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Objective: To derive a deeper understanding of transgender and non-binary people’s experience of preg- 

nancy and birth, and ways to modify practice to provide inclusive care. 

Design: Case study reports describe the experiences of two transgender and non-binary people who 

received pregnancy and birth care through a Midwifery Group Practice program. 

Setting: A tertiary hospital in metropolitan South Australia with approximately 3800 births per annum. 

Methods: Qualitative methodology, utilising open-ended, semi-structured, face-to-face interviews were 

undertaken postnatally. Interviews were audio recorded and transcribed verbatim to analyse and identify 

themes. 

Findings: Both clients feared being misgendered within pregnancy care services. They appreciated the 

constancy of the Midwifery Group Practice midwife, which meant they did not have to repeat their his- 

tory to multiple health care providers. They appreciated their pronouns being documented on case notes 

and welcomed staff attempts to use their preferred terms. Both felt the pregnancy care environment was 

focussed on cisgender females and found this alienating. They appreciated the midwife’s suggestion that 

the cot card for their baby did not have to be pink or blue. They both suggested staff use more gender- 

neutral language, and resources, when providing pregnancy care. 

Key conclusion: Staff attempted to support these parents, and this was appreciated by them, but the 

continuity provided by the Midwifery Group Practice model was highly valued by both, regardless of 

risk status. It was identified that further education for staff was required to facilitate provision of more 

inclusive care. 

Implications for practice: The case studies identified a need for greater awareness and education for staff

regarding care provision for transgender and non-binary people. Simple adjustments had a big impact. 

Further research is needed to identify how best to meet the needs of gender-diverse people and address 

the educational needs of staff. 

Crown Copyright © 2023 Published by Elsevier Ltd. 

This is an open access article under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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There is growing evidence within the literature around gen- 

er identity, expression, diversity, and dysphoria, yet many peo- 

le’s understanding of these terms remains limited. An individ- 

al’s sex is usually assigned at birth, based on external genitalia. 
Abbreviations: MGP, (Midwifery Group Practice); LGBTQIA + , (Lesbian, Gay, Bi- 

exual, Transgender, Queer, Intersex, Asexual, + ); NALHN, (Northern Adelaide Local 

ealth Network); PTSD, (post-traumatic stress disorder); POTS, (postural orthostatic 

achycardia syndrome); GDM, (Gestational diabetes mellitus); IUGR, (Intra-uterine 

rowth restriction). 
∗ Corresponding author. 

E-mail address: annette.briley@flinders.edu.au (A. Briley) . 
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ender identity refers to the alignment between an individual’s 

nternal self and assigned gender ( Shine SA 2022 ) ( Table 1 ). It

s estimated that, globally, 2% of people do not match their as- 

igned sex ( www.statista.com , 2021 ). Transgender is a broad term 

sed to describe those who do not identify with their assigned 

ex. Gender dysmorphia refers to the degree of distress caused 

y the discrepancies between gender identity and assigned sex 

 Knudson et al., 2010 ), and is not experienced by all transgender 

eople ( Coleman et al., 2012 ). 

International studies have identified the need for equity in ac- 

ess and the delivery of healthcare for lesbian, gay, bisexual, trans 

nd intersex individuals, yet there remain stark disparities be- 

ween care provision for these people, and those afforded to cis- 
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Table 1 

Gender and Sexual Diversity Terms ( Shine SA 2022 ). 

Gender diversity terms 

Cisgender Describes a person who identifies with the gender that is presumed of them at birth (for example, someone who is 

presumed female at birth and identifies as a woman). 

Cisnormative The presumption that being cisgender is the norm and thus anyone who falls outside of this category is abnormal 

and awarded less privileges. 

Transgender or trans Describes a person whose gender identity differs from the gender they were presumed at birth (for example, 

someone who was presumed male at birth and identifies as a woman). Nonbinary people can be included in this 

label if it feels right for the individual. Some nonbinary people do not identify as trans and that’s okay too! 

Nonbinary an umbrella term representing those whose gender identity is neither a man nor a woman but rather somewhere 

in-between; fluid or fixed, or off the gender spectrum all together (see, for example agender). 

Body diversity terms 

Intersex Anyone born with variations in their physical sex characteristics meaning they don’t neatly fit into the binary sex 

categories of male and female 

Endosex Not intersex, meaning aligning within the categories of male or female 

Sexual diversity terms 

LGBTIQA + Lesbian, Gay, Bisexual, Transgender, Intersex, Queer, Asexual, + (the plus sign acknowledges the diversity of the 

rainbow community and the ever-expanding identity terms within it). 

Queer a term that can be used to broadly describe their sexual and/or gender identity as a way of sharing that identity 

without sharing a specific label. Some people may be harmed by this term due to it’s historical use in a negative 

way. 

Note: How people who are gender and/or sexually diverse identify is very personal and varies between 

individuals. The above definitions and descriptions are a guide only and it’s respectful and best practice to 

check with a person and reflect the language they use. 
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ender individuals ( Hyde et al., 2014 ). Notably, transgender peo- 

le have reported negative experiences with healthcare practition- 

rs in Australia ( Strauss et al., 2017 ). White et al. (2015) identi-

ed health professionals’ lack of knowledge was associated with 

uboptimal care for this population. The absence of formal educa- 

ion and training, and limited social awareness, has contributed to 

etracting from quality of care for these people ( Shepherd et al., 

019 ). Somerville (2015) reported that 1 in 5 (21%) nurses and 

idwives did not have the knowledge and skills to provide care 

o transgender people. Furthermore, the author reported that only 

1% of frontline nursing and midwifery staff have received on- 

oing training, as continuous professional development, and that 

he specific health needs of the LGBTQIA + community are rarely 

art of undergraduate curricula in university training programs 

 Somerville, 2015 ). 

In recent years, midwifery practice has expanded to include 

ransgender and gender non-binary people, who have female re- 

roductive organs and therefore can experience pregnancy, labour 

nd birth ( Obedin-Maliver and Makadon 2016 ). 

One integrative review identified heteronormativity as pre- 

ominant in health care settings, with language used by mid- 

ives and nurses as a key factor. In the perinatal care setting 

GBTQIA + patients are given little opportunity to disclose their 

exual orientation or gender identity ( Stewart and O’Reilly, 2017 ). 

tewart et al. (2017) reported associations with homophobic, bi- 

hobic and transphobic attitudes and the actions of nurses, and 

rovision of inequitable or discriminatory care to these clients. 

hilst some nurses and midwives acknowledged that LGBTQIA + 

atients should be treated the same as others, this was largely 

hen considering sexual orientation as relevant to sexual health 

omplaints ( Stewart et al. 2017 ). 

Inequities in women’s health and pregnancy care services for 

hose in sexual minority groups have been reported. Addition- 

lly, many lesbian couples state their sexual orientation, and ac- 

nowledgement of a same sex partner, is commonly ignored at all 

tages of the pregnancy and postnatal continuum, leading to feel- 

ngs of vulnerability, invisibility, and awkwardness ( Fish and Bew- 

ey 2010 ). This is of concern and negatively impacts on the deliv- 

ry of person-centred care. Despite a paucity of data, pregnancy 

omplications and outcomes for transgender parents have been re- 

orted as not dissimilar to cisgender people: preterm birth (10%), 
g

2 
lacental abruption (10%), anaemia (7%) and hypertension (12%) 

 Light et al., 2018 ). 

When two gender diverse people attended for pregnancy care 

ithin a few weeks of each other a Northern Adelaide care 

rovider felt care provision in a Midwifery Group Practice model, 

here continuity of midwifery care is delivered throughout the an- 

enatal, intrapartum and postnatal periods by one or two known 

idwives, would provide high quality, consistent care. It would 

lso enable the service, and health care professionals, to develop 

n understanding of the specific peripartum experiences and needs 

f transgender and non-binary people to improve practice to pro- 

ide inclusive, optimal care in future. 

ethods 

Exploration of the regulatory requirements to undertake re- 

earch within this area confirmed this should be undertaken as 

 Quality Improvement Project, with the aim of identifying gaps 

n care for this minority group and addressing these to improve 

regnancy health and outcomes for gender diverse people. De- 

artmental and Divisional approval was obtained for Quality Im- 

rovement Project QI 4960 from Northern Adelaide Local Health 

etwork (NALHN). Approval for publication of the outcome was 

ranted from Central Adelaide Local Health Network Human Re- 

earch Ethics Committee (CALHN HREC) reference number: 16,941. 

The annual birth rate in a large metropolitan pregnancy care 

ervice l is approximately 3550 to 3837 births per year (2015 to 

021). There are six care pathways for pregnant persons, the Mid- 

ifery Group Practice (MGP) setting provides a continuity of care 

odel with two known midwives providing client care, either as 

he primary carer, or as part of a multi-disciplinary pathway. 

During the provision of antenatal care two families identifying 

s transgender and non-binary people, expressed a desire to share 

heir stories to inform others, both health care professionals and 

hose from sexual minority groups, regarding their experiences, in 

rder to help develop services and improve care for different fam- 

lies. Members of the MGP and clinical academics worked together 

o investigate a methodology to undertake this research. Commu- 

ication with other health care providers in the metropolitan area 

evealed no other services had delivered pregnancy care for trans- 

ender or non-binary families either currently or in the recent past 
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Table 2 

Summary characteristics of the pregnancy journey for each case. 

Client 1 Client 2 

Age 21 21 

Parity at onset Primiparous Primiparous 

Gender identity trans/non-binary agender/gender-fluid. Previously gender-fluid with sub-genders at 

various times (trans masculine, non-binary, demi-girl) 

Pronouns they/them they/them (at time of interview. Pronouns were he/they during 

pregnancy) 

Sexuality/partner(s) Polyamorous, currently living/co-parenting with 1 partner 

(he/they pronouns) 

polyamorous, currently single 

Pregnancy care Antenatal: 

Medically uncomplicated pregnancy, midwifery-led care (MGP) 

from 26 weeks gestation. Appointments at home, with one of 

two named midwives. 

Birth : Spontaneous onset of labour, waterbirth. 

Postnatal: Physically straightforward postnatal follow-up. 

Perinatal Mental Health input during and after pregnancy. 

Antenatal: 

Medically complicated pregnancy, due to previous medical 

conditions. Also developed pregnancy complications. 

Obstetric-led care with MGP support 

Birth : Emergency caesarean at 35/40 gestation, due to severe 

IUGR and pre-eclampsia. 

Postnatal: Baby in special care nursery. 

Perinatal Mental Health input during and after pregnancy 
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up to 5 years). Due to the small sample size and limited evidence 

n the literature, a case study was selected in order to maximise 

he impact. The transgender and non-binary people were provided 

ith information about the case study review at least 12 weeks 

rior to consent and recruitment, this allowed participants time to 

onsider participation and to have completed their pregnancy care 

pisode. Written informed consent was obtained prior to the in- 

erviews, which occurred at five weeks and three months postna- 

al. All participants (gestational parents n = 2 and partner n = 1) 

tated they would prefer to be interviewed by a member of the 

are team, as they felt comfortable with those midwives, and could 

e open and honest in their company. This was another reason for 

he delay between completion of episode of care and interviews. 

t was felt that, with the passage of time, interviewees would not 

e compromised by being interviewed by a care provider. Partici- 

ants knew they were free to withdraw at any time without giving 

 reason. 

Individual open-ended, semi-structured interviews were under- 

aken by a midwife working in MGP (MC) in a place where the 

lients felt comfortable and at ease. The interviews were audio 

ecorded to allow the researcher to become fully immersed in con- 

ersations. Audio recordings were transcribed verbatim to analyse 

ndings and identify themes. 

Interviews began with a general statement asking participants 

o describe their experiences, as a gender diverse person, of preg- 

ancy and birth in the perinatal care setting. The open-ended style 

f interview encourages rapport and empathy through a conversa- 

ional nature ( Van Manen 1990 ). Audio recording the interviews 

llowed the researcher to participate fully in conversation, noting 

he realm of emotions and experiences. 

Transcripts were reviewed and content analysis was used 

o identify emergent patterns by grouping words, content and 

hemes. These were then analysed using thematic analysis to de- 

uce meaning. Analyses were undertaken by MC, and checked for 

onsistency by JT and AB. 

Exploration and reflection of the text using thematic anal- 

sis identified four main themes: Anticipation of pregnancy 

are/communication from staff, education for staff, inclusive litera- 

ure, and continuity of care ( Table 3 ). 

ases 

The two participants shared their experiences of multidisci- 

linary collaboration, with midwives pivotal to the care these 

amilies received ( Table 2 ). 

lient 1: A 21-year-old healthy person who identified as gender 

on-binary. Although polyamorous, throughout the pregnancy they 

esided with their one partner. This was their first pregnancy. 
3

Client 1 was very anxious throughout the entire pregnancy, 

ven though their pregnancy was clinically straightforward. They 

referred antenatal visits at home rather than coming into the hos- 

ital clinic. They stated they were always overwhelmed and pre- 

erred their partner present at appointments in the familiar envi- 

onment of their home. Preceding and throughout the pregnancy 

lient 1 had input from mental health teams due to their ongoing 

epression and anxiety. 

Client 1 and their partner received practical support from their 

amilies, although neither felt their families understood their gen- 

er identities, and knew their families had different views around 

heir pregnancy and imminent parenthood. Ultimately, they felt 

motionally unsupported by their families. 

Client 1 was overwhelmed by changes to their body caused 

y the pregnancy, experiencing significant gender dysphoria. Their 

xperience of pregnancy symptoms troubled them and they re- 

uired constant assurance throughout pregnancy that their symp- 

oms were normal. Client 1 experienced nausea and vomiting in 

he first trimester, insomnia, and Braxton Hicks uterine tightenings 

rom mid pregnancy until labour onset. 

Although both MGP midwives introduced a dialogue around 

hest feeding, Client 1 showed no interest, due to their feelings of 

ender dysphoria around their chest. This also meant they did not 

ant skin-to skin contact with their infant immediately following 

he birth. 

Consistent advice and support were provided throughout the 

regnancy by the MGP midwives allocated to the care of this fam- 

ly. Additionally, the midwives, with client consent, liaised as re- 

uired with perinatal mental health services, a general practitioner 

nd the Strong Start service. 

Client 1 went into spontaneous labour at 39 + 6 gestation. They 

ttended the hospital with their partner and were met by one 

f their MGP midwives. Labour duration was 4 h and resulted 

n a waterbirth, the couple were supported by the same mid- 

ife throughout their labour and birth. The baby was briefly ad- 

itted to the Special Care Nursery due to transient tachypnoea. 

he parents had always intended to formula feed their infant, 

ho was slow to feed initially, but had regained birthweight by 

ay 6 postnatally. Parents and the infant were transferred home 

n day 2. Postnatal support was provided by the same MGP 

idwives. 

Client 1 struggled with pain and dysphoria when their milk 

ame in on day 3. They stated they didn’t feel an initial bond with 

heir baby and didn’t want skin-to-skin, but the non-gestational 

arent felt an immediate bond and was able to provide initial skin- 

o-skin. Client 1 felt more of a bond later, but found it difficult to 

uddle their baby as their chest was very sore and anything in con- 

act with it triggered dysphoria. 
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Table 3 

Themes and sub-themes. 

Main themes Sub themes Concerns Process for change in Midwife care Quotes 

Anticipation of 

pregnancy care 

communication 

from staff

brace themselves- 

misgendered 

Labels corrected themselves when they 

got it wrong 

documented the correct pronouns 

on top of their case file 

“I thought I would get feminised a 

lot more and I thought that people 

would not address me being 

non-binary”

“non-binary people can’t have a 

baby”. 

Feeling Feminised Anxiety 

Misunderstood 

midwifery group practice model 

of care 

Respectful care 

“in the end I think that was a very 

different experience for me, but the 

anticipation I think was the hardest 

thing”

Education for staff Gaps in the system No current university education 

on LBGTQIA + care 

Inappropriate health professional 

questions/ enquiry and disrespect 

Respectful care resulted in a 

positive client experience 

“I just learned to realise that even 

when other people aren’t educated, 

it’s always a chance to educate 

people”

Gender inclusive 

literature 

No current literature at hospital 

gender inclusive 

No visual representation of 

LBGTIQ 

Use of pink/blue cot cards 

Sensitive enquiry by midwifes as 

to cot card colour reduces stress 

and anxiety 

“the resources and stuff about 

pregnancy? They all show pictures 

of cisgender females. We need to 

make some gender-neutral ones”

“The pamphlets and the group 

names…it’s ‘mother’-orientated”

Continuity of care Group Practice, as it was 

acknowledged as best pathway to 

care 

“I didn’t have my opinions and my 

morals shut down”

“I wasn’t put into a box”

(stereotyped) 

“you guys [group practice] have 

been a lot more understanding ….to 

get me through the pregnancy”
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lient 2: A 21-year-old, also experiencing their first pregnancy, had 

 complex medical history including a previous pulmonary em- 

olism, intercranial hypertension and postural orthostatic tachy- 

ardia syndrome (POTS). They also had an extensive psychiatric 

istory with diagnoses of bipolar disorder, post-traumatic stress 

isorder (PTSD), autism and stress-induced psychosis. At the time 

f the pregnancy, Client 2 was using he/they pronouns, although 

hen interviewed 3 months postnatally, they were consistently 

sing they/them pronouns. They explained how they are gender- 

uid, and their gender identity and pronouns they feel comfortable 

ith change over time. At the beginning of the pregnancy, Client 

 was in a relationship with a transgender woman who was the 

ther biological parent of the child. However, this relationship had 

nded by the time the baby was born, in part because Client 2 

elt their partner was not supportive and that this lack of support 

ould contribute to social services removing the child from their 

are. 

Due to their complex history, Client 2 attended the Obstet- 

ic High-Risk clinic for all appointments with additional support 

rom the Midwifery Group Practice. At 28 weeks Client 2 devel- 

ped gestational diabetes (GDM) and was treated with insulin. 

uring the antenatal period Client 2 was admitted to the hospi- 

al on multiple occasions. Working with the named midwives and 

he doctors, Client 2 devised a birth plan for induction of labour at 

9 weeks. However, after they developed pre-eclampsia and IUGR 

intra-uterine growth restriction), an alternative decision for emer- 

ency caesarean birth at 35 weeks was agreed. 

The MGP midwife was present for the caesarean birth which 

as uncomplicated. Client 2 achieved 10 min of skin-to-skin with 

heir baby before the infant was transferred to the special care 

ursery. The MGP midwife was able to ensure all theatre staff were 

ware of Client 2 ′ s gender identity and pronouns prior to the cae- 

arean section. 

Client 2 was very keen to chest feed and express milk for the 

aby while they were in the Special Care Nursery and felt well 

upported by their known midwives and nursery staff to do this. 
p

4 
esults/discussion 

The results and discussion of pertinent points are outlined 

elow. These are presented interactively as they were discussed 

ithin the interviews. 

nticipation of pregnancy care/communication from staff

The opening interview question asked the clients to describe 

ow they anticipated their gender identity affecting their experi- 

nce of pregnancy care. Both clients anticipated being misgendered 

y hospital staff which they identified as a source of anxiety. Client 

 described having to brace themselves for being called ‘she’ and 

mum’, which they found dysphoric. This client explained that be- 

ause their pregnancy was medically complicated, it meant they 

eeded multiple hospital appointments and admissions, therefore 

aximising the number of times they were called ‘mum’. Although 

his client stated that the midwives in the ward often stumbled 

ith their pronouns, they appreciated the fact the midwives tried 

o correct themselves when this occurred. They also liked that 

heir chosen pronouns were documented prominently on their 

ase file. 

Client 1 anticipated similar issues and worried about being mis- 

endered and feeling feminised. However, they stated having a 

rimary midwife who identified as queer in the MGP model of 

are made their experience easier than expected. They felt well 

upported within this model of care as their midwives undertook 

ntenatal appointments at home, which meant they weren’t ex- 

osed to ‘being feminised’ in hospital or clinics. These feelings 

oncur with the findings of McCann et al. (2021) who identified 

imilar thoughts from LGBTQIA + people feeling anxiety around 

ealthcare providers misunderstanding their sexual orientation, 

nd the need for midwifery policies and practices to reflect the 

istinct needs of this community. Similarly, in a Swedish study 

almquist et al. (2019) reported fear of prejudicial treatment in 

erinatal care services added to fear of childbirth in transgender 
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eople, as well as lesbian and bisexual women ( Malmquist et al., 

019 ). 

Both clients reflected on specific staff members at the hospital 

ho had provided individualised care by respecting their gender 

dentities, which stood out to them at the time and remained clear 

n their memories. Client 1 and their partner recounted an experi- 

nce of one paediatrician, who quickly took on the couple’s choice 

o not refer to the baby with gendered pronouns. This change in 

linical practice was appreciated and they acknowledged that the 

ealth professional was engaged and willing to learn from them. 

One client suggested in order to help trans and non-binary peo- 

le feel safe and supported, that health professionals ask all people 

or their pronouns when first meeting them, so it becomes second 

ature. The other client further suggested adding a section in the 

and-held pregnancy record which stated each person’s pronouns 

ould be beneficial in delivering client centred care. 

ducation for staff

Findings from the case studies suggested that a broader knowl- 

dge of gender diversity would be helpful for pregnant people in 

he LGBTQIA + community, and staff members alike indicated their 

ack of knowledge. This demonstrates the need for university and 

ospital training to include education on gender and sexual diver- 

ity. 

Research regarding health workers’ interactions with gender- 

iverse people has identified the need to educate staff to be 

ble to adequately care for trans and non-binary people and 

reat them with respect. Besse et al. (2020) discuss the need 

or ‘gender-affirming care, across sex-and-gender-specific health 

are systems and settings, especially as more people embrace 

ender diversity and fluidity in contemporary society’. They dis- 

uss how, despite the growing need for gender affirming care, 

here remains a paucity within the literature. Limited staff knowl- 

dge and occasional blatant transphobia or homophobia has re- 

ulted in LGBTQIA + people having little trust in healthcare staff

 Malmquist et al., 2019 ). This has a negative impact on the short-,

edium- and long-term health and wellbeing of LGBTQIA + peo- 

le. In maternity services, and particularly for midwives, there is 

n opportunity to develop a relationship over time, that is mutu- 

lly respectful and trusting, and this would improve, not only the 

regnancy health, but the long-term health and wellbeing of the 

arents and the child. 

In a study by Johansson et al. (2020) , midwives reflected on 

heir own lack of knowledge on how to care for transgender men 

uring childbirth. They experienced confusion around how they as- 

umed transgender men would feel about their own bodies, and 

lthough wanting to provide high quality care, their own lack of 

nowledge impeded this. ‘Respect, dignity and humility were high- 

ighted as important aspects of support’. It is therefore important 

hat caring for these clients is embedded in both undergraduate 

ducation and ongoing professional development for midwives to 

mpower them to provide optimal care for these clients. As new 

ata emerge it will be important for midwives to keep up with the 

vidence and new developments to improve pregnancy outcomes 

nd implications for the longer-term health of these parents and 

amilies. 

ender-inclusive literature 

Both participants commented on the absence of gender inclu- 

ive literature available from the hospital (consumer pamphlets, 

osters). 

Client 2 stated “They all show pictures of cisgender females. We 

eed to make some gender-neutral ones”. 
5 
Client 1 and their partner suggested the pamphlets could just 

ay ‘parent’ instead of ‘mother’ . 

These findings concur with pregnancy services in the UK by Lai- 

oyd and Lai-Boyd (2021) . These authors identified ‘The lack of vi- 

ual representation in the NHS is both perplexing and outdated for 

n organisation that advertises itself as a service for everyone at 

ny time. Leaflets, posters, websites – they are all lacking represen- 

ation of LGBTQIA + people’. Furthermore, Besse et al. (2020) stated 

 obstetric and gynaecological spaces cater to cisgender women 

hrough their literature, brochures, décor, and restrooms’, these au- 

hors comment on the impact of this for transgender people, mak- 

ng them feel ‘uncomfortable and unwelcome before even meeting 

 provider’ ( Besse et al., 2020 ). 

The information technology (IT) system used by the health ser- 

ice provider, for both these clients, prevented anyone being iden- 

ified differently from their sex assigned at birth delineated by ex- 

ernal genitalia (female, male, indeterminate or unknown). Both 

lients acknowledged this limitation could cause distress or anx- 

ety when labels are printed on their case notes or ID band. An 

ssue also addressed by Lai-Boyd and Lai-Boyd (2021) , who noted: 

the rigidity of IT systems means that midwives are unable to per- 

orm simple tasks such as virtually admitting men onto a postna- 

al ward and a variety of similar issues’. Using birth-assigned sex 

s an identifier on case notes or ID bands may be unnecessary, as 

ther forms of identification can be more useful, and removing a 

erson’s sex may help gender diverse client/patients feel more at 

ase and respected. Consideration should be given to support sys- 

ems, such as IT, as simple adjustments could make a difference to 

hese and other client groups. 

Client 1 discussed the almost universal use of pink and blue 

ot cards for babies. Knowing they would be using gender neutral 

ronouns for their baby, the MGP midwife asked about their pref- 

rences and thoughts regarding their baby’s cot card during an an- 

enatal appointment. The MGP midwife suggested they could print 

ut a different colour. 

Client 1 reflected that the consideration this demonstrated from 

heir midwife made them happy and relieved, as it was something 

hey had been upset and stressed about, but hadn’t mentioned. 

hey also suggested that for families with intersex babies, gen- 

ered cot cards could cause unnecessary stress. In order to prevent 

mbarrassment, or exposure of sexual orientation, parental prefer- 

nces or neonatal problems, the introduction of gender-neutral cot 

ards could be an example of the impact of a minor adaptation to 

ractice providing huge benefit. 

ontinuity of care 

The Australian College of Midwives (2021) recognises midwifery 

ontinuity of care as the ‘gold standard’ for perinatal care www. 

idwives.org.au . Having a known midwife allows the client and 

heir family to build a trusting relationship and allows the mid- 

ife to provide individualised targeted midwifery care according 

o individual clients’ beliefs, values, needs and preferences. In com- 

lex cases midwives work together with other care providers as re- 

uired, and advocate for their client’s needs to establish the most 

ewarding outcome for the client. Both clients in this case study 

ere fast-tracked into the Midwifery Group Practice. It was ac- 

nowledged that they would benefit from the continuity of care 

odel and midwives who understood their gender identity and 

ould communicate with other staff to ensure the client did not 

eed to repeatedly explain their identity and needs. It was ac- 

nowledged that many staff would be not have experienced car- 

ng for gender non-binary people. Both clients were placed with a 

idwife who is themselves part of the LGBTQIA + community and 

ho could understand their issues, worries, whilst providing ex- 

ert care and advocating appropriately for them. 

http://www.midwives.org.au
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The continuity allowed facilitation between other disciplines in- 

olved in the clients’ care, where the known midwife ensured the 

lients’ pronouns and identities were understood and respected. 

he MGP midwife worked with the Perinatal Mental Health nurse 

o ensure the use of Client 1 ′ s correct name and pronouns and 

ncouraged practicing getting used to using them. Prior to com- 

encement of Client 2 ′ s caesarean section, the obstetrician held a 

urgical ‘team time out’, to enable the midwife to explain how best 

o ensure the client felt safe and respected whilst in theatre. 

Each client created a document with the midwife outlining 

heir pronouns, roles, expectations, and preferences, which was 

laced in the case notes for other staff to refer to. Again, this was 

 relatively simple action, but had a positive impact on the clients 

nd the multidisciplinary staff caring for them. 

Understanding and mutual respect is paramount in the deliv- 

ry of client centred continuity of care. Client 1 revealed know- 

ng they were cared for by a staff member who was in the 

GBTQIA + community enhanced their journey lowered their anx- 

ety levels and helped them feel more comfortable and respected. 

hilst it may not be possible for a midwife from the LGBTQIA + 

ommunity to care for all gender diverse people, the importance 

f continuity of carer for both these clients, with very different 

irth outcomes, is apparent. Wellbeing SA report states that only 

1.7% of birthing people in SA accessed continuity models in 2019 

 Wellbeing SA 2021 ) Increasing support for these programs would 

ean that more people could receive the care they want and re- 

uire, especially benefitting people in minority groups who may 

eel more vulnerable in a mainstream, heteronormative system. In 

any cases, pregnancy can be a person’s first engagement with 

ealthcare services as an adult, so it is important that a person 

eels safe, listened to and understood, as it could affect future de- 

isions to seek care. 

onclusion 

Whilst there are considerable limitations in this study, including 

he small number of participants and the provision of pregnancy 

are from one metropolitan health care provider, it does provide 

nsights of the experiences for this vulnerable population. It also 

oncurs with the findings of others internationally in terms of ex- 

eriences and outcomes ( Fish and Bewley 2010 ; Coleman et al., 

012 ; Malmquist et al., 2019 ; McCann et al., 2021 ). Due to the

urrent limited numbers of non-binary and transgender people ac- 

essing pregnancy services it would not be possible to undertake 

igorous investigations of model of care, for example. Despite this 

ajor limitation the experiences expressed demonstrate a need 

or adjustments to current standards of practice and training for 

ealth professionals providing birth and pregnancy care to gen- 

er diverse individuals and their families. There is insurmountable 

nxiety around being misgendered in health care, especially the 

erinatal setting, which has been identified previously and these 

ata confirm. 

Continuity of care models have been shown to advantageous to 

any groups irrespective of risk status ( Sandall et al., 2016 ). Given 

he increased risks of pregnancy complications and psychological 

mpact of pregnancy on transgender and non-binary people ( Veale 

t al, 2016 ), inclusion of this group in continuity models would ap- 

ear desirable for optimal outcomes. Continuity of care models re- 

uced the need to retell clients’ stories and facilitate individualised 

are. Staff need to be proactive in care and can learn from engage- 

ent encompassing the needs of people in the LGBTQIA + commu- 

ity. 

System-wide change might include IT systems that do not iden- 

ify people with their assigned sex at birth. Given government clas- 

ification of sex and gender has long included a third option for 

hose who do not exclusively identify as either male or female, and 
6 
lso has capacity for amendment of previously recorded sex/gender 

 Australian Government, 2013 ) the current IT system used in health 

ppears outdated. 

Unconditional respect and acknowledgement of staff for in- 

ividual client needs had long lasting positive memories of the 

ealth care system for these people. The introduction of health 

ystems in which every person is asked what their pronouns are 

t the commencement of pregnancy care was identified as imper- 

tive to improving care. Simple changes included a gender-neutral 

ot card for people not wishing to share the birth-assigned sex of 

heir baby, but introduction of these could increase diversity and 

void stigma for this group and others. The midwifery continuity 

f care was identified as an integral part for health outcomes for 

he clients within depth understanding of LGBTQIA + persons iden- 

ities and preferences could help ensure that other staff members 

ere respectful and inclusive, negating the need for client expla- 

ation. 

Further training and education is required for frontline staff and 

ervice providers to address some of the issues identified, both in 

erms of patient encounters but also in consideration of the preg- 

ancy care environment. Lai-Boyd and Lai-Boyd (2021) and oth- 

rs have identified these issues in other countries and health care 

ettings. It would appear, currently, that health care providers in 

any countries fail to meet he needs of this group within stan- 

ard service provision. 

This small study identifies a minority group that require fur- 

her investigation, in terms of optimising care and pregnancy out- 

omes. Given the reported poorer health outcomes for transgender 

nd non-binary individuals, and the public health role of midwives, 

ngagement with and positive experiences of pregnancy care ser- 

ices has the potential to improve the short medium- and long- 

erm health of these people and their children. The findings from 

his research provide a pathway for further research to explore the 

xperiences and needs of gender diverse people accessing preg- 

ancy care. 
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