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a b s t r a c t 

Objective: Globally, midwife-led units are associated with improved clinical outcomes and childbirth sat- 

isfaction, but little is known about the impact of the model on health professionals themselves and in- 

terprofessional collaboration. The aim of this research was to describe the experiences of health profes- 

sionals providing care in Canada’s first Alongside Midwifery Unit. 

Design: A mixed-methods evaluation exploring healthcare provider’s experiences using an online survey 

and qualitative semi-structured interviews and focus groups. 

Setting: Canada’s first Alongside Midwifery Unit, opened at X in 2018. In the Ontario context, the model 

reorganizes the way in which midwifery services are integrated in the hospital. 

Participants: Midwives, obstetricians, nurses, pediatricians, anesthetists, and other healthcare providers 

participated. 

Measurements & findings: 82 online surveys, 17 semi-structured interviews and one focus group were 

completed. Providers agreed that they perceived the Alongside Midwifery Unit was a success (89%) and 

perceived satisfaction among those receiving care on the unit(93%). The majority of providers were sat- 

isfied working on the unit (82%) and reported greater role clarity in the new model (85%) compared to 

the traditional model of midwifery services. Four main themes emerged from the health professionals’ 

perspectives regarding how the unit impacted care: promoting safety, clarifying roles, facilitating collab- 

oration, and managing change. 

Implications for practice: Overall, healthcare professionals had positive experiences working on the AMU, 

including improved role clarity and interprofessional relationships, and they perceived high levels of sat- 

isfaction among those giving birth on the unit. Our findings indicate the Alongside Midwifery Unit model 

can be beneficial for health professionals, women and birthing people. 

© 2022 Elsevier Ltd. All rights reserved. 
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Canada’s first Alongside Midwifery Unit (AMU) opened in 2018 

ith the aim to improve care and better serve the needs of low- 

isk birthing people ( Cameron et al., 2019 ). The AMU is a midwife-

ed birthing unit located in a physically separate space, nearby the 

ospital obstetric unit. The AMU is staffed by a hospitalist mid- 

ife who conducts triage assessments, attends births as the sec- 
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nd midwife, and acts as a resource to the community midwives 

ho provide continuity of care during pregnancy, postpartum and 

uring the intrapartum period. 

The work of physicians and nurses on the obstetric unit remains 

ssentially unchanged while the midwives shifted to being on a 

eparate unit. The charge nurse on the obstetric unit and AMU hos- 

italist midwife communicate regularly to ensure awareness of the 

linical situation on both units, thus ensuring physicians are kept 

breast and are prepared in the event of a consultation or trans- 

er of care from the AMU. Obstetric unit nurses assist in provid- 

ng care to those who require a transfer of care between units. 

hen a consultation is required with an Obstetrician for some- 
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http://www.ScienceDirect.com
http://www.elsevier.com/locate/midw
http://crossmark.crossref.org/dialog/?doi=10.1016/j.midw.2022.103366&domain=pdf
mailto:bmurray@mcmaster.ca
https://doi.org/10.1016/j.midw.2022.103366


B. Murray-Davis, L.N. Grenier, C.A. Mattison et al. Midwifery 111 (2022) 103366 

Table 1 

Demographic characteristics of HCP survey respondents at X 

Hospital. 

Characteristics 

Phase 1 

n (%) 

Healthcare Provider (n = 82) 

Midwife 22 (26.8) 

Nurse 39 (47.6) 

Obstetrician 9 (11) 

Pediatrician ∗ 3 (3.7) 

Anesthetist 2 (2.5) 

Other ∗∗ 7 (8.5) 

Time at Hospital (n = 82) 

0-2 years 16 (19.5) 

3-10 years 35 (42.7) 

11-15 years 15 (18.3) 

over 15 years 16 (19.5) 

Time working in healthcare (n = 81) 

0-2 years 9 (11.1) 

3-10 years 27 (33.3) 

11-15 years 12 (14.8) 

over 15 years 33 (40.7) 

∗includes pediatricians and neonatologists 
∗∗includes other physicians, lactation consultants, respiratory 

therapist, childbirth navigator, etc. 
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a

ne labouring on the midwifery unit, typically the physician will 

onduct the assessment and consultations on the AMU, and de- 

ending on the recommended management and next steps, a deci- 

ion will be made about whether to transfer care to the physician 

nd if it is best to physically move the woman to the the obstetric 

nit. 

Alongside Midwifery Units are becoming popular globally, with 

imilar models in the United Kingdom ( Birthplace in England 

ollaborative Group, 2011 ), Australia ( Monk et al., 2013 ), New 

ealand ( Grigg et al., 2017 ), the Netherlands ( Hermus et al., 2017 ),

rance ( Gaudineau et al., 2013 ), and Belgium ( Welffens et al., 

019a ). AMUs are designed to provide an environment that pro- 

otes low-risk, physiologic labour and birth. The proximity to 

he obstetric unit allows ease of transfer if complications arise 

 Birthplace in England Collaborative Group, 2011 ; Gaudineau et al., 

013 ; Rowe et al., 2020 ; Walsh et al., 2018 ). Evidence has shown

hat midwife-led units and midwifery-led care are associated with 

etter maternal outcomes and fewer interventions for low-risk 

omen ( Bernitz et al., 2011 ; Birthplace in England Collabora- 

ive Group, 2011 ; De Jonge et al., 2015 ; Gaudineau et al., 2013 ;

anssen et al., 2007 ; Merz et al., 2020 ; Welffens et al., 2019b ).

hose who gave birth in midwife-led continuity of care models 

ere less likely to experience instrumental vaginal birth, epidu- 

al analgesia, episiotomies, preterm birth, neonatal death, and were 

ore likely to experience spontaneous vaginal birth ( Sandall et al., 

016 ). Women and persons who gave birth on AMUs were more 

atisfied with their experiences compared to those using other 

odels of care ( Bernitz et al., 2016 ). The existing literature sup- 

orts offering people with a low-risk pregnancy a choice of 

irth setting ( Birthplace in England Collaborative Group, 2011 ; 

adjigeorgiou et al., 2012 ) and suggests women could benefit 

rom alternative midwifery-led centers ( Gaudineau et al., 2013 ; 

elffens et al., 2019b ). 

Despite the growing evidence supporting the improved clin- 

cal outcomes and birth satisfaction of midwife-led units, there 

s a paucity of information regarding the impact that AMUs 

nd other midwife-led units have on the experience of all al- 

ied maternal healthcare providers working in the AMU model 

 B ̨aczek et al., 2020 ), including the impact on interprofessional col- 

aboration. The purpose of our study was to describe health profes- 

ionals’ experiences among those providing care on Canada’s first 

MU. 
2 
ethods 

The study was part of a larger evaluation of the AMU con- 

ucted by our research centre ( Bishop, 2015 ) ( Fig. 1 ). This compo-

ent focused on experiences of health professionals using a mixed- 

ethods, explanatory sequential approach. We used an online sur- 

ey followed by qualitative interviews and a focus group. Ethics 

pproval was obtained from the university and hospital Research 

thics Board. Midwives, obstetricians, nurses, anesthetists, pedia- 

ricians, neonatologists, lactation consultants, and respiratory ther- 

pists who are part of the maternal child care team at the hos- 

ital and who worked directly or indirectly with the AMU were 

nvited to participate by email ( Fig. 2 ). Informed consent was ob- 

ained electronically prior to participation. Recruitment occurred 

etween January-July 2019. Informed consent was obtained elec- 

ronically prior to participation. 

nline survey 

The research team developed the survey, where questions used 

 five-point Likert attitudinal scale and were informed by the lit- 

rature on midwives’ experience working at AMUs in other coun- 

ries ( Nunes et al., 2016 ; Skogheim and Hanssen, 2015 ), and insider

wareness of the unit. There were three demographic questions, 

en statements that explored attitudes and work experiences, in- 

luding perceptions of women’s satisfaction, and open-ended space 

as included for additional comments. Four questions pertained 

pecifically to midwives’ experiences. The survey was piloted with 

idwives and non-healthcare professionals in a different commu- 

ity. Survey administration and data collection was facilitated us- 

ng the secure web application, REDCap. At the end of the sur- 

ey, participants opted to take part in a follow-up interview or 

ocus group and were contacted by a member of the research 

eam. 

nterview and focus group 

The semi-structured interview guide was developed from ex- 

sting literature on AMUs ( Nunes et al., 2016 ; Skogheim and 

anssen, 2015 ) and allowed participants to expand on responses in 

he survey. The guide contained 15 questions and explored health- 

are professionals’ experiences of the AMU. Interviews and fo- 

us groups were conducted by an experienced, non-clinician, re- 

earcher. All interviews were audio recorded and transcribed ver- 

atim. We used a Grounded Theory approach where data analysis 

nd data collection are conducted simultaneously ( Charmaz, 2003 , 

0 0 0 ; Cresswell, 1998 ; Krueger and Casey, 20 0 0 ; Strauss and

orbin, 1990 ). Constant comparison ensured the interview ques- 

ions evolved during data collection to build and refine the emerg- 

ng concepts. ( Charmaz, 2003 , 2000). 

nalysis 

The data was analyzed sequentially with the survey results 

ompleted first. Descriptive statistics were used to present the 

uantitative survey data using Microsoft Excel. Five-point Likert 

cale responses were collapsed to: ‘Agree,’ ‘Neither agree nor dis- 

gree’ and ‘Disagree’. Healthcare professional groups were con- 

ensed to midwives, nurses, obstetricians, pediatricians and ‘other’ 

o maintain the anonymity of professions represented in small 

umbers. 

The survey data provided a basis for understanding the richer 

ontent gleaned through the interviews. Qualitative data was ana- 

yzed following the principles of Grounded Theory ( Charmaz, 2003 , 

0 0 0). An experienced researcher read each transcript line-by-line 

nd conducted open coding using NVivo-12 software. Axial coding 
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Fig. 1. X-AMU Evaluation Study Components. 

Fig. 2. Flow diagram of practitioner recruitment. 
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dentified the relationships between open codes to form categories. 

odes and categories were reviewed as a team to ensure consen- 

us. The team then worked together to generate broader themes 

hrough selective coding which represented the emerging theory. 

ll data were analyzed separately based on professional identity 

nd then collectively. We looked for similarities, differences, and 

ew insights between professions and between types of interview 

ata. To increase the credibility and validity of our findings, we 
3 
tilized both data and methodological triangulation ( Carter et al., 

014 ; Noble and Heale, 2019 ). 

esults 

Eighty-two (82) participants completed the survey: 22 (27%) 

idwives, 39 (48%) nurses, 9 (11%) obstetricians, 3 (4%) pediatri- 

ians, 2 (2%) anesthetists and 7 (9%) other providers. The major- 
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Fig. 3. Total percentages for all participants who responded to statements about the AMU 

Q1: From my perspective, service users are satisfied with the care they receive at the X-AMU 

Q2: The role I play in this new model of care is clear to me. 

Q3: I would like to see more AMUs in other parts of the province. 

Q5: Overall the AMU has been successful so far. 

Q6: Overall, I feel satisfied working at the X-AMU. 

Note: Percentages may not add up due to rounding. 

Table 2 

Percentage of participants who agreed or strongly agreed with statements about the AMU. 

Midwives (n = 22) Obstetricians (n = 9) Nurses (n = 39) Paediatricians (n = 3) Anesthetist (n = 3) Other ∗(n = 7) 

Service users are satisfied with care on AMU 

(n = 82) 

100% (22) 100% (9) 84.6% (33) 100% (3) 100% (2) 100% (7) 

My role is clear to me (n = 82) 95.5% (21) 88.9% (8) 76.9% (30) 100% (3) 100% (2) 85.7% (6) 

Want to see more AMUs in Ontario 

(n = 82) 

95.5% (21) 55.6% (5) 74.4% (29) 33.3% (1) 0% (0) 71.4% (5) 

AMU has been a success 

(n = 81) 

95.5% (21) 100% (9) 81.6% (31) 100% (3) 100% (2) 85.7% (6) 

I feel satisfied working at AMU 

(n = 81) 

95.5% (21) 88.9% (8) 68.4% (26) 100% (3) 100% (2) 85.7% (6) 

∗ Other healthcare provider examples: other physicians, lactation consultants, respiratory therapist, childbirth navigator, etc.Note: Percentages may not add due to rounding. 
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ty had over 15 years of clinical experience (41%, n = 33) ( Table 1 ).

uring analysis, we removed one Likert item due to ambiguous 

ording. 

Overall, the health professionals perceived that women and 

irthing people were satisfied with the care they received on the 

nit (93%, n = 76) ( Fig. 3 ) and the majority were satisfied working

t the AMU (82%, n = 66; Fig. 3 ). They also reported feeling greater

ole clarity in the AMU model (midwives 95%, n = 21, obstetricians 

9%, n = 8, pediatricians 100%, n = 3, and anesthetists 100%, n = 2)

 Table 2 ). Health professionals agreed that the AMU has been a 

uccess (89%, n = 72) and most articulated they would like to see 

he AMU model replicated at other sites (74%, n = 61; Fig. 3 ). The

uestions that were answered only by the midwives compared the 

uality of care provided on the AMU to the current model of mid- 

ifery in Canada. There were mixed responses among midwives 

hen asked if they were able to provide better quality of care on 

he AMU with 59% (n = 13) in agreement, 32% (n = 7) neutral and

% (n = 2) who disagreed. All of the participating midwives agreed 

hat they experienced care that promoted physiological birth and 

ere empowered to work to their fullest scope ( Fig. 4 ). 
4 
Twenty-eight (28) participants consented to be contacted for an 

nterview or focus group. Due to scheduling challenges, we con- 

ucted only one focus group and 17 individual interviews. Three 

urses, 11 midwives, two obstetricians and one pediatrician were 

nterviewed (quotes denoted by N, MW and MD respectively). 

verall, the participants articulated that the model of care on the 

MU had enhanced the already high quality of care provided by 

idwives at the hospital: 

I think we always gave good quality care… we have the ability 

ow to give better care in terms of more meeting the needs of the 

lient, with the environment, with less consultations and with greater 

upport of the hospitalists. (MW10) 

Health professionals perceived that people were satisfied with 

he care they received on the unit and believed that a significant 

actor in this satisfaction was having options and choice during 

heir birth experience: 

I think they like the extra things that are available in the room. 

hey have more options for their labouring experience, like the pools 

nd the special chairs. So, I’ve heard, they’ve verbalized that they like 

he extra options... it’s still a good thing, positive and it’s nice to offer 
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Fig. 4. Total percentages for all midwives who responded to midwifery specific survey questions. 

Q7: I feel that I am able to provide better quality care at the X-AMU as compared to the current model of midwifery care in the rest of Ontario. 

Q8: While working at the X-AMU, I experienced birth care that promotes physiological birth. 

Q9: Working to my fullest scope feels empowering and fulfilling. 

Q10: Working to my fullest scope feels scary. 

Note: Percentages may not add due to rounding. 

Fig. 5. Qualitative themes describing the experiences of healthcare providers regarding the AMU model. 
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omen all these different options that a regular L&D unit can’t offer, 

nd [the AMU] can offer. (N1) 

The concepts of promoting safety and role clarity that were 

dentified in the survey findings were explored further in the inter- 

iews. Our analysis identified four central themes that summarized 

ow care was enhanced through the AMU model of care: promot- 

ng safety, clarifying roles, facilitating collaboration, and managing 

hange ( Fig. 5 ). 

romoting safety 

Ensuring the safety of women, childbearing people and their 

nfants in the AMU model was a priority for all providers. Non- 
5 
idwife practitioners perceived the AMU location to be critical for 

aintaining safety standards. The AMU is on the same floor and 

irectly adjacent to the Labour and Delivery unit (L&D), enabling a 

ast response in the event of emergencies: 

They set goals about security and safety and security and safety 

ncidents and things like that and nothing major has happened. So, 

e know that that’s working really well, and that the AMU is really 

afe. And if they do have to transfer to the other side or to the OR, we

now that that can be done quickly. We know that that system works 

ell. (MW5) 

Initially, physicians and nurses had concerns regarding the dis- 

ance to the AMU from L&D, and the impact on their awareness of 

mergent situations. As one physician explained, 
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I was concerned about the distance and the fact that [women] 

ould be in another unit and [we] would not know what was go- 

ng on, and there might be an emergency developing on the AMU that 

e were not apprised of. (MD2) 

However, through simulations, health professionals addressed 

ommunication and emergency protocols to ensure safety on both 

nits: 

I think that we’ve worked really hard in terms of figuring out the 

ime concept, the distance concept of where they are compared to the 

ICU, compared to the OR. (N3) 

Midwives described this model as the ‘best of both worlds’ for 

eople giving birth whereby they experienced care in a midwifery- 

ed space while also having access to emergency care and special- 

sts if necessary: 

I think they feel really comfortable there and I think a lot of them 

re comforted by the fact that if there is an emergency or we need to

ccess other health care providers, it’s also very easy for us to do that. 

e can have the best of both worlds. (MW7) 

A central contributor to the safety of the AMU was the exper- 

ise of the hospitalist midwives. The senior midwives who filled 

his role acted as the first line of clinical support and consulta- 

ion for the community midwives and as the liaison to the con- 

ultant physician if necessary. This greatly reduced the number of 

onsultations that the physicians felt were ‘unnecessary’ and pro- 

ided more support for less experienced midwives: 

They’ve got an experienced hospitalist who is working with the 

ommunity midwives, so there’s an extra layer of support and teach- 

ng that goes on amongst their own midwifery colleagues. I would 

ay that our consultations are, when we get them, are very appropri- 

te, and certainly I would say dramatically less than what we used 

o experience before.... Now, I think knowing that they’ve got an extra 

ayer where they do have an experienced person there, it gives them, I 

hink, more confidence to be able to try different things before they’re 

alling us. (MD3) 

larifying roles 

The health professionals reported that their roles and respon- 

ibilities were better defined in the AMU model due to expanded 

cope of practice, clear consultation protocols, and explicit delin- 

ation of the most responsible practitioner: 

We did set up a pretty clear line so that if their patients get trans-

erred to our unit…we are the [most responsible provider], and then 

he midwifery team will provide supportive care…There just has to be 

 very clear line about who is responsible… That’s been much easier 

or them to do than… before they set this up, we may be taking all

he care for certain things, and sometimes the midwives weren’t there 

ontinuously, maybe they would come at delivery, but they weren’t 

here to provide that backup support for their [women] all the way 

hrough labour, because maybe the division of all the other things they 

ad to do. (MD3) 

Under the previous model, midwives attending births on L&D 

eported feeling constrained and that they often felt like ‘visitors’ 

n the space, as one midwife described: 

If you go into some depth looking at why midwives aren’t working 

r why they’re not happy where they’re working, you hear really fa- 

iliar themes. You hear “I don’t feel like I have power in my practice.

 don’t feel like I have autonomy in my practice. I don’t feel supported 

y my colleagues. I don’t feel that I have the ability to work the way

hat I want to. (MW6) 

Their nursing colleagues articulated that the midwives had 

ore autonomy to practice to their fullest ability without scrutiny: 

I think that in some senses it’s given them more of an autonomy 

hat they can really feel is theirs. Before they had that autonomy, they 

ould still do the things that they could do, but when they were in 
6 
ur unit, you’re overshadowed all the time by nurses and OBs that 

re kind of watching over you a bit. (N3) 

The space was designed with midwives’ input, governed, and 

un by midwives, and equipped with labour and birth tools to sup- 

ort midwifery practices. All of these components were described 

s contributing to midwives feeling ownership over the space: 

I think a midwifery led alongside unit, where it’s the midwives’ 

pace and the OB and nursing team come over as ‘visitors’ to assist 

nd then they might have a cup of tea and then they leave, feels very

ood and it feels so much less threatening as a midwife to have people 

ome to you and not you be the outsider. (MW4) 

Participants also reported that scope expansion that was im- 

lemented with the creation of the AMU enhanced the midwives’ 

bility to provide care independently, without the involvement of 

hysicians: 

We have some standing orders, but we have expanded scope that 

ncludes some medical acts that in other communities [would] typi- 

ally require consultation. So that gives a lot of flexibility and auton- 

my…which is quite different and welcome. (MW4) 

The physicians stated that consultations were clearer and more 

ormalized: 

It was always, "Oh, by the way, could you look at…." There was 

 lot of informal consultations which I find places us in a very pre- 

arious situation. “Are you asking for a consult? Are you not?” It has 

o be very clear. Whereas with this model, it’s very clear. When we’re 

sked for a consult, we’re asked for a consult. I find that it’s worked 

etter for, I think, both groups. (MD2) 

acilitating collaboration 

All participants described the essential role that effective col- 

aboration played in the unit’s success. The idea of midwives work- 

ng independently in a separate space within the hospital was re- 

ounted as initially feeling uncomfortable for the physicians, who 

ad concerns about the safety and expertise of the midwives to be 

ble to manage care independently. The hospitalist role was per- 

eived as critical in developing trust between the physicians and 

idwives. Two effective strategies for fostering this trust were to 

ave the obstetricians involved in the hospitalist hiring process and 

aving the hospitalists work shifts on the obstetrical L&D unit prior 

o the opening of the AMU. These actions supported building pos- 

tive relationships and collaboration: 

It was very helpful for the hospitalist midwives to get the confi- 

ence of the physicians, and they really went out of their way to 1) 

ommunicate, 2) let them know they were not trying to be a threat 

o anything. It was just how could we work together just to make 

hings better, and that it could be win-win. It wasn’t going to be that 

e were always going to be helping them out. It was going to be a

ollaborative thing…it wasn’t a one-way service street. (MD3) 

Trusting the skills of the hospitalists and knowing the commu- 

ity midwives were being supported by the hospitalists was de- 

cribed by midwives as being instrumental for minimizing appre- 

ension about the model: 

When you’re a hospitalist and you’re doing consults for 17 mid- 

ives, you get to know the OBs really, really well and they get to 

now you. And they know that, and they were part of the interview 

rocess for the AMU hospitalists. They know that the most senior mid- 

ives have been interviewed and accepted for the position and so 

here’s just inherently that trust and a better relationship that has 

volved or has manifested because of the AMU. (MW10) 

When compared with the traditional midwifery model, rela- 

ions between midwives and other health professionals were oc- 

asionally described negatively. Some stated that there were too 

any midwives for physicians and nurses to get to know individ- 

ally, or to ascertain their skill levels. In the AMU model, physi- 

ians and nurses interacted frequently with the smaller number 
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o

f hospitalist midwives who acted as a liaison between units and 

nitiated the consultation process when required. All health pro- 

essionals mentioned that this fostered improved professional rap- 

ort, relationships, and trust between both professions and the 

nits. Since the early development of the AMU, there had been 

oncerted effort to create opportunities for the different profes- 

ionals to get to know one another and build interprofessional 

elationships: 

I think a lot of the success in the AMU has come from the amount

f time and effort that has been spent at developing our team build- 

ng skills, our inter-professional communication skills, in working with 

ne another as midwives and then looping in Allied Healthcare profes- 

ionals to feel like we’re all on the same page and we’re not fighting 

n uphill battle against like some oppressive threat. The fact that we 

an all kind of be onboard together and learn how to work through 

ach other’s personality and professional differences, that has been re- 

lly instrumental. (MW6) 

Several participants highlighted the need for relationship build- 

ng and teamwork activities to continue to ensure this was main- 

ained. It was also articulated that awareness of both AMU and 

&D processes, procedures and philosophies were important for 

orking together: 

We’ve also said to them when they’re having different things like 

ater births or whatever or they would be happy to have us come 

ver and observe some of the different things that they’re doing and 

re certainly very open to us to come over and see exactly what 

hey’re doing and how they do things differently. (MD3) 

Communication was highlighted as one of the most critical fac- 

ors impacting the safety and success of the AMU. Most practition- 

rs agreed that due to the physical separation of the two units, 

ommunication, primarily through the role of the hospitalist, was 

ssential to ensure emergencies were handled effectively. Specif- 

cally, it was described that having a single midwife on shift re- 

ponsible for communicating with the charge nurse and obstetri- 

ian on the other unit streamlined the communication process: 

In general, better care is being delivered and I feel like we’re just 

ore in the loop with what’s going on. Everything is right there in 

he AMU, it’s not about kind of guess work as to who’s on labour and

elivery and what’s going on there. It’s a bit clearer as to what’s going 

n and what everyone’s roles are. (MD1) 

anaging change 

The utilization of change management strategies and philoso- 

hies from hospital and AMU leadership was seen by all partici- 

ants to be integral to the development, management, and success 

f the unit. Participants described the AMU as a constant work in 

rogress, as they continually worked through challenges together 

s an interprofessional team to proactively prevent issues from 

rising: 

I think that everything has gone smoothly enough that when 

hings aren’t working, we find a way to fix that or find a solution 

o that so that everybody will be more on the same page...we may 

ave noticed something when we were working, so we have a conver- 

ation, and they say, "Oh, yes, that’s not a bad idea." Then they can

ake it back, and they can have a discussion…it’s all in discussion and 

orking together to try and solve those issues…[it] has always been 

bout finding solutions rather than pointing fingers. It’s a better way 

o be, because when you just point fingers, then you never get to the 

olution, so you still have the problems. (N3) 

One of the ways this manifested was improving and clarifying 

nter-unit policies regarding admissions and transfers of care. 

Participants identified that a highly valued component of the 

hange management process was the inclusion of multiple stake- 

olders. This ensured a range of perspectives were included into 

he design of the AMU. The most significant factor leading to suc- 
7 
ess, reported by all health professionals, was effective leadership. 

his included a clear vision for developing and championing the 

odel, in addition to the use of change management to guide 

he team during the transition. Ensuring that all health profes- 

ionals were brought to the table and creating an open line of 

ommunication was essential, which facilitated bidirectional com- 

unication with leadership and clear information regarding AMU 

utcomes: 

Like anything with a new project, you want to make sure every- 

ody is kept in the loop and things are transparent. So, I think that’s 

umber one, is just regular meetings about it and then just reaching 

ut to all the other sort of professions within the hospital. So, at our 

egular meetings, we’ll have respiratory therapists will come and OBs 

ill come, and nurses will come, so just keeping those connections go- 

ng throughout the hospital and making sure that they’re in the loop 

bout what’s happening on our unit as well. There’s no mystery about 

hat’s happening. Everyone is welcome. We do our own rounds that 

veryone is invited to, so lots of communication and lots of inclusion. 

MW9) 

iscussion 

Our findings indicate that from the perspective of health pro- 

essionals, the AMU model enhances care for labouring women 

nd persons through the promotion of safety, improved role clarity 

nd collaboration, and was achieved by actively applying change 

anagement principles. The interviews confirmed the survey find- 

ngs that practitioners perceived women were satisfied with the 

are they received. This is consistent with literature showing 

hat birthing people are more satisfied in AMUs and midwife-led 

odels compared to other models of care ( Bernitz et al., 2011 ; 

andall et al., 2016 ). The location of the AMU, in close proximity 

o the L&D unit, ensured timely access to obstetric and pediatric 

are, and the operating room in the event of an emergency. The 

ospitalist role was viewed as critical to the safe operation of the 

MU through clinical mentorship and as a mechanism to enhance 

utonomy of the independent unit. 

In traditional models of maternity care, issues of roles and 

cope of practice for midwives have been found to be a source 

f tension ( Behruzi et al., 2017 ; Bucknall and Thomas, 1997 ; 

ruger and McCann, 2018 ). However, in keeping with the evidence 

rom other countries, our findings highlight that the midwives who 

orked in the midwifery-led unit experienced greater autonomy, 

rofessional independence and role clarity, and enjoyed being able 

o work to full scope ( Grylka-Baeschlin et al., 2020 ). The greater 

ense of independence and professional power is an important and 

imely finding as recent evidence in Canada has highlighted that 

oor job satisfaction, perceived lack of power, and limited auton- 

my are central influences in why midwives leave the profession 

 Bloxsome et al., 2019 ; Stoll and Gallagher, 2019 ). 

Overall, practitioners felt satisfied working on the AMU, and 

eported positive relationships that were actively encouraged by 

eaders within the organization. The use of intentional team build- 

ng activities to develop interprofessional relationships and im- 

rove collaboration were viewed favourably in our findings and are 

upported by the literature ( McCourt et al., 2014 ), but more work is 

eeded to fully understand the impact on interprofessional collab- 

ration. While providers unanimously agreed that interprofessional 

elationships were better compared to the pre-AMU state, histori- 

al tensions exist that can inhibit collaboration between midwives 

nd other maternity care providers ( Blais et al., 1999 ; Ratti et al.,

014 ), due in part to unclear roles, territorial behaviour, differ- 

ng ideologies, and poor communication, all factors identified in 

his research ( McCourt et al., 2014 ; Sosa et al., 2018 ). Educating

ractitioners on each others’ profession, scope of practice, philos- 

phy of care, in addition to developing personal relationships and 
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orking together aids in reducing tensions between practitioners, 

nd improving interprofessional collaboration ( Blais et al., 1999 ; 

cCourt et al., 2014 ). 

Beyond the impact on the midwives, all health professional 

roups in our study reported that the AMU had been a success and 

hat they enjoyed working on the unit. This was attributed to the 

thos of openness to change which was demonstrated during the 

mplementation and operationalization of the model of care, which 

equired restructuring in an ever changing and evolving environ- 

ent ( Campbell, 2008 ; Varkey and Antonio, 2010 ). These find- 

ngs also confirm the results of the Implementation Lessons com- 

onent of the evaluation ( Fig. 1 ) which highlighted the importance 

f Change Management and leadership of the AMU ( Darling et al., 

021 ). 

Our study is strengthened by our mixed-methods approach, 

hich allowed us to use methodological triangulation to confirm 

ur findings. A potential limitation of our study is that we did 

ot pilot the survey or interview guide with other health care 

roviders Also, since we were unable to recruit to saturation in 

ach health professional group, it is likely that those who partici- 

ated were overall more positive in their views Consequently, this 

mpacts the generalizability of our results, and we may be missing 

ey perspectives from the small number of professionals that were 

ess supportive of the AMU. 

onclusion 

This is the first study investigating health professionals’ ex- 

eriences of an AMU in Canada. Overall, practitioners had posi- 

ive experiences and felt the AMU model was a success. Partici- 

ants collaborated well with their interprofessional colleagues, and 

argely attributed this to change management strategies and effec- 

ive leadership. Practitioners experienced improved clarity regard- 

ng their own roles and responsibilities, and perceived that high 

evels of satisfaction among those receiving care on the unit. The 

entorship inherent in the AMU model through the role of hospi- 

alist provided support to new midwives that contributed to confi- 

ence and professional identity, while supporting community mid- 

ives enabled them to care for more women and families. These 

esults indicate that the AMU model provides benefits to health- 

are providers, not just midwives, while also maintaining safety, 

nd facilitating person-centred care and satisfaction during child- 

irth. 
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