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a b s t r a c t 

Objective: to explore how contextual conditions influence midwives’ relational competencies, ability and 

confidence to undertake psychosocial assessment of pregnant women and their partners during the first 

antenatal consultation that identifies expectant parents in vulnerable positions. 

Design: a realist evaluation carried out through three phases: 1) development 2) testing and 3) refine- 

ment of programme theories. Data was generated through realist interviews and observations. 

Setting: nine community-based and hospital-based midwife clinics in the North Region of Denmark. 

Intervention: a dialogue-based psychosocial assessment programme in the the North Region of Denmark 

was evaluated. 

Participants and data: 15 midwives were interviewed and 16 observations of midwives undertaking psy- 

chosocial assessment during the first antenatal consultation were conducted. 

Findings: contextual conditions at multiple levels which supported midwives’ relational competencies, 

autonomy and the power of peer reflection—and thus facilitation of a woman-centred approach and 

trust—were identified, i.e., being experienced, having interest, organisational prioritisation of peer reflec- 

tion and flexibility. Where midwives lacked experience, competency development regarding psychosocial 

assessment, opportunities for peer reflection and autonomy to individualise care for expectant parents 

in vulnerable positions, the approach to assessment tended to become institution-centred which caused 

a distant dialogue and instrumental assessment which potentially harmed the midwife-woman/couple 

relationship. 

Conclusion: midwives’ ability and confidence to undertake psychosocial assessment were affected by 

whether individual and organisational contextual conditions empowered them to assess and care for 

expectant parents within a philosophy of woman-centred care. Accordingly, development of trustful 

midwife-woman/couple relationships — which is essential for disclosure — was achievable. These con- 

ditions become fundamental for securing quality of antenatal care for expectant parents in vulnerable 

positions. 

© 2023 Published by Elsevier Ltd. 
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Expectant parents in psychosocial vulnerable positions, charac- 

erised as living with imbalances between psychological and so- 

ial risk factors as well as protective factors ( de Groot et al., 

019 ; Scheele et al., 2020 ), are at increased risk of adverse 

irth outcomes which may affect both maternal and child health 
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s well as parent-infant attachment ( de Graaf et al., 2013 ; 

orhayati et al., 2015 ) and potentially produce social inequal- 

ty in health ( Bilsteen et al., 2018 ; Kramer et al., 20 0 0 ). Sev-

ral psychosocial risk factors ( Biaggi et al., 2016 ; Braveman et al., 

010 ; Goldenberg et al., 2008 ; Kim et al., 2018 ; Norhayati et al.,

015 ), e.g., former abuse ( Biaggi et al., 2016 ), and protective 

actors, such as social support and coping skills ( de Groot 

t al., 2019 ; Scheele et al., 2020 ), can contribute to or shield

ulnerability. Early identification of vulnerability and referral 

o supportive interventions is crucial ( Morrison et al., 2014 ). 

he World Health Organization (2016) and other researchers 

https://doi.org/10.1016/j.midw.2023.103675
http://www.ScienceDirect.com
http://www.elsevier.com/locate/midw
http://crossmark.crossref.org/dialog/?doi=10.1016/j.midw.2023.103675&domain=pdf
mailto:claraga@hst.aau.dk
https://doi.org/10.1016/j.midw.2023.103675


C.G. Andersen, L.L.H. Thomsen, P. Gram et al. Midwifery 122 (2023) 103675 

(

r

p

b

s

2

g

a

m

N

s

s

(

l

t

s

a

(

D

a

a

c

n

w

o

t

w

p

m

l

n

t

H

p

t

v

R

m

a

w

(

f

w

t

c

p

M

c

t

t  

F

a

(

p

i

i

c  

f

c

t

w

t

Table 1 

The antenatal programme. 

Setting All three maternity units in the North Region 

of Denmark. Midwives deliver antenatal 

care in a mix of community-based and 

hospital-based clinics of variable sizes. A 

few offer continuity of ante- and 

intrapartum care. In the larger midwifery 

clinics, pregnant women with known 

psychosocial risk are allocated a specialised 

midwife. 

Assessment for 

psychosocial 

vulnerabilities 

Dialogue-based assessment for psychosocial 

vulnerability factors carried out by a 

midwife via usage of an interview guide 

(supplementary file 1) consisting of 

open-ended questions at the first antenatal 

consultation in week 15–18. The women 

and her partner (if any) are interviewed 

together. Present or former complex social, 

medical or psychological challenges, e.g., 

lack of social support, chronic pain diseases 

or mental health issues, are some of the 

major types of vulnerability factors in 

focus. If concerns about the unborn child’s 

welfare arise, midwives have duty to report 

this to social services. 

Supportive interventions If vulnerability factors are identified, 

expectant parents are referred to a team 

meeting with the midwife and a health 

visitor to discuss the woman/couple’s needs 

for support, ensuring individualised, 

supportive services are offered. A home 

visit by a health visitor is also often 

offered. The type of services and level of 

continuity of care provided varies between 

the municipalities. Services range from; 

additional midwife consultations, family 

therapist consultations, group-based 

support interventions and specialised care, 

e.g., psychiatric treatment. Continuity in 

care range from; limited continuity where 

continuity is strived for but cannot be 

guaranteed, continuity in antenatal 

consultations and both antenatal and 

perinatal continuity. 
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 Redshaw and Henderson, 2016 ) have emphasised the essential 

ole of midwives in this process. 

Over the past decade, assessment programmes aiming to assess 

sychosocial vulnerability factors among expectant parents have 

een developed in order to identify those in need for additional 

upport and targeted services ( Amuli et al., 2021 ; Johnson et al., 

012 ; Quispel et al., 2012 ). Dialogue-based assessment pro- 

rammes include face-to-face assessment by a midwife with us- 

ge of an open-ended and communicative enquiry ( The North Den- 

ark Region, 2017 ; Bernazzani et al., 2005 ; Kohlhoff et al., 2021 ; 

SW Department of Health, 2009 ). This approach is considered es- 

ential when assessing psychosocial vulnerability as it has been 

hown to facilitate trust between women/couples and midwives 

 Schmied et al., 2020 ). Facilitating trust is crucial as trustful re- 

ationships supports security and fosters confidence among expec- 

ant parents in psychosocial vulnerable positions enabling them to 

hare sensitive information. This, in turn, permits midwives the 

bility to undertake adequate psychosocial and needs assessments 

 Fernandez Turienzo et al., 2021 ; Megnin-Viggars et al., 2015 ). 

ialogue-based assessment enables consideration of vulnerability 

s a subjective phenomenon which depends on lived experience 

nd perception of self to encompass resources that allow for the 

oping of challenges ( Spiers, 20 0 0 ). Vulnerabilities beyond exter- 

al assessment of risk factors can thus be identified. 

The quality of dialogue-based assessment depends on mid- 

ives’ professional approach and communication skills and thus 

n their relational competencies. This includes midwives’ ability 

o approach expectant parents in a reassuring and non-judgmental 

ay ( Frederiksen et al., 2021b ; Megnin-Viggars et al., 2015 ). Ap- 

roaching parents in this manner allows for both development of 

utual trust ( Kirkham, 2010b ) and a sense of security that al- 

ows for disclosure ( Rollans et al., 2013b ). If these elements are 

ot in place, assessment may evoke feelings of fear and stigma- 

isation ( Frederiksen et al., 2021b ; Jakobsen and Overgaard, 2018 ). 

owever, lack of confidence and feelings of inadequacy regarding 

sychosocial assessment exist among some midwives in relation 

o asking sensitive questions and supporting expectant parents in 

ulnerable positions ( McCauley et al., 2011 ; Noonan et al., 2018 ; 

ollans et al., 2013a ). 

A dialogue-based approach complies with the philosophy of 

idwifery care described as an individualised, non-authoritarian 

nd emancipatory approach ( International Confederation of Mid- 

ives, 2014 ). This approach is characterised as woman-centred 

 Fontein-Kuipers et al., 2018 ) and is focused on a trust- 

ul ( Kirkham, 2010b ), collaborative relationship between the 

oman/couple and midwife ( Fontein-Kuipers et al., 2018 ). Within 

he philosophy of woman-centred care, relational competencies are 

ore competencies for midwives and entail unconditional com- 

assion and the ability to listen with all senses ( Leap, 2010 ; 

énage et al., 2017 ). These competencies become particularly 

ritical when caring for expectant parents in vulnerable posi- 

ions ( Leap, 2010 ), as this requires that midwives’ offer parents 

he capability to feel a sense of security ( Fletcher et al., 2021 ;

rederiksen et al., 2021b ; Raine et al., 2010 ; Rollans et al., 2013b ). 

Contextual conditions are important to consider as they play 

 determining role on how programmes bring about change 

 Pawson and Tilley, 1997 ). In relation to psychosocial assessment 

rogrammes, contextual conditions, referring to the circumstances 

n which a programme is implemented ( Pawson and Tilley, 1997 ), 

nfluence midwives’ ability and confidence to provide adequate 

are ( Kirkham, 2010a , 2015 ; McCauley et al., 2011 ) and there-

ore impact how psychosocial assessment programmes bring about 

hange. Context range from contexts at a proximal level to con- 

exts at a more structural level and triggers how a programme 

ork ( Pawson and Tilley, 1997 ). E.g., lack of resources such as 

ime, can be seen as an organisational context that impairs mid- 
2 
ives’ opportunities to provide care within a woman-centred ap- 

roach ( Deery and Hunter, 2010 ), as this approach does not comply 

ell with highly standardised services and strict institutional re- 

uirements ( Kirkham, 2010a , 2015 ). Lack of time may hence foster 

nstitution-centred care which highlights the complexities of im- 

lementing dialogue-based psychosocial assessment programmes. 

owever, the role of how contextual conditions affect midwives’ 

bility and confidence in their relational competencies regarding 

ssessment, including which underlying mechanisms these con- 

exts bring, has not been well studied. 

The aim of this study was to explore how contextual conditions, 

hrough the triggering of certain mechanisms, may influence mid- 

ives’ relational competencies within a dialogue-based psychoso- 

ial assessment programme and how this affects their ability and 

onfidence. The study was conducted in the North Region of Den- 

ark between 1 September 2021, and 30 June 2022, and is de- 

igned as part of a comprehensive realist evaluation of a cross- 

ectoral programme in the region aimed at early identification and 

upportive care for expectant and new parents in vulnerable posi- 

ions ( Table 1 ). The overall realist evaluation is divided into several 

ub studies addressing different aspects of an initial and compre- 

ensive theorisation of how and why the cross-sectoral programme 

ay bring about change and achieve its outcomes ( Aalborg Uni- 

ersity’s research portal ). Besides this present sub study, the com- 

rehensive realist evaluation also includes sub studies focusing 

n; parent experienced effects, trust building in the context of 
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Table 2 

Conceptual definition of aspects of programme theory ( Pawson and Tilley, 1997 ). 

Programme theory 

‘Context + mechanisms = outcome’-configurations (CMOc’s) are programme theories consisting of assumptions 

of how and why a programme brings about change in certain ways. 

Context (C) Mechanism (M) Outcome (O) 

Conditions and circumstances 

in which a programme is 

inserted that triggers 

emergence of mechanisms. 

Mechanisms are underlying causal 

forces activated under certain 

contextual conditions and generate 

outcomes. Mechanisms consist of 

resources (M-resource) provided by 

program components and reasoning 

(M-reasoning) of participants’ 

response. 

Intended and unintended 

outcomes generated by 

contextual conditions and 

mechanisms. 
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Table 3 

Initial programme theories (CMOc) developed through phase 1 : theory develop- 

ment. 

CMOc’s Narrative representation of initial programme theories 

CMOc 1 Being an experienced midwife (C) can make midwives 

feel knowledgeable and relationally competent (M-res). 

Midwives may then feel confident to meet and 

communicate compassionately with parents (M-rea). 

This enhances trust and enables midwives to 

undertake systematic and qualified identification of 

expectant parents in vulnerable positions (O) 

CMOc 2 Having particular interest in vulnerability (C) can provide 

midwives with knowledge and relational competencies 

(M-res). Midwives may then feel confident to meet and 

communicate compassionately with parents (M-rea). 

This enhances trust and enables midwives to 

undertake systematic and qualified identification of 

expectant parents in vulnerable positions (O) 

CMOc 3 Political and organisational prioritisation of qualifying 

competency development regarding psychosocial 

assessment and supervision for midwives (C) can 

provide increased knowledge and relational 

competencies (M-res) Midwives may then feel 

confident to meet and communicate compassionately 

with parents (M-rea). This enhances trust and enables 

midwives to undertake systematic and qualified 

identification of expectant parents in vulnerable 

positions (O) 

CMOc 4 (Dark 

logic) 

Being a novice as well as lack of training and supervision 

(C) may contribute to lacking competencies to act 

(M-res). Midwives may feel inadequate, stressed and 

lacking in confidence which leads to the approach to 

assessment becoming mechanical (M-rea), potentially 

resulting in unsupportive encounters (O) 

CMOc 5 Sufficient time for assessment (C) provides enough time 

(M-res) for midwives to be present and provide 

individualised care (M-rea). This enhances trust and 

enables midwives to undertake systematic and 

qualified identification of expectant parents in 

vulnerable positions (O) 

CMOc 6 (Dark 

logic) 

Insufficient time for assessment (C) may cause midwives 

to hurry through assessment (M-res), which induces 

feelings of inadequacy, lack of confidence and stress 

leading to the approach to assessment becoming 

mechanical (M-rea), potentially resulting in 

unsupportive encounters (O) 

CMOc = ‘context + mechanisms = outcome’-configuration is a programme the- 

ory consisting of assumptions of how and why a programme brings about change. 

C = contextual condition which triggers certain mechanism(s). M-res = resource 

mechanism provided by programme components. M-rea = reasoning mechanism 

emergent from participants response. O = intended and/or unintended outcome(s). 

p

t

c

w

r

nterprofessional collaboration and continuity of care, and rele- 

ant contexts and mechanisms for cross-sectoral collaboration. This 

ub study focusses specifically on the workings of midwives’ rela- 

ional competencies to undertake the psychosocial assessment pro- 

ramme. 

ethods 

To evaluate the program, we applied a realist methodology to 

btain insight into context and underlying mechanisms of change 

nd thus the programme’s “black boxes” ( Pawson and Tilley, 1997 ). 

ealist evaluation is founded in both critical and scientific real- 

sm and provides a generative understanding of causality on the 

ssumption that context influences the outcome of programmes 

y triggering mechanisms ( Pawson and Tilley, 1997 ). These mecha- 

isms are the human reasoning and response to programme activ- 

ties, by which outcomes derives ( Dalkin et al., 2015 ). Within the 

aradigm of realism, reality is understood as stratified and con- 

aining real underlying generative mechanisms which account for 

ausality ( Danermark and Ekström, 2019 ). Programmes thus only 

ork through these often latent mechanisms in notion of context 

 Pawson and Tilley, 1997 ). By doing this and not only determining 

hether a programme works, realist evaluation adds to securing 

nd bettering the safety of a programme intentions ( Pawson and 

illey, 1997 ). Realist evaluation makes it possible to identify po- 

ential unintended outcomes caused by the programme by identi- 

ying its “dark-logic”, i.e., conditions and processes leading to un- 

ntended harmful effects ( Bonell et al., 2015 ). Hence, realist eval- 

ations provide decisionmakers with knowledge that can reduce 

otential harm caused by the programme. By utilising a realist 

ethodology to explore the workings of dialogue-based psychoso- 

ial assessment programme, knowledge about the influence of con- 

ext, by triggering certain mechanisms, is achievable. This study 

as informed by Pawson & Tilley’s (1997) realist research cycle 

nd consisted of a theory-driven approach led by three phases: de- 

elopment, testing and refinement of programme theories. Table 2 

rovides a definition of prominent concepts regarding programme 

heory. 

hase 1. theory development 

The first step of the realist research cycle ( Pawson and 

illey, 1997 ) consisted of thorough initial theorisation of how, 

hy and under what circumstances the dialogue-based assess- 

ent programme might work. The initial programme theory 

as developed through a sub study of the comprehensive realist 

valuation (Aalborg University’s research portal. (n.d.). Realist 

valuation of a supportive intervention for pregnant women and new 

amilies living with psychosocial vulnerabilities . Aalborg University’s 

esearch portal. Retrieved 29 August 2022, from https://vbn.aau. 

k/da/projects/realist- evaluation- of- a- supportive- intervention- for- 
3 
regnant-wome ). The present study immersed the initial assump- 

ions which specifically concern midwives’ relational competen- 

ies. Validation and further theorisation of these assumptions 

as informed by a literature review. See Table 3 for narrative 

epresentation of initial CMOc’s. 

https://vbn.aau.dk/da/projects/realist-evaluation-of-a-supportive-intervention-for-pregnant-wome
https://vbn.aau.dk/da/projects/realist-evaluation-of-a-supportive-intervention-for-pregnant-wome
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Table 4 

Overview of characteristic of participants in interviews and observations for phase 2 . 

Participant Model of care (within programme) 

Years of 

midwifery 

experience 

Years of experience 

with the 

programme 

Received programme 

-specific training at its 

commencement Others 

MW_1 a Hospital and community-based 31–40 ≥5 + 

∗

MW_2 a Hospital and community-based 6–10 2–4 –

MW_3 b Hospital-based 6–10 ≥5 + 

∗

MW_4 b Community-based 3–5 2–4 - ∗

MW_5 b Community-based 31–40 ≥5 + 

∗ Midwife in vulnerability specialised clinic 

MW_6 b Community-based 11–20 ≥5 + Midwife in vulnerability specialised clinic 

MW_7 b Community-based 3–5 2–4 - ∗

MW_8 a Hospital-based 31–40 ≥5 + 

∗ Midwife in vulnerability specialised clinic 

MW_9 b Community-based and continuity of care 21–30 ≥5 + 

MW_10 a Community-based 6–10 0–1 –

MW_11 a Community-based and continuity of care 6–10 ≥5 + 

MW_12 b Community-based and continuity of care 11–20 ≥5 + 

∗

MW_13 a Community-based and continuity of care 3–5 2–4 - ∗

MW_14 b Community-based and continuity of care 3–5 0–1 - ∗

MW_15 a Community-based 6–10 2–4 – Midwife in vulnerability specialised clinic 

a Interview only. 
b Interview and observation(s). 
- Have not received specific training. 
+ Have received specific training. 
∗ Attended one-day competency development course held four years after programme implementation. 
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hase 2. theory testing 

This phase consisted of testing whether the initial assump- 

ions could be substantiated empirically. Data collection was un- 

ertaken from November 2021 to February 2022 by the first au- 

hor at community-based and hospital-based midwife clinics in all 

hree maternity units in the North Region of Denmark. The per- 

pective of the researcher was theory-driven which includes the- 

ry derived by the initial programme theories and by the itera- 

ive refinement of the theories throughout data collection. Mid- 

ives were considered key informants as frontliners and thus 

xperienced programme promoters and barriers ( Manzano, 2016 ; 

awson and Tilley, 1997 ). We undertook a purposeful sampling 

trategy combined with snowball strategy and, use of social me- 

ia announcement. Participation in both interview and observa- 

ions was optional. It appeared however that some midwives who 

acked confidence conducting the psychosocial assessment hesi- 

ated to participate. This was particularly present for those who 

ere novice. Therefore, we visited midwife clinics to encourage 

articipation in order to establish sufficient data collection. We 

ecruited a breadth of midwives representing different maternity 

nits to ensure capturing various perspectives ( Manzano, 2016 ). 

e assumed that midwives from different settings have differ- 

nt experiences with the programme due to varying organisational 

ontextual conditions. Midwives with varying levels of experience 

ere recruited;. however, we were not able to recruit midwives 

ho were novice in general midwifery. Some midwives indicated 

his was due to lack of confidence. Chief midwives provided access 

o the field and worked as gatekeepers. 

A total of 15 midwives from nine midwife clinics across the re- 

ion participated in online interviews in their working hours. 16 

bservations of eight midwives undertaking psychosocial assess- 

ent were conducted in five different midwife clinics ( Table 4 ). 

nterviews were audiotaped and transcribed verbatim, and field 

otes were obtained during and/or after observations. Written in- 

ormed consent was obtained from participating midwives and ob- 

erved expectant parents. 

Interviews were conducted as qualitative realist interviews al- 

owing for identification of ‘contextually grounded explanatory 

echanisms’ ( Manzano, 2016 , p. 346). A semi-structured interview 

uide was constructed to test explicit assumptions within the ini- 

ial programme theory while allowing us to potentially explore 
4 
he unexpected, which did not emerge during theory development. 

he programme theories were operationalised before testing; how- 

ver, theory has a deep structure ( Pawson and Tilley, 1997 ). Hence, 

he interview followed a teacher-learning-cycle, and attention was 

aid to language and the explanatory structure embedded in the 

esearchers’ theories presented as recommended by ( Pawson and 

illey, 1997 ). Through this learning cycle, the researcher takes the 

osition as CMO-expert whereas the informants are mechanisms- 

xperts ( Pawson and Tilley, 1997 ). Hereby, mutual understanding of 

ow the programmes works could emerge and the theories could 

e tested ( Pawson and Tilley, 1997 ). Observations of midwives un- 

ertaking assessment were concurrently conducted to test assump- 

ions when relational competencies naturally unfolded, facilitat- 

ng deeper understanding of essential mechanisms within specific 

ontextual conditions ( Handley et al., 2020 ). Afterwards, descrip- 

ive field notes were conducted, focusing on midwives’ relational 

ompetencies, including how the midwives approached, commu- 

icated and managed the consultation. Observations additionally 

ontributed to triangulation of the emerging findings ( Merriam & 

isdell, 2015 ). 

hase 3. Theory refinement 

All data from interviews and field notes were prepared for 

nalysis in NVivo (Release 1.5.2) for Windows. Theory refinement 

as done through theory-driven analysis of data using linked 

oding ( Jackson and Kolla, 2012 ), whereby dyads and strings of 

MOc’s across data were coded deductively. This was possible 

ince interviews were conducted using realist interviewing tech- 

ique ( Manzano, 2016 ), whereby data consisted of whole CMOc 

arratives. Field notes were coded and analysed against the pro- 

ramme theories. Coding was combined with a memo technique 

nspired by Gilmore et al. (2019) , whereby analytical thoughts and 

ecisions regarding coded quotes of CMOc’s, e.g., theory refine- 

ents, were obtained whilst coding. This secured rigour and trans- 

arency in the analytical process. See Table 5 . 

Retroductive theorising was applied to explore ontological 

epth by adapting a “why are things the way they are?”-lens 

 Jagosh, 2020 , p. 121); analysing both how context and mecha- 

isms within the programme are linked and how this explains how 

he programme brings about change. Active reflection within the 

esearch team was undertaken during the analysis process for the 
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Table 5 

Coding example. 

Coding approach Coding Further explanation 

Linked coding ( Jackson and 

Kolla, 2012 ) 

Quote: “One thing that is a major challenge is time . And if we’re pressured and they 

[expectant parents] come in, then we set mechanically to work (…) because then 

we’ve something we must accomplish (C) (…) then they might not get the same (…) 

you might seem more interested in typing on the computer , although it’s not the 

case (…) I don’t know how the couples perceive it, but I think that if 

it was me who was sitting there, I would perceive it as someone who was sitting 

and asking to take notes in the medical journal ‘She types about that/ What does 

she think?’ ” (Q) 

As suggested by Jackson & 

Kolla (2012) , context is marked 

with italic , mechanism with bold 

and outcome with underline . 

Memo technique 

( Gilmore et al., 2019 ) 

Analytical thought: Because of workload, pressure of time can emerge, inducing the 

midwife’s relational approach to become instrumental. The midwife interprets that 

this might be perceived as interrogating by expectant parents. This refines the 

initial programme theory CMOc 6 regarding time, as workload shows as a further 

underlying context influencing time, which was not initially theorised. 

Table 6 

Refined programme theories (CMOc). 

CMOc’s Narrative representation of refined programme theories 

CMOc 1a 

Being experienced 

Being experienced with midwifery in general and in psychosocial assessment (C) endows midwives with relational 

competencies, knowledge, routines and case-experience (M-resource). This fosters confidence to meet and 

communicate compassionately with parents (M-reasoning). A trustful midwife-woman/couple relationship can 

thus be established, and systematic and qualified identification of vulnerability and referral to supportive 

services can be achieved (O). 

CMOc 1b 

Lacking experience 

When inexperienced, (C) midwives may lack relational competencies and former case experiences (M-resource) 

which may lead to lack of confidence and feeling uncomfortable in undertaking assessment. Hence, assessment 

is conducted in an instrumental, distant and superficial manner or not at all (M-reasoning). This may lead to 

encounters becoming unsupportive by which identification of vulnerability and referral to supportive 

interventions fails (O). 

CMOc 2 

Having interest 

Having a particular interest in vulnerability and relational work (C) impacts midwives’ relational competencies 

(M-resource) so they instinctively meet and communicate compassionately with parents and dare to ask sensitive 

questions (M-reasoning). A trustful midwife-woman/couple relationship can thus be established and systematic 

and qualified identification of vulnerability and referring to supportive interventions can be achieved (O). 

CMOc 3 

Lack of competency 

development 

When organisational prioritisation of midwives’ competency development is lacking (C), competencies of action 

and thus a woman-centred approach is limited (M-resource). This activates role unclarity and feelings of 

inadequacy. Hence, the assessment is undertaken in an instrumental, distant and superficial manner or not at all 

(M-reasoning), leading to encounters becoming unsupportive by which identification of vulnerability and referral 

to supportive interventions fail (O). This is further triggered when midwives are inexperienced (C). 

CMOc 4 

Prioritising peer reflection 

Viable organisational conditions (C) can induce reflection between colleagues increasing midwives’ relational 

competencies (M-Resource) as well as role clarity and thus confidence to meet and communicate 

compassionately with parents (M-reasoning). A trustful midwife-woman/couple relationship can thus be 

established, and systematic and qualified identification of vulnerability and referral to supportive services can be 

achieved (O). 

CMOc 5a 

Flexibility to meet expectant 

parents’ needs 

Organisational opportunities for flexibility in a time pressured working environment due to heavy workload (C) 

allows midwives sufficient time and autonomy (M-resource) to feel in control of their own consultation and thus 

able to meet and communicate with parents compassionately (M-reasoning). A trustful midwife-woman/couple 

relationship can thus be established, and systematic and qualified identification of vulnerability and referral to 

supportive interventions can be achieved (O). This is further promoted when midwives are experienced (C). 

CMOc 5b 

Workload becoming 

overwhelming 

Heavy workload within and besides psychosocial assessment (C) leaves midwives with insufficient time 

(M-resource) by which they feel pressured and stressed. Hence, assessment is undertaken in an either 

instrumental, distant and superficial manner or not at all (M-reasoning). This leads to encounters becoming 

unsupportive by which identification of vulnerability and referral to supportive interventions fails (O). This is 

further triggered when midwives are inexperienced (C). 
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urpose of discussing whether data supported, refined or refuted 

rogramme theories. 

esults 

This section presents the most salient of the refined programme 

heories identified. These theories ( Table 6 ) explain how contextual 

onditions influence midwives’ relational competencies, including 

bility and confidence to undertake psychosocial assessment in- 

luding when this failed or was less successfully achieved. We 

resent theories explaining the influence of individual conditions 

 CMOc 1a - 2 ) and then organisational conditions ( CMOc 3 - 5b ). 

MOc 1a. Being experienced 

Midwives who felt experienced expressed that they gradually 

ained relational competencies including knowing how to commu- 

icate verbally and non-verbally during assessment by, e.g., ‘turn- 
5 
ng the computer screen towards both midwife and woman so 

edical record keeping is conducted within a partnership’ (MW_5, 

bservation). Relational competencies were gained by midwives 

hen they became familiar with assessment through several cases 

nd by reflection upon own practice. They gained routines within 

onsultations progressively which affected how and when they as- 

essed. Similarly, experiences with general midwifery, e.g., labour 

ard work, entailed professional robustness which promoted com- 

etencies and confidence. Experience made midwives feel knowl- 

dgeable, confident and self-assured when asking sensitive ques- 

ions. They thus approached expectant parents with compassion 

nd used meta communication, consisting of telling and conversa- 

ion with the expectant parents about the purposes of assessment 

nd their own thoughts, and showed symmetry in the relationship 

hrough improvised dialogue. This approach allowed for connec- 

ion, openness and sharing between midwives and parents which 

llowed for the establishment of trustful relationships. Experience 
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hus conduces midwives’ ability and confidence to provide woman- 

entred care when undertaking psychosocial assessment: 

(…) [being experienced] could mean that you have a different 

kind of calm and that you’re not in doubt about everything be- 

cause you gradually get some experience to lean on. So, the fact 

that everything isn’t all new can mean that you have somehow 

found a way to say things, or work around it [assessment] with- 

out necessarily being completely mechanical (…) you might be 

able to do it a bit more like a conversation, so it doesn’t feel

like such a big interrogation to them [parents] either. 

(MW_6) 

Although several midwives explained that experience enhanced 

heir ability and confidence, some found experience in itself inade- 

uate. Other enhancing contextual conditions thus become crucial 

o securing midwives possessing sufficient relational competencies 

nd confidence. 

MOc 1b. Lacking experience 

Midwives explained that when they were inexperienced with 

ssessment, they lacked competencies and confidence and felt un- 

omfortable asking expectant parents sensitive questions in the in- 

erview guide during assessment. This was particularly true of the 

ewly graduated. Some midwives experienced feeling their per- 

onal boundaries being violated. When pressured to keep up with 

nstitutional demands, e.g., fulfilling medical recording, they felt 

ompelled to undertake assessment as a standardised survey. This 

eant that some felt that they should do one item of the inter- 

iew guide after the other or that they had to deprioritise either 

ssessment or other activities scheduled for the first midwife con- 

ultation: 

(…) when you’re a newcomer, you just get a whole lot of tasks 

(…) if you’re also completely a novice and must master all pro- 

cedures from day one – because you don’t want to be the one 

who overlooked that one [woman] who should’ve had a scan 

in week 36 simultaneously with trying to find your own way 

in this interview [assessment] (…) In that case, the interview 

comes in second (…) We have the recipe [interview guide], and 

then we can just follow it. 

(MW_2) 

When midwives lacked experience, the needs of institution 

ould become overwhelming, causing midwives approaching ex- 

ectant parents in a more distant and superficial manner. In con- 

rast, being more experienced enables the dialogue to be compas- 

ioned and hence more woman-centred: 

(…) previously, I was very occupied with the [PC] screen; (…) 

asked questions and wrote and wrote. There was more connec- 

tion between me and the screen than between me and the cou- 

ple. Now, I put it all aside, and instead, I sit and talk, a conver-

sation (…) and then, I undertake the assessment alongside with 

that. And I feel like it gets easier and less awkward than it was

before. And that, I think, comes gradually with experience. Or I 

know it comes gradually with experience. 

(MW_15) 

Psychosocial assessment works, among others, in the context 

f midwives’ level of experience, as this activates mechanisms of 

chieving a more natural and compassionate approach when un- 

ertaking psychosocial assessment as opposed to an instrumental 

ialogue caused by feelings of confidence and adequacy. This can 

ontribute to expectant parents developing trust in the midwife 

ecause the dialogue is sincere, not interrogating. 
6 
MOc 2. Having interest 

The ability and confidence to undertake assessment was in- 

reased when midwives had a particular interest in working with 

ulnerable populations and relational work in general. This inter- 

st both involved and was beyond feeling sympathy which served 

idwives with increased curiosity for meeting the needs of ex- 

ectant parents as well as interest in gaining further relational 

ompetencies, by which they were better able to assess through 

 connection-building, trustful relationship: 

(…) from the beginning, [I’ve] been incredibly interested in 

communicative and relational work, and probably more than in 

childbirths. So, I’ve been focusing on that during my education: 

what do I see different [midwives] do (…) how my own person- 

ality plays into that work (…) the fact that I’ve had an interest 

has strengthened me (…) therefore, I’m better prepared to be 

in this scenario. 

(MW_13) 

Midwives experienced how their interest in expectant parents 

n vulnerable positions gave the midwives confidence to ask sensi- 

ive questions: 

I’ve got huge sympathy for most of the vulnerable (…) I think 

they can sense that (…) that I also dare to enquire into these 

things (…) I believe that those [midwives] who might not as 

easily feel sympathy for them might find it more overwhelming 

to ask these questions. 

(MW_1) 

When midwives feel secure while undertaking psychosocial as- 

essment, it enables trustful midwife-woman/couple relationships 

hich is crucial for expectant parents to feel safe when disclos- 

ng experiences. Additionally, some midwives explained that hav- 

ng a particular interest made them more willing to explore oppor- 

unities for referral to supportive interventions within their mu- 

icipality to enhance individualised care; hence, interest facilitates 

oman-centred care. 

MOc 3. Lack of competency development 

Although development of midwives’ competencies to undertake 

ssessment is a part of the political agreement behind the pro- 

ramme ( The North Denmark Region, 2017 ), the evaluation showed 

hat the standard of two annual courses provided by organisational 

takeholders had not been met. Instead, two courses had been 

ffered over a five-year period. A midwife employed after pro- 

ramme implementation described how lacking training affected 

er experience while a novice: 

(…) when I started as consultation midwife, I was a bit anxious 

about undertaking the assessment, and mostly, all the other 

midwives have been on some training [course] (…) I had a feel- 

ing of being left with a survey in my hands and not having any 

tangible resources [to complete it] (…) I felt it was very uncom- 

fortable in the beginning. And mostly because I felt I became a 

psychologist without being a trained psychologist. I felt I lacked 

some competencies (…) And in a way, I can still feel that some- 

times because some women and couples in this municipality 

might tell [me] something where I don’t know whether I’m re- 

traumatising them because I’m not trained to know how close I 

can go (…) 

(MW_13) 

Sustained feelings of inadequacy and anxiety are activated 

hen midwives lack clarity about their role. Lack of training ad- 

itionally contributes to unawareness of possible referral pathways 

nd uncertainty regarding how to adequately utilise the interview 
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uide and thus contributes to feelings of discomfort and meaning- 

essness. 

MOc 4. Prioritising peer reflection 

Peer reflection, consisting of two or more midwives sharing re- 

exions and experiences with each other in relation to the assess- 

ent programme, was crucial for midwives to achieve relational 

ompetencies and for enhancement of role clarity. Midwives’ con- 

dence was enhanced which affected their approach when assess- 

ng. In the political agreement mentioned above, there is no polit- 

cal prioritisation of peer reflection. Local prioritisation and organ- 

sational conditions, which varied across the region, thus became 

ritical. Midwives who worked on wards where shared breaks 

ere prioritised had better opportunities for non-formal sparring 

han midwives working in rushed wards or in single midwife clin- 

cs. The researcher observed that consultation midwives and labour 

ard midwives met during lunch where non-formal sparring oc- 

urred. This fostered security and increased confidence in the abil- 

ty to provide supportive care for expectant parents in vulnerable 

ositions: 

There is a cosy atmosphere across the lunch table when a 

woman, who is devastated and very concerned about being 

pregnant, calls one of the labour midwives. After hanging up, 

one of the consultation midwives seems challenged and in 

doubt about the best way to meet the needs of the woman. 

A non-formal yet professional conversation emerges among the 

midwives. After the break, the woman calls the midwife, and 

this time she appears remarkably more comprehended and able 

to support the woman 

(MW_3, observation) 

Formal supervision increased midwives’ confidence through 

elf-reflection with colleagues in similar positions. A midwife who 

orked in a specialised team for expectant parents with psy- 

hosocial vulnerabilities and therefore had a specialised supervi- 

ion group describes this: 

(…) you think ‘am I doing it right?’, and there are some col- 

leagues who do it the same way as well, then you think ‘okay, 

I’m not completely wrong’ (…) it makes you more confident 

that what you’re doing, you’re doing right (…) The supervisions 

contribute to this too (…) 

(MW_15). 

Opportunities for supervision were not similarly available 

cross municipalities. For example, some midwives working in 

tandard consultation wards must share supervision with mid- 

ives working entirely in maternity wards or during maternity 

eaves. Difficulties concerning assessment were therefore less likely 

xposed during supervision. Some midwives declined supervision 

o avoid further workload due to supervision not being counted as 

ormal working hours. Local prioritisation and organisational con- 

itions regarding peer reflection is hence a significant context fa- 

ilitating midwives’ confidence and ability to meet the needs of 

xpectant parents and can thus promote midwife-woman/couple 

elationships. 

MOc 5a. Flexibility to meet expectant parents’ needs 

Time is an evident mechanism within a working environment 

ith heavy workloads that contain compact caseload, procedures, 

edical record keeping and other ongoing interventions in ad- 

ition to the psychosocial assessment. Time influences midwives’ 

bilities to meet and communicate with parents in an empathetic, 

cknowledging manner. Organisational opportunities for flexibility 

hus impact the ability to approach woman-centred and ultimately 

eaching trustful midwife-woman/couple relationships: 
7

(…) if you have to meet the individual where the individual 

is, you need time to figure out where that person is, what are 

her or his challenges, where do they have resources which can 

strengthen them. And that’s a task which takes time 

(MW_13) 

Flexibility was further essential when working with parents in 

ulnerable positions: 

the fact that you have the opportunity for an extra consultation 

is simply a precondition to be able to provide vulnerability pro- 

grammes at all (…) otherwise, you cannot within the existing 

intervention accommodate people with vulnerability in a con- 

sultation (…) So there needs to be some flexibility (…) And if 

it isn’t there, well, then the results fail to appear, right? 

(MW_6) 

Opportunities for flexibility were enhanced for midwives who; 

rovided antenatal care in rural midwifery clinics, worked with 

ew other midwives and/or practiced within a continuity of care 

odel. A midwife who worked in a continuity of care model ex- 

lained: 

Because we work in a continuity of care model, we have all 

the flexibility that we need (…) if we think she needs an ex- 

tended consultation, then we can easily offer her that (…) we 

do have more flexibility than you have in a normal midwifery 

model. (…) if I have felt that we cannot complete the psychoso- 

cial assessment in an adequate way, then I’ve booked an extra 

consultation only for that, instead of opening up very sensitive 

matters at the first consultation. 

Organisational opportunities for flexibility, e.g., supported by or- 

anisational priorities or by continuity of care model, therefore 

erved as a significant context for this configuration by empower- 

ng midwives with enhanced autonomy and resilience to meet the 

eeds of the woman/couple. 

MOc 5b. Workload becoming overwhelming 

Referring to the previous configuration, opportunities for flex- 

bility varied substantially across settings. In some clinics, mid- 

ives managed their own programmes and had options to offer 

dditional and extended consultations for those expectant parents 

n need. In other clinics, midwives did not have the same degree 

f autonomy, placing them under increased time pressure which 

ed to prioritisation of tasks. This increased risk of harming the 

idwife-woman/couple relationship and thus inhibited the capa- 

ility to identify vulnerability: 

(…) it’s stressful to have consultations (…) Now the booking 

system is always in control [of the consultation] (…) that facil- 

itates a completely different compact programme than my first 

years as midwife (…) it takes nothing to crash the programme. 

And when you have difficulties regarding prioritising between 

those questions … I just cannot do it (…) We lose them [ex- 

pectant parents] on the ground. Then we might rush through 

our consultation next time, but that’s because we’ve lost them. 

(MW_5) 

Most midwives experienced feeling pressured influencing their 

pproach resulting in them becoming more distant and less 

resent thus damaging the midwife-woman/couple relationship: 

(…) if we’re under pressure, then it [assessment] sometimes 

cannot be so focused on dialogue: not fluid, but more like di- 

rectly asking. And here I sometimes feel that if it becomes that 

way, then they [expectant parents] think it’s strange that we 

ask. So, in that way, something happens with the relationship 

and the good dialogue when we’re under pressure, because we 
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change the way we ask because we don’t have time to assess 

with open questions and more in-depth questions. 

(MW_14) 

Overall, time pressure caused by institutional demands trig- 

ered feelings of being compelled to meet the needs of the in- 

titution instead of the needs of expectant parents. Accordingly, 

pproach and communication become instrumental and poten- 

ially perceived as unsupportive by expectant parents which fur- 

her inhibited the midwife-woman/couple relationships complicat- 

ng identification of vulnerability. Organisational opportunities for 

exibility and autonomous practice are thus crucial for midwives’ 

bilities to meet the needs of expectant parents with compassion 

nd for development of trust. 

iscussion 

By exploring the underlying processes and mechanisms be- 

ind the influence of context, this realist evaluation offers 

ew perspectives on current knowledge indicating that con- 

ext affects midwife-woman/couple relationships ( Kirkham, 2015 ; 

ewnham and Kirkham, 2019 ) and thus quality of care within an- 

enatal psychosocial assessment programmes. Initial assumptions 

hat the North Region of Denmark assessment programme would 

ork due to certain contextual conditions supportive of trustful 

idwife-woman/couple relationships were tested. Whether lack of 

hese contexts or other adverse circumstances would potentially 

rigger adverse outcomes, including emergence of unsupportive 

ncounters and stigmatisation was tested. The findings demon- 

trate that when the programme is implemented within a con- 

ext that supports the development of adequate relational compe- 

encies, autonomy and power of peer reflection among midwives, 

mergence of essential mechanisms is triggered ( CMOc 1a ; 2 ; 4 ;

a ). Compassionate communication was particularly identified as a 

rucial change mechanism which midwives experienced as decisive 

or development of trust and enablement of disclosure. Previous 

esearch indicating that compassionate communication is crucial 

or women/couples to share sensitive information about psychoso- 

ial vulnerabilities and for developing midwife-woman/couple re- 

ationships corroborates this ( Mule et al., 2022 ; Raine et al., 2010 ;

ollans et al., 2013a ). 

Although care was generally driven by a relational approach 

ligned with a woman-centred philosophy, this was not entirely 

onsistent since both the individual and organisational context var- 

ed among midwives and across clinical settings. When midwives 

acked adequate competency development, opportunities for peer 

eflection and sufficient autonomy to individualise care ( CMO 3 ; 4 ; 

b ), a risk that care became driven by needs of institution rather 

han needs of expectant parents was observed. When midwives 

acked experience, this was exacerbated ( CMOc 1b ). This calls 

or focus on access to adequate relational competency and confi- 

ence development. Reduction of time pressure and its unintended 

nfluence, which is a well-known barrier ( Fletcher et al., 2021 ; 

ontein-Kuipers et al., 2016 ; Schmied et al., 2020 ; Viveiros and 

arling, 2019 ), through acknowledging the importance of mid- 

ives’ autonomy achieved by adequate disposing of flexibility, 

s required. For this, CMOc 5a point out the important influ- 

nce of continuity in care on midwives’ opportunities for flexibil- 

ty. Finlay & Sandall (2009) argue that the model of care within 

hich midwives work contributes to increasing conflict of compet- 

ng demands between meeting the needs of women/couple whilst 

anaging bureaucratic demands. Institutional demands are likely 

o become overwhelming which could lead midwives to becom- 

ng ‘obedient technicians’ ( Dykes, 2006 ). This can be seen occur- 

ing under stressful working conditions ( Deery and Hunter, 2010 ) 

nd when there is lack of control over clinical environments 
8 
 Dykes, 2006 ). Technical competencies, e.g., managing medical 

ecords, as opposed to relational engagement with expectant par- 

nts, are brought into focus ( Deery and Hunter, 2010 ). This mani- 

ested as an adverse mechanism in this study which showed that 

idwives’ approaches become distant when overwhelmed by in- 

titutional requirements as expressed via instrumental assessment 

r deprioritising of assessment. In turn, assessment may appear as 

 checklist rather than open dialogue ( Higgins et al., 2016 ) through 

hich feelings of stigmatisation and fear may unintendedly emerge 

mong expectant parents ( Frederiksen et al., 2021a ; Jakobsen and 

vergaard, 2018 ; Schmied et al., 2016 ). Furthermore, this may con- 

ribute adversely to expectant parents’ feelings of security to share 

ensitive information whereby sufficient identification of parents’ 

eeds may fail ( Mule et al., 2022 ). Our study showed that there

s a risk of being ‘with institution’ instead of being ‘with woman’ 

ecoming the philosophy of care. This might evoke mutual vulner- 

bility within the midwife-woman/couple relationship, occurring 

hen health professionals fear that their professional integrity is 

hreatened ( Angel and Vatne, 2017 ), e.g., if midwives lack confi- 

ence, doubt their own abilities or due to institutional demands 

nhibiting the provision of individualised care which is an essential 

art of being a midwife and considered a key element of midwives’ 

rofessional integrity ( Bradfield et al., 2019 ; Fontein-Kuipers et al., 

018 ). When midwives feel apprehensive during assessment due 

o lack of confidence or ability and when further stressed by in- 

titutional demands, a distant approach as an expression of a de- 

ence mechanism emerges which can be based in health profes- 

ionals becoming vulnerable because of lack of resources needed 

hen challenged ( Angel and Vatne, 2017 ). For midwives, especially 

n the beginning of their careers, to be able to confidentially ap- 

roach expectant parents in a woman-centred manner when un- 

ertaking psychosocial assessment, and thus sufficiently identify- 

ng vulnerability, organisational support requirements are vital. 

There is increasing national and international attention to- 

ards reducing health inequalities among pregnant women, fam- 

lies and children ( Austin et al., 2017 ; National Institute for Health 

nd Care Excellence, 2020 ; The Danish Ministry of Health, 2021 ; 

orld Health Organization, 2016 ). A key element is early identi- 

cation of expectant parents in vulnerable positions, as this in- 

reases early referral to supportive interventions ( Reilly et al., 2013 , 

014 ). Routine assessment programmes are crucial to reduce risks 

f adverse outcomes ( Reay et al., 2011 ). While validated, structured 

pproaches and tools to psychosocial assessment have been iden- 

ified ( Austin et al., 2013 ) the evidence base for use of dialogue-

ased tools is limited. However, there is growing recognition on 

he importance of relational approaches in antenatal assessment 

rogrammes ( Armstrong and Small, 2010 ; Brealey et al., 2010 ; 

e Groot et al., 2019 ). Therefore, future research regarding early 

dentification of expectant parents in vulnerable positions is rec- 

mmended to interrogate the programme theories identified in 

his study to deepen the knowledge base on how dialogue-based 

sychosocial assessment programmes bring about change. 

trengths and limitations 

Although the initial assumptions behind the programme were 

enerally confirmed during theory testing, the realist interviews 

ith midwives contributed to a high degree with further nu- 

nces that enabled refinement of the programme theories. Specif- 

cally, the theories regarding influence of time were refined along 

ith testing, and observations further revealed how midwives’ ap- 

roaches were strongly affected by heavy workloads. An iterative 

esearch process contributed to extensive casual insight as new 

spects of programme theories were enabled for testing follow- 

ng data collection which evolved the realist interview questions 

hroughout data collection. 
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Regardless of a thorough sampling approach to ensure captur- 

ng various perspectives, we were not able to recruit midwives 

ho were novice in general midwifery. Some midwives indicated 

his was due to lack of confidence in relation to the psychosocial 

ssessment programme. Capturing their perspectives would in all 

robability have elaborated on some of the programme theories. 

owever, we assume that the lack of confidence, due to lack of ex- 

erience, discovered in this study will be similar or enhanced for 

idwives who are novice in general midwifery. 

We were not able to test all aspects of the programme theo- 

ies. This study was limited to test how aforementioned config- 

ration regarding time affects woman-midwife relationships from 

he perspective of midwives. We therefore recommend future re- 

earch to focus on expectant parents’ experiences of how and 

hy the contextual conditions identified in this present study 

ffects the woman-midwif e relationship in relation to psychoso- 

ial assessment programmes. Accordingly, our programme theo- 

ies will undergo further testing from a woman/couple perspec- 

ive in a future sub-study of parent experienced effects in the 

omprehensive realist evaluation of the North Region of Den- 

ark programme. We were only able to determine whether trust- 

ng midwife-woman/couple relationships induce qualified identi- 

cation and referral on the basis of the midwives’ own percep- 

ions. Nonetheless, existing literature already suggests that trust 

nd individualised care is a prerequisite for expectant parents to 

e open and share their lived experiences during assessments and 

hus to engage in care ( Connell et al., 2018 ; Frederiksen et al.,

021a ; Megnin-Viggars et al., 2015 ; Schmied et al., 2020 ). This 

s particularly true for expectant parents in vulnerable positions 

 Forder et al., 2020 ). 

We propose that psychosocial assessment programmes, when 

mplemented within contexts facilitating a woman-centred philos- 

phy of care including trustful midwife-woman/couple relation- 

hips, will be more successful in terms of identification of vulner- 

bility and referral to supportive care as this enables midwives to 

ssess with compassion. Further research on how efficiently trust- 

ng relationships enhance identification of vulnerability and ade- 

uate referral from the perspective of parents is needed. 

onclusion and implications for practice 

This study has shown how midwives’ ability and confidence to 

ndertake psychosocial assessment is strongly affected by whether 

ndividual and organisational contextual conditions empower them 

o assess and care for expectant parents within a philosophy of 

oman-centred care by exploring the emergency of underlying 

echanisms. Midwives’ level of experience and individual inter- 

st as well as organisational contextual conditions in terms of ade- 

uate access to competency development, peer reflection and flexi- 

ility influence how the psychosocial assessment programme bring 

bout both intended and unintended outcomes by enhancing or 

arming the midwife-woman/couple relationships. Maternity care 

hich support woman-centredness by enhancing midwives’ rela- 

ional competencies and thus ability to develop trusting relation- 

hips are expected to be more successful in the context of psy- 

hosocial assessment and are therefore essential for securing qual- 

ty of antenatal care for expectant parents in vulnerable positions. 
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