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Introduction 

Maternity care in Australia is among the safest in the world. However, issues about access to birthing 
facilities and workforce sustainability (1) alongside persistent inequalities in health outcomes for women 
and babies (2) in rural and remote Australia have remained over the last decade. The National 
Maternity Services Review (3) explicitly identified the need to address the health inequalities (e.g. higher 
neonatal, foetal and maternal death rates) experienced by women and their babies in rural and remote 
areas of Australia. The Review Team concluded that collaborative maternity care models should be 
developed based on local need and context (in particular the skill mix of the local workforce i.e. 
midwives, GPs and specialists) and made available to women in rural and remote communities to 
redress access issues (4). At the same time, high-level evidence was accumulating to demonstrate that 
midwife-led models of care (as an example of collaborative maternity care) are as safe and effective as 
traditional medical models of care (5, 6). This presentation reports research designed to investigate the 
gaps, barriers and enablers to providing evidence-based maternity care (in particular midwifery-led 
models of care) for women in remote communities of Far West NSW.  

Methods 

A purposive sample (n=24) of clinicians and policy makers contributing to the provision of maternity 
care in Far West NSW were invited by email to participate in an interview. Participants were 
interviewed using a semi-structured survey questionnaire (either face-to-face or over the phone) to 
develop rapport and encourage in-depth responses to questions requiring open feedback. As reported 
here, data were collected on: (i) participant’s demographics, (ii) knowledge and acceptability of evidence-
based midwifery-led care and (iii) barriers and enablers to midwifery-led care. Field notes were taken 
during each interview. Responses to quantitative items were coded and entered into Statistical 
Analytical Software-Enterprise Guide™ for analysis. Qualitative responses were analysed for thematic 
content via two independent authors (EQ and JN). Ethical approval for this research was obtained from 
the UNSW Human Research Ethics Advisory panel. 

Results 

From our initial sample frame of 24 participants, six were considered ineligible (e.g. resigned, on 
maternity leave or work schedule preventing participation). A further two participants were excluded, as 
their employing organisation decline consent. From the remaining 16 eligible participants, 14 
consented and participated (88% response rate). Demographic data revealed that the participants were 
from a range of maternity care roles, with just over half (57%) working in clinical service provision only, 
whilst the other half (43%) worked both clinically and in policy development. Participants were also 
very experienced, with over 70% of the participants having worked nine or more years in providing 
maternity care. However, just over half devoted only up to 25% of their work schedule to maternity 
care, perhaps indicating a generalist workforce serving remote communities. 

Nearly two-thirds of participants (64%) self-reported that their understanding of midwifery-led models 
of care was excellent/very good. More than 70% of participants were aware or had read the Cochrane 
Systematic Review (SR) by Hatem et al. (2009) (5) on ‘Midwife led vs. other models of care’. When 
presented with a summary of the statistically significant outcomes from the SR by Hatem et al. (2009) 
(5) (see Table 1), nearly all (93%) participants agreed with the authors that “most women should be offered 
midwife-led models of care”. Participant’s reflections on this study included that the positive maternal 
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health outcomes from this SR were due to the continuity of care provided to ‘low risk’ pregnant women. 
Although none of the studies included in this SR were conducted specifically in a rural or remote 
setting, nearly two thirds (65%) of participants reported that this evidence was extremely/very relevant to 
the context in Far West NSW. Participant’s qualitative feedback reflected the notion that the care for a 
‘low risk’ pregnant woman in an urban setting should be similar to a ‘low risk’ woman in a rural and 
remote setting. 

Greater than 80% of participants reported that women would find midwifery-led care acceptable. Nearly 
two thirds of participants (64%) indicated that health service partners would find it acceptable 
delivering a midwifery-led model. Participants either agreed/strongly agreed that the following models 
would be easy to deliver in the context of Far West NSW, namely team midwifery care (96%), outreach 
midwifery care (72%) and GP/midwife public care (71%). Participant’s qualitative feedback outlined 
the following difficulties with delivering these models however: not having sufficiently skilled staff (for 
team or case-load models), access and logistical issues (for outreach midwifery) or safety, expectations 
and legislative barriers (for home births).  

Participants agreed/strongly agreed that the following were the top three barriers to implementing and 
delivering midwifery-led care for women in remote communities of Far West NSW: (i) issues with 
retaining maternity health professionals (100%), (ii) lack of availability of appropriate staff (100%) and 
(iii) concerns over safety of these models for high-risk women (65%). Participants reported that the 
following enablers would be extremely/very effective in the implementation and delivery of midwifery-led 
care: (i) increased midwives working locally (93%), (ii) better strategies to retain maternity health 
professionals (92%) and (iii) funding and support for community midwifery care (86%).  

Discussion 

Our findings reveal that local participants have confidence in the level of evidence for midwifery-led 
models of care in a rural or remote setting. Participants also reported a very high level of acceptability of 
such models for local implementation, particularly team midwifery care and outreach midwifery care.  

Barriers were also identified that, if addressed through attention to enablers, could potentially assist in 
the effective delivery of a midwifery-led model for women in remote communities of Far West NSW. 
Recruitment and retention of maternity health professionals was seen as a key enabler for midwifery-led 
care. In Australia, the criticality of the health workforce supply and retention in rural and remote areas 
has been noted at the national level (7, 8). Acknowledging the importance of service partnerships across 
Far West NSW, we recommend greater local autonomy in setting recruitment strategies and providing 
financial and/or non-salary incentives for maternity health professionals, particularly midwives. 
Ongoing engagement of service partners will be crucial for success.  
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Table 1 Summary of statistically significant outcomes from the Cochrane review by Hatem et al. 
(2009) (5)—midwifery-led models of care vs. traditional models of care 

Outcome RR 95% CIs N 

Women less likely to experience    

Antenatal hospitalisation 0.90 0.81-0.99 4337 

Regional analgesia 0.81 0.73-0.91 11,892 

Episiotomy 0.82 0.77-0.88 11,872 

Instrumental delivery (forceps/vacuum) 0.86 0.78-0.96 11,724 

Foetal loss before 24 weeks gestation 0.79 0.65-0.97 9890 

Women more likely to experience    

No intrapartum analgesia/anaesthesia 1.16 1.05-1.29 7039 

Spontaneous vaginal birth 1.04 1.02-1.06 10,926 

Feeling in control during childbirth 1.74 1.32-2.30 471 

Attendance at birth by a known midwife 7.84 4.15-14.81 5525 

Initiate breastfeeding 1.35 1.03-1.76 405 
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