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a b s t r a c t

Decisions to close small maternity units in rural and remote communities have often precipitated a
community response as women and families rally to save local services. But where are the midwives? We
argue here that professional bodies such as colleges of midwives have a responsibility to advocate more
strongly at a political level for evidence-based decisionmaking regarding the allocation of rural services.

We suggest that adopting a comprehensive definition of maternity services risk that considers both
social and health services risks and their impact on clinical risk, could provide a solid basis for effective
advocacy by professional bodies.
& 2016 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

Decisions to close small maternity units in rural and remote
communities have often precipitated a community response as
women and families rally to save local services. But where are the
midwives? We argue here that professional bodies such as colleges
of midwives have a responsibility to advocate more strongly at a
political level for evidence-based decision-making regarding the
allocation of rural services. We suggest that adopting a compre-
hensive definition of maternity services risk that considers both
social and health services risks and their impact on clinical risk,
could provide a solid basis for effective advocacy by professional
bodies.

Our recent research on rural and remote maternity services in
Australia (Longman et al., 2014, Barclay et al., 2014) and British
Columbia (Grzybowski et al., 2011) has made us rethink'risk’. In
the course of research in both jurisdictions, we have observed the
closure of small rural birthing services, ostensibly as a way to
address the perceived clinical risks of birthing in the absence of
immediate access to caesarean section. It appears that health
service managers and policy makers have privileged a narrow
definition of individual clinical risk, arguably non-evidence or
probability based, when making service planning decisions. Our
Ltd. This is an open access article u
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data demonstrates that the closure of services is also associated
with significant social and health service risks that in turn ex-
acerbate avoidable clinical risk. We therefore propose a compre-
hensive maternity service risk analysis that examines social risk
and health service risk resulting from the closure of services as
well as evidence-based interpretation of clinical risk for planning
services in rural and remote communities.
Our proposition

A comprehensive maternity service risk analysis includes the
cultural, emotional and financial risks to rural families and com-
munities associated with travelling to receive maternity care.
These risks are well-documented (Chamberlain and Barclay, 2000;
Kornelsen and Grzybowski, 2005; Deitsch et al., 2008), but cur-
rently unrecognised at a health system level. It also considers the
legal, ethical and financial risks to the health system of closing
services (Chamberlain and Barclay, 2000, Klein et al., 2002) and
applies a realistic assessment of the probability of clinical risk
caused by biophysical problems in mother, fetus or infant (Justus
Hofmeyr et al., 2005, Phelan and Holbrook, 2013, Bateman et al.,
2010).

A comprehensive analysis of maternity service risk must also
consider the avoidable clinical risks that arise from the closure of
services. Our data suggests that to avoid the family distress and
costs of ‘forced’ transport to a regional centre, many women do not
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report pregnancy (Ireland, 2009). They avoid antenatal care so
they will not be recognised by the system and, consequently, ap-
pear very late in labour to give birth in a setting neither prepared
nor staffed for a birthing service (Ireland, 2009, Kruske et al., 2008,
Steenkamp et al., 2010). The non-identification of biophysical
complications in mother or fetus because of the absence of an-
tenatal care means the risks attached to the pregnancy and
sometimes the birth itself are higher than they would be other-
wise (Ireland, 2009). Even women who do not take this course of
action become disadvantaged and suffer risk of distress due to
family separation (Kornelsen and Grzybowski, 2005). The rate of
unplanned out of hospital births has also increased in parallel with
the closure of services in Australia (Kildea et al., 2015) and British
Columbia (Grzybowski et al., 2011).

While many rural communities have been vocal in their op-
position to rural maternity service closures, the voices of midwives
and their professional organisations have been too often silent.
Midwives are arguably the best-suited clinicians to work in low-
resource settings with their preparation for home birth deliveries
and experience in detecting risk factors that would require
transfer to a higher level of care (Monk et al., 2014, Dixon et al.,
2012). Understandably, an individual midwife or a small town
service has difficulty standing up to or resisting pressures from
regional bureaucracies and managers. However, professional
bodies representing midwives have a responsibility to advocate
more strongly at a political level for better evidence-based deci-
sion-making regarding the allocation of rural services. We have
had a strong history as midwives of advocacy for choice in birth in
urban settings where many options, often midwife led, are avail-
able. We can be guided by innovative thinking such as the fra-
mework suggested in the Irish Maternity Care strategy, clearly
focused as it is on the needs of childbearing women and within a
service delivery model that prioritises choice and interdisciplinary
care (An Roinn Slainte Department of Health. Creating a Better
Future Together: National Maternity Strategy 2016–2026).

Advocacy through midwifery organisations can demonstrate,
using rigorous evidence that is peer-reviewed and in the public
literature, that no birthing services is the least safe option for rural
and remote communities (Grzybowski et al., 2011, Kornelsen and
Grzybowski, 2005). This is where those midwives who have
worked to establish and sustain practices in low-resource rural
settings can be a valuable asset in the movement to retain local
services. However, politically and strategically, midwives need to
speak out and use their advocacy as a tool to effect system change.
This involves close integration with the community of birthing
women to ensure their preferences are being represented and the
support of rigorous evidence on safety and costs.

We do have examples of midwife led primary units surviving in
rural Canada, Australia and New Zealand with excellent outcomes
(Van Wagner et al., 2012; Kruske et al., 2015; Kornelsen and
Ramsey, 2015; Dixon et al., 2012). The data is sparse, however,
compared with the excellent work that has been done on evalu-
ating primary maternity units led by midwives in more urban
populations (Monk et al., 2014; Rogers et al., 2010; Birthplace in
England Collaborative Group, 2011). Researchers can help here,
with studies that assist to generate this evidence as we have done
in relation to home birth and primary units in cities. Although
rural units are still not the norm and many have closed in the past
two decades, evaluation research shows us that they do demon-
strate excellent outcomes, in some cases better than urban out-
comes for the same population (Kruske et al., 2015; Kornelsen and
Ramsey, 2015). Midwife researchers can help investigate and
evaluate newmodels alongside policy makers and senior clinicians
to develop services that are efficient and manage remote living
women's needs better than currently (Bar-Zeev et al., 2012; Bar-
clay et al., 2014). This may include cohort studies examining the
outcomes of rural midwifery-led services alongside rural physi-
cian-led services in enough detail to capture service quality in-
dicators such as transfer times and rates, qualitative data on
consultations with higher levels of services. Data should also
capture the proportion of the population who remain in the care of
the local service as a key outcome. Further studies within a com-
prehensive programme of research may include those evaluating
the efficacy of risk screening to identify the appropriate popula-
tion likely to succeed in a local service and on-going community-
based research regarding the success of the service in meeting
local needs. Alongside primary research, however, we must also
prioritise the systematic collection, review and uptake of evidence
that has been generated in jurisdictions with comparable geo-
graphy, population demographics and health service delivery
context.

In the UK and Australia excellent outcomes from urban based
primary units together (Rogers et al., 2010; Birthplace in England
Collaborative Group, 2011) with midwife advocacy have been in-
fluential in increasing options for choice in cities, for example,
publicly funded home birth, midwife run primary units and birth
centres. Likewise, comprehensive evaluations of home birth out-
comes in British Columbia have demonstrated safe care (Janssen
et al., 2009). Midwives have been effective in getting improve-
ments for women based on this excellent research.

It's time that midwives provided the same level of advocacy for
rural services. This kind of political advocacy is best done at a
professional organisation level, and it will not be easy. Theoretical
explanations of risk are very helpful (MacKenzie Bryers and Van
Teijlingen, 2010; Cheyne et al., 2012) and provide a view of what is
happening, but they are insufficient to change systems – we need
action. Further, it is the role of the research community to con-
tinue to develop evidence that Colleges and others can use for
their advocacy on behalf of rural or remote living women.

The systems for designing rural and remote services in Aus-
tralia are out-dated. In Australia, we have seen too little midwifery
clinical governance and too many combined models of care where
a midwife works as a nurse, under nursing leadership only avail-
able to do midwifery occasionally. This is because we are not using
a caseload model sensibly to manage the lower numbers that exist
in dispersed populations. Similarly, the clinical governance that
midwives receive working in rural and remote Australia is poor or
frequently absent altogether. Often midwives’managers are nurses
with little or no midwifery experience. Networking through larger
centres where a midwife consultant might provide leadership for
small centres is uncommon but should be routine. A similar sys-
tem should operate for general practitioners running primary
maternity units. Most often in our data they, again, are isolated
and lack clinical governance from obstetric colleagues.

In British Columbia, under an autonomous model of care that
supports choice in place of birth as a fundamental right of women,
challenges are not as much around governance but rest in the
difficulty with a course-of-care billing model that requires ade-
quate volume to be financially viable. Often in rural BC the po-
pulation is widely dispersed, requiring significant travel by the
care provider for a low volume of births. Like models supporting
rural physicians in low-volume settings, we need to move to an
Alternative Payment model for midwives that acknowledges the
volume of work involved in caring for potentially disadvantaged
populations in low resource settings.

Reconceptualising risk within the political context noted can
help us as a midwifery profession put pressure on a system that
seriously disadvantages rural and remote childbearing women and
families. As a profession we need to advocate and support the
rights and needs of rural women and assist and enable our pro-
fessional bodies to do this.

The publications are just beginning to come out of the study in
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Australia, conducted jointly with Canadian colleagues, which
confronted us with this need to reconceptualise risk. However, we
cannot be silent or wait longer to act on a comprehensively de-
fined maternity services risk for rural and remote women; we
have been silent too long.
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