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Thesis Portfolio Abstract 

Background: The 21st century has seen significant positive legislative changes for LGBTQ+ 

people; however, challenges still exist. Research indicates that the challenges LGBTQ+ 

parents face in healthcare are partly due to the heteronormative and cisnormative assumptions 

and views that services and healthcare professionals may hold. This thesis aims to explore the 

maternity and neonatal experiences of lesbian, bisexual, and queer+ parents. 

Methods: A qualitive systematic review of the literature on lesbian and bisexual mothers’ 

experiences of maternity care, was carried out by searching five databases. A qualitative 

empirical study was conducted which explored the experiences of lesbian and queer+ parents 

who had experience of their baby being admitted to a neonatal unit in the United Kingdom. 

The study used semi-structured interviews, and reflexive thematic analysis was used to 

analyse the findings.  

Results: The systematic review synthesised the findings from 10 studies, producing four 

topic areas: “heteronormativity”, “acceptance and inclusion”, “finding your own path”, and 

“knowledge and power of professionals”. Twelve parents participated in the empirical 

research which produced two meta-themes. The first meta-theme, the “experience of lesbian 

and queer+ parents in a neonatal unit”, included four themes: “real and perceived threats”, 

“adapting to a heteronormative world”, “positive experiences”, and “actions speak louder 

than words”. The second meta-theme, the “experience as parents in a neonatal unit”, included 

two themes: “safety and care”, and “loss”.  

Conclusions: The findings from both the systematic review and empirical study are 

discussed and critically evaluated throughout this thesis portfolio. Recommendations for 

clinical practice are provided.  
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Introduction 

There has been significant cultural change in the understanding and recognition of 

sexual and gender diversity worldwide in the 21st century (Hammack & Wignall, 2023). 

However, although positive changes in the equality of law and policies have been made, the 

rise in visibility of LGBTQ+ (lesbian, gay, bisexual, transgender, queer, and other included 

identities) people has not always resulted in the reduction in vulnerability for some (Russell 

& Fish, 2019). Findings by Redman (2018) suggest that although the legalisation of same-sex 

marriage did have an effect on public attitudes towards same-sex relationships, it served to 

strengthen the pre-existing attitudes of those that were already supportive. The legalisation 

had little to no effect on those that were already unsupportive of same-sex relationships. 

Therefore, although positive legislative changes have taken place, the societal context that 

LGBTQ+ people experience may not feel like it is changing, and there are other factors that 

impact a person’s views outside of the legislation that exists, with legislation being just one 

piece of a much larger puzzle of societal acceptance. Furthermore, in recent years there has 

been an increase in hate crimes towards LGBTQ+ people worldwide, suggesting that 

legislative equality has not necessarily led to greater acceptance (Home Office, 2024; Human 

Rights Campaign, 2024; ILGA-Europe, 2023). Further suggesting that even with legislative 

changes, societal attitudes have not necessarily improved. Therefore, it is important for 

research to explore the current experiences of LGBTQ+ people to understand their reality and 

life experiences.  

Alongside broader societal attitudes, LGBTQ+ people may also experience negative 

attitudes and stigma when accessing healthcare services (Clark et al., 2023; Pickern, 2024). 

These experiences can lead not only to adverse health outcomes but also erode the trust that 

LGBTQ+ people have in healthcare professionals (Guest & Weinstein, 2020). This trust is 

crucial in ensuring that people feel safe within healthcare services. Within maternity and 
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neonatal services, trust is crucial due to the impact it not only has on the parent’s experiences 

of care but also the quality of care of both parent and child (Brødsgaard et al., 2019; Shields 

et al., 2012; Wells & Lang, 2016). Therefore, it is important that maternity and neonatal 

healthcare providers are aware of how to provide environments that foster a trusting 

relationship between healthcare providers and LGBTQ+ people.  

The literature about parents’ maternity and neonatal experiences often focuses on 

cisgender heterosexual parents and literature about LGBTQ+ parents has often centred on 

lesbian and gay parents (Goldberg, 2023). However, recent research has examined bisexual 

parents’ experiences and found that bisexual parents that are single or are in different-gender 

relationships experience stigma from both heterosexual and LGBTQ+ communities 

(Goldberg, 2023; Manley & Ross, 2020). Furthermore, findings that a parent’s bisexual 

sexual identity may decrease when in the context of a long-term relationship with a partner, 

suggest that the experience of bisexual parents may differ in a variety of ways from that of 

other parents within the LGBTQ+ community. Therefore, it is important for research of 

LGBTQ+ parents and of parents in different-gender relationships to be inclusive of bisexual 

parents.  

Throughout this introduction, the author has posited that more research needs to be 

undertaken with members of the LGBTQ+ community. It is important that not only more 

research is undertaken, but that this research is sensitive to the needs of the LGBTQ+ 

community. Historically, research has been used to justify the oppression of the LGBTQ+ 

community and therefore, it is important that researchers are aware of their unconscious 

biases when developing research (Hammack et al., 2013; Hammack & Wignall, 2023; Lewis 

& Reynolds, 2021). Veldhuis et al. (2024) developed a guide with considerations of how to 

write manuscripts that serve the LGBTQ+ community. This guide acknowledges the 

importance of researchers considering their ‘outsider’ or ‘insider’ perspectives on the 
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community and using reflexivity to consider the identities of the researchers. The authors 

have reflected on their identities throughout the research and these reflections are woven into 

the discussions of both the systematic review and empirical paper, and the discussion chapter.  

The Thesis Portfolio 

The focus of this thesis portfolio is the experience of lesbian, bisexual, and queer+ 

parents during their maternity and neonatal journeys. The systematic review provides an 

updated synthesis of the literature about the maternity experience of lesbian and bisexual 

mothers, with recommendations for healthcare providers and healthcare professionals 

provided. The empirical research paper explores the experience of lesbian and queer+ parents 

whose baby was admitted to a neonatal unit in the United Kingdom. Chapter three serves to 

bridge the systematic review and empirical paper together by summarising the findings of the 

systematic review and providing a rationale for the links between them. Chapter five offers 

extended details into the chosen methodology and data analysis for the empirical research 

paper. Chapter six offers further results which were not included in the empirical research 

paper. Chapter seven connects the findings from both the systematic review and empirical 

research project, critically evaluating and discussing the findings, the strengths and 

limitations of them, and offers clinical and theoretical implications.  

Please note, tables and figures have been included in-text throughout both Chapters 2 

and 4 to allow a better flow of understanding. However, when submitted for publication, 

these will be moved to the end of each manuscript as stated in each journal’s guidelines. 

Where appropriate, material from the author’s DClinPsy thesis proposal have been reused 

throughout this thesis portfolio.  
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Definition of Terms 

Throughout the thesis portfolio, the term LGBTQ+ has been used to describe those 

that identify as lesbian, gay, bisexual, transgender, queer, and other sexual or gender 

minorities. The authors recognise that terms such as SOGD (sexual orientation and gender 

diversity) and SOGM (sexual orientation and gender minority) are sometimes preferred by 

members of the LGBTQ+ community as they feel these are more inclusive of the diversity of 

identities and do not focus solely on identity labels (Veldhuis et al., 2024). Alternatively, 

some people view terms like SOGD and SOGM as reductive due to the focus on identities 

being about sex rather than the person as a whole (Veldhuis et al., 2024). Participants within 

the empirical project often referred to themselves as being part of the LGBTQ+ community 

and this is the term that has been used within the majority of the research included within the 

systematic review, hence, the use of this throughout the thesis portfolio.  

Although, the focus of this thesis portfolio is the experience of lesbian, bisexual, and 

queer+ parents during their maternity and neonatal journeys, much of the academic literature 

within these areas focus on the experience of LGBTQ+ parents. Where literature has focused 

on the experience of a specific identity, such as lesbian mothers, this has been stated. The 

author is aware that there are a variety of experiences that LGBTQ+ parents have, and these 

may differ depending on one’s sexual orientation and gender.  

The terms ‘same-sex’ and ‘same-gender’ to define relationships have been used 

throughout this portfolio. ‘Same-sex relationship’ has been used within the systematic review 

due to this being the term that has been used within the articles included and within similar 

research in the journal. Furthermore, although the systematic review is not specifically 

looking at fertility experiences, there is an expectation that parents in same-sex relationships 

were unable to conceive a child biologically without the need for assistive methods. The 
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authors acknowledge that this upholds a binary view of sex, and in doing so gender. 

However, this is in-line with current literature within the journal and with the expectations of 

the parents’ journeys to pregnancy. Within the other chapters of the portfolio, both ‘same-sex 

relationship’ and ‘same-gender relationship’ have been used with differing contexts, for 

example, in terms of the legalisation of marriage the term ‘same-sex’ is specifically defined 

by law, however, when discussing the experience of LGBTQ+ people in relationships and 

without a legal definition, ‘same-gender’ has been used.  

The terms ‘heterocentricity’ and ‘heterocentric’ have been used in this thesis portfolio. 

Heterocentricity refers to the centring of heterosexuality in society, such that those that do not 

identify as heterosexual, or within the gender binary of male or female, become outliers 

(Swan & Habibi, 2015). Heteronormativity upholds heterocentricity by imposing the belief 

that all people fall into two separate and opposing genders and assumes that romantic 

relationships consist of heterosexual partners (Dollar, 2017). 
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Abstract 

Aims: To explore and synthesise qualitative research about the experience of maternity care 

for lesbian and bisexual mothers. To provide recommendations to healthcare providers on 

how to support lesbian and bisexual mothers during their maternity experience. 

Background: The past 14 years has seen significant legal changes for same-sex parents 

worldwide. Previous reviews of lesbian mothers’ experiences of maternity care identified that 

they experience covert and overt homophobia during their maternity care journey; that 

curiosity and knowledge of lesbian and bisexual life is important for healthcare professionals, 

and disclosure of sexual orientation can feel risky. 

Method: Five databases were searched for studies published from May 2011 to December 

2024. Qualitative research studies published in English that explored the maternity care 

experience of lesbian and/or bisexual mothers were included. Stenfors criteria for quality bias 

assessment was used, 10 studies were included. Findings were synthesised using a narrative 

synthesis approach.  

Findings: Four categories were identified, these were: ‘heteronormativity’, ‘acceptance and 

inclusion’, ‘finding your own path’, and ‘knowledge and power of professionals’. The 

findings are discussed in the context of current research and compared to the findings of the 

previous systematic review.  

Key recommendations: Recommendations for maternity healthcare providers and healthcare 

professionals have been provided and include: an increased awareness of how 

heteronormative views and assumptions can present in services, education on how to 

challenge and reduce heteronormativity for healthcare professionals, explicit acceptance to be 

offered, and for professionals to be more aware of the power they may hold.  

Key words: lesbian, bisexual, mothers, maternity care, narrative synthesis 
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Introduction 

Recently, attention within the media has been drawn to reports of maternity care for mothers, 

such as the National Review of Maternity Services in England and a review of midwifery 

care in the United States (Care Quality Commission, 2024; Combellick et al., 2023). Factors 

impacting care were related to systemic issues and the need to change the culture of care to 

improve disparities that exist within maternity services. A recent article looking at the 

competencies for basic midwifery practice identified the ‘care needs of marginalized and 

vulnerable populations’ as an essential piece of knowledge for midwives (Butler et al., 2018, 

p. 173). However, recent reviews of perspectives of both LGBTQ+ (lesbian, gay, bisexual, 

transgender, queer, and other included identities) people and nurses and midwives caring for 

LGBTQ+ people, found that experiences varied when accessing midwifery care and there 

appear to be gaps in the development of cultural competence related to the healthcare needs 

of LGBTQ+ people (McCann et al., 2021; Permezel et al., 2023; Stewart and O’Reilly, 2017). 

Therefore, clear recommendations for maternity healthcare professionals and maternity 

healthcare providers in supporting LGBTQ+ parents are needed.  

Dahl et al. (2013) used a meta-ethnographic approach to review lesbian women’s experiences 

with healthcare providers in the birthing context. The review identified that experiences of 

covert homophobia can be subtle and hard to interpret, with overt homophobia often 

expressed through comments, gazes, and stereotypes. Mother’s felt that healthcare 

professionals needed to know more about lesbian life, but that curiosity should be carefully 

considered to ensure that mothers feel safe. Disclosure of sexual orientation was viewed as an 

important but risky action, unless the mothers were in control of how they shared this. 

Making co-mothers feel visible and legitimate parents was important, alongside being 

accepted as a couple and family unit. The review provides a useful synthesis of the research 

that was available up to May 2011. However, although small recommendations about ways to 
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improve lesbian mothers’ experiences are discussed, clear recommendations for maternity 

healthcare providers are not provided. Additionally, since 2011, 27 countries have legalised 

same-sex marriage (Pew Research Center, 2024) and alongside this there has been a rise in 

visibility of LGBTQ+ people (Hammack and Wignall, 2023). Therefore, the experiences 

identified in Dahl et al.’s (2013) may differ in recent research.  

Individuals and groups within the LGBTQ+ community may have different needs and 

requirements from healthcare professionals, such that recommendations which are broadly 

applied to providers of healthcare for the LGBTQ+ community may not always identify the 

specific needs of lesbian and bisexual mothers. Furthermore, the experiences of bisexual 

parents have often been ignored within parenting literature, even when a bisexual parent is in 

a same-sex relationship, and therefore, we might be missing the nuances of the biphobia that 

bisexual parents may experience from both heterosexual and LGBTQ+ communities (Bartelt 

et al., 2017; Todd et al., 2016). Therefore, the current review included all parents in same-sex 

female relationships, which includes both lesbian and bisexual mothers.  

The decision to complete a modified update of Dahl et al.’s (2013) review was to provide an 

updated synthesis of the research on the maternity care experiences of lesbian and bisexual 

women, which is relevant to the current laws and policies in place. Meta-ethnography is 

particularly suited to the development of theoretical understandings of a phenomenon (Sattar 

et al., 2021); however, the current synthesis does not aim to develop a theory, which has 

already been well explored in Dahl et al.’s (2013) review, but to synthesise current research to 

develop recommendations for care.  

The aim of the current review is to build on the findings of Dahl’s et al.’s (2013) paper by 

reviewing research literature on lesbian mothers’ experiences of healthcare in the birthing 

context but also to include the experience of all mothers in same-sex relationships and 
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throughout their maternity care experience. Therefore, the first aim of the current review was 

to explore and synthesise qualitative research about the experience of maternity care for 

lesbian and bisexual mothers. The second aim was to use the synthesis to provide 

recommendations to healthcare providers on how to support lesbian and bisexual mothers 

during their maternity experience. A statement of significance, see Table 1, provides a 

summary of the problem identified, what is already known, and what this paper adds. 

Table 1 

Statement of Significance  

Problem An updated review of lesbian and bisexual mothers’ 

experiences of maternity care is needed to understand current 

experiences and provide recommendations to maternity 

healthcare providers on supporting lesbian and bisexual 

mothers. 

What is already known? Lesbian mothers experience covert and overt homophobia 

during their maternity care journey. Curiosity and knowledge 

of lesbian life is important for healthcare professionals and 

disclosure of sexual orientation can feel risky. 

What this paper adds? Clear recommendations for maternity healthcare providers 

and healthcare professionals are provided. The paper also 

gives a more up to date representation of experiences. 

Disclosure of sexual orientation was viewed by the mothers 

as a chance for further acceptance. 
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Method 

Before starting the review, a study protocol was developed and registered with the University 

of York Centre for Reviews and Dissemination (PROSPERO; registration number 

CRD42024489670) and followed the Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses (PRISMA) guidelines (Appendix B; Page et al., 2021). 

Search Strategy 

Initially, the search strategy and inclusion and exclusion criteria of Dahl et al.’s (2013) review 

were considered and additions to include all mothers in same-sex relationships were added 

(detailed in Table 2). To ensure there was no overlap with the previous review, a systematic 

search of literature published after May 2011 was conducted. An initial search was completed 

in August 2024 and a further search to check for any new literature was completed in 

December 2024. The electronic databases searched were APA PsycInfo, CINAHL Ultimate, 

Medline Ultimate, Ovid Embase, and Web of science. Reference lists of papers that were 

assessed for eligibility at full text were also reviewed. 

Table 2 

Search Terms Used 

Key concept Search terms used 

Lesbian or bisexual female lesbian OR female homosexual OR same-sex female 

OR bisexual female 

Mother comother OR co-mother OR mother OR parent 

Maternity care maternal health services OR prenatal care OR postnatal 

care OR perinatal care OR childbirth OR delivery 

Methodology Qualitative OR mixed methods 
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Ethical Considerations 

The current study is a systematic review of published literature. The review required no 

recruitment or primary data collection and therefore, no specific ethical approval was 

required.  

Eligibility Criteria and Study Selection 

Articles were included if they met the following criteria: (1) they were qualitative or mixed-

method empirical studies looking at the maternity care experience of lesbian and bisexual 

mothers (2) they were published after May 2011, and (3) they were published in a peer-

reviewed journal. Articles were excluded if they: (1) only used a quantitative methodology, 

(2) were not an empirical research study in a peer-reviewed journal, (3) were a review paper, 

(4) the findings for lesbian and bisexual mothers were not presented separately from the 

findings of other LGBTQ+ parents, (5) the focus of the article was only on the experience of 

fertility services, (6) the focus was not on the wider maternity service experience, for 

example, where the focus was on a specific aspect of maternity care such as bereavement 

care. 

Records were independently screened by the first author (AH) against the inclusion and 

exclusion criteria and, if a record was excluded, a reason for this was noted. Each exclusion 

and inclusion decision were then independently checked by a second reviewer (EN or BB); 

any disagreements were discussed and a decision made.  

Quality Assessment 

There is a lack of consensus on the most appropriate critical appraisal tool for qualitative 

syntheses and some researchers argue that checklist tools can result in the application of 

quantitative understandings to judge qualitative research (Barbour, 2001; Hannes et al., 2010; 

Majid and Vanstone, 2018). Therefore, in line with moving away from a checklist approach, 
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studies were quality assessed using Stenfors et al. (2020) key criteria in evaluating the 

trustworthiness of qualitative research by AH; this was then reviewed by a second researcher 

(EN or BB). The key criteria consider the credibility, dependability, confirmability, 

transferability, and reflexivity of the research (see Appendix C). This approach allowed the 

research to be assessed within their theoretical and philosophical contexts and to consider 

how the findings can be applied (Stenfors et al., 2020). Rather than using a ‘yes’ or ‘no’ 

approach to whether the research met the criteria, written text was used to review how the 

research met the criteria and if there were any limitations. 

Data Extraction and Synthesis 

Data extraction and narrative synthesis was conducted following guidance from Popay et al. 

(2006). Data was extracted on study characteristics (author, date, country, data collection 

method, sample size, analysis method) and participant characteristics (age, ethnicity, age of 

children at time of research, birth or non-birth parent). The findings of the included studies 

were reviewed and any that were relevant to the current review’s aims were extracted into a 

table. Popay’s framework is traditionally used in systematic reviews aiming to synthesise 

evidence on the effects of interventions or the factors shaping the implementation of 

interventions, however it can be used for other types of review questions. Popay’s framework 

consists of four key components: 1) formulating a theory about how an intervention works, 

why, and for whom, 2) creating a preliminary synthesis of findings of included studies, 3) 

exploring relationships within and between the data, and 4) assessing the strength of the 

synthesis (Popay et al., 2006). The focus of the current review is not an intervention, and 

therefore, the theory formulation was developed using the findings from Dahl et al.’s (2013) 

review. As this review does not focus on an intervention, theory formulation was based on 

Dahl et al.’s (2013) findings. Relevant findings were reviewed alongside study characteristics 

and the bias assessment to identify influencing factors. Themes were then grouped to explore 
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relationships within and between studies. To assess synthesis strength, findings were 

compared with those of Dahl et al. (2013) and discussed in the final section. 

Results 

The initial search in August 2024 yielded 94 records and the search in December 2024 

yielded an additional five records which had been published since (see Figure 1). After 

removing 41 duplicates, the title and abstract of 58 papers were screened against the inclusion 

and exclusion criteria. This reduced the number of papers to 12, which were then subjected to 

full-text screening. The reference list of the 12 papers was also searched which added an 

additional two papers to the full-text screening. Ten papers met the inclusion criteria for the 

systematic review.  
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Figure 1 

PRISMA flow diagram updated from the December 2024 search 

 
 

 
 
 

 
 

 
 
 
 
 

 

Study and Participant Characteristics 

As shown in Table 3, most studies were conducted in regions which hold similar political, 

societal, and medical beliefs (Western Europe, North America, Australasia) and relied on 

interviews for data collection. Ril et al. (2024) used asynchronous methods via WhatsApp, 

allowing participants to respond when they were available. Hayman et al. (2013) combined 

story-sharing with semi-structured interviews and journalling, which included text, music, 

Records identified from: 
CINAHL Ultimate (n = 22) 
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Medline Ultimate (n = 26) 
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photos, and drawings. Qualitative analysis methods used varied: four studies used thematic 

analysis, two used a phenomenological approach, and one used grounded theory. Dos Santos 

et al. (2024) applied Geertz’s interpretative theory of culture to explore meaning through 

cultural diversity. Malmquist and Nelson (2014) used critical discursive psychology to 

analyse rhetorical language patterns. O’Neill et al. (2013) used a general inductive approach, 

coding transcripts into nine categories and refining them into themes. 

Few studies reported all their participant’s characteristics (see Table 4). Only three studies 

specified the ethnicity of all their participants. Six of the studies recruited both birth mothers 

and non-birth mothers and the other four recruited only non-birth mothers. There was a 

variety of age ranges of participants and age of their children. 

 

 

 

 

 



26 
 

Table 3 

Study characteristics  

Author (date) Country Data collection method Sample size Analysis Method 

Cherguit et al. 

(2013) 

United Kingdom Semi-structured interviews 10 Interpretative phenomenological 

analysis (IPA) 

Dahl and 

Malterud (2015) 

Norway Interviews 11 Thematic analysis 

Dos Santos et al. 

(2024) 

Brazil Interviews 10 Geertz’s Interpretative Theory of 

Culture was used as a theoretical 

framework for data interpretation 

Engström et al. 

(2018) 

Sweden Semi-structured interviews 20 Grounded theory 

Hayman et al. 

(2013)  

Australia Story sharing method, including semi-

structured interviews and journaling  

15 Thematic analysis 



27 
 

Malmquist and 

Nelson (2014) 

Sweden Semi-structured interviews 98 interviewees, 

51 interviews  

Critical discursive psychology 

McKelvey (2014) United States of 

America 

Interviews 10 Resissman’s thematic analysis 

O’Neill et al. 

(2013)  

New Zealand Semi-structured interviews 8 General inductive approach 

Ril et al. (2024) Brazil Asynchronous online interviews and 

asynchronous online focus group 

9 Thematic content analysis 

Wojnar and 

Katzenmeyer 

(2014) 

Pacific Northwest Semi-structured interviews 24 Colaizzi’s (1978) 

phenomenological approach 
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Table 4 

Participant Characteristics 

Author (date) Age Range 

(years) 

Ethnicity Age of Children Birth or non-birth mother 

Cherguit et al. (2013) 33 – 51 7 white 

1 Welsh 

1 British 

1 Anglo Indian 

0.5 to 6 years Non-birth mothers 

Dahl and Malterud (2015) 30 – 52 N/R N/R Non-birth mothers 

Dos Santos et al. (2024) 30 – 39 N/R N/R Both birth mother and non-birth 

mother 

Engström et al. (2018) 25 – 42 N/R 1 to 3 years 12 birth mothers 

8 non-birth mothers 

Hayman et al. (2013)  28 – 58 N/R 2 months to 10 years Both birth mother and non-birth 

mother 
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Malmquist and Nelson 

(2014) 

Mean age 

36 years 

Majority of interviewees were born 

in Sweden, a few had migrated 

from other European countries 

0 to 10 years Both birth mother and non-birth 

mother 

McKelvey (2014) 30 – 61 9 white 

1 African American 

20 months to 14 years Non-birth mothers 

O’Neill et al. (2013)  Early 30s to 

late 40s 

European descent 9 months to 12 years Both birth mother and non-birth 

mother 

Ril et al. (2024) N/R N/R N/R Both birth mother and non-birth 

mother 

Wojnar and Katzenmeyer 

(2014) 

28 - 48 20 white 

2 African American 

2 mixed ethnicity 

<2 years old Non-birth mothers 

N/R – Not reported 
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Quality Appraisal 

As detailed in Table 5, areas of strengths and weaknesses in relation to Stenfors et al.’s (2020) 

key criteria have been noted. All studies were deemed acceptable for inclusion as they 

demonstrated credibility, clearly described their methods and analysis, and presented their 

findings with quotes. Ril et al. (2024) did not separate their findings from the discussion 

section, limiting differentiation of their findings from other studies they discussed, but was 

deemed acceptable as they clearly differentiated the quotes they used in describing their 

findings. While not all papers showed strong reflexivity regarding the researcher’s role, it was 

acknowledged that this is not a primary focus in all qualitative methods. 
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Table 5 

Summary of Quality Assessment of Included Studies 

Author 

(date) 

Credibility Dependability Confirmability Transferability Reflexivity 

Cherguit et 

al. (2013) 

There is good 

alignment between the 

aim and the results. 

The authors have 

described the process 

in less detail, but this 

may be due to IPA 

being a more well-

known approach. There 

is less discussion for 

why the specific 

There is mention of the 

guidelines used to 

develop the research 

questions but little 

information about the 

questions used which 

would limit a 

researcher being able 

to replicate the design.  

There are detailed 

descriptions of the 

findings and quotes are 

provided for each point 

made.  

Current context of the 

National Health 

Service in the United 

Kingdom, with a clear 

outline of what is 

already known about 

the topic and what the 

study adds has been 

provided. There is 

recognition in the 

limitations that due to 

There is no mention of 

reflexivity during the 

research process. 
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method and data 

analysis were used.  

the change in 

legislation in the 

United Kingdom this 

might have affected 

some participant’s 

experiences. 

Dahl and 

Malterud 

(2015) 

Strong alignment. 

There is discussion of 

how the design and 

data collection links to 

the analysis approach.  

There are clear 

descriptions of how the 

analysis was 

completed. There is 

mention of the initial 

guiding question for 

interviews. 

There are detailed 

descriptions of the 

findings and quotes are 

provided for each point 

made. 

Demographics have 

been provided which 

add context, no 

ethnicity data was 

provided which limits 

contextual 

understandings. The 

findings are linked to 

current research within 

the area. 

There are reflections 

about the healthcare 

backgrounds of the 

authors, but further 

reflections of other 

intersectional identities 

or how this was 

considered during the 

research are not 

provided.  
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Dos Santos 

et al. (2024) 

Strong alignment. 

There is a clear 

justification for the 

design of the study and 

discussion of how the 

findings link to 

relevant research in the 

findings section.  

There are clear 

descriptions of how the 

analysis was completed 

and the frameworks 

used for this. There is 

mention of the initial 

guiding question for 

interviews.  

There are detailed 

descriptions of the 

findings and quotes are 

provided for each point 

made.  

Discussions of the 

current political 

climate in Brazil helps 

to develop a context 

for the research. There 

is discussion of the 

framework used during 

analysis and how this 

shaped the findings.  

Sociodemographic 

characteristics were 

reported for 

participants which 

allowed for the context 

of the participants to be 

developed. 

There is mention of the 

researcher’s reflective 

notes being used to aid 

analysis but no further 

information about how.  
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Engström et 

al. (2018) 

Strong alignment. 

Clear information 

about the steps taken 

within the Grounded 

theory approach. 

Discussion of the 

reasons for decisions 

about data collection 

and analysis methods 

have been provided.  

There is detailed 

information about the 

procedure and structure 

of the interviews. 

There are detailed 

descriptions of the 

findings and quotes are 

provided for each point 

made. 

Demographics have 

been provided which 

add context, no 

ethnicity data was 

provided which might 

limit contextual 

understandings. The 

study discusses the 

current legislative 

situation in Sweden to 

give further context.  

There is no mention of 

reflexivity during the 

research process. 

Hayman et 

al. (2013)  

The research paper is 

looking at specific 

findings within the 

wider findings of the 

research. Therefore, 

Information about the 

use of the story-sharing 

method and how this 

was used in interviews 

provided. Specific 

Quotes have been 

provided throughout 

the findings, however, 

there is not always a 

quote or journalling 

Demographics have 

been provided which 

add context, no 

ethnicity data was 

provided which might 

There is mention of the 

use of reflection and 

journalling from the 

researcher, but this is 

not explored further.  
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discussion of the data 

collection methods is 

broader than the 

specific findings 

discussed but there is 

alignment between the 

overall aim and data 

collection and analysis 

method.  

information about the 

journalling aspect of 

data collection has 

been provided.  

evidence for every 

point made. 

limit contextual 

understandings. There 

is not as much 

information about 

current political and 

legislative climate of 

the country where the 

research took place.  

Malmquist 

and Nelson 

(2014) 

Strong alignment. 

Discussion of why the 

specific analysis was 

used and how this links 

to the aims of the 

research. 

There is mention of the 

narrative interview 

approach but little 

information about the 

questions used which 

would limit a 

There are detailed 

descriptions of the 

findings and quotes are 

provided for each point 

made. 

Demographics have 

been provided which 

add context, no 

ethnicity data was 

provided which might 

limit contextual 

understandings. The 

There is no mention of 

reflexivity during the 

research process. 
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researcher being able 

to replicate the design.  

findings are linked to 

current research within 

the area. 

McKelvey 

(2014) 

Strong alignment. 

Discussion of why the 

specific analysis was 

used and how this links 

to the aims of the 

research. 

There is a good 

explanation of the 

analysis method and 

interview process.  

There are detailed 

descriptions of the 

findings and quotes are 

provided for each point 

made. 

Demographics have 

been provided which 

add context. The study 

discusses the current 

legislative situation in 

the United States of 

America to give further 

context. 

There is mention of the 

use of reflective 

processes but no clear 

reflections within the 

paper itself.  

O’Neill et al. 

(2013)  

Strong alignment. 

Discussion of why the 

specific analysis was 

used and how this links 

to the aims of the 

There is detailed 

information about the 

procedure and structure 

of the interviews. 

There is detailed 

There are detailed 

descriptions of the 

findings and quotes are 

provided for each point 

made. 

Demographics have 

been provided which 

add context, no 

ethnicity data was 

provided which limits 

There is clear 

information about how 

reflexivity was used 

during the research 

process, specific to the 
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research and relevant 

theory guiding the 

research. 

information about the 

data analysis.  

contextual 

understandings. The 

findings are linked to 

current research within 

the area. 

identity of the first 

author.  

Ril et al. 

(2024) 

Strong alignment. 

There were 

considerations of how 

the theory links with 

the findings, such as 

considering how 

cisheteronormativity is 

upheld within 

healthcare services and 

politics and how this 

leads to their findings 

The authors provided 

details for how 

decisions were made 

and how the analysis 

was completed, such as 

reasons why they used 

an asynchronous 

method of data 

collection. 

The authors have 

embedded quotes 

throughout the results 

section but did not 

separate their findings 

from the discussion, 

which at times has 

made it difficult to 

identify if they are 

original findings or 

The authors have 

discussed the context 

of the policies and 

legal bills within the 

country where the 

research took place. 

Sociodemographic 

characteristics were 

reported for 

participants which 

allowed for the context 

There is little mention 

of the researcher’s role 

within the research and 

of how reflexivity was 

embedded and 

supported in the 

research process. There 

are reflections about 

the methods used and 

how these supported 

participants’ 
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of institutional 

violence towards 

lesbian and bisexual 

mothers. 

findings of another 

research study. 

of the participants to be 

developed.  

engagement with the 

research.  

      

Wojnar and 

Katzenmeyer 

(2014) 

Strong alignment. The 

authors considered the 

reason for the research 

and gap in research 

knowledge. The 

approach allowed for 

reflexivity and 

considering whether 

the findings were 

reflective of experts in 

the area’s experiences.  

There is detailed 

information about the 

procedure and structure 

of the interviews.  

Quotes from the 

research are embedded 

within the article and a 

quote explaining each 

point is provided for 

each subtheme.  

There are links to the 

research within the 

discussion to consider 

the context the research 

was performed in. 

Findings were 

discussed with experts 

in the area to improve 

the contextualisation of 

the research. Ethnicity 

data was provided 

Discussion of how 

field notes were used to 

consider 

misinterpretation of 

data, and prolonged 

engagement with 

participants to reduce 

researcher bias. There 

is mention of the use of 

a self-reflective diary 

but not specific 
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which furthers 

contextualisation.  

reflections made by 

researchers.  
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Narrative Synthesis of Results 

From the final set of 10 studies, four topic areas were identified as important factors in the 

maternity care experience of lesbian and bisexual mothers and the main findings within them 

have been displayed in Table 6.  

Table 6 

Topic Areas and Main Findings of the Review 

Topic Areas Main findings Study  

Heteronormativity Experiencing heteronormative 

views and assumptions, being 

treated and viewed differently, 

expectations of how we will be 

treated, protecting myself and my 

partner, not being recognised as a 

mother or a couple, downplaying 

negative experiences 

Cherguit et al. (2013),  

Dahl and Malterud (2015), dos 

Santos et al. (2024), Engström 

et al. (2018), Hayman et al. 

(2013), Malmquist and Nelson 

(2014), McKelvey (2014), 

O’Neill et al. (2013), Ril et al. 

(2024), Wojnar and 

Katzenmeyer (2014) 

Acceptance and 

inclusion 

Being treated equally, being shown 

explicit acceptance 

Cherguit et al. (2013), Dahl and 

Malterud (2015), Malmquist 

and Nelson (2014), McKelvey 

(2014), O’Neill et al. (2013) 

Finding your own 

path 

Recognising others that have gone 

before us, feeling we are the first 

people to do this, finding your own 

way to be a mother 

Cherguit et al. (2013), Dahl and 

Malterud (2015), O’Neill et al. 

(2013) 
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Knowledge and 

power of 

professionals 

Having to explain to health 

professionals, being open about our 

sexual orientation, choosing or 

being forced to be ‘out’, the power 

of healthcare professionals 

Cherguit et al. (2013), Engström 

et al. (2018), Hayman et al. 

(2013), O’Neill et al. (2013), Ril 

et al. (2024) 

 

Heteronormativity 

All the studies found that heteronormativity within maternity care services impacted the 

experience of lesbian and bisexual mothers. Heteronormative views and assumptions were 

seen as barriers to having a good experience with healthcare professionals. As discussed in 

Ril et al. (2024), societal views of motherhood alongside a lack of inclusive language 

impacted the legitimacy mothers felt they had. 

There was no way to get a SUS [Brazil’s Unified Health System, Sistema Único de 

Saúde] card with the names of two mothers…I don’t know exactly how it is in the 

system, if the name is in the place for “Father” or if both are in the place for 

“Mother”, but we’re both there (Interview 2; Ril et al., 2024, p. 5) 

A lack of inclusive language was identified in many of the studies, and this represented 

heterocentricity being embedded throughout the maternity care systems, such as the lack of 

recognition of lesbian families in the literature provided (Cherguit et al., 2013). Dahl and 

Malterud (2015) also found that mothers wanted to be asked what they preferred to be called.  

In five of the studies, mothers described being treated and viewed differently (Cherguit et al., 

2013; Hayman et al., 2013; O’Neill et al., 2013; Ril et al., 2024; Wojnar and Katzenmeyer, 

2014). Wojnar and Katzenmeyer (2014) found that mothers felt both different and isolated at 
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points during their maternity journey and felt pressure to be “perfect” (p. 54), so they were 

not judged by healthcare professionals.  

Because we were different...I felt I had to be perfect...I dressed neatly and I was really 

supportive to my partner. I was afraid a nurse or a doctor would come into the room 

and judge that same-sex couples who decided to have babies are not good to each 

other or that I don’t know how to be a supportive partner in labor or postpartum 

period (Wojnar and Katzenmeyer, 2014, p. 54) 

Ril et al. (2024) described institutional violence that occurred because mothers were treated 

differently, such that one co-mother was unable to be present at her baby’s birth due to too 

many other professionals wanting to be there. Ril et al. (2024) suggested that the pregnant 

lesbian mother was seen as an experiment for the group to analyse out of curiosity. 

On the day of the birth, the students wanted to watch, as if it were different…they 

claimed there weren’t enough clothes in the surgical centre for me to wear, because 

they had two obstetricians, the nurse, the anaesthesiologist, and four residents in to 

watch. [...] (Interview 5; Ril et al., 2024, p. 7). 

In four of the studies, participants described the expectation that they would have a negative 

experience with healthcare professionals (Cherguit et al., 2013; Dahl and Malterud, 2015; 

Engström et al., 2018; Malmquist and Nelson, 2014). Cherguit et al. (2013) identified that 

when mothers had a positive experience, they were still concerned there might be underlying 

prejudice and discrimination that is not being presented.  

There was again no negativity there at all, certainly not to us um face to face (Susan; 

Cherguit et al., 2013, p. 1273) 
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Mothers in the studies described having low expectations to protect themselves from being 

hurt by discrimination and were surprised when they did not experience negativity (Engström 

et al., 2018).  

When you get something that says “Parents”, instead of “Mom and Dad”, you feel 

happy (Engström et al., 2018, p. 1447) 

When mothers did have good interactions with healthcare professionals, this was seen as 

having an eroding effect on the negative expectations they had of maternity care (Cherguit et 

al., 2013).  

Well legally we had to be treated, but in reality how would we be treated? I was quite 

nervous about that. I came away feeling a lot better with how lovely they were (Amy; 

Cherguit et al., 2013, p. 1272) 

Dahl and Malterud (2015) identified that the personal self-confidence of mothers and their 

lived experiences of being a lesbian or bisexual woman impacted their expectations of how 

they would be treated by healthcare professionals.  

My lesbian identity influences the encounters. However, it is difficult to know if the 

awkwardness you sometimes feel is inherent in yourself or within the person you are 

communicating with. (C-M 6; Dahl and Malterud, 2015, p. 170) 

Mothers took specific precautions to protect them from negative experiences, such as 

choosing a maternity provider that was known to be LGBTQ+ friendly or ‘screening’ services 

to see if they were accepting of lesbian and bisexual mothers before visiting them (dos Santos 

et al., 2024; Hayman et al., 2013; O’Neill et al., 2013).  

It was already a recommendation from someone, and from someone very close to the 

doctor, so we [...] didn’t have this barrier [...] of talking about the topic [double 
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motherhood], or suddenly encountering some prejudice and not being well received 

(Coral, 39, MN; dos Santos et al., 2024, p. 7) 

Mothers experienced their partnership being devalued and co-mothers experienced not being 

recognised as an equal mother (Dahl and Malterud, 2015; dos Santos et al., 2024; Hayman et 

al., 2013; Malmquist and Nelson, 2014; McKelvey, 2014; O’Neill et al., 2013; Ril et al., 

2024; Wojnar and Katzenmeyer, 2014). Dahl and Malterud (2015) found that co-mothers felt 

left out of the conversations about their baby and did not feel valued as a co-mother.  

‘Who’s the biological mother?’ he asked. When my wife said ‘It’s me’, he turned to 

her. That made me feel I was not equally important… (C-M 7; Dahl and Malterud, 

2015, p. 170) 

O’Neill et al. (2013) identified that devaluing the couple could be done through asking 

inappropriate questions and suggestions by healthcare professionals which led mothers to 

need to defend and justify their roles.  

At the hospital people were fine but abrupt. You know, they were kind of like, ‘OK, 

what are you doing with a baby? (Laura; O’Neill et al., 2013, p. 217) 

Malmquist and Nelson (2014) identified that many of the mothers downplayed their bad 

experiences and presented themselves as having a ‘just great’ experience. The mothers 

described their experiences positively even when they experienced discrimination, such as the 

quote below where Sandra initially states the staff had been “really good” (p. 65) but then 

goes on to discuss being excluded from a birth diploma and then adds that the staff told her in 

a “nice way” (p. 65).  

Sandra: [...] well the staff there were really good, I think, we were treated well. 

[Inaudible] and then they came in with this diploma, and explained that I couldn’t be 
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on it, uh, because I wasn’t a legal guardian or something…but they, they said, they 

said it in a nice way anyway (Malmquist and Nelson, 2014, p. 65) 

Acceptance and inclusion 

Five studies identified moments of explicit acceptance and inclusion (Cherguit et al., 2013; 

Dahl and Malterud, 2015; Malmquist and Nelson, 2014; McKelvey, 2014; O’Neill et al., 

2013). Mothers wanted to be treated equally and for both birth and non-birth mothers to be 

treated as a family unit. When both mothers were recognised, this served to create safety and 

trust in the healthcare professionals supporting them.  

They just treated me like Jes’s partner you know talking to me as much as they talked 

to her and treating me like an equal part (Maya; Cherguit et al., 2013, p. 1272) 

Explicit acknowledgement of the ‘lesbian family unit’ and acknowledging the co-mother’s 

presence was valued by both mothers (Cherguit et al., 2013). 

One sweet woman said something like ‘oh that’s really good, two women bringing up 

a baby’ (Ruksana; Cherguit et al., 2013, p. 1272) 

Factors that supported the mothers in feeling accepted and included were not referring to the 

“daddy” (O’Neill et al., 2013, p. 216) and including co-mothers in the care of baby (Cherguit 

et al., 2013; McKelvey, 2014). Additionally, a warm approach from healthcare professionals 

along with non-verbal cues such as eye contact and a friendly smile helped mothers to feel 

visible and accepted without focussing too much on their sexual orientation (Dahl and 

Malterud, 2015; O’Neill et al., 2013). The language healthcare professionals used was also a 

factor in whether the mothers felt accepted. For example, mothers in Dahl and Malterud’s 

(2015) study, acknowledged that phrases such as “both of you” (p. 170) created an inclusive 

atmosphere. Even when healthcare professionals did seem to struggle to find the right words, 
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if their overall attitude was perceived as inclusive, mothers felt accepted (Dahl and Malterud, 

2015).  

Finding your own path 

Cherguit et al. (2013) identified that mothers felt like they were in “unchartered territory” (p. 

1274) within maternity healthcare services and that they were “paving the way to visibility” 

(p. 1274). Mothers did not appear to know other families like theirs and did not see 

themselves represented in maternity spaces, and feeling like they were the first to charter this 

territory contributed to their own sense of invisibility and self-consciousness.  

Being two women together we were very open about attending the clinic, because 

again we thought ‘well you just don’t know if there’s anybody else thinking about 

doing this [trail blazing] (Amy; Cherguit et al., 2013, p. 1274) 

O’Neill et al. (2013) identified how some mothers recognised that “safe” (p. 216) responses 

they experienced from healthcare professionals had been influenced by the path already taken 

by other mothers. One mother described wanting to acknowledge the mothers that came 

before her and had resulted in change and acceptance of their identity as parents. 

And I think it’s really changing, the world actually. And I think we need to 

acknowledge people who have come before us (Alex; O’Neill et al., 2013, p. 216) 

In addition to the family unit’s experiences of walking what sometimes felt was an untrodden 

path, co-mothers in Dahl and Malterud’s (2015) study discussed finding their own identity. 

The co-mothers described not knowing what it was like to be a co-mother and that they had 

to find other ways to be a mother to their children differently than if they had given birth to 

the child themselves. Deciding what they wanted to be called was part of this journey, some 

of the co-mothers described ‘co-mother’ as being cold or a legal concept whereas others felt it 

was a better word than ‘partner’ as it implied motherhood.  
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So, co mother is…can be useful of course, but in many contexts it comes out 

unnatural, I think. Because a mom is a mom, and that’s it (C-M 4; Dahl and Malterud, 

2015, p. 171) 

Knowledge and power of professionals 

The knowledge and power that healthcare professionals held was identified within five of the 

studies (Cherguit et al., 2013; Engström et al., 2018; Hayman et al., 2013; O’Neill et al., 

2013; Ril et al., 2024). Mothers in Ril et al.’s (2024) study felt they were expected to explain 

how their pregnancy occurred and that professionals did not always appear to understand how 

they could have become pregnant. 

[...] we always had to tell the story, right? Of what was involved, that there were two 

mothers, and that the ovule was mine, everything was mine (interview 2; Ril et al., 

2024, p. 7) 

The lack of knowledge from healthcare professionals served to make mothers feel left out and 

their experiences of becoming pregnant to be un-recognised (Engström et al., 2018). 

They had very little knowledge of IVF and artificial insemination…it was probably the 

worst…you feel a little left out when they do not know what you went through 

(Engström et al., 2018, p. 1448) 

Mothers felt that the more open they were, the more acceptance they would see and therefore, 

the more knowledge healthcare professionals would have for future generations (Cherguit et 

al., 2013; Hayman et al., 2013). 

As consumers and as women we just have to keep voicing our needs and make sure 

that we don’t go back; we keep going forward and empowering ourselves in the 

system (Hayman et al., 2013, p. 124) 
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The mothers in O’Neill et al.’s (2013) study described feeling unable to challenge healthcare 

professionals due to the power that the healthcare professionals held in caring for them and 

their baby. Mothers relied on healthcare professionals for clear and honest information and 

when this was not given, feared the consequences of voicing their concerns.  

But it was just because [nurses] had so much power over our lives that really 

mattered… (Laura; O’Neill et al., 2013, p. 218) 

Some mothers decided to “go with the full disclosure” (p. 218) of their sexual orientation 

which was viewed as a way of reclaiming their personal power within what felt like a 

disempowering maternity care system (O’Neill et al., 2013).  

Discussion 

The first aim of the review was to synthesise current research about the experience of 

maternity care for lesbian and bisexual mothers. The review identified four topic areas of 

importance from the 10 studies identified: ‘heteronormativity’, ‘acceptance and inclusion’, 

‘finding your own path’, and ‘knowledge and power of professionals’. The second aim of the 

review was to provide recommendations for healthcare professionals and providers of 

maternity care, which are detailed below.  

As reported by both the Care Quality Commission (Care Quality Commission, 2024) and 

Combellick et al. (2023), the culture of care was often viewed as heteronormative by mothers 

(Cherguit et al., 2013; Dahl and Malterud, 2015; dos Santos et al., 2024; Engström et al., 

2018; Hayman et al., 2013; Malmquist and Nelson, 2014; McKelvey, 2014; O’Neill et al., 

2013; Ril et al., 2024; Wojnar and Katzenmeyer, 2014). Similar to the findings of McCann et 

al. (2021), Permezel et al. (2023), and Stewart and O’Reilly (2017), the lack of healthcare 

professionals’ development of cultural competence and knowledge of lesbian and bisexual 

mother’s experience, led to mothers feeling unseen and left out (Engström et al., 2018).  
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Many of the findings from Dahl et al. (2013) were mirrored within the current review, such as 

overt homophobia being expressed through inappropriate questions and suggestions (O’Neill 

et al., 2013). Furthering the original findings, homophobia and heteronormativity led to 

mothers feeling devalued as a family unit and as a mother (Dahl and Malterud, 2015; dos 

Santos et al., 2024; Hayman et al., 2013; Malmquist and Nelson, 2014; McKelvey, 2014; 

O’Neill et al., 2013; Ril et al., 2024; Wojnar and Katzenmeyer, 2014). Similar to Dahl et al.’s 

(2013) findings that curiosity should be carefully considered, mothers in Ril et al.’s (2024) 

study experienced curiosity as that of the medical team putting their own interests first and 

therefore, this was a barrier to co-mothers being able to attend the birth of their child. It may 

be that there is a difference between the curiosity of the mother’s individual experience, and 

medical curiosity which may feel more intrusive. Disclosure of sexual orientation was viewed 

as risky within Dahl et al.’s (2013) review, whereas in the current review was seen as a 

pathway to gaining more acceptance and helping further acceptance for future generations 

(Cherguit et al., 2013; Hayman et al., 2013). It may be that due to the changes in the legal 

systems that have happened since Dahl et al.’s (2013) review, that mothers felt more 

empowered as the risks may feel lower. However, further research specifically reviewing this 

change may help further this hypothesis.  

The existing research evidence is limited and employs a variety of qualitative methods from 

both culturally and systemically varied populations. Future research should aim to understand 

the impact of the legal changes and consider identity intersectionality. Future research should 

also report participant characteristics to support contextual understanding.Limitations 

The majority of studies within the review recruited participants from Western societies, and 

therefore, the synthesis lacks studies from non-Western societies where experiences may 

differ. Additionally, only three studies explicitly recorded the ethnicity of their participants 

(Cherguit et al., 2013; McKelvey, 2014; Wojnar and Katzenmeyer, 2014) and two others 
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described participants as mostly Swedish or European (Malmquist and Nelson, 2014; O’Neill 

et al., 2013). Therefore, a lack of ethnicity data, and the confirmed ethnicity being majority 

white, limits our findings’ generalisability to mothers not represented by the studies. The 

intersectionality of ethnicity, alongside sexual orientation, may be an additional factor in the 

experience that is not able to be represented within the current review. Furthermore, although 

all articles were published after significant legal and policy changes, the reported ages of 

children suggest that some participant’s maternity journey was prior to these changes, and 

therefore, we may not be seeing the full extent of experiences following the legal changes.  

The research group consisted of three people all with similar professional backgrounds within 

the United Kingdom’s National Health Service (clinical psychologist and trainee clinical 

psychologist) but different specialist areas, sexual orientations, and gender identities. This 

provided a variety of perspectives within the group and is a strength of the research, but it is 

possible that a research group with different professional backgrounds or only lesbian and 

bisexual researchers would have viewed the data differently. 

Recommendations 

The following recommendations have been made to help foster inclusive environments for 

lesbian and bisexual mothers. Please note, as detailed further in the limitations section, these 

recommendations have been developed from a small sample of studies from a broad 

population with a limited pool of data due to missing information. 

• For increased awareness of how heteronormative views and assumptions can present 

within maternity healthcare services. 

• For maternity healthcare professionals to access training on how they can challenge 

and reduce heteronormative views and assumptions within themselves and the wider 
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healthcare systems, such as providing literature which is inclusive of lesbian and 

bisexual family units.  

• For lesbian and bisexual mothers to be asked what they would like to be called, and 

their chosen names to be used throughout their care without the need for further 

questions.  

• To offer explicit acceptance to lesbian and bisexual mothers and recognise both 

mothers as parents within the family unit, this can be done through staff having a 

positive attitude toward mothers and using language which demonstrates this, such as 

“both of you”.  

• For professionals to be aware of the power they may hold in interactions with lesbian 

and bisexual mothers, and how this may disempower mothers in advocating and 

challenging non-inclusive care.  

Conclusion  

The review has identified important aspects of lesbian and bisexual mothers’ experiences of 

maternity healthcare services in the current context of same-sex marriage and parentage 

legality. Recommendations for maternity healthcare providers and professionals are provided; 

these aim to help develop more inclusive environments for lesbian and bisexual mothers.  
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Bridging Chapter 

The systematic review identified four key topic areas from the 10 studies identified. 

These were “heteronormativity”, “acceptance and inclusion”, “finding your own path”, and 

“knowledge and power of professionals”. Recommendations made by the systematic review 

include increased awareness of how heteronormative views and assumptions can be 

presented, for further education to be provided to maternity healthcare professionals on how 

they can challenge and reduce heteronormative views and assumptions, for the language used 

by services to reflect what lesbian and bisexual mothers wish to be called, for explicit 

acceptance to be offered, and for professionals to be aware of the power they hold in their 

interactions with mothers. Mothers expressed wanting to be viewed as equal mothers within 

the family unit; there was little consideration of how a birthing mother’s needs may differ 

from a non-birthing mother. This may reflect them not only experiencing a lack of equality 

but also that this can be indicative of heteronormative views and assumptions. It may be that 

equitable care, aimed at providing the care based on each mother’s individual needs whilst 

still acknowledging both mothers, could provide the equality that the mothers are seeking.  

LGBTQ+ parents may be more likely to have a baby admitted to a neonatal unit due 

to the diverse pathways they have to parenthood. LGBTQ+ parents are more likely to use 

assistive reproductive technology (ART) compared to cisgender heteronormative people as 

ART has enabled LGBTQ+ parents to overcome biological barriers to pregnancy (Raja et al., 

2022; Topper & Bauermeister, 2022). ART has been linked to a greater risk of baby needing 

additional support from a neonatal unit (Pontesilli et al., 2021; Qin et al., 2016; Scala et al., 

2018). However, as detailed in additional research, although there appears to be a link 

between ART, additional parental characteristics are likely to impact whether a baby is more 

likely to need admission to a neonatal unit (Liao et al., 2024; Pontesilli et al., 2021). 
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Therefore, it is crucial that not only should researchers consider the maternity care experience 

of LGBTQ+ parents, but also their experience of neonatal care.  

The majority of LGBTQ+ parents whose baby is admitted to a neonatal unit, will have 

had some interactions with maternity healthcare professionals during their perinatal journey. 

Therefore, understanding the maternity experience of parents, in the case of the current 

systematic review specifically lesbian and bisexual mothers, may help us to consider how 

their maternity experience shaped their neonatal experience. Recommendations of how to 

improve lesbian and bisexual mother’s experiences of maternity care may support their 

maternity care experience but may not always be appropriate or suitable to a neonatal setting. 

Therefore, further insight into LGBTQ+ parents’ experiences of neonatal care will support 

with the development of recommendations to help ensure that LGBTQ+ parents are 

appropriately supported throughout their perinatal journey.  
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“Oh, who’s the mum?”: A Thematic Analysis of the Neonatal Experience of 

Lesbian and Queer+ Parents 

Objective: The aim of the current research was to explore how LGBTQ+ parents 

experience neonatal units in the United Kingdom and how they feel their own sexual 

orientation and/or gender identity impacted this experience.  

Background: Admission of a baby to a neonatal unit for any reason can have negative 

psychological consequences for the parents, and parents whose baby was born 

prematurely experience increased rates of mental health difficulties. LGBTQ+ parents 

are more likely to experience discrimination and feel invalidated by care they receive. 

Receiving family-centred care can help parents feel respected and affirmed. However, 

much of the research of parents’ experiences has focused on cisgender parents who are 

in heterosexual relationships and there is little guidance for professionals supporting 

LGBTQ+ parents on neonatal units.  

Method: 12 parents identifying as lesbian and queer+ were interviewed about their 

experience of their baby being admitted to a neonatal unit. Interviews were recorded, 

transcribed, and analysed using thematic analysis.  

Results: The findings were separated into two meta-themes and the themes identified 

within the meta-theme, ‘experience as lesbian and queer+ parents in a neonatal unit’ are 

presented. Four themes were discussed: ‘real and perceived threats’, ‘adapting to a 

heteronormative world’, ‘positive experiences’, and ‘actions speak louder than words’.  

Conclusion: The current research contributes to an important gap in the literature. 

Recommendations for clinical practice have been made, including the use of inclusive 

language, and proactive actions.  

Keywords: neonatal, LGBTQ+, parent, qualitative, thematic analysis 
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Introduction 

Every year 1 in 11 babies are cared for in neonatal units in the United Kingdom (UK), 

for a variety of reasons such as prematurity, sepsis, or respiratory difficulties (Cleveland, 

2008; National Neonatal Audit Programme, 2023). There are three types of neonatal units in 

the UK: special care baby units, local neonatal units, and neonatal intensive care units (Bliss, 

2023). For the purposes of this research, the term neonatal unit will include all three types.  

An admission to a neonatal unit can negatively affect parents' mental health, with 

increased rates of psychological difficulties, and their bond with their baby, (Bry & Wigert, 

2019; Busse et al., 2013; Grunberg et al., 2019; Malouf et al., 2022). Obeidat et al. (2009) 

identified that the neonatal unit environment can be traumatic, as parents may witness 

distressing treatments and face repeated risks to their baby's health. 

Recently, a review by Yinger et al. (2024) into the experience of family centred care 

for LGBTQ+ parents in neonatal units examined the experiences of stigma, discrimination, 

resilience, and family-centred care. Most of the studies included in the review were not 

specific to the LGBTQ+ community and out of 150 overall participants across the studies, 

only 12 to 14 participants were LGBTQ+. Experiences of discrimination were identified in 

all the studies; however, it was recognised that some studies were completed prior to same-

sex marriage becoming legal and therefore, discrimination and fears of parental rights may 

differ currently. The review identified that family-centred care, even if not explicitly 

explored, was important in supporting parents to feel respected and affirmed. Due to such a 

limited number of LGBTQ+ participants within the studies, and many of the studies not being 

specifically LGBTQ+ focussed, Yinger et al. (2024) recognised the need for further research 

to take place to understand the experience of LGBTQ+ parents in neonatal units.  

In addition to the challenges faced by parents with a baby in neonatal care, research 

identified that lesbian mothers often feel pressured to repeatedly ‘come out’ to ensure both 
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mothers are acknowledged in medical decisions (McManus et al., 2006). A more recent meta-

ethnography found that disclosing sexual orientation can feel both important and risky, with a 

sense of control over the process needed to feel safe (Dahl et al., 2013). In neonatal units, 

where parents have limited control, the need to ‘come out’ may be particularly present and 

negative experiences with disclosure may affect how safe a parent feels leaving their baby in 

staff care. 

Regardless of their sexual orientation and/or gender identity, LGBTQ+ parents are 

more likely to experience stigma, and research shows this experience continues into 

healthcare settings (Mccrone, 2018). LGBTQ+ parents accessing healthcare for their children 

face assumptions of heterosexuality, heteronormative language, and a lack of recognition in 

administrative systems; there is also a desire for greater professional awareness of LGBTQ+ 

parenthood (Coulter-Thompson, 2023; Haugland et al., 2023; Kelsall-Knight, 2021). 

Additionally, LGBTQ+ parents can feel invalidated as a family unit which can be distressing 

for parents. There are different factors which impact how validated a parent feels which 

include: negative experiences connected to heteronormative and cisnormative assumptions 

about the parents’ relationship status, parental labels they choose, and preferred pronouns 

(Klittmark et al., 2023). The needs of the LGBTQ+ community will differ depending on their 

gender identity and sexual orientation, for example, in female same-sex couples, it is 

important to be recognised as a family of two equal mothers and the use of ‘partner’ or 

‘parent’ does not always allow for this recognition (Klittmark et al., 2023). Furthermore, non-

birthing mothers experience feeling between the roles of ‘mother’ and ‘father’ and they report 

a need for them to build their own identity as a parent (McKelvey, 2014). Qualitative 

research which is not specific to LGBTQ+ parents and does not specifically focus on their 

LGBTQ+ identity may therefore miss the subtleties of their experience, such as their 
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experience of being the ‘other mother’ (McKelvey, 2014) and therefore impact the usefulness 

of recommendations that may be made to neonatal services. 

Alongside limited research on LGBTQ+ parents' experiences, there is a lack of 

National Health Service (NHS) maternity and neonatal policies that address their need for 

tailored support. For example, NHS England’s resource pack for implementing better births 

does not mention LGBTQ+ parents (NHS England, 2017). This lack of inclusion, combined 

with limited research, may leave staff unsure about the specific support LGBTQ+ parents 

need and how to tailor their approach to LBTQ+ parents. 

The studies detailed above acknowledge the challenges parents face when their baby 

is admitted to a neonatal unit, however, the research primarily includes cisgender and 

heterosexual parents. The challenges identified in the literature discussed will likely be 

experienced by parents who are part of the LGBTQ+ community, however there may be 

additional challenges specific to this group of parents that have not previously been 

identified. To date, there is no empirical research that has aimed to specifically consider the 

experiences of LGBTQ+ parents in neonatal units. The aim of the current research was to 

explore how LGBTQ+ parents experience neonatal units and how they feel their own sexual 

orientation and/or gender identity impacted this experience. 

Method 

Participants 

As can be seen in Table 1, 12 parents whose baby had been admitted to a UK neonatal 

unit ranging from 10 days to 35 days (M= 19, SD = 8.77) were recruited. Of the 12 

participants, there were four couples, with each parent interviewed separately regardless of 

whether their partner was also involved in the study. Parents were interviewed separately to 

ensure that each parent had the opportunity to share their own story; their experience could be 

fully explored, and that there was homogeneity of interview types, such that there was not a 
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mixture of couple and individual interviews. In keeping with the ontological and 

epistemological approach, each parent’s experience is believed to be unique to them and 

therefore, interviewing parents allowed for each parent to reflect on their own experience 

(Blake et al., 2021). To be eligible for the study, participants had to be over 18 years old, 

fluent in English, a parent (birthing or non-birthing parent), identify as part of the LGBTQ+ 

community, and had a baby admitted to a UK neonatal unit for over seven days (within the 

last 10 years, but not more recently than 6 months).  

 

Table 1. Participant Demographics. 

Demographics Proportion n 

Who  

Birthing parent 7 

Non-birthing parent 5 

Age ranges  

25 – 31 3 

32 – 38 3 

39 – 45 6 

Ethnicity  

White British 11 

White Any Other Background 1 

Sexual Orientation  

Queer 4 

Bisexual 2 

Lesbian 5 

Pansexual 1 
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Gender Identity  

Woman 11 

Non-binary 1 

Gestation at time of birth  

28+1 to 32+0 weeks 1 

32+1 to 39+0 weeks 11 

Was baby a singleton?  

Yes 10 

No 2 

 

The decision to only include parent’s whose stay was over seven days was to support 

the richness of the data not only about their stay but also their interactions with staff and 

other parents, and a shorter stay may have meant parents did not have the opportunity for 

these interactions to take place. The project recruited to all parents within the LGBTQ+ 

community to begin to develop a baseline that further research could build on. Using 10 years 

as a cut-off was due to the last major legal milestone for the LGBTQ+ in England being in 

2013, when the Marriage (Same Sex Couples) Act was introduced (Marriage (Same Sex 

Couples) Act, 2013). This law altered the experience of LGBTQ+ parents (Teo et al., 2022) 

and is therefore, likely to have impacted upon any neonatal unit experiences. Although we 

aimed to recruit participants from all identities within the LGBTQ+ community, the majority 

of participants identified as female (n=11), and lesbian (n=5) or queer (n=4).  

The study excluded parents who had experienced a bereavement during their stay on a 

neonatal unit, as their experience would be somewhat different from a parent with a surviving 

baby. To ensure a minimum level of homogeneity, the unique experience of bereavement was 

unlikely to allow for this.  
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Prior to recruiting, the lead researcher (AH) met with two parents with experience of 

being an LGBTQ+ parent and having a baby admitted to a neonatal unit, to consider how 

recruitment would be undertaken and to collaboratively develop the semi-structured interview 

guide. 

Procedure 

Participants were recruited using posters (see Appendix E) on both social media and 

through LGBTQ+ and premature baby charities, such as BLISS and LGBT Mummies. 

Potential participants made contact with the lead researcher (AH) who provided them with a 

detailed participant information sheet (see Appendix F) to review before arranging the 

interview. It was made clear to participants that they could withdraw from the interview at 

any time up to two weeks after the interview date without consequences (although no 

participants did withdraw). Prior to the interview, participants were provided with an 

electronic consent form to sign (see Appendix G). Alongside the consent form, participants 

provided their demographic information (Appendix H, detailed in Table 1). A debrief letter 

(Appendix I) was also provided to participants following the interview which signposted to 

places parents could access support regarding the information discussed, and information on 

who to contact for further information or complaints about the study.  

Interviews were conducted online and recorded using Microsoft Teams. Microsoft 

Teams automated transcription was used and then reviewed by the lead researcher (AH). All 

interviews were conducted by the lead researcher (AH) and semi-structured interviews 

allowed for the flexibility to focus on topics that were meaningful to participants (see 

Appendix J; Kallio et al., 2016). The Information Power model was used throughout the 

research process to consider when the data collected held adequate information power 

(Malterud et al., 2016). The Information Power Model indicates that the more information a 

sample holds, the smaller the sample size is needed. The study had a broad aim, but 
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participants had highly specific characteristics; despite a limited theoretical background, 

interviews collected high quality information, and cross-case analysis was used to support 

recommendation development. Therefore, there it was decided once 12 participants were 

reached that the data collected held adequate information power.  

Ethical Considerations 

Ethical approval was gained from University of East Anglia Faculty of Medicine and 

Health Sciences Research Ethics Subcommittee on 12th January 2024 (ETH2324-0061; 

Appendix K) and a further amendment to include contacting additional charities to support 

with recruitment was approved on 26th April 2024 (ETH2324-2289*; see Appendix L). Due 

to the sensitive nature of the topics that would be discussed in the interviews participants 

were offered breaks or a pause during the interview and signposted to places they could 

receive support for some of the distressing topics parents might discuss. 

Theoretical and Analytic Approach 

A relativist ontological stance was employed (Moon & Blackman, 2014). In keeping 

with a relativist stance, the researcher took a subjectivist epistemological approach, assuming 

that meaning is developed by how an individual engages with and understands their world 

(Creswell & Creswell, 2017; Crotty, 1998). How this world is understood is based upon an 

individual’s cultural, historical and social perspectives (Moon & Blackman, 2014). These 

approaches are in line with the research as gender roles and heteronormative assumptions are 

often developed by how a person understands their world and is developed through societal, 

cultural, and historical perspectives. 

Reflexive Thematic Analysis (Braun & Clarke, 2006, 2019) was used as it allowed for 

the consideration of the researcher’s subjectivity within the data analysis, aligned with the 

epistemological approach of the research. The analysis involved six stages: familiarisation 

with the data, generating initial codes, colleting initial codes into potential themes, reviewing 
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the themes, generating a thematic ‘map’ of the data, and writing up. The research team met to 

review the themes developed by the lead researcher. NVivo 14 was used to support with the 

organisation of codes and themes. 

The lead researcher kept a reflective diary to explore ways in which their own lived 

experiences and perspectives might influence analysis. For example, the lead researcher is a 

member of the LGBTQ+ community and their own experience within services and in how 

they are perceived by society was reflected upon and discussed within the research team. 

Results 

As detailed in Figure 1, the findings have been separated into two meta-themes, 

‘experiences as parents in a neonatal unit’ and ‘experience as lesbian and queer+ parents in a 

neonatal unit’. The following results section discusses only those themes identified within the 

‘experience as lesbian and queer+ parents in a neonatal unit’ meta-theme. Four themes within 

this meta-theme were identified: ‘real and perceived threats’, ‘adapting to a heteronormative 

world’, ‘positive experiences’, and ‘actions speak louder than words’.  
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Figure 1. Thematic map. 

 

 

Real and perceived threats 

As the parents discussed their experiences within the neonatal units it became clear 

that they experienced real threats to how safe they felt, such as being treated differently, but 

also perceived threats to them and their baby’s safety.  

Being treated differently 

Parents noticed times where they were treated differently due to their gender and 

sexual orientation, and this impacted their feelings of trust towards staff. Experiences of 

being treated differently negatively impacted their expectations of how they would be treated 

in different situations. Many of these experiences were seen as an additional challenge on top 

of the already difficult experience of having a baby admitted to a neonatal unit. 
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P1: Nurses were obviously fine with me being bare-chested…but seemed to take a bit of issue 

with P1_Wife being so. When they wanted to take baby's temperature or count respirations 

they would sort of ‘oh’ and ‘ah’…in case there was a flash of breast from the non-feeding 

parent. 

P4: She went like ‘are you two sisters’ and we were like ‘no’ and she was like ‘you, you 

could be twins’…why that's your assumption with two people like sitting day and night 

around a baby…I’m having to deal with having to explain to someone that she's not my sister 

while this is going on, really sucked. 

Parents described feeling like they were being treated differently but there not always being 

‘hard evidence’ (P1) of this. They did not always experience overt homophobia, but all 

parents described experiencing assumptions made about who their baby's parents were. 

Participant 5 described these microaggressions as something you experienced every day as 

‘less of a uh, incident and more of just like a little pinprick’. Being treated differently wasn't 

always seen as a negative, with Participant 3 experiencing positive discrimination where her 

and her wife were able to both stay on the ward due to it being a ‘mum's only’ ward. Parents 

also developed ways to protect themselves from being treated differently such as being 

‘confident and…outspoken’ (P2) to ensure staff knew about their identity and to emphasise 

their parentage so it wasn’t questioned. 

Expectations about how I will be treated 

Alongside actually being treated differently, many of the parents expressed an 

expectation or fear that they would be treated differently, perceiving threats to their safety as 

lesbian and queer+ parents on the neonatal unit. Parents feared that they or their partner 

would be turned away or not recognised as an equal parent by staff. They would repeatedly 

‘out’ themselves to staff by always calling themselves the ‘other mother’ to present their 

parentage on entrance to the unit.  
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P1: Whether they would trust P1_wife’s answers to anything…are they gonna see P1_wife as 

an equal parent to me…I don't have anything explicit that said that they didn't…it's just a 

feeling…like you're not quite safe enough. 

P2: From the first time that I went on to the ward and every single time since then… I would 

say it's baby’s other mummy. 

Even parents who did not have negative experiences expected this and were relieved when 

they didn’t have a negative experience. 

P3: I imagine you probably hear a lot of negative ones. 

Parents acknowledged their lived experience as a lesbian or queer+ person impacted how 

they expected to be treated within the neonatal units. Non-birthing parents expressed fears 

they would be seen as ‘less than’ which came from their own feeling of contributing less to 

the conception of their baby.  

P8: You already feel less than like you contributed less, like you're gonna mean less, and, and 

you're gonna have to work 10 times harder…just to be mum. 

Safety of my baby in the context of my sexual orientation 

Parents experienced real and perceived threats as not only affecting their safety but 

also their baby’s safety. On experiencing a lack of inclusivity in the language of many 

hospital forms, such as only offering heteronormative choices/headings, and not feeling 

respected as a parent, they began to fear for the safety of their child. 

P8: When you feel like actually who you are…in that position isn't respected and isn't, isn't 

actually taken into consideration…you're just teetering on this edge of going do they respect 

me enough to look after my, my child.  

Adapting to a heteronormative world 
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Many of the real and perceived threats that parent’s experienced were due to 

heteronormative assumptions and being part of the LGBTQ+ community within a 

heteronormative society. Parents attempted to adapt to the neonatal environment both 

internally, by normalising and rationalising experiences, and externally, by recognising 

heteronormative language and adapting their own language to ‘fit’ heteronormative 

standards.  

Language 

Parents experienced language as not being inclusive of families that did not fit within 

a heteronormative viewpoint. Parents wanted to be called by their chosen names and felt 

validated when staff used these names. As well as feeling validated, witnessing staff use their 

chosen names helped their trust in staff to provide personalised care to their baby.  

P10: At HOSPITAL_A they seemed to pay attention, so we refer to ourselves as mama F and 

mama G and…quite a few of the nurses picked up on that…if they were speaking to BABY 

through the night. 

P5: …Staff who would be like, you know, but how are the mums today and you know that 

would be really validating in that moment. 

Alongside the experience of heteronormative assumptions, parents also appeared to use their 

language to challenge these assumptions by referring to themselves as the ‘other mother’ 

(P4). The term ‘other mother’ was used by both birthing and non-birthing parents, seemingly 

to challenge the heteronormative assumptions that they perceived staff would have. However, 

there was a devaluing nature to this phrase as it did not recognise them as an equal parent but 

the ‘other’ or secondary parent. 

P4: I can remember us both talking about how we both felt like that we were constantly 

saying I’m the other mother. 
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Both birthing and non-birthing parents described frustrations that most of the documentation 

did not allow for both parents to be called ‘mother’. When signing documents for the 

hospital, birthing parents could sign for ‘mother’, but non-birthing parents were often classed 

as ‘fathers’. Parents described these experiences as being a further frustration on top of all the 

worries they already had about their baby.  

P10: The things like the forms and stuff like that…it mustn't be nice for P10_PARTNER to 

have to cross dad off. 

P8: Repeatedly over and over every single form that I’m filling out is mother's name and 

father's name… then you almost feel like you're being bashed every time like you're filling 

out a form. 

During their maternity and neonatal experience, Participant 1 described feeling very 

uncomfortable with always being referred to as ‘mummy’ and that the experience of 

gendered care and gendered assumptions led them to realise they were non-binary. 

Experiencing gendered care created a sense of being less than other people and feeling it was 

‘dehumanising’. 

P1: Find it really like dehumanising and actually my experience going through maternity care 

and then the neonatal care is what led me to realise I’m nonbinary, because everything was so 

mummies this and ladies that. 

Normalising heteronormative experiences 

When talking about experiencing heteronormative assumptions many of the parents 

would normalise this experience by rationalising it or saying it isn't only something they 

experienced in the neonatal unit but something that happens in lots of different settings. By 

rationalising the heteronormative assumptions as not being specific to the neonatal unit, 
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parents protected the neonatal staff and seemed to forgive them for upholding the 

heteronormative assumptions that exists within society.  

P6: There was obviously like regularly there was “oh, who's the mum?” but that's I think you 

get that anyway [as] a gay parent you don't just get it in in terms of care you get it anywhere. 

Parents even blamed themselves for how they perceived situations by explaining that maybe 

it was their hormones or their internalised homophobia that impacted how safe they felt. By 

internalising the blame, parents presented themselves as the problem; this felt like a possible 

protective measure as the alternative to them being to blame was that society, which they do 

not have as much power to change, saw them as being outside of the norm.  

P11: I suppose my unconscious bias and my internalised [homophobia] probably…had more 

of an effect on me than actually anything else that happened. 

Parents themselves rationalised why they might not have experienced homophobia by 

describing how they might fit into the views and assumptions that a heteronormative world 

has of lesbian and queer+ relationships. 

P3: …It also helps that my, my wife does dress a little bit more masculine than, than feminine 

so…we're very obviously a gay couple. 

Positive experiences 

Some parents described very positive experiences of their baby’s admission to the 

neonatal unit and felt that they did not experience any negative responses to their sexual 

orientation. Emphasis was often given to it being a positive experience only on the neonatal 

unit, suggesting that their experiences elsewhere in healthcare services weren't always as 

positive. 

P3: We had a really, really more than positive experience of our sexuality there. 
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Through discussing positive experiences, parents would often point out the challenges that 

the NHS is experiencing, almost to emphasise the effort staff put into providing great care. 

P5: Such an amazing unit I’m sure doing its best with the resources they have. 

Actions speak louder than words 

Parents that experienced heteronormative language and assumptions described 

frustration when words did not lead to action. Some parents experienced a lack of 

acknowledgement of heteronormative language as representing a limited chance of services 

becoming more inclusive. 

P10: I think it would have been quite nice to just acknowledge like…we haven't had that 

happen before…we'll see what we can kind of do um to change things up. 

Parents perceived a lack of action as blaming and shaming them for choosing to be parents 

and the fault being placed on them as lesbian and queer+ parents rather than the fault of 

heteronormative assumptions.  

P2: There were two toilets…one of which had a sign on it saying um for use of mum's only 

and I was just like cool I’m a mum so I used [the] toilet several times and I got told off for 

doing so…they didn't then change the poster…it felt to me like once they'd spoken to me they 

then didn't feel the need to do the poster because they…found the culprit which was me. 

When positive action was seen, it helped soften the impact of the parents’ experiences of 

heteronormative experiences. Although, many of these positive actions still represented the 

presence of a heteronormative assumption, such as staff crossing out father and putting the 

parent’s name.  
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P4: What was good about that was as soon as someone picked up, they're like “oh my god 

we're so sorry” and they kind of got the, the card that was in his little incubator nest thing and 

they kind of like crossed out father and put mother and put P4_Partner's name on. 

When proactive actions were taken to ensure inclusivity for parents, parents appreciated it, 

and this helped them to feel validated as parents. These proactive actions provided safety for 

parents as it represented a correcting of the system itself rather than the parent being the 

problem.  

P12: Felt really good 'cause it…felt like they took care to communicate about the fact that 

we're two moms it felt good you know…it felt really nice to not have to have that 

conversation when everything else was going on. 

Discussion 

The current research identified four themes specific to the experience of lesbian and 

queer+ parents in the neonatal unit environment. Parents were acutely aware of both real 

threats and their perception of threats that could occur. They were consciously and 

unconsciously adapting themselves to fit in a heteronormative system. Some parents had very 

positive experiences of the neonatal units, however, their expectation that other parents might 

not have the same experience, reflected their fear of being discriminated against. The parents 

perceived proactive and reactive actions that staff took to make the environment more 

inclusive as positive and validating of their identities, and it was actions, rather than words, 

which made the most difference.  

Although Yinger et al. (2024) suggested that experiences of discrimination may not 

be as present due to same-sex marriage being legalised, many of the parents within the 

present study still feared they or their partner would be turned away or not recognised as 

equal. Whether this perceived threat developed into a real threat did not change the worries 

that parents had, and when parents did not have a bad experience there was often surprise in 
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not being discriminated against. It is understandable that parents who had experienced 

homophobia throughout their lives, as many LGBTQ+ people do (McManus et al., 2006), had 

an increased fear of being treated differently. 

Similar to the participants in Obeidat et al.’s (2009) study, the parents experienced 

lots of fear about their baby’s safety and perceived them to be at risk of harm if safe care was 

not provided. In addition to this fear, parents had the added fear of how their sexual 

orientation impacted their baby’s safety. Furthering the findings by Dahl et al. (2013) and 

McManus et al. (2006), of the lack of control parents may have when coming out and in the 

care of their baby, when parents experienced a lack of inclusivity relating to their sexual 

orientation, they began to fear for the safety of their child. The impact of not feeling safe as a 

lesbian and queer+ parent affected how much trust parents could place in staff, and this added 

to the distress parents experienced when leaving their baby in the care of staff.  

The use of language served to both validate and invalidate parents. As identified in 

the review by Yinger et al. (2024), care that is centred on the family, such as using the 

language that parents use to describe themselves, made parents feel validated in their identity. 

When parents perceived their chosen names as being used even if they were not present, it 

helped them to feel that their baby was safe and that they were respected as parents. Similar 

to Klittmark et al.’s (2023) findings, when parents experienced heteronormative assumptions, 

whether these were through professionals asking them who was the mum or in 

documentation, they felt invalidated as parents.  

Similar to the research by McKelvey (2014), some of the non-birthing parents 

appeared to not connect completely with the term ‘mother’ but also not connect with the term 

‘father’. Non-birthing parents felt they needed to work harder to be seen as an equal parent 

and during their neonatal experience began to build their own identity. Non-birthing parents 

being the first to visit baby on the neonatal unit, and being treated as an equal parent by staff, 
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helped them to feel validated and accepted as a parent. In some couples, both parents would 

call themselves the ‘other’ mother, which suggested a need to consistently ‘come out’ to 

ensure professionals viewed them both equally. There was a focus on equal parentage, which 

may suggest that in a neonatal setting, where the focus of care is on baby, both parents 

prioritise being equal in decision making and information sharing. Parents that recognised 

they were othering themselves, reflected on how doing this helped them develop their own 

identity as a parent (Klittmark et al., 2023), such as deciding what they wanted to be called.  

Parents perceived actions either proactively to make an environment more inclusive, 

or reactively to repair the ‘damage’ caused by a lack of inclusivity as important in them 

feeling safe as parents and feeling their baby was safe. Similar to the findings by Klittmark et 

al. (2023), a lack of proactive action felt blaming for parents and invalidated them as not only 

a parent but also as a family.  

Limitations and implications for future research 

All participants identified as white and therefore, the experience of parents of other 

ethnicities may differ from that presented. Future research should aim to recruit parents of all 

ethnicities and consider how the intersectionality of gender, sexual orientation, and ethnicity 

may impact experiences. Furthermore, although recruitment was aimed at LGBTQ+ parents, 

no male or transgender parents contacted the researcher with interest in the study. Future 

research should aim to recruit parents from other LGBTQ+ identities which may provide 

specific recommendations for these parents. Additionally, although there was a 10-year limit 

on a parent’s neonatal experience due to this being when the most recent significant legal 

changes happened, there is the possibility that parents were not able to recall all the details of 

their experience.  
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Recommendations for clinical practice 

As identified above, there is a lack of guidance on how to support and adapt care for 

LGBTQ+ parents in neonatal services. The researchers recognise that these recommendations 

have been developed through research with only lesbian and queer+ parents, and therefore, 

specific guidance for LGBTQ+ parents not represented by this study is still needed. In 

keeping with the epistemological and ontological stance, these recommendations should act 

to support a person-focused approach which recognises that each parent’s experience may 

differ. The following recommendations are made to help foster inclusive environments for 

parents:  

• The use of language to be inclusive and to consider the impact of a lack of 

inclusivity on LGBTQ+ parents. This might include having documentation that is 

universal for all parents or provides more open-ended choices (like parent’s 

preferred names). If it is not possible to change the documentation, recognising 

that it might not represent a parent, can foster safety.  

• Parents to be asked what they would like to be called and proactive actions to be 

taken to ensure their chosen names are used without the need to ask again.  

• Proactive actions to ensure inclusivity were appreciated by parents, but reactive 

actions also served to help foster safety.  

 

Declaration of Interest Statement 

AH and BB declare no potential competing interest. EN is employed by a healthcare 

trust and works as part of a Clinical Psychology Team in a neonatal unit. The Doctorate in 

Clinical Psychology at the University of East Anglia supported this study. 

 

 



82 
 

References 

Blake, S., Janssens, A., Ewing, J., & Barlow, A. (2021). Reflections on Joint and Individual 

Interviews With Couples: A Multi-Level Interview Mode. International Journal of 

Qualitative Methods, 20, 1-11. https://doi.org/10.1177/16094069211016733 

Bliss. (2023). What are the different levels of neonatal care? Bliss. 

https://www.bliss.org.uk/parents/in-hospital/about-neonatal-care/how-does-neonatal-

care-work 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research 

in Psychology, 3(2), 77–101. https://doi.org/10.1191/1478088706qp063oa 

Braun, V., & Clarke, V. (2019). Reflecting on reflexive thematic analysis. Qualitative 

Research in Sport, Exercise and Health, 11(4), 589–597. 

https://doi.org/10.1080/2159676X.2019.1628806 

Bry, A., & Wigert, H. (2019). Psychosocial support for parents of extremely preterm infants 

in neonatal intensive care: A qualitative interview study. BMC Psychology, 7(1), 76. 

https://doi.org/10.1186/s40359-019-0354-4 

Busse, M., Stromgren, K., Thorngate, L., & Thomas, K. A. (2013). Parents’ responses to 

stress in the neonatal intensive care unit. Critical Care Nurse, 33(4), 52–59; quiz 60. 

https://doi.org/10.4037/ccn2013715 

Cleveland, L. M. (2008). Parenting in the Neonatal Intensive Care Unit. Journal of Obstetric, 

Gynecologic, & Neonatal Nursing, 37(6), 666–691. https://doi.org/10.1111/j.1552-

6909.2008.00288.x 

Coulter-Thompson, E. I. (2023). Bias and Discrimination Against Lesbian, Gay, Bisexual, 

Transgender, and Queer Parents Accessing Care for Their Children: A Literature 

Review. Health Education & Behavior, 50(2), 181–192. 

https://doi.org/10.1177/10901981221148959 



83 
 

Creswell, J. W., & Creswell, J. D. (2017). Research Design (5th ed.). Sage. 

https://uk.sagepub.com/en-gb/eur/research-design/book255675 

Crotty, M. (1998). The Foundations of Social Research: Meaning and perspectives in the 

research process. Sage. https://uk.sagepub.com/en-gb/eur/the-foundations-of-social-

research/book207972 

Dahl, B., Fylkesnes, A. M., Sørlie, V., & Malterud, K. (2013). Lesbian women’s experiences 

with healthcare providers in the birthing context: A meta-ethnography. Midwifery, 

29(6), 674–681. cul. https://doi.org/10.1016/j.midw.2012.06.008 

Grunberg, V. A., Geller, P. A., Bonacquisti, A., & Patterson, C. A. (2019). NICU infant 

health severity and family outcomes: A systematic review of assessments and findings 

in psychosocial research. Journal of Perinatology, 39(2), Article 2. 

https://doi.org/10.1038/s41372-018-0282-9 

Haugland, C., Høgmo, B. K., & Bondas, T. E. (2023). LGBTQ+ Persons’ Experiences of 

Parenthood in the Context of Maternal and Child Health Care: A Meta-ethnography. 

Global Qualitative Nursing Research, 10, 23333936231181176. 

https://doi.org/10.1177/23333936231181176 

Kallio, H., Pietilä, A.-M., Johnson, M., & Kangasniemi, M. (2016). Systematic 

methodological review: Developing a framework for a qualitative semi-structured 

interview guide. Journal of Advanced Nursing, 72(12), 2954–2965. 

https://doi.org/10.1111/jan.13031 

Kelsall-Knight, L. (2021). Experiences of LGBT parents when accessing healthcare for their 

children: A literature review. Nursing Children and Young People, 37(3). 

https://doi.org/10.7748/ncyp.2021.e1346 



84 
 

Klittmark, S., Malmquist, A., Karlsson, G., Ulfsdotter, A., Grundström, H., & Nieminen, K. 

(2023). When complications arise during birth: LBTQ people’s experiences of care. 

Midwifery, 121, 103649. https://doi.org/10.1016/j.midw.2023.103649 

Malouf, R., Harrison, S., Burton, H. A. L., Gale, C., Stein, A., Franck, L. S., & Alderdice, F. 

(2022). Prevalence of anxiety and post-traumatic stress (PTS) among the parents of 

babies admitted to neonatal units: A systematic review and meta-analysis. 

EClinicalMedicine, 43, 101233. https://doi.org/10.1016/j.eclinm.2021.101233 

Malterud, K., Siersma, V. D., & Guassora, A. D. (2016). Sample Size in Qualitative 

Interview Studies: Guided by Information Power. Qualitative Health Research, 

26(13), 1753–1760. https://doi.org/10.1177/1049732315617444 

Marriage (Same Sex Couples) Act. (2013). King’s Printer of Acts of Parliament. 

https://www.legislation.gov.uk/ukpga/2013/30/contents/enacted/data.htm 

Mccrone, S. (2018). Lgbt Healthcare Disparities, Discrimination, and Societal Stigma: The 

Mental and Physical Health Risks Related to Sexual and/or Gender Minority Status. 

American Journal of Medical Research, 5(1), 91–96. 

https://doi.org/10.22381/AJMR5120189 

McKelvey, M. M. (2014). The Other Mother: A Narrative Analysis of the Postpartum 

Experiences of Nonbirth Lesbian Mothers. Advances in Nursing Science, 37(2), 101. 

https://doi.org/10.1097/ANS.0000000000000022 

McManus, A. J., Hunter, L. P., & Renn, H. (2006). Lesbian Experiences and Needs During 

Childbirth: Guidance for Health Care Providers. Journal of Obstetric, Gynecologic & 

Neonatal Nursing, 35(1), 13–23. https://doi.org/10.1111/j.1552-6909.2006.00008.x 

Moon, K., & Blackman, D. (2014). A Guide to Understanding Social Science Research for 

Natural Scientists: Social Science for Natural Scientists. Conservation Biology, 28(5), 

1167–1177. https://doi.org/10.1111/cobi.12326 



85 
 

National Neonatal Audit Programme. (2023). Your baby’s care: Measuring standards and 

improving neonatal care. https://www.rcpch.ac.uk/sites/default/files/2019-

12/rcpch_nnap_parent_carer_report_2019_digital.pdf 

NHS England. (2017). Implementing Better Births: A resource pack for Local Maternity 

Systems. https://www.england.nhs.uk/publication/local-maternity-systems-resource-

pack/ 

Obeidat, H. M., Bond, E. A., & Callister, L. C. (2009). The parental experience of having an 

infant in the newborn intensive care unit. The Journal of Perinatal Education, 18(3), 

23–29. https://doi.org/10.1624/105812409X461199 

Teo, C., Metheny, N., & Chum, A. (2022). Family support modifies the effect of changes to 

same-sex marriage legislation on LGB mental health: Evidence from a UK cohort 

study. European Journal of Public Health, 32(1), 35–40. 

https://doi.org/10.1093/eurpub/ckab139 

Yinger, O. S., Jones, A., Fallin-Bennett, K., Gibbs, C., & Farr, R. H. (2024). Family-Centered 

Care for LGBTQ+ Parents of Infants in the Neonatal Intensive Care Unit: An 

Integrative Review. Children (Basel, Switzerland), 11(6), 615. 

https://doi.org/10.3390/children11060615 

 

 

 

 

 

 

 



86 
 

 

 

 

Chapter 5: Extended Methodology 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



87 
 

Extended Methodology 

The following additional chapter aims to supplement the methods section of the 

empirical paper. The rationale for methodology, quality of analysis, and ethical considerations 

will be discussed in further detail. 

Rationale for Methodology 

Rationale for a Qualitative Framework 

The aim of the current research was to explore how LGBTQ+ parents experience 

neonatal units and how they feel their own sexual orientation and/or gender identity impacted 

this experience. As discussed within the introduction of the empirical paper, there is no 

published literature exploring only the experience of LGBTQ+ parents. Qualitative research 

allows participants to talk about their experience and can sometimes lead to learning more 

than what the research set out to discover (Hammarberg et al., 2016), therefore, with such 

little research existing within the topic area, using qualitative methodology allowed for 

participants to emphasise the areas that were important to them.  

LGBTQ+ parents experience stigma not only in medical settings but throughout their 

interactions with society (Mccrone, 2018). Although the empirical research project did not 

specifically focus on the parents’ experiences of stigma, structural and institutional stigma 

can be perpetuated through policies, legislation and systems that exist, such as maternity and 

neonatal services using heteronormative language within their literature or only having the 

option of ‘mother and father’ on documentation (Bos et al., 2013; Stutterheim & Ratcliffe, 

2021). Stutterheim and Ratcliffe (2021) considered how qualitative research can support in 

understanding and addressing stigma. They claimed that because stigmatisation is complex, 

qualitative research can capture the rich and contextualised diversity of how stigma is 

experienced and allows for social context to be considered. Additionally, qualitative research 
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allows for meaningful engagement with communities, and it gives voices to those that may be 

unheard or silenced as well as ensuring future research questions and study designs are 

informed by the lived experiences of people with a stigmatised identity (Hayre & Muller, 

2019; Hennink et al., 2010). Through using a qualitative framework to explore the experience 

of LGBTQ+ parents, the research allowed LGBTQ+ parents to have a voice and for their 

lived experience to help develop recommendations that they themselves identified. A 

qualitative methodology also allows for social context to be considered and reflected upon by 

the author and research team.  

Ontology and Epistemology 

The author’s ontological stance is relativist, where reality is mentally constructed by 

each individual person (Moon & Blackman, 2014). Therefore, reality is a subjective 

experience and rather than two people just experiencing the world differently, it is that their 

worlds are different (Bayley, 1995; Stajduhar et al., 2001). This ontological stance fits with 

the research, as realities for each person can change because they are affected by the person’s 

cultural and historical experiences (Crotty, 1998). Therefore, the reality of one LGBTQ+ 

parent will differ from another LGBTQ+ parent based on their own lived experiences. By 

exploring each parent’s experience, we can develop a tentative understanding of these 

experiences whilst still considering the subjective nature of each parent and the person-

focused care that is needed to support each parent’s reality.  

The author’s epistemological stance is subjectivist; therefore, knowledge depends on 

how people may perceive and understand their reality (Moon & Blackman, 2014). A 

subjectivist stance recognises that reality is pluralistic, where it can be expressed through 

different systems, and plastic, reality can be shaped to fit a purpose (Moon & Blackman, 

2014). Subjectivist research is useful in identifying how a person’s experience shapes their 
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perception of the world, for example, how a parent’s experience with staff on the neonatal 

unit shapes the perception of their reality.  

The ontological and epistemological stance were crucial throughout the research, they 

influenced the methodological approach taken, how the data was collected, and analysis 

approach. For example, through asking questions that varied between understanding 

experiences and understanding a parent’s reality, the author was able to begin to subjectively 

understand how a parent had created their reality. Additionally, the decision to interview each 

parent individually, regardless of whether their partner was also a participant, meant the 

author was able to hear from each individual about their reality and how their individual 

experiences shaped this. Parents seemed to, quite naturally, discuss their own lived 

experience of being part of the LGBTQ+ community which allowed for further understanding 

of how their experiences have shaped their reality.  

Rationale for Reflexive Thematic Analysis 

Thematic analysis is a method that allows a researcher to identify, analyse, and then 

interpret themes within qualitative data (Clarke & Braun, 2017). Reflexive thematic analysis 

is the approach that Braun and Clarke developed, which emphasises that the researcher’s 

subjectivity is crucial as an analytic resource, along with their reflections when engaging in 

the research process (Braun & Clarke, 2021a). Theoretical frameworks are a valuable tool in 

qualitative research; they draw upon existing knowledge and the researcher’s epistemological 

position to provide a clear lens for how the study processes the data (Collins & Stockton, 

2018). Reflexive thematic analysis is flexible and can be guided by different theoretical 

stances (Braun & Clarke, 2021a). The flexibility of reflexive thematic analysis means it can 

suit a critical stance (Braun et al., 2015), such as the relativist stance taken within the current 

research study. The reflexive thematic analysis approach highlights the researcher’s role in 
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the production of knowledge, with the researcher actively engaging with and interpretating 

the data (Braun & Clarke, 2019). Through the researcher engaging with the data, the themes 

developed are subjected to the researcher’s own theoretical assumptions. This approach fits 

within a relativist stance whereby individuals, including the researcher, create their own 

reality based on their lived experience (Patton, 2002). 

Reflexive thematic analysis is also flexible to the heterogeneity of the participant 

characteristics, which suites the aim of the research to explore the experience of LGBTQ+ 

parents. The use of an alternative approach, such as interpretative phenomenological analysis 

would require a much more homogenous sample to allow for an in-depth analysis of each 

case (Smith, 1996; Smith et al., 2021).  

Semi-Structured Interview Topic Guide 

The topic guide was developed in collaboration with both a parent with neonatal 

experience and a parent who identified as part of the LGBTQ+ community. Furthermore, the 

research team included two staff members with experience as clinical psychologists within 

neonatal services (EN and BB). The decision to work in collaboration with a parent with one 

of each identity (having neonatal experience or being part of the LGBTQ+ community) 

allowed for these parents to engage in the development of the guide without excluding them 

from later eligible participation. 

An initial topic guide was developed by the research team and then feedback from the 

parents was sought. Their feedback included adding in a question asking about experiences 

with other parents, and probing questions about accommodation and travel to the neonatal 

unit. Prior to involving parents in the topic guide, a payment policy was developed using the 

NIHR guidance (National Institute for Health and Care Research, 2022) alongside 

consideration of the financial limitations of the budget available. It was agreed by the 
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research team that parents involved in reviewing the topic guide would be paid £10 using an 

e-gift card that could be spent at a variety of outlets.  

The Quality of Analysis 

Framework for Qualitative Research 

Yardley’s (2000) characteristics of good qualitative research were used to ensure good 

validity of the research. 

Sensitivity to context 

The author ensured that existing theoretical and empirical literature was considered, 

and the context of such literature is reflected upon within the introduction. For example, 

considering the literature on parent’s experiences of their baby being admitted to a neonatal 

unit alongside the relevant literature on LGBTQ+ parents’ experiences of maternity care. The 

author showed sensitivity to context by considering the perspective and socio-cultural context 

of participants; by keeping a reflective diary the author was able to consider how their own 

characteristics impacted their engagement with the research, such as being part of the 

LGBTQ+ community, but not being a parent. Furthermore, the relativist and subjectivist 

stance of the author supported the sensitivity to context as it allowed for a reflective approach 

to be taken throughout the research process and these reflections to include considerations of 

the context of the researcher and the participants (further reflections detailed below). The 

author ensured the analysis showed sensitivity to the data through re-engaging with the 

dataset throughout the analysis and sharing reflections with the research team to allow for 

discussions of how the author’s characteristics may have impacted their interpretations.  

Commitment and rigour 

To ensure commitment to the research the author continued to engage with the dataset 

throughout analysis, making sure to go back to the transcripts when writing the manuscript to 
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check understanding and inform how the research was presented. Furthermore, to ensure that 

the research recruited enough participants to be able to provide the recommendations as 

detailed in the aims of the manuscript, information power instead of saturation was used. 

Deciding when to stop recruiting using data saturation may not be useful within reflexive 

thematic analysis as it suggests that saturation is objective and that there is no other 

information that can be gained from further recruitment (Braun & Clarke, 2021b; LaDonna et 

al., 2021). Additionally, a relativist and subjectivist stance indicate that as each person’s 

reality differs, each participant will be able to provide valuable insight into their own 

experience.  

As discussed in the manuscript, information power was used to inform when 

recruitment would stop (Malterud et al., 2016). Information power acknowledges that the 

more information participants hold which are relevant to the research, the lower the number 

of participants is needed for the study. As detailed in Figure 1, information power considers 

five areas which can impact the sample size required, these are aim, specificity, theory, 

dialogue, and analysis. The current study had a broad aim, but the participants held 

characteristics that were highly specific to the research; there is not a large theoretical 

background to the research topic, but interviews provided large quantity and good quality 

levels of information, and the analysis was cross-case to support with developing 

recommendations. As acknowledged within the limitations, although the aim was to interview 

parents with a variety of LGBTQ+ identities, the study did not do this. Therefore, a decision 

was made to stop recruitment once the author had “heard enough” instead of “heard it all” in 

relation to the LGBTQ+ identities that were represented within the participants (LaDonna et 

al., 2021, p. 608; Morse, 2015). The author decided they had “heard enough” once there was 

significant repetition in the findings from each interview and it was felt that although more 
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interviews would likely lead to more information, that this would not significantly alter the 

overall findings.  

Figure 1. 

Information power: items and dimensions (Malterud et al., 2016, p. 1756) 

 

Transparency and coherence 

To ensure transparency and coherence, the data analysis method of Reflexive 

Thematic Analysis was carefully chosen to fit within the ontological and epistemological 

stance of the author, along with the ensuring it met the aims of the research, as detailed in the 

above discussions. Quotations were embedded and included throughout the results section to 

provide a clear and transparent analysis. Due to the word limit of the chosen submission 

journal, and the richness of the data, the findings were split into those specific to lesbian and 

queer+ parents and findings relevant to all parents. Although this has limited the transparency 
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within the empirical paper, an alternative journal with a larger word count, but not as closely 

related to the topic, might be less accessible to staff working within neonatal units. The 

thematic map has been included within the manuscript to present the themes that could not be 

discussed within the empirical research paper to help assist with the transparency.  

A reflective journal was used to consider how the author’s personal characteristics and 

lived experiences influenced the analysis and interpretation. There was limited space to 

discuss reflective journal content within the manuscript, however, this was acknowledged 

within the manuscript and further reflections are detailed below.  

Impact and importance 

The empirical paper has presented the impact and importance throughout the 

manuscript. The recommendations section allows for direct professional implications to be 

considered by healthcare professionals and healthcare providers. The findings have been 

discussed within the context of relevant literature which has allowed for the novel findings to 

be presented and linked to relevant literature. Throughout the research process, the author 

was contacted by healthcare professionals who were interested in the findings and how they 

can adapt their practice to meet the needs of LGBTQ+ participants and discussions of 

dissemination alongside publishing the empirical study are ongoing. The recommendations 

will support these professionals in evaluating their own practice and the practice of their 

service.  

The Reflexive Thematic Analysis Process 

Braun and Clarke’s (2019) reflexive thematic analysis approach were followed, along 

with their six-stage guidance for thematic analysis (Braun & Clarke, 2006). The worked 

example of Braun and Clarke’s approach was also reviewed as a helpful example of how the 

six stages may be presented and how one can move through the stages in a non-linear fashion 
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(Byrne, 2022). AH familiarised themselves with the data, they reviewed the transcripts that 

were automatically created by Microsoft Teams; this involved first re-listening to the 

recording and then checking the transcripts against the recording and making any wording 

changes required. The author then listened to the recording with the transcript visible a 

second time to ensure that all inflections, breaks, pauses, and tones had been recorded (Braun 

& Clarke, 2013). Any identifiable information was also removed during this process.  

Once transcripts had been completed and reviewed sufficiently, these were uploaded 

to NVivo 14, and each was coded line by line by AH. The research aims were held in mind 

during this process, along with the researchers’ relativist and subjectivist stance. In line with 

this stance the author used an inductive approach where the data was open-coded to represent 

the meaning identified (Braun & Clarke, 2013; Byrne, 2022). Although an inductive approach 

was taken, researchers make assumptions and interpretations that reflect their own 

experiences and personal characteristics as they actively engage with the research (Braun & 

Clarke, 2019). Interpretations and assumptions made by AH were recorded in their reflective 

diary and then discussed during supervision. Once all the transcripts had been coded, they 

were reviewed to consider whether any newer codes might apply, and to ensure there was 

consistency throughout the coding process; see Appendix M for an extract from a coded 

transcript.  

When the codes were collated, these were discussed by the research team and often, 

the original transcript was reviewed to provide contextual information and allow for 

reflections of why AH used a specific code. For example, the code “safety of baby” was felt 

to encapsulate how safe parent’s felt their baby was in the care of staff but also how safe they 

felt in caring for their baby. The codes were then merged and renamed individually by AH 

and discussed within supervision. Initial themes emerged from the codes and were discussed 

with the research team, and reflections of how AH made sense of the data was considered. As 
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themes emerged, AH drew out thematic maps to reflect on the relationships between the 

themes and visualise the ‘story’ the data created. Appendix N demonstrates an example of 

how themes were initially developed around “safety of baby” and “safety of the parents”, and 

how through discussions in supervision, “loss” was identified as thematically unique from 

these. The theme “trust” was initially identified but through reviewing the transcripts and 

engaging with the dataset, this was absorbed into the final themes.  

Supervision 

Once the research supervisors for the thesis project had been confirmed, an initial 

meeting took place to agree upon supervision requirements. AH was provided with at least 

monthly supervision for the majority of the research, if this was not possible due to sickness 

or leave, AH was able to access support via email from the supervision team. Regular 

supervision, along with contact via email, ensured that all members of the research team were 

kept up to date with the current stage of the project. Supervision offered the opportunity to 

reflect on the stage of the research but also on the impact the research had personally, as well 

as providing space to discuss practical aspects of the research. The research supervisors 

offered advice and guidance within the areas of qualitative research and neonatal services. 

The supervisors’ experiences of research, their own personal characteristics, and their work 

within neonatal services provided the opportunity to discuss different viewpoints of the data 

and during data analysis, to reformulate and reconsider codes and themes. Records of 

supervision meetings were completed by AH and saved in a shared document which all 

members of the research team had access to. A draft of each chapter of the thesis portfolio 

was read by both research supervisors and their feedback was used to refine the final drafts.  

Reflective Journal 
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 AH kept a reflective journal throughout the research process, from the point of writing 

the ethics application through to completion of analysis. An example extract from the 

reflective journal can be seen in Appendix O. The reflective journal assisted with the 

reflexivity of the research and allowed AH to consider how their own values, opinions, and 

assumptions impacted how they engaged with the research (Braun & Clarke, 2019, 2022). 

From a subjectivist stance, the subjectivity of a researcher cannot be neutralised or explained 

away, and the reflective journal allowed AH to use their subjective reflections as an asset with 

which to consider their own participation throughout the research process (Olmos-Vega et al., 

2023) 

Ethical Considerations 

As detailed in the empirical paper, ethical approval was gained from University of 

East Anglia (UEA) Faculty of Medicine and Health Sciences Research Ethics Subcommittee 

on 12th January 2024 (ETH2324-0061, Appendix K). A further amendment to include 

contacting additional charities to support with recruitment, and adaptation of the poster to 

meet the size requirements of Instagram, was approved on 26th April 2024 (ETH2324-2289*, 

Appendix L) following limited recruitment from the single charity (Bliss). This was reflected 

upon within the researcher’s reflective diary and will be discussed further within Chapter 7 of 

the thesis portfolio. Adapting the poster was recommended by Bliss following their approval 

to post and it was decided that this poster would be used when contacting the additional 

charities.  

Informed Consent 

Participants emailed AH to express interest and were given 72 hours to read the 

participant information sheet (PIS; Appendix F) before booking in an interview time and 

being sent the electronic consent form (Appendix G). Participants were given the opportunity 
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to ask questions about the research prior to providing consent to ensure that consent was fully 

informed. Participants were made aware via the PIS and electronic consent form, as well as 

being reminded at interview, and in the debrief sheet (Appendix I) that they could withdraw 

at any point up to two weeks after their interview.  

Confidentiality 

Participants were made aware via the PIS and reminded at the start of the interview 

that any information they share would be confidential, unless it was deemed that they or 

another person were at risk of harm. It was explained to participants that if the researcher felt 

that confidentiality would need to be broken, that they would be informed unless the 

researcher deemed this to increase the risk of harm. Fortunately, no issues where 

confidentiality would have needed to be broken arose.  

As detailed in the empirical paper, all interviews were conducted virtually and 

recorded using Microsoft Teams. AH was the interviewer for all the interviews and these 

were conducted in a private space in their home. Some participants had their baby with them 

in the room and a discussion was had prior to the start of recording the interview about times 

that participants may need to pause to take care of their baby. Participants were reassured that 

the researcher was happy to pause the interview if they needed to care for their baby and that 

this was not an inconvenience to the researcher.  

The interviews were transcribed by the Microsoft Teams’ automatic transcription 

software. Any identifiable information from the transcripts were removed by AH once these 

were downloaded. Participants were informed via the debrief sheet and at the end of the 

interview that they could request their transcript be sent to them to review, however, no 

participants asked for this. It was understood that as the participants all had caring 

responsibilities, and that they could not be reimbursed for reviewing the transcript, that 
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participants may not wish to do this. Relevant identifiable information was gathered via the 

demographic form (Appendix H).  

One participant identified as non-binary at the time of their participation but had 

identified as a woman during their pregnancy. It was agreed that they would report their 

gender identity as the one they currently identify with, and following discussions within 

supervision, they were contacted to check whether they consented to this being discussed 

within the findings. During their interview they had explained how a gendered maternity and 

neonatal experience had impacted how they viewed their own gender, and they did consent to 

this being discussed in the final empirical paper. Additional consent was deemed necessary 

due to the participants already sitting within a minority group and discussing this specific 

participant’s gender experiences was felt to make the group even smaller. Further discussion 

with this participant also included checking how they would like to be referred to, such as 

‘spouse’ instead of ‘wife’, and the pronouns they wished the researcher to use for them. It 

was important to include participants in the discussion of how they wish to be described and 

the language they want the researcher to use due to the value that language holds for 

members of the LGBTQ+ community (Lewis & Reynolds, 2021). 

Data Storage 

All data for the research were stored on a password protected UEA OneDrive. 

Consent forms were stored in a separate folder to minimise the risk of matching identifiable 

information to the study data.  

All the interviews were audio and video recorded using Microsoft Teams and these, 

along with the automatic transcripts that Microsoft Teams develops, were saved immediately 

in the OneDrive folder. When Microsoft Teams creates the recordings and transcriptions these 

appear in the chat function of the meeting, once the recordings and transcripts were 
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downloaded, the chat was deleted. Once the transcript was finalised, the recording was 

deleted from OneDrive.  

In accordance with UEA’s Information Classification and Data Management Policy 

(2018), all information was shared between the authors via OneDrive, access was restricted to 

only those with authorisation by the data owner (AH). Regarding the collection, storage, 

processing, and disclosure of personal information, all authors complied with the regulations 

outlined by the General Data Protection Regulation (Data Protection Act, 2018). In line with 

UEA’s Research Data Management Policy (2022), data from this research will be stored in 

the UEA data repository securely and destroyed 10 years after the study has ended.  

Potential Burden to Participants  

The PIS outlined the scope and expectations of the research to ensure participants 

were aware of both the possible benefits and disadvantages of taking part in the study. A 

potential disadvantage of taking part was that participants might experience distress when 

talking about their experiences; to ensure participants were supported with this they were 

provided with signposting for relevant support via the debrief sheet. Additionally, participants 

were reminded that if they did not wish to talk about a specific topic they did not have to, and 

that information shared was confidential.  

Time taken for the interview was also identified as a potential burden, especially 

given the caring responsibilities that participants held. Therefore, as a token of appreciation 

and as a thank you for their time, each participant was offered a £10 e-gift card, which was 

emailed to them after the interview along with the debrief sheet. Consideration of the 

financial limitations of the budget available to the research team meant that payment was not 

able to reach the standards set by the NIHR (2022), but it was felt that in line with recent 
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research about the importance of paying research participants, that some payment should still 

be made (Grady, 2019; Head, 2009).  
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Additional Results 

As detailed in Figure 1, the findings have been separated into two meta-themes, 

“experiences as parents in a neonatal unit” and “experience as lesbian and queer+ parents in a 

neonatal unit”. The meta-theme encompassing the experiences as lesbian and queer+ parents 

in a neonatal unit, has been presented in the empirical research paper (Chapter 4). This 

decision was made due to the limited word count of the journal and that findings relating to 

lesbian and queer+ parents are novel within the research area. The following additional 

results section discusses only those themes identified within the “experience as parents in a 

neonatal unit” meta-theme. Two themes within this meta-theme were identified: “Safety and 

Care”, and “Loss”.  

 

Figure 1 

Thematic map 
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Safety and Care 

As parents discussed their experiences within the neonatal units, it became clear that 

the safety of their baby was incredibly important to them and that how safe they felt in the 

care provided to them, self-care, and in the care provided to them as parents, impacted how 

safe they felt in caring for their baby.  

The care provided to my baby 

How parents perceived the care that was provided to their baby, was crucial to how 

safe parents felt their baby was in the neonatal unit. Parents deemed care that was similar to 

how they would have cared for baby outside of the unit, as an important factor in this 

perception. Staff that went “the extra mile” (P8) to what parents expected care to be like, was 

a strong indicator for how safe parents felt baby was. How parents decided what “the extra 

mile” (P8) looked like was often informed by their experiences of other healthcare services. 

They would care for them…more like than a patient relationship, so you know they 

would sing to them, they would talk about how cute they were …they hadn't become 

like kind of dead (P9) 

Interactions with staff impacted how parents felt about the care that was provided to their 

baby. Staff that connected and built relationships with parents were deemed as more 

trustworthy than staff that did not develop a connection. 

Think it impacted how we felt about how much they care, like of course I don't doubt 

that they don't care, you know the nurses are amazing, what they do like I, I couldn't 

do it, but at HOSPITAL_A you kind of felt like you had that emotional connection to 

them and they knew about you so you're leaving your baby with them and they know 

who you are, whereas HOSPITAL_B's I wouldn't even necessarily be confident if 

they knew our names (P10) 
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Parent’s perceived staff that came across as “human” (P9) as more trustworthy and therefore, 

that their baby was safer. Parents wanted to be able to see how important their baby was to 

staff and when parents could see the connection that staff had with the babies, it served to 

build their sense of safety. 

There was actually two deaths of babies when we were on the on the ward as well, 

and if you could see the effect that it had on the staff and it was just like heart 

breaking, but also just like it was so endearing to see them affected by, by something 

like that rather than just thinking oh, this is just another part of the day (P9) 

Parents faced further challenges during the COVID-19 pandemic when masks impacted the 

connections parents could make with staff and therefore, how much they trusted them.  

But also, you can't see if they are actually being more hostile, so it kind of works in 

both, both directions…you can't tell their intention um, so it did make that harder (P1) 

How much information was shared by staff impacted how much parents felt they could trust 

staff to care for their baby. The sharing of information by staff also helped parents to feel 

involved in their baby's care. 

Feel like as much information as they were able to share about the baby, they were 

sharing…mean the nurses were all, I thought, really great um, in terms of just 

communicating you know what they're doing, what's happening, also you know just 

helping with some basic stuff (P12) 

How safe I felt caring for my baby 

How safe parents felt on the neonatal units impacted how much they trusted 

themselves to care for their baby. Many parents were required to complete a checklist whilst 

on the neonatal unit. The checklist was perceived as either a lack of trust from staff in your 
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ability to care for baby, or as an opportunity to provide care and to feel empowered to care for 

your baby alongside staff. For some parents who had older children and who felt they already 

had experience caring for a baby, the checklist was seen as an additional burden placed on 

parents. Many of the first-time parents viewed the checklist as the opportunity to be 

supported with learning things that they would otherwise have had to learn on their own, such 

as having the opportunity to ask questions to staff whilst learning how to put a nappy on their 

baby.  

We had to follow this like booklet to prove we could do all this stuff, like to prove we 

could do tube feeding…it was like nobody else has to do this stuff [why] have I got to 

do it (P6) 

I learned to look after my baby surrounded by nurses…I learnt it with the safety of the 

nurses being there, you know, so whatever I was doing they were there to help me and 

to show me how to do it and if I was unsure, I could ask again (P7) 

The care provided to me 

Both birthing and non-birthing parents reflected on the psychological impact that having a 

baby admitted to a neonatal unit had on them and described feeling alone during their baby’s 

neonatal stay. Parents recognised that they wanted staff to focus on caring for their baby and 

that the focus of the service was primarily their baby’s care, but that they themselves needed 

care as well.  

They're there to care for the babies, they're not there to care for the parents, but there 

was nobody to care for us (P1) 

Non-birthing parents described often choosing to prioritise the care of their partner and baby 

over the care that was provided to them. They described feeling “torn” (P9) between caring 

for baby and caring for their partner. Non-birthing parents felt they needed to communicate to 
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their partner the details of care provided to baby, almost to reassure their partner that baby 

was safe. This process of trying to be “strong for everybody” (P9) and striving to do 

everything that they felt was required of them often came at the detriment of their own mental 

health.  

I just was felt very torn in like three directions and felt as if I had to be like 

advocating for the boys with the staff and yeah I think it was just like the holding it in, 

um, and being strong for everybody…we don't know in hindsight whether it was the 

best for my mental health, but at the time I felt like I felt like I was on it (P9) 

Parents felt that even if support had been offered to them, it would have been difficult to 

access it because they wanting to spend as much time as possible with their baby. Parents 

perceived support not being offered as due to external factors, somewhat protecting staff from 

their criticisms about a lack of support.  

So we never got the thing like there was there was all these posters about like there's a 

there's a family liaison support work, or something like that, and they'll talk to you 

about your care plan and how you how you're going to leave and…we never had any 

of that because I think people kept thinking oh they're going to be gone before you 

know it (P4) 

For some parents, the support they received from family and friends was a protective factor in 

helping them to feel cared for. It seemed that although parents wanted to feel cared for by the 

neonatal service, being cared about by others helped them to celebrate the positive moments 

in what was described as an experience of extreme “stress” (P1). Many parents felt pressure 

to share how their baby was doing with family and friends and had to balance wanting to 

spend time with their baby, with updating others about their baby’s health. When the pressure 

to update others was taken off them, as in the example below where family set up a 



108 
 

communal group chat and the parents didn’t need to update everyone individually, parents 

felt able to share the ‘smaller’ details and celebrate the ‘smaller’ milestones.  

There was like a big sort of communal online celebration at moments where things 

were moving forward and stuff which felt really good (P5) 

Parents focussed so much on the safety of their baby, that they often needed explicit 

permission from staff to care for themselves. Parents feared judgement from staff about how 

often they visited their baby; so, when explicit permission was given to care for themselves it 

was perceived as recognition and validation from staff about their ability as parents. 

She was the one that would turn around and be like guys just go home and get some 

sleep…it was recognised very, very early on that we were there for, for a very, very 

long time and um yeah for them to witness that we having a particularly teary or, or, 

or sad time and them to be like go home and have some rest that was that was nice 

(P3) 

Parents were not always aware of the expectations that staff had of how long they needed to 

stay on the unit and what they needed to do. Explicit permission from staff also provided 

parents with an understanding of the expectations staff had of them.  

Where they were like right you need to know go and have you, have to go and have 

your lunch now and it's ok you can leave him with us, but that took a while for us to it 

wasn't explicit at the beginning (P5) 

Parents also feared judgement from staff about how well they cared for their baby and when 

judgements of others were made or witnessed, this served as evidence that staff might be 

judging them. 
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There was definitely conversations that happened between nurses that about parents 

which were, you would think that's not appropriate (P11) 

Loss 

Parents described a sense of loss of the many aspects of parenting they expected to 

experience. The loss they experienced impacted their wellbeing and continued to impact them 

even after their baby had been discharged from the neonatal unit. 

Uncertainty and loss of control  

Parents experienced lots of uncertainty during their baby’s admission to a neonatal 

unit. This uncertainty and loss of control often led to fears and doubts that information was 

being hidden from them about their baby’s health.  

They're like oh, you know, that he's gonna be ready to go by the end of tomorrow I 

think and when that doesn't happen it actually makes you more worried because 

you're like, oh, like he's not perform, like he's not developing in the way that they 

were expecting, is there something even more sinister and wrong with him (P4) 

The fear that information was being withheld led some parents to attempt to regain control 

through requesting lots of information or “sneaking” (P11) a look at medical information that 

wasn't always provided to them. 

I think it was like we were looking at the blood sugars all the time, like how, what was 

that blood sugar, what was that blood sugar, and we were sneaking and looking at 

them (P11) 

The loss of control was viewed as overwhelming for many of the parents. Some of the 

parents struggled to recollect aspects of their experience and perceived this to be due to how 

overwhelming the situation was. There was also a sense that because much of the decision 
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making had been taken out of their hands, that they did not always remember as they didn’t 

make the decision themselves.  

I can't remember asking anything, which is very unlike me, which makes me think 

was I just in shock and I wasn't actually saying much (P9) 

The lack of control around discharge from the unit was perceived by some parents as 

evidence that they were not fit parents and that they could not provide the care that baby 

needed at home. The neonatal unit was perceived as somewhere that parents did not choose to 

go to and at times, did not have the power to leave. The neonatal unit was somewhere they 

needed to be but not somewhere they wanted to be. 

It's a bit like an indeterminate prison sentence, like you don't really know when your 

child can go home (P6) 

The loss of control in caring for their baby, was often combined with uncertainties about the 

care provided to them as parents. Uncertainties about accommodation were often ongoing 

throughout their baby’s admission and were viewed as another stressor on top of all the 

concerns parents already had about their baby.  

There's definitely like politics around that in the hospital, but really early on someone 

in neonatal was like try and stay in the postnatal ward as much as you can because 

otherwise you'll be like travelling in and we were like oh my god, we didn't even 

realise that we she would get discharged while the baby was still in the hospital and 

she was trying to breastfeed (P5) 

Parents were not always provided with information about accommodation. This meant they 

had to figure out how to continue to have access to accommodation in the hospital, by 

emphasising birthing parent’s postnatal needs, or how they would travel to and from the 

hospital if they were discharged before their baby. 
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Loss of being able to provide the care we want to 

Parents felt unable to provide the care that they had always assumed they would be 

able to give their baby. At times, birthing parents prioritised being able to go see their baby 

over their own health needs, parents viewed this as a “maternal instinct” (P12) which they 

were not always able to follow. 

I literally couldn't stand up, so at that point it became the mission to stand up and to 

get what everything out so I, I was just kind of pestering the doctors to keep check 

keep checking me I want…all this out as soon as possible so I can go (P11) 

Parents experienced feelings of guilt when they were not able to provide the care they wanted 

to give their baby. Parents had built an idea of how they would care for their baby and the 

things they would do to ensure their baby felt safe, such as always responding when their 

baby cried. When they could not provide the level of care they had always planned to, parents 

criticised themselves.  

That was very difficult to know that, you know, there was times overnight that we 

weren't there, and she was crying for us, you know, you wouldn't that's, that was really 

really difficult (P11) 

Parents needed to balance the care that their baby needed with the care they wanted to 

provide to their baby. When distressing procedures were necessary for their baby’s health, 

parents criticised themselves for not being able to protect their baby. Witnessing distressing 

procedures led to fears about how the “trauma” (P11) would impact their baby during their 

life within and outside of the neonatal unit.  

I sat in that room, and I watched two junior people tried to put a cannula in her arm 

for way over an hour and she screamed, and she screamed, and I didn't want to get in 

the way, and I just stayed back (P11) 
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Loss of the ‘normal’ experience 

Parents described how they imagined being a parent would be and the experiences 

they would like to have shared with their baby, and the difference in the reality of what 

parenting looked like whilst their baby was admitted to the neonatal unit. Witnessing other 

parents experience the ‘normal’ events was distressing for parents and continued even after 

they were discharged from the neonatal unit. 

What I struggled with a bit more at HOSPITAL_A was you could see people leaving 

the hospital with their babies, not directly from NICU [neonatal intensive care 

unit]…but from the room that I was in when I was staying in there you were directly 

like looking at the path of people carrying their new babies out in their car seats the 

mum's still waddling (P10) 

Parents appreciated when staff recognised the loss they were experiencing. Parent’s had little 

control over how much of the ‘normal’ experience they could have, so when staff helped 

protect them from witnessing others ‘normal’ experience, it served to validate the parents’ 

emotions about this loss. 

They thought it would be fairer to give me my own room…which I thought was really 

good because it would have been difficult for me being around mom, new moms with 

their babies (P7) 

Losing the ‘normal’ experience was perceived as a barrier to parents’ ability to bond with 

their baby. Non-birthing parents who were able to have the bonding experience earlier than 

their partners felt guilty, not only about being able to be with baby but that they were 

experiencing those first moments with their baby and their partner was not. 

I was spending all this time bonding with my son doing the skin-to-skin, 

P8_PARTNER hadn't got that opportunity and it felt really foreign to me because she 
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had in my head like, she had carried him and she had, she had done all that and it was 

kind of like I just saw her, I felt bad, I felt guilty (P8) 

When staff supported parents to bond with their baby and allowed for some of those shared 

moments to occur, it helped foster safety in parents trust of staff but also soften the guilt that 

parents experienced. 

The other thing we got offered which was lovely…at the start is they gave us a…cloth 

triangle for BABY and for me um, so like she slept with hers and I slept with mine 

and then we swapped them over each night, that was so lovely (P7) 

Parent described an ongoing fear that not being able to bond in the ‘normal’ way would 

impact their future relationship with their child. Parents acknowledged that some education 

from the neonatal service about bonding and normalising those fears would have helped 

reduce this. 

I was a bit worried about whether she would have a negative relationship with me or 

she wouldn't bond properly, and I think that some psychoeducation for parents just 

like normalising that, would be really useful (P6) 

Loss of who I am 

 Parents felt de-prioritised by services and that their needs were lesser than their 

baby’s. Parents recognised that they prioritised their baby’s needs above their own but when 

this was done by services this triggered a fear that they would not receive the care they 

needed.  

Who I was as a person didn't exist you just become mummy, you're just mummy 

how's baby, mummy how's baby um, and even like when I was experiencing 
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symptoms um, it the first thing would be well let's check baby and I’m like but hang 

on I don't feel well (P1) 

Many of the birthing parents described the care after they gave birth as worse than whilst they 

were pregnant. They perceived this as meaning their bodies were more important when they 

were pregnant than after and when care was not provided, that they meant less as a person 

once they had given birth. 

As soon as the baby was out, out of me, I felt like it was like a handmaid's tale, it felt 

like I was just a vessel and the baby was out of me, now the baby's in special care 

you've done your job, and I literally felt like a piece of trash (P4) 
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Overall Discussion and Critical Evaluation 

This thesis portfolio has explored how lesbian, bisexual and queer+ parents 

experience maternity and neonatal services; the final chapter summarises the main findings of 

the empirical paper and the systematic review and provides an evaluation of the findings. 

Clinical implications and future research are also considered.  

Summary of the Main Findings 

Systematic Review 

The systematic review aimed to synthesise current research about the experience of 

maternity care for lesbian and bisexual mothers and to provide recommendations for 

healthcare professionals and providers of maternity care. Ten studies using a variety of 

qualitative methodologies were included in the review. The review identified four topic areas 

of importance from the studies identified: “heteronormativity”, “acceptance and inclusion”, 

“finding your own path”, and “knowledge and power of professionals”.  

The first topic area, “heteronormativity”, highlighted the mothers’ experiences of 

heteronormative views and assumptions, as well as their expectations and reality of being 

treated and viewed differently. The culture of care was often viewed as heteronormative by 

the mothers which has been reflected in both the Care Quality Commission report (2024) and 

Combellick et al.’s (2023) research. Mothers did not always feel recognised as a couple, and 

non-birthing mothers did not always feel recognised as a mother. Mothers felt the need to 

protect themselves and their partner, as well as downplaying negative experiences during 

their maternity journey.  

The second topic area, “acceptance and inclusion”, recognised when mothers felt they 

were treated equally and the importance of being shown explicit acceptance. “Finding your 

own path”, the third topic area, acknowledged the parents that had paved the way for the 
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mothers, whilst also including the feeling that mothers had of being the first parents to walk 

this path. Non-birthing mothers also described how they were finding their own way to be a 

mother.  

The final topic area, “knowledge and power of professionals”, described the mothers 

experience of having to explain to healthcare professionals their relationship as well as the 

balance between wanting to be open about their sexual orientation and whether this was a 

choice to voice or being forced to be ‘out’. This topic area also acknowledged the power that 

healthcare professionals hold during their interactions with the mothers.  

Many of the findings mirrored those that were found in Dahl et al.’s (2013) review 

and furthered the original findings that homophobia and heteronormativity led to mothers 

feeling devalued not only as a family unit but also as a mother. The power that healthcare 

professionals hold, alongside their curiosity about the mothers as identified by Dahl et al. 

(2013), was identified as a barrier to care and inclusion. In contrast with Dahl et al.’s (2013) 

findings that disclosure of sexual orientation being viewed as risky, many of the mothers in 

the current review saw disclosure as a pathway to gaining more acceptance and in furthering 

acceptance for future generations.  

Recommendations for healthcare professionals and healthcare providers included an 

increased awareness of how heteronormative views and assumptions can be presented within 

maternity services and for further training to be provided for healthcare professionals on how 

they can challenge and reduce heteronormative views and assumptions within themselves and 

the wider healthcare system. Additionally, for considerations of language use in the literature 

provided by maternity services and interactions with parents, such as asking mothers what 

they would like to be called, and to offer explicit acceptance to the mothers individually and 

as a family unit.  
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Empirical Research  

The empirical research provided novel findings in an area not previously explored. 

Twelve parents who identify as lesbian and queer+ and whose baby(s) had been admitted to a 

neonatal unit were interviewed to gain further understanding of their experiences and how 

they perceived their sexuality and/or gender impacted this. Reflexive thematic analysis 

(Braun & Clarke, 2019) was used to analyse the interview, and resulted in two meta-themes, 

one with two themes and the other with four themes. The findings were separated so that the 

novel meta-theme closely linked to the parents’ experiences as lesbian and queer+ parents 

were discussed in the empirical paper, and the second meta-theme which encapsulated 

broader neonatal experiences discussed in the additional results chapter.  

The meta-theme of “experience as lesbian and queer+ parents in a neonatal unit” 

included four themes. The first theme, “real and perceived threats”, was made up of three 

subthemes: “being treated differently”, “expectations about how I will be treated”, and 

“safety of my baby in the context of my sexual orientation”. Parents were acutely aware of 

both real threats to their baby’s safety, and their perception of threats that could occur. These 

included fears that their baby would be cared for differently due to their own sexual 

orientation. Many of the parents provided the context of their lived experience of being 

lesbian and queer+ and their experiences of overt and covert homophobia, similarly to that 

identified in McManus et al. (2006), increased the fear they had of being treated differently. 

Similar to findings by Dahl et al. (2013) and McManus et al. (2006), when parents 

experienced a lack of inclusivity, this increased their fears about the safety of their baby.  

The second theme, “adapting to a heteronormative world”, was made up of two 

subthemes: “language”, and “normalising heteronormative experiences”. The parents 

experienced language as not being inclusive of their family unit and the language often 
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served to further heteronormative assumptions about what family units look like. Parents 

described wanting to be asked what they would like to be called and that the experience of 

heteronormative language served as a further frustration in addition to the worries they 

already had about their baby. Many of the parents would normalise heteronormative 

encounters by explaining that they experience heteronormative assumptions in all aspects of 

their lives, seemingly protecting and forgiving neonatal staff. Parents at times blamed 

themselves for the way they perceived situations and when they experienced positive 

interactions would rationalise this through a heteronormative lens. As identified in the review 

by Yinger et al. (2024) and similar to Klittmark et al.’s (2023) findings, a lack of inclusive 

language served to invalidate the parents’ identities.  

The third and fourth themes, “positive experiences” and “actions speak louder than 

words”, recognised the positive experiences that parents had and how the parents experienced 

the ways that staff could uphold heterocentricity, or challenge it. Parents were often very 

clear that their positive experience was specific to the neonatal unit and when acknowledging 

this would often point out the challenges that healthcare services within the UK are currently 

experiencing. The parents expressed frustration at a lack of acknowledgement for the 

heteronormative language that is present within neonatal services and this lack of action 

served to feel blaming and shaming for some of the parents; findings shared by Klittmark et 

al. (2023). Positive actions were seen to soften the impact of the heteronormative 

assumptions and parents appreciated proactive practical actions by staff.  

The second meta-theme, “experience as parents in a neonatal unit”, included two 

themes: “safety and care”, and “loss”. The “safety and care” theme encompassed three sub-

themes called “safety of the care provided to my baby”, “how safe I felt caring for my baby”, 

and the “care provided to parents”. Parents perceptions of the care provided to their baby was 

crucial in how safe parents felt their baby was. Similar to findings by Bry and Wigert (2019) 
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when the trust parents had in healthcare providers were impaired, they became more worried 

about their baby’s safety. Parent’s experiences in other healthcare services and their 

interactions with staff informed how they perceived the care from neonatal staff. Parents were 

not always aware of staff’s expectations, and this impacted their confidence as parents as well 

as needing to complete a checklist which could be perceived as either a lack of trust from 

staff or an opportunity to feel empowered to care for their baby. Similar to findings of the 

negative psychological impact that having a baby admitted to a neonatal unit (Bry & Wigert, 

2019; Busse et al., 2013; Grunberg et al., 2019; Malouf et al., 2022), parents described 

feeling alone during their baby’s neonatal stay and that although they recognised, and wanted, 

the focus to be on their baby’s care, that they needed care too.  

The “loss” theme included four subthemes: “uncertainty and loss of control”, “loss of 

being able to provide the care we want to”, “loss of the ‘normal’ experience”, and “loss of 

who I am”. The parents experienced a lot of uncertainty during their baby’s admission to a 

neonatal unit which is similar to findings by Obeidat et al. (2009) where parents experience a 

loss of control. This uncertainty and loss of control often led to fears that information was 

being hidden from them and parents would try to regain control through requesting lots of 

information or “sneaking” (P11) a look at medical information that wasn’t always provided to 

them. This lack of control was perceived by some parents as evidence that they were not fit 

parents and was often combined with uncertainties about the care provided to them as 

parents, such as those around accommodation. Parents felt unable to provide the care they 

wanted to, and this led to feelings of guilt. Furthering findings by Obeidat et al., (2009) 

witnessing their baby’s treatments was distressing for parents and led to self-criticism that 

they were not able to protect their baby. Parents described the difficulties of witnessing other 

non-neonatal unit parents experience ‘normal’ neonatal events and appreciated when this loss 

was recognised by staff. There was a fear that the lack of a ‘normal’ experience would impact 
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the bond parents had with their baby and highlighted the importance of staff in supporting 

bonding with baby. Some parents felt de-prioritised by services and described the care they 

received after birth as worse than whilst they were pregnant, which was perceived as 

indicating they were of less importance once their body was no longer the sole provider for 

their baby.  

Recommendations for healthcare professionals and healthcare providers included the 

use of language to be inclusive and considerations for how a lack of inclusivity might impact 

parents’ interactions on neonatal units. Further recommendations for proactive actions (if 

possible), to be undertaken to help the inclusivity of the service and support parents to feel 

accepted.  

Discussion of the Findings 

The findings from both the systematic review and the empirical research indicate a 

need for healthcare professionals and providers to be more aware of heteronormative 

assumptions and views that exist within healthcare. This may be particularly prominent in 

services where there is more likely to be a heterocentric focus on the family unit, such as in 

maternity and neonatal services.  

As detailed in the systematic review, mother’s expected negative experiences with 

healthcare professionals, and sometimes these expectations were to protect themselves from 

being hurt by discrimination (Cherguit et al., 2013; Dahl & Malterud, 2015; Engström et al., 

2023; Malmquist & Nelson, 2014). These negative expectations, especially if confounded by 

negative experiences with maternity healthcare professionals, may continue into a parent’s 

expectations of their interactions with neonatal healthcare professionals. Cherguit et al. 

(2013) found that positive interactions with healthcare professionals, such as feeling they 

were being treated equally, were seen as having an eroding effect on these negative 
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expectations, therefore, the recommendations for maternity healthcare professionals may 

support those parents that interact with neonatal healthcare professionals. Additionally, it 

offers the opportunities for neonatal healthcare professionals to engage positively with 

LGBTQ+ parents and this in turn may help to foster future positive expectations of 

interactions with healthcare staff.  

During the introduction, the limited impact of the legalisation of same-sex marriage 

on pre-existing attitudes were discussed (Redman, 2018). As identified in the empirical paper, 

even with same-sex marriage legality and further legal protections in place, parents were still 

fearful of how staff might interact with them and judgements that they might experience due 

to their sexual orientation, which was further compounded by fears of how the impact of 

these judgements could impact their baby’s care. Non-birthing parents feared that their 

legitimacy as a parent may be questioned because of their alternative route to parenthood, 

such as using a sperm donor, and this may be more visible due to their same-gender 

partnership. This was also evident in the systematic review, where parents expected to be 

treated negatively. It may be that the fear has shifted from a fear of being legally recognised 

as parents, to a fear of being treated differently regardless of their legal status. In both the 

systematic review and empirical paper, parents’ positive experiences with staff and explicit 

acceptance served to begin to erode the impact of negative experiences. Therefore, it is 

crucial that healthcare providers consider how they can foster accepting environments for 

parents.  

Both the findings from the systematic review and the empirical paper acknowledged 

how the use of heteronormative language impacted parents’ experiences. In the systematic 

review, the use of non-inclusive language served to devalue the family unit and devalue co-

mothers’ identities, and the use of heteronormative terms and inappropriate questions led 

mothers to feel they needed to defend themselves and their roles. Similarly, within the 
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empirical paper, the use of heteronormative language led parents to feel invalidated. 

Interestingly, some parents would use the term ‘other mother’ to describe themselves; these 

parents viewed this as a challenge to the heteronormative assumptions that were made but 

there was also a devaluing nature to this phrase as it did not recognise them as an equal 

parent. Therefore, alongside the external invalidation that parents experience, their way of 

challenging these heteronormative assumptions may also be internally invalidating their 

identities. This finding is crucial in considering the impact of language use in how parents 

experience maternity and neonatal healthcare services, indicating that use of language can 

lead parents to invalidate their own identity through their attempt at challenging 

heterocentricity.  

Critical Evaluation 

Both the systematic review and empirical research employed qualitative methodology 

to meet the explorative aims identified. The aims of understanding and exploring experiences 

may not have been met through quantitative methodology, where there is a greater focus on 

factual data with definitive outcomes (Hammarberg et al., 2016). The idea of experiences and 

findings as being purely factual does not fit with the author’s epistemological or ontological 

stance, that each person’s reality is different based on their lived experience. However, there 

is the chance that social desirability bias existed within the research. Social desirability bias is 

where a participant may present themselves or their social context in a way that they feel is 

socially acceptable (Bergen & Labonté, 2020; Bispo, 2022). Although the author aimed to 

provide a safe space where participants were able to discuss their experiences, there is the 

possibility that participants felt they needed to present in a specific way to meet the perceived 

requirements of the research. As identified earlier in the portfolio, people who identify within 

the LGBTQ+ community are more likely to have had negative experiences in society and 

healthcare due to other people’s pre-existing attitudes (Clark et al., 2023; Pickern, 2024; 
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Russell & Fish, 2019). Therefore, there is the likelihood that LGBTQ+ participants may be 

more conscious of how they present themselves to try to prevent negative experiences, 

especially given that semi-structured interviews remove the anonymity between the 

participant and researcher (Bispo, 2022; Grimm, 2010). Given the increased likelihood of 

participants having experienced negative responses to their identities, the author initially 

identified themselves as part of the LGBTQ+ community and offered their pronouns, this 

aimed to foster an environment where participants felt it less likely that there would be a 

negative response. Additionally, the use of prompts and providing assurances throughout the 

interviews aimed to minimise social desirability biases (Bergen & Labonté, 2020). At times 

parents assumed the researcher would share the knowledge that they had of being a lesbian or 

queer+ parent and this was carefully managed through probing questions to check 

understandings and reflected upon in the reflexive diary. 

An additional consideration is the impact that the authors’ epistemological and 

ontological stance may have on the interpretation of the findings, and the chance that 

alternative findings may have been developed with a different stance. An objectivist 

epistemological stance would have impacted the interpretation of the findings due to the 

belief that an objective reality exists and may have provided findings that aim to present the 

findings as true for all members of the LGBTQ+ community (Moon & Blackman, 2014). 

Savolainen et al. (2023) argue that since human bias, including one’s own epistemological 

and ontological stance, is real and measurable, that research should be insulated against it. 

However, researchers exist within their own reality and their own lived experiences impact 

how they view others’ experiences, therefore, recognising and discussing one’s own 

epistemological and ontological stance is crucial in setting the context of how findings were 

interpreted. All three authors are white, British, and able-bodied, and have experience as 

clinicians within maternity and neonatal settings, two of the authors identify as cisgender and 
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heterosexual and are parents, and therefore, their realities and interpretations of the findings 

will have been impacted by these characteristics.  

Strengths and Limitations of Systematic Review 

A strength of the systematic review is the inclusion of bisexual mothers as well as 

lesbian mothers. The experience of bisexual parents has often been ignored within research 

and parenting literature (Bartelt et al., 2017; Manley & Ross, 2020; Todd et al., 2016) and 

therefore, it is important that they are represented within this research. Although, the 

inclusion allowed for the voice of bisexual mothers to be heard, a limitation is that the 

systematic review only included mothers that were in same-gender relationships, thus 

excluding bisexual parents in different-gender relationships. Given the findings that bisexual 

parents who are single or are in different-gender relationships experience stigma from both 

heterosexual and LGBTQ+ communities (Goldberg, 2023; Manley & Ross, 2020), further 

research is needed into their specific experience of maternity services. Only studies of 

mothers in same-gender relationships were included in the systematic review as it focussed 

on the experience of visibly same-gender mothers and the experience of bisexual mothers in 

different-gender relationships are likely to be qualitatively distinct than that of the mothers 

included within the systematic review. However, future research exploring the experience of 

bisexual parents in different-gender relationships, would allow for consideration of their 

experiences to be included in recommendations provided to healthcare providers.  

Furthermore, the synthesis lacks studies from non-Western societies and full ethnicity 

data was not presented in the majority of the studies, therefore, the intersectionality of both 

ethnicity and sexual orientation may be an additional factor in the experience that is not able 

to be represented within the current review. Additionally, although all the articles were 

published after significant legal and policy changes that legitimised same-sex marriage and 
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protected parents in same-sex relationships, the ages of the children reported in the articles 

suggest that some mother’s maternity journeys were prior to these changes, and therefore, we 

may not be seeing the full extent of experiences following the legal changes.  

A limitation of the systematic review is that the searches did not include MeSH terms 

and therefore, important evidence may have been overlooked. However, the search terms 

were developed using those identified by Dahl et al. (2013) and through reviewing the key 

terms identified in relevant publications. Additionally, reference lists of papers included for 

full-text review were hand searched to ensure a thorough search was completed. The 

systematic review did not use a specific tool to develop the searches, such as the SPIDER 

(sample, phenomenon of interest, design, evaluation, research type) tool (Cooke et al., 2012) 

due to the already established search terms and criteria used by Dahl et al. (2013) being 

deemed appropriate for adaptation. Although the SPIDER tool was not explicitly used to 

develop the searches, it was used to review whether there were additional areas within the 

search terms that needed to be added. To include a search term of “qualitative design” 

alongside the research type being “qualitative” may have limited the articles identified by the 

searches, especially given the small pool of literature available.  

The systematic review only included articles that were available in English and had 

been published in peer reviewed journals. There is a likelihood that additional literature in 

other languages or published elsewhere may have provided further or alternative useful 

findings in informing recommendations for healthcare providers and for future research. 

Furthermore, the authors themselves are British and have experience working in the United 

Kingdom and National Health Service (including maternity/neonatal services), and therefore 

also influence the recommendations that were developed. Researchers from different 

backgrounds may have developed other recommendations that meet the cultural norms and 

healthcare policies and guidance within their area. The authors have been explicit about their 
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professional backgrounds within the systematic review to inform readers of the context with 

which the authors have presented the findings and developed recommendations.  

A strength of the systematic review is the use of a quality bias assessment that 

allowed for consideration of the qualitative methods employed by the study (Stenfors et al., 

2020). There is the potential that had a different quality bias tool been used, that different 

conclusions surrounding the quality of the research may have been made. The authors chose 

to use a qualitative approach to bias assessment instead of using a quality checklist due to the 

increased risk of scores not necessarily reflecting the context of the research methodology 

and quality (Majid & Vanstone, 2018; Stenfors et al., 2020).  

The systematic review, although aiming to update and add to the synthesis of findings 

for lesbian mothers’ experiences of maternity services, did not employ a meta-ethnography 

approach as was done in the original review (Dahl et al., 2013). This was due to the focus not 

being solely on updating but also adding to the synthesis of findings, such as including all 

same-gender female relationships, and aiming to provide recommendations to healthcare 

providers. The systematic review did not directly compare the findings of the original meta-

ethnography due to the limitations of comparing two reviews that employed different 

methodology (France et al., 2016) and instead considered how the current review added to the 

findings.  

Finally, the systematic review included studies with different methods of data 

collection (interviews, story method approaches, asynchronous methods) and differing aims 

of understanding the maternity experience of mothers in same-gender relationships. This is 

not an issue for qualitative syntheses, but did mean there was a variety in the depth of 

information available about the mothers’ experiences of maternity services. Although, all the 

articles met the inclusion criteria of having meaningful interpretations of the mothers’ 
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experiences; at times only part of the findings were included in the synthesis due to the aims 

of the original paper being broader than just the maternity experience. Therefore, although the 

review was able to synthesise findings from a variety of papers, not all findings presented in 

the papers were included in the synthesis.  

Strengths and Limitations of Empirical Research 

A strength of the empirical research is the use of reflexivity to guide the interpretation 

of the findings and consider how the researcher’s own epistemological and ontological stance 

impacted how they interpreted the findings (Braun & Clarke, 2019). Additionally, the 

research recruited parents from a variety of different areas in England. However, no 

participants lived in Northern Ireland, Scotland, and Wales and therefore, the findings may 

have differed with parents settled throughout the United Kingdom. Additionally, all the 

parents identified as white and therefore, there is limited consideration of how the 

intersectionality of gender, sexual orientation, and ethnicity may impact the experiences of 

parents. Given the racial inequalities that exist within the National Health Service (Robertson 

et al., 2021), LGBTQ+ parents that identify as part of an ethnic minority are likely to view 

their experiences and their baby’s safety through not only the lens of being LGBTQ+ but also 

having experienced racism and discrimination due to their ethnicity.  

A further limitation of the empirical research is that although the researchers aimed to 

recruit participants from a variety of LGBTQ+ identities, only parents that identified as 

majority female and as lesbian or queer+ were recruited. Although, this meant the findings 

were not as representative of the LGBTQ+ community as initially planned, it did allow for 

the identities included to be represented by multiple parents and therefore, for a decision to be 

made that the researcher had “heard enough” (LaDonna et al., 2021, p. 608; Morse, 2015). As 

discussed in the empirical paper, the recommendations are limited to the experience of 
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lesbian and queer+ parents and there is a risk that healthcare providers may attempt to apply 

these recommendations without further consideration of the different experiences that gay 

and transgender parents may have. The authors have stated this within the recommendations 

with the hope that healthcare providers will consider the broader experiences of members of 

the LGBTQ+ community when applying the recommendations to their services. Additionally, 

it was noticed that recruitment through charities that support parents with neonatal experience 

was not as successful as recruitment through charities aimed at LGBTQ+ parents. Further 

exploration of the types of charities and groups LGBTQ+ parents with neonatal experiences 

choose to connect with would allow for future research to directly connect with these spaces 

enabling greater breadth of participant identities to be included.  

A final limitation of the empirical project would be the need for the results to be 

separated to ensure they are fully explored within the empirical paper. Potential journals with 

larger word limits were considered however, these journals were mainly aimed at LGBTQ+ 

issues. Due to the identified need for recommendations for neonatal healthcare providers to 

be identified, it was felt that a journal that focussed on the neonatal topic area would be more 

likely to be read by neonatal healthcare professionals and therefore, increase the impact of the 

research. Although a limitation in the ability to present all the findings in one paper, there is 

strength in the richness of the dataset produced by the empirical project as evidenced by the 

findings not sitting within the bounds of a single journal article. 

A final strength of the empirical paper is the ease of understanding and implementing 

the recommendations derived from the findings. The recommendation to “recognise that 

documentation might not represent each parent” is an act that staff can do without needing to 

change the system, although it is of course recommended that documentation is altered to be 

more inclusive. By providing recommendations that staff can action easily, the paper 
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acknowledges that staff do not necessarily need to, and often cannot, ‘fix’ the system, but 

through recognising the weaknesses of it, can foster safety for parents. 

Implications and Recommendations for Clinical Practice 

The findings from both the systematic review and the empirical research suggest that 

current practices in maternity and neonatal services do not always meet the psychological 

needs of lesbian, bisexual, and queer+ parents, and practices do not always foster trust and 

safety in the relationships between parents and healthcare professionals. Therefore, healthcare 

providers and policy makers need to consider how services can be adapted to support the 

needs of these parents and consider how wider societal perceptions may impact how parents 

interact with healthcare professionals.  

It is important that services recognise the impact that the lived experience of 

LGBTQ+ parents have on their interactions and perceptions of healthcare (Guest & 

Weinstein, 2020) and how these may be compounded when parents are placing their baby in 

the care of healthcare professionals. LGBTQ+ parents who may have experienced negative 

attitudes and stigma when accessing healthcare services, and who have experienced 

heteronormative assumptions as identified in both the systematic review and empirical paper, 

may be less trusting of healthcare professionals and this can impact the quality of care that 

both parent and baby receive (Brødsgaard et al., 2019; Shields et al., 2012; Wells & Lang, 

2016).  

There is limited policy and guidance for how maternity and neonatal services support 

LGBTQ+ parents and therefore, recommendations for providers have been included in both 

the systematic review and the empirical paper. These include increasing awareness of how 

heteronormative views and assumptions can present in individuals and systems, and training 

for healthcare professionals in how to challenge and reduce their impact. Recommendations 
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to consider how language use can invalidate LGBTQ+ parents, which includes the language 

used in literature provided to parents, and that conversations with parents about what they 

would like to be called can help foster inclusivity, have also been provided. Finally, the 

importance of explicit acceptance and inclusivity for LGBTQ+ parents has been highlighted 

as this appeared to impact many aspects of parents’ experiences with both maternity and 

neonatal services.  

Implications and Recommendations for Future Research 

A future area of research should be to explore transgender and gay parents’ 

experiences of neonatal services; this would allow for recommendations to be provided that 

serve the wider LGBTQ+ community. Additionally, future research should aim to include 

parents from a variety of ethnic backgrounds and offer the opportunity for parents to explore 

their intersecting identities and how these impacted their experiences. Such research may also 

benefit from researchers with identities that represent those that are being researched to allow 

for an insider researcher perspective.  

Additionally, further research which explores the experience of LGBTQ+ parents’ 

maternity journey after legal changes are needed to fully explore the extent to which they 

may have impacted parents’ experiences. Additionally, the majority of the studies included 

within the systematic review and the areas that the empirical research recruited from, are 

Western and as such the recommendations are limited to these settings. Therefore, further 

research into the experiences of LGBTQ+ parents in non-Western societies are needed.  

As identified earlier in the discussion, bisexual parents experience stigma from both 

heterosexual and LGBTQ+ communities (Goldberg, 2023; Manley & Ross, 2020) and only 

bisexual mothers in same-gender relationships were included within the systematic review. 
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Future research should aim to include bisexual parents regardless of their relationship status 

and consider how their sexual orientation has impacted their experiences.  

Personal Reflections 

My motivations for this research come from both personal and professional 

dimensions of a passion for equity for all parents, as well as experience working in a perinatal 

service with parents who sometimes had negative maternity experiences, but also from my 

own experience as a queer person. Throughout the research process I used the wheel of 

power/privilege which has been adapted for various contexts (but to my knowledge the 

original version comes from the Canadian Council of Refugees (2009)) to consider my own 

intersecting identities within the research context. This wheel acted as a framework for me to 

consider where I hold power in spaces, such as being white and being a researcher, as well as 

considering where I may feel less power, such as identifying as queer and non-binary. I also 

considered how the heteronormative and cisnormative assumptions I experience when 

interacting with healthcare professionals has impacted how I engaged with the research and 

the pressure I placed upon myself to make sure I did the research justice. The research itself 

has made me face my own views on parenthood and what this might look like for me, and I 

have valued the reflective journal in being able to express the feelings that came up for me 

about my future decisions around parenthood.  

I found managing the feelings that arose when parents expressed negative interactions 

with staff to be both helpful and unhelpful. Feeling angry and frustrated that services did not 

provide the care that I expected them to, helped drive me to continue with the research, but 

also left me feeling hopeless that with all the legal changes it didn’t seem like this was 

making a big enough difference to maternity or neonatal experiences. I reflected that my age 

is likely to have influenced the feelings that arose and being younger meant potentially not 
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having lived long enough to see those bigger changes that take time to happen. The parents I 

spoke to did not present with the same hopelessness that I, at times felt, and this may be that 

their ages leant more towards recognising these changes than mine did. I noticed that I 

needed to pay particular attention to the positive stories that existed to help myself stay 

balanced in my approach, whilst also recognising the discrimination that the parents 

experienced. I felt entrusted with the stories shared by the parents, and I can only hope the 

final thesis portfolio represents their experiences. It has been a privilege to hear the parents’ 

stories and to engage in this research.  

Conclusion 

This thesis portfolio offers valuable contributions to the knowledge base of lesbian, 

bisexual, and queer+ parents’ experiences of maternity and neonatal services, and subsequent 

recommendations for healthcare providers. The systematic review provided a synthesis of 

recent qualitative research to understand the maternity experiences of lesbian and bisexual 

mothers and acknowledges the challenges that parents experience, whilst also recognising the 

importance for explicit acceptance and the opportunity for ‘good’ experiences to positively 

impact parent’s perceptions of care. Recommendations have centred around awareness and 

understanding of heteronormative views and assumptions for healthcare professionals, and 

the use of language and explicit acceptance. The empirical research explored the experience 

of lesbian and queer+ parents experiences of neonatal services and has recognised how these 

experiences impacted the trust parents had in professionals and their perceptions of care 

provided to their baby. Recommendations include the use of inclusive language and proactive 

action to ensure parents feel safe in being accepted as themselves and therefore, safety in the 

care that is being provided to their baby. The thesis portfolio has acknowledged the limited 

literature that exists in these areas and recommends for future research to explore these 

experiences further and to consider intersectionality of identities within this future research. 
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Appendices 

Appendix A: Author guidelines for Midwifery 

Introduction 

Your paper your way 

We now differentiate between the requirements for new and revised submissions. You may 

choose to submit your manuscript as a single Word or PDF file to be used in the refereeing 

process. Only when your paper is at the revision stage, will you be requested to put your 

paper in to a 'correct format' for acceptance and provide the items required for the publication 

of your article. 

To find out more, please visit the Preparation section below. 

Introduction 

Dr Debra Bick, the Editor of Midwifery, welcomes manuscripts for consideration for 

publication in the journal. 

Uniform Requirements 

These guidelines generally follow the 'Uniform Requirements for Manuscripts Submitted to 

Biomedical Journals', published by the International Committee of Medical Journal Editors 

(ICMJE). Midwifery is a signatory journal to the Uniform Requirements for Manuscripts 

Submitted to Biomedical Journals, issued by the International Committee for Medical Journal 

Editors (ICMJE), and to the Committee on Publication Ethics (COPE) code of conduct for 

Editors. We follow COPE's guidelines. 

Article types 

Full length articles should consist of 5000 words at most (excluding tables and references). 

Commentaries should be 2000 words at most (excluding references). 

Submission checklist 

You can use this list to carry out a final check of your submission before you send it to the 

journal for review. Please check the relevant section in this Guide for Authors for more 

details. 

Ensure that the following items are present: 

One author has been designated as the corresponding author with contact details: 

• E-mail address 

• Full postal address 

All necessary files have been uploaded: 

Manuscript: 

• Include keywords 

• All figures (include relevant captions) 
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• All tables (including titles, description, footnotes) 

• Ensure all figure and table citations in the text match the files provided 

• Indicate clearly if color should be used for any figures in print 

Graphical Abstracts / Highlights files (where applicable) 

Please note that the journal does not accept submissions of Case Study article types 

Before you begin 

Before You Begin 

Before you start we also suggest you look at the style of language and terminology used in 

the journal. 

More details are provided later in these instructions. First time authors are strongly advised to 

co-author with an academic supervisor or experienced colleague who has been successful in 

writing for publication. Articles submitted for review must be original works, and may not be 

submitted for review elsewhere whilst under review for the Journal. 

If a related article, based on the same work, has been submitted or published elsewhere, it 

must be acknowledged in the cover letter to the editor, added to the end of the cover letter, 

and referenced in the manuscript. 

Considerations specific to types of research designs. Manuscripts must adhere to recognised 

reporting guidelines relevant to the research design. 

Clinical Trials 

We require the registration of all interventional trials, whether early or late phase, in a 

primary register that participates in WHO's International Clinical Trial Registry Platform or 

in ClinicalTrials.gov, in accord with ICMJE recommendations. The trial must be registered 

prospectively before the first participant is recruited, and full details including the name of 

the trial register and the clinical trial registration number must be included in the abstract. 

We encourage full public disclosure of the minimum 21-item trial registration dataset at the 

time of registration and before recruitment of the first participant. Reports of trials must 

conform to CONSORT 2010 guidelines and should be submitted with their protocols. 

Authors must include a statement in their abstract if their study is not appropriate for 

registration in a trials registry. 

Midwifery encourages the appropriate registration of all intervention studies, including 

observational quasi-experimental clinical studies and studies that do not include clinical 

outcomes. A study registration site (such as the Center for Open Science, cos.io) should be 

used to register their study. 

For All Studies 

Please upload the appropriate and completed Reporting Guideline Checklist during your 

manuscript submission process. To find reporting guidelines see: www.equator-network.org 

STROBE (Strengthening the Reporting of Observational Studies in Epidemiology) - 

Observational cohort, case control and cross sectional studies) 

https://www.who.int/clinical-trials-registry-platform
https://clinicaltrials.gov/
https://www.icmje.org/recommendations/browse/publishing-and-editorial-issues/clinical-trial-registration.html
https://www.cos.io/
https://www.equator-network.org/
https://www.equator-network.org/reporting-guidelines/strobe/
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STROBE Checklist Quasi-experimental/non-randomised evaluations 

TREND (Transparent Reporting of Evaluations with Non-randomized Designs) - 

Randomised (and quasi-randomised) controlled trial 

CONSORT (Consolidated Standards of Reporting Trials) - Study of diagnostic 

accuracy/assessment scale 

• Cluster randomised trials must be reported according to CONSORT extended 

guidelines 

• Clinical trials that report interventions using artificial intelligence must be described 

according to the CONSORT-AI Extension guidelines and their protocols must be 

described according to the SPIRIT-AI Extension guidelines 

STARD (Standards for the Reporting of Diagnostic Accuracy Studies) - Systematic review of 

controlled trials 

PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) - 

Systematic review of observational studies 

MOOSE - Meta-analysis of observational studies in epidemiology 

SQUIRE (Standards for Quality Improvement Reporting Excellence) - Quality improvement 

in health care 

COREQ (Consolidated criteria for reporting qualitative research) - Qualitative research 

interviews and focus groups 

SRQR (Standards for reporting qualitative research: a synthesis of recommendations) - 

Reporting of qualitative research studies 

MMAT - Mixed Methods Appraisal Tool 

STREGA - Reporting the results of genetic association studies 

Studies in humans and animals 

Human and animal rights Ethics in Research - It is important to note that original research 

studies that do not have appropriate ethical approvals prior to being conducted will be 

rejected at submission stage. We will consider publication, if the relevant Institutional Ethics 

Committee provides you with a letter saying that they do not normally provide ethical 

approval for studies such as the one you conducted. See COPE Guidelines 

at: http://publicationethics.org/resources/guidelines 

Human Research 

If the work involves use of human subjects, authors should ensure that the work described has 

been carried out in accordance with The Code of Ethics of the World Medical Association 

(Declaration of Helsinki). Please address the ethical aspects of the research in the Methods 

section. State clearly that the subject gave freely informed consent and, if in dependent 

relationships with members of the research team, issues of perceived coercion must be 

addressed. To clarify, women and their families, and students are in dependent relationship 

with researchers and must not be directly approached by the research team to give consent 

https://www.equator-network.org/reporting-guidelines/improving-the-reporting-quality-of-nonrandomized-evaluations-of-behavioral-and-public-health-interventions-the-trend-statement/
https://www.equator-network.org/reporting-guidelines/consort/
https://www.equator-network.org/reporting-guidelines/stard/
https://www.equator-network.org/reporting-guidelines/prisma/
https://www.equator-network.org/reporting-guidelines/meta-analysis-of-observational-studies-in-epidemiology-a-proposal-for-reporting-meta-analysis-of-observational-studies-in-epidemiology-moose-group/
https://www.equator-network.org/reporting-guidelines/squire/
https://www.equator-network.org/reporting-guidelines/coreq/
https://www.equator-network.org/reporting-guidelines/srqr/
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/page/24607821/FrontPage
https://www.equator-network.org/reporting-guidelines/strobe-strega/
http://publicationethics.org/resources/guidelines
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on-the-spot. Participating or not participating in the research must not disadvantage 

participants in a dependent relationship. Any benefit for participating must not constitute a 

financial inducement. Participant anonymity must be preserved, unless express written 

approval to use identifying data is provided. The author must retain written consents, or 

evidence that such consents have been obtained, must be provided to Elsevier on request. 

Authors who have written permission from unmasked people appearing in photographs must 

submit the person/s permission/s online during the manuscript submission process. For more 

information, please review the Elsevier Policy on the Use of Images or Personal Information 

of Patients or other Individuals, https://www-elsevier-com.uea.idm.oclc.org/patient-consent-

policy. Unless you have written permission from the person (or, where applicable, the next of 

kin), the personal details of any person included in any part of the article and in any 

supplementary materials (including all illustrations and videos) must be removed before 

submission. 

Animal Research 

All animal experiments should comply with the ARRIVE guidelines and should be carried 

out in accordance with the UK Animals (Scientific Procedures) Act, 1986 and associated 

guidelines, EU Directive 2010/63/EU for animal experiments, or the National Research 

Council's Guide for the Care and Use of Laboratory Animals and the authors should clearly 

indicate in the manuscript that such guidelines have been followed. The sex of the animals 

must be indicated, and where appropriate, the influence (or association) of sex on the results 

of the study. 

Ethics_In_Publishing 

The journal follows the Committee of Publication Ethics (COPE) guidelines and requests 

authors to familiarise themselves with these guidelines 

at: http://publicationethics.org/resources/guidelines. 

A few issues that authors need to pay particular attention to are set out below. 

It is ethically questionable to break up or segment data from a single study to create different 

papers for publication - a practice called 'salami slicing'. If the authors have legitimate 

reasons for reporting separately on different parts of the same study, or the same data set, they 

should justify that to the editor at the time of submission. Equally, readers need to be aware 

that different aspects of the same study are being reported, thus the methods section of the 

submitted manuscript must clearly explain why the submitted paper is justified. 

Use of inclusive language. Inclusive language acknowledges diversity, conveys respect to all 

people, is sensitive to differences, and promotes equal opportunities. Articles should make no 

assumptions about the beliefs or commitments of any reader, should contain nothing which 

might imply that one individual is superior to another on the grounds of race, sex, culture or 

any other characteristic, and should use inclusive language throughout. Authors should ensure 

that writing is free from bias, for instance by using 'he or she', 'his/her' instead of 'he' or 'his', 

and by making use of job titles that are free of stereotyping (e.g. 'chairperson' instead of 

'chairman' and 'flight attendant' instead of 'stewardess'). 

Midwifery requires that authors use woman centred language including referring to births 

rather than deliveries, to give birth rather than deliver and women rather than patients. Papers 

https://www-elsevier-com.uea.idm.oclc.org/patient-consent-policy
https://www-elsevier-com.uea.idm.oclc.org/patient-consent-policy
http://publicationethics.org/resources/guidelines
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that do not adhere to these guidelines will not proceed to peer review. Our journal uses UK 

spelling, for example, recognise rather than recognize. We also spell fetal rather than foetal. 

Engagement of public in research 

Please highlight in your text how you have involved those who use the maternity services in 

your research and how your work has been informed by their involvement, including 

identification of priorities, designing the research or supporting the research. If engagement 

of members of the public was not appropriate for your research, please include a statement as 

to why. 

Reporting sex- and gender-based analyses 

Reporting guidance 

For research involving or pertaining to humans, animals or eukaryotic cells, investigators 

should integrate sex and gender-based analyses (SGBA) into their research design according 

to funder/sponsor requirements and best practices within a field. Authors should address the 

sex and/or gender dimensions of their research in their article. In cases where they cannot, 

they should discuss this as a limitation to their research's generalizability. Importantly, 

authors should explicitly state what definitions of sex and/or gender they are applying to 

enhance the precision, rigor and reproducibility of their research and to avoid ambiguity or 

conflation of terms and the constructs to which they refer (see Definitions section below). 

Authors can refer to the Sex and Gender Equity in Research (SAGER) guidelines and 

the SAGER guidelines checklist. These offer systematic approaches to the use and editorial 

review of sex and gender information in study design, data analysis, outcome reporting and 

research interpretation - however, please note there is no single, universally agreed-upon set 

of guidelines for defining sex and gender. 

Definitions 

Sex generally refers to a set of biological attributes that are associated with physical and 

physiological features (e.g., chromosomal genotype, hormonal levels, internal and external 

anatomy). A binary sex categorization (male/female) is usually designated at birth ("sex 

assigned at birth"), most often based solely on the visible external anatomy of a newborn. 

Gender generally refers to socially constructed roles, behaviors, and identities of women, 

men and gender-diverse people that occur in a historical and cultural context and may vary 

across societies and over time. Gender influences how people view themselves and each 

other, how they behave and interact and how power is distributed in society. Sex and gender 

are often incorrectly portrayed as binary (female/male or woman/man) and unchanging 

whereas these constructs actually exist along a spectrum and include additional sex 

categorizations and gender identities such as people who are intersex/have differences of sex 

development (DSD) or identify as non-binary. Moreover, the terms "sex" and "gender" can be 

ambiguous--thus it is important for authors to define the manner in which they are used. In 

addition to this definition guidance and the SAGER guidelines, the resources on this 

page offer further insight around sex and gender in research studies. 

Informed consent and patient details 

Studies on patients or volunteers (including organ/tissue donors) require informed consent, 

which should be documented in the paper. Appropriate consents, permissions and releases 

https://doi-org.uea.idm.oclc.org/10.1186/s41073-016-0007-6
https://doi-org.uea.idm.oclc.org/10.3897/ese.2022.e86910
https://www-elsevier-com.uea.idm.oclc.org/researcher/author/policies-and-guidelines/edi#2-best-practice
https://www-elsevier-com.uea.idm.oclc.org/researcher/author/policies-and-guidelines/edi#2-best-practice
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must be obtained where an author wishes to include case details or other personal information 

or images of patients and any other individuals in an Elsevier publication. Written consents 

must be retained by the author, but copies should not be provided to the journal. 

Only if specifically requested by the journal in exceptional circumstances (for example if a 

legal issue arises) the author must provide copies of the consents or evidence that such 

consents have been obtained. For more information, please review the Elsevier Policy on the 

Use of Images or Personal Information of Patients or other Individuals. 

Unless the author has written permission from the patient (or, where applicable, the next of 

kin), the personal details of any patient included in any part of the article and in any 

supplementary materials (including all illustrations and videos) must be removed before 

submission. 

Declaration of competing interest 

All authors must disclose any financial and personal relationships with other people or 

organizations that could inappropriately influence (bias) their work. Examples of potential 

conflicts of interest include employment, consultancies, stock ownership, honoraria, paid 

expert testimony, patent applications/registrations, and grants or other funding. Authors 

should complete the declaration of competing interest statement using this template and 

upload to the submission system at the Attach/Upload Files step. Note: Please do not 

convert the .docx template to another file type. Author signatures are not required. If 

there are no interests to declare, please choose the first option in the template. More 

information 

Declaration of Interest 

All authors are requested to disclose any actual or potential conflict of interest including any 

financial, personal or other relationships with other people or organizations within three years 

of beginning the submitted work that could inappropriately influence, or be perceived to 

influence, their work. More information. 

Use of inclusive language 

Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to 

differences, and promotes equal opportunities. Content should make no assumptions about 

the beliefs or commitments of any reader; contain nothing which might imply that one 

individual is superior to another on the grounds of age, gender, race, ethnicity, culture, sexual 

orientation, disability or health condition; and use inclusive language throughout. Authors 

should ensure that writing is free from bias, stereotypes, slang, reference to dominant culture 

and/or cultural assumptions. We advise to seek gender neutrality by using plural nouns 

("clinicians, patients/clients") as default/wherever possible to avoid using "he, she," or 

"he/she." We recommend avoiding the use of descriptors that refer to personal attributes such 

as age, gender, race, ethnicity, culture, sexual orientation, disability or health condition unless 

they are relevant and valid. When coding terminology is used, we recommend to avoid 

offensive or exclusionary terms such as "master", "slave", "blacklist" and "whitelist". We 

suggest using alternatives that are more appropriate and (self-) explanatory such as 

"primary", "secondary", "blocklist" and "allowlist". These guidelines are meant as a point of 

reference to help identify appropriate language but are by no means exhaustive or definitive. 

https://www-elsevier-com.uea.idm.oclc.org/about/policies-and-standards/patient-consent
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(e.g., collecting data, providing language help, writing assistance or proofreading the article, 

etc.) that do not meet criteria for authorship should be acknowledged in the paper. 

Acknowledgments should be added to the title page if applicable. 

Declaration of generative AI in scientific writing 

The below guidance only refers to the writing process, and not to the use of AI tools to 

analyse and draw insights from data as part of the research process. 

Where authors use generative artificial intelligence (AI) and AI-assisted technologies in the 

writing process, authors should only use these technologies to improve readability and 

language. Applying the technology should be done with human oversight and control, and 

authors should carefully review and edit the result, as AI can generate authoritative-sounding 

output that can be incorrect, incomplete or biased. AI and AI-assisted technologies should not 

be listed as an author or co-author, or be cited as an author. Authorship implies 

responsibilities and tasks that can only be attributed to and performed by humans, as outlined 

in Elsevier's AI policy for authors. 

Authors should disclose in their manuscript the use of AI and AI-assisted technologies in the 

writing process by following the instructions below. A statement will appear in the published 

work. Please note that authors are ultimately responsible and accountable for the contents of 

the work. 

Disclosure instructions 

Authors must disclose the use of generative AI and AI-assisted technologies in the writing 

process by adding a statement at the end of their manuscript in the core manuscript file, 

before the References list. The statement should be placed in a new section entitled 

'Declaration of Generative AI and AI-assisted technologies in the writing process' 

Statement: During the preparation of this work the author(s) used [NAME TOOL / SERVICE] 

in order to [REASON]. After using this tool/service, the author(s) reviewed and edited the 

content as needed and take(s) full responsibility for the content of the publication 

This declaration does not apply to the use of basic tools for checking grammar, spelling, 

references etc. If there is nothing to disclose, there is no need to add a statement. 

Author contributions 

For transparency, we require corresponding authors to provide co-author contributions to the 

manuscript using the relevant CRediT roles. The CRediT taxonomy includes 14 different 

roles describing each contributor's specific contribution to the scholarly output. The roles are: 

Conceptualization; Data curation; Formal analysis; Funding acquisition; Investigation; 

Methodology; Project administration; Resources; Software; Supervision; Validation; 

Visualization; Roles/Writing - original draft; and Writing - review & editing. Note that not all 

roles may apply to every manuscript, and authors may have contributed through multiple 

roles. More details and an example. 

https://www-elsevier-com.uea.idm.oclc.org/about/policies-and-standards/generative-ai-policies-for-journals
https://credit.niso.org/
https://www-elsevier-com.uea.idm.oclc.org/researcher/author/policies-and-guidelines/credit-author-statement
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Authorship 

We have adopted the guidelines of the International Committee of Medical Journal Editors 

(ICMJE) https://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-

the-role-of-authors-and-contributors.html 

Legitimate authors are those that made substantial contributions to all of the following: (1) 

the conception and design of the study, or acquisition of data, or analysis and interpretation of 

data, (2) drafting the article or revising it critically for important intellectual content, (3) final 

approval of the version to be submitted. All potential authors are those that meet requirement 

(1) above and these people should not be excluded from contributing to the writing and 

approval of the article. 

All authors are required to provide a Conflict of Interest Statement and should complete a 

standard form, which is available at https://www.icmje.org/about-icmje/faqs/conflict-of-

interest-disclosure-forms/ 

No author should be added who does not meet the first requirement; for more details please 

read "How to handle authorship disputes: a guide for new researchers" (2003) by Tim Albert 

and Liz Wage available at the COPE 

website: http://publicationethics.org/resources/guidelines. 

All authors must disclose, in the covering letter to the editor and on the title page of the 

manuscript, any actual or potential conflict of interest, including financial and personal 

relationships with people or organizations within three years of beginning the submitted work 

that could inappropriately influence (bias) their work. Examples of potential conflicts of 

interest include employment, consultancies, stock ownership, honoraria, paid expert 

testimony, patent applications/ registrations, and grants or other funding. See 

also https://www-elsevier-com.uea.idm.oclc.org/conflictsofinterest. 

During the online submission process, we ask you make a true statement that all authors meet 

the criteria for authorship and that all people entitled to authorship are listed as authors. 

Changes to authorship 

Authors are expected to consider carefully the list and order of authors before submitting 

their manuscript and provide the definitive list of authors at the time of the original 

submission. Any addition, deletion or rearrangement of author names in the authorship list 

should be made only before the manuscript has been accepted and only if approved by the 

journal Editor. To request such a change, the Editor must receive the following from 

the corresponding author: (a) the reason for the change in author list and (b) written 

confirmation (e-mail, letter) from all authors that they agree with the addition, removal or 

rearrangement. In the case of addition or removal of authors, this includes confirmation from 

the author being added or removed. 

Only in exceptional circumstances will the Editor consider the addition, deletion or 

rearrangement of authors after the manuscript has been accepted. While the Editor considers 

the request, publication of the manuscript will be suspended. If the manuscript has already 

been published in an online issue, any requests approved by the Editor will result in a 

corrigendum. 

https://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-the-role-of-authors-and-contributors.html
https://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-the-role-of-authors-and-contributors.html
https://www.icmje.org/about-icmje/faqs/conflict-of-interest-disclosure-forms/
https://www.icmje.org/about-icmje/faqs/conflict-of-interest-disclosure-forms/
http://publicationethics.org/resources/guidelines
https://www-elsevier-com.uea.idm.oclc.org/conflictsofinterest
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All authors should have made substantial contributions to all of the following: (1) the 

conception and design of the study, or acquisition of data, or analysis and interpretation of 

data, (2) drafting the article or revising it critically for important intellectual content, (3) final 

approval of the version to be submitted. 

Submission declaration and verification 

Submission of an article implies that the work described has not been published previously 

(except in the form of an abstract, a published lecture or academic thesis, see 'Multiple, 

redundant or concurrent publication' for more information), that it is not under consideration 

for publication elsewhere, that its publication is approved by all authors and tacitly or 

explicitly by the responsible authorities where the work was carried out, and that, if accepted, 

it will not be published elsewhere in the same form, in English or in any other language, 

including electronically without the written consent of the copyright-holder. To verify 

compliance, your article may be checked by Crossref Similarity Check and other originality 

or duplicate checking software. 

Article Transfer Service 

This journal uses the Elsevier Article Transfer Service to find the best home for your 

manuscript. This means that if an editor feels your manuscript is more suitable for an 

alternative journal, you might be asked to consider transferring the manuscript to such a 

journal. The recommendation might be provided by a Journal Editor, a dedicated Scientific 

Managing Editor, a tool assisted recommendation, or a combination. If you agree, your 

manuscript will be transferred, though you will have the opportunity to make changes to the 

manuscript before the submission is complete. Please note that your manuscript will be 

independently reviewed by the new journal. More information. 

Copyright 

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing 

Agreement' (see more information on this). An e-mail will be sent to the corresponding 

author confirming receipt of the manuscript together with a 'Journal Publishing Agreement' 

form or a link to the online version of this agreement. 

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts 

for internal circulation within their institutions. Permission of the Publisher is required for 

resale or distribution outside the institution and for all other derivative works, including 

compilations and translations. If excerpts from other copyrighted works are included, the 

author(s) must obtain written permission from the copyright owners and credit the source(s) 

in the article. Elsevier has preprinted forms for use by authors in these cases. 

For gold open access articles: Upon acceptance of an article, authors will be asked to 

complete a 'License Agreement' (more information). Permitted third party reuse of gold open 

access articles is determined by the author's choice of user license. 

Author rights 

As an author you (or your employer or institution) have certain rights to reuse your 

work. More information. 

Responsible sharing 

https://www-elsevier-com.uea.idm.oclc.org/about/policies/publishing-ethics#Authors
https://www-elsevier-com.uea.idm.oclc.org/about/policies/publishing-ethics#Authors
https://www-elsevier-com.uea.idm.oclc.org/editors/perk/plagiarism-complaints/plagiarism-detection
https://www-elsevier-com.uea.idm.oclc.org/authors/submit-your-paper/submit-and-revise/article-transfer-service/scientific-managing-editors
https://www-elsevier-com.uea.idm.oclc.org/authors/submit-your-paper/submit-and-revise/article-transfer-service/scientific-managing-editors
https://www-elsevier-com.uea.idm.oclc.org/authors/submit-your-paper/submit-and-revise/article-transfer-service
https://www-elsevier-com.uea.idm.oclc.org/about/policies-and-standards/copyright
https://www-elsevier-com.uea.idm.oclc.org/about/policies-and-standards/copyright/permissions
https://assets.ctfassets.net/o78em1y1w4i4/2SbTWf1UBdAWv1TR0Zn9Ln/eaf6afa0f694d19b6503dd99888c9b75/Permission-Request-Form.docx
https://www-elsevier-com.uea.idm.oclc.org/about/policies-and-standards/copyright
https://www-elsevier-com.uea.idm.oclc.org/about/policies-and-standards/open-access-licenses
https://www-elsevier-com.uea.idm.oclc.org/about/policies-and-standards/copyright
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Find out how you can share your research published in Elsevier journals. 

Role of the funding source 

You are requested to identify who provided financial support for the conduct of the research 

and/or preparation of the article and to briefly describe the role of the sponsor(s), if any, in 

study design; in the collection, analysis and interpretation of data; in the writing of the report; 

and in the decision to submit the article for publication. If the funding source(s) had no such 

involvement then this should be stated. 

Open access 

Please visit our Open Access page for more information about open access publishing in this 

journal. 

Language (usage and editing services) 

Language should be standard UK English and woman-centred, e.g. use "childbearing 

woman" instead of "gravid patient", “birth” instead of “delivery”. Authors who feel their 

English language manuscript may require editing to eliminate possible grammatical or 

spelling errors and to conform to correct scientific English may wish to use the English 

Language Editing service (https://webshop-elsevier-com.uea.idm.oclc.org/language-editing/) 

available from Elsevier's WebShop. 

Submission 

Our online submission system guides you stepwise through the process of entering your 

article details and uploading your files. The system converts your article files to a single PDF 

file used in the peer-review process. Editable files (e.g., Word, LaTeX) are required to typeset 

your article for final publication. All correspondence, including notification of the Editor's 

decision and requests for revision, is sent by e-mail. 

Categories of Decision 

After peer-review, the Editors will notify the corresponding author on whether the paper has 

been accepted, rejected, or needs revision. All efforts are made to provide fair and thorough 

reviews as speedily as possible. If an author(s) believes that a manuscript has been wrongly 

rejected, a detailed appeal letter that responds point-by-point to the reviewers' comments 

should be sent to the Editor, who, after having reviewed the referees' reports, will make the 

final decision. 

Reviews by the Editors or Editorial Team will only include a Letter to the Editor or a short 

comment. For these types of submissions, the corresponding author will receive a fairly rapid 

decision on publication. Once a manuscript is accepted for publication, authors can expect 

web publication of the article in final version on ScienceDirect in 4 weeks. 

Submit your article 

Please submit your article via https://www.editorialmanager.com/YMIDW/default.aspx. 

Preparation 

Queries 

https://www-elsevier-com.uea.idm.oclc.org/researcher/author/submit-your-paper/sharing-and-promoting-your-article
https://www-sciencedirect-com.uea.idm.oclc.org/science/journal/02666138/publish/open-access-options
https://webshop-elsevier-com.uea.idm.oclc.org/language-editing/
https://www.editorialmanager.com/YMIDW/default.aspx
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For questions about the editorial process (including the status of manuscripts under review) 

or for technical support on submissions, please visit our Support Center. 

Double-Blind Peer Review Process 

Editors review all abstracts and using a triage-type checklist will make a rapid decision about 

whether the article is suitable for peer review in this journal. The overall rejection rate is 

approximately 60% and the majority of these happen at the rapid decision stage. This rapid 

decision is of benefit for authors because the author can consider whether to submit 

elsewhere without undue delay. 

The most common reasons for initial rejection are: 1) not having prior institutional ethical 

approval for research and/or not demonstrating fully informed and fully free consent by 

participants; 2) not meeting the scope of the journal sufficiently; 3) poor English and; 4) not 

following this guide for authors. The journal receives many more articles than it can submit 

hence the initial rejection rate is high. The Editorial Team have to always balance the number 

of submissions, the burden on our peer reviewers and the evolving priorities or areas of 

interest. 

Review Criteria 

Each paper that the editor/s assess as suitable for peer review is allocated to two reviewers 

who are asked to assess the paper. 

Detailed Response to Reviewers. When submitting a revised manuscript, a Detailed Response 

to Reviewers must accompany the revision. This document must not contain any of the 

Author(s) details. The most common error is uploading this document on an organisation's 

letterhead, or the Author signing off with their name and contact details. The easiest way to 

format this document is to either (a) respond underneath each point raised by the reviewer, or 

(b) create a 2-column table and copy each point raised by the reviewer into the first column, 

and respond against each point in the second column Highlight any changes made on the 

revised manuscript - to make it easy for the peer-reviewers to see where these have occurred. 

Also, remember to include only the page numbers to the manuscript as this makes the peer-

review process easier. Please do not use line numbers in your file as line number are 

automated when the system builds the PDF. 

Peer review 

This journal operates a double anonymized review process. All contributions will be initially 

assessed by the editor for suitability for the journal. Papers deemed suitable are then typically 

sent to a minimum of two independent expert reviewers to assess the scientific quality of the 

paper. The Editor is responsible for the final decision regarding acceptance or rejection of 

articles. The Editor's decision is final. Editors are not involved in decisions about papers 

which they have written themselves or have been written by family members or colleagues or 

which relate to products or services in which the editor has an interest. Any such submission 

is subject to all of the journal's usual procedures, with peer review handled independently of 

the relevant editor and their research groups. More information on types of peer review. 

Double anonymized review 

https://service-elsevier-com.uea.idm.oclc.org/app/home/supporthub/publishing/
https://www-elsevier-com.uea.idm.oclc.org/reviewers/what-is-peer-review
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This journal uses double anonymized review, which means the identities of the authors are 

concealed from the reviewers, and vice versa. More information is available on our website. 

To facilitate this, please include the following separately: 

Title page (with author details): This should include the title, authors' names, affiliations, 

acknowledgements and any Declaration of Interest statement, and a complete address for the 

corresponding author including an e-mail address. 

Anonymized manuscript (no author details): The main body of the paper (including the 

references, figures, tables and any acknowledgements) should not include any identifying 

information, such as the authors' names or affiliations. 

Article structure 

This section describes the article structure for this journal. 

Types of articles 

• Research articles; quantitative, qualitative and mixed methods 

• Reviews Articles (systematic reviews, meta-analyses, meta syntheses) 

• Discussion or theoretical papers 

• Editorials 

• Letter to the Editor. Specific guidance on word count and number of references is 

provided in the next section. 

Submissions that do not follow this guidance on word count or numbers of tables and figures 

may be returned without being reviewed. Supplementary material may be added without 

specific page limits. The readability of the article, however, must not depend upon access to 

supplementary materials. Page numbers should be included for the convenience of the peer-

reviewers. Please do not use line numbers in your file as line number are automated when the 

system builds the PDF. The text should be double or one and a half spaced with standard 

margins of 2.5 cm (1 inch) all around, and 11 or 12 point font size. Authors wishing to submit 

manuscripts with word counts, tables and figures in excess of the recommended number must 

seek permission of the Editor-in-Chief. 

Research articles. For primary research articles, the maximum length up to 5000 words, 50 

references, and 6 tables or figures. The word count refers to the main body of text, excluding 

the title page, abstract, references etc. 

Review articles (systematic reviews, meta-analyses, meta syntheses) For review articles, the 

maximum length up to 5000 words, 100 references, and 6 tables or figures. The word count 

refers to the main body of text, excluding the title page, abstract, references etc. Discussion or 

theoretical papers 

For discussion or theoretical articles, the maximum length up to 3500 words, 40 references, 

and 6 tables or figures. The word count refers to the main body of text, excluding the title 

page, abstract, references etc. 

https://www-elsevier-com.uea.idm.oclc.org/reviewer/what-is-peer-review
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Editorials. For Editorials, the maximum length is up to 2500 words, 25 references and 2 

tables or figures. 

Letters to the Editor referring to a recent Midwifery article are encouraged up to 3 months 

after the appearance of a published paper. Text is limited to 350 words and 5 references. A 

single small table, figure, or image is permissible. Letters are not usually peer reviewed but 

may be subject to peer review at the editors' discretion. The Editor may invite replies from 

the authors of the original publication. By submitting a Letter to the Editor, the author gives 

permission for its publication in Midwifery. Letters should not duplicate material being 

published or submitted elsewhere. The editors reserve the right to edit and abridge letters and 

to publish responses. 

Submitting your paper 

Please have the following items ready before you log-on to the system. Every submission, 

regardless of category, must include the following: 

• Cover letter 

• Author Agreement 

• Title page (with Author Details) 

• Manuscript (without author details) Additional files that may be required depending 

on your manuscript 

• Figures 

• Tables 

• Response to reviewers (if resubmission) 

Checklist A Cover letter, stating: Conflict of Interest: when the proposed publication concerns 

any commercial product, either directly or indirectly, the author must include in the cover 

letter a statement (1) indicating that he or she has no financial or other interest in the product 

or distributor of the product or (2) explaining the nature of any relation between himself or 

herself and the manufacturer or distributor of the product. Other kinds of associations, such as 

consultancies, stock ownership, or other equity interests or patentlicensing arrangements, also 

must be disclosed. If, in the Editor's judgment, the information disclosed represents a 

potential conflict of interest, it may be made available to reviewers and may be published at 

the Editor's discretion; authors will be informed of the decision before publication. Sources of 

outside support for research: including funding, equipment, and drugs. 

An Author Agreement stating: o that the article is the author(s) original work o the article has 

not received prior publication and is not under consideration for publication elsewhere o that 

all authors have seen and approved the manuscript being submitted o the author(s) abide by 

the copyright terms and conditions of Elsevier. 

An Ethical Statement that includes: - The name of the ethics committee - The approval 

number - The date of approval o - Note: If the manuscript is based on a quality assurance or 

practice improvement project this must be made clear in the text of the paper and address 
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ethical issues concerning informed and free consent and confidentiality, as relevant. If an 

Ethical Statement is not applicable this must also be specified. 

Results 

Results should be clear and concise. 

Discussion 

This should explore the significance of the results of the work, not repeat them. A combined 

Results and Discussion section is often appropriate. Avoid extensive citations and discussion 

of published literature. 

Essential_Title_Page_Information 

Should contain: 

Title. Short and descriptive of the content of the article (abbreviations must not be used in 

title). 

Authors. List all authors by first name, all initials, family name and highest academic degree 

only using "RM, PhD" for holders of both qualifications. List the address of all institutions 

where the work was done. List departmental affiliations of each author with that institution 

after each institutional address. Connect authors to departments using numbered superscripts. 

Corresponding Author. Provide the name, exact postal address with zip or postal code, 

telephone number, fax number and e-mail address of the author to whom communications, 

proofs, and requests for reprints should be sent. 

Authors should include their Twitter handles on the Title Page if they have this. The complete 

manuscript, arranged as follows: (1) Structured Abstract and Keywords (2) manuscript, 

including Acknowledgments/Disclosures (see below) and References, (3) Tables (each 

complete with title) and 4) Figures. In addition, the following must be submitted if 

applicable: Written permission from the publisher (copyright holder) to reproduce any 

previously published table(s), illustration(s) or photograph(s) in both print and electronic 

media. 

Abstract. The abstract must be structured and under 250 words. The structure of most 

abstracts should be: 

• Problem 

• Background 

• Question, Hypothesis or Aim 

• Methods 

• Findings 

• Discussion 

• Conclusion 
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The Abstract must not include references. Avoid abbreviations and acronyms. Ensure the 

name of the hospital or health service is not mentioned. If the abstract is reporting a clinical 

trial, the name of the trial register and the clinical trial registration number must be included 

in the abstract. 

Keywords. Provide at least four and up to six keywords, at least three of which should be 

selected from those recommended by the Index Medicus Medical Subject Headings (MeSH) 

browser list ([https:// meshb.nlm.nih.gov/search](https:// meshb.nlm.nih.gov/search)) 

Statement of Significance 

In the introduction, create a table using the following headings to summaries (in 100 words or 

less) the contribution of your paper to the existing literature: 

• Problem or Issue 

• What is Already Known 

• What this Paper Adds 

Headings 

Text should be organised as follows 

• Introduction (including problem, theoretical and/or research background, hypothesis 

or guiding question, definitions of key terms) 

• Participants, Ethics and Methods (described in detail). 

• Findings or Results: for Quantitative research results should be concisely reported in 

tables and figures, with brief text descriptions. For Qualitative research a balance 

must be struck between conciseness and sufficient data to support the discussion and 

conclusion. 

• Discussion (clear and concise interpretation of results in the context of existing 

literature) 

• Conclusion (summarise key points and make recommendations) 

• Acknowledgments and Disclosures Abbreviations Minimise abbreviations to no more 

than four. Do not use abbreviations in the title. Use only abbreviations well known to 

midwives in the abstract. Define abbreviations at first appearance in the text. 

Measurements and weights should be given in standard metric units. 

Acknowledgements 

This section is compulsory. Grants, financial support and technical or other assistance are 

acknowledged at the end of the text before the references. All financial support for the project 

must be acknowledged. If there has been no financial assistance with the project, this must be 

clearly stated. The role(s) of the funding organisation, if any, in the collection of data, its 

analysis and interpretation, and in the right to approve or disapprove publication of the 

finished manuscript must be described in the Methods section of the text. 

Footnotes 
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Footnotes are not used in the journal. Artwork Images or figures are submitted online as one 

or more separate files that may contain one or more images. Within each file containing 

images, use the figure number (eg, Figure 1A) as the image filename. The system accepts 

image files formatted in TIFF and EPS. PowerPoint (.ppt) files are also accepted, but you 

must use a separate PowerPoint image file for each PowerPoint figure. 

Formatting of funding sources 

List funding sources in this standard way to facilitate compliance to funder's requirements: 

Funding: This work was supported by the National Institutes of Health [grant numbers xxxx, 

yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the 

United States Institutes of Peace [grant number aaaa]. 

It is not necessary to include detailed descriptions on the program or type of grants and 

awards. When funding is from a block grant or other resources available to a university, 

college, or other research institution, submit the name of the institute or organization that 

provided the funding. 

If no funding has been provided for the research, it is recommended to include the following 

sentence: 

This research did not receive any specific grant from funding agencies in the public, 

commercial, or not-for-profit sectors. 

Artwork 

This section describes the artwork for this journal. 

Electronic artwork 

General points 

• Make sure you use uniform lettering and sizing of your original artwork. 

• Embed the used fonts if the application provides that option. 

• Aim to use the following fonts in your illustrations: Arial, Courier, Times New 

Roman, Symbol, or use fonts that look similar. 

• Number the illustrations according to their sequence in the text. 

• Use a logical naming convention for your artwork files. 

• Provide captions to illustrations separately. 

• Size the illustrations close to the desired dimensions of the published version. 

• Submit each illustration as a separate file. 

• Ensure that color images are accessible to all, including those with impaired color 

vision. 

A detailed guide on electronic artwork is available. 

https://www-elsevier-com.uea.idm.oclc.org/about/policies-and-standards/author/artwork-and-media-instructions
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You are urged to visit this site; some excerpts from the detailed information are given 

here. 

Formats 

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, 

Excel) then please supply 'as is' in the native document format. 

Regardless of the application used other than Microsoft Office, when your electronic artwork 

is finalized, please 'Save as' or convert the images to one of the following formats (note the 

resolution requirements for line drawings, halftones, and line/halftone combinations given 

below): 

EPS (or PDF): Vector drawings, embed all used fonts. 

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi. 

TIFF (or JPEG): Bitmapped (pure black &amp; white pixels) line drawings, keep to a 

minimum of 1000 dpi. 

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a 

minimum of 500 dpi. 

Please do not: 

• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these 

typically have a low number of pixels and limited set of colors; 

• Supply files that are too low in resolution; 

• Submit graphics that are disproportionately large for the content. 

Figure Legends 

Figure legends should be numbered (Arabic) and double-spaced in order of appearance 

beginning on a separate sheet. Identify (in alphabetic order) all abbreviations appearing in the 

illustrations at the end of each legend. Give the type of stain and magnification power for all 

photomicrographs. All abbreviations used on a figure and in its legend should be defined in 

the legend. Cite the source of previously published (print or electronic) material in the legend. 

Symbols, letters, numbers and contrasting fills must be distinct, easily distinguished and 

clearly legible when the illustration is reduced in size. Black, white and widely crosshatched 

bars are preferable; do not use stippling, gray fill or thin lines. 

Colour Artwork Figures/illustrations can be published in colour at no extra charge for the 

online version. For the print version, colour incurs a charge of EUR 200 for the first page and 

EUR 100 for every additional page containing colour. If you wish to have figures/illustrations 

in colour online and black and white figures printed, please submit both versions. If you wish 

to publish colour illustrations and agree to pay the "colour charge" check the appropriate box. 

Tables 

Please submit tables as editable text and not as images. Tables can be placed either next to the 

relevant text in the article, or on separate page(s) at the end. Number tables consecutively in 

accordance with their appearance in the text and place any table notes below the table body. 
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Be sparing in the use of tables and ensure that the data presented in them do not duplicate 

results described elsewhere in the article. Please avoid using vertical rules and shading in 

table cells. 

References 

This section describes the references for this journal. 

For Original Research Articles references should not be more than 40, except with specific 

permission from the editor prior to submission). The journal follows the International Council 

of Medical Journal Editors' (ICMJE's) Recommendations for the Conduct, Reporting, 

Editing, and Publication of Scholarly Work in Medical Journals available at: 

https://www.icmje.org/recommendations 

Referencing requirements for Midwifery are the same as for other major medical/health 

journal. Examples of citation and referencing for each type (e.g. article, book chapter, thesis) 

are at: http://www.nlm.nih.gov.uea.idm.oclc.org/bsd/uniform_requirements.htm. The full 

details of the National Library of Medicine (NLM) referencing requirements are found at 

[http:// www.ncbi.nlm.nih.gov/books/NBK7256/](http:// 

www.ncbi.nlm.nih.gov/books/NBK7256/) where the e-book can be accessed. 

For users of bibliographic management systems like Mendeley or Endnote please use the 

most up to date version and select the Lancet Output Style because it complies with the 

ICMJE referencing standards. 

Citation in Text 

Please ensure that every reference cited in the text is also present in the reference list (and 

vice versa). Any references cited in the abstract must be given in full. Unpublished results 

and personal communications are not permitted. Citations of a reference as 'in press' implies 

that the item has been accepted for publication. 

The accuracy of the references is the responsibility of the author. 

Text: 

All citations in the text should refer to: 

1. Single author: the author's name (without initials, unless there is ambiguity) and the year of 

publication; 

2. Two authors: both authors' names and the year of publication; 

3. Three or more authors: first author's name followed by 'et al.' and the year of publication. 

Citations may be made directly (or parenthetically). Groups of references should be listed 

first chronologically, then alphabetically. 

Examples: "as demonstrated (Allan, 1996a, 1996b, 1999; Allan and Jones, 1995). Kramer et 

al. (2000) have recently shown " 

Reference list: References should be arranged first alphabetically and then further sorted 

chronologically if necessary. More than one reference from the same author(s) in the same 
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year must be identified by the letters "a", "b", "c", etc., placed after the year of publication. 

Full journal titles must be used in the reference list. 

Examples: 

Reference to a journal publication: 

Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T., 2015. Mortality data for Japanese oak wilt 

disease and surrounding forest compositions. Mendeley Data, 

v1. http://dx.doi.org.uea.idm.oclc.org/10.17632/xwj98nb39r.1. 

References to a book: 

Field, P. A., Morse, J. M., 1985. Nursing research: the application of qualitative approaches. 

Croom Helm, London. 

Reference to a chapter in an edited book: 

Mettam, G.R., Adams, L.B., 1999. How to prepare an electronic version of your article. In: 

Jones, B.S., Smith , R.Z. (Eds.), Introduction to the Electronic Age. E-Publishing Inc., New 

York. pp. 281-304. 

Citing and listing of Web references. As a minimum, the full URL should be given. Any 

further information, if known (Author names, dates, reference to a source publication, etc.), 

should also be given. Web references can be listed separately (e.g., after the reference list) 

under a different heading if desired, or can be included in the reference list. 

Data references 

This journal encourages you to cite underlying or relevant datasets in your manuscript by 

citing them in your text and including a data reference in your Reference List. Data 

references should include the following elements: author name(s), dataset title, data 

repository, version (where available), year, and global persistent identifier. Add [dataset] 

immediately before the reference so we can properly identify it as a data reference. The 

[dataset] identifier will not appear in your published article. 

Preprint references 

Where a preprint has subsequently become available as a peer-reviewed publication, the 

formal publication should be used as the reference. If there are preprints that are central to 

your work or that cover crucial developments in the topic, but are not yet formally published, 

these may be referenced. Preprints should be clearly marked as such, for example by 

including the word preprint, or the name of the preprint server, as part of the reference. The 

preprint DOI should also be provided. 

Reference management software 

Most Elsevier journals have their reference template available in many of the most popular 

reference management software products. These include all products that support Citation 

Style Language styles, such as Mendeley. Using citation plug-ins from these products, 

authors only need to select the appropriate journal template when preparing their article, after 

which citations and bibliographies will be automatically formatted in the journal's style. If no 

template is yet available for this journal, please follow the format of the sample references 

http://dx.doi.org.uea.idm.oclc.org/10.17632/xwj98nb39r.1
https://citationstyles.org/
https://citationstyles.org/
https://www.mendeley.com/reference-management/reference-manager/
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and citations as shown in this Guide. If you use reference management software, please 

ensure that you remove all field codes before submitting the electronic manuscript. More 

information on how to remove field codes from different reference management software. 

Data visualization 

Include interactive data visualizations in your publication and let your readers interact and 

engage more closely with your research. Follow the instructions here to find out about 

available data visualization options and how to include them with your article. 

Supplementary Data 

Supplementary material such as applications, images and sound clips, can be published with 

your article to enhance it. Submitted supplementary items are published exactly as they are 

received (Excel or PowerPoint files will appear as such online). Please submit your material 

together with the article and supply a concise, descriptive caption for each supplementary 

file. If you wish to make changes to supplementary material during any stage of the process, 

please make sure to provide an updated file. Do not annotate any corrections on a previous 

version. Please switch off the 'Track Changes' option in Microsoft Office files as these will 

appear in the published version. 

Research data 

This journal encourages and enables you to share data that supports your research publication 

where appropriate, and enables you to interlink the data with your published articles. 

Research data refers to the results of observations or experimentation that validate research 

findings, which may also include software, code, models, algorithms, protocols, methods and 

other useful materials related to the project. 

Below are a number of ways in which you can associate data with your article or make a 

statement about the availability of your data when submitting your manuscript. If you are 

sharing data in one of these ways, you are encouraged to cite the data in your manuscript and 

reference list. Please refer to the "References" section for more information about data 

citation. For more information on depositing, sharing and using research data and other 

relevant research materials, visit the research data page. 

Data linking 

If you have made your research data available in a data repository, you can link your article 

directly to the dataset. Elsevier collaborates with a number of repositories to link articles on 

ScienceDirect with relevant repositories, giving readers access to underlying data that gives 

them a better understanding of the research described. 

There are different ways to link your datasets to your article. When available, you can 

directly link your dataset to your article by providing the relevant information in the 

submission system. For more information, visit the database linking page. 

For supported data repositories a repository banner will automatically appear next to your 

published article on ScienceDirect. 

https://service-elsevier-com.uea.idm.oclc.org/app/answers/detail/a_id/26093/
https://service-elsevier-com.uea.idm.oclc.org/app/answers/detail/a_id/26093/
https://www-elsevier-com.uea.idm.oclc.org/researcher/author/tools-and-resources/data-visualization
https://www-elsevier-com.uea.idm.oclc.org/authors/tools-and-resources/research-data
https://www-elsevier-com.uea.idm.oclc.org/researcher/author/tools-and-resources/research-data/data-base-linking
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In addition, you can link to relevant data or entities through identifiers within the text of your 

manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC: 

734053; PDB: 1XFN). 

Research elements 

This journal enables you to publish research objects related to your original research -- such 

as data, methods, protocols, software and hardware -- as an additional paper in a Research 

Elements journal. 

Research Elements is a suite of peer-reviewed, open access journals which make your 

research objects findable, accessible and reusable. Articles place research objects into context 

by providing detailed descriptions of objects and their application, and linking to the 

associated original research articles. Research Elements articles can be prepared by you, or 

by one of your collaborators. 

During submission, you will be alerted to the opportunity to prepare and submit a manuscript 

to one of the Research Elements journals. 

More information can be found on the Research Elements page. 

Data statement 

To foster transparency, we encourage you to state the availability of your data in your 

submission. This may be a requirement of your funding body or institution. If your data is 

unavailable to access or unsuitable to post, you will have the opportunity to indicate why 

during the submission process, for example by stating that the research data is confidential. 

The statement will appear with your published article on ScienceDirect. For more 

information, visit the Data Statement page. 

After acceptance 

Online proof correction 

To ensure a fast publication process of the article, we kindly ask authors to provide us with 

their proof corrections within two days. Corresponding authors will receive an e-mail with a 

link to our online proofing system, allowing annotation and correction of proofs online. The 

environment is similar to MS Word: in addition to editing text, you can also comment on 

figures/tables and answer questions from the Copy Editor. Web-based proofing provides a 

faster and less error-prone process by allowing you to directly type your corrections, 

eliminating the potential introduction of errors. 

If preferred, you can still choose to annotate and upload your edits on the PDF version. All 

instructions for proofing will be given in the e-mail we send to authors, including alternative 

methods to the online version and PDF. 

We will do everything possible to get your article published quickly and accurately. Please 

use this proof only for checking the typesetting, editing, completeness and correctness of the 

text, tables and figures. Significant changes to the article as accepted for publication will only 

be considered at this stage with permission from the Editor. It is important to ensure that all 

corrections are sent back to us in one communication. Please check carefully before replying, 

https://www-elsevier-com.uea.idm.oclc.org/authors/tools-and-resources/research-elements-journals
https://www-elsevier-com.uea.idm.oclc.org/authors/tools-and-resources/research-elements-journals
https://www-elsevier-com.uea.idm.oclc.org/authors/tools-and-resources/research-elements-journals
https://www-elsevier-com.uea.idm.oclc.org/authors/tools-and-resources/research-data/data-statement
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as inclusion of any subsequent corrections cannot be guaranteed. Proofreading is solely your 

responsibility. 

Language Editing 

Authors who require information about language editing and copyediting services pre- and 

post-submission please visit:https://webshop-elsevier-com.uea.idm.oclc.org/language-

editing/ or visit our Support Center for more information. Please note Elsevier neither 

endorses nor takes responsibility for any products, goods or services offered by outside 

vendors through our services or in any advertising. For more information please refer to our 

Terms & Conditions https://www-elsevier-com.uea.idm.oclc.org/legal/elsevier-website-

terms-and-conditions 

Considerations specific to types of research designs 

The editors require that manuscripts adhere to recognized reporting guidelines relevant to the 

research design used. These identify matters that should be addressed in your paper. These 

are not quality assessment frameworks and your study need not meet all the criteria implied 

in the reporting guideline to be worthy of publication in the journal. The checklists do 

identify essential matters that should be considered and reported upon. 

Any paper reporting the results of a questionnaire survey should include a copy of the 

questionnaire used, together with the manuscript. This should be uploaded as Supplemental 

Information. 

You are encouraged (although not required) to submit a checklist from the appropriate 

reporting guideline together with your paper as a guide to the editors and reviewers of your 

paper. 

Reporting guidelines endorsed by the journal are listed on the EQUATOR website 

at http://www.equator-network.org/ 

Offprints 

The corresponding author will, at no cost, receive a customized Share Link providing 50 days 

free access to the final published version of the article on ScienceDirect. The Share Link can 

be used for sharing the article via any communication channel, including email and social 

media. For an extra charge, paper offprints can be ordered via the offprint order form which is 

sent once the article is accepted for publication. Corresponding authors who have published 

their article gold open access do not receive a Share Link as their final published version of 

the article is available open access on ScienceDirect and can be shared through the article 

DOI link. 

Author inquiries 

Author Inquiries 

Visit the Elsevier Support Center to find the answers you need. Here you will find everything 

from Frequently Asked Questions to ways to get in touch. 

You can also check the status of your submitted article or find out when your accepted article 

will be published. 

https://webshop-elsevier-com.uea.idm.oclc.org/language-editing/
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Appendix B: PRISMA Guidelines 

Section and 
Topic  

Item # Checklist item  
Location 
where item is 
reported  

TITLE   

Title  1 Identify the report as a systematic review. Page 15 

ABSTRACT   

Abstract  2 See the PRISMA 2020 for Abstracts checklist. Page 16 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of existing knowledge. Pages 17 - 19 

Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses. Pages 18 & 19 

METHODS   

Eligibility criteria  5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Page 21 

Information 
sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. Specify the date 
when each source was last searched or consulted. 

Page 20 

Search strategy 7 Present the full search strategies for all databases, registers and websites, including any filters and limits used. Page 20 

Selection 
process 

8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each record 
and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process. 

Page 21 

Data collection 
process  

9 Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked 
independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in the 
process. 

Pages 22 - 23 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in each study 
were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect. 

Page 22 

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe any 
assumptions made about any missing or unclear information. 

Page 22 

Study risk of 
bias assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each 
study and whether they worked independently, and if applicable, details of automation tools used in the process. 

Pages 21 & 22 

Effect measures  12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results. N/A 

Synthesis 
methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics and 
comparing against the planned groups for each synthesis (item #5)). 

Page 21 

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data 
conversions. 

Page 21 

13c Describe any methods used to tabulate or visually display results of individual studies and syntheses. Page 21 
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Section and 
Topic  

Item # Checklist item  
Location 
where item is 
reported  

13d Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the model(s), 
method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used. 

Page 21 

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression). N/A 

13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results. N/A 

Reporting bias 
assessment 

14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). N/A 

Certainty 
assessment 

15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. N/A 

RESULTS   

Study selection  16a Describe the results of the search and selection process, from the number of records identified in the search to the number of studies included in the 
review, ideally using a flow diagram. 

Pages 23 & 24 

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded. Page 24 

Study 
characteristics  

17 Cite each included study and present its characteristics. Pages 24 - 29 

Risk of bias in 
studies  

18 Present assessments of risk of bias for each included study. Pages 31 - 39 

Results of 
individual 
studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and its precision (e.g. 
confidence/credible interval), ideally using structured tables or plots. 

N/A 

Results of 
syntheses 

20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Pages 24, 25 
& 30 

20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its precision (e.g. 
confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of the effect. 

N/A 

20c Present results of all investigations of possible causes of heterogeneity among study results. N/A 

20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. N/A 

Reporting 
biases 

21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. N/A 

Certainty of 
evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. N/A 

DISCUSSION   

Discussion  23a Provide a general interpretation of the results in the context of other evidence. Pages 48 & 49  

23b Discuss any limitations of the evidence included in the review. Pages 49 & 50 
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Section and 
Topic  

Item # Checklist item  
Location 
where item is 
reported  

23c Discuss any limitations of the review processes used. Pages 49 & 50 

23d Discuss implications of the results for practice, policy, and future research. Page 51 

OTHER INFORMATION  

Registration and 
protocol 

24a Provide registration information for the review, including register name and registration number, or state that the review was not registered. Page 20 

24b Indicate where the review protocol can be accessed, or state that a protocol was not prepared. N/A 

24c Describe and explain any amendments to information provided at registration or in the protocol. N/A 

Support 25 Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. Page 51 

Competing 
interests 

26 Declare any competing interests of review authors. Pae 51 

Availability of 
data, code and 
other materials 

27 Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from included 
studies; data used for all analyses; analytic code; any other materials used in the review. 

Quality bias 
assessment: 
page 22 
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Appendix C: Stenfors et al. (2020) key criteria in evaluating the trustworthiness of 

qualitative research  

 

Criteria What it means How to recognise it 

Credibility The research findings are 

plausible and trustworthy 

There is alignment between theory, 

research question, data collection, 

analysis and results. Sampling strategy, 

the depth and volume of data, and the 

analytical steps taken, are appropriate 

within that framework 

Dependability The extent to which the 

research could be 

replicated in similar 

conditions 

There is sufficient information provided 

such that another researcher could 

follow the same procedural steps, albeit 

possibly reaching different conclusions 

Confirmability There is a clear link or 

relationship between the 

data and the findings 

The researchers show how they made 

their findings through detailed 

descriptions and the use of quotes 

Transferability Findings may be 

transferred to another 

setting, context or group 

Detailed description of the context in 

which the research was performed and 

how this shaped the findings 

Reflexivity A continual process of 

engaging with and 

articulating the place of 

the researcher and the 

context of the research 

Explanations of how reflexivity was 

embedded and supported in the research 

process 
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Appendix D: Author Guidelines for Journal of Reproductive and Infant Psychology 

Instructions for authors 

Thank you for choosing to submit your paper to us. These instructions will ensure we have 

everything required so your paper can move through peer review, production and publication 

smoothly. Please take the time to read and follow them as closely as possible, as doing so will 

ensure your paper matches the journal’s requirements. 

We offer a range of editing, manuscript preparation and post publication services to assist you 

in preparing your manuscript for submission, increase your chance of acceptance, or broaden 

the readership of your article. General guidance on every stage of the publication process is 

available at our? Author Services website. 

Contents 

• About the Journal 

• Open Access 

• Peer Review and Ethics 

• Preparing Your Paper 

o Structure 

o Word Limits 

o Style Guidelines 

o Formatting and Templates 

o References 

o Editing Services 

o Checklist 

• Using Third-Party Material 

• Disclosure Statement 

• Clinical Trials Registry 

• Complying With Ethics of Experimentation 

o Consent 

o Health and Safety 

• Submitting Your Paper 
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• Copyright Options 

• Complying with Funding Agencies 
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• My Authored Works 

• Reprints 

About the Journal 

The Journal of Reproductive and Infant Psychology is an international, peer-reviewed journal 

publishing high-quality, original research. Please see the journal's Aims & Scope for 

information about its focus and peer-review policy. 

Please note that this journal only publishes manuscripts in English. 

The Journal of Reproductive and Infant Psychology accepts the following types of article: 

original articles. 

 

This journal is now including Alt Text (alternative text), a short piece of text that can be 

attached to your figure to convey to readers the nature or contents of the image. It is typically 

used by systems such as pronouncing screen readers to make the object accessible to people 

that cannot read or see the object, due to a visual impairment or print disability. 

 

Alt text will also be displayed in place of an image, if said image file cannot be loaded. Alt 

Text can also provide better image context/descriptions to search engine crawlers, helping 

them to index an image properly. 

 

To include Alt Text in your article, please follow our Guidelines. 

Open Access 

You have the option to publish open access in this journal via our Open Select publishing 

program. Publishing open access means that your article will be free to access online 

immediately on publication, increasing the visibility, readership and impact of your research. 

Articles published Open Select with Taylor & Francis typically receive 32% more citations* 

and over 6 times as many downloads** compared to those that are not published Open Select. 

Your research funder or your institution may require you to publish your article open access. 

Visit our Author Services website to find out more about open access policies and how you 

can comply with these. 

You will be asked to pay an article publishing charge (APC) to make your article open access 

and this cost can often be covered by your institution or funder. Use our APC finder to view 

the APC for this journal. 

Please visit our Author Services website or contact openaccess@tandf.co.uk if you would 

like more information about our Open Select Program. 

*Citations received up to Jan 31st 2020 for articles published in 2015-2019 in journals listed 

in Web of Science®. 

**Usage in 2017-2019 for articles published in 2015-2019. 

Peer Review and Ethics 
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Taylor & Francis is committed to peer-review integrity and upholding the highest standards 

of review. Once your paper has been assessed for suitability by the editor, it will then be 

double blind peer reviewed by independent, anonymous expert referees. Find out more 

about what to expect during peer review and read our guidance on publishing ethics. 

Preparing Your Paper 

All authors submitting to medicine, biomedicine, health sciences, allied and public health 

journals should conform to the Uniform Requirements for Manuscripts Submitted to 

Biomedical Journals, prepared by the International Committee of Medical Journal Editors 

(ICMJE). 

Structure 

Your paper should be compiled in the following order: title page; abstract; keywords; main 

text introduction, materials and methods, results, discussion; acknowledgments; declaration 

of interest statement; references; appendices (as appropriate); table(s) with caption(s) (on 

individual pages); figures; figure captions (as a list). 

 

The abstract should be be structured with a word limit of 250 words.  

 

The required structure of the abstract is: 

Aims/Background, Design/Methods, Results, Conclusion 

Word Limits 

Please include a word count for your paper. 

 

A typical quantitative paper for this journal should be no more than 3500 words. The word 

limit excludes title, abstract, tables and references. The limit for a paper based on qualitative 
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Appendix E: Recruitment Posters 
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Appendix F: Participant Information Sheet 

Participant Information Sheet 

 

Study Title 

Understanding the experience of LGBTQ+ parents who have had a baby admitted to a 

neonatal intensive care unit (NICU) 

Invitation Paragraph 

We would like you to help us with our research study. Please read this information carefully 

and ask us if there is anything unclear or if you want to know more. 

What Is the Purpose of The Study? 

We would like to understand what the experience of parents in the LGBTQ+ community who 

have had a baby admitted to the NICU. We are looking to understand this experience and 

also how parents feel their experience was impacted by their identity in the LGBTQ+ 

community.  

Why Me? 

You identify as a member of the LGBTQ+ community.  

You have experience of being the parent of a baby admitted to the NICU. 

You did not experience a bereavement whilst your baby was in the NICU.  

Do I Have to Take Part? 

No. It is entirely up to you. If you do decide to take part: 

- You will be asked to sign a consent form. 

- You will be given a copy of your signed consent form to keep. 

 

What Will I Have to Do? 

We will ask you for some demographic information, e.g., age, sexuality, gender identity, 

gestation when baby was born. You will be interviewed about your experiences on the NICU. 

The interview should not take longer than an hour, with the overall research time taking no 

longer than 2 hours. The interview will take place online using MS Teams. The interview 

(video and audio) will be recorded using the recording setting on MS Teams.  

What Will Happen If I Don’t Want to Carry on With the Research? 

You can choose to withdraw at any time during the interview. You can contact the researcher 

or their supervisor (contact details at the end of this sheet) up to 2 weeks after the interview 

was completed to have your data withdrawn.  

What Are the Possible Disadvantages and Risks of Taking Part? 

Sometimes talking about difficult experiences can cause distress or brings things up that we 

didn’t realise could affect us, we have included some information on places you can access 

for support in the debrief sheet. Additionally, before the interview starts we can discuss how 
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you may want to be supported if you become upset during the interview, this could be taking 

a break from the interview.  

What Are the Possible Benefits of Taking Part? 

There are no direct benefits of taking part for you, however, the research may be used to 

inform services of how they can support LGBTQ+ parents. 

What Happens When the Research Study Stops? 

You will be given a debrief sheet when the interview is finished. Once all the interviews are 

complete, we will bring all the information together and analyse it. The recording will be 

deleted once the interview has been transcribed.  

What Will Happen to The Results of The Research Study? 

When the study has finished, the results will be included as part of Abby Howes’ educational 

qualification. We would also like to present our findings and put the results in journal articles. 

The results will be anonymous as you will be given a pseudonym-name. Any quotes used 

will be shortened as much as is possible whilst keeping their meaning, ensuring they are 

less likely to be identifiable.  

How will we use information about you?  

By consenting to participate, you are agreeing to the personal information shared to be 

collected and used for the purpose of this research study. Any information provided will only 

be used for the purposes outlined in this Participant Information Statement unless you 

consent otherwise. The 2018 General Data Protection Regulation Act and the University of 

East Anglia Research Data Management Policy (2019) will be adhered to at all times. Your 

information will be stored securely using UEA cloud storage and your identity/information will 

only be disclosed with your permission, except as required by law. Findings from this study 

may be included in a publication, but you will not be identifiable. Data will be stored until 

analysis and publication are completed and then retained for ten years.  

What are your choices about how your information is used? 

You can stop being part of the study at any time up to two weeks after the interview, without 

giving a reason, and we will remove any data we have from you.  

We need to manage your records in specific ways for the research to be reliable. This 

means that we won’t be able to let you see or change the data we hold about you.  

Where can you find out more about how your information is used? 

You can find out more about how we use your information: 

- By asking one of the research team 

- By looking at the University’s website page on Research Integrity 

https://www.uea.ac.uk/research/about-uea-research-and-impact/integrity  

 

Will the Data Be Kept Confidential? 

The data will be kept confidential unless you say something that suggests you are at risk of 

harming yourself or someone else. If this happens, we will inform the appropriate people to 

help keep you safe. In almost all circumstances we will tell you before we break 

confidentiality unless telling you would increase any risk.  

https://www.uea.ac.uk/research/about-uea-research-and-impact/integrity
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Who Has Reviewed the Study? 

The ethical aspects of this study have been approved under the regulations of the University 

of East Anglia’s Faculty of Medicine and Health Sciences Ethics Committee. 

Contact for Further Information 

If you would like any further information about this study, you should contact: 

Abby Howes 

Norwich Medical School 

Faculty of Medicine and Health Sciences 

University of East Anglia 

Norwich NR4 7TJ 

(abby.howes@uea.ac.uk)  

If you are concerned about the way this study is being conducted or you wish to make 

a complaint to someone independent from the study, please contact the 

administration team who will direct your concerns to a senior faculty member: 

med.reception@uea.ac.uk  

 

 

 

 

 

 

 

 

 

 

 

 

mailto:abby.howes@uea.ac.uk
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Appendix G: Consent Form 

 

 

 



191 
 

 

 

 

 

 

 

 

 

 

 

 

 



192 
 

Appendix H: Demographics Form 
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Appendix I: Debrief Letter 

Debrief Letter 

Thank you for taking part in this study looking to understand LGBTQ+ parents’ 

experiences on neonatal units. If you wish for your data to be removed, please 

contact us by email, within 2 weeks of the date of your interview, 

(abby.howes@uea.ac.uk) to discuss issues of concern.  

If you wish to review your transcript (written script of the interview) and did not 

previously say yes at the interview, please contact us by email within 2 weeks of the 

date of your interview (abby.howes@uea.ac.uk).  

You can also contact us to request a lay summary of our findings via email 

(abby.howes@uea.ac.uk). 

If you feel you need further support about your experiences, please access support 

via the following places: 

 Bliss – charity to support families 
with a premature or sick baby.  
 
 

https://www.bliss.org.uk/ 

 

Samaritans – a charity dedicated to 
reducing feelings of isolation and 
disconnection that can lead to 
suicide. 
 

https://www.samaritans.org/  

 

Mind – a charity that provides 
advice and support to those 
experiencing mental health 
difficulties.  
 

https://www.mind.org.uk/need-
urgent-help/using-this-tool/  

 Your local GP who can help with 
discussions about further support.  
 

 

 

If you are concerned about your experience during your time on the Neonatal Unit. 

Please contact your hospital’s local PALS team.  

https://www.nhs.uk/nhs-services/hospitals/what-is-pals-patient-advice-and-liaison-service/  

If you are concerned about the way this study is being conducted or you wish to 

make a complaint to someone independent from the study, please contact the 

administration team who will direct your concerns to a senior faculty member: 
med.reception@uea.ac.uk 

 

Kind regards, 

Abby Howes 

mailto:abby.howes@uea.ac.uk
mailto:abby.howes@uea.ac.uk
mailto:abby.howes@uea.ac.uk
https://www.bliss.org.uk/
https://www.samaritans.org/
https://www.mind.org.uk/need-urgent-help/using-this-tool/
https://www.mind.org.uk/need-urgent-help/using-this-tool/
https://www.nhs.uk/nhs-services/hospitals/what-is-pals-patient-advice-and-liaison-service/
mailto:med.reception@uea.ac.uk
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Trainee Clinical Psychologist  

Doctorate in Clinical Psychology (ClinPsyD) 

Email: abby.howes@uea.ac.uk 
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Appendix J: Interview Topic Guide 

Topic Guide 

“Today I will be interviewing you about your experience in the neonatal unit. The 

interview will last about an hour. I will listen carefully to your answers. Sometimes I 

will ask you some more questions about what you have said. I will record the 

interview using Microsoft Teams so that I can type our conversation up afterwards. 

There are no right or wrong answers, I would just like to hear about your own 

experiences.  

Some of the things you say will be written in a report. Other people may read this 

report, but your real name will not be in the report. Apart from the report, I will keep 

things you say private. However, there is one time I cannot keep what you say 

private or confidential. If I was worried that you or someone else might be in danger, 

then it is my job to tell the relevant people to keep everyone safe. In almost all 

circumstances I will tell you before I tell someone unless this increases any danger.  

It is your choice to take part in this interview. You can tell me at any time during the 

interview if you would like to take a break or stop the interview. 

If we lose connectivity or leave the interview unexpectedly, I will ring you using the 

phone number you provided on the consent form. This number will be deleted from 

the call log immediately after the interview has finished.  

Do you have any questions before we begin?” 

 

1. Can you tell me about your experience leading up to your baby being 

admitted to the neonatal unit? 

a. What was your experience of maternity services during birth? 

 

2. What was your experience when you first arrived on the ward? 

a. Were you offered the space to talk about why your baby needed to be 

on the ward?  

b. Was the ward local to you?  

c. Was accommodation an option to you?  

 

3. How did you experience communicating with staff? 

a. Were you offered the opportunity to receive updates?  

 

4. What were your experiences with other parents? 

a. On the ward? 

b. Other parents you knew? 

 

5. Do you think your sexuality and/or gender identity impacted your experience? 

a. How did this impact your experience?  

b. In communicating with staff? 

c. With other parents? 
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6. Did you access support services at the hospital/outside of the hospital? 

a. What were your experiences with this? 

b. Did you find your gender/sexuality affect your experiences with this? 

c. What was your experience with work parental leave? 

 

7. With regards to the things we have discussed today, is there anything the 

staff/ward could have done to improve your experience? 

 

8. Is there anything else you feel is important that we haven’t discussed? 
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Appendix K: Ethical Approval 
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Appendix L: Approval of ethical amendment 
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Appendix M: Example of transcript and coding 

Key:  

• Highlighted text is that which was coded 

• (Highlighted text in brackets) were initial codes 

P8 32:54 

do you yeah and I I didn't I felt like I wanted to be in that hospital 100% of the time I 

absolutely hated leaving him at HOSPITAL_B which is bizarre (safety in care of baby) (not 

feeling able to trust staff with baby’s care) because it's one of the leading children's hospitals 

so CITY’s children's hospital is is one of the best in the country some of the best in the world 

doctor like do you know what I mean [yeah] like the consultants are the but it's a whole 

different environment wholly different and then we started getting like all these forms that we 

had to fill out right so I’m filling out these forms and I’m going fuck me 'cause I’m already 

annoyed now because I need my kid to have this surgery [yeah] I’m already annoyed because 

I don't feel comfortable in this environment and now I’m getting forms where it says mother's 

name and father's name right repeatedly over and over every single form that I’m filling out 

is mother's name and father's name (inclusive language) so I’m 

 

Interviewer 33:52 

and was there any acknowledgement from staff that that was the case 

 

P8 33:54 

no none none at all just fill out this form just fill out this form just fill out this form just fill 

out this form right and we got like a little gift bag thing like a little hamper thing that you get 

when you go into HOSPITAL_B and then the book was something like me and my dad or 

something like that and I’m kind of like *sigh* (best intentions not meeting the needs) (safety 

in who we are) and I’m sat there and I’m going like I’m not gonna let it like 'cause I’m not 

one to get like amped up about stuff I just I just don't like it's not my style like I firmly like I 

fight for what I believe in and what not but I don't get irate it's just not who I am but like 

when it's repeated and repeated and repeated I’m just kind of like you've got to do better 

(inclusive language) 

 

Interviewer 34:38 

and it wears you down a bit doesn't it in that in that situation 

 

P8 34:41 

but as the other parent in going into this into this situation like you already feel less than right 

you do like rightly or wrongly like you know that you shouldn't but you do you already feel 

less than like you contributed less like you're gonna mean less and and you're gonna have to 

work 10 times harder do you know what I mean just to be mum (context of being a queer 

person) (feeling you need to work harder to be a mum – non-birth parent) like every time my 

mum's the every time my son says mama to me I’m kinda like *ha* I did it whereas for 

P8_PARTNER it's just completely normal do you know what I mean so when you're in that 

situation and then you almost feel like you're being bashed every time like you're filling out a 

form (inclusive language) (safety in who we are) it's just an even I even away from you know 

from the queer environment from from from that from that situation like a single parents in 

there as well do you know what I mean 
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Appendix N: Initial thematic maps 

 

 

 

 



204 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



205 
 

Appendix O: Reflective Journal Extract 

The following extract was written immediately following an interview with a participant, at 

the mid-point of recruitment.  

• Participant was younger than many of the other participants – could this have 

impacted on them feeling able to challenge medical professionals? 

• I am a similar age to them – would I feel comfortable challenging medical 

professionals, I haven’t previously.  

• Felt like a free-flowing discussion with lots of rich information 

o Could this be because we are a similar age? 

o I found it really nice to hear their way of understanding situations, turning 

them into sarcastic or humour based ways of talking about things – could this 

be a protective way of thinking about the challenges they faced 

o Did I lean into the sarcasm too much? I could have delved deeper into where 

the sarcasm came from, but also wanted to create safety for the participant 

• This interview brought up lots of thoughts and feelings which have been building 

across each interview 

o I felt sad that this participant hadn’t always had a good experience and angry 

on their behalf – I feel I was able to stop this from impacting how I asked 

questions but I wonder if it affected how I came across 

o This participant mentioned potential charities that could support LGBTQ+ 

parents’ journeys – I felt frustrations that the NHS shouldn’t need charities to 

do the work they should be doing – I am a part of this NHS system in the work 

I do and the signposting I do  

▪ I feel this has touched on my own sociopolitical views (that we 

shouldn’t need charities as suitable and inclusive care should be 

provided by the NHS) and it is important I am aware of this when 

analysing the data set and developing recommendations 

o Through hearing the challenges participants face with having their own 

identity recognised in the literature, e.g. mother and mother, it has often led to 

me reflecting on my own experiences with this. Reflecting on my own 

experience as a non-binary person and my own frustrations with my identity 

not being recognised. I wonder how this has impacted how I make sense of 

what they say and what aspects of this experience I might ask probing 

questions about. 

• Throughout these interviews, I have come away thinking about what I want for my 

future, whether I want children or not and how I might experience maternity care as a 

member of the LGBTQ+ community.  

 


