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Abstract

Making decisions about the reasons for, and thengirof transfer to specialist care
from rural maternity care were examined in thigdgturhis is a time when women

and midwives ‘travel hopefully’ through labour abidth aware of their rural context.

A Mixed Methods Research (MMR) approach was useaghtber data from a national
survey of rural maternity units together with indival and small group interviews of
women and of midwives. A modified Concurrent Mixigkbdel Design was used to
structure the research process with each datadst@lated and discussed consistent
with its paradigmatic roots. The findings were thérawn together in a meta-

inference.

A 17% rate of transfer during labour and up to Gregostpartum was found for the
two year period examined. Slow progress in laboas Wihe most common reason for
transfer. Interviews with rural women and midwives/ealed a similar range of
decision making styles. The strategy of ‘thinkidgead’ emerged as a common theme
which allowed for the distance and time involvedha transfer and in anticipation of
critique from the secondary care system and |lomanounity.

This thesis makes a significant contribution to thational and international
understanding of the experience of maternity tensf rural areas and finds that
within a regionalised perinatal system, midwiveskenaautious and timely decisions
about transfer in labour and birth. Further, thatir@l birthing service contributes to
the health and well being of the community and ougtbe appropriately resourced

to provide the optimal environment for safe decisiabout transfer.

Key words: Risk/safety; Decision making; Rural maternity; ey birth normal;

Mixed Methods Research; Survey; Interview
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Chapter One: Introduction to the thesis

Setting the scene
From that frisson of excitement when the phonesing the euphoria of the

post birth moment, being with women and their fasilin rural New Zealand
has for me been a rewarding and privileged expegieGetting comfortable,
and sometimes uncomfortable, with birth has beemxerience shared with
colleagues and women over many years. | have |daoat powerful and

fulfilling birth can be and curiously how ordinaand everyday it can seem. |
have also known the anxiety when circumstances gehdar the mother or
baby. It is at these times that the distance beiwseeaural location and the
secondary care maternity unit in the city is realisand time can slip by more

quickly than can be imagined.

Women in rural areas of New Zealand have traditlprtzad access to local
birthing services and it never occurred to me orfrignds and neighbours in
the 1970s, that we would birth anywhere other, tharour local maternity

annexe or hospital. Transfer to the city duringolabwas rare, as at that time
most of the rural hospitals were equipped and eatb manage the more
common problems associated with labour and birtid @ some areas this
included emergency caesarean section. Today laral maternity services
continue to provide women with a space that byés/ simplicity affirms the

ability for well women to plan their birth in theawn area among family and
friends. It is a time when women and midwives ttaigether though the
process of labour and birth, sharing decisions, ravaways of their rural

context.

Having to transfer during labour or shortly afterttb can be a disruptive and
stressful event. It involves leaving the familimvigonment of the rural setting
and travelling some distance to access additioaa¢.cThe reason for the
transfer is usually a concern about the health ellb&ing of the mother or
baby, thus it is accompanied by a level of uncetyaand anxiety. In addition,
transfer decisions have a flow on effect on théilitgt of the rural maternity

service. These concerns about safety and vialglity also of international



interest. So while this research is set in the N@aland context, the findings
will resonate with those interested in, or involviedrural maternity practice

elsewhere.

The context for this study

The topography and climate of rural New Zealand:
New Zealand is comprised of two main islands. Tiaate varies from warm

subtropical in the north to cooler more temperabaddions in the South
(NIWA, 2007). Mountain chains extend the lengthboth Islands and these
further divide the islands into two distinct cliregpatterns. Higher rainfall on
the western side can precipitate landslides anddifg, while the east
experiences drier conditions (NZ Tourism). Volcapeaks are found in the
north with three still active; while in the Southete are several glaciers, large
lakes and swift flowing rivers (Te Ara. Encylopedia New Zealand, 2007).
Severe alpine conditions are encountered in thentamous areas which cover
about one fifth of the North Island and two thirdsthe South Island (NZ
Tourism). Within these areas, heavy and sometimpsadictable snow falls are
encountered, as well as icy road conditions dutligglate autumn, winter and
spring months. Less than one fourth of the landasarof New Zealand lies
below the 200m contour (Statistics, New Zealanthjs Theans that most of the
small towns and rural areas are serviced by rdaatsaind and undulate and as
alluded to above, subject to landslides and bldzamditions during adverse

weather.

Defining a rural population
The population of New Zealand was recorded as 43888on 2% November,

2008 (Statistics New Zealand). During the"1Gentury the majority of the
population lived in rural areas, by 2001 New Zedlaras considered to be one
of the most urbanised countries. In fact the rpggulation figure has changed
little since 1916 when it was recorded at 501,2B8s the majority of growth
has occurred in the urban areas.

Rural areas have recently been re-classified €fitzi New Zealand, 2007).

These now range from ‘highly remote’ to ‘high urbafluence’. Remote areas



include those with small settlements and towns whiecal farming and
industry are the main sources of income and aagively independent of the
urban areas for everyday services and employmgntoBtrast, areas with high
urban influence are defined as those highly dep@nole adjacent urban areas
for both jobs and services. In addition some aprasiously considered rural
have been redefined as urban given their populatensity, economic ties and

integrated public transport networks with neighlagicity areas.

Definitions of what constitutes a rural area, afethe classification of what is
considered a rural maternity facility. However, tReports on Maternity

(Ministry of Health, 2004, 2006 & 2007) group allrally based maternity

services, and those primary facilities close te@n within the city boundaries,
under the heading of “primary”. Therefore the ran§é&cilities included in this

study range from the remote rural to those closeriban areas. Facilities that
were urban or city based have not been intentiprniattluded in this study.

However as the boundaries are not totally clearetmeay be some facilities
represented that do not fit neatly into the bouiedanf either category.

Rural maternity services in New Zealand
Midwives in rural areas offer care for local wom#mwoughout pregnancy,

labour, birth and the postnatal period. The ruaallities vary in size and scope,
as do their service arrangements (Hendry, 2003neSare attached to local
medical services, while others are within the bogdor grounds of small
hospitals or rest homes for elderly. Others aradstdone facilities that open
when a woman is admitted in labour and close wherwtoman returns home.
Flexible staffing arrangements are particular tcheairal facility and reflect the
availability of staff as well as the nature of tfezility and the number of
women who birth there. These facilities are alsgfiently used as focal points

for antenatal assessment clinics, as well as dhitdbeducation classes.

Internationally and in New Zealand, rural materniggilities are frequently
under threat of closure, despite the health benéfitthe local communities.
Transfer decisions are critical as not only do thaye an effect on the local

women, their families and the midwives, but alsotba confidence of other



local women. Where women decide to birth has aecefin the viability of the
rural maternity services. When rural maternity gmy close there is a loss of
skilled care available locally resulting in the defer women to travel often
long distances, to access primary maternity canag@r 2).

The current New Zealand maternity care context
Rural midwives in New Zealand along with their urt@unterparts are able to

practice autonomously. That is they assume the goginmaternity care for
women throughout the childbearing experience. Arraiment in 1990 to the
Nurses Act (1977) restored midwives’ right to offermary maternity care for
women alongside their General Practitioner (GP) abstetrician colleagues.

This included the right to claim the same remunenaior services provided.

In 1996 the concept of a Lead Maternity Carer (LM@s introduced with
service specifications and modular payment schedide primary maternity
care providers. Specialist referral was funded s¢ply (Southern Regional
Health Authority, 1996). In the most recent Not{8&inistry of Health, 2007),
some minor changes were made but the documenhsetia¢ organisational,
structural and quality components of the earligraeo It includes guidelines for
consultation and referral, plus codes for paymentuoal travel expenses.
Funding for primary care was devolved to Districeaith Boards (DHBS)
(King, 2000; King 2001) and later to Primary Heafiinganizations (PHOS).
Primary maternity care however was not included r@mdains centrally funded
at this time.

The combination of these structural, contractua famding changes produced
downstream effects for rural facilities, with sonséruggling to maintain
services (Hendry, 2003). Viability was threatenadtHer, by community
anxiety raised in the media by doctors who questiothe safety of birth in
rural areas since the exit from maternity care eh&al Practitioners (GPs)
(Inskip, 2002; Simmers, 2006). The withdrawal ofsSGirom rural maternity
care has contributed to the reduction of birthsame rural areas. However this
reduction has also been linked to the withdrawabtber rural services (Janes,

Dowell & Cormack, 2005). For instance many regiohakpitals have been



replaced with smaller purpose built medical centreishout surgical or

anaesthetic services.

Many of the midwives in these rural areas, who jmesly worked with local

GPs, have taken the opportunity to offer LMC camelbcal women. By 2007
midwives had assumed LMC responsibility for ove?o/éf all births across the
country (Ministry of Health, 2007). One unique igat of the New Zealand
maternity system is that women in most cases chdbsg LMC before

choosing their place of birth (Skinner, 2005). Thkhes place of birth may not be
firmly decided until near or even after labour Haegun. This is often the
situation for women in rural areas. Though in soms&ances the choice of
midwife will be influenced by the setting in whidhe midwife chooses to

practice.

Where New Zealand babies are born, and the ciramoss of their births, is
contained in the Reports on Maternity (Ministry Hiealth, 2003- 2007).
Aspects of the most recent report, which providasalgraphic details pertinent

to this study, are summarised below.

Birth numbers and place of birth
During 2004, which is the year in which this stumBgan, 58,875 women gave

birth in New Zealand (Ministry of Health, 2007)etlmajority of babies (94%)

were born in hospital. Stillbirths were recorded &%, perinatal deaths 10.5%
'and neonatal deaths 3.0% per 1000 births. Paciimen and those from Asia
more commonly gave birth in tertiary facilitieswas observed that this may be

related to the lack of primary facilities in theeas where they live (ibid).

As in other developed countries the age of womeimgibirth has increased. In
New Zealand this was recorded at an average of B&a8s. In fact almost a
third of the women giving birth were between 30 &ddyears of age (Ministry
of Health, 2007). This statistic contrasted witattbf Maori and Pacific women

! “perinatal deaths are defined as the number lfistis (fetal deaths of 20 weeks gestation or
400 grams birthweight plus early neonatal deaths).

Neonatal deaths are defined as deaths occurring 2p days after birth, and are classified as
early or late neonatal deaths “(Ministry of HeaRB07. P. 44).



who tended to give birth at younger ages; thataatieird were between 20-24
years and 25-29 years respectively. These womea also more likely to have
a normal birth; thus the significance for this stud that Maori women are
more likely to choose to birth in their local rueaka (ibid).

Place of birth is distributed between tertiary, setary and primary facilities
and homebirth. Forty three percent of women gawh im the six large tertiary
facilities and 41.3% in secondary facilities, allated in urban areas. The total
live births in primary facilities, was 15.6%, soroé which were close to or
within urban areas. Home birth was chosen as thengld place of birth by
4.5% of women and of these 2.5% achieved their @ekhistry of Health,
2007, p.64).

The larger number of primary facility births areseded in the more densely
populated areas. These are the regional areasuriti€s Manakau and Waikato
in the North Island, with a peak in the number biorthe South Island around
Canterbury. Significant for this study was the fdbat there is no clear
distinction between the primary facilities situaiador close to major centres,
from those in rural or rural remote areas. Forpgheposes of this research, 45
from a total of 64 primary facilities listed werersidered as either rural or

remote rural.

The study design

The aim of this research
This study is exploratory in that it seeks to dimcithe process of decision

making about rural maternity transfers for well weysmnear term. Also of
interest is the broader context, both logisticad ghilosophical within which
these decisions are made. Specifically the aino iexplore how women and
midwives arrive at the decision to either stayfransfer from a primary/rural

maternity facility to a secondary or tertiary fagilin labour or post birth.

Getting to the questions
Issues that affect women and midwives in rural @& both of personal and

professional interest to me. | have lived and wdrlkagely in rural areas, and



birthed my children in local rural hospitals. Rurssues have also been my
research interest. My masters study (Patterson?)2f@@used on the role and
experience of rural midwives following the changéshe early 1990s; this time
marking the change in the law which gave midwivesright to care for women
throughout the childbirth experience. A rural mithwy discourse was
described by retracing historical events over adeand through the stories of
former colleagues. Fundamental for the midwives avaglief in the possibility
of normal birth; this was not just that they be&dvthat women could birth
unassisted, but also that birth could happen sdfelyvell women at distance

from secondary care.

The midwives in the study were deeply embeddedéir tocal communities.

While these relationships were largely supportiveytcould be strained when
unanticipated events occurred, such as an urgemsfar. Similarly the

midwives were dependent on the support and comtdlctsecondary services.
These were critical for help and advice in emergesituations and when
transfer was required. Despite the fact that temisf a part of rural maternity
practice tensions often arose around transfer idesis This could occur if it

was deemed that they had waited too long to transfeeaven when it occurred
early. So, not only was the wellbeing of the wonaawl her family dependent
on the quality and timing of these decisions, bsb #he viability and reputation

of the rural maternity service.

The topic of decision making concerning transferswauched on but not
explored in this previous work. In hindsight it sesd that this decision point
during labour or birth was pivotal, not just foretivoman and her family but
also for the midwife, the community, and those ha tural/urban interface.
Thus | was interested in this interval of time whéhe decision to transfer
requires a significant cognitive and emotional tsbif behalf of the woman, her

family and the midwife.

At the time of starting this project in 2005 stags regarding transfer for well
women near term were not available in an accesdibim from the New

Zealand Health Information Statistics (NHIS). Alsat easily accessed were the



primary reasons for these transfers. Similarly $ waable to locate any current
studies that had dealt specifically with this gradpow risk women in regard to

the reason for, or the number of transfers. Thugd this gap in the available
statistical reports about the number and reasangdnsfer that was sought in

this study.

The future of rural birth facilities to a large emt hinges on a reasonable
number of women birthing in the area. Primary nmratgrfunding since 1996
has been capped and attached to each woman forlesodfucare (Southern
Regional Health Authority, 1996). So every birtlstldo the rural area affects
the funding for rural facilities. A period of fregqnt transfers potentially has an
impact on the confidence of the women in the comtyguihus ascertaining an
indication of what this number might be was an intgat place to start.
Whether the transfers were appropriate or not cooldbe determined in this
study, but there was the opportunity to providenapshot to put the transfer

numbers in perspective.

In this organic way the question/s for the reseantiolded. In essence | wanted

to know-

What are the rates of transfer frofprimary /rural maternity facilities to

secondary / tertiary maternity facilities over aotwyear period?

What are the primary reasons for these transfers?

How do women and midwives arrive at the decisiamasfer during labour

or postnatally from primary/rural facilities to seadary/tertiary care?

Each transfer occurs within a particular sociafjamisational and geographical

context which influences how these decisions ardend@herefore to provide

Primary maternity facilities do not have inpatisetondary maternity services or 24-hour on-
site availability of specialist obstetricians, pecians and anaesthetists. This category
includes birthing units where there is a contragtrovide labour and birth services but not
inpatient postnatal care (Report on Maternity, 20@inistry of Health). Primary maternity
facilities and birthing units in rural areas are distinguished from those in semi-rural or urban
areas.



context for the study of decision making and thesand reasons for transfer,
the environments within which these transfers aemlralso needed to be

explored. The following question addresses thes®ifa

What are the particular characteristics of the pairy/ rural facilities with
regard to their topographical, climatic featurescdatocal management with

regard to how the service is delivered?

The methods
A mix of methods was used in this study in orderattdress the range of

guestions posed. These included individual and Isgralip interviews and a
survey of rural maternity facilities. Women and mides were interviewed in
regard as to what they perceived were the persomhtontextual influences on
their decisions concerning transfer. The survey wasigned to collect
descriptive statistics about the rates and reatwngansfer. Also included in
the survey were questions about the local arrangtrend geographic details

about the rural areas.

Tashakkori and Teddlie’s (2003, a) handbook of mhixaethods research
provided a useful reference for study designs camgiresearch methods, as
well as guidance for the subsequent analysis anthasis of the findings. A
modified Concurrent Mixed Model Design (Tashakk&iTeddlie, 2003, b) was
used to frame the research process in this studig. Model requires that each
method remains faithful to its derivative roots lwigach strand collated and
discussed separately in relation to the findingse Tinal inference is then

drawn from both sets of data to provide an ovehasis or meta-inference.

The significance and contribution of this research
Birth in rural areas, as in all other settingsnisaative and creative process with

no certainty as to its pattern or outcome; a tifnavelling hopefully. Equally,
decisions about transfer need to accommodate thixdoat the time. This is
particularly so with the sometimes disruptive detisto transfer from rural

facilities which sits at the heart of this project.



This research provides an insight into the way imcv women and midwives
make decisions about the possibility and realityrafisfer, both in labour and in
the early postpartum period. While this study isaled in New Zealand, the
findings provide insights for rural maternity sex®$ in countries with similar
rural arrangements. In particular it will be ofa@rgst to those who identify with
a rural maternity service not attached to a seagncare or specialist facility.
In some respects these facilities reflect homehsrtuations. Thus midwives
who assume care for women at home may also identifysome of the issues
and sentiments expressed by the midwives and womethis study; in

particular the wresting with decisions about transf

In New Zealand, as in other developed countriescems are expressed about
the rising epidural and caesarean section ratesigiviy of Health, 2004, 2007).
For example in 2004 two thirds of women had norwadinal births. The
caesarean section rate was recorded at 23.7 pethentate having increased
steadily from 11.7% in 1988; a trend shared witheotdeveloped countries.
This rate exceeds the World Health Organization QYHate of between 10-
15% above which it is “unlikely to be associatedthwadditional health
benefits” (Ministry of Health, 2007, p.7).

Potentially a richer understanding of the more cammeasons and incidence
of transfer for this group of low risk women is iaterest. This understanding
coupled with the complex processes of decision ntpkiround transfer could
inform and inspire supportive, collegial relatioipsh built on respect for the
expertise and knowledge of the other. Women andviaeas in rural maternity

services show how birth can be managed at a lesall.| Thus there is the
opportunity for those who provide specialist bagkta gain an understanding
of the strategies which support women to birth with recourse to

interventions.
Finally an understanding of the complexity and lgme of managing

decisions in rural areas could provide insights floose charged with the

resource allocation for these facilities. In par# what structural and personal
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resource could be provided or strengthened to stummmd decision making

and ensure safe and timely transfers when required.

Summary
Midwives in rural areas of New Zealand, support lwebmen to birth at

distance from secondary specialist care. Shouldlenes arise transfer may be
required; this decision being shared between thmavmoand her midwife in

consultation with secondary specialist servicesvillg from a rural facility can

mean significant disruption and stress for the womaarticularly as some
remote rural areas are several hours travel francitly hospital. Preparation for
transfer also occurs within a local context andasiomal context. Each rural
area presents different challenges in relation heirt topography and

arrangements regarding logistical support and ablgl expertise; thus timing
and planning are critical for the best outcomesis ¥tudy uses a mix of
methods to look specifically at this interval irm& where the decision to
transfer occurs. It also examines the patternsidfraasons for transfer, as well

as the local circumstances in which they occur.

The structure of this thesis
The rural environment is the point of difference the study of transfer

decisions in labour and birth. This difference &tér appreciated when placed
within a historical and political background. Inagtier two, an overview of the
significant events and legislation that has shapedrural maternity scene is
presented. Of particular interest was the procésegionalization that opened
rural areas up to scrutiny and accelerated the otelosure for several
maternity homes and annexes. Many of these eadwngds in rural services
echo down the years, and impact on how facilitresséaffed and managed and
consequently how decisions for transfer are madeytoMaternity services
were also regionalised in countries with similagltie systems. In particular
guestions about safety and economic viability curdi to challenge the
continuation of rural services both in New Zealamdl internationally. A case
is also made about the importance of rural matesatvices for their respective
communities. This contribution is presented as amab birth focus around
which there is potential to contribute both sogialhd economically to the rural

area.
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Decision making is addressed in chapter threes thieaded through with a
personal account of a complex practice situati@murad a decision to transfer.
Theoretical ideas and styles of decision makingex@mined and the mix of
personal and contextual influences explored. Thmaleideas of decision
making around probability and logic are contrastgth descriptive theory
which acknowledges the complexity of decision mgkamd the human factors
involved. Theories and strategies for critical @eflon both during and after
making decisions are explored for how these prastimight inform future

practice.

In chapter four the aims and assumptions for tihigept are outlined and an
argument presented for the theoretical and conaéppproach to the study and
data analysis. To accommodate the broad aims éosttidy a pragmatic mix of
methods both survey and interview was used. This was informed by the
work and ideas of other researchers working witifiexdint combinations of
methods (Tashakori & Teddlie, 2003, a). As alreauyntioned the research

design was structured using a variation on a ceantimixed model.

The research design plus details of the surveyirgtiedview processes for both
the women and the midwives are presented in chdpter Ethical issues
relevant to the study are considered in this secfithe development of the
guestionnaire is addressed in addition to the pedigrprocesses undertaken for
its distribution and the meeting of the requisitigiGal obligations. Advice from
the literature about interview technique is sums®ti and applied to the
flexible processes undertaken to manage the imw@s/iwith the women and
midwives. The management of the data and the asmlgsocesses for both
interview strands are then described.

The next three chapters comprise the data for thiesis. In chapter six the
results from the survey, which explored the transtdes and reasons for
transfer are discussed. This is presented in a ofixables and figures
interspersed with the written interpretation andcdssion of the results. The

spontaneous comments at the end of the surveyodleged and discussed in
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relation to decision making around transfer in laband the ‘given’

circumstances of each of the rural facilities.

In chapters seven and eight, the transcripts fioeniriterviews firstly with the

women (Chapter, 7) and then the midwives (Cha@grare analysed and
interpreted. Major theme areas which emerged fdin lsets of interviews are
examined and discussed. Themes in common relatpdot®esses of decision
making that began with birth planning, the decismaking and experience
surrounding transfer in labour, reflection on theexience postnatally, and
views and comments about the local maternity sesvicThese themes are
threaded through with the understanding of howadis® and time influence all
decisions made in rural areas; distance also ggtairconstruct the feeling of
community, within which, both women and midwivesséa heightened sense

of visibility.

In chapter nine the meta-inference or overall figdi of the research are drawn
together and reviewed with reference to the baakgtochapters. How rural
women and midwives grapple with the decisions thmake around transfer is
shown to be complicated by the uncertain envirorinierwhich the decision
needs to be made. Thus a strategy of forward thgnks employed to
accommodate the time and distance involved in teanBecisions are further
confounded by personal and historical decision ngaldtyles within physical
and geographical circumstances. In addition the dleadily discernable cultural
and ideological influences are acknowledged whictiluence resource

allocation.

In the final chapter the research process and rigediare reviewed. This
includes the challenges experienced throughoutifdne@f the project. Aspects
of the research methodology are reviewed for thppropriateness to answer
the research questions and achieve the project &uisre research possibilities
are discussed and suggestions made as to how tighy build on this study.
The local and international contribution of thisearch to the understanding of
decision making around rural maternity transfer mutlined and

recommendations suggested for supporting womennaddives in this task.
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The thesis of this research project emerges frardibcussion and focuses on
the supporting processes that would sustain refegsctsound and timely

decisions in rural areas.

The following chapter begins with an introducti@ntbhe history and changes in
rural areas since early post colonial times. THiapter firmly positions the

thesis in a rural context and explains some ofntla¢ernity changes, attitudes
and memories that continue to impact on the enmemnt for decision making

today; in particular the central issue of transfied the critical decision making
that is needed at this time. International reseamti comment is included
reflecting historical events and responses to ssifiesafety that resonate with
the New Zealand experience. Also addressed anch@atrtto all rural areas, is
the significant contribution skilled maternity ptitioners, and the existence of

a rural maternity facility, offer rural communities
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Chapter Two: The New Zealand and international
rural context

Introduction
All decisions about transfer from rural maternitgr& are made within a

particular context. In this chapter the aim is tacp the work of this research
project within an historical and social contexttwardar to these areas. To make
sense of the current rural maternity arrangemeagaires an understanding of
some of the signal events both national and intemmal, which have been

associated with changes over time. It is acknowdddtpat all historical events

have not been included. Thus it is possible sonangbs were catalysed by
events and agendas not fully realised in the liteesaccessed for this work.

The rural birth tradition in New Zealand is expldrbeginning in the early

postcolonial period. Despite our distance from otwuntries, health concerns
elsewhere within the Commonwealth influenced hoange was implemented
in New Zealand. These concerns prompted the aetetechanges to maternity
services experienced during the 1970s and 1980s&hwitesulted in the

implementation of a regionalised perinatal systémeterral (Board of Health,

1976 & 1982).

The goal of regionalisation was to link the ruraéas with secondary and
tertiary care hospitals (Board of Health, 1976 &2p While this aim was
laudable, once begun, closures and the downgradisgrvices continued. This
trend persisted despite evidence that for well womear term, choosing to
birth locally was shown to be a safe option (ibiggionalisation, and in some
areas centralisation, was also introduced in othesternised countries. In
common with New Zealand, issues of safety, costthedorganisation of the

rural services were under close scrutiny.

In the final section the effect of closures and dgwding of rural maternity
services is looked at from a rural community viempoThe speed of change
over the last four decades made it difficult toruécand retain skilled

practitioners in many areas. This not only limitadomen’s choices for
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maternity care, but had social and economic coreemps for rural
communities. It is suggested that these changestdfbw transfer decisions are

made, and how birth can happen in rural areas today

Maternity care in post-colonial New Zealand
Colonisation of New Zealand by Europeans occurretsvéen 1840 and 1900

(Cooper, 1998). To provide care for the new sedtleharitable hospitals were
established; however this charity did not extenditthing facilities (ibid). The
expectation was that women would be assisted tb birhome or in one of the
many privately owned ‘maternity homes’. By the gakB00s there were more
than 200 small maternity homes in existence (Memt$ 1986). Doctors
would refer women to the midwives, though the midsi who were well
known and respected were frequently sought ouhbywomen themselves. The
women were assisted during the birth and in thdoviehg days, by
‘Handywomen’, who were untrained and unregister@dnfey, 1998; Mein-
Smith, 1986). By 1881, 60% of New Zealand’s popafatvas living in a rural
area (Statistics New Zealand) and birth occurrezti@minantly in the areas

where the women lived.

Changes to maternity care
In 1904 the Midwives Act was passed by the Labawegnment, who were

concerned about the falling birth rate and higte mait infant mortality of the

poor (Donley, 1998). The following year the first. $Helen’s Hospital was
opened in Wellington with further such hospitalsabished in the other major
centres across New Zealand. The purpose of thedé@iéa according to the
Maternity Report (1976) was to provide for the vevef working men and
soldiers whose income did not exceed four poundsklye These hospitals
provided midwifery training for nurses and also faomen without a

gualification (Donley, 1998). Unmarried women howewvere excluded from
birthing in the St Helen’s hospitals, leaving thevith few options for birth

care. In Dunedin the Batchelor Hospital was openedB88 providing a service
for these women (ibid). This hospital offered oppoities for clinical practice
for medical students which, at that time were ngilable to them in the St.
Helens’ Hospitals (Board of Health, 1976).
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Concerns were voiced in 1921 about the high madtemortality rate. Women

in New Zealand were believed to be dying from peeapinfection at a higher
rate than those in other comparable nations (Memt+§ 1986). To investigate
this, theKelvin Commissionvas convened in 1923. This body recommended a
regime of antenatal care and standardised asepiesses in labour. Premises
were to be inspected more frequently and trainargrfidwives and doctors was
to be improved. In addition maternity beds wereb® established within
hospitals staffed separately from the medical H&tisin-Smith, 1986). These
changes meant that these new maternity hospitalddwmanage abnormal

labours and emergencies.

Training for midwives was revised following the pesgy of the Nurses and
Midwives Act in 1925. Two years later the Obstetramd Gynaecology (O &

G) Society was founded following the efforts of BoGordon (Donley, 1998).

A full time Chair of Obstetrics and Gynaecology walso established in the
Otago University Medical School (ibid). Further alga occurred in the wake of
the report by the McMillan Committee in 1938 whigltommended that both a
doctor and a midwife be present at all births (atg Services in New

Zealand, 1976).

By 1960 the number of women choosing to birth ivade facilities had fallen
to 14.4% (Rosenblatt, 1984). This statistic suggdsat the majority of rural
women were similarly encouraged to birth in hodpliéhile the Department of
Health was encouraging hospital birth with the dfetinat it would decrease the
incidence of puerperal sepsis, women may well hbeen keen to take
advantage of the comparative comfort and rest viollg birth (Foureur &
Hunter, 2006).

The changes canvassed above set the scene fonty tyear period of change
in rural maternity services. During this time a ¢ess of regionalisation aimed
at connecting rural maternity services in a natiolewsystem of referral was
implemented, resulting in the closure of severablrumaternity homes and
annexes (Rosenblatt, 1984). In the next sectiosetibbanges are reviewed with

reference to the reports to the Board of Health.
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Turning the spotlight on rural areas
The Maternity Services Committee of the Board of Heal#ts formed in 1960

to advise the Minister of Health on matters reldte@regnant women and their
children. This committee was made up of health ggsibnals including

medical and nursing representatives. To becomerm&d, the committee

undertook to visit all the base hospitals in eadspital Board Area. From here
they planned to meet with the staff and doctorgh@ smaller surrounding
hospitals. Altogether 160 hospitals were visitedqil of Health, 1976).

Maternal and perinatal mortality and morbidity hdecreased dramatically in
the 1950s and 1960s (Rosenblatt, 1984). This drags wttributed to

improvements in social and economic conditions, better antenatal care.
Technological advances had made surgery and ae#estbafer, and specialist

knowledge in areas of obstetrics and paediatridsdeaeloped (ibid).

Despite this improving trend, the Maternity SergicEommittee (Board of
Health, 1976) remained concerned about the petinabatality rates. It was
considered that, although dropping steadily, theyeanot falling at the same
rate as those in England and Wales. Nevertheless, Zéaland ranked™out
of 57 countries at that time (ibid). The perinatabrtality figures were
compared for each regional hospital board usingmbman’s domicile for the
years 1963-68. Major variations were found acresasy from a low of 15.7 per
1000 births to a high of 37.7. For the 63,986 awrfients (sic), the overall
caesarean rate was 4.0% with forceps deliverie3%d.1ibid). In response risk
categories were devised requiring the doctor te iako account any adverse
past obstetric history, plus factors such as agetyp height, weight, smoking,
obesity, socioeconomic status and ethnicity (ibid).

On closer inspection the committee found that tlweirrent statistics were
inconsistent (Board of Health, 1976). For exampleré were discrepancies in
bed numbers, and babies were not counted unlesttedirfor intensive care.
Obstetric records were skimpy. Most of the informatwas supplied by
midwifery and nursing staff who received women abdur with little or no

information from the doctor with regard to theiregnancy history, or

18



laboratory tests (ibid). In response a new obstatecord was drafted and

utilised by the majority of the hospitals.

The Obstetric Regulationsrere at this time being updated, and several akas
practice were under scrutiny. It was recommended téctal, as opposed to
vaginal, examinations in labour be abandoned by Inoidwives and doctors
(Board of Health, 1976). It was found that few a@wsthad attended refresher
courses since graduation and required advice oruskeeof Vitamin K1. In
addition, examination of babies was not routine camprehensive and
resuscitation equipment and training was lackinpoAthe lack of consistent
antenatal education and postpartum family planaitgce was highlighted and
training offered for both midwives and doctors @ipi

The poor design of the maternity hospitals was afsmncern. Planning guides
were developed for hospitals proposing refurbisimeh existing, or the
construction of new buildings (Board of Health, 8R7Hospital building plans
required approval before work was begun, and thetuded planning for the
purchase and installation of equipment such asstimetec machines, incubators

and foetal heart monitors (ibid).

Regionalisation and recommended closures
It is difficult to get a clear picture of which neahity homes or annexes closed

before the visits by the Health Committee or dutting process of their visits.
But from the early 1900s as indicated earlier iis tthapter, more than 200
maternity homes were in existence (Mein-Smith, )98y 1983, Rosenblatt,
Reinken and Shoemack (1985) record that there wene than “100 public
maternity hospitals, administered by 29 publiclgotdéd hospital boards” (p.
429). This drop was attributed partly to the preoesregionalisation, where 33
maternity homes had closed between 1970 and 1984. amost of these were

the only hospitals in the rural communities thatytserved” (p. 429).
The changes in the rural areas began even befereefiort was published as

hospital managers and practitioners anticipatedikieéy changes and began to

implement them (Rosenblatt, 1984). Permanent cfosdira maternity home
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generally followed a period of intermittent closumdten prompted by short
term staffing problems (ibid). This had the effattsome areas of reducing
utilisation. Thus a domino effect occurred. Unitesest to other units were
generally the most vulnerable to closure, while arunits with equally small
numbers of births were spared (ibid). Those of agkimg in the rural maternity
system at this time witnessed the game playing revew@aff were moved from,

or discouraged from applying to work in, a unitrearked for closure.

Closure was also suggested for small maternity itdspwhere the regulations
were not being observed with regard to separatiéingtaof maternity and
general areas (Board of Health, 1976). The fear thas infections could be
carried by staff attending both medical and matgripiatients, despite the
separation of the ward areas. Further filteringvoimen was required as GPs
were expected to select cases suitable for loctd bare as per the risk criteria
cited above. These criteria however, could be whiverelaxed if the woman
had been seen by a specialist gynaecologist dagngregnancy (ibid).

The report did acknowledge the ‘useful purposeth&f small GP hospitals; in
particular the social and family aspects of freisitimag opportunities, improved
breastfeeding rates and the homelier atmospherardBof Health, 1976).
However they cited problems patrticularly in thente handed’ hospitals where
there was only one doctor and in some cases onsgifaid’he recommendation
was that such hospitals should provide postnatal @aly (ibid). Twenty seven
small hospitals providing birthing services for @32women per year were
identified for this change of use. Remote hospitase at that time categorised
as those more than 50 miles from a base hospitabathis time most of these

survived (ibid).

The committee paid tribute to the pivotal role midkeg played in the rural
hospitals; stating that “[t]he midwife plays a kepJe in the maternity services
of New Zealand; At most hospitals she is the omdyspn providing continuous
professional care for the patient throughout labdBoard of Health, 1976, p.
54). Nevertheless it was also said that the midsvifse connections with the

rural hospital and its community cut her off frormgoing professional
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development. To remedy this isolation it was sutggethat the rural midwives
would benefit from a spell in larger hospitals tpdate their skills and
knowledge (ibid). However there was no suggestlmat & similar exchange

could benefit the midwives in urban practice.

By this stage midwives are referred to as nurseshasword midwife had
disappeared from the title of the Act (Papps & ©tss1997). This invisibility
was the result of changes in the Act followifidhe Carpenter Repaqrt
commissioned by the Department of Health in 1974id)i The report
recommended that the apprentice-based programmerepiced by a
comprehensive educational programme in tertiarfitii®ns. Thus midwifery
by 1979 became a post basic certificate added dhet@end of undergraduate
nurse education. Changes to the Nurses Regulatibtigs time only allowed

nurses to carry out ‘obstetric’ care under medicgdervision (Donley, 1998).

‘Bedding- in’ a regionalised perinatal system
Health authorities in New Zealand were cautionedualburther centralisation.

Concern was expressed that the numbers of normialsbihappening in the
referral centres would increase (Rosenblatt, 1984).addition, continued
closures would result in social and economic casts the loss of community
services. Rosenblatt’'s 1984 report supported theclusion that for women
with uncomplicated pregnancies birth was best mdnn “home like settings
close to where the patients live” (p.80). Similarlgcreasing regionalisation
was seen by Donley (1998) as a serious threatitaapy birthing options for
women. Donley suggested that the 1982 Maternityvi&es Commission
Report, and the stringent code of risk factors, uglt well women,

unnecessarily, into the level two and three hokpita

By 1982 a fully regionalised perinatal system waglace. This followed the
report from theSpecial Care Services for the Newborn in New Zeh{Board

of Health 1982). The focus was now primarily on ti@®nate, unlike the earlier
report which had taken a broader view of materndye. The 1982 Board of
Health report acknowledged at the outset that wheyenatal mortality is

concerned “the outcome for mothers and newbornesdids never been better
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(Board of Health 1982, p.6), though more could baelfor the survival of
infants and the reduction of morbidity. Furthegtth child should be entitled to
an expectation of care equal to that of an adulthSvas the costs of handicap,
that this investment was seen as a cost benedivdeety (ibid). The committee
reviewed outcome statistics, and then surveyedattyer hospitals with regard
to comparative outcomes. This was followed by sitd 32 hospitals in 29

towns and cities (ibid).

Future development required by the Board of He#&ltfi82) involved the

identification of pregnancies with high risks fdretinfant. At this stage the
referral guidelines were clearly outlined with twategories, ‘S’ for handing
over, and ‘C’ for consultation (ibid). Four new &s of care were introduced.
Level O referred to those units largely in ruratas, which did not meet the
minimal requirements for emergency care, i.e. thos#s without surgical

services. Primary units with caesarean section aigpdout no paediatric

specialists were deemed level One. Level two wespltals with both obstetric
and paediatric specialist services (ibid). The finajor hospitals in Auckland,
Waikato, Wellington, Christchurch and Dunedin wéoeprovide level three

services with full intensive care capability. Eawhthese major hospitals was
required to establish emergency transport retrietedms and assume
responsibility for the ongoing education and aducehe staff at the smaller
hospitals (ibid).

Questions about safety, viability and cost internationally
Driving aspects of regionalisation was the lurksugpicion that birth in a rural

facility was a risky affair. This perception medhat rural maternity services
were obliged to prove their safety within a rapidhoving environment of

regionalisation and hospital closures (Rosenbl#t84). It was suggested that
officials saw rural units at the time as “ineffiote over bedded, underutilized,
difficult to manage and of questionable quality’3}). However there was no
evidence for these assertions, prompting the inspyeghat while the first wave

of closures was about quality of care, the secoad more about economic
stringency (ibid).
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The question of safety was addressed in a studRRdsenblatt et al., (1985).
Data from the National Health Statistics Centre of New Zealaadd
government publications were merged and analyséd regard to the hospital
level; i.e. 1, 2 or 3. The results showed thabatlthe lower birth weight babies
fared better in the smaller, level one units (ibifhe authors concluded that
these results were related to the level of regisatdn extant at that time,
combined with cautious antenatal referral practicd$sGPs. It was also
contended that there was no justification for fartblosures.

The data do not support the conclusion that ther®ome minimum threshold
below which maternity units become unsafe placeswhich to practice
obstetrics. Rather the evidence implied that thallsrdecentralised unit can do
a good job if it is tied securely into a larger i@l network of care
(Rosenblatt, 1984).

Similar findings about the safety of birth in smaltal hospitals were found in
Australia. A study by Lumley (1988) assessed thenptal outcomes in the
state of Victoria between 1982 and 1984. At theetimo “formal policy of
regionalised perinatal care and...no establishedcyobf closing small
maternity units” (p.386) existed in Victoria. Resubppeared to confirm that
infants weighing between 2500 to 29999 “fared woirsdarger hospitals”
(p-390).

Also under question was the minimum number of birtiecessary for safe
practice (Tilyard, Williams, Seddon, Oakley & Carefip 1988). This was
formalised in New Zealand in 1972 when the Depantmef Health

recommended that practitioners should deliver ntbean 50 babies per year.
This was later reduced to greater than 20 per pgathe Waikato maternity

services development group.

In response Tilyard et al., (1988) looked at thecomes for general practitioner
obstetricians with regard to their workload andaldg. The case notes for all
deliveries (1,997 births) at Queen Mary MaternitysHital in Dunedin, between
April 1984 and April 1985, were related to the Dmctoncerned (ibid). Two
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variables were explored. The first compared thailtesof rural and urban

practitioners and the second compared those delgy@0 or more women per
year with those who delivered less than 20. Finglisgowed that rural GPs
were more stringent in their selection of womennde@ suitable to birth

locally, but no difference was found in the tramgbatterns for both groups
during labour. Rather, rural practitioners delimgrimore than 20 had the lowest
rates of transfer overall (ibid). Thus, “[n]Jo assdon was found between the
number of deliveries undertaken by general practéis, both urban and rural
and maternal and neonatal morbidity” (Tilyard et 48688, p.207). The authors
suggested that these results indicated that tla puactitioners used sensitive
screening techniques during pregnhancy to excludmemowith risk factors.

Further, that those with higher caseloads may beermompetent at managing

abnormalities as they arise thus transferring détes.

Debates about safety and the closure of rural miégelbeds were of concern
elsewhere. Tew (1995) reported that in the Unitethom, almost half the GP
maternity beds closed between 1980 and 1990. Tt¢lesares were driven by
the safety argument based on studies that compawtdomes between
consultant units and those managed by GPs and wedwibid). One such
study compared the outcome results of 14,415 wofr@n a consultant unit
with those from isolated and integrated GP uni@n(fala, Dunster, Bohin &
Osborne, 1990). The results demonstrated that émmgtal death rate was
unacceptably high even with high risk pregnancesmaved from the data;
being 2.8 compared to 4.8 per 1000 births respagtiin addition a significant
number of babies, 1.5 per 1000 births, died of @artem or intrapartum
asphyxia due to a range of known and unknown cawsése GP units. The
researchers suggested that while “[mJuch has beeittev about the
psychological importance of a normal delivery irefidly surroundings, ...the
psychological effects of losing a baby, particylafithe death was preventable,

are enormous and long lasting” (420).

However a later analysis of 50,000 births failedshow that women and their
babies were at greater risk in the GP units (Cathgb&IcFarlane, 1994). It

was suggested that the closures of GP units wdrgusioin response to claims
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of risk and distance from specialist services, alsb the lack of economic
viability (ibid). There was no assessment of thet ad the proposed changes,
thus, expenses were shifted to individuals and conities where they were
unable to be tracked and evaluated (ibid). In respanaternity services were
investigated by the Health Committee of the Hous€ammons (Tew, 1995).
This inquiry took women’s concerns seriously and1@92 the Winterton
Report was published. The report found no justifoca for encouraging
hospital birth on the basis of safety, and furtitgt home birth and small

maternity units should be supported (Tew, 1995).

Voluntary regionalisation was also promoted in N&aotia, Canada (Peddle,
Brown, Buckley, Dixon, Kaye, Muise, et al.,, 198%)ke New Zealand the
move was based on the assumption that the alresadinithg neonatal mortality
rate could be lowered further (ibid). Women in réenand isolated areas were
offered obstetric and neonatal care relative tar tigk. A series of inspections
and programmes were offered and a three tier redspystem instituted with
level one reserved for low risk women (ibid). Whérese changes were
evaluated, it was difficult to attribute improveckrimatal outcomes to the
regionalisation programme, as controlled clinicahl$ were not feasible or
ethical (ibid). Thus the improved statistics coaldy be related ‘theoretically’

to the programme changes (ibid).

Reduction in maternity services in most Commonvieattuntries went hand in
hand with cutbacks in other areas of rural headltbt least of these were the
surgical and anaesthetic services provided at pe@li hospitals. Where these
were withdrawn in New Zealand protests were bidad protracted. Yule
(2002) comments, that by the 1980s GP —surgeonsldngdly disappeared,
partly due to the demand for rigorous adherencesttmdards of practice
required by the relevant professional bodies (ibQr countries where vast
distances separated rural maternity hospitals Bpetialist facilities, the loss of

on site, emergency surgical services was seen ob &een greater concern.
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The debate about caesarean section capability
In Northern Ontario, Canada, the subject of ‘safeecwas questioned in areas

where units did not meet the standards requiredc{Bl& Fyfe, 1984).
Outcomes over a two year period were investigatetl the researchers also
sought to determine if caesarean birth was safenits without obstetric or
neonatal specialist cover (ibid). The informatidmat outcomes used in the
study, was attributed to the woman’s place of msi@ rather than hospital or
place of birth. Within the level one category thevere four subgroups of
increasing speciality cover. Neonatal deaths up8alays were reviewed and
little difference was found between areas (ibid)u3 these small communities
in Northern Ontario were not disadvantaged whecallcaesarean section was

not available (ibid).

In other remote areas, practitioners made an argufoe caesarean section in
urgent circumstances (Mclllwain & Smith, 2000). Ttilemma however was
how surgical skill levels could be maintained givdrat there is no clear
evidence with regard to the threshold of numbers safe performance of
caesarean section. These concerns were raisetbatexence in Vancouver BC
in 2000 Qoint Position Paper on Rural Maternity Car&998). However the

rural physicians confirmed their earlier positidhat rural hospitals without a
caesarean section capability still provided bettgcomes for women, than not
having a local maternity option. It was acknowledigeat women having their
first baby experienced transfer for dystocia mdterothan did women having a
second or subsequent baby (ibid), but these womene wo more likely to

require an urgent caesarean section. Thus, it a@smmended that maternity
providers continued to support the recommendatmmgjuality and requisite

skill sets for practitioners outlined in the earlicument (ibid).

Australia, like Canada, shares the problem of mliog maternity services to
sparse and very remote communities. In common @dhada there is debate
about the need for on-site caesarean section diypafloollard & Hays,

1993). In response to the changes wrought by regiation in these areas,
researchers and practitioners began to collectpadish statistics. However

arriving at a definitive statement about the satdtyural birth was problematic,
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as many of the studies reflected a variety of @eaindata collection systems,

categories, definitions, and methodological apgneac

In a retrospective study by Woollard and Hays (19®8a for the year®1July
1990 to 38' June 1991 from 86 rural hospitals was compareti wie data
collection for the whole of NSW over that periodosf of the hospitals in the
study had caesarean section capability. Howeves tms only used for
emergency caesarean births as all women with itkshtihigh risks were
referred or transferred out wherever possible.ds wuggested that the smaller
community facilities without caesarean capabilipdipoorer outcomes though
the small numbers and sensitive transfer rates roakgarison difficult (ibid).
Woollard and Hays (1993) acknowledge however thamen still present in
labour at the smaller rural units, which is “testimy to the determination of
some rural women to have their baby near home”4(p.2 Further it is
suggested that the policy of closing these unitay'thave to be reconsidered”
(241).

What is obvious from the available studies is theety of localities, birthing
populations, staffing skills and arrangementss Ihot always clear if some of
the units included are rurally situated or standnal units within an urban
setting. In New Zealand the current maternity systkffers from those in the
countries mentioned above. In particular, midwiygevide the majority of
maternity care in rural areas with few GPs stifeahg primary maternity care
(Janes, Cormack & Dowell, 2005). Surgical and athedis services;
particularly the provision of caesarean sectionfeweithdrawn from most of
the smaller hospitals during the changes in the 1880s and 1900s. Thus
decisions about transfer in New Zealand are madarnwa context that means
women need to transfer to secondary or tertiariitias if any assistance with

birth is needed.
The issue of safety has also been linked to theam throughput of maternity

hospitals and units. However the same methodolbgrodlems also affect the

relevance of these studies for the New Zealandescen
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Facility size and the debate about safety
The concerns of the Maternity Services Committée336 & 1982) in regard to

the safety of New Zealand maternity care were toesextent based on size.
This was evidenced by the closure of single-handed other small rural
maternity facilities where the number and skills the incumbent health
professionals was limited (ibid). Similarly, thember of births attended over a
year by practitioners was also under question éfdyet al., 1988). Moreover,
given that the mortality rate for low risk births very low, large numbers are
needed to make any reasonable claims about safletstér, Lie & Markestad,
1990). Debates about the size and complexity ofrtinal maternity service
continue and these have been addressed in sewegd btudies in other

countries.

In Norway, the risk of neonatal death in low riglegnancies was researched in
relation to the size of delivery units (Moster et 4990). The sample involved
the total live births in Norway from 1972 to 199bhis was a total of 1.2
million singleton births with birth weights over grams, adjusted for
antenatal risk factors (ibid). Home births howeweere excluded. The results
showed that facilities delivering 2000 to 3000 lesbannually had the lowest
neonatal deaths compared to those delivering 108ssr Conversely, facilities
delivering over 3000 babies had the worst outcofitéd).

Where a woman was transferred, her birth was wgidt at the receiving
hospital (Moster, et al., 1990). Thus a poor outeamattributed to the larger
institution potentially improving the outcomes thie smaller units. Conversely
it was also suggested that with prudent and tirtralysfer a significant number
of women would safely deliver at the larger instdo which may improve their

outcome figures (ibid). It is also acknowledgedttaavoman with no known

risk factors could well be put at risk of unwarshtinterventions in a larger
facility (ibid).

The safety of smaller units was also questioned Garmany (Heller,
Richardson, Schnell, Misselwitz, Kiinzel, & Schmié02). The researchers

looked at the outcome events of early neonatahdeduring labour and within
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the first seven days of life. The sample was takem the perinatal birth
register of Hesse which recorded 582 655 birthe/éen 1990 and 1999 (ibid).
The findings for low risk births showed that eamgonatal deaths were
significantly increased in the smallest maternityta of less than 500 births,
compared to low-risk births in the larger delivemits of more than 1500 births

per year.

In this area of Germany all the smaller units arayere, staffed with midwives
and nurses with access to either on call, or oa alistetric and neonatal
services. Each woman deemed low risk has her mahaged by a midwife
(Heller et al., 2002). During pregnancy women aféered ten antenatal
physician visits and three scans. Even with thiensive scrutiny further
centralisation of services is advocated to reducthér the neonatal death rate
in low risk pregnancies. It is acknowledged by d@lu¢hors that women preferred
the smaller delivery units for their privacy andgmal atmosphere (ibid). This
preference has seen the number of women accegsialg lsospitals increase,
leading to a decrease in those accessing largémreseifhe authors suggest that

this migration needs to be reversed given the tesfithis study (ibid).

These findings are not consistent however, witbséhm an Australian study
(Tracy, Sullivan, Dahlen, Black, Wang and TracyQ@p This population based
study looked at the outcomes for 750,491 women gde birth during 1999-
2001. These were linked to the size of the hospit#lirth, the objective being
to see if the size of the unit was a risk factbrd]. It was observed that the rate
of closure of small maternity hospitals in Austaal both rural and urban areas
had accelerated over the previous five years (idilg closures were based on
the belief that below a certain volume of birthg guality of care suffers and
the unit becomes uneconomic. These assumptionstestesl as to whether size
and the volume of births at a facility matteredegard to outcomes for low risk

women (ibid).

Findings showed “...a statistically significant andnsistently lower risk of
neonatal death among all infants in hospitals Wet$s than 2000 births per

annum, and a clinically significant result for tlev risk cohort of women”
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(Tracy et al., 2006, p. 93). Outcomes for low riskiltiparous women who
birthed in the smaller hospitals (100 — 500 bintes annum) indicated lower
neonatal mortality which reached statistical sigaifice [adjusted odds ratio
(AOR) 0.36, 99% confidence interval (Cl) 0.14-0.93]. 86). This was

compared to hospitals with more than 2000 annu#hiWomen having their
first baby in a small facility (100 births per ammuwho were considered low
risk, had lower rates of epidural anaesthesia, atio, instrumental birth,

caesarean section after labour, and their babies hss likely to be admitted to
a neonatal unit (ibid). The authors conclude, tiatAustralia, lower hospital

volume is not associated with adverse outcomeoforisk women” (Tracy et

al. 2006, p. 86).

No large scale study of outcomes related to bigtgl have been completed in
New Zealand since the Rosenblatt et al., 1985 relsedhus comparison with
the studies above is not possible at this time. M#addressed next however,
are studies about the contribution of local matgreervices to public health

and local communities.

The impact of closures for women and their communities
Maternity services in New Zealand are an integeat pf rural communities.

They form a central component of primary healthecand offer a local birth
option to women. These public health benefits arteumique to New Zealand.
Such services have been demonstrated to contibuke health and welfare of
scattered populations in Australia, Canada, Britaml the United States of
America (Canadian Medical Association, 1994; Nésh#rson, Rosenblatt, &
Hart, 1997; Tew, 1995. It is suggested by Tracglet(2005) that further loss of
small maternity units needs evaluation and thatilter needs of women and

their communities should be considered.

There are strong economic arguments for the suppfofbcal services that
provide for women with low risk status (Nesbitt, i®ell, Hart & Rosenblatt,
1990). These arguments involve both the cost mdenf increased intervention,
often experienced in larger hospitals, as well @gscincurred by the families

forced to relocate for primary labour and birthecaFhese outcomes and costs
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were studied in 33 hospitals in Washington Statesfitt, Connell, Hart &
Rosenblatt, 1990). In the areas where hospital rmigeservices had been lost
there was a high outflow of women who experienceghdr rates of
complicated deliveries than did the women in thenwnities where local

maternity services were retained.

Similar issues and social costs were found to affecal and remote
communities in Canada. Rogers (2003) writes of skreiggle to provide
maternity services in these often inhospitablesarééhere local services are not
provided, women anticipating a spontaneous vadpmti have to relocate with
their families for up to 4 weeks prior, resulting emotional, social and
financial costs. Likewise, the provision of maténcare in rural and remote
areas of Australia remains a challenge (Chamberktinal., 2001). For
Aboriginal and Torres Strait Islander women in &etl areas, few birthing
options are available. Instead they are flown ie laregnancy to hospitals in
urban areas to await birth. Despite this practibhe, aboriginal perinatal death
rate increases steeply with the degree of remaotetee27% in the Northern
Territory. This possibly reflects the fact thatawoid relocation many of the

women choose not to access health care until wtdbéshed in labour (ibid).

Women have voiced their concerns about rural méyeatosures and service
downsizing with mixed success. Brown (2008) recedrtiow women in rural

Australia have lobbied to reinstate local birthisgrvices to avoid having to
leave their area and travel long distances to bivth (ibid). The problem of

having to relocate was also of concern to womeruml Ontario in Canada
(Sutherns, 2004). Significant for them was the atyxbf not knowing where

they were going to give birth due to the uncertaoftservices in the local area.
This was a particular worry when there were corneeiout their pregnancy.
The women also acknowledged that being in the coniitjwhad its darker side.
Being too well known may mean that their concermseanot taken seriously.
They were also careful not to be assertive abqueas of their birth plans to
avoid offending their local doctor (ibid).
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Similar problems were noted in British Columbia wéédirth numbers were
declining in rural areas despite consensus statsnadout the need for, and the
efficacy of, rural maternity services (Kornelsen&G&zybowski, 2005). Women
and maternity care providers were interviewed f@irtcomments on this trend
and their perspectives on the maternity servicewr Faral communities were
involved in the study, with populations of less rntha0,000 outside the
commuting zone to larger urban areas. Forty fivenee and 27 care providers

were interviewed.

Changes continued during the study, including theswe of some units
(Kornelsen & Grzybowski, 2005). This meant that soof the women booked
to birth locally had to change their birth plansdnpregnancy (ibid). These
unpredictable and disruptive changes revealed e¢haous infrastructure for
birth in rural areas of Canada. In some instanpeagtitioners moved on, or
reframed their criteria for local birth options i@l Thus some closures were
related more to health practitioner fears and peefees for practice rather than
being fiscally driven. For example where caesarsaction was no longer
available or volumes were low, this affected thafence of the practitioners
to undertake birth care (ibid).

Women had in most cases worked out their own riskus deciding what
balance of risk they were willing to take. For thleoriginal and First Nations
people there was a strong desire to birth on aradeltnd (Kornelsen &
Grzybowski, 2005). Thus women who were determireditth locally sought
out midwives from outside the area, or chose tdhbunassisted in the
community. Others would arrive in advanced labaar fate to transfer. Local
women had little power to influence the decisionking and in some areas

were required to sign consent forms if they chodairth locally (ibid).

In common with women’s experiences in other coesirhaving to leave home
for birth was stressful (Kornelsen & Grzybowski,08). Where the family
accompanied the woman, there were periods of vgaitincrowded hotels for

labour to begin as well as additional costs foroammodation and meals.
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Compared to this scenario, induction and electinoegdures looked attractive
(ibid).

A strong economic argument is made by Holmes, i8lifRandolph and Poley,

(2006). Their study showed that in the USA, closfra sole hospital “reduces
per-capita income by 4% and increases the unemgoiymate by 1.6%”

(p.467). The economic downturns in these communitiegan when closure
was first signalled. According to Klein, Christilaand Johnston (2002) a
cascade of events follows maternity hospital clesis services are centralised
the costs are shifted to the women and their fasWwho then need to travel
long distances for routine services. Budgets areared and as staff leave,
skills and confidence are lost, including criticainergency expertise and
service. Businesses also close and young famileserohoices around whether

or not to stay in the area (ibid).

The relevance for this study
Rural maternity services in New Zealand are alsdlehged by these social and

practice issues. For example, the presence ofa ihoaternity facility provides
a base from which women can access primary majecaite that is linked to
other perinatal services. The health practitiorzssociated with rural facilities
offer routine and emergency care, and they, togetihiéh their families,

contribute socially and financially to their locadmmunities. However where
the future of the rural service is in doubt, wonaea unable to plan confidently
for a local birth. For women living in remote rurateas without local birth

options, having to relocate prior to birth can tressful and expensive.

The maternity system in New Zealand however, diffeom that in countries
with similar populations and histories. One sigrdfit difference is that
midwife LMCs assume care for women in rural arddss includes providing
care for well women planning to birth locally, aglivas for women booked
elsewhere. Thus decision making about transfeargely the responsibility of
the woman and her midwife with GPs playing a sipatt, if any, in most areas.

These differences plus organisational arrangemamisgeographical features,
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make it difficult to apply the evidence from mudhtlee research on rural safety

to the New Zealand situation.

What is relevant for this study however, are thgoamg changes following the
regionalisation project which have continued in tafsthe countries affected.
Closures of hospitals and downsizing of local maldénd surgical services has
resulted in the loss of facilities that previoudgrved as nodal points for
secondary care. In some areas this means thaerteryt facility becomes the
next step from the primary area, leading to a edising, rather than
regionalising, pattern of service organisation toe rural facilities within the
catchment. This was highlighted with recent publicegarding the maternity
services available on the west coast of the Scaldimdi.

The loss of obstetric services at the secondargitabsn Greymouth means that
local women are expected to relocate to Christéhbefore labour begins. This
involves several hours of road travel and entaidssing the alpine passes in the
winter months. Those women who decline are requicegdign a disclaimer
stating that they are aware of the risks and actegsnh, should they choose to
remain and birth in the local secondary facilitytd@o Daily Times, July 3,
2008, p.30). Thus it is this mix of equivocal evide about safety and service
uncertainty that women and midwives wrestle withewtplanning birth, or
transfer in a rural maternity service. Such a ctanean make it difficult for
women and their midwives to settle into the bussnet birth. Where this is
complicated with considerable distance, decisiogrseaen more challenging to

make.

Summary
Post colonial maternity services in New Zealandehheen reviewed in this

chapter and the moves to regionalise perinatalwaeetraced primarily through
the pages of the Maternity Services Committee Regorthe Board of Health
and the work of Rosenblatt (1984) and Rosenblatl.et(1985). Changes in
New Zealand reflected those happening elsewheieveloped countries which
included questions about safety. Research on tfetysaf birth for low-risk

women in rural areas appears equivocal. What iar die that retention and
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support for rural maternity services has been shtmacontribute to the social
and economic fabric of local communities. More impotly the skills of the
rural maternity practitioners in both normal andeegency birth care are a
valuable resource. These skills, combined withditd specialist care provide
the foundation for appropriate decision-making acdbutransfer in rural

maternity practice.

In this chapter the history of regionalisation @hel concerns about safety are a
backdrop to the decision making around rural matetransfer. Making these
decisions is a complex process that involves net jhese historical and
contextual components, but also personal, cognéive situational influences.
To appreciate this mix of personal and contextaeldrs, theoretical models of
decision making are explored in the next chapteoudjh the device of a

practice scenario involving a decision to trangfidabour.
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Chapter Three: Applying decision making theories
to rural midwifery practice

Introduction
It is suggested that skilled decision making is ‘tlleod supply’ of midwifery

practice (Sullivan, 2005, p.169). Midwives do nastjhave to make decisions;
they also need to facilitate women making decisiang assist them to make
sense of information (Cooke, 2005). While all diexis are important, what is
critical for women and midwives in rural areas he tmaking of decisions in

regard to transfer during labour or post birth. Wiseich a decision is made
there are stressful moments for all involved. Hog tvomen there is huge
anxiety as to whether or not their baby will baghit. Plus there are concerns
for their own wellbeing, and uncertainty as to whattment or interventions
will be required once admitted to the hospital. Hoe midwife there is the

worry as to whether the decision was the right ame whether the timing was
optimal. Was it too early to decide? Should we hanmed earlier? How will

the decision look in hindsight and how will thispact on me personally and on

the local rural maternity service?

In the previous chapter the historical and curcemitext for rural maternity care
in New Zealand was presented as foundational to biothi happens in rural

areas, and how transfer decisions are made. In dhapter a personal
experience of a decision to transfer is retold. Teory, styles and models of
shared decision making are explored and relateatiedaevents in the scenario.
Reflection is then introduced as one way to unbeiradi event and allow an
examination of the components and context of thasda®. Finally the rural

and broader environmental influences are reviewetlralated to the practice
scenario. The theories examined in this chapteutatdecision making inform

the data chapters and recommendations tenderbd final analysis. To begin |
reflect on the events surrounding a decision al@usfer which has helped

bring both my practice and research worlds together
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A practice focus for this chapter
During this research, | realized that most of tteenen and the transfer events |

have been involved in are etched in my memory. Tihuseems that these
memories, like childbirth, are more durable havigen overlaid by strong
emotions; whether stressful, joyful or both. Belbkecall one circumstance in a
locum practice setting where transfer was consdiéi¢hile | was not the LMC

for the woman, but present as the second midwigd]l Ifelt the sense of being

totally involved with the decisions that were made.

It was getting on for midnight. It was this womafi'st baby and she and
her partner were locked together swaying in timéh@rhythm of her
contractions. She was changing position kneelingherfloor, leaning over the
bed and climbing in and out of the birth pool. Pregs had been steady since
her arrival in the small rural facility in the latafternoon and it was expected
that birth would occur soon.

A vaginal examination an hour earlier had confidrtbat her cervix was
now fully dilated. Time ticked on and progress €ldwrl he couple worked
together crouching and pushing but there was angetign of her baby’s head.
It was time to raise the question of our concerd arake plans to transfer to
the base hospital an hour and a half away. Relubtahey agreed that they
were prepared to move. The obstetric consultantpiasned and the
ambulance contacted. The mood was quiet, more gbend there was a sense
of disappointment and urgency.

Preparations began, packing up her things, gathgeertra towels and
putting her notes together. The phone rang anddab& volunteer ambulance
told us that they were at least two hours away migalready been called out to
transfer a local resident to the hospital. The atabhae control located another
ambulance team from an adjacent rural area who ddod with us in an hour.
The woman and her man kept working and hopingb#iy’s heart rate was
still strong and reactive.

Now the woman was pushing and progress was obvtersperineum
bulged and the baby’s head began to slowly em&le.birthed her baby just
as the ambulance pulled up at the door. Both weaké and the relief and joy
for all was palpable in the room.

| have unpicked this story during the writing oistthesis and find that many of
the events of that night resonate with the stopessented by women and
midwives in the subsequent chapters of this théisvever the anecdote does
not on the face of it tease out the complex mowelsthinking that was going on

in the room. In the exploration below, | endeavéorexpose some of the
theoretical, behavioural and contextual componémisight to influence how

decisions are made and relate them where applitalie scenario above.

37



Theories of decision making

Normative/ prescriptive decision theory and calctitans of
probability

Decisions need to be made when there is a perceimedrtainty about an
outcome (Bell, Raiffa & Tversky, 1988). That is,ist not known for certain
what the outcome would be should a particular aghdie made. Normative
models of decision making represent a linear ldgcacess. It is the pathway
of rationality, or how it is thought that rationpkople would behave when
making a decision. The process diverges only whdrecomes apparent that

another decision needs to be made (ibid).

The probability of an event can in some instancegiedicted by the use of
Bayes’ theory (Price, 1763). When applying Bayesé rthe probability of an
event occurring is dependent on the probabilititach potential outcome
being realised (ibid). For example as each decipmint is reached a fresh set
of probabilities are revealed. Thus the decisiomade afresh at each nodal
point in the process. To explain this Bell, Raiffiad Tversky, (1988) give the
example of the two urns. Each urn contains botharetiwhite balls in different
ratios. As one ball is drawn, mathematical calcoret for future draws will

change in response to the colour of the ball drawn.

Over time the ‘Bayesian’ rule of probability hasebeapplied to phenomena
other than games of chance. Such normative desidi@tome prescriptive
when they are formally presented in writing or cersation (Bell, Raiffa &
Tversky, 1988). Examples would include referral dglines, or a neonatal
resuscitation protocol that sets out the logicapstin the process; with options
for further interventions should the first actiootnresolve the problem.
However prescription rather than probability is hgatential outcomes are
more commonly presented (McNeil, Pauker & Tversi888). An example can
be found in the research concerning Shorten’s (R@@6ision-aid booklet for
women considering birth options after a previousseaean. The decision-aid
provides evidence based information on the prolplaf benefits and risks of

either a repeat caesarean or a vaginal birth atteonpvomen who have had a
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previous caesarean birth. The researchers fourtdthileainformation in the
booklet improved the knowledge of the women in ititervention sample but
that the choice made by the women was influenced goeater extent by the
institutional practices and preferences of the thearofessionals involved
(ibid).

The notion of probability has been extended intciadcareas where outcomes
are even more uncertain and the decision makergegmemotional, cognitive
and contextual influences. Decision making whickegainto account these
complexities is considered next under the headihglescriptive decision

theory.

Descriptive theories of decision making
Normative processes remove the cognitive issuesvablies, anxiety and

previous disappointments, and do not have a taterdor risk (Bell, Raiffa &

Tversky, 1988). Thus in most human situations ntéieanodels are not well
adapted to predict behaviour. Hillel, Einhorn andg#irth, (1988) muse that
when “atoms and molecules fail to follow the lawgpgosed to describe their
behaviour, few would call such behaviour irratidn@.113). This acceptance
of variance is not similarly accepted for humanasciwhich is often assumed

and expected to be “purposive and goal directed’1}).

Behavioural decision theory is therefore concewad the processes that are
engaged in when judgements and choices are madel,(Hinhorn & Hogarth,
1988). When faced with having to make a decisiodejppends on how well
individuals can attend to all the particulars of #ituation. For example what
details they can keep in their memory and how thase cognitively
represented. Thus there is a discrepancy betwettmadpmodels of decision

making and how humans actually make decisions)(ibid

Heuristic devices and biases for decision making
Beliefs about outcomes are frequently expressetheashances or odds of a

particular event occurring often described as ageage statistic. However,
decisions made are more frequently based on a fewrigtic principles
(Tversky & Kahneman, 1974, p. 1124) which, whiléeof useful, can lead to
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systematic errors. Heuristics are the ‘rule of thbuor trial and error processes
engaged in by people faced with a decision. Whativaities these decision
making behaviours, are the biases to which we liubject and the intuitive
judgements we make about the probability of a paldr outcome. These
cognitive variables are broadly outlined as repregeveness, availability and

adjustment or anchoring (ibid).

Representativeness and availability
Representativeness biases occur when we decide d$batething is

representative of a particular class or stereotypdave met before (Tversky &
Kahneman, 1974). Thus, when using our represerthias, the calculations of
how rare or common, an event might be, would bermpttie background, rather
than the foreground of our thinking (ibid). For exale if this behaviour is
related to sample size in a research project themepresentativeness bias may

have us over interpret the findings.

The notion of availability also contributes to alecisions in everyday practice
(Tversky & Kahneman, 1974). This heuristic suggdbist where we have
recently encountered an event, this memory woulthbee rapidly available to
us when a similar event occurs. Not only is outitgbio respond affected by
recent events, but so is our imagination. This @¢deld us to overstate what
might be a consequence of a particular decisiomowit subjecting it to a
probability test. This misperception can also edatém judgements about how
two events might co-occur. For example in the sgera the beginning of this
chapter, if the midwife involved had recently triameed a woman having her
first baby for slowed labour, who subsequently negflian urgent caesarean
section, then, she may well be prompted to sugmassfer earlier for other
primiparous women in the future. This experiencey o ‘anchor’ a belief

that is resistant to change.

Anchoring
Gilchrist and Bonato (1995) working in the field experimental psychology,

proposed the anchoring rule in terms of percepfldris means that we tend to
perceive what we expect to find. This concept afosm earlier experiments

with light and luminance perception. In these ekpents the degree of
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luminance of black and white patterns was foundb¢éodetermined by the
background and lighting conditions available to viewer (ibid). Thus, where
we start from in regard to our position or backgmbuabout a problem,
determines whether we would be more or less indltnechange our perception

in the light of new information. If we do, it iswally in small increments (ibid).

Thus it would seem that we are anchored to a yadséion that is hard to move
from even when the pieces do not fit (Tversky & Kaman, 1974). This is not
to say that we are unable or unwilling to change aecision or view of the
problem, but just that this is done more slowly aadtiously. In the scenario
(on page 35) our view of the situation was ‘anctbte the perception that all
was progressing well. This was what we wanted ® a®&d this is what we
perceived to be happening. The delay at secone sfage us cause for concern,
and while still hopeful of a normal birth, we beganentertain the possibility
that intervention may be needed. We could not ptetie outcome; only react

to what we saw as the evolving situation.

Our decisions according to Simon (1990) theref@enot be totally rational;
the reason being that there are finite resourcagadle to the decision maker.
This suggests that we usually use heuristics toentidcisions given that it is
not possible to conceive of, or compute the outcofmhe actions open to us.
However different individuals may not be as vulideao their heuristic biases.
For example, those with a repertoire of differektis and strategies may well
approach decision making with more openness tor ottterpretations of the
situation (ibid). Nonetheless, not knowing what thécome will be, and our
very humanness, means that we have ‘bounded ratyoran which to draw

when determining a course of action (ibid).

Cognitive ideas about how we make decisions athdurexplored below with
the notion of intuition or implicit knowledge. Theeslecision making strategies
are frequently associated with those experiencedparticular field of activity
or work (Morris, 1972). However in everyday lifatuition is a term frequently

used to describe how we go about decision making.
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Intuition and implicit decision making in practice
Intuitive or implicit decision making is suggested the mainstay of the

experienced decision-maker (Morris, 1972). Int@timethods have been relied
on by decision-makers, and have largely served thesll (ibid). Such
strategies provide an immediate response ofteensituation where there is
little information to go on.

Kruger and Dunning (1999) describe the phenomenacasscious or
unconscious competence. The perceived degree opeatence is commonly
inflated by those with limited experience in a pautar field, or by those whose
meta-cognition, or self-knowledge is deficient dipilt is suggested by Morris
(1972) that psychological needs may be fulfilledhwituitive decisions. There
is the comfort of habit and the view as we pretersée it. For example we
decide what to foreground and what to backgrounth@situation (ibid). Of
course this can offer a distorted view of eventsictvhmay be further
complicated by social and organisational procesddgse may include
situations where views are socially shared, or ttleed to perform to

organisational expectations (ibid).

Such a position allows errors in decision makingslip into individual and

group practice. The erroneous action or decisioty fma one that is made
habitually or one that is a departure from nornmratpce (Reason, 1994). When
something doesn’t fit an individual will attempt teconstruct it to slot into a
familiar pattern or schema. Reason (1994) suggests this behaviour is
Freudian in that the person has an unconscious wiske order. Behaviour in
groups is similar. When working together, thereften a ‘collective thinking’

in response to a problem. For instance when anomeécor event does not
conform to the regular pattern expected, trial amdor and sometimes

experimental responses may be tried by the grdoig) (i

In the rural scenario at the start of the chapher decision making was a mix of
these elements. There was a belief that birth veasggto happen given the
progress and approach of the couple. It could he et the group were
anchored to this view of what was happening. Onhermvprogress slowed was
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it considered that earlier predictions might haweerb wrong or at least
ambitious. The social cohesion of the group with dommon purpose might
have left little space to consider that progress wat occurring. Thus implicit
and intuitive decision making had the potentialmeslead us. Similarly the
social energy with a common purpose or expectatias a significant influence
in the situation. Conversely, it is possible tha happy outcome was in some
respects related to this sense of common purpgdeteewith the bias for the
anticipation of a normal birth. This idea will bgpbored later in this thesis in
relation to the role that birth place and beliethe possibility of normal birth,

play in regard to outcomes (Foureur, 2008; Legesyreur & Hastie, 2008).

As in the example above, decisions are almost alwiegde in a social political
context. So not only are decisions affected by previous learning and
cognitive frames of reference but they are alsecidfd by memories of past
conflicts and experiences with others (Hillel, Eontn & Hogarth, 1988). In the
next section the discussion moves to the influermeslecision making as a

result of group processes.

Decision making and group process
Environmental conditions involved in decision makimclude not just the

physical space but also political and technical ponents. Decisions about
transfer in rural maternity situations involve hayito negotiate with others,
both in the rural area and at the secondary caspitab. Invariably this includes
the politics inherent in groups.

Over time, groups which interact together becomeersonmilar in terms of their
preferred responses to decisions (Leiberman, 10N&@)ertheless, within these
groups power relationships exist which may or may lse overtly obvious to
the group members (Tversky & Kahneman, 1974). Thius dominant
behaviour by those with charisma can influence dgeas that are then
attributed to the group as a whole (ibid). In res® small group coalitions
may form giving rise to ‘game playing’ in order &zhieve personal goals or
have their preferred position adopted by the group.
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Bargaining is also a component of decision makihigrch, (1988) suggests that
the ‘cognitive frames’ of how individuals make cbe$ when making a decision
alone are not always helpful when trying to prediotv they would respond
within a group (March, 1988). Thus for decisions dmawithin groups,
normative and cognitive theories are not necegsariledictive of how
individuals will respond. Rather these theories tgbaute to a dialectic

influencing how others interpret and view the decisnaking (ibid).

In our rural scenario we were acutely aware of ilger social and political
ramifications of our decisions. The environment vggnificant on several
levels. Firstly there was the small group procegbimthe room. The decision
to transfer and when to begin this process neeulée tvorked out between us.
This decision however was not confined to the rdmmrather incorporated the
response and proximity of those that would needssist in the transportation
of the woman and her partner. There were also papas to be made for the
journey. We were also unsure of how we would beived at the hospital. In
other words, would we have the opportunity to pgstite equally in their group
process? How much these factors influenced oursibecito transfer was

difficult to tell, given that circumstances changad the baby was born in the
rural facility.

The challenge remains as to how best to facilitatshared decision when
transfer needs to be considered. This can be agpdawith time and
deliberation in other pregnancy situations but dvamced labour with the
prospect of having to move, this decision can Wécdit for the woman to
make. How the midwife conveys concern without cagisinnecessary alarm or
using coercion, is a skilled task. In the next isecthe topic of involving
women in decision making is addressed. While mdrmh® examples relate to
less critical situations, it would seem that thdding of a trusting and ethical
relationship with the woman during pregnancy presithe best foundation for
critical decisions in the future,
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Engaging women in decision making

Styles and models of decision making

For healthy women, decisions about their pregnamy birth should, like the
everyday decisions of life, be theirs to make (lHagd2000). In all but acute
emergency situations, decision making is expeatedet an enterprise shared
with the woman. However this may not be straighténd. Exactly how and to
what extent the woman feels able to participatly ful decisions about her care
varies. Below, three models or styles of decisioakimg approaches are
outlined. These include the paternalistic, infornaed shared models and also

an intermediate or hybrid pathway.

Paternalistic model
Paternalistic approaches to decision making retthe notion of prescriptive

theory discussed earlier in this chapter. Chat@belan and Gafni (1999).
suggest that paternalism has for doctors beendbmmihant approach to making
decisions about treatment...” (p.780). It involves thioman taking a passive
role and acquiescing to the advice of the doctooweéler midwifery
interactions with women can also be paternalistiarding (2000) suggests in
such a relationship a carer may listen to the wosngnestions and answer
them, but the professional believes that she as lesponsible for making the
decision. The objective of the communication igtiide the woman to the point
of agreeing with the decision that has been mdue asymmetrical relationship
is controlled in part by information gate keepiigd). Where the woman does
not agree with the plan she may be seen as beiffigutlj or non compliant,
and thus open to blackmail with regard to the vesfi of her baby (ibid).

Informed model
The informed model is one where a partnership iméal on the basis of a

division of labour (Charles et al., 1999). Inforiatis offered on all treatment
options with the accompanying risks and benefigd]i The individual then
makes ‘an informed decision’. This choice is nospdited by the health

professional and the person is not persuaded tagehieir mind (ibid).
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Leap and Edwards (2006) suggests that the way inhwihformed choice is
engaged in, can reduce the woman’s autonomy. Tdasre when information
is filtered by the practitioner. In some instantas is to reduce the amount of
information that is given, but it also can meart hgations are not offered that
the woman may well wish to consider (ibid). There also power issues
involved and women may be reluctant to “antagortissr carers” (p.100).
These power issues are particularly relevant iramisgtional contexts, thus
how free women are to engage in such a model asidecmaking depends on
the circumstances (Harding, 2000). For exampleg hospital setting policies
about routine procedures may already be in plaggnised primarily for the
comfort of the practitioners and the accommodataintechnology (ibid).
Moreover, often what passes as information givingynwell be that which

supports technology with the potential harms of thahnology withheld (ibid).

Shared models
The shared model requires that both the practitiand the client interact in all

aspects or stages of the decision making procgsshter (Charles et al., 1999).
This requires honesty from both parties on theefgrences with the aim of
reaching a consensus (ibid). Cooke (2005) sugtiestshe midwife explore the
woman’s values and beliefs and determine her pexfestyle of accessing
information and solving problems. Thus the way infation is packaged and
the pace at which it is offered can be individudfiyored allowing a woman
time to consult with friends and family and evatu#ite pros and cons before

making her decision.

The midwifery partnership model (Guilliland & Paiam, 1995) incorporates the
sentiments of both the informed model and the shamedel. Its principles
include individual negotiation, equality, sharedpensibility, empowerment
and informed choice and consent (p.44). These e@lenage considered central
to maintaining the woman’s autonomous status in fdkationship. It is
anticipated that during the ongoing process of tiagon each partner will
acknowledge the expertise of the other. The wonmahheer midwife are equal

within the partnership and responsibility is shargwbugh it is acknowledged
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that “there may be episodes which necessitate teife acting on behalf [of],

or speaking for the women” (p.45).

In some situations the woman may appear unprepartake responsibility for
her contribution to the decision making role (Codk@05). Such a position may
reflect the social positioning of a woman and haationships and other
aspects of their lives are managed (ibid). Therevidence that involvement of
women in decision making around childbirth helpatbieve positive outcomes
(ibid). However, if a woman'’s desires for her bietkperience differ from those
espoused by the midwife she may be reluctant tossafibid). It is of equal
concern when a woman is expected to assume fuponssbility for all
decisions to which the midwife merely acquiescdeesE situations represent a
breakdown in the relationship and are most likelypé related to the quality of
the communication (Hunter, et al., 2008); part dfickh might be the different
tolerance for risk of each party, which have narbtilly explored.

Hybrid models of decision making
The shared model of decision making (Murray, Clsa8e Gafni, 2006) has

been tailored to fit with the various relationslgpalities in primary general
practice. In other words the existing relationdbgween a patient and their GP,
provides a context in which a shared model of decimaking is appropriate at
particular times and with particular health iss#sd). For such a flexible
model to work, a relationship of mutual trust aedpect is needed (Thompson,
2007). For some individuals this would include mpation that fully shared
decisions would be an option, contingent of thetexin(ibid). Building on this
idea for nursing, Harbison (2001) offers a pragmapproach using an adapted
cognitive continuum model. This provides a respdaslered by the degree of
structure within the task, balanced by the timeilakbe to make the decision.
Thus the level of acuity and complexity would dietahe decision making

style.
To engage women in decision making Leap and Edw@@36) believe that a

sense of trust and safety needs to be establifhedsteffective for both parties.
And while this can be established after a shoruaitgance, it is more likely
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within an established relationship (ibid). It isopable that midwives and
women include aspects of each style at differenés, when making decisions;
potentially producing the hybrid model suggesteCwarles et al., (1999). This
would mean that the midwife would move betweengtyées depending on the
situation and the time available to engage in disicuin and sharing information.
It may be argued that such an approach is groundede relationship and

understanding that preceded the event for whickcgsubn was required (ibid).

In the rural scenario, a pre-existing relationsbfptrust and respect existed
between the woman and the midwife. Plus, continggslans regarding the
possibility of transfer had been discussed durmgraatal visits. It was difficult
to define discrete models of decision making durialgour as within this
relationship decisions up to the point of transfere a mix of styles, both
shared and prescriptive. The major decision aba@utster was put first as a
suggestion which the midwife based on her profesdigudgement of the
circumstances at the time. This was accepted witoestion. Whether this
was because of the woman'’s trust in the midwiféf@he felt unable to decline

or argue is unknown.

| return to the rural context and the scenaridmfinal section. Next however |
focus on processes for unravelling components ofims. Ideas and strategies
are presented for reflection both during and aéeents. The work of the
authors canvassed above, suggest that developnadpitof reflection enables
practitioners to improve their understanding of tgnitive and environmental
influences on their decisions. The aim is to madese of what has occurred

and improve the quality of decisions in the future.

Strategies for improving decision making
According to Mok and Stevens, (2005) midwives ugkerent decision making

styles and systems when approaching a problem.eTinetude a range from
hypothetico-deductive models based on systems ythand probability, to

spontaneous decisions regarded as intuitive (il8d)ne emergency situations
in rural practice are amenable to the normative @ngrescriptive processes;

for example, active resuscitation of a baby or m@ntof postpartum
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haemorrhage. For these rare but critical events fibagrams based on
probability are valuable. However decisions suchttzt described in the
practice scenario involving a decision about transippear more complex. It is
this complicated mix of styles in practice decisidhat Schon (1991 & 1983)

addresses with ideas about reflection, and refledti action.

Reflection in action
The ‘messiness’ of practice is the focus of Sch@h333) work. As considered

earlier in the chapter, there is a human desirdin rational and orderly
processes to avoid the discomfort of uncertaimtyhis quest there is the danger
that phenomena which don't fit get ignored. Howewas this lack of fit that
Schon suggests we need to attend to, and that tiatoe seeking to reduce the
discomfort it is important to accept confusion @ipiThis is not to say that we
should paralyse ourselves with reflection during éveryday tasks but rather

remain open to the possibility that a change of piey be needed.

A false perception of a situation can blind us toearor of judgement made
early in an assessment (Reason, 1994). Such ati@ituaould then be
confounded by subsequent actions. Schon (1983)estgyg habit of reflection;
not just retrospectively but also in the midst cdqtice can alert the practitioner
to the potential for biased interpretations of @geas they unfold. This fluidity
and responsiveness is described as a habit of felaikion”. The practitioner
does not stop what they are doing but endeavouileetp alive in the midst of

action, [bringing] a multiplicity of views of thetsation” (p.281).

A habit of reflection to take stock after an evenalso recommended (Schon,
1983). This provides the opportunity to consideneotperspectives and to
incorporate new knowledge (ibid). Retrospectivdertion requires an act of
review and description, not just of events leadipgo a decision but also of the
accompanying emotions, fears, reactions and felifilggd). This approach
interrupts fixed practice patterns to enable théividual to embrace other
aspects of the situation which may include “compigxincertainty, instability,
uniqueness, and value conflict” (Schon, 1983, p.A8y or all of which may be

features of the decisions made by women and midwivéhe rural setting.
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The contribution of reflection for future decisiomaking
If decisions are retrospectively untangled, ther¢he opportunity to highlight

the degree of implicit versus analytic componenithiw the decision process
(Morris, 1972). Such scrutiny can also highlight therson’s tolerance for
ambiguity and uncertainty or reveal how reasonablke decision was in

hindsight and what has been learned from the expeei(ibid).

Further analysis could be done around the roléress or desire that influenced
the decision and how these emotions were playedunng the event (Morris,
1972). There is the opportunity to view perceptiabghe time and decide if
these were distorted by any of the personal oasdnoal factors. For example,
the degree to which the ‘rule of thumb’ was reliea for a solution (ibid).
Questions might include: What were the figure/gussues? How did we
decide which aspects to attend to and in whichr@riléas what we saw as the
priority appropriate for the situation (ibid)?

Midwifery decisions are assumed to be a mix of teeécal understandings from
the physical and social sciences as well as tlse(&rtldiqui, 2005). Intuition is
also commonly included as a component. Howeveritiméu actions by
experienced practitioners are often difficult toptae in order to chart the
cognitive processes involved (Nakielski, 2005). Isuatuitive knowing in a
clinical setting is thought to be associated witmix of practice experience,
pattern recognition and a blended knowledge ofsttiences (Siddiqui, 2005).
The combination of these elements is thought towvigeoa gestalt, or sense of
the overall issues, which leads to a response winictine surface, appears to be

an intuitive.

To guard against over reliance on intuition Siddi(@005) suggests that the
separate elements be teased out and exposed togdruthe light of new

knowledge. Such a dynamic process could resultpragis and arrival at a new
level of knowledge which can be incorporated inttufe decisions (ibid). For
this to occur, the midwife needs to be aware ofdven views and beliefs and

understand how these influence these discussiongg,)2005). This awareness
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needs to be combined with reflective skills andabdity to recognise and deal

with novelty within a situation (ibid).

However, there may be dissonance between theorsgmused by the
practitioners and the theories used in their evayygractice (Nakielski, 2005).
In other words they don’t necessarily practice wihiaty preach. Such
unreflective practitioners according to Nakiels®0Q5) are reassured and
comfortable with habitual practice and often malkecisions on outdated
information. Thus not asking the question — whaarifthing would | change
next time? (ibid). One problem is that when midwiwdhange their practice to
incorporate reflection they enter a period of lowempetence. This can be
uncomfortable to maintain particularly if the piioner is not encouraged and
supported. This will usually result in a return earlier practice habits in a

search for comfort and familiarity (ibid).

Story telling is commonly engaged in by midwivesdamsed as a way to
introduce and make sense of practice decision®§8kj 2005). However, these
moments of reflection may not be as unproblematichey seem (Mattingly,
1991). While story telling can be a tool for gamian understanding of events
following a practice event the strategy also hamtétions (ibid). Such accounts
are usually more dramatic, with bits filled in fow (ibid). Thus they are
difficult to contest or challenge for accuracy ae desire for order and the
maintenance of self esteem can influence the ge{lattingly, 1991). Kirkham
(1997) agrees, and suggests that much reflectorg glling has a “hindsight
bias” (P. 259) to protect the self image. For exi@miiere is generally a moral
to the story, which usually sheds a favourabletlgh the teller. Therefore the
interpreter of stories needs to understand thesgalions, be aware of the
assumptions and assume that there are multiplepretations possible of the

same set of events (Mattingly, 1991).

Leap and Edwards (2006) describe different verswinstorytelling as ‘real
talk’ or ‘chat’ (p. 115) that women engage in, pafarly around birth stories.
Such stories can provide a vehicle for reflectionewents during pregnancy or

around birth and allow future decisions to be adivat in an informal way
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(ibid). In the context of a respectful and trustinglationship such
communication can provide a way to exchange compdarmation and

understand the needs and aspirations of each other.

In the rural situation reflection on the events] #ime decision, needs to be seen
not just in the context of the relationship, or thedel of decision making, but
also lodged within the rural environment. This dsl@essed next in the context

of the rural scenario.

Decision making theory; adding the rural context
Taking a decision according to Fishburn (1972)nspéy making up our minds

and is a “deliberate act of selection” (p.19). Bems commit us to a set of
actions or inactions, though these are not irrébiersand can change in
response to altered circumstances or desires .(iBldnging ones mind about
the direction being taken may be prompted by dsfsation with the way
things are going within the constant flux of ouvieanment. These changes can
thus be seen as normative in that they seek tomseiutility and satisfy desire
(ibid); in other words looking for the best outcomehe birth, while preserving
the woman’s hope of birthing her baby normally. $hwhile we may be
anchored to a particular position, environmentalitipal and social influences
rather than cognitive calculations about outcomay nmvell be the catalyst for
change (ibid). Consideration of these externaloiactan add to the urgency to

make a decision; in this case to transfer.

In the rural scenario we were aware that we wetsidel accepted guidelines
for duration of the second stage of labour, andjtinestion of transfer needed to
be raised (Ministry of Health, 2007). Prolongeddabin second stage with a
first birth is deemed to be a level two referrddistmeans that the LMC in
accordance withSection 88 of the Maternity Services Notice, (200Wjst
recommend consultation with a specialist. Therscspe for the midwife to
vary these responses taking into account their restpee and skills and the
particular clinical and personal preferences ofwlmenan. Thus a midwife in a
rural area may elect to transfer care at the losvel of the guideline in some

situations, or conversely make a professional jotkge in consultation with the
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woman as to when it is appropriate to consult angfer (Ministry of Health,
2007).

When reflecting on this event, it seemed that #n@silon was primarily made in
relation to the clinical situation and in line witbractice guidelines. The
decision to transfer in this scenario was the emdtf a decision process that
potentially began as time ticked on and progredshdt appear to be happening.
It seemed in hindsight, given that the woman ewahtubirthed without
assistance, that we were premature in our assesshdhe situation. It is
possible that the slowing of labour progress wdated in part to a growing
anxiety in us (the midwives) or in the couple. Waere a frown, or a change in
our demeanour that sent a signal of increased Wwaitelss or concern? Was the
woman or her partner feeling that this was not hioshould be? If so, did a
doubt set in train an interruption to the flow ofytocin (Foureur, 2008); or was
this labour pattern unique to this woman; constisteith her physiology and
hormonal rhythms?

Our next move was to locate the ambulance and gerénansfer. This meant
that transfer of care was not a simple hand owarehtailed a journey of 1-2
hours depending on how soon an ambulance coulddweded. In this scenario
we had to wait at the rural facility, thus the pbsiy of intervention was
delayed. In this situation the weather was notsane, however in winter this
area is subject to snow and icy conditions. Onlaratight these factors would
have needed to be added to the mix.

It is possible that coming to a decision to trangf®vided the sense of purpose
that allowed the woman to relax and birth her balhe delay in transfer may
have provided the woman with the opportunity tatbin the place she had
chosen. An earlier transfer may have resulted e liaby being born in the
ambulance in less comfort and safety. Equally thé& may have increased the
risks to the baby if progress had not occurrechbour. What the scenario does
exemplify is the importance of timing for some &gans and how distance and
delays can occur in the course of rural practiceef®s these particular rural

issues, when decisions are made about transferemir@onmental context
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requires the balancing of the desire for a locahbexperience with a safety

margin for a baby who might not be able to suséamolonged labour.

Summary
Decisions need to be made in any setting when theome is perceived as

uncertain. Probabilistic calculations can be madgings mathematical
computations of probability. These linear projesti@re based on a logical and
rational expectation of what will happen next andynbe used as a means of
providing prescriptive advice as to the most lobidacision to make. Such
decision making trees while helpful in some decismaking contexts, do not
account for the cognitive, social and emotional ponents of a situation.
Similarly they do not account for how groups malecisions or how the
particular contextual features influence those mgkihe decision. Thus
descriptive theories are offered to explain howiiitlals use a range of
heuristic devices and biased reasoning to manag®lea decisions; these
include biases of representativeness, availalality anchoring.

Styles and models of decision making were canvaSsezbse included intuition
used by midwives and others as a way of dealing wiitdefined situations.
This idea is examined for its contribution to demis making but also its
limitations as an uncritical strategy. Models artgles of shared decision
making were also discussed. These included paistinainformed and shared
styles. A hybrid mix of these styles is an option practitioners to draw on in
different situations; though it is suggested that quality of the relationship of

trust and respect is foundational for this to berapriate and successful.

Reflection is proposed as a tactic to examine #wstbn making and to tease
out biases, emotions and distractions, with theditearning from the situation

and improving how we make decisions. Such refleatian also be incorporated
into the activity to avoid the possibility of compuding an error of judgement
at an earlier stage. It is assumed that any rélecn an action, whether in the
midst of the activity or after the event will berpal; a reconstruction of

fragments with the luxury of hindsight. Despitedb@eservations, retrospection

can bring clarity not obvious at the time.
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How rural women and midwives make decisions arowadsfer is the aim of
this study. Of interest in view of the literaturanvassed above is to what
degree the strategies and styles of decision makiegimilar or different for
each group. Also of interest is the part, if amgflection plays both in the
process of deciding about transfer, and when |lgpkiack on events with the
benefit of hindsight, what contextual factors adentified as influential. To
research this complex process a mix of methods &g chosen. In the
following chapter the mixed method research (MMRpraach to the study is
presented. Typologies, or options for the designdiscussed, and the rationale

for choosing a concurrent mixed model design fa pinoject justified.
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Chapter Four: The philosophical approach to the
research design

Introduction
In this chapter a rationale is provided for theotleéical and conceptual

approach to the research process. Assumptions wiasica arisen from theory
presented in the previous chapters are linked & stindy aims. A mix of
methods was chosen to provide alternate perspsctimethe subject of rural
maternity transfer decisions. Ways of combining hnds and analysing the
data is examined with reference to Tashakori aratli&s (2003, a) handbook
of Mixed Methods Research (MMR). Mixing methods hielitional links to

pragmatist theory and these ideas inform the dathegng processes

undertaken in this research.

Methods can be combined in numerous ways and adiiected in a parallel,
sequential or iterative manner. To structure tesearch a modified concurrent
mixed model design was chosen as the best fit.mMbeel accommodates the
relatively independent quantitative and qualitatsteands of the study, where
each strand is analysed separately. The inferesmeeshen drawn together to
provide a meta-inference, or thesis on which thikdiwy and worth of the

research rests.

The assumptions and aims of the study
The aim of this research is to explore how wometh @mdwives arrive at the

decision to either stay, or transfer from a prinfamal maternity facility to a
secondary or tertiary facility in labour or postthi For the purposes of the
study it is assumed that rural maternity facilitiedNew Zealand form a small
but important part of a regionalised perinatal sysbf primary, secondary and
tertiary facilities; these being linked with esiabhked processes and protocols
for advice, referral and transfer (Board of Hed®bports, 1976 & 1982). This
arrangement assumes that birth can happen safelyefowomen, near term, in
rural areas (Ministry of Health, 2004, 2006; & 20O0Rosenblatt, 1984,
Rosenblatt et al., 1985).
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Skilled practitioners working in rural maternityrgiees comprise a primary
health care resource (Canadian Medical Associafi®f4; Hart, 1997; Nesbitt
et al., 1997; Nolan, 2002; Tew, 1995), and midwieesbedded in their rural
communities alongside the women, for whom they i®\care (Baird, 2005:
Patterson, 2002). In addition rural practitionens @heir families contribute to
the social and economic viability of the rural a(el@lmes et al., 2006; Klein et
al., 2002).

Decisions about transfer from a rural facility aaeely simple. They are often
made within a temporal space where events evoligkiguthus decisions are
taken in action within a’ murky’ context (Schon,883) with uncertainty as to
outcome. This is also the point when care move® fpoimary to secondary or
tertiary care, which is at the heart of this stu@iifese decisions can have a
lasting impact on women, their families and thecptianers involved (Creasy,
1997; Walker, 2000). In addition decisions aboahsfer impact variously on
the long term viability of the local maternity sex (Green et al, 1990; Griew,
2003; Kornelsen & Grzybowski, 2005; Nolan, 2002ady et al, 2003).

These assumptions relating to a regionalised matesystem; the contribution
of skilled rural practitioners to the communitygthomplexity of many transfer
decisions and the impact of these on the viabiitythe maternity service,
underpin the primary aims and objectives for thisdg. Further, given that
much of the research examined previously was uakiemt outside New
Zealand, the assumptions could apply equally, t@lrmaternity services

internationally.

The search for aresearch design
To marry up the assumptions and aims for this ptpje flexible conceptual

framework was sought. A further consideration wihat tthis thesis would
represent the ideas of the participants and cantib for whom the work
needed to be both recognisable and accessiblkisliséarch, the work of other
midwife researchers in New Zealand was read. Thé& wbboth Hendry (2003)
and Skinner (2005) consider the study of rural mmétie organisation and
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decision making. In addition both researchers wsaux of methods to collect
their data.

Rural maternity service provision was explored bendry, (2003) who

approached her study informed by complexity theo. modified

environmental scan developed by Boeham and Litwiri999, was used to
provide an overview of South Island rural materrsgrvices. This adapted
framework included the following factors, demographgeographic, socio-
cultural, economic, political, technological, h&éakervices development, and
midwifery professional development nationally. Tinéention was not just to
provide a snapshot of the extant service arrangenian also, to capture the
complexity of these services within their respezttontexts. Complexity theory
“ recognises that organisations are living systemtsch have been created by,
and in turn, have influence on, those living sysemthin them; human beings”
(Hendry,2003, p. 81). Thus the history, people gadgraphic location affect
how guidelines and service specifications are jpmeted and the service
delivered. The results of the scan produced somehmearking material but
also demonstrated that the midwives found waysatogate the complexity of

the maternity system in order to provide care fomen in rural areas.

The abstract concept of risk was examined by Ski(@@05). Of interest was
how it was interpreted by midwives, and how theyedcin response to the
perception of risk in practice. A mix of survey afotus group methods was
used to explore the topic. The philosophical apgnotaken by Skinner was
informed by Baskar’s (1986) work of critical reatisThis theory suggests that
the exploration of phenomena should be done witferént lenses to provide
more information about the research topic. The perof the theory suggests
that knowledge is fallible particularly when appligo the social world.
Nevertheless such knowledge despite its contingesn@an prove to be
emancipatory as the research exposes opportufotiehange that individuals
can consider, and possibly act on. The researcheing from the position of
critical realism needs to be aware of the illusioh€ommonly accepted truth
and knowledge and as part of the fabric of theadagorld they are exploring,

understand and be critical of their own role.
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The work of Hendry and Skinner provided some idg#fdsow a mix of methods
and a critical reflexive lens can offer differenays of viewing the data. Their
study designs also provide the opportunity to teagean explanation of what
appears to be the current beliefs and arrangemamdsyvith this exposure, the

possibility for change.

In common with Hendry and Skinner, | too am a midwwho has been
immersed in the area of interest for my study. Adow to Rallis and Rossman
(2003) a researcher must have some theory aboupribl@dem in order to
conduct a meaningful study. Further that “...the \Weand the positioning of
the enquirer are tangled with the enquirer's plojpdscal understandings and
beliefs” (p. 103). Thus my motivations and assuondi have invariably
influenced how the study was conducted and the atzéysed. However it was
also about practicality. The aim was to provideesadiptive work that would
resonate with rural women and midwives. Moreovieat the inferences from
the data might highlight personal and environmeatgects of rural practice
that impact on how transfer decisions are madesThese could indicate areas

where change was desirable.

A pragmatic approach for a complex study design
The aim of this study is about a practical practéseie; that of decision making

around the need to transfer. In particular my ggerwas in the transfer
decisions made in regard to well women near terra wduld reasonably plan
to birth in their rural area. Therefore it was impat for both midwives and
women to be included. In addition to their voicassurvey was designed to
capture a snapshot of transfer patterns and redsortsansfer. As noted in

chapter one, this information was not availabléhatbeginning of this study. A
survey also offered the opportunity to capture mixtdocal, logistical and

service arrangements, plus provide an environmertdatext for the transfer
statistics and interview data. The complexity o$ tthescriptive study required a
flexible and responsive approach. Thus the ideggagmatism, which fit well

with a mix of methods was used to inform the dathering processes.
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Mixed Method Research study designs have rootdhénpragmatic research
tradition (Teddlie & Tashakkori, 2003). These ideaserged in the latter part of
the 19" century to challenge the dominance and methodwbgionstraints of

the traditional, positivist and post positivist @asch conventions (ibid). To
provide an overview of the pragmatic tradition dhdorists | have drawn on
Maxcy’s (2003) work. The theorists included arer&ei James, Dewey, Mead,
Bentley and Rorty (ibid).

It is suggested that these founders of pragmatieme \all influenced by their
rural American experience and belief in the abibtfyhumans to improve their
lives (Maxcy, 2003). Ideas were seen as merelyunstnts that ought to be
tested in the turmoil of real life. In other worttee researcher, as all others,
should be judged on their deeds rather than amgeslass or theorising.
Therefore thought needed to be linked with actiand theory to practice,

within a dynamic environment (ibid).

While each of these scholars brought their own take pragmatism and
pragmatic research methods, they were united iactiag any notion of a
fundamental truth; in particular the assumptiort the post positivist research
method was the only way to inquire into social gimaena (Maxcy, 2003).
Their challenge came at a time in history whendhgas a move to find more

creative ways of exploring subjective experience social behaviour (ibid).

Peirce, a scientist, is considered the father agmatism (Maxcy, 2003). His
belief was that in order to survive; habits are edeped that then become
beliefs. Thus in response to a problem there isoffien to flee or explore it.
For this, a mix of methods and strategies coulddeeloyed using both
inductive and deductive experimentation (ibid). N&h James’ twist on
pragmatist inquiry was the use of mixed methodexplore psychology and
religion. He divided the sciences into two groufstural’ which involved
observation and ‘pure’ which involved classificatidogic and maths. Thus the
former was hands on whereas the latter was veryhmautheoretical exercise
(ibid).
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Mead advanced James' work into social psychologyhnmfluenced by Darwin
(Maxcy, 2003). James was interested in the relgkims between mind, self,
arts, language and society, plus the relationshgis/een these concepts. His
belief was that all reality was in process andmt favour any one perspective
(ibid). The construction of thoughts and perceibie believed, were born of
action rather than theorising. Thus positioned idendt accept the simplicity of
cause and effect but rather “a theory of probaddit (p.69). Science was
viewed as a continuous adjustment to the new oelp@ensistent with human

behaviour.

A pragmatic theory of inquiry was pursued by Dew@fis began with a
problem which was reflected on, reasoned about,tlaed tested out (Maxcy,
2003). This pragmatic inquiry method Dewey alsoligopto values. He did not
accept objectivity or impartiality, nor relative kgactive meaning for
individuals or groups (ibid). In place of these rertes Dewey settled on
‘naturalistic’ and fluid inquiry; a common sensepeagach informed by ethics
(ibid).

Building on Dewey’s pragmatic traditions, Bentleycfissed on the process of
government, suggesting that behaviours were godermeg lobbyists and
officials (Maxcy, 2003). His transactional idea w#sat action prompted
behaviour which then developed relationships. Tkn@svledge was seen as the
outcome of behaviours (ibid). For example the regea cannot sit outside of
the behaviour in the field, but rather engagesrasntegral part of that field
(ibid). So, with a pragmatic approach, multiple hoets and tools were

considered “subservient to the tasks” of the ing(x.75).

In the latter part of the J0century the focus for science knowledge was on
logical and empirical methods seeking the origithef problem (Crotty, 1998).
However this time in history also saw the re-emecgeof hermeneutics and
critical theory. Rorty (1999) included aesthetiereénts of poetry, language and
context into the research inquiry. He saw the simes of the science
vocabulary as ‘language games’ which were not rsacéyg congruent with the

context and changing nature of the needs of theimdibid). Postmodernism
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was not seen by Rorty as just social relativism tather a “philosophical
pluralism” (p. 276). This was not to suggest thatrg culture or position had
intrinsic worth, but rather that all findings arensidered equally valid.
Nonetheless, all are subject to a level of criteadluation as to their utility.

This notion of utility means that pragmatism hasrbassociated with ideas of
the most convenient or tidy outcome, which ignocemflict and power
relationships between people (Crotty, 1998). Inedeé of the pragmatism
founders, Crotty (1998) suggests that “[tlhese gbsiragainst pragmatism are
harsh and, insofar as they are levelled againstfabhaders of pragmatism,
betray a simplistic and distorted reading of pratigna’ (p.62). And further that
“...pragmatism has more than enough in common witth [plhhenomenology
and critical theory for fruitful dialogue to takéape” (p.63). Thus the potential
for such a dialogue provides a bridge across pgmadioundaries, even if only

through a mixing of methods.

While no particular pragmatic theory or theorisfalowed exclusively in this
research, the processes used in the data colleatomformed by pragmatic
ideas. The criterion for pragmatists is effectiv@ner what will get the job done
with validity resting on the usefulness of the neethThe utility goal however
still requires transparent and ethical conduct ehalf of the researcher with
each step in the process clearly communicated astifi¢d. These elements
include acknowledgement of the underlying assumptiof the researcher as
outlined at the start of this chapter, plus thepdido of reflective and flexible
procedures when research occurs within dynamidyexgpenvironments; thus

naturalistic and fluid inquiry, informed by ethi@daxcy, 2003).

A mix of methods for the research
In recent years there has been a challenge toigarawjidities, where these are

seen to unreasonably constrain research inquirgidfiee & Tashakkori, 2003).
These departures from traditional research metlogid! purity, have
contributed to the growing phenomena of mixed metlesearch. According to
Teddlie and Tashakkori (2003) MMR is in its adobsscperiod. Scholars agree

to disagree on many aspects at this point in tame, major areas of definition,
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nomenclature, design and how inference can be dresvnain controversial.
This would suggest that the use of mixed methodsareh is a comparatively
new phenomenon but this is far from the case amuwsrcombinations of
methods have been used by researchers over timkzast of which, have been

the pragmatists (ibid).

In the 1950’s there was a movement away from theomaf objectivity in
positivist research (Teddlie & Tashakkori, 2003udtes began to incorporate
gualitative methods to help explain quantitativeufes. Researchers also began
to question the nature of reality leading to thevedl@pment of qualitative
methods including constructionism; popular withe@ghers looking at social
phenomena. What followed was a period of “paradiganity” (P.7). The
combination of methods was thought to lead to ariplg of paradigms; such a
mix potentially invalidating the findings. It wasggested that only a coherence
of method and philosophical positioning could behbagorous and ethical
(ibid).

A pragmatic response to these so called ‘paradigms’vwas the incorporation
of triangulation described by Denzin and Lincol®@2). This was to provide
the opportunity to view the subject under studdifferent ways, each making a
complementary contribution which could potentiatigver the weaknesses in
the individual methods and contribute to the vaidif the findings (ibid). Thus

the simplicity of the triangle is replaced with tbemplexity of the crystal or a
montage where differing perspectives provide illmation, though not

necessarily elucidation or explanation (ibid).

Triangulation has historically been associated wigtvigation and surveying
where two or more perspectives are used to measwagiable. Berg (2001)
explains that triangulation involves three sighsinglirected towards an
unknown point or object; the intersection of whi¢dbrm a small triangle or
“triangle of error” (p.5). Thus the location is deed to be the centre of this
triangle. For success, each triangulation methodstnbe of equal error.
Erzberger and Kelle, (2003) suggest that as a qoesee, triangulation loses

some of its precision when moved from its originsé.
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Choosing a combination of methods for data gatigehowever, very much
depends on the question being asked (Rees, 20@0¢xBmple in some clinical
situations observation may be more appropriate Hraimterview particularly
where behaviour and actions are automatic and weuagable to describe
accurately, what we do. Thus it is tempting foesearcher to cover their bases
by employing a range of strategies to attack tlearsch question (ibid). The
danger is that the derivative roots of the methodm@thodology may be
overlooked and expectations overly optimistic fdralva mix of methods can
achieve (ibid). Caution is also advised by Denzml &incoln (2003). They
warn that those paradigms with particular histdrimad philosophical world
view positioning cannot be mingled or synthesisBuus methods need to be
teased out to provide transparency of the intend #me philosophical

positioning of the researcher regarding the anslysthe data.

Crotty (1998) agrees but resists the simplicitydofiding research approaches
into quantitative and qualitative categories. Ratlesuggests that the divide is
further up the chain at the epistemological posit{id). Epistemology or
“how we know what we know” (p.8) is concerned withat we believe is the
nature of knowledge. This is grounded in a phil¢scg position, with regard
to what it is possible to know. Further, that thes objective/positivist or
constructionist/subjectivist. From this startingirgothe researcher threads
through their theoretical perspective before chagpgheir methodology and
methods for the research project.

There is however, no magic to mixing methods adogrdo Patton (1990).

Thus no tidy integrated result can be anticipatdther conflicts should be
anticipated as the analysis may not lead to a tidgvergence. A certain
acceptance of variable results is thus warrantetlcame needs to be taken in

how these are presented (ibid).

Tashakkori and Teddlie (2003, a) acknowledge thxing methods presents
challenges in regard to nomenclature, utility, gagan foundations, design

issues, how inference can be drawn and the logisifcactually doing the
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research. However paradigms can be acknowledgddMR by keeping the

methods and paradigms independent of each otheas$ist researchers the
authors identify 40 research designs to match tims &f intended research.
Thus decisions need to be made about the numb&rasfds, the methods and

how these will be mixed (ibid).

Meeting the research imperatives: Typologies and study
designs using MMR
In applied fields, as in this current study, thelgis to meet the information

needs of the stakeholders; thus a study may be\aluation exercise” (Rallis
& Rossman, 2003, p.492), rather than one with & pheoretical purpose. If
evaluation is the purpose then this calls for “deson, comparison and
prediction” (p.493). This can occur where methods rmixed, often with one
phase informing another in an iterative fashiondjibSide by side designs
include components of triangulation such as comatian, complementarity,
plus those that enhance, elaborate or expand.ratiey between the strands of
the model types may also be iterative or linkedadhyitally (ibid). Alternatively
they could be ‘nested’ or embedded with one metpmviding a “creative
tension” (p.496).

Holistic designs by contrast provide for a simu#tans building, resulting in an
integrated result. Where different values and tesamerge, transformative
designs can create a dialogue across the diffesdind). Options suggested by
Currall and Towler, (2003) include integrated dasigvhich are largely based
on a single method. These may be two phase segldasigns or methods that
are mixed in all the steps of the study (ibid). $hie pragmatic traditions are
reflected in designs which build around the nedd&® inquiry. This freedom
to align the conceptual framework with the studysis addressed later in this
chapter in relation to the adaptation of a mixedietl@esign for this research.

The importance of inference in MMR
The drawing of a meta-inference is the most impandase of the research and

on which its validity rests (Tashakori & TeddlieQ(B). Such an inference
should have a ‘gestalt’ or sense that the sepanégeesnces from each strand

belong to the whole. And as with any research ptdjee quality of the data and
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the analysis are both critical, if the final corstins are to be meaningful and
useful (ibid).

To achieve a synthesis or meta-inference with a ofixmethods presents
challenges (Erzberger & Kelle, 2003). Inferences/ rha made following an
inductive process. However it would be naive togasj that such results are
arrived at without some prior expectations of tlesearcher (ibid). In other
words, the assumptions preceding the researchgprsge in place expectations
as to how the data will emerge and which aspedtwiattended to and which
backgrounded; similarly, what theoretical perspesi will be applied,
deductively (ibid).

Inferences are more likely to be arrived at withogical reasoning process
(Erzberger & Kelle, 2003). While this is so for djtative studies, even
guantitative results are based on probabilisticcudations and subject to
influence from assumptions and research conven{ibid). There is therefore
a risk that given the human desire and expectdtioma degree of tidiness and
logical synthesis that the ethical behaviour ofréeearcher could be challenged

in some instances (ibid).

How much confidence the reader can have in therante arrived at, will
depend on how well the researcher has steppedh@utréasoning and rationale
for the study design (Miller, 2003). This will inde the mix of methods used
and how helpful the typology or model proved to(ibed). Thus a first step is a
reasonable explanation of what has been done apdRwhnt of this explanation
should include some determination of the complegityhe study area which
will allow the researcher to “sensibly critique tissues at stake” (Miller, 2003,
p. 448).

In mixed methods research there may be the opptytton provide a further

synthesis depending on the study sequences (MHR@03). For example one
strand either quantitative or qualitative is seddcto provide the shape of the
final analysis thus the results from one method dominant in the research

conclusions. This is described as the processparsaenience (ibid).
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Whatever method is fore grounded tidy solutions uthonot always be

expected, as a combination of qualitative and dgizive methods may

converge, be complementary or supplement findiggsially they may diverge

and even be contradictory (Erzberger & Kelle, 20@&jch studies may produce
a third proposition or syllogism (ibid). Such inface could emerge either
inductively or deductively and would be the besplaration given the twists

and turns of the study (ibid).

So it seems that ‘inference’ in MMR terms is bottogess and product; its
validity resting on the logical and reasonable coration of methods applied
appropriately to a particular area of inquiry. Asall research endeavours the
process of making sense of findings involves abeedite act of reduction and
synthesis that affords the best explanation forstndy results. What also needs
to be transparent, are the biases and assumptiotiee aesearcher/s. These
strategies however, might not be enough to satisé reader with strong
paradigmatic allegiances or those that seek judticethe oppressed. These

challenges for researchers working in MMR are atergid next.

Engaging the reader: The importance of appeal
Most readers of research have a preference forexpeértise in, particular

research methods and paradigmatic positions. Sandkil (2003) suggests that
the challenge for the researcher working with a ofixnethods is to be able to
engage their readers from both sides of the pamadiyide. The writer

therefore needs to present the findings in an dipgeavay if they are to

persuade the reader of their merit. This includes grovision of convincing

conclusions that honour the traditions and pamiculepistemological

foundations for the methods used (ibid).

Sandelowski (2003) rejects the claim that mixedhoétresearch is a way of
tackling weaknesses in a single method. Rathersuggested that “[i]t is not a
weakness or a limitation of any quantitative stutlyat case-bound
generalizations cannot be drawn or that samplesiatrénformation rich” (p.

329). Such a position may be used to avoid adherenthe standards expected
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for each research paradigm. For example the colmvenaround writing up a
piece of post positivist research requires a lir@acess, written in the third
person, whereas in qualitative research “the vutés conceived less as an end
product of inquiry than as inquiry in the making’330).

Sandelowski’'s (2003) comments in regard to bridgitlge paradigm
expectations of readers unfamiliar with or not paded of, the merits of MMR
research designs provide an added incentive in shisly to provide a
transparent and ethical process. However challaisgecomes from those who
work within a critical social science framework. W¢hthere is optimism for
what a mix of methods and a pragmatic approachachreve, these theorists
remind us that issues of social oppression canvieelamked in the drive to

arrive at convenient or popular solutions.

Accounting for marginal groups in a mixed methodusty
The use of a pragmatic mix of methods accordingviertens (2003) can

potentially mask issues of oppression for thosthénstudy. This is of particular
concern when vulnerable groups are involved. Giliticeory assumes that there
is no neutral knowledge, that knowledge is powerd d@hat the study of
marginal groups should enable their voices to lsdébid). The contribution
of critical theory is the understanding of and esyre of discrimination and
oppression in all fields of human endeavour. Thesdyses primarily centre on

structural notions of socioeconomic status andsq(eosd).

According to Mertens (2003) part of the researcheole is to analyse power
interests and how these can be challenged. A ariicalysis also assumes that
researchers have a responsibility to act on thedirfgs in concert with the
group towards a transformative or emancipatory .gbais outcome entails
grappling with the complex historical events anc tbrganisational and
economic factors within the wider situation. Forstbo occur, the researcher
needs to avoid leaning too far towards objectivitlytoo far towards complete
immersion in the researched group. Either positmmd cause the researcher to

lose perspective and leave little option for aistialway forward (ibid).
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A conceptual frame for the study
Multiple paradigms are being used by researcherskimg with a mix of

methods (Tashakkori & Teddlie, 2003, a). Such acgaould well justify the
use of both pragmatic and transformative-emancigat@ridview orientations
in a research project (ibid). However their comboradepends on the values
espoused in the research and the nature of tharobsguestions. The challenge
from Mertens (2003) about the possibility of slipgiinto a relativist trap if a
total pragmatic line is followed is acknowledged. this current study it is
possible to view the participants as a marginaliggdup vulnerable to
exploitation. Thus a research approach from acalittheory could apply.
However, the desire to describe the influences ecistbn making and the
contextual factors involved appear to sit more itgadithin a pragmatic
naturalist inquiry paradigm. This positioning doast preclude reflexive
interpretation of the data. Further it allows foritical comment should
underlying behaviours and ideological structuresekposed which impact on

how transfer decisions are made in rural matearg.

To structure this study a concurrent mixed modsigte(Tashakkori & Teddlie,
2003, b) was selected as the best fit. In this intbdee are two distinct strands,
one from a quantitative and one qualitative traditieach with a different set of
research questions. The design is parallel withh esesearch procedure
relatively independent of the other. Therefore, dh&ga may be collected at the
same time or, in different time periods. While eatiland might be informed by
data emerging in the other strand this does ntiente or change the process
during the data collection or analysis phases. J¢pmarate research processes
are conducted, written and analysed consistent tvél respective quantitative
or qualitative conventions. The inferences arria¢dor both strands are then

drawn together to reach a meta-inference (ibid).

However in this study there are two sets of inewdata within the qualitative
strand. These both address the same researchagusstihe concurrent mixed
model design has been modified to accommodatedtfiesence in this project

(figure 1). In this research no strand ‘supervenasother (Miller, 2003).
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Rather, each strand provides a particular perspeot the research question/s

and contributes equally to the meta-inference adiat in chapter nine.

A modified concurrent mixed model design

Quantitative strand Qualitative strands
Rural Maternity Surve Womens and Midwives’ Views

Research Research Research
Question Question Questiol
\ 4 Y A 4
Collection Collectior Collection
A 4 \ 4 A 4
T
Data_ Data Data
Analysis Analysic Analysis
-
Y A 4
\ 4
Inference Inference Inference <
-

Meta-Inference

A 4

Figure 1: Modified concurrent mixed model design

Summary
In this chapter the aims for this thesis were iitadls and linked to the

underlying assumptions developed in the previowspths. The search for a
theoretical framework and conceptual design inwbhexploring how these
decisions were arrived at by other midwife researehwith an interest in rural
maternity care and decision making. The evolutioh the theoretical

underpinnings and study design were explainedlatioa to the study aims and
the researcher’s ontological positioning. A mixméthods within an adapted
mixed model design was described and presentedramawork for the study.

Mixed method research offers strategies for incadog both quantitative and

qgualitative methods within the one research projetile honouring the
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derivative paradigmatic roots of both. Such an aagh sits historically within
the pragmatic tradition. While no particular pragimaheory is proposed, the
data collection and processes involved in the studly be informed by

pragmatic ideas within a transparent and ethicalcgss. This positioning
allows for critical reflection in regard to the diimgs, further theorising and

recommendations for change.

In the next chapter the procedures and steps takeanduct the research are
detailed. This includes the design and procesghersurvey as well as the
interviews with both women and midwives. Addressdslb are the ethical

processes that were undertaken both before andgdiine research process.
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Chapter Five: Study design and methods

Introduction
In this chapter the methods and research procassas in this study are

described. Research texts were consulted for goedamd selected, salient
recommendations interspersed throughout. This rgqagught to untangle how
women and midwives make decisions about transfedabour or early
postpartum from rural facilities to secondary caree focus of the research was
not just the personal aspects of decision makingalso the context in which it

takes place.

A mix of methods was used for this study which unledd a survey of rural
facilities and interviews with both women and mides. The survey design and
the interview processes for both the women andrtidsvives are presented and
their respective analysis processes explained. tJgid#ing the research was a
consciousness about the need to balance the etbstads with the desire to
probe into the area of interest. These tensionsmmpoomises and
accommodations were managed with a pragmatic agprdaring the data
gathering processes. In the final section the rallttontext of ethical research

in New Zealand in the spirit of the Treaty of Waigais discussed.

The survey design and process
In preparation for this research project the NevalZed Health Information

Systems (NZHIS) data base was scrutinised for atesrof transfer in labour
and the reasons for these transfers. This infoonas required on the forms
maternity practitioners submit in order to claimymeent for the second and
third trimester care of women. However at this titte transfers in labour for
women at or near term, and the reasons for thassférs, were not able to be
extrapolated from the collated data in the RepaortMaternity. The reason
given was that these fields were poorly populatedhe claim forms. Even had
they been available the data at that time was datédrms of this research,
being statistics for 2003 only. Current informatimmout transfers in labour and

the reasons for them could have been extracted finenNew Zealand College
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of Midwives, Midwifery and Maternity Practitioner®rganisation (MMPO)

data base. However on inquiry this data set wasvaitable for this project.

This lack of readily accessible information prongptbe inclusion of a survey
as part of this research project. Surveys, accgrdinHicks (1998) may be
prospective or retrospective and have the advardageoviding a lot of data
from a widespread population or group. They camuded to see what is going
on, and identify existing or potential problems anehds (Rees, 2000). The
decision to conduct a retrospective survey wasraheted by the scope of this

research project and the time constraints of tiesis.

Surveys are quantitative and non experimental @ahlas are not manipulated
and only relationships between variables can berohted (Wagstaff, 2000).
Therefore they should only be used when it is fbs$0 identify the population
who will understand the questions asked. Thus thrgey was sent to the
midwives or maternity managers in the rural faegitwho were best placed to
provide the transfer numbers, the primary reasantlie transfers, and to

comment on the local context.

The aim of the survey
The aim was to prepare a survey that would colestcriptive statistics about

transfer rates and the reasons for transfer of hatmen and neonates from
rural facilities. Given the fact that governmentages do not differentiate
between primary and rural in relation to materrfdgilities, for this study a
rural maternity facility was considered to be ohattwas not situated in what
was clearly an urban area. However, as descrilieditathis chapter, even this

simple categorisation was difficult to achieve.

The intention was to include women more than 36kagestation and less than
seven days postpartum, over a two year period. gdni®d was originally to be

from January 2004 to January 2006. However astthieseprocess took longer
than anticipated the dates were moved forward ixths. Thus, for currency

the survey data spans the two years from J&iy2a04 to June 30 2006.
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Contextual information about staffing, service agaments, transport, climatic

and geographical features of the areas was alghtsou

The challenge was to design a survey that wouldadttthe interest of

management in the rural maternity services andabg ® complete. In addition
to these features Hicks, (1998) advises thinkingadhto how the survey data
will be analysed and how the anticipated and sonesti unanticipated

responses can be accommodated in the planned ianaigsess.

The iterative process of the survey design andgée&ing of ethics approval for
the research project went hand in hand. Ethicsosaprwas granted by the
Multi- regional Ethics Committee in October 2006p{endix A). Contingent
on this approval was the requirement to obtainesigftocality Assessmentsr
each site approached to complete the survey. Timiseps involved initially
contacting the District Health Boards (DHBSs). Irddin, privately owned or
Trust managed facilities needed to be identifiedtlasy required separate
approval processes within the respective DHB ar€as process is presented

next.

The survey population
New Zealand has 21 DHBs, three of which do not haval facilities within

their catchment areas. There are 64 primary faslifisted in the 2004
Maternity Report (Ministry of Health, 2007). Somktlese are situated within
urban areas with ready access to secondary ser@odsdo not fit the
description of a rural facility. Other facilitiessted in the Maternity Report,
recorded few local births. Eighteen DHBs were apphed for permission to
access the rural facilities within their jurisdanii Locality Assessmenwas

obtained from 13 of these organisations. Facilitiestified as privately owned
or managed by a Trust within a DHB area, were aggred directly. Locality
Assessment for these facilities was sought frommheager or Chief Executive

Officer. From the contacts in the DHBs it was af®wessary to ascertain the

% Locality Assessment of research projects is requiry the Multi-regional Ethics Committee at
each site where human research is planned and ciadiLocal organisations need to be
satisfied that the researcher has attended topih@priate local study arrangements required for
the area.
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suitability of facilities in each area for inclusian the study. Thus facilities
which were clearly urban, or, facilities not offegia local birth option were not

included.

The aim was to work through the locality assessrpemtess in order to offer
each rural maternity facility providing the optioflocal birth, the opportunity
to participate. Thus it could be anticipated ttat $ample size and range would
be representative of the desired population (HitR98).

The survey design
An advantage of surveys according to Rees (200@has they can be user

friendly and less intimidating for the respondetitan a personal interview.
However this advantage may be lost, if the surgeynduly long, complex, or
requires detailed information (ibid). Several fastavere considered in the
survey design for this research project. Thesauded the aim of the study in
relation to which data would be useful; the easaaufess to the source of this
data, the appeal of the survey to those approaithedmplete it, and how easy

it would be to categorise and analyse the survégy. da

Advice from Bartley (2003) and Hicks (1998) suggettat the structure and
sequence of the questions is important. The quesice should begin with
general questions and move to those which are sueeific. Where there are
open questions the space provided can dictate hoehndetail is written.
Important also is the wording which needs to atb&luse of leading questions

or double negatives (ibid).

Birth Record Book®r Registersare traditionally kept in rural facilities. The
survey form was designed specifically with thisadsdurce in mind. Therefore,
there was no expectation that access to womenésmtaggregated data bases
would be required; except perhaps for clarificatadran entry. The birth book
or register is usually updated soon after a birttransfer event. This makes it a
contemporaneous record that provides a reasorhéotransfer consistent with

the decision making at the time.
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The survey form was professionally designed andtgadi to improve its visual
appeal (Appendix B). It was divided into three smwd. The first section
contained questions about the total number of $istid the number of transfers
of both women and neonates from each rural facowgr a two year time
period from the ¥ July 2004 to the 30June 2006. The entries were to include
women more than 36 weeks gestation, who began idadtothe rural facility;
thus well women who had chosen to birth locally arete deemed safe to do
so. The postnatal transfers would include womenemnates less than 7 days
postpartum. While women generally stay only a fewrs or days in the rural
facility, the 7 days was for the rare instance whepostnatal stay was extended

for some reason.

The second section contained questions relatetieqtimary reason for the
transfer. This was divided into four segments with headings, non clinical,
medical problem; problems during labour or birthg gostnatal. For the labour
and birth section there were 14 options availabieere were nine options in the
postnatal segment. In both segments there wasppertoinity to cite ‘other’
reason/s for transfer, plus space for comments éAgix B). The list of transfer
reasons was compiled with reference to the comditicited in théReferral
Guidelines (Ministry of Health, 2002) and also thdisted by Fullerton et al.,
(1997) and Skinner, (2005).

The focus of Section Three was the characterisitsservice arrangements in
the area and within the facility. This section @néd questions about the
travelling times and distances from secondary d¢acdities, the options for

transport at times of transfer, the geographic @mdatic features of the area,
the regular staffing situation, plus the logistieatangements available to the

midwife when transfer occurred.

In each segment, and at the end of the survey ftirene was the opportunity

for the respondent to add comments, or, to claaifyentry. In addition the

* The Referral Guidelines are appended to the MiayeBervices, Notice pursuant to section 88
of the New Zealand Public Health and Disability 200, and provide guidance for primary
maternity practitioners on agreed levels of comgiah and referral to specialist care.

76



respondents were assured that the data would bgsadaand collated in such a

way that no individual or facility could be idenéifl (Appendix B).

Considering a pilot

Before beginning the distribution process, accesaimural facility to pilot the
survey was considered. A pilot study can identifglgpems with the wording,
instructions and the practical aspects of competire survey (Hicks, 1996;
Wagstaff, 2000). The concern in terms of this stwéys that a pilot would
render one facility ineligible for inclusion in thgurvey. As an alternative
process two midwives with rural experience wereragghed informally to
review the survey. They were asked to comment erlajout and wording as
well as how easy they believed it would be to catefrom the birth book or
register. This resulted in only minor wording chasgOf greatest help was the
offer from a busy and short staffed facility manddmy a Trust, to come and
‘mine’ the information. | was given free accesstlte birth registers and the
ability to interview the midwives to complete thealjtative aspects of the
survey. While this experience did not prompt angrges to the form it was a
useful experience. In particular it emphasised Imaportant it was to be clear

and concise in the covering letter.

Locality assessment and the distribution of the gey
Each DHB was approached with regard to the didiobuof the survey in the

rural facilities for which they had oversight. Thiest approach was to the Chief
Executive Officer (CEO) and where the response faasurable, the relevant
documents were sent for their perusal. In someamtss the CEO signed on
behalf of the DHB. However, this was generally affesometimes lengthy,
consultation period with the person or committesigieated by the DHB

responsible for assessing the ethical and rislesssti research projects within
their jurisdiction. On five occasions this processolved completing an

additional ethics process particular to the DHB.

Locality Assessment (LA) approval was only given fioe rural facilities over
which the DHB had some managerial responsibilityhevé the rural facility
was privately owned or run as a community trusg tbcality assessment

needed to be completed by the owner, CEO or bypénson to whom it was
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delegated. In some instances this was the midwidmager or nurse co-
ordinator. Once Locality Assessment had been obdaithe rural facilities were

contacted by phone or email and sent the survelyagacwith a covering letter.

The six South Island DHBs were approached firstp@mlix G). To facilitate
the process | offered to do a day of facility odwmifery cover to compensate
for the time required to complete the survey by féality staff or midwife.
One facility took up my offer of work in lieu andhe that was experiencing a
staff shortage, offered me the opportunity to talth the staff about the local
arrangements and process of transfer. | was thiamedf the opportunity to
access the birth and transfer books to obtain #ia chyself. As noted above
this provided a good opportunity to ‘test driveethurvey and experience how
long it took to complete. My location in and knoddge of the South Island,
plus perhaps the timing of the survey, i.e. earlthie year, was key in achieving

a return from all 19 of the primary rural materrfigqgilities in the South.

The CEOs in each of the 15 North Island DHBs wergacted next to ascertain
which rural maternity services fell within theirear of responsibility (Appendix
F). The same process was followed as describedeaborelation to the South
Island. The process was much more complicated e Nlorth Island and
considerable delays were experienced between fo@ttact with the
organisation and the signing of the Locality Assemst form. Contributing to
the delay were pressures on the DHBs with restrimgfuprogrammes and
competition with surveys from the Ministry of HealfThroughout the year the
health sector also had to manage several episddegustrial action from both
health and ancillary staff. However with the goddwef managers and
midwives, plus frequent reminders, a total of etesarveys were returned from

a possible total of 26 eligible rural or rural renéacilities.

Of the 21 DHBs, three indicated that they did naweh oversight of rural
maternity facilities. From the remainder, 13 readn signed Locality
Assessments for their DHB area. On receipt of thesality assessment forms,
49 rural facilities were contacted and sent a sumackage. Four facilities

subsequently made contact or sent the survey ddg&.was to say they were
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no longer providing birthing services or, that tleensidered their facility to be

urban rather than rural (figure 2).

18
approached
for LA

3- No rural
maternity
facilities

49 rural facilities
Identified

4 not offering a
birthing option

13
completed
LA

19 South 30 rural 11 North
Islan facilities Island
completed the
rural maternity
W

Figure 2: Process for the distribution of the survg

To improve the response Wagstaff (2000) recommeralsng personal contact
with those completing the survey. Contact suchoew up letters, phone calls
or email gives the researcher an opportunity tdaxpgheir study more fully
and offers the potential respondent the opportutotyask questions of the
researcher (ibid). These activities were pursuetbiiarseveral instances resulted
in the return of the completed survey. In a fewdnses there was the need to
strike a balance between what constituted a geatender or offer to clarify,

with what felt like nagging, or worse, coercion.

The data from the returned survey forms were edtedrdo an Excel

spreadsheet. This included entering the numbem #ach section as well as
the added comments. The results and interpretafidihe survey are presented
and discussed in chapter six. In the next secti@n interview method and

processes with the women and midwives are described
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The interviews with women

A purposive and convenient sample
Women choosing to birth in rural facilities may faeed with the decision of

whether or not to transfer to secondary care,boua or soon after birth. In this
study the voices of women were sought in regarthédr decision making and

experiences of transfer, either in labour or pashb

Purposive, non probability sampling focuses on att@ristics in the population
best suited to the elements and aims of the propesely (Cluett & BIuff,

2000). According to Patton, (1990) the logic of gmsive sampling is to
uncover rich information which can give an in depibk at the phenomena
under study. The plan for this study was to ingbe women who fitted the
study criteria, to participate in a recorded inievw (Appendix D). As the focus
is on the transfer from rural facilities to secorydeare, women who chose to

birth at home in their rural area would not beibligfor inclusion in the study.

The sample was also a convenience one, as only wamte South Island
were approached. Convenience sampling accordingetg (2001) relies on
easily available participants that are appropriatéhe study. It is however less
reliable in that it is vulnerable to local or pogtibn bias. This is a reality of this
study that may influence how applicable the findirage to the New Zealand
population of rural women. This potential for bies revisited in the final

chapter of this thesis.

Recruiting the women
The number of participants is generally small ilgative research. The aim is

to gain an in depth understanding of the phenomeamger study, often from
various perspectives (Burns & Grove, 2001). Themarsize in such studies is
also dependent on practicalities of time and ressuas well as the desire to
reach saturation of information. In seeking satarait may be necessary to
conduct more interviews, or, if no new informatie forthcoming then the
sample size could be reduced. Thus the designnegard to numbers should

remain flexible and emergent (Patton, 1990). Stturavas not the ultimate
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aim for this study. However there was a desirelitaio a variety of transfer

experiences across rural areas.

To access the women for this study, an advertisemas placed in Kiwi Parent
magazine in March 2007. Further advertisements \aée run in four rural
newspapers in the South Island between Januaryanch 2007. In response
to these advertisements | was contacted and ieteed by two reporters who
composed an article about the study to accompanyepeat advertisements in
their respective newspapers. This advertisingesisatvas chosen in preference
to approaching midwifery or general practice roomsprder to avoid women

being influenced, either way in terms of their g@piation in the study.

An encouraging response
Women began responding to the advertisements dtempablication. Several

women who had not begun labour at their rural ifigcd#xpressed interest in the
study. They acknowledged that their experiencenditdfit with the inclusion
criteria and the study focus, but they had a storyell about their decision
making process around whether or not to give botally. Similarly some of
the reasons that impacted finally on their decisnm to birth locally were
attributed to local service particulars, which thvegre keen to share with me.
As the aspects of local service particulars formt pathe background to the
study context, | agreed to meet with them and ektoeir comments in relation

to those aspects of the study.

Recruitment in three areas was enhanced by theigagm and interest of the
local women who circulated the wording from the spaper advertisement to
other women on their email contact lists. Thesetawis were invaluable,
opening up contact with new mother’s groups ineigdihose which provided
swimming and music activities for toddlers. One vemnorganised a pot luck

lunch for me to meet women who were interestecearing about the study.
A snowballing effect occurred in these areas. Netimg or snowballing

techniques may be used in order to seek out paatits with the particular

experience or attributes which fit with the studyns (Davidson & Tolich,
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2003). Snowballing according to Berg, (2001) is an mprobability sampling
strategy not unlike convenience sampling that cmate participants with the
particular attributes or characteristics for a igatar study. Patton, (1990)
suggests that this method involves asking key méots or well-situated

people who you should talk to.

The woman participants
The response resulted in a larger sample than mtesded. Thirteen women

agreed to be interviewed. Eight had been trangferréabour or birthed locally,
having at some point in the labour considered feansFive wished to
contribute comments in relation to what influenabeir decisions to birth
elsewhere and what personal and local arrangentigeysbelieved contributed

to their decision.

Women were contacted by phone, email and letteesd@hnitial contacts were

followed up and further information offered abo tstudy. If the women were

keen to participate, an information sheet, whicbluded the generic starter
guestions, consent form, and reply paid enveloggewosted out. (Appendix,

D) Funding assistance for any travel or babysittreche needs was offered but
was not required by the women. Only three women wiet the study criteria

did not return their consent forms. On receipt loé tonsent forms further

contact was made to thank the women. This wasaaisgpportunity to address
any further questions they had about the studytasét up a mutually suitable
time and place for the interview. Most of the womeere happy to be

interviewed in their homes. One was interviewedhett parent’'s home where
she was holidaying, and three got together forlpdt lunch and shared their
stories in the house of one of the group.

Preparing for the interview process: A review ofetfiterature
In anticipation of the interviews | needed to cdesihow my midwifery habits

of conversation might invade these conversatiorth tie women. | was also
mindful of the potential for power issues attendamtmy midwifery knowledge
and researcher role which could affect the womenisfidence to be candid
about their experiences and opinions. Most of tmeakties | could not change.

However what | could do was take the advice of sdweriters about interview
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techniques for qualitative studies. Thus a sumnadirthe advice | found most

helpful precedes the detail of the process forghigly.

An interview can be viewed as simply “a conversatiath a purpose” (Berg

(2001, p. 66). The questions asked therefore, ted& focused on the aim of
the research and are best kept simple, short, apdnunambiguous (Patton,
1990; Tolich & Davidson, 2003). Thus the intervievahould aim for open

ended questions that leave space for the responalaitoose their response.
These can then be followed up with probes to sealemetail on aspects of the
comments (Patton, 1990). Researchers are advisadoid leading questions
that hint at what would be a desirable responsealeq ‘why’ questions need

to be omitted, as they suggest that the intervidwable to attribute cause.

The quality of the data and the success of the\ieww, while dependent on the
skill and approach of the researcher, is also edtedy the social situation,
venue and power issues (Tolich & Davidson, 2008 Tatter potentially can
cause the participant to give responses which bledigve the interviewer wants
to hear, or, that they believe put them in a goghtl (ibid). Tolich and
Davidson (2003), suggest that we should be awatepgople will try to please
the interviewers with the right answer, or, oneythelieve is socially desirable.
Answers may be constructed to appeal to a logespanse, whereas many
actions may well be founded on emotional or illagibases (Rees 2000).
Alternatively the interviewee may have a preconeeividea of what the
interview should be like, which may not match tbbthe researcher.

To address some of these problems, Berg (2001)estgyghe researcher take
the opportunity to try on different roles or usfetient strategies to achieve the
interview performance. Options include role playsoenario questions where a
situation is posited and the interviewee invitedeiplain it to the researcher.
Berg (2001) comments, that while interviews may nsekke everyday

interchanges, their purpose is different. For eXdamphere an interaction in the
course of normal everyday conversation may be alesdw when a degree of
discomfort arises, in the interview this point nimeywhere a skilled interviewer

would use a probe to explore further (ibid). Simiylaluring the interview when
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the researcher wishes to make a transition to antipic area, this can be done
with a brief summary of the conversation so far andindication of what the

interviewer is interested in discussing now. Thibést managed by giving the
respondent the opportunity to add any final thosighgfore the conversation

moves on (Patton, 1990).

In the course of an interview emotional or stressfeents may be recalled
(Rees, 2000). Should the person be upset by theseay mean that the
interview is stopped, postponed and in some insgnabandoned. However
such opportunities can be therapeutic giving thenauo a voice and opportunity
to work through some personal issues (ibid). Problearise where the
respondent indicates that they are about to shareething confidential that
may put the midwife interviewer in an invidious pgms) should this disclosure
reveal unethical or criminal conduct (ibid). In bu@ circumstance the

interviewer needs to make the participant awart@eaf ethical responsibilities.

Talking to the women
The women in the study welcomed me warmly intorttreimes and offered

refreshments. They were aware of the core questiatsl would ask as these
had been included in the information letter. Thisde the start of the interview
easy as they had already considered some resptn$es questions. Several
had their notes available or had recently revietinetn to revise the times and

sequences of events and each agreed to havertteguiews digitally recorded.

Young toddlers or babies were present throughoet itierviews and their
gurgles and play sounds are part of the voice.fild®e recordings are also
punctuated by the sound of telephones, pets amdrgisHowever these minor
interruptions provided a normalising focus to thsits and did not appear to
distract the women from the purpose of the meetifgus a flexible and
pragmatic approach was taken to fit around the dtimectivities and the
inevitable distractions from the family. The corsetions roamed haphazardly
at times but eventually covered the areas of istarethe study. There were

several interruptions, during which the recorderswarned off; for example
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where a woman needed to attend to her child or @sevwith a caller. The

interviews lasted between 45 to 90 minutes, eaathiag a natural close.

Following the interview, the women had the oppoaitjuto contact me should
they wish to clarify, or elaborate on, their comnsen the interview. Similarly,
if they later regretted sharing an anecdote or ngaki comment this could be
removed from the voice-file before transcriptiorhisl opportunity existed up
until analysis began in October 2007. None askedriy comments to be added

or removed. Finally, a thank you card was senatthearticipant.

Data analysis
The voice files and transcripts of the women’siviews were analysed using a

mix of processes. These included searching the dapids of the text as well as
coding the voice files using the NVivo 7 softwaielow, an overview is
presented of the ways in which the content of teatsbe analysed for different
research projects. Finally the process of anafgsithis study is detailed.

Content analysis according to Krippendorff, (20p4)vides the opportunity to
identify specific characteristics within a textansystematic and objective way.
This may be approached in one of two ways. Theareker can devise a
system for recording the frequency, or intensityvofds, phrases and sentences
(Cluett & Bluff, 2000) which meet the aims of thesearch study. In other
words the rules for analysis are developed by é&searcher in advance. This
may be done in anticipation of quantifying the d@bed).

Template analysis or ‘a priori’ (King, 2008) is sapmatic tool for thematic

coding in qualitative studies. The researcher wiperience in the field may set
the codes in place prior to doing the researchsé&lu® not necessarily remain
fixed and themes may be dropped from the tempfatet identified in the

transcripts; others not previously considered mayadded. Thus categories
may be pre-planned and related to the researchiguesd aims, rather than
emerging from the data (Bazely, 2003). Alternagvehtegories may be pre-set
to correspond with the constructs of an extant rhe®Where there is an

underpinning theoretical framework for the studgrtigular words, ideas or
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phrases are privileged in the analysis processerathan those naturally

emerging (ibid).

In qualitative studies there is the opportunityrtake inferences from the texts,
observation or interview transcripts (Krippendoi2f)04). This latent content
analysis categorises words and phrases under kthetbébest fits the concepts
as they emerge (Bazely, 2003). The relationshigsvden ideas, words, or
themes are distinguished and assigned relevangarads. This inductive
process usually goes beyond the surface to looknianing in the text (Burns
& Grove, 2001).

Aronson (1994) describes a pragmatic approach éonatic analysis. This

involves listing the patterns of experiences frdma transcribed conversations.
The patterns are then expanded with the additiotaléf that fits under the

specific pattern identified (ibid). These are tloembined into broader patterns
with sub themes which allow the fragments and ideasome together in a
related whole. A valid argument needs to be builiclv incorporates the related
literature thus allowing the researcher to makergrices from the collated
themes (ibid).

My experience in the area of rural midwifery praetmeans that some personal
theories precede the data collection and analysisninimise the effect of this
knowledge, my process was not to begin with categprbut spend time
working with the data to see what known or novelntles arose. Thus | have
followed as near as possible Aronson’s (1994) meaes outlined above for

both strands of interview data.

The women'’s interviews were undertaken at an eastege than were those of
the midwives. Between interviews themes and wordseweginning to emerge
before the more formal process of analysis was iheghese thoughts were

captured at the time in diary form and consultegas of the later analysis.

In this study, the voice files were downloaded ta@top for transcription and

analysis. Hand written field and diary notes wde® added into the file. Each
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voice file was transcribed by the researcher anthduhis process words and
phrases jotted down as they struck a chord withrédsearch questions. The
transcripts were printed off and a detailed haratcde made of each. Words,
ideas and themes which touched on any of the aséadecision making,
personal experience of transfer, or any other eefes to the rural maternity
experience were highlighted, circled and colour ezbdAt the end of this

process 94 words and themes had been identifiedstne transcripts.

Next, this process was repeated using NVivo7 soé&wd/hile this produced a
repetition of several of the previously identifieekt features, it also produced
new clusters. No attempt was made at these eadgstto weight the comments
or to count their occurrences. The aim at thisestags to look for common and
uncommon statements related to decision makingwelk as logistical and

contextual aspects of the women’s experiences.,Tdgsmprehensive nest of

words, ideas and comments was accumulated.

Some similar words and phrases were able to baps®Ed into one node, while
others linked into several nodal areas of thoughi r@flection. This meant that
some portions of text were allocated to severalesodhere there was some
crossover in the nature of the comment. For mucth@ftext it was difficult to

extricate some phrases from the bulk, given thawvas in response to the
guestion. For example the person would begin bgareding to the question.

They would then be prompted to reflect back to arier comment or, project

their train of thought forward, before returningimtiervals to answer a part of
the question. The aim was to preserve the contektraegrity of the response
to the question. To do this entailed loading lasgetions of the transcript to a
group of nodes. This process resulted in groupargsind 46 nodes from the
original 96 identified in the hand search. Thesdesowere then grouped into

nine nodal trees, each with between six and teritsrbes.

At this stage | returned to the written transcrigtsl the voice files. These were
listened to, and read alongside the nodal secfirams NVivo 7. The point of
this exercise was to get a better feel for pricsitgas as indicated by the women

but also to identify the outliers, or less commomments within each analysis
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process. What seemed to be emerging were four bhessled areas of interest,
under which each sub theme could be accommodategseTwere, planning
birth while considering the possibility of transféhe experience of transfer,
looking back on the birth or transfer decision, &hehs for improving the rural
maternity service. | have used this framework tacitire the interpretation and

discussion in chapter seven.

The interviews with midwives
Midwives were also interviewed and provide a thadta source for this

research. The process for the sampling and receuitiffers from that of the
women and is explained in the next section. Thezdture cited above, which
was of assistance with the women’s interviews, atgormed the interview
process with the midwives. Therefore, the resebretature already presented

is not revisited in the next section.

Midwives who provide LMC care in rural areas regiylanake judgements and
decisions about women’s care. Many of these dewsive based on habits and
traditional practice models that underpin the egtayywork of the midwife. The
interest in this study was on the decision makimaf bccurs during labour or
post birth when transfer to secondary care is demsd. The primary interest is
when these decisions involve well women, near temvhom a local birth is a
reasonable and safe choice. Such situations maygeat, or, those that emerge
over time. Either way this decision has an impagcttbe woman and the
midwife when such a change of plan is needed. Témneents of rural
midwives were sought to tease out how these dedsare arrived at. The
application to the Multi-region Ethics Committeeclided the intention to
interview midwives in the study. As previously ratehis was approved in
October 2006.

Contacting the midwives
Midwives providing LMC care to women in rural areagre invited to

participate in an interview. The aim was to findparposive sample of
midwifery practitioners, who were able to identifjth the research question,
and contribute their ideas and reflections. Contaas made in two ways.

Firstly, an advertisement was placed in the NewladehCollege of Midwives
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Journal. This generated one respondent from theéhNstand. Flyers were
mailed to all the facilities and rural practices time South Island of New
Zealand. The intention was to extend this to thetiNdsland if the initial

response was poaor.

Fifteen midwives who met the inclusion criteriapesded by phone, email or
letter. As the response exceeded expectation$efuaidvertising did not occur.
The project was explained and a letter sent atthtbehe information sheet,
consent form and reply paid envelope (Appendix, A).the midwives who

responded to the advertisement signed a consantdad agreed to a digitally

recorded interview.

Characteristics of midwife participants
One midwife was working in the upper North Islamidal4 midwives were

currently working in the South Island. While the jaray of the midwives

interviewed were in the south, seven had in regeats worked in the North
Island in a variety of midwifery settings includimgral or homebirth practices.
Three had come from overseas to work in New Zeal&heé midwives were

South Islanders with considerable experience ina @trong commitment to,
work in rural areas. The experience of the midwiwesural practice ranged
from less than 12 months to forty plus years. THotlng opportunity to act as a

Lead Maternity Carer had only been available sir220.

The experience of travelling to the rural areasnteet and interview the
midwives, offered me the opportunity to experiendest-hand, the
environment/s in which they worked. | was also shoaround the rural
facilities which provided an insight into their myt and design and also what

equipment was available.

A flexible interview process
To enable maximum participation from the midwivaspragmatic approach

was taken in terms of how the interviews were cahebl This flexibility
included offering the midwives the opportunity tceeb face to face for the
interview or to record it by speaker phone. Twowmies chose to record their

interview by telephone and the remainder chosestmterviewed at their place
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of work. This was either their practice rooms, aoam or office in their rural
facility. In addition each midwife had the opporitynto be interviewed
individually, or as a small group. Three practiceups chose to be interviewed
together. The remainder were interviewed indivitual

The interviews were conducted during 2007 betweancMand August. Some
interviews were postponed due to the midwife’s wooknmitments or weather
conditions; the latter included heavy snow and meweezing conditions over
winter that resulted in dangerously icy roads. Athwhe interviews for the

women, the aim was to fit around the work realityttee midwives. In each of
the small groups, some were on call and needessfmnd to their cell phone or
pager. This however did not disrupt the interviewv @&ny extent. Where
appropriate the recorder was turned off and thstareed when the midwife had

dealt with the call.

The questions were provided in the information shieeadvance of our
meeting. Five open questions were asked of eacticipant. These were
designed to start the conversation and allow aeteexploration of the topic or
related areas of interest that arose within theesdrof the interview (Appendix
E). Talking with the midwives was a familiar andndortable experience.
There was enthusiasm expressed about the rewardsabpractice particularly
the practical approach of many of the rural womanatrds birth. They were
also candid about the anxieties and frustratioaswere a part of rural practice.
Light refreshments were provided at each intervaaw reimbursements were

offered for any extra travel, or child care costs.

Following the interview each midwife had the oppaity to add or withdraw
any comments from the voice files. This opportunitygs available up until
October 2007 when analysis began. There was ondicddut no one
requested the retraction of any comment made irtdliese of their interview.
Each group or participant was formally thanked fioeir participation and

contribution to the study.
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Data analysis
The women'’s interviews had been recorded aheathadet of the midwives.

This meant that many of the themes that were emgriyom the midwives
resonated with those from the women. Similarly waamen’s voice files and
field notes were analysed first in isolation fromog¢e of the midwives.
Therefore again certain themes had already beeredaand explored within

this earlier analysis process.

A similar pattern was followed for the analysistbé midwives voice files as
that for the women'’s files. These were downloadedooa laptop computer and
any diary or field notes added in. The voice filgsre listened to and then
transcribed by the researcher. As with the womemisscripts the first process
was to print out the texts and examine them by haimghlighting elements in
the wording. Following this process, 215 recurriwgrds or phrases were
identified. At this stage | did not try to furthexduce these deciding instead to

attempt this process using the Nvivo7 software pgek

The paper copies were set aside and the scripiestthrough for words and
categories. This process netted 62 nodes. Howewera large pieces of text
were loaded to several different nodes where tmsiteof the text precluded
easy separation into separate nodal areas. Atpibist it was difficult to

progress this further without aligning these nodéh the highlighted areas in
the paper search. When compared, it was clearstirae categories could be
combined and others eliminated entirely given thay did not relate directly to
the focus of the research. These were further etitc nine tree nodes with
between six and twenty nodes each. Later these ase@mmodated under the
four broad theme areas identified in the womenslgtout with different sub

themes in each area as detailed in chapter eight.
To complete this chapter the ethical, cultural &nelaty of Waitangi issues are

visited in terms of the whole project, and my raled responsibilities as the

researcher.
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Ethical aspects of the research process
For research to be considered ethical, each aspeds to be carefully thought

through. This scrutiny applies to the design, tam@ing and how the data is
managed. Thus ethical behaviour can be defined edsavimur which is
considered correct (Cluett & Bluff, 2000; Rees, @00

Freedom to choose whether or not to participatesearch is a basic principle
and consent must be full and informed. Full infotiova according to Lather
(2991) includes sharing not just the aims and adives of the research but also
the positioning of the researcher. As a rural midwientered the field with a
history, assumptions, and goals in terms of theareh project. These attributes
are acknowledged to have the potential to benefdetract from the success
and usefulness of the project. To address thisddition to formal ethical
approval and consent processes, participants wararied both by letter and in
person of my practice history, current roles andivation for undertaking the

study.

Balancing the aims of the research project with g®of the
participants
There was an awareness of the need to balanceirttse od the project the

wellbeing of the participants throughout the reskaprocess. This related
firstly to the emotional aspects that participatiorthe study might evoke. The
decision to transfer in labour either as a womapearncing it, or a midwife
needing to make a difficult decision, might resuit some distress for a
participant recalling the events. Questions askeiterviews can be intrusive
and surface feelings of grief or guilt when deaisi@re recollected. This was a
risk, and in anticipation, strategies to managd sucircumstance were thought
through before the interviews. Should someone becapset during the course
of the interview there was the option to take akragree to postpone, or, even
abandon the interview. Depending on the circum&snand the wishes of the

participant, there was also the option to fac#itatofessional counselling.

A second concern in regard to the participants theasnanagement of the data.

There is the possibility that the aspirations @& garticipants may not be met,
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or, that cherished ideas would be subject to atitixamination. Lather (1991)
suggests that for a research praxis there shouddrbeiprocal weaving of ideas
that builds a theory dialectically rather than ttyebeing imposed. For this to
happen, the researcher needs to be open to whagjesna the context of the

project rather than striving to confirm predeteredritheoretical ideas.

It is acknowledged that where a reciprocal negotiabver the meaning of text
is used, difficulties can arise when interpretagioare misread or false
consciousness is unearthed in the ‘taken for gdamésponses. In similar vein,
Mertens (2003) contends that the value of the rebgaroject is how credible
the findings are to the population being studiedhevé a transformative
outcome is envisaged then it is critical that fkisiot imposed but is inclusive

of the groups involved.

This project was not reciprocal in the full sensegeoposed by Lather, nor was
there a determination that a shared transformgtioness would ensue. Thus it
would seem that the responsibility is greater anrdsearcher to take particular
care with the data and its interpretation whereréisearch conclusions are not a
shared enterprise. Even more important possiblieanmight occur when the
researcher is looking for the unseen and slippeliui@l structures that may
seem immutable to change by the participants. Aiteng to “disrupt and
challenge the status quo can cause discomforetoetiider and the writer of the
research” (Kincheloe & McLaren, 2003, p. 433). Sulavit is critical that those
who agree to participate are not coerced, explateadisadvantaged in any way
during the research process, discomfort could osbould the thesis catalyse

changes that would negatively affect participaatsospectively.

Information collected in rural areas has the paoaétd reveal the identity of the
individuals. This is most likely to occur when etemecorded are linked to a
particular rural facility or geographical area. Thwtential for exposure can be
reduced somewhat with the offer of confidentiabyd or, anonymity. These
options were offered to the participants in thiseagch project. Details of the
facilities and the names of those who participdiade not been included in the

published data. The raw data has been kept passwotdcted and remains
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confidential to the researcher and all future p#tions will only contain

anonymised data.

Cultural issues and the Treaty of Waitangi
Cultural harm can also occur, particularly where tbsearcher and the research

process come from another cultural tradition (Mert2003). Processes that can
ameliorate this effect include a comprehensivedttge search which needs to
include the range of information available on theaaunder study using primary
sources wherever possible. Similarly care needsettaken about the selection

of participants for the study.

Spoonley (2003) suggests that researchers in NehaZ@ need to deal with
cultural differences when undertaking researchsTih¢cludes an awareness of
the differing historical focus and symbols, as wadl the differences between
the researcher and the researched (ibid). Thetleeisesponsibility to remain
accountable to the community and responsible far yawn actions and the
outcomes of the research, which includes the pegpts which it will be put
(ibid).

Relevant for this study is that moreabti women give birth in primary and
rural facilities in New Zealand than any other éttgroup (Report on Maternity
2004, 2007). Thus they are intimately involved ny aecisions with regard to
transfer should this be indicated. Therefore fas tesearch, their perspective
on how transfer is negotiated is important as tliesgesions can impact on their

birth outcomes and the future viability of locataliservices.

Both ethical and® Treaty of Waitangi obligations require that careful
consultation with th&Tangata Whenua is sought in regard to how research

conducted and how findings are disseminated (ibih)is is particularly

® The Treaty of Waitangi is the founding documenNefv Zealand. It was signed in 1840 by
indigenous Mori and the British Crown. The Treaty consistshwée articles which relate to
governance, protection of property and equal rights citizenship for both &bri and pakeha.
In 1998 in response to breaches of the TreatyRtheiples of partnership, participation and
protection were established by the Royal Commissio&ocial Policy.
(http://lwww.waitangitribunal.govt.nz/treaty)

® Tangata Whenua refers to the localdyl or people of the area.
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important where the research recommendations résuthanges to service
delivery of critical interest to Wbri. The experience of colonisation with the
resultant imposition of European health care oggtion and practises has
impacted adversely on manyabti; this lack of understanding and consultation
having eroded and displaced traditional healthtpes and knowledge (ibid).
Tupara (2001) comments, thatbti woman today have diverse social realities
and childbirth experiences. However, while theledtyles may vary, the one

experience in common “is that of colonisation” {p.7

There was no requirement for respondents in thiglystto identify their
ethnicity. However where required for distributiohthe survey, Mori input
was required in each facility before locality assesnt was approved.
Therefore | am very mindful in undertaking this @asch project that Bbri
women and midwives could be involved in the suraeg the interviews and
will be assumed to be represented in the collecétatistics. Nonetheless, a
higher percentage of #ri live in the North Island than do in the South
(Statistics New Zealand 2006). In this study, thees greater representation
from the South Island in terms of both participatim the interviews, and
survey returns. Therefore it would not be apprdpria assume that the findings
of this thesis will resonate equally, with bothtauhl populations.

Summary
Trustworthiness in a research project begins vinéhdohesion and relationships

between the aims and objectives of the researchtamtesign features. These
also include how the research is carried out; dweuitment of participants is
undertaken, and the cultural and ethical issueseaddd. It is also dependent on
the careful analysis of the data and faithful pnéston of the results. In this
chapter these areas have been considered and settiiasregard to the three
data strands of this mixed methods research prdgsferences are interspersed
where they have provided guidance for the reseactivity. The approach to
the data analysis and interpretation has beeniteiwithin an ethical context.
Further the role and positioning of the researgihes any potential for bias has

been acknowledged. In addition the research has pestioned in relation to
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the different cultural heritages of New Zealand #mel valuing of these within

the principles and spirit of the Treaty of Waitangi

In the next three chapters the results and intefoa of the data from each
strand of the study are presented and relatedetedhier background chapters.
The survey results and discussion are presentstl fihe survey makes an
important contribution to this study insofar as thmtistics provide new
knowledge about the number and reasons for tramstéis niche area of rural
maternity practice. In addition the survey providas overview of the

contextual elements that contribute to, and infagedecision making.
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Chapter Six: A New Zealand rural maternity unit
survey: results and discussion

Introduction
Details of the design, process of distributionjegthconsiderations and the plan

for analysis of the survey were explored in chapitez. In this chapter the

results of the survey are presented in the orasr dppeared on the survey form
(Appendix B). At the end of the survey spontanecusiments were added by
the respondents. These are incorporated in theistism at the end of this

chapter.

This survey contributes descriptive statistics a@boeferral decisions, and
contextual information about the rural maternityvemes. In addition the
gualitative comments added by the respondents gedurther detail about the
environment in which women and midwives make thtcef decisions around

the need for transfer from rural maternity faciii

The survey results
A survey was sent to 49 rural/primary maternityilfées in New Zealand. Four

facilities indicated that they did not considerithanit to be rural and did not
return a survey. Completed surveys were receiveth fBO rural maternity
facilities constituting a 66.66% return from the dgible facilities. According
to Wagstaff, (2000) a response rate of 50% is cemed typical while response
rates of 75 — 85% are considered very good. Sunweys returned from a mix
of ‘rural and rural remote areas across New Zealand. STinvey form was
designed to capture the number of births, plusrheber and reasons for,
transfers in labour, birth and postpartum, of woraed neonates over a two
year period from, 3 July 2004 to 38 June 2006. Contextual information was
also sought. This included the characteristics h&f bbcal maternity service
organisation, staffing and locum arrangements, fhlagime and distance to the

referral centre. In addition, respondents were t@avito comment on any

" Rural areas in New Zealand are categorised asrseatj rural or remote rural. These
categories are based on census area boundarieseaselt by Statistics New Zealand and can
change from time to time. The classifications aeduas a reference for additional funding,
particularly in relation to travel by maternity ptéioners to provide services to women.
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climatic, geographical or other particulars whichgint impact on transfer

decisions (Appendix B).

All the returned survey forms had been completdth mmformation entered in
each section. In addition most had taken the oppiyt to write clarifying
comments in some, or in all areas of the form. T¥as an opportunity for the
respondent to add comments or amend an entry. &gms occurred with
several of those completing the survey at differetérvals during the process.
This contact was largely to clarify aspects of thavey questions, and
frequently to discuss some of their ideas and thtsugbout the issues for them

in rural practice when transfer occurs.

Section One
In this section respondents were asked to totalntimeber of births and the

number of transfers from thé' July 2004 to the 30June 2006. The two year
period was chosen to manage the fluctuations inbeusnthat can occur in rural
areas over the course of a year. The entries wergclude women more than
36 weeks gestation, who had begun labour at thal facility and were

transferred during labour, or within six hours @ty and postnatal transfers of
neonates less than 7 days postpartum, or women themesix hours post birth.
Thus the aim was to capture well women who hademas birth locally and

were deemed safe to do so.

Total births
A total of 4678 women began labour in the 30 rdmallities and 777 (16.6%)

women were transferred in labour or within six reoaf birth. This resulted in

total births in the rural facilities of 3901 womenmer the two year period. The
totals for each facility ranged from a low of 3adigh of 423; the latter being a
facility within 30 minutes driving time of their ferral centre. Of the 30

facilities who returned a survey, four facilitiescorded birth numbers over this
period of less than 10 deliveries and were beingdusrgely as postnatal
facilities (see Table 1).
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Table 1: Distribution of births across rural facilities

Birth numbers over 2 year period Number of facilities
(15" July 2004 to 38" June 2006)
<10

10 - 50

51-100

101-200

201-300

301-400

> 400

N NN o N oA

30

Total number of transfers in labour and less thaixsours post
birth

A total of 777 (16.6%) women transferred in labaur within six hours
following birth. These figures represent well, lgisk women who had been
admitted to the rural facility in labour >36 weelgestation and who
subsequently transferred to secondary care. Therefidbelow shows the

percentage of transfers in labour or <6 hours pw#t compared to the total of
births in the local facilities.

Transfers in labour and <6 hours postpartum (Total women =
Women 4678)
transferred
during labour or
<6 hours post
birth, 777, (17%)

Women w ho
birthed in, and
remained at, the
rural facility,
3901, (83%)

Figure 3: Transfers in labour and < 6 hours post pgum
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Home birth is also an option for women in ruralaa.eHowever this survey
focused on transfers from rural facilities and was designed to include home
births. Nonetheless it is acknowledged that sommevo captured in the data
may have begun their labour at home and subseguaniled to the facility. In

some instances these women may have been admitedly hor assessment

prior to transfer, and are potentially includedhe data.

Total neonatal transfers and postnatal transfers
The total number of neonatal transfers was 123¢83®01 babies born). These

were babies transferred after birth, and up to rs@lays postpartum. This total
was arrived at following consultation with somep@sdents when it was clear
that the numbers given did not correspond withdreakdown of reasons for

transfer in the following section.

Neonatal transfers (123 of 3901 births)

Rate of
neonatal
transfers

3%

Rate of
neonates not
transferred
97%

Figure 4: Neonatal transfer rate

Women transferred postnatally
A total of 15 women transferred between six hourd seven days post birth.

The extended postnatal reporting time was desigoedapture women who
transferred to secondary care within the first wéalowing birth. It is rare
however, for a woman to stay more than a few daysrural facility following
the birth of her baby. It is also possible that sarhthese women travelled with
their baby to hospital and were counted as a teangfarticularly where no

reason was given for the transfer. Where this wdiated the figure has been
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adjusted. Where it was ambiguous, or unable toobérmed, the data has been

taken at face value.

Section two
In this section the primary reason for transferardulabour, birth or post birth

were recorded. These were divided further into &y sections (Appendix B):
Women who chose to transfer to secondary caredrsomal or social reasons;
those with pre-existing medical conditions exactathaluring labour and birth

and women and infants transferred in the postipetabd.

In each of the last two sub sections a list wasretf of possible reasons for
transfer. This list was not considered exhaustare] there was the option to

add ‘other’ reasons or offer an explanation in @tem comment (Appendix B).

Primary reasons for transfers during labour and wvain six hours
of birth

Some revision of the figures supplied was requiedhis section. Data was
moved where it was clear from the comments thaettiey belonged in another
section. For example, in a few forms transfersredté the postnatal area fitted
best with the transfers in labour and birth optiddsme women obviously less
than 36 weeks gestation and in premature laboue deducted. Several entries
in the ‘other’ column, included categories, such'sdsw labour’, ‘failure to

progress’ and ‘high head’ which had been addedheyrespondents. These
were transferred to the ‘obstructed labour catggoFollowing these

adjustments it was calculated as noted above, Ahdatwomen transferred in
labour or up to six hours post birth from a tota#4678 women who had begun

labour in a rural facility.

Data obtained in this section revealed that 4 @)p%omen transferred for
medical reasons and 12 (1.54%) for non clinicatjadaeasons (see Figure 5).
Transfer numbers for maternal fever were 5 (0.64%¥&-eclampsia 10 (1.28%),
multiple pregnancy 6 (0.77%), hypertension 16 (Rp5ante partum
haemorrhage 18 (2.31%), malpresentation 27 (3.4T#&conium liquor 34
(4.37%), premature rupture of membranes 36 (4.63%9tal distress 40
(5.14%), and pain 47 (6.04%). Transfers for congpicms up to 6 hours post
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birth included 29 (4.37%) women with postpartum rhaghage (PPH), 35
(3.73%) with retained placenta, and 38 (4.89%) wehneal trauma.

In the ‘other’ category 34 (4.37%) women transférfer reasons other than
those offered in the survey. These included 15 womvbo had a previous
caesarean section, one with chest pain and 12 velne booked elsewhere. No

reason was given for the remaining 6 women.

Prolonged labour: The most common transfer experiece
The highest number of transfers was for variatiohsobstructed and slow

labour. These totalled 386 (49.67%) of all the oeasfor transfer (see Figure
5). This number was arrived at following adjustnsetd the ‘other’ category
where similar terms relating to slow or prolongatidur were used to explain
the entries. The terms used included ‘slow labotailure to progress’, ‘high
head’, ‘for augmentation’, and ‘questionable pragfe This finding suggests
that the heading offered in the survey form of tobsted labour did not
represent the most common explanation used by fdevives for delays in
labour. This topic is returned to in the discusseantion later in this chapter.

Primary reasons for transfer in labour and birth
(777 women)

386

Number of transfers

6 18 27 29 34 34 35 36 38 40 47

5014 5 6 10 12 1

. > <
FCLEL LSS EL S LSS
@Q’G '5“'@\(2 ¢ @Qp & T S O L &P ¢
NN > & il ¢ Q > >
$ & & ¢ N\ > L @ &
O C;\o\ X Iz}Q‘ \é}(\e & QOQ} 6\‘00

Figure 5: Primary reasons for maternal transfer inlabour and birth
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Reasons for neonatal transfers
The total number of neonatal transfers was 123 f8®®1 births. However in

this section, reasons were only given for 92 oftthesfers. It is probable that
the neonates transferred with their mothers whesereason was given.
However, this was not able to be ascertained wity eertainty. Hence the
figure of 123 was used for the purposes of calowgahe neonatal transfer rate.

A diagnosis of respiratory distress syndrome acturior the majority of
neonatal transfers at 53 (43.0%), abnormalitiewaed for 17 (13.82%),
neonatal jaundice 13, (10.56%), neonatal infectith (8.13%), elevated
temperature 4 (3.25%), feeding problems 3 (2.43%%3 ‘other’ 23 (18.69%)
(see Figure 6).

Primary reasons for transfer of neonates (total
transfers 123/ 3901 births)

Feeding problems,

3 Hevated Temp., 4

Neonatal infection
10

Neonatal jaundice,

Neonatal RDS, 53 13

Abnormality, 17

Other, 23

Figure 6: Primary reasons for transfer of neonates

Respiratory problems were the most common reasondonatal transfer. The
comments in the ‘other’ option explain that oneamtf was transferred for
vomiting and diarrhoea and two with severe intraoé growth restriction
(IUGR). One was transferred because of a cleft tpalafwo were
hypoglycaemic; one transfer was attributed to sieutdystocia in labour. A

baby was transferred with bradycardia and one Vlets *
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One facility noted that eight infants were refern@ith low Apgar scores.
Automatic referral was required by their DHB fol ladbies where a low Apgar
score was recorded, irrespective of subsequentowepment in the baby’s
condition. There were also three women on methadmogrammes who
booked to birth at the local facility. All threertiied at home and their babies
were admitted and transferred for narcotic supplbris not known if these

babies were included in the total births recordethat facility.

No explanation was given for the remaining 14 tfarss As previously noted,
some respondents may have counted both the wontdannéamt, given that

when postnatal transfers occur every effort is madkeep mother and baby
together.

Maternal postnatal transfers
The total number of women transferred postnatallgranthan six hours

postpartum was small at just 15. One woman wasfeaed with a deep vein
thrombosis (DVT). No women were transferred for rpeeal psychosis. The
remaining 14 women were accounted for in the ‘6tbelumn. The comments
indicate that individual women were transferred topost epidural headache, a
blood transfusion, a pilonidal cyst and a breasicass. Two were transferred
with wound infections. No reason is given for teenaining seven women. As
intimated above, it is possible that these womenewensferred with their

infants and were otherwise well.

The finding in regard to infection and other prabte following caesarean
section appear to relate to women who have eitben liransferred from the
facility in labour, or who had chosen to birth irseacondary or tertiary facility
and returned for postnatal care. This finding i$ msolvable with the current
data so earlier statements in regard to the nuwibgostnatal transfers as a sub

set of the total birth numbers is indicative only.

In the following section the focus moves to theimmmental context in which

the transfers occurred.
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Section three
The characteristics of the rural facilities anditlservice arrangements were

asked for in section three. The questions weregdedito elicit travelling times
and distances to secondary care facilities, thewgtfor transport at times of
transfer, the topographical and climatic featurethe area; the regular staffing
situation, plus the logistical arrangements avéglatp the midwife when

transfer occurs. The ‘comment’ column offered thmian for respondents to
mention any or all of these contextual factors,tipalarly where these were

seen to impact on decision making around the titeaasfer.

Ambulance transfer
Respondents were asked about the options for emmrgeansport in their

areas. Choices offered were road ambulance, aiukamie, boat or ‘other’. The
road ambulance was the most common form of trahspwacuation by air,

either helicopter or fixed wing aircraft was rarelged, being reserved for the
most urgent situations. Even then it was not alwayssible to get airborne at
night or in bad weather. Only one area used wat#ran this case a car ferry.
In some instances it was considered safe for wotoetravel by car. The

examples given include, following premature ruptwfe membranes, early
labour, where there was meconium stained liquoraomalpresentation was

diagnosed.

Delays were mentioned in regard to the road amlalaervice. In one area the
midwives allowed three hours for what was a onerhoip. This was in

anticipation of a delay in securing an ambulance] assembling the crew.
Where the local ambulance was not available, anatkeded to be sourced
from a neighbouring area. As most of these ambekkneere crewed by local
volunteers on call at their home or place of wahks could extend the waiting

time at the rural facility.

Air transport was not always easy to arrange. B@ample even when air
transport was agreed to be the most appropriaggomes and the weather
favourable, the service may not be available. Goranoent was: “Limited use

of air transport in winter. Often delay of up tdh8urs with ambulance staff, if
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staff are busy retrieving up the ski fields”. Iretbase of helicopter transfer,
another comment refers to their need for idealnflyconditions - “Chopper

often unable to get in because of low cloud anal. ddight flights only two days

either side of the full moon”.

Travelling time and distance to nearest secondaryeytiary

facility

A range of travelling times and distances from tlearest secondary referral
centre were reported. These ranged from 30 — 15Qite8 with a mean of 78
minutes; the median being 60 minutes. The rangisténces by road was 12 —
194 kilometres with a mean distance of 87 kilonsetand a median of 82

kilometres. These times and distances are illuesdrat the figure below.

Comparison of time and kilometre distances for rural transfers
(Circles indicate areas where the travelling time in minutes, exceeds the km. distance)
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Figure 7: Distance and time from secondary care falities

The average driving time between the rural facidihd the secondary facility,
did not include the time required to organise ttandfer at both ends of the
journey. Comments both in the survey and lateheibterview accounts of the
women and midwives show that delays can occur. &laes most common at
the rural facility. The delays include the time dmanise the ambulance, the
preparation of the woman and her family for transés well as the details that

the midwife needs to attend to before leaving.
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In Figure 7, it is interesting to note that in soof¢he areas the time required to
traverse the distance between the rural and urbatrecis significantly more
than would be expected for the kilometres indicafBHuese differences were
explained by the comments on the survey form. kample, two of the rural
areas were separated from the secondary facilita lbyountain range which
entailed a slow, winding trip. While another aréaser to the secondary facility
needed to cross the city at the end of the trigrety getting caught up in slow
traffic, this being a problem particularly in peladurs.

Rural facilities at the greatest distance from rieferral centre estimated times
shorter than the distance. This reflected the kingiches of open roads in these
areas. Nevertheless, many of these are popular tauttists which can cause

delays during peak holiday times of the year.

Weather and road conditions for ambulance transfer
In this segment of the survey respondents indictltedl in most rural areas

weather and road conditions affected travelling e8m These included
topographical features such as mountain rangesiatit conditions such as
snow, ice and flooding, and in some areas unpm&detland slips and
subsidence. The comments indicated that decisibostdaiming and how best
to effect transfer, were often influenced by thesgironmental factors (Table
2).

Table 2: Local features and climate

Topographical features and weather effects Areas affected
(total >30 as respondents could choose more than

one category

Mountains 11
Landslips and subsidence 25
Snow and ice 17
Flooding 16
69

The above table collates the number of rural areascating particular local

problems with weather and road conditions. The neatdi the road connecting
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the rural area with the secondary/ tertiary fagilivas commented on,
particularly when combined with adverse weatherddmms. For example,
“steep, windy, bendy roads, may be slow due to héaxcks and landslips”. In
addition, wind, torrential rain, storms and flooglicould result in unpredictable
road closures. In one intensive dairy farming areads traversed by stock
crossing for milking resulting in slippery road clitions. However with the

increase in underpasses this is becoming lespaftdem.

For several areas snow and ice became a problenttméate autumn, winter
and early spring. While this was more common inSloath Island, the central
areas of the North Island also experienced snowi@ndoad conditions, which
could close side roads and even main highways.vathe solutions included
approaching members of the local four wheel drik#o @nd in one case the
army, where a Unimog (Army all terrain vehicle) wesed to transfer a woman

in labour.

Assistance with emergency care prior to transfer
A wide range of staffing arrangements, were in @lacross the rural facilities.

Of interest for this research was the logisticglprt available when transfer
occurred. This included assistance in preparingwbenan for transfer, and

organising transport and cover for the midwife.

Support in some areas was available from other m&by nurses and local
GPs. In other areas the rural facility was partasf, within the grounds of, a
medical centre or level 1 hospital. In these fdesi no specialist services are
provided but emergency care may be provided by téddfficers of Special

Scale (MOSS). Other stand alone facilities neededatl staff on to assist

during labour and birth, and provide cover whenrthéwife left.

Access to midwife support at times of transfer wassable. In most areas there
were midwives either on site or living in the arei@wever one facility did not

have a second midwife available. LMCs usually chtleeir back up where this
was an option, though in some areas this midwifedliup to an hour away.

Others utilised the midwives employed in the fagilin one area the midwife
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from the core team travelled with the ambulancethed the LMC midwife

could remain to cover in the locality. In anotheea two midwives were
involved in a transfer. This is explained as, “dexond midwife follows the
ambulance with the first midwife’s car and comeskbia the ambulance so first

midwife has transport home after her case (sichirésed”.

Nursing staff were employed in several areas anddcbe accessed in an
emergency. It was not clear from the comments és¢hwere all registered
nurses. However many obviously were, given theratbies they played in the
rural areas. For example some were summoned froen aittident and
emergency area on site. Their help was appreciasethey had cannulation
skills. Some nurses were also employed in the mnaternity facility while
others came from the “ward” or “aged care” areaotlmer areas the nurses were

on call and did not live close to the facility.

General practitioners had practice rooms in almabishe areas surveyed. It was
noted that in some areas the “GP was availablegtired”. In one area GPs
provided back up in addition to the other midwifeowever in most cases the
GP was not involved when transfer occurred. This wae even when their
practice rooms were on the same site. Commentsatatl that accessing the
local doctor could be difficult. For example “...wasly available between nine
and five, “often away on weekends” or “the GP dddsre in town”. However

in one facility, emergency assistance is offeredab@P who still does LMC

work.

Paramedic services were available in only two arBasome circumstances a
paramedic would arrive with the ambulance from ¢hg area. Otherwise, the
skill of the local ambulance personnel was the nsaurce of assistance for the
midwives. One midwife commented that;
Occasionally a neonatal retrieval team is dispatctiom the
secondary or tertiary facility to stabilize andnisport a sick baby born
in a rural area. We are fortunate to have a nebrettéeval team and

direct access to the neonatal coordinator. If aybsatunwell we call
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the team and they send a paediatrician and a redamatse out by

ambulance to retrieve the baby. This takes betw@en60 minutes.

In these circumstances the midwife is not requi@dccompany the baby.
However the midwife may need to travel with the heotin a separate
ambulance; particularly if the mother is not coesedl safe to ride in a car. For
the more remote areas, the time taken to assemmoled@patch a neonatal
retrieval team can be longer than that estimatethénabove quote. In these
circumstances, midwives at the site need to mairiteg infant as best they can

until help arrives.

The final question on the survey presented the ppiby for the person
completing the form to make further comments alfactiors that they believed
had an influence on maternity and neonatal trassfetheir area. Most of the
respondents took this opportunity to expand on arliee comment or to
describe some aspect of their rural practice. Tlhesaments are interwoven in

the discussion section below as they relate tal#te already presented.

Discussion
As | began to write this section the presenter lo@ National News was

guestioning the Chief Executive of the West CoabIBD This was about a
woman in labour at 34 weeks gestation, who was @ggdeo travel by private
car across the mountain passes. This was a jowfreyproximately 3 hours as
neonatal care services were no longer availabl¢henwest Coast (Morning
Report, Radio New Zealand" &ugust, 2008). Recent snow and ice conditions,
heavy rain and winds in the area added to the econ¢hile all the information
about the situation was not available, on the fateat this situation was
potentially risky and presented a real dilemmajuost for the woman and her

family, but also for midwives, and DHB management.

This news item illustrated the decisions midwiveskmin concert with women
in rural areas. While this chapter has been comecemwith collating and
explaining the survey data, behind each of the mumla decision has been

made; either to stay and birth locally or to trangbr additional care.
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In this section the results of the survey are dised in relation to relevant
studies and commentary. Included also are furgpentaneous comments added
to the survey forms by the midwife respondentshi@ tural facilities. These
comments and the survey data, provide some illutoimeof the particular
characteristics of the rural maternity services.eyrhalso highlight the

environmental context in relation to transfer decis.

Rates and patterns of transfer
The rate of transfer for the low risk group of womacluded in this study was

16.6%. This is similar to transfer rates between6% — 22% from free-

standing and midwife-led birth centres reportedairsystematic review by
Walsh and Downe (2004). Slow progress in labour wes most common

reason cited for transfer. While most of the womesre accounted for in the
category for obstructed labour, comments in thd€gdt category included

references to ‘prolonged labour’ and ‘failure toogmess’. These various
descriptions of dystocia have been cited as reagongansfer in labour for

low-risk women, in other studies. Fullerton, JacksBesser, Dickinson and
Garite (1997) also cited ‘failure to progress’ &g most common reason for
transfer. This was for both primiparous and muhyos women, though transfer
numbers were higher for primipara. Dystocia was disund to be more

common with primiparous women by Baird, Jewell anlker (1996); a

finding that is also consistent with the reportlué National Birth Center Study
(Rooks, Weatherby & Ernst, 1992).

A gquestion on parity was not included in this catrgurvey. Therefore the ratio
of transfer for primipara compared to multiparanrat be calculated. Of
interest though was the consensus findings by thetefrical Services in Rural
and Remote Communities in Vancouver, which states t...the nulliparous
woman is no more likely to require urgent C secttban the multiparous
woman” (Torr, 2000, p.2). Thus it is reasonabledaclude that this prevalence
of referral for variants of slow labour, while wgimg, can be put into

perspective whatever the parity of the woman.
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In this study, 83% of the rural women realised rttggal of birthing in their

rural area. Given the comments above, this pergenis likely to be even
higher for multiparous women. Also not included ilyein this study, are those
births that occurred at home in rural areas. Whiéenumber would not be high,
they contribute to both the transfer and ruralrbndtes. As noted earlier it is
possible that some planned home births may have inetuded in the survey
data, given that the midwives in these areas fretyieffer care in one or more
rural facility, as well as in the community. Fostance, the rural facility may be
used as a ‘halfway house’ for assessment when dennsg whether or not to

transfer a woman who began labour at home.

The most common reason for neonatal transfer s shudy was respiratory
distress syndrome. A total of 53 (43%) of the 12Bibs transferred required
support for respiratory distress. This represepstd3% of the total 3901 births
in this study. It is also possible that some okéhafants were born in the local
facility because of timing. In other words, theraynhave been concerns during
the latter stages of labour about the wellbeinghefbaby, but the logistics of
transfer at a late stage may have contributed decision to stay, rather than
risk an ambulance birth on the way. This can beaeably surmised in the light
of the comments below about accessing ambulanospoat at short notice and

the distances involved.

In terms of the reasons for intrapartum transféraas not always clear if the
decision to transfer was made during labour, ot pash. In some instances
clear distinctions could not be made, given thaheqgroblems can cross both
second and third stages of labour. For example sespondents had difficulty
deciding in which section women who had experien@dpostpartum

haemorrhage should be entered. Once these decialum# the data were
resolved it is apparent that postpartum transfes waeasonably rare event.
Rather it appears to be associated increasingly eamplications for women

returning from secondary/ tertiary facilities follong caesarean section.

112



Thinking and planning ahead
To avoid unnecessary transfers the respondents eateth on ways used to

screen women for local birth. The quotes below takeen directly from the
survey forms. Minor wording changes have been méae clarity and

readability and identifying details replaced wigngric terms.

The rural practitioners commented on how they smindaries in order to
provide safe choices for women. These included @agement for women to
birth locally unless there was a contraindicatidiWe encourage all women to
birth at our facility unless they have obstetricnoedical problems that dictate
travelling to base hospitals”. And, we have “skillenidwives who mostly
gently guide ‘at risk’ clients antenatally to bedheir births and labour in the
secondary or tertiary unit”. This was believed teeg “transfer levels to a
minimum”. These women were also expected to “tasponsibility and notify
the midwife early” should labour begin. Furthertthal women are screened
carefully antenatally and must be over 37 weeksitth here with a vertex
presentation”. Part of this screening involved déin&nd collaboration with
specialist services. “The midwifery team works elgswith the visiting
obstetrician in the antenatal period”.

This caution is also reflected in transfer decisiom labour where the local
context was considered in addition to the clinicatumstances. Part of this
forward planning included locating ambulances, ngamgdelays, and dealing
with midwife availability and fatigue. For one miderit was important to work
within her scope of practice and “ask if the wonaemad baby will be safe in 2
hours time”, and to always “err on the side of @it The written comments
made by respondents revealed elements of “thin&klvepd” and this was often

illustrated with clinical scenarios.

When transferring [we] need to be mindful alwayattthere will be
more than an hour of preparation plus travel tinidherefore, some
transfers are unnecessary in retrospect but weneedim be timely.

For example timely transfer on suspicion of troubleead, slower
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progress than expected in labour and increased iratpy rate in

babies with no other signs of infection.

Distance and transfer times mean that sometimessteas in labour
occur sooner rather than later and [are] at timesegautionary i.e.
slight meconium liquor at 4 cm. and no other sympstavould in most
cases be transferred. ...Slow progress in labourg@sfly second
stage can pre-empt a transfer as the LMC is corexra delay may
cause unnecessary gquestions from secondary tertiarg staff and

specialists.

[The midwife] makes sure that the backup midwiiusdependent) are
still available locally. Sometimes transfers aredmawith secondary
care not needed once they arrive in [the city], the decision is made
to transfer because of ‘signs’ of problems happgnAlways trying to
foresee happenings over the next hour as GP skilidstetrics [are]
very rusty so for backup in emergency [we are] mideely to go to
[the hospital].

From these written comments it seems that theofatansfer is not the issue; at
least not at the time. What is emphasized by tlspamdents is appropriate
assessment at all stages of pregnancy and in lalsouthat good timely

decisions can be made.

The above comments reflect how the rural midwiaesl others that work with
them, manage maternity care decisions at distaoce $econdary care. In the
first section they indicated ways in which womee acreened or steered in
terms of their suitability either to birth locallyr in secondary care. In
compensating for distance the midwives and othevelved, appear to work

and think ahead knowing the time it takes to eftetimely transfer.

Local logistical and funding issues affecting trafes decisions
The loss of funding to rural facilities when tramsbccurred was raised as an

issue. This particularly affected facilities whehe midwives were employed
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by a Trust. There was also reference to®t2ehour restriction for women

returning to the rural facility in order to clairarfthe postnatal care.

The [local DHB Board] since 01/07/05 has placed & Hours time
frame on transfers from [the secondary facilitylheTtime frame is
unreasonable and unsafe for women wishing to retartheir rural

facility for postnatal care. The time frame hasigngicant impact on
the viability of the rural facilities.

The fragility of some of the smaller and more reenfaicilities is reflected in the
birth numbers (Table 1). These ranged from less fltato more than 400 over
the two year study period. This variation in binilhmbers is consistent with the
range of primary birth numbers in the Reports ondvtaty for the years, 2002,
2003 and 2004. Given the passage of time sincedhection of the data, it is
reasonable to assume that some of these ruraitiezcidre no longer able to
offer a local birth option. Potentially many of tlecilities are being used
primarily for postnatal stays. With the rise in saeean section rates (Ministry
of Health, 2007), transfer for epidural after affeand latent infection following

surgery, postnatal transfer may become more common.

Several comments made reference to funding isba¢svere of concern. These
referred to difficulties in affording staff to cavéhe rural area, particularly
when the midwife accompanies a woman on transfeis Was of particular

concern when there was only one LMC midwife in énea. There was concern

about “midwife burnout” and “staying safe to praetwith no back up”.

In section three of the survey, respondents wekedaso circle the service
arrangements in their areas, and where relevadtcaohments. These revealed
a wide range of local practices, each particulah&history and availability of
skill within the areas. Thus decision making in jmaneas was not confined to

just the woman and the midwife, but included negmin and often

® The 12 hour restriction refers to the period withihich the woman needs to return to the rural
facility following birth in order that the local ¢dlity can claim the full postnatal facility fee.
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consultation, with other health professionals ie #rea. This group included

registered nurses, experienced nurse aids, locala@® ambulance personnel.

The system for managing transfers was unique foh @aea and delays were
common. Local knowledge was vital, as was beinge aiol access other
logistical assistance when transfer occurred. THembngs were similar to
those of Hendry (2003) in her South Island studyrdral Scotland Lambert
(2008) cited midwifery initiatives which include@eking out and developing
expertise within the community to assist with eneaigy situations, rather than
relying on help being available from outside theaafibid). This pragmatic
approach coupled with local knowledge also appedcedbe the way that
transfer services were developed and managed agy tdlay basis in the rural

areas in New Zealand.

Equally variable were the distances and topograplulcallenges for the areas
represented in the survey returns. In Figure 7as wlear that distance could not
be considered alone. Rather, the time requirecht@tse the distance was also a
consideration in the decision about transfer. Addia the distance was the
potential for the journey to be hazardous whensoaere affected by snow and
ice, flooding or subsidence. All of which not ordgld to the time needed to

make the trip, but also to the safety and comfbdrivers and their passengers.

Small numbers and sparse populations clearly maltadle access to services
problematic, as was demonstrated by the news soeqasted at the beginning
of this section. Of concern for most areas, waslyeaccess to ambulance
services given the unpredictability of a problensiag. It also seemed that
some arrangements at crisis times were serendgpitod reliant on local

circumstances. Thus in some instances they mayalm@ys meet the safety
demands of some transfer situations. This undetsigrappears to have led to
a sensitive threshold for referral as the “thinkaigead” and “erring on the side

of caution” comments indicate.
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Summary
The survey results and comments show that the mesathink ahead and make

cautious decisions about transfer in the rural ar@atransfer rate of 16.60%
was recorded with variations of prolonged labowoanting for almost half the
transfers in labour and up to six hours followingtb It was also noted that
transfer for prolonged labour, while stressful, waily an emergency. From a
total of 3901 births 123 babies were transferredtth vihe most common

problem being respiratory related problems.

The time and distance involved to access secondargpecialist care was
frequently compounded by climatic and topographatalracteristics particular
to each rural area. Further delay was experiendeshvambulances were not
readily available. These factors combined to affeettiming and sensitivity of
transfer decisions. The staffing and logistical g prior to and during
transfer, was idiosyncratic to each facility. Trspondents acknowledged the
constraints inherent in living and practising imual area but viewed some
aspects of regional organisation and funding umeasle. This was related
largely to the provision of readily accessible hafal logistical assistance at the
local facility when needing to make decisions abwansfer of women and

babies.

This rural facilities survey fills a gap found imet national statistics. By limiting
the survey to well women near term, who begin labouhe rural facility, a
much more realistic transfer statistic is reveatedn one which includes
women transferred in early pregnancy for obstetiicmedical conditions.
Similarly the primary reasons for transfer revéddd profile of women who are
transferred. Of note is that the majority do najuiee urgent assistance, but
rather are transferred for slow progress in lab@this information potentially
provides both women and midwives with some claaisyto the likelihood of
transfer in labour and would assist in decision imgkor the future in terms of
place of birth.

In the following chapter the data from the womeimierviews is presented,

interpreted and discussed. Of particular interea$ Wwow they perceived their
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contribution to the decisions about where to bdgjour, and when to consider
transfer. Aspects of some of their stories relatehe findings in the survey.
They also resonate with those made by the midwineteir interviews thus

providing an important contribution to this reséarc
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Chapter Seven: Views of rural women on birthing
locally

Introduction
In this chapter the data from the interviews witltal women is presented,

interpreted and discussed. The focus is the catioibb women make to
decisions about possible or actual transfer fromural maternity facility to
secondary care, either in labour or post birth. #is research a purposive
sample of women were invited to participate in @ienview (Chapter 5). This
included both women who had planned to birth inugalr facility and had
transferred to secondary care, and those who remlisied the possibility of
transfer but remained and birthed in the rural litsci Thirteen women
contributed their stories about how they planne@n&ho begin labour, and if
transfer occurred, how this was decided. Four ma@mes with sub themes are
derived from the interview data and relate to teeislons made in advance of
labour, during labour and birth and the women’sutifds about their

experiences following the birth of their child.

Overview of the themes
The reality of distance and time from secondaryeocaas a recurrent theme

which permeated each aspect of decision makingaiis from secondary care
facilities meant that if additional care was neetlezh it would take longer to
access. For women confident in their ability tatbiocally this was a risk they
were prepared to take. For others however, hawngatel in labour was not

something they could contemplate.

Four major theme ideas have been used to strutitardata with sub themes
included under these headings (Table 3). The firstne,deciding about the
safest place to give birtlpositions the women in regard to their persomdieb
about where they felt safest and the potentialafgkansfer in labour. For some
their birth plan was still fluid with the hope th&iey could birth locally despite

reservations.
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The second themedgciding on transfer in laboufpcuses on the central interest
of this thesis which is the point at which decisiambout transfer are made.
Included are experiences of delays, the ambulamacesfer, and the disruption
that accompanies a change of plan in labour.

The third theme,looking back on the birth eventaptures the women’s
reflections on their various birth experiences. tha two women in the study,
who birthed locally, their belief in their choice birth in their local area was
affirmed. For those who transferred there was fgodunity to review their

decision about their chosen birthplace, and thengrof transfer. Included also
are their plans for birth in the future and howsthénave been influenced by

their experiences.

The women also commented on the local maternityiceiin their respective
areas. The final themehe influence of local maternity services on worsen’
birthing decisionsfocuses on aspects of the rural maternity servicas had
the potential to influence their decisions. Thesenments include the costs
associated with transfer and concerns with the Ity viability of local

maternity services,

Table 3 Themes from the women'’s interviews

Major themes Sub themes
Deciding about the safest Confidence about local birth
place to give birth Considering distance and time

Niggles of fear

Keeping all options open

It is up to you: Advice from midwives a
other health professionals

Hearing about transfer

Deciding on transfer in Midwives making the call

labour The uncertainty of a long labour

The ambulance experience

120



Concern abut the wellbeing of their partn
support team during transfer

Arriving at the hospital

Looking back on the Local birth; an everyday experience
birth event Coming to terms with the transfer

Thinking about a future birth

The influence of rural The costs of transfer
maternity arrangements on Uncertainty about rural maternity services

women’s decisions

The presentation of the text
In this chapter selected quotes from the trangcapt interspersed with the text.

The source of each quotation is represented bytrdmescript humber and
relevant page. This is represented thus; (w/x/ke $mall group interview is
presented as a whole and no attempt has been mdiféetentiate between the
three women. Minor grammatical and syntactical gesnhave been made to
the quoted passages to assist the reader whemadhring was unclear. To
maintain anonymity the identity of individuals, thames of facilities, and their
locations are replaced with generic terms. Thesdamated in square brackets.
Three full stops (...) are inserted where words hbeen removed from a
comment. This is reserved for passages that costaral topics, are overly

long or tautological.

Deciding about the safest place to give birth
The opening question in the woman'’s interviews atasut their early decision

making in regard to place of birth. While this wakended as a starter question,
it revealed much about each woman’s approach thihgy at the local facility

and how committed they were to defending their choi

Early considerations about birth place were infeeghby a variety of personal
and contextual factors. Some of the women expressefidence in their ability
to birth locally while others were tentative or ffieh of such a commitment.
Their decision was primarily motivated by how faey were from secondary
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care and how long it would take to transfer if thias required. The decision
was also influenced by these same concerns exprégstamily members. In

addition they were aware of the birth stories dfeotwomen in the area who
had birthed at the local facility or experiencednsfer in labour. A woman’s
confidence to birth in the rural area was alsouirficed by their discussions

with midwives and other health professionals caesidiuring pregnancy.

Confidence about local birth
Two of the women who had given birth to their fidtild expressed total

confidence in their ability to labour and give hirin the local facility. This
confidence persisted despite misgivings by theitneas and family. In addition
they were confident that should they need additioaee or referral during their

labours, this could be readily accessed.

There was a lot of pressure from my mother (tadrput me off) as |
was 39 years of age, just turned forty, so that pagt of it, My

husband wanted me in hospital. Which was intergsteah | think his
thinking was that everything was going to be thethere were some
complications. Whereas | kept saying to him theraat going to be
complications they would get me to town anyway amalked to my

midwife about that and she said exactly the sanmgtiBut come hell
or high water my baby wasn’t going to be born ispital it was just
what | wanted(w/1/2)

Connections with friends and family in the areaslae reason another woman
chose to birth at the local rural facility. She egsed confidence in her body to

birth and was supported by her midwife.

Well we chose to give birth at the [local facilityart of the reason for
choosing it was that we are based here and outyfamd friends are
based here so that if the labour went well andntidbwvife was quite

confident that | wanted to birth here just from thepport point of

view and also | felt I was pregnant | wasn'’t siak Isdidn’t need a

hospital. (w/1/10)
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The environment and assistance on hand at thefloclty was also considered

when making the choice of where to birth.

I think the clinical [atmosphere] of being in haspiand | think | heard
that you didn’t have a separate room and you wetbdse rooms with
four beds and I thought I really didn’t want that me. For what the
local facility offered is it is a really nice engimment and it's not much
different from having your baby at home. Except yoave this

professional person that will pop out of your walsk if you needed
them. (w/1/3)

...and the other thing | guess that put me off gaothe city hospital
was that | had visited a girlfriend down there dodr women were
crammed into one ward and friends and family conaind going and
to me it seemed very chaotic and busy and streasfillit just didn’t
appeal to me so | thought if things went well | wehto give birth
here. (w/10/1)

Considering distance and time
Distance from secondary care is an ever preserdidenation in almost all the

women’s comments about birth in the local area.df@ woman the thought of
traveling to the hospital in the city in labour, wid interfere with her plan for
an active birth. Thus she chose to begin her lalvosecondary care.

And that was one of my decisions ... | genuinelydadd it would all
go fine. | didn’'t fancy the idea of traveling inblaur. | don't like
traveling at the best of times and | didn't thirtkwiould be a good
position to be in the car as | was trying very miémhthe active birth

so that was one of my reasons to choose to lalerer (w/9/3)
Another woman had a similar reason for avoidinggbssibility of a trip in the

ambulance. Her choice was to leave home at thesfga of labour and travel to

the city hospital.
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I didn't like the thought of transferring duringblaur because | was
quite scared of labour and | could think of nothuagrse than sitting
in a car or ambulance and being in a consideratnleuat of pain.

(W/5/7)

Distance and the time it would take to transfahié was necessary also came
into the calculation when women had a choice diriacilities.

Well for me the plan was | had a choice [of twaatdacilities]. So but
thinking if something went wrong, one was geogregly closer to
town. It was only 30 minutes. (w/8/1)

However the distance from secondary care was aso 8s some protection
against unnecessary intervention. This was higtédifior the women following
the media release of the Maternity Report for 2@@iich signaled the rising
intervention rates in labour and birth. The dedoeavoid any unnecessary

intervention influenced some of the women to coasidcal birth.

| guess the other thing though that put me off gamthe hospital was
just the fact that | had heard reports and stasighat once you had to
go there to be induced you often finished up hawangepidural and
once you have medical intervention like that it past snowball into
ending up with cesareans which | didn’t want. | ‘tl&now whether it
is just the cases you hear of but you tend to béanore that end up

having a cesarean than end up having a naturhl bivt10/3)

In one area the future security of the local matgiservice was in doubt. This
affected how women saw the issue of distance.eif local facility was closed
then to travel out of their area to birth at anothual facility was seen as a less
favourable option that would add to the time it \abtake to transfer. For some
of the women home birth was considered rather Hwaoking out of their home

area.
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...S0 it was like what do we do if this happens?ihkhithere were a
few options anyway but a long way from home. | khilhe other
option was to have home birth and | was leaningentowards that.
(w/1/3)

These early decisions reveal how much thought andideration the women in
the rural areas needed to put into the decisiowlodre to birth. For others

however it was not a clear cut decision.

Niggles of fear
Making the first decision about where to give biwhs a struggle for some of

the women in this study. While they wanted to feehfident about beginning
labour in the local facility they had reservati@i®ut such a commitment. For
these women there was no intermediate primary bption close to secondary
care. One explains her dilemma.
And even though | have excellent midwives | thirrdbably take the
role to go to hospital even though | loathe beingthe hospital.
(wW/4/2)

. | think I make the decision to go to the hospitalcause | am
nervous. If anything should happen to my child, dam for my own
sake | probably couldn’t just live with myself. lawe to have a home
birth. | crave to have a birth at home that goetunadly with my
midwife and | am left to my own devices or helpbbtugh it in a very
natural way, you know because | think birth is ayvenique
experience but | also have an alarm bell that géfes the back of my

head that says but what if something happens? Zy/4/

Well towards the later part of pregnancy when | waaking the
decision about [where to have my baby], becausarnit&d to support
the local hospital and [my partner] and | were bbdmn here and |
would have loved dearly, for them to be born hBrg.there was just a
nagging doubt — just my own intuition was sayingdt don’t know.
(W/4l7)
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For these women it was important that they find idwife locally that could

understand and accept their reservations. Prefetlady wanted a midwife who
would provide continuity of care from the rural tee urban setting. For one
woman it was important that there was alignmenivbeh her philosophy and
that of her midwife. This was particularly importam regard to where and how

she planned to give birth.

And through the process of choosing a midwife éiniewed several
midwives and that was part of the discussion pmcesat is your
philosophy, what do you think, where do you thihk baby should be
born blah de blah. So that was part of the thopghtess, and | think |
had decided that we would have the baby in a haldpgicause | guess
| wanted to prepare for the worst case scenamarited to know that

if something went wrong that all guns could cont#azing. (w/3/1)

In some instances the local midwife was preparezhte for the woman during

labour at whichever facility she chose.

Our original birthing plan was that we would havep here with our
midwife but if | wanted to have it in hospital, myidwife was going
to come down. [But] she insisted that | would beefiat the local
facility. (w/6/3)

Keeping all options open
Most of the women appeared to be committed tota piace at an earlier stage

in pregnancy. However for some this decision apgktr be a tentative one. Of
interest in this study was that three of the wom#r were concerned about
distance and planned to birth in the secondarediaty hospital, harboured a
secret wish to be overtaken by their labour andhbiocally. One woman

expresses this desire.

Well basically | made an early decision early orgtoto hospital to

give birth. And with my most recent birth duringettime that | was
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pregnant | had thought about delivering here. That always a
possibility at the back of my mind because... | cdasmy midwife to
be extremely experienced and | always felt readynfortable with her
and | knew in my heart that she would never take @mances of
anything going wrong that she would have me inatmdulance down
to hospital. And | did talk through that with herdasay that possibly |
might decide not to go to the hospital if everythistarted very
quickly and it was continuing quickly and everythiwas going well
then | thought | could possibly stay here. Yes amwdanted that to
happen and for the decision to be taken away franBut | wish that

we could give birth in this area. | really do. (v}

Researcher. Do you think the not feeling quite gafs in the way for you?

That's what my midwife thinks too, if you don’t havt in your head
that this is where you are going to birth thersigoing to get in the
way of the labour taking place, you actually need¢ in the place
where you are going to birth and then it will jafithappen.

If it happened quickly it may have been different i you have time
to think about it... (w/4/5)

This hope about inadvertently birthing locally wstgared by women who had
been advised to birth in the hospital because af thbstetric history or events
during their pregnancies.
And um right up we had that gestational diabeta@gytnd that came
back on borderline and they said well you are goingave to have it
in hospital now. And | kept saying oh no no no liwe fine... (w/7/1)

| thought well there was a part of me because finand healthy that
| was pretty confident that | could deliver vagigaAnd | was getting

good support from my midwives that [labour] was @@ thing to

do... because even if it did end up being another emesgeaesarean
that it helps [the baby] going through the labdur5/3)
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One woman with a history of a previous cesareaticsewas dissuaded from
attempting to birth locally. However she still hdpiat if she stayed home long

enough that it would be too late to transfer tohthspital.

Researcher: What were you planning at that stage?

My next child was &VBAC so | didn’t have any choice about where |
was going to give birth. But | was intending to &awvhere [indicated
local facility] ...I had it all organized that we would have it haige
had had a look through town just in case. And W& our plan that

we would have it here unless for some reason... 1)

Despite some indecision during pregnancy all ofvtleenen in the study began
labour in the facility noted on their birth planhi$ was also the case for the

group who hoped inadvertently to birth locally.

It is up to you: advice from other health professials
Midwives and health professionals advised the woatut where it was safest

for them to birth. This advice was sometimes souglttby the women or was
given by doctors or obstetricians within the cont@t a recommended
consultation. For some women these discussionseatedpful, while for others

they were even more confused.

One young woman expecting to birth locally was gsagal when dissuaded

from her choice by her midwife.

| was hoping to have him in the local facility buty midwife [said]
she preferred our first child to be born in hodgitat also because she
had other clients due at the hospital at the same. tSo she would
have preferred me to be at the hospital. And | haspitals so | didn’t
want to, but then | came round and said OK fineally couldn’t be
bothered arguing about it, (w/8/5)

Other stories included the comments of doctorsspedialists.

® VBAC is a common abbreviation of vaginal birtheaftaesarean section.
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When | first found out | was pregnant | went to #ee doctor | didn’t
know what the process was and there was a doeodisg in and she
was wonderful however she probably painted for npecture of a lot
of doom and gloom because of my age and the pbisilof
abnormalities and she was seriously pushing mertisagoing to see a
professional rather than having a midwife up helnectv1 thought was
really interesting. Which | mean was good it wasdjthat she gave
me those options. And painted the whole picturevesi® realistic. But
| just decided you know that | was in good healtld averything else
and | didn’t feel that | needed it. But it was gotmdknow that the
option was there. (w/1/2)

So at about 38 weeks | was down to the city holsfotaanother scan
and | talked to an obstetrician down there to trgt help give us some
clarity on perhaps what would be best to do in seohthe delivery.
And they just said look, because they don't repllgh the way [to
give birth], it is totally up to you. | never falhder pressure to choose.
But they did say it is winter and it is your fitsaby. | was thirty one, |
wasn't old but | was getting older, and it may battyou will feel

safer just choosing to deliver at the hospital 5(iy

Equally, it was expected by some women that thesaecabout where it would
be safest for them to birth, would be made by titbeg consulted. Where this
didn’t happen the women felt burdened by having té&ponsibility of this

decision.

Before my [baby] was born and she said you knowplgean your
situation we would give then a sixty forty changeu know sixty
percent chance of having a successful vaginal eigligfter a cesarean
based on your history but reading your notes | waubkke it more
fifty-fifty. Which was kind of a bit OK then it fellike it was really up
to you and | did feel a bit that the weight of thiacision making was

on my shoulders. (w/5/1)
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I think the first time with your first pregnancy yqust want to know
and | am that sort of person | just want to knowffstl like to be

planned and organized. And for me | was a bit faietl towards the
end no one could tell me what to do. | quite wargedple to tell me
what to do- | felt a little bit inundated with imfmation and sometimes
I would have just preferred the medical experts foesitates) maybe
not firmer maybe a bit more definite in their owpirdons because it
was always left open to me but that kinda did mgdhm towards the

end too. (w/5/7)

Regardless of what women were advised during saoBuitations, they could
not help but hear about the births that other womeheir experienced in their

local area.

Hearing about transfer in labour
Many local networks were accessed by the womerhénstudy. Thus other

women’s birth stories both positive and negativeenexchanged. Some stories
of traumatic transfer experiences were recountethaa the effect of shaking
the women’s confidence about birthing in the lomada. For first time mothers

the talk was difficult to put into perspective.

Being a first time mum [it was hard] having todiltwhat you've read
and your common sense as to what you thought veasght process
for you (w/1/1)

So | hadn't really put a lot of thought into itckily | had read a bit,
but of course when you are reading these thingallitsort of surreal

anyway it is someone else’ experience. (w/6/4)

Each woman was asked if they had discussed thebpigsf transfer with
their midwife during pregnancy. All agreed that subject had been raised. The
women anticipated this discussion and valued opernhanest discussion about

the possibility of transfer or any other issue tratse during pregnancy.
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They always discuss transfer with us here. It isag@y mentioned, |
think most people are aware that there is a pdggithat you might
have to transfer because the midwives will say ifhat B or C or D
happens then you will need to go to hospital. They very upfront
about that here. They are known to err on the sfd=ution as well.
Because they don’t have back up so you can'’t thlemaes and that is
the way they operate. And it was certainly well lakped to me.
(w/5/10)

So one of the risks of that was a difficult laboursomething needing
a cesarean so | said to one of the midwives afi$tehint of anything
we would transfer we were happy to get down théfe.had prepared

ourselves so that we might have to transfer if kizgtpened. (w/12/6)

Yes she would be quite honest and say | have rerae across this
before | will go and look it up and let you know site would ask the
other midwife something about a result which istdrethan just
winging it. But she would be open and say insteadbudishitting.
(w/8/13)

For two women the ‘relaxed’ attitude of their mideveand her reluctance to be
clear and open about the possibility of transfet atack up plan had an impact
on their birth experience; this was even more pf@lem when the midwife

was working on her own without colleague support.

Looking back | guess the midwife was very relaxbdw it and had
said [there would be] no need to transfer, yourybaiti go well...She
didn’t actually give clear information, um and thehen we got closer
to the time and | was asking for the back-up midigihame, she said
no first babies never come before their due datelr Won't have your
baby before your due date and | am going to berar@o that’s fine.

So | was listening to her with my head but my mstis were telling
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me no it's not going to happen and in hindsightishwthat | had
pushed her a bit more and had a better discusbimurt ¢hat. (w/9/2)

For most of the women there had been open and thdrsesission about the
possibility of transfer. Where this hadn’'t occurrb@re was uncertainty as to

who would be present and what events would predgihe need for transfer.

Deciding on transfer in labour
Once the women arrived in established labour atubed facility there was the

expectation that they would labour and birth tHsaby. Their progress was
keenly monitored by those who stayed to suppornnth€his included their
midwife, their partner in most cases, and freqyerdmily or friends. Distance
and the time to access secondary care, only beadawor when there was any
cause for concern or labour became slow or irregii¢hile women were
included in discussions and informed about progressppeared that in most
cases the decision to transfer was made by the ifeidiwor the women this
change of plan involved the discomfort and disauptof having to travel by
ambulance to hospital. These upheavals also affetdenily and friends

supporting her.

The uncertainty of a long labour
Slow progress in labour proved to be the mostdliffiarea for decision making

about the need for transfer. The women were aweetheir labour was long
and hard but relied on the midwife as to whetheirtperceptions of progress
was right. Transfer was only suggested after ewdfgrt had been made to
assist the woman to progress in labour. In thestasdmen frequently referred
to ‘we’ ‘our’ and ‘us’ when referring to pregnan@and birth events. This
generally referred to the woman’s partner but somes the midwife was also
included; thus demonstrating the woman’s beliet #lathose present had an

investment in the process and outcome.

...cause that was about two and a half hours after steeted
pushing...and | was like | am not going to [the htapiurrgh
(simulates strong pushing sounds) um but [my bablJwasn’t here.

But my midwife was fantastic she kept telling mktla¢ time that you
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are doing great the baby is fine baby is happyliolieart beat | was
getting frustrated that | couldn’t get this babyt gau know | wasn’t

worried about it or anything. (w/12/1)

My labour was progressing nicely my contractiongengot to over a
minute and then it sort of quieted down and themoited up again,
they were two to three minutes but never longen thaninute we tried
breaking my waters but that didn’t do anything wed stretching my
cervix which was quite horrible and | think unnesaay in hindsight it
didn’t do anything in and out of the shower heapsmes and yeah |
started vomiting and | had a bit of a convulsionwadl. | was a bit
frightened by then. It was five o’clock things defely weren’t right
and | got my husband to take the clock off the wiathought baby
would be delivered by then. Seven o’clock the arabcd [was called]
and the midwife said you are going to have to gtdspital and by
that stage | was beyond thinking because | was tagnall the time

and | was having contractions | just thought fifve/9/1)

At times the midwife struggled with the decisionttansfer when labour was
slow. However when the midwife finally recommendédt they transfer for
additional care, the women agreed, despite disappent and sometimes
reluctance.
| went into the local maternity facility and wenght through the night
and the midwife came to me about eight o’clock isHevely and said
oh look | am going to have to send you to hospitaaid well you

can't. | so didn’'t want to go. (w/7/1)

My midwife didn’t want me to go down there and &svobviously the
last resort when she came up to me and said thed to go down [to
the hospital]. All my midwife said was that you aret progressing
and things were starting to swell she said it wdoddbest to go. |
don’t think — | can’t fault them at all. | said lould be back and to
keep my bed. (w/7/2)
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In this situation there was discussion betweemtltvives as to the timing of a

transfer decision.
...She was a bit more experienced than my midwifeshr@dsaid its all
right everything is going all right so to me ittféke my midwife was
trying to get us down to hospital but the otherwwiid was saying oh
no she will be alright because you could see tbaicrcoming but it
turns out that wasn’t exactly what was happening $elt like to me
that things were delayed a bit but when | look tigto the notes it

wasn’'t as bad as it was a bit hard. (w/12/1)

This discussion highlights how difficult this daois is when the baby’s head
can be seen. Go too early and the baby is likelgetdorn in the ambulance.
Leave it too late and the lengthy trip would exptise baby and the woman to

greater risks as well as a very uncomfortable trip.

Midwives making the call
The comments made about the decision to transtew shat in most instances

the midwife made ‘the call. Obvious in some comtsewas that an
understanding had been arrived at during pregnasd¢g what circumstances in

labour would prompt a discussion about, or decisipiransfer.

Yes and it was definitely discussed if there wagtleing which she
thought jeopardized my health or the baby’'s hetitt | was pretty
much leaving the decision with her because | didkmow what |
would be on gas, drugs or whatever and | was |lgawito her as the

professional and | was going to go with her deoisjo/8/2)

| think that is what it boils down to you just hasehuge amount of
faith in your midwife. | think it boils down to thaelationship you
have with your midwife and they are the profesdicarad you are
leaving it in their hands to make the right deaisi®Ve are not the
professional how in the hell are we supposed toaknhat's going

on down there we are busy concentratinw/8/9)
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This belief in the midwife’s judgement was alsochel’en when the woman felt

some reluctance.

| had confidence that the midwife would make tlghtidecisions and
if she felt that | needed to go to hospital theralhymeans | would go.

But it wasn’t my first choice. (w/10/1)

When a situation was considered by the midwife ¢o‘fsky’ the decision
appeared to be made without consultationthe situation below a woman in
well established labour was discovered to have aexpected breech

presentation.

I was in full labour and wasn’t going anywhere bey did a check
and there was a bit of that what do you call itTomeum? So they
popped out of the room and said | will be rightkaad | said what do
you mean? She came back said | have called the landey he is

breech and you are off to hospital. | thought- @en(w/8/3)

Yes well we were going to be in the local faciliyt my baby decided
not to. So it was ten days late and | was readyush and try and get
him out but he was breech and | was whisked awatpwm for an

emergency C section. Fun and games labour in thelamce. (w/8/2)

Midwives also made decisions in other circumstanée&s example, women
who planned to travel to hospital in labour, wereairaged to come for a
check at the local facility. This was to ensure thay were not in an advanced
stage of labour, which would make it unsafe toetam a car. In this instance

the midwife also made the decision about the mddensport.

So when | went into labour things happened pratigkdy again and |
checked into the local facility beforehand but timse they had a rule
with the traveling. If you were six centimetersatidd you couldn’t go
down in your own car you had to go in the ambulaftkeast | saw it

coming. And | had a feeling that things were pregneg pretty fast
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anyway. So | wasn'’t surprised when they said no wduhave to go

in the ambulance. (w/ 5/3)

One of the women who transferred in labour was alsudwife. She was asked
how she remembered managing these two perspedciivéle point when

transfer was suggested.

| think for me, for both labours, you always wodiand think things
because you are a midwife and you have that uridgrknowledge;
Always very aware of the significance of any of fimings. | think
that once in labour you forgot about that but came crunch you
know what a deflexed head means and you think, twillisn’t going
to happen here and you knew that it could have seeng adverse
effects and what that could lead to if you staykctould have all
turned out fine at [the local facility] but thenitfdidn’t then you are

seriously a long way from help. (w/2/3)

And you are starting to wonder what is going oneegglly when you
had a reasonably quick labour with your first balgs everyone was
surprised so | didn’t worry about it at all | jusaid well that's fine
then let's go. There is nothing you can do aboybit just have to go

with the flow.

And then at the end of the day you want a safecomecfor you and
your baby. Of course it wasn't in distress buttibecame distressed

you could have a nasty complication. (w/2/3)

This woman’s experience highlights how tricky itinche to decide when to
make the call to transfer when the woman had pusiyobirthed normally after

a quick labour.

The ambulance experience
Once the decision was made to transfer, the fooualf involved was on how

quickly it could happen. In this study the womemaooented on how frustrating
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and stressful they found the transfer experiericthel ambulance was delayed

this added to the stress and discomfort for the amam

...because | thought that when an ambulance is ctigdneed to get
in there. It's OK the baby is fine but what happértee baby wasn’t?
Would that ambulance have hurried up or wouldilitlsave been forty
minutes for it to arrive and then pissing aroundafioother thirty? That

was at least another hour that | was immobile. 2%l/L

. and they had 3 transfers that night and they ested have a
change of shift of the ambulance driver, so bytime that we waited
for the St. John people to change their driver getdsomeone new on

it was five or six o’clock in the morning beforéeft. (w/5/4)

The husband of one of the women recounted theiergxpce and the frustration
of waiting for the ambulance.
All the ambulance officers who were on duty weré @u calls, so by
the time they came in and picked us up in the aartwd [there] was a
bit of a delay. And | expect that is somethingdrdi appreciate, that if
we had to transfer that it would actually take fhaurs to transfer not

two and a half. Better to get in the car and gd9(%y

Sometimes the delay occurs as the midwives areprgpthe woman for travel.

But once it got there, there was a delay becawsedbuldn’t get a line
into me. So the ambulance was there for about 2 tminutes before
we even got into the ambulance so we weren't ewady for the
ambulance when it arrived. It didn’'t go all thatauthly. It is quite
stressful by the time you get to that stage. (W/L2/

Just getting into the ambulance was a challengelvanced labour.

And it's quite [difficult] too just getting physitg into the

ambulance...as you know; when you are in labour duie a biggie.
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It's like they are asking you to climb Mount Everes.they had it
hoisted quite high and ... | looked at it and said/ltm you expect me
to get up there? (w/5/9)

Once on the road, the women all found the ambulamige long and
uncomfortable. This was mainly because they weablento move freely and
work with their contractions. Adding to these coasits, were travel sickness

and bumpy road conditions.

| had the gas with me which was fine. My midwifd gathe front
which [at] the time | didn’t worry about it. Sheldome she was going
to [as] she gets travel sick. But in hindsight lulkbhave preferred
having someone in the back with me. It was a webdzause you are
lying sideways on the gurney and | get travel $atk being in labour
and lying sideways and trying to hold the gas vaitie hand and the
gurney with the other and | was vomiting too antydkated so it was
a bit — it felt like a fast trip but [it wasn’t] Waectually did take our
time as the roads were quite icy and they wereoihg) fast at all.
(w/5/4)

One woman transferred by air. She had some locallketge and when faced

with the prospect of transfer, asked for a helieopt

Then about 11.30 started to crack on and at 12d0nraking any
progress with pushing and they examined me anddt & deflexed
head | knew the implications of that | didn’t naetb be explained. So
then they contacted [the] hospital and | politelgked for the
helicopter if it was available and they agreed.2{(ity We arrived [at
the hospital] and were only there about five miswdad | managed to
push him out so | had a nice normal delivery witmoam full of

people; seriously embarrassing. They were all théve the

entertainment value. So it was good that it turnatdwell though it

could quite easily have been the other way. (w/2/1)
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Despite the discomfort of the transfer trips theneo also worried about the

wellbeing of their partners and support people.

Concern about the wellbeing of their partner anduort team
during transfer
Concern was expressed by the women about themgrartfatigue and whether

they were safe to drive behind the ambulance. iAesi the road and weather
conditions were an added worry, as was finding someee to park the car and

stay when they got to the city.

| think the worst part was my partner travelingrg behind not
knowing what was happening. Fortunately for usaswluring the day
but it is an issue for those who have been up igltnwith long
labours; particularly too if the roads aren't flasfth winter driving
condition; [and] often there is nowhere to staydjathey have to turn
around again and drive home. (w/2/3)

...and | think that my husband was more distressad thvas because
he had to turn around and come back home to gickwr daughter
and then come down to meet us not knowing what gasg on.
(w/2/1)

The thing is it is always a bit of a hassle for gagtner when you get
down to the hospital. You know parking your car #mat. And he was
a bit stressed out so probably wouldn’t have beethé best shape to
drive down anyway. And they always stopped to darydgtals and
stuff and they tell us we are going to stop thevethat the person
following doesn’t panic because we had stoppedathbulance, [or]
get excited because we had stopped the ambulaxcthainthis baby
was going to be here. (w/5/4)

The women also talked about the outcome of theithiincluding their
response to the transfer experience.
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Looking back on the birth events
In order to make sense of a childbirth experienoenen frequently need to talk

it over with family, friends and those who sharbkd journey with them. In this
study all the women had a clear and well articaldigth story complete with
the times of events, emotions and firm ideas of wdid what and when; these
reconstructions having become an integral and emglyrart of the woman’s
and her family history. For two this was celebrgtan birth in their local area,
while for others it was coming to terms with thensfer experience and

reassessing their risk for future births.

Local birth; an everyday experience
The experiences of the women who birthed locallyemeause for personal

pride and celebration. However their stories apgxbéo be silenced by the very
‘ordinariness’ of a normal birth, compared to theries of women who had

experienced transfer and surgical interventions.

You sort of feel if you have delivered at [the Ib&zcility] that and
you haven’t gone to [the hospital] and had all biedls and whistles

that it was a pretty non event and uninterestiwglL/7)

And the process just seemed to take over andriejtist flew. It was
amazing how it just flew. Um the labour itself,ddno painkillers or
nothing | just got into my breathing and everythemgd had quite a
really natural birth. And my baby didn’t even criyn@n she was born.
She just looked straight at me as if to say | kn@mu when she was

given to me. So that was an amazing process; realbzing. (w/1/1)

Coming to terms with a transfer experience
For the women who transferred during labour thees wisappointment that

they were unable to birth in their local areas. s@me there was a pragmatic
response that if a caesarean section was needethéyewanted to get on with
it.
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My main concern looking back on it now was becathey put down
“wanted a natural birth”. They were trying everyithithey could for
me to have it that way. Whereas | told them aftéeva hours down
there just cut me open. | am no supermodel it wordtter. But | think
they were trying to keep with my wishes back tHedidn’t care | just

wanted to know if he was a boy or a girl at thagst (w/7/2)

With the cesarean itself it was absolutely briltiam [the hospital].
They were that relaxed | think the only thing migsfrom the surgery
room was a keg. They were joking and carrying ot iarwas really
nice atmosphere, it really made me relax and theyewexcellent.
(W/7/5)

Talking over their birth and transfer experienceerowith their midwife was
important for the women giving them an opporturtitlyexpress their surprise
and often disappointment about the decisions made.

That was what we talked about afterwards. If yod been in a main
centre you would have had that luxury and said wellwill give it
another half and hour and see what happens if [sabl and you are
managing and that in retrospect would have bees it when you
are 2.5 hours from any major medical interventtoentyou don’t have
that luxury...And you are starting to wonder what geing on
especially when you had a reasonably quick laborin wour first
baby. (w/2/3)

A meeting with her midwives was an opportunity fore woman to ask them
about the decisions made during her labour, inolydne timing of the transfer

decision.

Both midwives had come out to tell us about that &k to us at that
six weeks sort of mark and talk about the procégpmg to hospital
and also to talk about the birth if there was aimglwe wanted to talk

about and discuss and we both talked about thief midwife should
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have been working for our midwife... It was sorttbé wrong way
around but at the end of the day it was a diffibuith and it sounds as
though we are blaming the relief midwife we are aiall its just that
it was difficult and it would have been horrible fmyone to deal with
but in terms of making us more comfortable with tileole transfer
process our midwife said we are going to call tdalance. It should
have been done she was our midwife and she tokb uswasn'’t for
the relief midwife to go hold on for a another haff hour thinking

that it was all going to happen because it justssied us out. (w/12/9)

For another woman the opportunity for debriefingswat offered following a

long stressful labour and subsequent transfer. dditian the woman had

perceived a disinterested attitude from her midwtieoughout her whole

childbirth experience. This prompted her to makemplaint.

So it ended up and | dealt with it at the time as go but it ended up
being a bit traumatic after | got home. | got ugsebeing let down by
the midwife and just the whole delivery...I didn’t @mything while

she was here because it didn’t really dawn on ratetths wasn’t good
this wasn't professional. What | did is | got oh@ge forms, | am not
sure if everyone gets those so | rang the midwiteyncil and | said
look | am quite upset about this and is somebaiygto read this so
| wrote a letter. Just outlining what | thought was appropriate and
that the back- up cover wasn't arranged.

| genuinely believed that | would have my baby naltyn And |
definitely didn’'t want a caesarian | definitely did want all the
interventions that | had. (w/9/2)

Thinking about a future birth
Most of the women in this study were thinking ahdadthe possibility of

having another baby. When asked where they wowdd p give birth in the

future some of the responses were surprising. kample one woman had
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experienced a very long labour culminating in aseaean section. For her next

birth however she was determined to have anothet goe local facility.

| am going to push it out in five minutes next tilegetcha. That's the
great plan anyway. (w/12/11)

This aspiration was also expressed by another wontenhad experienced a
similarly long labour and cesarean section; thosgk understood that this
choice might not be supported by her LMC.

I would like ...it would be nice to know that you dduhave your baby
in [the local facility] and know that it is safe dsise you know you
have got all the technology but obviously you cahdve that
everywhere but if | got pregnant again | wouldl stiioose [the local
facility] but chances are | will have to go to [pdal] because | have
had a cesarean. (w/7/5)

For others the experience of either the birth,her transfer experience has left

them undecided as to where they will plan to bimtthe future.

Researcher: Would you consider the rural facilgytrtime?

Not sure | haven't decided as yet. The ambulanpedidn’t thrill me
to bits. (w/8/3)

Yes and | would have the same midwife again andotag would be
to be at the local facility. But | would have aneopmind and yes the
second time around you are so much more aware afdhe first is
SO new. (w/8/14)

For other women who transferred there is no dadudut they will plan to travel
to the city to birth to avoid the long trip shoutdnsfer be necessary in a future

labour.
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Um oh | would just go to hospital straight away...igteing is there

and you don’t have to travel. (w/8/7)

Another, while resigned to plan a future birth @sndary care was nonetheless

hoping that she still might manage to have a vddjmth next time.

[T]two midwives had said that to me too having laadesarean better
to birth [at the secondary facility] next time anhink | had made that
decision anyhow just to cut out that whole ambutab@p. | don't
think my husband would let me go through that agaighow. But |
have done a bit of reading and was curious to kadwat happened
and why. My understanding is that 70% have a vadmh after a

cesarean. | am still hopeful of that. (w/9/3)

Local maternity services and their influence on wemis decisions
All of the women expressed an interest and investrimetheir local maternity

service even though some had chosen to birth el®whlrheir mix of
experiences also gave them a personal insightntaioy aspects of their rural
maternity service. Comments were made throughoat itherviews which
clustered around the positive aspects of the Ifazlity and the costs incurred
by those who transferred or needed to birth elsesvh&lso of interest to the
women was the struggle they saw for rural commemitd attract midwives and

sustain the local maternity service.

For the most part the women had high praise fos#meice they experienced in

their rural area, even when transfer occurred. Cenisisuch as

...but I only have praise for that place (w/4/6)

and ...

I love [our local facility] because it is a veryexal time for the ladies
and to be able to spend the time there and youetitogked after so
well and your husbands can stay if they want toibig just a time

where you can get to know your child it is lovelys nice and
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comfortable and warm and you can do what you like i is a really

nice time. (w/4/5)

If you talk to mums that were able to go to rumaitsithey were out of
there lickity split they didn’'t want to hang aroundlot many of them
seemed to be going home they were going to [thal lataternity
facility]. (w/8/4)

| just got out of the hospital as quick as | codltiere are some nice
people there | don’t mean to be awful about itsithe ones that you
strike that aren’'t very good. And | think you knomhen you start

losing that personal touch it is time to pass ttegnto someone else
isn’t it? (w/4/6)

The costs of transfer
For women who needed to transfer in labour howetteere were costs

associated with relocating to the city for birthonge of these are financial
expenses while others are the cost of time, tralotion and energy that

affects both the woman and her family.

| do wonder sometimes how people with one incoma solo parent
or a person in that situation delivering away frfmome cope as it]
can be a bit of a strain in other ways. Especidllyou have other
children and family and people that want to vigityYou know like
grandparents and that. Which living in [rural areaju become
accustomed to having to travel to access medicaices, but it is not

always easy when you are in the middle of it. (@)5/

| do feel that if you live in a town like ours anliver at the larger
hospital it is a bit of a shame afterwards. Likel ymow your husband
has to come home to the other kids or whatevertlaea come back
and get you there is a lot of to-ing and fro-inqndAvhen we added up
the cost of that it does cost quite a lot of mong. don’t have family

in the city. That he could have stayed with so tlgen have got to
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look at motels and everything. Even car parking ditg there is not

financial assistance available. (w/5/9)

One woman who birthed locally recounts the cost®lired for other women

she spoke with. She was horrified at the tight tiraene allocated for women to

return to

the rural facility and signals that tlsisiot sensible or safe.

| hear about other girls, some have had a tertibte. [W]hen | had
my baby one of the girls had transferred from titye and because of
that® time scale and they had been up from about twtbémmorning
and she had had her baby in [the secondary fdditg then they had
to transfer back to the local maternity facilitynd\ her husband had
been up with her and she had had a rough time ropfegnancy and
he drove three quarters of the way and was exhhastd she drove
the rest of the way to the rural facility. It's Inidic. It's like what our
health system is like. Does someone have to haver accident for
them to look at those sorts of things its just stdpt's about the dollar
and it's not about the health of the child or thetimer. It's exhausting.
(w/1/3)

Uncertainty about rural maternity services
The women expressed concerns about the shortagedefives. In one area

there was concern following a temporary closure w&hdt this might mean for

women who wanted to birth locally.

Because when [the local facility] were having thassies last year it
was a reality for us, hey if that's not going tothere we haven’t got
very many options. | think it was about two weelefope [my birth]

that one girl had her baby in the car park andl@eour was only an
hour long. So imagine that to get to the city. Ehemwould be a lot of

babies born on the road side. (w/1/3)

2 The “time scale” referred to here by the womathés12 hours time frame in which the
woman needs to return to the rural facility in arthat a postnatal facility fee can be claimed by

the rural facility.
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This uncertainty was felt by one woman when theseices were not available
locally. The result was mixed in that some optedHome birth while others

were lost to the city hospital.

| think for the mums and the midwives a lot of iasva lack of
communication which was a little bit frustratinghink the mums that
were due or overdue were put under a lot of presanod some in the
end did have home deliveries that they weren't gdm and some

ended up going to the city. (w/10/1)

For this woman while home birth was an option iswet her first choice for

her first birth experience.

You don’t need that especially with your first balbythink that if it

hadn’'t been my first baby | would have been moenthappy to have
a home birth but I quite liked the idea of goingstimewhere like the
local facility. Some of my thinking was that if wasn’t a positive
experience and something went wrong | didn’t ne@gswant those

memories in my own home. (w/10/1)

It was seen as short sighted by one woman thatra fatly equipped facility
was not provided in one area. The private birthfagility had recently
experienced a temporary closure leaving women wihother local birth

facility option.

...S0 | don't feel it is a dilemma for the women &hd midwife but |
feel it is other people that have let the systerwrdoYou know
possibly the funding isn’'t quite right. It seemkelithere are some
flaws in the whole system and it seems short sighet to have

something in this area. (w/4/7)

In some areas midwives were in short supply orrptamto leave the area. This
meant that the local women had less choice anddfoudifficult to find a

midwife with whom they felt comfortable and coulstablish a rapport.
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So | think my biggest concern for here is | thihkatt| worry about the
lack of midwives in this area given that we arer@angng community
and there are a lot of women here. And the othagtis that you have
to find a midwife...that you get on with or that yoelate to well, and
we just don’t have that option here because yoe havake what you
can get. | would have a good rapport with becabseg are a part of
your life, come into your house, and are at theéhbaf your child

intimately. (w/4/6)

My midwife has left town and another one has rdtism we are short of
midwives at the moment. So it must be a terribRidailt job working in rural
midwifery. (w/9/4)

The decision of a midwife to not continue care hie secondary facility was

understood by women when it affected the coveotber local births.

And | understand it is too expensive for them &véd all the time and
given the limitations and one thing [my midwifejcavas that | won’t
travel with you to [hospital] because | have otpeople here who
want to birth here and if | am in [the city] andnttabirth them then
that is not good enough for them. | said | undetdnat completely
and | really appreciated where she was coming fiobecause if | was
birthing here | would be really upset if my midwifeas in the city
hospital with someone else. (w/4/7)

No clear strategies for maintaining and improvihg tural maternity services
were suggested by the women. However their commaats insightful and

provided a personal understanding of how women wsndecisions about
where to birth can be affected when local servaresnot secure and midwives

are in short supply.

Discussion
The women in this study faced several importantsi@ts. They deliberated

over where to give birth over the course of theggmancies. Distance was a
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recurring theme in relation to their choice of bypface; the women seeking a
space that felt right and safe for them. Neverdselbde choice for many was a

tentative one, with the possibility of transfer lkang throughout pregnancy.

Once established in labour, the women who had ntadechoice to birth

locally, settled into their rural facility with thexpectation that this was where
their baby would be born. It was only when an umgdted problem arose, or
labour, was unduly prolonged, that they neededittktabout transfer. These
decisions were at times complicated, and in mostainces, the decision to
transfer was decided by the midwife. This wouldnse® contrast with the

expectation that such decisions ought to be a di@aEess between the woman
and her midwife in the first instance. Where theesl not occur suggests that

styles of decision making may change in differerdumstances.

Women and their families are inevitably affectedthg experience of transfer,
particularly when this occurs in labour. In additidghe net effect of decisions
made has the potential to influence the birth ad®iaf other women and affect

the viability of the rural facility.

Considering safety and place of birth
Planning where to birth for the women was a compfiecision. It was

influenced by their personal, social and culturstdry. Part of this decision
was the understanding that when you lived in alrarea that transfer was a
possibility. In this study women positioned themssl in regard to how safe

they felt about planning birth in their rural area.

For two women, the family’s historical connectiomgth the area were
important. Key also was the support from family dnénds and a relative
sense of distance from unwarranted intervention¢chvthey believed would be
more likely should they plan to birth in the citgdpital. Their plans had been
based partly on what had been heard, both frometiad® had birthed in the
secondary facility, and what they had read in tleglian about the rising rates of

intervention. For these women safety representgldae where they would not
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be subject to unnecessary disturbance during lirtir and near to their family

and home.

A sense of the rightness of a location for birtrsvaéso found by Howie (2007).
In this study, women in the central North Island\N&fw Zealand were invited to
share their motivations for choosing their birtlygglaThe women who chose
their rural facility, did so not only because eltfright’, but also because of the
physical aspects of the birthing environment, whiamde them feel

‘emotionally right’ (ibid).

Gallagher’s (2003) study also found that a ‘senfsplace’ was an important
consideration when women planned where to givéab8bme of the women in
her study were drawn home from elsewhere in thenttguo birth on the
Akaroa Peninsula where they had support from Ibbahanau and friends
(ibid). For this group of women this was a natwilabice, with birth away from
their ‘place’ not even considered (ibid). Other weamwere concerned about
their safety in the rural area and a desire todaw@nsfer (Gallagher, 2003).
These women chose the tertiary hospital in Chnistdiy a decision frequently
influenced by the advice of partners and friend&li This decision sometimes
caused feelings of guilt at letting the Akaroa liscdown by their choice, given
its financial vulnerability. Nonetheless, for theseomen even when the
Christchurch experience was poor, it remained thesit choice for subsequent

pregnancies (ibid).

Several women in this current study had ‘niggle$eaf’ about the prospect of
needing to transfer in labour. These anxieties wsoenetimes further
complicated following visits to specialists or atheealth professionals. These
consultations often resulted in the women beingaped of the pros and cons
and having to weigh them up for themselves. Wherecammendation was
expected and not given, some of the women foundi¢cesion more confusing

than before the consultation.

M Whanau in Miori means to be born; give birth; family (Ryan8e®
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In the end, each woman in this study began labotine place they had chosen
at the outset. This included three women who sgchetped that their labour
would begin and progress in such a way that theyldvend up birthing in their
rural area. Though keen for a rural birth experggitise risk was more than they
could accept. This choice was made despite thawkrg that a normal birth
experience would be harder to achieve in the langspital. These responses
concur with those found by Pitchforth et al., (2D@7 rural Scotland, where
women were prepared to trade off the additionatscasd inconvenience of

travel, rather than risk transfer from the ruraik imlabour.

These decisions about birthplace were played oet the pregnancy, thus the
women had time to consult and work them throughhwteir personal
philosophy and tolerance for risk. Decisions negdio be made in labour

however were sometimes more urgent and equally lEomp

Deciding on transfer in labour
The possibility of transfer in labour had been dssed with each woman at

some time during pregnancy. However it seemed ithahost instances, the
midwives made the decision when transfer was thougltessary. Such a
process would fit the description of a paternaigiyle of decision making
(Charles, Whelan and Gafni, 1999). For one wom&nwias a surprise and she
expressed resentment about the decision made lyithafe.
So she would have preferred me to be at the hbspital | hate
hospitals so | didn’t want to, but then | came mamd said OK fine, |

really couldn’t be bothered arguing about it, (B)8/

Another of the women had decided that if her midwdécided that she needed
to transfer then she would be prepared to takeatieice. She felt that once in
labour she may not be in a fit state personallyn&ike such a call. One woman
had discussed with her midwife how decision makmght occur if there was a
risk to her or her baby.
Yes and it was definitely discussed if there wagtleang which she
thought jeopardized my health or the baby's hetitt | was pretty

much leaving the decision with her because | didmow what |

151



would be on gas drugs or whatever and | was leawitq her as the

professional and | was going to go with her deoisjo/8/2)

Decision situations in labour were explored by Rrap, Timperley and Adari
(2004). The authors suggested that by “using aodirse of equality in
partnership ...can obscure the power relationshigsclware operating by
talking as if they do not exist” (p.4). Their mod#l decision making suggests
that the balance of who makes the decision couloaised on the degree of risk.
In other words, where the risk is low the womarthe key decision maker.
However should the woman be considered high rigk tthe midwife is best

placed to use her “professional judgement” (p.11).

Such a position challenges the partnership modé&néxin New Zealand

(Guilliland & Pairman, 1995) which does not disarmaite on the basis of risk in
terms of the equality of the decision making paghmg. In fact, to do would

constitute a breach of the ethical relationshiphwtite woman denying her
autonomy. It also leaves the decision of what ghhisk to the woman within

the midwife’s purview. In a shared model of deaisinaking the expectation is
that the relationship will have been establishadrpgo the need for a transfer
decision. Or, in other words grounded in a pre texgsrelationship with an

understanding of who will make decisions and wh@hafles, Whelan & Gafni,

1999).

However for power and decisions to be truly shagedlimate of trust and
mutual understanding of each other are vital ingregd (Leap & Edwards,
2006). While this appeared to be the case in sohtbeowomen’s stories of
transfer decisions, it was not so for all the womarther, to have such an
arrangement in advance may not be appropriate [fah@ labour situations

(Cooke, 2005); for example if a woman is “in pamdestress” (p.132).

While most women were happy to transfer when urgenétions arose, trickier
were the decisions when labour was prolonged. is study, the women’s
response to the midwife’s decision was mixed. Saraee resistant but became

resigned to the decision given the length of tiheythad been in labour.
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| had confidence that the midwife would make tlghtidecisions and
if she felt that | needed to go to hospital therabhymeans | would go.

But it wasn’t my first choice. (w/10/1)

It appears that the decisions made were a mixytdsstthese dependent on the
relationship with the midwife, and also on the stgf interaction and decision
making particular to the women. Where the relatmshad been well
established in labour and trust built up, the worfegihmore at ease with either

making the decision or leaving it to their midwitemake on their behalf.

Rooks, Weatherby and Ernst (1992) suggest thatnidgerity of decisions are

not urgent in prolonged labour. This appeared tthbecase with the women in
this study, as often on reaching the hospital teas no rush to intervene. In
fact for most, efforts continued to try and faeilé a vaginal birth. Thus it could
be suggested that for most decisions about tratish¢there is time to reach an
agreed decision without coercion. So perhapshbs the decision is viewed in

the future that best shows how ethical and consgiitswas.

Reflecting on the transfer decision
Whatever the outcome for the women who transfetredppportunity to reflect

on the decision was important. Creasy (1997) suggéisat issues of
communication, control and continuity of carer,eatfhow women experience
transfer (ibid). These links were explored with wesmwho had experienced
transfer in labour from a rural facility or hospitahe women in Creasy’s study
were frequently disappointed with the outcome, Wwhere they had received
good information, explanations, debriefing and angocare from their
practitioners, they were better able to manage tieelings (ibid). Further, it
was easier to come to terms with their experienbhenmheir carer had been

present during the crisis point (ibid).
A sense of ‘loss’ was a central theme found in la@otstudy of women’s

experiences of transfer (Walker, 2000). Walkerngigtlooked at transfers from

a midwife-led to a consultant-led maternity unitbath late pregnancy, and in
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labour. The sense of loss related to several factmtuding continuity, choice,
control and support. These cumulative losses egult feelings of anger and
resentment, being most strongly expressed whenwihiman perceived no
reason for the transfer (ibid).

This sense of disappointment, anger, and loss waerienced by one woman in
the current study. This was related to the breakdowher relationship and
sense of abandonment by her midwife when she begalabour.
So it ended up and | dealt with it at the time as go but it ended up
being a bit traumatic after | got home. | got ugsebeing let down by
the midwife and just the whole delivery...
| genuinely believed that | would have my baby naltyn And |
definitely didn’'t want a caesarian | definitely did want all the
interventions that | had. (w/9/2)

An opportunity for women to debrief and reflect thre events of their labour
and transfer experiences offers the opportunitgxoress feelings and hear the
perspectives of others. For example, where a wadiglathat her transfer had
been delayed this was an important conversation.
It [the baby] was sort of the wrong way around authe end of the
day it was a difficult birth and it sounds as thbwge are blaming the
relief midwife we are not at all its just that iagdifficult and it would
have been horrible for anyone to deal with buteinmis of making us
more comfortable with the whole transfer procesd ®).

In the Netherlands, Wiegers, van der Zee and K¢k868) found that one in
five women in the care of a midwife was referredewHabour commenced.
Contrary to expectations they found that the trmnsxperience had little
influence on how the woman experienced her birthid)i However for
subsequent births, the confidence of these womenshaken in terms of their
first choice about birthplace (ibid). This therefpresulted in an overall drop in
the number of women choosing to birth at home Jibid

154



This lack of confidence about planning to birthtle rural areas for a future
birth was evident in this study. The women hadrcteeollections of the events
that they had experienced and the emotions feltsé@nfluenced their thinking
around where they would contemplate birthing in faeire and most were
resigned to having to go to the city next time. Hteries of these women
experiences have become part of the folklore, unitip their family circles, but
also in their respective local communities. Thue tollective experience of
women in an area has the potential to continueftaance the birth choices of

others.

Whenever the subject of transfer in rural areasaised in the literature it is

inevitably linked with issues of sustainability. &ldecision to transfer is seen
by rural communities as a critical issue given ih& about the safe care of the
woman and her baby, but also because a high nuphi@msfers can impact on
the future viability of the facility (Tracy et al2005). If the threshold for

offering a rural birth is too high, then women wbould safely, and would

choose to birth locally, are denied this opportunitit is too low then the rate

of transfer in labour is increased and the charfca poorer outcome more
likely. Either way the viability of the facility add be threatened (ibid).

Local maternity services and their influence on wemis decisions
Despite their birth experiences, and their decsiabout where they would

choose to birth in the future, all the women in gihedy expressed support for
the continuance of the local maternity servicefakt their experiences enabled
them to see the problems and to say what from gespective could improve

the services.

During this study one rural area experienced teamyoclosure affecting those
women who planned to birth locally. This meant thaer the course of their
pregnancies these women were unable to confirnt theh plans. Concerns
expressed were broadly about costs for women andii¢a if services were not
available locally, and difficulties attracting akdeping midwives in the areas.
For example, the cost associated of travel andracumlation was considerable

when family members needed to commute or stayarcitly.
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Such public health costs associated with closureruoél facilities are of
international concern also (Canadian Medical Assam, 1994; Nesbitt,
Larson, Rosenblatt & Hart, 1997; Tew, 1995; Tracwle 2005). The costs for
both the community and the women in particular, eveutlined by Nesbitt,
Connell, Hart & Rosenblatt, (1990). The costs dbcation of families were
noted by Rogers (2003). Economic costs to the comitywwere acknowledged
and calculated by Holmes, Slifkin, Randolph andel¢2006) (Chapter 2).

The effect on families of closures in the wake efvice reorganisation in
remote areas was described by Kornelsen and Grakhq®005) who found
that women, like those in the current study wefeféeling uncertain and often
without skilled local care, during their pregnarsci@hese challenges occur in
New Zealand also when midwives leave causing wotoehave to travel to
neighbouring towns or cities for birth. The womermggested that the funding
was not right and should be re-evaluated for rwadas so that service
interruptions did not occur. Such disruptions léadvomen losing faith in the

local service and also fears of being caught olahbour without skilled help.

Because when [the local facility] were having thasies last year it
was a reality for us, hey if that's not going tothere we haven’t got
very many options. | think it was about two weelefope [my birth]

that one girl had her baby in the car park andl@eour was only an
hour long. So imagine that to get to the city. Bhemwould be a lot of

babies born on the road side. (w/1/3)

Wish-lists for the women included having accessdoondary services within
easier reach of their rural facility and fundingassist with the costs of transfer.
Their comments provided insights into how womerammunities are affected
when local services are not secure, and midwivesrashort supply. Further
these local situations have a considerable effechow women make the
decisions about where to birth and impact on th@ng and experience of

transfer.
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Summary
Transfer in labour was a possibility consideredabythe women in this study.

Birth in a rural facility takes place against thackdrop of distance and time
from secondary services and this reality promptsvao to consider where they
feel safest to plan to birth. This decision maynt@&de after consultation with
family, friends, their midwife and or other healthofessionals. Of interest is
that some women planning to birth at a secondaspitel may despite ‘niggles
of fear’ nurse the hope that if all goes well thmjght still be able to birth

locally.

Once in labour the women in this study expected tthea midwife would make
the decision about transfer if there was a comiuina This decision was less
clear when labour was prolonged with some womelinfgeeluctant to agree to
transfer. Decision making styles of both the wonaed their midwives were
discussed in regard to how these relationshipstifumavhen decisions about
transfer need to be made. This included the idemsifared relationship within

which trust and negotiation are key to equalitg@tision making.

Most of the women who needed to transfer foundathbulance uncomfortable
and stressful; their concern being exacerbated wdelays occurred. The
decision to transfer also caused disruption, fatigind worry, for partners and
family members supporting the woman during labduansfer meant that at an
emotional and anxious stage, women found themsetves strange hospital

environment needing to relate to staff they didkraiw.

Talking over the birth experience was important d&rthe women. For those
who had birthed locally this was with a sense ofnder and personal

accomplishment. Where women had transferred to nslecy care, the

opportunity to debrief the events with their locgidwife was critical to enable

them to add to their understanding of what had weduand why. For women
who had unhappy transfer experiences there wasdmdly a sense of loss and
anger, this was so particularly where their retship with the midwife was

poor. Transfer experiences also influenced whetehteow women planned to
birth in the future.
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Collectively the women’s experiences and theire@fbns on their experiences
highlighted some of the strengths and weaknessésinwtheir local rural
maternity services. These included the additiomsts incurred with transfer,
and uncertainty about maternity services and aciesscal midwives. These
themes are returned to in the next chapter whighloess and discusses the
ideas and reflections of the rural midwives. Irstbihapter the theory and styles
of decision making are developed further and rdlédethe midwives’ data and

other research and commentary.
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Chapter Eight: Views of rural midwives supporting
rural births

Introduction
In this chapter the rural midwives provide insigimi® the decisions they make

while working with women throughout pregnancy aaldldur. For this project,
15 midwives providing Lead Maternity Care (LMC) edor women in rural
areas participated in individual and small groutemviews (Chapter 5). The
views and experiences of the midwives provide &udbht perspective from
those of the women in the previous chapter; thoughmany respects the
accounts appear to be two sides of the one coiis. Was particularly apparent
in the way distance and the rural environment grilted their thinking and

decision making around the possibility of transfelabour.

The major themes, as in the previous chapter,@®rd in the text as a weave
of comment interspersed with excerpts from the nfelvranscripts. These

address the discussions with women in advance bofula and also those in
labour and early postpartum, when there is a ne#&gmnsfer from the rural area.
Ever present within these conversations are freuedarences to the local and
secondary care context within which these decisamasnade.

Overview of the themes
Working at distance from secondary care servicesiisveryday reality for the

rural midwives. This rural positioning influenceack decision in regard to
whether and when to transfer. The comments abceding to ‘think ahead’
taking distance and time into account correlatén witmilar comments found in

the survey (Chapter 6).

The major theme ideas introduced in the analysithefwomen’s interviews
(Chapter 7) are used to structure the data inctiagter. The first themigelping
women decide about birthplacencerns how the midwives go about working
with rural women in regard to their choice of bpldice. This includes the
consideration of distance and discussions on tBsipidity of transfer in labour.

The midwives also share how they set boundarieprmtice.
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The second themaeciding about transfer in labougddresses the main focus
of this thesis. The midwives discuss the differendetween emergency
transfer, and transfer decisions that emerge ones. tincluded are challenges
around practice boundaries which need to be batbwith a woman’s desires

for her birth and the logistical realities of theal setting.

How the midwives look back on the events arounddéeision to transfer is
approached in the third themeeflecting on the transfer decisiomhis includes

sharing the stories with colleagues and also cenisig the impact of these
decisions on the community, their reputation anat tf the rural maternity

service.

The local service arrangements also influence feandecisions. This final
theme,considering issues for rural areas and their impantdecision making,
highlights the practical, communication and logiski elements particular to
each rural area. Included are strategies for maintasecondary care linkages,
attracting women to birth locally, and keeping kgkil midwives in the rural

areas.

Table 4: Themes from the interviews with midwives

Major themes Sub themes
Helping women decide Distance and time as a rural reality
about birthplace Discussing the possibility of transfer

Helping women make decisions about

where to begin labour

Deciding about transfer in Emergency transfer decisions

labour Making the mind shift from normal to
abnormal: the dilemma of slow progress
Pushing the boundaries
Deciding how and when to transfer: the local

context
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e transport decisions
« weather and road conditions

e getting back home after a transfer

Reflecting on the Talking it over with colleagues
transfer decision Ripples in the community
Considering issues for Skills and decision making

rural areas and their Consulting with secondary care
impact on Attracting women to the local facility
decision making Attracting midwives to rural practice

The presentation of the text
Throughout this chapter selected quotes from thdwmes’ transcripts are

interspersed with text. In some sections it wasassfble to separate the fine
distinctions between the sub themes. Thus in soarés parge sections of
complex text are presented so that the commentbe&aeen within the context

of the reply or comment.

The source of each quotation is represented bytrdmescript humber and

relevant page. This is represented thus; (m/x)el& the midwives have been
interviewed in small practice groups the identifyinumber represents the
voices of all participants. Minor grammatical ayghtaictical changes have been
made to the quoted passages to assist the reades thle meaning was unclear.
The names of the midwives, the facilities and gaphical areas have been
replaced with generic terms. The aim is to presdhe anonymity of the

participant and avoid the possibility that detail the anecdotes could
inadvertently identify women in the rural areas.e3& terms are located in
square brackets. Where words have been removeddfisentence or passage of
text, three full stops (...) are inserted. This attiobas been reserved for
instances where the textual elements are unretatéde meaning or overall

intent of the sentence or paragraph.
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Helping women decide about birthplace
The starter question for the midwives was desigeedpen up the discussion

about rural practice and decision making in palticuThe midwives were
asked what had brought them to the area and tb micavifery practice. The

responses revealed that lifestyle was importardg e opportunity to practice
with some freedom and independence. They were keeshare their rural

experiences as well as some of the benefits anlenbas of rural practice.
Many of these responses related to the assessieatren who were planning
to birth in the rural area or at the local facilitfhe comments reflect how
distance and time from secondary care becomester fdiat is ever present in
these early assessments around the safest andapsipriate place to begin

labour.

Distance and time as a rural reality
One midwife who was well integrated into her comityusuggested that the

very nature of the rural environment and the distafrom secondary care

encouraged the women to approach birth with a monéident attitude.

[The women] were more focused on giving birth ndiynand they are
not going to the hospital for drugghey are more independent [and]
that’s the part | like...We see a lot of satisfatl confident mothers.
(m/1/4)

However for midwives who had moved from the cityere were challenges in
the new environment. This was at the forefrontheidrtthinking when they were

assessing women for local birth.

One midwife new to rural practice relished the e of practising in a rural
area. However in a conversation with the residecall midwife she illustrates
her early response to working at distance from @@y care without the

equipment and logistical support she was used tioamurban setting.

...  would say things like where is our CTG machide®l she would

say we haven’t got one mate. And | would say, batskould have
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one or, what do you mean I've got to take my owsols? Where is
the lab? Her response was, we don’t have one andkeeghose things.
(m/6/3)

Another reflects on the challenge of distance ameé from secondary care and
a different interpretation of stress. The midwifa&w role is thought to involve
more ‘prophet’ decisions and preparedness to be tablespond appropriately

in any emergency situation.

| am enjoying the challenges that come with thace] | used to think
that the tertiary facility was an extremely stresgflace to work but
there was always that recourse to other specialstantly and |
actually think it is harder working in a rural umihere there are such a
lot of prejudgment and prophet decisions to maked #ere is a lot
about honing up our individual skills. We have ® tesponsible for
our own midwifery skills so that is the challengkeworking here.
(m/1/5)

In response to these challenges the rural midwse¢ooundaries around their
practice and referral patterns. Thus the thresHofdreferral was seen as
needing to be more sensitive than if they had beested closer to secondary
care. There is also the acknowledgment that tHeisighat such boundaries

could result in higher levels of referral.

Well that was the decision | made when | came Heae | was going

to transfer very easily if | thought | needed t0/4/2)

So sometimes you refer a little earlier if younththey are high risk.
(m/1/10)

If you were close to the hospital you could keepdidhome a little bit
longer. (m/1/4)
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Discussing the possibility of transfer
All the midwives in the study said that they addezkthe possibility of transfer

in labour with women in their care. One midwifelgdiow she incorporates this
discussion with the idea of a flexible birth pl&Mithin this comment there is a

sense of fluidity and the opportunity for ongoirigagission.

We always tell the women that it is very hard tokena birth plan
because how do you know how you will feel when f¥iost [go into
labour] and how do you know what you will want whgou are in
pain. So we'll always ask them to tell us theirhes and as long as it
is safe we will do it. If it is a little bit diffent we tell them what our
philosophy is and if they want something differeug can change it so
we are not very strict with birth plans. And wel tislem if there is
increased risk if the baby is too small, high oatdver that we will go
to the hospital with them. But when they chooséhdwe a hospital
birth then we always have to think what they wdirit is going very
fast and that if you go in the car when you ardyfut is more risk of
having it at the side of the road than having ihame. So we say
sometimes you have to change your plan. (m/1/5)

In the example below the midwife was reflectinghar thinking pattern when
working with primiparous women planning to birth the local facility. Her
assessment here is clearly projected forward topthesibility of transfer in

labour.

Yes once again you are looking at your primipsydfi have a primip
who is a week overdue with high head nowhere reaptlvis, very
unripe cervix, no softening unable to be tipped. iée you keeping
her another [week] because the likelihood of [lgaihg into labour is
very slim. If that baby is right down and well feck and at the cervix
then it is a different story. (m/2/3)

Time frames were sometimes suggested with the hlogethe baby would

change position.
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.. say “I give you to Friday because you are gambe fourteen days
then”. And if you think the likelihood is high [thahe will labour

well] then that is ok, but if not then | don't feas if | am letting the
mother down to send her down [to the hospital] 2(8Y

Prior to the interview another midwife had just queted an antenatal
assessment. The woman was at that stage undedided &here she would
begin labour. The midwife recalls her response detmating another way in
which the topic of transfer may be approachedldb aeveals some cautious

risk management by the midwife.

Well this woman who was here just now, | will sdzer at 36 weeks
just because she is not committed to birth here. @ies have a big
baby she is very frightened and it is quite hargapate that baby.
And there might be a bit more fluid around it anaduld just like to
know. And that might reassure her that she is Bafe or it might tell
us that she is not. (m/4/11)

Helping women make decisions about where to begimaur
For another midwife, discussion about where it Wwast to begin labour was

based on a gradual coming to know and understamdvtiman’s attitude to
birth and tolerance for risk.
Well you have got a partnership that has been dpeel over a period
of time. Like you get an idea of which women akely to be prepared
to wait and which women are medicalised and waig¢nention
sooner rather than later... you pick up those emessthey go into your
birth plan and you can get a fairly good idea ofickhwomen are
going to do all the midwifery things that they ctm advance the
labour or which women say no | can’t cope with this
And the influence of the wider family I think to@mes through with
that.
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When we are initially with women, we discuss thet fdnat this is a
primary unit and if for any reason we need to gdaspital that that

will happen. That is basically it. (m/5/6)

For women well suited to birth locally the aim ie arrive at a clear
understanding of what events would prompt a digonsabout transfer in
labour. However some women possess a strong desiberth locally even
when there are concerns about their suitabilitdgdcso. In these circumstances
boundaries are established by the midwives aimaedicing the risks to all

parties.

So in other words [to] have boundaries for your qwactice is very
important... | have had that a number of times [wojnveino wanted
home deliveries where there has been a previous lpstory with
retained placenta. And [l have] put it to the wontlaait you wouldn’t
be happy because it is putting [my] practice &t because [I] have
rights as well as the woman. So | think it is venportant that we
screen carefully and make sure that [our] standarelsnet as well as

the woman’s. (m/2/2)

One midwife new in the area was caught out withoanan in advanced labour
who desperately desired to birth at the local figcilThe story shows how not
knowing the woman and her history can compromigetys#or both the woman
and the midwife. It also demonstrated the midwifgignking and decision
making around the timing of transfer, includingeimtn management of the

baby, given her options at the time.

... ' had a woman who assured me that she was 38sweegnant and
came in labour and really hard labour and justhasvgas about to start
pushing | reviewed her notes and this was whendhtdong been
here, and she was 35 weeks and five days. Shet didmt to go to
hospital. People love this unit so much. It didmip that she wasn’t
completely honest about it. There would have béea to transfer her

before the baby was born. And even when | foundtbate would
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have been time and | thought the baby would haen tb®rn on the
road. So he was born here and we expressed [aoigsand there was
only me and a nurse and | got on the phone fomamuégance. And the
parents were both insistent that they weren't fieansg. (m/4/11)

Researcher: Did you have an incubator here?
No we had a nice warm mum and he did fine that lved®y. He was in
NICU down there for six weeks but he didn’t neeg antibiotics and
in his whole life he had 19 mL of formula. His btbsugars and

oxygen levels were fine. (m/4/11)

In some circumstances the midwife boundaries wéuerdal. One midwifery
team discussed what they saw as an enlarged ‘narngle’. For example
where a woman had a strong desire to attempt hirtthe local facility the
midwives did what they could to help her achieve ¢@al. In contrast to the
story above, there was a relationship of mutuadttand respect between the

midwife and the woman.

The normal range is quite large here and we arerifdyand can
overlap at certain points but it depends on yolatignship with the
woman. Like [one woman] who was borderline for fylgramnios,
borderline of diabetes, borderline for everythingt she wanted to
birth locally. So OK we worked the boundaries ahd bad a normal
birth here and she was very pleased that she didHauknew that we
were pushing the boundaries and you knew as hewifeidhat you
were on the edge....It would have been very easgriarbstetrician to
say well you should have had this one in hospiglanse of this that
and the other thing. But it was not what she waatedl you know you

work towards keeping things as normal as you aarb/@)

Stepping out of a comfort zone for women means rbatonly is the midwife
having to deal with the actual and perceptual distaand time from secondary
care, but also with her own concerns about hertadipn as a safe practitioner

and that of the facility within the rural area.
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In the next theme the decision making process duabour is explored further.
This section focuses on how labour events are pedteand acted on in a

variety of circumstances.

Deciding about transfer in labour

Emergency transfer decisions
Transfer in labour is almost always more disruptwel stressful than referral

situations in the antenatal period. When women mpran to birth in a rural

facility begin labour, there is the expectationt tinés will progress and the baby
will be born in this setting. Thus the woman, haport team and the midwife
are all journeying together for this common goahnkfer however will need to
be considered if there is a sudden or gradual eghangither the wellbeing of

the woman or her baby.

One midwife describes her process when making &ideacin regard to the
baby’'s welfare during labour. Clearly whatever teeponse of the consultant
this midwife is preparing to transfer.
Yes there are one or two where | have printed lodf foetal monitor
strip and faxed it through and say that this oneotsreassuring for this
reason and | just call [the hospital] and ask f@ tonsultant on call
and either talk to them or if it is not quite asi@es | will talk to the
registrar or the house officer. And just tell thémm coming and fax

through what | need and call the ambulance. (m/7/7)

Disappointing, and very disruptive, is a circumst&amwhere a woman’s labour
and birth go well, but the placenta is retainede ©@hthe midwives describes an
emergency transfer she had recently dealt withh Sugroblem underscores the
skills needed in the rural area and also the patipar needed to keep the
woman safe during the journey.
Last week | had a retained placenta,[the womanhg@adi®ut a big fat
baby then the placenta decided to stay where it despite doing
everything. So she was tripped out. The placentaler to be peeled
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off. It was partially separated. For most of therrjeey there was

hardly any blood at all. I had two lines and symoa up. (m/6/6)

One complication all rural midwives dread is a pastum haemorrhage. This is
particularly worrying in a remote rural area whtrere are delays in getting the
woman to hospital. The challenge this presentsesciibed below as the
midwife works to control the bleeding while organg an emergency transfer.

It also reveals how fast time passes in such emerge

Researcher; You were talking before about a clitieasfer for a postpartum
haemorrhage.
It is the time involved when it is a critical sitian. Just the time you
call [the hospital] and decide yes we have to doetbing until they
are out the door, that was over two hours, and thentime of the
transfer, | mean the helicopter, that was only s@men minutes but

that was from when it took off until it landed.(n

In this instance help was accessed from on cadll Ist@aff. With this anecdote
the midwife paints the picture of how much needs¢odone by the LMC
midwife in such a situation. This includes not jtis¢ hands on control of the
bleeding but the insertion of intravenous linessplrganizing the transfer

process.

...S0 we actually called one of the RNs that liveghia area so she
came and she got the second [IV line] in and skgeldeget a lot of the
stuff organized, she knew where things were bétian | did. You just
need as many hands as you can get. And that istlsioigpeve were
talking about afterwards it would be nice to hawensbody we could
call to call people to come in so that we didn’véane third of our

people doing that. (m/4/4)

Three of the midwives were caught out with neantbreech deliveries. Two of

the women were expecting a vertex presentationewdrie woman planning to
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birth in hospital, was unable to make it. Two afgh experiences are recalled

by the midwives.

| rang her and said well come in. And she walkedrdhe passage
and you could see she was in really good labourl.gas$ her into the

shower her waters went with a gush and there wasmngm, not a lot.
And | am standing here and [the other midwife] ledlkup at me and
said it was a breech... and she just pushed andeaith push another
part of the baby came out and the head came obtamé push and
baby cried at birth. (m/4/5)

One woman arranged to meet her midwife at her jgacooms on the way to

the hospital.
So I was at my [rooms] so | said if you drive hevall go with you to
hospital and when she arrived she was fully andhipgs so she had a
two hour birth and the only thing | could do wadcbait and also it
was a more difficult breech with two arms up but coyleague came
in and we did it and it was great but always youeht explain it that
you couldn’t go to the hospital. So that kind offereal is sometimes
hard. (m/1/3)

Life threatening emergency transfers however atecoommonplace for well

women and babies near term. The stories aboveatedtbat the midwives are
clear that transfer must be attempted if possibléhat the baby can be born, or,
the woman treated in the most suitable setting. ¢l@wv the distance and time
from the hospital may make this a less safe detisiccome situations and the
best plan is to stay put and access whatever 8elpdilable at the local site. To
make this call involves considerable courage gitkat the outcome is

unknowable. Some of the most challenging laboursgard to decision making
about transfer, were those where labour or birthgmss was slower than

expected.
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Making the mind shift from normal to abnormal: Thelilemma of
‘slow progress’
When labour slows down either the first or secaiades of labour the midwives

need to make sense of the change and decide wiwethet it is safe to stay in
the rural area. This can involve a gradual mindt $tom doing everything to
promote a normal birth experience to having to @oibeir concern to the

woman about the possibility of transfer; for exaenipl the scenario below.

The other thing is women who have little bits oédading when they
are in labour and you are thinking is that just ¢eevix dilating and
the show, or is this the start of something morestr? You think
well if | transfer now then everything can be denilth there and if |

don’t, am | putting everyone at risk? (m/4/11)

The midwives in this study describe this ‘tippingigt’ of movement from
normal to possibly abnormal labour, and how thislization is often

complicated by tiredness.

Our focus is normal and we are willing it to happsemd it is very
difficult to make that mind shift ourselves as wélK | need to stop
here and often that is the time we need each atkapport to find out,
and maybe [for our colleague] to say well | realtythink you have to
make a decision here. And we do sometimes comessc@s the
meanie to the family doing that but it is the néedee clearly in the
situation which must be the midwives challengelyeahen they have

been up for hours and hours. (m/5/6)

| think the challenge here for me is finding thdabae and working
out when the normal becomes the abnormal and wérdiaps could
have been prevented. That is the other challengeufal midwifery.
(m/5/3)
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The midwife describes her dilemma: “...is this normabm | keeping
this normal or am | normalizing something thatbimarmal? Or other

way around abnormalising what is normal”. (m/5/15)

To describe the decision making process in regasiow labour, the midwives
resorted to stories from their practice. The rettoeions of the labour events
demonstrate how the midwives ‘made sense’ of whed happening and how
the decision to stay or transfer was arrived atthia following situation a

midwife describes her vacillation over the decigiotransfer for slow progress;

this decision complicated by fatigue.

Our decision was intermittent because there [weoeje changes and
she was standing and it looked like there was sprogress and we
are definitely going to transfer. So it was an kestton of progress

there was no head at all above the brim, it wagyabhby good OA

[occipito-anterior] position so we were trying terpuade her to keep
going and we felt she could do it. But it was tlalye hours of the

morning or was it late at night. | can’t rememblehad been up for

several hours and | asked [my colleague] for suppsr we had

decided to go to [hospital]. (m/5/4-5)

Critical for this midwife was having colleagues #aiale who could help put the

events into perspective

... when someone has been caring for someone indatbelyou are
very sleep deprived when you are getting into takyehours of the
morning the value of them being able to call twootir colleagues in
and say this is the situation and | need your injpid looking

objectively at where we are at, help me make soaeesibrs. (m/5/13)
In some slow labour situations the woman’s parpiays an important role in

supporting the woman to birth. In the comment belmve midwife explains

how she worked with the partner of a woman whokeuahad stalled.
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| just got her on her side as she was pushing ahdetting anywhere,
and | showed him how to lift her “sit borfé"and she rolled slightly
between her side and her back and she had the habysomething
that WintergreenBirthing Betterhad shown me. And she would have

done it anyway but it just made it a little quicker her. (m/4/6)

On another occasion the partner of a woman gaventbeife a much needed

rest during a long labour prior to transfer.

Had a long haul and ended up going down therecan@meters and
she had a Caesar. The baby was wedged in the pdbmestly it was
her husband who did all the work; | sat in the clhaid rested while he
worked. | said that man is one who should be a nfied{m/4/3)

In rural areas the challenge of timing for transfering slower labours involves

not just the events unfolding but also forward kimg.

| have had a few [that | transferred] and | havd Adew where | got
very close to it. Because things start slowing daamd you... the
thing is you always have to be thinking ahead. Wiy work here
you have to be thinking ‘what if’. (m/3/4)

This notion of thinking ahead and poised to intae/@and transfer was voiced
by others. Waiting to see if progress happened tébet if transfer needed

eventually to happen then valuable time would Haeen wasted.

You need to be thinking well ahead you need to &g aware and
keep those emergency skills really sharp and daunbt transfer really
- we haven't got that leniency or opportunity t@ave it for another

hour and see what happens. (m/3/4)

12 The “sit bones” or “sitz bones” is a lay term the swelling or tuberosity on the superior rami
of the ischial bones which form part of the pelikis pair of bony points being literally what
we sit on.
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Thus the challenge of a long labour can resuluralrmidwives getting close to,

or moving beyond, where they feel comfortable.

Pushing the boundaries
Situations where the woman is motivated to keejpdgrand thought to be close

to delivery are situations where the rural midwivesy be prepared to push the
boundaries. These boundaries are generally abaignab time frames for
stages of labour, the second stage in particulartide passes the midwives
know they are in a grey area and the midwives matie that there may be
repercussions should they be perceived to havéspettoo long in the effort to
assist the woman to birth.

Say the transfer in second stage which is oneeofrtbky issues. How
long do you wait and hope that it is going to hagp@&nd after one
hour, two hours realise that it is not going to p@m So how
important is it to make that decision in a timenig or, is it not
important; those sort of questions. We are guidgefthe hospital] of
course in that although there are not strict reguia around the
guidelines we feel obliged to their way of thinkitagga degree. You try
and extend that time. (m/5/4)

Researcher: What makes you extend it or...?

Well some of it is a mixture of fear and instinghink and the family
appreciate how well the woman is coping, effectegmnof pain relief
at the time and obviously the progress of the lali®ithe main thing
the foetal heart. A recent woman comes to mind][pbshed for three
hours the first hour wasn’t very effective but thext two hours were
reasonably effective she was a very young girl vieegl big baby. The
decision came slowly to me as near the end shemeoauch more
stressed.(m/5/4)

In another labour the midwife describes her dilenwh@&n deciding to transfer

a woman. In this case she faced a significant de¢dgre an ambulance would
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be available. The main concern at this stage afualwas the stress on the baby
over the time it would take to transfer. Thus thelwife was contemplating

what else she might try should it become necessary.

I had a lady that was pushing and ran out of stddra.baby was fine
if the baby had taken a dive | would have been tethpo use the
ventouse, there were several kiwi cups there salestded to go to

[the hospital], we ordered an ambulance but th&y sarry there is no
ambulance, but they rang back and said there wasieopter at an

open day in [a nearby town] do you want it? Yept &we didn’t really

need a helicopter but it made is so much easiex.géh down to [the

city hospital] and they pulled the baby out. Thatsvall she needed.
(m/6/3)

Researcher: Are you experienced with the use of¢héouse?
| would only use it in an emergency. | have doreAh SO course and
| have done a couple [ventouse extractions] undertuatelage of the

obstetrician, but I would still only do it in an engency. (m/6/3)

What the midwives were clear about though was ghdécision to transfer in

labour would be made much sooner if the woman r&edet.

[You] never push the boundaries with someone whenwdeeling
safe. If a woman wanted to go transfer to [hospitaiould never push

boundaries. It is about your safety and your pcactim/5/17)

Thus there is the dilemma of whether or not to vi@itprogress. If the move is
made too early the baby may be born on the wayiaravironment that is not
as safe as the planned birth place. However oneedétision to transfer is
made, the most pressing issue is how best to savbe distance from the rural

to the secondary or tertiary facility.
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Deciding how and when to transfer: the local contex

Transport decisions

Transfer of a woman in labour in almost all caseslane by ambulance. For
acute situations it may be possible to use tharalvulance, either helicopter or
fixed wing aircraft. The decision about which trpo” should be used is part of
the consultation process with the referral centtewever the mainstay is the

road ambulance.

Some rural areas have a paid ambulance service wthiers have a mixture of
paid and volunteer staff. In the smaller areasatmdulance crews and drivers
are all volunteers on call from the local communig the ambulance service
needs to meet the emergency needs for the whade dedays are encountered
when the crew is attending accidents or acute sinen the community.

Similarly the ambulance may be en-route to or fthecity.

Well you can wait up to an hour or longer for tmebailance and the
actual trip is an hour and a quarter so you havthittk about that

when you are making your decision. (m/4/8)

We have quite a few issues around that we have an thour before
we can actually get an ambulance to our unit becaes only have
two St. Johns paid paramedics and everyone elselisitary. And
most of the voluntary people live out of [town].&yhare probably a
maximum of twenty to twenty five minutes away. Spthe time we
set up a call and those people are notified theynge their uniforms
and head into headquarters to get their ambulandegat here it can
be anywhere between 45 and sixty minutes. Thempdassibly 10 or so
minutes before we get into the ambulance and thiakeés an hour and
a half to travel to the secondary unit which issayMong transfer time
to consider. (m/3/1)

Researcher: You have all volunteer ambulance sshece?
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There are some permanents but so often when iiswweekend and
these things happen that are only normal averaggstibut you have
got [festivals] or you have got skiing or somethelge that is taking
the services. So you have to wait in line. Butatiycan have your call
in and be prepared then they know to get themsebrgsnized
because they often have to have a meal go to et smd have a

shower before they are ready to travel and get t&zr on. (m/2/5)

From some of the more remote areas, there arenhaadt safety requirements
for regular stops so that the ambulance crew i®fitontinue the journey. One

midwife describes what this means in terms of frttelay for the woman.

It takes four to five hours to get across to thetiaey facility. The
ambulance needs to stop every so often they hagettout of their
ambulance and have a ten or fifteen minute breakt &lds on quite a
lot to what would be easily 4-5 hours from whenytteave here. They
don’t normally go more than 80 km an hour if somednin a lot of
pain either so that just adds another hour tortpeRlus they have got

three stops. (m/3/4)

The rural midwives described ways in which they keak with the reality of the
demand on the ambulance service and the frequéaysdd.ocal knowledge
was employed to plan ahead even when transfer wesrtain in order to be

able to access the ambulance in a timely fashion.

If it is going to be a problem..., [we] ring them ardey get
themselves organized before the baby is born aey #ne all there

ready to just jump. (m/2/4)

And | was lucky enough to have my first two yearghwan older
colleague who was very experienced around tranSfiee. knew the
systems really well so she knew how to make phaitis.cto find out
where the ambulance was at the moment. ...So shedwimd out

where the ambulance was coming from so then wedcaalrk out

177



[how long it would be]. So when you have knowlediethe area it

makes a difference. (m/3/5)

Weather and road conditions
Once ambulance transport was secured, further slelayld occur when there

was heavy tourist traffic or where the ambulancedee to negotiate the city
during peak hours. In addition the time taken smsfer could be affected by
weather and road conditions. Thus when decidingitathe timing of a transfer
the midwives needed to include these possibiliteshe mix. In the winter

months in some areas, forward planning was required

Researcher: [With] the recent long patch of ice smolw and hoar frost did you

have any issues about transfer?
No thank God!
If someone comes in and you think you might haveansfer you look
at it at three in the afternoon instead of sixighth So that if you have
somebody who has had ruptured membranes for quitendoer of hours,
and you can see [that they] are going nowhere, €&¥det her out when
there is a thaw in the afternoon. If she delivaersite way that doesn’t
matter [because] you are out of this area and yeusafe when the
weather is adverse. And there are people arounthytime. Nighttime
is a dangerous time for ice. So once again you laveink ahead. It is
very secure when you are down at the hospital Isecgou have got
everyone there, all the obstetricians, all the @drdians, everybody is

at your fingertips, but up here you don’t. (m/2/5)

In acute situations air transport is desirable tbuing and weather conditions
may be problematic.
...there is a conversation about how are we goingatasfer whether
we use the helicopter which would definitely makags shorter and

but most times the weather doesn't allow that. (#)/3
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Yes | had a helicopter call but they said it wasirg and they
couldn’t come so | spent four hours in an ambulahwmev they can fly
at night but they couldn’t for a while. I've had¢le helicopters in one
day with two mothers and a baby. (m/6/2)

In the story below an acute situation coincidedhvéevere road ice, the non

attendance of the local doctor, and delay in accgsspilot and helicopter.

Researcher: so the transfer process was a litilegglfit in terms of getting her

Again because of the weather conditions [the anmoglphad to come
in from [further south] in the ice so that tookamd time to get here
and she continued to bleed. Not being able to gkt of the doctor.
The timing it takes for other help to get here[the hospital] you ring
the bell and you have the whole hospital thereeH@u call for help
and it takes 25 minutes for people to get here. pod are tied up
completely with the woman and people say “what timaes it"? and |
had my back to [the clock]. And then of courseoibk another forty
minutes after that for the helicopter to get hesenaither of them (the
pilots) were on standby; they were both out to diremd there was the
weather to fly through. (m/4/13)

In the examples above the energy of the midwiféotsised on the issues in

front of her but was further frustrated by delays$ransport.

Getting back home after a transfer
Another challenge for the rural midwives was hovgéb back to their rural area

after a transfer.

Researcher: Do you go back with the ambulance afteansfer?

Yes but you sometimes get stuck in [the city] amel ambulance has
gone without you. You never give those things augfm in [urban
practice]. Yes | have been stranded a few time&l/@n
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...when | had a partner here we both went. But | Has®en stuck at
[the hospital] because | don’'t have a ride home. iMgband has to
come and get me or something. (m/7/7)

Another midwife depending on what is happening mahgose to stay down
following a transfer.
| as a rule go down and stay. There are a few tinmese gone down
and they have a prem and they are not going to thevbaby then | go
back in the ambulance. Or they are bleeding any #ne stable. If
they are going to have the baby | stay. Most oftstay. Sometimes |
have come back with the parents. (m/6/4)

In some areas an ambulance officer will follow ve imidwife’s car though not

all were keen to do that.

And | have also heard that one of the ambulandeev§ would drive
the midwives car but there is something wrong albioatt too because
they volunteer to be an ambulance person not affeheiuSo | am not
sure if they do that anymore | haven't asked themSb one of the
times the other midwife drove my car and we drovmé together and
I don’t remember how | got home. Usually my husbamlld come

and get me. (m/4/6)

No | went down once and [my colleague] had to dfd@wn to] pick

me up because the ambulance people wouldn't dheecar. Well

actually [my colleague] says she sometimes driverscar behind the
ambulance which is not ideal. (m/4/6)

Whatever the arrangements for getting back homaadllved are likely to be

suffering from fatigue and loss of sleep. A midwefanments on her search for
a bed after a transfer.
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I have had some funny looks. Five o’clock in thermiog you turn up
looking for a motel and they are trying to get nedal turf people out
not book them in. If you have pre-booked the mbeslause you know
you are going down you know you have a bed. (m)6/12

One strategy is for the midwife to reschedule asits/planned for the next day
and stay overnight. If it is a quiet time for thehis can be a good chance to
visit friends and family in the city and catch up €hopping.

The other thing is that when you do ‘four’ (birthes)month you can
quite easily put people off for the next day. | damsually come
straight back and if | get there late at night ways go to bed and
leave early in the morning rather than come backigit. You can
ring up the women and say when you will be backtaeg don’t mind
because they know that when their turn comes tbatwill be with
them. (m/6/13)

This is not possible with a large caseload or Heotwomen are starting to
labour in the rural area. For instance the midwiféhe situation below is going
from one birth to another and questions whetherdeersion making would be

the same had she not been so tired and under ses$upe.

And there was another one who had a [long] sectagesand then
there was another just after that a primip | was ey myself and |
had been up all night with a woman and transfelred down long

haul, um and | was still down there when | got ¢h# from the other
woman; so stressful. Anyway she came in and hehenatas with her
who had caesars and again | knew this woman ditsve a lot of
room anyway she was working she was amazing, shewdrything |

told her to do. She was just amazing, she stayetjhipand was
working really, really hard and between one [vabexamination] and
the next there was no change. | think she wasdiveix centimeters
and | decided to take her down because | didrriktishe was going to

deliver normally and it turned out and | might rwve made that
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decision if | hadn’t been tired, up all night witime primip and then
straight on to the next one or if | had someone éksre. | took her

down and came back and it turned out she deliveoeahally. (m/4/3)

The midwives are also conscious that the volunteethe ambulance may be
suffering from fatigue also.
Like the ambulance driver the other night, “I'm @lgou are sitting up

front” she says “because | am feeling a bit tirddi/6/4)

Once the midwife has done her best for the womahham family there is the
opportunity to attempt to make sense of what hapé@ed and their role in the

experience.

Reflecting on the transfer decision

Talking it over with colleagues
Midwives talk over birth events in almost everyuaiion. This occurs even

when a birth has gone smoothly without any needdterral. The opportunity
to debrief a transfer decision was considered byntidwives in this study to be
particularly important if they were to continue poactice in rural areas and
avoid making unsound or defensive transfer decssiorthe future.

| think it is so important to have those timest jissdebrief about the
decision. Say the transfer in second stage whiames of the tricky
issues. How long do you wait and hope that it imgdo happen and
after one hour two hours realise that it is nongadio happen. So how
important is it to make that decision in a timenigg or is it not

important, those sort of questions. (m/4/5)

One rural midwife recounts the no win conversatisie had with an
obstetrician following transfers she had arrangadsfow progress in labour.
The anticipation of such comments may well prompearly transfer decision,

rather than the particular events in a birth situmat
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[It] depends on the reason for transfer. The temgkes a long time]
in the ambulance and it is very uncomfortable fog ivomen and
sometimes the relationship with the male obsteainicis not very
supportive. You have to make a decision and sonestiyou make it a
little early because you have to drive for one andalf hours. And
sometimes when they have made no progress youltityod things at
home and maybe transfer two or three hours aftgprogress. Then
they say “why didn't you come early?” So you hawe donsider
everything [including] the reaction of the obstetan. (m/1/2)

This difficulty in debriefing birth events in a nually respectful fashion with

some specialists is further developed by the mielwif
...sometimes after a difficult [birth] you want tosduss it and get
some feedback and | am not afraid to tell them whadve done. |
don’t just want to hear from them “why didn’t youst come to the
hospital?” so having a better access to the knaydedf the
obstetrician would definitely help... We now have twemale
obstetricians we can talk with so we are happy batit should be all
obstetricians so there is some help for rural migwi And if you have
made a mistake then they can talk normally abouteitare after all
human beings and | am not afraid to learn from mgtakes but |
don’'t want in the middle of the night, when | hdween eight hours
with the woman, having a screaming obstetriciafintglme that |
should have come two hours before when | havehadta one and a
half hour transfer. [They] need to hear your paihtiew as well. So |
think the communication between obstetricians anidwines is
improving but a lot of obstetricians do not feattimidwives are good
enough. (m/1/7)

After a particularly challenging transfer followirey postpartum haemorrhage
one rural midwife describes how she went over amer the events and her
actions in order to put things into perspectivesp feeling that she had done

everything “by the book” and her actions were sasfid in stopping the
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bleeding, it was a sobering experience that left wigh a keener sense of

distance and vulnerability.

Researcher: Did it rock your confidence?

It didn’t rock my confidence so much because alffioll am new
[here] every single thing we did was exactly to beok but it does
make you realize how very vulnerable we are, and Wery far away
we are, from help when we need it. And | was veaymatized by it.
It wasn't just like an odd tear that you are nateshiow to suture that

was really major. (m/4/12)

Researcher: Sounds like you did fabulously well?
It doesn’t feel like that but we have been over audr the notes and

we had done everything that anyone could have done.

Researcher: You probably won't get anything as grgain?
Well | told the girls here if | do then | am buyirggskirt and | am

going to become a secretary. (m/4/12)

Midwives in rural areas who have dealt with chalieg transfer decisions may
then find themselves having to manage the ofteinfilrmed community

reaction.

Ripples in the community
The rural midwives are closely aligned with themomunities and for the most

part find them supportive and encouraging of thealrumaternity service.
However in a rural area word spreads quickly whemoanan is transferred in
labour. This is particularly so for small commuedtiwith tightly integrated
networks. The midwives in this study were award thramatic transfer stories
could shake the confidence of local woman who vwéamning to birth at the
local facility. The knowledge that a particularthirexperience is being talked

about in the community, circles back to influenaavhmidwives go about
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making decisions; firstly about who is fit to birtbcally and secondly how

early they would consider transfer.

| had a woman a few months ago who had a prolosgednd stage
and she was transferred in second stage and she ¢eshrean ...and
after that we had a lot of women saying they wantedirth at [the
secondary facility] because they didn’'t want tonsfer in second stage.
And it does have a ripple effect through the comityufm/5/15)

There is also the lurking thought that some membérhe rural community
believe that women are not safe to birth locallyu3 there is the fear that when
a mistake is made or a reasonable decision rasultéess than desired outcome,
that the community might withdraw their support fibre midwife and the
facility. This prompts the midwives to practice elesively.
But | really feel there are people in the commutthigt are wanting to
pick up little tidbits about the midwives and holey practice and
how they wanted doctors and you need to be awaak ith the
community if you make a mistake they are goingitk jt up and the

service is seen as less safe. (m/5/15)

But it does come back when something goes awryligadhere was
someone who went past the ten days and they hidtbara baby then
all of a sudden everybody will be inducing theibies at ten days
overdue. (5/16)

As part of the rural communities doctors and otteslth professionals are often
very influential in terms of advice about birth earln most areas these
relationships are positive and affirming of theatuservice. However some
unprofessional and unwarranted comments can undertne confidence of the
woman resulting in a flow on effect to the communiBelow the midwife

describes how one such incident affected her amevitier maternity service.

One [woman] had an APH. She was from [a town furthe@th] and

she had a doctor friend who had run down and medigmidwives.
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And at each interaction he would ring them up amdisyou need any
help just call me; just nasty stuff. So she way @me centimeter but
she had plopped out a few clots and apparently wihey got down
[to the hospital] they maligned us too. That wast junpleasant.
(m/4/2)

As a counter to these comments the right word enrtpht place, particularly
from a doctor or consultant, can influence the wonmand her family’s

perception of the midwife’s actions. In one incitdéollowing an emergency
transfer the obstetrician praised the midwife’sogf to the woman and her

partner.

It was great that that obstetrician was there beeate was very, very
good. She was exceptional. When you consider hoaulkd have been
before they left here. The dad was questioningginwell that
completely went [after the conversation]. (m/4/8)

Thus as shown in the above comment, had the cansween critical of the
midwife’s actions and decision making, then siguifit damage could have
resulted in terms of the community support for tdwife and the rural facility.

In this final section the views of the LMC midwivage presented in regard to
the service arrangements in their local areasattiqular they hypothesize how
these local elements contribute to their decisaymut transfer.

Resource issues for rural areas and their impact on
decision making
Details of the rural practice environment were mefgé to throughout the

interviews. These included the mix of skills ruraldwives needed and what
practice patterns were most effective in dealinthwhe local environments. In
addition there were references to their relatigmshwith secondary providers
and the systems and protocols that either sustaindédistrated their decision
making. Many of the comments relate to specifi@rareas and practices and
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serve to underscore the multiple ways that ruratemiy services have

developed and currently operate.

Skills and decision making
What all the midwives agreed on was the need fral nmidwives to have the

skills needed to deal with any eventuality thatsaron the local maternity
setting. This included not just the hands on pcacskills but also the skills of
assessment and thinking in order to make decisitves|atter needing to take

into account the practice context and the distéirce secondary care.

This is summed up by one midwife.
I think it is very important for rural midwives [tdhave] good
emergency skills and be experienced in breechey, experienced
about putting in a drip and resuscitation, but abloulder dystocia
and twins. So thinking skills, decision making kkiemergency skills
they are all important. (m/1/6-7)

An experienced midwife beginning work in a rura¢@amwas clear that despite

her previous exposure in secondary and tertiarg sae would still need to

hone particular skills for rural practice.
Well the first thing was getting my head aroundngyto do stuff. |
was scared stiff really but | made the decisiont tthangs like
cannulation if | am coming up here I've got to thatt Cause | would
run a mile rather than do it. So | took the bullthe horns at every
opportunity | got in and did it because it is dlskdbu have got to have
up here. And | was really grateful that | workedtime hospital] before
| got up here. | met lots of staff and medical fs&d that when |
walked in the door | would know them, which was liseayood.
(m/6/2)

As raised earlier in this chapter, relationshipthveiecondary care staff can be
tricky; particularly when transfer in labour occugome of the midwives in the
study had established strong and workable links wraked well for them in
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their practice. Others however, talk about how ¢hetationships are stretched

when there is disagreement about the timing argbretor transfer.

Consulting with secondary care when making decisson
As part of a regionalised maternity system the nwud# are subject to the

practice protocols policies and guidelines that deeeloped in the secondary
and tertiary systems. Tensions are created whese thgpected referral and
practice expectations are not met. Below one migw@nveys the considerable
energy needed to maintain the trust and respetiteotonsultants particularly

when an actual or perceived practice boundaryaadired.

| think we have to be very careful that we don&psbutside of our
scope of practice and lose the confidence of tkaioaship we have
with [the consultants at the hospital]. Becauskink at the moment
they have quite a level of trust that we do whatdeeand we know
what we are doing. But | think you know what yoewel of practice is
and don’t step beyond that.

Don't jeopardize that as it makes practice incriyddifficult once you

try to regain that trust. (m/5/14)

An area of contention raised was the strict rulesua women who are post
dates. This recommendation potentially reduced nhmber of women that
would be eligible to birth at the local facility.awever individual doctors had
differing practice policies creating more confusitor the woman and the
midwife. Where there was some room for negotiatibis opened up an

opportunity to advocate for a more flexible optfonthe woman.

One of the things is the ‘postdates thing’ isn? it.Of course you
know you want to keep them here for as long asiplesbut we are
guided by [the hospital policy] of ten days oven/%/16)

And at the same time keeping that relationship \thin obstetricians
because you know that the moment you step over litiator the

outcome is not what you hoped for [the woman] agau start from
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scratch to build up that; which is hard because théfer amongst
themselves so it is difficult to have a standard.

Or if you get someone on the end of the phone aundlyink that is so
and so oh good, we will be able to negotiate this and then you get
someone else and you know you are going to hafigtibevery inch
of the way. (m/5/16)

Another hot topic at the time of the interviews was strict 12 hour timeframe
in which women who had been transferred neededttorr to the rural facility.

This corresponded with the concerns raised by tbmewn in chapter six. The
issue was not only seen as an unjust impositiothenwomen but also as a

threat to the viability of the local maternity siee.

We only get 48 hours of facility funding for postala If they are back
in 12 hours we get the full postnatal if it is 2duins then that is halved.
The difficulty we have at the moment Jean is that ave currently
under review from the DHB and the 12 hours is mglsach a huge
difference or that portion of the funding to oupysion of postnatal
care. (m/5/9)

However to add to the confusion, the policy did seem to be universally
supported by the clinicians in the secondary sesvic

Researcher: Does the twelve hours after includedakarean section women?

Well that is not clearly defined and after the cemsation | have had
with the staff in [the hospital] and the obstetits and anesthetists
they are very unhappy and will not support womero wiave had
cesarean sections returning within the twelve hdumgean even at 24
hours we are pushing to get them back but we odytaay if it is not
clinically safe for you to return they are muchtbeto remain there
and get their postnatal care in [the hospital]...pmd just need to add
the last week’s road conditions into it and it bees terribly unfair to
put that pressure on to women to say for us toogetportion of that

postnatal care you need to be back in twelve hours.
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Well one of our ladies left twice ...Yes turned roumdce to try and
get back, she was determined she was going to tbthase doors by
the 12 hours. It is ok if you birth at seven in therning but what if
you birth late at night and you have to be backdrhours it is hideous.
(m/5/10)

The positive side however was that this requirenmeatle some women think

twice about their planned place of birth.
But equally we have someone who has decided toatdiere because
she would not want to leave there within the 12reo%o she has
decided she is delivering here with us this timecWiis her third time.
And that is why is so frustrating when you seegbrrice struggling to
survive and stuff and these women are choosingtto ghospital] to
birth their babies when they could adequately bittiem here.
(m/5/11)

This comment indicates that rules and funding dexsscan have unpredictable
effects on how women plan their births. However i@l midwives expressed
disappointment when women who were ideal candidaiesonsider having
their baby in the local facility chose to birthsecondary care. They saw this as

one of the major threats to the viability of thedbmaternity service.

Attracting women to the local facility
Attracting women to birth locally in some areasasreal challenge. One

midwife recalled her discussion with a woman inlyelbour.

she had a show so | checked her and she wants to fiwspital]
because [she feels] it is very safe... This is hedthaby and she had
a three hour labour last time... | said you are ayojng to have an
hour of contractions and you will have that baby $hue was keen to
go (m/2/7).

In another instance a midwife working on the cazam questioned why a

woman was being transferred. The rural midwife es$iher that it was the
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woman'’s choice to come and not because she hadsieggthat it is a good

place for her to be.

There was concern that she might not make it. ..sheddelivered in
[hospital] about an hour later. She was 4-5 certgnsedilated when

she left. It was her third baby too.

Researcher: How did she feel about it after?

She said oh | should have stayed and had it hesth Ber and her
husband said they should have stayed here. (m)}5/8-9

To increase caseloads and therefore income, sohe ofiral midwives offered
to birth women in the secondary service. Othersdvawn were clear that this
was not for them as it could compromise their almlity for other local

women.

Researcher: Are you going to [the secondary fggitith women and birthing

them there?

| haven't been because it would have been justlatedy ridiculous...
And whenever you do a transfer you have often madnsomeone for
hours and hours anyway and that is part of my thingon’t think
midwives are very good at self care. And | jusinkhit would be
absolutely ridiculous to be with someone for eightten hours and

then do a drive down there. (m/4/6)

What we tell them is that we do not go for a norrbath to [the
hospital] because we think it is not fair to theetwomen ...And we
find that a secondary care unit is not the bestepfar normal birth. ...
so they have the decision between [the local fgtidéind home. They
are guaranteed that if there is any problem we gallwith them to
[the hospital] and then they will be seen by thatetrician and the

pediatrician. So we say it is not proven to be rsédedeliver in a
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secondary hospital and we don’t recommend it to enThey know

we are focused on having natural births. (m/1/6)

In our situation which might be different to otheral units where we
don’t follow the women through we take them to fhespital] but we
don’t stay with them until they birth and then lgrithem back. It is
just too long for us to be out and how do we gekBaAnd we are still

on call and what about our other women? (m/5/8)

How the midwives structure their practice and cotnrent to the local women
can have an impact on how attractive an area imithwives who might be

considering rural practice.

Attracting new midwives to the area
One recurring topic in the interviews was how tivaat midwives into the area

to work as the incumbent midwives move on or retimeone small group there
was a discussion about how the midwives in the ammak and the
acknowledgement that their current practices madybeosustainable. This was
particularly of interest as their collective casglowas growing and they
needing to attract more midwives to the area.

We are not very good at rostered time off. Thiseobation has been

made by our student

We have arrangements for special occasions, if aye e have

something coming up

We are probably quite casual about it aren’t we?

Yes

We cover for each other.

We are not very good at weekends off.

No we are not, but | think we are starting to tallout that a little bit,

(m/6/8)

This anecdote reflects the fact that many of thdwnies in rural areas relish

the independence that working in a rural area sféerd prefer to work alone or

in partnership with another midwife. This meangt ttey are less inclined to
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form a practice group which might be a more ativaobption for midwives not

familiar with the area.

Midwives employed in a practice team however belivat this arrangement

keeps them safe from burnout and provides mucheatksdpport when transfer

decisions needed to be made.
There are three teams of two midwives so each wogets to know
two midwives through the course of antenatal cac &ill have one
of those midwives at the birth. And one of the ottmdwives who is
on that day will be the second midwife at the biSio it means that
there is a cyclical pattern. There is a rostetther midwives who have
set days off, which is part of the strategy to get burnt out. So we
are only on call for five days at a time but sayitgt it is the
teamwork here that is really important as three wivds work

together so we have each other’s knowledge... (m/5/3)

In another area the community was trying desperdtelfind ways to attract
other midwives to support their local midwife andintain the local birthing
service; this involved meeting with DHB representd, and midwife

organizations.

They often ring to say what else can we do becaits all the
confusion and turmoil we had and public meetingshwdifferent
hierarchy and they often say- What questions dowant us to ask? |
have lots of ideas. No the community are absolutelgtanding and |

feel very privileged to be a part of it actuallyery spoilt. (m/3/6)

One suggestion was to offer accommodation.
Actually it wouldn’t hurt. Doctors that come to sharea are offered
free accommodation but our midwives aren’t. Anchow that when |
came to the area there were no rental propertiesst very difficult
for me to find accommodation. And | do think theeeds to be some

accommodation incentive; | think something hasdadrbplace for the
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first six months so they didn’t have to worry armhd have to waste
time. (m/3/5)

In all but one of the areas the rural midwives wesacerned about attracting
and keeping midwives in the area. They realisetlttiear own practice viability
and enjoyment was enhanced when others sharea@lth€aclleagues were also
invaluable when a midwife was faced with a trickpldem or needing to make
a decision about transfer.

In the last section the comments of the midwivessaimmarized and discussed
with reference to research and commentary. Linksa&go made to findings and
information already presented in the earlier chapbdéthis thesis.

Discussion
The midwives painted a complex picture of how deais were made in their

respective rural areas when transfer was requidedisions were influenced by
conversations during pregnancy, in labour, and weld by memories of past
transfer experiences. Thus the events at the toukel ot be separated from the
personal, historical and environmental contextse @ecision making moved
forward and circled back at times, reflecting orstpavents, future ideas, and
contextual factors. A mix of decision making stylasd strategies emerged
within the texts, showing glimpses of ‘reflectiom action’ and ‘reflection on

action’ (Schon, 1983). These were most obvious whbour slowed, and the
rural midwives were faced with having to make aislen under conditions of

considerable uncertainty.

Helping women to make decisions: Decision makingles and
relationships
The midwives stressed the need to get to know wachan well and establish a

relationship of trust, so that the best decisiomldd®e made about where to give
birth. These conversations would also include assgthe woman’s tolerance
for risk. In some instances women, thought noteosbitable to birth locally,

were ‘steered’ to consider birth in secondary cdies strategy was related to
the distance and time from the rural facility t@ thospital, should transfer be

needed. To manage these decisions, the midwivdsedtabf tentative
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boundaries, and discussed flexible birthing plahs; latter, often remaining
contingent up until labour began. Other strategiekided assessment closer to
term at which stage a firmer plan would be madegf@mmple in the comment
below.

If you have a primip who is a week overdue withrhigead nowhere
near the pelvis, very unripe cervix, no softenimghle to be tipped.
No use you keeping her another [week] becausdakékhbod of [her]

going into labour is very slim. If that baby is lmigdown and well

flexed and at the cervix then it is a differentrgtgm/2/3)

Such ‘steering’ could be seen as a paternalisfie sif decision making where
the midwife makes the decision for the woman (GwrWhelan & Gafni,
1999). Such a discussion has the potential to dtfse local birth option to the
woman who may be keen to delay the decision, st leatil her labour starts.
Alternatively the decision may be presented asheinformed model, as one
the woman is invited to make, having been apprisethe pros and cons of
each choice (ibid). The expectation being that wWaman will weigh the
benefits and risks for herself; the midwife supparther in whatever decision
she makes.

Within the midwifery partnership model (Guillilan& Pairman, 1995) the
woman is considered to be “the ultimate decisiorkeria(p. 47). However
within all relationships there are issues of poveisome situations the woman
may not believe that she has the autonomy to disihé advice, particularly
where she sees the midwife as in possession ofegreaowledge or authority
(Cooke, 2005). How free the woman would feel tollelnge a recommendation
or act on information given may be related to thieguage used (Thompson,
2007). For example, it is possible for a midwife dadopt the rhetoric of
informed consent and partnership, but act in suckag that the woman is
manoeuvred into a predetermined position consistatit the view of the

midwife.
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How women and midwives go about making decisionsmsplicated (Cooke,
2003). Our styles of interaction are not alwaysdiand may vary depending on
the individuals involved and the particulars in gitiation (ibid). While each
woman will have a preference for making decisiansame contexts, this may
differ in others. For example, a woman may seek emor less control
depending on the circumstances (ibid). In the ektebove the midwife is
weighing up the pros and cons and the woman magplea to negotiating a
middle path, or take the midwife’s caution serigugbid).

Where a relationship of trust had been establislieti a decision could be seen
as shared decision making open to discussion amgramise (Charles et al.,
1999). Leap and Edwards (2006) suggest that thédibgi of trust in a
relationship establishes a platform on which goedgions can be made. While
this would seem to be the best basis for workimgugh decisions, it would be

naive to believe that no power differential exists.

In maternity settings within easy reach of secopdare, some decisions can be
postponed to see how labour progresses. Howeveat thle rural midwives
were dealing with were decisions that needed tmbade ahead of time in order
to provide the safest place for birth. For exampte,the comment below

distance was compounded with adverse weather.

So that if you have somebody who has had rupturechimnanes for
quite a number of hours, and you can see [that]they going
nowhere, OK lets get her out when there is a thatheé afternoon. If
she delivers on the way that doesn’t matter [bezjaysu are out of

this area and you are all safe when the weathahisrse. (m/2/5)

This thinking showed that the midwife took into awont, the local
circumstances in addition to the clinical picturedahe woman’s birth plan.
Thus the midwife’'s professional opinion includedr hestimation of the
likelihood of transfer, their distance from secarydeare, the time it would take
to access an ambulance, as well as any adverséereatid road conditions

present at the time.
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Uncertainty and the need to make decisions in labou
Once a woman is labouring in a rural facility, #aeergy and expectations of

everyone are directed at supporting her. Urgeriblpros can emerge requiring
an immediate response, however if they are ableetmanaged and resolved,
transfer may not be needed. Mok and Stevens (X@fest that emergency or
spur of the moment decisions need to be enactedowtitdelay. In these

circumstances, normative or probabilistic decisies or flow diagrams can
provide a heuristic guide as to what needs to Ime dand in what order (Mok &

Stevens, 2005; Morris, 1972).

The midwives in this study described some situationwhich they had to act
quickly and make urgent decisions. One midwife dbsed her process of
decision making about a postpartum haemorrhages Tdquired her to do
emergency hands on care while at the same timenisigg transfer. Other
anecdotes referred to the discovery of an unexgdmieech presentation in the
second stage of labour. Where the birth was imntiitewas deemed in two
situations that the safety of the woman and they badye best served by staying
put. Where there was time to move to secondary ttésevas organised. Thus
these urgent situations, required skilled decisidirstly to deal with the
presenting clinical situation and secondly to m#deecall as to whether transfer

was required, and if so, when.

Considered “tricky” by the rural midwives was deongl about unclear
situations in labour. Signs could be differentlyenpreted as the following

comment demonstrates.

The other thing is women who have little bits oédiding when they
are in labour and you are thinking is that just ¢eevix dilating and
the show, or is this the start of something mores&r? You think
well if I transfer now then everything can be denilth there and if |
don’t, am | putting everyone at risk. (m/4/11)

This is a dilemma for the midwife, to move too garhd find that it was of little

significance would be disruptive and deprive thenaa of continuing with her
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birth plan. To continue in the hope that all is Webuld mean ignoring a

developing problem.

Equally challenging, was the question of whethemvben, to transfer if labour
slowed. Variations of slow labour progress werehhghted as the most
common reason (49.67%) for transfer in labour mnlral survey in this study
(Chapter 6). The midwives talked about the “tipppant” and “..the balance
and working out when the normal becomes the abrlorfhahese ideas
suggest that the midwives were experiencing sorseodifort with how things
were progressing and began to question themselvde their perception of

events.

Tversky and Kahneman (1974) suggest that decisi@te in this liminal space
are potentially subject to our heuristic devicesepresentativeness, availability
and adjustment or anchoring (Chapter 3). A mixheke can be imagined where
a midwife had recently experienced a similar labpattern with a woman in
the recent past that eventually needed to be weesf. This memory could be
fore-grounded in the current situation. Alternalyyethe midwife may be
anchored to a view that labour will progress iraviy and adhere to this view
despite signs to the contrary. Perceptions cangehbawever, albeit slowly.

The midwives in this study reflected on some of ghigations that made them
uncomfortable causing them to consider raisingstiigect of transfer with the
woman. This process of reflection is described bakiblski (2005). “The

practitioner selects and re-mixes responses froaviqus experiences when
deciding how to solve a problem in practice, utig their tacit frames”

(p.147). Tacit frames in this context are the ukepotheories used by the
midwives to make practice decisions (ibid). Accaglto Schon (1983 & 1991)
these tacit frames are regarded as theories “if] us®ther words, those that
guide our actions in the situation and our viewwdfat is happening. When
these theories and our everyday patterns of peactiause us to feel
uncomfortable it requires the practitioner to saémg reflect within the situation

and reframe what is happening. Reflective and thtiub practitioners, who
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experience a challenge to their theory in practed, adjust and expand the

theory to incorporate new information and posdiei (ibid).

The uncertainty of a slow labour and decision makig
Both reflection in action, and recourse to famifi@mes of reference, appeared

to be present in the midwives’ stories, particylavhen labour slowed down.
For the midwives it was not always clear if theayelvas a variation on normal,
or if it signaled a problem which might require nséer. For assistance,
midwives and other primary maternity practitiongrdNew Zealand refer to the
Guidelines for Consultation with Obstetric and Reth Specialist Medical
Serviceswhen preparing to consult or refer (Ministry of dlth, 2007). The
guidelines allow some flexibility in terms of theinical circumstances
surrounding a situation, but the practitioner netxide able to justify their
actions should they veer from the recommendation.

There are three levels of referral; level one stameay refer’, level two “must
recommend” that consultation is warranted, andlléwee, must recommend
that a woman'’s care be transferred to a spec{ististry of Health, 2002, p.2).
Obstructed labour and deep transverse arrest degedtthree, while prolonged
first or second stage of labour are at level twiisTerminology differs from
that used by the midwives in the interviews anthesurvey, where terms such
as failure to progress, dystocia, high head andg &bour were used. But even
when using the terms in the guidelines it woulddifficult to decide which
category fitted. Is labour obstructed or has it giswed down? How long is too

long to wait?

Friedman (1978) cited 65 “terms in current use @ésctibe labour variants”; a
list that he did not consider exhaustive (p.4)hi@ quest to define the course of
‘normal’ labour Friedman studied the rates of diletn within a case mix that
included breech positions, twins, and the use oftamin, sedatives and
narcotics plus caudal anaesthesia and forcepsedelv The goal was to

provide an objective measure for when labour mdk@a normal to abnormal.
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If we recognize and accept the limitations of olimical knowledge
and diagnostic acumen, we must concede that tlsem vast, ill-
defined gray zone between the obviously normal #re clearly
abnormal case. Without objective criteria, therefave cannot expect
that we will be able to understand labor or itsiaats fully.
(Friedman, 1978, p.5)

These investigations resulted in the now familign®id curve plotted against
time thought to represent the ‘normal’ pattern efvecal dilatation and that of
foetal descent. The partogram based on Friedmardsgs is incorporated into
maternity notes worldwide. Time frames for labowarevset at 12 hours for a
first labour and six hours for a second or subseqiabour. For the second

stage, time limits were set at two hours and ong hespectively.

More recently Friedman’s time frames have beenlehgéd; particularly in the
case of low risk women anticipating a normal bsiimilar to those who plan to
labour in a rural area. A descriptive study by A#heSchiff and Gorwoda
(1996) looked at the labour times of 1473 low meémen of mixed race. The
results, when compared to Friedman’s time framesveld that 20% of the
women experienced a prolonged active first stagalbsfur and 4% a prolonged
active second stage of labour. The duration ofatttere phase of labour to full
dilation was considered to be from 4 cm. to fulbatition and full dilation to
delivery. The limits in first stage of labour footh first labours and second or
subsequent labours were “considerably longer thiadman’s at 12 hours and
six hours” (p.357) respectively. Statistically taewere 19.4 hours for first
labour and 13.7 hours for multiparous women. Foosd stage the mean times
were closer to the Friedman findings, being 147ut@s for nullipara and 57
minutes for multipara. Women in the study who hgaor@donged second stage
of labour experienced more post partum haemorrhagesmore infants needed
active resuscitation. However neither of these ifigs was statistically
significant. Thus labour lasted longer than is Wid@ppreciated without any
excess maternal or neonatal morbidity. The resultsnpted the authors to
suggest that an upward revision of the time frarffmesnormal labour was

warranted.
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In a systematic review, Altman and Lydon-RocheB@Q6) similarly concluded
that there was no association between prolongedndestage of labour and
adverse neonatal outcomes. However most of theestutcluded in the review
had methodological differences. These included edsfit measures for
establishing the beginning of the second stage wnudntrolled confounding
variables. Thus these differences limited what ddag offered as a guide for

practitioners in the field.

The variety of definitions, and the challenge tmdiframes around slowed
labour, leaves the rural midwives without any diéfte time frame for how
long they can continue hoping for progress. Inghsence of a clinical problem
with the baby or the woman, the decision whethenatrto transfer is often
made in regard to other factors. This may include woman’'s desire to
persevere, or, the degree of risk the midwife eppred to accept. Below one

midwife shows how complex this decision was inftiieowing quote.

Our decision was intermittent because there [wsoeje changes and
she was standing and it looked like there was sprogress and then
we are definitely going to transfer. So it was anilbation of progress
there was no head at all above the brim, it wagyebaby, good OA
position so we were trying to persuade her to kgpapg and we felt
she could do it. But it was the early hours of ith@ning or was it late
at night. | can’t remember, | had been up for savieours and | asked
[my colleague] for support as we had decided tot@dhospital].
(m/5/4-5)

In the end, the timing of transfer may be base&lgadn practical concerns.
These the midwives saw as the distance to speaialis and the availability of
ambulance transport. However, tiredness as mermtiomeéhe previous quote,

may be the most influential factor triggering anster decision.

Considering tiredness when making transfer decisian
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Fatigue is a problem for midwives who continue &wecfor women in a long
labour; particularly when transfer occurs. For rumsidwives this time is
extended with the addition of the time taken toetdrom the rural area to the
hospital. If the midwife elects to stay and suppbe woman in secondary care,
then further time elapses. Tiredness has been showaffect the higher
cognitive functions in the brain, which are invalve complex decision making
(Miller, 2002). Impairment of these functions cafffeet the ability to
communicate clearly, respond to, and assimilaf@dhachanging situations.

Both the woman and the midwife may be affected dfigfie in some labour
situations affecting their collective judgment. Mil acknowledges that the
midwives are motivated to stay with women and ke tare through to a safe
birth. Women too, expect that the midwife will lete when the baby was born,
and while they were mindful of their own tiredneadmnitted to not appreciating

how tired their midwife may be (ibid).

Continuity of care is considered a cornerstonehefgartnership model of care
espoused by midwives in New Zealand. Guilliland &airman (1995, p. 47)
state that “[ijn order to work with her body in talr rather than against it, the
woman must feel safe enough and in control enoadietable to lose control”.
Clearly for women, continuity of a trusted carerotighout labour and birth
provides the sense of familiarity and security ltove her to lose herself in her
labour confident that she will be safe. Howevesame instances this may not
be the safest situation for a woman. This was neiceg by the midwives in
this study as some sought consultation and thepeetige of their colleagues at

these times.

The decision whether or not to stay in support wfagigued is also a moral
issue (Miller, 2002). Morality according to Urbanaer (2007, p.10) is

“fundamentally interpersonal”. Thus moral practesel decision making cannot
be one way but is the responsibility of all thetigarinvolved. For example the
midwife is required “to ensure that no action origsion on their part places the
woman at risk” (NZCOM, 2007, p. 10). This statemsmggests that in a labour

situation a decision needs to be made as to wiloeigperson, best placed to
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continue care, and whenever possible this decisstiould be made

collaboratively.

Women not wanting to transfer
Ethical and practice boundaries can also be clgdlénn instances when

women resist the suggestion to transfer. In themgdelow, clear boundaries
had been agreed to assist one woman to achievgohérin this situation the
woman and midwives had established a relationshipust and respect (Leap
& Edwards, 2006). This was a wait and see situatith the expectation that
decisions would be made as labour unfolded.
...50 OK we worked the boundaries and she had a rdmntla here
and she was very pleased that she did but she kingiwve were
pushing the boundaries and you knew as her midwéeyou were on

the edge...

When a woman is strongly resistant to transfeaiit cause considerable anxiety
for the midwife. A midwife in this study new to therea did not know the
woman who presented in premature labour. The medadvised transfer but
the woman insisted on birthing at the rural fagilithese opposing viewpoints
of what is in the best interests of the woman agrddaby are difficult to resolve
late in labour; particularly in a rural context whehere has not been a previous
understanding of each others’ views. This story hallappy ending as the

woman birthed safely in the local facility and latensferred.

Tracy (2006) suggests that women who make a datednchoice to birth at
their local facility may have done so in order tmid what they perceive to be
the risks of intervention in a secondary care figcilThus the woman may
weigh up the risks for herself given her prioritiésd these may differ from
what the midwife views as risky. It would seem ttiadre is no perfect solution
to resolve a situation where the perspective ofwbenan and midwife differ
widely. But if the woman is informed it is then tgher to decide what level of

risk she is prepared to take (Ibid.).
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Midwives talking about the transfer decision
All transfer decisions have some effect on the tgracers involved, though

these are not always negative. Griew (2003) inteved Australian midwives
working in birth centres about their responses wiransfer occurred. The
responses included feelings of guilt, personal oasibility, disappointment,
frustration and feeling cheated, particularly wihleare was no clear indication
for transfer (ibid). In Skinner’'s (2005) study siamiresponses to transfer were
found including “feelings of failure and disappament” (p. 178). These were
not just experienced by the woman but also by tlteviaes involved. However
when a clear indication for transfer was identifeech as an emergency the
midwives were clear that transfer was inevitablel arere relieved (Griew,
2003). These responses mirror closely those expexieby women in the wake

of transfer canvassed in the previous chapter.

The telling of birth stories among midwives was riduto be ‘abundant’ by
Skinner (2005). These were told not just when thiwgnt wrong but also when
things went well (ibid). In this current study tmeidwives welcomed the
opportunity to debrief with their colleagues. Thaportunity to reflect and tell
stories was patrticularly valued following a chalierg labour or transfer event.
One midwife comments: “I think it is so importawt lhave those times, just to
debrief about the decision. Say the transfer imisécstage which is one of the

tricky issues” (m/5/4).

Midwives also sought conversations following a $fan, with the obstetrician
or paediatrician involved. This could be fraughtenda consultant had made up
his or her mind about what should have been dome&,weas not prepared to
listen to the midwife’'s viewpoint. One midwife whiound the response
unhelpful records that “...sometimes after a diffidbirth] you want to discuss
it and get some feedback and | am not afraid fothein what | have done. |
don’t just want to hear from them “why didn’t yousf come to the hospital?”
(m/1/2). In other circumstances, collegial suppees demonstrated for the
midwife which, allowed dialogue to occur. “...It wgseat that that particular
obstetrician was there because she was very, wany. ghe was exceptional...”

(m/4/8). Thus the midwives experienced a mix opogses with the potential to
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increase their anxiety when transfer occurred mavwkng how their decision

making would be understood.

Stories of transfer also are retold in the comnynithese ‘niggles in the
community’ were highlighted as a major problem tioaftarly where they were
ill informed. The midwives worried that bad newsrgts could have an effect
on the confidence of women in the community plagrio birth locally. This
could ripple on to affect the viability of the Ideervice. Unwarranted criticism
of transfer decisions by secondary care personmeljndividuals in the
community has the potential to affect how midwiveade future decisions.
More conservative transfer practices potentiallyldoaffect the midwife’s
confidence as well as restrict the birth optionddeal women.

The rural maternity service: issues of sustainabyli
The rural midwives also reflected on what they s&whe issues critical for the

maintenance and viability of the rural faciliti@hese were linked to the quality
of decision making both in terms of the colleagug@port available to the
midwife, and the practical assistance availabletiqudarly when transfer was

required.

It was considered that midwives working at distaricen secondary care
needed well honed skills. These were not just teahrskills such as those
needed in an emergency, but those of assessmegbamdunication also. This
is summed up by one midwife as thinking skills, decision making skills,
emergency skills they are all important” (m/1/6-Cpllectively these skills are
believed by the midwives to contribute to qualityctsion making and their

relationships with the women.

The above skills are also suggested as those #wit déstablish a trusted
relationship with secondary care specialists ehengh such relationships may
be tricky at times. In one area the nourishingheke relationships is critical but
also requires energy and perseverance from themidavives.
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“Because | think at the moment they have quitevallef trust that we
do what we do and we know what we are doing. Bhink you know
what your level of practice is and don’'t step bejydhat...Don’t
jeopardize that as it makes practice incrediblfialift once you try to
regain that trust. (m/5/14)

The support of women and the need to attract miesvio rural areas was also
discussed. One issue of concern was the numbeelbfwomen who bypass the
rural facilities. The rural midwives had developéifferent practice patterns.
Some offered care to local women wherever they eliosbirth, while others
only provided labour care for women birthing logdlelieving that to offer care
in secondary care settings would compromise thal Ieervice. To attract both
women and midwives to join their rural service, dagse was made of local
publicity opportunities. Articles in local newspapéncluded the celebration of
the increase in births in the area (Cook, 2006)|endmother by line stated that
“[rJural midwives go that extra mile” (Grundy, 2008This featured the local

midwives talking enthusiastically about their seevi

Resource issues for future rural maternity cares wammented on by the
midwives. This topic is revisited in the next cleph relation to what funding
options are available and how decisions about ressumpact on the quality

and safety of transfer decisions.

Summary
The complexity of decision making around transfecidions is demonstrated

by the words of the midwives in this chapter. Saiteeisions need to be made
quickly when there is an obvious threat to the betig of the woman or her
baby. Less urgent, but often more difficult to make decisions about transfer
when labour slows and the woman and baby are oibenxell. Where women
are keen to continue to try and birth their balthes midwives may push the
time boundaries though in some situations thatresnlt in midwives feeling
exposed and vulnerable. Distance and time alsonbea@oitical when a decision
is made to transfer; the timing influenced by tharacteristics of the locality as

well as the staffing and skill mix available to ias$n preparing the woman for
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transfer. Delay in ambulance transport can addéotime, particularly when

complicated by adverse road and weather conditions.

To provide responsive care to women is a juggletiier rural midwives. The
aspirations of the local women need to be balanadd the need to provide
safe and appropriate care. To continue to enjogl noractice and make good
decisions for women, the midwives acknowledge thednfor good practice,
communication and decision making skills. Thesduthed the maintenance of
amicable relationships and clear communication eéBnwith the secondary
referral centres. Within the context of transfeorigs a range of decision
making styles and heuristic strategies were idextidnd ideas for ‘reflection in
practice’ and ‘reflection on practice’ were canveksHowever central to good
decisions is the quality of the relationships wifte rural women. Where there is
a foundation of mutual trust and respect flexibikehbplanning consistent with

the preferred decision making style of the womanlmaaccommodated.

These ideas are returned to in the next chaptepkaced within the wider New
Zealand and international context. This amalgamatid the survey and
interview data, plus the ideas and research predem earlier chapters
represents the meta-inference in this study.
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Chapter Nine: Meta-Inference

Introduction
A weave of the survey and interview interpretatiapresented in this chapter.

Each strand of the concurrent mixed model design lteen discussed and
interpreted within the preceding chapters. Thegenaw drawn together in a
meta-inference which theorises that a focus orb#st interests of the woman
and her family provides the most appropriate arfé smvironment, within

which to make transfer decisions.

Decision making theory and styles are revisiteteims of how they contribute
to the relationship between the woman and her nfiégdamd influence transfer
decisions. This is followed by a discussion of lihkages with secondary care
services and the logistical support provided by imers of the local community
within a regionalized perinatal system. The varioaays that the nature of birth
is appreciated within the wider cultural environmenexplored. The case is
made that each interlinked layer of the materngwise, and the decision
making styles and attitudes held by individualsptabute to the quality and

timing of rural transfer decisions in labour ancthi

Thinking ahead: Rural women and midwives making
decisions about transfer
When the women and midwives talked about makingsaets, they moved

back and forth between personal ideas, consideraticother’s opinions, the
distance and time from specialist care, and thal mmvironment. Thus an in-
depth and or esoteric exploration of the decisioaking around transfer
decisions eluded me in this thesis. Instead, aamthcomplex fabric was rolled
out with the help of the survey responses, thenmge/s and the reading of
others’ work. This provided an insight into perdopasitioning within varied

rural contexts, with ideas and experiences resogdietween midwives and

women, and between the various rural maternityicesv

The refrain of ‘thinking ahead’ surfaced in thevay comments and interview

transcripts. This theme was similar to that of psatg “predicatively aware”
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found by Baird (2005, p.62) in her study of rurablmives. For the most part
this cautious strategy was to allow for the timel aistance involved should
transfer occur. However it would be simplistic taggest that distance alone
influences the timing about transfer decisions.hBata complex mixture of

personal and relationship factors, the opinionsattituides of interested others,
the logistics of rural services, plus attitudestie nature of birth in the

population generally, configure how transfer dexisi are made, and women

and families supported at these times.

The transfer process usually began with a conversaetween the woman and
her midwife. This was preceded at times by disaussiwith colleagues to
clarify the situation, particularly when the midevifvas tired. The suggestion of
transfer either came as a surprise to the womartoofirmed her fears that all
was not going well. Just how the decision was madse not always clear, but

in most instances the possibility of transfer waised by the midwife.

Three manners or styles, of decision making arerdesi by Charles, et al.,
(1999) as paternalistic, informed and shared. @hilbirth context a decision
would be considered paternalistic where a midwifakes the decision, or
prescribes a course of action. Within the informegde of decision making, the
woman would make the decision, having been apmtaitéhe pros and cons of
her options. This decision would be supported ey rtiidwife irrespective of

whether or not she agrees with it. Within a shalecision making style there is
active involvement by those involved and a committn& arrive at a

consensus as to what actions to take (ibid).

Every woman and midwife relationship involves issoépower and status, and
these also need to be acknowledged (Cooke, 200%5prhe instances where a
relationship is strained, achieving a consensusidecfree of coercion may be
difficult. Differing relationship and decision mailgj styles were evident in this
study (Chapters 7 & 8). For instance, one womasureof how she would be
in labour stated that she was leaving any decisignso the midwife as the

expert on birth. Another woman felt disempowerecewiner midwife decided

where she should birth; the woman reluctantly dggeeot feeling able to
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challenge the decision. The midwives also descrgieations where they felt
pushed out of their comfort zone by the desiresarhe of the women. One
example was where a woman rejected the advice amcem expressed by the
midwife about the safest place for the baby to beanbAnother midwife felt

that her boundaries had been stretched, potenpaliyng her in a position of
professional risk, when a woman wished to contimeielabour in the rural area

despite concerns about progress.

Each woman and midwife brings her own unique hisabr cultural and
decision making strategies to any decision (Suiljva005). Decisions about
transfer vary with the particular context and the&ons involved, and like all
human endeavour, are subject to misperception aell deception.
Psychological, cognitive or social descriptive the® provide insights into how
heuristic devices are used by individuals to makess of uncertain situations
(Bell, Raiffa & Tversky, 1988). These include theoncepts of
representativeness, accessibility and anchoringes@h were discussed
previously in relation to the decisions made by mhiewives. The midwives
talked about “oscillating” “making the mind shif6r the “tipping point” and
“having to balance when the normal becomes the ratelo..” during a slow
labour (Chapter 8). These comments demonstraterdfiection in action
(Schén, 1983) that is going on as the midwivesewvand potentially re-
examine their anchored views (Tversky & Kahnema®74) of what was
happening. To move from such a perception of lalements may be difficult,
particularly when labour slows and other explantiare preferred.

Thus it would seem that relationships and stylesnat always consistent. The
women and midwives exhibited a range of styles amdtional reactions to
some of the more testing transfer decisions. Stytaateraction were adapted
depending on the urgency of the situation, or @thwith the preferred decision
making styles of the women. Relationships too, weo¢ always easy to
manage, particularly when circumstances changedtendesires of one party
over-rode the concerns of the other.
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Cautious and sensitive referral decisions
Despite some occasional difficulties, the decigioaking by the rural women

and midwives in this study was cautious. This wamanstrated both in the
decisions about where to plan birth and the tinahgransfer in labour or birth
should this be necessary. The transfer rate froen3t midwifery facilities
surveyed over the two year period was 17% (FigyrdBe pattern reflected a
sensitive threshold for transfer, with variations glow labour making up the
largest percentage of 49.67% of all the reasonsrémsfer in labour and early
post birth (Figure 5). While slow progress in lab@iof concern and the cause
of distress for women and midwives, these transtergarely considered urgent
(Altman & Lydon-Rochelle, 2006; Canadian Medical sAsiation’s Joint
Position Paper on Rural Maternity Care, 1998; T20Q0).

Whether a transfer rate of 17% is appropriate Hite group of women is not the
objective of this study. It would also be diffictdt determine given that studies
in New Zealand and elsewhere concern different |abjons, and use different
methodologies. Skinner (2005) suggests that tleeafaransfer is less important
than the appropriateness of the transfer decisiowever, as outcomes in this
study were not linked to the outcomes for the womamd infants,
appropriateness cannot be determined. Even hadbékis done the question of
appropriateness may not be answered. Birth progmeg®utcome, like most of
life’'s events, is uncertain, and only probabiligtredictions can be made. Such
predictions would be unable to incorporate the dempelational, physiological
and biochemical influences which affect the trajegtof labour; these being

particular to each woman, and to the milieu in WaHer birth occurs.

Reflecting on transfer decisions
Messy or confusing situations, such as slow labmagress, challenge our

habitual, taken for granted decision making proegssid can make us uneasy.
This was obvious in the comments of the midwivestreesy grappled with
decisions about whether or not to transfer. Aceagdo Schon (1983) when the
practitioner experiences discomfort this shouldhsecue to stop and reflect on
the circumstances, in order to avoid the possjbifitcompounding an error of

judgement made at an earlier stage (ibid). To ns&kese of these complex and
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uncomfortable situations, a process of criticaleatfon, not just addressing the
clinical elements but also the emotional and retethip issues is recommended
(ibid).

This is also advocated by Morris (1972), who ackieolges that where
decisions are shared, such as during labour, psospof the events can
become distorted. Unpicking the components of aisg@t can potentially
provide some clarity (ibid). However any reflection a decision whether in the
midst of the activity, or after the event, will @ably be partial: a
reconstruction of fragments with the luxury of hsight (Mead & Sullivan,
2005). It is accepted that in this study as in ather aspect of life, the women
and midwives were working with remembered fragmémis their experiences
of the birth events; these coloured by personatgmions, made all the more

vivid when paired with the emotions involved.

An understanding of potential fallibility of our deion making, coupled with a
habit of reflection therefore provides an opportyitd frame new paradigms of
practice (Siddiqui, 2005). These personal paradigmhinking, and decision
making style, can shift in response to practiceeeepces; particularly when
these are reviewed critically (ibid). Such criticaflection and review involves
looking outside the situation to other knowledge aglevant practice theory in

order to bring new insights to future decisions.

So while women and midwives can use these ideastatkgies to reflect on

transfer decisions, in practice, these decisioasa&o influenced by others and
the very circumstances of the rural area. Thusthirking ahead referred not
just to the clinical situation that was unfoldingut also the logistics of

transportation, the time it would take, and anyeotlocal circumstances that
needed to be considered in the mix. Within a regjisad perinatal system there
are expectations about timing of transfer and m®ee for its management of
which the midwives were aware. Should these timeesxiended the midwives
anticipated that they would be challenged aboutpéreeived delay when they

reached the hospital.
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The regionalised perinatal system: linking rural and urban
during transfer
In New Zealand, primary, secondary and tertiaryemmaty services are linked

in a perinatal system. Each of the primary ruralematy services are unique in
terms of geographical location, the distance fragnosdary care, the local
management structure and the availability of midsivand other health
professionals (Chapter 6). Beere and Brabyn (26@&)d in their study that
only 1.57% of the New Zealand population lived lert than one hour’'s
travelling time from a maternity unit. This of ceercould be a primary rural
unit or a secondary/tertiary facility. Neverthelegsmen have access to primary
maternity care within reasonable reach of their @pdespite the reforms which

caused many provincial health services to clogd)(ib

The rural facility and the possibility of normal loih
The place of birth is important for many women. 3@avho identify strongly

with a geographical area, consider it natural their children will be born in
‘their place’ close to family and friends (Gallagh2003; Howie, 2007). Other
women choose the local facility because they hawdidence in their ability to
birth without intervention and this was so for twbthe women in this study
(Chapter 7). Rural facilities offer an environmembere women can labour
undisturbed, which Odent (2008) suggests is nepesta support the
physiological processes. Such a place also aligtisFahey’s (2008) notion of
a “birth sanctum” (p. 19). With good support themaan has the opportunity to
move and make noise and to manage her pain in wdrateay she chooses;
using her inner resources supported by those shehasen to accompany her

on this quest.

However, in some rural areas of New Zealand thiibg facility may be some
hours from secondary support. This was acknowledgeticonsidered by the
women and midwives in this study. Concern aboutdiséance was expressed
by some of the women who felt that the possibiityravelling in labour would
disrupt their birth process and not allow themasel themselves in their labour

and optimise the benefits of their rural isolatidhough paradoxically, distance
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was acknowledged by others in the study, as a girote from unnecessary

intervention (Chapter 7).

The rural community
Community spirit and determination is clearly aiabasset without which,

women in rural areas would be deprived of the opypaty to birth at or close to

their home. Many older local identities have beembn, or given birth in the

local maternity annexe, home or hospital. In someas these community
members forge strong links with the rural facibti@roviding both financial and
logistical support. Changes over the years havealvedys served rural areas
well and regionalisation of maternity services tesltiin the closure of many
maternity homes and annexes in the past (Board edlthi 1976 & 1982;

Rosenblatt 1984; Donley, 1998). Thus many comnmeslidire suspicious when
further restructuring is rumoured. More recentlg ttlosure of several small
regional hospitals has increased the distance muoshen need to travel to

access secondary services.

News about maternity matters is keenly reportedocal newspapers, with
dramatic events such as helicopter transfers, rtihsbon the side of the road,
making the front page. When funding cuts are pregopetitions may be
launched. One local woman recently featured inrtiol@ opposing the 12 hour
limit set by the DHB within which women were re@drto return to the local
facility (Otago Daily Times, 2007). This prompteietDHB representative to

say that he was “curious about how people came#o there was an issue...”
(p.15).

Rural Scotland has similar geographic and isolatioallenges to those in New
Zealand. In these areas Lambert (2008) suggests rt@antaining rural

maternity services requires local solutions. In eamstances this may be to
obtain skills and expertise in practice. The empghascording to Lambert
(2008) should be on the whole community. In otherds where a local
midwife needs assistance, the most durable solutiag be to see how this

could be provided by local people. This suggess itidwives in the rural area
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know best what needs to be done and what additsagort or skill is needed
(ibid).

Local New Zealand examples of proactive activityclude lobbying for

extended hospital services in the wake of a pojamaincrease (Schofield,
2008). An extension to the hospital service wasadied in one particular area,
given the considerable distance to access secoruagy services. In other
initiatives midwives raised the profile of theimrgiees by including good news
stories about local births. These are needed @nbalthe negative and fearful
newspaper comments from other local residents.ekample, Eckhoff (2005)
invoked her nurse specialist status to make unanobated claims of

incompetence about the local midwife service, clagnthat a return to GP
involvement in maternity care should be instituté8uch claims from

professional colleagues can be particularly dantpgimural areas.

A wide range of service arrangements in rural aveas recorded in the results
and comments of the rural maternity survey (Chager Midwives also
described the challenges in terrain, climate aradroonditions that affect
transfer times. Though, even when these were dgmhunique local solutions
were provided. For example the assistance of tbe vidneel drive clubs who
put their skills to good use and provide an emergeservice for women in

adverse weather or road conditions (Chapter 6).

Rural ambulance services
The rural ambulance services provide the vital Iwkh secondary care

services. Without the local volunteers and ambwdaofficers, few women

could confidently plan to begin labour in theirdbarea. However the volunteer
status of the crew was considered to be the mapgarei contributing to the
“delays in activation” cited in the Emergency Amdmte Services Survey
(Canterbury West Coast Emergency Care Co-ordinalieam, 2005-2006,

p.39). Though, the lack of local knowledge at calhtres was also felt to be a
contributing factor. Communication problems wersoafound. In particular

these related to information exchanges and redpibtiss during transfer

(ibid).
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Delay in the arrival of an ambulance was a comnt@mie in both the survey
and interview comments in this study. In some efitiore remote and sparsely
populated rural areas, the volunteer crews undermme of the longest
transfers in labour. This often involved traversinogds vulnerable to adverse
weather conditions. In addition volunteer crew merstwere subject to fatigue

when a night trip was added to their normal worliag.

National ambulance services are currently under sihatlight with calls to

strengthen the resource available to the volunteector given the

responsibilities they shoulder (Morning Report, 20Bebruary 20). Of concern
are the fluctuations in the number, experience skiltibase of the officers that
assist with transfer in labour (Emergency AmbulaSesvices Survey, 2005-
2006). In these situations the prompt arrival a@ #mbulance crewed with at
least one officer with advanced life support skilsuld be welcomed. This
being critical for areas where local hospital or €&Pvices are lacking or cannot

be relied on at all times.

The midwifery resource
Midwives linked with the rural maternity facilityring to the community their

experience, skill and knowledge. Their contributisrtwo-fold; first as citizens
of the community, and secondly, as a resourcerma@f midwifery knowledge
and links with secondary care. This ‘embeddednéBsitterson, 2002) or
“connectedness” (Lauder, Reel, Farmer and Grigg662p.73) contributes a
form of social capital. Increasingly the role ofralimidwives includes the
provision of antenatal and postnatal care for legaien, who have chosen to,

or need to birth elsewhere.

These complex midwifery roles required for rurahgirce were also of interest
in Scotland. Tucker et al., (2005) reviewed theerfiture on midwifery
education and found that while opportunities werailable to assist midwives
to develop a full range of emergency skills, thinikiand reasoning ability, no
formal process was available to test their comppeteAccording to Hundley et
al., (2007) there is every reason to believe thatdompetence and confidence
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to manage emergencies and the complex decisionngnakquired, is at least
comparable with that of midwives in other settingswever given that this is a
self report by the midwives themselves, Tuckerl.et(2005) and Ireland et al.,
(2007) suggest that independent research is nemd#dute skill sets required for

practice in remote rural areas.

In New Zealand all practising midwives are requiteddemonstrate current
competence in a range of skills (Midwifery Counoil NZ, 2008). These
include emergency procedures such as adult andntinfasuscitation,
cannulation and management of post partum haeng@rhalso required is
portfolio evidence of ongoing learning with assessmand reflection on
suturing and other skills required of a LMC. Instisiudy the rural midwives all
agreed that this combination of skills were needied safe rural practice
(Chapter 8). In addition, where individual midwivpsrceived gaps in their
knowledge, they sought assistance from colleaguashieve the requisite level
of competence (ibid).

A mix of commitment from the community, the ambwarservices, and others
is vital for midwives and women when transfer ieded. At the point of
transfer women and midwives bridge the gap betwwenary and secondary
care. This, as previously discussed, demands ayeharthinking from looking
to the experience of a normal birth to the possybibf intervention in the
interest of the woman or her baby. Thus there heightened level of concern
and anxiety for the woman as well as a sense efifahe is unable to continue

with her birth plan.

The secondary/ tertiary care interface
Contact with secondary services occurs at an stalye when transfer is being

considered; usually with a conversation with thetetsician or their delegate.
These discussions may be iterative in situationerevithe midwife seeks a
consultant opinion, where guidance is needed toagmam@n urgent situation at
the local facility or in anticipation of a transfelecision being made. The
regionalised nature of rural maternity services,d athe midwife’s

responsibilities under the Maternity Services NafiMinistry of Health, 2007),
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require these linkages to be maintained and reaitessed for women who

need additional care

The midwives in this study suggested that relahgswith the secondary care
staff and specialists were for the most part corain respectful. There were
however tensions at times, particularly when transbccurred. In some

instances pronouncements were made by those megeilie woman as to

whether the earlier actions and decisions taker &ppropriate and safe. It was
considered by the midwives that some judgement®& weade on incomplete

information (Chapter 8). Where these were negatiha shared with the woman
or her partner, this opinion was likely to endured decome the dominant
construction of how things should have been done.

Unwarranted negative comments, particularly by meddstaff, devalue the
choice made by the woman to begin labour in healléacility They also have
the potential to damage the midwife’s reputationl @ause other women in
rural areas to lose confidence in their local nmatgrservice. One experience
was highlighted in the previous chapter, where ad‘mews’ story was
circumvented when the consultant obstetrician pcatee prompt actions of the
rural midwife. This generous collegial support ab@asily be offered more
frequently in recognition of the challenges thahvem and midwives face when

having to make the hard decisions to transfer tcorsgary care.

The culture and daily experiences of those workimgthe secondary care
services differs from that of the rural primary tuniVvomen at the end of a
transfer journey are often distressed and anxidbgs can then become the
representative, or anchored view of rural birth towse receiving the woman.
For the rural midwives this is not the usual outeoiRather their representative
or anchored view is more likely to be that of bioitcurring without the need of
intervention. In this study the survey results eded that 83% (Figure 3) of the
women birthed in their rural facility over the twear period but this is an
invisible outcome for those in busy hospitals wreed to deal with the full

range of birthing experiences. Thus it is possibé beliefs about the nature of
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birth and how the process of labour is understaamd iofluence how birth in

rural areas is regarded.

Views on the nature of birth
The work of Regan and Liaschenko (2007) providasedul frame for viewing

how cognitive frames of childbirth might influenbehaviour. Three views of
childbirth are described; “birth as a natural pss;ebirth as lurking risk, and
birth as a risky process” (pp. 618-621). These itvgnframes are presented
not as enduring and discrete approaches to buttrather as a window on how
different positioning as to how birth is perceivadjht serve to influence policy
and practice. Aligned to these individual responseblow problems are solved

and decisions made about care (ibid).

It is possible that women who choose to birth irakareas are more likely to
accept birth as a natural process. It might alsagseimed that midwives who
choose to work in rural areas are similarly posgi@d. This is not to say that
these midwives and women are oblivious to the pi@tefor something to go

wrong, but rather that they are travelling hopeflélieving that a positive and
optimistic frame of mind is advantageous for labdarthis study the women

who birthed locally, and their midwives, had alhsalered that transfer was a
possibility but also believed that there was ewdrgnce that birth would occur

without the need for additional care.

Cognitive framing suggests that a woman, whilerdesi of a local birth but not
confident to pursue it may be otherwise positionedhis case the woman may
consider that risk is lurking or that birth is aky venture. This concurs with the
comments made by some of the rural women in Chapight. It is also
possible to hypothesise that midwives attractedddk in secondary or tertiary
care settings might be more inclined to the vieat thirth is risky. If such a
dichotomy exists in ideas about birth, this mayly&ce the rural woman and
midwife in a disadvantageous position when consahiais sought. Thus a
cultural difference in how birth is viewed and hbest to proceed, becomes a

gulf that is not easily spanned without considexalclbompromise on a
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philosophical position. Given that the need to ctinBas occurred, then this

compromise will be largely for the woman and heakmidwife to make.

The simplicity of such an idea has appeal. Womeasitioning about how
birth can happen may be in response to what thay dieothers’ birth stories.
For midwives their confidence could be affectedasponse to recent practice
experiences, either positive or negative. For exartipe midwives alluded to a
period of defensive practice decisions after alehging birth event (Chapter
8). Thus such a linear view of how birth is apptet may not be consistent
with the complex processes women and midwives engagvhen decisions
about transfer are made. It is probable that woareh midwives move back
and forwards along the continuum. Potentially timgvement is possible also

for those who see birth as a risky enterprise.

Celebrating an ‘everyday’ event’
One woman in the study suggested that her birtmivéall that interesting”

(Chapter 7). It was of course a very interestingnéor her and her family, but
in terms of the community at large it was an evagyevent, not associated with
the drama of a transfer. It seems from this womaamment, that she found it
hard to openly celebrate her normal birth withoyt dssociation, casting a

shadow on the experiences of women whose birttherwise.

The normal birth process is orchestrated by a “demmterplay of hormonal
influences” (Foureur, 2008, p. 57), with oxytocitayng a central role
throughout labour and birth (ibid). Where a womanni a safe birth territory,
with continuous calm support, she has the best cgharf experiencing a
physiological birth (ibid). However, exposure tatomal stimulation from noise,
or the entry of strangers into the room can infgrthe flow of oxytocin, and
stimulate the production of stress hormones (ibithjs stimulation can make it
more difficult for a woman to enter that autonomspace where she feels safe

enough to lose control (Guillland & Pairman, 1995)

The trend to pathologize what are the ‘unique’ atpef the range of women’s

birth experiences (Downe & McCourt, 2004) has tl¢eptial to marginalise
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and make less visible, the normal birth experiemitbin the community. Thus
as more women are labelled ‘at risk’ the numbewomen considered safe to
birth in rural areas will continue to decrease. ilsstrated in Chapter Eight,
labour may be arbitrarily labelled abnormal if xtends beyond the time frames
of the partogram curve. Odent, (2008) poses twamasoas for the future of
birth. The first focuses exclusively on the crigenf mortality and morbidity
rates and issues of cost effectiveness (ibid).okatlg this pathway would see
caesarean section as the most common, even nomaglio give birth (ibid).
The second scenario would focus on ‘first thingsattis the sustainability
argument and efforts to understand the needs ofatbeuring mother and her
baby. Thus if the ‘everyday experience’ of birthrural areas is to continue to
be a safe and sustainable choice for women, thesptance of its uncertainty
and complexity needs to be more widely appreciagdth an understanding
can only contribute to the quality of decisions madound transfer and allow

the exploration of the possibility for each woman.

Summary
Decisions about transfer from rural maternity aasys were and always will

be made under conditions of uncertainty. While saieeisions are easy to
make, others are murky and difficult. To managehbtte risk and the
possibility rural women and midwives think and plainead with distance in
mind. Transfer is a necessary part of rural materpractice and in New
Zealand occurs within a regionalised perinatal esyst Involved are those
assisting at the rural facility, community ambularservices, and those in the
specialist services at the secondary or tertiargpials. Thus each has an
important role to play in supporting women and miickg when transfer is

needed.

For ethical decision making, supportive and truygtialationships are needed
between the woman and her midwife. Equally respecéind supportive
responses are needed between each individual and gwolved when transfer
occurs. A climate of trust and the acceptance efpibssibility for normal birth
to occur, provide the opportunity for well womenandgerm to celebrate the

unique birth environment that the rural facilitiefer. However, financial,
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logistical, workforce and communication problemsrsgg in many areas
threatening long term viability and safety of theal maternity services. It is
contended that appropriate investment in rural magefacilities which focus

on the best interests of the woman and her fampilyyide the safest and most

appropriate environment for sound decision makihgmtransfer is considered.

The next chapter concludes this thesis and provadespportunity to reflect on
the research project as a whole. Recommendatiensféered which emerge
from the aggregated findings presented in this wraghe research approach
and the mix of methods are reviewed in terms oirthsefulness for the
research question and fruitful areas for futureeaesh are suggested. Finally,
the contribution this research makes to the natiomad international
understanding of decision making in rural maternitgnsfer situations is

indicated.
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Chapter Ten: The possibility for rural birth

Introduction
In this final chapter the contribution of the runahternity option and the social

contribution this makes to the understanding ofmadrbirth, is affirmed. The

findings and challenges of the research projectraflected on and areas for
future research projects suggested. The complefitgractice decisions has
been approached with the understanding of how kedygd of theoretical ideas
and a process of reflection can assist to mitigatee of our human blind spots.
Also acknowledged is the dynamic environment withimch transfer decisions
occur. Other individuals and the systems withincalhihey operate, have the
potential to influence the timing and quality ofetlransfer experience. The
point is made that all our decisions and processiéect both individual ethical

positioning and our cognitive appreciation of tlaume of birth.

The significance and contribution of this researnch the national and
international understanding of transfer decisioss ekplained, and broad
recommendations offered. These reflect the findimgghe previous chapters
and include individual attention to decision makistategies and critical
reflective processes, a focus on the support neetlse birthing women, and
logistical and financial support for local commugst to maintain their rural
birthing option. Collectively it is argued that Hee processes would support
those making the decisions within the rural aredsle providing the necessary
safety net for women and their families. The thésinally concluded with an

overview of the project as a whole.

Reflections on the rural scene and research findings
This research project provided me with a privilegggortunity to re-ignite my

memories of rural practice both wonderful and @wading. Travelling to the
rural areas for the interviews reminded me of hamaiway it can feel when you
need help. However once in the rural areas theseeavsense of belonging and
familiarity with the mud-splattered, farm trucksdatie perfunctory wave when
passing on the road. It has also been a chanadltagart some of the taken for
granted practices and processes that contributthgéodecision making by
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women and midwives. This was focused primarily bose decisions made
around the time of transfer in labour and soonrdjtegh. Naturally the study
stretched to include those decisions made in advasfclabour, and the
reflections that came after.

A changing rural scene
The distinction between rural and urban is becomimggeasingly blurred in

New Zealand. Lifestyle development and tourist bessses are stringing many
isolated towns together. Similarly, what were osoaall towns dependent on
farm revenues, are now bustling centres connectetab sealed roads and
growing populations; the citizens of which, commigtehe city areas for work,

school and lifestyle purposes.

Midwives in these rural areas, provide antenatahitoang for high risk
women to save them unnecessary trips to the cityoiatine assessments. This
universalising process blurs the distinction betwélge midwifery expertise
needed for the care of women at low risk of congpians from that needed for
women requiring specialist, high risk care. Therefany future discussion of
rural midwifery needs to acknowledge this enlargegttice scope, particularly

in the context of transfer in labour.

The word ‘rural’ is not used in the Maternity Retsoto identify rural facilities;
rather they are included under the heading of ‘arinfacilities’ (Ministry of
Health, 2007). Instead the domicile of women isdusedetermine the degree of
rurality for statistical and funding purposes. Tiheisibility of the word ‘rural’
in relation to birthing facilities suggests thaetd is no difference between
primary facilities within easy reach of a refercantre, to those one or more
travelling hours distant. Clearly this is not thase and the women and
midwives in this study articulated how the physidatance and time interval

impacted on their decisions when transfer was cdensd.
Birth rates in New Zealand are increasing and thas resulted in higher

numbers of births in some rural areas (Statistiesv Mealand, 2008). This is

particularly so in the more populous areas of tletiNIsland, where local birth
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is the expected norm. However for many rural faéesi fewer births are
recorded each year and the services struggle taimewmable. There are some
hopeful goals signalled in the Maternity Action fPl@Maternity Services
Strategic Advisory Group, 2008). The principleghe plan espouse a culturally
appropriate, woman-centred approach, which viewgmancy and childbirth as
a normal life stage. Health outcomes and the remucdf inequality are
advocated as is improved access “to a comprehemnsinge of maternity
services that are funded and provided appropridtensure that there are no
financial barriers to access for eligible women.7{§p Also, pertinent to this
study, is the principle which requires those inealvwith maternity care to

work together seamlessly in partnership with thenan (ibid).

These principles fit well with the aspirations obrmven and midwives in rural
areas. If acted on with goodwill there is the oppoity to celebrate and affirm
the contribution of the rural maternity serviceaday default support and
facilitate optimal transfer decisions in regardibdh place and transfer of care.

The complexity of decision making in rural matermiractice
The habit of ‘erring on the side of caution’ andoyiding a margin for error’,

were recurring themes in this thesis and sum upyréthe everyday decisions
made in rural midwifery practice. While this watahfess provides a safety
margin, given the distance from specialist care,dbwnside may be that it may
be difficult to dwell completely in the momentslabour and birth, open to the
possibilities for the woman. Midwives also thougtitead in anticipating the
response from those to whom they referred, ashesll their decision would be

perceived in their rural communities.

It is this complex mix of personal and contextuattbrs which sum up the
challenge of making decisions about transfer iralrumaternity practice. It
seems that the everyday work and problem solviagesistant to an ordered or
linear process. Rather, much decision making isout a rational process,
being circular and subject to the influence of pead philosophy, style,
contextual noise, and at all times partial and gomes blinkered understanding

of the events taking place. Awareness within theneiat which makes space
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for confusion, followed by reflection with referen¢o new knowledge, can
improve this vital skill. However, such growth imderstanding cannot occur
safely within an environment that seeks to blameoloscure; or one where
individuals respond by retreating to systems amtgsses that serve to give a

false sense of security to both women and midwives.

Each decision we make is imbued with an ethicaitjpos The writing, passion
and research of both Urban-walker (2007) and Lath@®1) remind us that all
individuals involved in any human interaction hawe right to stand and be
heard. Thus, any act or omission that fails to askedge this right militates
against an individual’s ability to express theisides and assume responsibility
for their actions. Christians (2003) suggests ttjgfhe common good is
accessible to us only in personal form (p.234)ingeethics not just confined to
a set of rules for behaviour, but rather the irdespnal exchanges at all levels
of our lives. Nowhere are these ethical and retstip skills more critical than
in the important decisions needed during labour bimth at distance from

specialist care.

Odent (2008) challenges us to return to thesd tiviegs’ (Odent, 2008); that is
the practices and environments that centre on tr@am and her baby’s best
interests at all stages of the childbirth experenthey are as simple or as
complex, as the establishment of a relationshiprudgt and respect (Leap &
Edwards, 2006; Lavender & Kingdom, 2006) within @rhethical decisions can
be made and reflected on. But it is also abouteesior the physiology of birth

(Foureur, 2008) and the way in which the environtmeamd the actions and

words of those around a woman supports or inhibissprocess (Fahy, 2008).

Support for optimal transfer decisions in rural areas
The birthing work of women in rural areas and tbatthe midwives, who

support them, contribute to the social capitallateaels of society (Lauder et
al.,, 2006; Sandall, 2004). Similarly, there is gngicant contribution from

volunteers and members of local communities whovigeo the necessary
practical support to allow birth to happen safelyural areas. This contribution

is of particular relevance given the widespreadrddsy governments in New
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Zealand and elsewhere to promote normal birth aedlae the rates of

intervention and caesarean section (Ministry oflthe2007; Thomas, 2006).

In 1984, Rosenblatt commented that “[b]Jecause @egyis a natural event and
not a disease; there is considerable concern titaédasing emphasis on the
technical aspects of obstetrics may transform amabrand emotionally
momentous human process into a medical event”.(fi. sgems however, that
over two decades on, this trend continues withowt elear benefit to the
majority of women and their babies (Canadian Mddissociation, 1994;
Nesbitt et al., 1997; Tew, 1995; Tracy et al., 200%his would seem to not only

be a clinical concern but an economic, social andahrone as well.

To provide the optimal environment for rural birtth prosper, and optimal
decisions around transfer to occur, three areasighdighted as amenable to
improvement and change. These include the intespalsdecision making at
the rural facility and an understanding of how dewis are made; the
strengthening of the role of local communities ¢sist when transfer is required

and the affirmation, promotion, and resourcinghaf tural birth option.

Incorporating critical reflection into transfer deisions
Decisions about transfer in labour or soon aftethbare rarely simple, and

women and midwives can only make a best guess lmasttkir experience and
expertise within the situation at the time. Thetwas strategy of thinking
ahead was used by the midwives in this study toag@nhe uncertainty of the
clinical situation, and the expectations of oth&#ile this can provide a safety
margin in most instances, it was conceded that evitee decision was too
sensitive it could affect the viability of the rurhirthing services and the

confidence of the local women.

A process of reflection in action and reflection action (Schén, 1983) was
revealed in some of the midwives’ transcripts whbay were considering
transfer. These critical reflective processes hlbegotential to unravel some of
the cognitive processes relied on in the midstratiice. The challenge from

Schon (1983) is about being alert to times whenaaigort is experienced in a
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practice situation. This unease ideally promptingpase and review, to expose
any taken for granted ideas obscuring what elsédinfig going on at the time.
Intuitional (tacit) and rule of thumb (heuristicalts, while serving us well in
everyday practice, can mislead us and confound pmiceptions in other

situations (Tversky & Kahneman, 1974).

A habit of critical reflection, which unpacks théements of interpersonal,
contextual and underlying power and ideologicalluefces in a decision,
would provide a more useful process to improve riatdecision making

(Nakielski, 2005). For rural midwives this mightinde reflection on particular
skills they need to hone and the responses frorar®thbout their decision
making. Morris (1972) proposes a framework for eefilon where questions
about the practice event are explored. It is ackedged that engaging in a
reflective process may not be always a comfortpbdeess, but rather one that
presents personal challenge where new insights tniighgained to inform

future practice decisions (ibid).

For rural midwives who practice alone or in smabups, isolation can be an
issue, particularly when they have experience@iaster event. Thus it may not
always be easy to find the resources or accesslkagues for such critical
reflection. One option is the strengthening of ekrumidwifery community of
practice suggested by Mcintosh (2007). Such a camtgneould provide a
place for rural midwives to link with colleagues avlxperience similar practice
challenges. This linkage could provide a vehicledo exchange of ideas and
knowledge sources, and most importantly, a safe sumportive place for

debriefing and reflecting on rural practice deaisio

Tapping into the potential of the local community
The vital contribution of members of local commymitas identified in this

thesis as critical to the functioning of the rumahternity service. Midwives in
this study took opportunities to raise the pro@fetheir maternity services and
celebrate the local births. Thus using their ‘enteebhess’ and connection with

the community to promote a rural birth option.
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Further initiatives could include joint exercisesithw other local health
professionals and volunteer ambulance officers &al dwith emergency
situations when transfer is required. The fundiegassary could be requested
when outside assistance was needed to assist kilitdeselopment initiatives.
Investment in courses which focus on managemerdbstetric emergencies
could be offered to local nurses and volunteer damme officers involved with
transfer. Potentially these could be similar tosthoffered in remote rural areas
of Australia, where the delivery of short coursessed the skill and safety
levels in these communities (Kildea, Kruske & Bow2006).

The value of developing the skills of members @& tbhcal communities was
also identified by Lambert (2008). This was seentles most sustainable
response for supporting maternity care in ruraltl@od which has much in
common with New Zealand in terms of terrain ance ¢ rural populations.

This combination of rural maternity attributes thbecomes a unique and
renewable resource for the country as a wholetherovords a form of social
capital. Such a perspective would be a welcome gindnom that which

requires these services to make a financial reiuface service reduction.

Contestable funding has been available to rurabmay and other rural health
services. Rural bonus funding was also made availblp the Ministry of
Health (2007) for LMC midwives in rural areas. Then was to provide
additional income support to enable the rural micdsito access locum cover.
Application forms required a comprehensive repdrtheir practice, caseload
and the characteristics of their respective rurehs. Funding was to be ranked
according to points accrued as a result of thermébion provided by the
midwife (ibid). Other options include the Rural bvations Fund (2008). This
funding with a limit of $50,000 for one 12 monthripel aimed at giving rural
organisations the opportunity to reconfigure thdocal services. A
comprehensive business plan is required callinghferagreement and signature
of the relevant DHB. These schemes are a startgthdbe work, time and
expertise needed to complete the application dontsmaay well be a problem

for many midwives and small rural Trust Boards.
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While short term funding might kick start some lbgdatiatives, longer term
funding would enable these initiatives to be beddedandall (2004) suggests
that birth is not just an important social eventhivi a community but it is also a
public health issue. Thus investment in rural fae8 to promote local birth
would have a long term impact on the health ofjust on the women and their

families, but the society as a whole.

Understanding the nature of normal birth
When transfer occurs in labour the women and midsiimvolved experience a

change in culture, or ‘sense of difference’ (Pattar 2002). This includes
uncertainty as to what will happen next and alse decisions will be viewed
by others. It was understood that the local comigurould be supportive, or
censorious, if events did not go well with a birdn transfer. These tensions are
inevitable, given that individuals are positionatfedently in their approach to
decision making, and their understanding and camiah the nature of normal
birth.

Bridging this cultural gulf has been approachedgpratically by Brodie and
Leap (2008) with suggestions to help narrow thelggtpreen the ‘ideal’ and the
‘real’ (p. 165). This focuses on the territory wldairth occurs and includes the
language used and the power dynamics within thetsiin. The birth territory
of the rural facilities, provide most of the phydi@and personal characteristics
required to support normal birth. These includgpreng women for the reality
of labour and birth, one to one support and stagtregdistance during labour;
all elements of care that support the physiologmalcesses and reduce the

incidence of dystocia (Lowe, 2007).

Downe and McCourt (2004) suggest that we find wayselebrate the cultural
value of normal birth. To begin, the survey restdim this current study shows
that 83% of women successfully birthed in ruraliliaes which ought to be

cause for optimism and confidence in the decisiorele by women and
midwives in rural areas. Emphasis on the envirortedeand practice skills that
support normal birth, could become part of thetsgato reduce the concerning

rise in interventions and caesarean sections wtaciribute to the escalating
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cost of maternity care (Ministry of Health, 200hdmas, 2006). Such a view
would justify appropriate resources to sustainIraraternity services. This in
turn would ensure that women and midwives are sae@an their work, and in

the best position to make safe and appropriatsfeajudgements.

Reflections on the study design

The modified concurrent mixed model design usedttacture this research
provided the flexibility to look broadly at the tepof decision making around
transfer in rural areas. This conceptual modelnis of many emerging within
mixed method research (MMR) and as such presentsaklenge to the more
traditional paradigm structures. This prompts Tashaand Teddlie (2003, b)
to describe MMR as a “8methodological movement” (p.672) which rejects the
either/or of the qualitative/ quantitative debaBmth these orientations were
included in this research project the conduct ofictvhwas informed by
pragmatic ideas; that is the focus was on the mmethods and processes best

suited to the questions posed.

The survey data provided a valuable snapshot ofréimsfer patterns, processes
and characteristics of the respective rural areasfacilities over the two year
period. All 19 rural facilities in the South Islaneturned a survey with a return
of 11 from a possible 26, from the North Islandldys in distribution were
experienced in the north, due largely to the ingtnhal turgidities experienced
in obtaining Locality Assessment from the respeci®HBs (Chapter 5). Had
there been the opportunity to approach the rulitias directly, the response
rate may have been higher. Nonetheless, the rgmoisde a mark in the sand,
against which, rural facilities can compare theitatistics and local

circumstances.

A review of the survey forms showed areas whereramgments could have
been made to the wording and scope. For example sespondents counted
the well mother who transferred with her unwellbyand vice versa (Chapter
6). Where these were unable to be resolved by comgathe respondents, a
best guess was allocated, taking into account ¢t&ildn the other sections of
the form. It is acknowledged that these minor peoid may have been resolved
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had a full pilot study been done. One postnatalstier reason added by several
respondents was maternal infection following caemarsection. There was no
expectation that women who had birthed elsewhereldvbe included in the
postnatal statistics. In hindsight it may have bsiempler to focus on perinatal

transfers and leave postnatal events for anotiseareh project.

Rich clear information was provided about the gapbic and service
characteristics of the areas. Explanations werergnf staffing arrangements,
plus details of topographical and climatic condisavhich could affect the time
it would take to transfer. The unique and creatixsg/s that these issues were
overcome was evident in the comments about the kamée services and how
these were crewed and organised in the local conti@sin

Alternate terms were added to the forms in somdicser One area of
significance for the study was the section askorgttie primary reason for the
transfer. Terms such as slow labour, prolongedualamd failure to progress
(FTP) were added in preference to the availabléoopdf obstructed labour.
Possibly there was reluctance to label a transidr @ level three weighting
such as that attached to ‘obstructed labour’ am@pdtransverse arrest’ in the
referral guidelines (Chapter 8). In contrast prgleah first or second stage are
weighted at level two and this appears to be howyntd these situations were
perceived by the rural midwives. In the analysks tibtals of each definition of
slowed labour were combined given the intentiorthaf midwives to convey
slow progress. A future survey could include a ean§ synonymous terms to

reduce the confusion and provide for preferrednitedns in common use.

All the women interviewed were from the South Islaffhis bias combined
with the 100 percent return of survey forms frora 8outh, makes this a study
that profiles more closely what happens in the Bdstand rather than New
Zealand as a whole. However 11 survey forms wertgmed from North Island
rural facilities and one midwife working in the tiorcontributed to the
interview data. These survey returns, and the camsnef the midwife,

reflected largely, the same issues and challerggested in the south. Identical
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were the struggles for viability, recognition oétlaalue of the rural service, and

the dilemmas and difficulties associated with tfandecisions.

What is not captured in the survey or in the inemg, are responses from some
of the rural facilities in the more densely popethtareas of the north. As
previously acknowledged these facilities providénary maternity care for
large, predominantly &bri and Pacific populations of women (Chapter 1).
Statistically these are younger women, and juddigigthe large numbers in
these primary facilities, women who utilise thairal facilities. It is reasonable
to speculate that had these facilities respondedhé¢o survey, the transfer
statistic in labour would have been less than % tecorded in this research.
This assumption is based on the higher numbergdeddor normal birth for
Maori in the Reports on Maternity (Ministry of Hegltk007) and the trend for

women of European origins to delay beginning a kami

Areas for future research
There are opportunities to replicate this studygidoth survey and interview

methods. This would ideally be provided for womehoware at low risk of
complications that would plan birth in their lodakility. Such a study would
optimally include outcomes both maternal and neainit order to provide
more information to women about the benefits andisks they assume when
planning to birth in their local area. There isoaise opportunity to compare the
outcomes of low-risk women who bypass the locallifgc The results of a
retrospective cohort study (Davis et al.) which sitm compare select childbirth
outcomes for the intended place of birth, is cufyemnderway in New Zealand,

and will address some of these questions.

It was not expected that women who chose to birtoane would be included
in either the surveys or interviews. However a faiths were recorded as born
before arrival (BBA) and home birth. The latter e@ssumed to be inadvertent
home births or where the woman had been bookedtirclanged her mind in
labour. A research project that sought out thisneless visible birthing
community would be of great interest. As many @& thidwives in rural areas

provide birth care in homes as well as in rurallitées, findings would likely
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be similar to those in this study; particularly nelation to the challenges of

transfer decision making.

National and international significance of this research
This thesis makes a significant contribution to tiaional and international

understanding, of decision making about transfenfa rural or remote birthing
unit to a specialist unit located at a distanceeRamined in chapter two, there
are many studies from countries including Austraie United Kingdom, the
USA, Germany and Canada which have explored tkigeignd found similar
challenges for the maintenance of rural birthingyises, and the issues around
transfer (Campbell & McFarlane, 1994; Peddle et ¥)83; Rosenblatt, 1984;
Tew, 1995). These countries in common with New Ziedlhave experienced
ongoing closure of rural maternity services. Tignt continues in many areas
despite research which shows that rural matereityices contribute health and
economic benefits to their communities (Nesbittagt1990 & 1997; Klein,
Christilaw & Johnston, 2002; &Tracy et al., 200®rgwn, 2008; Sutherns,
2004; Kornelsen & Grzybowski, 2005).

In addition, this research affirms that within giomalised perinatal system, it is
appropriate for well women near term to plan birthheir local rural area. This
contention is supported by the survey results winestealed a transfer rate of
17% during labour and in the first few hours follag birth. Of this number,
almost 50% of transfers were undertaken for vanmesti of slow labour; a
situation which is rarely an emergency (Altman &by-Rochelle, 2006; Torr,
2000). The rural midwives practicing at distanaarfrspecialist care maintain
their skills and make cautious transfer decisionkis ‘forward thinking’
demonstrates an understanding of not just thecdlinndications, but also the
contextual and environmental factors that affeet dlhganisation and timing of

the transfer.

A rural maternity facility is testament that norntaith can and does occur in
the community. In the survey 83% of women whoséhbiwere recorded,
achieved their goal to give birth in their locaéar To support the continuance

of this option and promote the environment for wyati transfer decisions in
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rural maternity care, recommendations are offefdekse include a process of
critical reflection, investment in local commungjeand the affirmation and
appropriate resourcing of the rural birth optidnslacknowledged that transfer
decisions need to be made under conditions of taiogy, as women and
midwives travel hopefully though labour and birdltert to problems arising but

also to possibility.

Conclusion
Rural maternity facilities provide women with th@pmrtunity to give birth

close to their home and family; the environmentvplimg a space that
facilitates the process of normal birth. The rumatiwives working in rural

facilities have the skills to manage most of thenomwn or emergency problems
associated with birth, and it is only when addiéiboare is needed or labour is

unduly prolonged, that transfer needs to occur.

The aim of this study was to look at how women amdwives made decisions
about transfer in rural areas in New Zealand. & aweknowledged that coming
to such a decision can cause considerable disruptid distress. Women may
fear for their own or their baby’'s wellbeing asyttiace the unknown at the end
of long and often uncomfortable ambulance trip. Wiges too find transfer
difficult and often struggle with making the deoisj particularly when labour

slows.

Having to transfer can shake the confidence ofvtbenan in terms of future
birth planning. In a similar way the midwives adnbit more conservative
practice following a worrying transfer experien@@e community environment
within which the decisions are made also influertbeswomen and midwives.
Each area has a unique history with regard to healtlh services have been
developed, staffed, managed and resourced. Witingset communities the
understanding and views about the nature of birdiny,vand affect how
individuals respond to the birth experiences ofeath Different also are the
demographic, topographical, and climatic charasties in the rural areas,

factors which also need to be considered whenfeanscurs.
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The transfer decision is rarely simple to makesMsas confirmed in this thesis
as the women and midwives grappled with the timifighe decision when
there was concern about the wellbeing of the womraher baby. The most
common reasons for transfer in the survey relaiatig¢ passage of time and the
stage of labour, and the midwives found these tthbemost challenging calls
to make. Behind the decisions about transfer isutigerstanding that the time
needed to reach specialist care needs to be takermccount. This may mean
that the decision is made at an earlier stage tie@messary. But the midwives
added a margin of time, which they described askihg ahead. This strategy
was with the knowledge that the transfer may becoessary in hindsight and
that this would be a birth lost to the local fagiliBut this needed to be balanced
by cautious practice for the safety of all.

To support women and midwives to make the most apate transfer
decisions, practice environments are needed wittlafal workable systems that
allow for respectful collegial discussion. An emviment with an attitude of
openness, reflexivity and curiosity, which ackna¥ges our partial view of the
world and taken for granted practice habits, isangmt for future decisions. To
support women and midwives investment in the skdlailable in the
community is desirable, given that these commuitiave a vested interest in
the continuance of sustainable and well resoureedl maternity services.
Given the obvious benefits that rural maternitywges contribute to the social
fabric, a redistribution of funding could be coresield on that basis alone. Such
a move could nourish the dreams of those who stoyeovide primary options
in both rural and urban areas where women’s optasadimited to secondary

and tertiary hospitals.

Maybe good decision making can be simply summedasipPage (2000)
suggests; that it is important for midwives to adkleast two questions of
themselves. “Is what | intend to do likely to do nem@ood than harm? “Am |
spending my time doing the right things?” (p.4%)isl suggested in this thesis
that the ‘right things’ begin at the beginning.dtiher words reflection on what

are the actions and environments that keep womdrtregir babies safe, and
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provide optimal birthing opportunities, whereveeyhchoose, or need to give
birth.
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Appendix B: The rural survey form

THE SURVEY

Section One

NUMBER OF TRANSFERS FROM YOUR RURAL MATERNITY FACILITY

FROM 15T JULY 2004 TO 30TH JUNE 2006

TOTAL BIRTHS Number:
* Total number of women who gave birth at your local facility

during the two year time frame from 1st July 2004 to 30th June

2006.

Comments:

TRANSFERS IN LABOUR Number:
Total number of women admitted to your facility who transferred

during labour to a secondary or tertiary facility.

Please include only women who are more than 36 weeks gestation

within the two year time frame.

Comments:

POSTNATAL TRANSFERS Number:

Total number of women or neonates who transferred to a secondary/
tertiary facility following birth.

, o . . - Women:
Please include only .DOSf.'"lu‘!‘:!J fransters tor women or neonates up to
seven days post birth within the two year time frame. Where both the
woman and the infant have been transferred count only the individual Neonates:
- ! o 'y M - o / - - © 1A frat .
for whom the transfer was required. For example if the woman was
well but the baby required transfer then only count the baby:
Comments:
The Survey
Should we stay or should we go? A study looking at how women and midwivez make decizions around
transfer from rural matemity facilities to secondary care facilities in New Zealand Actearca. PAGE ONE

240



Section Two

FOR THE WOMEN AND NEONATES TRANSFERRED, PLEASE SELECT THE

PRIMARY REASON FOR TRANSFER FROM THE OPTIONS BELOW

NON CLINICAL MNumber:
Transfer the following a change of plan by the woman for social, family,

or for any other non clinical reason, following admission to the facility

after 36 weeks gestation.

MEDICAL PROBLEM MNurmber:
Transfer following admission in labour for exacerbation of any medical
{non - obstetric) condition after 36 weeks gestation.

For example: Heart disease, asthma, diabetes, psychiatric or other.

Number:
PROBLEMS DURING Antepartum haemorrhage
LABOUR OR BIRTH Antepart - =
' . Preeclampsia
Transters of women at any : -
. i ! Hypertension in pregnancy
stage during labour and Multiole or - :
birth = 36 weeks gestation. Muiltip € pregnancy
o o " . Meconium stained liquor
[ I i +H Fmary - . r .
Flease indicate the primary Maternal fever or infection
reasons for the transfer. - - -
Prolonged rupture of membranes
Malpresentation
Pain relief
Obstructed labour
Retained placenta
Foetal distress
Post partum haemorrhage
Extensive perineal trauma
Other (please comment):
POSTNATAL Number:
) _ Neonatal respiratory distress
Neonatal transfers from I p
) i MNeonatal abnormality or suspected
brth to seven days of age. . !
! abnormality
lomea imelieah . » = —
Please indicate the primary Neonatal temperature instability
reacon for the fransfer
reason for the transfer, Heart murmur
Neonatal infection
Neonatal jaundice
Feeding difficulties
Other (please comment):
_ ] ) Deep vein thrombosis
Ti ansfers of women following Acute psychosis
childbirth to seven days o
’ Other (please comment):
postpartum '
Please indicate the primary
reason for the transfer.
The Survey
Should we stay or should we go? A study looking at how women and midwives make decisions around
transfer from rural matemnity facilities to secondary care facilities in New Zealand Aotearoa. PAGE TWO
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Section Three

CHARACTERISTICS AND SERVICE ARRANGEMENTS

IN YOUR AREA AND FACILITY

FACTORS COMMENTS

What is the average travelling Time:
time by road to your nearest

I - [ A Foo
secondary/tertiary facility? Comments:
What is the distance in km by Km:
road to your nearest secondary/

. s e for
tertiary facility? Comments:
What choice(s) of emergency Road ambulance
transport is available in your )
area? Air ambulance
Please circle or add. Boat

Other (please comment):
Are there any particular Mountain ranges
geographical features or )
climatic conditions that impact Road slips

tranmefar | OLIE AT
on transfer in your area? Snow
Please circle or add.

lce

Subsidence or washouts
Flooding

Other (please comment):

Are there any midwives (core :I Yes :I No
staff) employed in the facility? o

o . Number:
Please circle or add.

The Survey
Should we stay or should we go? A study looking at how women and midwives make decisions around
transfer from rural maternity facilities to zecondary care facilities in New Zealand Actearoa. PACE THREE
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Section Three - continued

CHARACTERISTICS AND SERVICE ARRANGEMENTS

IN YOUR AREA AND FACILITY

What assistance is available Second midwife: j Independent j Core
at your facility to assist with "

emergency care prior to General practitioner

transfer?

Other medical personnel
Flease circle or add. 4
Paramedic

Other (please comment):

What locum or relief cover is Midwife
available for the women locally
e - ) e

when a midwife accompanies General practitioner
the woman or neonata on . o

) Nursing staff
transfer?

o

Please circle or add. Other (please comment):
Please comment on any other Flease comment:

factors that you feel impact on
maternal and neonatal transfer
decisions in your area.

END OF SURVEY (PLEASE RETURN YOUR RESPONSES IN THE REPLY PAID ENVELOPE)

Thank you very much for taking the time to complete this survey.

Jean Patterson

The Survey
Should we stay or should we go? A study looking at how women and midwivez make decisions around
transfer from rural matemity facilities to secondary care facilities in New Zealand Aotearoa. PAGE FOUR
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Appendix C: Rural survey information letter

TE WHARE WANANGA O TE UPOKO O TE IKA A MAUI

SEERE VICTORIA

UNIVERSITY OF WELLINGTON

The Survey

Information sheet for midwives or managers compiethe survey

Contact details

Researcher
Jean Patterson
Email: jeanpat@tekotago.ac.nz

Supervisors

Dr. Joan Skinner and Dr. Maralyn Foureur
Graduate School of Nursing and Midwifery
Victoria University of Wellington

P.O. Box 600

Wellington

Phone: (04) 463 6654

About the study
Project title

Should we stay or should we go? A study lookingat women and midwives
make decisions around transfer from rural materfaitylities to secondary care

facilities in New Zealand Aotearoa.

Introduction
You are invited to complete the survey form whioclbKs at how women and
midwives arrive at the decision to either stay gtrinary rural facility, or,
transfer to a secondary or tertiary facility in daib or post birth. For this
research | plan to survey each primary rural fiediin New Zealand with
regard to transfer numbers and their particulaallabaracteristics. | also plan

to interview women and midwives.
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My name is Jean Patterson. | am a midwife and otiyreteach in the
Midwifery School at Otago Polytechnic in Dunedin. 2005 | was awarded a
Scholarship to complete my PhD at Victoria Univisrof Wellington and |
have chosen the above topic which aims to exploeeigsues for women and
midwives when transferring from a rural primary ifi#¢ to a secondary or

tertiary facility during childbirth.

Women in New Zealand have historically had accessital facilities for birth
and | have had the privilege of giving birth to ehjildren in my local area and
subsequently sharing the birth experiences of niamylies as a rural midwife.
Thus | have an enduring interest in birth in rueakas and the need for
appropriate and well resourced services for tharéut

What are the aims and objectives of the study?

0 The primary aim of the study is to explore how wona@d midwives arrive at
the decision to either stay at a primary rurallfggior transfer to a secondary
or tertiary facility during labour or post birth.oFthis research women and
midwives from a range of rural areas across Newasneawill be interviewed.

0

o To background the study, primary/ rural facilitias,defined by the Maternity
Report (2004), will be surveyed with regard to tmember and nature of
transfers to secondary and tertiary care. In amtuithe survey will ask for some
demographic and contextual information particutathiat facility.

0

olt is envisaged that this study will provide useinformation for women,
midwives and organisations responsible for plan@ing resource allocation in
rural areas.

o The study could also offer insights for midwifergueation with regard to

course content and the clinical experience appaiggfor rural practice.
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About this survey

Transfer rates and the reasons for transfer of wome and

neonates from primary/ rural maternity facilities

The survey

The survey is designed to determine the number atermal and neonatal
transfers from the primary/ rural facilities acrdésw Zealand over a two year
period from the ¥ July 2004 to the 3bJune 2006.

» Section Oneasks for the total number of births and the nunabéransfers of
both women and neonates in your area over the éaotyme frame.

» Section Two asks for the primary reason for the transfer whtris
information is recorded in the birth register foe twoman or her infant.

» Section Threeacknowledges the variety of service provision rageanents
and locations of our primary and rural facilitid$is section asks for some brief
details with regard to your facility.

There is also opportunity for you to comment intesection.

The information from this survey will be collateddaanalysed. No individual
or facility will be identifiable in the analysed tda Therefore there will not be
any material that could personally identify youthe final thesis or any reports
on the study. Thus the responses to the survey heillconfidential to the
researcher and her supervisors. The raw data fnersurvey will be stored in a
locked cabinet and any identifiable electronic detawill be password

protected. The survey forms will be held for a pérof five years before being

destroyed at the conclusion of the research

A research report will be offered to all participamat the completion of the
study as an acknowledgement of your contributiohisTreport will be
submitted for publication in peer reviewed Journagd presented at

conferences and/or seminars in the future.

Approval for this study
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This study has received ethical approval from tlagidthal Ethics Committee/

Multi-region Ethics Committee.

Your rights with regard to participation in this st udy

Taking part in this study is voluntary and you halve right to decide not take
part or withdraw at any time without giving a reaso

Participation or withdrawal in this study will inonway affect your ongoing
employment or your academic progress.

If you have any queries or concerns regarding ygints as a participant in this

study you may wish to contact a health and Disgtidvocate, telephone

* Northland to Franklin 0800 555 050

» Mid and lower North Island 0800 42 36 38 (4 ADNET)
» South Island except Christchurch 0800 377 766

* Christchurch 03 377 7501”

Please feel free to contact the researcher (see tamt details above) if you

have any further questions about this study.

Thank you for agreeing to read about my researofeqt: | look forward to

hearing from you.

Jean Patterson
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Appendix D: Information letter and consent form for

women participants

Information for women participants

Contact details

Researcher

Jean Patterson

Email: jeanpat@tekotago.ac.nz

Supervisors

Dr. Joan Skinner and Dr. Maralyn Foureur
Graduate School of Nursing and Midwifery
Victoria University of Wellington

P.O. Box 600

Wellington

Phone: (04) 463 6654

About the study

Project title

Should we stay or should we go? A study, lookingat women and midwives
make decisions around transfer from rural materaitylities, to secondary care

facilities in New Zealand Aotearoa.

Introduction

You are invited to take part in a study which loak$iow women and midwives
arrive at the decision to either stay at a printargl maternity facility, or,
transfer to a secondary/ tertiary maternity fagilit labour or post birth. For this

research | plan to interview 6 women and 6 midwives

My name is Jean Patterson. | am a midwife and otiyreteach in the
Midwifery School at Otago Polytechnic in Dunedin. 2005 | was awarded a
Scholarship to complete my PhD at Victoria Univisrof Wellington and |
have chosen to look at the decision making for woared midwives around the

issue of transfer either in labour or post birth.
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Women in New Zealand have historically had accessital facilities for birth
and | have had the privilege of giving birth to ehjildren in my local area and
subsequently sharing the birth experiences of nfiamylies as a rural midwife.
Thus | have an enduring interest in birth in rueakas and the need for
appropriate and well resourced services for theréut

What are the aims and objectives of the study?

* The primary aim of the study is to explore how wonand midwives
arrive at the decision to either stay at a primauydl facility, or transfer
to a secondary/ tertiary facility during labour after birth. For this
research women and midwives from a range of ruedsaacross New
Zealand will be interviewed.

* To background the study, primary/ rural facilitiess defined by the
Maternity Report (2004), will be surveyed with redy@o the number
and nature of transfers to secondary and tertiarg.cin addition the
survey will ask for some demographic and contextudbrmation
particular to that facility.

* It is envisaged that this study will provide usefuformation for
women, midwives and organisations responsible fammpng and
resource allocation in rural areas.

* The study could also offer insights for midwifergueation with regard
to course content and the clinical experience gpate for rural

practice.

About the interviews

What questions will | be asked?

The interviews will be an opportunity for you topdare your experience and
opinions about the topic. As an opening questiorolild ask about your birth
experience and how you planned where to give birth.

All who agree to an interview will be asked thddling questions.

» Can you tell me a little about your recent birtipesience?

* What did you consider when choosing where to givth®
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* Was the possibility of transfer raised during ypoegnancy labour or after
you had given birth?

» If transfer was discussed how did you and thos@@utimg you contribute
to the decision?

Note you do not have to answer all the questiortheninterview and you may

stop the interview at any time.

How long will the interviews take and where will they take place?

The interviews will take about an hour to an hond @ half. The interviews
may be recorded in your own home. If that is netvemient another venue can
be arranged.

Can | have a support person or an interpreter?
You may wish to have a friend or member of youmdu or family with you

during the interview. If you need an interpretevill endeavour to provide one

What expenses will be met?
Any reasonable costs associated with attending ititerview will be
reimbursed. For example if you need to arrangelatale or travel to the venue

for the interview. Also light refreshments will b&ered where appropriate

What happens after the interview?
Following the interview if you wish to add, changewithdraw any comments

this will be welcomed up until the point that theabysis is begun.

The content of the tapes and transcripts will bet kenfidential to me and my
supervisors and under lock and key or passworcegted for the duration of
the study. Your name will not appear in the firfladis or any publication or
presentation as the data will be merged in thega®of analysis. Therefore
there will not be any material that could personaentify you used in any

reports on the study.
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At the completion of my PhD | will offer you a copy my research report. This
report will be submitted for publication in peerviewved Journals, and

presented at conferences or seminars in the future.

What organisation has approved this study?

This study has received ethical approval from tlagidthal Ethics Committee/
Multi-region Ethics Committee. Ethical approval helso been obtained from
the Victoria University of Wellington Human Ethi€@ommittee and forms part
of my PhD study supervised by Drs Maralyn Rowlegt doan Skinner.

What are my rights if | agree to take part in thisstudy?

Taking part in this study is voluntary and you have right to decide not take
part or withdraw at any time without giving a reaso

Participation or withdrawal in this study will inonway affect your ongoing

health care.

If you have any queries or concerns regarding yoints as a participant in this

study you may wish to contact a health and Disgb#idvocate, telephone

* Northland to Franklin 0800 555 050

* Mid and lower North Island 0800 42 36 38 (4 ADNET)
» South Island except Christchurch 0800 377 766

» Christchurch 03 377 7501”

Please feel free to contact the researcher (see tamt details above) if you

have any questions about this study.

Thank you for agreeing to read about my researcjegt.

| look forward to hearing from you.

Jean Patterson
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Consent Form for women participants

Should we stay or should we go? A study lookingat women and
midwives make decisions around transfer from rovalernity facilities
to secondary care facilities in New Zealand Aotearo

| have read and | understand the information stiatetd 00/00/00 for voluntee
taking part in the study designed to explore hownen and midwives make
decisions around transfer from rural maternitylfaes to secondary care

facilities in New Zealand Aotearoa.

| have had the opportunity to useamhau or a friend to help me ask questions

and understand the study

| understand that taking part in this study is wbduy (my choice) and that |
may withdraw from the study at any time and thil wino way affect my

future health care

| understand that my participation in this studgasfidential and that

no material which could identify me will be usedaimy reports on this study

| have had time to consider whether to take part

| know who to contact if | have any questions altbetstudy
| consent to my interview being audio-taped

| wish to receive a copy of the report

Request for an interpreter

English | wish to have an interpreter. Yes No

Maori E hiahia ana ahau ki tetahi Ae Kao
kaiwhakamaori/kaiwhaka pakeha korero.

Cook Island Ka inangaro au i tetai tangata uri reo. Ae Kare

Fijian Au gadreva me dua e vakadewa vosa v lo Sega
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Niuean Fia manako au ke fakaaoga e taha tagak&a Nakai

fakahokohoko kupu.

Samoan Ou te mana’o ia i ai se fa’amatala upu. loe Leai

Tokelaun Ko au e fofou ki he tino ke fakaliliu te ge loe Leai

Peletania ki na gagana o na motu o te F

Tongan Oku ou fiema’u ha fakatonulea. lo Ikai

Other languages to be added following

consultation with relevant communities.

(full name) hereby consetdake part in this study

Date

Signature

Contact details

Researcher
Jean Patterson
Email: jeanpat@tekotago.ac.nz

Supervisors

Dr. Joan Skinner and Dr. Maralyn Foureur
Graduate School of Nursing and Midwifery
Victoria University of Wellington

P.O. Box 600

Wellington

Phone: (04) 463 6654
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Appendix E: Information letter and consent form for
midwife participants

TE WHARE WANANGA O TE UPOKO O TE IKA A MAUI

SEERE VICTORIA

UNIVERSITY OF WELLINGTON

Information sheet for midwife participants

Contact details

Researcher

Jean Patterson

Email: jeanpat@tekotago.ac.nz

Supervisors

Dr. Joan Skinner and Dr. Maralyn Foureur
Graduate School of Nursing and Midwifery
Victoria University of Wellington

P.O. Box 600

Wellington

Phone: (04) 463 6654

About the study

Project title

Should we stay or should we go? A study lookingat women and midwives
make decisions around transfer from rural matetiaitylities to secondary care

facilities in New Zealand Aotearoa.

Introduction

You are invited to take part in a study which loak$iow women and midwives
arrive at the decision to either stay at a printargl maternity facility, or,
transfer to a secondary/ tertiary maternity fagilit labour or post birth. For this

research | plan to interview women and midwives.
My name is Jean Patterson. | am a midwife and otiyreteach in the

Midwifery School at Otago Polytechnic in Dunedin. 2005 | was awarded a
Scholarship to complete my PhD at Victoria Univisrof Wellington and |
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have chosen to look at the decision making for woared midwives around the

issue of transfer either in labour or post birth.

Women in New Zealand have historically had accessital facilities for birth
and | have had the privilege of giving birth to ehjildren in my local area and
subsequently sharing the birth experiences of niamylies as a rural midwife.
Thus | have an enduring interest in birth in rueakas and the need for
appropriate and well resourced services for tharéut

What are the aims and objectives of the study?

* The primary aim of the study is to explore how wona@d midwives arrive
at the decision to either stay at a primary ruedility, or transfer to a
secondary or tertiary facility during labour or pdsrth. For this research
women and midwives from a range of rural areassacMew Zealand will

be interviewed.

 To background the study, primary/ rural facilitiess defined by the
Maternity Report (2004), will be surveyed with redydo the number and
nature of transfers to secondary and tertiary daraddition the survey will
ask for some demographic and contextual informaparticular to that

facility.

» It is envisaged that this study will provide useiitlormation for women,
midwives and organisations responsible for planming resource allocation

in rural areas; thus it may contribute to discussiof future viability.

* The study could also offer insights for midwifergueation with regard to

course content and the clinical experience appaiggfor rural practice.

About the interviews

What questions will be asked?
The interviews will be an opportunity to exploreuyaxperience and opinions
about the topic of transfer in maternity care
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All who agree to an interview will be asked thddaling questions.

* What brought you to this area and to rural midwiferactice? And how
long have you worked in this area?

* When considering the need for transfer in labourpmst-birth, what are
the issue for you?

* How do you and those you work with, contribute be tdecision to
transfer?

* Do you see any particular benefits and challengegractising in the

rural environment?

Note you do not have to answer all the questiortheninterview and you may

stop the interview at any time.

How long will the interviews take and where will they take place?

The interviews will take approximately 45 to 60 mies depending on the
discussion and the time you have available. Thervrgws may be recorded by
phone if distance is an issue, or at a venue coeneto you. This may be your
workplace or your home. If neither is convenientother venue can be

arranged.

Can | have a support person or an interpreter?
You may have a colleague, friend or member of ywsh&nau or family with
you during the interview, and if you need an inteter | will endeavour to

provide one.

What expenses will be met?

Any reasonable expenses associated with attendiagiriterview will be
reimbursed. For example if you need to arrangelatale or travel to the venue
for the interview. Where the interview coincideglwa meal or tea break, light

refreshments will be offered.
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What happens after the interview?
Following the interview if you wish to add, changewithdraw any comments

this will be welcomed up until the point that theadysis is begun.

The content of the tapes and transcripts will bet kenfidential to me and my
supervisors and under lock and key and passworeggien for the duration of
the study. Your name will not appear in the firfadis or any publication or
presentation as the data will be merged in thega®of analysis. Therefore
there will not be any material that could personaentify you used in any

reports on the study.

At the completion of my PhD | will offer you a copy the research report. This
report will be submitted for publication in peerviewved Journals, and

presented at conferences and/or seminars in theefut

What organisation has approved this study?

This study has received ethical approval from theltiMRegional Ethics
Committee.

Ethical approval has also been obtained from thetovia University of
Wellington Human Ethics Committee and forms part mf PhD study

supervised by Drs Maralyn Foureur and Joan Skinner.

What are my rights if | agree to take part in thisstudy?

Taking part in this study is voluntary and you have right to decide not take
part or withdraw at any time without giving a reaso

Participation or withdrawal in this study will inonway affect your ongoing

employment or academic progress.

If you have any queries or concerns regarding ygints as a participant in this
study you may wish to contact a health and Disgbfidvocate, telephone

* Northland to Franklin 0800 555 050

* Mid and lower North Island 0800 42 36 38 (4 ADNET)

» South Island except Christchurch 0800 377 766
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e Christchurch 03 377 7501”

Please feel free to contact the researcher (see tamt details above) if you

have any questions about this study.

Thank you for agreeing to read about my researofeqt: | look forward to

hearing from you.

Jean Patterson
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Consent Form for midwife participants

Should we stay or should we go? A study looking@atv women and midwives
make decisions around transfer from rural materfaitylities to secondary care
facilities in New Zealand Aotearoa.

Ye No
| have read and | understand the information stietetd 00/00/
for volunteers taking part in the study designedxplore how
women and midwives make decisions around transden fural
maternity facilities to secondary care facilitiadNew Zealand

Aotearoa.

| have had the opportunity to use a colleaguenau or a frier

help me ask questions and understand the study

| understand that taking part in this study is wduy (my choic
and that | may withdraw from the study at any teng this will
no way affect my future employment

| understand that my participation iriglstudy is confidential &
that no material which could identify me will beedsin ary rep«
on this study

| have had time to consider whether to take part

| know who to contact if | have any questions altbetstudy

| consent to my interview being audio-taped

| wish to receive a copy of the report

Request for An Interpreter

English | wish to have an interpreter. Yes
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Maori E hiahia ana ahau ki tetahi kaiwhakamaori/k

pakeha korero.

taha

Cook Island Ka inangaro au i tetai tangata uri reo.

Fijian Au gadreva me dua e vakadewa vosa vei au

Niuean Fia manako au ke fakaaoga e
fakahokohoko kupu.

Samoan Ou te mana’o ia i ai se fa’amatala upu.

Tokelaun Ko au e fofou ki he tino ke fakaliliu te ¢

Peletania ki na gagana o na motu o te Pahefika

Tongan Oku ou fiema’u ha fakatonulea.

Other languages to be added following con

with relevant communities.

I (full name) hereby conseteatke part in this study

Date
Signature

Contact details

Researcher

Jean Patterson

Email: jeanpat@tekotago.ac.nz

Supervisors

Dr. Joan Skinner and Dr. Maralyn Foureur
Graduate School of Nursing and Midwifery
Victoria University of Wellington

P.O. Box 600

Wellington

Phone: (04) 463 6654
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Appendix F. North Island DHB map

NORTH ISLAND
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Appendix G.

South Island DHB map

SOUTH ISLAND
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