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Knowing the benefits of PA across our lifespan, the impact of 
incorporating a PA pathway in all pregnancy and postnatal care 
packages, not just high-risk categories, is hugely important. 
I hope that with this simple, yet effective framework, we can 
start the conversation about more active lifestyle choices for 
women at antenatal and postnatal clinics. However, it is not 
enough to just start the conversation – it is important to keep 
the momentum going. Without a commitment to support 
women becoming and staying active throughout their lives, it 
will inevitably fall by the wayside. 

In the UK we have amazing exercise science expertise. However, 
we need to focus this expertise on the perinatal period, as it is 
not just about serving women, but also getting it right for our 
future generations. The health impact, the long-term financial 
benefit to our health services and a collective culture of being 
active across all age groups starts with mothers and the babies 
in their wombs. TPM

CONCLUSION

ARTICLE OF THE MONTH BASICS

SUMMARY 
Our knowledge and 
understanding of gender 
and sexuality is changing 
dramatically. With 
increasing numbers of 
LGBTQIA+ individuals 
accessing maternity 
care, we are now at a 
critical transition point. 
How do we turn what 
has been historically 
a heteronormative 
cisgendered system into 
one that caters for all 
genders and sexualities? As 
the first article in a four-
part series, here we explore 
the current challenges 
facing the LGBTQIA+ 
community when accessing 
healthcare and how the 
current maternity system 
fails to create a safe and 
inclusive space for new 
parents. We explore the 
improvements needed 
for progressive change to 
happen and how individual 
practitioners can care for 
the LGBTQIA+ community 
with compassion.

LGBTQIA+ MATERNITY CARE 

1. PRIDE IN MATERNITY:
PROUD OF WHAT?

INTRODUCTION
Currently, the UK is experiencing a movement of sexual 
orientation and gender freedom, with increasing numbers of 
people identifying as Lesbian, Gay, Bisexual, Transgender, Queer 
and/or Questioning, Intersex, and Asexual and/or Ally, plus non-
cisgender and non-straight identities (LGBTQIA+). The Office 
for National Statistics states ‘An estimated 1.4 million people 
aged 16 and over in the UK identified as lesbian, gay or bisexual 
(LGB) in 2019’1 – this does not include gender identities, such as 
transgender and non-binary, as up until the recent Census 2021 
questionnaire these characteristics were not acknowledged.2 
This in itself demonstrates how society is shifting – the demand 
for representation and visibility is growing.

Agree
It is important to get agreement on an action plan. The woman 
herself needs to set PA as a priority in her life. If it’s not, she 
will disengage from the process. It is also important to get her 
to buy into the advice you give with the confidence that the 
advice is given with her particular situation in mind. She should 
not feel that her care provider themselves has any biases or 
barriers when they give the advice. Both of you need to agree 
on a plan that will bring realistic changes to improve PA levels. 
Target clear levels of PA that can be followed up on, and put in 
place behavioural changes that may need to be addressed in 
order to meet the PA levels agreed upon. Sometimes it takes 
more than one appointment to gain agreement – it should 
come through a trusting relationship that is based on the 
welfare of the woman. 

Example: Walking your older children to school and back at 
least three days each week instead of driving is a great idea. 
As you say, you will be able to encourage your kids to walk a 
bit more too and your whole family will benefit.

Key points:
• the woman needs to identify PA as a priority in her life 

before agreeing on any plan of action
• you need to make sure your conversation does not bring in 

your personal preferences and biases of PA to ensure a high 
level of trust.

Assist
Assistance can be provided in the form of authoritative 
resources that have credibility. You can thus validate any 
recommendations you make based on the evidence. This is key, 
as most women will have heard many different things about 
exercise and don’t know what to trust. The source of your 
recommendation will reassure them, and also help educate her 
in seeking good quality information for herself, further enabling 
her to make her own choices. 

Point to appropriate professional support if needed and arrange 
for regular follow-ups for accountability. This can be delegated 
within the community setting and reported back on a regular 
basis, creating a 360° setting of accountability reporting. This 
will ensure the woman feels supported in her decisions and 
when things get hard, she has the level of support needed to 
reconnect with her plan without feeling dejected or defeated. 

Example: There is no data or good scientific evidence that 
suggest that moderate levels of PA can harm your pregnancy 
or cause miscarriage. 

Key points:
• assistance should be evidence-driven, minimal but consistent
• create a 360° accountability setting of support via 

community and GP buy-in if possible.

Midwives who were interviewed identified a lack of 
specific knowledge and training on giving exercise 
advice and guidance
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BASICS LGBTQIA+ MATERNITY CARE

The term LGBTQIA+ has grown over the years to accommodate 
the spectrum of people who form the community. We are 
seeing less of ‘the gay community’ and ‘LGBT’ and are moving 
more towards an inclusive community where freedom to 
express sexuality and gender is embraced, even encouraged. 
However, healthcare has always been a contentious area for the 
LGBTQIA+ community, with an abundance of documented first-
hand experiences of discrimination and a lack of understanding 
when people are often at their most vulnerable. Maternity care 
is no exception and is arguably lagging behind other specialties 
in advancements to become more inclusive and welcoming of 
LGBTQIA+ people. As more people from the community are 
becoming pregnant and having children, it begs the question: 
why is maternity not striving to be more progressive? This 
failing in care results in transgender and non-binary individuals 
making the difficult decision to either have children before 
transitioning or to not have children at all. Same-sex couples 
who cannot afford expensive fertility treatment and are 
not entitled to NHS-funded care, unlike their heterosexual 
counterparts, are using non-regulated sperm donation/
surrogacy services at the risk of their health and safety.

Why are LGBTQIA+ people still struggling to access the same 
standard of fertility and maternity care as heterosexual and 
cisgendered people?

WHERE IS THE REPRESENTATION? 
There is a plethora of problematic issues in maternity care 
and they are, quite literally, everywhere you look. The lack 
of visual representation in the NHS is both perplexing and 
outdated for an organisation that advertises itself as a service 
for everyone at any time. Leaflets, posters, websites – they are 
all lacking in representation of LGBTQIA+ people. The majority 
of depictions are of cisgendered and heterosexual people and 

RECOMMENDATIONS
• Do a tour of your unit and count how many times you see 

LGBTQIA+ people being represented – you will be surprised how 
rare this is.

• Know your legal obligations, and make amendments to your 
practice and guidelines/policies in accordance.

• Read blogs and articles – learn from lived experience about how 
you can be a better ally.

• Wear a pronoun badge at work so birthing people know it is safe 
to tell you theirs.

• If you make a mistake, e.g. using incorrect pronouns – 
acknowledge the mistake, apologise and learn for next time. 

• Be vocal and fearless when calling out homophobia/transphobia 
– this can be incredibly empowering for an LGBTQIA+ individual to 
witness.

• Do not make assumptions about gender/sexuality and family 
dynamics.

• Be critical of the heteronormative system and encourage others 
to be the same.

families. Representation is lacking because the system is yet 
to fully acknowledge the very presence of LGBTQIA+ people 
in maternity. Maternity data collection for transgender and 
non-binary people is practically non-existent in the UK. From 
start to finish, people’s childbearing journeys are entrenched 
in heteronormativity and gender conformity. During 'the 
booking’ process, we expect pregnant people to be female, and 
this creates difficult and sometimes painful conversations for 
non-cisgendered people. The rigidity of IT systems means that 
midwives are unable to perform simple tasks such as virtually 
admitting men onto a postnatal ward and a variety of similar 
issues. It is no wonder LGBTQIA+ people avoid healthcare to 
their detriment.

Even though there is a gap in in-depth research surrounding 
LGBTQIA+ people and their experiences of maternity care, 
there is enough information available from the community to 
inform what is harmful and should be avoided – misgendering 
people, for example. The effect this has on transgender and 
non-binary people is detrimental, but it continues to happen 
all too frequently. It is the act of choosing not to acknowledge 
and address failings in practice that is perpetuating a cycle 
of discrimination and trauma. It is important, however, to 
remember that the LGBTQIA+ community is not present as 
a teaching aid. Some of the responsibility must come from 
midwives and other health professionals taking the initiative 
to do their own reading. There is an abundance of blogs and 
articles available for people to read, to learn from stories that 
are enriched with lived experience. 

'Last time I went to get my shot [of testosterone], she had 
a student in with her “because it’s interesting for them to 
learn” and kept asking me about all the surgeries I’ve had 
done and how they do them.’ – anon

SPEAKING UP
LGBTQIA+ people do not feel safe to speak up because it is 
both frightening and dangerous. Stonewall published its LGBT 
in Britain: Hate crime and discrimination report in 2017, which 
stated that ‘two in five trans people (41%) have experienced a 
hate crime or incident because of their gender identity in the 
last 12 months and one in six LGB people, who aren’t trans 
(16%), have experienced a hate crime or incident due to their 
sexual orientation in the same period.’3 Stonewall also reported 
that ‘between 2008 and 2014, there were 1,612 trans people 
murdered across 62 countries – equivalent to a killing every 
two days’.4 How long can healthcare continue to ignore these 
statistics? The LGBTQIA+ community has a longstanding history 
of being subjected to violence and hate crimes which makes 
being visible hazardous. The ongoing gamble of ally or non-ally 
is exhausting and unsafe.

It can also be incredibly uncomfortable and anxiety-inducing 
to be forced to disclose your identity in order to access basic 
healthcare. When speaking to a transgender man about his 
experience with a GP, he said:

‘Everything goes back to your “transness”, I could go in with 
a broken arm and they’d tell me it’s because of testosterone 

or something. I’ve had severe acne on my back for eight years 
now, the last time I went and pleaded for someone to look at it, 
she looked and she obviously hadn’t read my file and was like 
“Looks painful, so do you use steroids? You shouldn’t, [they are] 
bad for your body.” I told her I was trans; she backed up and 
wouldn’t even look at me and said “Well it’ll be your sex change 
hormones causing that, you would have to stop them for it to 
go away.”’

Disheartening stories are becoming more frequent in the media 
– such as non-birthing parents in lesbian relationships having 
to assert themselves as mothers (often being mistaken for 
friends or relatives) or male same-sex couples having to fight 
to be part of their intended child’s birth. These assumptions are 
incredibly damaging, especially so during the delicate transition 
to parenthood.

VISIBILITY IN SOCIAL MEDIA
There is a distinct lack of national LGBTQIA+ related guidance 
in maternity; neither the National Institute for Health and Care 
Excellence (NICE) nor the Royal College of Obstetricians and 
Gynaecologists (RCOG) have specific guidelines. This makes it 
challenging for local trusts to formulate their own, and when 
they do, it is often met with hostility.

Recently a trust publicised their own guidance on gender in 
maternity, which has been met with a backlash of transphobic 
comments on social media. The guidance was simply offering 
advice on language when caring for pregnant people, but 
the opposition was overwhelming. Suggestions that the 
word ‘woman’ is being erased comes from privilege – where 
cisgendered women have the ability to be vocal without fear 
of retribution because their place in society is already well-
engrained and anchored.
  
Recently social media has sadly been used as a platform 
for midwives and other healthcare professionals to voice 
hurtful sentiments against the LGBTQIA+ community. Those 
practitioners would do well to remind themselves of not only 
our professional codes, but also that hate crimes are just that, 
crimes which fall under the Criminal Justice Act 2003.5 There 
seems to be a rhetoric of radical feminism which condemns 
the existence of transgender people in maternity, suggesting 
that only women give birth. It is baffling to think these people 

practise under a professional code that states that midwives 
must ‘avoid making assumptions and recognise diversity and 
individual choice’ and ‘respect and uphold people’s human 
rights’6 – the emphasis is on human rights here. The Equality 
Act 2010 makes it illegal to discriminate against anyone for a 
number of protected characteristics – including sexuality and 
gender reassignment.7 How can we make LGBTQIA+ people feel 
safe in a system which is heterocentric and gender-conforming?

To ensure LGBTQIA+ people feel safe in maternity, maternity 
needs to address its shortfalls. Maternity services are facing 
arguably one of their greatest challenges – to create a safe and 
inclusive space for all service users. We must start listening to 
the voices of the LGBTQIA+ community and adapt services so 
that everyone has positive maternity experiences. Moving away 
from the current heteronormative cisgendered model of care 
must be embraced by all for this to be successful. This change 
will not be easy, but education is key to addressing knowledge 
gaps and becoming better allies. The profession must challenge 
transphobia and homophobia in a bid to create the inclusive 
space maternity so desperately needs and deserves. TPM

CONCLUSION
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