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ABSTRACT 

Objec&ve 
To iden(fy organisa(onal readiness characteris(cs associated with the successful implementa(on of 
midwife-led units (MUs) in public maternity services, and to inform the development of a context-
specific organisa(onal readiness assessment tool. 

Design 
Systema(c review and qualita(ve thema(c meta-synthesis. 

Data Sources 
CINAHL, Medline, Ovid MEDLINE, Embase, Emcare, MIDIRS, and Global Health were searched using 
terms related to “midwife-led units,” “organisa(onal readiness,” and “innova(on.” Addi(onal sources 
were iden(fied through cita(on tracking, journal browsing, and expert recommenda(on. 

Eligibility Criteria 
Peer-reviewed primary studies describing implementa(on of MUs in public maternity services and 
repor(ng qualita(ve data on organisa(onal condi(ons, percep(ons or experiences of change. 
Studies focused solely on other models of midwifery care were excluded. 

Methods 
A thema(c synthesis was undertaken using Thomas and Harden’s (2008) three-stage method, 
supported by NVivo 14. Analy(cal themes were mapped to the Consolidated Framework for 
Implementa(on Research (CFIR) to enhance theore(cal rigour and transferability. 

Results 
Nineteen ar(cles met inclusion criteria, spanning diverse geographical contexts. Eight major themes 
of organisa(onal readiness emerged: organisa(onal culture and climate; innova(on characteris(cs 
and implementa(on process; midwifery autonomy and role empowerment; leadership and 
governance; external context and enabling condi(ons; evidence-inspired service; resources and 
infrastructure; and communica(on and dissemina(on. High-readiness characteris(cs for midwife-led 
unit implementa(on included collabora(ve cultures, strong midwifery leadership, distributed 
decision-making, and alignment between ins(tu(onal values and the midwifery philosophy of care. 
Midwife autonomy, psychological safety, and team cohesion were central enablers. Mapping to CFIR 
revealed par(al alignment, with several rela(onal and midwifery-specific characteris(cs - such as 
professional autonomy and values-based leadership - not fully captured by exis(ng frameworks. 

Conclusions 
Organisa(onal readiness for midwife-led unit implementa(on is mul(faceted, encompassing cultural, 
rela(onal, and philosophical dimensions. This review examines the characteris(cs of organisa(onal 
readiness for implemen(ng midwife-led units in public maternity systems and highlights the 
limita(ons of generic readiness frameworks in capturing the unique dynamics of midwifery-led care 
par(cularly in this context, underscoring the need for a tailored assessment tool. Findings offer cri(cal 
guidance for health leaders, policymakers, and implementa(on teams seeking to embed midwife-led 
units within public sector maternity systems. 

Keywords 
Midwife-led units, organisa(onal readiness, innova(on, implementa(on, healthcare strategy, public 
health, leadership, maternity services, qualita(ve synthesis, midwifery autonomy 
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1. INTRODUCTION 

1.1 Background 

Midwife-led units (MUs) offer a care model rooted in physiological birth, rela=onal con=nuity, 
and a holis=c understanding of maternal health. Opera=ng as standalone birth centres 
(Freestanding Midwife-led Unit - FMU) or alongside hospital seAngs (Alongside Midwife-led 
Unit - AMU), MUs are staffed and managed by midwives trained to interna=onal standards 
(ICM Competencies, 2024). midwife-led units can vary in their provision of women’s health 
services across the reproduc=ve con=nuum, yet always offer a midwifery-model of care that 
contrasts starkly with the medical paradigm of obstetric-led units (Stevens & Alonso, 2020; 
Lancet, 2014).  Over a decade of evidence has demonstrated that midwife-led units are 
associated with significantly fewer interven=ons, higher rates of spontaneous vaginal birth, 
improved maternal sa=sfac=on, and no increase in adverse neonatal outcomes, par=cularly in 
high-income countries (HICs) (Birthplace, 2011; MacFarlane et al., 2014). These findings are 
echoed in interna=onal research which collec=vely advocates for midwife-led units as a cost-
effec=ve, woman-centred op=on that supports both clinical safety and humanised care 
(Benatar et al., 2013; Edmonds et al., 2020). Emerging literature from low- and middle-income 
countries (LMICs) found 57 mostly freestanding midwife-led units, and reports that when 
suppor=vely integrated into health systems, midwife-led units can provide high quality care 
to women the world over (Nove et al., 2023; Bazierete et al., 2023; Turkmani et al., 2023). 

The recent launch of the UNFPA’s Midwifery Accelerator outlines a seven-step path towards 
global investment in midwives as a proven strategy to save over 4.3 million lives by 2035 
(UNFPA, 2025; SoWMy, 2021; Nove et al., 2021). The WHO’s 2024 TransiRoning to Midwife-
Led Care posi=on paper calls for a system shi] toward midwifery-led con=nuity models to 
meet Sustainable Development Goals by 2030 (UN, 2015; WHO, 2024). Likewise, the 
Interna=onal Confedera=on of Midwives (ICM) endorses Midwife-Led Birthing Centres [MUs] 
as key to equitable, respecbul and effec=ve maternity care (ICM, 2025). In Europe, the 
development of the Midwifery Unit Standards (Rayment et al., 2020) have provided 
opera=onal blueprints for safe and sustainable MU provision. However, despite these 
endorsements, MUs remain underu=lised or non-existent in many contexts. In England - 
where strong evidence, awareness and a history of implementa=on is strong - only around 
14% of women give birth in MUs (Walsh et al., 2018). Globally, the picture is more varied, with 
slow public sector uptake in many LMICs and fragmented provision in higher-income contexts 
(Bazirete et al, 2023; Ba=nelli et al., 2022; Bączek et al., 2020). 

This implementa=on gap persists despite growing interna=onal consensus on the value of 
MUs and decades of empirical research. Understanding why such a well-evidenced, policy-
aligned model remains difficult to implement at scale is therefore a maier of urgent concern 
for health systems seeking to improve maternal and newborn outcomes, reduce unnecessary 
interven=ons, and build respecbul, rights-based maternity care. 

 

1.2 Problem Statement 

The underu=lisa=on of MUs cannot be explained by clinical outcomes alone, but rather 
reflects organisa=onal, poli=cal, and cultural complexi=es inherent in maternity healthcare 
systems. Studies have highlighted a range of implementa=on challenges, including resistance 
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from medical hierarchies, resource constraints, and a lack of structural or cultural readiness 
to adopt models grounded in midwifery autonomy (Edmonds et al., 2020;  Ba=nelli et al, 2022; 
Sangy et al., 2023).  

In public maternity services - par=cularly those serving diverse or marginalised popula=ons - 
these challenges intersect with broader concerns about over-medicalisa=on, equity and 
access. Failure to implement MUs risks entrenching inequali=es in maternal health outcomes 
and brushing aside the well-documented Lancet phenomena of ‘too much too soon; too li[le 
too late’ in maternity care (Miller et al, 2016). Addressing this requires not just clinical or 
economic arguments, but innova=ve strategic organisa=onal planning that considers the 
specific factors required to implement, support and sustain this change. 

 

1.3 Literature Gap 

The literature on midwife-led units is extensive, with a focus on outcomes, cost-effec=veness, 
and user experiences (Birthplace, 2011; Benatar et al., 2013; Rayment et al., 2020). As global 
implementa=on of MUs and midwifery-led care models has not reflected the expected uptake 
of such a strong economic and posi=ve global health preserving model, researchers have 
taken to implementa=on science to ask: ‘why not?’. An MU-specific research focus on barriers 
and facilitators to implementa=on is rela=vely recent but growing (Ba=nelli et al., 2022; 
Bazirete et al, 2023).  

Wider healthcare research is beginning to explore the concept of organisaRonal readiness for 
change as a means of assessing and addressing an organisa=on’s poten=al barriers to change 
and strategizing to overcome these prior to implemen=ng complex system innova=ons (Jacobs 
et al., 2015; Storkholm et al., 2018; Harrison et al., 2022). Exploring characteris=cs such as 
shared beliefs, mo=va=on, commitment and resources, Organiza=onal Readiness for Change 
(ORC) theory was ini=ally conceptualized in 2009 by Weiner as: “an organisaRonal members’ 
change commitment and self-efficacy”. This was further developed by Holt et al. (2010), who 
in collabora=on with Weiner created four constructs to help define organisa=onal readiness 
for change: Individual Psychological, Individual Structural, Organisa=onal Psychological and 
Organisa=onal Structural. Rafferty et al. (2013) then built upon this to emphasise that 
organisa=onal readiness for change must be considered as a mul=level construct; spanning 
the individual, team and ins=tu=onal levels. A “gold standard” defini=on of organisa=onal 
readiness remains elusive (Miake-Lye et al, 2020). However, the general theory posits that 
successful implementa=on of a change, such as midwife-led units, is con=ngent upon both 
individual and collec=ve mo=va=on, as well as perceived capability for change. This review 
will take a mul=level considera=on of organisa=onal readiness for change, with emphasis on 
the meso- or “team” level as pertaining to maternity seAngs. 

A variety of instruments have been created to measure organisa=onal readiness (Weiner, 
2009; Holt et al., 2007), yet these frameworks have not yet been widely applied in maternity 
care (Crowe et al., 2019; Dadich et al., 2021). Where readiness tools have begun to be tested 
in midwifery, they have so far focused on prac=ce change rather than MU implementa=on 
(Bayes et al., 2015; Adelson et al., 2021; Davis et al., 2022). 

A rapid scoping review conducted at the outset of this project found no organisa=onal 
readiness for change assessment tool suitable for the unique condi=ons of MU 
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implementa=on. Studies by van de Water et al. (2024), Kuipers et al. (2024), and de Leo et al. 
(2025) begin to explore related ques=ons on readiness to provide respecbul maternity care 
or midwives’ readiness for midwife-led care. Moreover, reviews of readiness assessment tools 
have concluded that most are highly context-specific and o]en necessitate crea=on de novo 
or adapta=on for use in other seAngs (Miake-Lye et al., 2020; Timmings et al., 2016). 

To date, no systema=c synthesis exists that iden=fies which organisa=onal readiness 
characteris=cs are associated with successful MU implementa=on across different contexts. 
This gap hinders the development of targeted readiness assessment or change management 
strategies and leaves change leaders without clear and poten=ally crucial guidance for pre-
implementa=on planning. 

 

1.4 RaJonale 

As interest in MUs grows globally, there is an urgent need to understand the condi=ons that 
enable or constrain their adop=on within public maternity systems.  

By iden=fying organisa=onal characteris=cs associated with MU implementa=on readiness, 
this review aims to bridge the gap between advocacy and prac=cal implementa=on. This 
systema=c review aligns with broader calls in global health to strengthen the evidence base 
for systems change, par=cularly in maternal and newborn care (Lancet, 2014; WHO, 2016). 
This review does not restrict inclusion to HICs, theorising that organisa=onal readiness is 
shaped by contextual factors that may transcend developmental and economic condi=ons. 
Midwife-led units are being explored and implemented across diverse seAngs, and valuable 
insights into enablers and barriers may arise from both LMICs and HICs. Beginning with this 
inclusive approach supports the later development of context-sensi=ve readiness tools that 
can be adapted to various policy environments and resource levels.  

The findings of the review are intended to inform a subsequent phase of tool development, 
co-produced with stakeholders, that will support strategic readiness assessment at the pre-
conceptualisa=on stage of MU implementa=on. 

Implementa=on science frameworks, par=cularly the Consolidated Framework for 
Implementa=on Research (CFIR) (Damschroder et al., 2022), offer well-studied tools to 
analyse how innova=ons are adopted and sustained in complex systems. CFIR highlights the 
importance of inner and outer seAng factors, interven=on characteris=cs, and 
implementa=on processes - many of which overlap with what is known anecdotally or 
qualita=vely about successful MU implementa=on. Mapping the findings of this review to the 
CFIR framework could assist in iden=fying gaps in previous implementa=on strategies where 
characteris=cs specific to MUs may not have been considered, as well as aiding in the 
generalisability and wider dissemina=on of the research. 

 

1.5 Aim, ObjecJves, and Review QuesJon 

The aim of this review is to iden=fy and synthesise organisa=onal readiness characteris=cs 
associated with the successful implementa=on of midwife-led units in public maternity 
services. The findings will inform the development of a context-specific organisa=onal 
readiness assessment tool for change leaders in maternity care. 
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1.6 ObjecJves: 

1. To synthesise exis=ng qualita=ve evidence describing the organisa=onal readiness 
characteris=cs that enabled MU implementa=on. 

2. To iden=fy gaps in organisa=onal readiness for change that could be addressed prior 
to implementa=on. 

 

2. METHODS 

A systema=c review methodology was chosen to comprehensively iden=fy, appraise, and 
synthesise exis=ng qualita=ve evidence on the implementa=on of midwifery-led units. This 
approach ensures transparency, reproducibility, and rigour when exploring complex 
interven=ons across diverse seAngs (Gough et al., 2017). Given the qualita=ve nature of the 
review, a thema=c analysis was chosen to code and categorise key paierns across texts, 
allowing for comparison while preserving contextual meaning (Thomas & Harden, 2008). To 
elevate the synthesis beyond mere aggrega=on, a meta-synthesis - drawing on the 
interpre=ve methodology of Noblit and Hare (1988) and later refined by Thomas and Harden 
(2008) - was undertaken. This enabled the development of new conceptual understandings 
around organisa=onal readiness and rela=onal models of care, grounded in primary study 
findings. Together, these methods offered a robust, theory-informed approach suitable for 
informing policy and prac=ce within maternity care systems. 

 

2.2 QuesJon Development 

Prior to commencing the review, an ini=al scoping search of available literature around 
organisa=onal readiness was undertaken to develop an understanding of the concept, 
available organisa=onal readiness tools and current applica=on in prac=ce. The search 
confirmed that no exis=ng organisa=onal readiness tool could fully be applied to the context 
of assessing MU implementa=on readiness, which underscored the need for the development 
and opera=onalisa=on of a bespoke tool (Timmings et al, 2016). A further scope of the 
literature showed no available evidence directly addressing organisa=onal readiness to 
implement midwife-led units, with some studies discussing the wider context of readiness in 
other healthcare seAngs, and limited emerging research focusing on midwifery-led care and 
maternity seAngs (Bayes et al, 2019; Esan et al, 2022). Though a young field of study, ar=cles 
exploring barriers and facilitators to implementa=on of midwife-led units in public heath 
seAngs were found to be more readily available. This guided the development of the research 
ques=on and methodology towards a strategy of harnessing induc=ve analysis to generate 
themes from a broader range of relevant literature that may not appear ini=ally specific to 
organisa=onal readiness for MUs. The decision to focus on publicly funded seAngs reflects 
the equity impera=ve of MU implementa=on within universal health coverage systems, 
making the poten=al findings of the review more relevant to policy development.  

The research aimed to iden=fy key characteris=cs of organisa=onal readiness rather than 
comparing specific interven=ons or outcomes. The SPIDER Framework was therefore used to 
formulate the research ques=on, as this was appropriate for exploring percep=ons, 
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experiences, or contextual factors in qualita=ve research (City St Georges, UoL, 2025). This can 
be seen in Table 1. 

 

SPIDER DefiniJon QuesJon Development 
Sample Group focusing on Maternity services or 

healthcare professionals 
involved in the 
implementa=on of midwife-
led units 

Phenomenon of Interest Behaviour/experience being 
examined 

Organiza=onal readiness for 
implemen=ng midwife-led 
units. 

Design How was the research 
carried out 

Studies that examine OR in 
maternity context 
(qual/quant/mixed). 

EvaluaJon Which outcome is being 
measured 

Key characteris=cs for 
assessing organisa=onal 
readiness specific to 
context. 

Research type Qual/quant/mixed? All available. 
Table 1 Ques+on Formula+on Framework 

 

2.3 TheoreJcal Framework 

This systema=c review is underpinned by Organiza=onal Readiness for Change (ORC) theory, 
as conceptualized by Weiner (2009), Holt (2010) and Rafferty (2013). 

 

2.4 Eligibility Criteria 

The PICOS Framework (Popula=on, Interven=ons, Context, Outcomes and Study designs) was 
used to define inclusion and exclusion criteria then adapted to meet PROSPERO structure 
requirements. This can be seen outlined in Table 2. Studies published in English and other 
languages spoken by the primary researcher were included. 
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Table 2 Inclusion/Exclusion Criteria  

Criteria Inclusion Exclusion 
ParFcipants Public maternity services, staff, service 

users and all stakeholders involved in the 
implementation of a midwife-led unit or 
in the assessment of the organisational 
readiness of any public maternity 
services planning to implement or having 
already implemented a midwife-led unit. 

Private midwife-led units. Other 
healthcare services. 

Phenomenon of Interest Implementa^on of midwife-led unit 
specific organisa^onal readiness 
characteris^cs. 

Implementa^on strategies or 
improvement strategies not 
men^oning characteris^cs of 
organiza^onal readiness. 
Midwife-led models of care not 
specific to midwife-led units. 
 

Outcomes Common characteris^cs for assessing 
organisa^onal readiness in maternity 
se`ngs preparing for or having already 
implemented a midwife-led unit. 

Implementa^on strategies not 
concerning midwife-led units. 

Study Design Qualita^ve and mixed-methods with 
qualita^ve component. 

Other systema^c reviews. 

Study Focus Studies concerning the organisa^onal 
readiness of maternity services to 
implement midwife-led units. 
 

Studies examining nursing or 
other healthcare sectors.  
Studies concerned with other 
midwifery models of care. 

SeJng Maternity services considering the 
implementa^on of, currently 
implemen^ng or which have already 
implemented midwife-led units. 

Studies not in maternity services 
or studies about other midwife-
led models of care. 
 

Time period No restric^on. 
 

 
 

Language English, Spanish, Polish, French. 
 

Other languages. 

PublicaFon Type Peer reviewed.  
 

Non-peer reviewed research or 
reports. 

 

2.5 Search Strategy 

To maximise the data available to answer the research ques=on, a broad systema=c 
review was conducted using a qualita=ve thema=c meta-synthesis approach and reported 
following Preferred Repor=ng Items for Systema=c Reviews and Meta-Analysis (PRISMA) 
guidelines (Page et al, 2021). The focus on qualita=ve research was grounded in the 
development of the review ques=on, which aimed to explore contextual and experien=al 
dimensions of organisa=onal readiness in wider MU implementa=on research.  

An induc=ve approach to thema=c analysis was further jus=fied to ensure unconstrained 
iden=fica=on of themes, which could later be mapped to an exis=ng implementa=on 
framework to test for coverage and comparison (Thomas & Harden, 2008). 

A full search strategy was developed for each database using MESH terms where available, 
and search terms related to “midwife-led units”, “birth centres”, “organisa=onal readiness”, 
“innova=on”, and “organisa=onal culture”. An example search strategy for Ovid MEDLINE is 
provided in Figure 1. 
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Figure 1 Search Strategy for OVID Medline 

 

A protocol for this review was developed in advance of data extrac=on. The review protocol 
was registered on PROSPERO on 16th March 2025: Registra=on No. CRD420251009197. The 
review focused on iden=fying organisa=onal readiness characteris=cs associated with the 
successful implementa=on of MUs in public maternity services.  

A systema=c review of the literature was conducted between October 2024 and November 
2024, then repeated in March 2025 to ensure inclusion of any newly published and relevant 
studies. Searches were conducted across the following databases: CINAHL, Medline, Ovid 
MEDLINE, Embase, Emcare, MIDIRS and Global Health. Other per=nent peer-reviewed studies 
were sourced from Google Scholar (limited to first 50 ‘hits’), journal browsing, cita=on tracking 
and following expert recommenda=on.   

 

2.6 Study SelecJon 

Titles and abstracts were screened for relevance by two independent reviewers MC and EB 
via a shared folder, with a third senior reviewer available for supervisory support (LR-I). 
Discrepancies at any stage were resolved through mee=ngs, and with the involvement of the 
third reviewer when necessary. Screening was managed using RefWorks and an Excel 
spreadsheet. 

Since concerns around a paucity of available literature had ins=gated a broad search strategy 
with search terms that could ul=mately include other midwife-led models of care, studies 
were carefully screened for their discussion of midwife-led units only, excluding work 
addressing other midwifery-led models of care. A PRISMA Flowchart of the study selec=on 
process can be seen in Figure 2
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Figure 2 Screening process using PRISMA 

Records identified (Total: 4402) 
Ovid: 

Embase (1292) 
Emcare (788) 
Global Health (134) 
MIDIRS (83 
Medline (1107) 

EBSCOHost: 
CINAHL (739) 
Medline (209) 

Google Scholar (50) 
(limited to first 50 ‘hits’) 
 (limited to first 50 
‘hits’) (limited to first 50 
‘hits’) 

Records removed before 
screening: 

Duplicate records removed  
(1437) 

Records screened 
(2965) 

Records excluded 
(2950) 

Reports sought for retrieval 
(17) 

Reports not retrieved (1) 
Lyons et al., 1992 
 

Reports assessed for eligibility 
(16) 

Reports excluded (4) 
Missed duplicate - Rocca-Ihenacho 
et al., 2023 
Grey literature - Batinelli, L., 2023 
Reports - Gutteridge, K., 2016 
Not MU implementation - Rayment 
et al., 2020 

 

Records identified from other 
sources (Total: 10) 

Experts (3) 
Journal Browsing (3) 
Citation searching (4) 

Reports assessed for eligibility 
(10) 

Reports excluded (3) 
Reports - Gutteridge, K., 
2013; Gutteridge, K., 2011 
Not MU specific Merz, et al., 
2019 

Studies included in review  
(14) 
Reports of included studies  
(19) 

Identification of studies via databases and registers Identification of studies via other methods 
Id

en
tif

ic
at

io
n 

Sc
re

en
in

g 
 

In
cl

ud
ed

 

Reports sought for retrieval  
(10) 

Reports not retrieved 
(0) 
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2.7 Quality Appraisal 

The methodological quality of included studies was appraised using an independent quality 
assessment tool, developed by Rocca-Ihenacho and Yuill for qualita=ve systema=c reviews 
(2020 & 2021), and chosen for its increased sensi=vity to validity. A copy of this tool can be 
found in Appendix I. The studies were divided between reviewers, screened independently 
against the assessment tool, and then cross-checked. The tool is comprised of 33 ques=ons 
assessing the ra=onale, design, interpreta=on, discussion, reflexivity and ethical dimensions 
of each study. Scoring each ques=on between 0 (low quality) and 2 (high quality) per stated 
criteria to a maximum score of 66. All 19 studies scored 50/66 or above indica=ng high quality, 
therefore none of the studies were excluded. The scores can be seen in the Key Data 
Characteris=cs Table in Table 3. 

 

2.8 Data ExtracJon & Synthesis 

A bespoke Excel spreadsheet was developed to capture the extracted key characteris=cs of 
each paper. This can be seen in Table 3. 

Data were then synthesised using Thomas and Harden’s (2008) three stages of thema=c 
synthesis:  

- 1. line-by-line induc=ve coding of relevant findings from the results sec=ons of each 
study;  

- 2. organisa=on of codes into descrip=ve themes represen=ng recurrent paierns 
across the literature; and, 

- 3. development of analy=cal themes that interpret and extend beyond the original 
data to generate new insights.  

Ini=al line-by-line coding was carried out on paper for all ar=cles by the primary reviewer to 
generate themes and subthemes, following which, PDFs of the ar=cles were uploaded to 
NVivo 14 and coding to themes was conducted within the so]ware. 

Thema=c meta-synthesis was selected due to its appropriateness for synthesising 
conceptually rich qualita=ve literature, and for its capacity to generate new interpreta=ons 
and understandings that are ac=onable for prac=ce. 

Following synthesis, analy=cal themes were mapped to the latest Consolidated Framework 
for Implementa=on Research (CFIR) as a secondary interpre=ve framework (Damschroder et 
al, 2022). A copy of the CFIR coding guide can be found in Appendix II. This enabled 
examina=on of how the iden=fied characteris=cs of organisa=onal readiness in this context 
aligned with established constructs in implementa=on science, suppor=ng the poten=al 
development of a readiness assessment tool for MU implementa=on.
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Table 3 Key Data CharacterisJcs 

Study 
No. 

Author, 
Year 

Country Study aims Study Design Sample size Implementa<on 
Phase 

Se>ng & Data 
collected 

Key findings Quality 
Assessment 
Score 

1 Walsh, 
2006 

United 
Kingdom 

To explore the culture, 
beliefs, values, customs, 
and prac?ces around 
the birth process within 
a free-standing birth 
centre (FSBC).  

Qualita?ve 
(Ethnography) 

30 women, 10 
midwives, 5 
MCAs 

Post-
implementa?on 

An FMU with a small 
district hospital in the 
UK; included 
par?cipant observa?on 
and interviews.  

FMUs provide greater flexibility in 
labour care, emphasize rela?onal care. 
The absence of a 'processing mentality' 
supports a more individualized birth 
experience.  

56 

2 Walsh, 
2007 

United 
Kingdom 

To explore the culture, 
beliefs, values, customs, 
and prac?ces around 
the birth process within 
a free-standing birth 
centre.  

Qualita?ve 
(Ethnography) 

30 women, 10 
midwives, 5 
MCAs 

Post-
implementa?on 

An FMU with a small 
district hospital in the 
UK; included 
observa?ons and 
interviews with 
par?cipants. 
  

The study revealed resistance to 
dominant biomedical and professional 
care discourses. Women and staff 
engaged in alternative childbirth 
narratives, emphasizing autonomy and 
flexibility. 

50 

3a Rocca-
Ihenacho et 
al., 2021 

United 
Kingdom 

To explore rela?onships 
and trust as 
fundamental 
components of a well-
func?oning 
Freestanding Midwifery 
Unit (FMU) and their 
impact on service users, 
midwives, and maternity 
care outcomes. 

Qualita?ve 
(Ethnography) 

82 
par?cipants, 
including 
midwives, 
maternity care 
assistants, 
hospital 
midwives, 
consultants, 
commissioner
s, and service 
users. 

Post-
implementa?on 

An FMU in East 
London; included 
par?cipant 
observa?on, semi-
structured interviews 
and document analysis. 

Rela?onships and trust were the 
founda?on of a well-func?oning FMU. 
The study highlighted the significance 
of ownership, autonomy, con?nuous 
learning, and power balance within the 
FMU. 
  

64 

3b Rocca-
Ihenacho, 
2023 

United 
Kingdom 

To explore the 
philosophy, 
organiza?onal culture, 
and prac?ces within an 
FMU model of care, 
highligh?ng key 
characteris?cs of well-
func?oning FMUs.  

Qualita?ve 
(Post-Cri?cal 
Feminist 
Ethnography) 

As above.  As above. 
 

As above (FMU). The study iden?fied key factors that 
contribute to a well-func?oning FMU, 
including ownership, team spirit, 
accountability, and partnership with 
service users. It emphasized the 
importance of resis?ng hierarchical 
and biomedical constraints while 
promo?ng woman-centred care.  

64 
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3c Rocca-
Ihenacho, 
2023 

United 
Kingdom 

To explore staff 
perspec?ves on working 
within a Freestanding 
Midwifery Unit (FMU) 
and understand the 
organiza?onal culture 
that enables best 
prac?ces and a posi?ve 
team spirit.  

Qualita?ve 
(Ethnography) 

As above.  As above. 
 

As above (FMU). Staff at the FMU reported high job 
sa?sfac?on due to autonomy, team 
spirit, and a shared commitment to the 
Bio-Psycho-Social model of care. The 
study also highlighted challenges such 
as staffing constraints and external 
pressures from the obstetric unit. 

64 

3d Rocca-
Ihenacho, 
2023 

United 
Kingdom 

To explore service users' 
perspec?ves and 
experiences within a 
Freestanding Midwifery 
Unit (FMU) and what 
they perceive as 
important for feeling 
safe and in control 
during childbirth. 

Qualita?ve 
(Ethnography) 

As above.  As above. 
 

As above (FMU). Service users valued the strong rapport 
and trust built with midwives, even 
without con?nuity of care. The FMU 
environment, which emphasized one-
to-one care and non-interven?onist 
support, contributed to posi?ve birth 
experiences.  

64 

3e Rocca-
Ihenacho, 
2023 

United 
Kingdom 

To explore the 
organisa?onal 
perspec?ves of a 
Freestanding Midwifery 
Unit (FMU), focusing on 
team dynamics, 
leadership models, 
workload balance, 
integra?on with the 
community, and 
sustainability.  

Qualita?ve 
(Ethnography) 

As above.  As above. 
 

As above (FMU). A well-func?oning FMU relies on 
shared leadership, a posi?ve team 
culture, balanced workload 
distribu?on, and strong integra?on 
with the local community. The study 
iden?fied 11 core values guiding FMU 
opera?ons. A lack of investment in 
leadership and training led to staff 
reten?on issues and a decline in FMU 
performance. 

64 

4 Ba?nelli et 
al., 2023 

Italy To conduct a situa?onal 
analysis of the 
implementa?on of a 
midwifery unit in Italy, 
iden?fying barriers and 
facilitators in a context 
where midwifery-led 
care is not well 
established. 

Mixed-
methods 
(Situa?onal 
Analysis & 
Par?cipatory 
Ac?on 
Research) 
(CFIR) 

48 
professionals 
(midwives, 
obstetricians, 
neonatologists
, and medical 
directors) and 
secondary 
data from 347 
service users 
via regional 
surveys. 

Pre-
implementa?on 

A hospital in the 
Tuscany region 
transi?oning towards 
an AMU; included 
qualita?ve interviews, 
stakeholder mee?ngs, 
document analysis, and 
survey results from 
service users and 
professionals.  

Na?onal guidelines and funding 
facilitated implementa?on, but 
hierarchical structures, a predominant 
medical model, and lack of trust in 
midwifery-led care created barriers. 
Professionals were skep?cal of 
interna?onal recommenda?ons and 
emphasized local adaptability. 
Leadership stability and long-term 
stakeholder engagement were 
iden?fied as crucial factors for success. 

64 
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5 Darling et 
al., 2021 

Canada To examine how the 
condi?ons at Markham 
Stouffville Hospital 
(MSH) made it possible 
to create Canada’s first 
alongside midwifery unit 
(AMU) and to iden?fy 
lessons that could 
inform the spread of this 
model.  

Qualita?ve 
(Explanatory 
Study) (CFIR & 
Greenhalgh et 
al.'s theory of 
diffusion of 
innova?ons) 

15 key 
informant 
interviews + 
13 
documentary 
sources, 
including news 
ar?cles, 
government 
records, and 
hospital 
reports. 

Pre-
implementa?on 

Canada’s first AMU 
opened in 2018; 
included interviews 
and document analysis. 

Successful implementa?on was 
facilitated by strong midwifery 
leadership, stakeholder involvement, 
change management strategies, and 
organiza?onal support. Challenges 
included scep?cism from medical 
professionals, policy barriers, and 
cultural resistance to midwifery-led 
care. The AMU model demonstrated 
cost savings, increased service user 
sa?sfac?on, and poten?al for na?onal 
adop?on. 

66 

6 McCourt et 
al., 2018 

United 
Kingdom 

To inves?gate how 
alongside midwifery 
units (AMUs) are 
organised, staffed, and 
managed, as well as the 
experiences of women 
and maternity staff, 
including those working 
in AMUs and adjacent 
obstetric units.  

Qualita?ve 
(Organisa?onal 
Ethnography) 

136 interviews 
(47 
women/partn
ers, 54 clinical 
staff, 35 
managers and 
stakeholders), 
plus 20 
observa?ons. 

Post-
implementa?on 

Four AMUs across 
England; case studies. 

Four key areas were iden?fied as 
crucial for sustainable AMU care: 
finance and management support, 
staffing, training, and appropriate 
guidelines. Challenges included 
boundary management, professional 
tensions, staffing models, midwives’ 
skills and confidence, and accessibility 
for women. Integrated care models, 
leadership development, and well-
defined guidelines were key to 
addressing these challenges. 

65 

7 Miah & 
Adamson, 
2015 

United 
Kingdom 

To inves?gate how 
midwives and midwifery 
managers aimed to 
provide choice for 
women through the 
crea?on of a dis?nct 
care culture within a 
new alongside 
midwifery unit (AMU). 

Qualita?ve 
(Interview-
Based Study) 

15 midwives 
and midwifery 
managers 
purposively 
sampled. 

Post-
implementa?on 

An AMU in a diverse, 
high-birth-rate inner-
city area of Northern 
England; included 
semi-structured 
interviews before 
opening. 

The AMU was designed to provide a 
dis?nct environment of ‘safe 
normality’ for low-risk women. Staff 
aimed to create a midwifery-led 
culture, dis?nct from the obstetric 
unit, through careful selec?on of staff, 
the design of the birth environment, 
and a focus on woman-centered care. 
Challenges included the risk of 
boundary blurring between the AMU 
and OU, staffing constraints, and the 
integra?on of AMU services within an 
obstetric-led hospital system.  

54 
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8 Tracy et al., 
2005 

Australia To explore the 
introduc?on of caseload 
midwifery and the 
implementa?on of the 
first midwifery-led unit 
in New South Wales 
(NSW) within an 
integrated service 
network. 

Qualita?ve 
(Case Study) 

Mul?ple 
stakeholders 
including 
service 
managers, 
midwives, 
hospital 
administrators
, and 
secondary 
data from 
service users. 

Pre- AND Post-
implementa?on 

FMU at Ryde Hospital; 
included stakeholder 
engagement, 
qualita?ve interviews, 
and policy analysis. 

Barriers included resistance from 
medical staff, concerns about risk 
management, and staffing constraints. 
Facilitators included strong consumer 
demand, midwifery leadership, and 
structured referral pathways for 
complica?ons. The model 
demonstrated improved outcomes, 
cost-effec?veness, and beler 
sa?sfac?on rates among women 
receiving care.  

51 

9 Maillefer et 
al., 2015 

Switzerlan
d 

To explore the 
percep?ons of women 
and healthcare 
providers regarding the 
implementa?on of a 
Midwife-Led Unit (MLU) 
in a Swiss university 
hospital. 

Qualita?ve 
(Descrip?ve 
Study) 

63 
par?cipants 
(14 pregnant 
women, 30 
postnatal 
women, 10 
midwives, 9 
obstetricians). 

Pre-
implementa?on 

AMU at University 
Hospital of the Canton 
of Vaud; included focus 
grouos, one-to-one 
interviews, telephone 
interviews. 

The study found strong support among 
women and healthcare providers for 
the implementa?on of an MU to 
promote physiological birth. Barriers 
included limited awareness of 
midwives' full scope of prac?ce among 
women and concerns about 
interprofessional collabora?on from 
midwives and obstetricians. The study 
emphasized the importance of clear 
guidelines, training, and teamwork for 
the successful implementa?on of an 
MU.  

55 

10 Murray-
Davis et al., 
2025 

Canada To explore and describe 
the experiences of 
midwives working in 
Canada’s first Alongside 
Midwifery Unit (AMU) 
and assess its impact on 
midwifery prac?ce.  

Qualita?ve 
(Grounded 
Theory 
Approach) 

14 
par?cipants 
(11 individual 
interviews and 
1 focus group 
with 3 
midwives). 

Post-
implementa?on 

Canada’s first AMU 
opened in 2018; 
included semi-
structured interviews 
and a focus group. 

Midwives reported posi?ve impacts of 
the AMU, including improved 
interprofessional rela?onships, greater 
autonomy, stronger con?nuity of care, 
and an ability to uphold midwifery 
philosophies such as physiological 
birth. 

66 

11 Walsh et al, 
2020 

United 
Kingdom 

To iden?fy factors 
influencing the 
provision, u?lisa?on, 
and sustainability of 
midwifery units (MUs) in 
England, including both 
free-standing (FMUs) 
and alongside midwifery 
units (AMUs). 

Qualita?ve 
(Compara?ve 
Case Study)  

57 individual 
interviews, 26 
focus groups 
(60 midwives, 
52 service 
users). 

Pre- AND Post-
implementa?on 

Six AMU & FMUs in 
NHS Trusts across 
England; interviews 
and focus groups. 

Barriers to MU uptake included 
historical obstetric-led care models, 
lack of awareness about midwifery-led 
care among decision-makers, and 
financial constraints. Many Trusts 
failed to priori?ze MUs as core 
maternity services, leading to 
underu?liza?on. Leadership 
engagement, interprofessional 

62 
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collabora?on, and effec?ve promo?on 
of MU services were key facilitators for 
increasing use.  

12a Mander et 
al, 2009 

China To explore the feasibility 
of establishing a 
Midwife-Led Normal 
Birthing Unit (MNBU) in 
mainland China and 
iden?fy key challenges 
and opportuni?es in its 
implementa?on. 

Qualita?ve 
(Ac?on 
Research) 

Not explicitly 
stated; 
involved 
midwives, 
maternity 
professionals, 
and two 
interviewed 
service users. 

Pre-
implementa?on 

AMU located within a 
large general hospital 
in Hangzhou, China, 
serving a popula?on of 
7.5 million; included 
non-par?cipant 
observa?on, face-to-
face semi-structured 
interviews, and 
mee?ng discussions.   

Challenges included staff shortages, 
the dominance of medicalized 
childbirth, legal uncertain?es, and the 
low confidence of midwives in non-
interven?ve care. Midwives faced 
cultural barriers and concerns about 
prac?cing without rou?ne 
interven?ons like episiotomies and 
oxytocin use. Hospital administra?on 
showed interest in sustaining the MU if 
the model proved viable. 
  

63 

12b Cheung et 
al., 2009 

China To describe the 
prepara?ons for 
establishing a midwife-
led normal birth unit 
(MNBU) within a 
hospital seong in China 
to promote physiological 
birth and improve 
women's birthing 
experiences. 

Qualita?ve 
(Ac?on 
Research) 

Not explicitly 
stated; 
involved 
midwifery 
professionals, 
hospital staff, 
and training 
course 
par?cipants. 

Pre-
implementa?on 

AMU located within a 
large general hospital 
in Hangzhou, China; 
included interviews, 
discussions, 
collabora?ve mee?ngs, 
and training sessions 

The introduc?on of an MU was 
groundbreaking in China, where 
midwifery had been largely replaced 
by obstetric-led care. The project 
required new policies and procedures 
to support midwifery autonomy and 
normal birth approaches. 

54 

13 Reszel et al, 
2018 

Canada To qualita?vely 
inves?gate the 
integra?on of Ontario's 
first two freestanding, 
midwifery-led birth 
centres into the local 
preexis?ng maternal-
newborn services. 

Qualita?ve 
(Descrip?ve 
Study) 

24 healthcare 
providers and 
managerial 
staff from four 
hospitals. 

Post-
implementa?on 

Two FMUs in Ontario; 
included focus groups 
and interviews. 

Successful integra?on of FMUs was 
alributed to extensive pre-opening 
collabora?on, training, and clear 
transport protocols. Challenges 
included administra?ve issues with 
hospital records and unfamiliarity with 
policies among some hospital staff. The 
birth centres enhanced 
interprofessional collabora?on and 
strengthened midwifery legi?macy 
within the healthcare system.  

63 
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14 Bogren et 
al., 2023 

India To explore contextual 
factors influencing the 
implementa?on of 
midwifery-led care units 
(MLCUs) across India 
and iden?fy key 
enablers and barriers for 
their successful 
establishment. 

Qualita?ve 
Study (Focus 
Group 
Discussions 
and Content 
Analysis) 

16 
par?cipants 
from six 
organiza?ons 
involved in 
India's 
midwifery 
policy 
implementa?o
n. 

Pre-
implementa?on 

India’s public 
healthcare system, 
focusing on 
Government Medical 
College and district 
hospitals with over 600 
births per year (AMUs 
& FMUs); included 
focus group interviews. 

Challenges included limited 
recogni?on of midwives’ roles, 
resistance from the medical 
community, and a lack of awareness 
among women about midwifery care. 
Other barriers include the dominance 
of the obstetric-led medical model, 
lack of legal frameworks, and 
insufficient training opportuni?es. 
Success factors include strong 
midwifery leadership, clear policies for 
midwife autonomy, and community 
engagement to build trust in midwifery 
services. Effec?ve implementa?on 
requires interdisciplinary collabora?on 
and policy-level support. 

63 
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3. RESULTS 

All 3404 ar=cles were loaded to Refworks, then de-duplicated, leaving 2965 records for 
screening. A]er excluding 2941 records, the full texts of 27 poten=ally eligible records were 
retrieved and assessed against the inclusion criteria. Three papers were found to be non-
primary research in the form of reports; one paper was found to focus on midwife-led care 
rather than a midwife-led unit; one paper discussed the development of MU standards rather 
than experience of their applica=on; one was not peer-reviewed; one duplicate was 
discovered; and one paper was not retrievable - with no response from a request for access 
to the author. All were excluded, leaving the full texts of 19 records to be appraised for their 
quality.  

All 19 ar=cles were included in the review. Five papers were found to stem from one original 
study, with one of the papers dedicated en=rely to the methodology of the study. Since this 
paper was required for quality appraisal, a discussion with supervisor LR-I and a senior 
librarian concluded that all papers should be included and labelled 3a-3e, with the 
methodology paper (3b - Rocca-Ihenacho, 2023) not subsequently featuring in the data 
synthesis. Similarly, two further ar=cles stemmed from one study, though both incorporated 
their respec=ve methodologies, and so were divided into 12a and 12b.  

 

3.1 Country and se]ng 

The studies included in this review span diverse geographical contexts, with the majority 
conducted in high-income countries. Of the 14 studies, six were from the United Kingdom, 
three from Canada, and one each from Australia, Switzerland, Italy, India, and China. While 
several studies focused on urban or peri-urban seAngs - including London, Ontario, and 
Sydney - others explored implementa=on across varied regions such as India and mul=ple NHS 
Trusts in England. SeAngs included five freestanding midwifery units (FMUs), seven alongside 
midwifery units (AMUs), situated within hospitals or as geographically separate units, with 
two final studies examining both. Among the studies five evaluated a pre-implementa=on 
context, seven reported on post-implementa=on and two discussed both phases. 

 

3.2 Study parJcipants and methods 

Studies gathered data from a broad spectrum of par=cipants, including midwives, 
obstetricians, hospital managers, service users, commissioners, and other maternity 
stakeholders. While par=cipant numbers varied - from small samples of 15 to over 130 
individuals - data collec=on methods were consistently qualita=ve in nature. Methodologies 
included ethnography, grounded theory, case studies, and ac=on research, with common 
techniques being interviews, focus groups, and par=cipant observa=on. 

 

3.3 Review findings 

Findings highlighted key organisa=onal readiness characteris=cs of successful midwife-led unit 
implementa=on: collabora=ve team dynamics, midwifery autonomy, rela=onal care values, 
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and midwifery leadership. Barriers to readiness for change included entrenched biomedical 
models, staffing issues, a lack of self-efficacy, and hierarchical systems that limited midwifery-
led innova=on. Eight themes were most prominent across the reviewed literature, with 26 
related subthemes, a table of which can be found in Table 4. 

 

Table 4 Themes & Subthemes 

Theme No. of Papers  Subtheme 

Organisa*onal Culture & Climate 18 Collabora*ve & Respec:ul Work Environment 

    Improvement-Oriented Culture 

    Service User Involvement  

    Trust & Psychological Safety  

Innova*on Characteris*cs & Implementa*on Process 17 Bio-Psycho-Social 
  

Entrepreneurial thinking, ownership & empowered crea*vity  
  

Innova*on Alignment & Fit 
  

Process of Implementa*on  

Midwifery Autonomy & Role Empowerment 16 Expanded & protected roles  

    Professional Autonomy  

    Training & Skills Development  

Leadership & Governance 15 Change Management Theory Use 
  

Distributed & De-centralised Leadership 
  

Flexible Bureaucracy  
  

Suppor*ve Leadership Culture 

External Context & Enabling Condi*ons 13 Cataly*c or Unique Condi*ons 

    Policy & Poli*cal Support 

    Wider Cultural Readiness 

Evidence-Inspired Service 12 Awareness of evidence 
  

Clear & Suppor*ve Guidelines 
  

Internal data collec*on 

Resources & Infrastructure 12 Dedicated Funding & Infrastructure 

    Other Human Resources 

Communica*on & Dissemina*on of Change 6 Communica*on with other MLUs or Implementa*on Sites 
  

Targeted benefits sharing with medical team   
Transparent & mul*-modal updates & knowledge sharing 

 

 

3.3.1 OrganisaJonal Culture and Climate 

Subthemes: Collabora+ve & RespecLul Work Environment, Improvement-Oriented Culture, 
Service User Involvement, Trust & Psychological Safety  

Organisa=onal culture emerged as a defining readiness characteris=c for the successful 
implementa=on of midwife-led units, with 18 of the 19 included studies highligh=ng its 
influence. Readiness was consistently facilitated by respecbul, collabora=ve environments 
where shared values, psychological safety, and improvement-focused behaviours were 
embedded across teams. 

A dominant subtheme was the presence of respecbul inter- and intra-professional 
rela=onships. Studies described how midwifery units thrived when staff, including non-clinical 
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personnel, engaged in posi=ve, inclusive interac=ons: “posiRvity was evident in daily 
interacRons between all staff members, including administraRve, security, and hospitality 
staff” (Rocca-Ihenacho et al., 2021). In Canadian seAngs, the implementa=on of an MU even 
appeared to generate interprofessional curiosity: “Now there’s this kind of approval… tell me 
more about how you do what you do” (Murray-Davis et al., 2025). Conversely, where 
rela=onships were characterised by disrespect or professional silos, implementa=on was 
hindered. Midwives recounted being met with hos=lity during transfers to obstetric units: 
“I’ve been greeted with ‘oh, here comes another failure from FMU’” (Walsh et al., 2020), a 
reflec=on of persistent ‘othering’ that undermined readiness (McCourt et al., 2018). 

Shared values and team spirit further enabled readiness for change. Several studies described 
how team cultures were inten=onally cul=vated through socialisa=on, peer support, and 
values-based recruitment (Rocca-Ihenacho, 2023; Miah et al., 2015). A strong sense of 
personal commitment and team iden=ty was common: “staff interviews repeatedly raised the 
topic of the changes that had been achieved… very proud of the homey ambience they had 
created” (Walsh, 2006). In some seAngs, this commitment was reinforced by ins=tu=onal 
loyalty: “There was a sense of pride in belonging to the regional healthcare system” (Ba=nelli 
et al., 2023). 

Inten=onal investment in team building - both formal and informal - was inspira=onal. Shared 
spaces and opportuni=es to connect across disciplines were reported to foster trust and 
cohesion: “the AMU became a home base… facilitaRng more opportuniRes to interact and 
build relaRonships” (Murray-Davis et al., 2025). In China, a stakeholder mee=ng held in a 
restaurant was used to celebrate progress and “foster a more congenial” atmosphere (Mander 
et al., 2009). In contrast, the absence of team development ac=vi=es due to workload 
pressures was described as a barrier (Rocca-Ihenacho, 2023). 

Staff wellbeing and psychological safety were core to sustaining MU implementa=on. 
Midwives working in suppor=ve environments described feeling “less stressed, more relaxed 
and more welcoming” (Rocca-Ihenacho, 2023). These condi=ons allowed for reflec=ve 
prac=ce, one-to-one care, and emo=onal engagement. Conversely, excessive workloads, 
redeployments, or service integra=on challenges led to burnout and disengagement. 

A culture of con=nuous learning and improvement was a hallmark of ready for change 
organisa=ons. Mechanisms such as peer review mee=ngs, joint case analysis, and transparent 
feedback systems were commonly reported (Murray-Davis et al., 2025; Reszel et al., 2018). 
Staff were encouraged to “own their own work… that’s what keeps you going and makes you 
be[er as a midwife” (Rocca-Ihenacho et al., 2021). These learning prac=ces were grounded in 
non-blaming cultures, where staff could raise concerns or admit uncertainty without fear: 
“asking for a second opinion… disregarded organisaRonal hierarchy” (Rocca-Ihenacho et al., 
2021). In contrast, seAngs characterised by li=ga=on fear or hierarchical blame saw reduced 
collabora=on and trust (Walsh, 2007; Walsh et al., 2020). 

Finally, tension for change and a track record of innova=on reinforced cultural readiness. 
Organisa=ons with a history of successful transforma=on - “a long history of being a 
trailblazer” (Darling et al., 2021) – and a clear desire to improve women-centred care were 
more likely to successfully ini=ate and sustain MUs. 
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3.3.2 InnovaJon CharacterisJcs & ImplementaJon Process 

Subthemes: Bio-Psycho-Social Philosophy, Entrepreneurial Thinking, Ownership & 
Empowered Crea+vity, Innova+on Alignment & Fit, Process of Implementa+on 

Across 17 studies, the implementa=on of midwife-led units was found to be significantly 
shaped by how the model itself - its philosophical underpinnings, structure, and perceived 
benefits - aligned with organisa=onal values and prac=ce norms. The bio-psycho-social 
philosophy of care emerged as a defining innova=on characteris=c of MUs. This rela=onal, 
holis=c approach to maternity care - rooted in presence, autonomy, and suppor=ng physiology 
- stood in marked contrast to technocra=c, fragmented obstetric-led systems (Walsh, 2006; 
Walsh, 2007; Miah et al., 2015). As one midwife described, “Midwifery if you look at the 
meaning is ‘with woman’, not with CTG, not with monitors…” (Rocca-Ihenacho, 2023). Where 
this model aligned with exis=ng staff values and organisa=onal aims, readiness was 
strengthened through professional mo=va=on and organisa=onal iden=ty. 

A key enabler of readiness was the embeddedness of learning and innova=on within the MU 
model itself. Teams described MUs as dynamic, reflec=ve spaces where physiological birth 
could be re-learned and re-valued. “Many of the midwives who arrived… had not witnessed 
or parRcipated in physiological labour and birth before… this was transformaRonal for them” 
(Rocca-Ihenacho, 2023). Informal mentorship, flaiened hierarchies, and psychological safety 
allowed for embedded learning and empowered prac=ce, thus suppor=ng Weiner’s (2009) 
asser=on that collec=ve efficacy enhances readiness for change. 

In rejec=ng the standardised, industrial logic of consultant-led services, MUs enacted a 
deliberate shi] towards flexibility, individualised care, and shared decision-making. This non-
process-oriented philosophy - described by staff as “freedom to use common sense” and “to 
be care, not do care” (Walsh, 2006) - allowed care to be responsive rather than task-driven. 
Such cultural and procedural alignment supported readiness by enabling teams to prac=se 
midwifery in ways that felt authen=c, meaningful and sustainable. The inherent flexibility of 
the model appeared ideal for the adaptability that lies at the core of change readiness. 

Crucially, placing women at the centre of care was not merely aspira=onal but opera=onalised 
through shared decision-making, design choices, and inclusive policies. In some sites, 
midwives and leaders described a shi] towards “women- and family-led” care (Miah et al., 
2015), while in others, hierarchical dynamics and medico-legal concerns undermined 
women's autonomy (Ba=nelli et al., 2023). As such, rela=onal and rights-based approaches 
were not peripheral to readiness - they were founda=onal. 

The fit between the MU model and organisa=onal priori=es was also instrumental. In seAngs 
where MUs could be posi=oned as cost-effec=ve, evidence-based, and aligned with quality 
goals, implementa=on was smoother (Darling et al., 2021). Prior exposure to the model 
further enhanced readiness by reducing job-replacement or li=ga=on fears and normalising 
midwifery leadership (Ba=nelli et al., 2023; Darling et al., 2021). 

Notably, entrepreneurial thinking and empowered crea=vity emerged as novel readiness 
characteris=cs. In high-readiness environments, staff exercised agency to transform spaces, 
raise funds, and design new roles: “I just thought, why don’t we have a Complementary 
Therapies room… six hours later we had a master plan and three days later it was painted and 
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done” (Walsh, 2006). These grassroots innova=ons were enabled by flaiened hierarchies and 
post-bureaucra=c cultures. 

Finally, the process of implementa=on itself maiered. Readiness was supported by itera=ve, 
paced, and inclusive change processes. Extended ‘incuba=on’ periods, stakeholder 
engagement, and gradual refinement allowed the model to become culturally embedded 
(Darling et al., 2021; Tracy et al., 2005). Conversely, change fa=gue, top-down rollouts, or 
ambiguous leadership reduced momentum (Ba=nelli et al., 2023).  

 

3.3.3 Midwifery Autonomy & Role Empowerment 

Subthemes: Expanded & Protected Roles, Professional Autonomy, Training & Skills 
Development 

Professional autonomy and the protec=on of midwifery roles were central to organisa=onal 
readiness across 16 studies. Environments that enabled midwives to prac=se to the full scope 
of their training, enact clinical leadership, and feel respected within interprofessional teams 
were more likely to successfully implement and sustain MUs. 

Expanded and protected roles were repeatedly cited as enabling condi=ons for readiness. 
Midwives described the transi=on to MU care as both libera=ng and professionally restora=ve. 
One midwife reflected, “For the first Rme I felt that I was truly being a midwife… I was going 
through a transiRon from being an obstetric nurse to becoming a midwife” (Rocca-Ihenacho, 
2023). In China, par=cipa=ng in an MU was seen as “enhancing their role and clinical pracRce” 
(Mander et al., 2009), while in Switzerland, midwives described becoming “guardians of 
physiology” (Maillefer et al., 2015). However, when core MU staff were frequently rotated into 
obstetric units, this disrupted con=nuity and diluted the midwifery model (McCourt et al., 
2018). Where ring-fencing of MU midwifery staff existed, such as in Australia’s Midwifery 
Group Prac=ce model, it fostered ownership, autonomy, and sustainability through self-
nomina=on and team-led rostering (Tracy et al., 2005). 

Readiness was highest where midwives were visibly valued, respected as professionals, and 
encouraged to lead. In Ontario, opening a birth centre was seen as “a symbolic and pracRcal 
endorsement of midwifery” (Reszel et al., 2018). Conversely, hierarchical resistance - 
par=cularly from obstetric staff - was linked to midwife marginalisa=on and reduced MU 
viability. One Italian midwife reported, “The obstetrician discredits midwives easily… this 
impacts the woman’s opinion” (Ba=nelli et al., 2023). 

Empowered clinical autonomy was a strong predictor of readiness. Midwives described feeling 
“confident, opRmisRc and passionate” when able to shape care environments and make 
decisions independently (Walsh, 2006). This sense of ownership - of “owning your own work” 
(Rocca-Ihenacho et al., 2021) - was consistently linked to job sa=sfac=on and improved care 
quality. 

Targeted training and skill-building were also fundamental. Many midwives, having long 
worked in high-risk seAngs, felt “deskilled” or “apprehensive about normal birth” (Walsh et 
al., 2020). Organisa=onal responses included mentorship, simula=on-based training, and 
values-based learning (Darling et al., 2021; Tracy et al., 2005; Cheung et al., 2009). In China 
and Canada, investment in interdisciplinary training and reflec=ve prac=ce fostered midwifery 
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confidence and team cohesion (Murray-Davis et al., 2025; Cheung et al., 2009). Where training 
was depriori=sed, such as in one London MU, readiness and reten=on declined: “Many 
midwives eventually leh and the number of births declined rather than increasing” (Rocca-
Ihenacho, 2023). 

 

3.3.4 Leadership & Governance 

Subthemes: Change Management Theory Use, Distributed & De-centralised Leadership, 
Flexible Bureaucracy, Suppor+ve Leadership Culture 

Leadership was a defining characteris=c of organisa=onal readiness for MU implementa=on 
across 15 studies. Rather than relying on hierarchical authority, effec=ve leadership was 
distributed, transforma=onal, and embedded in suppor=ve structures that enabled 
collabora=on, autonomy, and innova=on. 

The deliberate use of change management theory was underu=lised but powerful where 
applied. In one Canadian study, a transforma=onal leader successfully balanced ins=tu=onal 
constraints with visionary change: “This leader was also a maverick with a creaRve vision… 
supported by an organisaRonal buffer who ensured rules were followed without hampering 
creaRvity” (Darling et al., 2021). The applica=on of structured frameworks, including 
champion iden=fica=on and phased planning, was shown to reduce resistance and support 
con=nuous engagement (Darling et al., 2021). 

Distributed and decentralised leadership was key to readiness. Par=cipatory governance 
structures - such as working groups and steering commiiees - were central to co-crea=ng the 
MU model and devolving decision-making. One UK team described “puing women before 
the system” by embracing flexible procedures and flaiening hierarchies (Rocca-Ihenacho, 
2023). In Canada, decision-making devolved to frontline teams using tools like mock scenarios 
and feedback boards (Darling et al., 2021). Midwives reported increased ownership and 
responsiveness: “We’re midwives and we make decisions together” (Rocca-Ihenacho et al., 
2021). 

Flexible bureaucracy further supported innova=on. In several seAngs, staff were able to 
bypass rigid hospital processes to enact =mely, pragma=c changes: “Management were very 
good… but I have to say we were a li[le bit naughty as well” (Walsh, 2006). Such adap=ve 
governance reflected a “liberal bureaucracy” that enabled grassroots problem-solving while 
maintaining accountability through structures like peer review councils (Murray-Davis et al., 
2025). 

Suppor=ve leadership cultures were essen=al. Charisma=c or visionary figures played cataly=c 
roles: “It’s crucial to have an inspiraRonal leader. If you don’t have somebody at the very top 
who is passionate about it… it won’t happen” (Walsh et al., 2020). However, overreliance on 
individuals was also iden=fied as a risk - leadership turnover o]en coincided with declining 
MU usage (Ba=nelli et al., 2023; Walsh et al., 2020). Crucially, leadership influence extended 
beyond formal roles: informal leaders were reported in midwives, obstetricians, and 
neonatologists who championed the model, helping build trust and driving organisa=onal 
readiness (Ba=nelli et al., 2023). 
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Midwifery leadership, in par=cular, was strongly associated with readiness. Midwives in 
formal leadership roles ensured visibility, resource alloca=on, and role protec=on: “Only 
strong midwifery leaders can challenge the status quo” (Bogren et al., 2023). One hospital 
described as “unique” had a midwife in a senior hospital management posi=on - inherently 
exhibi=ng trust in midwives, credibility and strategic influence (Darling et al., 2021). 

 

3.3.5 External Context & Enabling CondiJons 

Subtheme: Cataly+c or Unique Condi+ons, Policy & Poli+cal Support, Wider Cultural 
Awareness 

External contextual factors played a cri=cal role in shaping organisa=onal readiness for MU 
implementa=on. Across 13 studies, macro-level catalysts - ranging from policy mandates to 
public percep=on - either enabled or constrained readiness. Organisa=onal agility to respond 
to these condi=ons was crucial to successful implementa=on. 

Cataly=c or unique events, such as policy shi]s, mergers, or spa=al opportuni=es, frequently 
served as turning points. One UK study reported how changes in NHS Trust payment models 
“were seen as an opportunity to consolidate recent developments in midwife-led service 
provision” (McCourt et al., 2018), while in Canada, physical proximity to the obstetric unit was 
both a prac=cal enabler and an unexpected opportunity: “space was available on the floor 
above aher renovaRons” (Ba=nelli et al., 2023). Popula=on growth also created strategic 
jus=fica=on: “an opportunity for the hospital to increase the number of midwife-a[ended 
births” (Darling et al., 2021). 

Policy and poli=cal support emerged as key enablers. In Ontario, the Ministry of Health’s 
support for cost-efficient midwifery models provided crucial momentum: “The Ontario 
Midwifery Program… was eager to support a new model” (Darling et al., 2021). Similarly, 
na=onal frameworks such as Maternity Maiers in the UK acted as a “major driver” for 
implementa=on (Miah et al., 2015). In India, the “India Midwifery IniRaRve” marked a 
paradigm shi] posi=oning midwives as central to normal birth (Bogren et al., 2023). 
Conversely, risk discourse and li=ga=on concerns created policy barriers, with some MUs 
described as “a lesser priority and an opRonal extra” (Walsh et al., 2020). 

Wider cultural readiness was equally cri=cal. In Italy, midwives reflected on systemic 
medicalisa=on: “there is a highly medicalized culture… women are immersed in this culture” 
(Ba=nelli et al., 2023). A common view reported by an Italian midwife was that “no one has 
ever told them that low-risk pregnancies are looked aher by midwives” (Ba=nelli et al., 2023) 
or that MUs even existed (Walsh et al., 2020). Some MU users described learning about their 
op=ons only through proac=ve GPs or promo=onal efforts: “She [GP] told me that there is the 
FMU” (Rocca-Ihenacho, 2023); although in other studies service users reported GPs ac=vely 
advising against MU use: “they kind of scare you” (Walsh, 2007). Yet in some contexts, growing 
public trust signalled shi]ing readiness: “the percentage of people who are ready for 
something like this is increasing” (Ba=nelli et al., 2023). In India and Switzerland, women’s 
trust in midwives was growing, but o]en con=ngent on assurances of transfer pathways and 
con=nuity of care (Maillefer et al., 2015). 
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3.3.6 Evidence-Inspired Service 

Subthemes: Awareness of Evidence, Clear & Suppor+ve Guidelines, Internal Data Collec+on 

Organisa=onal readiness to implement midwife-led units was closely associated with 
alignment to evidence-informed prac=ce. Across 12 studies, services that ac=vely engaged 
with research, crea=on of clinical guidelines, and collec=on of internal data reported stronger 
legi=macy, safety, and professional trust - key enablers of implementa=on success. 

Awareness of the evidence underpinning MUs was not universal. Several studies described 
“li[le awareness of the evidence on cost-effecRveness of MU faciliRes” (Walsh et al., 2020). 
Variability across professional groups was common, with midwives generally more familiar 
with the literature than their medical colleagues, and genera=onal differences among 
obstetricians noted: “parRcipants’ awareness and percepRons… was not uniform” (Ba=nelli et 
al., 2023). In some cases, interna=onal guidance was dismissed as inapplicable, highligh=ng 
both a lack of perspec=ve understanding and the importance of local relevance (Ba=nelli et 
al., 2023). 

Where research capacity was integrated, evidence use was stronger. Canada’s AMU project 
“engaged with midwifery research leaders… to ensure a robust evaluaRon” (Darling et al., 
2021), while an Australian team used three RCTs to advocate for implementa=on (Tracy et al., 
2005). In China and India, the use of local indicators and clinical checklists aimed to legi=mise 
MUs within the na=onal context (Cheung et al., 2009; Bogren et al., 2023). However, as Indian 
par=cipants pointed out, “There will have to be guidance… saying that this has been 
established” (Bogren et al., 2023). 

The presence of clear, contextually tailored guidelines was cri=cal. Protocols for admission, 
transfer, and collabora=ve care reassured staff and supported safety. In Ontario, “urgent and 
nonurgent transports… facilitated improved interprofessional pracRce and teamwork” (Reszel 
et al., 2018), while co-developed policies enhanced ownership and autonomy (Murray-Davis 
et al., 2025; Rocca-Ihenacho et al., 2021). Na=onal policy alignment was also instrumental; for 
example, Italy’s guidance that “women with physiological pregnancies must be offered a care 
model… by the midwife” (Ba=nelli et al., 2023). 

Internal outcome tracking further strengthened implementa=on readiness. Some sites 
collected and used internal service data (e.g. audits, outcomes tracking) to support con=nuous 
improvement, jus=fy the MU model, and monitor achievement of goals. For example, a 
Canadian AMU used case-cos=ng and birth outcome monitoring to demonstrate cost-savings 
(Darling et al., 2021), while the midwifery group in Australia prepared a “report card” of the 
first 100 bookings to showcase low interven=on rates and highlight adherence to safety 
standards (Tracy et al., 2005).  

 

3.3.7 Resources & Infrastructure 

Subthemes: Dedicated Funding & Infrastructure, Other Human Resources 

Organisa=onal readiness to implement midwife-led units was consistently associated with the 
availability and strategic use of resources across 12 studies. Dedicated funding, purpose-built 
infrastructure, and human resource planning were not only prac=cal enablers but symbolic 
indicators of ins=tu=onal commitment to midwife-led unit success. 
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Allocated financial resources o]en acted as a turning point in the implementa=on process. In 
the Italian site, the release of funds was described as pivotal: “when a significant financial 
budget was released… midwifery leaders felt backed up by the organisaRon and started 
acRvely moving the project forward” (Ba=nelli et al., 2023). Similarly, in Canada, government 
and philanthropic investment provided the founda=on for AMU development: “The project 
was supported with capital funding from the Ontario Ministry of Health and from the 
Markham Stouffville Hospital FoundaRon” (Darling et al., 2021). Conversely, lack of designated 
funding hindered implementa=on, with some services constrained by reluctance to increase 
staffing (Cheung et al., 2009) or where funding models incen=vised interven=on: “MUs [were] 
a loss-making acRvity” (McCourt et al., 2018). 

Infrastructure was more than a logis=cal necessity; it carried cultural weight. Midwives 
described purpose-built MUs as transforma=ve: “the physical space shocked them with its 
posiRve effect” and “your work could become more valuable” (Rocca-Ihenacho, 2023). 
Aesthe=cally aligned environments - welcoming, de-medicalised, and socially integrated - 
were viewed as central to enac=ng MU values (Rocca-Ihenacho, 2023; Miah et al., 2015; 
Cheung et al., 2009). 

Strategic human resource alloca=on further supported readiness. Consultant midwives were 
seen as essen=al for ensuring credibility and visibility within hierarchical systems: 
“maintaining the profile and role… where the authority of senior midwives is not always 
recognised” (McCourt et al., 2018). Inves=ng in research midwives enhanced legi=macy by 
embedding evalua=on into the project design (Darling et al., 2021), while hiring skilled project 
managers ensured opera=onal coordina=on and safeguarded exis=ng staff from overload. 

 

3.3.8 CommunicaJon and DisseminaJon of Change 

Subthemes: Communica+on with other MLUs or Implementa+on Sites, Targeted Benefits 
Sharing with Medical Team, Transparent & Mul+-modal Updates & Knowledge Sharing 

Effec=ve communica=on emerged as a vital determinant of organisa=onal readiness to 
implement midwife-led units, with 6 studies highligh=ng its role in fostering transparency, 
trust, and interprofessional alignment. Sites that adopted proac=ve, mul=-modal 
communica=on strategies demonstrated stronger engagement and coordina=on during 
implementa=on. 

Transparent and inclusive communica=on was central to maintaining momentum and building 
shared purpose. In the Italian study, midwifery leadership provided structured updates that 
combined data with vision: “she gave updates on the MU project to everyone in the room… 
showed the numbers from the work in 2018… Midwives looked interested and had many 
quesRons” (Ba=nelli et al., 2023). Canadian leaders applied change management principles to 
engage stakeholders, describing “open, Rmely communicaRon… and face-to-face meeRngs 
with every department impacted… to establish processes that met everyone’s needs” (Darling 
et al., 2021). Such strategies were found to build credibility, reduce uncertainty, and enhance 
cross-departmental co-opera=on. 

Targeted benefits sharing with medical teams was noted as a uniquely beneficial key readiness 
strategy. AMU leaders in Canada described deliberately framing the innova=on in ways that 
would resonate with obstetricians, whilst re-itera=ng shared woman-centred care values: 
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“dialogue was used to make visible the potenRal benefits of the innovaRon, parRcularly for 
obstetricians” (Darling et al., 2021). In Switzerland, a midwife reported that it was essen=al to 
“reassure the medical staff and integrate them” (Maillefer et al., 2015), suppor=ng 
collabora=ve prac=ce and reducing resistance. 

However, a lack of external communica=on between implementa=on sites was iden=fied as a 
limi=ng factor. In one case, “lack of cosmopolitanism and regular communicaRon with other 
realiRes was noted as a barrier to the innovaRon” (Ba=nelli et al., 2023). By contrast, 
interna=onal partnerships - such as a collabora=ve ini=a=ve between China and the UK - 
offered vital peer learning and technical support (Mander et al., 2009). 

3.3.9 Mapping OrganisaJonal Readiness CharacterisJcs to CFIR 

To support interpretability and transferability of findings to implementa=on science research, 
themes and subthemes iden=fied in this review were mapped to the Consolidated Framework 
for Implementa=on Research (CFIR), one of the most widely used theore=cal models for 
evalua=ng implementa=on processes in healthcare seAngs (Damschroder, 2022). Mapped 
and unmapped findings can be seen in Table 5.   
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Table 5 Themes and Subthemes Mapped to CFIR 

Theme Subtheme CFIR Domain CFIR Construct 
Organisa*onal Culture & Climate Collabora*ve & Respec:ul Work Environment Inner SeYng Rela*onal Connec*ons/Culture 

 Improvement-Oriented Culture Inner SeYng Culture (Subconstruct: Learning-Centredness) 

 Service User Involvement 
Outer SeYng & 
Inner SeYng 

Local AYtudes & 
Culture (Subconstruct: Recipient-Centredness) 

 Trust & Psychological Safety Inner SeYng Culture (Subconstruct: Learning-Centredness) 
Innova*on Characteris*cs & 
Implementa*on Process Bio-Psycho-Social Philosophy Not Mappable  

 Entrepreneurial thinking, ownership & empowered crea*vity Not Mappable  

 Innova*on Alignment & Fit 
Innova*on Characteris*cs & 
Inner SeYng 

All Constructs & Tension for Change/Compa*bility/Rela*ve 
Priority 

 Process of Implementa*on 
Innova*on Characteris*cs & 
Process 

Adaptability & 
Tailoring 

Midwifery Autonomy & Role 
Empowerment Expanded & protected roles Not Mappable  
 Professional Autonomy Not Mappable  

 Training & Skills Development 
Characteris*cs of Individuals & 
Process 

Implementa*on Team Members (Subconstructs Capability, 
Mo*va*on) & 
Planning/Engaging 

Leadership & Governance Change Management Theory Use Process Assessing Context/Planning/Engaging 

 Distributed & Decentralised Leadership Not Mappable  
 Flexible Bureaucracy Not Mappable  
 Suppor*ve Leadership Culture Not Mappable  
External Context & Enabling 
Condi*ons Cataly*c or Unique Condi*ons Outer SeYng Policies and Laws/Cri*cal Incidents 

 Policy & Poli*cal Support Outer SeYng Policies and Laws 

 Wider Cultural Readiness 
Outer SeYng & 
Inner SeYng 

Local AYtudes/External Pressure &  
Culture 

Evidence-Inspired Service Awareness of evidence Innova*on Characteris*cs Evidence Base 

 Clear & Suppor*ve Guidelines Innova*on Characteris*cs & Inner SeYng  
 Evidence Base &  
Structural Characteris*cs (Subconstruct: Work Infrastructure)  

 Internal data collec*on Process Reflec*ng & Evalua*ng 

Resources & Infrastructure Dedicated Funding & Infrastructure 
Outer SeYng & 
Inner SeYng 

Financing &  
Available Resources 

 Other Human Resources 
Outer SeYng & 
Inner SeYng Partnerships & Connec*ons & Available Resources 

Communica*on & Dissemina*on of 
Change Communica*on with other MLUs or Implementa*on Sites 

Innova*on Characteris*cs &  
Outer SeYng 

Evidence Base &  
Partnerships & Connec*ons 

 Targeted benefits sharing with medical team Inner SeYng 
Communica*ons & 
Culture (Subconstruct: Recipient-Centredness) 

 Transparent & mul*-modal updates & knowledge sharing Inner SeYng Communica*ons 
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4 DISCUSSION 

This review explored organisa=onal readiness characteris=cs associated with the successful 
implementa=on of MUs in public sector maternity services. The synthesis of 19 ar=cles 
revealed a complex web of interrelated factors, broadly organised under eight themes (Table 
4). Collec=vely, these themes illustrate that organisa=onal readiness characteris=cs for MU 
implementa=on are dynamic, and whole-system-encompassing - underpinned by values of 
professional autonomy, rela=onal care, and adap=ve leadership. 

Across the synthesised literature, the most prominent readiness themes found included: 

- OrganisaRonal Culture & Climate 
-  InnovaRon CharacterisRcs & ImplementaRon Process 
- Midwifery Autonomy & Role Empowerment  
- Leadership & Governance 

These themes emerged across both high- and low-resource seAngs and in contexts where 
MUs were well-established (e.g. the UK) as well as in those where MUs were a novel concept 
(e.g. China). This reflects the global relevance of these themes and underscores the 
universality of the underlying condi=ons required for successful implementa=on. 

 

 
Figure 3 Treemap Showing Hierarchy of Subthemes Across Reviewed Studies (smallest box: Change Management Theory 
Use) 
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A tree map visualising the hierarchy of subthemes across the literature reviewed can be seen 
in Figure 3. Cri=cal subthemes included:  

- CollaboraRve & Respecpul Work Environment 
- Improvement-Oriented Culture 
- Trust & Psychological Safety 
- Bio-Psycho-Social Philosophy of Care 
- Training and Skills Development  
- Decentralized & SupporRve Leadership 

These were par=cularly impacbul when paired with Midwives in Leadership posi=ons and 
Wider Cultural Awareness of MUs. Structural support for midwifery autonomy, meaningful 
investment in training, and a workplace culture that values and protects midwives’ full scope 
of prac=ce were crucial to organisa=onal readiness and mirror findings from Bayes et al. 
(2019), Filby et al. (2016), Lancet Midwifery Series (2014), and the more recent Midwifery 
Accelerator (2025); all of whom argue that midwives thrive in seAngs that value rela=onal 
care and evidence-based autonomy. Protec=ng midwives’ roles in MUs through hiring by 
mo=va=on, ring-fencing and adop=ng a humanised approach to midwives as individuals, not 
simply a “workforce” to be co-ordinated and dispatched, enhanced work sa=sfac=on, midwife 
reten=on and flexibility (Hunter et al., 2019). Leadership - when visionary, decentralised, and 
suppor=ve of midwifery - was not only an enabler of implementa=on but a central component 
of organisa=onal readiness. This echoes findings by Pezaro et al. (2024), who iden=fied 
inves=ng in midwifery leadership as both strengthening for the profession and as having the 
poten=al to improve perinatal outcomes worldwide. 

Medical buy-in was key. In several studies, resistance from obstetricians or general 
prac==oners served to undermine implementa=on efforts. This aligns with wider literature 
documen=ng the tensions between midwifery and obstetric models of care (Kirkham, 2010; 
Miller et al., 2016; Sangy et al., 2023) and supports repeated calls to foster interdisciplinary 
understanding and trust (Sandall et al., 2016; Zarbiv et al., 2025). A key organisa=onal 
readiness characteris=c was seen in the expressions of shared values and inter-professional 
respect - abstract but vitally measurable concepts that could be explored prior to 
implementa=on using exis=ng research frameworks such as the Compe=ng Values Framework 
(Adams et al., 2017). 

Some readiness domains were less well represented, par=cularly CommunicaRon and 
DisseminaRon of Change, and aspects of Resources and Infrastructure beyond funding. While 
the need for protected staffing and adequate spaces was acknowledged, few studies offered 
detailed strategies for inter-organisa=onal knowledge exchange or system-wide 
communica=on. These gaps suggest missed opportuni=es for both internal and external 
rela=onship-building and op=misa=on of implementa=on through structured informa=on 
sharing - a point supported by prior research on knowledge transla=on in maternity and the 
wider healthcare services (Watkins et al., 2023; Steward, 2023; AAeh et al., 2013).  An outlier 
example - where an MU was proposed and implemented using change management theory - 
illustrates the poten=al of these tools to facilitate readiness. Despite this, such approaches 
were rarely documented, indica=ng an underu=lisa=on of implementa=on science in 
maternity service development, a point echoed by Dadich et al. (2021) and Reszel et al. (2023) 
who called for educa=on in implementa=on theory for the func=onal implementers of the 
change. 
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Emergent subthemes such as Entrepreneurial Thinking, Ownership & Empowered CreaRvity, 
along with Dedicated Infrastucture - though infrequently explored - were seen to enhance 
readiness not only through enabling implementa=on but through fostering ins=tu=onal 
respect and values alignment. These findings reinforce the no=on that midwifery may 
inherently support a holis=c, flexible and values-driven approach to change, which tradi=onal 
top-down healthcare implementa=on strategies o]en overlook (Davis-Floyd, 2001). 

The emergence of a theme around External Context & Enabling CondiRons re-emphasises that 
organisa=onal readiness is inseparable from broader poli=cal, cultural, and spa=al dynamics. 
Although some studies reported unique cataly=c factors contribu=ng to change such as policy 
change or sudden availability of space, the findings suggest that building organisa=onal 
readiness into the culture of a maternity seAng could allow for agile reac=vity for change 
when a window of opportunity arises. 

The prominence of Evidence-Inspired Service as a theme - with subthemes such as Clear & 
SupporRve Guidelines and Awareness of Evidence - reflected an overwhelming concern for 
safety, role clarity, and staff empowerment and support. These connected closely with other 
findings including Trust & Psychological Safety, Expanded Roles, and Respecpul & 
CollaboraRve Work Environments, affirming that organisa=onal readiness depends on a belief 
in - and opera=onalisa=on of - evidence and guidelines, which is intertwined with rela=onal 
and cultural factors (MNSI, 2023).  

Perhaps most notably, Service User Involvement was one of the least represented 
characteris=cs. Despite longstanding recommenda=ons for co-produc=on in maternity care 
(Filby et al., 2016; NICE, 2021; Makarova et al., 2024), only few studies explicitly addressed 
this domain. Implementa=on success was enhanced in sites where engagement with service 
users was valued, as in one Canadian example, while appeared slower in studies where staff 
norms and the wider culture did not involve service user input, such as Italy or China. 

Finally, varia=on in findings appeared to reflect some contextual differences across the 
included studies. Organisa=onal readiness characteris=cs were shaped by na=onal policy 
environments, with leadership engagement and midwifery autonomy more frequently 
reported in high-income seAngs, which comprised most studies reviewed. Studies focused on 
the pre-implementa=on phase tended to emphasise concerns around poli=cal will and 
resource alloca=on, while post-implementa=on reports highlighted factors such as staff 
morale and sustainability. Diverging perspec=ves were also evident between midwives, 
managers, and policymakers. In medicalised health systems, structural resistance to midwife-
led care deeply influenced readiness, underscoring the role of professional hierarchies and 
ins=tu=onal culture in shaping implementa=on. 
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4.1 OrganisaJonal Readiness CharacterisJcs for MU ImplementaJon & CFIR 

 

 
Figure 4 DistribuJon of Subthemes Across CFIR Domains 

 

Most major organisa=onal readiness for change characteris=cs iden=fied in this review were 
found to align with at least one of CFIR’s five domains, suppor=ng its u=lity as a conceptual 
framework for examining organisa=onal readiness in the context of MU implementa=on 
(Table 5 & visually in Figure 4). The predominance of subthemes within the CFIR “Inner 
SeAng” domain underscore the significant role of organiza=onal culture, infrastructure, 
and leadership engagement in the shaping readiness for change and reflect the findings of 
wider research that has mapped exis=ng organisa=onal readiness assessment tools to CFIR 
(Miake-Lye et al., 2020; Kononowech et al., 2021).  

Notably, subthemes linked to “Innova=on Characteris=cs” and “Process” were evenly 
represented, reflec=ng the dual importance of understanding the nature of the change and 
its implementa=on strategy. The inclusion of themes connected to the “Outer 
SeAng” and “Characteris=cs of Individuals” domains illustrates the broader socio-poli=cal 
and individual-level considera=ons that interact with and influence change in maternity 
systems. Yet the low frequency of the “Characteris=cs of Individuals” domain also reflects the 
superseding importance of a wider team-based perspec=ve of organisa=onal readiness for 
implementa=on, rather than an individual-level focus. 

CFIR: Inner Setting
Subthemes:
Collaborative & Respectful Work Environment
Improvement-Oriented Culture
Service User Involvement
Trust & Psychological Safety
Innovation Alignment & Fit
Wider Cultural Readiness
Dedicated Funding & Infrastructure
Other Human Resources
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Transparent & Multi-Modal Updates & Knowledge Sharing

CFIR: Implementation Process
Subthemes:
Process of Implementation
Training & Skills Development
Change Management Theory Use
Internal Data Collection

CFIR: Characteristics of Innovation
Subthemes:
Innovation Alignment & Fit
Process of Implementation
Awareness of Evidence
Clear & Supportive Guidelines
Communication with other MUs or Implementation Sites

CFIR: Characteristics of Individuals
Subthemes:
Training & Skills Development

CFIR: Outer Setting
Subthemes:
Service User Involvement
Catalytic or Unique Conditions
Policy & Political Support
Wider Cultural Readiness
Dedicated Funding & Infrastructure
Other Human Resources
Communication with other MLUs or Implementation Sites

Not Mappable to CFIR
Subthemes:
Bio-Psycho-Social Philosophy
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Expanded & Protected Roles
Professional Autonomy
Distributed & Decentralized Leadership
Supportive Leadership Culture
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However, several themes and subthemes - par=cularly those centred on philosophical 
alignment, entrepreneurial crea=vity, midwife autonomy, and the cultural aspects of flexible, 
suppor=ve leadership - were not fully mappable to CFIR constructs. This gap suggests 
limita=ons in the framework’s capacity to capture the cultural, values-based, and affec=ve 
components of readiness that are especially important in midwifery-led models of care.  

For example, the subtheme of Entrepreneurial Thinking, Ownership, and Empowered 
CreaRvity - which described a grassroots sense of agency and innova=on within MU teams - 
could only par=ally align with CFIR’s constructs such as “Culture” or “Adaptability”. Literature 
on ground-up innova=on suggests that such freedom and even necessity to create change - 
what Lipsky also called “street level bureaucracy” (1980) - is o]en overlooked in top-down 
frameworks (Cai et al., 2019; Church, 2024). These concepts, closely linked with midwifery 
autonomy, decentralized leadership, and psychological safety, imply a nuanced prac=ce 
dynamic that extends beyond what CFIR currently accounts for, and resonate with findings 
from midwifery research that posi=on autonomy, ownership, and professional iden=ty as vital 
drivers of high-quality, person-centred care (Hunter, 2005; Sonmezer, 2020). 

Similarly, the subtheme of Bio-Psycho-Social Philosophy of Care - an important innova=on 
characteris=c for readiness referring to the shi] away from technocra=c, risk-focused 
paradigms - extended beyond CFIR's conven=onal and bio-medical scope. While some 
conceptual fit could be  found within constructs such as “Culture” and “Human-Centredness” 
or “Recipient-Centredness”, the rich cultural and knowledge shi] from technocra=c and risk-
dominant paradigms that this model entails is more fully explored in cri=cal theory midwifery 
literature and midwifery philosophy (Kirkham, 2010; Davis-Floyd, 2001) and may be beier 
understood through lenses such as values-based care e.g. the Quality Maternal Newborn 
Health Framework (De Jonge et al., 2019). 

The subthemes of Decentralised Leadership and SupporRve Leadership Culture were also only 
par=ally reflected in CFIR, under mul=ple constructs such as “Networks & Communica=ons”, 
“Individual Characteris=cs” and “Culture”. Recent cri=ques of CFIR have noted its limited 
capacity to account for meso-level rela=onality such as team dynamics and emo=onal 
intelligence in team leadership - factors increasingly recognised as cri=cal for sustainable 
change (Miake-Lye et al., 2020). Midwifery-specific research has emphasised the importance 
of emo=onally intelligent leadership in cul=va=ng psychologically safe workplaces (Pezaro et 
al., 2024). The ICM similarly advocates for midwfery leadership to be supported at the na=onal 
and global level (ICM, 2022).  

Most notably, the subthemes of Professional Autonomy and Expanded & Protected Roles - 
both central to the iden=ty and func=on of midwifery - did not map clearly onto any CFIR 
construct. These appear to be dis=nct to the midwifery context and reflect the ongoing global 
struggle to embed midwife-led care within predominantly medicalised health systems. 
Despite the robust evidence base for the benefits of midwife-led models, barriers to 
professional autonomy persist (Sangy et al., 2023; Zarbiv et al, 2025). This finding underscores 
a cri=cal gap in exis=ng readiness frameworks and supports the need to tailor implementa=on 
tools to beier reflect the unique professional, cultural, and philosophical condi=ons of 
midwifery. 

These findings suggest that while CFIR offers a robust organising framework for examining 
organisa=onal readiness, it may benefit from supplementa=on with theories that centre 



 37 

emo=onal, rela=onal, and cultural dimensions of change when assessing midwifery contexts. 
Integra=ng CFIR with a midwifery philosophy of care framework, such as the MU-specific 
Midwifery Unit Standards (Rocca-Ihenacho et al., 2018), could provide a more holis=c 
understanding of the mechanisms underpinning successful MU implementa=on.  

This review contributes to a growing body of literature arguing that implementa=on success 
is not merely a maier of structural alignment but of cultural resonance. In the case of MUs, 
readiness is most effec=vely fostered where the values of the organisa=on and the model of 
care align, enabling staff to work in ways that are both professionally meaningful and 
contextually supported. 

 

4.2 Strengths and LimitaJons 

The strengths of this review include its comprehensive, mul=-database search strategy, use of 
a theore=cal framework (CFIR), and rigorous thema=c synthesis methodology. A rapid scoping 
review was undertaken prior to protocol development to understand the conceptual terrain 
of organisa=onal readiness and its relevance to midwifery care. This helped to shape eligibility 
criteria and ensure focus on readiness characteris=cs rather than outcomes or barriers alone. 

However, limita=ons do exist. The exclusion of grey literature may have limited the breadth of 
perspec=ves, and sparse literature was available from LMIC contexts. Addi=onally, although 
thema=c synthesis allowed in-depth interpreta=on, the analysis process involved subjec=ve 
decisions and may have been influenced by researcher perspec=ves. Not all included studies 
focused explicitly on readiness, requiring inferen=al interpreta=on of relevant data. The 
bespoke quality assessment tool u=lised for appraisal in this review, was adapted from exis=ng 
frameworks to enhance sensi=vity to qualita=ve literature and developed by the third 
reviewer. While this may introduce poten=al bias, the third reviewer was not personally 
involved in the quality assessment stage, which mi=gates this risk. Finally, five included ar=cles 
were authored by the third reviewer and may have implica=ons for bias towards their 
inclusion, however adherence to rigorous protocol and inclusion/exclusion criteria throughout 
the process minimised this possibility. 

 

4.3 ImplicaJons for PracJce and Policy 

This review offers a prac=cal and values-informed basis for assessing and strengthening 
organisa=onal readiness for midwife-led unit implementa=on in public sector maternity 
seAngs. The findings suggest that readiness is not merely a technical or opera=onal challenge 
but a deeply cultural and rela=onal process. For maternity service leaders, this means 
adop=ng pre-implementa=on strategies that address both structural and human elements of 
change. 

Key recommenda=ons include: 

- Strengthening distributed leadership by recognising and inves=ng in midwives as 
clinical and managerial leaders, supported inter-professionally and by implementa=on 
science-informed leadership development programmes; 
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- Co-developing clinical guidelines with all levels of staff, ensuring contextual relevance 
and promo=ng shared understanding and opportuni=es for team building across 
professional groups; 

- Embedding rela=onal prac=ce principles that enhance engagement through ini=a=ves 
that foster psychological safety, team cohesion, and a sense of shared mission. 

For policymakers and commissioners, the findings underscore that MU implementa=on 
cannot be achieved through infrastructure investment alone. While funding and space are 
essen=al, readiness also hinges on cul=va=ng cultures that: 

- Legi=mate midwifery leadership; 

- Value and fund non-interven=onist, evidence-based care; and 

- Priori=se staff wellbeing, reflec=ve prac=ce, and con=nuous professional 
development. 

These principles should be embedded in na=onal maternity transforma=on programmes and 
policy frameworks, alongside strategies to build public and professional confidence in 
midwife-led care. 

Addi=onally, engagement with service users must be priori=sed - not only in care planning, 
but in the design, evalua=on, and implementa=on of services. Despite strong global advocacy 
for co-produc=on in maternity care, this review iden=fied a significant gap in user involvement 
at the implementa=on level. 

 

4.4 Future Research DirecJons  

The findings of this review highlight a cri=cal need for the co-development of a tailored 
organisa=onal readiness for change assessment tool for MUs in public maternity systems. 
Such a tool could support maternity leaders to an=cipate barriers, align change strategies with 
values, and enhance the sustainability of MU implementa=on. 

Recommended next steps: 

1. Co-design an assessment tool incorpora=ng the themes iden=fied in this review, the 
CFIR framework, and an exis=ng MU framework (e.g. MUSA, 2018). This should include 
par=cipatory design with frontline midwives, managers, and service users. 

2. Conduct research to pilot and further evaluate whether high organisa=onal readiness 
(as measured by such tools) is associated with more successful and sustained 
implementa=on of MUs over =me.  

3. There is a pressing need for more research in LMIC contexts where, by necessity, 
private midwife-led units are more common (ICM, 2025) and the organisa=onal and 
cultural condi=ons for public sector midwife-led unit implementa=on may differ. 
Comparing studies between high-, middle-, and low-resource seAngs could help adapt 
readiness tools and frameworks to diverse health systems. 
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4.5 Conclusion 

Building readiness for MU implementa=on in public sector maternity seAngs requires more 
than funding or policy mandates; it necessitates a shi] towards rela=onal, inclusive, and 
values-led approaches. Embedding midwifery philosophy into organisa=onal culture, inves=ng 
in midwifery leadership, fostering team confidence in physiological birth, co-producing 
guidelines, and protec=ng =me for team-building and reflec=on are concrete strategies that 
align with the readiness characteris=cs iden=fied here. 

The studies reviewed here consistently demonstrate that readiness is enhanced when these 
characteris=cs are present. For example, the ethnographic studies by Rocca-Ihenacho et al. 
(2021–2023) emphasize autonomy, ownership, and interprofessional respect as central to 
sustaining well-func=oning MUs. Similarly, studies from Canada and Italy show that 
stakeholder engagement and change management strategies improve organiza=onal 
commitment and capacity. Conversely, studies in China and India illustrate how resistance 
from biomedical structures, lack of role clarity, and cultural barriers undermine readiness. 
These findings align with the Organisa=onal Readiness for Change Theory’s asser=on that 
implementa=on success is not only about structural readiness but also concerned with 
the collec=ve psychological state of those involved in the change process. 

Ul=mately, this review shows that assessing organisa=onal readiness to implement midwife-
led units at the pre-conceptualisa=on stage is not only possible but vital. Readiness 
assessment tools grounded in the characteris=cs iden=fied here could help an=cipate 
challenges, align teams, and improve the long-term sustainability and success MU 
implementa=on. In doing so, they offer an important strategy for advancing global maternal 
health goals and realising the full poten=al of midwifery care. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 40 

4.6 Ethical approval 

Ethical approval was not required for this systema=c review. 

 

4.7 Funding sources 

The review did not receive any funding. 

 

4.8 SystemaJc review protocol registraJon number 

This protocol is registered with the Interna=onal Prospec=ve Register of Systema=c Reviews 
(PROSPERO 2020). Registra=on Number: CRD420251009197. 

 

4.9 DeclaraJon of CompeJng Interest 

The authors have no conflicts of interest to declare. 

 

4.10 Acknowledgements 

The authors would like to express gra=tude to City St Georges, University of London for its 
support and resources offered throughout this review. In par=cular, the guidance of the 
university librarian Stephen O’Driscoll, policy expert Jus=n Needle and post-doctoral 
researcher Nick Behn proved invaluable. 

 

4.11 Author ContribuJons 

M. Cross was the primary researcher conduc=ng the ini=al scoping and subsequent systema=c 
review, data extrac=on and synthesis. E. Buckingham contributed to study selec=on, screening 
and quality appraisal, as the second reviewer. L.H. Jackson provided addi=onal exper=se and 
support. L. Rocca-Ihenacho provided overall supervision and conceptual support throughout 
the review process.  

 

 

 

 

 

 

 

 

https://www.sciencedirect.com/science/article/pii/S0266613823000992#bib0062


 41 

REFERENCES 

Adams, C., Dawson, A. & Foureur, M. 2017, "Compe=ng Values Framework: A useful tool to 
define the predominant culture in a maternity seAng in Australia", Women and Birth: 
Journal of the Australian College of Midwives, vol. 30, no. 2, pp. 107–113. 

Adelson, P., Lee, A., Kornelsen, J. and Stoll, K., 2021. Measuring organizaRonal readiness for 
implemenRng change (ORIC) in a new midwifery model of care in rural South 
Australia. Women and Birth, 34(5), pp.464–471. 

AAeh, R., Gagnon, M., Estabrooks, C.A., Légaré, F., Ouimet, M., Roch, G., Ghandour, E.K. & 
Grimshaw, J. 2013, "Organiza=onal readiness for knowledge transla=on in chronic care: a 
review of theore=cal components", ImplementaRon Science, vol. 8, no. 1, pp. 138. 

Ba=nelli L., McCourt C., Bonciani M. & Rocca-Ihenacho, L. 2023, "Implemen=ng midwifery 
units in a European country: Situa=onal analysis of an Italian case study.", Midwifery, vol. 
116, no. pagina=on, pp. Ar=cle Number: 103534. 

Ba=nelli, A., Tanturri, M.L. and Mazzilli, C., 2022. "What are the strategies for implemen=ng 
primary care models in maternity? A systema=c review on midwifery units", BMC Pregnancy 
and Childbirth, 22(1), p.54. 

Bayes, S., Fenwick, J. and Hauck, Y., 2015. "Readiness for prac=ce change: Evalua=on of a 
tool for the Australian context", Women and Birth, 28(4), pp.310–318. 

Bayes, S., Juggins, E., Whitehead, L. & De Leo, A. 2019, "Australian midwives' experiences of 
implemen=ng prac=ce change", Midwifery, vol. 70, pp. 38–45. 

Bazirete, O., Hughes, K., Lopes, S.C., Turkmani, S., Abdullah, A.S., Ayaz, T., Clow, S.E., Epuitai, 
J., Halim, A., Khawaja, Z., Mbalinda, S.N., Minnie, K., Nabirye, R.C., Naveed, R., Nawagi, F., 
Rahman, F., Rasheed, S.I., Rehman, H., Nove, A., Forrester, M., Mandke, S., Pairman, S. & 
Homer, C.S.E. 2023, "Midwife-led birthing centres in four countries: a case study", BMC 
health services research, vol. 23, no. 1, pp. 1–1105. 

Benatar, S., Garrei, A.B., Howell, E. and Palmer, A., 2013. "Midwifery care at a freestanding 
birth center: A safe and effec=ve alterna=ve to conven=onal maternity care", Health Services 
Research, 48(5), pp.1750–1768. 

Bogren, M., Jha, P., Sharma, B. & Erlandsson, K. 2023, "Contextual factors influencing the 
implementa=on of midwifery-led care units in India", Women and Birth: Journal of the 
Australian College of Midwives, vol. 36, no. 1, pp. e134–e141. 

Bączek, G., Przysucha, M., Pięta, B. and Gawlikowska-Sroka, A., 2020. "Freestanding Midwife-
Led Units: A Narra=ve Review", InternaRonal Journal of Environmental Research and Public 
Health, 17(9), p.3150. 



 42 

Cai, W., Lysova, E.I., Khapova, S.N. & Bossink, B.A.G. 2019, "Does Entrepreneurial Leadership 
Foster Crea=vity Among Employees and Teams? The Media=ng Role of Crea=ve Efficacy 
Beliefs", Journal of Business and Psychology, vol. 34, no. 2, pp. 203–217. 

Cheung, N., Fen Cheung, Mander, R., Xiaoli, W., Wei, F., Hong, Z. & Liping, Z. 2009, "The 
planning and prepara=on for a 'homely birthplace' in Hangzhou, China", Evidence-Based 
Midwifery, vol. 7, pp. 101+. 

Church, S. (2024) "The importance of an entrepreneurial mindset, behaviour and leadership 
in midwifery (QAA 1,3,4) #FEEUK". Available at: hips://www.etctoolkit.org.uk/enterprise-
case-studies-library/the-importance-of-an-entrepreneurial-mindset-behaviour-and-
leadership-in-midwifery-qaa-1-3-4-feeuk/ (Accessed: 18 April 2025). 

City St Georges, University of London, (2025) Advanced literature search and systema=c 
reviews [Online] Available at: hips://libguides.city.ac.uk/systema=c-reviews/formulate-your-
ques=on#:~:text=AAtudes-
,SPIDER,of%20aiending%20ante%2Dnatal%20educa=on?&text=How%20was%20the%20res
earch%20carried%20out?&text=Which%20outcome%20are%20you%20measuring?&text=Q
ualita=ve?,O (Accessed: 13/04/2025) 

Crowe, S., Salt, H., Kelan, E., Pascoe, A. and Cresswell, R., 2019. "Assessing contextual 
readiness: the first step towards maternity transforma=on", Midwifery, 70, pp.6–13. 

Dadich, A., Piper, A. & Coates, D. 2021, "Implementa=on science in maternity care: a scoping 
review", ImplementaRon Science, vol. 16, no. 1, pp. 16–20. 

Damschroder, L.J., Reardon, C.M., Opra Widerquist, M.A. and Lowery, J., 2022. "The updated 
Consolidated Framework for Implementa=on Research based on user 
feedback", ImplementaRon Science, 17(1), p.75. 

Davis, S.D., Bayes, S. & Geraghty, S. 2023, "Development of a tool to iden=fy barriers and 
enablers to prac=ce innova=on in midwifery: A par=cipatory ac=on research 
study", European Journal of Midwifery, vol. 7, no. January, pp. 1–10. 

Davis-Floyd, R. 2001, "The technocra=c, humanis=c, and holis=c paradigms of 
childbirth", InternaRonal Journal of Gynecology & Obstetrics, vol. 75, pp. S5–S23. 

Darling E.K., Easterbrook R., Grenier L.N., Maloi A., Murray-Davis B. & MaAson, C.A. 2021, 
"Lessons learned from the implementa=on of Canada's first alongside midwifery unit: A 
qualita=ve explanatory study.", Midwifery, vol. 103, no. pagina=on, pp. Ar=cle Number: 
103146. Date of Publica=on: December 2021. 

De Jonge, A., Downe, S., Page, L., Devane, D., Lindgren, H., Klinkert, J., Gray, M. & Jani, A. 
2019, "Value based maternal and newborn care requires alignment of adequate resources 
with high value ac=vi=es", BMC pregnancy and childbirth, vol. 19, no. 1, pp. 428. 

https://www.etctoolkit.org.uk/enterprise-case-studies-library/the-importance-of-an-entrepreneurial-mindset-behaviour-and-leadership-in-midwifery-qaa-1-3-4-feeuk/
https://www.etctoolkit.org.uk/enterprise-case-studies-library/the-importance-of-an-entrepreneurial-mindset-behaviour-and-leadership-in-midwifery-qaa-1-3-4-feeuk/
https://www.etctoolkit.org.uk/enterprise-case-studies-library/the-importance-of-an-entrepreneurial-mindset-behaviour-and-leadership-in-midwifery-qaa-1-3-4-feeuk/
https://libguides.city.ac.uk/systematic-reviews/formulate-your-question#:~:text=Attitudes-,SPIDER,of%20attending%20ante%2Dnatal%20education?&text=How%20was%20the%20research%20carried%20out?&text=Which%20outcome%20are%20you%20measuring?&text=Qualitative?,Or%20mixed%20methods?
https://libguides.city.ac.uk/systematic-reviews/formulate-your-question#:~:text=Attitudes-,SPIDER,of%20attending%20ante%2Dnatal%20education?&text=How%20was%20the%20research%20carried%20out?&text=Which%20outcome%20are%20you%20measuring?&text=Qualitative?,Or%20mixed%20methods?
https://libguides.city.ac.uk/systematic-reviews/formulate-your-question#:~:text=Attitudes-,SPIDER,of%20attending%20ante%2Dnatal%20education?&text=How%20was%20the%20research%20carried%20out?&text=Which%20outcome%20are%20you%20measuring?&text=Qualitative?,Or%20mixed%20methods?
https://libguides.city.ac.uk/systematic-reviews/formulate-your-question#:~:text=Attitudes-,SPIDER,of%20attending%20ante%2Dnatal%20education?&text=How%20was%20the%20research%20carried%20out?&text=Which%20outcome%20are%20you%20measuring?&text=Qualitative?,Or%20mixed%20methods?
https://libguides.city.ac.uk/systematic-reviews/formulate-your-question#:~:text=Attitudes-,SPIDER,of%20attending%20ante%2Dnatal%20education?&text=How%20was%20the%20research%20carried%20out?&text=Which%20outcome%20are%20you%20measuring?&text=Qualitative?,Or%20mixed%20methods?


 43 

De Leo, A., Sweet, L., Palamara, P., Bloxsome, D. & Bayes, S. 2025, "How valuable is an 
implementa=on toolkit for midwives? An exploratory study", Midwifery, vol. 141, pp. 
104241. 

Edmonds, J.K., Lackey, C., Morgan, I. and Wilcox, C., eds., 2020. Midwife-Led Units: 
Transforming Maternity Care Globally. Cham: Springer. 

Esan, O.T., Okonofua, F., Orji, B. and Adeyemi, A., 2022. "Organisa=onal and individual 
readiness for change to respecbul maternity care prac=ce and associated factors in Ibadan, 
Nigeria: a cross-sec=onal survey", BMJ Open, 12(4), p.e052630. 

Filby, A., McConville, F., & Portela, A. 2016. "What prevents quality midwifery care? A 
systema=c mapping of barriers in low and middle-income countries from the provider 
perspec=ve", PLoS ONE. 

Gough, D., Oliver, S., & Thomas, J. (2017). An IntroducRon to SystemaRc Reviews. SAGE. 

Harrison, R., Chauhan, A., Le-Dao, H., Minbashian, A., Walpola, R., Fischer, S. & Schwarz, G. 
2022, "Achieving change readiness for health service innova=ons", Nursing Forum 
(Hillsdale), vol. 57, no. 4, pp. 603–607. 

Holt, D.T., Armenakis, A.A., Feild, H.S. and Harris, S.G., 2007. "Readiness for organiza=onal 
change: The systema=c development of a scale", Journal of Applied Behavioral Science, 
43(2), pp.232–255. 

Hunter, B. 2005, "Emo=on work and boundary maintenance in hospital-based 
midwifery", Midwifery, vol. 21, no. 3, pp. 253–266. 

Hunter, B., Fenwick, J., Sidebotham, M. & Henley, J. 2019, "Midwives in the United Kingdom: 
Levels of burnout, depression, anxiety and stress and associated predictors", Midwifery, vol. 
79, pp. 102526. 

Interna=onal Confedera=on of Midwives (ICM) (2024) EssenRal competencies for midwifery 
pracRce. The Hague: ICM. Available at: hips://interna=onalmidwives.org (Accessed: 19 April 
2025). 

Interna=onal Confedera=on of Midwives (ICM) (2023) ICM posiRon statement: Midwife-led 
birthing centres (MLBCs). The Hague: ICM. Available 
at: hips://interna=onalmidwives.org (Accessed: 19 April 2025). 

Interna=onal Confedera=on of Midwives (ICM). (2022). Guide for midwifery leadership. 
Available at: hips://interna=onalmidwives.org/resources/guide-for-midwifery-
leadership/ (Accessed: 18 April 2025). 

Jacobs, S.R., Weiner, B.J., Reeve, B.B. and Hofmann, D.A., 2015. "Determining the predictors 
of innova=on implementa=on in healthcare: a quan=ta=ve analysis of implementa=on 
effec=veness", BMC Health Services Research, 15(1), p.6. 

https://internationalmidwives.org/
https://internationalmidwives.org/
https://internationalmidwives.org/resources/guide-for-midwifery-leadership/
https://internationalmidwives.org/resources/guide-for-midwifery-leadership/


 44 

Kirkham, M. (2010). The midwife-mother relaRonship (2nd ed). Palgrave Macmillan. 

Kononowech, J., Hagedorn, H., Hall, C., Helfrich, C.D., Lambert-Kerzner, A.C., Miller, S.C., 
Sales, A.E. & Damschroder, L. 2021, "Mapping the organiza=onal readiness to change 
assessment to the Consolidated Framework for Implementa=on Research", ImplementaRon 
science communicaRons, vol. 2, no. 1, pp. 19. 

Kuipers, Y., van der Meulen, B., Witsenburg, L. and de Jonge, A., 2024. "Midwives’ readiness 
for midwife-led care: a mixed-methods study", European Journal of Midwifery, 8, p.19. 

Lancet Midwifery Series, 2014. The Lancet Series on Midwifery. London: The Lancet. 

Lipsky, M. (1980). Street-level bureaucracy: Dilemmas of the individual in public services. 
New York: Russell Sage Founda=on. 

Macfarlane, A.J., Rocca-Ihenacho, L. & Turner, L.R. 2014, "Survey of women׳s experiences of 
care in a new freestanding midwifery unit in an inner city area of London, England: 2. 
Specific aspects of care", Midwifery, vol. 30, no. 9, pp. 1009–1020. 

Maillefer, F., de Labrusse, C., Cardia-Vonèche, L., Hohlfeld, P. & Stoll, B. 2015, "Women and 
healthcare providers' percep=ons of a midwife-led unit in a Swiss university hospital: a 
qualita=ve study", BMC Pregnancy and Childbirth, vol. 15, no. 1, pp. 56. 

Makarova, N., Janke, T.M., SchmiAnger, J., Agricola, C.J., Ebinghaus, M., Blome, C. & Zyriax, 
B. 2024, "Women's expecta=ons, preferences and needs in midwifery care – results from the 
qualita=ve Midwifery Care (MiCa) study: Childbirth and early parenthood", Midwifery, vol. 
132, pp. 103990. 

Mander, R., Cheung, N.F., Wang, X., Fu, W. & Zhu, J. 2010, "Beginning an ac=on research 
project to inves=gate the feasibility of a midwife-led normal birthing unit in China", Journal 
of Clinical Nursing, vol. 19, no. 3–4, pp. 517–526. 

Maternity and Newborn Safety Inves=ga=ons (MNSI). (2023). Safety factors surrounding 
effecRve communicaRon throughout the pregnancy journey. Available 
at: hips://www.mnsi.org.uk/news/safety-factors-and-effec=ve-communica=ons-in-
pregnancy/ (Accessed: 18 April 2025). 

McCourt, C., Rance, S., Rayment, J. & Sandall, J. 2018, "Organising safe and sustainable care 
in alongside midwifery units: findings from an organisa=onal ethnographic 
study", Midwifery, vol. 65, pp. 26–34. 

Miah, R. & Adamson, K. 2015, "Crea=ng a culture of 'safe normality': Developing a new inner 
city alongside midwifery unit", BriRsh Journal of Midwifery, vol. 23, no. 7, pp. 498–508. 

Miake-Lye, I.M., Delevan, D.M., Ganz, D.A., Miiman, B.S. and Finley, E.P., 2020. "Unpacking 
organiza=onal readiness for change: an updated systema=c review and content analysis of 
assessments", Journal of General Internal Medicine, 35(6), pp.1857–1874. 

https://www.mnsi.org.uk/news/safety-factors-and-effective-communications-in-pregnancy/
https://www.mnsi.org.uk/news/safety-factors-and-effective-communications-in-pregnancy/


 45 

Miller, S., Abalos, E., Chamillard, M., et al. (2016). "Beyond too liile, too late and too much, 
too soon: A pathway to evidence-based, respecbul maternity care worldwide", The Lancet. 

Murray-Davis, B., Grenier, L., Maloi, A., MaAson, C., Cameron, C., Huion, E. & Darling, E. 
2025, "Exploring Midwives’ Experiences Within Canada's First Alongside Midwifery Unit: 
Impacts and Implica=ons for Midwifery Prac=ce", Journal of Midwifery & Women's Health, 
pp. n/a. 

Na=onal Ins=tute for Health and Care Excellence (NICE). (2021). PaRent and public 
involvement policy. Available at: hips://www.nice.org.uk/about/nice-communi=es/nice-
and-the-public/public-involvement/pa=ent-and-public-involvement-policy (Accessed: 19 
April 2025). 

Noblit, G.W. & Hare, R.D. 1988, Meta-ethnography: synthesizing qualitaRve studies, 1st edn, 
Sage Publica=ons, Newbury Park. 

Nove, A., Bazirete, O., Hughes, K., Turkmani, S., Callander, E., Scarf, V., Forrester, M., Mandke, 
S., Pairman, S. & Homer, C.S. 2023, "Which low- and middle-income countries have midwife-
led birthing centres and what are the main characteris=cs of these centres? A scoping review 
and scoping survey", Midwifery, vol. 123, pp. 103717. 

Nove, A., Friberg, I.K., de Bernis, L., McConville, F., Moran, A.C., Najjemba, M., ten Hoope-
Bender, P., Tracy, S. & Homer, C.S.E. 2021, "Poten=al impact of midwives in preven=ng and 
reducing maternal and neonatal mortality and s=llbirths: a Lives Saved Tool modelling 
study", The Lancet global health, vol. 9, no. 1, pp. e24–e32. 

NPEU (Na=onal Perinatal Epidemiology Unit), 2011. Birthplace in England Research 
Programme: Perinatal and maternal outcomes by planned place of birth for healthy women 
with low risk pregnancies. London: Na=onal Ins=tute for Health Research. 

NVivo. (2023). NVivo QualitaRve Data Analysis Sohware Version 14. Burlington, MA: QSR 
Interna=onal. 

Page, M.J., McKenzie, J.E., Bossuyt, P.M., Boutron, I., Hoffmann, T.C., Mulrow, C.D., 
Shamseer, L., Tetzlaff, J.M., Akl, E.A., Brennan, S.E., Chou, R., Glanville, J., Grimshaw, J.M., 
Hróbjartsson, A., Lalu, M.M., Li, T., Loder, E.W., Mayo-Wilson, E., McDonald, S., McGuinness, 
L.A., Stewart, L.A., Thomas, J., Tricco, A.C., Welch, V.A., Whi=ng, P. & Moher, D. (2021). "The 
PRISMA 2020 statement: an updated guideline for repor=ng systema=c reviews", BMJ, 372, 
p. n71. hips://doi.org/10.1136/bmj.n71 

Pezaro, D.S., Zarbiv, G., Jones, J., Feika, M.L., Fitzgerald, L., Lukhele, S., McMillan-Bohler, J., 
Baloyi, O.B., Maravic da Silva, K., Grant, C., Bayliss-Prai, L. & Hardtman, P. 2024, 
"Characteris=cs of strong midwifery leaders and enablers of strong midwifery leadership: An 
interna=onal apprecia=ve inquiry", Midwifery, vol. 132, pp. 103982. 

https://www.nice.org.uk/about/nice-communities/nice-and-the-public/public-involvement/patient-and-public-involvement-policy
https://www.nice.org.uk/about/nice-communities/nice-and-the-public/public-involvement/patient-and-public-involvement-policy
https://doi.org/10.1136/bmj.n71


 46 

Rafferty, A.E., Jimmieson, N.L. & Armenakis, A.A., 2013. "Change readiness: A mul=level 
review", Journal of Management, 39(1), pp.110–135. 

Rayment, J., McCourt, C., Schmid, V. & Shaw, D., 2020. "The development of midwifery unit 
standards for Europe", Midwifery, 84, p.102652. 

Renfrew, M.J. et al. (2014). "Midwifery and quality care: findings from a new evidence-
informed framework for maternal and newborn care", The Lancet. 

Reszel, J., Daub, O., Dunn, S.I., Cassidy, C.E., Hafizi, K., Lighboot, M., Pervez, D., Quosdorf, A., 
Wood, A. & Graham, I.D. 2023, "Planning and implemen=ng prac=ce changes in Ontario 
maternal-newborn hospital units: a secondary qualita=ve analysis", BMC Pregnancy and 
Childbirth, vol. 23, no. 1, pp. 735–13. 

Reszel, J., Sidney, D., Peterson, W.E., Darling, E.K., Wagner, V., Soderstrom, B., Rogers, J., 
Graves, E., Khan, B. & Sprague, A.E. 2018, "The Integra=on of Ontario Birth Centers into 
Exis=ng Maternal-Newborn Services: Health Care Provider Experiences", Journal of 
Midwifery & Women's Health, vol. 63, no. 5, pp. 541–549. 

Rocca-Ihenacho, D.L. 2023a, "An Ethnographic Study of the Philosophy, Culture and Prac=ces 
Within an Urban Freestanding Midwifery Unit: Part 2 – Staff Perspec=ves", The PracRsing 
Midwife, vol. 26, no. 9, pp. 26–30. 

Rocca-Ihenacho, D.L. 2023b, "An Ethnographic Study of the Philosophy, Culture and Prac=ces 
Within an Urban Freestanding Midwifery Unit: Part 3 – Service Users’ Perspec=ves", The 
PracRsing Midwife, vol. 26, no. 10, pp. 25–30. 

Rocca-Ihenacho, L. 2023, "An Ethnographic Study of the Philosophy, Culture and Prac=ces 
within an Urban Freestanding Midwifery Unit", The PracRsing Midwife, vol. 26, no. 8, pp. 
25–30. 

Rocca-Ihenacho, L. 2023, "AN ETHNOGRAPHIC STUDY OF THE PHILOSOPHY, CULTURE AND 
PRACTICES WITHIN AN URBAN FREESTANDING MIDWIFERY UNIT: PART 4-ORGANISATIONAL 
PERSPECTIVES.", PracRsing Midwife, vol. 26, no. 11, pp. 26–30. 

Rocca-Ihenacho, L., Yuill, C. & McCourt, C. 2021, "Rela=onships and trust: Two key pillars of a 
well-func=oning freestanding midwifery unit", Birth: Issues in Perinatal Care, vol. 48, no. 1, 
pp. 104–113. 

Rocca-Ihenacho, L., Ba=nelli, L., Thaels, E., Rayment, J. and McCourt, C. (2018) Midwifery 
Unit Standards. London: Midwifery Unit Network. Available 
at: hip://www.midwiferyunitnetwork.org/wp-content/uploads/PDFs/LY1309BRO-MUNEt-
Standards-PRINT-opt.pdf (Accessed: 19 April 2025). 

Sandall, J., Soltani, H., Gates, S., Shennan, A. & Devane, D. 2016, "Midwife-led con=nuity 
models versus other models of care for childbearing women", Cochrane Database of 
SystemaRc Reviews, , no. 4. 

http://www.midwiferyunitnetwork.org/wp-content/uploads/PDFs/LY1309BRO-MUNEt-Standards-PRINT-opt.pdf
http://www.midwiferyunitnetwork.org/wp-content/uploads/PDFs/LY1309BRO-MUNEt-Standards-PRINT-opt.pdf


 47 

Sangy, M.T., Duaso, M., Feeley, C. & Walker, S. 2023, "Barriers and facilitators to the 
implementa=on of midwife-led care for childbearing women in low- and middle-income 
countries: A mixed-methods systema=c review", Midwifery, vol. 122, pp. 103696. 

Shea, C.M., Jacobs, S.R., Esserman, D.A., Bruce, K. & Weiner, B.J. (2014) "Organiza=onal 
readiness for implemen=ng change: a psychometric assessment of a new 
measure", ImplementaRon Science, 9(7). hips://doi.org/10.1186/1748-5908-9-7 

Sonmezer, E. 2020, "Professional autonomy for midwives in the contemporary UK maternity 
system: part 1", BriRsh journal of midwifery, vol. 28, no. 12, pp. 850–856. 

Stevens, J.R. & Alonso, C. 2020, "Commentary: Crea=ng a defini=on for global midwifery 
centers", Midwifery, vol. 85, pp. 102684. 

Steward, E. 2023, "Interprofessional team trust in maternity services: a service 
evalua=on", BriRsh Journal of Midwifery, vol. 31, no. 3, pp. 126–132. 

Storkholm, M.H., Mazzocato, P., Savage, C., Elsborg, L. & Savage, E., 2018. "Assessing the 
reliability and validity of the Danish version of Organiza=onal Readiness for Implemen=ng 
Change (ORIC)", BMC Health Services Research, 18(1), p.350. 

Thomas, J. and Harden, A. (2008) "Methods for the thema=c synthesis of qualita=ve 
research in systema=c reviews", BMC Medical Research Methodology, 8(1), p. 
45. hips://doi.org/10.1186/1471-2288-8-45 

Timmings, C., Ginsburg, L., Tomlinson, G., Begun, J.W., Grand, M., Mador, R.L. and Straus, 
S.E., 2016. "Ready, set, change! Development and usability tes=ng of an online readiness for 
change decision support tool for healthcare organiza=ons", BMC Medical InformaRcs and 
Decision Making, 16(1), p.24. 

Tracy, S.K., Hartz, D., Nicholl, M., McCann, Y. & Laia, D. 2005, "An integrated service network 
in maternity--the implementa=on of a midwifery-led unit", Australian Health Review, vol. 29, 
no. 3, pp. 332–339. 

Turkmani, S., Nove, A., Bazirete, O., Hughes, K., Pairman, S., Callander, E., Scarf, V., Forrester, 
M., Mandke, S. & Homer, C.S.E. 2023, "Exploring networks of care in implemen=ng midwife-
led birthing centres in low- and middle-income countries: A scoping review", PLOS global 
public health, vol. 3, no. 5, pp. e0001936. 

United Na=ons (2015) Sustainable Development Goals. Available 
at: hips://sdgs.un.org/goals (Accessed: 19 April 2025). 

UNFPA, WHO and ICM (2021) The State of the World's Midwifery 2021: Building a health 
workforce to meet the needs of women, newborns and adolescents everywhere. New York: 
United Na=ons Popula=on Fund. Available at: hips://www.unfpa.org/sowmy (Accessed: 19 
April 2025). 

https://doi.org/10.1186/1748-5908-9-7
https://doi.org/10.1186/1471-2288-8-45
https://sdgs.un.org/goals
https://www.unfpa.org/sowmy


 48 

United Na=ons Popula=on Fund (UNFPA) (2025) The Midwifery Accelerator: expanding 
health care for women and newborns. New York: UNFPA. Available 
at: hips://www.unfpa.org/publica=ons/midwifery-accelerator-expanding-health-care-
women-and-newborn (Accessed: 19 April 2025). 

van de Water, B., Conway, K., Smalle, J., Kamara, D. & ten Hoope-Bender, P., 2024. 
"Implemen=ng the Organiza=onal Readiness for Change (ORIC) survey during a novel 
midwifery preceptor program in Sierra Leone: Stakeholder results", Midwifery, 128, 
p.103546. 

Walsh, D. 2006, "Subver=ng the assembly-line: childbirth in a free-standing birth 
centre", Social Science & Medicine, vol. 62, no. 6, pp. 1330–1340. 

Walsh, D.J. 2007, "A birth centre's encounters with discourses of childbirth: how resistance 
led to innova=on.", Sociology of Health & Illness, vol. 29, no. 2, pp. 216–232. 

Walsh, D., Spiby, H., Grigg, C.P., Dodwell, M., McCourt, C., Culley, L., et al., 2018. "Mapping 
midwifery and obstetric units in England", Midwifery, 56, pp. 9–16. 

Walsh, D., Spiby, H., McCourt, C., Grigg, C., Coleby, D., Bishop, S., Scanlon, M., Culley, L., 
Wilkinson, J., Pacanowski, L. & Thornton, J. 2020, "Factors influencing the u=lisa=on of free-
standing and alongside midwifery units in England: a qualita=ve research study", BMJ Open, 
vol. 10, no. 2, pp. e033895. 

Watkins, V., Nagle, C., Kent, B., Street, M. & Hutchinson, A.M. "Labouring Together: 
Clinicians’ experiences of working together to get the best outcomes in maternity 
care", Journal of Interprofessional Care, pp. 1–15. 

Weiner, B.J. (2009) "A theory of organiza=onal readiness for change", ImplementaRon 
Science, 4, p. 67. hips://doi.org/10.1186/1748-5908-4-67 

Weiner, B.J., Amick, H. and Lee, S.D. (2008) "Conceptualiza=on and measurement of 
organiza=onal readiness for change: a review of the literature in health services research 
and other fields", Medical Care Research and Review, 65(4), pp. 379–
436. hips://doi.org/10.1177/1077558708317802 

World Health Organiza=on (2016) Standards for improving quality of maternal and newborn 
care in health faciliRes. Geneva: WHO. Available 
at: hips://www.who.int/publica=ons/i/item/9789241511216 (Accessed: 19 April 2025). 

World Health Organiza=on (WHO) (2024) TransiRoning to midwifery models of care: global 
posiRon paper. Geneva: WHO. Available 
at: hips://www.who.int/publica=ons/i/item/9789240098268 (Accessed: 19 April 2025). 

Yuill, C., McCourt, C., Cheyne, H. et al. 2020. "Women’s experiences of decision-making and 
informed choice about pregnancy and birth care: a systema=c review and meta-synthesis of 

https://www.unfpa.org/publications/midwifery-accelerator-expanding-health-care-women-and-newborn
https://www.unfpa.org/publications/midwifery-accelerator-expanding-health-care-women-and-newborn
https://doi.org/10.1186/1748-5908-4-67
https://www.who.int/publications/i/item/9789241511216
https://www.who.int/publications/i/item/9789240098268


 49 

qualita=ve research", BMC Pregnancy and Childbirth, 20, 
343. hips://doi.org/10.1186/s12884-020-03023-6 

Zarbiv, G., Perlman, S. & Ellen, M.E. 2025, "Barriers and facilitators for implementa=on of 
con=nuity of midwife care: A review of reviews", Women and Birth, vol. 38, no. 2, pp. 
101892. 

 

 

 

 

https://doi.org/10.1186/s12884-020-03023-6


 50 

APPENDIX I - Rocca-Yuill Quality Assessment Tool 

ArFcle Number First Author Year Review 1 Review 2 
     

Scoring direc@ons  

1. Read the full ar*cle and refer to your Inclusion/Exclusion. If the ar*cle does not meet you Inclusion/Exclusion criteria then do not commence scoring. 
2. Prior to star*ng the Quality Assessment Scoring, add Ar*cle Number, First Author, Year, Reviewer 1, Reviewer 2 (if applicable). 
3. Start the Quality Assessment from “Ra*onale”. 
4. Give a score of 0-2 depending on whether the defined concept/item is discussed in the ar*cle. Scoring is 0-2 for each item to denote the quality 

and/or quan*ty of each item in an ar*cle. 0 = Not present or low quality, 1 = medium quality, 2 = high quality. 
5. Each reviewer should score ar*cles independently and then discuss scoring to agree on the final score. 

Stages Specific elements EssenFal criteria Score 

Ra^onale Scope and purpose 1. Contextualiza^on with literature  

2. Aims  

3. Research ques^on or objec^ves stated  

Design Methodology 4. Ra^onal for using qualita^ve design  

5. Descrip^on of theore^cal background  

6. Descrip^on of methodology  

7. Methodology appropriate for research ques^on or objec^ves  

Methods 8. Descrip^on of methods  

9. Methods appropriate for research ques^on or objec^ves  

Sampling strategy 10. Ra^onal for sampling strategy explained  

11. Selec^on criteria described  

12. Thickness of descrip^on likely to be achieved from sampling  

Data collec^on 13. Descrip^on of data collec^on  

14. Data collec^on strategy appropriate to capture complexity of 
events and highlight context 

 

Analysis 15. Analy^cal approach explicit  

16. Analy^cal approach appropriate for methodology  

17. Analysis grounded in the data  

18. Evidence of par^cipants’ involvement in analysis  

19. Satura^on addressed  

Interpreta^on Clear audit trail given 20. Demonstra^on of thorough interpre^ve pathway and ‘decision 
trail’ 

 

Descrip^on of context 21. Descrip^on of social, physical and interpersonal contexts of 
data collec^on 

 

Interpreta^on grounded in the 
data 

22. Extensive use of field notes entries/verba^m interview quotes 
in discussion of findings 

 

23. Provides new insights and increases understanding  

Discussion Contextualiza^on with 
literature 

24. Findings compared and contrasted with other literature  

Relevance and transferability 25. Interpreta^on interwoven with exis^ng theories and other 
relevant literature drawn from similar se`ngs 

 

26. Discussion of how explanatory proposi^on/emergent theory 
may fit other contexts 

 

27. Limita^ons and weaknesses of study clearly outlined  

28. Significance for current policy and prac^ce outlined  

29. Outlines further direc^ons for inves^ga^on  

Reflexivity Researcher reflexivity 
demonstrated 

30. Discussion of rela^onship between research and par^cipants 
during fieldwork 

 

31. Discussion about how issues/complica^ons met were dealt 
with 

 

Ethical dimensions Ethical commieee approval 32. Evidence of ethical approval and following ethical procedures  

Sensi^vity to ethical concerns 33. Documenta^on of how autonomy, consent, confiden^ality, 
anonymity were managed  

 

  Total  
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APPENDIX II - CFIR 2.0 Updated 2024 Generic Codebook 

Framework Guidance: 
The CFIR is intended to be used to collect data from individuals who have power and/or influence over implementation outcomes. See the CFIR Outcomes Addendum for 
guidance on identifying these individuals and selecting outcomes.  
The CFIR must be fully operationalized prior to use in a project:  
1) Define the subject of each domain for the project (see guidance for each domain below). 
2) Replace broad construct language with project-specific language if needed. 
3) Add constructs to capture salient themes not included in the updated CFIR. 

I. INNOVATION DOMAIN 
Innovation: The “thing” being implemented, e.g., a new clinical treatment, educational program, or city service.  
[Document the innovation being implemented, e.g., innovation type, innovation core vs. adaptable components, using a published reporting guideline. Distinguish 
the innovation (the “thing” that continues when implementation is complete) from the implementation process and strategies used to implement the innovation 
(activities that end after implementation is complete).] 
Construct Name Construct Definition 
A. Innovation Source The degree to which the group that developed and/or visibly sponsored use of the innovation is reputable, credible, and/or trustable. 
B. Innovation Evidence-Base The degree to which the innovation has robust evidence supporting its effectiveness. 
C. Innovation Relative 
Advantage 

The degree to which the innovation is better than other available innovations or current practice.  

D. Innovation Adaptability The degree to which the innovation can be modified, tailored, or refined to fit local context or needs. 
E. Innovation Trialability The degree to which the innovation can be tested or piloted on a small scale and undone. 
F. Innovation Complexity The degree to which the innovation is complicated, which may be reflected by its scope and/or the nature and number of connections 

and steps. 
G. Innovation Design The degree to which the innovation is well designed and packaged, including how it is assembled, bundled, and presented. 
H. Innovation Cost The degree to which the innovation purchase and operating costs are affordable. 
II. OUTER SETTING DOMAIN 
Outer Setting: The setting in which the Inner Setting exists, e.g., hospital system, school district, state. There may be multiple Outer Settings and/or multiple levels 
within the Outer Setting (e.g., community, system, state). 
Project Outer Setting(s): [Document the actual Outer Setting in the project, e.g., type, location, and the boundary between the Outer Setting and the Inner Setting.] 
Construct Name Construct Definition 
A. Critical Incidents The degree to which to large-scale and/or unanticipated events disrupt implementation and/or delivery of the innovation. 
B. Local Attitudes The degree to which sociocultural values (e.g., shared responsibility in helping recipients) and beliefs (e.g., convictions about the 

worthiness of recipients) encourage the Outer Setting to support implementation and/or delivery of the innovation. 

C. Local Conditions The degree to which economic, environmental, political, and/or technological conditions enable the Outer Setting to support 
implementation and/or delivery of the innovation. 

D. Partnerships & Connections The degree to which the Inner Setting is networked with external entities, including referral networks, academic affiliations, and 
professional organization networks.  
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E. Policies & Laws The degree to which legislation, regulations, professional group guidelines and recommendations, or accreditation standards support 
implementation and/or delivery of the innovation.  

F. Financing The degree to which funding from external entities (e.g., grants, reimbursement) is available to implement and/or deliver the 
innovation. 

G. External Pressure The degree to which external pressures drive implementation and/or delivery of the innovation. Note: Use this construct to capture 
themes related to External Pressures that are not included in the subconstructs below. 

1. Societal Pressure The degree to which mass media campaigns, advocacy groups, or social movements or protests drive implementation and/or delivery 
of the innovation.  

2. Market Pressure The degree to which competing with and/or imitating peer entities drives implementation and/or delivery of the innovation. 
3. Performance-Measurement 
Pressure 

The degree to which quality or benchmarking metrics or established service goals drive implementation and/or delivery of the 
innovation. 

III. INNER SETTING DOMAIN 
Inner Setting: The setting in which the innovation is implemented, e.g., hospital, school, city. There may be multiple Inner Settings and/or multiple levels within the 
Inner Setting, e.g., unit, classroom, team. 
Project Inner Setting(s): [Document the actual Inner Setting in the project, e.g., type, location, and the boundary between the Outer Setting and the Inner Setting.] 
Construct Name Construct Definition 
Note:  Constructs A – D exist in the Inner Setting regardless of implementation and/or delivery of the innovation, i.e., they are persistent 

general characteristics of the Inner Setting. 
A. Structural Characteristics The degree to which infrastructure components support functional performance of the Inner Setting. Note: Use this construct to 

capture themes related to Structural Characteristics that are not included in the subconstructs below. 

1. Physical Infrastructure The degree to which layout and configuration of space and other tangible material features support functional performance of the 
Inner Setting. 

2. Information Technology 
Infrastructure  

The degree to which technological systems for tele-communication, electronic documentation, and data storage, management, 
reporting, and analysis support functional performance of the Inner Setting. 

3. Work Infrastructure The degree to which organization of tasks and responsibilities within and between individuals and teams, and general staffing levels, 
support functional performance of the Inner Setting. 

B. Relational Connections The degree to which there are high quality formal and informal relationships, networks, and teams within and across Inner Setting 
boundaries (e.g., structural, professional). 

C. Communications The degree to which there are high quality formal and informal information sharing practices within and across Inner Setting 
boundaries (e.g., structural, professional). 

D. Culture The degree to which there are shared values, beliefs, and norms across the Inner Setting. Note: Use this construct to capture themes 
related to Culture that are not included in the subconstructs below. 

1. Human Equality-
Centeredness 

The degree to which there are shared values, beliefs, and norms about the inherent equal worth and value of all human beings. 

2. Recipient-Centeredness The degree to which there are shared values, beliefs, and norms around caring, supporting, and addressing the needs and welfare of 
recipients. 

3. Deliverer-Centeredness The degree to which there are shared values, beliefs, and norms around caring, supporting, and addressing the needs and welfare of 
deliverers. 
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4. Learning-Centeredness The degree to which here are shared values, beliefs, and norms around psychological safety, continual improvement, and using data to 
inform practice. 

Note: Constructs E – K are specific to the implementation and/or delivery of the innovation. 
E. Tension for Change The degree to which the current situation is intolerable and needs to change. 
F. Compatibility The degree to which the innovation fits with workflows, systems, and processes. 
G. Relative Priority The degree to which implementing and delivering the innovation is important compared to other initiatives.  
H. Incentive Systems The degree to which tangible and/or intangible incentives and rewards and/or disincentives and punishments support implementation 

and delivery of the innovation. 
I. Mission Alignment The degree to which implementing and delivering the innovation is in line with the overarching commitment, purpose, or goals in the 

Inner Setting. 
J. Available Resources The degree to which resources are available to implement and deliver the innovation. Note: Use this construct to capture themes 

related to Available Resources that are not included in the subconstructs below. 

1. Funding The degree to which funding is available to implement and deliver the innovation. 
2. Space The degree to which physical space is available to implement and deliver the innovation. 
3. Materials & Equipment The degree to which supplies are available to implement and deliver the innovation. 
K. Access to Knowledge & 
Information 

The degree to which guidance and/or training is accessible to implement and deliver the innovation. 

IV. INDIVIDUALS DOMAIN 
Individuals: The roles and characteristics of individuals. 
Project Roles: [Document the roles applicable to the project and their location in the Inner or Outer Setting.]  
Project Characteristics: [Document the characteristics applicable to the roles in the project based on the COM-B system or role-specific theories.] 
Construct Name Construct Definition 
A. High-level Leaders Individuals with a high level of authority, including key decision-makers, executive leaders, or directors. 
1. Need The degree to which high-level leader(s) have deficits related to survival, well-being, or personal fulfillment, which will be addressed by 

implementation and/or delivery of the innovation. 
2. Capability The degree to which high-level leader(s) have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which high-level leader(s) have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which high-level leader(s) are committed to fulfilling Role.  
B. Mid-level Leaders Individuals with a moderate level of authority, including leaders supervised by a high-level leader and who supervise others. 
1. Need The degree to which mid-level leader(s) have deficits related to survival, well-being, or personal fulfillment, which will be addressed by 

implementation and/or delivery of the innovation. 
2. Capability The degree to which mid-level leader(s) have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which mid-level leader(s) have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which mid-level leader(s) are committed to fulfilling Role.  
C. Opinion Leaders Individuals with informal influence on the attitudes and behaviors of others.  
1. Need The degree to which opinion leaders have deficits related to survival, well-being, or personal fulfillment, which will be addressed by 

implementation and/or delivery of the innovation. 
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2. Capability The degree to which opinion leaders have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which opinion leaders have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which opinion leaders are committed to fulfilling Role.  
D. Implementation Facilitators Individuals with subject matter expertise who assist, coach, or support implementation. 
1. Need The degree to which implementation facilitators have deficits related to survival, well-being, or personal fulfillment, which will be 

addressed by implementation and/or delivery of the innovation. 
2. Capability The degree to which implementation facilitators have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which implementation facilitators have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which implementation facilitators are committed to fulfilling Role.  
E. Implementation Leads Individuals who lead efforts to implement the innovation. 
1. Need The degree to which implementation leads have deficits related to survival, well-being, or personal fulfillment, which will be addressed 

by implementation and/or delivery of the innovation. 
2. Capability The degree to which implementation leads have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which implementation leads have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which implementation leads are committed to fulfilling Role.  
F. Implementation Team 
Members 

Individuals who collaborate with and support the Implementation Leads to implement the innovation, ideally including Innovation 
Deliverers and Recipients. 

1. Need The degree to which implementation team members have deficits related to survival, well-being, or personal fulfillment, which will be 
addressed by implementation and/or delivery of the innovation. 

2. Capability The degree to which implementation team members have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which implementation team members have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which implementation team members are committed to fulfilling Role.  
G. Other Implementation 
Support 

Individuals who support the Implementation Leads and/or Implementation Team Members to implement the innovation. 

1. Need The degree to which other implementation support have deficits related to survival, well-being, or personal fulfillment, which will be 
addressed by implementation and/or delivery of the innovation. 

2. Capability The degree to which other implementation support have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which other implementation support have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which other implementation support are committed to fulfilling Role.  
H. Innovation Deliverers Individuals who are directly or indirectly delivering the innovation. 
1. Need The degree to which innovation deliverers have deficits related to survival, well-being, or personal fulfillment, which will be addressed 

by implementation and/or delivery of the innovation. 
2. Capability The degree to which innovation deliverers have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which innovation deliverers have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which innovation deliverers are committed to fulfilling Role.  
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I. Innovation Recipients  Individuals who are directly or indirectly receiving the innovation.  
1. Need The degree to which innovation recipients have deficits related to survival, well-being, or personal fulfillment, which will be addressed 

by implementation and/or delivery of the innovation. 
2. Capability The degree to which innovation recipients have interpersonal competence, knowledge, and skills to fulfill Role.  
3. Opportunity The degree to which innovation recipients have availability, scope, and power to fulfill Role. 
4. Motivation The degree to which innovation recipients are committed to fulfilling Role.  
V. IMPLEMENTATION PROCESS DOMAIN  
Implementation Process: The activities and strategies used to implement the innovation. 
Project Implementation Process: [Document the implementation process framework and/or activities and strategies being used to implement the innovation. 
Distinguish the implementation process used to implement the innovation (activities that end after implementation is complete) from the innovation (the “thing” 
that continues when implementation is complete).] 
Construct Name Construct Definition 
A. Teaming The degree to which individuals join together, intentionally coordinating and collaborating on interdependent tasks, to implement the 

innovation.  
B. Assessing Needs The degree to which individuals collect information about priorities, preferences, and needs of people. Note: Use this construct to 

capture themes related to Assessing Needs that are not included in the subconstructs below. 

1. Innovation Deliverers The degree to which individuals collect information about the priorities, preferences, and needs of deliverers to guide implementation 
and delivery of the innovation. 

2. Innovation Recipients The degree to which individuals collect information about the priorities, preferences, and needs of recipients to guide implementation 
and delivery of the innovation. 

C. Assessing Context The degree to which individuals collect information to identify and appraise barriers and facilitators to implementation and delivery of 
the innovation. 

D. Planning The degree to which individuals identify roles and responsibilities, outline specific steps and milestones, and define goals and 
measures for implementation success in advance. 

E. Tailoring Strategies The degree to which individuals choose and operationalize implementation strategies to address barriers, leverage facilitators, and fit 
context. 

F. Engaging The degree to which individuals attract and encourage participation in implementation and/or the innovation. Note: Use this construct 
to capture themes related to Engaging that are not included in the subconstructs below. 

1. Innovation Deliverers The degree to which individuals attract and encourage deliverers to serve on the implementation team and/or to deliver the 
innovation. 

2. Innovation Recipients The degree to which individuals attract and encourage recipients to serve on the implementation team and/or participate in the 
innovation. 

G. Doing The degree to which individuals implement in small steps, tests, or cycles of change to trial and cumulatively optimize delivery of the 
innovation. 

H. Reflecting & Evaluating The degree to which individuals collect and discuss quantitative and qualitative information about the success of implementation. 
Note: Use this construct to capture themes related to Reflecting & Evaluating that are not included in the subconstructs below. 

1. Implementation  The degree to which individuals collect and discuss quantitative and qualitive information about the success of implementation. 
2. Innovation The degree to which individuals collect and discuss quantitative and qualitative information about the success of the innovation. 
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I. Adapting The degree to which individuals modify the innovation and/or the Inner Setting for optimal fit and integration into work processes. 
CFIR OUTCOMES ADDENDUM 
I. ANTECEDENT ASSESSMENTS 
Name Definition 
A. Acceptability The extent to which an innovation is perceived as “agreeable, palatable, or satisfactory" (Proctor et al., 2009). 
B. Appropriateness The “perceived fit, relevance, or compatibility of the innovation […] for a given practice setting, provider, or consumer; and/or 

perceived fit of the innovation to address a particular issue or problem" (Proctor et al., 2009). 

C. Feasibility The extent to which an innovation “can be successfully used or carried out within a given agency or setting" (Proctor et al., 2009). 
D. Implementation Climate The extent to which the Inner Setting has a climate for implementation. 
E. Implementation Readiness The extent to which the Inner Setting is ready for implementation.  
II. IMPLEMENTATION OUTCOMES 
Name Definition 
A. Anticipated Implementation 
Outcomes 

The likelihood of future implementation success or failure, i.e., implementation outcomes that have not yet occurred. These outcomes 
are forward-looking; constellations of CFIR determinants across domains predict these outcomes.  

1. Adoptability The likelihood key decision-makers will decide to put the innovation in place/innovation deliverers will decide to deliver the 
innovation. 

2. Implementability The likelihood the innovation will be put in place or delivered. 
3. Sustainability The likelihood the innovation will be put in place or delivered over the long-term. 
B. Actual Implementation 
Outcomes 

Current (or past) implementation success or failure, i.e., implementation outcomes that have occurred. These outcomes are backward-
looking; constellations of CFIR determinants across domains explain these outcomes. 

1. Adoption The extent key decision-makers decide to put the innovation in place/innovation deliverers decide to deliver the innovation. 
2. Implementation The extent the innovation is in place or being delivered. 
3. Sustainment The extent the innovation is in place or being delivered over the long-term.  
III. INNOVATION OUTCOMES Outcomes that capture the success or failure of the innovation, based on the impact of the innovation on three important 

constituents: Innovation Recipients, Innovation Deliverers, and Key Decision-Makers. Impact is defined by: Reach ("The absolute 
number, proportion, and representativeness of individuals who are willing to participate in a given initiative, intervention, or 
program") x Innovation Effectiveness ("The impact of an intervention on important outcomes, including potential negative effects, 
quality of life, and economic outcomes" (Glasgow et al. 2019).  

Name Definition 
A. Innovation Recipient Impact Recipient Reach x Innovation Effectiveness 
B. Innovation Deliverer Impact Deliverer Reach x Innovation Effectiveness 
C. Key-Decision Maker (or 
System) Impact 

Key-Decision Maker Reach x Innovation Effectiveness 
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