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Abstract

As awareness of neurodivergence grows and diagnostic pathways improve,
increasing numbers of health professionals are identifying as neurodivergent (ND).
However, little is known about the experiences of ND kahu pokai (midwives) in
Aotearoa New Zealand. This study explores how ND kahu pokai navigate their
professional environments, the strengths they bring to their practice, and what

supports could help them thrive.

Using Appreciative Inquiry, a strengths-based methodology, data was collected
through semi-structured interviews with 15 ND kahu pokai, followed by a four-day
asynchronous online focus group. Person-orientated research ethics were employed
to minimise barriers to engagement for ND participants. Reflexive thematic analysis

revealed five key themes that illuminate the lived experiences of ND kahu pokai.

The first theme described how ND kahu pokai felt that they built strong therapeutic
relationships with whanau, drawing on their unique communication styles, deep
empathy, and cognitive strengths. Participants believed that the care they provided
was emotionally safe, affirming, and grounded in authenticity and lived experience,
thus they positioned their neurodivergence as a relational asset within their practice.
The second theme explored the concept of “spiky” skill profiles, where participants
balanced exceptional abilities with specific challenges. They navigated clinical and
interpersonal demands using tailored strategies and supportive feedback,
highlighting the need for nuanced understanding of ND capabilities.

The third theme described a personal journey of finding a workplace that suited
participants sensory and cognitive needs. This involved discovering environments
that aligned with their preferences and developing customised tools and routines to
manage energy levels and overstimulation. Theme four focused on fostering ND
kahu pokai culture and leadership. Participants embraced neurodivergence as a
cultural reclamation and strength, advocating for inclusive leadership, peer support,

and affirming workplaces that dismantle stigma and elevate ND visibility.

Finally, theme five challenged rigid perceptions of midwifery, showing that systemic
inflexibility—rather than neurodivergence itself—created barriers to inclusion.
Participants called for more adaptable roles that prioritise contribution over

conformity, supporting sustainability and diversity within the profession.



Across all themes, participants consistently viewed their neurodivergence as an
asset, particularly in relational care, but faced barriers rooted in ableist workplace
norms. They proposed tailored accommodations to better support ND professionals
in healthcare settings. This research offers novel insights into the lived experiences
of ND kahu poOkai in Aotearoa, challenging neuro-normative assumptions and
advocating for inclusive practices. The findings will inform educational and clinical
frameworks to foster ND inclusion, visibility, and leadership across the kahu pokai

profession.

To enhance accessibility for neurodivergent readers, | incorporated wayfinding
visuals—using both colour and icons—throughout my thesis. Icons used are source

from “The Noun Project”, Public Domain, under Creative Commons Licence:

httos.//creativecommons.orqg/publicdomain/mark/1.0/

All colours and artworks unless otherwise stated are the author’'s own.
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Glossary

Words in Te Reo Maori, unless otherwise stated have been taken from Te Aka Maori

Dictionary (https://www.maoridictionary.co.nz/)

Ableism: A system of discrimination experienced by the disabled community, fuelled
by socially constructed beliefs on ‘normalcy, productivity, desirability, intelligence and
fitness’ (Lewis, 2022).

Accommodation: Strategies and tools utilised to create an equitable environment for

a disabled person (Cooper et al., 2018)

ADHD/ADHDer: Attention Deficit Hyperactivity Disorder, a neurodevelopmental
condition with inattention, impulsivity and overactivity as the central features; these
persist over time and result in significant impairment (American Psychiatric
Association, 2013).

Alexythymia: Difficulty in recognising, describing, and processing one's own

emotions (Bagby et al, 2025).

Autism: A neurodevelopmental condition characterised by challenges with social
interaction and communication, and by restricted or repetitive patterns of thought and

behaviour (American Psychiatric Association, 2013).

Double empathy problem: A mutual breakdown in understanding between people of
differing neurotypes, especially between autistic and non-autistic individuals, where
both parties struggle to empathise with each other due to different ways of
experiencing the world (Milton, 2012).

Dyslexia: A specific learning disability of neurodevelopmental origin; it impacts a
person's ability with reading, writing and numeracy; verbal and visual processing

skills can also be impacted (Cooper et al., 2018).

Dyspraxia: A neurodevelopmental condition that affects gross and fine motor skills,

coordination and cognitive function (Walker et al., 2021)

Executive functioning: A set of neurocognitive skills that enable conscious, goal-
directed control of thoughts, actions, and emotions, including working memory,
cognitive flexibility, and inhibitory control (Zelazo & Carlson, 2020).
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Info-dumping: A communication style, often seen in ND individuals, involving the

enthusiastic sharing of detailed information about a special interest (Bennie, 2025).
Kahu Pokai (noun): The te reo Maori word for midwife.

Kanorau a-roro (noun): neurodiversity, translated as “diversity of the brain and/or
emotions” (Opai, 2019).

Koha (noun): gift, present, offering, donation, contribution - especially one

maintaining social relationships and has connotations of reciprocity.
Kupu (noun): word, vocabulary, saying, talk, message, statement, utterance, lyric.

Mana (noun): prestige, authority, control, power, influence, status, spiritual power,

charisma - mana is a supernatural force in a person, place or object

Managing Spoons: A self-regulation strategy based on Spoon Theory, used by
neurodivergent individuals to monitor and allocate limited energy resources
throughout the day. It helps in pacing activities, setting boundaries, and preventing
burnout by recognising that everyday tasks consume varying amounts of energy
("spoons") (Neff, 2022).

Masking: The conscious or unconscious suppression of natural ND traits and
adoption of socially acceptable alternatives, often to avoid stigma or to fit in, which

can lead to emotional exhaustion and identity confusion (Pearson & Rose, 2021).
Matauranga Maori: Maori knowledge.

Monotropism: A cognitive tendency to focus intensely on a limited number of
interests or stimuli at a time, often associated with neurodivergence. It explains how
ND individuals may experience deep engagement in specific interests while finding it

difficult to shift attention between tasks or stimuli (Dwyer et al., 2024).

Neuro-affirming: Active rejection of the medical model and its focus on "fixing"
deficits in neurocognitive functioning. Neuro-affirming practice embraces difference,
recognises strengths and co-creates accommodations that serve to increase

participation and inclusion (Walker, 2021).

Neuroception: The brain’s unconscious process of detecting safety, danger, or threat
in the environment, influencing physiological and emotional responses without

conscious awareness. It plays a key role in social behaviour and is particularly
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relevant in understanding sensory and emotional processing in ND people (Proff et
al., 2021).

Neurodevelopmental Disorder: A range of lifelong conditions characterised by
impairments in cognitive, communication, behaviour and/or motor skills (American

Psychiatric Association, 2013).

Neurodivergent: An umbrella term that describes individuals with a brain that
diverges from what is typical; this may include autism, ADHD, dyslexia and dyspraxia

among others (Doyle, 2020).

Neurodiversity: The diversity in human minds, the inexhaustible variation in

neurocognitive functioning within the human species (Walker, 2021).

Neurominority: A group of individuals whose neurocognitive functioning diverges
from the societal norm, including conditions like autism, ADHD, dyslexia, and others
(Doyle, 2024).

Neurotype: A type of brain wiring, in relation to how a person processes cognitive,
sensory and social information. For example, ND people are more likely to share the

same neurotype (Silberman, 2015).

Neurotypical: An individual whose cognitive, sensory and social functioning conforms

within normative standards (Doyle, 2020).

Polytropism: A cognitive style characterised by the ability to attend to multiple stimuli
or interests simultaneously. It contrasts with monotropism and is often associated
with ADHD, where individuals may shift attention rapidly and engage with several

tasks or ideas at once (Dryden, 2024).

Radical acceptance: A psychological strategy that involves fully acknowledging and
accepting reality and emotions as they are, without judgment or resistance. It is used
to reduce emotional suffering by fostering nonjudgmental awareness and emotional

regulation (Segal et al., 2025).

Rejection sensitivity: A heightened emotional response to perceived or actual
rejection or criticism, often resulting in intense feelings of shame, anxiety, or
dysphoria. In ND individuals, it can lead to masking, withdrawal, and impaired social
functioning (Rownet-Smith et al., 2024).
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Ropd: group, party of people, company, gang, association, entourage, committee,

organisation, category.

Sensory avoidant profile: A neurodivergent sensory processing pattern where
individuals actively avoid sensory input that feels overwhelming or distressing. This
profile is common in autism and may involve withdrawal from environments,
activities, or interactions that trigger sensory discomfort, often impacting

communication, behaviour, and quality of life (Kapp, 2025).

Sensory seeking profile: A sensory processing pattern where individuals actively
seek out intense or frequent sensory input to regulate their arousal or emotional
state. Common in ND people, this profile may involve behaviours like touching
objects, making loud noises, or engaging in movement to fulfill sensory needs
(Crasta et al., 2020).

Stimming: A self-stimulatory behaviour characterised by repetitive actions or
movements of the body—such as hand-flapping, rocking, or tapping. These
behaviours can help individuals regulate sensory input, manage anxiety, or express
emotions (Walker, 2021).

Special interest: An intense and focused interest in a specific topic or activity, often
seen in autistic individuals. These interests are typically more intense, enduring, and
consuming than typical hobbies, and can be a source of joy, comfort, and identity,

though they may also interfere with daily functioning (Nowell et al., 2021).
Tangata Tiriti: people of the Treaty (non-Maori) (Orange, 2023).

Tangata whenua: people of the Treaty (Maori) (Orange, 2023).

Tauiwi (noun): foreigner, European, non-Maori, colonist.

Te lIka-a-Maui - North Island of Aotearoa New Zealand.

Te Tiriti o Waitangi: the Maori-language version of the foundational 1840 agreement,
was signed by representatives of the British Crown and more than 500 Maori chiefs.
Unlike the English Treaty of Waitangi, it emphasises Maori sovereignty and sets the
framework for the relationship between Maori and the Crown. (Came et al., 2020;
Orange, 2023)

Te Waipounamu: South Island of Aotearoa New Zealand.
Whakamahi (verb): to set to work, cause to work, operate, put to work, employ, use.
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Whakawhanaungatanga (noun): process of establishing relationships, relating well to
others.

Whanau (noun): extended family, family group, a familiar term of address to a
number of people - the primary economic unit of traditional Maori society. In the
modern context the term is sometimes used to include friends who may not have any
kinship ties to other members.
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Chapter One: Introduction

Whakatauki

Kei téna, kei téna, kei téna

ano tona ake ahua, tona

ake mauri, tona ake mana.

Each and every one has
their own uniqueness, life

essence and presence.

Although the origins of this whakatauki are not formally attributed, | include it with
respect for its place as a taonga in both Maori and disability contexts, and for the way
its meaning aligns with my own positionality and intentions as tangata Tiriti. It

provides the lens through which this chapter—and the research that follows—begins.

Introduction

This chapter introduces the context and scope of this research by briefly outlining the
neurodiversity movement and the contemporary nature of midwifery in Aotearoa New
Zealand. It then presents my personal rationale for choosing this topic and
establishes my positionality as a researcher. In alignment with ethical research
practices in Aotearoa, | reflect on how this work engages with Te Tiriti o Waitangi. |
also explain the language choices used throughout the thesis and highlight the
importance of applying intersectional frameworks. The chapter concludes by stating

the purpose, aim, and objectives of the study, followed by an overview of the thesis

structure.




Background

The Neurodiversity Movement

This thesis is situated within the emerging field of Neurodiversity Studies, a critical
paradigm that challenges traditional conceptions of cognitive normativity (Yergeau,
2018). Much like the recognition that there is no singular correct gender, sexuality, or
ethnicity, neurodiversity acknowledges natural variations in cognitive, social, and
sensory functioning as intrinsic aspects of human diversity (Rosqvist et al., 2020).
Central to this paradigm is a rejection of the idealised rational subject; it invites a
fundamental rethinking of what it means to be human (Yergeau, 2018). The term
neurodiversity first gained traction in the 1990s, largely through online platforms that
enabled autistic individuals to connect and advocate for their rights (Botha et al.,
2024). Judy Singer, an autistic sociologist from Australia, played a pivotal role in
formalising the concept during her Honours research, where she critiqued the
medicalisation of autism and argued against the notion that it required a cure
(Singer, 2002). By the early 2000s, the neurodiversity framework began expanding
beyond the autistic community to encompass a broader range of
neurodevelopmental conditions (Antonetta, 2007; Kirby, 2004). Around this time,
activist Kassiane Asasumasu (UMass Office of the President, n.d) coined the term
neurodivergent to describe individuals whose cognitive functioning diverges from
dominant societal norms. This umbrella term encompasses conditions such as
autism, ADHD, dyslexia, and dyspraxia, among others (Doyle, 2024). In contrast,
individuals whose neurocognitive profiles align with socially normative standards are
referred to as neurotypical (NT). Today, these online discussions and explorations
have culminated into a growing body of theory, debate, and research now referred to

as neurodiversity studies (Dwyer et al., 2024).

Neurodivergent conditions are typically assessed using the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-5) (American Psychiatric
Association, 2013) which reflects the principles of modern psychology and is
grounded in positivist scientific traditions. This model emphasises observable
behaviours and external traits, often focusing on deviations from statistical norms.
For instance, autism is diagnosed based on persistent challenges in social

communication and interaction, alongside restricted and repetitive behaviours, all




expected to appear early in development (Botha, 2021). Psychological research has
historically centered on populations that fit within the statistical average—those
considered “normative”—which has led to the exclusion of individuals with atypical
cognitive profiles (Harden, 2021; Kirby, 2022; Raper, 2019). This has contributed to a
skewed understanding of human psychology, where white, male, able-bodied,
neurotypical individuals are often treated as the default (Roberts & Mortenson,
2022). As a result, ND people are frequently pathologised, and standardised
assessments—often validated on non-diverse samples—can misrepresent their
experiences and lead to inappropriate interventions (Cascella, 2009; Fletcher &
Navarrete, 2003; Pearce & Williams, 2013).

Te ao Maori Perspectives on Neurodivergence

Research into neuro-developmental conditions often lacks ethnic diversity, and
diagnostic tools have consequently failed to incorporate the unique constructs of
Indigenous Peoples (Simpson, 2021). Maori scholars have highlighted that the
concept of neurodiversity closely aligns with their own views on disability. Bevan-
Brown (2013) found that tangata whaikaha are seen by Maori as “special and
precious with their own personal mana’ (p 576); autistic whanau members are
considered a variation on normal with their own strengths and challenges. Kanorau
a-roro is the kupu Maori for neurodiversity and is translated as “diversity of the brain
and/or emotions” (Opai, 2020). Simpson (2021) highlighted that culture is integral to
the way kanorau a-roro is experienced, defined and managed. A positive
neurodivergent and indigenous self-identity is possible and can even be a protective
mechanism for improved mental and physical health outcomes (Simpson, 2021).
Maori scholars argue that this requires a shift from our current pathologised model
towards a decolonised strength-based approach that closely aligns with the
neurodiversity model (Bevan-Brown, 2013). As a Tangata Tiriti researcher working
towards epistemological justice, | recognise the importance Kaupapa Maori research

within the ND space.
The Wider Disability Context of Neurodivergence

The neurodiversity movement is positioned within the human rights model of
disability. Rather than viewing neurodivergence as a disorder, it frames disability as
a result of societal barriers and systemic ableism (Rosqvist et al., 2020). This model

emphasises autonomy, inclusion, and self-identification, allowing individuals to see




themselves as ND without needing a formal diagnosis (Elsherif et al., 2022; Kapp et
al., 2013; 2022; Walker, 2021). In Aotearoa New Zealand, neurodivergence is legally
recognised as a form of disability under the Human Rights Act (Te Kawangatanga o
Aotearoa | New Zealand Government ,1993), which includes psychological and
psychiatric conditions. However, whether an ND person identifies as disabled is a
personal decision (Accardo et al., 2024). While the law provides protections and
rights, the neurodiversity paradigm prioritises individual agency and lived experience

over clinical categorisation.

This research adopts a broad neurodiversity framework by examining ND conditions
collectively rather than focusing on a single diagnosis such as autism. This approach
reflects the growing recognition that neurodevelopmental traits often overlap across
diagnostic categories (Doyle, 2020). Studies have identified cognitive continuities
between conditions such as autism and dyslexia (Williams & Casanova, 2010),
ADHD and dyslexia (Sanchez-Moran et al., 2018), and borderline personality
disorder and autism (Dudas et al., 2017). Genetic research further supports this
interconnectedness, revealing shared mutations and risk factors across multiple
neuropsychiatric conditions, including ADHD, autism, schizophrenia, and bipolar
disorder (Brainstorm Consortium et al., 2018; Cabana-Dominguez et al., 2022;
Cross-Disorder Group of the Psychiatric Genomics Consortium, 2013, 2019; Zhu et
al., 2014;). Some scholars even propose a unified neurodevelopmental spectrum
influenced by epigenetic factors such as environment, stress, and lifestyle. By
considering these conditions together, this study aims to better understand the

shared and distinct needs of ND individuals within a holistic framework.

Neurodivergent People in the Health Professions?

Understanding neurodivergence as a spectrum of interconnected conditions
highlights the importance of examining how societal structures, such as healthcare
professions, respond to difference. A key lens for this is ableism - a systemic form of
discrimination experienced by disabled communities, driven by socially constructed
ideals of “normalcy, productivity, desirability, intelligence and fitness” (Lewis, 2022,
para. 4). Within healthcare and other professional fields, ableism often manifests in
assumptions that ND individuals may be unsuitable due to perceived deficits in
cognitive or communication abilities (Bury et al., 2021; Hedlund, 2023). Emerging
research challenges these deficit-based assumptions, reframing communication




differences between ND and NT individuals as mutual rather than one-sided. This
concept, known as the “double empathy problem” (DEP), suggests that
misunderstandings arise from differing cognitive and communicative styles rather

than inherent impairments (Milton, 2012; Morrison et al., 2019).

Further complicating the overall understanding of neurodivergence in professional
contexts is a longstanding research bias that centers white male experiences,
leading to the underdiagnosis of ND women and gender-diverse individuals. These
so-called “lost generations” (McDonald, 2020; Young et al., 2020) often internalise
their ND traits (Galea, 2021), engage in masking or camouflaging behaviours to
navigate social expectations (Nussbaum, 2012; Young et al., 2020), and may
present with higher verbal and social skills or pursue gender-normative interests
such as caregiving and animal-related activities (McDonald, 2020; Young et al.,
2020). As awareness of neurodivergence grows and shifts towards more affirming
and inclusive understandings, increasing numbers of individuals are seeking
assessments later in life. Given that midwifery is a predominantly female profession,
it is likely that some kahu pokai are themselves navigating this journey of ND self-

discovery.

Aotearoa New Zealand Perinatal Context

Understanding the experiences of ND kahu pokai in Aotearoa New Zealand requires
an appreciation of the professional and systemic context in which they practice.
Midwifery in Aotearoa is a self-regulated profession, with Te Tatau o te Whare Kahu |
Midwifery Council of New Zealand (MCNZ) overseeing registration, Scope of
Practice, Code of Conduct, competency standards, cultural competence (Turanga
Kaupapa), and continuing education (MCNZ, n.d.). Te Kareti o Nga
Kaiwhakawhanau Ki Aotearoa |The New Zealand College of Midwives (“The
College”) provides practice guidance through the Midwives’ Handbook for Practice,
including the midwifery philosophy, Code of Ethics, and Standards for Midwifery
Practice (NZCOM, 2018). Five institutions currently deliver a direct-entry
undergraduate degree that integrates academic and clinical learning, preparing kahu
pokai to work autonomously (Gilkison et al., 2016; Te Kawangatanga o Aotearoa |
New Zealand Government, 2024). More recently, the University of Waikato

introduced a Graduate Entry Masters (GEM) in Midwifery - the Master of Clinical




Practice (Midwifery) - as a pre-registration pathway for those with (non-midwifery)

health professional qualifications to transition to midwifery registration.

The national perinatal system supports kahu pokai-led continuity of care, allowing a
single kahu pokai or practice to provide holistic care from pre-conception to six
weeks postpartum (NZCOM, 2018). When complications arise, multidisciplinary
collaboration ensures comprehensive care. Aotearoa’s perinatal model is
internationally distinctive, with 95% of whanau engaging a Lead Maternity Carer
(LMC), most of whom are kahu pokai contracted to provide continuity of care without
charging fees, instead claiming through the national maternity contract (Health NZ |
Te Whatu Ora, 2024; Manatu Hauora | Ministry of Health, 2021). Within the
workforce, 31% of kahu pokai provide case-loading LMC care, while 46.6% are
employed in rostered shifts across hospital settings. A small proportion (2.6%) of
employed kahu pokai offer continuity of care within regional health services but are
not required to be on-call for births. The remaining 13% work in education,
management, or research roles (Te Tatau o te Whare Kahu | Midwifery Council,
2023).

Caseloading kahu pokai often report working over 40 hours per week yet also report
higher job satisfaction despite lower work-life balance scores (Dixon et al., 2025).
Hospital-based kahu pokai, while working fewer hours, face higher workloads due to
the unpredictable nature of acute perinatal care. Aotearoa currently faces a kahu
pokai workforce shortfall of approximately 1,050 full-time equivalents—around 40% of
the required workforce (Te Whatu Ora | Health New Zealand, 2024). Globally,
midwives face similar challenges, including high workloads, limited autonomy,
exposure to trauma, and insufficient resources, all contributing to burnout and
reduced job satisfaction (Albendin-Garcia et al., 2021; Hansson et al., 2022: Hunter
et al., 2019; 2022; Sidhu et al., 2020). Gaining insight into the lived experiences of
kahu poOkai is essential for developing strategies that enhance retention, foster

inclusion, and address workforce shortages through more supportive and sustainable

working environments.




My research interest

My interest in exploring the experiences of ND kahu pokai is both scholarly and
deeply personal. | was first diagnosed as ND during my initial year of practice as a
newly graduated LMC. The journey began with an autism diagnosis and later
expanded to include ADHD, dyslexia, dyscalculia, and multiple sclerosis. This period
was marked by professional uncertainty and profound shifts within my whanau, as
both my daughters experienced what we later came to understand as autistic burnout
- a syndrome characterised by chronic, pervasive exhaustion, loss of skills or
functioning and reduced tolerance to sensory stimuli, often resulting from prolonged
stress and inadequate support (Raymaker et al., 2020). Our diagnostic journeys—
mine and theirs—revealed the gendered dimensions of neurodivergence and the
systemic barriers to recognition and support. While receiving a diagnosis offered
valuable insight into my lived experience, navigating the professional landscape as
an “out” ND kahu pokai has often felt isolating. Early disclosures were met with
dismissive remarks like “you don’t look autistic” and “well, we’ve all got problems,”
highlighting a pervasive lack of awareness and support within the midwifery
community. Connecting with fellow ND kahu pokai Bronwyn Rideout was a turning
point. Together, we launched peer-led initiatives such as neurodiversity education
days and The Neurobirth Podcast (2023), creating spaces for visibility, solidarity, and
community. This research is driven by a commitment to illuminate the realities of ND
kahu pokai, to foster a more inclusive professional culture, and develop the kind of

resource | wish had existed when | began my journey.
Positioning

Alongside my neurodivergent identity, | also identify as queer and non-binary. These
facets of who | am shape the way | interact with the world and influence my approach
to research. Furthermore, | recognise the privilege | hold as a white person who is
frequently perceived—based on outward appearance—as heterosexual, non-disabled,
and cisgender. This perception grants me access to unearned advantages within the
colonised societal structures of Aotearoa New Zealand. My educational background,
lived experiences, and professional role as a kahu pokai are all informed by this

complex positioning.




In qualitative research, it is widely accepted that a researcher’s positionality plays a
crucial role in ensuring the integrity and trustworthiness of the study (Braun & Clarke,
2022; Jacobson & Mustafa, 2019). The perspectives and experiences a researcher
bring to their work influences every phase of the process—from shaping the research
questions and selecting methods, to interpreting findings and offering practical
insights (Secules et al., 2021). By openly acknowledging these influences,
researchers contribute to greater transparency and offer a clearer understanding of

the context in which the research is situated.

As someone who is Tangata Tiriti, | am committed to upholding my responsibilities
under Te Tiriti o Waitangi in both my personal life and professional practice. Te Tiriti
o Waitangi is central to research conducted in Aotearoa New Zealand, shaping
ethical responsibilities and guiding engagement with Maori communities. Although
originally intended to establish a partnership and protect Maori rights, historical
mistranslations and the exercise of colonial dominance have led to enduring
inequities (Human Rights Commission, n.d; Tahere & Tupara, 2020). As a Tauiwi
researcher, | acknowledge my role in upholding Te Tiriti across personal,
professional, and academic contexts, particularly within health research where the
impacts of colonisation continue to shape outcomes and perpetuate disparities
(Health Research Council of New Zealand, 2019). This commitment involves an
ongoing journey of self-reflection and actively working to challenge and dismantle

colonial structures within the spaces | inhabit and influence (Came et al., 2023).
Insider Status

My dual positioning as both a kahu pokai and a ND person situates me as an ‘insider’
within the participant group. This insider status offers a unique epistemological
advantage, allowing for deeper, more authentic engagement with participants and a
richer understanding of their lived experiences. The inclusion of ND researchers in
neurodivergent-focused research has been shown to reduce ableist assumptions
and enhance the relevance, nuance, and quality of findings (Botha & Cage, 2022;
Urbanowicz et al., 2019). Historically, research on neurodivergent people has often
been conducted from an outsider perspective, focusing on observable traits with the
aim of diagnosis, normalisation, or cure. This approach has frequently excluded the
voices of those being studied, reinforcing deficit-based narratives. However, there is

a growing movement toward participatory and community-led research, where




neurodivergent scholars are reclaiming the narrative and reshaping the research
agenda (Azevedo et al., 2022; Botha, 2021; Matheiken, 2024).

Insider research has the power to illuminate the neurodivergent experience from
within, offering insights that are often inaccessible to external observers. This shift
enables research to move beyond pathologising frameworks and toward
understanding how to meaningfully support and improve the lives of neurodivergent
individuals. By embedding lived experience into the research process, this study
aims to contribute to a more inclusive and transformative body of knowledge (Botha,
2021).

Intersectionality

Neurodivergent individuals, who are part of the broader disabled community, often
find that their identities are narrowly defined by their neurological differences. This
reductionist view can overshadow other important aspects of who they are, such as
their gender identity, sexual orientation, or cultural background (Cascio et al., 2020).
For example, the concept of “neuroqueer,” introduced by autistic scholar and
advocate Nick Walker (2023), highlights the meaningful overlap between
neurodivergent and LGBTQIA+ communities. Living in a society structured around
neurotypical norms—especially within professional environments—can intensify the
challenges faced by ND individuals who also belong to other marginalised groups
(Cascio et al., 2021). These intersecting identities can heighten participants’
vulnerability in research settings, making it essential to approach such work with

sensitivity and care.

This study was grounded in an intersectional framework, ensuring that diverse
identities were acknowledged and respected throughout the research process. A key
part of this approach involved ongoing reflection on whose voices were included or
excluded. To honour the multifaceted identities of participants, the research design
incorporated gender-inclusive language and Kupu Maori, recognising the cultural
and linguistic dimensions that intersect with neurodivergence. These choices were
not only inclusive but also reflected a deliberate commitment to Te Tiriti o Waitangi
aligned practice. Tiriti-aligned approaches are inherently intersectional, fostering
environments of belonging, respect, and shared authority-principles that guides both

the language used and the broader research ethos.




Language

Language holds transformative power in shaping how identities are understood,
respected, and valued. In this thesis, | have intentionally prioritised the use of the
term kahu pokai in place of “midwife” or “midwives,” and whanau instead of “women”
or “consumers.” While these terms are not used exclusively, their inclusion reflects a
commitment to culturally affirming language that honours te reo Maori and upholds
the principles of Te Tiriti o Waitangi.

Whanau is an inclusive Maori term that acknowledges the diversity of individuals
within their social and relational contexts. Crucially, the definition of whanau is
determined by whanau themselves—this autonomy is essential to preserving the
integrity and full meaning of the term. Whanau are the rightful determiners of what
health and wellbeing mean for them. Recognising the collective does not diminish
individual rights and interests; rather, it situates them within a broader, relational
framework (Te Tatau o te Whare Kahu | Midwifery Council, n.d.-b). These language
choices align with the terminology used in Whanuitanga o Te Mahi | Midwifery Scope
of Practice (Te Kawanatanga o Aotearoa | New Zealand Government, 2024). They
represent not only a political and ethical stance, but also a methodological one—
affirming that the language we use shapes how we see, understand, and value

people.

This same principle applies to how neurodivergent identities are named and
understood. As Sainsbury (2000, p. 12) powerfully states: “We are not people who
‘just happen to have autism’; it is not an appendage that can be separated from who
we are as people, nor is it something shameful that has to be reduced to a sub-
clause.” This perspective challenges deficit-based framings that treat neurodivergent
conditions as needing to be fixed or cured and instead affirms it as a core part of
identity. By embedding this understanding into the language and structure of the
research, this thesis resists the historical tendency to observe ND people from the
outside. Instead, it centres insider knowledge and lived experience, using language
that reflects the richness and complexity of participants’ identities (Bottema-Beutal et
al., 2021). For example, rather than using person-first language such as “person with
autism,” this thesis adopts identity-first language, referring to “autistic people” to

affirm autism as an integral aspect of identity rather than a detachable condition.
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Wayfinding Visuals

To enhance accessibility for neurodivergent readers, | incorporated wayfinding
visuals—using both colour and icons—throughout the main chapters of my thesis.
Large academic documents can be cognitively demanding, especially for ND
individuals, who may experience challenges with working memory, sequencing, and
maintaining focus (Taylor, 2021; Nicolson & Fawcett, 2008). Many ND people also
possess enhanced visual-spatial skills and benefit from visual scaffolding that
supports comprehension and navigation (Eide & Eide, 2011). These visual cues
allow readers to orient themselves within the document, even when engaging with
isolated chapters, by providing consistent reminders of their location in the broader
structure. This approach reduces cognitive load and increases independence,
making the thesis more inclusive and user-friendly (Jaleniauskiene & Kasperiuniene,
2023; Joyful Soul Psychology, 2025). The icons used to represent each chapter were
obtained under license from The Noun Project (n.d.), an extensive repository of
professionally curated, high-quality vector graphics produced by a global community
of artists. The surrounding colour wave motifs were independently designed and
created by myself.

Research Aims and Objectives

This study sought to explore the experiences of ND kahu pokai in Aotearoa New
Zealand, with the overarching aim of increasing their visibility within the profession
and highlighting the unique strengths they contribute to kahu pokai practice. A further
objective was the co-creation of a guidance document that outlines strategies for
fostering neuro-inclusive workplaces and enhancing the professional wellbeing of ND
midwives. Central to this research is the recognition of the emotional and
professional needs of midwives. Previous studies have shown that feeling valued
and acknowledged in their roles significantly enhances emotional wellbeing (Dixon et
al., 2017; Mharapara et al., 2024). Moreover, a strong sense of purpose and
meaning in their work is closely linked to job satisfaction, reinforcing the importance
of cultivating environments where midwives feel respected and fulfilled (Hansson et
al., 2022). In the context of rising attrition and burnout across the kahu pokai
workforce, promoting diversity and inclusion is a critical kaupapa. Understanding the

lived experiences of ND kahu poOkai is also a foundational step toward building a
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more equitable and responsive health system. As the UK’s General Medical Council
(2021) asserts, “A diverse population is better served by a diverse workforce that has

had similar experiences and understands their needs.”
To guide this inquiry, the following research questions were developed:

e What are the experiences of ND kahu pokai in Aotearoa New Zealand, and
what strengths do they feel they bring to the profession?

e What neuro-affirming changes or improvements would ND kahu pokai like to
see in the profession, and what strategies do they believe would help achieve
these goals?

To address these aims, a qualitative research design was adopted, well-suited to
exploring under-researched areas and capturing diverse lived realities (Kivunja &
Kuyini, 2017; Levers, 2023), because this is essential for understanding the varied
experiences and perspectives on ND kahu pokai within their professional context. A
relational constructivist approach informed the study, allowing for co-constructed
knowledge and acknowledging the researcher’s insider position (van der Haar &
Hosking, 2004). This perspective supported a collaborative and participatory process
of meaning-making with ND participants; these aspects are defined and explored
later in the research methodology chapter.

The research process was designed to be affirming and empowering for all involved.
Appreciative Inquiry was employed to centre strengths-based insights and challenge
deficit-based narratives. Guided by the Al 4-D cycle—Discover, Dream, Design,
Destiny (Brookes, 2017; Cooperrider & Whitney, 2005)—the study used affirmative

guestioning to explore participants’ experiences and aspirations.
Data collection occurred in two phases:

1. Semi-structured interviews aligned with the Discover, Dream, and Design
stages. Participants shared what they valued about being ND kahu pokai, the
strengths they brought to their work, and their visions for a neuro-affirming
career.

2. An asynchronous online focus group enabled participants to review and
respond to themes generated from Phase One using reflexive thematic
analysis. This continued the Design stage, allowing for collaborative

refinement of strategies to support ND kahu pokai. The Destiny stage focused
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on shaping a guidance document to share these insights with the wider kahu

pokai community.

Grounded in the neurodiversity paradigm and informed by disability-affirming,
person-oriented research ethics, the study was designed to respect neurocognitive
diversity throughout both participation and knowledge creation. Recognising that
conventional qualitative methods may pose barriers for ND individuals,
methodological adaptations were incorporated to support diverse communication and
processing styles. Drawing on practices developed by disabled academics, the study
offered flexible participation options and responsive design features to foster an

inclusive research environment.

Thesis Overview

Chapter One: Introduction

The opening chapter establishes the foundation of the study by outlining its purpose,
aims, and objectives. It contextualises the research within contemporary midwifery in
Aotearoa New Zealand and introduces the neurodiversity movement’s historical
background. The chapter also explores how neurodivergence and disability intersect,
particularly within health professions such as midwifery, through an intersectional
feminist lens. The researcher’s positionality is articulated, and the relevance of Te

Tiriti o Waitangi in shaping ethical research practices in Aotearoa is emphasised.
Chapter Two: Literature Review

Given the limited research on ND kahu pokai, this chapter broadens the scope to
examine what is currently known about the workplace experiences of ND healthcare
professionals. Through a critical review of existing literature, it identifies a significant
gap that underpins the study’s rationale. This review, previously published in the
New Zealand College of Midwives Journal (Taylor et al., 2024) and reprinted in this
thesis with permission (Appendix One), contributes to the emerging discourse on

neurodiversity in healthcare.
Chapter Three: Methodology

Here, the methodological approach is outlined, with a focus on creating a process

that is affirming for all involved. Appreciative Inquiry is introduced as the guiding
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methodology, supported by theoretical foundations and adapted through the Person-
Oriented Research Ethics framework—developed by disabled scholars to support
neuro-inclusive research. The chapter details recruitment, data collection, and
analysis methods, all designed to honour neurocognitive diversity in both

participation and knowledge creation.
Chapter Four: Findings

This chapter presents five interrelated themes that capture the lived experiences of
participants as ND kahu pokai. It highlights the strengths they bring to the profession
and their visions for a more inclusive midwifery landscape. These themes offer
insight into both the systemic challenges and the transformative potential of ND

perspectives in midwifery.
Chapter Five: Discussion

Building on the findings, this chapter revisits the study’s aims and research
questions, offering a synthesis of key insights. It then situates these findings within
the broader body of international literature on ND healthcare professionals, as well
as recent contributions from scholars working within the neurodiversity paradigm.
This comparative analysis deepens the understanding of how the study’s findings

align with or diverge from existing research.
Chapter Six: Conclusion

The final chapter reflects on the study’s strengths and limitations, offering
recommendations for kahu pokai practice and identifying opportunities for further
research. It concludes with final remarks and a personal reflection, underscoring the
significance of the research journey and its contribution to advancing neuro-inclusive

approaches in midwifery and beyond.
Chapter Summary

This chapter has laid the groundwork for the thesis by introducing the broader
context in which the research is situated, including a brief overview of the
neurodiversity movement and the current landscape of kahu pokai in Aotearoa New
Zealand. It has outlined the personal motivations behind the study and established

my positionality as a researcher, acknowledging how my lived experience as a
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neurodivergent individual and my role as a kahu pokai contribute to the insider
perspective that informs this work. The chapter also reflects on the importance of
honouring Te Tiriti o Waitangi within research practice, particularly in relation to
equity and ethical responsibility. Key decisions around language use and the
application of intersectional frameworks have been explained, highlighting their
relevance to both the research topic and methodology. Finally, the chapter has
presented the study’s purpose, aim, and objectives, and provided a roadmap for the
structure of the thesis. The next chapter builds on this foundation by critically
engaging with existing literature on ND healthcare professionals. In doing so, it
broadens the scope beyond kahu pokai to explore the wider context of neurodiversity

in healthcare workplaces, identifying key gaps that inform the rationale for this study.
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Chapter Two: Literature Review

Building on the groundwork laid in Chapter One, which introduced the broader
context of this research—including the neurodiversity movement, the current
landscape of kahu pokai in Aotearoa New Zealand, and my own positionality as a ND
researcher—this chapter presents literature relevant to the experiences of ND health
professionals. This is done through the inclusion of a previously published article,
which appears in full (see Appendix One for reprint permission information). The
article was published in the New Zealand College of Midwives Journal in 2024
(Taylor et al., 2024). As a reprint, some content may overlap with material already
discussed in Chapter One and elsewhere in the thesis. The article was co-authored
by my research supervisors and contributes a foundational perspective that informs

the subsequent chapters.
Introduction

Underdiagnosis of neurodivergent (ND) conditions for people assigned female at
birth plus non-disclosure due to stigma obscures the true incidence of
neurodivergence within our society (Drysdale & van der Meer, 2020; Grove et al.,
2023; Radulski, 2022; Young et al., 2020;). Aotearoa New Zealand has no national
register on the adult incidence of ND conditions (Drysdale & van der Meer, 2020).
Estimates from overseas suggest that neurominorities may account for around 20%
of the general population: this is a significant minority group (Cooper et al., 2018;
Doyle, 2020; Moore, 2021). A report recently published by the Ministry for the
Environment highlighted that ND people are an untapped talent within Aotearoa’s
workforce (Hammond, 2022). As awareness and diagnosis of ND conditions
increase, more health professionals, including midwives, may be discovering their
ND identity (Shaw, Doherty et al., 2023). Currently, there is a dearth of research
exploring the experiences of ND midwives; this literature review therefore casts a
wider net and asks: what is known about the workplace experiences of ND

healthcare professionals?
Positioning

Identity-first language has been used throughout this paper (“autistic person” instead

of “person with autism”) in light of evidence demonstrating ND people's preference
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for identity-first language (Bottema-Beutal et al., 2021). The lead author (AT) is a
Pakeha kahu pokai and Master of Midwifery candidate. They are an autistic, ADHD,
dyslexic person diagnosed in their new-graduate year. Including ND academics in
ND research has been associated with reducing ableist constructions and improving
the scope and quality of the published findings (Botha & Cage, 2022; Urbanowicz et
al., 2019). Co-authors (LD and SM) are Pakeha midwifery academics who are both

neurotypical, supporting AT as research supervisors.
Rationale for Literature Review

Understanding the experiences of ND health professionals could be a step in the
right direction towards a more inclusive and equitable health service. As noted by the
UK’s General Medical Council, ‘A diverse population is better served by a diverse
workforce that has had similar experiences and understands their needs’(General
Medical Council, 2024, para. 5). This paper positions itself within the relatively new
critical paradigm known as Neurodiversity Studies (Yergeau, 2018). Just as there is
no one “correct” gender, sexuality or ethnicity, intrinsic neurotype variations can be
seen in cognitive, social and sensory functioning (Rosqvist et al., 2020). The
neurodiversity paradigm opposes the notion of an ideal rational person; ontologically,
it asks us to reconsider what it means to be human (Yergeau, 2018). The concept of
neurodiversity emerged online during the 1990s; the growth of the internet provided
a platform for the ND community to connect and establish a self-advocacy movement
(Silberman, 2015). An autistic Australian sociologist, Judy Singer, further
championed the understanding of neurodiversity in 1998 to challenge the prevailing
paradigm that certain neurodevelopmental conditions were pathological and required
a cure (Singer, 2002). ‘Neurodivergent’ is an umbrella term that describes individuals
with a brain that diverges from what is typical; this may include autism, attention
deficit hyperactivity disorder (ADHD), dyslexia and dyspraxia, among others (see
glossary. Neurodivergent symptoms or features are understood to overlap between
various conditions (Doyle, 2020). An individual whose neurotype conforms to
normative cognitive, sensory and social functioning standards is described as

neurotypical (NT).

Instead of employing the medical model and its focus on disorder and deficit,
neurodiversity scholarship is rooted in the human rights model of disability, where

ableist barriers within society create inequities for ND people (Rosqvist et al., 2020;
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Te Whatu Ora, 2023). Neurodivergent people therefore have agency to choose
whether they consider their neurodivergence as a disability or not. Ableism is a
system of discrimination experienced by the disabled community, fuelled by socially
constructed beliefs around “normalcy, productivity, desirability, intelligence and
fitness” (Lewis, 2022, para 4). An example of ableism in action is the pervasive idea
that ND people may be unsuitable for healthcare occupations due to deficits in
cognitive and communication skills (Bury et al., 2021; Hedlund, 2023). However,
recent research highlights that interpersonal misunderstandings between neurotypes
are instead a two-way problem (Morrison et al., 2019); challenges occur due to
differing cognitive and communication styles, known as the “double empathy
problem” (DEP) (Milton, 2012, p. 884).

Research bias in favour of white males, alongside pervasive stereotypes, has
contributed to the underdiagnosis of ND women and gender-diverse people. These
so-called “lost generations” (McDonald, 2020; Young et al., 2020) tend to internalise
ND features (Galea, 2021), camouflage or mask traits as a social survival strategy
(Nussbaum, 2012; Young et al., 2020), display higher verbal and social skills, and
partake in gender normative special interests such as care activities with people and
animals (McDonald, 2020; Young et al., 2020). As the understanding of
neurodivergence shifts towards a neuro-affirming world, more people are pursuing
ND assessments later in life (McDonald, 2020; Young et al., 2020), and, as a
predominantly female profession, there may be midwives traversing this journey of

self-discovery.
Intersectionality

Neurodivergent people, as part of the disabled community, are often reduced to their
condition, with other facets of their identity, such as sexual orientation, gender
identity and ethnicity, being neglected (Cascio et al., 2020). For example, the term
“neuroqueer”, coined by the autistic academic and advocate Nick Walker (2023),
speaks to the significant intersection between the LGBTQIA+ and ND communities.
Navigating a neurotypical world, including the workplace, likely adds additional layers
of burden to the lived experience of ND people with intersecting identities (Cascio et
al., 2021).

An individual's experience of belonging to multiple minority groups can create
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research environments of increased vulnerability for participants. This research will
embed intersectional awareness throughout the study design; this requires regular
reflection on, “who is and is not in the conversatior’. Kupu Maori and gender-
inclusive language will be woven throughout the research design as an
acknowledgement of the significant axis between neurodivergence and other

identities the participants may carry
Maori Perspectives on Neurodivergence

The combination of being Maori, female, ND and a kahu pokai presents a unique
intersection of identities that likely brings its own unparalleled experiences.
According to Simpson (2021, p. 417), “..factors such as ethnicity, disability and
gender can, separately, pose difficulties [and] “..when combined..can develop into
insurmountable difficulties”. Neurodivergent Maori experience systemic inequity in
access to neurocognitive assessments despite many international studies confirming
that neurodivergence spans equally across all ethnicities. Research into neuro-
developmental conditions lacks ethnic diversity, and diagnostic tools have
consequently failed to incorporate the unique constructs of Indigenous peoples
(Simpson, 2021); this compounds underdiagnosis for ND wahine (female) Maori.
Interestingly, te reo Maori can be seen to align with the neurodiversity paradigm. The
kupu Maori for neurodiversity is kanorau a-roro and it translates to “the many faces of
the mind” (Riwai-Couch, 2021). Autism is known as takiwatanga, meaning “in
my/his/her own time and space”; ADHD is called aroreretini or “mind/attention on
many things” (Opai, 2020). In addition, research within the educational sector
highlights that for Maori, tangata whaikaha, meaning “differently abled people”, are
seen as “special and precious with their own personal mana” (Bevan-Brown, 2013,
p576). Simpson (2021) highlights that Maori culture is integral to the way kanorau a-
roro is experienced, defined and managed; autistic whanau members are considered
a variation of normal with their own strengths and challenges. Understanding the
unique experiences of an ND Maori kahu pokai is a vital research kaupapa (topic)

that currently does not exist in the literature.
Method

This integrative review aimed to explore current knowledge on the workplace

experiences of ND healthcare professionals. The intention was to provide a
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descriptive mapping of the existing data and identify areas for future research (Grant
& Booth, 2009). Four databases were explored for this literature review, including
Google Scholar, PubMed, CINAHL and ProQuest. The initial search was conducted
in June 2023 and then repeated in September 2023. Search terms included (midwi*
OR nurs* OR doctor* OR healthcare professional) AND (employment OR
experiences OR and perceptions) AND (neurodiver* OR autis* OR aspergers OR
ADHD OR dyslexia OR dyspraxia OR disability). Boolean operators were utilised to
find publications across the full scope of ND identities and various healthcare

professions.
Inclusion criteria

The inclusion criteria were peer-reviewed qualitative and quantitative primary studies
published in English from 2015 to 2023, reporting on workplace experiences of ND
healthcare professionals. Commentaries, opinion pieces and editorials were
excluded, as were papers focusing on the academic trajectory of ND healthcare
students. Reference lists from garnered studies were hand-searched, and more
relevant papers were found. The final nine studies were assessed and regarded as
satisfactory for eligibility using a number of different checklists from the Critical
Appraisals Skills Programme (CASP), i.e. chosen appropriate to the methodology of
each study (CASP UK, n.d.). A PRISMA flow chart provides a visual reference to the

integrative review process (Figure 1).

20



Articles identified
E by database searches
= (n=144)
-
B
=
A 4
Number after
duplicates removed
(n=35)
£
cE ¥ Anticles excluded
i (=17}
Adrticles screened » {commentaries,
(n=35) opinion pieces and
editorials)
Y
= Full articles screened
= for eligibility
§ (n=18) Additional articles
=] hand searched from
o references lists
N (n=3)
Articles excluded
> =12}
(studies on ND
3 Anticles included health student
E using CASP academia)
B checklist
(n=9)

Figure 1. PRISMA Diagram

Findings

Overview

Nine studies (Table 1) have been included that investigate the experiences of a
variety of ND healthcare workers (Anderson & Shaw, 2020; Crouch, 2019; Godfrey-
Harris & Shaw, 2023; Hughes et al., 2021; Locke et al., 2016; Price et al., 2017;
Rowe et al., 2021; Shaw, Fossi et al., 2023; Walker et al., 2021). The ND identities
explored within these studies included dyslexia (n = 3), autism (n= 2), ADHD (n= 2),
dyspraxia (= 1) and disability with the inclusion of a range of ND conditions (n=1).
The range of health professions included: doctors (7= 6), nurses (17 = 2), unspecified
healthcare workers within the United Kingdom’s National Health Service (NHS) (n=

1); nursing and midwifery students in clinical placement (n=1).

Within the included studies, the findings coalesced around two main concepts, each

with associated sub-topics:
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(7) The Internal Experience: Diagnosis and Disclosure, Strengths Associated
with Neurodivergence, Sensory Processing and Executive Function.
(2) Navigating a Neurotypical World: Social Dynamics, Self-Management

Strategies and Accommodation in the Workplace.

The Internal Experience
Diagnosis and the Disclosure Dilemma

Autistic doctors in Price et al. (2017) experienced their adult diagnosis as a “double-
edged sword”; it provided much needed validation and insight into personal
challenges and generated fear over potential stigma upon workplace disclosure. Until
their diagnosis, ADHD doctors spoke of not realising how much their daily lived
experience differed from their NT colleagues; participants were hesitant about
disclosure to their peers but not to people outside the medical profession (Godfrey-
Harris & Shaw, 2023). In a New Zealand-based study, almost all the nurses included
chose not to disclose their disability (Hughes’ phrasing) at work due to concerns
about confidentiality and doubts about receiving fair treatment (Hughes, 2021).
Dyspraxic doctors wanted to disclose their diagnosis to access support and
accommodations; they also described feeling vulnerable and worried they would be
seen as constituting a weakness within the team (Walker et al., 2021). Doctors in
Godfrey-Harris & Shaw’s study (2023) described a fear of “weaponised
professionalism”, where inherent features of ADHD, such as fidgeting and reduced
eye contact, would be perceived as unprofessional or improper (Godfrey-Harris &
Shaw, 2023).

Price et al. (2017) reported that disclosure positively impacted communication and
feedback channels, but overall responses were mixed, with some participants
describing the experience as distressing. Neurodivergent healthcare workers across
all nine studies expressed having to face widespread misconceptions regarding ND
features and reported workplace discrimination in response to their disclosure
(Anderson & Shaw, 2020; Crouch, 2019; Godfrey-Harris & Shaw, 2023; Hughes,
2021; Lock et al., 2016; Price et al., 2017; Rowe et al., 2021; Shaw, Fossi et al.,
2023; Walker et al., 2021). Nurse participants in Hughes’s study (2021) also
highlighted the extra stigma associated with an invisible disability. In preference to
disclosure, many ND workers concealed or masked their ND features. The ADHD

doctors in Godfrey-Harris and Shaw’s study (2023) described masking as a strategy
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to reduce potential discrimination and balance the inequity they experienced
compared to their NT colleagues. However, participants felt that maintaining this
“protective shield” consumed vast amounts of energy, negatively impacting their daily

lives, such as their mental health, eating and relationships.
Strengths Associated with Neurodivergence

Neurodivergent healthcare workers across all the studies expressed confidence in
creating a strong therapeutic relationship with clients. Participants in Rowe et al.’s
research (2021) described deep satisfaction with their ability to build person-centred,
collaborative relationships, motivated by their passion for working in healthcare.
Midwifery and nursing students believed they had strong interpersonal skills with
patients; clinical supervisors validated this with additional comments made about
exemplary care provision (Crouch, 2019). Dyspraxic doctors positioned themselves
within the social model of disability; they felt determined to achieve and viewed their
dyspraxia with associated strengths rather than deficits (Walker et al., 2021).
Disabled nurses from New Zealand expressed a similar stance; the only factor that
impacted their ability to work was co-workers' attitudes towards their condition
(Hughes, 2021). An internalised normalisation of difference was also evident in
ADHD healthcare workers who described strengths such as creative thinking,
hyperfocus, working well under pressure and being highly motivated on a project
(Godfrey-Harris & Shaw, 2023; Rowe et al., 2021). Autistic doctors in Shaw, Fossi et
al.’s study (2023) reported that the medical professions may even self-select for
common ND features such as pattern recognition and attention to detail. However,
scepticism about the “superpower rhetoric” was expressed by ADHD doctors; they
felt like it idealised and glamourised ND features that they personally struggled with,
which paradoxically minimised rather than increased their sense of agency (Godfrey-
Harris & Shaw, 2023).

Sensory Processing

Healthcare environments are bustling, dynamic places where ND professionals
manage innumerable sensory inputs. The ADHD health workers in Rowe et al.’s
research (2021) described processing and filtering external stimuli as a daily
onslaught for the senses; the noise was overwhelming. Seventy-five per cent of
autistic doctors in Shaw, Fossi et al.’s research (2023) reported experiencing

sensory challenges in their workplace environments. Dyslexic junior doctors
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highlighted being distracted from their work by noises (Anderson & Shaw, 2020);
dyslexic nursing and midwifery students found it challenging to document in loud
environments (Crouch, 2019). Many ND healthcare workers highlighted that their
sensory sensitivities impacted concentration, organisation and contributed to anxiety
and being overwhelmed in general (Anderson & Shaw, 2020; Rowe et al., 2021;
Walker et al., 2021). Rowe et al. (2021) found that some ADHD health workers
sought acoustic isolation to manage noise sensitivity; participants adapted to their
environment by wearing headphones or seeking separate spaces to minimise
sensory stimulation. However, such strategies created additional anxiety for

participants due to feeling socially isolated from colleagues.
Executive Function

Impairments in executive functioning at work were reported in all the workplace
studies. For example, dyslexic midwifery and nursing students experienced
difficulties with multi-tasking; labour attendance was incredibly challenging when
juggling care provision and documentation requirements (Crouch, 2019). Most (77%)
of the autistic doctors in Shaw, Fossi et al.’s study (2023) reported executive
functioning challenges at work. Multi-tasking has cascading effects on concentration
and cognitive processing speeds, feeding into anxiety and reducing confidence
levels (Crouch, 2019; Hayward et al., 2019; Price et al., 2017; Rowe et al., 2021;
Walker et al., 2021). Dyslexic doctors reported challenges in structuring written
documentation such as referrals, prioritising tasks, keeping time during appointments
and organising handover information to pass on to colleagues (Locke et al., 2016). In
addition, dyslexic junior doctors experienced difficulties processing verbal
information, especially over the phone (Anderson & Shaw, 2020). Dyspraxic doctors
felt disorganised and self-conscious due to their need to take extra time with tasks
such as completing ward rounds (Walker et al., 2021). In most studies, ND
participants expressed that time pressure worsened their executive functioning
(Crouch, 2019; Hayward et al., 2018; Locke et al., 2016; Walker et al., 2021).
Dyspraxic doctors (Walker et al., 2021), ADHD healthcare workers (Rowe et al.,
2021) and dyslexic junior doctors (Anderson & Shaw, 2020) all utilised their time
outside of work to complete professional obligations such as completing

documentation.
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Navigating a Neurotypical World
Social Dynamics

Multiple studies outlined workplace challenges for ND people, particularly in
communication and social interaction; the most common difficulties included verbal
processing and understanding implicit/explicit meanings (Anderson & Shaw, 2020;
Crouch, 2019; Godfrey-Harris & Shaw, 2023; Price et al., 2017; Rowe et al., 2021;
Walker et al., 2021). Junior doctors with ADHD described struggling to read the
unspoken social map of workplace dynamics. In addition, participants commented
that low self-esteem, combined with affective and functional difficulties, negatively
impacted professional interactions (Godfrey-Harris & Shaw, 2023). For ADHD health
professionals working within the UK’s NHS, collegial relationships were described as
difficult and often disempowering; participants felt misunderstood, with unequal
power dynamics impacting self-esteem and confidence at work (Rowe et al., 2021).
Dyslexic junior doctors reported workplace bullying from peers (25%) and clinical
supervisors (23%); female doctors were more likely to feel the brunt of this
(Anderson & Shaw, 2020). Godfrey-Harris and Shaw (2023) reported that ADHD
doctors experienced daily microaggressions in interactions with colleagues, leading
to feelings of shame and internalised ableism. Seventy-six per cent of the autistic
doctors in Shaw, Fossi et al.’s study (2023) reported communication struggles with
peers, 74% with clinical supervisors and 75% with hospital management but only

21% with patients.
Self~-management Strategies

Participants in all the included studies described various self-management strategies
developed over time to suit their precise needs. Healthcare workers took it upon
themselves to manage this using various cognitive, organisational, pharmacological
and physical coping strategies. Hughes (2021) mentioned that most of the tools
utilised cost little or nothing. For example, dyslexic doctors created writing templates
and colour codes to identify priorities and checklists; assistive technologies were also
utilised, including medical apps for drug checking and speech recognition software
(Locke et al., 2016). Dyslexic nursing and midwifery students orchestrated elaborate
colour-coding systems to assist with drug administration (Crouch, 2019). Most ADHD
health workers in Rowe et al.’s study (2021) took stimulant medication; this improved

organisation, concentration and self-esteem, although participants needed to
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collaborate with their health team to plan medication dosage when working night
shifts. Dyspraxic doctors expressed pride regarding their self-developed strategies
(Walker et al., 2021); a standard driver for ND healthcare workers across all the
studies was the determination to ensure patient safety (Anderson & Shaw, 2020;
Crouch, 2019; Godfrey-Harris & Shaw, 2023; Hughes, 2021; Lock et al., 2016; Price
et al., 2017; Rowe et al., 2021; Shaw, Fossi et al., 2023; Walker et al., 2021).

Registered nurses spoke of needing to be “double-double” safe or “triple safe” in
clinical settings (Hughes, 2021). Dyslexic doctors described spending much time
checking and re-checking to avoid making mistakes (Locke et al., 2016). ADHD
healthcare workers experienced constant cognitive hyperactivity with a tendency to
analyse and ruminate on possible mistakes (Rowe et al., 2021). The ADHD doctors
in Godfrey-Harris and Shaw’s study (2023) explained that internalised shame
regarding their ND identity led to perfectionist behaviours at work. Dyslexic midwifery
students experienced hypervigilance behaviours driven by fears around safety
consciousness. However, none of their interviewed clinical supervisors reported drug
errors; students were described as exceptional and reliable (Crouch, 2019).
Dyspraxic doctors noticed a tendency to overcompensate for their perceived
impairments: many reported feeling stupid (72%) and inadequate (66%). One doctor
described starting his shift earlier to complete a pre-ward round; he did this to
improve his confidence and efficiency for the official round later (Walker et al., 2021).
Constant overcompensating and hypervigilance, however, comes at a price, with
many ND healthcare workers reporting increased mental fatigue due to excessive
cognitive demands; job burnout was a common fear expressed (Anderson & Shaw,
2020; Crouch, 2019; Godfrey-Harris, 2023; Locke et al. 2016; 2017; Shaw, Fossi et
al. 2023; Rowe et al., 2021; Walker et al., 2021).

Accommodation in the Workplace

Neurodivergent healthcare professionals highlighted a variety of potential workplace
accommodations they felt they could benefit from, including increased awareness
and acceptance of neurodivergence, condition-specific adjustments and flexible work
arrangements such as part-time work options (Anderson & Shaw, 2020; Crouch,
2019; Godfrey-Harris & Shaw, 2023; Hughes, 2021; Rowe et al., 2021; Shaw, Fossi
et al., 2023; Walker et al., 2021) For example, 50% of the autistic doctors in Shaw,

Fossi et al.’s research (2023) had opted to work part-time. Social supports were
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beneficial (OR 1.34, 95% CI 1.06, 1.69, p= 0.015) and included reduced social
expectations and a preference for communication via email. Disabled nurses in New
Zealand reported a dearth of organisational disability support; participants had no
idea who or where to go to ask for help and commented on missed opportunities to
provide accommodations (Hughes et al., 2021). Dyspraxic doctors reported receiving
no workplace support (92%); they wanted psychological and pastoral support, and a
peer support group (Walker et al., 2021). Autistic doctors in Shaw, Fossi et al.’s study
(2023) wanted to share their experiences with others like them; 84% reported
improved mental health after joining an international peer support group known as
Autistic Doctors International. The participants from Shaw, Fossi et al.’s research
(2023) also wished for access to positive ND role models, to help boost self-esteem

and provide examples of neuro-affirming practice.

Multiple studies found that organisations often fail to implement equality policies for
ND workers. For example, nurse participants in Hughes’ study (2021) noted an
absence of antidiscrimination and inclusion policies; they reported that this resulted
in the concealment of difficulties and subsequent mistrust of the organisation. Of
those who disclosed their ND identity, none of the ADHD doctors in Godrey-Harris
and Shaw’s research (2023) was offered workplace accommodations; after multiple
support requests, participants stopped asking. Godfrey-Harris and Shaw (2023)
described a “learnt helplessness” experienced by the ADHD doctors in the absence
of workplace support; this led to a significant deterioration in their mental health.
When workplace adjustments were offered, they tended to be below par and focused
on the individual rather than tackling systemic barriers (Hughes, 2021). Shaw, Fossi
et al. (2023) also demonstrated an association between workplace challenges and
poor mental health outcomes. When mental health statistics among their participants
were compared alongside the general autistic population and the medical profession,
Shaw, Fossi et al. (2023) found autistic doctors reported a significantly higher
prevalence of suicidal ideation (77%) and self-harming behaviours (49%).
Concerningly, female and gender-diverse participants reported a significantly higher
level of self-harm (between 51 and 73%) than their male counterparts (17%,
p<0.001).

However, some of the literature demonstrated examples of workplace adjustments.
For example, ADHD healthcare workers experienced improved productivity, self-
esteem and confidence when their managers embodied acceptance and
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understanding; helpful strategies were co-planned and included allocation of shifts
within various clinical settings to improve motivation and the minimising of low
stimulation tasks like attendance at long meetings (Rowe et al., 2021). Dyslexic
doctors valued extra time and space to complete documentation (Locke et al., 2016).
Dyslexic midwifery students were assisted by visual poster guidelines developed at
an organisational level; these were especially helpful during clinical placements
(Crouch, 2019). Future investigation into the benefit of assistive technology, such as
the use of drug calculation apps, was also recommended within much of the
literature (Crouch, 2019; Lock et al., 2016; Wissell et al., 2022). New graduate
preceptorship was highlighted as an essential source of support by dyslexic students
and their mentors; recommendations were made to investigate the value of
extending this beyond the first year of practice (Crouch, 2019). Price et al. (2017)
investigated a one-of-a-kind pilot program developed for supporting autistic doctors
in the UK. This programme involved assigning a specific mentor to each doctor plus
access to a specialist team, including a psychologist and occupational therapist.
Participants benefited from the tailored support, utilising it to build on their strengths
(such as attention to detail) and work on strategies for managing social and
executive functioning challenges. Multiple studies emphasised the limitation of
workplace accommodations without simultaneous disability training for all mentors,
educators and colleagues across levels of the professional hierarchy (Anderson &
Shaw, 2020; Crouch, 2019; Godfrey-Harris & Shaw, 2023; Hughes, 2021; Rowe et
al., 2021; Shaw, Fossi et al., 2023; Walker et al., 2021).
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Author Alm Demographics Research design and Summary of findings Inclusion
(year), method/s of ND
couniry researchers
Anderson To explore the 75 dyslexic junior Mixed methods online 72% reported feeling stupid, 66% a sense of Yes
& Shaw experiences of junior daoctors survey inadequacy, 25% reported bullying, 92% had
[2020), UK doctors with dyslexia no workplace supports; females experienced
greater levels of discrimination [p < 0.05);
request for pastoral support
Crouch To understand the 12 dyslexic nursing Qualitative, semi- Perceived difficulties with multi-tasking No
[2019), UK impact of dyslexia on  and midwifery structured inferviews; (especially during labour care provision),
nursing and midwifery  students, 22 clinical plus analysis of slow task speed (e.g., documentation),
students mentors student portfolios and poor organising skills; fear/hypervigilance
evaluative comments regarding safety (e.g.. drug administration)
from menters collected:;  but no reported erors; described by mentors
Glasarian grounded as reliable, caring and exceptional
theory data analysis
Godirey- To investigate the 6 junior doctors with Qualitative, Diagnosis provided professional validation; Yes
Harris & experiences of junior ADHD (4 female, 1 interpretative, strengths included hyperfocus and working
Shaw doctors with ADHD male, 1 non-binary) phenomenological; well under pressure; different communication
[2023), UK semi-structured style to neurofypical colleagues; workplace
interviews: thematic bullying: fears of weaponised professionalism:
analysis masking as a protective shield: mental health
deteriorated in the absence of workplace
support; request for ND peer support
Hughes et To uncover the 10 nurses (? female, Qualitative, descriptive;  Disclosure anxiety due to fear of workplace No
al. (2021), experiences of nurses 1 male); 5 out of 10 semi-structured discrimination; feeling unseen with invisible
NZ practising with a participants with interviews; thematic disability; lack of overall organisation-wide
disability various ND conditions  analysis support; no pathway to request workplace
support; reliance on self-management
strategies
Locke et al. To explore the 8 dyslexic doctors, 5 Qualitative; 3 data Disclosure often avoided; embarrassed to No
[2016), UK experiences of professional support collection methods seek help; difficulties with written work (e.g.,
dyslexic doctors and mentors (semi-structured documentation), reading, verbal processing,
how they perceive the interviews on 6 doctors,  poor short-term memory, organisational
impact of dyslexia on 2 interviewed 'in sifu’, skills; each doctor developed unigue self-
their clinical practice and semi-structured management strategies
interviews with 5
members of professional
support team);
thematic analysis
Price et al. To understand the 3 autistic junior Qualitative; case study  Diagnosis helped develop insight info life-long  No
[2017), UK impact of an autism doctors, 3 case methodology; semi- challenges but alse a deuble-edged sword;
diagnosis on doctars managers, 4 specialist  structured interviews: responses to disclosure often negative and
support staff thematic analysis distressing: widespread misconceptions
about autism; positive gudlities include high
inteligence and attention to detail
Rowe at al.  Toidentify the 7 health professionals  Qualitative; Professional-professional social dyad No
(2021), UK professional with ADHD interpretative challenging/confusing vs. professional-patient
challenges and phenomenoclogical dyad rewarding/satisfying: sensory overoad
benefits of living with inguiry; funnelled semi-  in hospital environments: fatigue from
ADHD as a healthcare structured interviews: masking; ADHD brain is wired for adventure/
professional thematic analysis excitement and challenged by tasks of a
sedentary/repetitive nature
Shaw, Fossi  To understand the 225 aufistic doctors Quantitative; cross- 76% experienced challenging Yes
et al. (2023), experiences of autistic  (81.3% female, 11.9% sectional online survey;  communication with colleagues vs. 21%
UK doctors male, 6.8% gender pilot group utilised with patients; 50% worked part-fime; 46%
diverse); respondents  to refine questions; requested workplace adjustments, half
mostly from UK, statistical analysis of which were implemented; 77% had
Australia, USA, considered suicide; 29% attempted suicide;
Canada 49% had self-harmed; membership fo a peer
support group improved overall mental
health [p =0.017)
Walker et To explore the 3 dyspraxic junior Qualitative; interpretive  Determination to suceed and model success  Yes
al. (2021), experiences of junior dactors [all male) phenomenological in order to prove misconceptions wrong;
UK doctors with dyspraxia inquiry; semi-structured normalisation of dyspraxia as difference,

telephone interviews;
thematic analysis

not disorder; pride in highly tuned coping
mechanisms; concerns regarding clumsiness,
ensuring safety, disorganisation and needing
extra fime for most tasks

Table 1. Findings of literature review

Discussion

All nine studies included in this review highlighted workplace challenges for ND

healthcare workers related to social, sensory and executive function behaviours;

such findings are in keeping with current diagnostic profiles of ND conditions

29




(American Psychiatric Association, 2013). Neurodivergent health professionals also
commented on strengths they associated with their ND identity: these included
attention to detail (Shaw, Fossi et al., 2023), cognitive dynamism (Godfrey-Harris &
Shaw, 2023; Rowe et al., 2021) and the ability to create collaborative, empathetic
partnerships with clients (Crouch, 2019; Rowe et al., 2021). Diagnosis provided
some ND health professionals with validation of their strengths as well as insight into
their struggles at work. However, this personal experience of internal affirmation was
often in contrast to the external and often detrimental experience around disclosure
(Godrey-Harris& Shaw, 2023; Price et al., 2017). All nine studies demonstrated
widespread workplace discrimination; this was fuelled by misconceptions and
ignorance amongst colleagues and employers (Anderson & Shaw, 2020; Crouch,
2019; Godfrey-Harris & Shaw, 2023; Hughes, 2021; Locke et al., 2016; Price et al.,
2017; Rowe et al., 2021; Shaw, Fossi et al., 2023; Walker et al., 2021). A UK public
sector study by Cooper et al. (2018) surveyed over 600 neurodivergent respondents
on their workplace experiences; only 27% of the ND participants chose to disclose
their diagnosis; 49% regretted this decision. Workplace discrimination following
disclosure was further compounded for ethnic minority groups (66%, p < 0.04),
demonstrating the existence of additional layers of burden across intersecting

identities among participants.

Many participants concealed or masked their ND features at work; this negatively
impacted their mental health (Anderson & Shaw, 2020; Crouch, 2019; Godfrey-Harris
& Shaw, 2023; Hughes, 2021; Lock et al., 2016; Rowe et al., 2021; Shaw, Fossi et
al., 2023) and generated fears regarding job burnout (Godfrey-Harris & Shaw, 2023;
Rowe et al., 2021). Outside the employment literature, masking or concealment of
ND traits has also been associated with poor mental health, as well as higher rates of
burnout and suicide. However, the strength of the association between these factors
needs more empirical investigation before causation can be determined (Cassidy et
al., 2018; Hull et al., 2021).

Instead of disclosure, ND healthcare workers developed nuanced self-management
strategies to ensure success and safety. Examples of workplace accommodations
from employers were limited, but when utilised, they assisted ND workers in not only
managing their challenges but also playing to their strengths (Crouch, 2019; Price et
al., 2017; Rowe et al., 2021). A general workplace study by Harvery et al. (2021) also
highlighted the importance of workplace adjustments; the autistic participants in this
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study were significantly more likely to be appropriately utilised (rather than under or
unemployed) when receiving accommodations. Harvery et al. (2021) recommended
potential workplace supports including increased collegial awareness and
acceptance of neurodivergence, condition-specific adjustments and flexible work

arrangements such as part-time work options.

A recently published scoping review, looking into the workplace experiences of
nurses and midwives practising with a wide range of disabilities, reported similar
themes of employment discrimination, disclosure issues and hypervigilance
regarding patient safety (Baker et al., 2023). Furthermore, when workplace
environments failed to provide adequate accommodations, the impact of these
unsupported environments led to job burnout, and a decision to leave the healthcare
profession entirely. How might ND midwives in Aotearoa be coping given the current

climate of high professional attrition and burnout?

Within the healthcare worker literature, most participants received their diagnosis in
adulthood, generally during a crisis when workplace and personal life demands
overwhelmed their coping mechanisms (Anderson & Shaw, 2020; Crouch, 2019;
Godfrey-Harris & Shaw, 2023; Hughes, 2021; Locke et al., 2016; Price et al., 2017,
Rowe et al., 2021; Shaw, Fossi et al., 2023; Walker et al., 2021). With the exception
of the studies carried out by Shaw, Fossi et al. (2023) and Godfrey-Harris & Shaw
(2023), all the research participants were in the early stages of their work in a
healthcare profession, so a further opportunity exists to research whether midwives
would report different workplace experiences as they advanced through their

careers.

Neurodivergent scholars must become the drivers of research to facilitate a shift of
epistemic norms that connect perspectives between the internal experience and
observations of what ND looks like from the outside (Kourti, 2021). Within the
literature, four studies included ND researchers (Anderson & Shaw, 2020; Godrey-
Harris & Shaw, 2023; Shaw, Fossi et al., 2023; Walker et al., 2021); the remaining
did not, although their study designs were positioned within the social model of

disability.
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Limitations

The neurodiversity paradigm equally values evidence from the lived experience of
ND people and the quantitative medical sciences (Rosqvist et al., 2020). Within the
current literature, qualitative work is predominant (Crouch, 2019; Godrey-Harris &
Shaw, 2023; Hughes, 2021; Locke et al., 2016; Price et al., 2017; Rowe et al., 2021;
Shaw, Fossi et al., 2023; Walker et al., 2021): such small cohorts provide valuable
findings, but they are not generalisable. However, themes uncovered through these

initial subjective lenses can drive future empirical inquiry.

Despite an extensive search strategy, this integrative review did not include the full
breadth of ND identities. This was in part due to the innate limitations of needing to
choose a sustainable number of search terms. As the research community shifts
toward study designs that incorporate the neurodiversity paradigm, it is likely that the
recruitment of participants will become increasingly more representative of the entire
ND umbrella (Cooper et al., 2020).

Finally, eight out of the nine ND healthcare worker research articles were published
in the UK (Anderson & Shaw, 2020; Crouch, 2019; Godfrey-Harris & Shaw, 2023;
Locke et al., 2016; Price et al., 2017; Rowe et al., 2021; Shaw, Fossi et al., 2023;
Walker et al., 2021) and just one being a New Zealand-based study by Hughes
(2021). Interpretations will, therefore, lack the context of Aotearoa’s unique midwifery

model of care and our bicultural identity.
Conclusion

This integrative review highlights that ableist barriers to equitable employment
experiences can be pervasive throughout healthcare workplace settings. How these
experiences relate or differ for ND midwives in Aotearoa is yet to be investigated. We
do not yet know how the hospital-based midwife might navigate inclusion within an
employed setting or where a self-employed lead maternity carer (LMC) midwife might
seek advice about the provision of workplace accommodations. The results of this
review highlight the need for future research. Furthermore, expanding our knowledge
of neurodivergence within our midwifery profession may also pave the way towards
improved understanding of perinatal care provision for ND birthing people and

whanau.
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Chapter Summary

These gaps in the literature not only highlighted the need for further investigation into
the experiences of ND kahu pokai in Aotearoa but also prompted me to consider
what lies beyond the challenges. | began to wonder what strengths, supports, and
affirming practices might exist—or could be cultivated—to enable ND kahu pokai to
thrive in their roles. This shift in focus informed the development of the research
design and methodology, which is outlined in Chapter Three. The chapter details the
philosophical foundations, ethical considerations, and methods chosen to explore

these questions, with a commitment to centring ND voices and honouring Te Tiriti o

Waitangi.
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Chapter 3 Methodology

Introduction

The literature review in Chapter Two revealed that ND health professionals often
face pervasive ableist barriers within healthcare settings, including midwifery. These
findings underscored the need to explore not only the challenges but also the
strengths and supports that enable ND kahu pokai to thrive. This insight shaped the
direction of the research and informed the development of a methodology that
prioritised neuro-inclusion and affirming practice. In designing this research, it felt
important to craft a process that was affirming for myself, the participants, and future
readers. | sought to design a study that respected and valued neurocognitive
diversity in both participation and knowledge creation. This chapter details the
theoretical foundations and methodological steps | took to foster a neuro-inclusive
research process. By sharing these considerations and approaches, | hope to
contribute to a broader discourse on accessibility and neuro-inclusion within kahu

pokai and health professional research.

Theoretical Underpinnings

Subjective Relativism

“If you have met one person with autism, you’ve met one person with autism.”
(Shore, 2018)

Autistic advocate, Dr Stephen Shore’s popular quote has been widely adopted
throughout ND and disability communities; it highlights that each neurodivergent
and/or disabled individual is distinct, with their own unique traits and characteristics.
From an ontological perspective, the intention of this research was to understand the
“lived experiences” of neurodivergent midwives working in Aotearoa New Zealand.
Its purpose was not about uncovering a universal truth but was instead about
attempting to interpret the varied experiences of each individual study participant
(Levers, 2013). The data generated from this piece of research assumed as many
differing realities as there were participants; relativism positions itself from the
perspective of there being multiple realities rather than that of a single reality (Denzin

& Lincoln, 2005). | chose this social science qualitative lens with the intent to acquire
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knowledge that was contextually unique and value-laden (Moon & Blackman, 2014).
This research embraced the concept that reality is a subjective experience,

constructed within the human mind (Stajduhar et al., 2001).
Relational Constructivism

In chapter 2, | reviewed the international literature on the experiences of ND health
professionals; the absence of literature specific to the unique contextual experiences
of ND midwives in Aotearoa New Zealand signified the scope for future. Therefore,
for this research, a qualitative inquiry felt like a valuable choice for initial knowledge
construction (Kivunja & Kuyini, 2017). Interpretations of the subjective data are
however not generalisable (Moon & Blackman, 2014), instead, a process of
“sensemaking” was guided by a relational constructivist approach (van der Harr &
Hosking, 2004). This recognised that knowledge was created through the interaction
of myself, as an ND kahu pokai and that of the ND kahu pokai participants. My ability
to conceptualise and understand the data was not and could not be a completely
objective process (Olssen, 1995); on one hand | stood separate from the observable
phenomena but on the other, my interpretations of the data were heavily influenced
through my interactions with participants including any societal influences that fed
into their reality (Moon & Blackman, 2014). Relational constructivism deviates from
social constructivism in that the former embraces inter-dependency and relational
realities (van der Haar & Hosking, 2004); the two epistemological paradigms
however do share a common premise that knowledge is constructed rather than
discovered. In this way, knowledge acquisition for this research study was an active,

adaptive and cognitive process (Olssen, 1995).
Appreciative Inquiry

The methodology chosen for this research was Appreciative Inquiry. Appreciative
inquiry is based on a social constructivist reimagining of postmodern theory, as an
action-based approach it is premised on the assumption that organisations are
socially constructed realities constrained only by human imagination (Cooperrider &
Whitney, 2005). As a relational process, Appreciative Inquiry fully embraces the
unique positioning of the researcher as part of the knowledge acquisition process. |
saw Appreciative Inquiry as an intentional way to generate strengths-based data that

challenged pervasive stereotypes. The intention was to facilitate a constructive
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process of challenging neuro-normative assumptions and standards within the
dominant neurotypical kahu pOkai culture; to ask for “reconsideration of that which is
‘taken for granted” (Gergen, 1978, p.1246). Rather than focus on problems,
Appreciative Inquiry research aims to evoke systemic and structural change through
the collaborative discovery of a ‘positive core’ of a group or organisation (MacCoy,
2014).

The 4-D Process

When using Appreciative Inquiry as a research methodology, inquiry and change is
understood to occur simultaneously and iteratively through what is known as the 4-D
process (Brookes, 2017; Cooperrider & Whitney, 2005); the researcher and
participants continually work through the following reflective cycles (Dewar et al.,
2020):

1. ‘Discover seeks to illuminate what is valued and what is working well (Dewar,
2012). This research sought to understand and appreciate what strengths the
ND midwives interviewed felt they brought to the profession.

2. ‘Dream’ is about imagining what an ideal future could look like (Bushe, 2011).
This research asked what did the ND midwives want to see more of and what
neuro-affirming midwifery would look like?

3. ‘Design’ seeks ideas on how to make the vision a reality (Bushe, 2011). This
research explored what strategies the ND midwives thought would assist in
achieving their vision of neuro-affirming midwifery.

4. ‘Destiny’ involves how to embed and sustain change. The objective in this
research was to develop a resource for what the ND midwives interviewed
needed to thrive. Recommendations informed by this guideline would
hopefully lead to affirmative change with optimised visibility and inclusion of
ND midwives within the profession.

Critiques of Appreciative Inquiry

The in-person application of Appreciative Inquiry was a learning curve for me,
especially as a novice researcher. Appreciative inquiry has been criticised for
fostering an idealised and unrealistic picture of the human experience (MacCoy,
2014). Critics have commented that it can negate the nuanced shadow-sides of life;

negative phenomena and human suffering are therefore glossed over and repressed

36



in preference for a form of toxic positivity (Bushe, 2011; Fitzgerald et al., 2010;
Johnson, 2013). Some participants in Appreciative Inquiry studies have also
commented on feeling hesitant to disclose anything negative during the data
collection process. This has led to frustration because meaningful conversations
have felt stifled (Bushe, 2011; Fitzgerald et al., 2010). This was something | regularly
reflected on, especially throughout the recruitment and data collection stage: |
wanted the ND participants to feel like they could engage with this research as their

authentic selves and not need to conceal and/or mask any challenge areas.

In response to these Appreciative Inquiry critiques, Cooperrider and McQuaid (2012)
highlighted that ignoring the negative is a mistaken interpretation and application of
the Appreciative Inquiry process. Cooperrider and McQuaid (2012), as one of the
original founders of Appreciative Inquiry, argue that the intention is to reverse the
pervasive 80/20 deficit bias within current research discourse. Rather than ignore
problems, Appreciative Inquiry seeks to constructively reframe them by asking
participants what they want to see more of. Bushe (2011) further clarifies that with
skilful application, researchers can ensure that deficits do not monopolise the
dialogue but are instead steered towards co-creating active strategies for the future
(Bushe, 2011; Fitzgerald et al., 2010; Johnson, 2011; Cooperrider & McQuaid,
2012). | recall moments from the one-to-one interviews where participants described
negative workplace experiences and | would actively listen and empathise for
however long it felt right to do so. | would then ask the participant how or what would
have made their experience more neuro-affirming; these moments often ignited

valuable new insights and ideas that | feel added a richness to the data.

The Neurodiversity Paradigm

| situated this research within the relatively new critical paradigm known as
neurodiversity studies. From the onset of the twentieth century, the empirical
sciences have been focused on trying to understand a single reality of what it means
to be human. Knowledge advancement during this time has been heavily informed
by cognitive and developmental psychology, as well as neuroscience (Rosqvist et al.,
2020). Neurodiversity studies however, oppose- the notion of an ideal rational person
and the ‘universality’ of propositions about human nature (Yergeau, 2018; Rosqvist
et al., 2020). It is asking us to reconsider the ‘nature of being’; this is an ontological

consideration at its very core. Such a paradigm shift requires a new theorisation of
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neuro-developmental disorders that are understood as impacting on the individual’s
sense of identity, alongside differences from normative forms of cognitive, social and
sensory behaviours (Doyle, 2020). The Neurodiversity paradigm is a multi-
disciplinary field informed by sociology, critical psychology, critical medical
humanities, critical race theory, disability, feminist and queer studies (Yergeau,
2018). Critics of the neurodiversity paradigm have challenged the value of ‘labelling’
people as either neurodivergent or neurotypical; the rationale is that everyone is
different so why can’t we embrace that without the need to ‘cognitively other’
(Rosqvist et al., 2020). Rosqvist et al. (2020) argues that such boundaries at this
stage in our human evolution serve to decentre dominant perspectives; our
understanding of neurodiversity should be seen as an open and iterative process as

new forms of cognitive divergence are recognised (Kourti, 2021).
“Insider” Research

The field of neurodiversity studies equally values evidence from the lived experience
of neurodivergent people alongside the quantitative medical sciences (Rosqvist et al.,
2020). It asks for a new kind of objectivity, involving a shift of epistemic norms that
connect perspectives between the internal experience of being neurodivergent as
well as observations of what it looks like from the outside. This requires an
acknowledgement of epistemological violence every time a piece of research is
conducted without consultation from within the neurodivergent community.
Neurodivergent scholars, like me, must be the drivers of neurodivergent research if
we are ever going to achieve epistemological integrity (Kourti, 2021). From an
axiological perspective, without these changes, our understanding will remain limited
to only what is observable from the outside and will potentially miss the opportunity
for increased inclusion of the neurodivergent community (Kourti, 2021; Rosqvist et
al.,2020). Including ND academics in ND research has been associated with reducing
harmful ableist constructions and improving the scope and quality of the published
findings (Botha & Cage, 2022; Urbanowicz et al., 2019). | also hope that my choice of
Appreciative Inquiry with its participatory approach also served to bridge some of the
epistemological gap between the internal experience of being an ND kahu pokai and

observations of what it looked like from the outside (Dewar et al., 2020).
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Ethical & Cultural Considerations

Ethics approval (see Appendix Two) under Category B was granted by the Ethics

Committee at Otago Polytechnic on the 15" of August 2024 (reference number 012).
Person-Orientated Research Ethics

Research ethics considers disabled people to be vulnerable participants in research.
In contrast, disabled academics argue that disabled people are also vulnerable to
inequitable exclusion from participation in research and that this needs to be
balanced alongside the right to protection and harm minimisation. Disabled people's
“right to science” is enshrined in the United Nations Convention on the Rights of
Persons with a Disability (2006); this includes the right to have their lived experience
represented and to participate in research that could benefit themselves and the
communities they belong to. Modes of communication can be enabling or disabling
for ND people (Howard & Sedgewick, 2021). Qualitative methods such as interviews
and focus groups have the potential to restrict data elicitation; methodological
adaptations for this research were therefore critical. The disabled academic
community have developed a range of strategies, collectively known as person-
orientated research ethics, to minimise barriers to participation and engagement for

disabled participants in research (Cascio et al., 2020).

This study employed several of the recommended practical strategies, including
preparing participants in advance, considering the social and sensory environments,
and providing multiple means of communication (Cascio et al., 2020; 2021). For
example, data was collected in person or via computer-mediated communication
such as email, instant text messaging, video calls and social networking platforms
(Elam & Fenton, 2003). Interviews were not all conducted sedentary; | offered a novel
method that has shown promise within mental health sector research known as
walking/go-along interviews for participants who prefer movement (Bartlett et al.,
2023). Through offering a variety of options in this research process, | aimed to allow
for greater cognitive and expressive diversity (Rakime et al., 2011), especially for the
ND participants who, by diagnostic standards, communicate in different ways
(American Psychiatric Association, 2013). The improvisational nature of the
Appreciative Inquiry approach also enabled this project to adapt its design in

response to each participant's support needs (Bushe, 2011).
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Intersectionality

An individual's experience of belonging to multiple minority groups can create
research environments of increased vulnerability for participants. This research
embedded intersectional awareness throughout the study design; this required
regular reflection on, “who is and is not in the conversation?’ (Windsong, 2018). Kupu
Maori and gender-inclusive language were woven throughout the research design as
an acknowledgement of the significant axis between neurodivergence and other

identities the participants may experience.

Te Ara Tika

| am mindful that Maori kahu pokai are significantly under-represented within the
midwifery workforce; | wanted to do the mahi required and design this project in a
way that would be affirming for Maori ND participants. The 2022 Midwifery Workforce
Survey identified that only 12.2% of midwives in Aotearoa, New Zealand identify as
Maori (Te Tatau o te Whare Kahu | Midwifery Council of New Zealand, 2022). Recent
Kaupapa Maori research attributes this workforce gap to a variety of culturally
specific factors, including the failure of the pakeha dominant profession to include te
ao Maori perspectives (Tupara & Tahere, 2020). As a Tangata Tiriti researcher, |
recognise the importance of cultural humility and seeking cultural guidance
throughout the research process. This research was therefore informed by Te Ara

Tika principles of;
e Whakapapa (relationships),
e Tika (research design),
e Manaakitanga (cultural and social responsibility) and,
e Mana (justice and equity) (Hudson et al., 2010).

| found consultation with Kaitohutohu extremely valuable; | appreciated their insights,
guidance and reassurance around weaving Te Ara Tika principles throughout the
research design. | reached a deeper clarity that my choice of person-orientated
research ethics would also be beneficial when working alongside Maori participants;
a central tenet of person-orientated research ethics is relationship building with
participants and taking the time required to adjust and accommodate in response to
each person's access needs. This felt like it aligned well with the key value of
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‘whanaungatanga” embedded within Te Ara Tika. It was also my intention that the
strength-based stories described by Maori ND participants would assist to steer them

towards insights that best served their taonga tuku iho: their cultural aspirations.

It was vital that Maori ND participants in this research felt confident that their
contributions would lead to positive outcomes for themselves, their ND colleagues
and their whanau, hapu and iwi. This required ongoing conversations with
participants that revisited the research aims, objectives and the informed consent
process. For further guidance | regularly referred to an article by Came (2013): Doing
research in Aotearoa: a Pakeha exemplar of applying Te Ara Tika ethical framework.
| also incorporated tikanga protocols, such as the use of karakia as a natural part of
each interview and focus group; kanohi-ki-te-kanohi (face to face) data collection
methods were also offered where possible. | was acutely aware of the significance
of Maori data sovereignty for tangata whenua research participants; this was upheld
according to the principles of Te Mana Raraunga and the United Nations Declaration
of the Rights of Indigenous Peoples (2007). Data generated by Maori ND participants
in this research is seen as taonga (treasure); they had guardianship regarding what

data they chose to have private and controlled (tapu) versus open (noa) access.
Harm Minimisation

From an axiological perspective, interpreted phenomena from this research study
needed to be constructive and meaningful for the participants themselves as well as
for the wider kahu pokai community. My hope was that a carefully considered
methodological approach would provide a safe and ethical foundation for the
research, guided by both the outcomes it aimed to achieve and the moral
responsibilities embedded in the process, as described van der Haar and Hosking
(2004). My choice of appreciative inquiry was an intentional way to generate
strengths-based, mana-enhancing data that could be used to challenge pervasive
stereotypes. There are significant, historical power imbalances within disability-
based research; the participatory nature and “insider status” of this project was
hopefully a small but significant way to address this. The exploratory nature of this
research did render some of the benefits and harms difficult to fully anticipate
(National Ethics Advisory Committee, 2019). By design, | aimed to minimise
potential harm in response to research participation, for example through disclosure

of workplace discrimination and any damage to professional relationships that could
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have occurred as a result. Transparency around data interpretation was a central
moral concern; participants had the opportunity to cross-check their raw data for
accuracy or sensitive information (Kivinja & Kuyini, 2017). Conscious
implementation of ethical considerations upholds respect for each study participant

and their fundamental human rights (Patterson & Williams, 1998).

Internationally, research participants have reported a sense of empowerment from
being given the opportunity to tell their story through qualitative data collection (East
et al., 2010); navigating deeply personal topics however required an active and
rigorous ethical approach to protect the well-being of everybody involved (Zigon &
Throop, 2021). A trauma-informed approach was essential. Despite the affirmative
questioning approach, topics containing discrimination and trauma still arose and
needed to be navigated with sensitivity and compassion. Participants were
encouraged to engage with their personal and professional support networks
before, during and after participation. | provided each participant with resource
guidance for where they could seek further neuro-affirming support, including te ao
Maori led organisations. | also completed a mental-health first-aid training via Co-
Liberate (n.d.) prior to commencing data collection; this gave me more confidence in

being with and supporting someone experiencing mental distress.
Confidentiality

Midwifery in Aotearoa, New Zealand is a small community; kia tpato (to be careful)
with privacy and confidentiality was therefore of paramount importance. However, it
was not assumed that participants would want their identity concealed; they were
asked about their preferences during the recruitment stage. The level of
confidentiality designed into this research therefore reflects the preferences of the
unique cohort that participated and their desire to be acknowledged as knowledge
keepers and generators. Each participants’ sense of trust and choice about their
identities and data was encouraged by frequently returning to the conversation of
informed consent. Several strategies were utilised, such as careful presentation of
demographic information, using codes or pseudonyms and ‘cleaning’ the data by
intentionally concealing personal information that could have resulted in revealing
identities. As a researcher, | am in a position of privilege to be able to collect data
from the participants; each transcript tells a story and is precious. Data sovereignty

therefore needed to be carefully considered, and participants had the opportunity to

42



check their transcript to ensure it accurately reflected their story.

Other significant axiological elements to consolidate were around how the data
would be stored and ensuring its security (Kivinja & Kuyini, 2017). Careful planning
was required when choosing the artificial intelligence transcription and coding
software; | found apps with transparent and robust data privacy policies. Digital audio
recordings were deleted once the verified transcript was agreed. The transcripts
were stored on a secure on-line platform alongside transparent communication with
participants. Hard copy material (e.g. signed consent forms) is in a locked cabinet;
electronic material is stored in my password protected laptop. Data from this

research will be stored for seven years and deleted/destroyed after that time.

Study Methods

Recruitment

Participants were recruited through purposeful sampling from Aotearoa New
Zealand's kahu pokai community. A recruitment infographic (See Appendix Three)
was disseminated online via the social media pages Kiwi Midwifery, Neurodivergent
Midwives Aotearoa and Nga Maia Midwives; each post was reviewed by the page
moderator prior to publishing. The design of recruitment material embedded
intersectionality with gender-inclusive language and kupu Maori used throughout.
Within 24 hours of publishing the recruitment material, | was surprised to have
received over 30 communications expressing interest. Potential participants requested
to communicate with me via a range of communication platforms including email,
instant messaging, phone-call, voice messaging and in-person. | used email to send
each potential participant the ‘Participation Information Document’ and ‘Phase One:
One-to-one Interview Consent Form’ (See Appendix Four, Five and Six). Potential
participants progressed to the one-to-one interview phase on a first come first served
basis after signing the consent form. While this approach ensured efficiency, it may
have inadvertently favoured those who were able to respond quickly, potentially

limiting the diversity of voices represented.
Easy to Read Documents

All documents disseminated to study participants throughout the data collection

period were designed in accessible, easy-to-read formats with supporting visuals.
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The materials followed accessible formatting recommendations from the Ministry for
Social Development (Te Manatu Whakahiato Ora | Ministry of Social Development,
n.d.) and were reviewed for accessibility by disabled peers working in the disability
sector. My intention was to create documentation that optimised comprehension and
minimised form fatigue and anxiety. Images were used as signposts within the text
and to assist with navigational choices: this is also known as wayfinding (Hirtle,
2018).

Participants

Inclusion criteria:
¢ |dentified as neurodivergent*, whether clinically diagnosed or self-identified,
e Had practiced as a kahu pokai in Aotearoa, New Zealand,

¢ Were available to participate in both phase 1 and 2 of the data collection.

*Neurodivergence was defined in the recruitment material as an umbrella term,
including (but not exclusive to) autism, ADHD, Dyslexia, Dyspraxia, Tourette's,
chronic mental health conditions such as bipolar disorder, obsessive-compulsive
disorder, and acquired brain conditions such as multiple sclerosis and traumatic

brain injuries.
Data Collection & Analysis

Neuro-Affirming Methodological Adaptations

Offering a variety of data collection options to research participants is understood to
enhance accessibility and engagement (Rakime et al., 2011), especially for
neurodivergent people who by diagnostic standards communicate in different ways
(American Psychiatric Association, 2013). When compared with face-to-face options,
online platforms are a well-studied preference for communication by many within the
ND community (Benford & Standen, 2009); research has found that online data
collection tools can increase comprehension and self-expression for ND participants
in research (Bury et al., 2021; Hayward et al., 2019). However, | was also mindful
that online access also requires digital literacy and may have been a barrier to some
potential participants without such skills (Katz et al., 2015); | made sure to offer

technical assistance throughout the data collection journey and several participants
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did request this. For example, one participant requested assistance with setting up a

Discord account so | talked them through it via a video-call.

Interviews and focus groups strategies can be conducted in person, or via computer-
mediated communication such as email, instant text messaging, video-calls and
online networking platforms (Elam & Fenton, 2003). Providing options to the ND
participants was therefore a central methodological adaptation for both the phase
one semi-structured interview and phase two focus group stages of this project.
During the consent process, participants were asked to select their communication
preferences from list of options; | also asked the more open-ended question: ‘is there
anything else you need in order to fully participate?’. Participants were sent the
interview and focus group questions one week in advance; this methodological
adaptation allows for differences in cognitive processing speeds and gave the
participants who needed it, the time to think and process what they might want to say
(Nicolaidis et al., 2015). Participants were also invited to communicate any additional

after thoughts via email, text or phone call.

Photo Elicitation

Person-centred research ethics advocates for methodological adaptations such as
visual supports to enhance data collection; ND people can have strong visual skills
(Cascio et al., 2020). Furthermore, a common trait within the ND community is
difficulty identifying and describing emotions, known as alexithymia (Preece & Gross,
2023). Photo-elicitation can play to an ND person's visual strengths and bridge the
gap of alexithymia (Cascio et al., 2020; Preece & Gross, 2023). Visual tools (See
Appendix Seven) were offered during all phases of data collection as a way to
reduce cognitive barriers and facilitate the articulation of complex issues and a
deeper recall of experiences. (Roddy et al., 2019). Each participant received an
electronic copy of images one week prior to their interview; in-person participants
were also given a hand-held copy. | chose 20 photographs from a licensed and
secure image repository known as iStock that depicted a range of kahu pokai work

related tasks.
Phase One: Semi-Structured Interviews

Appreciative inquiry methodology lends itself to semi-structured interviews as a data

collection tool; affirmative questions are crafted to get to the ‘positive core’ of the
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phenomena at hand (Brailas, 2025). Using my research questions as a guide, |
generated a range of open-ended questions that | feel helped to elicit rich, deep
sharing from the participants (See Appendix Eight). | was acutely aware that the
depth of the data generated would be limited by how carefully | crafted these
affirmative questions (Rakime et al., 2011) as well as my ability to build rapport
(Zigon & Throop, 2021). The semi-structured interviews were designed to focus

around the Discover, Dream and Design stages of the 4-D appreciative inquiry cycle:

o Discover invited participants to describe what they valued about being an ND
kahu pokai and what strengths they felt they brought to the profession.

o Dream asked participants to imagine what a neuro-affirming kahu pokai
career could look like.

¢ Design explored what strategies the participants thought would assist in

achieving their vision of a neuro-affirming kahu pokai career.

Participants were invited to bring their own sensory and/or stimming items; | also
brought a selection for shared use. A small koha (see Figure 2) was offered at the
end of each interview; as an acknowledgment (and as a celebration) of their time and
generous sharing, each participant received a neurodiversity themed lanyard and a

stimming/fidget tool of their choice.

Figure 2. Photographs of Participation Koha

Reflexive Thematic Analysis

Reflective thematic analysis (TA) was chosen as the method for recognising
definable patterns within the data (Braun & Clarke, 2006; 2019) and to draw out
explicit findings and implicit themes that may have remained hidden otherwise
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(Braun & Clarke, 2022). Braun and Clarke (2006; 2019) have identified six phases of
reflexive TA through which themes are constructed across the dataset in relation to
the research question:

1. Familiarisation,
2. Coding,

Generating initial themes,

s~

Reviewing candidate themes,

o

Defining and naming themes
6. Writing up the final analysis.

The interview audio-recordings were transcribed into raw written transcripts using
Transkriptor, a secure transcription application. | used the paid version for its robust
data protection measures, including SOC 2 (STSC) compliance, end-to-end
encryption, and role-based access controls to ensure only authorised personnel
could access sensitive data (Kudelski Communications Krzysztof Kudelski, 2024).
The use complied with the Otago Polytechnic Al Policy as a reasonable use of Al
tools for research purposes (Otago Polytechnic, n.d.). Initial familiarisation of the
data occurred through careful listening to the audio recordings and cleaning up the
verbatim transcripts. Written transcripts data were read and re-read; my workspace
became an organised chaos of heavily annotated and highlighted transcripts. | also
used my research diary to create visual maps and to brainstorm thoughts that arose
through the familiarisation process. Once data analysis was complete, all files were

permanently deleted from the Transkriptor service.

Fifteen interviews generated a large and rich dataset. To manage this volume and
accommodate executive functioning challenges as an ND researcher, | used Delve,
a secure coding software. Delve was chosen for its strong privacy and security
features: user-submitted information remains researcher-owned, is never sold to
third parties, and is only shared with trusted vendors to enable the service. Data is
stored with Privacy Shield certified database providers under strict agreements, and
security measures include encryption in transit and at rest, SSL certificates, and
OAuth authentication for user logins (Twenty To Nine, LLC, 2020). The use also
complied with the Otago Polytechnic Al Policy as a reasonable use of Al-assisted

tools for research activities (Otago Polytechnic, n.d.). Interestingly, in a recent
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publication, Braun and Clarke (2022) reflected on their prior stance that TA
researchers should avoid assistive coding software; through a disability lens they
have come to recognise that software can be a valuable tool for cognitively diverse
researchers. Initially, | generated an overwhelming number of coding labels but
through an iterative process of rereading the data and reflecting, | refined these to a

more manageable number.

The next steps involved printing and cutting out each coding label; | used a large
cork board to pin and compile the labels into clusters, looking for patterns specifically
in response to my research questions. This was a very active and iterative process,
including the times | spent just staring at the board not knowing what to try next.
Seven initial themes were generated; these were then reviewed by going back
through the original data set to check that the themes made sense and were a ‘good
fit' in relation to the coded extracts. During this time, | considered the relationship
between the themes and how they might tell a story of ND kahu pokai experiences.
This development and reviewing stage led to the creation of five candidate themes

which were then presented during the next phase of data collection.
Phase Two: Asynchronous Online Focus Group

Focus groups can be a useful data collection tool for generating new ideas and
insights (Bushe, 2011). A four-day online asynchronous and text-based focus group
was utilised; this methodological adaptation has been shown to increase accessibility
for ND research participants by reducing barriers like social anxiety and
accommodating for differences in information processing speeds (Frisch et al.,
2025). As a participatory research project, this second phase of data collection
enabled me to seek feedback from the ropu around the refining, defining and naming

of the candidate themes.

The focus group was also interested in exploring the Design and Destiny stages of

the 4-D appreciative inquiry cycle:

e Design invited the ropu to collectively explore and refine strategies to enhance
the experiences of ND kahu pOkai and ask how we might preserve the positive
core of ND midwifery (Cooperrider & McQuaid, 2014).

e Destiny involved discussions around how to frame and structure a guidance

document to disseminate throughout the wider kahu pokai community.
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An online communication platform known as Discord was chosen to host the focus
group. Discord is a secure and free space that facilitates virtual communities through
text, voice and video chat; participants had the option to access this via an app on
their smartphone, tablet and/or desktop computer. | created a server on Discord
named “Neurodivergent Midwives Aotearoa” and then generated several chat rooms
within the server based on the candidate themes identified from the one-to-one
interviews. All participants from the semi-structured interviews were invited to join; 13
out of the original 15 interview participants signed the consent and confidentiality
forms and continued to the focus group stage. One month prior to the focus group
start date, participants were emailed instructions explaining how to set-up an account
and download the Discord app (See Appendix Nine), supported by visual

screenshots. Additional tech assistance was offered as needed.

Discord was chosen for its comprehensive privacy and security framework; it
operates under a clear Privacy Policy that states it does not sell personal
information, uses TLS encryption for data in transit and at rest, and provides users
with controls over their data. It participates in the EU-U.S. Privacy Shield framework
and includes GDPR-aligned features such as consent mechanisms, account deletion
options, and data export/portability support (although message deletion is manual).
While Discord is not SOC 2 certified, its existing security measures - encryption,
upper authentication, and server access controls - meet standard requirements for
protecting confidentiality in academic research contexts (Discord Inc, 2024). The use
of Discord complied with the Otago Polytechnic Al Policy as a reasonable use of Al-

assisted tools (Otago Polytechnic, n.d.).

One week prior to the focus group start date, participants were emailed the following

information:

e A confirmation of the group size,

e The five candidate themes, with a brief description of each,

e Five broad discussion topics for potential workplace accommodations.

e Aninvite link to the Discord server,

e Repeat instructions for how to set up a Discord account and download the
app.
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In a similar fashion to the one-to-one interviews, my aim was to provide information
in advance in order to offer predictability and cognitive processing time for all

participants.

Once the focus group was live, | took deliberate steps to reduce the executive
functioning load on participants by sending out a daily email containing the server
access link, a summary of recent discussions and a question to prompt further
thinking. For participants who preferred verbal communication over written, | was
available ‘live’ via video or voice chat on the focus group for an hour each day; this

meant that participants could live chat with me and each other.
Reflexive Thematic Analysis

A written transcript from the Discord server typed discussions was simple to
generate; the “Neurodivergent Midwives Aotearoa” server was then deleted. | also
used the Transkriptor app to transcribe all voice notes and daily live discussions into
a written form that | could embed into the final transcript. | then walked myself
through the same familiarisation and coding process that | had used in the phase one
of semi-structured interviews. | now had two cork boards: one with the coding labels
and candidate themes generated from the interviews and a second board with the
coding labels created from the focus group. | had initially thought that this process
would produce yet more themes for me to grapple with, but | was surprised to
discover that the focus group coding labels functioned to refine and define the
original candidate themes from phase one. This involved a process of fine tuning the
candidate themes and cross-checking between the two data sets for relevance and
accuracy. | finished phase two of my data collection and analysis feeling confident
and ready to write up my findings. Each theme had a clear demarcation with a strong
core concept, but together they wove a rich narrative that answered my research

qguestion.
Chapter Summary

This chapter detailed the theoretical framework and methodological choices made to
establish a neuro-inclusive research process. The design of this study was driven by
a commitment to affirm the experiences of myself as the researcher, the participants,
and future readers, while also respecting and valuing neurocognitive diversity in both

participation and the creation of knowledge. It's crucial to understand that neuro-
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inclusion and accessibility are not destinations but continuous journeys.
Consequently, a commitment to inclusion requires humility and a learning mindset,
consistently seeking improvements and valuing feedback. Throughout the process, if
in doubt, | returned to the question ‘is there anything else you or | need to fully
participate? In the following chapter, | present the research findings generated
through reflexive thematic analysis. These findings reflect the voices and
experiences of ND kahu pokai participants, offering insight into the strengths they
embody, the challenges they face, and the supports that enable them to thrive within

midwifery practice.
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Chapter Four: Findings

Introduction

Having established a neuro-inclusive research design in the previous chapter, the
next step was to explore what emerged from the research itself. The methodological
approach outlined earlier provided a foundation for meaningful engagement with
participants, allowing their experiences to be shared in ways that honoured ND ways
of knowing and being. This chapter presents the exciting part—what the participants
shared with me. First, | introduce the participants, then | delve into the themes that
were generated through reflexive thematic analysis of data collected during both

phase one and phase two of the study.

Participants

Fifteen ND kahu pokai participated in the first phase of this research and thirteen
progressed to the second phase. Of the two ND kahu pokai who did not participate in
the second phase, one signed the focus group consent form but was unable to join
due to unexpected life circumstances; the other | did not hear back from after the
phase one interviews. Four of the participants opted to use a pseudonym, with three
selecting their own and one requesting that | choose on their behalf. The remaining
eleven chose to use their real name. Pronouns used were predominantly she/her,
with one participant using they/them. The ND kahu pokai participants lived across
Aotearoa New Zealand, both Te |ka-a-Maui and Te Waipounamu, including both
urban and rural locations. Two participants identified as Tangata Whenua, the rest as

Tangata Tiriti; representing NZ European, African and Canadian ethnicities.

The participants disclosed a wide variety of neurodivergent conditions often with
multiple diagnoses, including ADHD (n=11), autism (n=_8), dyslexia (n=3), bipolar
disorder (n=1), epilepsy (n=1), and acquired brain injury (n=1). The time since their
diagnoses varied widely, from 1 to 40 years, with most being diagnosed in adulthood.
Participants reported years of practice ranging from 1 to 35 years, with diverse kahu
pokai practice experiences, including roles as Lead Maternity Carers (n=5), core
midwifery (n=4), community midwifery teams (n=2), clinical coaching (n=1),
midwifery academia (n=1), return to practice program (n=1) and a career change

away from midwifery (n=1).
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During the recruitment and data collection phases, participants requested to
communicate with me via a range of platforms including email, instant messaging,
phone-call, voice messaging and in-person. For the semi-structured interviews, a
wide range of options were selected, including video-call, in-person, walking/go-
along, phone-call and via email. In addition, the ND kahu pokai asked for a number
of accommodations: sending reminders, following up verbal conversations with a
written summary, extra processing time, sensory adjustments with lighting, space to

move and assistance with managing distractions.
This research aimed to answer the following affirmative research questions:

e What are the experiences of ND midwives in Aotearoa New Zealand?

e What strengths do ND kahu pokai feel they bring to the profession?

e What neuro-affirming changes or improvements would ND kahu pokai like to
see in the profession? What strategies do ND kahu pokai think would assist in

achieving this?

Through the process of reflexive thematic analysis (TA) described in the previous

chapter, | developed five themes through which | will now share key findings.

ND traits facilitate strong therapeutic relationships with whanau,
Spiky skills profiles,
A journey: finding a workplace that suits my unique needs,

Fostering ND kahu pokai culture and leadership,

a bk~ e bh =

Expanding our idea of what a kahu pokai can be.

Theme One: ND Traits Facilitate Strong Therapeutic Relationships
With Whanau

Introduction

Theme one coalesced around two-subthemes that highlight how ND traits can enrich

kahu pokai practice:

(1) ND traits facilitate strong therapeutic relationships with whanau; through
authentic communication, deep presence, and adaptive relational skills that

foster trust and connection.
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(2) Hard-won wisdom; shaped by personal adversity and marginalisation,
cultivated empathy, radical acceptance, and a commitment to providing

affirming, non-judgmental care.
ND Traits Facilitate Strong Therapeutic Relationships With Whanau

The ND kahu pokai participants described how their ND traits enhanced their kahu
pokai practice, particularly in forming strong therapeutic relationships with whanau:
“so at a relational level, | think being neurodivergent has been, is a gift in some ways”
(Di). Each participant brought a unique blend of ND traits that they felt fostered

meaningful connections.

Participants described divergent communication styles, such as building rapport by
exchanging personal stories: “you know how we [ND people] do that thing that is like,
we'll tell a story when they've told a story to, like, connect” (Michelle). Korero was
circular and associative, building connection through shared interests and
experiences; this conveyed empathy and built trust: “I think I've noticed that it does
make people feel comfortable because you're, you know, relating to them and to their
experience. Potentially seeming more, it seems to, like, be more like, I'm on your

level” (Michelle).

Participants also valued their honest and direct communication; which fostered a

sense of safety by helping whanau clearly understand their situation:
[.] what | thought was a negative about me being too honest and blunt, is
actually, whanau respect it, people like it, and it's reassuring for them. | think it
also means that my interactions with clients are a lot more genuine because I'm
not hiding behind anything. (Lizz)

This approach was especially effective in informed consent discussions and

advocacy: “What I've learned is that there is places for those voices and for me,

midwifery is definitely one of those spaces where | can speak up” (Lizz).

Neurodivergent ways of thinking and processing information supported effective
health communication: “[..] because of my brain and how it is wired [..] I'm translating
it for myself, which helps translate it to whanau even better” (Nirvana). Neve also

noted: “I think I'm giving them the same information, but helping them process it in a
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different way [..] “. Info-dumping, driven by intellectual curiosity and a deep need to
understand, also enhanced information sharing: “.... my mind just works that way [..] |
think I'm intellectually curious’ (Tamsin). Participants described a profound and often
life-long special interest in midwifery and reproductive justice: “It's not just a
profession, it's part of, for me, a worldview” (Di). Together, their divergent cognitive
styles, passion-driven knowledge, and immersive communication created a uniquely
attuned form of care—one that translated complexity into clarity and which these kahu
pokai understood as enabling whanau to feel informed, understood, and deeply

supported: “they feel they are in safe hands” (Tamsin).

Participants described masking and how it improved their adaptability and

connection with diverse whanau:
... because | think being [neurodivergent] [..] each woman is different and you
have to adapt to [..] you need to synchronise with them [..] but | actually think,
you know, we make very good midwives because we [ND people] already know
how to do that. (Karien).

Masking was described as an unconscious survival strategy, that resulted in

unintended benefits when working with whanau: “| think the ability to stay calm [...]

look really calm even if I'm shitting myself inside” (Michelle).

Participants also noted that monotropic cognition enabled deep focus and presence,

enhancing personalised care:
This is what is happening. You are in the zone. This is your room. This is my
job. This is what I'm doing. Forget about if | need to have a drink, if | need to go
to the bathroom, if I'm tired. All of those things, go out the window and | focus

on what is in front of me. (Lizz)

Many participants also reported that workplace environments enabling hyperfocus
were their favourite places to work: “I experience a lot of joy with it” (Leila).
Monotropism also supported pattern recognition and attention to detail: “I'm the radar
of trouble. I've always been really highly observant, and | call it my sixth sense - to
develop, to detect” (Anna). Participants valued how this enhanced the safety and

quality of the care they provided: “Knowing when to act before you even hit, you
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know, hit the crisis point. I'm very, very good at noticing a deteriorating baby”
(Tamsin). Participants shared clinical examples where their monotropic mind

identified issues others had missed:
Because even though you've been told that it's right, being able to look at it
objectively with the whole picture and go, you know, it's not right. And then
being able to add, being able to gather evidence [..] This is just being a midwife

in general but | mean, so many people had missed it [...]. (Hannah)

The participants believed that their meticulous attention to detail and ability to
hyperfocus contributed to whanau feeling deeply reassured, and led them to

perceive that they were in safe and capable hands.
Hard-Won Wisdom

Participants related to whanau through empathy shaped by personal adversity: I
think having some kind of adversity like being undiagnosed [ND] during your
childhood is definitely, | think, an adversity and just makes you more compassionate
and empathetic” (Amber). Experiences of stigma and marginalisation motivated
participants to provide affirming perinatal care: “[...] having my own experiences of not
being understood [..] makes me feel like not wanting to do that to someone else”
(Kate). All the participants expressed a deeply held value of radical acceptance,
shaped by being judged for atypical behaviours. They described assuming the best
in others: “[..] like if someone doesn't show up for an appointment and in your head
you might think, oh, that's inconsiderate, but then I'd always, like, bring it back to,
well, hold on, there's probably a reason” (Kate). Their midwifery practice was
described as a judgement-free space which they believed helped whanau felt safe
and understood: “[...] and so a lot of the time, they feel comfortable to ask questions

that they might not feel comfortable to ask otherwise” (Nirvana).

Participants took pride in supporting others through distress, drawing on their own

emotional co-regulation skills:
And it's weird because I'm really awkward and really not an emotional person,

but | can hold space for people and | can sit and | can listen [...] | spent so much
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time co-regulating with my [ND] children that | can co-regulate with people, |

can be people's calm in the storm. (Hannah)

Many were recognised within their teams as the best fit for working with clients

experiencing distress or displaying atypical behaviours:
I'm often put in with tricky people in birth suite, like, ‘oh, she's really anxious,
she's this, she's that, she's a nightmare to work with’. And I'm often the midwife
that's put in there with them and | don't find them really difficult to work with”.

(Leila)

Participants especially valued working with ND whanau, noting a shared
understanding and ability to anticipate unique needs: “[...] and we can talk about how
we can deal with some of the big sensory inputs surrounding pregnancy, birth and

postnatal, because for me, | have also done that” (Lizz).

Summary

Theme one explores how the ND kahu pokai participants view their ND traits as
valuable assets that enhance their kahu pokai practice, particularly by enabling the
formation of strong, therapeutic relationships with whanau. Drawing on rich
narratives from participants, it highlights how divergent communication styles, such
as storytelling and associative korero, build empathy and trust. Participants’ honesty,
directness, and ability to translate complex health information into accessible
language were seen as assets in informed consent and advocacy. Traits like
hyperfocus, pattern recognition, and attention to detail supported high-quality,
attuned care, while masking—though rooted in survival-enabled adaptability and
connection. Personal experiences of adversity and marginalisation deepened
participants’ empathy and commitment to nonjudgmental, affirming care, particularly
for ND whanau. Collectively, their unique cognitive styles and values created a

model of midwifery grounded in radical acceptance, clarity, and deep relational

presence.
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Theme Two — Spiky Skill Profiles

Introduction

Theme two coalesced around two sub-themes that illuminate the unique challenges

of ND kahu pokai in clinical practice:

(1) Spiky skill profiles; which capture the coexistence of exceptional strengths and
significant challenges across domains of clinical and collegial interpersonal
functioning; and

(2) The value of judgment free feedback; which highlights the importance of
neuro-affirming communication that fosters psychological safety and supports

professional growth.
Spiky Skill Profiles

Compared to their NT peers, the ND kahu poOkai participants described navigating
their work with a “spiky skill profile”— a term that resonated for its reflection of both
exceptional strengths and areas requiring significant support. Differences in fine and
gross motor coordination, and the clinical skills reliant on them, were commonly
noted: “so it is the suturing, it is the cannulation, the venepuncture [..] it makes sense
in my head, but then trying to get my muscles to do what I'm seeing in my head is
different” (Lizz). Many clinical tasks required breaking down movements into smaller
steps. Participants expressed a strong need for neuro-affirming clinical coaching,
especially during undergraduate education. Kirsty shared: “I definitely didn’t ask for
more help during the degree because the time | did, it seemed clear that there wasn’t
actually much available. | used academic services but they couldn’t help with clinical
skills.” Achieving confidence in clinical skills often required more time, repetition, and
self-directed problem-solving: “| need repetition, so much repetition, and a variety of

methods of explanation so | can work out what works for me” (Hannah).

Participants also described challenges interpreting social cues and navigating
workplace dynamics. Difficulty reading tone, body language, or implied meaning
often led to uncertainty and self-doubt: “| find it very difficult if you're giving off a vibe
or you're a little bit huffy when I've asked for help [..] | can't quite read that” (Ana).
This uncertainty often led to a sense of disconnection and ongoing rumination: “|

appear sometimes to fit in, and then all of a sudden, | don't, and | try to figure out
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what | did and what | could have done”. For many, alexithymia and the associated
longer processing speeds compounded these challenges, making debriefing

emotionally complex:
Like, they [a colleague] might have had a short moment where they gave me
something extra to think about and then it was gone. But I've thought about it
and thought about it [...] and thought about it and got advice and then thought

about it. (Neve)

Participants reported that they often needed to revisit debrief conversations days or
even weeks later; colleagues had typically moved on, and attempts to re-engage

sometimes resulted in discomfort or dismissal.

Executive functioning challenges were also common, affecting time management,
task-switching, prioritisation, verbal processing, and attention in overstimulating
environments. Impulsivity in speech—such as blurting or oversharing—was frequently
mentioned: “Things are blurted out before you've had a chance to think about it”
(Bec). Distractibility, especially in noisy settings, hindered documentation and focus:
“I'd always be the last to leave because | couldn’t do my work till the office was clear”
(Leila). Hannah elaborated on the cognitive toll of interruptions: “It takes so long to
get back into the train of thought. It's not just the two minutes you’re asking a
question. It derails you for ages” (Hannah). Clinical handover was particularly difficult

due to sensory overload and the need for sustained attention:
| find it hard to focus on the clinical handover which stresses me out. | don’t feel
like | could say, ‘Hey, this is a lot for me, could we please discuss this
somewhere else?’ | have one consultant who is happy to step into another

space with me. (Lizz)

The Value of Judgement Free Feedback

Participants emphasised the value of factual, non-judgmental feedback. They felt
most supported when colleagues approached them with curiosity rather than
assumptions, allowing space for individual needs. As Anna noted, “In terms of
understanding ND midwives, | think staff education needs to stress that generalising
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traits and needs shouldn't happen. It's about curious enquiry, allowing each person to
share what they need and what works for them.” This approach fostered
psychological safety and affirmed their identities, especially when feedback focused
on observable traits rather than pathologising language: “It's just stating facts. [...]
“Weird” is not a fact, that is not an appropriate describing word [...] you could talk
about traits” (Nirvana).

Participants wanted a kahu pokai culture that normalises ND traits and embraces
diverse communication and work styles: “I| want feedback about my work and not my
personality” (Amber). Strategising around challenges was more effective in
relationships marked by empathy, flexibility, and mutual respect. However, rejection
sensitivity remained a challenge, especially when feedback lacked positive intent.
Emotional regulation improved when feedback was constructive, respectful, and

grounded in trust:
.. and so to be able to go to someone who | know | can trust and say, this is the
story, this is the experience | had, actually does help me and part of it is the

strategising for next time. (Neve)

Di emphasised the importance of asking questions without fear of judgment:
It feels like I'm asking a really dumb question because I've forgotten things.
Yeah and they think ‘surely you know how?’ Especially numbers or codes or |
don't know ‘how long have you been here? And you don't know that’. That can
be really just incredibly diminishing [..] but it's the people who say [...] would you
like some help? And they don't do it in a patronising way. (Di)
Participants also described how strengths in some areas led to unrealistic
expectations in others. Bec reflected: “[..] and people will assume that | need
‘managing’. It tips into disempowering really quickly when I'm not the one
determining how | get to integrate my ADHD with my work”. Michelle noted
interpersonal strain when her needs didn’t align with others’ expectations: “Maybe

she was expecting something else or expecting me to do certain things that | didn’t

do.” Participants wanted to be seen as effective members of a neuro-affirming team,

60




where accommodations were viewed not as special treatment but as essential to

inclusion:
.. and | may be different, so you where you lack, I'm going to help you. [..] If I try
to adapt and change things to make my work better, why can't they do the same
to help and adapt this as well? Why do we have to always adapt to them?

(Karien)

Summary

Theme two explores how participants navigated their midwifery work with a “spiky
skill profile” and highlighted the importance of judgment-free feedback. Participants
described working within clinical environments while balancing exceptional strengths
alongside significant challenges-particularly in motor coordination, executive
functioning, and social communication. These differences often required more time,
repetition, and personalised strategies to master clinical tasks and manage
workplace dynamics. Emotional processing and collegial debriefing were especially
complex, with many participants needing time and psychological safety to reflect and
respond. The value of factual, empathetic, and non-pathologising feedback was
emphasised, as it fostered trust, inclusion, and growth. Participants advocated for a
neuro-affirming culture that recognises ND traits, approaches individual needs
without assumptions, supports diverse communication styles, and views

accommodations as essential for equitable practice.

Theme Three — A Journey: Finding the Right Workplace to Suit My
Needs

Introduction

Theme three coalesced around two sub-themes:

(1) A journey: Finding the right workplace to suit my needs - Participants described a
deeply personal process of trial and error in identifying work environments that
aligned with their neurodivergent sensory, social, and cognitive profiles, highlighting
the diversity of preferences from high-stimulation hospital settings to calm, structured

community roles.
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(2) Managing my spoons at work - Regardless of setting, participants developed
individualised strategies to conserve energy and manage overstimulation,
emphasising the importance of intentional breaks, sensory tools, and supportive

environments to sustain their wellbeing and effectiveness in practice.
Finding the Right Workplace

Each ND kahu pokai navigated a personal journey to identify a workplace that
aligned with their unique sensory, social and cognitive profiles. This process often
involved trial and error before discovering an environment that best supported their

needs.

Some participants described a neuroceptive need for novelty, variety and stimulation.
Karien, for instance, thrived with a busy LMC caseload: “[..] and the lack of structure
and not being boring, and every day you think, oh, what's going to happen today, and
then it's all different, you know” (Karien). Secondary and tertiary environments
appealed to those who sought clinical complexity, fast pacing and unpredictability: “I
get to see more interesting medical conditions, and I'm more interested in seeing
weird and wonderful than super primary. And | know that’s bad as a midwife, but |
find it interesting. | find different interesting” (Hannah). Amber also noted: “But, yeah,
| think the job suits us: the uncertainty, the level of crisis, you know? [..] | don't like
things being super quiet”. Hospital environments were particularly well-suited to
participants with sensory seeking profiles: “[..] an epidural pump, the SYNT, the
CTG, the beeping [..] it's not my favourite type of birthing [for whanaul], but in terms of

the sensory, | love it” (Ana)

In contrast, other participants described a neuroceptive preference for predictability,
structure and monotropic environments. These needs were met through various
midwifery roles and settings. For some, small LMC caseloads offered greater self-
determination. Participants described tailoring clinic hours to their most productive

times and incorporating sensory accommodations into their clinic spaces:
For me, that is what | love about it is | work in a space that is sensory friendly
for me. And that is calming. Yep. And | think that that is why | can also deal with

a lot of the stress of the job. (Lizz)

Bec described her clinic as: “It felt like stepping into a home”.
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Primary units or community-based midwifery teams intrinsically allowed for more
autonomy in managing sensory, social and cognitive inputs: “| don't know, for me, it
feels a lot safer than a big, a bigger and busier and more clinical space” (Di).
Compared to the unpredictability of on-call LMC work, the structure and routine of
shift work was described as more sustainable for some participants’ health and
wellbeing. Many expressed a preference for working in smaller teams and focusing

on one whanau at a time:
One to one works really well for me [...] So in the [hospital] ward, it's really
common to have four women and four babies. That's eight people look after [...]

that level of executive function is incredibly hard for me. (Leila)

Primary birth attendance enabled hyperfocus and greater control over sensory
inputs: “The ideal birthing space [..] It is dark, it is quiet, it is warm [..] It is a very, very
low stimuli environment and for me, that is a very, very safe place for me” (Lizz).
Homebirth was widely described as one of the most neuro-affirming environments:
“Because home is the antithesis of hospital, isn't it [...] It's welcoming. It's. You know,
everybody's more relaxed. You know, there's that feeling of calm [...] there's sort of
more control over things” (Michelle). Conversely, hospital environments posed
significant challenges for participants with sensory avoidant profiles: “I can't do lights
and | can't do loud noises [..] and the beeping of the IV pumps and the CTG” (Leila).
Similarly, Anna commented: “[...] and the bells, all the bells would drive me nuts. And
the uniform that we had to wear up there was super uncomfortable. | found it all just
too overwhelming and demanding”. Some avoided working in hospital environments
whenever possible. “| can't bear being in small spaces with electric lights [..] It
actually makes me feel sick. | can't. | get panicky. | kind of. It's horrible. Hospitals
actually make me feel sick” (Di). Nevertheless, participants always prioritised clinical
safety, and would transfer with whanau to hospital when needed, despite personal
discomfort. Participants with sensory avoidant profiles who remained in hospital
settings often opted for night shifts to reduce sensory, social and cognitive demands:
“‘because of the lower kind of sensory and peopling input” (Hannah). As Nirvana
described: “[...] because you can turn off the lights and have just, like, a lamp on [...]
it's not nearly as draining”. Tamsin chose to exclusively work night shifts: “Less
people, less noise, less interruptions. | can get things done because often the night
shift is you are mopping up what couldn't get done during the day shift”.
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Managing My Spoons

Participants described how clinical urgency consistently overrode their sensory,
social, and cognitive needs—regardless of workplace environment—until immediate
demands subsided. Their focus remained on ensuring whanau received safe and

timely care, and this was accepted as an inherent part of the role:
[.] and there are some things that | accept that | cannot control [..] You may
have to ring the emergency bell and the lights need to be turned on [..] | think in
my mind, I'm like, the faster | get people in, the faster it will be done [..] Just do

it. (Lizz)

Each participant developed personal strategies to conserve energy and remain
functional under non-negotiable demands—collectively referred to as ‘managing
spoons’. Hannah illustrated this with her humorous “fork theory,” imagining each
fluorescent light or interruption as a fork being stuck into her. “The really loud
announcement [...] that’s like a big old meat fork,” she said, describing how these

stressors accumulated.

To reduce cognitive strain, participants created systems that supported focus and
efficiency. Anna structured their workflow to be “the most efficient” so they could be
fully present with whanau. Ana used digital prompts to ensure comprehensive care:
“That is something | need within my practice to thrive.” Amber, aware of her
forgetfulness, shared, “I have so many strategies to not miss things [..] it's very rare |
forget to send bloods or write a referral.” For Karien, who is dyslexic, Al-assisted
documentation was transformative: “It's been a game changer. I’'m actually liking my

job now.”

Participants also described strategies to manage sensory and social overload. Some
used noise-reducing headphones or sought quieter spaces for documentation. All
reported taking intentional breaks to regulate themselves—even those with sensory-
seeking profiles. As Ana explained, “There's a difference between having lots of
stimulation and being overstimulated.” Neve likened these breaks to “building your
reserves up again.” However, finding suitable spaces was challenging. Shared staff
rooms often carried social expectations and sensory discomforts — conversation,

clattering cutlery, food smells. Some retreated to their cars or toilets for quiet. Anna
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emphasised the multi-purpose of these breaks: “It's a social break, but also a noise
break. Like, | get really overstimulated by noise. So just total quiet or just being able
to put my headphones on and listen to something.” All participants valued the idea of

intentional, multi-sensory spaces in every unit:
| think there should be two break rooms [..] one that is like a loud room | guess,
where you can chat and heat up your food, and then a quiet room with a couple
of arm chairs, you can use your phone with headphones, but no chatting and a

space to rest or work quietly. (Kate)

While participants acknowledged the funding limitations withing the health system,
they also saw the potential benefits of such spaces: “I could do twelve-hour shifts,

but | can’t [..] I'm so exhausted and dysregulated by the end of the day.” (Hannah).
Summary

Neurodivergent kahu pokai navigate diverse sensory, social, and cognitive needs in
their search for suitable workplaces, often through trial and error. Some thrive in
high-stimulation environments like hospitals or busy caseloads, drawn to
unpredictability and clinical complexity, while others prefer structured, low-stimulus
settings such as homebirths or small community teams that offer autonomy and
sensory control. Regardless of setting, participants described the need to manage
energy and overstimulation—referred to as “managing spoons”— through personalised
strategies like workflow systems, sensory tools, and intentional breaks. Many
emphasised the importance of quiet, neuro-affirming spaces to support wellbeing,
highlighting both the challenges and adaptive strengths ND midwives bring to their

roles.

Theme Four — Fostering ND Kahu Pokai Culture and Leadership

Introduction

Theme four coalesced around three sub-themes:

1. Radical unmasking; a deliberate and empowering act through which ND
midwives reject neurotypical expectations, embrace their full identities, and

lead cultural change by modelling authenticity and inclusion.
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2. | can be my most authentic self with ND colleagues; working alongside other
ND colleagues fosters a deep sense of belonging, mutual understanding, and
psychological safety, enabling ND midwives to communicate freely, self-
regulate openly, and thrive both personally and professionally.

3. Feeling “othered”; despite efforts to be open about their neurodivergence, ND
midwives often face stigma and exclusion in heuronormative systems,
highlighting the urgent need to universal design, ND-led education, and

structural reform to create truly inclusive workspaces.

Radical Unmasking

For the ND kahu pokai participants, neurodivergence was not a diagnosis to be
hidden or overcome—it was a fundamental part of who they were. It shaped how they
experienced the world and how they contributed to it: “To me, it really means just a
brain that’s wired a bit differently. Not something that’s right or wrong, but just a
different version of a brain.” (Kate). Participants aligned with the neurodiversity
paradigm, which rejects deficit-based models and instead affirms neurological
difference as natural and valuable. They described their neurodivergence as
inseparable from their identity: “It weaves through every part of me. It's not just the
way that | talk or the way that |, like, analyse information. It’s literally woven through
my entire existence.” (Hannah). For many, neurodivergence was more than identity—

it was culture.

A key expression of this cultural identity was the practice of radical unmasking: a
deliberate and often difficult act of shedding the neurotypical fagades in professional
settings. Participants described this as a conscious form of resistance and
reclamation. Nirvana added, “I'm very vocal about the fact that I've got ADHD [..]
because then people feel more comfortable not masking with me.” For some,
unmasking was also a matter of survival-the emotional and physical strain of
constant masking had become unsustainable, and the cost of continued burnout was
simply too high to bear. Bec also spoke to the liberating and transformative power of

authenticity:
| can be better at my job if I'm not having to pretend to be something that I'm not

[.] So just let me be who I'm going to be, and it's going to be a bit weird and
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maybe a bit fun and [..] a bit more honest than you would expect, but we're

going to do some really, really cool stuff together. (Bec)

Unmasking also fostered deeper connection and mutual care within teams. Kirsty
described how being open about her neurodivergence allowed her to build trust and
seek support: “Our team is small enough that | am establishing relationships with
everyone which makes me feel comfortable to be myself and enables me to reach
out to my colleagues when my neurodiversity is being challenging.” She added, “In
fact my colleagues often remind me to take my meds or eat! Which is super helpful

when | am hyperfocused on a task.”

Radical unmasking was not only personal: it was political. It became a form of
leadership and advocacy. As Hannah explained: “It's my way of making space for
others to come out and join in. | think of it as education by demonstration”. The vision
also extended beyond individual workplaces. Participants imagined a future where
authenticity was the exception, but the norm. This future was not abstract—it was
already being built. Some participants described neuro-affirming spaces they had
helped create, where understanding and accommodations were embedded in the

culture. As Kirsty reflected,
It has been insanely affirming to work in that environment because we just
understand each other. [..] Understanding [..] of each others needs to turn off
the radio when the phone rings, to go outside on breaks to change the stimulus,
to go and sit in a different room when we need to concentrate.

Radical unmasking, then, was not just about individual expression—it was a collective

act of cultural reclamation, a challenge to normative systems, and a blueprint for a

more inclusive and affirming future in midwifery. Ana added: “I think more

neurodivergent people should be midwives”.
| Can Be My Most Authentic Self With Other ND Colleagues

A powerful thread woven through participants’ reflections was the sense of ease,
safety, and authenticity they experienced when working alongside other ND
colleagues. These relationships were described as uniquely affirming: grounded in a

shared culture and mutual understanding that required no translation or justification.
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This sense of connection fostered an environment where participants felt free to
engage in self-regulating behaviours such as stimming. Communication flowed more
naturally, and many described feeling seen and accepted without needing to mask or
explain themselves: “Shifts with my ND colleagues are the best! | feel so at home
with them, understood and accepted.” (Kirsty). Importantly, this sense of belonging
extended beyond emotional comfort and had tangible implications in clinical settings.
Shared communication styles and intuitive understanding were seen to enhance

teamwork, particularly in high-pressure situations:
| felt very safe and seen, and | found her very, very easy to communicate with,
and | found that was really helpful in terms of communicating things quickly to

her, you know, clinical things quickly. (Hannah).

For some, this recognition of shared neurodivergence was retrospective. Di,
reflecting on decades of midwifery practice, came to realise that the colleagues she
had felt most attuned to likely shared similar neurotypes: “I actually kind of look at
them and think, hang on a minute. | think they're probably neurospicy too.”. There
was also a broader sentiment that midwifery as a profession might naturally attract
ND individuals: “But | feel like there's a lot of neurodiversity in midwifery. We're very

special kind of people [..] and we attract each other.” (Neve).

The focus group component of this research was described as a rare and meaningful
opportunity for ND midwives to connect. Kate referred to it as a “special opportunity”
while Bec described her experience as: “it feels like a thought connection with ND
midwives across the motu”. Participants were not only eager to share their
experiences but also to build community, exchange resources, and validate one
another’s realities. The focus group became a space of collective learning and
mutual support: “I have loved this peer discussion with other ND peeps cos it has

helped me identify/see, articulated more clearly some of my traits and struggles” (Di).

All participants expressed a strong desire for formalised ND peer support, viewing it
as a vital tool for cultural change in midwifery: “| think that, given the abhorrent lack
of clinical research, peer to peer support and education is our best chance at

changing the culture in midwifery.” (Bec). Ana echoed this sentiment:
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[.] we would be able to share tips and tricks on [...]. Just meeting up with
someone once a month to be like, oh, my God, you get it. | said this thing, and |
don't know if it landed well or not. Yeah, my filter disappeared for a moment.
(Ana)
Michelle commented “[...] my current manager is actually autistic himself [...] yeah, he
thinks I'm amazing and, you know, and is really supportive”. Kate also noted: “[...]

because when you can see someone else that's doing well and they're similar to you,

it gives you, like, faith that you can get there”.

Finally, several participants noted that Te ao Maori spaces often felt more inclusive
and neuro-affirming than mainstream, coloniser-dominated environments. These
spaces offered a sense of cultural safety that resonated deeply with ND participants:
‘| say this as Tangata Tiriti, that te ao Maori spaces are often more neuro-affirming

spaces for me.” (Di)

Feeling “Othered”

Participants described the complex emotional terrain of being “out” as ND in
professional environments shaped by neuronormative expectations. While disclosure
was often necessary to access accommodations, it also risked reinforcing a sense of

being “othered.”:
What has been going around in my head for the last couple of days is around
'outing’ oneself in order to ask for accommodations or support [..] On the other
hand, how can | express my needs if I'm not open about it? (Anna)

This tension between visibility and vulnerability became a major korero within the

focus group. Bec commented: “The idea of 'outing' oneself is something that seems

to be grounded in colonisation.” Anna agreed:
Outing myself as queer, non-binary and neurodivergent feels like a strategy to
gain outward validation. On the other hand, it is an avenue for asking for
reasonable accommodations, but risks being shamed or rejected for being

'needy’ or othered. It's such difficult territory to navigate!
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Participants frequently encountered ableist attitudes when requesting
accommodations; one recounted being denied a simple request by her manager,
who dismissed her needs with comments like “everyone’s got something” and
“toughen up.” She concluded, “We need an advocacy role to turn to in situations like

this.” Bec added poignantly:
Yeah, for sure. Everybody loses their keys. But, you know, it's more than just
that. Does the fact that you consistently lose your keys affect your ability to
have relationships and to find happiness in life? And, you know, because it

does for me.

Despite these challenges, participants envisioned more inclusive approaches.
Universal design emerged as a powerful strategy to reduce othering. Lizz described
a moment of affirmation when a manager offered communication options to
everyone: “It was a level of safety that | didn't have to explain. Like, it was just an
option and it wasn't because | was neurodivergent. It was just an option.”. Kirsty

expanded on this:
| think a universal design enabling us all to identify how we are feeling each day
and express our needs for the day to get through would be incredible. Even NT
folks have crap days where they may just want to keep interactions to a
minimum. If everyone is being encouraged to share these things maybe no one

feels ‘othered.

Participants also offered practical, low-cost solutions. Hannah and Anna suggested

using noise-reducing headphones as a visual cue in shared workspaces:

Managers would need to understand that we need that as accommodations and
to make us feel comfortable to do that. | think that there would be concerns
around safety with emergency bells and things like that. But I've never been
able to find a pair of headphones so good at cancelling sound that they would

cancel out the emergency bell. (Hannah)
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Workforce education, especially when led by ND professionals, was seen as
essential. Di described a shift in workplace culture after leadership attended ND-led
training: “I have felt so much safer to out myself [...]. Hearing people’s stories seemed
to create a re-evaluational moment when they realised how much of a disability

being ND in the perinatal system can be.”

Participants emphasised the need for ND leadership to dismantle ableist norms from
within. “We need more people with neurodiversity in leadership roles,” Lizz said. “Not
as a token hire, but people who have earned it on their merit, who also happen to be
neurodivergent. When those people start getting into that place, they can start
influencing this stuff to change.”. As Kirsty concluded, “Many things that

accommodate our neurodiversity are beneficial to everyone.”

Summary

Theme four explores the transformative potential of fostering a ND kahu pokai culture
and leadership, grounded in the lived experiences of the ND kahu pokai participants
who wish to challenge deficit-based narratives and embrace neurodivergence as
identity, culture, and strength. Central to this vision is the active practice of radical
unmasking—a courageous act of shedding neurotypical fagcades in professional
settings, reclaiming authenticity, and modelling inclusive leadership. Participants
described how working alongside other ND colleagues created rare spaces of mutual
understanding, where they could be their most authentic selves without fear of
judgment or the need to explain. These affirming relationships not only enhanced
emotional safety but also improved clinical collaboration and communication.
However, the journey toward authenticity was often fraught with the pain of feeling
“othered” in systems steeped in neuronormativity. Disclosure, while necessary for
accommodations, risked stigma and marginalisation. Participants called for universal
design, ND-led education, and structural change to dismantle ableist norms and
foster environments where ND midwives can thrive. This theme illuminates a
powerful vision: a kahu pokai culture where neurodivergence is not merely accepted

but celebrated, and where ND leadership drives systemic transformation for the

benefit of all.
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Theme Five — Expanding Our Idea of What a Kahu Pokai Can Be

Introduction

Theme five coalesced around three sub-themes:

1. Disability is dynamic; participants framed their experiences through the social
model of disability, highlighting how systemic inflexibility-rather than
neurodivergence itself-created barriers to sustainable kahu pokai work,
especially when compounded by chronic health conditions, hormonal
fluctuations and caregiving responsibilities.

2. Expanding our idea of what a kahu pokai can be; participants called for an
expanded vision of midwifery that embraces diverse strengths, flexible roles,
and alternative career pathways-challenging rigid expectations of full-scope
practice and advocating for a profession that values inclusion, sustainability,
and the unique contributions of all midwives.

3. Disabled people can’t be kahu pokai, right? Participants described how ableist
assumptions and narrow definitions of “fithess to practise” often excluded
them from sustainable midwifery careers-despite their ongoing passion and
capacity to contribute-calling for structures that enable disabled midwives to

remain and thrive in the workforce.
Disability is Dynamic

The ND kahu pokai participants framed their experiences through the lens of the
social model of disability, emphasising that limitations often arose not from their
neurodivergence but from inflexible systems: “It's only disability for them because
they don't understand and they don't know what to do with it” (Karien). Alongside
neurodivergence, many participants disclosed living with co-occurring health
conditions such as Ehlers-Danlos Syndrome, chronic fatigue and long COVID.
Hormonal fluctuations related to menstruation, perimenopause, and menopause
added further complexity, often intensifying ND features and chronic health
symptoms. Participants described how their ability to work fluctuated over time,
influenced by health, energy levels, and environmental demands. “We get flares. So |
will have several weeks where I'm absolutely hopeless to myself and have to really

put myself on the line to accommodate my employment.” (Neve). Many spoke of their
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energy “ebbing and flowing,” and expressed a desire for workplaces to accommodate

these natural rhythms.

To manage these dynamics, some participants opted for part-time or casual roles,
valuing flexibility despite the trade-offs—reduced protections, no sick leave, and a
sense of disconnection: “[...] and part of being casual is that horrible thing that you're
not really relationally connected to the team” (Di). Others found that core midwifery
roles with set hours and no on-call demands better supported their health. Kirsty,
though a homebirth kahu pokai at heart, shared: “Having a set number of hours that |

work in a day [..] is really important for managing my illness.”

Participants working as LMCs emphasised the importance of reciprocity with practice
partners, allowing them to adapt to fluctuating energy levels. Karien explained: “[...]
so where you lack, I'm going to help you.” Ana benefited from a 12-hour on-call
model: “So there's a really good amount of recovery time in there and it gives my
brain the space to put all the energy into what it needs to do and then crash at the
end of the 12 hours.” Despite the unpredictability of on-call work, LMCs valued the
autonomy to manage their diaries, balancing workload and wellbeing. This flexibility
enabled them to schedule predictable tasks—like antenatal and postnatal visits—
around their capacity: “I can fit my timetable to what | need and still allow me to have

decent rest time in between” (Lizz).

Several participants also highlighted the additional caregiving responsibilities they
carried, often for neurodivergent children or whanau, which further shaped their
capacity to meet the demands of the profession. Participants wished for disability-
affirming rostering practices, including permanent shift rostering and the ability to
adjust shift lengths. Participants emphasised that these were not simply preferences
but essential needs to sustain themselves in the profession. “I may have stayed in
the profession longer,” Kate reflected, “if | was able to work in a way that worked with
the needs of my brain.” Kirsty added: “[...] things like consistent hours or times [..] are
made out like they are some sort of luxury or insane demand in our work, but

realistically they are necessary for many of us” (Kirsty)
Expanding Our Idea of What a Kahu Pokai Can Be

Participants described finding their place in midwifery by aligning their roles with

personal strengths rather than conforming to the full scope of practice. Amber
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reflected: “[...] certain things that are considered deficits are positives in other
situations”. Anna shared how working in elective theatres suited their health needs:
“[.] due to circumstances with my mental health [..] | did a lot of work in the elective
theatres. And strangely enough, | loved it” (Anna). They added: “I'm really good at
this, so why can't | just do this all the time?”. For Tamsin, moving into academia
offered a way to stay connected to the profession while recovering from burnout: “[...]
| can just stay at home, look in my papers [..] | am a little bit burnt out, you know,

from the clinical stuff” (Tamsin)

Participants expressed a desire for a profession that values diverse strengths rather

than rather than a narrow standard:
| want to see everybody's strengths acknowledged. We all have different ones,
and some will be academic and some will be the relationship with women and
some will be all sorts of different things. But in our current environment, we
recognise just a few things [..] And | think that there is a way for all, all of us to
feel like we contribute and feel valued. (Neve)
Di echoed this, saying: “It's like I'm paddling my own little waka and no one really
knows what it is”. Participants envisioned a culture that recognises excellence in
many forms—clinical care, research, governance, leadership, and mentoring:
“Because we have to fit into the specific box. A midwife looks like this and the
midwife does this and the midwife does that. That's not always how everybody is”
(Karien). Tamsin added: “Either you're going to be an LMC or you're going to be a
core midwife” (Tamsin). Participants challenged the idea that all midwives must work
across the full scope: “The rules are you have to do the gamut, and actually the

gamut doesn't work for you,” (Neve). Others questioned leadership had not yet fully

embraced more flexible models of practice:
[.] we have a council that hasn't quite, it's getting there, but it hasn't quite
figured out how they deal with midwives like us [..] like the midwives who are
just doing postnatal care [..] Maybe we also need to say, hey, look, not all

midwives who get a degree can do everything or want to do everything.

(Tamsin)
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Participants wanted clearer, more accessible career pathways that include roles in
sexual health, abortion care, lactation consultancy, teaching, governance, research
and more. These should not be seen not as exits, but as valid expressions of
midwifery: “| so badly want expansion of my scope as a midwife. | want more work
opportunities. | want to be able to use my skills in other spaces when | can’t do shift
work anymore” (Kirsty). Expanding the vision of midwifery, they argued would make
the profession more inclusive and sustainable: “| think, gosh, we've just got this
increasingly diverse and, you know, literally disabled population” (Leila). Michelle
added: “Cause | think also probably like, a whole like group of people that are

neurodiverse but that think midwifery just could not be for them” (Michelle).

Disabled People Can’t Be Midwives, Right?

Many participants described encountering significant barriers as they navigated their
kahu poOkai careers, particularly when considering their futures in the profession. A
recurring concern was the uncertainty around sustainable career pathways when
current work contexts became untenable due to disability. For some, this uncertainty
felt like entrapment—being passionate about midwifery but unsure how to remain in
the profession in a way that accommodated their needs:

| guess | just want options! Sometimes | feel like a caged bird when I’'m
exploring what jobs may be available to me that may fit my needs when the
time comes. | will need a job that fits my neurodiversity but also my physical
disability. | feel | still have so much to give to our profession but worry that soon
enough my profession won’t want me. (Kirsty)
Participants expressed that midwifery, as a profession, had not yet meaningfully
considered the inclusion of its disabled, tangata whaikaha workforce. The dominant
discourse remained focused on “fitness to practise” standards—seen as essential by

participants for ensuring safe care for whanau—but largely ignored the wellbeing and

sustainability of the midwives themselves.
| think there definitely needs to be a lot more support and | think even people
that are not neurodiverse need that support [..] and | don't think there's always,

kind of a feeling that you can share certain things. (Kate)
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Some participants found themselves at a crossroads—questioning whether they could
continue in midwifery at all: “I kind of feel like the wheels are coming off in my life at
the moment. [..] So currently there's nowhere to go and get advice and support on
what the hell to do.” (Leila). One participant had already left the profession, while

another was returning to practice after recovering from burnout.

Participants wished for a pan-disability, neuro-affirming support structure—one that
could offer guidance and advocacy: “[..] and their role could be actually that
discovery of what us midwives can do other than being on the floor.” (Neve).
Participants envisioned a more inclusive profession that asked its members how they

could continue contributing meaningfully:
So, | think it's being open to ask the questions of any midwife [..] How can we
keep you around? What are your other interests in midwifery? Because
sometimes, you know, you can take out your back and you can't practice as an

LMC anymore. (Bec)

Summary

Theme five "Expanding our idea of what a kahu pokai can be" challenges the narrow
definitions of midwifery by centering the lived experiences of disabled and ND kahu
pokai. Participants emphasised that disability is dynamic shaped as much by
fluctuating health and caregiving demands as by rigid systems that fail to
accommodate diverse needs. Rather than viewing disability as a barrier, they
described how aligning their roles with their strengths—whether in clinical niches,
academia, or adjacent fields—allowed them to thrive and contribute meaningfully.
However, many also faced systemic exclusion, with prevailing “fitness to practise”
standards overlooking the sustainability and wellbeing of midwives themselves. The
ableist assumption that disabled people can’t be midwives was deeply felt, leaving
some feeling trapped or unsupported as their needs changed. Participants called for
a profession that not only affirms diverse ways of practicing but also actively asks:
How can we keep you in midwifery? By embracing flexibility, valuing contribution
over conformity, and creating inclusive career pathways, the profession can become

more sustainable, welcoming, and reflective of the communities it serves.
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Chapter Summary

This chapter has presented the following five interrelated themes that illuminate the

experiences of the ND kahu pokai participants:

1.

ND Traits Facilitated Strong Therapeutic Relationships With Whanau:
Neurodivergent kahu pokai used their unique communication styles, empathy,
and cognitive strengths to build deep, trusting relationships with whanau,
offering emotionally safe and affirming care rooted in authenticity and lived
experience.

Spiky Skill Profiles:

ND kahu pokai balanced exceptional abilities with specific challenges, and
relied on tailored strategies and supportive feedback to navigate clinical and
interpersonal aspects of their work.

A Journey: Finding a Workplace That Suited My Unique Needs:

Participants described a personal process of discovering work environments
that aligned with their sensory and cognitive needs, using customised tools
and routines to manage energy and overstimulation.

Fostering ND Kahu Pokai Culture and Leadership:

By embracing neurodivergence as a cultural reclamation and strength, ND
kahu pokai advocated for inclusive leadership, peer support, and systemic
change to dismantle stigma and foster authentic, affirming workplaces.
Expanding Our Idea of What a Kahu Pokai Could Be:

This theme challenged rigid perceptions of midwifery, showing how systemic
inflexibility—not neurodivergence—created barriers, and called for flexible roles
that valued contribution over conformity to support sustainability and inclusion.

In these final chapters, | will revisit the aim, objectives and questions of this research,

and provide a summary of the research findings. These findings will be

contextualised with extant literature, and | will offer some recommendations both for

individual ND kahu pokai and for the profession.
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Chapter Five: Discussion

Introduction

This chapter begins by reaffirming the core purpose of the research: to explore the
experiences of ND kahu pokai and their aspirations for a more inclusive midwifery
profession in Aotearoa New Zealand. | then examine the five central themes—
introduced in the previous chapter—through the lens of international healthcare
research and recent scholarship within the neurodiversity paradigm. This analysis
considers how midwifery can evolve to better support the diverse ways ND

practitioners engage with their work and communities.

What Are the Experiences of ND Kahu Pokai in Aotearoa New
Zealand? What Strategies Do They Believe Would Support a Neuro-

Affirming Kahu Pokai Career?

In this research | believe | have achieved my aims of describing the experiences of
ND kahu pokai in Aotearoa New Zealand and have shed light on their perspectives
about their individual strengths, and their visions for a more neuro-affirming

professional environment.
ND Traits Facilitate Strong Therapeutic Relationships With Whanau

A consistent theme across participant narratives was the way they felt their ND traits
enhanced their ability to form strong, empathetic relationships with whanau. Traits
such as associative storytelling, honesty, directness, hyperfocus, info-dumping,
masking, pattern recognition, and attention to detail were not incidental-they were
central to how participants practiced midwifery and built trust and rapport. While
previous studies have identified traits like hyperfocus, pattern recognition and
attention to detail among ND healthcare professionals (Godfrey-Harris & Shaw,
2023; Rowe et al., 2021; Shaw, Fossi et al., 2023), they have not explicitly linked
these traits to enhanced client relationships. However, given that the voices of
whanau were not included in this study, we cannot draw conclusions about how
these traits were experienced by those receiving care. Beyond healthcare, research

within the neurodiversity paradigm underscores the distinctive workplace strengths

78




associated with a broad spectrum of traits experienced by neurominorities
(Armstrong, 2010; Logan, 2009; Meilleur et al., 2015; Sedgwick et al., 2019). One
such strength is associative storytelling, or “Show and Tell” communication
(Monteiro, 2025)—a style that centres on the turn taking of facts and tangible
experiences and were emotional energy is embedded within the subject at hand.
This communication style is also associated with a tendency toward literal, direct,
and honest expression and was seen by participants in this study as a strength in
midwifery, particularly in building rapport and supporting informed consent. While NT
midwives may also use associative storytelling, research suggests ND individuals
engage in this mode more frequently (Grant, 2009) and that it can be a valuable ND
trait within wider workplace settings for building relationships (Doyle, 2020; Eide &
Eide, 2011).

Masking, though often used as a survival strategy, was also described by
participants as an unintentional and unconscious means of adaptability—they felt that
masking enabled them to engage with a wide range of people in nuanced and
responsive ways. In the healthcare worker literature, masking was typically framed
as a strategy for managing workplace social expectations, particularly with
colleagues, and was associated with negative mental health outcomes and fears of
burnout when sustained over time (Anderson & Shaw, 2023; Crouch, 2019; Godfrey-
Harris & Shaw, 2023; Hughes et al., 2021; Locke et al., 2016; Rowe et al., 2021;
Shaw, Fossi et al., 2023). While participants in this study also reported these
challenges, they also identified unexpected benefits—most notably, enhanced
relational flexibility. This nuanced perspective on masking, particularly its role in

whanau care, represents a novel contribution to the literature.
Deep Focus, Deep Care: The Role of Monotropic Cognition in Midwifery

The theory of Monotropic Cognition proposes that ND individuals often exhibit highly
focused attentional styles, enabling deep, sustained engagement with subjects that
hold personal significance (Murray et al., 2005). In broader ND employment
research, monotropic cognition has been linked to strengths such as hyperfocus,
info-dumping, pattern recognition, and attention to detail (Armstrong, 2010; Doyle,
2020; Grant, 2009; Leather et al., 2011). Studies on ADHD and autism further
demonstrate that when professional tasks align with an individual’s special interest,

traits like hyperfocus can significantly enhance performance and job satisfaction
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(Doyle, 2020). Participants in this study described midwifery not merely as a career,
but as a lifelong passion—an identity-defining focus that shaped their clinical practice
and professional values. This resonates with the ND concept of “special interests,”

which are characterised not by limitation, but by intense focus, emotional investment,

and intrinsic motivation (Milton, n.d.; Murray, 2018).

Traditional diagnostic frameworks such as the DSM-IV (1994) have historically
pathologised these interests as “restricted” or “repetitive.” However, many ND
individuals experience them as energising, meaningful, and sustaining—often serving
as a source of resilience and excellence in professional contexts. Within existing
healthcare worker literature, while several studies report that ND participants
expressed strong passion for healthcare or a determination to succeed (e.g.,
Anderson & Shaw, 2023; Crouch, 2019; Rowe et al., 2021), these traits were
typically framed as responses to adversity or discrimination, rather than as innate ND
strengths. This study is among the first to explicitly explore how special interests
function as a professional asset within midwifery and broader healthcare practice—
reframing passion not as a coping mechanism, but as a core driver of clinical

excellence and identity for ND practitioners

Tuning In: Neuroception, Co-Regulation, and the ND Contribution to Healthcare

A strong theme across the data was how personal adversity shaped participants’
empathy and commitment to affirming care. Many had faced stigma, misdiagnosis, or
exclusion—especially in childhood, during the undergraduate degree or early career—
which deepened their compassion for others. While existing literature acknowledges
that receiving a diagnosis can validate the lived experiences of ND healthcare
professionals (Godfrey-Harris & Shaw, 2023; Price et al., 2017) and documents the
prevalence of workplace discrimination (e.g., Anderson & Shaw, 2023; Crouch,
2019), this study found that participants felt their experiences of marginalisation also
fostered heightened emotional attunement and radical acceptance of others.
Participants described the phenomena of nervous system co-regulation with whanau
as central to their practice. Drawing on personal experiences of nervous system
dysregulation and mental distress, they describe remaining calm and emotionally
present in high-stress situations. This reflects emerging research on biorhythmic
attunement (Mordeniz, 2020) and neuroception, the subconscious sensing of safety

or danger (Porges, 2022). Some ND individuals experience heightened
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neuroception, enabling them to perceive and respond to others’ nervous system
states, even without interpreting conventional social cues (Letsoalo, 2025; Maricic¢ et
al., 2020). Notably, existing healthcare worker literature does not report findings on
co-regulation or de-escalation with patients in states of distress, highlighting a

significant gap that this study begins to address.
Spiky Skills Profile: An Expectation Versus Reality Gap

Participants in this study managed their professional roles with uneven skill sets,
often demonstrating exceptional strengths alongside pronounced challenges in areas
like motor coordination, executive functioning, social interaction and sensory
integration. A spiky skills profile created a significant gap for participants between
expectations and lived realities in the workplace. Their distinctive profiles frequently
required additional time, repeated practice, and individualised strategies to master
clinical tasks and adapt to workplace demands. While the concept of a Spiky Profile
was not named explicitly in the healthcare worker literature, its presence was implied
through recurring themes. For instance, healthcare professionals reported difficulties
with executive functioning (Shaw, Fossi et al., 2023) especially with multitasking
(Crouch, 2019; Price et al., 2017; Rowe et al., 2021; Walker et al., 2021), time
management, and documentation (Anderson & Shaw, 2020; Locke et al., 2016).
Wider workplace research highlights common challenges among neurominorities,
particularly in executive functioning—affecting processing speed, working memory,
and attention regulation (Bartlett et al., 2010; Grant, 2009; Howlin et al., 2005;
McLoughlin & Leather, 2013; Prevatt & Yelland, 2013). Difficulties with organisation
and time management are also well-documented (Adamou et al., 2013; Doyle &
McDowall, 2015; Kirby et al., 2018; Todd, 2011; Wehman et al., 2016).

Within the healthcare worker research, challenges in reading social cues, processing
verbal information, and distinguishing between implicit and explicit communication
were widely reported (Anderson & Shaw, 2020; Crouch, 2019; Godfrey-Harris &
Shaw, 2023; Price et al., 2017; Rowe et al., 2021; Walker et al., 2021). These studies
consistently highlighted healthcare workers experiences of the Double Empathy
Problem (Milton, 2012), noting that most of their social and communication
challenges occurred in interactions with NT colleagues. My own findings echoed this,
and also extended current knowledge, revealing that communication challenges

between neurotypes were particularly pronounced during clinical debriefings.
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Debriefing was frequently described as emotionally and cognitively demanding, often
requiring extended periods of reflection—particularly for those experiencing
alexithymia, a trait more commonly observed within the ND community (Fox-
Muraton, 2024). Wider workplace research also highlights social challenges for ND
people, including teamwork, communication and self-regulation with colleagues
(Bartlett et al., 2010; Coetze & Gibbison, 2013; Katz et al., 2015; Kirby et al., 2011;
de Beer et al., 2014; McLoughlin & Leather, 2017; Prevatt & Yelland, 2013; Todd,
2011).

Notably, none of the healthcare worker literature explicitly addresses motor skill
challenges. Although none of the participants in this study disclosed a diagnosis of
Developmental Coordination Disorder (DCD), formerly known as dyspraxia, the
broader ND literature provides strong evidence that many ND conditions involve
differences in fine and gross motor abilities—even when these differences do not
meet the threshold for a formal DCD diagnosis (Doyle, 2024). Wider research on ND
people also reports persistent motor difficulties within workplace settings (Bartlett et
al., 2010).

The Compounding Impact of Sensory Processing Differences

For participants with sensory-avoidant profiles, this study revealed significant
workplace environmental challenges—particularly related to auditory input. While
issues such as fluorescent lighting, hospital uniforms, and strong smells were noted,
sound was by far the most frequently cited source of sensory stress. This aligns with
existing research showing that ND healthcare workers often struggle with sensory
overload in clinical settings, especially noise, which can be particularly disruptive
during tasks like documentation (Anderson & Shaw, 2020; Crouch, 2019; Rowe et
al., 2021). These sensory stressors were frequently found to exacerbate executive
functioning difficulties and negatively impact mental health (Shaw, Fossi et al., 2023;
Walker et al., 2021). In this study, participants described how auditory processing
difficulties compounded routine tasks such as documentation and clinical

handovers—especially in loud, shared, multi-use office spaces.

These findings align with broader neurodiversity literature, which emphasises that
many ND individuals rely on ‘bottom-up processing’—a cognitive style that prioritises
sensory input over conceptual frameworks—resulting in heightened sensitivity to

unpredictable or chaotic environments (Vonk, 2021). Emerging evidence also
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suggests that auditory processing differences in ND people extend beyond
hypersensitivity. These include heightened pitch perception (Bonnel et al., 2010),
difficulty filtering speech from background noise (Caniato et al., 2022; Ruiz & Boets,
2023), and slower adaptation to changing soundscapes (Millin et al., 2018). Such
differences can affect both cognitive and social functioning, including challenges with
non-verbal communication and interpreting complex auditory cues (Callejo & Boets,
2023). Additionally, unpredictable auditory environments may reduce cognitive
flexibility, making it harder to switch tasks or maintain focus—transforming sensory
discomfort into a significant barrier to employment participation and performance in
healthcare settings (de Vries, 2021; Poulsen et al., 2024).

Spiky Skills as a Defining Feature of Neurominorities

This study builds upon and extends existing literature by explicitly naming and
examining the concept of a spiky skills profile, offering a more nuanced
understanding of how ND health professionals experience and navigate clinical
environments. A spiky or uneven cognitive profile is a central theme within
neurodiversity research, yet it remains frequently misunderstood or overlooked
(Doyle, 2020). For instance, verbal autistic individuals are often assumed to possess
broad competence, while those with limited verbal communication may be
inaccurately perceived as lacking ability or potential (Milton, 2017). The British
Psychological Society’s Psychology at Work report (McLoughlin & Doyle, 2017)
outlines how significant variability across cognitive domains can be clinically
meaningful. Such profiles are routinely used in the diagnoses of ND conditions
(Grant, 2009; McLoughlin & Leather, 2013; McLoughlin & Doyle, 2017) and in
assessing cognitive function after injury or iliness (British Society of Rehabilitation
Medicine, Jobcentre Plus & Royal College of Physicians, €2004). In contrast,
neurotypical individuals tend to have more consistent performance across cognitive
domains—typically within one or two standard deviations—regardless of whether those

scores are high, average, or low (Doyle, 2020; Grant, 2009).

There is growing recognition that ND traits may serve an evolutionary role, offering
specialised thinking that complements more NT generalist cognitive styles
(Armstrong, 2010; Doyle, 2020; Logan, 2009; Meilleur et al., 2015; Sedgwick et al.,
2019; Todd, 2011; White & Shah, 2005). Some advocates argue that the spiky profile

may ultimately become the defining feature of neurominorities, encompassing traits

83




currently categorised as autism, ADHD, dyslexia, and DCD-a view supported by a
growing body of research (Astle et al., 2018; Karmiloff-Smith, 2009). While biological
markers of these profiles are measurable (Astle et al., 2018; Kapp et al., 2012), they
are not inherently disabling—especially when considered in the context of traditional,

community-based human societies (Doyle, 2020).

Intense World Theory: A Unifying Understanding of ND Strengths and
Challenges

Participants in this study navigated their professional roles with varied and uneven
skill sets, each demonstrating distinct strengths and challenges within their kahu
pokai careers. These findings resonate with the “Intense World Theory” (Markram &
Markram, 2010), a growing framework within ND literature. This theory posits that ND
individuals may retain hyper-connected neural pathways due to atypical synaptic
pruning, resulting in heightened perception, memory, and empathy—traits that
participants in this study affirmed and that ND advocates have long emphasised
(Hansen, 2019; Marici¢ et al., 2020; Rizzo & Rock, 2021).

The Intense World Theory offers a compelling lens through which to understand
participants’ experiences of navigating kahu pokai careers with a spiky skill profile.
While it highlights neuronal hyper-connectivity, research also points to areas of hypo-
connectivity in ND individuals. These less-connected regions may contribute to
asynchronous skill development often observed (Marici¢ et al., 2020; Markram &
Markram, 2010; Markram et al., 2007). In this light, participants’ strengths and
challenges emerge not as contradictions, but as interdependent expressions of the
same neurodevelopmental architecture. For instance, many participants perceived
hyperfocus to be a powerful asset in their kahu pokai practice, enabling deep
engagement, precision, and sustained attention during critical tasks. However, the
participants also described this trait as coming with trade-offs: difficulty shifting
attention, losing track of time, and diminished interoceptive awareness. As a result,
participants reported sometimes overlooking their basic bodily needs such as
hunger, fatigue, or the need for rest. These dualities underscore the complexity of
ND experiences uncovered in this research—where the perception of exceptional
capabilities and awareness of significant challenges do not sit in opposition, but are

recognised by the ND kahu pokai to be intimately linked facets of a richly textured

cognitive profile.
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The Importance of a Broader Disability Perspective

Participants in this study articulated their experiences through the lens of the social
model of disability. They emphasised that the challenges they faced were not
inherently due to their neurodivergence, but rather stemmed from inflexible, ableist
systems and pervasive misconceptions about ND traits and experiences. This
perspective aligns with findings in the broader ND health professional literature,
where individuals viewed themselves through disability affirming frameworks
(Anderson & Shaw, 2020; Crouch, 2019; Godfrey-Harris & Shaw, 2023; Locke et al.,
2017; Price et al., 2019; Rowe et al., 2021; Shaw, Fossi et al., 2023; Walker et al.,
2021).

A substantial number of participants in this study disclosed overlapping ND identities,
most commonly Autism and ADHD—referred to as AUADHD. Other combinations
were also present, including bipolar disorder, dyslexia, epilepsy, and acquired brain
injury, each contributing to a distinct neurotype. Despite growing recognition of the
prevalence and nuanced experience of overlapping neurodivergence, explicit
reporting of this within the ND health professional literature was limited. Notably,
Shaw, Fossi et al. (2023) were the only authors to document this phenomenon
among Autistic doctors’ participants. In contrast, the broader ND workforce literature
has begun to address this intersection more comprehensively. Hewlett et al. (2018),
in a landmark study commissioned by the British Parliament, investigated
neurodivergence across employment contexts. Drawing on a large cohort, the study
found that individuals frequently identified with multiple ND labels—17% with three or
more. Greater degrees of neurodivergence were associated with increased
workplace challenges, with compounded effects observed among ethnic minority

groups.

Although this study did not explicitly ask about co-occurring health conditions, some
participants voluntarily disclosed living with chronic conditions such as Ehlers-Danlos
Syndrome (EDS), Chronic Fatigue Syndrome (CFS), and long COVID. Hormonal
fluctuations related to menstruation and menopause were frequently cited as
exacerbating both ND traits and chronic health symptoms. These disclosures may
reflect the neuro- and disability-affirming methodology employed, which may have
fostered a sense of safety and openness among participants. It raises the question:

how much more might have been revealed had these topics been directly
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addressed? The broader ND literature highlights a disproportionately high
prevalence of chronic health conditions among ND women and gender-diverse
individuals (Al-Beltagi, 2021; Davies et al., 2023). Studies report elevated rates of
fibromyalgia (Asztely et al., 2019), joint hypermobility and EDS (Csecs et al., 2022;
Kelly et al., 2022) and CFS (Grant et al., 2025; Ryan et al., 2023). Hormonal
transitions—such as menstruation and menopause—frequently exacerbate these
conditions and intensify ND traits (Grove et al., 2023). Notably, research indicates
that menopause is a period of acute vulnerability for ND people, with increased rates
of mental health issues and suicide risk. Some have described this phase of life as
‘when my autism broke” (Moseley et al., 2020). Brady et al. (2024) further
underscore ND menopause as a convergence point for compounded difficulties
across employment, physical and mental health, and social isolation. By centering
the voices of ND kahu pokai, this study deepens our understanding of some of the
ways neurodivergence can intersect with health disabilities and gendered

experiences in the midwifery context.

Identifying Optimal Workplace Settings: A Personalised Process

Participants described a personal process of experimentation as they navigated
various work environments, roles and schedules, in search of settings that aligned
with their sensory, social, and cognitive needs. While some thrived in fast-paced,
high-stimulation hospital settings, others found greater comfort and effectiveness in
calmer, more structured environments such as homebirths or community-based
teams. This study may be the first to examine how different healthcare settings can
be experienced by ND midwives as either affirming or depleting, depending on
individual neuroceptive and sensory needs. Some participants preferred novelty,
stimulation, and polytropic settings, while others gravitated toward predictability,
structure, and monotropic spaces. These preferences were closely linked to whether
individuals identified as sensory-seeking or sensory-avoidant. Such findings are both
novel and significant within midwifery and broader healthcare research and highlight
the wide spectrum of ND experiences. Each participant described a distinct
expression of neurodivergence, resulting in unique environmental preferences—
underscoring the value of personalised approaches to workplace design. Insights
from broader ND literature help contextualise the diverse preferences reported by

participants. For instance, the Intense World Theory, which attributes sensory,
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cognitive, and social differences to underlying variations in neural connectivity, offers

one explanatory framework (Milton, 2017).

Several participants described a preference for, or exclusively worked, night shifts
due to the reduced sensory, cognitive, and social demands. This finding, not
previously reported in the literature on ND healthcare workers, underscores the
adaptability of the participants in tailoring their work environments to suit their needs
and their determination to remain in the profession. Others opted for part-time or
casual employment as a strategy to manage fluctuating capacity, especially if they
experienced co-occurring health conditions. While Shaw et al. (2023) reported that
50% of Autistic doctors in their study worked part-time, they did not explore the
underlying motivations. Broader employment data, such as that from the Australian
Longitudinal Study of Autism in Adulthood (Harvey et al., 2021), similarly show
higher rates of part-time work among autistic individuals—particularly women—
highlighting a trend that may reflect necessity, strategic self-care and increased

parental care-giving responsibilities.
Valuing Contribution Over Conformity.

Some participants gravitated toward specialist kahu pokai roles—such as working
exclusively in caesarean sections or postnatal wards—to focus on their strengths and
avoid tasks or environments that felt less compatible. While several had successfully
shaped fulfilling careers, others found themselves at a crossroads: unsure where to
seek support or how to identify roles that aligned with their ND profiles, particularly
when co-occurring disabilities were involved. These findings align with Baker et al.
(2023), whose scoping review of nurses and midwives with disabilities revealed that
inadequate workplace support often led to instability, increased absenteeism, and
decisions to leave the profession altogether. The urgency of these concerns is
underscored by current workforce challenges. In Aotearoa New Zealand, there is an
estimated shortfall of 1,050 full-time equivalent midwives—representing a 40% deficit
in the current workforce (Te Whatu Ora | Health New Zealand, 2023). As Dixon et al.
(2025) argue, retaining the existing workforce is the most cost-effective and
immediate strategy for alleviating workforce pressures.

A promising strategy emerging from ND employment research is job crafting—the
process of tailoring roles to better fit individual strengths (Praslova, 2023). This

approach has been shown to enhance both productivity and self-efficacy (Miraglia et
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al., 2017). Participants expressed a desire for more options and support in crafting
kahu poOkai careers that suited them, rather than being expected to conform to the full
scope of midwifery practice. Many felt their contributions were overlooked when their
roles didn't fit neatly into existing categories such as core or LMC kahu pokai, which
they described as restrictive. They were particularly interested in specialised areas
like abortion services, extended postnatal care, and whanau-wide STI testing. There
was hope that the Te Tatau o te Whare Kahu | The Midwifery Council’s recent scope
expansion would create more opportunities and allow for greater flexibility in practice
(2024). Crucially, participants wanted these roles to be recognised as legitimate
expressions of midwifery—not as deviations from it. While research on healthcare
workers rarely explored how professionals found roles that suited them, Autistic
doctors in Price et al. (2019) reported that mentoring helped them identify work
contexts that aligned with their strengths and minimised their challenges. This
enabled them to practice in ways that reflected their unique skill profiles. Together,
these insights highlight the need for more inclusive, flexible, and responsive
workplace role and structures—ones that recognise and accommodate the diverse
realities of ND professionals, not only for their wellbeing but also for the sustainability

of the kahu pokai workforce as a whole.
Where Joy Sparks: More Glimmers Less Triggers

Factors that contribute to the psychological wellbeing of ND adults at work remains
under-researched (Deakin et al., 2024). What is known suggests that ND individuals
may experience wellbeing differently from their NT peers, yet most wellbeing
measures are still grounded in nhormative frameworks (Ayres et al., 2017; Lam et al.,
2021). Chapman and Carel (2022) argue that epistemic injustice has historically
denied ND individuals the opportunity to flourish, particularly in professional settings.
Participants in this study shared professional experiences that evoked a strong
sense of professional joy and fulfilment. These moments often occurred when they
were able to engage deeply in practice areas that aligned with their special interests.
Notably, many participants—regardless of their sensory profile—identified
environments that supported hyperfocus as the most energising and fulfilling. This
aligns with emerging research identifying hyperfocus-supportive settings as an
underexplored yet potentially transformative factor in ND well-being and professional

satisfaction (Rollnik-Sadowska & Grabinska, 2024). Interestingly, similar energising
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experiences were not reported in broader healthcare worker studies. This
discrepancy may be attributed to methodological differences. This study employed
an Appreciative Inquiry approach, which intentionally sought out affirming and

positive experiences, likely increasing the visibility of such moments.

While the biological mechanisms behind these experiences are still being
investigated, a growing body of research indicates that affirming environments can
have a profound impact on the wellbeing of ND individuals (Praslova, 2023). Building
on polyvagal theory, Dana (2018) introduced the concept of “glimmers”—subtle,
uplifting experiences that signal safety and help regulate the nervous system. These
moments can foster emotional connection, enhance creativity, and promote a sense
of calm. For ND people, who often navigate the world with heightened sensory and
emotional awareness, the benefits of such positive cues may be especially
significant. This heightened sensitivity, however, presents both challenges and
opportunities. On one side, it can lead to intense stress reactions in response to
adverse stimuli such as loud sounds or harsh lighting (Kuiper et al., 2019). Yet, this
same sensitivity also enables a deep responsiveness to positive stimuli—those
glimmers that evoke feelings of joy, safety, and connection. When nurtured
appropriately, these experiences can unlock remarkable capacities for innovation,

empathy, and problem-solving (Praslova, 2023).

Most current approaches to neuro-inclusion prioritise minimising sensory discomfort—
through strategies like reducing noise, adjusting lighting, and offering quiet spaces
(Kuiper et al., 2019). These interventions are essential, but they represent only the
foundational layer of support. To fully embrace and harness neurodiversity,
workplaces must go beyond mitigation and actively cultivate environments that
promote joy, creativity, and meaningful connection (Griep et al. 2025). Importantly,
glimmers are highly individualised; what brings comfort or inspiration to one person
may not resonate with another. Some may thrive in solitude, while others seek social
engagement. Therefore, effective strategies should be flexible and voluntary,
allowing individuals to opt into experiences that align with their personal preferences
and needs (Praslova, 2023)

Balancing Safety and Self

In moments of clinical urgency, participants consistently prioritised whanau safety

above all else—even when that meant overriding their own sensory, cognitive, and
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social needs until immediate demands had passed. The focus remained firmly on
delivering safe and timely care. This unwavering commitment to patient safety was
echoed across the ND healthcare worker literature, with all nine reviewed studies
highlighting a similar determination to uphold clinical standards (Anderson & Shaw,
2023; Crouch, 2019; Godfrey-Harris & Shaw, 2023; Hughes et al., 2021; Locke et al.,
2016; Price et al., 2017; Rowe et al., 2021; Shaw, Fossi et al., 2023; Walker et al.,
2021).

Self-Management Strategies

Across both this study and the broader healthcare workforce literature, ND
participants described a wide range of self-management strategies developed
through lived experience and iterative trial and error. These strategies—cognitive,
organisational, pharmacological, and physical-were essential for maintaining safety
and effectiveness in high-pressure clinical environments. In previous research, fears
around clinical safety and resulting hypervigilance often emerged as a key driver
behind the development of such strategies, closely associated with mental fatigue
and burnout (Anderson & Shaw, 2020; Crouch, 2019; Godfrey-Harris & Shaw, 2023;
Hughes et al., 2021; Locke et al., 2016; Rowe et al., 2021; Shaw, Fossi et al., 2023;
Walker et al., 2021). In contrast, participants in this study reframed their self-
management efforts through the lens of “managing spoons”—a metaphor for energy
regulation and conservation. Originating from Christine Miserandino’s ‘spoon theory’,
this concept illustrates how individuals with invisible disabilities experience
fluctuating and limited energy or capacity, which must be carefully allocated
throughout the day (Matheiken et al., 2024; Miserandino, 2003). This strength-based,
neuro-affirming perspective may reflect the participant-led methodology of this study
and offers valuable insight into how ND midwives sustain safe, effective care while

honouring their own ND needs.

A particularly prominent and novel strategy identified in this study was the use of
intentional self-regulation breaks. Unlike standard lunch or scheduled breaks, these
served as essential resets from sensory, cognitive, and social demands. Participants
described these breaks as vital for maintaining emotional equilibrium, mental energy,
and clinical safety. However, in the absence of formalised options for such breaks
within healthcare workspaces, participants often resorted to using the toilet or

retreating to their car. This lack of designated sensory-friendly environments stands
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in contrast to broader workplace research, which has shown that access to quiet
decompression spaces—equipped with sensory-reducing features—can significantly
alleviate stress for ND employees (Pierce, 2018). A compelling example of what is
possible, even under crisis conditions, comes from the COVID-19 pandemic, when
multisensory, nature-inspired “Recharge Rooms” were rapidly implemented in
hospitals to support frontline healthcare workers. These low-cost, immersive
environments led to significant short-term reductions in perceived stress and were
highly rated by all users, regardless of their neurotype, demonstrating the feasibility
and impact of sensory-supportive spaces in high-pressure clinical settings (Putrino et
al., 2020). The absence of such accommodations in everyday clinical environments

highlights a critical gap in workplace design and inclusion.
Neurodivergence: A Cultural Reclamation

Participants in this study consistently described their neurodivergence as an intrinsic
and inseparable part of their identity—deeply interwoven with both their cultural and
professional selves. This perspective aligns with the findings from Godfrey-Harris
and Shaw (2023) where ADHD doctors described their neurodivergence as not
merely a clinical descriptor, but as a cultural identity that shaped their values,
communication styles, and relational dynamics. Recognising neurodivergence as a
culture invites a shift from deficit-based models toward relational and contextual
understandings of difference. Broader ND literature highlights that there are
psychological benefits of cultivating a positive ND identity. For example, a strong
sense of ND identity has been associated with enhanced self-esteem and mental
health (Botha et al., 2024; Cage et al., 2022; Cooper et al., 2017; Ferenc et al., 2022;
Maitland et al., 2021). Grove et al. (2023) underscore the role of ND interpersonal,
community, and cultural connections in supporting wellbeing among ND women and
gender-diverse individuals. Engagement with the ND community—through shared
experiences and mutual understanding—was found to foster identity development
and resilience. Being ND and disabled was described not as a limitation, but as a

core aspect of self (Grove et al., 2023).
The Value of ND Peer Support

Participants described their relationships with other ND colleagues as uniquely
affirming, with shared neurocognitive experiences fostering deeper empathy,
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smoother collaboration, and enhanced wellbeing. The focus group component of this
study further amplified these connections, offering a rare opportunity for mutual
recognition and exchange of strategies. These findings support a cultural framing of
neurodivergence and extend Milton’s (2012) “Double Empathy Problem” by
illustrating how communication challenges often stem from cultural mismatches
between neurotypes, rather than deficits within ND individuals (Szechy et al., 2024).
Consistent with this, previous healthcare worker research has found that
interpersonal difficulties were more likely to arise in interactions with NT colleagues
(Anderson & Shaw, 2020; Crouch, 2019; Price et al., 2017; Rowe et al., 2021,
Walker et al., 2021). Participants expressed a strong desire for formalised channels
of peer support—spaces created by ND midwives, for ND midwives. These
connections were seen as vital for enhancing professional wellbeing, enabling the
sharing of resources, strategies, and lived experiences. Participants envisioned
these networks as safe, affirming spaces that could foster both personal and

collective resilience.

The importance of ND peer support is echoed in broader healthcare literature.
Godfrey-Harris and Shaw (2023) found that ADHD doctors explicitly requested
access to ND-specific peer networks. Shaw, Fossi et al. (2023) conducted research
with autistic doctors who were recruited through Autistic Doctors International, one of
the few formalised international peer support organisations for ND health
professionals. Participants in this study reported statistically significant
improvements in mental health because of their involvement in an ND peer support
group. Autistic Doctors International currently supports over 1,000 autistic doctors
through advocacy, education, and community-building initiatives. It offers a range of
confidential connection points, including social media groups, Discord servers,
private Zoom meetings, and WhatsApp groups (Autistic Doctors International, 2025).
For many ND individuals, peer groups can offer a space to navigate the often-
invisible challenges of professional life through shared understanding and mutual

empowerment (Newcombe et al., 2025).

In light of these findings, it is reasonable to call for a funded, formalised model of ND
midwifery support. Existing initiatives in Aotearoa New Zealand demonstrate that
structured mentorship models can be highly effective. Te Ara o Hine Tapu Ora, which
supports Maori and Pacific midwifery students, provides a successful precedent
through its Tuakaka/Teina mentoring framework - a relational approach pairing
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experienced students with those newer to the programme. A similar model could be
adapated to meet the needs of ND kahu pokai, offering consistent , culturally

informed peer support (Te Ara o Hine Tapu Ora, 2023).
Bridging the Cultural Gap with NT Colleagues

Participants in this study expressed a strong desire to be recognised by their NT
colleagues as individuals with valuable, naturally-occurring neurological differences—
differences that shape perception, interpretation, and response to stimuli, and should
be seen as expressions of ND identity rather than deficits (Botha et al., 2024; den
Houting, 2018; Dunne, 2024). Many advocated for neurodivergence to be understood
as a distinct cultural identity, where ND kahu pokai, for example, are valued for their
unique approaches to empathy and rapport-building with whanau. Participants called
for the kahu pokai profession to move beyond deficit-based models and embrace a
social understanding of neurological diversity (Dunne, 2024). They envisioned a
future where, for example, stimming—for focus, self-regulation, or as an expression of
joy—is accepted in professional settings and recognised by NT colleagues as a valid
expression of ND identity. This call for greater understanding was echoed in the
healthcare worker research. Shaw, Fossi et al. (2023) found that ND health
professionals wanted their NT peers to abandon pathologised language and to
reciprocate in bridging communication gaps. Across the nine literature review
studies, participants consistently reported their ND traits were misunderstood and
often met with discrimination (e.g., Anderson & Shaw, 2020).

Research shows that without adequate training from a disability-affirming lens, health
professionals may unintentionally perpetuate outdated or harmful beliefs rooted in
ableist misconceptions (Marks & Sisirak, 2022). While kahu pokai researchers and
advocates have long called for a shift from the cultural competence model to the
cultural humility model in caring for marginalised groups—emphasising self-reflection,
recognition of systemic power imbalances, and lifelong learning—this shift must also
extend to disability as a cultural identity (Allwright et al., 2019; Curtis et al., 2019;
Fisher-Borne et al., 2014; Foronda, 2019; Lekas et al., 2020; Ramsden, 2002; Ruud,
2018; Tervalon & Murray-Garcia, 1998). While cultural competence suggests a finite
level of expertise in another culture, cultural humility recognises the impossibility of
fully knowing another’s lived experience (Marks & Sisirak, 2022; Moreland, 2021).

Participants wanted NT colleagues to actively engage in bridging the cultural gap,
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rather than expecting ND individuals to conform. Emerging wider workplace research
increasingly highlights the importance of addressing the double empathy problem
between ND and NT individuals as a key strategy for improving employment
outcomes for ND adults (Szechy et al., 2024).

Several participants reported meaningful shifts in workplace culture after
management completed neurodiversity training. However, they emphasised that
such training must be developed and facilitated by ND individuals and grounded in a
disability-affirming perspective. One compelling example shared by participants
involved how NT colleagues could adapt to support ND needs for reduced sensory
input during documentation tasks. Drawing on Praslova (2023), this can be described
as fostering “cultures of quiet’—organisational environments that actively value and
promote sensory safety as part of broader inclusion efforts, particularly neuro-
inclusion strategies. In practice, this might include ND kahu pokai wearing noise-
reducing headphones as a visual signal to minimise interruptions, with NT colleagues
respecting this cue. Importantly, participants noted the need for accommodations to
balance sensory safety with essential workplace functions—such as ensuring that
emergency alerts, like bells or alarms, remain audible even when using noise-
reducing equipment. Praslova (2023) further argues these discussions also touch on
deeper cultural dynamics, including comfort with silence and the recognition of

uninterrupted time as essential for deep, meaningful work.
Tackling the Triple Empathy Problem

Participants in this study described a profound sense of resonance when working
with ND whanau, where shared neurotypes enabled not only intuitive communication
and mutual trust, but also a deep understanding of unspoken needs—even in the
absence of formal disclosure. Many noted that this relational depth allowed them to
anticipate the needs of ND whanau and actively support them in navigating complex
health environments and systems. This capacity for attuned, proactive care is largely
absent from existing healthcare literature and underscores the transformative
potential of ND kahu pokai in delivering culturally safe and neurodivergence-informed
care. Building on the established concept of the Double Empathy Problem (Milton,
2012) —which highlights mutual misunderstandings between ND and NT individuals—
the Triple Empathy Problem introduces a more nuanced dynamic specific to

healthcare (Shaw et al., 2024). This expanded framework identifies a three-way
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communication breakdown: between ND patients, NT healthcare providers, and the
broader medical system. These disconnects are intensified by the distinct cultural
norms, terminologies, and institutional practices of the medical field, which often

marginalise ND individuals and obstruct effective care.

This phenomenon aligns with the work of Godfrey-Harris and Shaw (2023), who
argue that ND doctors are uniquely positioned to challenge deficit-based models and
foster inclusive, empathetic care. Their Autistic SPACE framework—centered on
Sensory needs, Predictability, Acceptance, Communication, and Empathy—offers a
practical roadmap for creating ND-affirming clinical environments. As
neurodivergence becomes more visible and widely diagnosed, the leadership of ND
kahu pokai will be essential in advancing equitable, responsive, and inclusive
perinatal care. However, integrating cultural competency and disability-informed
practice remains a significant challenge—particularly in healthcare settings that lack
professionals with lived experience of disability (Marks & Sisirak, 2022). Addressing
the Triple Empathy Problem requires not only systemic change but also the elevation

of ND voices within healthcare leadership and practice.
Coming Out at Work: Navigating Disclosure

Workplace disclosure of neurodivergence was frequently described by participants
as akin to “coming out,” motivated either by pride in ND identity or the need to access
accommodations. Some engaged in “radical unmasking”—a deliberate choice to be
visibly ND at work— a strategy to normalise ND traits, prevent burnout, and drive
cultural change. This visibility was framed as a form of ND cultural reclamation, with
the intention to contribute to a more inclusive kahu pokai profession. For some,
disclosure led to thriving in supportive teams, echoing findings from Price et al.
(2017), where dyspraxic doctors reported improved communication with colleagues’
post-disclosure. However, many participants from this study experienced feeling
“othered” in normative workspaces, encountering resistance when requesting
accommodations and widespread ableist misconceptions about ND traits, which left

them feeling isolated and misunderstood.

Consequently, some chose selective disclosure or avoided it entirely—a pattern
reflected in broader healthcare worker literature, where fear of discrimination often
deterred ND professionals from seeking accommodations (Godfrey-Harris & Shaw,
2023; Hughes et al., 2021; Walker et al., 2021). In Hughes et al.’s (2021) New
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Zealand study, most disabled nurses did not disclose, citing a lack of inclusive
policies. Across all nine studies reviewed, disclosure was consistently linked to
discrimination, and accommodations—when requested—were often denied or
insufficient, with negative impacts on mental health (e.g., Shaw, Fossi et al., 2023).
Notably, this study diverges from wider healthcare literature by highlighting acts of
intentional visibility, suggesting a shift toward empowerment among some ND
professionals. These findings underscore the need for inclusive policy development,
including transparent disclosure pathways and formal recognition of neurodivergence

as a vital aspect of workforce diversity.
Te ao Mdori Spaces are Inclusive Spaces

Both Tangata Whenua and Tangata Tiriti participants described Te ao Maori spaces
as inherently more neuro-affirming than mainstream, coloniser-informed
environments. These spaces were experienced as offering a deep sense of cultural
safety and belonging, regardless of whether individuals chose to disclose their
neurodivergence. This aligns with research showing that pre-colonial Maori
worldviews recognised the unique gifts of disabled individuals—tangata whaikaha.
Disability was not viewed through a deficit lens, but rather as part of the natural
diversity of human experience (Hickey & Wilson, 2017; Ingham, 2024). Colonisation
disrupted these inclusive perspectives, introducing Western biomedical models that
pathologised difference and imposed institutional structures that marginalised
tangata whaikaha Maori (Ingham, 2024; Simpson, 2021).

In contrast, Te ao Maori advocates offer frameworks such as Te Whare Tapa Wha,
that centre collective wellbeing, relationality, and the mana of individuals (Durie,
1994) and support a more holistic understanding of disability (Hickey & Wilson,
2017). Participants in this study described mainstream healthcare and institutional
settings as rigid and conditional on conformity—where access to reasonable
accommodations typically required formal disclosure of neurodivergence. This need
to "out" oneself in order to receive support was experienced as deeply uncomfortable
and rooted in colonial systems of categorisation, surveillance, and deficit-based
thinking. It placed emotional and professional strain on individuals and reinforced
systemic inequities. Although this study included Tangata Whenua participants, the
intersection of neurodivergence and Maori identity remains a particularly

underexplored area. Understanding this is a vital kaupapa for future research—one
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that must be led by Maori and grounded in tikanga, whakapapa, and mana-
enhancing methodologies. By recognising te ao Maori spaces as consciously

inclusive and affirming, this study points to the potential of Indigenous frameworks to
inform more equitable and responsive models of care and workplace design—not only

for Maori but for all.
Universal design

Participants in this study emphasised the importance of adopting Universal Design
(UD) within kahu pokai and healthcare settings, to foster equity and reduce the need
for ND individuals to disclose diagnoses to access support. Unlike accessible design,
which meets minimum standards, UD aims to create environments, services, and
systems usable by all from the outset, minimising the need for adaptation (Maisel &
Ranahan, 2022). Although UD was not widely reflected in broader healthcare worker
literature—likely due to methodological differences—this study’s Appreciative Inquiry
approach revealed UD as a key aspiration. Universal Design aligns with the New
Zealand Disability Strategy 2016-2026, which advocates for inclusive design across
physical spaces, services, curricula, and technologies. Its proactive implementation
benefits everyone, not just those with disabilities (Te Tari MO Nga Take Haunatanga |
Office for Disability Issues, 2016). Participants shared examples of UD in action,
such as managers offering multiple communication options to all staff, or team
meetings being accessible both in-person and online. These practices reduce
stigma, streamline accommodations, and support workforce sustainability—
particularly as injuries and disabilities become more common in aging healthcare
professionals (Disabled People’s Organisations Coalition, Human Rights Coalition &
Ombudsman, 2023; Mark & Sisirak, 2022; Matt et al., 2015). Embedding UD
principles early makes healthcare environments more inclusive, cost-effective, and

adaptable over time.
Reasonable Accommodations

While UD can reduce the need for individuals to request support by creating inclusive
environments from the outset, tailored accommodations may still be necessary to
ensure equitable participation—particularly when specific needs fall outside the scope
of universal solutions. Participants in this study advocated for reasonable

accommodations as essential mechanisms for achieving equitable inclusion within
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the kahu pokai workforce. Their requests—such as minimising background noise
during shared office calls or scheduling debriefs to coincide with medication efficacy—
were modest, pragmatic, and aimed at enabling full participation in their professional
roles. While some colleagues responded with empathy and flexibility, others,
particularly those in managerial positions, denied these accommodations. This
inconsistency led several participants to withhold disclosure of their
neurodivergence, fearing that the risk of discrimination would outweigh any potential
support. These mixed experiences reflect broader patterns observed in the
healthcare workforce literature. For instance, Rowe et al. (2021) found that ADHD
healthcare professionals thrived under leadership that proactively adjusted work
schedules and minimised low-stimulation tasks. Conversely, Godfrey-Harris and
Shaw (2023) reported that ADHD doctors frequently had their support requests

denied, ultimately leading them to stop seeking accommodations altogether.
Legal Frameworks

There are legal frameworks in Aotearoa New Zealand that aim to provide protections
for disabled individuals, including those who are ND. The UN Convention on the
Rights of Persons with Disabilities (2006)—ratified by New Zealand—defines
reasonable accommodation as necessary and appropriate modifications that do not
impose a disproportionate burden and that enable equal participation in society.
Domestically, the Human Rights Act 1993 prohibits discrimination based on disability
and requires employers to provide reasonable accommodations, explicitly including
neurological differences (Te Kawangatanga o Aotearoa | The New Zealand
Government, 1993). The Employment Relations Act 2000 reinforces this by requiring
good faith consideration of accommodation requests, with refusals permitted only
when they impose “undue hardship”, defined as significant financial or operational

burden (Te Kawangatanga o Aotearoa | The New Zealand Government, 1987).

Despite these protections, participants reported that midwifery and the wider
healthcare sector often fail to support disabled health professionals. Limited
awareness of disability law and the invisible nature of neurodivergence made
navigating accommodations particularly difficult. These findings align with Hughes et
al. (2021), who reported that New Zealand-based disabled nurses found physical
disabilities more readily supported, while cognitive and neurological differences often

went unrecognised. Hughes et al. (2021) also identified a broader absence of
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organisational disability support structures. Participants from this research described
feeling isolated when their requests were dismissed, and when managers refused to
engage, leaving them without clear pathways for advocacy or advice. Participants
who worked as Lead Maternity Carers (LMCs), as self-employed practitioners, were
able to implement some neuro-affirming adjustments, but these were self-funded and
did not extend to hospital settings - raising concerns about where LMCs can seek

support if their practice partners are uncooperative.

Participants also critiqued midwifery’s fithess-to-practice standards as rigid and
outdated. Although this issue is underexplored in the ND healthcare worker literature,
international pan-disability based research highlights similar concerns across health
professions, noting that technical standards often ignore modern assistive
technologies and disproportionately exclude disabled individuals (DelLisa &
Lindenthal, 2016; Zazove et al., 2016). Te Tatau o te Whare Kahu | The Midwifery
Council’s (2024) expectation that graduates demonstrate competence across the full
scope of practice was perceived by participants as disadvantaging those with
disabilities. This expectation is grounded in the Health Practitioners Competence
Assurance Act 2003, which provides the legal framework for regulatory bodies like
the Midwifery Council to ensure public safety by maintaining practitioner competence
(Te Kawangatanga o Aotearoa | The New Zealand Government, 2003). Participants
in this study expressed a strong commitment to patient safety but felt that the current
discourse often overlooks the inclusion of disabled practitioners and the health and

wellbeing of midwives themselves.

Although general workplace resources for reasonable accommodations exist,
healthcare professionals face unique challenges in balancing public safety with
receiving affirming support to pursue and sustain their careers. The regulatory
emphasis on competence and risk management can unintentionally marginalise
practitioners who require accommodations, reinforcing a culture where disclosure is
discouraged and support is inconsistently applied. International exemplars, such as
the UK’s Health and Care Professions Council (2021) and the Royal College of
Speech and Language Therapists (2024), have developed profession-specific, lived
experience-led resources. Both resources explicitly affirm that having a health
condition or disability should not be viewed as a barrier to entering the health
professions. These models offer valuable guidance for New Zealand, where similar
resources for ND midwives remain absent.
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Individualised Accommodations and the Enabling Good Lives Framework

The Enabling Good Lives (EGL) approach was developed in 2011 by members of
New Zealand’s disability community—including disabled people, families, and allies—
in response to longstanding concerns about the lack of choice and control in
disability support systems. EGL aims to transform disability support by centering the
person, their strengths, and aspirations. Pilots in Christchurch, Waikato, and
MidCentral have demonstrated improved outcomes in autonomy, social connection,
and access to education and employment. At the heart of EGL are principles such as
self-determination, relationship building, and the person-centred approach—which
emphasises that supports should be tailored to the unique strengths, needs, and
aspirations of each individual. These principles are especially relevant when

considering individualised accommodations for ND individuals, such as kahu pokai.

A foundational concept in implementing accommodations is the recognition of
individual variability—what works for one person may not work for another. As one
participant, Anna, aptly stated: “I think staff education needs to stress that
generalising traits and needs shouldn’t happen. It's about curious enquiry, allowing
each person to share what they need and what works for them”. This sentiment
reflects EGL’s commitment to self-determination and person-centred support. The
ND experience is inherently heterogeneous, as supported by a growing body of
literature (Chapman, 2020; De Rubeis et al., 2014; Lenroot & Yeung, 2013; Toal et
al., 2009). This diversity necessitates a flexible, individualised approach to
accommodations—one grounded in cultural humility and supported by workforce-wide
education. Such an approach is mana-enhancing, as it respects and uplifts the
dignity and contributions of ND individuals. However, both ND kahu pokai and their
employers, managers, and practice partners may face challenges in identifying
appropriate accommodations—especially in professions like midwifery, where these
conversations are still emerging. These challenges are often compounded in cases
of late diagnosis, where individuals may lack the language or frameworks to

articulate their needs.

Participants in this study frequently reported uncertainty about what accommodations
would be appropriate or beneficial, revealing a significant gap in kahu pokai-specific
knowledge and support structures. They expressed a strong desire for a formal,

confidential service led by midwives and individuals with lived experience of
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disability. This vision reflects EGL’s principle of relationship building, which
emphasises the importance of strong, supportive connections between disabled
people, their whanau, and their communities. A recent systematic review by Weber
et al. (2022) examined workplace adjustments for ND employees, identifying a range
of potential accommodations and their perceived benefits. However, the review also
highlighted a significant limitation in the current evidence base: the lack of rigorous,
high-quality intervention studies. This evidentiary gap reinforces the importance of
continued research and the development of context-specific, evidence-informed

guidance for professions such as kahu pokai.
Towards Authentic Neuro-Inclusion

A consistent theme across participant narratives was a desire for the kahu pokai
profession to become more inclusive and actively affirming of its ND workforce.
While a few participants had found work environments where they felt safe enough to
“‘radically unmask,” the prevailing aspiration was for a future in which authenticity is
the norm rather than the exception. This reflects a broader call within ND literature
for cultural transformation—one that moves beyond surface-level diversity initiatives
toward environments where all individuals feel genuinely welcome (Griep et al.,
2025). According to Shore et al. (2011) workplace inclusion means that employees
feel they belong and are appreciated for what makes them unique. Participants
echoed this sentiment, expressing a strong desire to see more openly ND individuals
in leadership roles within midwifery. Such visibility was seen as both symbolically
and structurally significant. Azevedo et al. (2022) argue in favour of the intentional
appointment—and incentivisation—of ND individuals in leadership positions, to help

ensure that efforts toward equity are both authentic and transformative.

The terms “inclusion” and “diversity” are often used together, leading to the
misconception that they are inseparable. However, they are distinct. Diversity refers
to the presence of differences within a group, while inclusion is about cultivating a
culture where those differences are respected and embraced (Griep et al., 2025).
Participants suggested that a more visibly ND kahu pokai culture could attract
greater ND representation in the profession. This vision of increased diversity was
often expressed through an intersectional lens, acknowledging the experiences of
other minority groups within midwifery. The goal, as Dunne (2024) argues, should be

cultural expansion—not cultural fit. Although some participants described moments of
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belonging and recognition in their careers, many reported feeling marginalised or
peripheral to the profession. As participant Di expressed: “It’s like I'm paddling my
own little waka and no one really knows what it is”. What participants sought aligns
with Praslova’s (2023) concept of ‘authentic inclusion’—the meaningful integration of
diverse individuals and perspectives, underpinned by a genuine commitment to
equity and transformation. Crucially, authentic inclusion requires that ND kahu pokai
define for themselves what inclusion looks like in practice. Neurodivergent midwives
exist in Aotearoa, yet prior to this research, their presence has been largely invisible
and poorly understood. This study represents an initial step toward increasing the
visibility of ND kahu pokai in Aotearoa New Zealand and advocating for a more

affirming and equitable professional culture.

Chapter Summary

In this chapter, | returned to the original aims and objectives of the research, outlining
the data collection process and the neuro-inclusive methodologies | employed. |
summarised the five themes identified through reflexive thematic analysis and
explored the lived experiences of ND kahu pokai, highlighting their vision for a neuro-
affirming midwifery practice. | then situated these insights within international
literature across healthcare professions and recent scholarship within the
neurodiversity paradigm. Through this work, | aimed to increase the visibility of ND
kahu pokai in Aotearoa New Zealand and advocate for a more inclusive, affirming,
and equitable professional culture. In the concluding chapter, | reflect on the broader
significance of these findings, discuss the strengths and limitations of the study, and

offer practical and theoretical recommendations to support ND inclusion in midwifery

and beyond.
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Chapter Six: Conclusion

Introduction

This concluding chapter brings together the key insights from this thesis, which
explored the experiences of ND kahu pokai in Aotearoa New Zealand. It begins by
reflecting on the strengths and limitations of the study, followed by a discussion of
the implications of the findings—both within the kahu pokai Aotearoa context and
across the wider health professions, nationally and internationally. The chapter then
outlines a series of recommendations informed by the research, including those
aimed at the broader midwifery profession. Finally, the chapter concludes with
suggestions for future research priorities to continue advancing equity and

understanding in this space.
Strengths

A major strength of this study lies in the intentional methodological choices | made
from the outset, as outlined in Chapter Three. | employed Appreciative Inquiry, which
seeks to disrupt deficit narratives and uncover the positive core of an organisation,
group, or phenomenon. In addition to this overarching methodology, | adopted
person-oriented research ethics that enabled me to tailor data collection methods to
suit the individual needs of each participant. Accessible design choices were
embedded throughout the recruitment process and all participant communications.
These choices were not only practical but also deeply intentional—-l aimed to create a
research experience that was affirming for myself, for participants, and for future
readers. The study was designed to respect and value neurocognitive diversity in

both participation and knowledge creation.

Participant feedback further affirmed the effectiveness of these design choices.
Several participants expressed appreciation for the clarity and accessibility of the
recruitment materials, participant information sheets, and the overall research
process. While | regret not including specific questions during data collection to
formally capture participants’ experiences of the methodological adaptations, their

informal feedback was nonetheless encouraging.
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Another strength of this study was the richness of the data generated through the
generous and thoughtful contributions of the participants. The participatory nature of
the research enabled a dynamic and iterative process, where themes identified
during the Phase One interviews were revisited and refined during the Phase Two
focus group. This approach added depth to the thematic analysis and gave
participants the opportunity to see themselves reflected in the findings. Their

engagement in this process strengthened the credibility and resonance of the results.

The recruitment phase also demonstrated strong interest in the study, with an
enthusiastic response that exceeded the maximum quota for a Master's-level project.
The final sample size of fifteen participants was appropriate for a qualitative study of
this scope. While the findings are not intended to be generalisable, the diversity
within the sample adds value. Participants were drawn from across Aotearoa,
representing both rural and urban settings, a range of ages, varied work contexts,
and differing lengths of time in the kahu pokai profession. Most notably, most
participants had received their ND diagnoses in adulthood, which shaped the
perspectives shared. It remains an open question whether participants diagnosed in

childhood might have articulated different needs or experiences.

It is also worth noting that participants self-selected to be involved in the study, which
may mean that those with strong views or particular interest in the topic are
overrepresented. While this is a common feature of qualitative research, it is

important to acknowledge the potential influence this may have had on the findings.
Limitations

One potential limitation of this study relates to the use of Appreciative Inquiry and its
emphasis on positive framing. Critics of this approach have argued that it can
obscure the more complex or painful aspects of human experience, potentially
leading to a form of toxic positivity where negative phenomena are downplayed or
overlooked. To address this concern, | began each interview by clearly explaining the
Appreciative Inquiry process and explicitly inviting participants to share negative
experiences if they wished. When such experiences were shared, | responded with
empathy and followed up by asking how those scenarios could have been improved
or made more affirming. This approach was intended to honour the full spectrum of

participant experiences while remaining consistent with the overall research design.
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However, it is still possible that some participants may have felt hesitant to share
more difficult or critical reflections, which could have influenced the depth and

balance of the data collected.

This study focused exclusively on qualitative data, which allowed for rich, descriptive
insights into participants lived experiences. However, the absence of quantitative
data may be seen as a limitation, particularly for readers seeking measurable
outcomes or broader statistical trends. Future research could consider incorporating
mixed methods to complement qualitative findings with quantitative measures,

potentially enhancing the scope and applicability of the results.

While the study did include one participant who had left the kahu pokai profession, it
is likely that others with similar experiences were missed. The perspectives of those
who have exited the profession—whether due to burnout, systemic challenges, or
personal reasons—may offer valuable insights that differ from those currently
practicing. Similarly, the study did not include participants who were still
undergraduate students at the time of data collection. While many participants did
reflect on their undergraduate experiences, the absence of current students means
that real-time perspectives on education, training, and early professional identity
formation are not fully captured. Including these groups in future studies could enrich
understanding of the broader spectrum of neurodivergent experiences within

midwifery.

My own role as a novice researcher also shaped the strengths and limitations of this
work. Throughout the research process, my skills and confidence grew, and |
engaged in ongoing reflexivity to critically examine my positionality and influence on
the study. | bring to this research my own lived experiences, values, and worldview,
which inevitably shaped the way | interpreted and presented the data. As a white
Tangata Tiriti researcher, | acknowledge that | bring one perspective, and that other
cultural, professional, and neurodivergent viewpoints would be equally valid and
valuable. While | strived to be transparent and reflective throughout, future research
could benefit from collaborative or co-researcher models that include a wider range

of voices and experiences.
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Implications

Findings from this study contribute to the international literature by offering an
‘insider’ lens into the experiences of ND midwives. This research begins to shift
deficit-based narratives and instead reveals what being ND feels like from within the
profession. It also introduces ideas for how to enhance the wellbeing of ND kahu
pokai, with implications that may extend beyond midwifery to other health

professions where ND individuals work.

For midwifery in Aotearoa New Zealand, this study marks an important first: it is the
first known research to explore the experiences of ND kahu pokai within the
profession. In doing so, it directly addresses the primary research objective of
increasing visibility for ND kahu pokai. Currently, midwifery in Aotearoa does not
actively consider the inclusion or support of its ND workforce. This research
highlights the need for greater awareness, structural inclusion, and affirming

practices that recognise neurodiversity as a valuable aspect of professional identity.

Importantly, this study also represents a methodological milestone within the
profession. It is among the first to incorporate disability-affirming methodological
adaptations as a core part of its design. | hope that this work can serve as a model
for future midwifery research—encouraging more inclusive and affirming approaches

to knowledge generation that reflect the diversity of those within the profession.
Recommendations
Considering the findings of this study, | offer the following recommendations for the
midwifery profession in Aotearoa New Zealand:

1. Elevate and Celebrate our ND Workforce

The profession should proactively celebrate the strengths and contributions of ND
kahu pokai. This includes recognising ND as a cultural identity and optimising
visibility through intentional leadership appointments and incentivised inclusion
efforts. ND kahu pokai should be centred in initiatives that promote neuro-affirming

care, and their voices elevated in shaping the future of the profession.

2. Support ND Kahu Pokai to Thrive
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ND kahu pokai should be supported to embrace their strengths and find work roles
and environments that align with their neurocognitive profiles. This includes
recognising individual factors such as neuroceptive preferences—whether one thrives
in novelty and variety or prefers structure and predictability—sensory profiles (e.g.,
sensory-seeking versus sensory-avoidant), and cognitive styles such as monotropic
(focused, single-task) versus polytropic (multi-tasking) processing. Career choices
should be guided by special interests and sources of joy—what participants described
as “the glimmers”. To enable this, the profession should promote diverse
expressions of midwifery through transparent and accessible career pathways,
including both clinical and non-clinical options. Strength-based specialisation should
be supported from early career stages, with opportunities to work in areas such as
early pregnancy loss, postnatal care, sexual health, education, and governance.
Rather than expecting all midwives to work across the full scope of practice, the
profession should foster a culture that values individual contributions and diverse skill
sets. This shift will help ensure that all midwives feel seen, supported, and

empowered to thrive in roles that suit them best.
3. Implement Workforce-Wide Education

Training on ND traits should be developed through a neuro- and disability-affirming
lens, grounded in principles of cultural humility. Such education could help bridge the
“‘double empathy problem” by fostering mutual understanding and improving
communication between neurotypes within the workplace. It should also enhance
neuro-affirming clinical support by increasing awareness of spiky skill profiles and the
challenges ND kahu pokai may face in areas such as executive functioning, fine
motor coordination, and social communication. This approach will contribute to a

more inclusive and responsive professional environment.
4. Establish Disclosure and Anti-discrimination Policies

Disclosure protocols must be developed and actively safeguard ND kahu pokai from
discrimination. These pathways should be designed to support—not penalise—
disclosure, and provide clear, accessible guidance for employers, managers, and
colleagues on disability law, reasonable accommodations, and inclusive workplace
practices. Policies should explicitly address inclusion and anti-discrimination,
ensuring that disclosure leads to support and understanding rather than risk or
stigma. Creating a culture of safety around disclosure is essential for enabling ND
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kahu poOkai to access the adjustments they need and for fostering a more inclusive

professional environment.

Additional consideration must be given to LMC Kahu pokai who work in groups
where each midwife is self-employed. These practitioners may not have a traditional
employer or HR structure to turn to if they experience discrimination. It is essential to
establish clear, independent pathways for support and resolution in such contexts.
Disclosure mechanisms must be inclusive of self-employed models of practice,
ensuring that all Kahu pokai—regardless of employment status—have access to safe,
supportive, and effective systems for addressing discrimination and accessing

accommodations.
5. Review Fitness to Practice Requirements

Being ND and/or disabled need not be a barrier to pursuing a career in midwifery.
With the right supports and accommodations, ND kahu pokai can thrive and
contribute meaningfully to the profession. Consideration should also be given to how
technological advancements might help bridge skill-based challenges, such as those
related to executive functioning, fine motor coordination, or communication
differences. The wider kahu pokai profession must now critically review its fitness-to-
practice policies with meaningful input from the disability sector. This is an
opportunity for midwifery in Aotearoa to lead the way in creating a profession that is

inclusive, affirming, and responsive to the needs of ND and disabled practitioners.
6. Create Neuro and Disability Affirming Support Resources

There is a clear need for formalised, confidential support systems designed by and
for ND kahu pokai. Peer support spaces—led by ND kahu pokai and grounded in lived
experience—should be established to foster connection, mentorship, and mutual
support in navigating professional challenges. In addition, participants expressed a
strong desire for a centralised, trusted resource tailored specifically to ND and
disabled midwives. This service should be led by individuals with lived experience
and offer neuro- and pan-disability affirming advocacy, mentoring, and peer support.
It could also provide guidance on managing spiky skill profiles, career development
assistance, and support in navigating workplace challenges. Crucially, it should offer
confidentiality and accountability, especially in situations where kahu pokai face

resistance or lack of support from their workplaces.
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Reasonable Accommodations

This study adopts a principled and conceptual approach to the topic of reasonable
accommodations, focusing not on an exhaustive list of adjustments but on the
underlying values that support an ND-affirming career in midwifery. Before exploring

tailored options, it is essential to establish several guiding principles:

e Diagnosis is not a prerequisite for support - Legal and ethical frameworks
affirm that individuals are entitled to reasonable accommodations without the
need for formal diagnosis. In a context where diagnostic pathways are often
inaccessible due to long waitlists and prohibitive costs, the normalisation of
self-identification is both necessary and just.

e Universal design should be the starting point - When a specific adjustment is
requested by an ND kahu pokai, consider whether it can be offered
universally. Designing environments and systems that accommodate a wide
range of needs from the outset reduces stigma and fosters collective
wellbeing.

¢ Neurodivergence is not monolithic - Each ND kahu pokai brings unique
strengths, challenges, and preferences. Assumptions about ability or
limitations must be avoided, and recognition given to the dynamic nature of
capacity, which may fluctuate over time or in response to context.

e Curious enquiry fosters trust - A stance of open, respectful curiosity—offering a
friendly hand and a listening ear—creates space for individuals to articulate
what they need and what works for them. This approach affirms autonomy

and supports collaborative problem-solving.

Rather than listing all possible accommodations here, readers are referred to the
Practice Guidance document (see Appendix Nine), which details specific
adjustments identified by participants. These examples are grounded in a framework
that prioritises equity, dignity, and inclusion, and offer practical insights into how the

guiding principles above can be enacted in real-world settings.

Future Research Priorities

To strengthen inclusion and wellbeing within the kahu pokai workforce, future

research should explore the following areas:
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1. Matauranga Maori and Kaupapa Maori-Based Research

Explore how Maori knowledge systems and methodologies can guide inclusive
practices for ND and disabled midwives. Te ao Maori spaces often feel safer and
more welcoming for some, and research could examine the cultural values and

structures that contribute to this, and how they can be applied more broadly.
2. Contextualised Reasonable Accommodations in Kahu Pokai Practice

Investigate specific accommodations suited to the kahu pokai context, especially
those that support individuals with spiky skill profiles. Key areas for exploration
include motor coordination, executive functioning (EF), and social communication,

with a focus on practical strategies that enhance performance and wellbeing.
3. Lived Experiences of Disability in the Workforce

Research could explore the diverse experiences of kahu pokai living with disabilities,
chronic health conditions, or impairments—whether physical, sensory, cognitive, or
psychological. A pan-disability lens allows for a broader understanding of how
different conditions intersect with kahu pokai practice, including access to
accommodations, workplace culture, and career progression. This research should
also consider fluctuating conditions and invisible disabilities, and how these impact

clinical work, emotional wellbeing, and professional identity.
4. Impact of Perimenopause and Menopause on the Kahu Pokai Workforce

Examine how hormonal transitions affect cognitive, emotional, and physical
functioning across the kahu pokai workforce. This includes understanding the unique
challenges faced by kahu pokai during perimenopause and menopause, and

identifying supports that promote retention, wellbeing, and career sustainability.
5. Neurodivergent Student Experiences in Undergraduate Kahu Pokai Education

Explore the experiences of ND students throughout their education, including access
to accommodations, clinical placement dynamics, and the impact of academic
environments. Findings can inform inclusive curriculum design, support services, and

the education of midwifery educators.
6. Whanau Experiences of Receiving Care from ND Kahu Pokai

Investigate how whanau experience care provided by ND kahu pokai, with a focus on

cultural safety, trust, and relational dynamics. While ND traits were described by
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participants as enhancing empathetic connection, only those receiving care can
determine whether cultural safety was truly experienced. Including whanau voices is

essential to understanding the full impact of ND-informed midwifery practice.

Chapter Summary

In summary, this chapter has drawn together the key findings of the study,
highlighting both its strengths and limitations. It has explored the implications of
these findings within the Aotearoa kahu pokai context, across the broader health
professions, and in international settings. The chapter has presented a range of
recommendations—some directed at the midwifery profession, and others offering
practical strategies for ND kahu pokai and their colleagues. It has also outlined the
reasonable accommodations participants identified as essential for fostering
inclusive and supportive work environments. Finally, the chapter has proposed future
research directions to continue building understanding and equity for neurodivergent

and disabled midwives in Aotearoa and beyond.
Researcher Reflection

When people ask me about my master’s topic, the initial response is often, “That’s
very niche.” And | agree—it is. Yet, | believe this mahi has a much broader application
to midwifery and the wider health professions. This broader relevance is, | hope,
evident in the rich narrative themes generated through this research—themes that
speak to the complexity of human experience, the need for more inclusive systems,
and the importance of recognising neurodivergence within healthcare contexts. As |
wrote in the introduction, the neurodiversity movement invites us to expand our
understanding of what it means to be human (Yergeau, 2018). Our current systems, |
believe, are not fit for purpose—they are not designed to accommodate the wide
diversity of human experience. This is why the vital mahi around decolonisation feels
so deeply connected. Both movements challenge us to reimagine structures that
have long excluded or marginalised, and to build ones that honour complexity,

humanity, and justice.

Throughout the process of conducting this master’s research, I've also been
navigating a personal journey of recovery from autistic burnout. This work has
become part of a broader healing process—an effort to rediscover and express my

midwifery heart in a way that feels sustainable for both myself and my whanau. It has
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been a deeply reflective and transformative time, allowing me to learn more about
myself as a neurodivergent person and to better understand what | need from
employment moving forward. Writing this thesis has felt like crafting a wee love note
to my younger self-the one who was newly diagnosed during their new graduate
year and searching for guidance, understanding, and hope. | hope that, in the various
ways this work will go out into the world, it offers that same sense of connection and

encouragement to others who may be on similar paths.

As both the researcher and a ND person, the process of writing this thesis presented
a unique challenge. My mind naturally organises ideas as dynamic, three-
dimensional networks—constantly shifting, interwoven, and alive—rather than as linear
narratives. Translating that multidimensional experience into the flat structure of
academic writing often felt like compressing a living, breathing system into a single
plane. | was also deeply aware of you, the reader. Some of you may be well-versed
in the emerging work within neurodivergent literature, while for others, this may be
entirely new terrain. My goal was to bring everyone along on this journey. To assist

that journey—for myself and for you—I| have tried to write with clarity, compassion, and

care.
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Best wishes with your research, we know it will make an important contribution to your
community.

Nga mihi nui,

Annabel Farry,
Chair Ethics Committee

School of Midwifery

School of Midwifery Privala Bag 1910 Freaphona 0B00 TG2 TG nbfekolagoac ng
Dunadin 9054 Phone +64 3477 3014 www olagopobiachnic ac g
Fax +64 3474 B4BG
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Appendix Three: Kaitohutohu Office Approval

Thursday, June 20, 2024 at 14:30:10 New Zealand Standard Time

Subject: RE: KTO Consultation - Amy Taylor
Date:  Wednesday, 19 June 2024 at 4:50:55 PM New Zealand Standard Time
From: S
To: Amy Taylor

Perfect, thank you.

Please take this e-mail as confirmation that your submission has been reviewed and
consultation is now complete.

If you do want to discuss anything further or would like any additional support, please do feel
free to reach out again.

You can contact me directly via e-mail and include the email address.

Best wishes with your research!
Nga Mihi,
Otago Polytechnic | Te Pukenga

raiawnina Kakahau

Office of Kaitohutohu | Otago Polytechnic

©Otago Polytechnic | Te Kura Matatini ki Otago

Forth Street, Private Bag 1910, Dunedin 9054, New Zealand
P +64 0800 762 786 | Email

WwWw.0p.ac.0z

From: |

Sent: Wednesday, June 19, 2024 4:30:52 PM
To: Amy Taylor

Subject: RE: KTO Consultation - Amy Taylor

Kia ora Amy,

Thank you for getting back to me promptly.
Notyet, are you please able to advise if there are any additional points that you believe might

methodological adaption.

You will approach several organisations using e-mails initially and a will organise a hui
with Nga Maia to engage in an open dialogue. This is to ensure whakawhanaungatanga.
4 day online asynchronous text-based focus groups will also be utilised (Online discord
forum)

Social media will also be used to recruit potential participants.

Participants will also have the ability to review and ammend transcripts.

The only suggestion that | would have is that if the research should move to include any
demographic data that the option to include Iwi or hapa might be considered.

Findings will be analysed using Thematic Analysis and shared with participants on the discord
forum.

Kupu Maori will be woven throughout the material to actively include Maori participants.
I'hope | have captured the main points from this discussion.

Nga Mihi,

Otago Polytechnic | Te Pukenga

Kaiadwhina Rakahau
Office of 1 Otann
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Appendix Four: Recruitment Poster

My name is Amy Taylor
(they/them; tangata tiriti). | am
AUADHD and dyslexic. | worked
as an LMC midwife For Four years
in Te Awakairangi, Lower Hutt.
This research is being conducted
as part of my Master of
Midwifery at Otago Polytechnic.

Contact

Have patai/questions?

Keen to participate?

Want to request a Participant
Information Sheet?

Contact Amy directly at:

This Research Aims to:

1. Increase visibility and highlight the strengths of
ND midwives.

2. Co-create a guidance document to help ND
midwives thrive in their workpace environments.

What does participation involve: s ®

e A one-to-one interview, and

® A structured online focus group.

A Neuro-affirming approach to
research:

Created by disabled academics, this research will
utilise Person-Orientated Research Ethics; each
participants’ access needs, including
communication, executive functioning and sensory
accomodations will be woven throughout the study
design.

Easy to Read Formats: é =

Participant Information Sheet and Consent Forms
have been created in an easy to read, accessible

format with supporting visuals.

147



Participant |

Research Title:
2
The experiences of neurodivergent (ND) midwives in Aotearoa
6 New Zealand: An appreciative inquiry.

Kia ora,
My name Is Amy Taylor (they/them) and | am an AUADHD,

dyslexic midwife recruiting participants for Master of Midwifery

research.

Research Objective:
« Ta increase the visibility of ND midwives in Aotearca New
Zealand and highlight what strengths they bring to the

profession.

«To co-create a guidance dacument containing strategies for

kplaces that can opt periences for ND

midwives.

Appendix Five: Participant Information Sheet

« Identify as , whether clinically diagnosed o self-identif

« Are practicing midwifery in Aotearoa New Zealand.
« Are available 10 participant in both Phase 1 and 2 of the data collection (more

information below) and are interested in participating, | would love to hear from you.

* term; this

autism, ADHD, Dyslexia, Dyspraxia, Tourette's, chronic mental health conditions

is not exclusive to)

such as bipolar disorder, obsessive-compulsive disorder, and acquired brain

conditions such as multiple sclerosis and traumatic brain injuries.

Phase 1: semi-structured, one-to-one interview

v s

i

Affirmative questioning will invite you to describe what you value about being an

ND midwife and what strengths you feel you bring to our profession

Accessibility Considerations:

you'd like an or person with me,

although this might depend on where you are located

* You have the option to sit and chat, or be on the move for your interview, depending
on whether it is kanohi ki te kiinohi (face to face) or online.

« The interview length will depend on your specific access needs and chosen
communication method, but willikely take around an hour of your time.

« The interview questions will be sent to you in advance of our scheduled
conversation.

« Visual tools will be available to assist you as necessary 1o identify and describe your

emotions.

Phase 1: semi-structured, one-to-one interview
continued...

s by e
fr by

considerations:

« Your stimming/fidget items are welcome and encouraged
* You are welcome to have/bring a support person with you.

* You will e any additional

or phone call after the interview has taken place.
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Phase 2: online focus group

e
An online focus group that doesn't happen i real-time, which means you can engage
in writing online posts when you are available to respond to the questions posed.

Presenting themes from the i phase, the focus gr il

ok gies to enhance thy  ND midwives.

Accessibility Considerations:

« The onl with take p 4 24-hour days; enabling you to
engage at times that best suit you

« You will be offered individual assistance from the researcher on getting set-up and
familiar with focus-group platform; visual tools will be provided to also assist with
this

1 week in advance of the focus-group, you will be sent a list of the topic discussions,

xXp group size and a sampl of
board.

Phase 2: online focus group continued...

i
ii

Accessibility considerations:

» Toreduce your executive functioning load: a daily email wil be sent out contai

ng
the access link, a summary of recent discussions and a question to prompt further
thinking

+ Once the four-day event has finished, you will be invited to communicate any

additional after thoughts via email, text or phone call,

Participants in this research are co-creators of the
research findings. You get to decide how visible you want
to be!

N\
s

« You can opt to use your real name or choose a pseudonym.

« Your be aud ded and transcribed word-for-word; the transcript

will be sent to you to ensure you agree it reflects the conversation we had. If you
want to make changes to the transcript to clarify anything you said, of remove
anything you said, you may do o, and return the transcript to me. If | do not hear
from you after two weeks from when | send it to you, I will assume that you are
happy for your transcript (as sent) to be included in the data analysis.

« Your data will be securely stored so that only the researcher and research

can access it. Aud ngs will be deleted once the final thesis is
submited. The digital data (transcripts) will be password protected and any hard
copy information (e.g. signed consent forms) will be stored in a locked cupboard. At
the end of the project any personal information or any raw data on which the results
are based will be destroyed.

1o particip: y to yourself.

« 1f you choose to participate, you can stop participating in the project at any time,
without having to give a reason.

« You can also withdraw any information already supplied until the stage agreed on
the consent form.

« You can decline to answer any question and ask for the recorder/audio to be turned

off at any stage.
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Nga mihi nui for considering participating in this research.

If you have an pétai/questions please contact me at

Your d portant and | cas your

Please let me know what they are, for example: phone, email, instant messaging, video-call

The primary supervisor for this research is Dr Suzanne Miller who may be contacted at

This project has been reviewed and approved by

10
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Consent to Participate in a Research Project

Title of Project:
The experiences of neurodivergent midwives:
An appreciative inquiry.

Created by Mutuslism

from Noun Project

Phase 1: One-to-one Interview

Appendix Six: Phase 1 Participant Consent Form

Declaration

Created by Vior
trom Noun Project

« | have read the Participant Information Sheet concerning this project and
understand what it is about

« All my questions have been answered to my satisfaction

« | understand that | am free to request further information at any stage.

« | agree to take part in a one-to-one interview

| Understand that.

Created by Daisy
roem Moun Project

« My participation is voluntary

« | am free to decline to answer any questions.

« | am free to stop participating at any time.

« 1 agree that the interview will be audio-recorded

« I can choose to withdraw information without giving reasons and without any

ntage.

. le to review my interview transcript and make changes

« | cannot withdraw any information | have supplied once data analysis commences.

« The audio-recording will be deleted when the final thesis is submitted

« Any raw data on which the results of the project depend will be retained in secure

storage for seven years after which

Tell me what you would like.

Place a tick in the boxes that match your preferences:

D 1 prefer to use this pseudonym (write here)

1 would prefer my one-to-one interview.

In person

Video-call

Phone-call

Would you like any of the following:
A walking/go-along interview

AT et fp ]

A support person

Do you need any additional sensory, communication or cognitive accomodations?

Please wite anything else you can think of here
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There is no obligation for you to fill-in this demographic information; if you choose
not too, you can still participate in this study.

Ethnicity Iwi/hapa affiliations:

Pronouns: Years in midwifery practice:

ND identity/diagnosis: Age at ND identification/diagnosis:
Years since ND What is your current midwifery role:

identification/diagnosis:

I:I Please tick if you would like to recieve a copy of the research findings.

| agree to take part i
under the conditions

fib At

Your name and signature:

Date:

Researcher name and signature:

Date:
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Appendix Seven: Phase 2 Participant Consent Form

Consent to Participate in a Re

Title of Project:
The experiences of neurodivergent midwives:
An appreciative inquiry.

Greated by Daisy
from Noun Project

Phase 2: Asynchronous Online Focus Group

Declaration

craates by vir
o e ot

« 1 have read the Participant Information Sheet concerning this project and

understand what it is about
« All my questions have been answered to my satisfaction
« I understand that | am free to request further information at any stage

= | agree 1o take part in the online focus group.

I Understand that...

« My participation is voluntary.

1 am free 10 decline to answer any questions.

« 1 can choose to withdraw from the focus group at any time without needing to
explain why. Information | have already provided will not be able to be withdrawn
as it will be part of the discussion with other participants.

f d.

« The focus group will be
+ After the focus group timeline is complete, the online forum will be deleted.
* Any raw data on which the results of the project depend will be retained in secure

storage for seven years after which it will be destroyed

Confidentiality

« | will carry out the tasks assigned to me in this project mindful of the confidential

nature of the research

« 1 will keep confidential all information provided to me and will not disclose it to any
third party except peaple involved in this research project
« 1 will not make or retain any copies and/or records of the data other than what is

required for the research
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Do you need any additional executive function,ing communication or cognitive
accomodations?

Please write anything you can think of below:

Crostn o corpus et
Vo ot v

Your name and signature:

Date:

Researcher & moderator name and signature

Amy Taylor

Date: osu22028

This project has been reviewed and approved by:

OTAGO
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Appendix Eight: Photo Elicitation Resources
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All images licensed from www. https://istockphoto.com
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Appendix Nine: Interview Questions

Topic 1 - Neurodivergence & You
1. What does being neurodiergent (ND) mean o you?
2 What does being a ND midwife mean to you?

3 X y anan

95 an ND midwie?
4 Whatis it you do now and what most atiracted you to your present
midwitery work that you find meaningful, vakuable, challengng, or

oxsiting?

Topic 2 - Discovering what is.

N midwife? A time when you feh professionalysive, and engaged.
‘when you experienced yourselfas successful, satisfied, engaged. and
exciied about your NO midwifery self?

2

&l you and
‘accommodsted you commurscation needs?
3

your sensory needs?

*

Topic 3 - Imagining what could be.
. 1. Imagine you have awakened from a long, deep sleep. It s the year

2030
become an international exemplar of neuro-inclusion
2

you have ever been. Your ideal has become a realty.

elond has

3 . what ch

10 foster workplace equity and inclusion far ND midwives? What big or
‘small changes would you implement and why?

Patai (Question) Prompts

Whatdo you ?

* What are you doing? What did you do o contribute?
* What are your colleagues doing? What are athers doing to contribute?

¥
* What is different? What has changed?

enabled this experience or change?

change?

nde B

To "Appreciate”, means *_to value or admire highly 1o judge with heightened
understanding; o recognise with grattude.”

‘searchinto,investigate, to seek forinformation by questioning *

To “inguie’, means

discourses.

1fyou want
Many tmes, in nterviews,
wel the prablems, Ouring tager

“Appreciative
terview. satisfaction, and
" our
foryound

for ND midhwives i the futuse.

Support Options & Actions

1o il your cup?

” et

« Seek support from your GP, counsellor, therapist or paychologist
« Need to tak to someane? Free call o text 1737, Open 24/7.

(EAP) EAP s Te Whatu Ora:

‘apply for EAP through NZCOM in limited circumstances.
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Focus Group Preparation

2

“ The asynchronous oniine focus group willstart from:

‘Sunday the 9" of March.

You can contribute to the focus group at times that suit you; |

multiple times and across the 4-day period. | will send a daily email with

y in the fast 24-hou
toinvite further discussion.
‘acoess to the server.
on howto
nd ready. Ifys pr reat-

me via a phone or video call, then please let me know. I | don't hear
from you then | will assume that you don't need help!

B
Discord. You will need to

create your own Discord account. This is all free and your account can
be deleted afterwards if you wish. Click on this link. It wil take you 10
‘webpage that looks fike this

upload your face, or that
you like.

Step2
Next choose how you want to access Discord. You can use a web

puter, oh
(note: Iy 9

plus your You
can download the Discord app for free on deskiop here, or through
the Google Play store or Apple App Store on mobille and tablets.

2 ..

One week prior to the start date | will send out an email containing the
following information:
« Aninvitation link to the focus group server on Discord. This link
will remain active unti the focus group is finished.

o Thefc 1 have for
You regarding potental workplace accommodations.
group server upor i
accepting the invitation link. The server will be locked from receiving
contributions until the focus group begins.

This is what the focus group server page looks like:

« Oniheleftof the above screenshot below, you will see g number of fext

channels’.

« The ‘general il you
quastions. vl o
‘wish, you can also intraduce yourse.

. will be.

from the

Walcoma to
Neurodivergent Midwives

Press this + Symbol to contribule 1o @ channel. You can lype & message or even
upioad a file or image if you want to. Feel free to also acd in GIFs, Stickers or Emojis.

AL11:00- 19:00 - Twil
enaled. ¥ pr

‘else wants 1o join. i ill be recorded, but | will
make written notes.

Appendix Ten: Participant Instructions for Discord App Set-Up

Getting Started

Scroll down the webpage until you see the heading ‘Create Your
Account’ and select the link ‘the Discord registration page’:

Create Your Account

Follow the instructions to register, remembering to verify your account

via email or phone. When generating a usemame piease consider if
you want ingly. Itis

thumbnail tobe with
Your account; this is a useful visual for the other participants. You can

biscord User Tips

The focu server is Midwifery Aotearoa’ and the
thumbnail looks like this:

6

The serveris private. | will be your moderator, and this is my Discord usemame and

thumbnail:
@ 8

AR.Taylor

All screen shoots above were sourced from “Computer Hope, Getting into Windows Safe Mode.

September 28, 2024, from https://www.computerhope.com/issues/chsafe.htm
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Appendix Eleven: Guidance for Creating Neuro-affirming Midwifery

Workplaces.

Background

As societal awareness of neurodivergence increases, and diagnostic pathways
become more accurate, health professionals, including kahu pokai (midwives) are
among those who are seeking and receiving diagnoses. Taylor et al. (2024)
highlighted the need for neuro-affirming workplace accommodations and inclusive
social conditions to enable neurodivergent (ND) health care workers to thrive in their
work contexts. This Guidance Document has been created to assist workplaces to
provide neuro-affirming environments to support midwifery practice sustainability
objectives. This Guidance was developed collaboratively by neurodivergent
midwives and researchers and is underpinned by established scholarship within the

neurodiversity movement.
The Neurodiversity Movement

Neurodiversity Studies is a critical field that challenges norms around cognitive
functioning and embraces neurodivergence as part of human diversity (Yergeau,
2018). Rooted in the human rights model of disability, it reframes disability as a
product of societal barriers rather than individual deficits (Rosqvist et al., 2020),
prioritising autonomy, inclusion, and self-identification—regardless of formal diagnosis
(Kapp et al., 2013; Elsherif et al., 2022; Walker, 2021).

In Aotearoa New Zealand, neurodivergent conditions are legally recognised as
disabilities under the Human Rights Act (Te Kawangatanga o Aotearoa | New
Zealand Government ,1993), though identifying as disabled remains a personal
choice (Accardo et al., 2024). This document adopts a broad neurodiversity
framework, accepting overlapping neurodevelopmental traits rather than focusing on
single diagnoses, which reflects the complexity and intersectionality of lived

experience (Doyle, 2020).
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Reasonable Accommodations

Enabling Good Lives Principles

Building an ND-affirming career in midwifery and the health professions begins with a

foundation of disability-affirming values. The Enabling Good Lives (EGL) principles,

developed in 2011 by New Zealand’s disability community, offer a values-based

framework to guide how the midwifery profession can approach requests

for reasonable accommodations. EGL centres the person—their strengths,

aspirations, and needs—and promotes principles such as tino rangatiratanga | self-

determination and whanaungatanga | relationship building.

By embedding EGL principles into everyday practice, organisations can foster

environments that are inclusive, empowering, and responsive to the diverse realities

of neurodivergent (ND) individuals, including kahu pokai. For more information on

EGL and its application, visit www.enablinggoodlives.co.nz.

Key Values:

In addition to EGL, the following principles are essential:

1. Diagnosis is not required for support

Neurodivergent individuals are legally entitled to accommodations regardless

of formal diagnosis. Given the barriers to accessing diagnostic services, self-

identification must be recognised as both valid and equitable.

2. Start with universal design

When an ND kahu pokai requests an adjustment, consider whether it could

benefit others. Universal design reduces stigma and enhances collective

wellbeing.
3. Neurodivergence is not monolithic

Neurodivergent individuals bring diverse strengths, challenges, and

preferences. Avoid assumptions and acknowledge that capacity is dynamic,

shifting with time and context.

4. Curious enquiry builds trust

A stance of open, respectful curiosity creates space for individuals to express

what works for them. This affirms autonomy and supports collaborative

problem-solving.
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The following sections offer illustrative—but not exhaustive—examples of reasonable
accommodations that are relevant to ND kahu pokai and healthcare workplace

settings.
Sensory Adjustments

To support comfort, focus, and wellbeing in diverse sensory environments, the

following adjustments should be considered:

e Sound - Designate quiet zones for focused working, consulting, and
debriefing; use noise reducing ear buds; promote a ‘culture of quiet’ (e.g.
comfort with silence; recognition of uninterrupted time as essential for deep,
meaningful work).

¢ Visual - Minimise visual clutter through clear organisation and labelling;
centralise notices on designated boards; use adjustable LED lighting and side
lamps to accommodate light sensitivity.

e Olfactory - Implement a fragrance-free policy.

e Tactile - Offer alternative uniform or clothing options to meet individual
sensory needs; ensure physical contact (e.g. hugs) occur with prior consent;
embrace less tactile greeting options (e.g. waves, nods, verbal greetings) to
respect personal boundaries.

e Multi-sensory - provide ergonomic, adjustable workstations and varied seating
options; use screen filters on computer monitors, ensure access to outdoor

spaces.
Social Adjustments

The following social adjustments should be considered to accommodate diverse

communication styles, emotional needs, and participation preferences:

¢ Communication Modes: Offer flexible communication options tailored to
context; stationary or mobile, face-to-face or side-by-side; remote via video-
call, voice notes, email or phone-call; timing can be asynchronous or
synchronous.

e Meetings: Provide online access options; share agendas and pre-reading

materials at least one week in advance.
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Debriefing and Feedback: Foster awareness of rejection sensitivity and
emotional regulation needs; allow time to process and follow-up contributions;
support self-regulation through fidgeting or stimming; encourage diverse
communication formats.

Social Events: Participation is always optional; offer structured and
predictable engagement options; communicate event format, schedule and
expectations clearly in advance; include structured activities (like games,
guided discussions, themed stations) to reduce ambiguity; provide optional
roles (e.g. helping with setup or managing music) to offer a sense of purpose

and comfort; support self-regulation through fidgeting or stimming.

Executive Functioning Adjustments

Tailoring environments and workflows to support executive functioning can

significantly improve focus, productivity, and wellbeing. Consider the following

strategies:

Support for High Focus Tasks - Provide no distraction, quiet work zones and
collaborative work zones; use visual cues (e.g. “please don’t distract me”
signs); allow noise-reducing headphones; normalise fidgeting and stimming
as focus aids.

Workspace Consistence - Offer exemptions from flexi/hot-desking for those
that need a predictable administrative setup.

Cognitive-Friendly Templates - Co-design document and shift-planning
templates with ND input; include non-clinical wellbeing check-ins and clear
breakdowns of clinical tasks (e.g. medication schedules).

Accessible Written Communication - Use negative space, visuals, sub-
headings and bullet points to improve readability.

Low Motivation Task Support - Encourage ‘body-doubling’ (e.g. co-working
with a buddy) or appoint an accountability partner.

Verbal Processing Support- Follow up verbal instructions with written
summaries where possible.

Technology Considerations - Recognise that tech can be enabling or disabling
depending on neurotype; consider voice to text tools; Al assistance and

additional support with adapting to new technology.
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Time/Space to Regulate

To support ND individuals needing time and space to regulate and recover, consider

the following approaches:

e Respectful Protocols and Tikanga - Establish clear guidelines such as no
eating, no perfumes/fragrances, inclusive access for all staff and no blood
products.

e Multi-Sensory Considerations - Ensure the environment accommodates
diverse sensory needs, including lighting, sound, texture and scent.

e Flexible Break Options - Where acuity allows, enable self-determination
around breaks (e.g. some individuals may benefit from shorter, more frequent

breaks rather than longer, scheduled ones).
Consider a continuum from minimal to maximal interventions:

1. Noise Reducing Headphones - Minimal intervention; allows focus with limited
interruptions.

2. Access to Outdoors - Provides natural sensory regulation opportunities.

3. Flexible Spaces - Includes quiet/loud rooms and use of car between LMC
visits.

4. Low-Tech Recharge Rooms: Separate space with adjustable lighting and
personal tools.

5. High-Tech Recharge Rooms - Advanced multi-sensory environments inspired

by global best practices.
Handover and Multi-Disciplinary Consulting Options

Handover and consults can be cognitively, socially, and sensorily overwhelming. To
support individuals who may find these environments challenging, consider the

following strategies:

e Create Dedicated Spaces - Provide allocated or flexible-use areas with
minimal background noise and activity to help maintain focus and reduce
sensory overload.

e Introduce Structured Tools - Use paper or digital templates to guide
discussions and documentation, helping to streamline communication and

reduce cognitive load.
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e Allocate Extra Time - Where clinical acuity permits, allocate additional time for
handovers and consults to accommodate processing needs.

e Support Verbal Processing - Recognise that verbal communication may be
difficult for some individuals; consider alternative methods of information

exchange, such as written summaries or visual aids.

Fine & Gross Motor Skills Support

Currently, there is limited understanding and guidance on how best to support
practitioners facing challenges with fine and gross motor skills. This gap highlights
the need for more thoughtful, inclusive, and evidence-informed approaches to skill

development. In the meantime:

e Recognise the need for repetition: Provide frequent opportunities to practice
motor skills in varied contexts to reinforce learning and build confidence.

e Embrace adaptive methods: Support alternative approaches to conducting
clinical skills, provided they meet all safety and competency requirements.

e Collaborate with specialists: Seek input and support from disability-informed
occupational therapists to tailor strategies that address individual needs.

Strength-Based Rostering & Schedules

Designing rosters that align with individual strengths and neurodiverse needs can

enhance wellbeing and performance. Consider the following:

e Circadian Rhythm Alignment - ND individuals may have unique circadian
rhythms—some thrive on consistent night shifts, while others may need to opt
out entirely.

¢ Permanent Shift Options - Offer stable, predictable rosters for those who
benefit from routine and structure.

e Rest and Recovery for LMCs - Support LMCs in building in recovery time from
on-call demands, with backing from practice partners.

¢ Inclusive Practices for Part-Time and Casual Staff - Improve visibility,
protections, and team integration for non-full-time staff; explore ways to foster

belonging and connection across all employment types.

164



Recommended Resources

Removing Barriers: A Guide for Reasonable Accommodation of Disabled People in
Aotearoa offers practical guidance on implementing reasonable accommodations
within workplace settings. Co-created by the Disabled People’s Organisations
Coalition, the Human Rights Commission, and the Office of the Ombudsman (2023),
it is a valuable resource for those seeking detailed, real-world examples of how to

support disabled people effectively in employment contexts.

The Monotropism Questionnaire (MQ) helps individuals understand their tendency to
focus deeply on a limited number of interests—a trait common in ND cognition. For
ND kahu pokai, the MQ can offer insight into attention patterns and sensory needs,

supporting strategies to reduce burnout and enhance wellbeing in clinical practice.
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