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Abstract

The focus of this study is informing rural midwiepractice in the South Island of
New Zealand. Using a qualitative descriptive metitogy four focus groups of rural
midwives discussed how they currently inform thaiactice, identified issues with
midwives obtaining and evaluating information addritified what might help in the
future. Rural midwives share the issues of lackootim relief, lack of continuing
professional education, excessive on-call work arsthortage of rural midwives with
other health professionals providing services tanen and families in rural and
remote New Zealand (Health Workforce Advisory Comtesi, 2001; Hendry, 2003;
Goodyear-Smith & Janes, 2006). Rural midwives regiport to continue to provide
midwifery services to women in rural New Zealandh provide support to rural
midwives it is essential to understand the issumesaspirations from the perspective
of rural midwives in the field. This study adds #rey dimension to the recent surveys
that have been conducted on rural midwifery pracfidendry, 2003; Goodyear-Smith
and Janes, 2006) and builds on previous studieNewf Zealand rural midwifery
(Hendry, 2003; Patterson, 2003).

Rural midwives have mechanisms which they use farnm their practice. Amongst
these are, accessing continuing professional dernedat opportunities, journals and
clinical practice guidelines. However the midwiweshis study preferred sharing and
acquiring information with their own practice groupetworking with other midwives
at workshops and sharing and acquiring informatmith other colleagues. The
midwives were mostly familiar with the use of commuation technology both for
accessing evidence and for keeping in touch witbheather and other health

professionals.

Barriers were lack of time, difficulty in accessiogver for practice, and problems
with accessing relevant information. Their printipancern was lack of financial aid
to support with access to study or evidence. Thsrecently been addressed to some
degree by extra funding for rural midwives from thknistry of Health. Lack of
consistency in practice guidelines and relevandldacontext of practice was also a
problem. The midwives generally have good relatigps with other health

7



professionals. For a few these relationships didwark well leaving the midwives

feeling unsupported.

The midwives wanted more local continuing profesalalevelopment opportunities.
Possibilities exist for utilising the midwives ldcpractice groups to disseminate
evidence and to deliver continuing professionaleftlgwment. The midwives also

spoke of the perceived value in a network of ramalwives throughout New Zealand.
For geographically isolated rural midwives, there eommunication tools that could
be utilised, to provide opportunities to expandrth@dwifery networks and develop

diversified ‘Communities of Practice’. Both midwiven this study and the existing
evidence identify this as a useful mechanism, feseminating evidence and creating
opportunities to develop practice information. Tepsssibilities are worthy of further

investigation. An action research project may beappropriate way to evaluate the

possibilities of some or all of these initiativestine future.



Wise women’s web: Rural midwifery communities of pactice.
Chapter one: Introduction

Information and knowledge in rural midwifery in New Zealand

As a rural midwife, | am interested in how midwives rural practice, acquire
information and knowledge to support decisiond, l@@ve faced challenges from time
to time in this regard. | have had to deal withuéss such as how to keep up to date
with latest trends, and how to access and integuence, not only for myself, but
also for the women with whom | worked. It was thessues that brought me to
participate in postgraduate study. | was interedtedind out what other rural
midwives experiences were in relation to informihgir practice, and what ideas they
might have about this topic. From this interestsarthree questions, how do rural
midwives acquire and interpret information for giee, what issues do rural
midwives have with informing their practice, andatilo rural midwives think may

help with informing their practice in the future.

These questions led me to develop the followingsaita identify how particular
groups of rural midwives from around the South rdlaof New Zealand informed
their practice, to discover if they had any issuath informing practice and what
ideas they had for initiatives to improve thishe future.

Midwives in rural and remote New Zealand may be leygd, usually through the
local community health trust, or be self employed aontract directly with the
Ministry of Health through Section 88 of the Headthd Disability Act (Ministry of
Health, 2002) (MOH). These differences in employtstuation were highlighted by
the scan of rural maternity services in the Sosigind of New Zealand undertaken by
Hendry (2001). These differences may also leadidpadity in the accessibility and
availability of information on which to base praetidecisions.

The plethora of research information that is nowilable both online and in hard
copy can be overwhelming for practitioners (McC&mith, White & Field, 1998).

Health practitioners identify barriers to use ofdewce in practice as lack of time,
9



unfamiliarity with information technology and poaccess to computers and the
internet (Davies, 2000; McColl, et al., 1998; MclKan et al., 2004; Parsons, Merlin,
Taylor, Wilkinson & Hiller, 2003; Kildea, Barclay &Brodie, 2006; Fahey &
Monaghan, 2005). | therefore decided to investigatev midwives experience
acquiring and interpreting information for clinicptactice from the perspective of

rural midwives in the South Island of New Zealand.

Methodology

My questions were suited to a qualitative methodplas | was interested in the
experience of the participants within their own teos (Grbich, 1999; Morse, 2002;
Newman, 2003; Rees, 1997; Sandelowski, 2002). behw qualitative descriptive
methodology as described by Sandelowski (2000)s BHowed me to interact with
the participants with no requirement to look beydmel participants words for hidden

meanings or realities.

Focus groups were an ideal data gathering toolyigiray an opportunity for

midwives with varied experiences to come togetiner explore the topic of informing
their midwifery practice from a variety of perspees (Kreuger, 1998). This
discussion generated a richness and depth thatdwetl have been possible with

single interviews.

Structure of the thesis
This thesis is presented in seven chapters. Eaapteshcovers different parts of the

process and findings of the study. Below is a lwigfine of the following chapters.

Chapter two: Background

This chapter explains the structure of rural miéwifservices in New Zealand as well
as my own experience. | discuss evidence basediqeadts application in rural
midwifery and the literature surrounding these.elscribe barriers that have been
identified to the use of evidence in practice. Rdssnnovations which may support
rural midwives to access and apply evidence anetiitkdd. The use of technology for

dissemination of evidence is considered. | alsolagpthe literature surrounding
10



communities of practice and their possibilities floe dissemination of evidence and

continuing professional development.

Chapter three: Study design;

This chapter describes the research methods artbdwdgy. Qualitative descriptive

research is explained also the use and meritsoofsfgroups for data gathering. The
process of conducting the research is describedetail including ethical issues. |

explain the process for selection of participanis #ne background to the midwives in
this study. | also cover the process of conducengilot group to test the data
gathering process and explain the process | folibfee data analysis. The themes
that arose from the data are then introduced.

Chapter four: Connections

In this chapter | present the principle theme idiexk during data analysis. This is the
theme of ‘connections’. This explains how the ruratiwives in this study currently
inform their practice through the connection tineyt have with other midwives, other
health professionals, individuals and groups. ¢ &gplain how midwife participants

connect with evidence and information from journalsoks and online sources.

Chapter five: Barriers to informing practice

This chapter outlines the barriers the midwivesidied to informing their practice.
Issues around accessing information and continpirtdessional development are
presented. These include issues of lack of condexess and time. The midwives also
described problems with conflicting evidence. Somédwives also indicated
problems with lack of support from management beotealth professionals. All but
two of the midwives were strong users of computerd the internet. The principle
issue for all midwives was lack of funding to sugpaccessing information or

continuing professional development.

11



Chapter six: Local access and future aspiration

The midwives expressed a desire for more localssctée continuing professional
development and information. This is discussedithtagon to the midwives’ desire for
connections with other rural midwives through aioredl network. The midwives
other wish, for more funding, has been addressatidogovernment since completion

of data gathering.

Chapter seven: Discussion

This concluding chapter discusses the findings h&f study in association with
evidence from other Iliterature regarding accessimfprmation, continuing
professional development and evidence. The naturethe rural midwives’
communities of practice and their value for dissaating and sharing information
across practice groups is discussed. | exploreigkeof communication technology to
support midwives to connect with each other andh witormation. The limitations of

this study are identified and recommendationsudather study highlighted.

12



Chapter two: Background

Introduction

Midwives access or acquire information on whichbtse practice decisions in a
variety of ways. These range from, the casualispaof information that occurs
through networks that midwives have, to more forgiasemination of information
through organised workshops and lectures, locaigionally or nationally.
Information may also be acquired through periodicgdurnals and books. Increased
opportunities for the dissemination of informatiare possible through continuing

advances in information technology.

The New Zealand maternity system

In New Zealand women choose a Lead Maternity QamdiC) who is responsible, in
partnership with the woman, for assessing her ngeaisning her care and her baby’s
care with her and ensuring necessary maternityice=snare provided (MOH, 2007).
An LMC may be a midwife, a General Practitioner JGR an obstetrician. All
maternity care is free to the woman and her fanatyd self employed practitioners
claim a fee directly from the government for seegiprovided, through Section 88 of
the Health and Disability Act 2000 (MOH, 2002). $idocument has recently been
reviewed and updated, with changes to commenaalyr2007 (MOH, 2006).

The midwifery service in New Zealand has a unigtracture, with autonomous
midwives who can be self employed, or employed hgtrt Health Boardsor

Community Trusts (Barnett & Barnett, 2001; Hend2903). Rural midwives have
identified issues regarding accessing informatiechihology and training (Hendry,
2003). The 2005 Rural Health Workforce Survey ideat further issues, principally
lack of funding and lack of back up support foralumidwives (Goodyear-Smith &
Janes, 2006). New Zealand is not alone in havingcp&r concerns for its rural

health workforce Canada, the United States of AmaecrAustralia and Scotland all

! There are 27 District Health Boards in New Zealdftkse are the government appointed structures
which manage health services, both community asgited based, in their regions.

13



have rural health workforce issues (Dunbabin & te¥003; Pong & Russell, 2003;
Richards, Farmer & Selvaraj, 2005; Ricketts, 200@atterson (2003) discussed
particular issues around the provision of New Ze@lairal maternity services and the
need for rural midwives, as a central componenthef service, to have logistical
support from the community, colleagues and govermmgs a rural midwife | have
some understanding of the issues that these réseartiave identified for rural

midwifery service provision.

My place in this research

My midwifery background begins with training in nmative Scotland however my
midwifery practice experience has principally beena rural midwife in the South
Island of New Zealand. | have been both an emploged a self employed midwife,
practicing before, and after the 1990 legislativeargges, which allowed the re-
emergence of autonomous midwifery (Department o&ltHe 1990; Donley, 1986;
Guillland & Pairman, 1995). Through my postgradustudies, | have had access to
online data bases of evidence for practice, anck lgamed some skill in sourcing
information. | have also developed some skillshie tise of computers, which many
other rural midwives have not had the opporturotdd. Recently, | have also become
involved in midwifery education, while still mainténg an interest in rural

midwifery, and providing casual and loctioover for rural midwives.

With knowledge of the diversity of rural midwifeservice provision, | wondered if
the issues | had experienced, around accessingirdapreting information for
practice, were common to other rural midwives. doaivondered if midwives had
found any local solutions which assisted with asteginformation for practice, and
what ideas rural midwives considered might supgiost area of practice in the future.
As a first step in this process | investigated wénatlence had been gathered on the
topic of accessing, disseminating and interpretimigrmation for practice. Where

possible | identified studies related to rural empote rural midwifery practice.

Z Locum — A deputy, especially one acting for a doot clergyman in his absence, from Hawkins, J,
M. & Le Roux, SOxford Reference Dictionar{1991). Oxford: Clarendon Press.
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However | also included related research, suclhasiévelopment of communication
technology, which may impact on the ability of durddwives to access and interpret

information for practice.

Context of knowledge and information in midwifery;

The growth in evidence based practice as a paradigmealth service provision has
coincided with the establishment of new communasatechnologies which facilitate
the dissemination of evidence and information tgfoelectronic sources (Starr &
Chalmers, 2004; Leiner, Cerf, Clark, Kahn, Kleirkpdynch, Postel, Roberts &
Wolf, 2003, Stewart, 2005). In the last ten yeardNew Zealand there has been a
dramatic rise in the use of electronic communicatmols, both personal computers
and cell phones (Ministry of Economic Developm@@03). Gosling, Westbrook and
Spencer (2004) evaluated nurses’ and midwives’ afsenline clinical evidence
available to practitioners wherever they practitetlew South Wales, Australia, and
found that just over half of the study group weveae of the resource. Midwives
were stronger users than nurses with 62% of midwivglising the resource as
opposed to 46% of registered nurses. Senior nuvees also more likely to use the
resource. Kildea, Barclay, and Brodie (2006) alseanfi that senior nurses and
midwives were more likely to access online evidemdech they then shared and
disseminated amongst colleagues who were unablectess the information
themselves. Bawden and Robinson (1996) found mielsvie be knowledgeable about
sources of evidence with a desire for convenienéll@ccess to a wide variety of

information.

Difficulties have been found with accessing anérpteting evidence by midwives. In
a study of remote Australian midwives, problemshwiitfrastructure such as access to
computers and broadband were a problem (Kilded.,e2@06). These infrastructure
issues also arose for rural primary care providétsKenna, Ashton & Keeney,
2004). Issues with applying evidence to the ruralcpce situation can also be an
issue (Cranney, Warren, Barton, Gardner & Walle§012 Davies, 2002; McCaoll,
Smith, White & Field, 1998; McKenna, Ashton & Kegn&004; Parsons, Merlin,
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Taylor, Wilkinson & Hiller, 2003). Lack of suppoftom management has been
identified as a barrier for nurses and midwivesdimg information technology in the
rural and remote setting (McKenna et al., 2004,d8]a2004; Parsons et al., 2003).

These studies are described in more detail inal@wing sections.

Research informing practice

The strategic direction of the New Zealand heattti disability sector (MOH, 2003)

identified a need for improvements in the range emsistency of services for rural
New Zealand. Amongst other aspects identified waed for ongoing continuing

education and training for rural health care ptacters. Glazebrook and Harrison
(2006) found rural practitioners had particulaomfation requirements to assist in
maintaining their emergency procedure skills. kit known about this topic from

the New Zealand midwifery perspective.

In her scan of rural maternity services in the 8dstand of New Zealand Hendry

(2003) identified that rural midwives had similasncerns to those faced by other
rural professionals. She identified problems inessing continuing professional

development, due to a lack of funding as well &é&ck of locum cover for time away

from practice. Rural GPs and nurses have sincegdrannational network however
no such network exists for rural midwives (New Zesa Rural General Practice
Network, 2007).

Midwives, as with other health professionals, areoeiraged to base their practice on
care which has been demonstrated to be effectinkifEKierse, Neilson, Crowther,
Duley, Hodnett & Hofmeyr, 2000). In order to dodtpractitioners need access to
research relevant to their area of practice. H@&w#ve sheer volume of research can
overwhelm clinical practitioners (McColl et al., 9%9). Several studies have
considered the topic of how to inform practitionedsout current research trends
(Bero et al., 1998; McColl et al., 1998; McKennaatt 2004; Cranney, Warren,
Barton & Walley, 2001; Parsons et al.,, 2003; Tuck&armer & Stimpson, 2003).
Various ways to achieve this have been researcimedljding clinical practice

guidelines, continuing professional development @mamunities of practice.
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Clinical practice guiddines

There is an international movement to promote tbe a@f recognised best practice
initiatives and facilitate the dissemination ofarhation to health practitioners in the
field (Enkin et al., 2000; McColl et al., 1998; Bans et al., 2003; Veeramah, 2004).
The use of evidence based guidelines is promoteal raite to introduce research
evidence into practice. In the United Kingdom, tRational Institute of Clinical
Excellence (NICE) was established in 1999, and makeommendations around
referral and treatment options. The New Zealandd@8imes group was formed in
1996 and has produced evidence based guidelinearenduring vaginal birth, after
caesarean section and breech birth (NZGG, 2007 Tiultidisciplinary group

includes representatives from all professions ivelin childbirth care.

Other guidelines which may be used by midwives tre Referral Guidelines
included in the sections 88 document and also dnsensus statements developed by
the New Zealand College of MidwivesMaternity services, under Section 88 of the
Health and Disabilities Act, include guidelines foonsultation with obstetric and
specialist services. These guidelines are baseskpart opinion as well as available
evidence (Ministry of Health, 2002). In additionetiNew Zealand College of
Midwives (NZCOM) have produced consensus statemdiitese are statements of
midwifery best practice for the New Zealand contewtich have been debated and
agreed by the profession and are available on #@®M web site (NZCOM, 2006).
District Health Boards (DHBs) also produce locaidglines which are disseminated
throughout the DHB area. Some, or all of these ginds, may influence rural

midwifery practice.

Evidence of the effectiveness of clinical guideséina improving practice is mixed.
Shekelle, Rhodes, Morton, Eccles & Grimshaw, (2@G0uhd that half of the clinical

guidelines they investigated were out of date, meeé major update every three

% New Zealand College of Midwives Inc. is the prsfesal organisation of midwives in New Zealand.
It is a body owned and managed by the midwiferygssion and shares the partnership model, with
consumers involved at all levels of the organisatibproduces consensus documents on aspects of
midwifery care and advises government agenciesatters pertaining to midwifery.
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years. Once practitioners are familiar with guided they do not often refer to them
again (Gabbay & Le May, 2004). In a systematic eewviof interventions which
promote the implementation of research findinge priactice Bero, Grilli, Grimshaw,
Harvey, Oxman and Thomson (1998) found that pasdisgemination of evidence
through lectures, mail out of information and mailt of clinical guidelines was
ineffective in changing practice Multifaceted apgrbes using additional methods of
disseminating evidence such as locally developadetjnes and outreach education
were found to be most effective in ensuring theakptof research evidence into
practice (Bero et al., Parsons et al., 2003).

Practitioners in primary care have commented thatadines are often not applicable
to the context of practice (Parsons et al., 2008K&hna et al., 2004; Cranney et al.,
2001; Tucker et al., 2003). Cranney et al., coretiet qualitative descriptive study of
nine UK GP practices. Although the GPs were williogincorporate evidence into

practice, they believed that guidelines were oflemeloped by enthusiasts outlining
ideal practice, and were not always applicablestd practice with real patients who
may have differing health needs. Cullen (1997)aistudy of 34 GPs in Wellington

NZ, found a preference by this group for accessawgence through medical

specialists rather than through practice guidelines

Tucker et al. (2003) found that both GPs and miéwiin rural and remote Scotland
over diagnosed hypertensive disorders in pregnarasylting in over referral and
transfer of care despite the availability of preetguidelines which outline referral
criteria. They commented on the cautious risk @ssent by these practitioners and
advised further research ofthe extent to which knowledge, beliefs and risk
perception in remote settings influence decisiokintg (p 290)

The concept of risk for women in childbirth can imepon rural midwifery as women
considered to be at high risk of complications mexjueferral to secondary services
(Skinner, 2002; MOH, 2002). This may mean that womeed to birth in a main
centre away from the local area. Informing womeauabisk is a role of the midwife.

She is also required to advise women about the fogambnsultation should a risk be
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identified (MOH). Midwives need to discuss the sslad benefits of different options
for care with women, with reference to referraltemia in the national referral
guidelines (MOH). The midwife therefore requiresg@od level of understanding
about actual and potential risk and the ability steare this with women in an
appropriate way (Skinner). To do this the midwiquires relevant and current

information.

Continuing professional development

In an Australian focus group study of 52 rural minis Fahey and Monaghan (2005)
described a wide range of effective continuing @ssfonal development activities,
which rural midwives utilised, for informing thepractice. Midwives attending
formal study, such as workshops, particularly vdltiee opportunity to network with
colleagues. However the midwives did not recogriise informal learning as a
component of their continuing professional develeptn Fahey and Monaghan
suggested that recognising this and providing dppdres to utilise networking
opportunities, through activities such as case idébg and journal clubs, would
provide valuable, cost effective and accessiblmlag activities for rural midwives in
Australia. Providing local opportunities for conting professional development

opportunities may also be possible through theofisaline sources.

Online information and continuing professional development

In the United States (USA) nurses and midwivesezan continuing education points
through the Medscapavebsite. Reading, reflecting and completing arninentest
contributes points to meet professional requirement continuing professional
development (Medscape, 2007). Stewart (2005) atgeié midwives to make use of
e-healtA and the potential it has for clinical support loé tmidwife, while facilitating
access to evidence and information, not only fodvmes, but also for the women
who are their clients. However New Zealand doespmovide rural midwives, as a
whole, with access to online professional jourmaldata bases of evidence.

* Medscape is an internet site, with free regisirativhere practitioners can register for updateheir
particular area of interest. <http://www.medscapatome>

° E health — Wikipedia defines this as healthcasetize which is supported by electronic processes
and communication < http://en.wikipedia.org/wikifgalth>.

19



An internet-based resource library in Australia;, foral and remote area maternity
service providers, was developed and assessedgthram action research project
(Kildea, Barclay & Brodie, 2006). Eighteen partigigs commenced the study and
eight did not complete. Once the developed sitet\Wea on the internet it attracted
100-200 hits per month. They found that the ontigcussion board was not well
used by the participants who had a preference rfmailecontact. There were issues
with hardware and network access as well as lacksugiport from facility
management. In some cases equipment was neverkatpas no one was willing to
take responsibility for setting it up and makinggerational. Some participants also
lacked skill in information technology. It is wortloting however that the structure of
rural and remote services in Australia is quitdedént to those in New Zealand and
the results are not directly transferable. The @stlacknowledge the rapid change in
the evolution of internet technology which changa@n during the course of their
study. Some of the issues identified in this stwdyld also be issues for rural

midwives in New Zealand, should a similar resoureeconsidered.

Evidence based practice

Providing a quality maternity service to rural coomties is a priority in New
Zealand and overseas (Dunbabin & Levitt, 2003; P&nRussell, 2003; Primary
health care strategy, MOH, 2001; Richards, Farm&edvaraj, 2005; Ricketts, 2000;
Tucker, Hundley, Kiger, Bryers, Caldow, Farmer, tifarireland, van Teijlingen,
2005)). It has been suggested that the adventtabdses of evidence and the move to
best practice based on evidence is of considemtgertance in ensuring quality of
service delivery (Carr & Schott, 2002; Lesley & Bpf999; Page, 2000; Tracy, 2006;
Tolson et al., 2005).

Midwives weave best available evidence with thdinical experience and the
experience of the woman to inform their practiced arlinical decision making
(Clarke, 1999; Guilliland & Pairman, 1995; Lane,080 Page, 2000; Pape, 2003).
Where evidence highlights practices which are éffecin improving care, it is a
necessary and desirable role of the midwife, tmrpcrate these into her clinical

practice and decision-making, while taking accaafrthe context and situation of the
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individual woman, her family and circumstances (Erét al., 2000; Parsons, Merlin,
Taylor, Wilkinson & Hiller, 2003; Rees, 1997; Tuckd-armer, Stimpson, 2003;
Tucker et al., 2005). To do this, midwives need\ercome barriers which they face,

to accessing and using evidence in practice.

Barriersto using evidence in practice

Midwives inform their practice in part through asseto research evidence.
Researchers across the health professions hav#i@t®barriers to using evidence in
practice (Davies, 2000; McCaoll,, Smith, White & Eie1998; McKenna, et al., 2004;
Parsons, Merlin, Taylor, Wilkinson & Hiller, 2003)ack of time has been identified
as a significant issue in most studies, this wpsratiple barrier identified for social
workers (Blackburn, 2001), for GPs (Cranney et 2001; McColl et al., 1998) for
rural nurses (Olade, 2004) and for midwives (Veatan2004). Lack of knowledge
about sources of evidence or inapplicability ofdevice to the local situation has also
been identified as an issue particularly for rymactitioners (McKenna et al., 2004,
Parsons et al., 2003; Tucker et al., 2003).

Evidence of the barriers to utilising evidence fagtice in the rural and remote setting
were highlighted by Parsons et al. (2003), in desyatic review of the literature on
this topic. Rural communities were described aadliantaged by, distance from main
centres, time and availability of transport as wa#l a shortage of health care
providers. They emphasised the need for practit®ot® implement practices which
have been shown to be effective in improving pateare particularly as choice of
care provider is limited in rural areas. Two stsdgeertaining to rural practice were
reviewed, one from South Australia and one fromWestern Isles of Scotland. The
Australian study surveyed 89 GPs and the Scottislyssurveyed 63 health visitors.
GPs expressed difficulty in accessing and usingrmétion in a “timely manner”.

Isolation from colleagues also created problemsirfgslementation. Other barriers
were lack of time, access to computers and diffycul meeting patient expectations.
Implementing new practices and lack of relevanceruml practice were also

identified as problems. For health visitors, thamaoblem was lack of knowledge

about, and ability to access searchable databaseh, as Medline. Isolation from
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libraries or information resources, and difficudtievith information technology were

also barriers for this group.

In New Zealand, Hendry (2003) found that rural iscmidwives in the South Island

participated in annual updates of core skills balyca few participated in formal

postgraduate study. Difficulties with travel, accoodation and loss of earnings
while away from practice were identified as inhilgf factors to formal study. The
midwives indicated they were interested in educatipportunities which encouraged
networking, knowledge sharing and opportunitieddgelop their services.

Health practitioners may also lack knowledge oftexymtic reviews or inability to
access these (Cranney et al., 2001; Cullen, 19e¢CdMl et al., 1998; McKenna et al.,
2004 Tucker et al., 2003). In rural practice theseies are compounded by rural
isolation, particularly from libraries and otherdwledge sources (Bawden, 1996;
Blackburn, 2001; Cranney, 2001 Fahey et al., 2060klea et al., 2006). Resistance
from peers and co-workers has also been identd#sed barrier to the implementation
of research in practice (Tolson, et al., 2005). Whegts have been found to be a
particularly information-conscious group, howevadwives who are not undertaking
formal study have reported difficulty in accessinfprmation at convenient times
(Bawden & Robinson, 1997). In a study of 160 midegiy Bawden and Robinson
found that the most common reason for seekingnmdbion was personal interest and
keeping up to date, although 75% of respondentsesomes or often sought
information to underpin a change in clinical preetiMidwives used a wide variety of
information sources and services, the most commeimgb journals. Midwives
expressed a need for access to recent researateaimdd convenient local access to
research, while a small group wanted more trainimghe use of computerised

information systems.

Veeramah (2004) researched new graduates useearchsevidence in practice. She
surveyed nurses and midwives, who graduated fro8Y 18 2001 from a southern
England university, using a postal questionnaiteer& were 184 respondents from a

sample of 340 graduates. The findings were comipatiith other similar studies with
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respondents reporting lack of time to read researuh limited access to relevant
research as the principle barriers to implementingearch into practice. The
midwives identified barriers to evidence based firacas lack of support from
colleagues and managers. They wanted more educatresearch critique as well as
better access to the internet and databases indteplace. They also wanted access
to research papers in the work place.

Using a survey, Ross (2000) identified how New Zedlrural nurses participated in
ongoing education. Eighty eight percent read ngrsom medical journals 82%
accessed other nurse colleagues, while 74% ofulses stated they were self-taught,
Ross believes that this may be due to the nurgdigflin the value of experience as a
teacher. Over half of the nurses attended profeabeducation through weekend and
evening workshops while 36% were enrolled in teytstudy. Nurses also used their
GP colleagues with 62% stating that this was aarmétion source. The least used
resource was information technology, with only 28fting that this was a method
they used. Ross suggests “that nurses prefer tthageown professional networks”
and utilize educational opportunities at a locakleOnce nurses and midwives have
accessed information they still need to identifyhibiis may be applied to practice
using professional networks may be one way thatvwes can do this.

Diffusion of innovation

Another theory around the uptake of evidence intactice is the diffusion of
innovations described by Rogers (1983). SansoreFigB004) discusses this in
relation to the adoption of new clinical behavioBanson-Fisher suggests that there
are a number of aspects associated with healtlegsimhals’ incentive to implement
change. These include “relative advantage” thathes professionals perception of
what may be gained by implementing research. SaRsbrer suggests that research
is more likely to be implemented if it is seen te bhddressing an identified or
perceived area of need. The simpler the proceduaetmn the more likely it is to be
adopted, conversely more complex innovations ass li&kely to be implemented.
Being able to trial a new procedure before impletingnfully is likely to increase its
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uptake. Face-to-face exchange with a respectedagple who is familiar with the

new procedure also has a positive impact on imphatien.

These factors also influence midwives participatiorresearch (Albers and Sedler,
2004). Albers and Sedler reviewed the literaturd found that midwives need to
have a personal interest in the research topicwMbs also need logistical support to
undertake research. A relationship with the leaéaecher is important, and it was felt
to be particularly beneficial if this person wasm&mne held in high regard. Support
and training, minimal impact on clinical practicexda some modest financial
compensation were found to be important determgahparticipation. As Ross and
Sanson-Fisher describe local networks are impouapects of research generation
and utilisation in clinical practice however faceface networks may be limited for
isolated rural practitioners. They may need to ofser ways to interface with
colleagues.

Networking with communication technology

Modern communication technology offers new ways Feralth practitioners to
network and communicate with one another. CHAINN(eot, help, advice and
information network) was established in the UK Ihe tNational Health Service
(NHS) research and development programme. RusSedlenhalgh, Boynton and
Rigby (2004) undertook a study of the benefits elgpeed by members. This group
maintain contact by email and share information explerience. Staff and members
of CHAIN were interviewed in three email focus gosuof members and by
telephoning the two staff. The group was found ¢ arich resource of relevant,
useful information and provided access to peopta tkinow-how”. Accessibility and
availability were valued aspects of the group as wee diversity of members’
backgrounds, expertise and experience. This grompldaseem to be similar to the
New Zealand Midwives email list (nzmidwives@yahamgys.com) which provides
members with the opportunity to share narrativas @discuss topics of interest. The
group also provides an opportunity for participaotshare information and evidence

for practice decisions. This group is a casual uwherated discussion group with
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restricted access and has not been evaluated esvarking tool. Other technology

also may provide an opportunity for isolated mide@wvto interact with one another.

Rettie (2003) is a market researcher with a spéatietest in communication through
technology. In this conference presentation shecudises the concept of
connectedness, social presence and awareness metence of others in relation to
mobile phone technology. Lee (2006) is interesteddcial interactions in problem-
based learning. She looked at the use undergraduasing students made of cell
phone text discussion and analysed 751 messages8taliscussion threads from 12
participants and two instructors. Students enrictiedlr conceptual understanding
through collaboratively exploring information fromultiple nursing literature sources
and connecting these to experiences in the fields Ted to reflection and further
exploration. The students also entered into disonsson the relationship between
nursing guidelines and clinical implementation. I@#lone text discussion provided
an opportunity for these undergraduate studentsexperience collaborative
knowledge building through problem-based learningainew and innovative way.
Using technology may provide a means for practdgisnwho are geographically
isolated to connect and share information, progdincreased opportunities for
continuing professional development and leamingqdn et al., 2005).

Rural midwifery practice in New Zealand

In 2005, the New Zealand College of Midwives (NZCPDpbsted out 420 forms to
midwives residing in a rural area. This was pathefMinistry of Health (MOH) rural
workforce survey (Goodyear-Smith & Janes, 2006)dwives were also invited to
self select themselves, if they felt their practicas rural, and they could access the
survey form from the NZCOM website. A further 10rfs were submitted from this
source. Of the 177 respondents, one third statdithended to leave rural midwifery
practice within two years and a further third iraded an intention to leave within five
years. The survey highlighted the huge amount dif @aver provided by rural
midwives and lack of locum relief for time away riiractice. The midwives wanted
better support when referring to obstetric seryiogsre remuneration in consideration

of the expenses of rural practice, and more sudportheir local primary maternity
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facility as a focus for maternity services. Thegoalvanted better collaboration with
other rural health providers, with a clear underdiiag of roles, and incentives to

attract midwives to rural areas (Goodyear-Smithafek).

Some of these issues may impact on the ability idfnives to inform their practice,
for example lack of locum cover means it is difficier rural midwives to leave the
area to participate in workshops and study daysh®midwives who participated in
this study the majority worked either alone, (1786)in a small group of 1-3 other
midwives (58%). These midwives would therefore hhweted contact with others
for sharing information and resources. The veryreadf rural practice, isolated from
main centres, means that access is limited to a wadiety of information available to
their urban counterparts. Legislative requiremefois midwives to demonstrate
continuing professional competence require ruralwinies to be informed of current

practice issues (Midwifery Council, 2006).

Changes to the structure of the regulatory prooétise midwifery profession in New
Zealand have occurred through the Health Pracéit®Competency Assurance Act,
2003 (MOH, 2003). Midwives have always been reglige maintain competency in
knowledge and skills, however they now have anmralriennial requirements to
prove that competency is being maintained (Midwif€@ouncil, 2006). How rural

midwives inform their practice is therefore an mssof interest to the profession.
Understanding this issue from the perspective aélrumidwives may highlight

opportunities for new initiatives to support ruraldwives. Hendry (2003) provided
an overview of rural midwifery practice in the Sousland of New Zealand and
identified some differences in the arrangement whwifery practices. She found that
many rural midwifery practices are located arouwndlrfacilities, and midwives often

work in organised practice groups.

Communities of practice.
The concept of communities of practice has appearétérature since the late 1990s.
Originally established to assist information shagrin information technology and

business, the theory has been moving into thesfiefdeducation and health service
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provision. (Norris, Mason, Robson, Lefrere & Calli€003; Gabbay & Le May,
2004; Tolson et al., 2005). Principally establislasdnetworking and support groups
communities of practice also share information driclv practice decisions may be

made, or provide information to be shared withrebgTolson et al.).

Communities of practice are groups of people wharesla common interest in an area
of practice. They connect with each other with ititention of learning through this
interaction. This purposeful connection is whafeténtiates communities of practice
from other forms of social interaction and netwadki\Wenger, 2006). Communities
of practice may be used for problem solving, sltamiformation, sharing resources,
discussing developments as well as establishingeMhere is existing knowledge or
gaps in knowledge plus highlighting areas requifungher investigation (Gabbay &
Le May, 2004, Tolson McAloon, Hotchkiss & SchofieRD05; Wenger).

Communities of practice provide an opportunity bare narratives of practice and
generate new ideas through reflection within a grdathe purpose is to bring people
with a common knowledge base together to exploeadd share experiences and
provide opportunities to develop research questommgributing new evidence to the
group (Wenger, McDermott & Snyder, 2002). McHughO(Q2) discussed the

difference between dominant western knowledge foemd narrative knowledge

forms. McHugh described narrative knowledge as wepexperience and context
together to create a knowledge base which is walits context. McHugh suggested
as a social group, midwives have evolved a unigueMedge base and identity.

Midwives share knowledge through story telling, @éhiMcHugh described as a

valuable way of passing on fading midwifery skélsd reclaiming past knowledge.

Gabbay and Le May (2004) studied two groups of pnintare practices and found
that the participants did not often refer diredtlysources of evidence or guidelines
for information. They preferred free magazines fessional networks, trusted experts
and their own community of practice to discuss ahdre acquired information or
evidence. Gabbay and Le May assert that practisorveho use this form of

knowledge in their practice have an obligation nswe that it is based on the best
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available evidence. They also suggest that the itapoe of communities of practice
be recognised by those providing continuing edooatand utilised, as part of

continuing professional development.

A group of geographically dispersed gerontologysesrin Scotland formed an online
community of practice who met principally througisalission groups. Participation
in this group raised professional confidence, gfiteened professional identity,
synthesised knowledge and developed best practic#elnes specifically for this
area of practice. Difficulties for the nurses arfreen lack of access to a computer at
work, lack of time to participate in this activisnd some doubts as to the legitimacy
of internet-based learning. The nurses felt theetdgment of this online community
of practice was a valuable experience, providingdithat would not otherwise have

been possible (Tolson et al., 2005).

Communities of practice and other networks providéwives with an opportunity to

get together and share practice stories and kngeledld and new. This is an
opportunity for reflection and information shari(igavis-Floyd, 2004; Taylor, 2000;

McHugh, 2004). In the course of their daily work dwives often have the

opportunity to connect with colleagues and are afs®eting with the women for

whom they are caring, sharing information in thésems is also an opportunity for
reflection which may lead to further investigatiand can add to practice wisdom
(Davis-Floyd).

Background Summary

There is increasing emphasis on basing practich®iest available evidence. Many
researchers have identified difficulties that Hegltactitioners and more particularly
rural practitioners have in accessing and applyewidence to practice. Rural

practitioners also feel that research and pragigdelines often do not consider the
local context of practice. Midwives have been foundbe a group who are very
interested in accessing information from journaisl ather library or educational

sources. Communities of practice provide a usgfpbaotunity for sharing information

whether through physically getting together wittleagues or through online sources.
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| required a strategy to investigate how rural |@aaternity carer midwives in the
South Island of New Zealand acquire and interpnédormation to support their
practice decisions. This process is outlined infeflewing chapter.
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Chapter three: Study Design

Introduction

The qualitative descriptive methodology chosen fbrs study has particular
characteristics which are described in this chaptecus groups are a commonly used
method to conduct this type of research. The d@onggenerated in focus groups is a
useful method for exploring a specific set of issudowever, if useful data is to be
generated careful planning and attention to datailrequired throughout the research
process from planning, through facilitating the Uscgroups to completion of data

analysis and reporting the findings.

Methodology

Qualitative descriptive research

It was clear from an early stage that this shoutdabqualitative research study
enabling me to gain an insight into the experievice small group of rural midwives.
Denzin and Lincoln (1994) describe this type ofes¥sh as “naturalistic” (p 14),
where the research is bound to the particular metances and context of the
participants and the research setting. It is imgrdrthat the researcher acknowledges
her background and experiences where this relatdsetresearch project. However it
is not possible with this type of research to gelw findings (Denzin & Lincoln).
Comparisons can only be made to similar situatitis consideration for the context

of the research (Denzin & Lincoln).

| chose a qualitative descriptive methodology ascdbed by Sandelowski (2000). |
wanted to describe the experience of the particigamnidwives without having to

look behind and beyond the words for hidden meaniagd attitudes. Using a
gualitative descriptive methodology allowed me ¢otlis. | do acknowledge my own
feminist beliefs in that | have a firm belief in wedity and social justice. | see
midwifery as a feminist profession which has hadstauggle at times against the
many inequalities inherent in a patriarchal socatg within the hierarchical structure

of health service provisiofror the purpose of this study | felt feminist reséavould
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require another level of interpretation which waydnd the scope of this particular

piece of research.

| cannot separate myself from the midwives in 8tigdy. As a rural midwife, | am a
part of them as they are a part of me. Howevattifjeng with the participants is a
feature of this type of qualitative research (Dan&i Lincoln, 1994; Sandelowski,
2000; Sim, 1998; Thorne, Reimer, Kirkham & O’FlyMagee, 2004). Sandelowski
acknowledges that no research is without somepretation. This begins at the start
of the study with the selection and honing of tkeearch question, and continues
through the selection of participants and the aislgnd presentation of findings. The
general meaning of the comments made by the pgaatits should be kept in mind
and incorporated throughout interpretation of tla¢ad Findings are presented in a
summary form, organised either chronologically mmajor categories. Sandelowski
states that further interpretation is not possititt this type of research however she
adds that the summary may highlight working congepith early versions of
hypotheses which could form the basis of furthadgt Findings are specific to the
context of the research. Inferring applicabilityaoy other situation should be done
with caution considering any similarities or di#f@ces in the circumstances of the
situation. Focus groups are an ideal method fa dathering for this type of research
and also allow the researcher to identify with fticipants (Sim, 1998). The
challenge with this is not to get too involved atadlet the participants lead the

discussion with gentle guidance from the facilitgim).

Analysis of Qualitative descriptive research

Qualitative descriptive research can be analysedyu®ntent analysis (Sandelowski,
2000). Miller and Crabtree (1994) present threee ®teps when undertaking content
analysis. These are developing an organising systegmenting the data, and making
connections within the data. Within a naturalidt@mework, the researcher as the
interpreter also acts as the editor and organtsedata (Denzin & Lincoln, 1994,

Miller & Crabtree, 1994). In order to do this effiwely it is necessary to immerse
oneself in the text (Miller & Crabtree, 1994; Kreeg1998). While analysing the

31



data, the researcher chooses what aspects of thetalaescribe, presenting these
descriptions within themes identified during datelgsis. The findings relate to the
participants and the setting of the research agdagempt to generalise the findings
should consider the context of the research (ThoRemer, Kirkham & O’Flynn-
Magee, 1994).

Focus groups are a useful data gathering methothitype of study. Although the
words of the participants are described within gaeticular setting it cannot be
presumed that the conversations would have occuotgdide the research. The
interviews are constructed to answer the questibasresearcher is asking and are

therefore situated within the inquiry (Greene, 1994

Focus groups

Focus group research has particular requiremeatsdrthe selection of participants,
facilitating the group discussion and analysingdhta obtained from the groups. The
validity of the focus group research involves fallng a clear and transparent
process.

Focus group process

Focus groups provide the opportunity for those wattared experience to come
together and explore a topic from a variety of pecsives, generating a richness that
would not be possible in a single interview (Begdd&twebank, 1994; Kitzinger,
1995; Krueger, 1994; Kreuger, 1998; Gribich, 198&Dougall, 1999). Instead of
simply answering a set of questions, participanéseacouraged to share stories and
comment on each others’ experiences. Prior to caming each of the focus groups,
issues of safety and confidentiality are negotiateth the participants (Kitzinger,
1995). Identifying with the participants can beeattire of focus groups with the
researcher’s interest leading to the developmenthefquestions and selection of
participants. It also creates the focus around lwthe group discussion occurs. It can
be a tricky balance between identifying with thetipgpants and encouraging the
group to debate the topic for themselves (Sim, 19%98is requires some skill in
facilitation of the group process.
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Facilitation

Particular attention is given to the group dynanaitgeach point of the research from
selecting the participants and the venue for theriwews through to the seating
arrangements and flow of the group discussion (igr, 1995; Kreuger 1994 &

1998). Potential issues can be minimised by casefating to enable the facilitator to
maintain eye contact with all the participants (Nkon & Peoples, 1999; McDougall,

1999).

Participants

Ideally, groups should be homogenous with no powdyalances as more junior
participants may feel unable to contribute, or aendominant member may control
the group. The group discussion provides someieatibn of the data, due to the
checks and balances of a number of viewpoints bexpgessed (Grbich, 1999). Focus
groups may be a naturally occurring group sucheple who work together or a
group brought together for the purpose of the st{Kitzinger, 1995). Selection of
participants for focus groups is usually purposa& the groups are selected for their

expertise in the topic (Morrison & Peoples, 1999).

Number of groups and participants

To generate the necessary data to answer the chsqaestion Kreuger (1994 &
1998) suggests a minimum of three with a maximunwefve focus groups, however
he suggests several groups should be carried dht similar participants. Using
several focus groups increases the reliabilityhef data and allows trends to emerge.
If one group has a divergent perspective on thectdape effect of this can be
minimised by other groups (Sim, 1998). There isclear agreement about the ideal
group size for a focus group with a range of betwtrir and twelve participants
proposed by different authors (Kreuger, 1994; Keeudl998; Kitzinger, 1995).
According to Bender and Ewebank (1994) smaller gsoumay allow greater

contribution from each member.
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Conducting focus groups

Participants should receive information about #search, explaining the purpose of
the focus group at least two weeks before the vigers are scheduled to occur
(Kreuger, 1994). Consideration needs to given ¢éovnue, which should be a place
where all the members feel comfortable and is freen distractions. The room
should not be too small to be cramped allowingghgicipants to sit in a circle and
enabling eye contact to be maintained with thdifatr (Kitzinger, 1995; Kreuger,).

Analysis of focus group data

Analysis of focus group data is continuous throughbe process, beginning during
the data gathering phase where themes start togenf{greuger, 1998). Following
completion of the groups the data is transcribetlaralysis continues as described in
the analysis of qualitative data earlier describ®&dalysis of the focus groups may
also consider any field notes taken at the timgheffocus groups by the facilitator or
an assistant. These notes may consider some afyt@mics of the group or non
verbal communication that would not be obvious frtime recording or transcript

alone (Kreuger).

Validity of focusgroup data

As indicated above focus group discussion is spaaias and natural however it is
not naturally occurring (Kitzinger, 1995). It cannoe assumed that the discussion
generated by focus groups would have occurred dmitie groups themselves.
Conducting several groups improves validity as camrthemes can be identified
(Kreuger). The validity of the research is improvwetien the facilitator and the
participants share a common experience (McDouaB9). Validity is also assured
through maintaining a clear audit trail. This inved the retention of all data with a
clear method of content analysis. If another redeartakes the same raw data they
could identify how the themes emerged and drawlaimaonclusions (Kreuger, 1998;
Grbich, 1999).

34



My research process
Pilot group

To test my research questions and the processnofimg a focus group prior to
commencing my research properly, | conducted at g@up with a group of
midwifery lecturers who had some previous expeeanaural midwifery practice.
The pilot focus group proved to be a useful exercthough | had not intended to
specify any direction for the participants aroungbtvwas meant by “informing their
practice” it became clear that this was necesdasso found | needed to consider
how to keep the conversation focused on the topibaad. This proved to be a
continuing struggle throughout the data gatheriraggss. | also learned some useful
lessons on the set up of equipment. | was usinmitaldvoice recorder, which is a
component of my personal digital assistant (PDA)isTproved to be an excellent
device not only for recording conversation, bubdisr transcribing data as the play

back could be easily paused and moved backwarfisweards.

Recruitment of participants

For this study | used purposive sampling. Thisvedld me to select an “information
rich” sample of experienced rural LMC midwives (8alowski, 2000; Mays & Pope,

1995; Kitzinger, 1995). Initial access was throutjie 0800MUM2BE maternity

information service which is run by the Ministry bflealth. This service is freely
available for women to identify who the lead maigrrcarers are in their area. |
explained my purpose and requested information @wives in rural areas around
the South Island of New Zealand. Contact phone mumbf lead maternity carers in
specific areas are all that is provided througls #ervice. | phoned midwives in the
areas | had chosen to study and spoke with a nedagking if they would be

interested in finding out more about this studyhdn sent information on the study
plus consent forms and reply-paid envelopes toviddal midwives or to the primary

facilities they accessed (See appendix 3 & 4).
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My original intention was to conduct two focus gpsu However, as stated
previously, rural midwifery in New Zealand has exedl in a number of ways to meet
the needs of the local area; in particular somenmvigls are employed, some are self
employed, some work alone and some work in pragroeps of four or more. On
reflection | considered that three groups wouldrtwee appropriate to the diversity of
experience that these midwives might have. Althodigek midwives agreed to
participate in the first focus group, only threedmives were available on the
designated date. With the second focus group hgem to be in the area on a public
holiday. Several midwives agreed to participate dnly one midwife was available
on the designated day. For the third group all fmidwives in the area participated.
On consideration | felt that | would like to condwne more focus group to complete
my data gathering. | had been providing some casiifery cover for a group of
rural midwives and when | discussed my research thiem they were keen to learn
more about participating in this study. | sent thdwm information and consent forms
and they all agreed to participate and so theyrhedhe final group for my study. Of
the six midwives in this group five were availabled participated in the focus group.
| have discussed the issues in organising andtédoilg these focus groups in more

detail later in this chapter.

Ethical issues
Ethical approval for this study was obtained frotag® Polytechnic ethics committee

(see appendices 1 & 2)

Consent

Information about the research was sent to thegaivp sample of midwives (see
appendices 3 & 4). The midwives were able to chaogmrticipate in this research or
not by returning a signed consent form. Some midwiwho had agreed to participate
by returning a signed consent form did not turrfarghe focus groups. There was no
penalty or reward for any midwife in choosing tortgpate or not although | did

provide refreshments during the focus groups. ¢ alffered to reimburse any travel
and/or childcare expenses the midwives may incu @sult of their participation in

the study.
36



Cultural issues

Cultural safety requires the understanding of ooes values and valuing each
individual and their right to their own beliefs andstoms (van Wissen, Williams,
Siebers & Maling, 1994). Safety in this sense inéel by those who are receiving

the service (Nursing Council of New Zealand, 2005).

| am committed to upholding the principles of theedty of Waitandi and
acknowledge that this may impact in ways of whiakas unaware. Although Maori
make up a significant proportion of the rural conmity in the North Island, this is
not the case in the South Island with statisticsvNealand 2001 census reporting
nine out of ten rural residents of Maori ethnidiye in the North Island (Statistics
New Zealand, 2002). None of the midwives in thisesch chose to identify as
Maori. My research may have some influence on mdjerservices for Maori

however | am unable to predict what this influenoald be.

Confidentiality

Every effort has been made to maintain the confidbty of participants. | have used
pseudonyms for the midwives throughout and hawengited to obscure the identity
of individual midwives and groups. | have also awdl using place names. As the
midwifery community in New Zealand is very small damelatively close-knit

maintaining confidentiality is difficult, howeverhave made every effort to do so.

Potential harm

| did not anticipate that any harm would come @ plarticipants through participation
in this research project, although | acknowledgg #ome could feel embarrassment
through exposing their views in front of their peeAt the start of the interviews,
ground rules for the interviews were discusseduigiclg respecting each others’ views

and allowing others to speak. Midwives also hadaojgortunity to leave at any time.

® Treaty of Waitangi, a treaty signed on 1840 byaiori chiefs and the British crown. It is considkre
the founding document of New Zealand and is recsghthrough government policies (Shipley, 1996)
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As it transpired all who attended participatedyiult the end of the focus groups, |
made it clear that, if necessary, | would remove particular comment, which the
midwives did not want to be included in the finablysis. No requests for this were
made. | also agreed to include anything else treattidwives might think of over the

next two weeks which they could send me, againdigisiot happen.

The rural midwives’ group process

| decided to keep the questions | would ask vewadirto allow the midwives to
interpret for themselves what is meant by “inforghtheir practice”. | did not want to
channel the midwives into particular topic areaghswas, continuing education,
accessing of evidence or interactions with othieus hoped that they would cover all
of these things.
I chose three key questions to ask the participants

* How do you currently inform your practice?

* What are the issues you have with informing yoacpce?

* What might help you with informing your practicethme future?
These question proved to be conversation startetsttee discussion flowed around

them.

Background to the midwives in my study.

The midwives differed in the degree of rural iswlatexperienced by individual
midwives or groups of midwives. Defining rural aremote rurality is problematic.
For this reason, in the recent rural workforce gtudidwives were allowed to select
themselves if they felt their practice was rurab@@year-Smith & Janes, 2006). Many
urban-based midwives in New Zealand have clientsiial and perhaps remote rural
areas, while rural and remote rural-based midwiwayg also care for clients in a base
hospital with specialist services on hand. Rural @mote rural areas in New Zealand
are categorised in Section 88 of the Health andalbisy Notice (MOH, 2002),
midwives receive different levels of travel reimbeiment for women depending on
the category of the woman’s residence. Each rued & named and categorised as

either rural or remote rural. Statistics New Zedlatso categorises areas as rural and
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remote rural by their dependence on urban areasdorices and income. They
produce a map of New Zealand categorising areasbas, rural or remote rural, (see

appendix number 5).

The areas covered by midwives in this research akr@ the South Island of New
Zealand. All had a mix from rural to highly remoteral locations within their
boundaries. Three of the primary faciliieaccessed by the midwives are in
independent urban communities, which are townssatilements without significant
dependence on main urban centres (Statistics Nala#e, 2002). The fourth facility
is in a satellite urban community, which is defingsl an urban area where 20% or
more of the usual resident populations are emplayedmain urban centre (Statistics
New Zealand). The midwife participants cover adaggographical area and some can
occasionally be two hours away from their primamytuSome midwives in two of the
focus groups continue to care for women withinlase hospit&lin the nearest city,

the midwives in the other two groups hand over cargransfer.

In this study the groups have varying charactesstvlidwives are a mix of employed
and self-employed midwives. All the midwives in twbthe groups are employed by
the local rural community trust which also runs tleeal maternity facility and
community hospital. One group is totally self-enygd and midwives in the other
group are a mix of employed and self-employed. &¢ Lead Maternity Care
midwives who care for a case load of women eitl@reaor in teams of two, possibly
within a larger group of up to six midwives. Mosave many years of midwifery
experience although several were new to rural nmi&wi One midwife was a recent
graduate from a direct entry degree programme. Mielsvhad trained in Australia,
the United Kingdom (UK) and New Zealand.

The focus groups were all held in the midwives’ owmal areas. The employed
midwives work in practice groups together and te# smployed midwives come

" Primary maternity facility = a facility without spialist medical services on-site. Care is proviogd
primary care givers, midwives or GPs (MOH, 2002)

® Base hospital = the term | have used for the peud this study to refer to a hospital with spkstia
obstetric and paediatric services available.
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together for meetings at varying frequencies. A@mned consents were received

further telephone contact was made to finalisdithe and place of the meetings.

Facilitating the first focus group

This group had a scheduled rural midwives meetind were happy to use this
opportunity to run the focus group. Although sixdmives had consented to
participate, only three midwives were availabletio@ designated day. This is not an
unusual occurrence with focus groups and Krueg@9&)Lrecommends overbooking

slightly to compensate for this possibility.

The venue was a local midwife’s dining room andhagl nibbles and drinks to start
with general friendly chatter. We gathered rourel tdible and discussed ground rules
for the focus groups, allowing one person to spatal time; however this did not
work well and made the conversation very stiltedound myself joining in, in an
attempt to encourage more natural conversatiorergttst doing the rounds around
the group. The group did wander off-topic at tinfeswever | was pleased to see the
discussion start to move in a more natural wayidmdt interfere with the flow of the
conversation when this happened. | discussed this Wwllowing groups, and
mentioned the need to have one person speakingedtroe where possible, but also
encouraged the midwives to join in the conversatard try to make this a natural,
friendly debate. The three midwives did not worgdther as a rule and were located
in three different rural communities ranging fromdfran hour to two hours drive from
each other. Two of the midwives accessed the saraéfacility in a centrally located
rural town and the other is employed by a smaklrtacility in a nearby town. The

midwives get together twice a year for informatgdraring and support.

Facilitating the second focus group

Five midwives consented to participate in this foguoup. | had arranged to visit this
area on a public holiday and contacted the midwagesn on arrival in the area, two
days before the focus group was booked to takeeplacthis time | found that only

one midwife was available to participate. | consédemissing out this focus group
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but the midwife was willing to be interviewed and Bdecided to continue. The
interview took place in the local maternity fagilifThis was a good opportunity for
me to see where the midwives worked in this arddhofigh this was an interview
with one midwife, the questions | asked were theesas the other focus groups and
the discussion flowed in a very similar way to thteer groups. In the analysis and
reporting | not only describe group issues but alescribe the experiences of
individual midwives. Therefore including the exmte of this midwife can be
justified. The midwives in this area were differaatother groups however as they
were much closer geographically to the base hdspitd this midwife had the
opportunity to be involved with many different gpsuof midwives and other health
professionals. This was a valuable contrast taribee isolated midwives from other
groups and added a dimension to this researchmbiald not have been possible to
obtain otherwise.

Facilitating the third focus group

All four midwives in this area consented to papgate in the focus group and all
attended. | contacted the midwives and arrangdaetn the area during the Easter
holiday. A couple of days before the interview Intacted the midwives and a
decision was made to hold this group meeting inldkkal maternity facility. We met
in a meeting room in the facility and gathered ambthe table. The group was not as
relaxed to begin with, this may have been due ¢ofdlct that it was first thing in the
morning, the group were keen to get going and wendt have the customary tea and
nibbles prior to the group starting. We did discgssund rules for the focus group
however and this seemed to work well. All of thesiewives were employed by the

local rural facility and they met together on amast daily basis.

Facilitating the fourth focus group

As stated earlier | decided, because of the dityeo$ithe groups, that | needed to hold
one more group to make try to obtain more datapemdaps support the themes | was
starting to identify. | had been providing someusdsnidwifery support for a group

of rural midwives and when | explained what | wasng, these midwives were keen
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to learn more about my research. | sent the midsvibe same information | had
distributed to the earlier groups, along with cariderms, and all signed these. The
midwives set the date for the focus group themselwich reassured me of their
willingness to participate. Six midwives agreedptrticipate, and on the scheduled
day five were available. The focus group coincideth a regular, weekly, midwives

meeting and was interrupted by phone calls and @iwings and goings. The venue
was the midwives office, and so we were not gathemmund a table, but more
haphazardly placed. It was not possible to avoid tlowever, and we managed to
complete the interview, following a similar procdssthe other groups. Although I

was unable to make eye contact with all the midsjivteey all contributed equally,

which was probably due to their familiarity and domwith each other, and with me.

Data analysis

Following completion of the focus groups, | tranised the interviews. | completed

this process myself as it is an excellent methothofiersing oneself in the data and
identifying nuance and emerging themes (Kreuged819Listening to the recordings
and transcribing into the written word helped tdbewh the interviews in my thoughts.
| was surprised to find that the written transedptoften had a slightly different

nuance to the recording of the interviews althotlgh words were the same. | kept
this in mind as | analysed the text and tried &y $tue to the original inferences by

the midwives.

Initially | started to code the data, searching éommonality in the discussions. |
pulled out themes and tried to fit the data intesth emerging themes however this
process was not satisfactory as the data sometida®t fit exactly and | felt it was

being manipulated to fit the themes already idesdif

| then took each interview and wrote it in narratiorm. | grouped the data to tell a
story from the perspective of the midwife particia During this process | was
continually reflecting on these stories and whatlytivere telling me. As | progressed

and reflected on this process | started to ideiti§mes emerging in the data.
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1.

The principal theme centres on acquiring and shaimiormation through
connections. The midwives need to connect with wanvath each other, with
other rural midwives and with other professionalleagues. These connections
allow the midwives to access and share the infaomahat is required to do the
work they do, while also keeping in touch with wisthappening in maternity
care locally and elsewhere. These connectionslsweaout supporting each other
and being supported by others. This theme extemti®w the midwives connect
with information in other ways to inform their ptae. This might be through
accessing journals, books, the internet, studyan@irds Review’ or practice
guidelines. Connections and sharing also have ttenpal to highlight areas
where evidence is lacking and thereby generatearesejuestions specific to the
rural midwives context of practice.

The secondary theme centres on the midwives’ ddeirdocal access to
information. The midwives wanted more local conitigu professional
development opportunities and better access tor atlal midwives and to
information. These midwives suggested that loceéas would make information
more accessible to midwives it would allow the mink® to participate in and
reflect on continuing professional development tbge Together the midwives
can identify how new information may be appliedtiheir own practice setting

improving the prospect for the implementation ofvrevidence.

The findings are presented in chapters 4, 5 amd $ummary form. Where quotes

from individuals are included, pseudonyms are usgidace of the individual’'s name.

References are placed in brackets following thetedlous [Name, 1:2]. The first

number is the number of the focus group from wihiehquote is taken, followed by a

colon. The second number is the page of the ofifmcais group transcript where the

quote appears.

Chapter summary

The procedure of conducting this research usedbtative descriptive methodology,

and the data was gathered using a focus group ggotbese have been described in

this chapter. How the midwife participants in theurf focus groups accessed or
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acquired and interpreted information was identiftacbugh content analysis of the
data generated from the focus group discussions.primciple theme that emerged
was that these midwives accessed information thirdog connections that they make
with each other and with others who have infornmatio share. The midwives also

acquired information for practice from the journélsoks and online data bases to
which they had access.
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Chapter four: Connections

Introduction

The midwives described how they accessed informatiwough a variety of
connections. This was the major theme identifiedindu data analysis. These
connections ranged from their local professionaitacts to wider regional, national
or international midwifery connections. The midwsvalso accessed information
directly through connecting with journals or datsdsof information. The variety and
number of connections, whether interpersonal ohwiidence, were influenced by
the degree of the midwife’s geographic isolatioheTreality of rural practice is that
midwives work in small groups, or occasionally aoihus the professional contacts
and relationships that the midwives have vary aeddapendant on the circumstances

of the local area.

Connecting with each other
Group meetings

Most of the participating midwives had well-estabkd practice groups, with
organised regular meetings and/or support netwalrfk®me type. These groups form
the basis of the professional interactions thamntigvives experience. Through these
professional interactions information is exchanged the midwives inform their
practice through shared knowledge and experienioce.gfoups usually meet face-to-

face but some also meet through an online sourasing other communication tools.

Two of the groups are composed of midwives empldaygdheir local community
health trust and these midwives form a local pcacgiroup. If they are not meeting in
person they are in contact by phone on a regukasb@hey also have regular clinical
meetings where they debrief with each other anteakefon practice and clinical
events.

We have clinical meetings ourselves, within the. nd say ‘what

are you doing that for’, or ‘would this be a goatka’ [Sarah, 3:14]
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The midwives in group two are all self-employedeTlbcal rural midwives group
consists of four midwives, who access the locahlrdacility. These midwives get
together regularly. Chris, who was the only midvafde to attend this focus group, is

involved in several other midwifery and inter-pred@nal group activities.

The midwives in group one are a disparate groupwaof self-employed and one
employed midwife who only meet together a couplérogs a year. Penny, who had
worked previously in the base hospital, has cloges lwith previous colleagues at the
base hospital and with another midwife with whone sthares her practice. She
commented,

| get a lot of my information from talking to staff the base

hospital. | still feel quite like | belong thergPenny, 1:1]
Penny has a midwifery partner, with whom she mesgslarly, in her own area. They

often communicate with each other by cell phonérg{Penny, 1:5].

Group one is not a practice group and the midwivesk either alone or in pairs with
other midwives. Anne was the most isolated of trsup and had organised regular
meetings twice a year in an effort to form a suppemetwork of rural midwives in
the area,

It was just for rural midwives to get together just talk about

situations that they might have been in, in a safeironment, or

‘this is what | did, what would you have done’ erhat resources

are there out there{Anne, 1:9].

Midwives in group three have a very supportive groho meet regularly and keep

in regular contact with each other, as Tracy Said spend a lot of time on the phone

if not face-to-face,” [Tracy, 3:8].

Focus group four midwives have regular weekly nmggstibut are also in touch with

each other through their midwifery work on a ddisis.
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I think it is really good the knowledge sharing opportunities that we
have here with us, that happens on a mini level with us with our

weekly meetings and that is great. [Mary, 4:12]

I nformation sharing

The midwives commented on the information sharhmaf bccurs whenever they get
together with each other.
Even from team to team we often learn differemgsifrom each

other, which is good, it's all knowledge sharifary, 4:12].

Sometimes information is shared simply through tamgt [1:4; 1:5]. And sometimes
it is an opportunity to share an item that has Heand on the internet, in a journal or
from some other source [3:10; 4:11].
Fran commented
| have to say personally I gain most of my knowdedmm my
colleagues, from working with more experienced, hlaghly
experienced, other midwivEx7].

For the midwives in groups three and four this iinfal method of information
sharing is particularly important. Information shar is more difficult for the
midwives in group one as they do not have as mapymunities to do this in a local
group. They find other ways to meet these needsugfh connections with previous
groups that they have worked with, or through amliconnections [1:2-6]. Jane
commented

| source my practice very much through other miéwiv.. through

contacts that I've developed over the period oktitmat I've been

gualified as a midwif@Jane, 1:1]
As she does not have regular access to a locdigaagoup Jane finds other ways to
share or acquire information with fellow midwives,

It's analysing the research that you've found andhe of that | do

within myself and some | would wait to do with oth@dwifery
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colleagues, either here or overseas, and just tappine resources

that I've got going through email [Jane, 1:10].

Chris, from the second focus group, not only meetularly with her local rural
group, she also meets with a larger group of reajiself-employed midwives, who
cover both urban and rural areas. She is a menitibe MHB access holders group
and the regional Standards Review committe@hris also attends perinatal mortality
audit meetings at the DHB. These activities angsilated in Figure 1 on page 76.
Chris has an opportunity to share and acquire nmédion from a wide variety of
sources. Some of these groups invite speakersatie shformation with the group.
The access holders group invite participants atedvwguests to deliver presentations.
Obstetrician, paediatricians, dieticians and midsihave opportunities to present a
topic to the group. Chris commented,

As an independent group we're asked to present $omget

probably twice a year. [The DHB] midwives [alsoJregent

something twice a yedChris, 2:6].
Her regional midwives group also invite guest spesk such as Plunket or
immunisation advisors, to present to the group simare information. Information
which is acquired through each of these groupsaslye disseminated throughout

Chris’s networks.

Often the information that is shared relates t@iiqular incident or an issue that has
arisen in practice. Many of the exemplars that rindwives presented during the
focus groups were around infections in pregnanaxti¢ular mention was made of the
challenging issues of Group B Streptococcus (GBfd)lack of clarity nationally or
regionally around the best approach to take in tmeac[l:12; 2:6; 4:2],

Cytomegalovirus had also been a concern for grawp {4:15] as had Monilial

° Access holders groups are groups of primary miégesarvice providers who have an access
agreement with the DHB. They meet with represergatof the secondary maternity service and share
matters of mutual interest.

19 Standards Review: This is a peer review processacted by Midwifery Council from the College
of Midwives. It comprises a package of annual stias8, reflection on practice and client evaluation
which midwives present to a panel of consumerspamsds. It is a component of the midwives
recertification process for her annual practiciegtiicate (NZCOM, 2007)
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(Thrush) infections [4:10]. The midwives valued thepportunities to share
information with each other on these issues andahdekire to be able to connect with
other rural midwives in some way to pass on infdromathey had gathered or benefit

from another perspective.

Formal study

The midwives generally value the opportunity teatt formal study, conferences and
technical skills workshops. Although often it isetbpportunity to connect with other
midwives that is the most valued aspect of thesigites. Penny said she would like
to attend more study dayslle study days are good because you're mixing yaithr
colleagues... you're chatting[1:4], however this is often hard to do becaus¢hef
difficulty of getting time off work. The midwivesirfd workshops and continuing
professional development provided in their locataamparticularly valuable. The
midwives in group one had previously had technglalls workshops presented
locally [1:5] while group four organise many loeabrkshops for midwives and other

health professionals.

Group four have organised several local continuprgfessional development
opportunities.

We have had an in-service with Lab people on, different types of
antenatal screening or the UTI" update that kind of thing and we've
invited the Maori health people to come. When we’ve had a lactation
consultant down we've invited other people. When the neonatal
resuscitation people come, for our in-service, the rest of the hospital
is invited to come, the doctors, the MOSSs* and the duty nurses.
[Mary, 4:3]

1 UTI - Urinary tract infection
2MOSS,- Medical officer special scale. The equintlE a registrar in the base hospital. These
doctors work under a special rural scale with sup®mn from specialists in the base hospital.
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The midwives believe that local continuing professil development would allow the
midwives to learn together. As Chris said abouirmgto travel to study,
“And so really for myself, it would be nice to gothwiour
colleagues so you can disseminate the informatigether, but we
can’'t do that because we would leave the place ¥mj[gEhris,
2:13].

For most of the midwives, the primary source dbimation is their own local
midwifery group. However the midwives also acquir®rmation from others with

whom they have professional relationships.

Connecting with others

Connecting with women

The most frequent connection that rural midwivegehia practice is with the women
who are their clients. It is through these conmastithat midwives will engage in the
majority of their information-gathering and sharir@me midwives did mention this
although only one recognised this as an importaed af informing their practice,
commenting that this is one of her primary souffoesnforming her practice [Jane,
1:1]. Information shared from clients may be a stus to the midwife to investigate
an issue in more depth, or, women may have a déeperedge of their own clinical
situation than the midwife. Fiona and Rachel fotimat, where the woman has a pre-
existing medical condition, she may be able to eslr@iormation around this with the
midwife [4:10]. An example was a woman who hadssue with a Monilial (Thrush)
infection and shared information she had found #kthis condition with the
midwives. As a result the midwives found that thasd> hospital management
guidelines for this condition were out of date amot based on the most recent
evidence [4:10].

We learnt a lot form Susan’s case. She was a womvan, had

problems with ongoing thrush, and she looked upghrand she did

a lot of research, and gathered information, and faend out that

our base hospital protocol was actually quite ouéde5o we learnt

lots from her. Yes she brought up a lot of infoiorat Well-
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balanced information but she was very motivated amrfRachel,
4:10]

Connecting with other health professional

Chris meets with a variety of other multidiscipliymagroups, which have been
described earlier. Chris values these learning dppibies however, this may not be
an option which is open to other rural midwivesedo distance from the main
centres. Chris also commented that her local gn@lip have support from the local
GPs whom they will call if they have an emergenityadion requiring extra skilled
assistance [2:16-19]. Both Fran in group three idiady in group four spoke about
working hard to keep the lines of communicationropetween midwives and GPs or
obstetricians [3:9; 4:11]. The midwives also spakeaccessing information from
paediatricians, lactation consultants, laboratéajf énd dieticians [1:1; 1:5; 1:9; 2:4;
2:6; 2:7; 2:8; 3:8; 4:3; 4:8; 4:9].
Penny gets a lot of information through her corstadth other health professionals in
the base hospital

Talking to medical staff in the base hospital..f |ihave any

guestions | just chat to somebody about that oy’lhput me onto

something that | can regéenny, 1:1].
Fiona from group four appreciates information stdarem medical staff in the base
hospital,

Sometimes it is just a simple phone call to a tegiswhen

something comes up. For example recently a womaosex to

cytomegalovirus, so a phone call to them and thiéydwect you. |

think that is always the best first step really dee what base

hospital is doindFiona, 4:2].
Specialist clinics are held monthly in Fiona's Ibdacility. Having a particular
obstetrician visiting has given the midwives diractess to the obstetric consultant
which is something they value highly, Rachel said

When we had a permanent person it was a really ggetem where

you could email Deborah Short with your queries god would get

the reply the same ddRachel, 4:2]
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These midwives find they get good support from otireedical staff in the local
facility, which is served by a radiologist, nursisigff and medical staff in the form of
an on-duty medical officer special scale (MOSS).e Timidwives also have a
relationship with other health professionals witkiie local facility. Ruth made this
comment about the support from this souf@de first support in a storm for me is

always my collegial support.[Ruth, 4:3].

Fran in group three had recently joined the La eEthroup locally as a professional
support person. Fran had issues with the avaitgbdf practical breast feeding
information and finds this is another support medctra for informing her practice
[3:7].

Audio and video conferencing

Some midwives had experience with audio and videtderencing. Penny in group
one had participated in a video conference orgdnisethe polytechnic school of
midwifery [1:5], Penny enjoyed this opportunitydbat to people. June, from the pilot
group, had run a video conference group and hag pesitive feedback from the
midwife participants however, she felt it was anpensive exercise for the
polytechnic and was unsure if it would be sustdm#d continue [P:14-16]. Midwives
in group three, had participated in the past, iseblaospital teleconferences of case
reviews. [Sarah, 3:6]. Doctors, midwives and obtiens were able to participate
locally and this was a good, accessible, learnpygpaunity.

Whoever was on call that morning could listen towhile the

doctors and midwives and anyone else in the baspitab had a

[case review]conference about, once a month... And that was

fabulous except they took it off because it, appdyewas too

expensivgSarah, 3:6]

3 La Leche League — An international organisatioiictviaims to support mothers to breastfeed
through mother to mother support as well as shanftgmation and resources.
http://mww.lalecheleague.org.nz/
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Connecting with midwivesin other areas

Sarah belongs to midwifery groups through interr@tnections with international
midwives, 1 am on various midwifery research lists, in the UfSarah, 3:9]. When
she comes across anything interesting she will hes®n to her colleagues. Nell also
accesses the internet,

“I would be totally and utterly lost without theternet, plus our

collegial support we give to each other | thinlaisolutely superb.”

[Nell, 3:4].
Jane also spoke of overseas midwifery connectidmshashe maintains and which
provide support and information [1:1]

Tracy spoke of discussions with midwives from ttasédy hospital. On occasions she
has asked these midwives for advice about a p&atigsue. She has found they often
cannot help, as they have the ready availabilitgrattical support from obstetricians
or senior facility midwifery colleagues. This optids not available to the rural
midwives and so the context of practice is quifeed@nt “they’re just coming from a
different perspective completelyfTracy, 3:8]

Chris spoke of working with student midwiv8§ you take student midwives you've
got to get up to speed with what you're sayir{g@‘11]. Others also spoke of the
benefits of working with student midwives, as studebrought a fresh perspective
and may have up to date resources which they care stith the midwife [Jane, 1:4;
Rachel, 4:16].
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Connecting with information

Onlineinformation.

Nearly all the midwife participants use the intdrme some way to inform their
practice. Only two commented that they felt uncamafole with this source of
information. Chris does not use computers at al i@lies on her family members to
help with access to emails, however she said ttieranidwives in her group are
comfortable with its use [2:10]. Penny also samt the internet was not her preferred
source of information however she does access gmad also commented on use of
the intranet when she is in the base hospital wiints. She therefore has some

computer skills [1:1; 1:4].

Anne works alone and gets a lot of information frbra internet, however this is not
always as easy as she would like. When she comessaan article she is often not
allowed to view the whole article without payingt@usignificant amount of money.
This is a frustration as it is hard to tell if tadicle is actually relevant or not. [1:3].
Meg from the pilot group spoke about the volumeeskarch that can be accessed on
the internet'There is such a wealth of stuff on the internedttpeople could just be
swamped by it'[P:7]. Even when material can be accessed ittenafot relevant to
the local midwifery situation, Meg commentethére aren’t always answers to our
guestions. That's what is frustratingP:7]. Most research is conducted through other
disciplines and cannot always be transferred tovanthe questions of the midwife in

practice, particularly in rural New Zealand [P:8].

The midwives in group three use the internet fretiyeto access information for
practice. Sarah commented that she is a particijanseveral online research
discussion groups, locally and overseas, whiclgaasl sources of information which
she then shares with her colleagues [3:9]. Nedl ks a favourite site for information
she can share with women [3:10]. It is interestthgt it was the most remote
midwives who were the strongest users and expressged interest in use of the

internet for networking and practice information.
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DHB Intranet

Midwives in two of the groups mentioned accessh® DHB intranet service and
availability of libraries of evidence as well asdb policies and guidelines through
this service. Both these groups were part of tirees®HB and this may be a local
initiative of this particular DHB as the other twooups, from a different region, did
not mention this as a resource. Not all the midwivethese groups knew that access
to the intranet was a possibility or were famil@th how to do this [1:7; 4:5]. Anne
suggested that a workshop on using this servicddamel valuable for rural midwives
[1:7]

Journalsand data bases.

Each group of midwives said that they have acoesbhd New Zealand College of
Midwives Journal and Midwifery News. These publicas are supplied to all
members of NZCOM as part of their membership. Most this a good source of
information which they valued for its local conteamd its relevance to midwifery
practice in New Zealand [P:3; 1:2; 2:10; 3:6; 47Bhe pilot group mentioned that
there is not much clinical content in the NZCOM id@l, none the less this was still
the most frequently read journal by this group [PThe only other journal mentioned
by most of the midwives was the MIDIRS Midwifery daist [P:3; 1:6;] although
Anne commented that MIDIRS is geared to the UK raadnd not always applicable
to the New Zealand context [1:10]. Groups one and iave access to online journals
through the DHB intranet service and group threeesg articles directly off the
internet or through discussion groups [1:4; 1:8; 3:5]. There was no mention of
specific journals that were accessed in this waydver this question was not asked

of the midwives.

The only mention of a data base of systematic vevieas by Carrie in group four
when she was pointing out what could be accessedigh the DHB intranet [4:5].

Although midwives in other groups spoke of onlireeess to material they did not
mention any particular sites they might visit. Tinelwives were not asked for this

information however.
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Books

Two of the midwives commented on a preference fwwks over other sources of
information. Chris and Penny, the two who are rwtficent using the internet, both
said they prefer to get information from books. ewould use the internet to find
and buy books rather than to find information [1Rénny obtains books in a number
of ways, including books that her clients are regdiPenny saidl like books, I've
got lots of books and I'm often whizzing back toklap somethingT1:5]. Chris
commented that she finds Anne Frye’s ‘Understandih@gnostic tests in the
childbearing year particularly useful having puased this book 2 years ago. Chris
stated t feel more comfortable with books than | do wittmputers, because | am
rather technophobi€ [2:10].

Although books may be useful for acquiring inforroatthey may not be appropriate
in an urgent clinical situation. Fran commentedttoa difficulty of relying on books
for information

“If you're sitting at three in the morning, with lzaby that you can't

get on the breast you don’t want to be leafing digio this thousand

page book, which is telling you all the theory @Emthing. You

want to be able to find something that’s reallyfuké [3:9]

Hospital protocolsand guidelines

Another important source of clinical informationr fpractice comes through the
guidelines developed by the local DHB. Particulantion was made of guidelines
for management of GBS, this was commented on byyHn12] and by Chris [2:6].
Penny expressed frustration that there is no unityrfor practice recommendations
for GBS management across the country. Both ofethreglwives also mentioned
being consulted on the development of these guieelby the DHB [1:12; 2:6].

If there is something that our manager wants usa at, revise or

review, she asks us to make commeriitbnWe get an opportunity
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[to do this] at our monthly meetings of independent practitiene
[Chris, 2:7]

Workshops and study days

Workshops and study days offer midwives an oppdstufor networking, as has
already been discussed. Formal study has a pantitehrning focus, for example,
technical skill development or dissemination ofdevice. Two of the midwives had
participated in post graduate study. Sarah had etha postgraduate qualification
and Anne had completed some postgraduate papens. discussed participating in
annual updates of skills such as Cardio PulmonasuRcitation (CPR) over many
years [2:7]. Chris had also attended workshops enimeal repair and breastfeeding
amongst other things [2:8]. Midwives from group ifduad attended the Advanced
Life Support in Obstetrics (ALS®) course. This is a course with a ‘hands on’
practical focus that the midwives value. Rachal sai

It was well-organised. It was a safe environmengnmall groups. It

was really good teaching and really good learnindg.came back

confident.. [4:6].
This practical focus is particularly valued. Magnemented that practicing skills such
as suturing that are seldom used but very necessaryan important component of
continuing education [4:7]. It is essential to tm&dwives that practical continuing
professional development is delivered in the cantéxhe midwife’s rural practice
area. This is best achieved for the midwives iséhstudy days are delivered in the
local area.

Standards Review

Penny commented that it would be helpful if midwyfestandards review meetings
could also be held in the local area [Penny, 1:CHris was the only midwife who
was currently involved in the organisational aspefciStandards Reviewiit has
evolved in such a way that it is helpful for loakiat midwivedpractice].Reflecting
and thinking ‘well yes | do need to research thabiemore” [2:10] However, the

14 ALSO: Advanced life support in obstetrics — ‘aniedtional program designed to assist healthcare
professionals in developing and maintaining thewdedge and procedural skills needed to manage
emergencies that can arise in obstetrical car& Abtil. 2007
<http://iwww.cfpc.ca/English/cfpc/cme/also/defaidpas=1>
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midwives in group three did not find Standards Rewiparticularly helpful for
informing their practice. Nell found that it did thceally highlight anything that she
felt needed to be changed about her practice. Sbhdedt that where knowledge gaps
are identified there are no strategies to suppodl Mmidwives to get the necessary
training or experience to fill those gaps

“So many of these structures are set up so you realgse your own

practice, but then we just don't have the suppartfallow it

through.” [3:5].
Fiona from group four had a different perspective

“Definitely I think it is a worthwhile thing. Iniéilly | really didn’t

want to be a part of it but it has changed our pgiee. By doing

your statistics and seeing what your percentages, ou then

acknowledge what actually happens in your practiod why is it

happening. And can you change it? Yes you can,vemncave.”

[4:18]

Chapter summary

Supportive relationships which midwives have adhvidual to her situation and her
practice group. For these rural midwives suppontatationships with others facilitate
information sharing. For some of the groups refetiops with other health
professionals are maintained reasonably easilylewibr others this is problematic.
Information sharing with clients and students atimulates the midwives to reflect
and investigate issues in greater depth.

Most midwives were quite at ease using online mfmron however they cannot
always reach the information they want as they afohave access to online journals
or data bases. Two journals are widely used bthalmidwives while some midwives
prefer to use books as a source of information. Mitbvives prefer to inform their

practice through their own local midwives group,anh this exists. The midwives
also identified particular issues that make actegsformation or interpretation to the

local setting difficult.
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Chapter five: Barriers to informing practice

Introduction

Because so much information is shared through ant®ns and professional
relationships barriers to accessing informationemftrevolve around the issues
midwives have with these relationships. The midwiaéso identified other problems

that make it difficult to access and keep up t@deth information for practice.

Relationship issues

Connections between women, midwives and with ottesmsociated health
professionals are very important to rural midwivEsese relationships are the basis
from which the midwives inform their practice. F@ome of the midwives,
maintaining good relationships with others seemsdppen relatively easily, for
others it is more problematic. This is very indivad to the circumstances of the

individual midwives and the areas in which theygicze.

Group four have particularly good relationshipshwibhe obstetric staff at the base
hospital. However they commented on the lack opsupfrom the local GP practices.
The GPs in this area used to provide a maternityicce and also some practical
medical support to the local facility. However thiegve now withdrawn from these
services and so no longer have a working relatipnsith the local midwives.

We had good rapport with GPs, but once again, beeaf the way

the cycle turns, and the GPs were in obstetrics, gon’t have that

relationship with them you sd@&larianne, 4:10].
Because of this lack of contact there is no opputgufor a collegial relationship or
information sharing to occur between these grotfmsyvever Penny, in group one,
commented on her good rapport with the local GBgi@ Chris in group two [Ruth,
4:10; Carrie, 4:10; Penny, 1:19; Chris, 2:16-19].

While most groups found the relationship with theesd hospital specialists to be

supportive, group three did not.
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| would say they are largely unhelpful[Sarah, 3:16].We are

unsupported, and there might be something horresd@ppening

here, and ...you pick up the phone and you just getdd.[Nell,

3:16].
There are no specialist clinics held locally anelsth midwives usually hand over care
at a mid-point on the journey to base hospital tu@listance and inaccessibility,
therefore the midwives in this area do not haveectprofessional interface with the
hospital specialists. This means that the oppdramito develop a collegial

relationship are limited and opportunities for shginformation are minimal.

The types of relationships the midwives rely onifdormation may be based partly
on the collegiality of the professional relationshWhere midwives do not have a
working relationship with their colleagues the psdional relationships can be more
problematic. There is a perception that these aglles do not have a clear
understanding of the context of practice of thalraridwife. So much information is
shared through interaction with others this canaotmegatively on the midwife’s
ability to inform her practice. Being able to cfgrihe applicability of evidence to the
local situation, in discussion with colleagues, Imigeduce apparent conflicts in
evidence by identifying an appropriate choice fer kbocal context of practice.

Issues with research and continuing professionaleyelopment

Conflicting evidence

Differing opinions in evidence cause confusion andertainty for the midwives and
the women they care for. This is particularly soewhaccessing guidelines for
practice, and finding they are outdated, or thatahis conflicting evidence which
does not support the local guidelines [1:13; 4:T0jis makes decision making and
sharing information with women problematic for th@dwives. Regarding GBS
Penny said

“There’s meant to be some national agreement, becallsthe

hospitals have different policies, different amsunt antibiotic...

but in New Zealand they can’t actually agree yée Pprotocols are
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in the process of being changed they are discusing [Penny
1:12]
Context

When midwives access information it is importantitem that they are able to relate
it to their own particular practice situation aridstis often not the case for these
midwives. “l find sometimes with MIDIRS that it is very Ergfli orientated, and it
had some fabulous ideas but a different populatipanne, 1:10] This can also be an
issue for the midwives with workshops and contiguprofessional development
days. If workshops are delivered in the base halsthiey are being delivered to meet
the needs of those midwives. This is differenti® tural midwives context of practice
[1:17; 2:16; 3:3; 3:8]. When practical continuingofessional development is
available in the City it may not be relevant toalumidwifery practice. Tracy had
attended a cannulation course along with ruralesieg the base hospital. She stated
that it did not meet her needs,

It wasn’'t geared up for my needs because they dkimdw who |

was. They didn’t know our practice here becauseg the not in

touch with me here. They knew all the nurses... bag were all

comparing their practic¢3:3] .
With so many demands on midwives’ time it is impaottthat continuing professional
development is useful and applicable to their gecacsituation, making good use of

the midwives’ time.

Time

The time involved with travel to continuing professal development outside the
local area is another issue. A large componenhefrural midwives time is already
taken up with travel to clients and this too caawvke little time over for researching
issues and accessing evidence [1:3]. As well agagdime for travel, time for study

and time for work the midwives also commented anrieed to have some time left
over for a life outside midwifery. This need, tovkaa life outside of midwifery, often

competes with the midwives desire to attend coirtgpprofessional development
days or conferences [2:14; 4:9]lts juggling time again getting time off to go &
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study day means | can’'t have my weekend off asekemd off, with my family”
[Chris, 2:13]
For those who lack confidence with information teclogy lack of time to acquire

these skills could also be a factor.

Confidence with information technology

Unfamiliarity with information technology was not @oblem for most of these
midwives, however two did lack confidence with cartgrs. While they were clearly
happier not using computers they did not appebetmotivated to gain confidence in
their use, one saying she preferred to'sfmoon fed” [2:16] and both expressing a

preference for books [1:1; 2:10].

Finding and understanding new innovations in jolsrma online does not mean that
the midwives will be able to utilise these in preet Fiona pointed out that sometimes
it is necessary to see a new skill being perforntbgdsomeone who has expertise,
before she would feel confident to try it herself,

There are things that we know that would be berfin our

practice that we haven’t implemented because werfiathe role

models to look to, to progress with certain thifg$]
Employers need to support midwives with access d¢mticuing professional
development which meets their needs and providesraymities to raise confidence
in using information technology. As so much infotioa is shared through computers

and the internet, midwives also need ready acoab®se resources [3:17].

Understanding and support from employers and others

Group three felt that there is a lack of understampdrom their employers and local
facility management about the issues for rural mdw. Their immediate manager is
a nurse however they largely manage the midwiferyises themselves. They feel
that they have had to battle for anything that thegd.

There is this particular midwife who has skills in perineal suturing.

We tried to organise for her to come here and hold a workshop. But
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we had then to put in a submission, to justify why we should have
that, why she should come to us and not us to her. I'm almost
certain that would never happen for nurses, for them it just happens.
We have to put the time in to justify it and then it may happen. We
are the ones who need to identify what our clinical needs are, not

someone else. [Sarah, 3:4]
They do not have access to a computer in theikvavea, and use their own
computers at home to access information [3:3; 3#4jese midwives also have
difficulty getting financial backing from their ergyers to participate in professional

development activities.

Funding

The biggest issue is funding for all the differeveys in which the midwives may
inform their practice. [1:16; 3:4; 3:6; 4:8A\s employed midwives group four are
acutely aware of the financial situation for thesnployers. Marianne summed up the
situation best,
The money situation is terrible, isn't it? That Weibe our biggest
frustration. Not just financial but that we don’ave enough cover
for us just to go... and it all does come down to eyon the end
[Marianne, 4:8]

Several midwives commented on the expense of agngrprofessional development
and this is compounded for rural midwives by thech& obtain professional cover
for practice while the midwife is away. Nell who is an employed group of
midwives said

It's extremely expensive to actually employ us bseahey have to

pay for all that [continuing professional developitie So we are

aware of that, that it's becoming really expensivew for [the

facility] to employ midwiveg3:4].
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Chris who is self employed spoke of the difficultygetting self employed midwives
to commit funds towards professional developmetivities. She commented on the
self employed midwives’ dilemma of what activitisee might commit her hard
earned dollars towards.

Its looking at where are the dollars are going ® ¢pent and if it's

for your own educational responsibility there isoagh difficulty

getting midwives to be reviewed isn’t thef€hris, 2:18].
Chris was relating the expense, for rural midwivefsparticipating in the standards
review process, to the added expense of paying cfamtinuing professional
development. She is identifying reluctance by somidwives to pay for these
necessary activities. There is a sense from alitiosvives in this research that, if the
funding issues could be fixed, then everything &seld be much easier [P:8,13,19;
1:16; 2:16,19; 4:8].

Chapter summary

For these midwives, the principle barrier to infarqpractice was lack of funding to
support them to attend continuing professional kigreent or have enough time to
access and understand research. Problems withiatioigflevidence could also be a
problem with no national consensus identified ués such as GBS. While most
midwives had good working relationships with othealth professionals two groups
identified problems with these relationships agibes to informing practice. Time
was another barrier to the ability of the midwifedccess information. Lack of time
meant it was difficult to find time to inform thepractice. This also led to a dilemma
in the priority of having time off away from practi with family, or engaging in
activities to inform their practice. The midwivedtfthat providing better local access
to workshops and to information would result in mcefficient use of time and

money.
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Chapter six: Local access and future aspirations

Introduction

Accessibility to information, and to continuing feesional development, would be
improved if more workshops were delivered in thedwves’ local area and by
improved networks with other midwives. The midwivedso wanted improved local
access to information. This was the second themderitified in this research. Not
only would access to information be easier forrthdwives, there was a sense that it
would also be more applicable to the context of itidwives practice. Midwives
would be able to interact with the information agraup, identifying applicability to

the local context.

Local access to continuing professional development
With limited numbers of midwives available to prdeicover for the rural midwife it
is difficult for her to leave her practice areadtiend workshops and continuing
professional development days. This was highliglagan issue initially by the pilot
group. These midwifery educators are involved igamising continuing education
opportunities for midwives. Molly spoke about a w&hrop that had been organised
and four rural midwives had paid the associated fag on the day were unable to
attend [P:13]. She added,

“I think the idea of courses and workshops beinfgred in rural

centres is brilliant because it really is an oppority for midwives

in those areas’(Molly, P:13).

Anne commented on the difficulties of getting torkkahops outside the local area,
“To leave your area that you're on call in, and thiéficulty in
getting a replacement for yourself when you're aviaym your
area, it’s a challengeT1:3].
In her dreams for the future Chris said that sheulevdike people with expert
knowledge to visit the local area and present métion through locally-held

workshops for a range of rural practitioners,
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I'd like someone to come: a roaming team of exgpend visit the

area and provide a rural services update which wouliclude

perhaps the GPs and midwives who were doing prirhaajth care,

with a specific section on maternity and paediatfiz16].
She remembered that this had happened many yeaia #ge form of a local retreat
and had been valuable for midwives and GPs. Gratgetalso commented on the
value of

Having people come here. If it's something wortmitg to we will

come in, so it's worth people coming to us. Rathan going to the

city to find out it is something absolutely irredet.” [Sarah, 3:15].
Group four commented on a variety of continuingf@ssional development days that
they had organised locally. Other local profesd®nihat they had invited to attend
also benefit from these [4:3]. On the same topral®aommented

But | don’t think there is a lot of support for geg a lot of clinical

education for rural midwives, other than what we darselves.

[3:2].

Local access to information
Easy local access to information is not only valedbr rural midwives. June, one of
the midwifery educators, values being able to axeeside variety of journals online

| have access to an amazing array of online Jowmadw but the

only reason is that I'm enrolled as a student inumiversity in

Australia[P:4].
This ease of access to online information was sureidor a couple of the participants.
Anne found it very frustrating being able to findfdrmation about articles that
appeared to be useful but not being able to getetavhole article

They just give you the article with the name anel aluithor and

you're thinking ‘well how do | get that particularticle without

going to the library’[1:3].
Midwives in groups one and four can have accefilserefrom their home computers
or the local facility computers, to the DHB intraiservice [1:8; 4:5]. However not all

the midwives were familiar with this service, amhne of the midwives in group one
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did not have access to it. Anne commerif€dat’s the study day that LMCs need.
They could run a session so that we could get atdds/]. The intranet gives users
access to DHB guidelines as well as MIDIRS midwifeligest online and other
databases of evidence. Sarah also accesses a latfosmation online. Her
postgraduate study had taught her how to do this

I find it difficult re-doing what has already beelone, and it is

difficult to get information from elsewhere unlgss do it yourself,

go online, read heaps, MIDIRS and all that sortsuiff, journals

and so or[3:2]

Improving local access
This desire to have more continuing professionaketimment available locally, for
midwives, was high on the ‘wish list' for all of ehparticipants. Group one
commented that they would like to get a group oflwives together so that they
could have their Standards Review session heldllyoda:17]. As previously
mentioned, group two would like visiting expertgpt@sent a workshop locally, for all
local health professionals [2:16], and group thwesnted more people to come to
them to deliver workshops [4:15]. Group four commteenthat funding is the missing
ingredient for attending continuing professionavelepment, or to make running
workshops locally viable, as people that delivexsshwant to be paid

“It always seems that we are trying to go to thebet it is very

frustrating that sometimes people don’t come tankess we pay

them. It would be easier to go to something if tbege in a while

would come to us.[Marianne, 4:14].

Rural midwives’ network

A common desire from the midwives in this studytashave some sort of rural
midwives network, Tracy commentéed think it would be good to have contact with
other rural practices like this and compare not¢3™9]. There was a sense from some
that the rural GPs had something like this but thagt no clear idea what this might
be or what form it might take. Anne commented
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There’s a rural network for the GPs isn’t therethink I've seen

something like that around the hospital | thinls ifust a bit more

what they dd1:19].
Anne is referring here to the New Zealand gengrattice network, an organisation
representing the interests of rural general praogrs and rural workforce issues
(NZRGPN, 2007)

Mary thought sharing with rural midwives in othereas would be a good idea,
particularly being able to share unusual things thalwives have come across in
practice and have gone on to investigate. Being &blpass this information on to
others, might help those faced with a similar ainstance [4:15]. Sarah thought being
able to link up and speak with other rural midwivesuld be a good idea, perhaps
through teleconferencing or video conferencingthé midwife had a particular
midwifery question, she would be able to go onliawed talk with other rural
midwives, about how they might deal with this siio@a. Nell commented that the
facility does not even have a computer for the lloc@wives and they have to use
their home computers to access information. She thedt a computerised rural
midwives network would be a wonderful opportuniby §haring information between
rural midwives and this could be provided througinal matemity facilities [Nell,
4:19].

The midwives felt that local delivery of continuipgofessional development would
make it more accessible to rural midwives. Allowithg midwives to study together
would enable them to debrief together about thetecanof the local situation.
Midwives also wanted information to be more readisilable to the rural area and to
be able to link up with other rural midwives to sharactice experiences. These are
some of the ideas that may help to overcome barrieat the rural midwives

experience in trying to inform their practice.

Future aspirations
Primarily the midwives want better funding suppfsadm the government to enable

them to get cover to attend continuing professiodalvelopment, or access
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information in other ways. The next issue for dltreese midwives was having access
to practical, useful information locally that wilelp them in their day to day practice,
as rural midwives.

There is so much time put into evaluating your pcac but then

where do go to from there. Where do you turn arotnds a rural

midwife?[Nell, 4:15].

Overall the midwives enjoy being able to conned¢hwither rural midwives and enjoy
the sharing that occurs when this happens. Evergae that they would like to
expand their network of midwifery support

But certainly a rural midwives network would be tistic, that we

could ring other people and say what do you thifdowa this?

[Tracy, 3:9].
Online networks were mentioned as a possible mésitmafor this. The midwives
would not only value being able to chat with oth@dwives and ask for information
when they have a particular issue but they woulettmlot to share, particularly with
challenging clinical issues that have arisen fenthwhich they have investigated,

Just share over the internet, a case study fromaoea, this is what

we found and how we managedMary, 4:15].

Other ways for expanding these networks mentionad for rural midwives to get
more involved in regional midwifery activities oo have a work exchange, with
midwives from the urban centre and rural midwiwegching roles for a time,

Sometimes you just need that injection of midwiggrhusiasm. So

if we don’t get out of our space and go to it orita it here then we

are not going to have the benefits gRachel, 4:12].

As mentioned previously more local access to cairtoy professional development
and information was another wish of the midwiveshér dreams for the future Chris
commented,

Have a panel of experts who come along with altelenowledge

and information and offer us a one day worksf©pris, 2:16].
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Chapter summary

The midwives want more local delivery of informatiand continuing professional
development opportunities which they feel wouldtéreimeet their needs. A rural
midwives network would allow them to share experesnand problem solve together.
Many of the issues raised by these midwives arélasirto the findings from other

studies. Recognition of the issues that these mielwiaise is an important first step to
identifying ways in which barriers could be overemand dissemination of

information could be better achieved for rural mivks.
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Chapter seven: Discussion

Introduction

This chapter describes the findings of this studgether with the background
research in relation to this topic. The particigamt this research identified several
ways in which they inform their practice at presefite midwives prefer to share
information with their practice group, and enjoye tbhccasional opportunity to get
together with other midwives. This is a valued aspef attending continuing

professional development opportunities. All of tnese affected by the isolation of
the midwife. The more isolated and fewer connestisime has with other midwives or
sources of evidence the more challenging it becotmeimform her practice. The

midwives had some ideas to make this simpler ifuhee. High on the wish list was

better funding to support the midwives to accesginaing professional development
opportunities and locum support for their practicea. Following release of the health
workforce survey (Goodyear-Smith & Janes, 2006) fsdlback to government on
the new Section 88 document the New Zealand gowvemhimave announced some
additional payments for rural midwives through aaluranking scale (O’Connor,

2007). A sum of $2M is to be disbursed annuallyrtiolwives to support the rural

midwifery workforce. This may go some way to addréee financial concerns of the
midwives participating in this study. The midwivedso wanted more locally

delivered continuing professional development ofppoties. Use of modern

communication technology may be able to providepsupfor the midwives to do

this.

Rural midwives connecting

The midwives discussed several ways in which thayeatly inform their practice,
ranging from investigating topics of interest thgbuthe internet, to sharing
information within a group, or participating in doning professional development
days. They identified the importance of informatgiraring and learning through
practice groups. These midwives practiced in vayyiagrees of isolation. The degree
of isolation influenced the opportunities that thedwife had to connect with

information in a variety of ways. The key to infang practice for these midwives is
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the ability to connect with each other, or to cartneith information online, or in hard
copy, through journals and practice guidelines. Thidwives preferred to share
information through their own practice group, aravsthis as an opportunity for

sharing and learning.

Local practice group
The midwives spoke of the value they placed orr ten local network of midwives
and the information sharing that occurred when thettogether. Tracy in the third
group said

| have to say personally, | have gained most oknowledge from

my colleagues, from working with other highly expeced,

midwives. And with different midwives, because ygaining from

every single one and your in a situation where gan watch a lot

people or help a lot of people working, you know ymick so much

out of it. That would be probably the way that Iy&ined an awful

lot of knowledgéTracy, 3:7].
Blackburn (2001) also found that social workersfgaranformation sharing with
colleagues. Social workers, like midwives, are ofgjeographically isolated from one
another and from sources of evidence. Cullen (19@d)a similar finding with New
Zealand GPs whose preferred source of information gdractice was trusted
colleagues or medical specialists. Ross (2000) falead rural nurses preferred to
access practice information through their localoeks. One midwife in my study
who worked alone was motivated to try to find otherys to network with colleagues.
Speaking of attending continuing professional dewelent she said

The greatest benefit of it for me was sharing thingth, other

midwives, midwives in a room, partly through novihg that, was

one of the inspirations for starting to convenestheneetings here, |

was not really meeting many other midwives otherwighich is the

best way of getting informatidAnne, 1:2].
The preferred source of information for these michsi is to be able to share

information with other midwives who have a simiaea of practice.
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Information sharing

Information can be shared either face-to-face argusommunication tools such as
telephone, email or online discussion groups (Black, 2001; Cullen, 1997; Fahey,
2005; Russell et al.). Sarah commented that she asssciated with a variety of
groups through the internet and acquires a lotea¥ mformation through this source
[Sarah, 3:9]. Penny commented that she and her ifieigwpartner keep in touch and
share information through texting on their cell pbs [Penny, 1:5]. Rettie (2003)
commented on the sense of connection to otherg;hwindividuals can experience
through the use of cell phones. Cell phones coelduseful tool for midwives to
discuss and reflect on practice within a group &s whe case in a study of

undergraduate midwives use of a cell phone discoggioup (Lee, 2006).

All the midwives in this study shared emails witthers and received information in
this way, only one midwife was unsure of this tembgy and relied on her family to
access emails for her. Nonetheless all of thesemzontation technologies have
potential to allow midwives to keep in touch witther midwives and with the wider
midwifery and medical community. Email discussiaoups have proved successful
for informing practice and providing a mechanisnr fpeographically isolated
practitioners to connect with one another and farrgroup identity (Kildea et al.,
2006; Tolson et al., 2005; Russel et al., 2004)h@ugh face-to-face interaction is
always the preferred method of communication festhmidwives [Anne, 1:2] this is

not always possible for geographically isolateckpractitioners.

The midwives in my study also spoke of informatgbraring with others, outside their
practice group. Some spoke of information thatntieshared as an opportunity to
inform their practice. One client who had a mohiirdection had obtained evidence
on this issue which she shared with her midwifee Tiidwives investigated further
and identified that the guidelines from the basspital were out of date [Rachel,
4:10]. Women who have pre-existing conditions atsty have a good understanding
which they can share with the midwife [Fiona, 48jdwives might be involved in

helping women to interpret the information they finding Rachel commented,
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Without training, in critiquing an article, whetheit is good

research or not, you can get carried away on a wiahel, 4:20]
One midwife spoke of informing practice through weations with voluntary
organisations

We meet once a month, usually at one of the midwieenes, and

various topics come up. We try and make it verpsrtwe for each

other. We've obviously got political bits of insdaauts coming to

us, but we also try to ensure that we are beind inédrmed with

people in other organizations such as the Pluokganisation and

the immunisation advisory groufChris, 2:4].
Midwifery in New Zealand has embraced a partnershgael where midwives and
their clients share information with each other i(f3and & Pairman, 1995). Ready
access to online clinical information (Stewart, 2P@rovides the opportunity for
women to investigate issues of importance to th&inen women share this
information with the midwife it may highlight isssiéor the midwife to investigate the
further. This contributes to practice informatiar the midwife and may highlight

issues with practice guidelines.

Issues with informing practice
Some midwives felt that practice guidelines may aletays suit the context of rural
midwifery practice
We certainly have them but we don’t have to folltvem
[guidelines].We aren’t base hospitfiarianne, 4:17]
Although these guidelines may well be applicableemwksecondary care is necessary
the midwives did not mention any guidelines on Whibey could base their daily
rural practice decisions. Research suggests thaelmes are most useful when they
are developed for the local situation (Bero etE#)98; Craney et al., 2001; Farquhar
et al., 2002; Tucker et al.,, 2003). The New Zeal&uallege of Midwives have
produced consensus statements on many aspectslwffeny care and although the
midwives did not mention these neither were theyedsdirectly about them. It is

important that midwives are aware of new evidenc&n@v guidelines which may
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affect their practice decisions. Geographic isolatnight reduce the opportunities for

some rural midwives to be made aware of new evigenc

Isolation

The more geographically isolated the midwife was, fewer connections with others
or with information she was able to make on a raghbéasis. Sarah in group three had
recently completed a Masters degree and commented

I know how to get hold of information, but the desh | think in

rural areas is, we are not sort of shoulder to ddeu with it[Sarah,

3:2].
When midwives had limited opportunities to conn&dth other midwives, the
opportunities to share practice information, peninto the midwives, was also
limited. Others also have described the extra ehgh practitioners have with
informing their practice when they are isolatedaark alone (Cranney et al., 2001;
Fahey & Monaghan, 2005; Kildea et al., 2006; Ol&f$4; Parsons et al., 2003).

Figure 1, (next page) illustrates the midwife in stydy who was geographically
closest to the main centre which is half an howrfwe from the primary rural
maternity centre. Her proximity to the main cerglews her to participate in an array
of groups that may not be possible for more distantolated rural midwives. The
midwife in this model met with all the groups odinduals illustrated on a regular
basis and had opportunities to share and acqdosmation whenever these meetings
occurred either formally or informally. Informatiomcquired in one group is then
easily disseminated to other groups. Although ihisot the only way this midwife
informed practice, it was her primary source. Othexthods she incorporated to
inform her practice included, using books and wagkwith midwifery students, as
well as formal continuing professional developmeahtpugh technical skills work
shops and other study days, which occurred frore tmtime.

Error! Objects cannot be created from editing fieldcodes.
FIGURE 1 MIDWIFE WITH MOST PROFESSIONAL INTERACTIONS.

Error! Objects cannot be created from editing fieldcodes.
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FIGURE 2:MIDWIFE WITH LEAST PROFESSIONAL INTERACTIONS

Figure 2, (Previous page) illustrates a midwife wiess geographically isolated from
secondary services and other midwives. This midwde no other midwives with
whom she could meet regularly. Her professionaheations locally were with the
single local GP or with the facility nursing sta@thers have also identified solo
practice as a barrier to informing practice. A sGB in the study by Cranney et al.,
(2001) commented that working alone was a majomidratto accessing and
implementing evidence based practice. This midwiégle good use of the internet as
a source of information. Opportunities to attendtcwing professional development
were also limited by isolation for this midwife. teatially there is also difficulty in
obtaining local cover for time away from practies,she has no immediate midwifery

colleagues to assume her caseload when she is away.

Error! Objects cannot be created from editing fieldcodes.

Communities of practice

The midwife with the most professional interactigese figure 1) has the opportunity
to be involved in multiple communities of practickll of the groups that she is
involved with share a common interest in pregnarmtyldbirth and the newborn,
coming from different aspects. They all come togethith a specific purpose. There
is an opportunity through this interaction, for newidence and information to be
shared amongst the groups, and for the groupstusk and debate how this evidence
may be applied to practice, in the local situatidinese groups are overlapping
sources of information for this midwife, around hstope of practice. These
characteristics are the characteristics which hbeen identified as those of
communities of practice (Boud et al, 2003; Gabbay&May, 2004; Tolson et al.,
Wenger, 2006).

Contrast this with the midwife described in fig@eShe has very little opportunity to
meet with other midwives in any forum. The oppoityrto identify midwifery
specific information is much more challenging farst midwife. The opportunity to
discuss how evidence may be applied in her loea & also very limited.
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When considering the midwife described in figuree phrealised that she was one of
two midwives in this study who was less comfortabléh the use of computers and
the internet. The other midwife, who had similagliegs, had strong links with the
main centre. She had many contacts in the basathio$mving worked there in the
recent past. She still travelled there frequentlith women who lived rurally and
birthed in the main centre. Perhaps these two nwelsvhave less need to access
online information, or to use internet communicatibecause their information needs

are met through their array of communities of pcact

The two focus groups, of employed midwives, aldtedid in their opportunities to
connect with others in a purposeful way. For thdwives in group four opportunities
existed to connect with visiting specialist andesthealth professionals who came to
the local rural facility. They described many canthg professional development
days that had been held in their local area. They described the interaction they
had with a variety of other health professionald gmoups. The midwives in group
three however had no such opportunities, there werspecialist clinics held locally
and no one visited the local area to share infaonatr knowledge. Therefore their
only opportunity to acquire new information wasattend continuing professional
development outside the local area, or to accdesniation online or through books
or journals. The midwives in group three appea®dée stronger users of online
sources than those in group four.

For midwives who have ready access to others Contiesiof Practice occurred in
face-to-face groups that met together for a pddicpurpose. There seemed to be
value in belonging to a variety of groups, as tppastunities to share information
across these groups, might increase the oppossaniti inform their practice. The
midwives who were geographically isolated did na¢énthe opportunity to participate
in a variety of groups, other avenues for acquiramgl sharing information were
necessary. These midwives made greater use of coitaion technology to assist

them in informing their practice.
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Future possibilities

Midwifery Communities of practice

Communities of practice may be used for problenvisgl sharing information,
sharing resources, discussing developments antlisktag where there is existing
knowledge, or gaps in knowledge requiring furthrarestigation (Gabbay & Le May,
2004; Tolson et al., 2005; Wenger, 2006). All of tmidwives had a preference for
informing practice through getting together wititle@ther, with the women they care
for, or with other midwives. This was also a kayding for Ross (2000) in her survey

of New Zealand rural nurses.

Boud and Solomon (2003) explored adult educatich tue life long learning that
occurs through the workplace. They discuss thecdities that some workers find in
acknowledging that they are also learners. Thecditly is principally around the
politics of naming themselves as learners as ogbtsanaintaining a position of
some power within a particular context in the wadakpe. Boud expanded on this with
Middleton (2003) and looked at how learning in tverkplace occurs through
informal learning opportunities and communitiegpadctice. Boud found that not all
groups met the learning characteristics of comnemibf practice. However such
communities could not be created but had to devieldppendently. For example the
tertiary educators he studied might belong to sdveverlapping communities of
practice, in their technical field, as well as #@ucational institution. All of these
added differing dimensions to the learning and Kedge of the individual and group.
Where Midwives are less isolated they too have dppdies to interact with a variety
of different groups, overlapping and sharing infation across these different areas.
This is illustrated in figure 1. More isolated runaidwives have fewer opportunities

to be involved in communities of practice as iltastd in figure 2.
Tolson et al., (2005) described the successfulldpweent of an online community of

practice for gerontology nurses in the UK. If Newafand rural midwives had the

opportunity to expand their communities of practitey could not only share
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evidence with one another, they may also be abldet@lop guidelines specific to

rural midwifery practice.

Fahey and Monaghan (2005) suggested rural midwif@mmunities of practice
could be utilised for continuing professional deyahent, through case debriefing
and journal clubs. This is already a reality ofghice for some or all of these
midwives. As Chris stated,

With our group, we often will share those articléspne of us has

had a particular case that we are concerned aboud ave have

done some research we would then inform each etheut what we

have found[2:10].

Local accessto continuing professional development

When considering future initiatives that may fdetle informing practice, the
midwives spoke of better local access to infornmgt@nd to continuing professional
development. From having regular continuing pratesd development days
delivered locally, [Mary, 4:12] to having a travelji team of experts touring the
country to bring practitioners up to date on nevidence [Chris, 2:15]. The more
isolated midwives seemed to be most familiar witdteasing information online.
Sarah from group three commented

‘I am so entrenched in computers and things ... Angtthat | think

is sort of interesting I flick over to Nell, or Tay. Because | am on

various midwifery research lists, in the UK ... amyththat comes

through that | think might be of interest, | jubt it through, even

if it’s just a snippet. So we keep up to dateylttr keep up to date

with the currency of research, as best | can. Sodbing that every

day, one way and another because | check my eail3 times a

day, if not more.[Sarah, 3:9].

There have been some overseas initiatives to prdwedlth practitioners with “point

of care access” to systematic reviews, databasesvidence and online journals.
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Evaluations of these have found that midwives hbegen strong users of these
resources, for example the Clinical Information s Programme (CIAP) provided
in New South Wales (Gosling et al., 2004) and thshbinternet library project in
Northern territory Australia (Kildea et al., 200@)e Northern Territory project also
included an online discussion group for remotelrar@wives (Kildea et al.). Given
the familiarity of most of the participants in thistudy with communication
technology there is potential for a similar projgot New Zealand midwives to

succeed in providing access to information to gdgrercentage of midwives.

Recommendation from this study

The special needs of rural midwives have been r@sed by the government in
recent months, through the introduction of a renratal support scheme and a rural
midwifery ranking scheme (O’Connor, 2007). Each tbése provides financial
support to rural midwives. Although this fundinglivbe a welcome bonus to rural
midwives, and funding was high on the priority liet the midwives in this study,
funding in itself will not remove the problems afral isolation and difficulties in
accessing information for rural midwives. Theraiseed to further investigate ways

to support rural midwives with informing practice.

Communities of practice

The midwives who patrticipated in this study wanteore local access to information
and to continuing professional development. Utiisiocal communities of practice
as vehicles for the dissemination of evidence cqurlavide opportunities for local
delivery of continuing professional development.litihg local communities of
practice may give the midwives the opportunity tartgipate in continuing
professional development together, and to refl@uet, consider how evidence can be
utilised in the local setting. The role of commigst of practice in informing
midwifery practice is an issue which is worthy obma investigation. How this may
be adapted to support the information needs of nsmiated rural and remote rural

midwives, is an issue requiring further investigati
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Céll phone communication

Cell phones may be useful for midwives to discuss @eflect on practice within a

group although this has only been evaluated witthetgraduate midwifery students
(Lee, 2006). Use of this technology may presentespassibilities and may be worthy
of further investigation. Perhaps cell phones cdddised as a way for midwives to
connect to information and to each other from tlwsun local area, this is a topic
which may be worthy of further investigation. Cetlones provide an opportunity for
individuals in a group to have a sense of conneatith one another (Rettie, 2003).
Cell phone texts have the potential to highlighgite which may be of interest to
midwives, and to direct midwives to further souradsevidence (Lee). An action

research project to investigate the use of celhpsand texting may be of benefit to

rural midwives.

I nternet communication

The midwives in this study were strong users of goters and the internet to access
information and to keep in touch with others. Oeasexperience has seen the use of
online sources to develop midwives skills in aciresand critiquing evidence, giving
midwives the opportunity to gain points towardstaanng professional development
online at no cost (Medscape, 2007). Developingnenihnetworks, through online
discussion or email groups, may also be worth exgoas these too have been useful
in reducing the effects of isolation and improvaxgess to information (Russel et al.,
2004; Tolson, 2005).

National rural midwives network

If information sharing and dissemination of evidenare promoted through
communities of practice (Blackburn, 2001; Crannegle 2001; Cullen, 1997; Fahey
& Monaghan, 2005; Parsons et al., 2003; Russdl,e2G04), then utilising electronic
communication tools may provide opportunities fuistto happen for geographically
isolated midwives to develop communities of praxtiOnline discussion groups,
email groups or cell phone groups may provide mwwiwith the opportunity to

connect with one another in innovative ways. Tlasld provide a mechanism for a
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national network of rural midwives. This was anetbéthe future aspirations of the

midwives in this study. | believe initiatives sua#these warrant further study.

Locum midwifery service

The midwives commented on the difficulties of astag locum cover to allow them
to attend continuing professional development. NEClkave been trying to fill this
gap, by compiling a list of midwives prepared t@yde locum cover, and putting
them in touch with midwives requiring this servicgeddy, A., personal
communication, April 17, 2007). Evaluation of watys improve and provide this

service in the future would be useful.

Final reflections and the limitations of this study
This study | believe adds another layer to the gngwbody of evidence of New
Zealand rural midwifery practice and also introduitiee concept of rural midwifery

communities of practice to the New Zealand ruralwiiery setting.

My own experience of rural midwifery practice anergonal knowledge of many of
the participants in this research | see as bottieagth and a limitation. Although 1

tried not to direct the discussion | cannot saycfentain that my experience did not in
some way influence the participants. The similantghe findings of this research to
other similar studies is however encouraging arghests that any influence on my

part may have been minimal.

This study was centred in the South Island of Nesaldnd which has a unique
population demographic and geographical spreaddthtion one of the focus groups
had only one participant. Her views represent lvar perspective and cannot be said
to be representative of all the midwives in hemaréhe use of focus groups provided
a rich source of data, and | believe that the breaflthe discussion could not have
been generated in the same way by other methodiatafcollection Nevertheless this
research cannot be taken out of context and camnaeneralised to others without
considerable caution (Kreuger, 1998). Thus if athmnsider the findings relevant to

their own situation they should consider the cont#xthis research before drawing
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any conclusions. Consideration also needs to gteethe unique aspects of rural

midwifery practice as it occurs in the New Zealaetting.

Conclusion

This study explored the experience of four grouipsial and remote rural midwives
from the South Island of New Zealand, in relatiorthie research topic of informing
their practice. The midwives described informingithpractice through information
shared within their practice groups and througlereattion with others. They also
spoke of information acquired through practice glirges, from journals and through
online sources. The financial costs of informingittpractice was a principle barrier
for the midwives, as was lack of time and diffiguih getting cover for time away
from practice. Other issues discussed were isolaéind difficulties in attending
continuing professional development, or gettingetbgr with others. The midwives
spoke of the good relationships they have with othealth professionals and the
usefulness for sharing and acquiring informatiorthiase circumstances. For some
however these relationships did not work well legvithe midwives feeling
unsupported. The midwives also had difficultiesrmabnflicting evidence and lack of

agreement on what constitutes best evidence fatipea

These findings are consistent with other resednrah has been conducted into rural
health professionals’ experience of accessing egel@and/or continuing professional
development. The midwives wanted better finanaigip®rt to enable them to access
continuing professional development and informatibhey also wanted better local
access to information and continuing professioreetbpment and the ability to

connect with other rural midwives. Use of inforroati technology may present
possibilities and may be worthy of further inveatign. Local access to information,
and to continuing professional development, majab#itated through the utilisation

of existing local practice groups, and this toohighlighted as an area requiring
further study. Identification of rural midwives ptace groups as ‘Communities of
Practice’ may provide a structure for some or &these things to happen. Providing

opportunities for isolated rural midwives to conn&dth each other, may provide
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additional opportunities to inform their practicéish could be investigated through

an action research project.
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Appendix 2

Otago Polytechnic Ethics/Research and Developmpptié¢ation Form 2005
Section 1

(to be completed by all applicants for ethics apptand/or funding application)

Name

Carolyn Mcintosh

Department

School of Midwifery

Phone (office & mobile)

021 705 809

Email

Carolynm@tekotago.ac.nz

Title of Project

Informing rural midwifery practice: How do rural mi dwives currently inform

their practice and how do they believe this can bébe achieved in the future?

Executive Summary / Abstract of Project® (please make this simple so it can be
understood by someone not from your disciplineluiohe)

Rural midwives in New Zealand have identified diffities in informing their practic

(1)

(Hendry, 2003). The aim of my research is to foud how some New Zealand rural
midwife Lead Maternity Carers (LMCs) currently imfio their practice and what
initiatives they believe may improve the way thajorm their midwifery practice in
the future.

nclude your aims and objectives, specify origimslearch content, reason for undertaking the work
relevance to R & D plans, details of collaboratiomtural considerations and potential for further
work or revenue generation.
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| am undertaking this research in partial fulfilmhesf the degree of Master in
Midwifery at Otago Polytechnic.
| will use a qualitative descriptive methodologgskd on focus group discussians
with two groups of rural midwife LMCs from New Zeald. | aim to identify how
these rural midwives currently inform their praetiand what they believe may
facilitate this in the future.

| am committed to upholding the principles of theedty of Waitangi and

=y

acknowledge that this may impact in ways that | emrently unaware. Throug

—h

group facilitation | will uphold the rights of alinidwives to the principles @

partnership, protection and participation.

What benefits will this research bring to Otago Paoltechnic?
v[] A research output will be generated from this progct? (Please specify
the form and source of publication eg Journal kestiexhibition, design object

etc)

A Journal article and conference presentation il produced from the
results of this research.

v[] The project will contribute to the overall developnent of the

research environment or research culturgplease specify how?)

>

This is part of my Master in Midwifery study atdgo Polytechnic. As suc

it will contribute to the research output of thedmifery school.

v[_]The project will give other staff and/or students @portunities to gain
research skills or experiencéplease explain how this will be facilitated?)

As part of my masters research through the sabfaoidwifery.

Is this study related to enrolment at another instution?
No v[_]

Is this application for — (x more than one box as applicalfle)

94



Ethical Approval v'[] Funding’[_]
| have completed sections: vI[ ] 2 v [] 3 v

To be completed by your Head of Department/ Manager

Please tick which apply (you may tick more than)one

[] This research project is consistent with the Reselan of this Department

[] This research project is approved to be part@staff member’s workload/duties
[ ] 1'am acting as a supervisor or referee for théeaech proposal

[ ] I am aware of this research project but it is beaonducted outside of the

School/Department’s Research Plan

Name of Head of Department/ Manager
Jean Patterson (acting head of school for Sallgnizan)
Department School of Midwifery

Signature

Go on to complete Section 2 for Ethics approval and/or Section 3 for an application

for a grant from the Research and Development Committee:

If you are making application to the Ethics and t#ago Polytechnic
Research and Development Committee please ensateatlcopy of Section 1

accompanies ALBapplications.

Applications must be submitted to :

o0 Otago Polytechnic Ethics Committee Secretary: Radeaderson (Sections 1
& 2)

o Otago Polytechnic Research and Development Admatast Nayan Padiyar
(Sections 1 & 3)
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For assistance with this filling out this form cact :
Rachel Henderson ext 8409 (Ethics queries), the Ressch Co-ordinator,
Jenny Aimers ext 8407 or a member of the R & D Comitiee® (grant queries).

Section 2

Application for Ethics Approval

Please ensure that you have read the Otago Pahte&hhical Guidelines before

writing your application.

a) Please use this format when preparing your applican.

b) Do not omit any headings or sub-headings.

PROJECT TITLE

Informing rural midwifery practice .

How do rural midwives currently inform their pramet and how do they believe this
can best be achieved in the future?

1. DESCRIPTION

1.1. Justification

Rural midwives in New Zealand have identified sodificulties in
informing their practice (Hendry, 2003).

There has been a considerable amount of resea@tewdence based
practice and barriers to utilising evidence (McKanAshton & Keeney,
2004; Davies, 2002; McColl, Smith, White & Field998B; Parsons,
Merlin, Taylor, Wilkinson & Hiller, 2003; GoslingWestbrook &

1 Each Department has a representative on the RC®Mmittee, contact the Research Office or your
Head of Department for contacts.
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1.2.

1.3.

Spencer, 2004; Sanson-Fisher, 2004: Wilkinson, 088k of time, lack

of relevance of the research to the specific arfe@ractice lack of

availability of access to online information as Masd access to hardcopy
research evidence have all been found to be majoiebs (Davies, 2000Q;
Latchford, 2003; McColl, et al., 1998; McKennaaét 2004; Parsons, et

al., 2003; Veermah, 2004). Ross (2000) surveyed! murses in New

Zealand regarding informing practice. Over halftloé nurses attended

professional education through workshops while 36&6e enrolled in
tertiary study, 62% used a General Practitioneirffarmation. The leas

used resource was information technology, with @&8%6 using this.

Aim / Objectives

The aim of this research is to identify how tgioups of rural LMC
midwives currently inform their practice and howstlean be facilitateg
in the future.

| believe it is important to identify how thesgal midwives currently

inform their practice and what initiatives may faate this for these

rural LMC midwives in the future. This study mayliéo clarify the
issues for rural midwives and provide valuable infation to
government agencies and educational providers uturé educationd
and information sharing initiatives for this groofomidwives.

Procedures for Recruiting Participants and Obtgifiiormed Consent

I will contact the 0800 Mum 2 be information linedarequest the namg
and phone numbers of midwives in rural areas ong bomore from 3
base hospital. This is publicly held and availabfermation. From thig

list I will select two areas. | will then contadtet midwives by phone
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introduce myself as a midwife, Masters candidaterasearcher and will
ask if they would be happy for me to send informatregarding my
research to them by mail.

I will then mail the information and consent fortesthe midwives and

await their response.

1.4. Procedures in which Research Participants wilhvelved

After providing consent participants will be askiedtake part in focu

\"2)

group discussion which will last for around one hdaround rules fo
each focus group session will be developed priothto start. We will
discuss strategies to keep the discussion focusdieatopic and to allow
everyone to have the opportunity to express theaughts this will

include allowing each person to speak uninterrupfBae following

=y

guestion will be put to both groups and will forlretbasis around whic
the discussion will grow.
In what ways do the participants currently infolmeit practice?
What is the participants experience in relatiomtorming practice?
What do the participants believe would facilitatdorming practice
for rural midwives in the future?
Are there initiatives for informing practice thdtety believe rura

midwives could benefit from in the future?

During the focus groups | will take notes, hightiglg areas that seem o
be of particular interest, or where there is stroagreement or
disagreement. These will be discussed at the enttheofsessions and

participants will have opportunity at that time ¢tarify these area

[

further if necessary. Participants may also posteprail me other
comments that may occur to them within seven dayiseocompletion of
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1.5.

1.6.

1.7.

data

the focus group session for inclusion in the fidata analysis.

Procedures for handling information and materialdpiced in the course

of the research including raw data and final redeegport(s)

which they will be destroyed.
Every effort will be made to maintain confidentiglivith no commen
being attributed to any individual or group. | wilanscribe the tapes in

to complete my Midwifery Masters thesis through gotdPolytechnic.

research at a conference or research forum.

The discussions will be taped. | will transcribe tapes; notes will also
be taken at the time of the discussions. All ratad@pes, notes and any

correspondence will be retained in secure storagefife years after

a written verbatim account. The transcriptions Wwél analysed and used

will publish a Journal article from my thesis andl\also present my

[

(0]

Procedures for sharing information with Researati¢daants

Information will be shared at the end of the sessibom field notes
have taken.

Arrangements for storage and security, return,aigpor destruction of

All raw data, transcribed sessions field notes, i@uthpes and
correspondence from participants will be kept inlogked filing cabinet
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for a period of 5 years. These will then be shredaied destroyed befo
going to the dump.
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2. ETHICAL CONCERNS

2.1

2.2.

2.3.

Access to Participants

I will contact the 0800 Mum 2 be information linedarequest the names

and phone numbers of midwives in rural areas ong bomore from a

base hospital. This is publicly held and availabfermation. From thig
list I will select two areas. | will then contadtet midwives by phone

introduce myself as a midwife, Masters candidatkrasearcher and will

ask if they would be happy for me to send informratregarding my

research to them by mail.

Informed Consent

The purposive sample of midwives will be sent infation about the

research | am undertaking (see appendices 1, 8,3)aand will have the

opportunity to agree to participate or declinewill then, in consultation
with the midwives find a suitable time and venue tiee focus group
meeting. Participants will be given the opporturtity withdraw from
participation at any time prior to or during thecéis groups. Dat
gathered during the focus group will not be ablédéaemoved once th

focus group session is complete however.

U

D

je%

Anonymity and Confidentiality

Every effort will be made to maintain confidentigland no comment;
will be identified as coming from a particular midey or group of

midwives. As the midwifery community in New Zealarsdvery small
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2.4,

2.5.

2.6.

2.7.

2.8.

and relatively close knit | will alter any idensible information tq

maintain the participant’s confidentiality.

Potential Harm to Participants and how this willbanaged

=

It is not anticipated that any harm would comehi® participants throug
participation in this research project, althoughcknowledge that some
may feel embarrassment through exposing their viemfsont of their
peers. Individuals may withdraw if they wish frohetfocus group at any
time. Data gathered during the focus group sessiirhowever not be

able to be removed once the session is complete.

Potential Harm to Researcher(s) and how this wilhianaged

It is not anticipated that there will be any potahtharm to the

researcher.

Potential Harm to the Polytechnic and how this bdlmanaged

It is not anticipated that there will be any poitehtharm to the

polytechnic

Participant's Right to Decline to Take Part or \Wfitow

Participants will indicate their interest by retimgnthe consent form. One
reminder will be sent if there is no response to fingt approach
Participants will be aware through the consent fdappendix 1) that
they can withdraw at any time until analysis hagume After that time

they may choose to have a comment withdrawn if teguest this.

Uses the Information will be put to



=

The data gathered will be analysed and will fore Iasis of my Maste
in Midwifery thesis through Otago Polytechnic. Audoal article will be

written from my finished thesis and a conferenaspntation prepared.

2.9. Conflict of Interest / Conflict of Roles

| am also a rural midwife and chair person of theal branch of the New
Zealand College of Midwives. Participants will bgformed of this. |

have no conflict of interest of roles.

2.10. Other Ethical Concerns, eg sources of funding

| hope to get funding from the Otago Polytechniegch grants.

LEGAL CONCERNS

2.11. Legislation
Indicate where applicable the relevance of anyslagon.

Not applicable

3. CULTURAL CONCERNS

I am committed to upholding the principles of thredty of Waitangi and
acknowledge that this may impact in ways that l@nrently unaware,.
Through group facilitation | will uphold the rightd all midwives to the

principles of partnership, protection and partitipa
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4. OTHER ETHICAL BODIES RELEVANT TO THIS RESEARCH

4.1. Ethics Committees

Note: List other ethics committees to which youraferring this application.

nil

4.2, Professional Codes

Note: List all New Zealand professional codes tachithis research is subject
Nil

5. OTHER RELEVANT ISSUES

Note: List any other issues you would like to dscwith the Otago Polytechnic
Ethics Committee.

nil
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Appendix 4

Consent form

Informing rural midwifery practice.

How do rural midwives currently inform their pramiand how do they
believe this can best be achieved in the future?

I have read the information sheet concerning tinegept and understand what it is
about. All my questions have been answered to tigfaetion. | understand that | am
free to request further information at any stage.

| know that:

My participation in the project is entirely volunya

| am free to withdraw at any time without givingasens and without any
disadvantage. However it will be impossible my cimition to the discussion to

be withdrawn after the focus group discussion muleted.

The discussions will be taped and then transcrihetgs will also be taken at the
time of the discussions. These will be retainegacure storage for five years
after which they will be destroyed.

If it is necessary for you to arrange child caretf@ time of the focus group | will

reimburse this expense. | will also reimburse th&t of travel to the venue for the
focus group if this is outside your local area.

The results of this project may be published orduaé a presentation in an
academic conference but my anonymity / confideityiatill be preserved.

Additional information given or conditions agreed t

| will be able to clarify points | have made duithe interview when the notes of t
discussion are reviewed after the group discussi@omplete. Within seven days
the focus group interview | can also post or erfuather comments if they occur |
me for consideration in the final analysis.

he
of
(0]

| agree to take part in this project under the donts set out in the Informatio
Sheet.

eeeenen..(Signature of participant)
ireeeeen....(date)

eieennen..(Signature of researcher)
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This project has been reviewed and approved byQkego Polytechnic Ethics
Committee.



Appendix 5

Urban/Rural Profile Categories: South Island

Urban/Rural Profile Categories

Source: Statistics New Zealand,
Cansus of Population and Dwalings, 2001
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