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Certified Nurse-Midwives’ Experiences of Telehealth in Clinical Practice:  

A Constructivist Grounded Theory Study 

Bethany N. Golden  

 

Abstract  

Background: Midwifery theory does not adequately address the profession’s increasing 

reliance on telehealth to offer patients full spectrum care throughout their lifespan. 

Worldwide, midwives’ concerns about remote care include the lack of touch/smell and 

basic vital signs like blood pressure readings, the quality and length of the visits, the 

quality of relationship-building with the patients, and the lack of privacy. Certified nurse-

midwives (CNMs) in the United States (US) have found benefits in telehealth, such as a 

reduction of the barriers to healthcare access and greater flexibility for patients and 

providers. Yet, there remains a lack of conceptual clarity in midwifery theory that fully 

situates telehealth within reproductive and sexual health clinical practice.  

Methods: This dissertation study is a qualitative research study to advance midwifery 

conceptual knowledge of telehealth integration in clinical care with a more expansive 

understanding of midwives’ role in sexual and reproductive health care beyond 

pregnancy. The aims of this dissertation were: 1) to synthesize the existing quantitative, 

qualitative, and mixed methods studies of midwives’ experience of telehealth worldwide; 

2) to propose a relevant starting point using existing technology and midwifery theory to 

guide the conceptual investigation of this phenomenon; and 3) to explore CNMs’ lived 

experience of telehealth in order to generate a new theory.  

Results: The primary findings of the mixed method systematic review of midwives’ 

experience of telehealth included: 1) perceiving gains and losses when integrating 
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telehealth into clinical practice; 2) balancing increased connectivity with workload; 3) 

challenges with building relationships via telehealth; 4) centering some patients while 

distancing others; and 5) experiences of telehealth by age and professional experience.  

 A theoretical basis was explored for midwifery telehealth care provision and 

research by conceptually analyzing key constructs from the Hierarchy Model for the 

Means and Targets of Midwifery (HMMTM) and the Technology Acceptance Model 2 

(TAM2). The constructs were combined and modified, resulting in the Midwifery 

Acceptance of Telehealth (MAT), a proposed model that uses a reproductive justice 

lens. MAT provided relevant sensitizing concepts for use in defining initial domains of 

interest to aid qualitative data collection.  

 The overarching theory that emerged from the study findings describes the 

ongoing process of virtual adaptation directly influences CNMs' experience of telehealth. 

The theory delineates the learning process of modifying and transferring skills, 

knowledge, behaviors, attitudes, and values to patient visits outside of a physical clinical 

setting. It links this process to midwives' experience of telehealth as enhancing or 

disrupting responsive care and connectivity. Telehealth use is perceived by CNMs as 

promoting connectedness and person-centered care as virtual adaptation progresses. 

In contrast, when the pace of virtual adaptation is slower, CNMs perceive telehealth use 

as falling short with concerns about impeding connectivity with patients while causing 

delays in care, anxiety about missing critical clinical data, and less professional 

satisfaction. Nevertheless, CNMs continue to value in-person interactions and perceive 

telehealth as increasing healthcare access for those unable to receive care in traditional 

clinic settings. 
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Conclusion: The findings of this dissertation research provide conceptual insights into 

a major ongoing shift in clinical practice and midwifery theory. By normalizing 

technology as a common and essential way to stay connected, midwives integrate 

telehealth to respond to their patient’s needs while learning specific strategies to adapt 

their practice. This dissertation advances and modernizes the conceptual understanding 

of midwives’ clinical experience by including the reality of telehealth use and care 

throughout the lifespan. 
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Chapter 1 

Introduction 
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Background 

Problem statement 

Midwifery is widely recognized as an evidence-based approach to reducing 

maternal mortality and reproductive health disparities globally.1 In the United States 

(US) healthcare context, both state and federal policies have expanded the practice of 

and invested millions in the development of the certified nurse-midwifery workforce as a 

policy solution to improve these health outcomes.2–4 The members of the workforce are 

simultaneously adapting to telehealth in their clinical practice.5 

Notably, midwives’ have embraced the use of telehealth as a complementary and 

integrative hybrid model to in-person visits.5–7 Moreover, midwives, like many health 

professionals worldwide, rapidly adapted their clinical practice during the public health 

response during the severe acute respiratory syndrome-related coronavirus 2 (SARS-

CoV-2) pandemic, commonly referred to as the COVID-19 pandemic, by increasing their 

use and reliance on telehealth.5,8–15 With this major shift in care, how continued 

telehealth use will impact practice and anticipated outcomes in midwifery care remains 

unknown. 

Gaps in knowledge 

The majority of midwives’ experience of telehealth has been studied in the 

context of the COVID-19 pandemic, yet much remains known outside of the urgent 

response.5,9,12,14,16 Often, findings are consolidated without distinguishing the type of 

obstetric provider, resulting in few studies that just focus exclusively on midwives' 

experiences.7,17 Furthermore, perinatal care remains the focus of many recent 
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telehealth studies, limiting our understanding of midwives’ contributions to other forms 

of reproductive health services.5,7,18–20  

A lack of knowledge exists about how certified nurse-midwives (CNMs) convey 

and enact the professional core values (i.e., supportive presence, relationship building, 

and a patient-centered approach to decision-making)21,22 in clinical practice via 

telehealth to patients across the lifespan. Yet, the professional organization, the 

American College of Nurse-Midwives (ACNM), has endorsed blending traditional in-

person care with telehealth for providing primary, sexual, reproductive, perinatal, and 

newborn care.23 It is recommended that this form of care should be customized based 

on patient preference, risks and benefits to the patient, and access to technology.23 

Concerns remain about whether telehealth decreases or increases barriers to equitable 

care for the most marginalized groups, even though valued by the profession. 

Particularly whether telehealth impedes access for those who speak languages other 

than English, those who lack consistent insurance coverage, housing, and access to 

digital resources, and those most impacted by racism, poverty, mental illness, and 

addiction11,16,23–25. Without an existing theoretical framework, current research lacks 

conceptual clarity about how midwives perceive telehealth impacting clinical practice in 

its entirety. 

Purpose of the study and specific aims 

 The purpose of this dissertation is to advance the theoretical understanding of 

midwives’ experience of telehealth and seek conceptual clarity about how midwives 

perceive its use impacting clinical practice. The aims of this dissertation are 1) to 

synthesize the existing quantitative, qualitative, and mixed method studies of midwives’ 
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experience of telehealth worldwide; 2) to propose a relevant starting point using existing 

technology and midwifery theory to guide the conceptual investigation of this 

phenomenon; and 3) to explore CNMs’ lived experience of telehealth to generate new 

theory that is more inclusive of all reproductive and sexual health services offered in 

clinical practice. 

For this dissertation, telehealth is defined as patient and provider interacting with 

synchronous technologies. This modified World Health Organization (WHO) definition 

omits asynchronous technologies where health information or patient inquiry is stored 

and then forwarded to a clinician. This definition of telehealth confirms technologies 

such as video conferencing, telephone/audio-only, text, and instant messaging as forms 

of synchronous telehealth.26 

Organization of the dissertation 
 

The dissertation contains five chapters that develop the theoretical understanding 

of how certified nurse-midwives experience telehealth in clinical practice. The first 

chapter reviews the background, purpose, aims, the author’s positionality, and the 

significance of the research. Chapter 2 is a previously published systematic review that 

synthesized peer-reviewed mixed methods, qualitative, and quantitative studies on 

midwives’ perceptions of telehealth into themes to present the state of research. In 

Chapter 3, the creation of the Midwifery Acceptance of Technology model (MAT) is 

presented as a theoretical starting point for qualitative inquiry. MAT is a composite and 

modification of existing midwifery and technology key conceptual constructs. It serves 

as a point of departure to begin a qualitative inquiry into certified nurse-midwives' 

experience of telehealth in California. In Chapter 4, the methodology, design analysis, 
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findings, and implications of the qualitative research study are described. As is 

characteristic of constructivist grounded theory’s findings, participants' own words are 

integrated into the initial conceptual findings, seeking to represent and embed their 

perspectives and voices as an intrinsic part of the analysis to explore social 

processes.27 A summary and synthesis of findings from each chapter is reported in 

Chapter 5, with a presentation of the implications for future research, policy, and 

practice.  

Positionality 

 My own positionality is acknowledged and fully integrated as an integral part of 

this dissertation study.27  As the lead researcher, I am motivated by my beliefs in justice, 

bodily autonomy, human rights, and the provision of compassionate and informed care. 

These values are embedded in my work as a CNM, politically active feminist, and 

novice researcher. I have worked as a certified nurse-midwives for over 20 years and 

chose this professional path in an attempt to align my values with my daily work. My 

hope has been and remains to place into practice my commitment to making sure 

people are informed so they can make the best sexual and reproductive health 

decisions that are best for their lives.  

 For the majority of my career, I have provided in-person care in diverse 

outpatient settings: community health clinics, Planned Parenthood, and private practice 

caring for pregnant and non-pregnant people in the US. I utilized the telephone daily to 

share results, fill prescriptions, and triage patients. Besides documenting in the chart, 

this work was not reimbursed and was rarely recognized as a form of care in my 

professional settings, but nevertheless required.   
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 In March 2020, I began to provide care via the telephone from my apartment for 

any and all sexual and reproductive health concerns as part of an emergency measure 

to reduce the risk of exposure to the COVID-19 virus. Immediately, I noticed that my 

remote interactions and clinical reality differed from my prior experience providing care 

in-person. The flow and experience of telehealth encounters were disorienting, at times 

longer, shorter, more casual, more formal, direct and to the point, or more extensive and 

intimate. I listened as patients vocalized their needs, frustrations with growing anxiety, 

and concerns that went far beyond their clinical status. In the background, I heard 

unrecognizable sounds and voices while I juggled my own domestic distractions. We 

discussed how we missed interacting in person but were relieved we connected. We 

lost our telephone connection mid-conversation due to a poor cellular signal and limited 

data plans, leaving key clinical details unspoken. With health facilities off limits to 

anyone but patients, we strategized how to obtain childcare in order to be able to obtain 

access to essential blood draws and medications. Unable to complete a physical exam 

or obtain basic vital signs, I directed pregnant patients more often to the emergency 

room for reassurance about their health status. I felt as if I had no other choice. In this 

context, I was exposed to telehealth. 

 Herein, I became increasingly conflicted about its role in midwifery practice. 

Without video conferencing capabilities, I telephoned every patient for every type of 

visit, no matter the severity of the issues. It was clear that it allowed access for some 

patients, but at what risk? It often felt inadequate, yet at other moments, it served as an 

essential lifeline and provided a more relaxed style of care. For many, it seemed that 

existing barriers to care were perpetuated with telehealth or made worse. For others, 
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barriers were alleviated by telehealth creating greater convenience. This was carried out 

without clinical guidelines, training for telehealth, and the lack of clarity about its 

appropriateness and effectiveness; I knew some health needs would be met while 

others would not. 

 Regardless, I participated and witnessed the midwifery profession’s practice 

evolve in real time while struggling to integrate telehealth. Telehealth has changed how 

midwifery is commonly practiced, from shared physical space in a clinic with known 

routines and practices to, as another midwife said, “meeting people where they were 

at.” It has created opportunities and challenges, and forces changes and adaptation. 

Telehealth has progressed since the social and clinical experiments carried out as a 

response to the pandemic, as providers have acclimated to using it during less urgent 

times. Research is now underway to determine how to promote high-quality or equitable 

care. It is through this lens as a practicing clinician that I identified my research area of 

interest. As I investigated the topic beyond my own clinical experience, it became 

increasingly clear that the conceptualization of midwifery practice was outdated to 

describe and understand this phenomenon.  

Significance 

Midwives’ positive reproductive healthcare outcomes are more likely to be 

maintained in the era of telehealth through directly activating and embedding midwives’ 

deep awareness and perception of their own practice within a theoretical framework. 

This research advanced conceptual understanding of how midwifery practice with 

telehealth is evolving to guide future clinical guidelines, care models, training programs, 

research, and design of technology systems. The study broadened knowledge of how 
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clinical practice is represented in midwifery theory to be more inclusive of the types of 

people midwives care for, the range of sexual and reproductive health services they 

offer, and where and how services are now offered. The acceptance and integration of 

telehealth use in the US offers the profession and individual CNMs opportunities to re-

imagine how to connect and respond to patients’ needs more holistically outside of the 

confines and restraints of physical clinical settings. This dissertation study is a step 

forward and can serve as a springboard to re-conceptualize what is needed to transform 

and innovate person-centered care in nurse-midwifery, advancing a new and more 

equitable form of responsive care to more people’s phones, homes, and lives.  
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Introduction 

The World Health Organization (WHO) recommends using telehealth and other 

digital interventions for their potential to increase access and strengthen healthcare 

systems.1 The pace of telehealth utilization accelerated in an effort to reduce the risk of 

transmission among patients and healthcare workers during the COVID-19 pandemic.2,3 

As part of a global response, many sexual and reproductive health providers in Europe, 

Australia, Asia, Africa, and the United States quickly integrated diverse telehealth 

models and utilized remote technologies to continue providing essential services.4,5 

Concurrently, as telehealth transformed clinical practice and provider-patient 

interactions, WHO maintained the urgent need to invest in the midwifery workforce and 

midwifery-led models and promote midwifery leadership in health systems worldwide.6,7 

Midwives were identified as “pivotal” to meet the 2030 Sustainable Development 

Goals.6 The focus on midwives’ vital contributions is evidenced in part by cross-cultural 

studies that demonstrate midwifery-led care improves health outcomes, decreasing pre-

term births, cesarean sections, and medical interventions while maintaining patients’ 

experience.6,8–11 

Systematic reviews are needed to examine the research on midwives’ 

experience, perception, and acceptability of telehealth in relation to their full scope of 

clinical practice. Midwifery models of care worldwide vary due to unique cultural, social, 

and political environments with localized characteristics and constraints by setting.12 

Yet, the model is rooted in the relational aspect between the person seeking care and 

the midwife.13 Midwifery has been traditionally practiced in person. Understanding 

midwives’ experiences of telehealth will highlight which transferrable skills and adaptive 
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strategies are needed to uphold key facets of care that promote positive health 

outcomes as it evolves in the telehealth environment. Therefore, the aim of this 

systematic review is to summarize and synthesize the existing evidence on how 

midwives experience, perceive and accept providing sexual and reproductive health 

care at a distance using telehealth. The main question for this systematic review is: how 

do midwives experience clinical practice at a distance when participating in telehealth?   

Methods 

The search strategy was informed by the aims of the review and Population, 

Intervention, Comparison, Outcome (PICO) statements.14,15 The systematic search 

strategy was designed for five electronic databases: PubMed, CINHAL, PsychInfo, 

Embase, and the Web of Science. MESH terms and keywords were applied for each 

concept in the PICO.14 Definitions and PICO inclusion and exclusion criteria for articles 

published between January 1, 2010, and Aug 22, 2022, are shown in Table 2.1. The 

search start date corresponds with the World Health Organization’s first definitions of 

telehealth and telemedicine (WHO, 2010), and the end date is when the literature 

search was completed. Reference lists of the selected studies and literature reviews 

were searched manually. (Supplementary Materials) 

Patient and public involvement None 

Data collection management 

The results of the search strategy were compiled and managed using Covidence 

systematic review software (Veritas Health Innovation, Melbourne, Australia). Articles 

were selected for eligibility by applying the inclusion and exclusion criteria at three steps 

in the screening process: title review, abstract review, and full-text review. Two 



 
 

16 
 

reviewers independently screened articles at the abstract and full-text levels by using 

the software’s voting system: ”yes,” “no,” or “can’t tell” and convened to reach an 

agreement for inclusion or exclusion. Special attention was given at the full-text review 

step to double-checking the studies’ characteristics and comparing author names to 

ensure studies with the same datasets were not included. The reviewers resolved 

conflicts by engaging in open discussion to understand each other’s rationales and 

presenting evidence to reach a consensus for inclusion.  

Data collection  

Data collection and extraction began with reviewing each identified study for key 

data items. Key data items were organized in a spreadsheet and included 

author/publication date/journal, setting for data collection, purpose/aim, sample method, 

stated method/design, theoretical/concept framework, findings/outcomes, model of 

technology/comparator, and strengths and limitations. For quantitative studies, 

measurement tools (validated or non-validated), statistics, and results were also 

extracted. For studies that reported the telehealth experience of multiple types of 

providers, such as physicians and nurses, only the data pertinent to midwives was 

extracted.  If needed, lead authors were contacted for additional data and clarification 

regarding findings specific to midwives. The systematic review protocol was developed 

in accordance with PROSPERO guidelines but was conducted in partial fulfillment of a 

PhD course and, therefore, was not permitted to be registered. 

Appraisal of the quality of studies  

Using the Mixed Method Appraisal Tool (MMAT) version 2018, the two 

independent reviewers appraised the quality of the studies17,18. Reviewers 
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independently assessed each article and then convened to determine consensus. The 

reviewers discussed all disputed criteria and presented evidence from the study for their 

assessment, and then they reached an agreement on their final decisions. For reporting 

purposes, in addition to the appraisal descriptions, metrics are used to indicate 

low/medium/high-quality studies.19  Due to the dearth of published studies available for 

this review, the MMAT appraisal was used to assess quality but did not determine 

exclusion.20  

Data analysis  

To integrate the findings from the diverse study designs in the final sample, a 

convergent approach of transforming quantitative results to qualitative results was used, 

as recommended by JBI Manual for Evidence Synthesis.21,22 Quantitative data was 

extracted and then “qualitized” as written text. 22 Findings from qualitative studies were 

extracted verbatim and combined with the newly transformed “qualitative” results 

derived from the quantitative findings, allowing for a narrative interpretation.22 

Collectively, the findings were combined, sorted into groups, and pooled into themes. 

The extracted key data items were also identified and compiled to create categories and 

collapsed for synthetization.22  

Results 

Search results 

The search strategy yielded 6,486 article titles. After removing duplicates, 3,840 

titles were screened, and 176 titles remained for abstract review. The two reviewers 

independently screened the abstracts, which resulted in 30 articles. One study was 

identified from bibliographies of three systematic reviews. Thirty-one full-text articles 
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were reviewed separately by the two reviewers, and 21 were excluded. Ten full-text 

studies were ultimately included in this review (see Figure 2.1). Three lead authors were 

contacted for additional data and clarification regarding findings specific to  

midwives.23–25  

Selected studies: Design type, settings/services and aims  

The ten studies meeting the review inclusion/exclusion criteria represented the 

views of 3,354 midwives regarding telehealth in their midwifery practice. Of the ten 

selected studies, three studies reported the telehealth experience of multiple types of 

providers (physicians, nurses, midwives); therefore, only data pertinent to midwives was 

extracted.23–25 Tables 2.2 and 2.3 show the characteristics of each included study and 

Table 2.4 displays the key thematic findings for each study. The study designs can be 

broadly categorized as qualitative (n=4)24,26–28, quantitative (n=1)29, quantitative with 

content/thematic analysis (n= 2)23,30, quantitative with descriptive analysis (n=1) 31, and 

mixed methods (n=2)25,32. The settings of nine studies were Australia (n=4)25,26,29,31, 

England (n=1)28, France (n=1)32, Switzerland (n=2)24,30, and the United States (n=1)27. 

One large worldwide study conducted a thematic analysis of open-ended survey 

questions about telehealth and reported with exemplar quotes from midwives in Nigeria, 

Costa Rica, Norway, Uganda, Kenya, Bangladesh, Germany, the United States, Nepal, 

France, and Argentina.23 The settings of clinical telehealth services differed widely 

across the studies: antenatal/pregnancy-related, birth, and postpartum (n=8)24–31 plus 

gynecology, family planning, and abortion (n=2)23,32.  

The telehealth mode for connecting with patients also varied across the studies: 

telephone only (n=2)28,29, telephone and videoconferencing (n=3)25,26,31 instant 
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messaging only (n=1)24, and all modalities plus text (n=3)23,30,32. A single study used 

dedicated software32, and one study did not specify the mode of telehealth27. Notably, 

three studies that explored midwives’ perceptions of telehealth for labor triage and 

postpartum care were conducted prior to the COVID-19 pandemic by phone or instant 

messaging service.24,28,29 Nine studies (n=10) were approved by Institutional Review 

Boards or Ethics Committees, and one research study was exempt (n=10).30  

The complete MMAT quality appraisal results are reported. (Supplemental 

Material) Five studies scored 80% achieving high quality26–29,32 and the other five 

studies scored 60% achieving medium-quality23–25,30,31. Issues in quantitative studies 

ranged from sampling methods that were not representative of the target population29,31, 

lack of indicators of low non-response bias23,31, the need for a greater explanation of the 

high non-response rate30, and limited information about the development of 

measurements23,30. Qualitative studies were negatively assessed for narrow thematic 

definitions in the analysis compared to presented data26, insufficient data presented to 

substantiate a principal finding28, lack of appropriate methods for a stated qualitative 

approach27, and lack of a clear qualitative approach with inadequate discussion of 

positionality24. Each of the quantitative and qualitative components of the mixed 

methods studies were strong when assessed independently; however, the lack of 

integration of data25 and insufficient explanation of divergences between qualitative and 

quantitative data32 negatively impacted the scores of these studies. 
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Common themes across study findings 

 Five major themes with subthemes were found from the synthesis of the findings 

from the ten studies. In addition to the descriptions below, a matrix of themes, their 

definitions, and subthemes is provided in Figure 2.2.  

Integrating telehealth in clinical practice during the COVID-19 pandemic and 

beyond: Perceived gains and losses 

 Telehealth as an essential tool for the COVID-19 pandemic 

Seven studies found telehealth was both imposed on and implemented by 

midwives during COVID-19 to reduce the risk of transmission of infection.23,25–27,30–32 It 

was considered a solid and essential tool for healthcare delivery during the 

pandemic,23,25,26,30,32 but described as inferior to face-to-face visits and physical 

contact.23,26,32 However, some midwives perceived telehealth as personally beneficial as 

it enabled them to continue to work30,32, to reduce their risk of infection30, to maintain an 

income, and to create a better balance between their personal lives and work during the 

pandemic.32 The possible role of telehealth post-pandemic as a hybrid model with in-

person was viewed positively by midwives in two studies.26,31 

Concerns about the practice of midwifery going remote 

For many midwives, sharing physical presence with patients was deemed as 

essential for midwifery.23,26,30,32 Midwives were concerned about making errors in 

remote assessments and/or inadequately addressing certain health issues.24 Being 

unable to complete a physical assessment during virtual visits created anxiety.31 

Midwives perceived there was insufficient data comparing maternal outcomes between 

in-person prenatal care and telehealth visits to justify telehealth adoption in routine 
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practice.25 Some midwives perceived no advantage to using telehealth for remote 

treatment.30 

Benefits and disadvantages of incorporating telehealth into clinical 

 practice 

In one study, midwives found telehealth convenient and easy to use32, whereas 

in three other studies, midwives reported struggling with the technology.23,25,32 

Interrupted internet access in remote areas, lack of equipment, and larger infrastructure 

issues were also reported to impede telehealth use.23,25–27 Midwives who opted out of 

using telehealth perceived it as having little benefit or cited provider or patient 

preference for in-person.31 Some midwives preferred the telephone over other forms of 

telehealth.24,30,32 In one study, some midwives experienced financial hardship as a 

result of using telehealth, having to personally cover the cost of internet access, 

resulting in the inability to follow up with patients.23 

Balancing increased connectivity with little training and workload 

 Lack of training, guidelines, and protocols 

Prior to the COVID-19 pandemic, only three studies investigated midwives' 

experience of delivering care via telephone and text.24,28,29 Managing labor via the 

telephone without formal training has been a requirement for midwives for decades and 

often goes unrecognized as part of their daily workload.28,29 During the COVID-19 

pandemic, concerns about the lack of adequate training to effectively manage 

pregnancy-related health issues persisted.23,26 Following strict guidelines for remote 

consults was perceived as potentially detrimental for some patients. In one study, some 
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midwives felt that the use of telephone checklists led to less customized care and some 

to “fall thru the cracks”.28  

Interacting with patients with greater frequency impacts workloads 

Two studies reported that midwives used telehealth to maintain connection and 

that it increased the frequency of interactions with patients24,32, and three studies 

reported that it increased the midwives’ workload in both hospital and community-based 

midwives24,26,29. Midwives who worked in the community with postpartum mothers in 

Switzerland felt conflicted by wanting to be available via instant messaging applications 

(apps) to patients but not the additional workload it required.24 They were challenged by 

being placed in a new role as gatekeepers for the health system, receiving requests for 

help accessing health and social services outside of their scope of practice24. Whereas 

midwives in another study reported a benefit of decreased workload from using 

telehealth. Positive views about telehealth decreasing workload were associated with 

age 39 and younger, professional experience of 14 years or less, and reimbursement 

for telehealth services.30 Midwives in England reported that telephone triage 

consultations served as a means of regulating the workload on maternity wards for 

other midwives.28  

Challenges with building relationships via telehealth   

 Telehealth both disrupts and enhances interaction with patients 

Three studies reported that midwives perceived that telehealth was an obstacle 

to creating relationships with patients, instead creating a feeling of distance.23,26,32 Some 

midwives in two studies perceived limitations to telephone interactions specifically, such 

as lacking the ability to visualize non-verbal cues and read body language.23,26 This was 
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reported as particularly troubling when caring for non-native speakers, complicated by 

difficulty using interpreter services.23,26 However, midwives in one study who used 

continuity of care models with ongoing patient relationships felt that telehealth created 

more opportunities to interact and bond with patients and their families.27 

 Identified strategies for remote inter-personal communication 

One pre-COVID-19 pandemic study explored midwives’ perspectives on what 

was necessary to deliver care well over the telephone and identified the following 

attributes: robust communication and intuition to accurately assess the patient’s health 

situation; thorough coverage of the medical history and clinical symptoms; and 

awareness of the patient’s geographical distance from in-person care.28  When 

speaking to patients, clear expectation setting, logical advice, and an agreed upon and 

confirmed summary of the plan were cited as necessary to confirm mutual 

understanding.28 In-person care for patients who called three times or sounded 

distressed was advised.28 No other studies reported best practices for telehealth in 

midwifery. 

Centering some patients while distancing others 

 Perceived benefits and appropriate telehealth services for patients 

In two studies, midwives perceived successful telehealth as defined by patients: 

when patients’ needs were met, and patients were satisfied with the outcomes.28,32 

Midwives cited telehealth benefits for patients as reducing the need for childcare and 

transportation, reducing geographical distance 27, promoting greater self-care30, and 

improving continuity of care and access24–26,32. Childbirth preparation23, postpartum23–25, 

and lactation consultations23,25 were considered appropriate telehealth services. 
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Telehealth was seen as a means of overcoming patients’ isolation and loneliness, as 

well as an essential life-saving service for antepartum, postpartum23,32, managing labor, 

and abortion during the pandemic23.  

Perceived barriers and inequities for patients 

Midwives in two studies perceived that patients felt less cared for with telehealth 

because of shorter visits and less time to answer patients’ questions.25,26 Midwives 

reported financial barriers to telehealth for patients who lack access to internet 

service23,27, or phones or video-conferencing technology23. Some midwives reported 

patient distrust of receiving care via telehealth, especially vulnerable populations 

concerned with interfacing with government agencies.23 Four studies reported midwives’ 

concerns about the lack of privacy and safety for patients, in particular, the potential 

harms caused by screening for intimate partner violence and mental health via 

telehealth.25–27,31 

One study found that telehealth exacerbated patient distrust, stereotyping, and 

bias among some midwives. Examples included questioning patients’ ability to pass on 

relevant clinical data when directly asked, stereotyping of those who overused the 

telephone consultations as frequent fliers, and biases that patients lie about their health 

issues so as to be seen in person.28 

The experiences of telehealth by age and professional experience 

One study found that midwives who had more years of professional experience 

and older age reported increased rates of confidence in managing labor remotely than 

younger and less experienced midwives. The study also found that anxiety about 

telehealth was more often experienced by midwives with fewer years of professional 
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experience and those who worked in urban/regional areas compared to those who 

worked in rural/remote areas.29 Another study found that midwives with less 

professional experience also perceived more ongoing advantages of telehealth than 

those with more professional experience. The study also found that midwives who were 

reimbursed via telehealth were more likely to perceive advantages following the COVID-

19 pandemic than those who were not.30  

Discussion 

This review examined research on midwives’ experience, perceptions, and 

acceptance of telehealth in delivering full-scope sexual and reproductive care to 

patients. Overall, the findings suggest that midwives are conflicted about telehealth and 

its impact on clinical practice, balancing advantages and disadvantages to service 

delivery, workload, patient interactions, and health equity. 

The concerns expressed by midwives regarding lack of adequate training, 

technology skills, and equipment are consistent with findings from prior research where 

diverse types of healthcare providers also report concerns about the use of telehealth in 

clinical care delivery. In the review by Wu et al. (2020), negative experiences of virtual 

prenatal visits for prenatal providers and nurses commonly resulted from discomfort with 

technology, inadequate training, and technical difficulties.33 Similarly, in a recent 

scoping review examining telehealth services, “technology and support” and 

“technological knowledge and training” were reported among the three greatest 

challenges of using telehealth for physicians, nurses, therapists, social workers, and 

other staff from diverse specialties.34  To realize WHO recommendations of developing 

more midwifery-led models of healthcare and telehealth use to strengthen healthcare 
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systems, this research suggests that further work is needed so midwives are adequately 

trained and equipped to integrate telehealth into practice.  

This review found that midwives commonly have concerns that telehealth is 

inferior to in-person visits, particularly with respect to physical assessment, missed 

clinical signs, errors, and assessment of patient safety.23,24,26,32 Studies in the present 

review found that physical presence in an in-person patient-midwife interaction was a 

“hallmark” characteristic of midwifery.23,26,32 The review by Penny et al. (2018) 

supported these findings and similarly noted that registered nurses and midwives are 

particularly challenged by not being co-located or being able to see patients in person. 

In-person contact is an important part of their traditional practice and a feature that 

added value to their practice for many nurses and midwives.35  

 A prominent theme of this review, “Centering Some Patients, While Distancing 

Others,” described how midwives viewed telehealth as benefiting some patients and 

disadvantaging others. Advantages included reducing the need for childcare and 

transportation and overcoming geographical distance to improve access27 and 

continuity of care26. In the review by Wu et al. (2020), prenatal patients reported similar 

advantages for virtual prenatal visits, except for improved continuity of care, even 

though the most preferred model of care.33 Reducing geographical distance and travel 

time was also reported as beneficial for patients by healthcare providers, nurses, and 

patients in various specialties in the review by Jonasdottir et al. (2022).34   

Shorter visits with less time for patients’ concerns is a newer finding about 

midwives’ experience of telehealth and is significant for clinical practice because it could 

impact individualized patient-centered care and relationship building, all of which are 
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necessary for improving care.36 In the present review, midwives perceived 

disadvantages of telehealth for patients such as shorter visits with less time for patients’ 

concerns25,26, financial barriers for those who lack internet access or devices23,27, lack of 

privacy for patients, dangers of remote domestic violence and mental screening25–27,31, 

and the creation of greater distrust for those already concerned about interacting with 

institutions or being recorded23. The review by Penny et al. similarly reported that 

midwives and nurses had concerns about patient safety and privacy with 

videoconferencing35, while Wu et al. (2020) reported the need for reliable internet 

access and the potential financial burden of remote equipment needs for prenatal visits 

like remote dopplers and blood pressure devices33.  

Another new finding of this review is that some midwives questioned patients’ 

honesty, intentions, and ability to self-report, and stereotyped patients who they 

perceive as overutilizing services when triaging by phone.28 These experiences can be 

understood as stigmatizing and perpetrating mistrust with patients. Telehealth, 

combined with various forms of bias and concerns about privacy, has the potential to 

deepen mistrust between providers and patients.37 To avoid replicating health inequities 

and discriminatory practices when using telehealth in reproductive health, further 

investigations are needed to fill this gap and understand how midwives contribute, 

perpetuate, and alleviate forms of inequities via telehealth, including multi-level racism 

and other forms of discrimination based on ethnic, gender, poverty, physical ability, and 

sexual orientation. 
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Strengths and limitations  

The strengths of this review include its relevance to current and future telehealth 

use by providing an emergent understanding of the topic. Five out of the ten studies 

were published in 2022, and three more since 2020. Two reviewers participated in the 

study selection process at abstract and full-text levels, minimizing selection bias and 

increasing reproducibility compared to a single reviewer.38 The majority of studies were 

published in 2022 and beyond, offering emergent insights into telehealth. Rigorous 

study selection by two reviewers minimizes bias, enhancing reproducibility37. Notably, a 

strength of this review is the inclusion of pre-pandemic telephone midwifery services, 

shedding light on midwives’ experience of decision-making and conducting clinical 

practice over the telephone, such as how to communicate with patients to create mutual 

understandings, the appropriate conditions of when to offer in-person visit and 

revelations about midwives’ own bias27. As audio-only services expand and midwives 

adapt to new telehealth formats, these findings pave the way for future research 

inquiries. 

However, limitations entail that a small number of studies meet inclusion and 

exclusion criteria and a lack of intervention studies. Methodological weaknesses in 

quantitative, qualitative, and mixed-methods studies were identified in the appraisal of 

quality. None of the cross-sectional surveys were conducted with validated tools or 

randomized samples, making it difficult to reproduce or meta-synthesize quantitative 

results. Differences in healthcare delivery systems, standards of care, practice settings 

(e.g., home, clinic, and hospital), reimbursement, and scopes of practice impede the 

comparability and transferability of findings within and between low- and high-resourced 
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countries. While quality appraisal and review stages involved two reviewers, synthesis 

was done by one researcher, limiting cross-validation. Only studies published in English 

were included, creating gaps in our understanding that may be explained or explored in 

other cultural and linguistic contexts. 

This review is unique in that it examines midwives exclusively and the full scope 

of their clinical practices. In prior research and reviews, midwives’ experiences of 

telehealth were combined with those of other healthcare professions, such as nurses 

and physicians, even though practices and clinical responsibilities differ.33,34,39 As 

recognized by the WHO, midwives often occupy a different role with different training 

and responsibilities than other healthcare professionals in most health systems, making 

their experience relevant to growing the workforce.6 Midwives’ telehealth experience is 

often studied within the discrete confines of their telehealth practice that relates to 

perinatal care.24,26–31,40 

Future research  

Future research is necessary to deepen our understanding of how midwives 

experience sustaining telehealth in clinical practice as the public health emergency 

wanes. Additional research is needed to separate midwives’ experience with the 

COVID-19 pandemic and their initial experience of telehealth, which occurred 

simultaneously for many, with their actual experience of ongoing use. How midwives 

experience the next wave of telehealth models will impact critical issues for the 

midwifery workforce, such as reimbursement, professional satisfaction, and workload. 
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Implications 

 The findings identified in this review serve as a starting point for understanding 

midwives’ experience of providing care remotely. As midwifery gains prominence as a 

public health solution worldwide, much remains unknown about how midwives have 

adapted their practice to integrate telehealth for ongoing use, what types of training are 

deemed necessary to re-tool and prepare the workforce, and how telehealth impacts 

their workload. Identifying and exploring both the challenges midwives encounter and 

the strategies they use to meet reproductive health needs, build relationships, and 

assess patients remotely will inform clinical guidelines for clinical and administrative 

leaders and future training programs for midwifery educators. Healthcare policymakers 

and public health experts can harness these experiences to build midwifery care models 

in concert with telehealth to offer more meaningful, professionally satisfying, and 

equitable use of technology in the delivery of sexual and reproductive healthcare. This 

area of research is fast-moving, with new evidence that will require an updated 

systematic review.
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Figure 2.1 Flow diagram for the Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses (PRISMA) (adapted from Page et al. 2021) 
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Figure 2.2 Matrix of Themes and Subthemes within included studies 
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Table 2.1 Operation Definitions & Eligibility Criteria 

Midwife 
 

A midwife is a person who has successfully completed a midwifery 
education programme that is duly recognized in the country where it is 
located, and that is based on the ICM Essential Competencies for Basic 
Midwifery Practice and the framework of the ICM Global Standards for 
Midwifery Education; who has acquired the requisite qualifications to 
be registered and/or legally licensed to practice midwifery and use the 
title ‘midwife’; and who demonstrates competency in the practice of 
midwifery.” The International Confederation of Midwives (ICM) (12) 

Full Scope 
Practice 

Full scope midwifery practice includes primary care and reproductive 
and sexual health, such as prenatal and postpartum care, family 
planning, abortion, menopause, and triage in labor and birth. 

Telehealth Telehealth is defined for the subject of this review as patient and 
provider interacting with synchronous technologies. This modified 
WHO definition omits asynchronous technologies where health 
information or patient inquiry is stored and then forwarded to a clinician. 
(16) This review’s definition of telehealth confirms technologies such as 
video conferencing, telephone/audio-only, text, and instant messaging 
as forms of synchronous telehealth. In published articles, this 
operational definition of telehealth is often interchangeable with 
telemedicine. (16) 
 

Population, Intervention, Comparison, Outcome (PICO): 
 

Criteria Inclusion Exclusion 

Population Midwives as defined by the 
International Confederation of 
Midwives 

N/A 

Intervention Studies regarding midwives’ 
consultation from a distance 
include synchronous 
telehealth virtual visits, 
videoconferencing, texting, 
telephone calls, and any 
technology that permits two-
way interaction outside of 
shared physical space.  

Asynchronous technology; Wearable 
devices; Education and wellness 
apps, social media, electronic data or 
electronic health records, no imaging 
device, no professional development 
or midwifery education, collection of 
public health data  
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Comparison In-person care visits, 
telephone triage, or standard 
of care pre-COVID or post-
COVID  

N/A 

Primary 
Outcomes 

Experience, views, 
perception, perspective, 
perspectives, acceptability, 
unacceptability, satisfaction, 
dissatisfaction, barriers, 
adaptability, utilization, lived 
experience, favorable, 
unfavorable, meaningful/  
unmeaningful, 
appropriateness/ 
inappropriateness  

N/A 
 

Type of 
Studies 

Quantitative, qualitative, or 
mixed methods studies: 
RCTs, non-randomized 
studies of interventions, 
observational studies (cross-
sectional, case-control, or 
cohort studies), non-
randomized comparator 
studies, and qualitative 
studies  

Literature reviews, systemic 
reviews, scoping reviews, historical 
studies, no quality improvement 
project or evaluations, discussion 
papers, case studies, grey literature 

Setting No Restriction No Restriction 

Years of 
publication 

2010-2022  

Publication 
Type 

Peer-reviewed/Full                     
Text Available 

Conference proceeds, abstracts, 
book chapters 

Language English  Non-English 
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Table 2.2 Characteristics of Qualitative Studies 

Study Author (year) 

 

Country/Region or City 

  

Hearn et al. (2021) 

Australia, NW suburbs of  
Melbourne 

Jacobsen et. al. (2022) 

 

United States, 

Seattle 

Stated Method  Qualitative Qualitative 

Methodology/ 

Theoretical Framework
  

Interpretive 
phenomenology 

 

Phenomenological 
Approach 

Data Collection/ 

Timing of Collection
  

 

Semi-structured 
Interviews 
 

September and October 
2020 

Semi-structured Interviews  

 

February-April 2021 

Aim  

 

To understand the lived 
experiences of midwives 
providing care in the 
suburbs of Melbourne, 
Victoria during COVID-19 

To explore the needs, 
barriers, and success of 
community midwifery 
during COVID-19  and how 
these experiences can help 
inform future efforts to 
sustain community-based 
midwifery 

Sample/ 

Type of Sampling  

  

n=8 midwives 
 

Purposive with a snowball 
sampling approach 

n=11 community midwives  

 

Convenience 

Setting of Midwifery 
service  

Hospital and Community 
Settings 

Community Settings/  

Out-of-hospital births 

Mode of Telehealth used
  

Phone, Zoom, Facetime Unknown 

Type of Care pertinent to 
the study 

Pregnancy-related, Labor 
and Delivery, Post-partum 

Pregnancy-related, Labor 
and Delivery, Post-partum 
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Study Author (year) 

Country/Region or 
City 

Spiby et al. (2014)  

England, The Midlands 

Perrenoud et al. (2022) 

Switzerland, French-
speaking region 

Stated Method  Qualitative 
 

Qualitative 

Methodology/ 

Theoretical 
Framework  

Interpretive phenomenology Socio-Anthropological 
Approach with  

Ethnographic methods 

Data Collection/ 

Timing of Collection
  

 

Focus Groups and Interviews 

Date unknown 

Field Work and Semi-
structured  
 
December 2018 - January 
2020 
(1 part of a larger 3 part 
study) 

Aim  

 

To explore midwives' 
concerns, experiences, and 
perceptions of the purpose of 
telephone contact with 
women in early labor. 

To describe  and analyze 
how community midwives 
and other health and social 
care workers and women 
communicate between 
postpartum home visits 
through Instant Message 
Applications 

Sample/ 

Type of Sampling  

  

N=18 midwives 
 

Purposive 

n= 14 midwives  
 

n=6 social workers 
n=7=nurses n=2=adult 
n=1= director of institution 
n=20 
immigrant women 

Purposive 

Setting of Midwifery 
service 

Hospital Setting Community Settings 

Mode of Telehealth 
used  

Telephone Instant messaging, 
WhatsApp 

Type of Care pertinent 
to study 

Labor delivery and triage Postpartum 
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Table 2.3 Characteristics of Quantitative Studies, Quantitative Thematic/Content 

Analysis, Descriptive Analysis, and Mixed Methods 

Study Author 
(year) 

 

Country/Region 
or City 

Bailey et al. 
(2019) 
 

Australia, State of Victoria 

Bradfield et al.  
(2022) 
 
Australia, nationwide, 
including urban, regional, 
rural, and remote areas 

Stated Method 

Research 
Design  

Quantitative  
 
Cross-Sectional Design  
 

1st phase of an explanatory 
sequential future mixed 
methods study 

Quantitative 
 
Cross-Sectional Design with 
Descriptive Analysis 
 

 

Data Collection
  

Online non-validated survey 
 
Data collected April-September 
2017 

Online non-validated survey 
and semi-structured 
interviews  
May-June 2020 

Data Analysis  Descriptive statistics & Non-
parametric statistics: Chi-square, 
Mann-Whitney U, and Kruskal-
Wallis H tests to analyze 
relationships between variables 

Descriptive Statistics 
 

Transcripts analyzed with 
four-stage thematic analysis 

Aim  

 

To gather the experiences and 
practices of midwives in their 
management of triage. 

To explore and describe 
Australian midwives' 
experience of providing 
maternity care during COVID-
19 pandemic 

Sample/Type of 
Sampling  

n=230 practicing midwives 
surveyed 

Purposive 

n= 620 midwives  (16 of 620 
were interviewed) 

Convenience 

Setting of 
Midwifery 
Service  

Public and Private hospital and  
practice settings with low-risk, 
medium risk and high-risk 
populations 

Public and private hospitals, 
group practices, private 
practice, and out-of-hospital 
birth 

Mode of 
Telehealth used 

Telephone Telephone & 
Videoconferencing 

Type of Care 
pertinent to the 
study 

Labor, delivery, and triage Antenatal, labor and delivery, 
postpartum 
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Study Author (year) 

 

Country/Region or 
City 

  

Galle et al.*  

(2020) 

Nigeria, Costa Rica, Norway, Uganda, Kenya, Bangladesh, 
Germany, USA, Nepal, France and Argentina** 

71 countries surveyed. 

Stated Method 

Research Design  

Quantitative 

Cross-Sectional Design with Thematic Analysis 

Data Collection  Online non-validated survey  
 

July 5, 2020- September 10, 2020 

Data Analysis  Descriptive statistics and qualitative thematic analysis of 
open-text questions 

Aim  

 

To document the experiences with providing telemedicine 
for maternal and newborn healthcare during COVID-19 
among healthcare professionals worldwide 

Sample/Type of 
Sampling  

Midwife/nurse-midwife 
n=257 (25% of Total N) 
Total N= 1060 Maternal and Newborn Health Professionals 
Surveyed 
Nurse n=312 (29%) Obstetrician/Gynecologists n=223 
(21%) 
Neonatologist/pediatrician 
n=73 (7%) 
Medical doctor (no specialization)n=126 (12%) 
Other n=54 (5%) 
Convenience 

Setting of Midwifery 
Service  

Unknown 

Not specified by midwife in descriptive statistics 

Mode of Telehealth 
used  

Telephone & Video conferencing & Text & Instant 
messaging (WhatsApp) 

Type of Care pertinent 
to the study 

Descriptive statistics regarding the type of maternal and 
newborns for midwives are not specified. Areas 
represented in thematic data include antenatal, postpartum, 
newborn care, abortion, childbirth preparation, and labor 
triage. 
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Study Author (year) 

 

Country/Region or City 

  

Gemperle et al.  

(2021 

 

Switzerland 

Nationwide 

Stated Method 

Research Design 

Quantitative 
 
Cross-sectional with content/thematic analysis 

Data Collection  On-line non-validated survey and open-ended questions 

Data Analysis  Descriptive statistics and chi-square test of independence, 
effect size with Cramer's V, post hoc  Bonferroni correction 

 

Integrative content analysis 

 

Aim  

 

To explore midwives' perceptions of telemedicine during 
the COVID-19 pandemic in Switzerland and differences by 
age, professional experience, and work setting, 

Sample/Type of 
Sampling  

N=630 midwives, community and hospital-based 

 

Convenience 

Setting of Midwifery 
Service  

Work solely in a hospital or community or both. 

Mode of Telehealth 
used  

Telephone, Instant messaging (e.g., WhatsApp, online 
chat), Text/Short message service (e.g., SMS), 
Videoconference  
 

Type of Care pertinent 
to the study 

Labor & Delivery, and/or Postpartum 

  



 
 

40 
 

Study Author (year) 

 

Country/Region or City 

Henry et al. ** (2022) 
Australia, Sydney 

Stated Method 

Research Design 

Mixed Methods 
 

Quantitative  Survey and Qualitative Braun & Clark 
thematic analysis 

Data Collection  Online non-validated survey 
and semi-structured interviews  
 

Data collected October 2020-March 2021 

Data Analysis  Descriptive Statistics 
 
Chi-Square with subgroups: Hospital of practice, Type of 
Professional, Length of time working professionally 
 
Thematic analysis 

Aim  

 

To assess COVID-19 domestic and family violence, mental 
health screening, and service provision from a provider 
perspective, and explore telehealth in antenatal care and 
the future application of telehealth. 

Sample/Type of 
Sampling  

Midwives n= 75 (69% of total N) 
 
Interview 
n=17 interviews  
10/17 Midwives 
3/17 Obstetric Medical Staff   
4/17 Allied health workers (social work, physiotherapy 
and other)  
 
Convenience (survey)  
Purposive (Interviews) 

Setting of Midwifery 
Service  

Three hospital maternity units 

Mode of Telehealth 
used  

Telephone and Videoconferencing 

Type of Care pertinent 
to the study 

Antenatal & Mental Health Screening 
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Study Author 
(year) 

Country/Region 
or City 

Rousseau et al. (2022) 

 

France, all regions represented 

.* Contacted 
author for 
additional 
survey results 
for midwives; 
only published 
text results are 
available. 
Relevant 
thematic 
analysis results 
that were 
exemplified by 
midwifery 
quotes with 
specific 
countries 
represented 
were added to 
the review.   
 
 
 

** Published 
survey results 
were not 
distinguished by 
provider type, 
contacted author, 
who sent 
additional survey 
data for midwives. 
Relevant 
qualitative results 
that were 
exemplified by 
midwifery quotes 
were added to the 
review.  Only 
published data 
was used for this 
review. 

Stated Method 

Research 
Design  

Mixed Methods 
Quantitative  Survey and Qualitative 
Grounded Theory 

Data Collection
  

Online non-validated survey  
 
April 29-May 15, 2020 &  
 
Semi-structured interviews by Zoom from 
May to July 2020 

Data Analysis  Descriptive statistics and univariate and 
multivariate recession models  

Inductive content analysis 

Aim  

 

To measure and understand the 
determinants of the implementation of 
teleconsultations, and secondary is to 
understand and measure the determinants 
for its continued use. 

Sample/Type of 
Sampling  

Independent Midwives n=1491 (22 out of 
1491 interviewed) 

Convenience (survey)  

Purposive (Interviews) 

Setting of 
Midwifery 
Service  

Hospitals, maternal welfare agencies, 
independent  and group clinical practice, 
home 

Mode of 
Telehealth 
used  

Telephone & Video conferencing (Skype, 
Zoom, Facetime) & Instant messaging 
(WhatsApp/Messenger) & dedicated software 
(Doctolib, Prédis, Covaliaweb, etc.) 

Type of Care 
pertinent to the 
study 

QUANT:  Antenatal, postpartum, early 
gynecology, group and individual birth prep, 
family planning, and psychological support 

QUAL: Antepartum,  postpartum, early gyn  

follow-up, childbirth prep, post-abortion, 
group and individual 
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Table 2.4: Key Themes & Findings by Author 
 

Qualitative Studies 

Study 
(Author, 
year) 

Relevant Themes 
and Subthemes in 
published study 

Key Findings pertinent to telehealth 

Hearn et. 
Al 
(2021) 

Primary theme: 
Telehealth  

Telehealth was experienced by midwives as a 
method for reducing transmissions of COVID-19. For 
midwives, whose practice did not include continuity 
of care, they experienced telehealth as distancing 
and jeopardizing the creation of meaningful 
relationships. They experienced shorter visits, higher 
volume, and less time to meet the needs of patients, 
especially non-English speakers. Screening for 
domestic violence and women’s safety were 
concerns when using telehealth. They perceived the 
practice of midwifery as compromised due to a lack 
of touch and non-verbal cues.  
In contrast, midwives, who had ongoing continuity of 
care and more autonomy in clinical practice, 
experienced telehealth as a means to increase 
partnership with the mother and the entire family. 

Jacobsen 
et. al. 
(2022) 

Primary Theme 
Practice Changes 
Due to COVID-19 
was the primary 
theme.  
Subtheme: 
Telehealth 

Community midwives experienced telehealth as a 
means of increasing equity and reducing access 
barriers to midwifery care, such as geographical 
distance from clinics and the need to obtain 
transportation and childcare. Others experienced the 
creation of new barriers for those who lack access to 
the internet and expressed concern about safety and 
who lack privacy or experience domestic violence. 

  



 
 

43 
 

 

Study 
(Author, 
year) 

Relevant 
Themes and 
Subthemes in 
published study 

Key Findings pertinent to Telehealth (TH) 

Spiby et 
al. (2014) 

Multiple Primary 
themes: The 
telephone call; 
Clinical 
parameters of 
assessment; 
Labor ward 
busyness; 
Training for 
midwives on 
telephone triage; 
Success and 
Unsuccessful 
calls 

Telephone triage for labor is experienced by midwives 
as requiring specific skills, knowledge, and traits such 
as effective communication with thorough coverage of 
medical history and clinical symptoms; knowledge of 
the patient’s geographical location; maintaining 
friendliness to promote a sense of honesty; offering 
logical advice with clear expectation setting; creation of 
mutually understood plan, and confirmation and 
agreement of plan prior to the end of the call. Midwives 
questioned patients’ ability to pass on relevant data 
even when directly asked. Midwives criticized patients 
for being dishonest over the phone and vying to be 
seen in person. They also named patients “frequent 
flyers” who overuse the telephone system. Midwives 
expressed concerns about following strict guidelines 
and checklists, perceiving them as not customized to 
the patient. As for specialized training for telephone 
triage, midwives’ perceptions were mixed, some 
believing the skills to assess should already have been 
acquired and no further training was needed, whereas 
others believed the nuisances of assessment are 
teachable.   

Perrenoud 
et al. 
(2022) 

Primary theme. 
Telehealth via 
Instant 
Messenger 
Applications 
(IMA) 
Subthemes: Use 
and absence of 
IMA 
communication, 
Difficulty of IMA 
communication, 
and differences in 
IMA 
communication 
 

Midwives experienced telehealth via IMA as increasing 
their availability to patients between visits, as well as 
promoting continuity of care and ongoing connection 
during the postpartum period. Telehealth was seen as 
particularly helpful for assessing mental health, 
postpartum bleeding, and newborn concerns and 
providing closure for patients with complicated 
pregnancies and births. Midwives also experienced 
conflicting feelings about IMA, finding it time-
consuming and non-reimbursable. Midwives were 
concerned about making diagnostic errors, managing 
health issues outside of their scope of practice, 
extending their professional role to provide needed, 
and assuming the role of gatekeepers to the healthcare 
system due to being accessible 24 hours a day. 
Midwives perceived clinical clues via IMA, such as 
frequent usage by patients, may represent anxiety or a  
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Study 
(Author, 
year) 

Relevant 
Themes and 
Subthemes in 
published study 

Key Findings pertinent to Telehealth (TH) 

  need for greater support. Midwives perceived IMA as 
less utilized by non-English/French speakers. 

Quantitative Studies, Quantitative with Content/Thematic Analysis, or 
Quantitative with Descriptive component 

Bailey et 
al. (2019) 

Primary theme: 
Telephone Triage 
in Midwifery 
practice 
 
Subtheme: Level 
of Confidence 
and Anxiety with 
telephone triage 
is associated with 
professional 
experience and 
age.  
 

The majority of midwives (84%)  received no training 
prior to telephone triage. Higher confidence was 
reported in those midwives with great professional 
experience (p<0.05) and age (p<0.01). 73% (n=151) 
experienced anxiety in managing triage greater in 
those with less experience. Anxiety was reported more 
in metropolitan or regional settings than in midwives 
working in rural or remote settings. 

Bradfield 
et al.  
(2022) 
 

Primary theme: 
Coping with 
Rapid and 
Radical Change 
due to COVID-19  
 
Subtheme: 
Telehealth 

Midwives are unable to complete a full assessment of 
patients via telephone. The inability to complete an 
assessment produced anxiety for midwives, especially 
for domestic violence and mental health screening. Not 
being able to assess patients’ body language via the 
telephone for screening was experienced as a 
limitation and a loss of an important clinical tool. Yet, 
telehealth was also experienced as increasing access 
to antepartum care and education for some patients.  
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Study 
(Author, 
year) 

Relevant Themes 
and Subthemes in 
published study 

Key Findings pertinent to Telehealth (TH) 

Galle et 
al.*  
(2020) 

Primary themes: 
Education and 
Counseling of 
women and their 
families; Reducing or 
eliminating personal 
visits; Replacing in-
person consultations  
 
Subtheme of each: 
Use of Telemedicine  

Midwives found telehealth useful to continue care and 
decrease the risk of transmission during the 
pandemic. It was considered a strong alternative for 
antepartum, postpartum, and group prenatal classes 
but not a replacement for face-to-face interaction. 
Personal interaction and engaging in shared physical 
space were considered important to “being a 
midwife.” Telehealth was perceived as alleviating 
isolation and saving lives in remote locations. In some 
countries, midwives were challenged by maintaining 
strong internet connection, inconsistent electricity 
supply, and out-of-pocket costs for increased 
airtime/data, causing impacted follow-up with 
patients. The lack of non-verbal cues and facial 
expressions concerned midwives, who were unable 
to assess patients’ status. Midwives experienced 
telehealth as limiting bonding between midwives and 
patients. Midwives perceived disadvantages of 
telehealth for patients who have limited access to 
telephone or video, who need translation services, 
and who mistrust being recorded, such as 
undocumented patients. 
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Study 
(Author, 
year) 

Relevant 
Themes and 
Subthemes in 
published 
study 

Key Findings pertinent to Telehealth (TH) 

Gemperle 
et al.  
(2021) 

Primary theme: 
Midwives’ 
perceptions of 
the advantages 
of telehealth 
beyond the 
pandemic vary 
by age, years 
of professional 
experience, 
and 
reimbursement 
 

55.3% of respondents reported advantages of telehealth 
beyond the pandemic, such as reducing the workload 
(31.5% of all respondents), improving healthcare 
 provision (18.9%), and increasing clients’ self-care 
(4.8%). Whereas 44.7% of respondents named pandemic-
related advantages or found there to be no advantages at 
all. Pandemic-related advantages were maintaining a level 
of care in an exceptional situation (15.9%) or protection 
from COVID-19 (8.2%). 20.7% of those surveyed reported 
that there were no benefits or opportunities for telehealth. 
 
Midwives aged ≤ 39 years were significantly more likely to 
report an advantage beyond the pandemic than those 
aged ≥ 50 (p < 0.001).  
Midwives aged ≤ 39 years and younger were significantly 
more likely to report reduced workload as an advantage 
than those aged 40 to 49 years (p = 0.002) and those aged 
≥ 50 years (p < 0.001).  Midwives ≥ 50 and older were 
more likely to indicate protection from COVID-19 as an 
advantage than midwives aged ≤ 39 years and younger (p 
= 0.018).  
Midwives with less professional experience tended more 
often to mention an advantage beyond the pandemic. 
Midwives with ≤ 14 years of work experience were 
significantly more likely to report an advantage beyond the 
pandemic than their colleagues with 15 to 24 (p = 0.021) 
and 25 years and more of work experience (p < 0.001). 
Midwives who had been reimbursed were more likely to 
mention an advantage beyond the pandemic, such as 
reduced workload than those who had not. 
There was a significant correlation between experience 
with telemedicine and the advantages mentioned (chi-
square (5) = 38.2, p < 0.001, n = 414). Midwives with a 
positive experience were more likely to mention the 
maintaining of care (p = 0.003) and improved health care 
provision (p = .050) as an advantage than midwives who 
had had a negative experience, while midwives with a 
negative experience were more likely to see no advantage 
in providing telemedicine than their colleagues (p < 0.001). 
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Study 
(Author, 
year) 

Relevant Themes 
and Subthemes in 
published study 

Key Findings pertinent to Telehealth (TH) 

Key Themes & Findings by Author for Mixed Methods Studies 

Henry et 
al. ** 
(2022 
 

Primary Theme: 
Major change to 
Care Delivery during 
COVID-19 
Subtheme: 
Telehealth 

Midwives experienced telehealth as inferior to in-
person visits but necessary for care delivery during a 
pandemic. Midwives perceived patients as feeling 
less cared for via telehealth until they had in-person 
appointments and were concerned about the lack of 
personal interaction. The lack of equipment and 
training impacted midwives’ ability to work via 
telehealth. Telehealth was perceived as a public 
health system requirement and pandemic response 
that was not properly evaluated for maternity services 
or continuity of care models. Midwives had concerns 
about knowing how telehealth would impact maternal 
health outcomes, especially for urban/high-risk 
patients, when compared to the known benefits of 
engaging in early prenatal care in person. The 
perceived advantages of telehealth include its 
appropriateness for postpartum care, patients’ 
convenience, and increased accessibility for those 
who are geographically distant from hospitals. 
Midwives were interested in a post-pandemic hybrid 
model option. Perceived ongoing telehealth would 
utilize a criteria for telehealth. Telehealth was viewed 
as more suited for low-risk, multiparous patients who 
live further from the hospital and not appropriate for 
patients who have high-risk pregnancies or those 
who need greater psycho-social support. 
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Study 
(Author, 
year) 

Relevant Themes 
and Subthemes in 
published study 

Key Findings pertinent to Telehealth (TH) 

Rousseau 
et al. 
(2022) 

Primary Theme: 
Telehealth 
 
 

Younger age (≤41), female gender, married or living 
with a partner, or working in a group practice were 
the determinants of teleconsultation implementation.  
The need to maintain continuity of care and access 
to patients, reduce viral transmission, and work and 
generate income while meeting family needs during 
a crisis.  
For those who did not convert to teleconsultation, 
qualitative data added an explanation: the inability to 
conduct a clinical exam, inappropriateness of 
teleconsultation when touch was required, and 
technical difficulties. Midwives who were satisfied 
with their technology tool for teleconsultation were 
significantly more likely than those who were not to 
continue use.  

Qualitative findings also confirmed that midwives 
who wanted to continue teleconsultations found the 
technology to be easy to use, aligned with society’s 
digital trends and satisfying for their practice and 
patients. Midwives who did not want to continue to 
use found human contact was necessary for clinical 
practice. 

* Survey results were a composite of all types of maternal health care providers.  The 
first author contacted the author for additional survey results specific to midwives; only 
published text results are available. Relevant thematic analysis results that were 
exemplified by midwifery quotes were added to the review.   

** Published survey results were not distinguished by provider type; the first author 
contacted the author, who sent additional survey data for midwives. Relevant qualitative 
results that were exemplified by midwifery quotes were added to the review.   
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Table 2.5 Examples of Search 

Database:  PubMed (MEDLINE) 

Date:1/1/2010- 2/9/2022 results below 

Date rerun: 2/10/22- 8/16/2022: additional 259 

 

Set # Search terms/ keyword Results 

1 (midwives OR midwife OR "Midwifery"[Mesh] OR "Nurse 

Midwives"[Mesh]) 2010-2022 

41,954 

  

2 (telehealth OR telemedicine OR "Telemedicine"[Mesh] OR 

eHealth OR mHealth OR “mobile health” OR 

videoconferencing OR videoconference OR 

"Videoconferencing"[Mesh] OR “mobile app” OR “mobile 

applications” OR "Mobile Applications"[Mesh] OR app OR 

apps OR zoom OR “virtual consultation” OR “video 

consultation”  OR “remote care” OR “virtual visits” OR 

“remote visits” OR “work-from-home” OR “digital technology” 

OR "Digital Technology"[Mesh] OR remote or telephone or 

“text messaging” or text OR texting OR “chats” OR “chatting” 

OR "Computers, Handheld"[Mesh] OR "Cell Phone"[mesh] 

OR "cell phone") 

  

242,981  

 

3 (experience OR experiences OR views OR view OR 

viewpoint OR perception OR perceptions OR acceptance 

OR accept OR accepts OR acceptability OR acceptable OR 

satisfaction OR dissatisfaction OR barrier OR barriers OR 

adapt OR adapts OR adaptability OR utilization OR “Lived 

experience” OR favorable OR unfavorable OR meaningful 

OR unmeaningful OR appropriateness OR 

inappropriateness OR perspective OR perspectives OR 

feasibility OR "Health Knowledge, Attitudes, Practice"[Mesh] 

OR "Perception"[Mesh] OR "Communication 

Barriers"[Mesh]) 

4,266,351 

  

 

4 

Combined 

 

#1 AND #2 AND #3 

 

2,252 
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Database:  Psych INFO, Psych Articles, 

Date: 2/8/2022 1/1/2010 to 2/9/2022 results below 

Date rerun: 2/10/2022-8/16/2022 Additional articles 21 

 

Set # Search terms/ keyword Results 

1  

 

(midwives OR midwife OR midwifery OR "Nurse Midwives") 

 

 

10,933 

 

2  

(experience OR experiences OR views OR view OR 

viewpoint OR perception OR perceptions OR acceptance 

OR accept OR accepts OR acceptability OR acceptable OR 

satisfaction OR dissatisfaction OR barrier OR barriers OR 

adapt OR adapts OR adaptability OR utilization OR “Lived 

experience” OR favorable OR unfavorable OR meaningful 

OR unmeaningful OR appropriateness OR inappropriateness 

OR perspective OR perspectives OR feasibility) 

 

  

 

905,143 

3  

(telehealth OR telemedicine OR eHealth OR mHealth OR 

“mobile health” OR videoconferencing OR videoconference 

OR “mobile app” OR “Mobile applications” OR app OR apps 

OR zoom OR “virtual consultation” OR “video consultation”  

OR “remote care” OR “virtual visits” OR “remote visits” OR 

“work-from-home” OR “digital technology” OR remote or 

telephone or “text messaging” or text OR texting OR “chats” 

OR “chatting” OR "cell phone") 

 

 

93,731 

 

 

4 

Combined 

 

#1 AND #2 AND #3 

 

475  
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Database:  Embase 

Date: 1/1/2010-2022 - 8/17/2022 

 

Set # Search terms/ keyword Results 

1 ((digital AND (‘technology’/exp OR technology) or mobile) 

AND (‘health’/exp OR health) OR ‘telehealth’/exp or 

‘telehealth OR ‘zoom’/exp OR zoom OR 

‘videoconferencing’/exp OR ’videoconferencing’ OR 

‘telemedicine’/exp OR ‘telemedicine OR ‘text 

messaging/exp‘ OR ‘text messaging’ OR ‘mobile phone’/exp 

OR ‘mobile phone’) and [2010-2022]py 

 

164572 

2 (‘attitude’/exp OR ‘attitude’ OR perspectives or 

‘viewpoint’/exp OR ‘viewpoint’ OR ‘utilization’/ exp OR 

‘utilization’ OR ‘satisfaction/exp’ OR ‘satisfaction’ or 

‘visibility’/exp OR ‘visibility ‘ OR ‘personal experience’/exp 

OR ‘personal experience’ OR ‘experience/exp OR 

‘experience OR ‘perception’/exp OR ‘perception’) and [2010-

2022]py 

  

2,083,662 

3 (‘midwife/exp OR ‘midwife’ OR ‘nurse midwife’/exp OR 

’nurse midwife’ OR ‘midwives’/exp OR ‘midwives) and 

[2010-2022]py  

24,474 

4 

Combined 

 

 

 #1 AND#2 AND #3 

 

235 
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Database:  Web of Science.    

1/1/2010 to 2/8/2022 results below 

Re-run each search custom date 2/09/2022-8/16/2022 

Additional articles: 249 

 

Set # Search terms/ keyword Results 

1 (midwives OR midwife OR midwifery OR "Nurse Midwives") 56,061 

 

2 (experience OR experiences OR views OR view OR 

viewpoint OR perception OR perceptions OR acceptance 

OR accept OR accepts OR acceptability OR acceptable OR 

satisfaction OR dissatisfaction OR barrier OR barriers OR 

adapt OR adapts OR adaptability OR utilization OR “Lived 

experience” OR favorable OR unfavorable OR meaningful 

OR unmeaningful OR appropriateness OR inappropriateness 

OR perspective OR perspectives OR feasibility) 

 

 5,937,04

4 

 

3 (telehealth OR telemedicine OR eHealth OR mHealth OR 

“mobile health” OR videoconferencing OR videoconference 

OR “mobile app” OR “Mobile applications” OR app OR apps 

OR zoom OR “virtual consultation” OR “video consultation”  

OR “remote care” OR “virtual visits” OR “remote visits” OR 

“work-from-home” OR “digital technology” OR remote or 

telephone or “text messaging” or text OR texting OR “chats” 

OR “chatting” OR "cell phone") 

 

 

1,007,781 

 

 

4 

Combined 

#1 AND #2 AND #3 2,368 
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Database:  CINAHL COMPLETE    

 

Date:1/01/2010-2/8/2022  

Re-run each search custom date 2/01/2022-8/16/2022 

Additional articles: 30 

 

 

Set # Search terms/ keyword Results 

1 (midwives OR midwife OR midwifery OR "Nurse Midwives") 42,142 

 

 

2 (experience OR experiences OR views OR view OR 

viewpoint OR perception OR perceptions OR acceptance 

OR accept OR accepts OR acceptability OR acceptable OR 

satisfaction OR dissatisfaction OR barrier OR barriers OR 

adapt OR adapts OR adaptability OR utilization OR “Lived 

experience” OR favorable OR unfavorable OR meaningful 

OR unmeaningful OR appropriateness OR 

inappropriateness OR perspective OR perspectives OR 

feasibility) 

 

  

 911,588 

 

 

 

3 (telehealth OR telemedicine OR eHealth OR mHealth OR 

“mobile health” OR videoconferencing OR videoconference 

OR “mobile app” OR “Mobile applications” OR app OR apps 

OR zoom OR “virtual consultation” OR “video consultation”  

OR “remote care” OR “virtual visits” OR “remote visits” OR 

“work-from-home” OR “digital technology” OR remote or 

telephone or “text messaging” or text OR texting OR “chats” 

OR “chatting” OR "cell phone") 

113,909 
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Table 2.6 Mixed Methods Appraisal Tool Criteria Results  
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Chapter 3 

Adapting Midwifery Theory to Accommodate Telehealth Care Delivery 
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Introduction 

Background and significance 

Until 2020, virtual consults between providers and patients have steadily 

increased, albeit slowly, with the use of telehealth in the United States (US).1  The 

adoption of telehealth had been impeded by several factors: (1) acceptance of the 

method by clinicians and patients; (2) cost; (3) provider training; (4) required technology 

infrastructure; (5) complexity and uncertainty of reimbursement; and (6) restrictive 

regulatory policies.2–5 However, the adoption of telehealth accelerated in March 2020 

because of concerns about in-person viral transmission from severe acute respiratory 

syndrome-related coronavirus 2 (SARS-CoV-2), commonly known as COVID-19. By the 

end of 2020, Medicare visits conducted through telehealth increased 63-fold, from 

approximately 840,000 in 2019 to 52.7 million visits.6 

In response to the declaration of a federal Public Health Emergency (PHE) due 

to the COVID-19 pandemic, regulatory changes by the Department of Health and 

Human Services and the Center for Medicare and Medicaid Services lifted some of the 

greatest impediments to telehealth adoption immediately impacting two of the largest 

preventative care services in the US, prenatal care and family planning services.7–9 

These changes allowed for payment parity for remote consults regardless of 

geographical location and became available for more types of providers, including 

certified nurse-midwives (CNMs) and nurse practitioners.10 

With regulatory changes and increased reimbursement, reproductive health 

providers responded by offering a broad range of telehealth services. In a survey of US 

reproductive health providers and clinic staff from April 2020 through January 2021 
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(n=907), only 11% of respondents offered telehealth pre-pandemic, whereas 79% 

offered services during the pandemic.9 In another survey of 172 family planning 

providers based in the US conducted in the same year, 78% of providers were new to 

telehealth during the pandemic, and 69% wanted to continue using telehealth.11 Of a 

total of 91 high-risk pregnant patients surveyed in the US, 86.9% were satisfied with 

telehealth care, 78.3% were willing to recommend it, and 73.8% desired a combination 

of in-person and telehealth for future pregnancy care.12 Because of the positive 

response of healthcare providers and patients to telehealth, healthcare leaders and 

policymakers are calling for permanent changes to healthcare insurance coverage and 

reimbursement to enable routine use of telehealth services and encourage ongoing 

acceptance and expansion of telehealth.10 

An advantage of telehealth is the decreased time and costs associated with 

patient travel, time away from work, and childcare associated with in-person clinic 

visits.13 In addition, telehealth offers increased access to care at medical centers with 

leading specialists for high-risk pregnant individuals and those living in rural and 

geographically distant locations.14 However, despite these advantages, telehealth may 

widen existing health disparities in terms of existing racial and social structural 

inequities in the maternal and reproductive service delivery system.15,16 For example, 

telehealth requires continuous and comprehensive insurance coverage to access both 

care facilities and providers unless a patient can afford to pay out-of-pocket.17 In 

addition, telehealth requires digital literacy, reliable access to the internet, phone 

service, current functional device(s), and financial resources.18 Equally important, 

telehealth requires privacy for both providers and patients. The issue of privacy is 
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particularly challenging for victims of intimate partner violence, those who live with 

extended family and/or in multi-generational homes, those who lack secure housing, 

and/or adolescents seeking care15,19–21  

While patient factors associated with telehealth are important, acceptance of 

telehealth by maternal health providers, such as CNMs, is critical for its integration into 

clinical services, ongoing use, and optimal maternal and reproductive health 

outcomes.22 Perceptions of midwives’ experiences with telehealth may differ from other 

specialties, even among specialties that have high levels of in-person engagement with 

patients, such as occupational therapists.23 These differences in perceptions may be 

due to the philosophical and professional emphasis on the need for the physical and 

emotional presence of midwives with those to whom they provide care, to develop 

trusting relationships, and to collect accurate data during hands-on clinical 

assessment.24 Midwives may be particularly challenged by telehealth since sharing the 

same physical space with patients is considered a meaningful and satisfying aspect of 

their work.25  As CNMs navigate the incorporation of telehealth as a larger component of 

their practice, new theory is needed to guide research and inform clinical practice to 

accommodate the shift to telehealth. 

Current theories in midwifery have not incorporated telehealth and therefore, 

remain inadequate to guide telehealth research because of specific assumptions. 

Theories were formulated when midwives were physically present with their patients 

and had fewer and more limited remote experiences like triaging by phone.26 These 

assumptions about midwifery practice occurring in shared physical space limit theory 

application to this new era of research when remote care is increasing. Because 
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certified midwives (CMs) and CNMs are more likely to be fully integrated into 

mainstream health care in the United States (US), and unlike certified professional 

midwives (CPMs), provide a range of services throughout the lifespan, these types of 

midwifery care are the focus of this paper. 

Theory advancement 

Theory can be understood as the conceptualization of aspects of clinical reality 

that describe, predict, or explain the relationships within a phenomenon.27 Theory 

guides research by ordering concepts and propositions that can be applied and 

examined systematically across research studies.28 Theory also informs practice 

decision-making and activities and, therefore, is valuable for guiding positive clinical 

outcomes.29 

 Knowledge development in the nurse-midwifery profession is relatively new in the 

US, with research in the field commencing in the 1980s and existing theories remaining 

broad.26,30 More research studies about midwives’ clinical experiences, the telehealth 

model of care, and patient-provider relationships are required to both generate new 

theories and effectively integrate telehealth into practice, not only to ensure acceptability 

by providers but also to sustain the appropriate use of this technology.22 This is 

particularly important to midwifery because this profession is devoted to improving 

maternal outcomes, reducing interventions, and creating models of racially concordant 

care to reduce racial health disparities.31–35 As clinical work shifts increasingly from in-

person interactions to telehealth methods, qualitative studies, specifically, are needed to 

generate theory that describes and explains contemporary midwifery practice and guide 

future research.  



 
 
 
 

67 
 

Technology theories and conceptual models applied to telehealth and healthcare 

technology commonly address cost, utility, acceptability, feasibility, design process, and 

implementation both at individual provider and organizational levels.36 Constructs such 

as patient/client relationship building and other care elements central to the goals of 

clinical practice are minimized or left out altogether.37 In addition, telehealth theories 

specific to midwifery are non-existent. Taken together, theoretical and conceptual 

models need to advance to address this unmet need and guide research of this 

potentially valuable tool to optimize reproductive healthcare. 

Therefore, the purpose of this paper is to develop a theoretical starting point by 

combining constructs from midwifery and technology theory into a new conceptual 

framework for telehealth delivery within midwifery practice. The two theories of foci are 

(1) the Hierarchy Model for the Means and Targets of Midwifery (HMMTM) and (2) the 

Technology Acceptance Model 2 (TAM2). These theories were chosen to demonstrate 

how theories and constructs from two different disciplines are useful to move forward 

theory development for a new clinical phenomenon. 

Current midwifery theory 

 The HMMTM describes the aims and objectives for midwifery practice in a 

theoretical framework to advance the creation of quality-of-care measurements.26  The 

theory was developed in three stages. The first stage was the synthesis, extraction, and 

definition of key constructs and concepts from the eleven existing grand and middle 

range theories, conceptual models, and frameworks developed over the years using 

qualitative, mixed methods, and Delphi studies.26 In the second stage, a systematic 

literature review of women’s experience and preferences for midwifery care was 
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conducted and included 26 empirical studies from industrialized countries dating back to 

2002.26 These studies provided data to support earlier identified concepts, examine 

relationships, and explore how these concepts interacted in midwifery practice.26  

In the third stage, the aims and objectives (i.e., constructs) were further refined to 

build a model (Figure 3.1 and Figure 3.2). To determine how the aims and objectives 

were related to one another and to the concepts of midwifery practice, two questions 

were asked: “Why is this concept carried out in midwifery,” and “Which requirements are 

required for this aim?”. 26 The answers informed the identification of distinct aims and 

the primary objective (Figure 3.1).26 The definitions of the constructs and the concepts 

within each level are described in Table 3.1.  

Because the HMMTM is a relatively new theory, it has only been validated 

empirically in one study.38 In a Swedish maternity hospital, a purposive sample of 

twenty women was recruited and surveyed while in the hospital. They were interviewed 

eight to 13 months postpartum to conduct empirical validation of the theory using 

qualitative deductive methodology.38 Eligible participants who had: 1) midwifery care; 2) 

high scores for birth satisfaction with birth experience numeric rating scale; and 3) low 

scores for fear of birth on the Wijma Delivery Experience Questionnaire Version B 39 

were surveyed while in the hospital. Using content analysis with a directed approach, all 

three levels of the theory’s operational aims and objectives were reported.38 All of the 

women interviewed reported trusting relationships with regard to midwifery care.38 In 

addition, 19/20 women reported that midwifery care promoted a sense of security.38 The 

majority of participants thought midwives promoted their mental and physical health, 

and half agreed their reproductive capabilities were supported by midwives.38 
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In terms of the HMMTM concepts, they were difficult to analyze separately due to 

overlapping definitions (i.e., respect and dignity, empathic attitude, and women-centered 

care).38 Of note, new concepts of the midwifery process that were not covered by 

theory, such as supporting the partner, coaching, and supportive talks, were suggested 

as potential future extensions of the theory.38 Importantly, the data did not confirm the 

HMMTM concept of choice and continuity. This may be because of the organizational 

structure of the maternal health system in Sweden, which rarely offers a continuity of 

care where a person is cared for throughout pregnancy, birth, and postpartum by the 

same midwife or small team of midwives.38,40 Future validation studies are needed to 

determine how the HMMTM theory performs in diverse populations and with varied birth 

and reproductive health experiences in different health systems globally. 

Constructs in the US context 

 In terms of the application of the HMMTM to midwifery and telehealth in the US, 

major limitations in the HMMTM constructs of choice, continuity, empathy, attitude, 

respect, dignity, and security are worth noting. First, in terms of choice and continuity, 

US provider choice and continuity in care is highly influenced by health insurer policies. 

In the US. Healthcare insurers (and health systems) dictate whether and to what degree 

coverage is provided for midwifery services, alternatives to hospital births, and 

reproductive health via telehealth.41,42 For pregnant people in the US whose health 

insurance does cover midwifery care, those models of care do not provide continuity of 

care, even though international studies show such models promote fewer interventions, 

improved maternal and newborn health outcomes, and higher patient satisfaction.40,43 
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Second, in terms of empathy & attitude, the prevalence of mistreatment and 

obstetrical violence, especially pronounced in hospital settings, suggest this is an area 

for multi-level intervention in the US confounded by structural and interpersonal 

racism.44,45 The concepts of empathy & attitude have only recently been explored in 

relation to prenatal care and telehealth, with new strategies and techniques about how 

to best convey these concepts remotely by health providers in general. However, no 

current recommendations specifically for midwives exist.46  

Finally, in terms of respect & dignity, and security, evidence of maltreatment and 

disrespect during pregnancy and birth in hospital settings directly contradicts the 

application of these concepts in the US context.44,47 In a national sample of birthing 

people (n=2138), one in six birthing persons (17.3%) experienced maltreatment in 

multiple forms during birth perpetrated by providers. The maltreatment included physical 

harm, violations of privacy, shouting or scolding, forcing or withholding treatments, 

threatening, ignoring, or causing a delay in care by neglecting requests for help.44 

These forms of mistreatment were more commonly reported by Black, Latina, and 

Indigenous persons with first-time pregnancies that were considered high-risk. While 

maltreatment was reported less in midwifery care and free-standing birth centers than 

among physicians and hospital settings, it did exist across settings.44 Cultivating a 

sense of security between pregnant people and midwives is less realizable when 

midwives lack a collaborative team setting for managing adverse outcomes.48  

Taken together, the concepts in the HMMTM, while capturing some of what 

historically has been the theoretical foundation of midwifery, are extremely limited in 

applicability for many people (e.g., Black, Latine, and Indigenous birthing people) within 
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the current mainstream US healthcare system. There was selection bias at both the 

theory development and the validation stages of HMMTM. By including only positive 

birthing experiences in the first validation study,38 it remains partial and incomplete. 

However, by integrating patient experiences from more holistic racially concordant 

community-based midwifery models of care that exist in the US and elsewhere, the 

HMMTM model could be further developed and become a useful framework for practice 

and research.  

Assumptions and deficits 

As discussed, one major assumption of this model is that midwives’ clinical 

encounters with patients occur in person in the same physical space. Another major 

assumption is that midwives’ clinical practice solely pertains to birth work. HMMTM 

relies on prior theories, the majority of which use a limited scope of midwifery clinical 

practice. They prioritize theory creation around midwives’ clinical function in pregnancy, 

prenatal services, childbirth preparation, labor, and birth. In the US, the scope of 

practice of CNMs and CMs also includes a full range of primary care and sexual and 

reproductive health care from adolescence beyond menopause. In addition, it is 

inclusive of all gender identities and sexual orientations. It also includes gynecologic, 

family planning, and preconception services; newborn care; treatment of partners with 

sexually transmitted infection; treatment of substance abuse; and, where legal, 

abortion.49 Of note, Grundström et al. (2022) cite the theory as applicable to gynecology 

and postpartum. However, this deficit, lacking the full scope of CNMs/CMs practice, 

limits its applicability to the full scope of midwifery services research. And, because it is 

a new model, it has limited validity and reliability testing. Taken together, the existing 
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theory would require modifications to embrace the full scope of midwifery services in the 

US context. 

Technology Acceptance Model 2 (TAM2) 

Having identified the limitations in this composite of midwifery theories with 

respect to the role of telehealth, another direction to explore is technology-focused 

theory to examine its relevance to telehealth in midwifery. TAM2 is both an 

intrapersonal theory and an information system theory.50 TAM2 was modified from an 

earlier version, the Technology Acceptance Model (TAM), a mature information systems 

theory developed by Davis & Bagozzi in 1989 to explain why users accept or reject 

technology. Based on the principles of social psychology from Fishbein and Ajzen’s 

Theory of Reasoned Action, TAM posits that actual behavior is explained through pre-

existing behaviors and attitudes.51 The original theory and its constructs have been 

evaluated in a wide range of industries, within work settings that require that technology 

use is mandatory or voluntary, and with professionals, employees, and students.52,53 

TAM2 was designed with the purpose of understanding what predicts ongoing 

technology acceptance and greater usage (Figure 3).50 TAM2 sought to strengthen the 

original TAM model’s predictability, to define additional social and cognitive 

concepts/predictors, and to understand how these change the use of technology over 

time.50 The components of TAM2 are defined in Table 2 and include Perceived 

Usefulness, Perceived Ease of Use, Intention to Use, Usage Behavior, Subjective 

Norm, Image, Job Relevance, Output Quality, Result Demonstrability, Voluntariness, 

and Experience.50 
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TAM and TAM2 were not developed for healthcare but rather in corporate 

settings valuing productivity (e.g., manufacturing firms, financial services, accounting 

firms, and investment banking).50 When TAM/TAM2? has been used in healthcare 

settings, it has focused more often on how technology systems, like electronic health 

records or the Internet, are used by clinicians in brick-and-mortar settings. 55 For 

example, in 2001, 205 pediatricians were mailed a modified TAM2 survey to test the 

predictors of the acceptance of using internet health applications in their practice.56 For 

the physician participants, the significance of Perceived Usefulness had a higher 

predictive effect on the intention to use than Perceived Ease of Use. Job relevance and 

Result Demonstrability were more predictive of Perceived Usefulness than the other 

concepts. TAM2 was also used to explain factors influencing homecare nurses’ 

intention to adopt mobile technology in Canada (n=91). Findings indicate that Perceived 

Usefulness had a stronger effect on adoption intention than Perceived Ease of Use, 

while Cognitive Factors’ influence could not be confirmed.57 

The limitations of the TAM2 model are its inability to accommodate unique and 

complex aspects of care delivery that may influence technology adoption, such as 

provider-patient relationships, workflow, administration burden, stress, emotionality of 

disease, organizational structures, and cultural factors.54 Further, TAM2 emphasis on 

productivity and transactions rather than interactive engagement/building relationships 

may not be as appropriate in healthcare technology acceptance as in other industries.  

This theory describes the factors that promote the ongoing use of technology. In 

addition, it evaluates how those determinants change over time from two specific 

vantage points, each with its own theoretical lineages (i.e., social psychology and 
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information system design). Within the midwifery profession, both areas of study are 

relevant and impactful. Midwives use technology systems to function at work, share 

information, and, with telehealth, actively and regularly consult with and engage with 

patients. Components of TAM2 theory offer practical, measurable, and application 

assessments for midwifery practice. As reliance on telehealth grows among healthcare 

providers, TAM2 has been modified to incorporate new concepts specific to the 

individual or groups being studied.58  

Nonetheless, TAM2’s goal of identifying the determinants of technology 

acceptance may provide key theoretical constructs that advance telehealth use in 

healthcare generally and midwifery specifically. For example, the goals of telehealth 

should be well-designed technology solutions that are aligned with the aims and 

objectives of midwifery clinical practice. Although TAM2 may not be the optimal theory 

for midwifery practice in its entirety, TAM2 can provide key constructs and 

measurement tools to guide research and implementation of telehealth use in midwifery.  

Integration of midwifery and technology theory 

While the HHMTM and TAM2 theories differ greatly in focus and scope, 

combined, they may provide greater explanatory power for examining telehealth in 

midwifery care. HMMTM is a theoretical framework that describes how quality of care 

can be achieved in midwifery practice, while TAMS explains and predicts technology 

acceptance and sustainability. The HMMTM was formed from secondary literature and 

data sources. Some of the selected articles lack clear articulation of methods, putting 

the quality of the selected research in question without critical appraisal. 26 By 

comparison, TAM2 was rigorously developed and tested in a wide range of industries 
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using quantitative empirical indicators and primary data collection, leading to the 

instrument development. The theories’ scopes also differ from narrow and specific to 

general, resulting in increased applicability. One benefit of combining elements of 

HMMTM and TAM2 is that, taken together, these theories include both individual and 

organizational levels, thereby increasing applicability in levels of the US healthcare 

system. 

As shown in Figure 4, the proposed model, Midwifery Acceptance of Telehealth 

(MAT), would integrate Perceived Usefulness, Job Relevance, and Result 

Demonstrability at the base of a modified HMMTM. Perceived Usefulness was 

demonstrated to be more predictive than other constructs when tested amongst 

physicians and nurses.56,57 Job Relevance and Result Demonstrability were found to 

contribute to Perceived Usefulness and remain in MAT and operationalized as 

productivity, enhancing effectiveness, and providing practical support.  

MAT builds out the construct of Perceived Usefulness and the two concepts, Job 

Relevance and Result Demonstrability, with specifications for midwifery practice in 

relation to Trusting Relationships. Perceived Usefulness is purposefully positioned 

below Trusting Relationships because it is important to assess how telehealth either 

supports or disrupts this foundational objective to reach higher aims.38 Job Relevance 

and Result Demonstrability are further delineated with subcategories specific to 

midwifery: Appropriate Use, Valued Interaction, Mutual Satisfaction, Concordant Care, 

and Improved Quality of Care. The definition of Appropriate Use is the use of telehealth 

for a range of clinical services that can be effectively and safely performed remotely 

without causing a delay in care. Valued Interaction is defined as the use of telehealth to 
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enhance the meaningful engagement, connection, and participation for both provider 

and patient. Mutual Satisfaction is defined as the use of telehealth as satisfying for both 

midwife and patient. Concordant Care is defined as a shared identity, such as race, 

gender, ethnicity, sexual orientation, or age, between patient and provider.59 Improved 

Quality of Care is defined as the use of telehealth, which improves the quality of care 

compared to being physically present. More research would be necessary to begin the 

process of operationalizing and testing each concept and its relationships to one 

another.  

MAT differs from the two theories by centering the reality of full-scope 

reproductive health services in the era of telehealth that CNMs and CMs offer diverse 

populations whose sexual and reproductive health needs and desires vary. The apex of 

MAT is replaced with the construct of sexual and reproductive health decisions rather 

than reproductive capabilities in HMMTM. Informed by Ross (2017) articulation of 

reproductive justice and the rights to bodily autonomy, the construct of sexual and 

reproductive health decisions is defined as a multi-dimensional (physical, mental, social, 

and psychological) decision-making process where midwives offer knowledge and 

support to people as they choose what is best for lives and well-being.59 This new 

construct encompasses and updates several key aspects of nurse-midwifery in the era 

of telehealth: 1) Midwives care for people from adolescence to beyond menopause. 2) 

Midwives offer a wide range of health services. 3) Midwives care for people who choose 

not to or are unable to become pregnant. 4) Midwives care for people from diverse 

racial, ethnic, and gender identities and sexual orientation. This concept replaces the 
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professional objective that midwives offer aids and competencies to enable each 

woman’s capabilities to have the best birth possible, as stated in HMMTM. 

To conclude, theory development in midwifery needs to better reflect the modern 

changes in how midwives practice and deliver care and to whom. This may be 

accomplished by including telehealth and avoiding assumptions that care requires 

physical presence and prioritizes birth work. For the midwifery profession to advance, a 

new theory is needed that encompasses midwives’ professional role in the full spectrum 

of reproductive health services for diverse populations, in-person and remotely. This 

paper represents an initial attempt to merge certain aspects of the HMMTM and 

technology acceptance guided by the TAM2 to provide a starting point for theory 

advancement. More studies that generate theory for understanding telehealth and 

clinical practice are needed. In doing so, a move towards a more evolved understanding 

of care delivery to better measure midwives’ clinical practice and delivery of quality and 

equitable care can be envisioned to inform clinical practice policy and research.   
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Figure 3.1 Diagram for The Hierarchy Model for the Means and Targets of Midwifery26 
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Figure 3.2 Diagram of Means-end chain in The Hierarchy Model for the Means and 
Targets of Midwifery26 
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Figure 3.3 The original Technology Acceptance Model 2 (TAM2)50 

 

 



 
 
 
 

81 
 

Figure 3.4 Midwifery Acceptance of Telehealth (MAT) Model  
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Table 3.1 The definitions of HMMTM constructs and concepts 26 

 

Level One 

Constructs Concepts Definition 

Trusting 
Relationships 

 A construct defined as the process 
that leads to a reciprocal relationship 
of autonomy and cooperative results.  

 Individual and women-
centered care 

A concept defined as the midwives’ 
non-judgmental acceptance and 
promotion of every woman’s 
individuality. Through active listening 
and identification of physical, 
physiological, cultural, and social 
needs and preferences, midwives 
can assess and tailor support for 
each person. 

 Interpersonal 
communication  
 

A concept defined as good verbal, 
tactile, and aural communication 
skills. Midwives explain and answer 
questions thoroughly. Through active 
listening and ensuring sufficient time, 
women can share emotions and 
experiences. 

 Choice & Continuity A concept defined as the ability for 
women to choose their midwife and 
to have a continuous relationship to 
promote familiarity and trust and 
avoid repeated exams and confusion 
from differing provider opinions. 

 Prompt Attention A concept defined as midwives’ 
ability to be available, present, 
accessible, and dependable for 
women, especially during birth. 

 Empathy Attitude A concept defined as the need for 
midwives to be empathetic since 
women find themselves in a 
vulnerable situation during 
pregnancy, childbirth, and 
postpartum. 

Level Two 

Security  A construct defined as a feeling of 
safety and reassurance for women 
that is created by midwives through 
the promotion of women’s 
psychological and physical health an 
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Constructs Concepts Definition 

  and well-being 

 Physical Health Promotion A concept defined as the process 
that midwives engage in to assist 
women to understand what is 
physiologically normal and what is 
expected to encourage self-health 
promotion. Midwives avoid 
intervention unless risks arise where 
midwives aptly manage or refer if 
medically necessary. 

 Mental Health Promotion A concept defined as a process 
offering emotional support to build 
self-esteem and reduce anxiety 
about transitions. 

Personal Control  A construct defined as a woman’s 
need to feel respected and feel that 
their choices are supported and 
accepted, which facilitates a sense 
of personal control. It includes two 
concepts: Respect & Dignity and 
Participation. 

 Respect & Dignity A concept defined as respecting 
women, her situation and her human 
dignity through acceptance of her 
decisions, her privacy, and individual 
needs. 

 Participation A concept defined as the process of 
how midwives involve women 
through continuous dialogue, active 
listening, offering alternatives, 
informing, and supporting her 
decision-making process. 

Orientation  A construct defined as the process 
of providing women with timely, 
realistic and tailored information. 

 Information A concept defined as information 
and advice that midwives give about 
physical changes, normal processes, 
guidance and preparation for 
deviances, and resources especially 
for labor and birth. 

 Practical Help A concept defined as midwives 
giving useable instructions for labor 
support (i.e., how to breathe),  
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Constructs Concepts Definition 

  breastfeeding, and partner 
involvement. 

Level Three 

Reproductive 
Capabilities 

 A construct defined as multi-
dimensional (physical, mental, 
social, and psychological) 
capabilities. Midwives offer aids and 
competencies to enable each 
woman’s capabilities to have the 
best birth possible. 
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Table 3.2 Definitions of TAM 2 constructs and concepts 50,51,54,55 

Construct Concepts Definition 

Perceived Usefulness  A major construct defined as the 
extent to which a person believes that 
using the system will enhance his or 
her job performance.  

Perceived Ease of Use  A major construct defined as the 
extent to which an individual believes 
that using the tech system will be free 
of effort. 

Intention to Use  A construct defined as the intention to 
use the technology over time. 

Usage Behavior:  
 

 This central construct of the TAM2 is 
formulated by all preceding constructs 
and concepts and is the structured 
endpoint. It has been renamed from 
the original TAM but was left 
undefined, thereby assuming the 
same implicit definition as Behavioral 
Intention/Actual Use in TAM modified 
for use over time. 

 Subjective Norm A concept defined as the extent to 
which an individual’s perception is 
based on important people whose 
opinions the individual values and 
how they approve or disapprove of a 
behavior. Subjective norm, or the 
influence of one’s social group to 
perform a certain behavior, relies on 
the theoretical mechanism of  
“internalization,” or the process by 
which an individual’s perception or 
belief system incorporates the beliefs 
of other relevant individuals.  

 Image A concept defined as how an 
individual is identified within a group. 
Status within that group is elevated by 
executing a specific behavior that is 
“expected” in that group (e.g., using a 
form of technology). The end result is 
that this maintains an individual’s 
power or a favorable presence within 
the group. 
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Construct Concepts Definition 

 Job Relevance A concept defined as the individual’s 
perception of how applicable and 
compatible the target system is to the 
actual job they perform and is 
assessed through the lens of 
compatibility 

 Output Quality A concept defined as an individual 
assessment process about whether 
the technology improves the output of 
their work, which can be compared to 
another means of performing their 
work 

 Result 
Demonstrability: 

A concept defined as the realized and 
tangible results of using the 
technology.  
 

 External Factors A concept defined as a composite of 
the design of the technology, training, 
and software characteristics that 
influence the major constructs. 

 Experience A concept defined as the use of 
technology over time 

 Voluntarism 
 

A concept is defined as the degree to 
which an adopter of technology 
perceives their choice to use 
technology as non-mandatory. It is 
the opposite of compliance, where the 
adopter is required without consent to 
use a technology. 
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Chapter 4 

Virtual Adaptation: CNMs’ Experiences of Telehealth Use:  

A Constructivist Grounded Theory Study 
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Abstract: The aim of this study was to generate theory from data on how certified 

nurse-midwives (CNMs) in the United States use and experience telehealth in clinical 

practice. A constructivist grounded theory approach was used to collect and analyze 

interviews. Nineteen CNMs who serve patients in the 10 census regions in California 

participated in semi-structured interviews from December 2023 to March 2024. 

Interviews and data analysis proceeded in an iterative process. The analysis included 

three levels of coding: line-by-line coding, focused coding, and theoretical coding, using 

constant comparison, memoing, and diagramming. After generating concepts and 

constructs from this process, an overarching theory of virtual adaptation was developed. 

Virtual adaptation is a learning process comprised of modifying and transferring existing 

in-person clinical skills to the virtual environment, including knowledge, behaviors, 

attitudes, and values to telehealth visits. This process directly influences CNMs’ 

perception of telehealth, including whether it is perceived as enhancing connected and 

person-centered care or falls short. As telehealth use continues to be integrated into 

clinical practice, this study offers an initial explanatory theory about how CNMs learn to 

adapt their practice, skills, and values to offer full-spectrum reproductive health clinical 

care.  
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Introduction 

In the United States (US), certified nurse-midwives (CNMs) provide sexual and 

reproductive health care for people throughout their lives.1 CNMs are the largest group 

of midwifery professionals in the US, with 14,084 CNMs number as of August 2023.2,3  

CNMs are advanced practice nurses who are credentialed primary care providers with 

prescriptive authority in all 50 states. CNMs provide a wide range of health services 

(e.g., antepartum, intrapartum, postpartum, and gynecologic care; family planning and 

preconception services; newborn care; treatment of partners with sexually transmitted 

infection; gender-affirming care; treatment of substance abuse; abortion; infertility; and 

primary care).4 CNMs attend 9.3% of total births in the US5 and also care for newborns, 

people from adolescence to beyond menopause, people who choose not to or are 

unable to become pregnant, and people from diverse racial, ethnic, and gender 

identities and sexual orientations.4 Increasingly, CNMs provide these services both in 

person and remotely via telehealth.6,7 

Along with certified midwives (CMs) and certified professional midwives (CPMs), 

CNMs contribute to the profession of midwifery and the practice of midwifery model of 

care, with positive health outcomes for patients and communities in the US.8 Midwifery 

care decreases the rates of cesarean section, preterm birth, and labor interventions and 

increases rates of patient satisfaction, abortion, and vaginal births.8–13 However, many 

states have regulations that limit midwives’ scope of practice and reimbursement 

policies, impeding patient and community access to CNM care.14   

 In most of the midwifery research and theory literature, the CNM role is often 

narrowly focused on the context of in-person care during pregnancy and birth rather 
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than inclusive of the full range of services they provide through the lifespan.1,15,16 

Despite this, current practice trends clearly indicate that CNMs perform primary care as 

well as reproductive health care. For example, a secondary analysis of 7,184 CNMs and 

CMs recertified by the American Midwifery Certification Board between 2016 and 2020 

demonstrated that 55.1% (n = 3956) provided reproductive care, and 38.5% (n = 2763) 

offered primary care services.17 As part of the American College of Nurse-Midwives 

(ACNM) core data survey of members (n=1231) conducted from May through July 2019, 

of those who worked full-time, 76% offered reproductive services, and 49% provided 

primary care.18 Most services were conducted during in-person visits, but many are 

increasingly available through telehealth.19 The shift towards telehealth impacts CNMs’ 

clinical practice for not only pregnant people but all people across ages, gender 

identities, and sexual orientations.4,20,21 Thus, CNMs lack conceptual models to provide 

theory to guide clinical practice when providing full-spectrum reproductive care via 

telehealth. 

Background 

 

In this study, telehealth is defined as patients and providers interacting virtually in 

real-time using synchronous technologies, such as videoconferencing, telephone, and 

text messaging.22 The transition to telehealth for CNMs and other sexual and 

reproductive health providers accelerated in March 2020 as healthcare systems 

decreased in-person visits to reduce the rate of transmission of severe acute respiratory 

syndrome-related coronavirus 2 (SARS-CoV-2), commonly known as COVID-19.7,23 

Specifically, during the federally declared public health emergency, many CNMs were 

reimbursed for telehealth visits at parity with in-office visits and permitted to provide 
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services from any location using phone or videoconferencing.24 Moreover, telehealth 

has enabled compensation for a wider variety of services.24,25 Telehealth is also 

increasingly culturally accepted with the advancement of technology to substitute or 

supplement in-person visits.26,27 As a result, the practice of midwifery is undergoing an 

evolution from almost exclusively an in-person direct care model in private practices, 

birth centers, clinics, and hospitals to a model that is inclusive of virtual care.  

Integration of telehealth in CNM practice 

 

Telehealth has not yet been implemented equitably 28–31 and it remains unclear 

how the continued expansion of telehealth services post-pandemic will impact the 

quality of the care of midwifery services and accessibility for marginalized individuals 

and communities. A recent qualitative study in Colorado explored the views of CNMs, 

perinatal nurses, and patients on synchronous and asynchronous forms of telehealth for 

prenatal and postpartum visits during and after the height of COVID-19. 32 CNMs and 

nurses reported concerns about the experience of diverse patients, in particular those 

who speak a language other than English. 32 However, CNMs and patients cited a 

strong interest in continuing to offer prenatal care to low-risk pregnant people via 

telehealth. Notably, the reported benefits included increased access and opportunities 

for interpersonal connection with patients, reduction of barriers to attending prenatal 

visits, and increased flexibility for both patient and provider.32 

In addition, CNMs' adoption of telehealth for full spectrum care directly 

challenges existing assumptions within midwifery theory. Past midwifery theory has two 

major limitations. First, its primary focus is on cisgender women during pregnancy and 

birth.16 Second, it assumes that midwives share physical space with their patients.16 
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New or updated conceptualization of midwifery practice should describe CNMs’ actual 

clinical experiences of providing a full range of services via telehealth for all patients, 

many of whom are not pregnant. 

Aims 

 This study was conducted to update the conceptualization and description of 

CNM clinical practice to incorporate telehealth. The primary aim of this qualitative study 

was to generate a theory from data, which can then be used in future explanatory or 

predictive research. A secondary aim was to describe how CNMs in the US use and 

experience telehealth in their full-scope clinical practice. Three main research questions 

were posed: 1) how do midwives use telehealth technology in their clinical practice? 2) 

how do midwives experience clinical practice when using telehealth? and 3) how are 

midwives’ experiences similar or different when interacting with patients using telehealth 

technology compared with interacting with patients in person?  

Materials and methods 

Study design 

The study used a qualitative design with a Constructive Grounded Theory (CGT) 

approach to describe and generate a conceptual understanding with data inclusive of 

CNMs’ lived experiences.33 The broad aim of the CGT methodology is to understand 

phenomena as a social reality interpreted with language and action.33 Understanding 

gained through this form of qualitative inquiry is recognized as partial, relative, not 

absolute, and co-created.33 CGT embraces the subjectivity of both researcher and 

participants, integrating it into an interpretive process of the co-construction of 

knowledge throughout data collection and analysis and ongoing reflexivity.33  
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Sensitizing concepts 

As no theory currently exists that explicitly incorporates telehealth into midwifery 

practice, the initial interview guide questions were developed using sensitizing 

concepts.33 Sensitizing concepts in CGT are tentative ideas to guide the initial 

interviews. For this research, sensitizing concepts were drawn from the Hierarchy Model 

for the Means and Targets of Midwifery (HMMTM) and existing technology theory, 

Technology Acceptance Model 2. (TAM2) 16,34 as starting points and relationally 

organized in a proposed theoretical, conceptual framework named the Midwifery 

Acceptance of Technology model (MAT). Key concepts, including trusting relationships, 

perceived usefulness, job relevance, and results demonstrability, were identified and 

extracted from the existing midwifery model and the existing technology theory.16,34 

These concepts were then modified for midwifery telehealth practice, resulting in key 

sensitizing concepts, including appropriate use, mutual satisfaction, concordant care, 

valued interaction, and improved quality of care (See Table 4.1 and Figure 2.4). These 

concepts assisted with the framing of questions in the study’s initial interview guide. 

MAT centers the context of full-scope reproductive health services where CNMs 

offer care via in-person and telehealth to diverse populations whose sexual and 

reproductive health needs and desires vary. The MAT conceptual framework is 

informed by Ross (2017) principles of reproductive justice and the rights to bodily 

autonomy, underpinning the objective of midwifery practice to support humans in their 

sexual and reproductive health decisions. In MAT, midwifery practice is defined through 

a reproductive justice lens as a multi-dimensional (physical, mental, social, and 

psychological) decision-making process where midwives offer knowledge and support 
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to people as they choose what is best for their lives and well-being.35 Central tenets 

from HMMTM and TAM2 are also integrated into MAT. 

Study setting and recruitment 

A purposive sample of CNMs was recruited online until saturation of analytical 

categories and theoretical sampling were reached. Midwives in the sample differed in 

the type of practice setting and professional experience. The rationale for the sample 

size and demographic variation was to ensure that the quality of the data was rich for 

analysis and included sufficiently varied perspectives.36 As data collection and analysis 

progressed, theoretical sampling was introduced. The final sample size was determined 

once no new information was heard during interviews and no new findings were 

identified using constant comparison analysis.37 For theoretical sampling, additional 

participants were recruited to ensure geographically and racially diverse viewpoints.38,39 

 CNMs were recruited through professional networks and associations, referrals 

from clinicians, social media such as Facebook/Instagram/Threads, newsletters, and 

direct email. A QR code and tiny URL directed potential study participants to an 

eligibility survey on the secure website for Research Electronic Data Capture (REDCap; 

Nashville, Tennessee) and electronic data capture tools hosted at the University of 

California, San Francisco.40 The lead researcher reviewed and confirmed enrollment 

criteria prior to the interview.  

The interview research information sheet was emailed at the confirmed meeting 

time and read again to each participant prior to commencing interviews. Participants 

verbally consented to participate in the study at the time of the interview. Participants 
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received a $100 gift card for each interview in partial acknowledgment of their time and 

effort and were asked if they would want to read over any quotes prior to public use. 

Inclusion criteria 

The inclusion criteria for the study were CNMs who spoke English, were age 18 

or older, and had provided reproductive healthcare via telehealth for at least one year. 

In addition, all participants were required to have current or prior experience within the 

last ten years with in-person care.  

Data collection 

 Semi-structured interviews were conducted via Zoom video conferencing (San 

Jose, California). All interviews were audio recorded with the participant’s permission. 

An interview guide with prompts was used at each interview. Questions were revised or 

removed from the interview guide using categories identified from the analysis of initial 

data to guide the subsequent interviews. 

 The topics for the first set of interviews focused on each participant’s experience 

of telehealth. The interview began with broad questions about their experience 

practicing midwifery and then advanced to their use of telehealth. The interview guide 

included questions representing the following domains mostly derived from MAT: 

professional and perceived mutual satisfaction, job relevance, appropriate use, 

provider-patient relationship, concordant care, valued interaction, and improved quality 

of care. The interview guide is shown in Appendix A. Conceptual and reflexive memos 

were kept throughout data collection and analysis.  

Data analysis 
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The transcripts of the interviews were professionally transcribed verbatim by 

human beings, not by artificial intelligence (REV, Austin, Texas). In accordance with 

CGT methodology, data analysis was conducted concurrently and iteratively as data 

were collected through coding, reflexive and analytical memos, and visual 

diagramming.33 A three-level coding approach was used. Initial line-by-line or phrase-

by-phrase coding used gerunds to represent the meaning and action of the participants 

more closely.33 Coding analysis was completed using Atlas.ti software (Berlin, 

Germany). Codes from each transcript were compared to previous transcripts to begin 

the process of refining the codes.33,41 Using spreadsheets and diagrams, focused 

coding proceeded, allowing the initial codes to be elevated or discarded, sorted, 

grouped, and then summarized.33 The transcripts were re-read and analyzed using the 

focused codes.33,41 These codes were defined and condensed into a codebook.42 

Focused codes were grouped and sorted into more specific categories.33 

Analytical memos were kept to track and connect direct quotes and codes to 

concrete concepts during this coding phase.33 Visual diagramming and tables were also 

used to organize and understand linkages of focused codes to advance to theoretical 

coding. By grouping and cross-referencing memos and diagramming, relationships 

between codes were clarified, and core conceptual categories were developed 

inductively with the data.33  

Data analysis occurred iteratively with interviews to refine theoretical sampling 

and interview questions.33 As data were collected, the sensitizing concepts were 

replaced with emergent concepts. The MAT concepts became less central as more 
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conceptual areas of interest informed by the data were processed in an iterative 

process of constant comparative methods.33  

Experts in qualitative methods and midwifery were consulted throughout for 

guidance on the methods, processes for data collection, and conceptual analysis.43 A 

summary of findings was sent to all participants for review and comment to invite 

assistance with confirming or refuting early analysis.33 

Ethical considerations  

There were limited ethical considerations for this research. However, risks did exist 

for participants. Participants were asked to reflect and share their experiences of work, 

which can provoke associated frustration, anxiety, stress, or other negative emotions. 

Participants were informed that they could ask questions, skip questions, not answer, 

pause, or end an interview at any time and for any reason.  

To ensure privacy, the participants were informed that their responses would be 

handled with confidentiality and kept on a secure server. Names and references to 

workplaces were removed from the transcripts and replaced with pseudonyms. This 

study was deemed exempt by the Institutional Review Board at the University of 

California, San Francisco (23-40058). 

Rigor and reflexivity 

Trustworthiness in qualitative research consists of credibility, transferability, 

dependability, and confirmability.44,45 Credibility can be established through member 

checking.45 Member checking occurred in multiple ways. During interviews, the lead 

researcher engaged in active listening and repeating back to the participant to clarify 

interpretation46 Every participant was offered an opportunity to review their transcript 
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and return it with comments or changes. Three transcripts were requested but none 

were returned. A summary of conceptual findings was sent to all participants to provide 

feedback about whether their perceptions of telehealth were reflected or not; one 

responded positively and affirmed the findings. Four participants requested to review 

quotes and two desired copies of future publications.  

Dependability was accomplished by sharing and revising a detailed research 

study proposal beforehand with experts. Specifics included the creation of an interview 

guide and focused codebook. The process was documented in shared research folders, 

including memos, diagrams, coded transcripts, the interview guide, research checklists, 

and timeline, and shared coding through Atlas.ti version, 24 (Berlin, Germany). 45,47 

Using direct quotes and thick descriptions in the findings, other researchers are able to 

determine the transferability of this study to different contexts.45,47 Confirmability 

ensures bias is minimized throughout the study.45,47 The lead researcher (BG) met 

regularly with second and senior authors to discuss design, recruitment, data collection 

process, and findings. She also provided email updates with focused codes and early 

findings to all the authors. 

The positionality of the lead researcher as a CNM, a telehealth user, and a 

female PhD student was acknowledged and assessed continuously for how her views 

influenced participant encounters, data collection, and analysis. None of the participants 

interviewed were previously known to the lead researcher/interviewer. Participants’ 

pseudonyms were chosen to honor her relatives and ancestors, past and present, who 

encouraged her to challenge assumptions, inquire deeply, and remain curious about 

and learn from differing perspectives. After the interviews, she reflected on what went 
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well, what fell short, and how her pre-existing attitudes and perspectives influenced the 

data collection and analysis. Through this ongoing active reflexive process of 

examination of positionality, through memoing and with guidance from qualitative 

research experts, she tried to overcome her own existing assumptions to better 

understand how and where her positionality affected the research.33,45 

Results 

 There were 19 participants in the final sample. None declined to participate or 

dropped out of the study. Characteristics of participants by age, years in practice, and 

type of practice are described in Table 4.2. All participants identified as female, their 

ages ranged between 30-63 years, and their professional experience ranged from two 

to 24 years in various clinical settings. Interviews ranged from ranged from 27 to 65 

minutes. The participants identified racially as White (n=15), Black (n=1), 

Hispanic/Latina (n=1), and Mixed race (White/Asian and White/Hispanic) (n=2). Their 

self-identified sexual orientation was heterosexual (n=16) and bisexual/queer (n=4). 

Participants reported caring for patients from rural (n=5), suburban (n=7), and urban 

(n=13) populations, and they provided care for patients in all ten regions in the 

California census.48  

 Participants offered the following services in their clinical practices: family 

planning (n=16), gynecology (n=17), prenatal/antepartum (n=16), intrapartum (n=11), 

postpartum (n=15), abortion (n=9), and transgender care (n=4). However, not all 

services were provided via telehealth. Participants’ clinical focus also varied, from 

reproductive health care generalists to a higher degree of specialization, including 
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abortion (n=1), menopause (n=2), infertility (n=1), gender-affirming care (n=2), 

vasectomy counseling  (n=1), and pregnancy and birth (n=3).  

The models of care identified by each participant were grouped as 

midwifery/person-centered (n=11) and collaborative/medical (n=8). One participant was 

in the process of establishing a telehealth company at the time of the interview, while 

another participant had recently discontinued her independent telehealth practice. Most 

participants used telephone and videoconferencing either as part of a health 

organization’s electronic health records system or a separate software package (n=11), 

while some used stand-alone videoconferencing systems (n=4) or telephone (n=4). 

Participants also reflected upon the use of telehealth in prior employment settings with 

differing modalities when sharing their experiences. The decision about whether a 

clinical visit would occur in person or by telehealth was often determined by the clinic 

management team, insurance reimbursement, or patient preference. The types of 

insurance accepted by CNMs were private (n=12), Medi-Cal/Government (n=16), and 

Health Maintenance Organization (HMO) (n=4).  Participants received no clinical or 

technical training (n=14), minimal training to use the technology (n=3), or more 

extensive telehealth training for clinical practice integration (n=2).  

Theory development 

 The core concepts and constructs were derived inductively from data provided by 

the participants during interviews. They were developed through the analytical process 

described above. The linkages were completed with visual diagramming and memoing. 

Two major constructs emerged from the analysis: enhancing or disrupting responsive 

care and connectivity and virtual adaptation. The first construct is a composite of three 
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concepts: offering more connectedness, promoting person-centered care, and falling 

short but better than nothing. The second construct, virtual adaptation, is comprised of 

the concepts of modifying clinical routines, relying on interpersonal skills, and aligning 

midwifery values to telehealth. Two examples are presented in Table 4.3 and Table 4.4 

to illustrate how concepts were developed. Constructs and concepts are defined below 

with supporting quotes from study participants. An explanation of the relationship 

between the constructs and the overarching theory concludes the findings.  

Enhancing or disrupting responsive care and connectivity  

 The first major construct is enhancing or disrupting responsive care and 

connectivity. This construct describes how telehealth is experienced as strengthening or 

weakening how CNMs connect and provide responsive care for their patients across a 

broad spectrum of sexual and reproductive health needs. Figure 4.1. shows the 

relationships among the construct and its constituent concepts: offering more 

connectedness, promoting person-centered care, and falling short but better than 

nothing. Each concept is delineated below, including descriptions of the sub-categories 

and illustrative quotes from the interviews.  

  Offering more connectedness  

 The first concept, offering more connectedness, is a composite of two sub-

categories that emerged from the data: enhanced communication and promoting patient 

and provider agency. It describes CNMs’ experience of telehealth as allowing them to 

offer more connectedness than they would otherwise if confined to a “brick and mortar” 

clinical space, clinic routines, visit norms, and time expectations. “And we learned we 
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could give good care; we could give good care over the phone. And that was by talking 

and relating and connecting.” Flora  

 Enhanced communication 

 Enhanced communication was described by participants as a way to stay 

connected with patients and be a supportive presence while not physically being there. 

Telehealth via phone and videoconferencing fostered the CNMs’ ability to stay in direct 

and ongoing contact with patients. It permitted CNMs to check in, track progress, 

coordinate care efficiently, and formulate a mutually agreed plan with patients. 

Enhanced communication was perceived as particularly important for midwives to 

remain in contact during an ongoing or evolving change in health, such as during 

pregnancy, miscarriage, sexual dysfunction, medical abortion, menopause, infertility, 

early labor, prior to and after procedures, or with postpartum depression. Enhanced 

communication allows CNMs to remain responsive and involved in the progression of 

the patient’s health status. For example, Ruby described using telehealth as a way to 

stay engaged with a patient who had a chronic condition. 

“One patient in particular comes to mind. I've never actually met her in person, 
but we've only done telehealth visits and it's been about low libido. So, we've 
been trying to work through what it is. We've just been trying to figure out meds 
for her.”  Ruby 
 

Another participant, Daphne, explained the ease and efficiency of using telehealth for 

abortion care to enhance communication for complex care coordination while the patient 

remains at home, highlighting the convenience for the patient and the importance of 

respecting the patient’s time. 

“We're able to step in and make a multidisciplinary multi-day plan while that 
patient is still in the place that they live. And then when they come to the place 
that they need to physically be to receive the care that they need, that everything 
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is lined up. And when they're physically there, their time is respected and then 
they can go home and they get their follow-up by phone and not have to make a 
three-hour drive to have an ultrasound and labs and then go back and then wait 
and come back for their operative day and then drive another three hours or six 
hours round trip to have a follow-up appointment that did not really need a 
physical exam. So, I feel really good about it.”  Daphne 
 

Helen explained how she has a greater ability to collaborate more thoroughly with 

patients through telehealth to create a more meaningful and mutually agreed upon plan, 

focusing on shared decision-making. 

“I'm just thinking with women, having a conversation, you're facing the person, 
you're not that far away. You have time to listen. You have time to think it 
through, and really... Well, I mean, work together on a plan that's really going to 
work for her rather than just top-down telling her what to do and what you, as the 
expert, have decided she should do.” Helen 
 

 Enhanced communication was also experienced with the use of telehealth 

because it created a greater sense of flexibility in how CNMs perceive time compared to 

in-person visits. Using telehealth, midwives had a greater ability to directly access, 

educate, and counsel their patients. They gave more attention and time while also 

answering short yet relevant questions, supporting patients in their daily lives. For 

example, Edna perceived having more time to educate and deepen her engagement 

with patients. 

“I'm not rushed. I feel like I sometimes provide better quality of care only because 
I'm explaining things maybe more thoroughly or in a way that I know the patient 
genuinely understands. So, when it comes... And again, I know I keep talking 
about fertility, but even in family planning, a lot of, I would say women, regardless 
of their age, don't know a lot about their body. And so, when I start to explain 
simple biology, it is something that people want to engage in conversation with 
because nobody has ever talked to them about it. And when I am in a telehealth, 
I do feel like I just have more time.” Edna 
 

Zoe reported how she checked in more frequently and gained direct access, which 

increased informal encounters and her sense of connectedness. 
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“I feel like I do more follow-up, almost once I've called them, then I can just call 
them again quickly, like, "Oh, let me check on that. I'm going to call you back." Or 
there's just a more casual line of communication that's been opened, and maybe 
I'll call them again when I'm working next. Or I kind of maybe have a more 
informal follow-up with people over the phone because I know I can just access 
them really quickly and that we've already opened up that line of communication.” 
Zoe 
 

Mary described newly found flexibility using telehealth, which allowed her to re-schedule 

patients more efficiently while being mindful of their time and hers. 

“I had two patients no-show in the morning and so I had time to call them real 
quick, and they all wanted to talk early in the morning. So that sort of flexibility is 
a lot easier on the phone than in person when we're having to make people wait 
and move things around.” Mary 
 

 Promoting provider and patient agency 

 

 Midwives experienced telehealth as a way to increase agency for patients and 

themselves. By integrating telehealth visits into their existing in-person visit schedules, 

CNMs perceived having more control over how they utilized their time. Spirit explained 

how the flexibility of telehealth enabled her to find time in her day to fit a patient into her 

fully booked schedule.  

“if our schedule's full, but we do want to kind of go over something with them, 
then we'll say, okay, we can get you in for a telephone visit. Then it's a little bit 
more flexibility as far as in between patients, we can kind of squeeze you in.” 
Spirit 
 

Zoe shared how she was able to control the patient flow by rearranging the order of her 

schedule to be more efficient and flexible.  

“I love it. I mean, I also like too that I can pad my day a little bit. If I see I have a 
telephone visit at 10 o'clock, but I'm finished with an appointment or someone is 
getting roomed, it's also nice for me as long as it works for their schedule and it 
doesn't always. But the start time is a little bit more flexible and I can like, oh, 
okay, I have a Nexplanon removal and reinsert and I have a telephone visit right 
after. I'm going to try to call my telephone visit and see if she can take the call a 
little earlier. Then I can have a little bit more time for that appointment. It also 
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gives me a little bit of flexibility in my day, which you have to be careful that 
you're respecting the time that people set aside for their phone visits and that you 
adhere to that time as much as possible. But there is some possibility for 
flexibility in my clinical day, which can be really nice if I problem-solve it 
correctly.” Zoe 
 

 CNMs perceived a greater sense of control over their work-life balance when 

working from home. Edna explained how she felt more at ease and less rushed, 

enabling her to better accommodate other responsibilities outside of work. 

“I just save time in my own life. I don't have to worry about drop off and pick up 
with my kids. I don't need to worry about those other extra things in life. And even 
just taking that one thing off my plate gives me better mental space and more 
mental clarity for my day. Sometimes I'm rushing to get out of clinic so I can go 
pick up my kids. You know what I mean? And not having to worry about that one 
thing gives me more space in my day.” Edna 
 

 CNMs also viewed that patients gained agency by having a telehealth option. 

Amanda acknowledged the importance of patient agency, describing the need for both 

telehealth and in-person visits so that patients ultimately decide which is more doable 

for their circumstances. Yet Amanda also set limits on patient agency, prioritizing the 

need for patient safety. 

“I think having all three options [in-person, telephone, and video-conferencing] 
and letting patients choose as far as safety allows is a little empowering. I mean, 
that's maybe a strong word, but it feels important for patients to have that choice 
and those options. Because some people don't have transportation, some people 
don't have internet. Some people are juggling too many things and just can deal 
with an earbud.” Amanda 
 

Zoe reflected on how telehealth granted patients agency by enabling patients to decide 

what is optimal for them. Telehealth use shifted the direction of care by having providers 

come to patients rather than patients stepping away from their responsibilities to come 

to a facility. 

“I really do like that the telehealth appointment gives people another option to get 
care and connect in a way that actually makes sense for their life. And that it's 
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more meeting them where they're at rather than having them come to me. It's 
like, let me come to you. That feels very midwifery to me to be able to go into 
someone's life when it makes sense for them.” Zoe 
 

Edna perceived telehealth as creating a patient-centric alternative space, which was 

more comfortable and conducive than discussing sensitive topics in a clinic setting.  

“I had a 13-year-old walk into clinic, or I think mom or boyfriend is in a parking lot. 
I could tell she was just so visibly uncomfortable. And if she could have just been 
on her phone and just wherever she was, I think she would've been more apt to 
just be super honest, not uncomfortable. It would've brought her anxiety about 
birth control down. It would've just felt like a much easier conversation instead of 
feeling like you're pulling teeth.” Edna 
 

Flora explained the lack of agency that previously existed when in-person visits were 

deemed the only form of care available. 

"’No, I'm sorry honey, you got to come in. That's just the way it is.’ And when in 
fact you actually can do that, you can meet some people's needs.” Flora 
 

Daphne reflected on her own preconceived notions of privacy and deferred to the 

patient, knowing best where to receive care.  

“I have had virtual visits with people who I can hear they're on the bus. I would 
think that that's not a place that they could speak freely, but it's not for me to 
decide. It's the person themselves telling me this is the best time for me.” Daphne  
 

 A greater sense of agency for both providers and patients was conditional on 

supporting the patient’s preference and having patients opt-in to telehealth versus it 

being compulsory. Zoe explained why catering to patients' preferences and giving them 

a choice mattered. 

“I think that when it's imposed upon patients and they do not have a choice to be 
in person, I don't think that that's good use of a telephone visit. But I do think for 
people who... That it just accommodates people's life circumstances in a very 
different way. They have a sick kid, they're sick themselves, they don't have 
transportation, they don't have childcare, all the things, they have conflicting 
appointments, they can't make it across town. I think it's just when it's the type of 
appointment that the patient wants and not imposed upon them that it can just 
really meet their need in a different way.“ Zoe 
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 CNMs supported patient preference yet remained cautious about the acuity, 

urgency, and safety of the patient’s health concerns. CNMs experienced limitations due 

to their practice setting, which sometimes determined what services and patients were 

automatically triaged to telehealth. When telehealth was mandated, the majority of the 

CNMs experienced using telehealth as preventing them from meeting the needs of the 

patient adequately. Elizabeth expressed frustration with automatically triaging patients 

for telehealth visits and removing their agency to decide what care is best for them. 

“Probably because we don't let patients choose what they want. And so a lot of 
patients are already getting something less than what they think that they want. It 
is perceived, telehealth, at least for the patients that I ... It's considered, I think, 
lower quality care for some reason. Less personalized, that kind of thing. So it's 
seen as not getting really good attention or care. And then when they feel like 
they should have been seen in person, it's like God, You know what I mean?” 
Elizabeth 
 

 Offering a pathway towards more person-centered care  

 

  The concept of offering a pathway towards more person-centered care consists 

of two sub-categories: interacting with patients in their lived environments and leveling 

the playing field. With telehealth use, patients possessed increased control of the 

parameters of telehealth visits (i.e., location, length of visit, attendees, and decreased 

waiting times) compared to in-person visits, where the needs and routines of the 

provider and clinic were paramount. Telehealth use removed the formalities of the clinic 

setting, and CNMs could gain valuable insight into other dimensions of patients’ lives to 

offer better support and care. 

 Interacting with patients in their lived environments 

  

 CNMs experienced telehealth as a way to contextualize patients within their lived 

environments to better understand their health challenges and support systems. They 
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gained insight into patients’ life circumstances, broadening their own understanding and 

awareness of patients’ experiences of home, work, family, and community. In addition, 

telehealth use was perceived as normalizing common methods of communication that 

people use to interact and maintain connection. Mary reflected on how services and 

community were discovered online, and for some, telehealth felt safer than visits to a 

clinic, providing person-centered care that aligns with their technology use.  

“Or they are not ‘passing’ yet or whatever, and they feel embarrassed about how 
masculine they look, and they don't want to walk past the protestors that are 
outside our clinic. I think safety is a big part of [telehealth use], and especially I 
think a lot of people in the transgender community have a lot of resources that 
are via the internet, and the computer, and the phone, and so we just get to be 
another extension of that. A lot of them, because we talk about their communities 
and their support people in their visits, and I hear a lot of them say that they have 
online support communities that are very important to them.” Mary 
 

Lina described how telehealth allows her to observe her patients’ lives more fully and 

center her patients by facilitating care with commonly used technology.  

“We want to see who they are in their family, in their life, in their community. And 
with video visits, I literally can do that. I can literally say, okay, this is the room 
you live in. This is the home you live in. This is the car you live in. Maybe you 
have 15 family members running in and out of your video. It really provides me 
with a much more visual context of the patient's lived reality.”…“But even with my 
patients who are undocumented and living 20 people in a house, [telehealth] was 
not an issue. This is already a technology that people use for their private lives, 
their social lives to communicate with friends and family. How do we make it easy 
for people to do so for healthcare?” Lina  
 

Jessie explained how patients used the internet to connect and find health information. 

She expressed that it was preferable to meet up using telehealth to receive real-time 

guidance from her rather than going online to find opinions,  

“But if we think about how people connect nowadays, it's all Facebook groups 
and TikTok. It's all things that are online anyway, so I'm like, "Why not make it 
live with someone who could help guide them [re: breastfeeding] instead of just 
these online forums where people are just giving opinions.” Jessie 
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Edna described how youth may be more comfortable receiving care via telehealth than 

in person, reducing anxiety and fear associated with being in person. 

“Young people in their teens and twenties, technology is another arm for them, 
and they don't want to have to go into a clinic if they don't have to either. And 
honestly, I think connecting with a young person on technology, I feel like almost 
makes it feel less scary.” Edna 
 

 Leveling the playing field 

 

 CNMs experienced telehealth as a way to provide care outside the expectations 

and constraints of a clinic. It shifted the role of the CNMs from authority figure to 

collaborative partner in meaningful ways, disrupting traditional medical hierarchies. 

Telehealth use was perceived to increase the level of patient comfort since patients 

determined where the visit took place. It was viewed as prioritizing and being respectful 

of the patient’s time by decreasing travel and wait times when compared to in-person 

visits. For many people, telehealth made care possible. More than just convenient, it 

relieved systemic challenges to accessing a clinic, removing the need for childcare, 

transportation, and time off from work. Telehealth options were perceived as alleviating 

the harms and limitations of in-person care that negatively impact patients while also 

combating the stigma of non-compliance and missed visits. Betty spoke about how 

conducting telehealth over the phone shifted the power dynamic between the provider 

and patient prescribed in clinical settings.  

“Over the phone, it's their space. They're in their space, they're talking, they're 
telling you, and so some of that power dynamic can shift over the phone that you 
can't get in the clinic where they're naked, they're looking at you, they're in this 
sterile, bright room. So, in some ways, I think you get more authenticity over the 
phone because the patient's probably more comfortable.” Betty 
 

Flora outlined how using telehealth made care possible to overcome clinical, social, and 

systemic barriers to care. 
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“And then for our patients that are marginally housed or substance using, we 
basically just want to take what we can get with them. The clinic system is not 
made for people who have a hard time getting in. So obviously sometimes they 
show up 15 minutes late and I'm like, "I will see them anytime. Just get them in." 
And the front desk is like, "You're 15 minutes late. I'll have to see if you'll be 
seen." And I'm like, "No, no, don't do that." So, telehealth for those people where 
we could just call them and they didn't need the reminder calls and the who's 
going to drive you and maybe they've forgotten about it, maybe they're too busy 
doing something else. That was wonderful because we could catch them 
anywhere and complete a visit that we needed to do with them.” Flora 
 

Similarly, Rebecca perceived telehealth as necessary, relieving systematic barriers and 

providing a more person-centered option. 

“Because again, sometimes you just can't get into the clinic. There's barriers, 
especially with the public transportation. There's barriers ... Time restraints. 
People have to work. Our migrant workers, they work really long hours in the 
fields. Sometimes it's very hard to get into the clinic. And we had Saturday hours 
once a month. That's not enough. For only half a day and only two providers, so 
that's not enough appointments. So, it's just really, really hard for some people to 
get into the clinic. And I think it's not the end all be all of care, but at least it is a 
way to bridge the gap between no care and being able to connect with people for 
care.” Rebecca 
 

Zoe compared her practice prior to telehealth when patients who missed appointments 

were dismissed as delinquent, to her practice with telehealth, where she was able to 

give people the benefit of the doubt that they missed their appointments for legitimate 

and logical reasons.  

“Yeah, telephone visits were not a thing before COVID. And we just kind of had 
this idea of just like, well, they no-showed and they no-showed. And then people 
get labeled as noncompliant or lapse in care or you get all these labels on you for 
not coming to your appointments. But there's a lot of reasons why people can't 
come to their appointments.” Zoe 

 

 Falling short but better than nothing 

 

 The concept, falling short but better than nothing, emerged from CNMs’ 

experiences of telehealth as interfering with their ability to care for and connect with 

patients while simultaneously supporting it as an alternative for those unable to access 
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in-person care. Telehealth use was perceived by some as sub-optimal, impersonal, and 

less professionally satisfying, yet at the same time, filling a critical gap in access. The 

duality of this experience of telehealth provoked anxiety about missing essential clinical 

data or overlooking highly acute situations. 

 Failing to meet their own and patients’ needs 

  CNMs continued to value in-person interactions. Some CNMs viewed telehealth 

visits as a deficient and suboptimal form of care, whereas others enthusiastically 

endorsed its use, increasing the quality of care. Those who had significant concerns 

about using telehealth were worried about making errors or missing key data. Being 

physically present was prioritized to fully observe and interpret body language, non-

verbal cues, and patients’ reactions. Some CNMs expressed concerns about whether 

telehealth delayed care, which may have been managed more efficiently in a clinical 

setting. Interactions with telehealth were at times perceived as impersonal, less 

gratifying, and more transactional, weakening a sense of connection with patients. 

Some midwives felt they were unable to meet the needs of their patients if an in-person 

visit was desired. Also, telehealth was deemed inadequate for highly acute health 

situations, patients who spoke languages other than English, and those who lacked 

access to an internet connection. For example, Amanda described her worry about her 

colleagues missing information via telehealth. 

“I do worry that if clinicians are not super mindful of or deciding, well, does this 
really need to be seen in person for some physical things; then we could miss 
some stuff there. Just because not every person is going to be great at 
describing things clinically. But overall, I think it's probably a good thing to have 
access.” Amanda 
 



 

119 
 

 She also shared how she experienced telehealth as a harm-reduction approach that 

served a purpose.  

“Yeah, I think it's very possible that they're... Depending on the people, some 
access is better than no access. Almost like a harm reduction type thing, people 
who wouldn't have otherwise accessed care are going to benefit from where they 
would have otherwise. And then some people, I think, probably will have slightly 
poorer outcomes than they would have if everything else was perfect and they 
were able to be seen in person. But again, some access is better than no 
access.” Amanda 

 
Elizabeth detailed concerns about safety when timely health matters are triaged to 

telehealth against patient and provider preference. 

“And a lot of those urgent visits where people are urgently needing help get 
booked via video, and it's usually not something that can be well evaluated over 
the phone. I really can't think of any real positive experiences, but what happens 
to me almost on a weekly basis in that clinic is someone is having a problem. 
They wanted to be seen. They were offered this instead. So, they're already like, 
‘No. I want to be seen. I'm having this problem.’” Elizabeth 

 
Zelta perceived a difference between how it felt to be together in person compared to 

connecting virtually. 

“I think in person, it's a little different just 'cause they can see it's just us two. And 

I feel like it makes it a little bit easier for us to open up. 'Cause it just feels more 

personal and it feels like we're there together, we can discuss things. I can help, I 

can be physically available too if needed versus tele-visit. I don't know. 

Sometimes, something just feels impersonal about it for me.” Zelta 

 

Spirit discussed the lack of connectedness while perceiving telehealth visits as 

adequate. 

“I think it's just sometimes the little bit of that personal connection that they may 
feel of just being in the same room with you or that physical connection is what 
sometimes is lacking, not necessarily the quality of the care that they're 
receiving.” Spirit 
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Virtual adaptation  

 Virtual adaptation, the second construct, emerged from interview data that 

described the ongoing process of adapting midwifery care to telehealth. It was defined 

as a reflective learning process of transferring, modifying, acquiring, and discarding 

clinical and interpersonal skills, knowledge, behaviors, and values. To provide 

responsive care remotely, CNMs consciously adjusted their existing clinical practice. 

Three concepts comprise the construct of virtual adaptation. The concepts are 

modifying clinical routines, relying on interpersonal skills, and aligning midwifery values 

to telehealth, see Figure 4.2. Notably, the majority of CNMS adapted their clinical 

practice to telehealth on their own without evidence-based clinical guidance or any 

formal training. “I feel like there wasn't really training for [telehealth]. It's just kind of 

learning on the go.” Spirit   

 Modifying clinical routines 

 Modifying clinical routines is defined as CNMs deviating from their in-person 

clinical approach to adapt to telehealth. Conducting telehealth visits compelled CNMs to 

diverge from their previous training and practice protocols designed for in-person visits. 

For instance, CNMs reevaluated the relevance and timing of physical exams, point-of-

care tests, and vital signs. Ruby explained how she modified and adapted her clinical 

practice for telehealth use from how she provided in-person care.  

“I find that I don't often need to do a physical exam for a lot of birth control. Even 
a young teenager who wants an IUD I don't necessarily need to do a pelvic exam 
before I insert an IUD unless it's at the time of the visit. So if it's just counseling, I 
find that if we're just talking about things, there doesn't need to be a physical 
exam, then telehealth is perfect for that.” Ruby 
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Mary adjusted her practice for the diagnosis of common vaginal and sexually 

transmitted infections for telehealth by relying less on external tests and strengthening 

her medical history-taking skills, perceiving how the change improved the quality of 

care.  

“So I do think history taking is extremely important, and so telehealth sort of 
forces you to rely on that a little bit, which sometimes can accidentally increase 
the quality of care. You're sort of probing more for an answer rather than relying 
on your test. And so I think sometimes, getting to the bottom of things and feeling 
like I have to solve a puzzle a little bit is more over telehealth. While it's easier to 
say, "Your wet mount had a lot of white blood cells on it, let's treat you for 
cervicitis and just wait for STI testing," versus them saying, "I've been having a 
lot of itching and burning," and us being able to say, "Okay, well have you tried 
this? What actually have you been using? Okay, when did this start?" I don't 
know. I just feel like the history-taking aspect can actually improve the quality of 
care because you're forced into only that with telehealth.” Mary 
 

Paula realized that using telehealth permitted her to disrupt the standard order of clinical 

operations that exist for in-person encounters, where imaging and labs are ordinarily 

ordered after physical exams. By reversing the order, she was able to gather more 

information initially to make the subsequent in-person encounters more pertinent and 

efficient. 

“If a person has pelvic pain, and I know that I can't see them soon or at a time 
that works for them, but I know I need an ultrasound done at some point, I'll order 
the formal imaging and maybe they can get that done before our in-person 
appointment. So at least once we see each other we can discuss it and talk 
about.” AND “I'm still interested in what healthcare is going to look like because 
I'm just like, We can do so much via phone. You don't have to come in for me to 
order your pelvic ultrasound. Go get an ultrasound first." Paula 
 

Lina commented on how she questioned her training about the relevance of a bimanual 

exam before ordering an ultrasound and diagnostic labs and how telehealth allowed her 

to rethink how she manages gynecology issues.  

“So I'd say that's an atypical video visit, but one that I actually think works 
surprisingly well. Things like heavy bleeding, painful periods. I think we often 



 

122 
 

really were like, well, we have to do a bimanual exam. And it's like, well, why? 
What is the bimanual exam going to tell me for pelvic pain potentially? If I'm still 
going to order an ultrasound, if I'm still going to order all these tests, and I'm 
going to manage based on the tests, not on my exam, yes, maybe I can feel like 
an enlarged uterus, or maybe I feel an enlarged ovary, but I'm still going to order 
imaging to confirm that.” Lina 

 
Daphne explained how she learned to modify her systematic approach to interacting 

with patients for telehealth by relying more on patients’ responses.  

“There's this learning curve, and when you're new to telehealth, you're worried 
that it's so scrambled. You don't have your normal flow with patient interaction, 
like your introduction, your rapport building, your physical assessment. And so at 
some point you have to get really good just at making a head-to-toe assessment 
with your questions because patients... It's not always the case, but in most 
cases, patients are really good at being able to tell you head to toe what is going 
on.” Daphne 

 
 Relying on interpersonal skills  

 The concept of relying on interpersonal skills was defined as CNMs sharpening 

their interpersonal skills to care for patients remotely. The CNMs described making a 

conscious effort to verbally communicate with patients and to rely less on direct 

observation and touch. Video technology provided some visual cues and the ability to 

detect body language, more so than phone but less than in-person visits. The 

importance of speaking slowly, creating opportunities for patients to speak, asking more 

detailed questions, remaining conscious of tone, humor, and hand and face gestures, 

and using a more casual and slower style of speaking were cited as ways CNMs 

adjusted their practice.  Listening, responding, and ensuring time and space were 

allotted in the conversation for patients’ questions were also noted. CNMs identified 

specific techniques for telehealth, such as recapping the conversation, vocally affirming, 

repeating the patient's words, asking the patient to teach back, and encouraging 

questions and concerns. While many of these strategies CNMs used during in-person 
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care, they became more dependent on them during telehealth visits. Notably, CNMs did 

not always specify which techniques they used for which telehealth modality, blurring 

which approaches they used for video versus audio-only encounters.  

 Without being physically present to see and interpret her patient’s affect and 

demeanor in telephone interactions, Phyllis relied more on her listening skills to detect 

the nuisance and tone of her patients’ verbal communication. For in-person visits, she 

observed the patient’s posture, facial expressions, and body language. She found this 

clinical adaption for audio-only telehealth more conducive to promoting shared decision-

making, a valued tenant of midwifery. 

Telehealth is, I can't set the tone of the room in the same way, and I can't pick up 
on... There's not a whole lot of body language or information about the person's 
body if I'm just looking at their face. But I can still hear stuff from their voice, like 
how they're doing. You can hear whether someone's stressed or relaxed from 
their voice. And then, of course, there's no clinical piece. So it's more just hearing 
what their concerns are. It's great in terms of doing a really focused history and 
really focusing on what the plan is, and I feel like we can do really great shared 
decision-making. It's great for a really focused conversation.” Phyllis 

Betty adapted her practice to demonstrate empathy and respect by affirming her 

patients' concerns verbally, adjusting her tone, and repeating what she had heard. She 

deliberately slowed her pace to create a conducive atmosphere.  

“So being really gentle and warm, and just listening a lot and not rushing a 
patient, saying something like, "It sounds like you have really been struggling 
with this," or the high empathy of repeating back what you're hearing. Am I 
getting this right? Just making sure that that power dynamic is as close to even 
as it can be so that that patient feels like, okay, I'm going to be heard now.” Betty 

Mary consciously employed a variety of techniques to convey to her patients that they 

could speak freely and would have her full attention, creating space for them to share. 

“It's hard to tell by the way I'm speaking right now, but I consciously try to speak 
more slowly, and I think tone of voice is so important. I'm a big fan of using tone 
for my benefit. So I smile when I'm on the phone. I try to imbue as much of my 
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personality as I can so that they know that I'm a real person and they can be real 
people, too. I try to give them opportunities of silence. Because then that's often 
when people are more likely to add a little bit something extra that they might not 
have shared before. And I think having that kind of affirming, "Yeah, yeah," kind 
of response when they're talking so that they know that I'm actually listening, 
even if they can't see me.” Mary 

Aligning midwifery values to telehealth practice   

 

 The concept of aligning midwifery values with telehealth practice was 

demonstrated by the CNM’s efforts to embody midwifery values and care through their 

telehealth practice. Enacting traditional core midwifery values, such as the importance 

of presence, therapeutic touch, shared decision-making, equity, privacy, and respectful 

care, sometimes required adaptation. CNMs explored how to demonstrate these values 

in remote care encounters and overcome differences from in-person care, such as no 

longer being physically present and losing the ability to touch patients. After integrating 

telehealth into her midwifery practice, Flora critically reflected on her own use of touch 

in practice and questioned its benefit. 

“And so it means a lot to me when somebody will trust me enough to let me 
examine them or touch them in the ways that they let me touch them. And I think 
it's not a small thing at all. And to go with telehealth with that, I have learned that 
the things that I do when I am touching people is for my benefit. It's for their 
benefit in the long run, but in the moment it's for my benefit. So I can chart 
something, so I can chart a number or give information to them. And in 
telehealth, you are not doing that at all. So, it really is about the patient. The 
whole thing is about the patient. We're not getting anything from them. We're not 
taking anything from them. And I think that's pretty powerful.” Flora  

  
Lina strategized about how to maintain, convey, and enact the values that she 

held about compassionate and respectful care in the context of telehealth. She aligned 

her approach to care by inquiring about the patient's comfort level, using prompts to 

prepare the patient for a medical conversation, and asking for permission to start. 



 

125 
 

Concerned about privacy, she articulated and confirmed details about the setting of the 

remote visits. 

“I hope that when I bring my clinical training [to telehealth], that [it] really supports 
patient-centered care and trauma-informed care. And so just having that lens and 
thinking about how do I make this feel safe and private, which I feel like we kind 
of take the privacy for granted in clinic when we're physical, but in telehealth, 
really understanding that people, my patients might not know where I am, they 
might not be aware where they are. So really how do we talk about privacy and 
consent in that space? And so really consenting to who's going to hear your 
conversation I think is the biggest thing.” Lina 
 

 Daphne articulated how integrating telehealth allowed her to activate an 

improved form of midwifery care by enabling her to be more responsive and respectful 

of patients’ needs. By handling logistics and reviewing medical history prior to in-person 

visits, telehealth made the time spent together more valuable. 

“In a way, it's like a home visit because you're... Or they could be at work, but in 
a way because coming to them, we're meeting them in a place that's convenient 
for them, which is their phone. So I think it [telehealth] is a really good example of 
midwifery care as a whole, that we are listening to our patients, they're telling us 
what they need, and we're responding to that. We're recognizing too that care is 
best when it's provided to patients in a convenient way. I see it being respectful 
of our patients' time and respectful of our patients to offer them that. I also think it 
acknowledges that the whole clinic system is convenient for providers.” Daphne 

Virtual adaptation influences experience 

 

 Virtual adaptation directly influenced the CNMs’ experiences of telehealth. The 

relationship between the main theoretical constructs is illustrated in Figure 4.3.49 CNMs 

were involved in a continuous process of adapting their clinical practice and values to 

telehealth. This process directly influenced whether CNMs perceived their telehealth 

experience as positive or negative. As the adaptation process progressed, telehealth 

was perceived as offering more connectedness and creating a path to more person-

centered care. With less or slower adaptation to telehealth, the experience was 

negative, and care delivered via telehealth was perceived as falling short of the person-
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centered care ideal, but still better than no care at all, which was often the only 

alternative. 

 Zoe reflected on her change in practice, how it differed from in-person, and how 

telehealth allowed her to connect more consistently to provide more person-centered 

care with less reliance on clinical tests and physical presence.  

“Most of the time, I think it’s [telehealth is] a great way to connect. I think that 
when you’re not face-to-face with someone, it’s just a different type of 
communication, and sometimes it’s an even more honest communication. I 
wonder if there’s something about not being physically being seen if that makes a 
difference.” Zoe  
 
“We have a pretty high no-show rate for all sorts of reasons. And I just feel like 
with telephone visits, if they’re appropriate for telephone visits, that they’re 
actually getting more consistent care. They’re getting care that actually serves 
them. If they have four kids at home and can’t make it to the clinic and it’s an 
appropriate telephone visit, then they actually get care they need, they get their 
labs ordered, they get their ultrasounds ordered. I feel it actually, it’s very 
considerate of people’s life circumstances”. Zoe 
 
“They can do things at home like mastitis, they can check their temperature. You 
can look, I mean, you’re not touching and feeling and getting a breast culture, but 
you can get an idea. I was managing someone for an abscess, and it was great. 
That was the WhatsApp person that I called recently, and it was great to be able 
to just call her and see the progression of the healing without her having to come 
in with her baby”. Zoe 
 

 Zoe noted her adaptive strategies, ordering labs and ultrasounds without 

requiring an in person visit, allowing patients to check their own vital signs, relying less 

on touch and testing. She connected it to honest communication, more continuous and 

person-centered care. Elizabeth experienced telehealth differently, disrupting 

connectivity and care. She continued to value and rely on touch and physical presence, 

feeling at odds and concerned with remote care. 

“So in person ... And I don’t know whether this ... But my patients, we bond. And 
so there’s hugs. There’s a squeeze of the hand when things are hard. There’s no 
substitute for the power of touch when that’s something that might be wanted by 
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the patient. I just feel like we miss clinical info. It’s a little bit more impersonal. So 
when people are maybe struggling with prenatal or postpartum, perinatal 
depression in general, I think it almost makes the patient once removed, and so I 
feel like I don’t catch as much of that. I feel like physically I have much more 
chance of missing things like growth restriction, missing things like emotional 
stuff.”  Elizabeth 
 

 Elizabeth explained how she experienced greater distance from her patients, 

finding it difficult to find suitable strategies to replace touch and adjust her clinical 

practice. Spirit believed telehealth served the purpose and provided high-quality care 

but was reluctant to integrate it into her perception of midwifery care as needing to be a 

“hands-on” approach. 

“I think the midwifery model is more always the hands-on approach, I guess you 
can say. And I feel like not being able to be there in person with them, I think 
sometimes is hard and it’s not ideal. I think from the medical perspective of it, it’s 
adequate. It’s fine. You can provide medical care, but I think from that personal 
connection, it’s not ideal. And so, I would not feel comfortable doing a lot of visits 
remotely. I don’t think that the personal connection that you want as a midwife is 
able to be achieved.” Spirit 

 
Nevertheless, even with the variation of virtual adaptation and differences in the 

experience of telehealth, all CNMs in the study continued to value in-person interactions 

and perceived telehealth as serving a purpose to create needed access for those who 

would otherwise not receive care.  

“I would say that I'm just really appreciative that we've been able to offer care in 
another way that supports the in-person component too, because it doesn't 
replace it, but it, I think, does expand access. And that became really clear to me, 
too.” Daphne 
 

Discussion 

 The aim of this qualitative study was to generate a theory and describe CNMs’ 

experience of telehealth use in the expanded context of full-spectrum reproductive 

health clinical practice in California. The findings provide conceptual clarity from a 
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sample of 19 CNMs representing diverse viewpoints, including age, professional 

experience, and practice setting. Developed directly from the data, the overarching 

theory was an ongoing process of virtual adaptation that directly influences CNM's 

experience of telehealth. The process of modifying routines and transferring clinical 

skills and values developed for in-person care to a telehealth environment was defined 

and delineated.  Whether telehealth use is viewed as enhancing or disrupting 

responsive care and connectivity depends upon the ongoing application of strategies to 

transfer existing clinical skills, knowledge, and values. By utilizing alternative 

approaches to clinical practice, CNMs experienced telehealth as offering more 

connectedness and improving the potential for person-centered care. Proceeding 

without new approaches, telehealth was viewed as falling short but better than nothing. 

Notably, all participants valued in-person encounters. They also shared the importance 

of having an alternative for those least likely to access traditional forms of care.  

 The findings showed that CNMs continue to value connectedness 50 and person-

centered care51,52, which are central tenets of midwifery practice. These core concepts 

and their importance for building strong relationships, effective communication, and 

shared decision-making are not new for midwifery or other healthcare professions. 53–58 

With limited midwifery-led models and professional settings that support ongoing 

involvement in the US, CNMs outside of birth centers and homebirths have had difficulty 

maintaining and enacting these priorities prior to telehealth use. 2,3 CNMs have adapted 

specific strategies to promote these central tenets. These approaches to virtual care 

directly maintain ongoing involvement for a wide variety of reproductive health needs, 

overcoming the limitations and restrictions of episodic in-person visits.59 This study's 
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findings are congruent with existing theory and research showing that midwives value 

continuous responsive care that centers on the needs of the person in the context of 

birthwork.50,54 In this study, CNMs valued offering similar continuous support for 

menopause, infertility, family planning, gender-affirming care, and other evolving health 

events and viewed telehealth as an integral way to remain connected. The findings 

differ from the existing conceptualization of in-person midwifery care by expanding the 

significance of the key concepts to people who are not pregnant and who seek care for 

a wide variety of health services offered virtually.   

` The theoretical concepts of presence and the need for physical proximity and 

touch are other hallmarks of traditional midwifery care.60 This emphasis on a hands-on 

approach in shared physical space and a low-tech and high-touch profession may 

negatively influence CNMs’ perceptions of telehealth and thwart their willingness to 

adapt to clinical practice.61,62 The findings of the study are consistent with prior studies 

that identified these beliefs as impediments to nurses' and midwives’ processes of 

telehealth adaptation.61,63 However, the findings in this study showed a broad range of 

perceptions, from feeling distanced from patients when interacting remotely to offering a 

greater sense of closeness and attentiveness32, congruent with studies about 

telepresence and virtual presence in the field of nursing64,65. The findings from this study 

also support the need for a more expansive understanding of presence in midwifery 

theory. The definition of presence can transcend shared physical space by emphasizing 

more frequent, less formal, and focused responsiveness to patients’ needs, connecting 

by phone, video-conferencing, or text messaging to offer ongoing support.65  
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Overcoming impediments to adaptation 

A thick description of applicable strategies was offered in this study that 

promoted core midwifery values and built on existing clinical strengths. Specific 

strategies for achieving these objectives when using telehealth have been identified. For 

example, CNMs rely more heavily on self-reporting and nuanced verbal assessment53, 

active listening and responding53, tone and verbal affirmation53, slowing the pace of 

conversation, attentiveness66, humor53, reversing the order of operations for clinical 

visits, and re-evaluating the timing of lab testing and physical exams67. Consistent with 

a previous study conducted with a sample of patients, nurses, and midwives in perinatal 

care in Colorado, the CNMs perceived having more time to thoroughly educate and 

counsel patients, more so than in-person visits, promoting greater professional 

satisfaction.32 This study supports the need to harness front-line practitioners' 

experience of transferrable and new skills for the development of academic 

competencies and workplace clinical guidelines for telehealth. Integrating this first-hand 

knowledge increases the likelihood of provider acceptance and applicability of 

telehealth, similar to centering the users' experience as recommended for the technical 

design of telehealth.68  

Adapting alone 

 The study findings illuminated how the majority of CNMs adapt their clinical 

practice to telehealth, notably on their own, without evidence-based clinical guidance or 

formal training. This finding is consistent with other studies conducted during the 

COVID-19 pandemic, in which midwives and other providers received little or no training 

or guidance prior to the reconfiguration of their clinical practice.32,69,70 Only two 
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providers received clinical training specific to the services they offered via telehealth, as 

recommended for other specialties.71  This study revealed a persistent lack of training 

for CNMs even as the urgency of the pandemic subsided, lagging behind that of other 

health professionals in integrating telehealth curricula, competencies, and protocols.71–74   

Strengths and limitations 

 The findings from this study should be considered in light of its strengths and 

limitations. One strength of this study was the sample of CNMs, who ranged in age from 

30 to 64 years old and had varied professional experience, clinical practice settings, and 

types of accepted insurance. This variation ensured that the data included diverse 

perspectives, which was even further strengthened by theoretical sampling. 36,38  

Nevertheless, a limitation of the study was the lack of racial and ethnic diversity in the 

sample, which reflected the lack of diversity in the certified nurse-midwifery workforce in 

California.75 Recruitment strategies used social media, newsletters, and directories of 

professional organizations and academic institutions to engage participants who were 

not known to the researcher to improve the credibility of the study.76 It is also possible 

that the CNMs who were interviewed were inclined toward telehealth use. CNMs who 

chose not to use telehealth may have been less likely to participate.76 

Another strength of the study was that deliberate forms of member checking of 

concepts and definitions were used to confirm the interpretation of the data.77 

Participants were informed that the lead researcher was a CNM, which assisted with the 

development of rapport with participants and the establishment of credibility with a 

robust and common understanding of CNMs' clinical roles, training, and scope of 

practice.78 The “insider” status of the lead researcher also led to the risk of assumed 



 

132 
 

understanding, which was lessened through verbal clarification during interviews and 

memoing afterward.78 

 Another limitation of the study was that the certified nurse-midwifery sample was 

recruited from California-based practices only, limiting the transferability of findings to 

states where CNMs’ practice regulations for reproductive health care differ.79,80 Finally, 

the theory developed from this research describes the individual-level experience. Other 

organizational, structural, systemic, political, and social factors influence CNMs’ 

experience of telehealth use and will need to be explored in future research. However, 

the findings and resultant theory developed through this research may have applicability 

to other healthcare professions using telehealth in direct patient care.  

Future research recommendations 

 These findings are an initial starting point for theory development to understand 

the phenomenon of CNMs’ experience of telehealth in clinical practice. It is theorized 

that CNMs undergo an ongoing process of virtual adaptation that directly influences how 

they experience clinical practice via telehealth. The initial conceptualization of virtual 

adaptation requires further explanatory studies prior to empirical validation testing. The 

specific concepts of modifying clinical practice, relying on interpersonal skills, and 

aligning midwifery values need further refinement for each telehealth modality. Clinical 

approaches to care specific to telephone, videoconferencing, and text messaging use 

were not delineated in this study.71 Offering patients a choice of healthcare options will 

promote a greater likelihood of equitable access for those who encounter the most 

barriers to traditional in-person care.30,81,82 To optimize each technology, the 
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interpersonal and clinical skills needed for each require further conceptual and practical 

discernment.  

 Studies using situational analysis are also recommended to position these 

theoretical findings further beyond the individual level.83 Defining organizational, 

technological, and financial elements would assist in understanding the broader 

influences that impact virtual adaptation and telehealth experience.83 In addition to 

virtual adaptation, practice setting, care models, workflow, technology uptake and 

design, training, and reimbursement elements need further consideration to understand 

CNMs’ experience of remote midwifery care.84  

 Last, understanding how patients perceive midwifery care via telehealth for the 

totality of their reproductive health needs requires further exploration.85 The majority of 

the research conducted has focused on patients' experience of telehealth midwifery 

care in the context of perinatal care in the US 27,32,86,87.  Whether patients from diverse 

communities share CNM experience as enabling or impeding care and connectivity for 

the full range of reproductive health services offered by CNMs has yet to be determined. 

Moreover, the inclusion of patients’ perspectives and preferences is critical to 

overcoming ongoing concerns about equity and telehealth.32,82 To decrease 

reproductive health disparities with midwifery care via telehealth, patients’ experience of 

the acceptability and ease of translation services and telehealth platforms; accessibility 

to reliable internet, data plans, and video-enabled technologies; and adequacy of 

insurance coverage require further assessment.30,32,88  Integrating the experiences and 

preferences of those who speak languages other than English,  who lack consistent 

insurance coverage, housing, and access to digital resources, who are most impacted 
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by racism, poverty, mental illness, and addiction, and those who are adolescents, CNMs 

can customize midwifery telehealth care to those impacted by reproductive health 

disparities.82,88–91 

Recommendations for practice and education  

 To keep up with the pace of the utilization of telehealth in clinical practice, it is 

recommended that learners be prepared for remote care as an integral part of their 

foundational education programs immediately. Midwifery educational programs can 

begin by adopting the multi-modal approach proposed for nurse practitioners, which 

includes didactics, simulations including standardized patient visits, practice immersion, 

and telehealth projects.92 To accomplish this, midwifery faculty and preceptors will need 

additional training to provide applicable didactic knowledge and clinical learning 

opportunities for learners.93,94 Due to the lack of telehealth core competencies for full-

spectrum midwifery care to guide this process, faculty can start by synthesizing 

systematic reviews with expert consensus and clinical guidelines from professional 

organizations beyond the field of midwifery to aid the process of integrating telehealth 

training in didactic and clinical learning. This approach was used by gynecology 

providers during the COVID-19 response to offer services by compiling applicable 

evidence for telehealth use in abortion, chronic pelvic pain, family planning, and breast 

and cervical screening.95 Also, a comprehensive list of existing telehealth resources and 

learning materials are available from the Reproductive Health Access Project96 and 

National Consortium of Telehealth Resources Centers94, as well as existing medical and 

nursing competencies, curriculums, and skills checklists.74,97,98 Together, these 
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resources serve as a starting point for midwifery faculty as they transition to combining 

telehealth provision of care with in-person clinical preparation.  

Policy recommendations  

 Telehealth is quickly becoming the standard of care, not just an alternative to 

traditional in-person care.98 As discussed earlier, CNMs, like other advanced practice 

nurses, are required to use telehealth in the workplace but are not adequately trained or 

prepared by their academic institutions.74,98 To catapult the reform needed within 

institutions, telehealth knowledge, skills, and clinical approaches for sexual and 

reproductive health services need to be standardized and added to the ACNM core 

competencies99. These competencies guide what is taught in midwifery programs and 

are the requisites for academic accreditation by the Accreditation Commission for 

Midwifery Education.99 This education policy change would ensure that graduates are 

adequately prepared for a clinical reality where telehealth is increasingly the norm.  

 The development of core competencies for telehealth would be accelerated by 

requiring institutions to integrate telehealth training as a requirement for publicly 

available funding. Large nurse-midwifery workforce expansion initiatives are underway 

at the state and federal levels, such as the Song-Brown Healthcare Workforce Training 

Program in California and the Maternity Care Nursing Workforce Expansion Program. 

100,101 Linking these and future initiatives to telehealth educational reform would 

incentivize institutions to adopt new standards in a timely manner. 

 Additionally, CNMs unanimously agreed that telehealth provided a critical 

alternative for those least likely to access in-person care. 30,32,81,82 State and federal 

policies need to reflect the importance of continued telehealth access, such as payment 
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parity for audio-only and video visits, public and private insurance coverage for all 

modalities, cross-state licensure compacts, and expansion of broadband 

access.25,30,32,81,82 These policies support patients in maintaining a connection to the 

healthcare system and center their preference for how to receive care.  

Conclusion 

 A unique contribution of the study was the conceptual framing of the social 

process of integrating telehealth into midwifery clinical practice. The construct of virtual 

adaptation directly influenced how CNMs experienced telehealth. It described the 

ongoing learning process that CNMs underwent to transform their practice. The findings 

support the continued relevance of core midwifery concepts such as connectedness 

and person-centered care to midwifery practice as CNMs continue to integrate 

telehealth for more services. The study also described the challenges that CNMs face 

as they re-evaluate the need for physical proximity and touch and re-conceptualize the 

concept of presence.   

 This study augments the conceptual understanding of midwifery in clinical 

practice by describing remote full-spectrum sexual and reproductive care. This study’s 

updated conceptual findings can contribute to guiding research studies that inform 

future clinical guidelines, care models, training programs, and telehealth 

competencies.49,102 As theory advances beyond a limited conception of CNMs in their 

role in pregnancy and birth to integrate the dynamic and evolving experience of 

telehealth use and full spectrum care, theory must incorporate more robust 

interpretations of midwifery clinical practice. Meaningful conceptual descriptions of 
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midwifery telehealth practices are needed to transition and meet the expectations of the 

profession as leaders to reduce reproductive health disparities. 
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Figure 4.1 Diagram of Certified Nurse-Midwives’ (CNMs) experience of telehealth 
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Figure 4.2 Diagram of the construct of virtual adaptation 
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Figure 4.3 Graph describing virtual adaptation influence on telehealth experience 
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Table 4.1 Definitions of Midwifery Acceptance of Telehealth (MAT) sensitizing concepts 

 

Sensitizing 
Concepts 
 

Definition 

Appropriate Use  The use of telehealth for a range of clinical services that can be 
effectively performed remotely without causing a delay in care. 

Valued Interaction The use of telehealth enhances the meaningful engagement, 
connection, and participation for both provider and patient. 

Mutual Satisfaction The satisfactory use of telehealth for both midwife and patient. 

Improved Quality of 
Care 

The use of telehealth that improves the quality of care compared 
to being physically present 

Concordant Care A shared identity, such as race, gender, ethnicity, sexual 
orientation, or age, between patient and provider.103 
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Table 4.2 Characteristics of Participants 

 

Pseudonym Age Years in 
Practice 

Type of Practice  

Lina 37 7 
 
Group Private Practice (CNM/MD) 

Spirit 39 11 Physician-Owned 

Mary 30 5 FQHC  

Flora  47 17 FQHC 

Ruby  36 7 Group Private Practice (CNM/MD) 

Zelta  39 1 Birth center 

Helen 63 20 
FQHC/Establishing a self-owned 
Telehealth Company  

Betty 40 8 
Not-for-profit family planning and primary 
care clinic 

Jessie 37 5 Group Private Practice (CNM/MD) 

Daphne 35 7 
Group Practice Outpatient clinic (County 
Hospital) 

Zoe 42 10 
Group Practice Outpatient clinic (County 
Hospital) 

Amanda 39 2 Independent Delivery Network (IDN) 

Edna 40 13 Group Private Practice (CNM/MD) 

Rebecca 46 2.5 IDN 

Elizabeth 47 17 IDN 

Phyliss  45 14 Solo Midwifery Practice 

Virginia 52 24 

Community Health Center with Birth Center 
Discontinued self-owned telehealth 
company. 

Kelsey 50 21 
Group Practice Outpatient clinic (County 
Hospital) 

Paula 39 11 IDN 
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Table 4.3 Example one of concept development 

Raw Data 
 
 

Line-by-
line coding 

Focused 
Code 

Sub-Categories Concept of 
Theory 

“Oh, let me check on 
that. I'm going to call 
you back." Or there's 
just a more casual 
line of communication 
that's been opened.” 
Zoe 

Perceiving 
flexibility of 
time with 
telehealth 

Creating 
more 
opportunities 
to Connect  
 
Creating 
more 
Flexibility  

Enhanced 
Communication 

Offering More 
Connectedness 

“I find that I don't 
often need to do a 
physical exam for a 
lot of birth control. 
Even a young 
teenager who wants 
an IUD, I don't 
necessarily need to 
do a pelvic exam 
before I insert an IUD 
unless it's at the time 
of the visit. So, if it's 
just counseling, I find 
that if we're just 
talking about things, 
there doesn't need to 
be a physical exam, 
then telehealth is 
perfect for that.” Ruby 

Dialoguing 
to make a 
conducive 
plan over 
telehealth 

Fostering 
the ability to 
stay in 
dialogue, 
check-in, 
coordinate, 
and make a 
plan. 

Enhanced 
Communication 

Offering More 
Connectedness 

“And just being able 
to see that 
progression, even 
over the phone, that 
you just feel like, 
okay, they're getting 
the help that they 
need, our plan is 
working.” Spirit 

Remaining 
Connected 

Creating 
more 
opportunities 
to Connect  
Fostering 
the ability to 
stay in 
dialogue, 
check in, 
coordinate, 
and make a 
plan. 

Enhanced 
Communication 

Offering More 
Connectedness 
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Table 4.4 Example two of concept development 

 

     

Raw Data 
 

Line-by-line 
coding 

Focused 
Code 

Sub-Categories Concept 
of Theory 

“I do worry that if clinicians 
are not super mindful of or 
deciding, well, does this 
really need to be seen in 
person for some physical 
things; then we could miss 
some stuff there. Just 
because not every person 
is going to be great at 
describing things clinically. 
But overall, I think it's 
probably a good thing to 
have access.” Amanda 

 

Relying on 
assessment 
 
Worried 
about missing 
something 
 
Serving a 
purpose 

Worrying 
about 
making an 
error and 
missing 
something 

Failing to meet 
their own and 
patients’ needs 

Falling 
short, but 
better 
than 
nothing 

“Some prefer phone, and 
you can see in their chart 
that they almost always 
choose phone. Other 
patients are annoyed that 
they're on the phone, and 
even on the phone they'll 
be like, ‘I tried to make an 
in-person visit but it wasn't 
for three weeks, but I 
could get the phone 
sooner.’ We get a lot of 
those.” Mary 

Using the 
phone 
 
Integrating in-
person and 
telehealth, 
hybrid 
 
Patient 
choosing 
telehealth or 
not 

Failing to 
meet 
patients’ 
needs 

Failing to meet 
their own and 
patients’ needs 

Falling 
short, but 
better 
than 
nothing 

“They might've been 
treating yeast for months 
with never doing an exam, 
and then I would find trich 
(trichomonas) under the 
microscope and say, 
"Okay, well that was never 
going to resolve if 
somebody didn't do an 
exam." So I do know that 
there are lots of times 
when an in-person visit is 
needed.” Helen 

Needing an 
in-person visit 

Delaying 
Care 

Failing to meet 
their own and 
patients’ needs 

Falling 
short, but 
better 
than 
nothing 
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Appendix A 

  
Interview Guide: Midwives' Experience of Telehealth in Clinical Practice Study  
Introduction: Hello, my name is Bethany Golden. I am a nurse researcher who is 
interested in learning from you and hearing about your experiences using telehealth in 
your clinical practice. In particular, it is important for me to understand how you 
experience engaging with patients. This interview is completely voluntary. During the 
interview, if you want to skip a question, take a break, or stop, please let me know. 
Before we begin, what questions do you have for me? If none, we can begin the 
interview. Do you agree to be recorded? (Verbal consent given or denied) (If agreed) I 
will turn on the audio recording now. Thank you.  
  

Questions  Prompts  

A. In-person Midwifery - First, we’re going to talk a little bit about your 
background as a midwife and focus on your experience providing in-person 
patient care.  

1. Can you briefly tell me a little about 
yourself?  

  

• Briefly, what about the 
midwifery profession that 
appealed to you?  

2. How do you connect with patients 
in person?   

  
  

• What is your general 
approach to building 
relationships with patients?  

B. Telehealth – Now, we’re going to talk specifically about your experiences 
with telehealth.  

3. What telehealth services do you 
offer?  

  

• How do you decide what 
services and patients are 
appropriate for telehealth?  
• Does your practice use 
guidelines or use criteria?  
• Please share more about 
this.  
• Can you tell me what 
clinical services work well 
remotely? Which ones don’t?  

4. Please tell me about your 
experience of providing telehealth care 
as a midwife. How is it?  

• Do you remember when 
you first started using 
telehealth? What was it like? 
How did it go?  
• How does it feel to 
connect and interact with 
your patients in this way?  
• Tell me about your last 
interaction with a patient you 
saw using telehealth.  
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5. How do you make patients feel 
heard, safe, respected, and cared for 
when using telehealth?  

• How is this approach 
similar or different to your in-
person approach?  

6. How has your clinical training  
     influenced how you conduct 
telehealth?       

• What type of training did 
you receive for implementing 
telehealth in your practice?  
• What training would you 
recommend for going 
forward?  

7. Can you say more about the types 
of telehealth visits, like prenatal 
care/family planning/ 
gynecology/abortion care visits, you 
would like to talk about or share your 
experience?  

• What was a typical visit?  
• What was an atypical 
visit?  
• Can you tell me what 
clinical services work well 
remotely? Which ones don’t?  

8. How do you and/or your patient 
decide to use the phone, 
videoconferencing, or another mode to 
connect with patients?  

• Can you share how you 
think the different remote 
options for communication 
influence the visit?  
• Does your comfort level 
vary using telehealth? Can 
you identify what causes it to 
vary?  
• How do you perceive it 
impacts patient satisfaction  

9. How does your or the patients’ 
racial identity influence your 
experience of connecting via telehealth 
with patients?  

• How has a patient’s 
sexual orientation influenced 
your interactions? Gender 
identity?  

10.  How is the meaning or value in 
your work similar or different when 
providing in-person care or care by 
telehealth?  

• Can you tell me about 
your professional satisfaction 
before telehealth?  
• How does telehealth 
influence your professional 
satisfaction?  
• How is telehealth relevant 
to your clinical practice?  

11. Can you speak to the quality of 
remote care? Please give specific 
examples.  

• How does quality care 
differ from in-person? What 
factors influence the quality of 
care?  

12. Do you have any advice or 
suggestions about how to train future 
providers who will use the telephone or 
virtual platforms?  
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13. What would you recommend for 
improving telehealth care? What are 
some changes based on your 
experience?  

  

• Would you say telehealth 
has a role in clinical 
practice?  
• How might it affect health 
outcomes?  

  

C. Comparison – Now I’m going to ask you a few questions where I’d like you 
to compare in-person care to telehealth  

14. Walk me through what it is like to 
provide visits in person vs. virtually.  

• How do they differ?  
• Can you remember an 
interaction that went well? 
Can you share what did not 
go well? How come?  
• Do you remember another 
interaction that you wish 
could be different?  

15. Can you tell me a little bit about 
how you see your ability to provide 
midwifery care virtually?  

• How is it different than 
when you’re in person?  
• How does it influence your 
understanding of the 
midwifery model of care?  

D – Wrap up. I have a few final questions before we finish.  

16. Would you mind sharing some 
demographic information: your age, 
gender and racial/ethnic identity, 
sexual orientation, and confirmation of 
the clinic you work at and its location? 
How many years have you been a 
provider?  

  

17. Is there anything else you would 
like to share?  

  

  
Closing: Would it be okay if I contact you again after reviewing the transcript? My goal is 
to publish the results of this study. For your privacy, all participants will not be identified if 
directly quoted in future publications or public conferences. Would you like to choose a 
pseudonym for me to use for publication? Also, would you like to review any direct quotes 
prior to publications or use at conferences? Thank you for participating in the research.  
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Discussion 

 The purpose of this qualitative dissertation study was to explore certified nurse-

midwives’ (CNMs) lived experience of telehealth and advance midwifery theory 

regarding the integration of telehealth in the provision of the full spectrum of 

reproductive health. The dissertation elucidates the full scope of services offered by 

CNMs and contextualizes how CNMs experience offering this care as they integrate 

telehealth use into their practice. This dissertation study provides a new 

conceptualization with a more expansive depiction of what CNM care provision is, who it 

is for, and how it is experienced by CNMs. This final chapter presents a summary and a 

synthesis of the three prior chapters and an overall summary discussion of the findings 

from this dissertation for research, practice, and policy regarding telehealth integration 

in comprehensive reproductive healthcare provided by CNMs.   

Summary of chapters 

 In Chapter 2, the aim of the mixed methods systematic review was to summarize 

and synthesize the existing evidence on how midwives experience, perceive, and 

accept the practice of providing sexual and reproductive health care at a distance using 

telehealth. After completing the systematic search of five databases between January 1, 

2010 and August 22, 2022, an insufficient number of peer-reviewed studies were 

identified on the research topic to complete an exclusively quantitative or qualitative 

systematic review, highlighting the lack of research in this area. Therefore, a convergent 

integrated methodological approach recommended by JBI, previously known as the 

Joanna Briggs Institute for Evidence-Based Nursing, was used to synthesize a limited 

number of diverse design types.1 The thematic findings in the systematic review inform 
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the field about how midwives commonly perceived telehealth as impacting patient care, 

workload, provider-patient relationship, and health equity while highlighting the lack of 

training or preparation prior to telehealth integration. 

 The purpose of Chapter 3 was to develop a theoretical foundation for the 

proposed dissertation research by analyzing constructs from existing midwifery and 

technology theory. Midwifery care was re-conceptualized from the standpoint of a 

midwifery model that provides full spectrum care throughout the lifespan for all gender 

identities and sexual orientations in the era of telehealth. The combined and modified 

concepts were organized within the Midwifery Acceptance of Technology (MAT) model. 

Key MAT model conceptual domains guided the creation of the Chapter 4 prospective 

research interview guide. However, as data analysis progressed, initial sensitizing 

concepts were replaced by those derived directly from the study data, as is expected in 

qualitative studies that use constructivist grounded theory (CGT) methodology.1 The 

inclusion of patients’ perspectives in future exploratory studies would help evaluate the 

relevance of MAT concepts to describe how midwifery care is received and how 

patients’ experiences of telehealth converge or diverge from those of CNMs.  

 The qualitative study findings in Chapter 4 explored and conceptualized CNM 

participants’ experiences of telehealth use as enhancing and disrupting connectedness 

and responsive care and promoting pathways to more person-centered care. The 

findings contribute to a conceptual understanding, defined as virtual adaptation, of how 

CNMs adapt and transfer their existing in-person practice experience to telehealth 

encounters, sometimes requiring the redefining of their core values. The findings of the 

qualitative study expand knowledge about how adaptive strategies transcend and alter 
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clinical practice for many reproductive health services and influence CNMs' perception 

of telehealth. Last, the findings also suggest that the CNM participants continue to value 

in-person interactions2–5 and perceive telehealth as an essential access point for those 

least likely to access in-person care.6 

 Policy recommendations in this section emphasized how to reform midwifery 

education and state and federal workforce initiatives to prepare CNMs for remote 

clinical practice by developing telehealth core competencies and accelerating their 

adoption by linking them to public funding. Future research recommendations included 

further delineation of how CNMs adapt care for differing telehealth modalities, analysis 

of factors that impact care beyond the individual level, and studies that center patients’ 

perspectives of midwifery care for reproductive health services other than birth work.  

Synthesis of findings  

 The dissertation study herein commenced almost four years ago, coinciding with 

the COVID-19 pandemic and public health response that included a rapid national 

scaleup of telehealth aimed at reducing the likelihood of viral transmission.7 The shift to 

telehealth has progressed, with CNMs moving forward with hybrid care, starting full 

remote telehealth private practices, and beginning to normalize this form of care for 

patients.21,30,33  Although no longer critical to public health protection or utilized as 

much, telehealth use has persisted and appears to be becoming part of the fabric of 

healthcare delivery.8 The results from the systematic review in Chapter 2 showed that 

during the pandemic, midwives experienced telehealth use as an essential tool in 

healthcare delivery 6–8,10,11 The findings of the dissertation study are consistent with 
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those prior to the COVID-19 pandemic that telehealth continues to provide critical and 

necessary access to midwifery care, even after the urgency of the pandemic waned.  

 Consistent with other studies, CNM participants in the dissertation study 

perceived telehealth use as improving access for patients by relieving barriers, reducing 

the need for time off from work, childcare, and transportation, and overcoming 

geographical distance to access care.9–12  Published after the completion of the 

systematic review, Kissler et al. (2024), in a descriptive qualitative study with a sample 

of CNMs and perinatal nurses (n=17) and patients (n=14) who provided and received 

care from midwifery practices and nurse-led models in Colorado from March 2020 to 

November 2022, described the benefits and disadvantages of remote care. The findings 

were the reduction of barriers to attending prenatal visits, more flexibility, the ability to 

maintain an interpersonal connection with telehealth, and concerns about equity, 

consistent with those in the dissertation study.13  

 Similar to other professionals who use telehealth, CNM participants had 

concerns about equity for those lacking technology and reliable internet connectivity and 

deemed translation services insufficient for those who spoke languages other than 

English.13–15 This dissertation study offers a thick description of how CNMs view 

telehealth as enabling them to collaborate and partner with patients rather than being 

viewed as authority figures.16 This power shift was explored as disrupting traditional 

medical hierarchies by releasing CNMs from the confines of traditional clinical structure 

and expectations, creating an alternative space to discuss intimate subjects, and 

enabling CNMs to prioritize patients’ time and preferred setting for care.16  
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 Only a single study included in the findings in Chapter 2 delineated the practice 

changes needed for remote care, such as clear expectation setting, logical advice, and 

confirmation of a summary of an agreed-upon plan.17 This study focused exclusively on 

early triage of labor via the telephone with a sample of midwives in England, where the 

health system and the professional roles of midwives differ from CNMs in the US.18  

Weiss et al.(2024) have since conducted a descriptive qualitative study with a purposive 

sample of CNMs and perinatal nurses (n=18) and patients (n=30) who provided and 

received care in nurse-led models of care in Colorado from March 2020 to May 2021. 

The providers identified best practices for telehealth implementation that enhance 

health equity, including the use of various telehealth modalities, customizing triage and 

scheduling, cultivating safety through expectation and boundary setting, and 

differentiating patients between new and established relationships. These results further 

refine those in the systematic review by highlighting the need for maintaining different 

telehealth options to cater to patient preferences, the importance of clear expectations 

between providers and patients about remote care, and the promotion of relationship 

building by combining in-person and telehealth visits. 

 The results in Chapter 4 delineated the process of how CNMs modified their 

clinical approaches to practice via telehealth. As discussed, CNMs relied more heavily 

on verbal assessment and interpersonal skills, emphasized active listening, and 

depended less on physical exams and point-of-care testing. These techniques have 

been articulated in the research literature for other specialties and with combined 

samples of nurses. 13,19–23 However, in the field of midwifery, this study, with an 

exclusive sample of CNMs, is the first to describe and conceptualize how CNMs altered 
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their clinical approach to remote care to offer a wide variety of reproductive health 

services.  

  In Chapter 4, the key conceptual findings of virtual adaptation, responsive care, 

connectedness, person-centered care, and falling short differed from those proposed in 

the MAT model in Chapter 2. It is noteworthy that the dissertation study is limited by 

only including providers’ perspectives and not those of patients, who would lend keen 

insight to confirm or refute the proposed MAT concepts. Beyond the expected 

conceptual differences between the dissertation study and MAT, a thick description is 

offered in Chapter 4 that illuminates our understanding of the broad range of services 

that CNMs offer via telehealth and that are perceived as appropriate for remote care. 

The description also adds understanding to what CNMs may or may not find meaningful 

and satisfying about telehealth. This description can assist in developing areas of 

research to further our conceptual understanding of this practice change.  

 CNMs in the dissertation study were less conflicted about shorter telehealth visits 

and not having enough time to meet patients’ concerns than midwives in Chapter 2. 4,24 

The flexibility of telehealth and maintaining contact with patients was perceived by many 

CNMs dissertation study participants as creating more opportunities to connect13 similar 

to other studies in the systematic review.3–5,25 Most CNM participants in the dissertation 

study perceived having more time to coordinate, make plans, track progress, and 

engage in more continuous dialogue-deepening interactions as advantageous for 

greater opportunity for ongoing involvement with patients. These results both confirm 

findings5,13,25 and differ from others that saw this connectivity as burdensome4,25,26, or as 

increasing workload3. CNM participants in the dissertation study differed in their 
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perception of the benefit of more frequent and informal interactions to promote 

connectedness from studies in the review.5,25 Notably, there were dissertation findings 

that telehealth was perceived otherwise as less gratifying and more transactional. The 

differences may be due to individual perception; however, other organizational and 

structural level factors and concerns about technology use were outside of the scope of 

this study and need further exploration to understand these differences in perception.18    

 Responsive and continuous care has been difficult to achieve due to the lack of 

midwifery-led continuity of care models in the United States.27 Directly responding to 

patients’ needs, staying in contact, normalizing technology, and prioritizing patients’ 

time was perceived by many participants as making care possible, not only 

convenient13. These perceptions were included within the conceptualization of 

promoting a form of more person-centered care. A unique finding of this study is that 

participants challenged the stigma of “non-compliance” for missing visits by observing in 

real time the barriers people encounter to accessing care. Also, telehealth was viewed 

by CNMs as providing an alternative space that was deemed less harmful and more 

suited for some, in particular, transpeople and teenagers. As one CNM participant 

stated, “It really provides me with a much more visual context of the patient’s lived 

reality. And I think that’s really midwifery. It’s me being able to do home visits without 

having to do home visits” (Lina). 

Discussion of the implications for research 

 The concepts in this dissertation study are offered to help guide future research 

by centering the objectives of enhanced connectivity, responsive care, and the 

promotion of person-centered care. For appropriate application and meaningful use of 
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telehealth, future research must address how CNMs' process of adapting care to 

telehealth is perceived by patients, whether these objectives are mutually agreed upon, 

and, if so, how they are best achieved.28 The dissertation study did not delineate the 

different skills or behaviors that CNMs adapted for audio-only versus video 

technologies. Nor did it explore CNMs’ attitudes about which reproductive health 

services are perceived as appropriate for telehealth. Pursuing these areas of research 

in partnership with patients would inform how to better prepare CNMs for clinical 

practice. 

 Existing studies have shown that patients prefer having in-person, audio-only, 

video, and text messaging options, but findings differ in the perceived benefits and 

disadvantages between modalities.13,28–31 Non-video interactions have been perceived 

by patients as less judgemental,32,33 easier to share personal information,33 convenient 

28, compared to video-conferencing. Other studies have shown that video visits improve 

communication and address a wider variety of health concerns.28 Nonverbal options, 

such as text messaging, have been preferred by adolescents when inquiring about 

sexual and reproductive health services to ensure autonomy, confidentiality, and 

privacy.34  People have unique telehealth preferences that differ greatly depending on 

care scenario, age, and ethnic, cultural, racial, linguistic, and geographical 

backgrounds.13,30,35,36 Therefore, to better customize care, future studies will require the 

ongoing and active engagement of community members to understand how CNMs can 

meet their reproductive health needs. Community-based participatory research co-led 

by CNM researchers and patients would assist in identifying research priorities and 

recommendations to deepen the understanding of the reproductive health needs of 
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specific communities. 37 By actively listening to communities most affected by 

reproductive health disparities and enabling them to set the research agenda, telehealth 

care has a greater likelihood of addressing their needs.   

Discussion of the implications for practice 

 The American College of Nurse-Midwives (ACNM) has endorsed telehealth use 

but has not developed standardized core competencies as other medical and advanced 

practice nursing organizations have accomplished, like the National Organization of 

Nurse Practitioner Faculty, the Association of American Medical Colleges, and the 

Accreditation Council of Graduate Medical Education.38–40  Building upon existing 

telehealth competency domains developed for other specialties can jump-start the 

process. Competency domains have been identified as telehealth etiquette and 

communication, access and equity, privacy and consent, data collection, reimbursement 

ethical and legal considerations, interprofessional collaboration, and technology use.40,41 

 As discussed in Chapter 4, implementing future competencies and interim 

curriculum requires re-tooling midwifery faculty to learn interpersonal skills and modified 

clinical routines for telehealth.40,42,43 It is recommended that midwifery faculty use the 

concepts of virtual adaptation and situate telehealth integration within existing 

foundational concepts of care taught to midwifery students, such as person-centered 

care44,45 and responsive care46,47, highlighting how telehealth can amplify connectivity 

with patients. Furthermore, expected clinical skills and knowledge for telehealth will 

need further customization by CNMs to accommodate differing telehealth modalities 

and overcome the emphasis placed on physical presence, touch, and direct observation 

in existing training.38,48 As recommended in Chapter 4, faculty can start integrating 
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telehealth content by using the domains in existing telehealth competencies and 

conducting rapid reviews to synthesize existing evidence and expert consensus.40,41,49   

 The current lack of training and guidance in the workplace presents a unique 

opportunity for midwifery-led improvements.40,50 In both the dissertation study and the 

systematic review findings, the majority of CNMs modified and re-conceived their 

clinical practice at work, primarily alone, without standardized clinical guidelines, 

practice protocols, or organizational support. To ensure healthcare innovations are fully 

integrated and sustained into clinical settings, internal champions are critical for 

successful implementation.51 CNMs are well-positioned to champion hybrid telehealth 

models for reproductive health services that promote flexibility, responsiveness, and 

relevance to providers and patients.19,52 CNMs can lead the development and 

implementation of scheduling and triage workflows and reproductive health clinical 

guidelines.19  

 Similar to any major practice change, gaps between the guidelines and telehealth 

clinical practice will need to be identified, requiring CNM involvement in quality 

improvement oversight such as retrospective chart reviews, audits, and structured 

discussions for feedback.53 Direct one-on-one observation of telehealth visits and 

existing evaluation tools and checklists enable experienced CNMs to serve as peer 

mentors and offer immediate feedback to colleagues to assist with adapting their clinical 

practice to telehealth.40 Also, establishing secure text-based chat groups among 

clinicians would provide clinical advice on-demand and collective support as providers 

build confidence and determine whether telehealth or in-person care is clinically 

appropriate. Providing CNMs with dedicated phone lines and text messaging 
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capabilities would further promote direct access to patients and colleagues for ongoing 

guidance and support. 

Discussion of the implication for policy 

 The findings in the dissertation offer a unique description of the full range of 

services midwives provide via telehealth throughout the lifespan. In particular, midwives 

reflected on their experiences in the remote provision of family planning, abortion, and 

gender-affirming care, among other services offered via telehealth. In Chapter 4, the 

policy recommendations included payment parity for audio-only and video visits, public 

and private insurance coverage for all modalities, cross-state licensure compacts, and 

expansion of broadband access to promote greater equitable access to 

telehealth.6,28,54,55 These telehealth policy recommendations complement those policies 

that impact CNMs' ability to provide patients access to essential reproductive services 

in-state and across state lines. For example, the recent passage of the SB345 bill 

shields providers from criminal and civil action who provide abortion or gender-affirming 

medication via telehealth from California to patients who live or travel to hostile states.56   

 Although the state of California offers strong legal protections to provide and 

receive abortion, gender-affirming therapy, and family planning services in-person and 

remotely, many states do not.57–60 Fifteen states have total abortion bans, and fourteen 

others restrict telehealth provision of medical abortion via telehealth with physician-only 

laws, preventing the mailing of medication or requiring the provider to be physically 

present for the distribution of medication.60  Similarly, laws preventing gender-affirming 

therapy, especially for youth and adolescents, prevent CNMs from offering this care 
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even though it is within their scope of practice while increasing the need for providers 

from out of state to provide this care via telehealth.61  

 Additional policy recommendations include supporting the passage of shield laws 

to protect providers from prosecution from states where essential care is criminalized, 

measures to ensure cross-state licensure compacts, and the federal protections offered 

in the bill, Women’s Health Protection Act. 54,62,63 This act would prevent and pre-empt 

further state-level bans and criminalization of essential reproductive health services and 

permit interstate travel for health services as needed.62 Reproductive health providers, 

including CNMs, can play a greater advocacy role in the public discourse as individuals 

and as active members in professional organizations, inter-professional collaborations, 

and reproductive health justice and policy coalitions similar to the California Coalition of 

Reproductive Freedom and In Our Own Voices: National Black Women’s Reproductive 

Justice Agenda partnership.64–66 Active involvement in policy change can take the form 

of offering expert testimony, crafting position statements and op-eds, cultivating a social 

media presence, and building leadership skills through advocacy training programs.67 

Political engagement is necessary to protect essential access services and fight 

misinformation for CNMs to offer full-spectrum reproductive health care via telehealth. 

Conclusion 

 This dissertation study describes and conceptualizes how CNMs are in the 

process of adapting to telehealth to offer a variety of reproductive health services. The 

change in care challenges central concepts traditionally valued by the profession, such 

as the importance of physical presence and touch and prioritization in midwifery theory 

of cis women and pregnancy and birth rather than the whole lifespan of the person. It 
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also offers CNMs new-found opportunities to offer connectedness and person-centered 

care that responds to patients’ needs that had been previously restricted by interacting 

in person, mainly in clinical settings. However, for these opportunities to be realized, 

real-time activation will be required by CNMs to lead advancements in training, policy, 

research, and clinical practice to keep up with the evolution in practice. Telehealth has 

the potential to serve as a powerful tool to address reproductive health inequities if 

CNMs understand when and how to apply it to meet their patients’ needs.  
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