory draws on existing political and economic
theories of Justice as Fairness,” the capability of persons
to achieve their well-being and freedom, rather than
on their mere right to do so*' and capabilities as human
dignity*® to position a respectful, human rights, socially
just, and emancipatory trauma-informed framework into
healthcare. Extending these existing theories through the
midwifery capabilities theory posits equality as a baseline
within health services that reach those furthest behind, ac-
knowledges human diversity, and provides all women with
opportunities to be self-determining and to action this.

The midwifery capabilities theory comprises three cat-
egories: Creating space, moments in time, and equalizing
power and positionality. Each is now discussed in detail
below.

3.1.1 | Creating space

The category of creating space includes the elements of
holding space for the woman; hearing; and free from judg-
ment, describing the factors that allow the midwife to cre-
ate space for the woman (Figure 2).

There are individual and systemic factors that limit
how, when, and where midwives create space for women.
Institutional practices that limit the time midwives spend
with women reduce the midwife's ability to fully engage
with the woman and actively listen.

The following quote from Carmen represents the com-
mon theme in the narratives.

Carmen (midwife): Through understanding
her, and to understand somebody, you ac-
tually need to create space and time to have
conversations.

Health systems that pressure midwives to prioritize
service demands mean a midwife may choose to avoid
questioning a woman if it is likely to lead to a discussion
requiring extra time. This minimizes opportunities for
women to engage in conversations around their individ-
ual needs.

Athena (midwife): Partially because it's a fine
line that we walk isn't it, you don't poke the
bear. If I can't hear her and hold space for her
properly, then let's just leave it alone,

B WV EY-

Midwives recognized the importance of the woman
feeling that this space was safe from broader social and
institutional discrimination or judgments, while also rec-
ognizing the challenges of being able to provide the space.

Diana (midwife): I think it happens more
than it should. Yeah. I think that—I do get
comments from women saying sometimes
that they do feel judged.

Midwives also recognize that when space is created and
midwives actively listen, this promotes the woman's capa-
bility for decision-making, ensuring centrality to her care.

Tracey (woman with a complex pregnancy): It
was calm, I walked into theater, we had good
conversations, it was relaxed. I felt in control.
I felt safe and it was exactly what I ended up
wanting.

Creating space emerged as the operationalization of
“being with woman.” Midwives when supported within
service settings can create safe spaces for women. Safe
spaces are created through the midwifery relationship
enacting a woman-centered approach, holding the space
free from institutional discrimination and for the time re-
quired and genuinely hearing the woman.

3.1.2 | Moments in time

Moments in time (Figure 3) describes the moments re-
quired for midwives to actively create environments in
which women feel comfortable, trust is built, and relation-
ships through connection can develop.

Athena (midwife): ..... Remember to look
the woman in the eye and smile at her, and
if we're not doing that, what's the bloody
point?... if T can't connect with women and
work out what's important to them and direct
them and support them...

Being present requires the midwife to be aware of their
own individual bias which can reinforce stereotypes and
lead to skewed judgments and assumptions. Through re-
alizing personal triggers or bias, they can be actively man-
aged and mitigated with the goal of listening and building
relationships.

Lucina (midwife): I guess when there's more
complex issues it kind of requires me some-
times to put my own personal beliefs to the
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Creating
Space

FIGURE 2 Creating space. It represents the category of
creating space in the midwifery capabilities theory. This figure is
reproduced from Naughton [23, p. 244].

side in order to provide that woman-centered
care.

Midwives identified that for the woman to be “present”
as co-creator of the moment to develop the midwifery/
woman relationship, trust is needed.

Lily (midwife): So, she was very mistrusting
of us as a maternity team. She felt that obvi-
ously in her first pregnancy that she wasn't
listened to, and she wasn't heard.

When continuity or consistency in care is not main-
tained, midwives identify women feel that they are not
known and by default, not cared for, reducing their feel-
ings of significance, and making them feel lost in the
system.

Carmen (midwife): ... because every single
time they are showing up they are being asked
the same questions and they probably feel like
every time they are having to tell their story
over and over again to different people. When

you're doing that, I guess, you don't feel heard
and you don't feel cared for as such.

The value of the woman being seen, heard, and known
by midwives within the maternity system was highlighted
by women.

Tracey (woman): I think for the first preg-
nancy, the ideal care would be to have the
midwife in hospital with you as your preg-
nancy advocate really. Someone who knew
me, someone who knew my personality ...

Nita (woman): ... So, she was advocating for
me like that .... That just meant so much to me
that she cared. ..... She knew me, she knew
what I wanted, she knew who we were, et
cetera, was there I really feel saved me from
PTSD.

Moments in Time is about creating genuine human
connections between women and midwives through hon-
est and transparent communication. For midwives, being
present, consistency in care, and awareness of and min-
imizing bias and assumptions during care interactions
build trust. The trusting midwifery relationship enables
women to be open and honest and provides opportuni-
ties for the woman to be seen, heard, and known so the
midwife can authentically advocate for the woman where
needed.

3.1.3 | Equalizing power and positionality
Equalizing power and positionality, represented in
Figure 4 describes what the midwives articulated, in dif-
ferent ways, the way that power shaped their practice on
many levels. That is, midwifery practice is bound through
differentials in professional knowledge between women
and midwives.

Lily (midwife): I think a lot of women come in
and hand over their autonomy and I think we
see this all the time in midwifery. Especially
when you've got fear involved and I think we
do have a power dominance because we are
sitting there in a position of we have informa-
tion that they don't have. So, there is a power
difference between that.

There are inescapable power differentials between
midwives and other professionals and between midwives
and women.
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FIGURE 3 Moments in time. It
represents the category of moments
in time in the midwifery capabilities
theory. This figure is reproduced from
Naughton [23, p. 228].
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Tracey (woman): So, you have a choice, but
especially if you've got a good relationship
with your midwife, you feel obliged to do
what's in their best interests as well.

Balancing power differentials means acknowledging
women as ‘knowers’ who bring personal experiences and
knowledge to the relationship. Sharing knowledge en-
ables unbiased discussions focused on the woman. This
supports the woman to share decision-making with family
members when she identifies this is important from a per-
sonal or cultural perspective; and has confidence in voic-
ing her own informed decisions.

Codes of professional conduct and frameworks for
scope-of-practice decision-making provide an explicit sys-
tem of rules and principles for professional self-regulation

Moments in time
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and denote professional responsibility and accountability
to society. There are professional and institutional regu-
lations or “lines in the sand” within which the midwife
must act. Fear and boundary tensions encouraged mid-
wives to conform to the established guidelines and ac-
cepted norms, often in preference to the woman's wishes.

Lily (midwife): It feels like we often come
from a place that's litigious not necessarily
that's woman-centered. So, we offer these
things as a routine, and if a woman declines
that care, it becomes very much about how
we have to protect ourselves.

Systems that silo medical and midwifery models pre-
vent women with complexity from accessing midwifery
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relationships across the childbearing continuum. It is
within this hierarchical system of control that midwives
are prevented from acting out their full role.

Athena (midwife): Well, the hospital itself
needs us to be quick and efficient and get ev-
eryone through and out the door as quickly as
possible. They (the doctors) get priority over
midwives, whether I personally agree with
that, sometimes I do, sometimes I don't. It is
that political structure.

Equalizing power and positionality means engag-
ing with and balancing existing power relations.
Balancing power acknowledges the value of each other,
is respectful, and supports the woman's informed
decision-making.

Midwives

FIGURE 4 Equalizing power and
positionality. It represents the category of
equalizing power and positionality in the
midwifery capabilities theory. This figure is
reproduced from Naughton [23, p. 249].

Midwifery
Capabilities

I'heory

4 | DISCUSSION

Capabilities are closely linked to human rights.*> Human
rights are secured to people only when the relevant capa-
bilities to function are present.”* Adopting a capabilities
approach includes focusing on what people are actually
able to do and to be and make visible and address inequal-
ities through opportunities to exercise these capabilities.?®
Developing capabilities does not privilege western ideas,
because there is no culture in which people do not ask
themselves what they are able to do and what opportuni-
ties they have for functioning.?? The language of capabili-
ties communicates the difference between pushing people
into functioning in ways you consider valuable and leav-
ing the choice up to them, placing emphasis on people's
choice and autonomy.*” In maternity services, it is the
woman's ability to navigate different pathways and action
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the steps needed, her capabilities, which support keeping
care centered on her individual needs and equity in health
outcomes and quality of life.”

The language of capabilities is about respect. Within ma-
ternity health services, keeping care centered on women,
developing a woman's capabilities, and providing oppor-
tunities to enact these capabilities demonstrates respect.
When care is respectful, care is safe; collaborative; trust
is developed; and women have choices and feel empow-
ered, essential to trauma-informed care frameworks. For a
woman with complex needs or from disadvantaged back-
grounds, actioning the midwifery capabilities theory offers
one way to move respectful care from theory into practice.

Situational analysis of maternity services discourses
within which this study exists suggests a dominant mana-
gerial quality and safety perspective where performance,
flexibility, cost-effectiveness, and accountability are achieved
through increasing health institution protocols, safety
checks, and documentation.?* These narrow understandings
of risk, safety, and quality create institutional blind spots that
create power imbalances and position clinical midwives as
unqualified speakers in the “business” within the organiza-
tion, able to be ignored.** Midwives must find their voice in a
complex system and position themselves to enable the wom-
an's voice to be heard. Moral bystanding or remaining silent
or inactive on the adverse effects from societal and institu-
tional power hierarchies on the voices of women and mid-
wives creates questions around meeting ethical midwifery
responsibilities.”> Disrespectful care includes coercive treat-
ment; trivializing preferences and personal needs; ineffective
communication; lack of supportive care; and loss of auton-
omy.”® However, systemic barriers to respectful care are re-
moved when space is created by midwives using a midwifery
capabilities approach to elevate the voices of women, ac-
knowledge women as knowers who are to be listened to and
authentically advocate for women. When health providers
do not get to know the issues that are important to women,
fail to listen, ignore, dismiss, or do not believe women, there
is a cost. This cost is trauma and conflict.

The midwifery capabilities theory identifies that midwives
can provide WCC for a woman with a complex pregnancy
through developing a woman's capabilities and supporting
opportunities for actioning as the woman moves through
the health system. The midwifery capabilities theory through
its relational and contextual approach pushes back against
power asymmetries between care providers and receivers to
acknowledge women as knowers who are listened to.

Developing capabilities supports confidence in women
so they can identify their needs and convey these to their
care providers. This requires moments in time with the
presence of the midwife and the woman being seen, heard,
and known; creating the space; and equalizing power and
positionality. Functioning is not evaluated as it is deter-
mined by the woman. Women are free to determine their
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own course. Focus on capabilities as opposed to function-
ing, protects sensitivities to culture, religious, and power
differentials. This foundation is required for a woman to
develop and action her capabilities, creates equity in op-
portunities, is respectful, and is the true essence of WCC
for a woman with a complex pregnancy.

5 | CONCLUSION

In the ‘real world’ of maternity services, midwives, manag-
ers, and executive teams will need to work together to move
from rhetoric to actioning WCC for all pregnant and birth-
ing women. Midwifery needs to be recognized as a social
protective mechanism, instrumental in driving tangible pro-
gress toward improving maternal and child outcomes. The
midwifery capabilities theory provides a framework to do
this. Responding to the care women want requires embrac-
ing health outcomes measures that are multi-dimensional
and value the women's perspective. This requires asking the
woman whether care was respectful, choices informed and
was she seen, heard, and known during care transitions.

5.1 | Strengths and limitations

This paper has presented a new theory, the midwifery
capabilities theory which has transferability and applica-
bility across health professions, providing a framework
to promote human rights in health. Creating space, mo-
ments in time, and equalizing power and positionality
promotes a woman's self-determination and minimize
vulnerabilities, regardless of level of complexity.

The limitations of this study include the small num-
ber of participants that were geographically limited to
Australia and New Zealand which may have led to sat-
uration quickly. Additionally, the views of marginalized
women may not be fully represented in the interviews.
Discourse data were limited to those in English which
may not have captured all perspectives.

ACKNOWLEDGMENTS

This study was undertaken as part of a Research Higher
Degree. Funding was supported under the Commonwealth
Government's Research Training Program/Research
Training Scheme. The midwives and women who par-
ticipated in this study generously shared their time, hon-
esty, and experiences and are gratefully acknowledged.
The term “woman,” “women,” and associated wording
are used interchangeably to refer to persons with the sex
characteristics of a female human, regardless of gender
identity or experience. No discrimination is intended in
adopting these terms and the authors recognize and cel-
ebrate the diversity of individuals within which this study

95UB017 SUOWIWOD aA 181D 8|qeotjdde ay) Aq pausenob ae ssppile VO ‘8sn JO Sajn 10} AIq)T8uljUO AB[IM UO (SUORIPUOD-PUE-SWLBIL0D" A3 1M A1 1[pulUO//SANY) SUONIPUOD PUe SWiB | 8U1 89S *[6Z0z/S0/TE] Uo ARiqiTauliuo A8|Im ‘AlsieAlun dljoyeD uelfelisny Aq 99821 MIG/TTTT 0T/I0p/uoo" A8 1M Alelqijeuluoy//sdny Woj papeo|umod ‘0 *X9ESEZST



" | wiLEy- B

NAUGHTON ET AL.

exists. Thanks to Jane Tarlinton of Design by Jane for
drawing of the grounded theory. Open access publishing
facilitated by Central Queensland University, as part of
the Wiley - Central Queensland University agreement via
the Council of Australian University Librarians.

CONFLICT OF INTEREST STATEMENT
There are no conflict of interest identified with this
manuscript.

DATA AVAILABILITY STATEMENT
Research data are not shared.

ORCID
Simone Naughton (© https://orcid.org/0000-0001-6094-0449
Adele Baldwin © https://orcid.org/0000-0002-6325-4142

Clare Harvey @ https://orcid.org/0000-0001-9016-8840
Tanya Capper (© https://orcid.org/0000-0003-3464-1423

REFERENCES

1. United Nations Department of Economic and Social Affairs.
Sustainable development. n.d.. Accessed August 10, 2023.
https://sdgs.un.org/goals

2. Brundell K, Vasilevski V, Sweet L. Australian maternity care,
considering risk and supporting safety: a scoping review.
Midwifery. 2022;112:103408. doi:10.1016/j.midw.2022.103408

3. Peterwerth NH, Halek M, Schifers R. Intrapartum risk per-
ception-a qualitative exploration of factors affecting the risk
perception of midwives and obstetricians in the clinical setting.
Midwifery. 2022;106:103234. doi:10.1016/j.midw.2021.103234

4. Naughton SL, Harvey C, Baldwin A. Providing woman-
centred care in complex pregnancy situations. Midwifery.
2021;102:103060. doi:10.1016/j.midw.2021.103060

5. Tungalp 0O, Were W, MacLennan C, et al. Quality of care for
pregnant women and newborns—the WHO vision. BJOG.
2015;122(8):1045-1049. doi:10.1111/1471-0528.13451

6. Renfrew MJ, McFadden A, Bastos MH, et al. Midwifery and
quality care: findings from a new evidence-informed framework
for maternal and newborn care. Lancet. 2014;384(9948):1129-
1145. d0i:10.1016/S0140-6736(14)60789-3

7. Baldwin A, Harvey C, Willis E, Ferguson B, Capper T.
Transitioning across professional boundaries in midwifery
models of care: a literature review. Women Birth. 2019;32(3):195-
203. doi:10.1016/j.wombi.2018.08.003

8. Australian Commission on Safety and Quality in Health Care.
National Safety and Quality Health Service Standards. Updated
May, 2021. Accessed August 20, 2023. https://www.safetyandq
uality.gov.au/sites/default/files/2021-05/national_safety_and_
quality_health_service_nsqhs_standards_second_edition_-_
updated_may_2021.pdf

9. Feeley C. Supporting Physiological Birth Choices in Midwifery
Practice: the Role of Workplace Culture, Politics and Ethics.
Taylor & Francis; 2023.

10. White Ribbon Alliance. Respectful maternity care charter.
Updated May, 2022. Accessed November 20, 2023. https://white
ribbonalliance.org/resources/rmc-charter/

11. van der Pijl MSG, Verhoeven CJM, Verweij R, et al. Disrespect
and abuse during labour and birth amongst 12,239 women

12.

13.

14.

15.

16.

17.

18.

19.

20.
21.
22.

23.

24.

25.

26.

in the Netherlands: a national survey. Reproduct Health.
2022;19(1):1-160. doi:10.1186/s12978-022-01460-4

Brady S, Bogossian F, Gibbons K. Developing an evidence-based
international definition of woman-centred care to inform prac-
tice. Women Birth. 2023;36:5S17. doi:10.1016/j.-wombi.2023.07.043
Rigg E, Dahlen HG. Woman centred care: has the defini-
tion been morphing of late? Women Birth. 2021;34(1):1-3.
doi:10.1016/j.wombi.2020.12.013

Department of Health. Woman-centred care: Strategic direc-
tions for Australian maternity services. Updated November,
2019. Accessed August 18, 2023. https://www.health.gov.au/
sites/default/files/documents/2019/11/woman-centred-care-
strategic-directions-for-australian-maternity-services.pdf
Homer C, Brodie P, Sandall J, Leap N. Midwifery Continuity of
Care. Elsevier Health Sciences; 2019.

Fox D, Scarf V, Turkmani S, et al. Midwifery continuity of care
for women with complex pregnancies in Australia: an integra-
tive review. Women Birth. 2023;36(2):¢187-€194. doi:10.1016/j.
wombi.2022.07.001

Clarke A. From grounded theory to situational analysis: what's
new? Why? How? In: Morse JM, Bowers BJ, Charmaz K, et al.,
eds. Developing Grounded Theory: The Second Generation
Revisited. Taylor and Francis; 2021. d0i:10.4324/9781315169170
Fairclough N. Language and Power. 2nd ed. Pearson Education
Ltd; 2001.

Australian Government National Health and Medical Research
Council. National Statement on Ethical Conduct in Human
Research 2007. Updated 2018. Accessed November 25, 2023.
https://www.nhmrc.gov.au/about-us/publications/national-
statement-ethical-conduct-human-research-2007-updated-2018
Rawls J. A Theory of Justice. Harvard University Press; 1971.
Sen A. Development as Freedom. Oxford University Press; 1999.
Nussbaum MC. Creating Capabilities: the Human Development
Approach. Harvard University Press; 2011.

Naughton S. The midwifery capabilities theory: providing
woman-centred care in complex pregnancy situations. 2023
Dissertation, CQUniversity. Accessed December 10, 2023.
https://acquire.cqu.edu.au/articles/thesis/The_Midwifery_
Capabilities_Theory_Providing Woman-centred_Care_in_
Complex_Pregnancy_Situations/24760293

Perron A, Rudge T, Gagnon M. Hypervisible nurses: effects of
circulating ignorance and knowledge on acts of whistleblow-
ing in health. Adv Nurs Sci. 2020;43(2):114-131. doi:10.1097/
ANS.0000000000000311

McGibbon E, Lukeman S. Critical social justice: the moral
imperative for critical perspectives in nursing. Witness.
2019;1(1):3-12. doi:10.25071/2291-5796.21

Vedam S, Stoll K, Rubashkin N, et al. The Mothers on Respect
(MOR) index: measuring quality, safety, and human rights
in childbirth. SSM - Population Health. 2017;3:201-210.
doi:10.1016/j.ssmph.2017.01.005

How to cite this article: Naughton S, Baldwin A,
Harvey C, Capper T. The midwifery capabilities
theory: How midwives enact woman-centered care
to address systemic inequity. Birth. 2024;00:1-10.
doi:10.1111/birt.12866

95UB017 SUOWIWOD aA 181D 8|qeotjdde ay) Aq pausenob ae ssppile VO ‘8sn JO Sajn 10} AIq)T8uljUO AB[IM UO (SUORIPUOD-PUE-SWLBIL0D" A3 1M A1 1[pulUO//SANY) SUONIPUOD PUe SWiB | 8U1 89S *[6Z0z/S0/TE] Uo ARiqiTauliuo A8|Im ‘AlsieAlun dljoyeD uelfelisny Aq 99821 MIG/TTTT 0T/I0p/uoo" A8 1M Alelqijeuluoy//sdny Woj papeo|umod ‘0 *X9ESEZST


https://orcid.org/0000-0001-6094-0449
https://orcid.org/0000-0001-6094-0449
https://orcid.org/0000-0002-6325-4142
https://orcid.org/0000-0002-6325-4142
https://orcid.org/0000-0001-9016-8840
https://orcid.org/0000-0001-9016-8840
https://orcid.org/0000-0003-3464-1423
https://orcid.org/0000-0003-3464-1423
https://sdgs.un.org/goals
https://doi.org//10.1016/j.midw.2022.103408
https://doi.org//10.1016/j.midw.2021.103234
https://doi.org//10.1016/j.midw.2021.103060
https://doi.org//10.1111/1471-0528.13451
https://doi.org//10.1016/S0140-6736(14)60789-3
https://doi.org//10.1016/j.wombi.2018.08.003
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://whiteribbonalliance.org/resources/rmc-charter/
https://whiteribbonalliance.org/resources/rmc-charter/
https://doi.org//10.1186/s12978-022-01460-4
https://doi.org//10.1016/j.wombi.2023.07.043
https://doi.org//10.1016/j.wombi.2020.12.013
https://www.health.gov.au/sites/default/files/documents/2019/11/woman-centred-care-strategic-directions-for-australian-maternity-services.pdf
https://www.health.gov.au/sites/default/files/documents/2019/11/woman-centred-care-strategic-directions-for-australian-maternity-services.pdf
https://www.health.gov.au/sites/default/files/documents/2019/11/woman-centred-care-strategic-directions-for-australian-maternity-services.pdf
https://doi.org//10.1016/j.wombi.2022.07.001
https://doi.org//10.1016/j.wombi.2022.07.001
https://doi.org//10.4324/9781315169170
https://www.nhmrc.gov.au/about-us/publications/national-statement-ethical-conduct-human-research-2007-updated-2018
https://www.nhmrc.gov.au/about-us/publications/national-statement-ethical-conduct-human-research-2007-updated-2018
https://acquire.cqu.edu.au/articles/thesis/The_Midwifery_Capabilities_Theory_Providing_Woman-centred_Care_in_Complex_Pregnancy_Situations/24760293
https://acquire.cqu.edu.au/articles/thesis/The_Midwifery_Capabilities_Theory_Providing_Woman-centred_Care_in_Complex_Pregnancy_Situations/24760293
https://acquire.cqu.edu.au/articles/thesis/The_Midwifery_Capabilities_Theory_Providing_Woman-centred_Care_in_Complex_Pregnancy_Situations/24760293
https://doi.org//10.1097/ANS.0000000000000311
https://doi.org//10.1097/ANS.0000000000000311
https://doi.org//10.25071/2291-5796.21
https://doi.org//10.1016/j.ssmph.2017.01.005
https://doi.org/10.1111/birt.12866

	The midwifery capabilities theory: How midwives enact woman-­centered care to address systemic inequity
	Abstract
	1|INTRODUCTION
	1.1|Background

	2|METHODS
	2.1|Study design
	2.2|Data collection
	2.3|Data analysis

	3|RESULTS
	3.1|The midwifery capabilities theory
	3.1.1|Creating space
	3.1.2|Moments in time
	3.1.3|Equalizing power and positionality


	4|DISCUSSION
	5|CONCLUSION
	5.1|Strengths and limitations

	ACKNOWLEDGMENTS
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	REFERENCES


