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ABSTRACT

Background: Woman/person-centred care is a key policy objective for maternity services in many high-income countries, both
strategically and in terms of service delivery. This approach to care prioritises the individual woman's needs and aspirations over
those of professionals or institutions. However, the concept remains ambiguous and practical implementation guidelines are
lacking, leading to concerns that it is being practised tokenistically.

Aim: To explore how woman-centred care in maternity services in high-income countries is experienced and understood by
women and professionals.

Methods: A rapid review was conducted to synthesise evidence on woman-centred care from women's and clinicians' per-
spectives. Five bibliographic databases, CINAHL, Maternity and Infant Care, MEDLINE, PsycINFO and Web of Science, were
searched systematically in December 2023. Citations eligible for inclusion were peer-reviewed quantitative, qualitative and
mixed-methods empirical studies conducted in high-income countries and literature reviews reporting on studies conducted in
high-income countries. Title and abstract screening, full-text screening, data extraction and quality appraisal were performed,
with 10% of records double-screened to ensure consistency and minimise bias. Methodological quality was assessed using the
Mixed Methods Appraisal Tool. Extracted data were synthesised thematically.

Findings: In total, 5295 records were retrieved; after deduplication, 2707 records were screened, and 24 studies met the inclusion
criteria. The review identified inconsistencies in how woman-centred care was experienced and understood at all levels of service
provision, from policy directives to institutional practices. Diverse understandings of woman-centred care among stakeholders
were found to influence interactions. Several studies revealed that professionals’ varying interpretations affected their attitudes
and approaches to care, while some women were found to hold differing expectations about woman-centred care provision.
Conclusion: To realise the policy intention of woman-centred care, further context-specific investigations are needed to provide
evidence and evaluation to inform implementation strategies.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,
provided the original work is properly cited.
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1 | Introduction

The United States Institute of Medicine's (2001) seminal report
‘Crossing the Quality Chasm’ identified person-centred care as
essential to healthcare quality and patient safety [1], including
within maternity services. The concept of care-provision being
centred on the individual who is receiving care has a long, mul-
tidisciplinary history and comprises several variations in terms
[2, 3], including patient-centred, client-centred, family-centred,
person-centred and woman-centred care, among others.
Reframing patient-centred as person-centred care in the early
2000s [2] has been described as anti-reductionist, emphasis-
ing that patients are persons, not merely their conditions [2, 3].
Defining person-centred care is complex as it encompasses mul-
tiple meanings and is widely regarded as a multidimensional
concept [3]. Nonetheless, person-centred care is generally char-
acterised by respect and responsiveness to an individual's pref-
erences, needs and values, with these values guiding all clinical
decisions [1]. Although conceptual frameworks exist, practical
guidance remains limited [4].

Woman-centred care (WCC) derives from person-centred care
(PCC), and while often used interchangeably, WCC typically re-
fers to a partnership between the woman and her midwife or
maternity healthcare professional [5]. Both concepts, however,
have been criticised as vague in practice [6, 7], with stakehold-
ers—women, midwives and doctors—purported to hold differ-
ing views on their meaning and implementation [4, 8]. Concerns
have been raised internationally about the tokenistic application
of these concepts [4, 7, 9]. Therefore, given these different phil-
osophical approaches to care, it is essential to explore and clar-
ify both professionals’ and service-users’ understandings and
experiences of WCC within maternity services. Additionally,
care should not be seen as something ‘delivered’ to a woman,
but as co-constructed through interactions among stakeholders
throughout a woman's childbirth journey [10, 11]. Reflecting
this, the World Health Organization (WHO) advocates for col-
laborative, informed decision-making that enables the woman
to manage her own care [12].

As noted, the terms WCC and PCC are often used interchange-
ably, which can be contentious [9, 13]. However, since it remains
unclear which version of *-centred-care maternity services pro-
fessionals align with, it seems prudent to retain both terms until
clarity is established.

1.1 | Woman-Centred Care in Maternity Services

WCC is synonymous with midwifery and is reflected in the
International Confederation of Midwives' statement on the
Philosophy of Midwifery Care [14]. WCC care has become a key
policy objective for maternity services internationally, both stra-
tegically and operationally [15-17]. Despite its widespread en-
dorsement, contextual considerations provide a strong rationale
for investigating the implementation of WCC in individual coun-
tries, or clusters of countries, with relatively comparable mater-
nity services [18]. As maternity services provision and access
to care differ considerably between High-, Middle- and Low-
income countries, this rapid review focuses on findings from
studies in High-income Countries (HICs) with Organization for

Economic Co-operation and Development (OECD) membership
in 2024.

1.1.1 | Defining Woman-Centred in Pregnancy
and Childbirth

Leap states that midwife-provided WCC should prioritise the
individual woman's needs, aspirations and expectations above
institutional or professional interests, emphasising choice, con-
trol and continuity of care from known caregivers. The wom-
an's needs (social, emotional, physical, spiritual and cultural
needs) and her family's needs are defined and negotiated by the
woman herself, recognising the woman's expertise in decision-
making [5]. However, this approach overlooks the role of other
professionals involved in maternity care, which is important as
integrated care models are increasingly promoted for delivering
safe, effective and high-quality services [19].

Recently, there has been a growing body of research on de-
fining and measuring WCC globally [7-9, 20]. Notably, Brady
and colleagues' evidence-based definition excludes continuity
of care or carer as a core attribute of WCC, which is central to
Leap's definition [5], because midwives participating in their in-
ternational Delphi study did not identify it as essential [8]. (For
an in-depth comparison of several definitions [5, 9, 21], please
see Supplementary Information File 1). However, midwives
in Brady et al.'s Delphi study practised in High-, Middle- and
Low-Income countries with diverse maternity care systems [8].
Therefore, this finding may not hold in countries with relatively
comparable maternity services.

1.2 | Divergent Approaches to Birth

The aim of WCC was to increase the likelihood that a woman
will achieve a positive birthing experience; defined as one
which ‘fulfil[s] or exceed[s] prior personal and socio-cultural
beliefs and expectations’ (p. 1) [22]. The literature highlights
divergent values and ideologies surrounding pregnancy and
birth [23-26], which are biological events embedded in so-
cial and cultural contexts [27], and thus socially constructed
[10]. Consequently, childbirth holds different meanings de-
pending on individual circumstances and values. Indeed, Van
Teijlingen [25] positions birth approaches on a continuum
from a medicalised approach at one end to a de-medicalised/
social approach at the other.

The medical model views childbirth as inherently risky requir-
ing hospital-based care and obstetric oversight, with safety only
confirmed in retrospect [23-25]. In contrast, the social model
views childbirth as a physiological process which, for most
women, proceeds without complications or requiring medical
intervention [23, 26]. This social model prioritises a woman's
sense of well-being and childbirth experience as key outcomes
[23]. Notwithstanding these seemingly opposing approaches
to childbirth, it has been concluded that elements of both ap-
proaches are required to provide quality and ‘fit for purpose’
maternity care [23] Therefore, it is essential that care is individ-
ualised and responsive to each woman's needs, especially where
medicalised care is the only available option.
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2 | Methods
2.1 | Review Aim

The aim was to synthesise evidence on the concept of WCC as
it relates to the continuum of childbirth and was guided by the
research question:

How is WCC experienced and understood by women
as service-users and professionals (midwives and
obstetricians) who provide care in maternity services
in high-income countries (HICs)?

2.2 | Design and Protocol

A rapid review was selected as the most suitable approach as it is
a robust and rigorous way to expedite and streamline the tradi-
tional approach for systematic reviews [28, 29]. The review was
guided by protocols for conducting rapid reviews [29, 30], and
the Preferred Reporting Items for Systematic Reviews and Meta-
Analysis 2020 (PRISMA) Protocols checklist was utilised [31].

2.3 | Eligibility Criteria

Peer-reviewed empirical studies conducted in HICs, and litera-
ture reviews focused on studies conducted in HICs, published
in English were included. Discussion papers and commentaries
were excluded. The inclusion and exclusion criteria applied in
this rapid review are presented in Table 1 below.

2.4 | Information Sources and Search Strategy

A systematic search strategy suitable for rapid reviews [32] was
constructed using keywords and controlled vocabulary, drawing
on prior studies on WCC and the expertise of the author team,
including an Information professional. The search used ‘per-
son’, ‘woman’ and ‘women’ as the prefix to ‘centred’. ‘Patient’
was also included if it was included as part of MeSH headings.
Studies using alternative terms like ‘client’ were included if
the focus remained on the service-user in *-centred care. This
search was piloted in Web of Science—and then adapted for
CINAHL, Maternity and Infant Care, Medline and PsycInfo
from inception to 13 December 2023. The MEDLINE search ex-
ample is shown in Table 2.

Reference lists of included studies were screened for additional
relevant papers, and forward citation chaining was conducted to
identify studies citing those included.

2.5 | Record Screening and Study Selection

In December 2023, all records retrieved from the five bib-
liographic database searches were imported into Covidence
[33,34]. A pilot screening was conducted to ensure consistency
among the three reviewers. At each stage, 10% of records were
double-screened independently by the second and third authors

Inclusion and exclusion criteria.

TABLE 1

ion criteria

Exclus

teria

101 Cr1

Inclus

« The aim/objective of the study does not explicitly investigate woman (person/etc.)-

« English language only.

o Peer reviewed.

centred care in the context of maternity services.

« Middle- and low-income countries.

« Primary research.

« Articles on how to do woman-centred research (e.g., methodological approaches) or the

« Literature reviews.

development/validation of scales for measurement of WCC or which develop models of

care.
« WCC delivered in other settings.

« High-income countries with OECD membership in 2024 with similar healthcare

systems.
« The aim/objective/purpose of the study is explicitly on woman (person/etc.)-centred

« Other reproductive health care: For example, contraception, abortion care or

care in the context of maternity services.
« WCC delivered by different professionals (midwives, obstetric nurses and doctors), in

gynaecological care, or health promotion advice, for example, nutrition, smoking,

alcohol, etc.
« Literature which explores the education of midwives, obstetricians, GPs or other

different settings (home, hospital and birth centres).

healthcare professionals about WCC.
« Literature about how to deliver specific interventions, clinical techniques, programmes

or a drug (e.g., nitrous oxide)
« Non-empirical papers—for example, theory only.

« Abstracts and conference papers.
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TABLE 2 | Example of database search.

Example search strategy in MEDLINE (Ebsco)

MH ‘Patient-Centered Care+ OR TI((woman OR women
OR person) N2 (centre* OR center*)) OR AB((woman OR
women OR person) N2 (centre* OR center*))

AND

MH ‘Parturition+ OR MH ‘Labor, Obstetric+ OR
TI(Childbirth* OR birth* OR pregn* OR labour OR labor OR
intrapartum OR postpartum OR matern* OR homebirth*
OR midwif* OR obstetric*) OR AB(Childbirth* OR birth*
OR pregn* OR labour OR labor OR intrapartum OR
postpartum OR matern* OR homebirth* OR midwif* OR
obstetric*)

AND

MH ‘Qualitative Research+’ OR TI(experienc* OR view*
OR perception* OR perceiv* OR perspective* OR attitude*
OR belief* OR narrat* OR qualitative OR concept* OR
model* OR understand* OR understood OR empirical)
OR AB(experienc* OR view* OR perception* OR perceiv*
OR perspective* OR attitude* OR belief* OR narrat* OR
qualitative OR concept* OR model* OR understand* OR
understood OR empirical)

(5% each) [28], with any conflicts agreed by consensus. This ap-
proach aimed to minimise bias and uphold methodological rigor.

2.6 | Data Extraction, Synthesis and Quality
Assessment

A tailored data extraction form was designed in Covidence
[33, 34]. The first author extracted data from all included studies,
with 10% double-extracted by a second reviewer, as described
above. Discrepancies were resolved through discussion and
consensus. Extracted data were exported to Microsoft Excel and
analysed using Braun and Clarke's six-phase thematic analysis
[35, 36]. A coding framework was developed to identify themes
related to how WCC is experienced and understood by women
and professionals. Methodological quality was assessed using
the Mixed Methods Appraisal Tool (MMAT), when appropriate
[37] with 10% of studies double-screened by a second reviewer.

3 | Results
3.1 | Results of the Selection Process

A total of 5295 records were retrieved. After deduplication
(n=2588), 2707 records were screened by title and abstract, 225
reports were screened at full text, and 24 records met the inclu-
sion criteria. Figure 1 presents the PRISMA 2020 diagram.

3.2 | Characteristics and Quality Appraisal
of Included Studies

Twenty of the 24 included studies were primary empirical stud-
ies [38-57] and four were secondary data analyses. These studies
were conducted in Australia (n=2), Belgium (n=1), Germany

(n=1), Iceland (n=1), Ireland (n=1), Japan (n=1), Netherlands
(n=6), Sweden (n=4), Switzerland (n=1), United Kingdom
(n=3) and United States (n=4) between 1998 and 2000, and
published between 2001 and 2023. Four papers did not report
data collection dates [42, 45, 47, 56].

Ten studies employed qualitative methods
[38,39,42,44,47,48, 52, 53, 55, 57], six used quantitative methods
[40, 41, 46, 49-51] and four used mixed-methods [43, 44, 54, 56].
The four secondary data analyses included a concept analysis
[21], critical appraisal and synthesis [58], comparative policy
review [59] and integrative review [60]. Nine studies focused
on women and birthing people only [40-42, 46, 49-52, 55], six
involved midwives only [39, 44, 45, 47, 56, 57], one included
women and midwives [54] and three involved various maternity
healthcare professionals [38, 43, 53]. Only one involved all stake-
holders, for example, service users and professionals [48].

Overall, the six quantitative studies involved 6310 women and
birthing people, 490 healthcare professionals and 771 midwives,
and the 10 qualitative studies included 164 women, 225 mid-
wives and 94 other healthcare professionals.

Nineteen papers were appraised using the MMAT; 17 papers re-
ceived a rating of 5 and two scored 4. The MM AT was not appli-
cable to five papers [21, 52, 58-60], four did not collect primary
data [21, 58-60] and one was a rapid review with qualitative PPI
feedback [52] which did not meet the tool's parameters. Full de-
tails of the studies reviewed are provided in Table 3.

4 | Findings

4.1 | Women's Understanding and Experiences
of WCC

Four studies published between 2013 and 2022 presented find-
ings relating to women's understanding of woman/person-
centred care (W/PCC) [42, 48, 52, 55]. These universally reported
that women, as maternity services users, hold disparate under-
standings about what constitutes W/PCC [42, 48, 52, 55]. Some
studies indicated that certain woman/service-user characteris-
tics could also influence how care is experienced [40-42, 55]. A
2015 study which included 10 women maternity service users in
Ireland [48] found that participants emphasised the importance
of normalising pregnancy, including minimising interventions
and respecting women's wishes and individual experiences as
part of WCC [48]. However, they also equated medicalised care
with safety and normality [48].

A 2021 European study developed a woman-informed defini-
tion linking WCC to a positive childbirth experience, which
included feeling ‘supported, in control, safe, and respected’
(p. 364) [52]. This definition was developed through inter-
disciplinary expert input and refined with feedback from 42
women across six European countries, reinforcing the cen-
trality of control and respect; core elements of WCC in the
literature [5, 9]. A Dutch study with 63 women found that
they wanted to be treated as a whole person who was inter-
acting with another person to arrive at mutually appropriate
decisions based on clear information from within a flexible
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Studies from databases (n = 5294)
CINAHL (n = 683)
Maternity & Infant Care (n = 783)
MEDLINE (n = 1758)
PsycINFO (n = 386)
Web of Science (n = 1684)

References from other sources (n = 1)
Citation searching (n =1)

c
o
=]
©
=
E
]
c
]
p=)

References removed (n = 2588)

Duplicates identified by Covidence (n = 2354)
Duplicates identified manually (n = 234)

Screening

Studies screened (n = 2707) >| Studies excluded (n = 2482)

Studies sought for retrieval (n = 225) >| Studies not retrieved (n = 0)
Studies excluded (n = 201

Studies assessed for eligibility (n = 225) —> ( )

Studies included in review (n = 24)

FIGURE1 | PRISMA 2020 flow diagram.

and competent maternity system [55]. Both of these studies
[52, 55] stressed the importance of the interactions between
the woman and the system, particularly in relation to respect.
While Leinweber et al. emphasised a woman's control as es-
sential [52], Petit-Steeghs focused on reaching ‘mutually-
appropriate decisions’ [55], suggesting a more collaborative
model involving professional input, rather than the woman's
interpretation of her needs being of most importance.

Offering a different perspective, a US study with 48 migrant
Hispanic women found that perceptions about ‘patient-centred

Care not delivered by maternity healthcare professionals (n =
1)

Focus is not on WCC (n = 156)

Focus is on scale development or validation (n = 3)

Focus on providing/developing education for professionals (n =
2)

Not empiricial research or literature review (n = 30)

Not HIC in the OECD (n =7)

Not in English language (n=1)

Not peer-reviewed studies (n = 1)

care’ diverged from standard definitions [42]. Participants pri-
oritised friendly interpersonal behaviours, effective medical
attention, language proficiency, understanding of informa-
tion and the elimination of racism. Notably, involvement in
decision-making or control were not mentioned. Similarly, in
the Dutch study, women with lower educational attainment
valued warm and empathetic interactions with maternity care
professionals [55]. These findings highlight how cultural and
socio-demographic factors shape expectations of care and
WCC, sometimes differing from dominant themes centred on
autonomy and control.
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| (Continued)

TABLE 3

Type of
secondary

research

Findingson MMAT?

experiences

Findings on
understanding

Data collection

Type of

Year of

Author

Rating

Sample

method study

research Methodology

Country

study

Study aim/objective

(year)

sokokokok

Professionals;

Interview

Qualitative

Primary

Australia

2020

To explore midwives'

Stulz et al.
(2022)

Purposive sample

Research

experiences about how

of midwives
from all models

of care (n

COVID-19 impacted
their ability to provide

26)

woman centred care

2The Mixed Methods Appraisal Tool (MMAT) is a validated instrument used to critically assess the methodological quality of qualitative, quantitative and mixed methods studies included in systematic reviews [37].

Two US studies used validated scales to examine factors in-
fluencing PCC experiences [40, 41]. One focused on 234 black
women and birthing people [40], while the other surveyed 2892
first-time mothers at 1 and 6 months postpartum [41]. Lower
PCC scores were associated with socio-economic disadvantage
[40, 41], lower educational attainment [40, 41], type of birth ex-
perienced and/or maternal birth complications [41] and lack
of continuity of care [40]. Higher scores were linked to good/
excellent self-reported health in pregnancy [40], positive atti-
tudes to vaginal birth [41], racial concordance with maternity
professionals and continuity of care [40]. Additionally, higher
PCC scores among first-time mothers correlated with improved
mental and physical health postpartum [41], highlighting the
positive impact of PCC on maternal outcomes.

All these studies which explored women's understandings and
experiences of W/PCC illustrate that there are wide variations in
what women perceive W/PCC to be, which are highly individual
and context-specific.

4.2 | Professionals’ Understanding
and Experiences of Providing WCC

The included studies reveal varied understandings and aware-
ness of W/PCC among healthcare professionals and within ma-
ternity services [21, 38, 43-45, 48, 58]. Two studies explicitly
identified potential misunderstandings, or lack of consensus,
in relation to the provision of WCC [38, 48]. A 2015 Irish study
found inconsistencies in interpretations among stakeholders
and concluded that WCC, as understood by participants, was not
commonly practised [48]. Similarly, a Dutch study reported that
despite its ethical foundations, WCC was not standard practice
and required significant shifts in attitudes and beliefs for im-
plementation [21]. In the US, maternity healthcare professionals
highlighted the importance of trust in ‘patient’-centred care, an
element which the authors note is absent from the Institute of
Medicine's 2001 definition [38].

Two Dutch studies with midwives revealed divergent perspec-
tives on WCC within the profession [44, 45]. A 2016 qualitative
study with 10 midwives found that while WCC was generally
seen as important and positive, interpretations varied from
being the ‘essence of midwifery,” to a ‘complicated’ concept or a
‘temporary trend’—the latter of which questions the sincerity of
intention to provide WCC (p. 23) [44]. The second study, using a
Q-methodology and interviews with 48 Dutch community mid-
wives, identified four distinct factors/perspectives about WCC
[45], with differing emphasis on the woman's autonomy, qual-
ity standards and self-management [45]. The authors found that
midwives' life-experiences influenced how they interpreted and
practised WCC [44]. These findings suggest that midwives' per-
sonal experiences and beliefs significantly shape how WCC is
understood and practised across settings.

Lastly, studies across countries revealed varying levels of aware-
ness among maternity healthcare professionals regarding the
effects and benefits of W/PCC [38, 43, 44], as well as divergent ap-
proaches to care provision [53]. In Switzerland, professionals em-
phasised a woman's personal resources, history, and environment
when defining WCC (p 15) [43], but omitted elements like control,
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which are central to Leap's definition [5]. A 2015-2016 Swedish
midwifery model of WCC intervention study further highlighted
disparities in perceptions of risk, complications and leadership
roles during childbirth, which influenced the birthing environ-
ment and decision-making processes [53]. These differences may
affect interactions and decision-making, significantly shaping the
birth experience for the woman and all involved [53].

4.3 | Varied understandings of the domains
of WCC

4.3.1 | A Woman's Self-Authority in Relation to Choice
and Control

A prominent theme emerging from the studies reviewed related to
women's and clinicians' understanding of a woman's self-authority
as a component of WCC [38, 43-45, 47-49, 52, 56]. This involved
exercising choice, control and a woman's (cap)ability to lead or
participate in care decisions. W/PCC stipulates that the woman is
involved in all care decisions during pregnancy and birth, includ-
ing the valid choice to defer decision-making to a maternity care
professional. Two studies specifically identified control as essen-
tial to a positive birth experience for women [49, 52].

While professionals often endorsed choice and informed
decision-making as central to W/PCC [38, 48, 56], several studies
revealed real or perceived limitations in practice PEVUZE5vdGU
[38, 43-45]. In a Dutch study, most midwives viewed women lead-
ing care decisions as impractical, citing unrealistic or unsafe ex-
pectations [44]. In a UK study, midwives perceived women from
lower socio-economic backgrounds as less interested in being
fully informed [56], while US professionals noted challenges in
shared decision-making when a woman had unmet non-medical
needs [38]. In a Swiss study, the woman's need to have control
over her childbirth experience and her expertise in this regard
were largely absent from professionals’ definitions [43].

4.3.2 | Interpersonal Relationships, Trust and Trusting
Relationships

Most studies highlighted the importance of relational aspects
and (quality) interactions in facilitating W/PCC [21, 38-40, 42,
44-46, 48, 49, 51-55, 57, 58, 60], with several emphasising the
role of trust [21, 38, 43, 60]. One study found that professionals
viewed reciprocal trust as central to ‘patient’-centred maternity
care’ (p. 3) [38]. Others noted that lack of emotional connection,
insufficient knowledge of women's needs, and unclear boundar-
ies hindered WCC [21, 44]. ‘Trustful, safe communication’ (p. 389)
between the woman and professionals was identified as essential
to person-centred maternity care [60], while another study linked
poor midwife-woman relationships to reduced participation in
care [53]. The consistency across studies suggests trust and rela-
tional quality are integral to effective W/PCC.

4.3.3 | Continuity of Care and/or Carer

Continuity of care and carer is closely linked to the relational
aspects of care discussed. This review found that women

consistently valued continuity as a key component of W/PCC
[40, 48, 49, 55]. Where absent, it was viewed negatively [55];
women reported having to repeat their stories, encountering
misinformation or experiencing poor handovers [55]. In Japan,
positive perceptions of WCC were tied to respectful communica-
tion and midwifery continuity [49], while in the United States,
Black birthing women associated continuity of care with higher
PCC scores [40]. In Ireland, both women and professionals iden-
tified fragmented services and lack of continuity as barriers to
WCC, concluding that continuity of carer models best support
delivery of WCC [48]. However, UK midwives in one study ques-
tioned whether assigning a named midwife would automatically
improve care quality [56], suggesting a potential disconnect be-
tween professionals and service-users perspectives that war-
rants further exploration.

4.3.4 | The Psychosocial Parameters of W/PCC

Another aspect which has not reached consensus are the param-
eters of the psychosocial dimensions of W/PCC [21, 38, 52, 58].
While all stakeholders broadly acknowledge the importance
of psychosocial factors in W/PCC, there remains ambiguity
around the specific responsibilities involved in addressing the
woman's psychosocial needs. One study found that maternity
healthcare professionals felt obligated to address social barriers
that might hinder ‘vulnerable® women from engaging with care
(note: Authors use the Commonwealth Fund definition* as those
without health insurance, from low-income backgrounds or be-
longing to racial and ethnic minorities) [38]. A concept analysis
further emphasised that WCC should not prioritise safety over
the woman's experience; instead, physical and psychosocial
aspects should be valued equally [21]. Another study, which
assessed the most appropriate definition of PCC for maternity
care, concluded that both social and clinical contexts must be
considered [58]. Women too acknowledged the connection be-
tween a positive childbirth experience, which was strongly
linked to elements of WCC, and psychosocial well-being in the
woman-centred definition; which notes ‘[a positive birth experi-
ence| can make women feel joy, confident, and/or accomplished
and may have short-and/or long-term positive impacts on a wom-
an’s psychosocial well-being’ [52].

4.3.5 | Level of Family Involvement

The involvement of family and friends is recognised as an im-
portant element, though studies varied in the extent to which
this should occur PEVUZE5vdGU [21, 38, 55, 58, 60]. An integra-
tive review reported that quality interactions between the ‘pa-
tient’, family members and professionals were important [60].
Similarly, [58] the inclusion of ‘strong family involvement’ was a
rationale for selecting Shaller's definition of PCC [61] as appro-
priate for maternity care. Adam's et al. study found that profes-
sionals viewed PCC as encompassing both women's preferences
and family involvement, if this aligned with the woman's wishes.
However, this was also influenced by whether professionals per-
ceived the family's role as supportive or disruptive [38]. Fontein-
Kuipers et al.'s concept analysis noted the lack of reference to
the infant and woman's partner in WCC, suggesting that the
term ‘family-centred care’ may better reflect this dimension [21].
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From women's perspectives, it was reported that participating
women in Petit-Steeghs et al.'s study valued the involvement of
friends and family a component of their ‘interaction’ with mater-
nity services (p. 80) [55].

4.4 | WCC Within the Wider Maternity System

4.4.1 | Top-Down Policy Directives—Understanding
of W/PCC

Ambiguity also emerged in the only study to explore ‘top down’
maternity care policies. Dahlen et al. [59] examined policy docu-
ments from several HICs, including Australia, Canada, Ireland,
New Zealand and the United Kingdom, to assess how the prin-
ciples of WCC are interpreted and implemented. They found sig-
nificant inconsistencies in decision-making and autonomy, with
no clear consensus on whether final decisions should rest with
the woman or maternity healthcare professionals. Some policies
(e.g., Australia and Northern Ireland) contained contradictory
messages about autonomy, while others (e.g., Ireland, Scotland,
Wales and Canada) emphasised sharing decision-making among
women, families and their healthcare providers. The study high-
lighted a lack of clarity at policy level regarding WCC and its
implementation. Dahlen et al.'s study also noted that countries
with strong midwifery professions were more likely to prioritise
WCC, with emphasis on offering midwifery-led models and di-
verse birth options [59].

4.4.2 | Impact of Policies and Protocols on WCC—
Experiences of W/PCC

Policies, protocols and regulations that fail to consider their
impact on WCC can hinder its provision [44, 57]. During
COVID-19, midwives reported that policies perceived as incon-
sistent with evidence or best practice created confusion in clin-
ical settings [57]. For instance, reduced appointment times and
limited contact impaired rapport-building, while restrictions on
birthing options constrained midwives' ability to provide WCC
[57]. While these were remarkable times, the findings illustrate
how conflicting policy can impede WCC. A 2015 Dutch study
also found that the absence of ethical guidance undermined
midwives' confidence in delivering WCC, concluding that clear
definitions and guidance are essential [44] Yet, even with ex-
plicit strategic objectives, challenges in implementing WCC
persist [48, 56]. In the United Kingdom, despite clear policy di-
rectives, significant variation in practice was reported [56]. In
Ireland, WCC as study participants understood it was not rou-
tinely delivered despite policy commitment [48].

Relatedly, two studies suggest that midwives may exercise au-
tonomy to circumvent policies or protocols they perceive as
conflicting with WCC [47, 57]. Hollins Martin and Bull's UK
study found that midwives often struggled to balance proto-
cols with WCC, especially when medical procedures were per-
ceived as unnecessary or potentially harmful [47]. To navigate
this, they used strategies like advocating for women's choices,
selectively presenting information, avoiding confrontation, and
subtly influencing decisions to decline certain interventions
[47]. Similarly, the study during COVID-19 found that some

midwives bypassed policies they felt misaligned with WCC by
‘bending rules and pushing boundaries’. (p. 480) [57].

4.4.3 | Organisational Structure of Maternity
Care Services—Experiences of W/PCC

Organisational structures were found to influence and shape
how care is delivered [39, 43, 44, 48, 53, 54, 57]. Studies from
Ireland [48] and Switzerland [43] found that while professionals
recognise the benefits of WCC, its implementation is hindered
by institutional barriers, including organisational structures,
staff competency and fragmented services [43, 48]. Several pa-
pers reviewed identified lack of time, heavy workload or work-
related stress as challenges for professionals in providing WCC
[39, 43, 44, 48, 53, 54, 57]. The importance of organisational
support in terms of structural, managerial and logistical factors
which enable maternity care professionals to consistently imple-
ment WCC were emphasised [54, 60]; some additional consid-
erations were in respect of knowledge, leadership, supervision,
mentorship and resources [60].

4.4.4 | Culture of the Organisation on Care Provision—
Experiences of W/PCC

The impact of organisational culture on care provision was evi-
dent. Studies reviewed suggest that the prevailing culture of the
organisation and the attitudes of professionals working within
the organisation impact on the (non)provision of WCC. Multiple
papers explicitly noted that the prevailing medical model con-
strained professionals’ in providing W/PCC [39, 48, 53-56], with
specific mention of this on labour wards [48]. Tensions were re-
ported in relation to working cultures and professionals’ percep-
tions about WCC [43, 44]. Conversely, it was found that shared
beliefs about WCC generated support and connection through
a mutual understanding [44]. Implementing a dedicated WCC
model was found to enhance collaboration and clarify profes-
sional roles [53].

4.4.5 | WCC In Different Settings—Experiences
of W/PCC

Certain approaches or philosophies of care were more strongly
associated with the provision of W/PCC in maternity services
[40, 42, 46, 49, 50, 55]. Two Dutch studies reported that the
range of maternity care options available was perceived to sup-
port high levels of W/PCC, with community-based midwives
providing more W/PCC than hospital-based midwives or obste-
tricians [46, 51]. Similarly, women who birthed at birth centres
rated WCC highly and were more satisfied compared to clinics
and hospitals [49]. This may reflect a discrepancy between the
task-oriented medical model of care and women's/clients’ de-
sire for a woman-centred approach [55]. However, these find-
ings were not consistent. In the United States, Black women
and birthing people who received the majority of prenatal care
from a professional who was not an obstetrician, such as a mid-
wife or family practice physician, reported lower scores for PCC
than those cared for by obstetricians [40]. Likewise, 48 migrant
Hispanic women in the UnitedStates valued medical expertise
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and wanted doctors to lead decision-making during pregnancy
and birth [42].

5 | Discussion

This rapid review set out to explore how W/PCC is understood
and experienced within maternity services in HICs from the per-
spectives of stakeholders: women/service users and maternity
healthcare professionals. Existing literature reveals persistent
ambiguity and divergence in how W/PCC is defined and enacted
[1, 4], with growing concerns that these models are often imple-
mented tokenistically [7]. Despite W/PCC being a central tenet
of maternity policy in many HICs [1, 62], a critical gap remains
in understanding how these ideals are interpreted and opera-
tionalised in practice. This review directly addresses that gap
through a focused synthesis which highlights the conceptual
tensions and practical challenges which shape maternity care
delivery in high-resource settings. In doing so, it contributes a
nuanced analysis of the disjuncture between policy aspirations
and everyday clinical realities, an aspect often overlooked in
prior reviews.

This review identified inconsistencies across all levels of mater-
nity service provision; from top-down policy directives [59], to
institutional practices and in varying interpretations of W/PCC
care among and within stakeholder groups which influence
stakeholder interactions [42, 48, 52, 55]. Several studies noted
that professionals’ differing understandings influenced both
their attitudes towards women and their approach to care [38,
43-45, 53, 56|, while women themselves held diverse expecta-
tions of W/PCC [40, 42, 55]. Notably, few studies explicitly ad-
dressed how women's values and beliefs are incorporated into
care, despite recognition in the broader literature of diversity in
childbirth expectations [23-26]. Therefore, it is plausible that
some philosophies of care may not align, or could be in opposi-
tion to, women's aspirations for their birth. In Fontein-Kuipers
et al.'s study, midwives perceived that women who were asser-
tive in their needs were both more likely to receive WCC, but
somewhat paradoxically potentially viewed as demanding (p.
23) [44]. While this appears at odds with the ethos of W/PCC,
it may reflect the pressures faced by professionals and resource
constraints. Overall, the findings of this review underscore the
need for deeper exploration of stakeholders' understandings and
interactions across the childbirth continuum, with attention to
the contextual dynamics within individual maternity systems.

In the studies reviewed, continuity of care and/or carer was
acknowledged by many as an important aspect of WCC
[21, 38, 48, 49, 53, 54, 60], often linked to building trust and fos-
tering relationships, which were emphasised as central to W/
PCC [21, 38, 43, 60]. Indeed, most studies reviewed highlighted
the importance of interactions in care provision [21, 38-40, 42,
44-46,48,49, 51-55, 57, 58, 60]. However, continuity of care and/
or carer as a domain of WCC did not reach consensus in studies
reviewed, or in the wider literature: Corroborating Brady et al.'s
suggestion [8, 9], some midwives did not view continuity of care
and/or carer as being necessary to facilitating W/PCC [56]. In
contrast, multiple studies affirmed Leap's definition, which
prioritises continuity from a known caregiver [5], with women
consistently valuing its presence and perceiving its absence as

a shortfall PEVUZES5vdGU [40, 48, 49, 55]. This inconsistency
between professionals’ and women's perceptions warrants fur-
ther investigation. As Santana et al. argue [4], PCC must reflect
the person's perspective; thus women's views should guide care
priorities. Although Brady et al. conclude that continuity of care
and/or carer is not strictly necessary for W/PCC, they nonethe-
less advocate for its implementation in all care settings [9].

Family involvement in W/PCC remains an area of ambiguity.
This review [21, 38, 55, 58, 60] and the wider literature [1, 4] con-
verge on the family’s supportive role in maternity care, yet the
extent and boundaries of their involvement are inconsistently
defined. Fontein-Kuipers et al. proposed renaming W/PCC to
‘family-centred care’ to reflect inclusion of the infant and family
[21]. However, another study noted that family involvement can
be both beneficial and detrimental, depending on context and
professional judgement [38]. Caution is warranted lest broaden-
ing the term has the paradoxical effect of overriding the birth-
ing woman's autonomy. For example, in situations of domestic
violence and abuse it could be dangerous to concede any degree
of, or greater, control to the abuser [63] or other coercively con-
trolling family members. Inclusion of the infant must also be
considered carefully; an extreme example can be observed in
Ireland's history where women's rights and autonomy were ne-
gated when a Constitutional amendment gave the unborn foetus
equal status to that of the mother. This was shown to have a
negative impact on care decisions and choice, with occasionally
fatal consequences [64, 65]. As Leap's definition prescribes, the
needs of the woman and her family are to be defined and negoti-
ated by the woman herself [5].

This review highlights that some groups of women hold con-
trasting expectations and priorities about W/PCC. Studies
included revealed that women of younger age, with lower socio-
economic status, minority ethnic backgrounds, unmarried or
non-heterosexual groups reported lower PCC scores [40, 41].
These groups placed more value on friendliness and warm inter-
actions, without emphasising choice, control or leading care de-
cisions [42, 55]. In contrast, women with higher levels of health
literacy and/or better health status reported higher PCC scores
[40, 41], suggesting they were more likely to expect and engage
in participatory care. As W/PCC should be accessible for all
women, further investigation into the causes of these disparities
and strategies to address them is merited.

In recent years, an increasing number of women are choosing
to birth outside the maternity system in a practice known as
‘freebirth’ [66, 67]. Defined as the intentional decision to birth
without a regulated/registered healthcare professional, ‘free-
birth’ is rarely a woman's first choice. A recent systematic re-
view found it often follows restricted access to choice or previous
negative birth experiences [67]. If ‘freebirth’ is used as barom-
eter of women's attitude to maternity services, then deeper ex-
ploration of care provision must be undertaken to ensure that
birthing women's needs are being met within maternity ser-
vices. Furthermore, greater focus needs to be placed on facilitat-
ing W/PCC for women with complex pregnancies. WCC should
not be reserved for those with uncomplicated pregnancies [68],
rather the increased likelihood of interventions should heighten
the need for shared decision-making which is respectful of the
woman's values, beliefs and lifestyle.
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The ambiguity illustrated above is also reflected at strategy
level: The only study which compared policy documents from
HICs with comparable maternity services (Australia, Canada,
Ireland, New Zealand and United Kingdom) revealed vari-
ation in the parameters and operationalisation of woman-
centred maternity care in the nine policy documents reviewed.
It found that there were conflicting messages observed within
individual strategies [59]. Such ambiguity from top-down
policy directives could suggest a level of ‘tokenism’, or lack
of understanding, about facilitating WCC. Furthermore, it
found that in Australia and Ireland, evidence-based recom-
mendations and consumer consultations were overridden or
diluted in favour of the prevailing medical approaches to birth
[59]. Decisions such as these invalidate any intention to pro-
vide W/PCC.

Relatedly, another prominent theme emerging from this review is
the importance of genuine organisational commitment to WCC.
Without adequate scope for the provision WCC, it negates any
policy intention. Multiple studies reported that time constraints,
workplace stress and workload pressures limited professionals’
capacity to provide WCC [39, 43, 44, 48, 53, 54, 57]. The need for
clearer implementation strategies and practice guidelines were
emphasised in several studies reviewed [21, 43, 44, 53, 56, 58].
Where WCC interventions were trialled [39, 53, 54], clarity
around professionals' roles, practice guidance and justification
for providing more WCC were perceived positively. This review
underscores that if genuine WCC is to be facilitated, it needs to
be defined unambiguously in the context of each service or sys-
tem, operationalised across all professional stakeholder groups
who interact with women in maternity services, and embedded
in all institutional protocols and procedures. Accordingly, Stulz
et al.'s study further recommended that policymakers and insti-
tutions consider how policy decisions impact on midwives' (and
all maternity healthcare professionals’) ability to provide quality
WCC [57].

The wider literature acknowledges that organisational culture
may affect the quality of care from within healthcare and ma-
ternity care settings [4, 69-71]. Santana et al. explicitly empha-
sise the importance of workplace culture in their conceptual
framework on how to practice PCC [4]. Depending on the pre-
vailing ethos, the culture of the setting can enable or hinder fa-
cilitating W/PCC. One reviewed study reported that a culture
which openly values and applies the principles of WCC was
more likely to have expectations or accountability about its
provision [44]. Conversely, in settings where WCC was not the
normative approach, professionals did not notice any obligation
from colleagues for facilitating it [39, 48, 53-56]. These findings
support Santana et al.'s assertion [4] that organisational/insti-
tutional ‘buy-in’ is imperative when aiming to provide genuine
P/WCC. In maternity care, this includes ensuring time and
space for relationship-building and supporting physiological
birth processes, when clinically appropriate. Without enabling
professionals to engage fully with birthing women, WCC risks
becoming superficial. It is apparent from the papers reviewed
that, if the medical model approach prevails or is the normative
practice, then a genuine commitment to changing the culture of
the organisation must be instigated. Two studies reviewed men-
tioned the importance of providing opportunities for reflective
practice in this regard [39, 53].

International literature [72-77] has shown that care provided
by midwives yields better outcomes for women with low risk
of obstetric complications compared to standard obstetric care,
largely due to the relationship fostered through continuity of
care and/or carer [77-79]. Several studies in this review found
that WCC was perceived to be more abundant in midwifery-led
care settings [46, 49-51], ostensibly due to the greater continuity
of care and/or carer inherent in such models. Notably, this re-
view identified that even within midwifery-led settings, smaller
sized practices with fewer midwives received significantly
higher scores [51], suggesting that fewer care providers may fa-
cilitate stronger relationships. Additionally, in the broader liter-
ature, hospitals' policies and procedures were often found to be
impediments to this type of relational care [73, 77, 80]. However,
of note and demonstrating the validity of exploring countries
with comparable economic profiles and maternity care systems,
two studies reviewed explicitly noted that overall care was per-
ceived to be of a high standard, with high levels of WCC from all
care settings [46, 51].

6 | Conclusion

This rapid review identified considerable variation and incon-
sistency in both the interpretation and implementation of W/
PCC across all levels of maternity services. These discrepancies
were evident from overarching policy directives to the percep-
tions and expectations of individual stakeholders involved in
maternity care (e.g., women and maternity care professionals).
Complexity theory, which views healthcare systems as com-
plex adaptive systems, offers a useful lens for understanding
these inconsistencies. Within such systems, diverse agents (e.g.,
service-users, professionals and institutions) interact in non-
linear, unpredictable ways, producing emergent behaviours that
challenge top-down control and require responsive, context-
sensitive approaches [81, 82]. Concepts such as emergence, self-
organisation [83] and local rationalities [84] could help explain
how decisions that deviate from W/PCC principles may still
make sense to those involved. Conversely, this review found that
some professionals may circumvent protocols they believe are
misaligned with best practice [47, 57]. This is important because
while the practice of bending rules to facilitate WCC might be
beneficial to one birthing woman, it does little to address the
existing systemic, policy or protocol issues that may be restrict-
ing the provision of WCC to all women. These findings sup-
port the need for further research using complexity-informed
approaches to examine how W/PCC is operationalised within
specific maternity systems. Understanding what facilitates or
hinders WCC in context is essential for developing meaningful,
locally relevant recommendations.

7 | Strengths and Limitations

A key strength of this rapid review is its focused scope, offering
a fresh perspective on WCC in maternity services. Inclusion of
diverse maternity healthcare professionals also broadened the
insights beyond midwifery. However, limitations include the
exclusion of non-English language studies, which may have
omitted relevant research. While only 10% of studies underwent
double review due to resource constraints, there is evidence to
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suggest that once agreement between reviewers is greater than
80% this approach is considered sufficiently reliable [29]. Despite
these limitations, the findings are useful to the development of
woman-centred maternity services in comparable healthcare
contexts.
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