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people’s houses. ‘People in rural areas tend 
to have dogs they might want to bring and  
combine it with a dog walk, so that works 
quite well,’ says Bateson. ‘You do have to 
think a bit more about the people who  
actually live in your area and what they 
might want and find useful.’

To publicise events, committee members 
take posters and flyers that they can  
distribute to shops, church halls and  
other toddler groups in their own  
villages. There is also an email newsletter 
for members, and an active Facebook 
page, used both for publicising events and  
holding discussions. Any committee  
member who spots a neighbour with 
a bump or a new baby will put a flyer 
through her door. Good relationships with 
local midwives mean that they will pass on 
information to new mothers, and the local 
papers are also used to publicise events. 
For committee members, Skype and  
teleconferences have proved a useful way 
of holding short meetings. 

Building a local presence
Emma Pearce, branch co-ordinator of the 
West Wales branch, formed a year ago, 
faces many of the same challenges. The 
branch, which covers Carmarthenshire, 
Pembrokeshire and Ceredigion, currently 
has about 30 members. It’s geographically 
dispersed, and takes two hours to drive 
from one end of the branch to the other, 
so, as in Stamford, Bourne and Deeping, 
some committee meetings have been 
held by teleconference. Having been  
active in her Cardiff branch, Pearce is now 
working hard to build a local presence. 
There is already an email group and a  
Facebook page, and she is trying to  
raise NCT’s profile within the NHS. As 
a breastfeeding counsellor, she has  

Our theme for June is ‘supporting parents in rural 
communities’. Families in rural areas face a particular set 
of challenges, and so do NCT and the NHS in trying to 
provide the same level of support, care and choice that 
are available in urban areas. 

Kim Thomas looks at how two NCT branches are rising to 
the challenges, tailoring activities and chosen locations 
to reach as many parents as possible (p3), and at how 
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Stamford, Bourne & Deeping in rural 
Lincolnshire is a small but thriving NCT 
branch with 160 members. Because it is 
spread out over a wide geographical area, 
organising activities is more challenging 
than it would be for a town-based branch. 
Despite this, it nonetheless managed to 
win a 2011 NCT Star award for Fundraising 
Success of the Year. In a single year, the 
branch held three Nearly New Sales (one 
of which raised £2,000) as well as cheeky 
monkey tea parties, a baby fair and a 
pamper evening. It also secured two 
grants and two local business awards. 

Lucy Bateson, branch chair, agrees that  
it isn’t easy to arrange events when  
members are so spread out. Transport 
links between the three towns are poor, 
so travelling between towns, as well as the 
different villages, requires the use of a car. 
Publicising events across such a wide area 
is also difficult. 

But the branch has devised successful 
strategies for drawing people to its events. 
The timing and location are critical, 
whether it’s a Nearly New Sale or a Bumps 
& Babies group. Stamford is a frequently-
used location, because it’s the biggest 
town, and has more venues and facilities, 
so people attending an event will often 
combine it with a shopping trip or another 
appointment. The branch makes sure that 
people without cars are always offered lifts 
with other members, and Bateson says 
that holding NCT events on the same day 
as other events such as a baby clinic, will 
attract more people.

A walk in the woods
To avoid becoming too Stamford-centric, 
the branch also holds events elsewhere. 
It recently had a Nearly New Sale in a  
comprehensive school in Deeping, which 
attracted good numbers, while social 
events, like coffee mornings, tend to be 
spread out across the villages, so that 
most people can find something to attend 
a couple of times a month. The branch 
also takes a more imaginative approach, 
sometimes holding walks in the woods, 
for example, rather than meetings in  
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Parents in rural areas can feel particularly isolated, a feeling 
exacerbated by a lack of local services and public transport. Kim 
Thomas finds out how two rural NCT branches are rising to the 
challenge of supporting parents.

secured a place on the NHS’s  
breastfeeding strategy group, and has 
made contact with local midwives and 
health visitors. She is also about to start 
volunteering as a breastfeeding supporter 
at Glangwili hospital in Carmarthen. 

Pearce agrees that choice of venue 
for events is important – choosing a  
central location in the middle of the 
branch won’t work if it’s not a place that 
people would want to visit anyway. Like 
Bateson, she’s found that people like to 
combine a visit to an NCT event with a 
shopping trip, but she also recognises 
that the idea of getting everyone in one 
place is not going to work: ‘It is going to 
be a case of one branch with lots of small 
activities in different places. And trying 
to keep everyone feeling supported and 
motivated if they’re half-an-hour away 
from the nearest volunteer and running 
a Bumps & Babies by themselves is a 
challenge.’ 

Scope for growth
A shortage of local practitioners 
has made it difficult to raise NCT’s  
profile, but Pearce recently ran a two-day  
antenatal and breastfeeding course, with 
an antenatal teacher from Cardiff taking the 
first day and Pearce teaching the second.  
Holding a short intensive course rather 
than a weekly one meant less travelling 
for the four couples who attended. (In fact, 
the first day was held in the house of one 
of the couples.) Smaller groups are the 
norm in West Wales, she says: ‘Even the 
NHS struggles to get any more than eight 
couples on an antenatal course. It’s not 
that there aren’t people who need them – 
it’s trying to put things in the right places 
so it’s local enough to them to be relevant.’ 

Although it is early days for the branch, 
Pearce is hopeful that there is scope 
for growth. Next year, there will be two  
student antenatal teachers taking  
antenatal courses in the area, and this  
will be a good opportunity to publicise  
the charity’s presence and to get  
new volunteers involved in branch  
activities, and so increase awareness  
of NCT even further. ‘That way we’ll get the  
momentum going and word-of-mouth 
spreading,’ she says.
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social media such as Facebook can be a useful way of staying in touch when 
branch members are spread over a wide geographical area (p9). Julie Williams 
reports on the success of Baby Cafés in reaching out to mothers who breastfeed 
in rural Oxfordshire and Norfolk (p8).

In 2009, the Commission for Rural Communities commissioned research on 
the maternity services in rural areas. NCT researchers worked with Dr Maggie 
Redshaw of the National Perinatal Epidemiology Unit to look at the published 
literature and report the experiences and views of commissioners, heads of 
midwifery and parent representatives. We carry two articles based on this 
research: the first identifies the key issues affecting maternity care in rural areas 
(p12), and the second quotes many of the NCT activists who were interviewed by 
Vanita Bhavnani (p17). A report from Birthplace follows (p.19).

There are two moving articles on postnatal depression (p6 and p7), where NCT 
workers share their experiences and how this has motivated them to reach out 
to others in need of support.  

Following a recent complaint from a mother to NCT about how assisted birth 
and unplanned caesarean birth were discussed in her antenatal class, Cynthia 
Clarkson provides evidence-based guidance for NCT practitioners and others on 
Kielland forceps (p10). 

Mary Newburn
Head of research and information, NCT
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‘Any committee member 
who spots a neighbour with a 
bump or a new baby will put a 

flyer through her door.’

Help parents find their nearest activity 
and get involved by referring them to: 
www.nct.org.uk/branches
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Going it alone: what is it like having a baby as a 
lone mother? 

Pen Mendonça describes some of her experiences and talks to 
lone mothers providing support to others. 

When I turned forty I was single, and 
either ‘childfree’, or ‘childless’, depending 
on whom I was talking to. I desperately 
wanted children but my prospects were 
not looking good. A mid-life crisis had 
been brewing for some time. I decided to 
embrace it. I gave up my flat, bought a red 
car, explored new places and made new 
friends. And I started listening to The Cure 
again.

I couldn’t believe it when, after a summer 
of reckless romance, a second pastel pink 
line appeared on my pregnancy test. I 
was elated. But when I began bleeding 

a couple of months later I felt as if I was 
slowly choking. 

From then on I could think of nothing 
but getting pregnant. I read all the books 
I could get hold of. I became a health 

freak obsessed with ovulation tests 
and strategically timed ‘love’-making. 
Before long I was smiling at my GP again 
as he presented me with my certificate 
of achievement: a new copy of Emma’s 
Diary. I really didn’t like Emma or her 
husband and I had a suspicion that I was 
not the only one who felt this way. All too 
often antenatal literature paints ‘an over-
optimistic portrait of happy mothers and 
fathers’.1

I was hospitalised at 28 weeks. On 
discharge the consultant sentenced me 
to 11 weeks of bed rest. This wasn’t an 
easy option for a freelancer desperately 
needing to top up the nappy fund. I did 
time watching Loose Women, Poirot and 
Colombo. Within a week a community 
midwife told me that I should return to 
work. She did so without knowing the 
details of my hospital admissions, or 
knowing the demands of my career. My GP 
helped me make sense of the conflicting 
advice. He was the only health professional 
I saw more than twice. In the end my baby 
arrived safely at 41 weeks. My transition 
to motherhood involved one GP, four 
technicians, five community midwives, six 
consultants, about 20 hospital midwives, 
numerous reception, catering and 
cleaning staff, an anaesthetist, a pair of 
forceps and a well-built obstetrician. I am 
grateful to all of them. 

Social attitudes and diversity
Family life in Britain has changed. Nearly 
a quarter of households with dependent 
children are lone parent families, and 92% 
of lone parents are women.2 For many, 
‘family’ now includes their most intimate 
and important relationships rather 
than only those with whom they have 
blood or marriage ties, and distinctions 
between singles and couples are less 
clear with short-term and non-cohabiting 
relationships.3 Despite these changes it 
is still the intact heterosexual two-parent 
family that is associated with ‘good’ 
parenting. Even now women embarking 
on single motherhood may need to defend 
their decision,4 particularly if they are seen 
as having chosen their destiny. But while 
some women want to parent on their 
own others make the choice because of 
circumstances. For example, the biological 
father may not want the child, or he may 
be violent or in prison. 

Mutual support
I spoke to some remarkable women 
who volunteer as lone-mother contacts 
for NCT‘s Shared Experiences Helpline. 
Several also juggle this with running 
antenatal classes and support groups, or 
being doulas as well as looking after their 
children. Their experiences of maternity 
motivated them to support others 
who may be feeling excluded, judged 
or misunderstood. ‘I didn’t even go to 
antenatal classes,’ one woman told me. 
‘Subconsciously I didn’t want to get in 
the situation where I might have to talk 
about the [absent] father. I spent a lot of 
time completely isolated’. Following the 
birth of her child she ended up making a 
formal complaint to the NHS after being 
treated disrespectfully by midwives who 
were ‘blatant in their disapproval’ of her as 
a young, single pregnant woman. Another 
woman who went through her pregnancy 
alone was told that a local NCT antenatal 
class would not be appropriate for her 
and was recommended an Asian single 
women’s group. But this was not what she 
wanted: ‘People make assumptions about 
you and this makes it harder to ask for 
help’. One of these NCT practitioners said, 
‘I feel there are some unhelpful attitudes 
about single motherhood within the NHS 
and NCT’.

Single women could be marginalised
My experience was more recent and 
more positive. The majority of health 
professionals who cared for me were 
professional and thoughtful despite 
working in a challenging environment. 
What surprised me was the number of 
younger midwives who asked me when 
the ‘father’ or ‘hubby’ was coming to visit. 
I am sure they were just being friendly, but 
because so many different people worked 
with me, I was asked this question far too 
often. Constantly having to explain that I 
was single at a time when I was at my most 
vulnerable was exhausting. Even the most 
stoic of us single mums can find it hard 
as hordes of loving partners and doting 
fathers walk past with beaming smiles 
and bouquets of flowers. I do wonder if, 
in the move to improve engagement with 

fathers, there is a risk that the needs of 
single women using maternity services 
could be marginalised.

There may still be issues and uncertainties 
about the degree of involvement from 
the ‘birth’ father, and personal issues to 
work through about becoming a single 
mother (particularly if it’s your first child). 
At my own antenatal classes it was tough 
being the only single women alongside 
nine couples, and while I learnt a lot, the 
course did nothing to prepare me for the 
‘single’ part of motherhood. I would have 
appreciated a course that acknowledged 
– even celebrated - diverse family forms. 
I am pleased to hear NCT is working with 
Cerrie Burnell, CBeebies presenter, to raise 
the profile of lone parents. 
 

How much does lone parenthood 
matter?
Studies have shown that being single 
can contribute to increased risks, 
poorer health outcomes for babies and 
mothers, and lower satisfaction with 
maternity services.5,6 And of course 
single motherhood is also associated 
with significant economic and social 
disadvantage.7,2  Some health workers and 
activists say that relationship status is not 
the issue. Instead, what matters is whether 
or not you have reliable support for the 
birth and early motherhood. This support 
may come from a partner, grandparent, 
friend or doula.  The women I spoke to 
agreed that this kind of support was vital 
and added that there is an urgent need for 
focused engagement with women who 
don’t have the support of a partner, to 
explore and respond to their needs. 

So what would help? 
• Having one consistent midwife 

throughout my pregnancy would 
have made my care more person-
centred, and saved the health service 
money. 

References: 
1. Asher R. Shattered: modern motherhood and the 

illusion of equality. London: Harvill Secker; 2011. 

2. Gingerbread. Gingerbread: statistics.  Available 
from: http://www.gingerbread.org.uk/content.
aspx?CategoryID=365  

3. Kaufmann JC. The single woman and the fairytale 
prince. English edition. Cambridge: Polity Press; 2008. 

4. Thomson R, Kehily MJ, Hadfield L et al. Making 
modern mothers. Bristol: The Policy Press; 2011. 

5. Department of Health. Maternity matters: choice, 
access and continuity of care in a safe service. 
London: Department of Health; 2007.  Available from: 
http://tinyurl.com/DoH-MM-CACC2007 

6. Raleigh VS, Hussey D, Seccombe I, et al. Ethnic 
and social inequalities in women’s experience of 
maternity care in England: results of a national 
survey. Journal of the Royal Society of Medicine 
2010;103(5):188-98. 

7. Neate R, Stewart H. Women bear the brunt as 
Birmingham hits hard times again.  Available from: 
http://www.guardian.co.uk/business/2011/aug/21/
women-bear-the-brunt-as-birmingham-hits-hard-
times-again

‘At my own antenatal classes 
it was tough being the only 

single woman alongside 
nine couples.’ 

• I would have welcomed antenatal 
classes that recognised and 
celebrated diverse family forms 
within their design, their facilitation, 
their supporting materials and their 
participants. 

• Don’t assume that the presence of a 
substitute ‘birth partner’ (who may 
not even live with the woman let 
alone help pay the bills) means that 
being single is not an issue. 

• Women need to be offered phone 
and email support, and more home 
visits. Perhaps mentioning the Shared 
Experiences Helpline at all courses 
would be worthwhile, especially for 
any lone mother. 

            
As for me, I am happy to finally be a mum. 
But being the sole carer and breadwinner 
brings its own challenges, especially when 
you are trying to finish an article while 
pretending to play with Lego.

‘All too often antenatal 
literature paints an over- 

optimistic portrait of happy 
mothers and fathers.’

© Pen Mendonça

‘Even the most stoic of us 
single mums can find it hard 
as hordes of loving partners 
and doting fathers walk past 

with beaming smiles and 
bouquets of flowers.’

Shared Experiences Helpline
Let your clients know about NCT’s 
Shared Experiences Helpline. 
Call 0300 330 0700 on Tuesday, 
Wednesday or Thursday from 9am 
– 3pm. The coordinator screens 
all calls and refers them on to 
appropriate contacts. Callers can 
leave a message outside of these 
hours and someone will call them 
back. Potential volunteers to act as 
supporters are always welcomed 
by the coordinator. 
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Postnatal depression is both common and debilitating yet 
sufferers often don’t recognise the signs or know where to turn for 
help, writes Kim Thomas. 

Sharon Pontin suffered from postnatal  
depression (PND) after the birth of both 
her children, now aged seven and four, 
and found it an isolating experience. The  
delivery of her first child was traumatic; 
the baby had sleeping difficulties and 
colic. ‘Sometimes when you’re there’, she 
says, ‘you don’t think it’s ever going to  
get better, and you don’t realise that 
there is light at the end of the tunnel – 
you won’t always be sleep-deprived, you 
won’t always feel you can’t get out of your 
pyjamas, and there are places to go and 
people to contact.’ Sharon began taking  
anti-depressants when her first child  
was a year old and she had stopped 
breastfeeding, and again after the 
symptoms returned when her  
second child was ten months old.  

‘My issue with PND is that people are 
too worried about talking about it,’ 
she says. ‘You do put on a front. My 
closest friends know how I am but with 
people I don’t know as well, I don’t  
necessarily talk about it – you almost 
have an expectation of yourself to get on  
with things.’ 

As a result of her experience, Sharon  
volunteered for NCT’s Shared Experiences 
helpline, which offers telephone peer 
support to parents. She felt that she 
would be able to understand the 
experiences of other women going 
through PND: ‘I just thought that if there 
are people in the same situation, it’s  
important for them to be able to vent 
about it and know that other people have 
been through it and come out the other 
side.’ 

Suffering in silence
A report published last year by the  
charity 4Children suggested that as 
many as 35,000 women a year in the 
UK could be suffering from PND but not  
seeking help.1 Although one in ten women  
suffer from the condition after giving birth, 
the Suffering-in-Silence survey found 
that 49% of women with symptoms do 
not seek help. Of this group, 60% did not  
believe their symptoms were serious 
enough to warrant treatment, while 33% 
said they were too scared to tell anyone 

because they were afraid of what might 
happen to themselves or their child.

The report argues that PND is currently a 
low priority for the health service, and that 
GPs need to do more to diagnose PND 
early and offer appropriate treatment. 
While NICE guidelines stipulate that 
counselling should be offered to  
women with a mild or moderate postnatal 
depression, the 4Children report found 
that only 41% of women diagnosed with 
PND were offered talking therapies, while 
70% were prescribed antidepressants.2,1

A sympathetic ear
For women who are worried about  
going to the GP, or who feel the need to talk 
to a sympathetic listener, NCT’s Shared  
Experiences helpline can help. Callers  
facing a particular challenge are referred 
to a parent volunteer who has had 
personal experience of a similar problem. 
These peer supporters, some of whom 
are also qualified NCT practitioners, have 
all been selected for their suitability 
and offered training and supervision 
by NCT. The aim of the helpline is to  
offer empathetic listening and reduce 
feelings of isolation. Parents are able 
to talk through options and are often  
signposted on to further information  
or encouraged to see their GP or health 
visitor. 

One caller described why she felt  
motivated to call:
 
‘I called the line because I was in a  
really horrible place and I just wanted to 
talk to somebody who had been there 
as I couldn’t imagine anyone who had 
been in this situation...It was as though  
everything I looked at had a grey cloud. 
Plus, having a young crying baby who 
wasn’t sleeping and the demands that 
came with a young baby –  all those  
demands made me go downhill. I was  
finding it difficult to do things like change 
my baby’s nappy – it would take me 10-15 
minutes. I hadn’t told anybody apart from 
my husband and my mum.’  

She was pleased with the help she  
received:

Finding support for postnatal depression 

Research

‘Talking to her [the volunteer] made me 
feel that I was normal and that I would go 
back to normal one day. It gave me some 
hope and I really needed that. I spoke to 
her once for a really long time, maybe an 
hour…It was just nice to hear someone say, 
“I went through that and it’s bad but it will 
get better.”’ 

Another caller said that her postnatal  
depression had got worse while waiting six 
months for referral to see a counsellor. Her 
call to the helpline marked a turning-point: 

‘My husband was becoming very  
cross with me. Our relationship was  
becoming very strained and when I  
contacted the line and read  
some leaflets about postnatal illness, 
he read them too and things began 
to change and he actually thought, 
“There is a way out of this”. I have learnt 
a lot about myself and I am not as  
uptight as I was before.  The last three 
or four months have been great for our  
relationship.’ 

PND is a complex illness that is  
underdiagnosed. When left unacknowledged 
and untreated it causes unnecessary 
suffering.3 Speaking to someone about 
how she is feeling may help a woman or her 
partner work out what steps to take next, 
such as making a GP appointment, finding 
out about talking therapies, or seeking 
specialist help. Shared Experiences 
Helpline volunteers are trained to listen 
and they also understand from experience 
what other parents are going through. 
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Nobody really knows how many  
women (and men) suffer from postnatal  
depression (PND). Depending on which  
article you’ll read, it could be anything from 
one in ten to one in four women. Similarly 
the research on the causes and the factors 
that predispose women is inconclusive. 

I didn’t expect to be depressed. On the 
face of it, I was the last person I would  
expect to suffer. I was an energetic, active, 
hard-working and positive person. Yet PND 
hit me hard – really hard. Twice. Perhaps I 
should have seen it coming the second 
time. Now I know that research suggests 
I was a prime target: family breakup in my 
teenage years, traumatic birth experience, 
feelings of isolation, high stress levels, 
and previous undiagnosed incidence of  
depression.

I breastfed both my daughters. I don’t 
know if breastfeeding helped. However it 
was the one thing that I knew I could do 
and I knew I was good at. I enjoyed the  
intimacy between me and my baby  
during the feed, and it didn’t require 
me to make any decisions or think, at 
a time when I could hardly function.  
So perhaps breastfeeding did help 
me. In my experience as a breastfeeding  
counsellor, for some women with PND,  
breastfeeding may exacerbate her  
negative feelings especially if she has 
cracked nipples or mastitis, or if she  
perceives that breastfeeding may be the 
cause of how she is feeling or coping with 
her baby. 

When I was ill, life was a rollercoaster. I 
had some very dark days when all I could 
do was cry. I just wanted to curl up in a 
dark box. I hurt – physically hurt all over. 
I was very anxious and very indecisive. I 
flitted from extreme apathy one day to 
extreme anger the next. I felt completely 
out of control and totally isolated despite a  
loving husband and family. I honestly 
thought I was going mad. Yet at the same 
time, I returned to work as a senior IT  
manager when my daughter was six 
months old and nobody at work would 
have guessed. I organised a major cycling 
event that attracted participants from all 
over the UK and the continent.

It took me a long time to recover from 
PND, especially after my first daughter 
who was born in 2002. Two years went by 
before I felt normal every day every week. 
Recovery was quicker after my second 
daughter, who was born in 2005. 

So how did I come through? 
I knew for a long time that I was  
suffering with PND before I plucked up the  
courage to admit it and then to ask 
for help. I was scared and ashamed. I  
had a really strong need to talk  
through my experiences and feelings.  
Talking to my GP who listened 
and who understood helped me  
enormously. A Royal College of Midwives  
survey of 500 women with children  
aged 0-15 found that 20% had  
experienced postnatal depression  
requiring treatment and of these 
76% agreed that talking helped 
them to feel better.1 For some 

women, contacting NCT’s Shared  
Experiences Helpline could be a life-saver 
if they do not feel that talking to a friend 
or health professional is the right option. 

Other things that helped included  
exercise, spending time with  
other new mothers, time on my own,  
knowing that others cared, and, for me,  
anti-depressants. I feel that the  
training to be a breasfeeding  counsellor,  
and particularly the self-reflection  
element, has helped me to finally put my 
PND demons to bed. 

Breastfeeding counselling
As breastfeeding counsellors, many of 
the women and men who come to us 
for breastfeeding support are in the very 
early days of parenthood, and postnatal 
depression often doesn’t strike until a  
few weeks or even a few months after 
birth. I know that some mothers who I  
have supported over a longer period  
of time have experienced postnatal  
depression. Those mothers have really 
valued having the opportunity to talk  
to somebody who will listen to them  
without judging, without interrupting, 
without telling them what to do or think. 
Which is all that many of us want, isn’t it?

Research

NCT Helpline
Please let parents know that 
if they want practical and 
emotional support in all areas 
of pregnancy, birth and early 
parenthood including help with 
feeding, they can call NCT’s 
Helpline on 0300 330 0700.

Treatment for PND 
In cases of mild or moderate postnatal depression, NICE suggests that self-
help strategies, non-directive counselling delivered at home, brief cognitive  
behavioural therapy or interpersonal psychotherapy should be considered.2 

NICE recommends finding suitable treatment options for women who are 
breastfeeding, rather than recommending avoidance of breastfeeding. In  
order to minimise overall risk of harm, any risks from drug treatment should 
be placed in the context of an individual woman’s illness, and drugs should 
be prescribed cautiously, starting at the lowest effective dose.2 Exposure to  
antidepressants through breastfeeding is considered low to very low.3 An  
excellent leaflet for parents is available.4

Working with parents
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Breastfeeding counsellor Sherry Bevan explains how her experience 
of PND has helped her work as a practitioner. 

My experience of PND

Postnatal groups
NCT postnatal groups enable 
women to reflect on and discuss 
the realities of new parenthood 
in a safe, facilitated group with 
a trained non-judgmental 
group leader. The women get 
acceptance and support from 
each other as well as from the 
facilitator. For details go to 
www.nct.org.uk/courses/postnatal 
or email partnership@nct.org.
uk about commissioning NCT to 
deliver courses in your service.

References

1. Royal College of Midwives. Postnatal de-
pression soars, says midwives.  Available 
from: www.rcm.org.uk/college/about/me-
dia-centre/press-releases/postnatal-de-
pression-soars-says-midwives-30-04-07/  

2. National Collaborating Centre for Mental 
Health. Antenatal and postnatal mental 
health: clinical management and service 
guidance. National Clinical Practice Guide-
line Number 45. London: BPS&RCP. 2007. 

3. Berle JO, Spigset O. Antidepressant 
use during breastfeeding. Curr.Wo-
mens Health Rev 2011;7(1):28-34. 

4. Jones W, The Breastfeeding Network. 
Antidepressants (postnatal depres-
sion) and breastfeeding.  Available from:  
www.breastfeedingnetwork.org.uk/pdfs/
Antidepressants_and_Breastfeeding_
March_2009.pdf 



Perspective - NCT’s journal on preparing parents for birth and early parenthood • June 2012Perspective - NCT’s journal on preparing parents for birth and early parenthood • June 2012

Baby Cafés offer support and guidance to mothers who breastfeed 
throughout the country, writes co-founder Julie Williams. 

The Baby Café network was set up in 
2000, to support mothers who wanted 
to breastfeed, and with a remit to reach 
out to vulnerable mothers. The first Baby 
Café drop-in, which I set up with fellow 
lactation consultant Catherine Pardoe, 
was in West Sussex and funded by the  
Department of Health. Since then, Baby 
Café drop-ins have sprung up all over 
the country. They typically take place in 
children’s centres and last two hours, 
providing mothers with the opportunity 
to talk to health professionals trained 
in breastfeeding support. In 2010, the 
organisation merged with NCT.   

Norfolk’s success story
In rural areas, Baby Café’s services can be 
particularly valuable, offering support to 
women who may not come into contact 
with a peer group. Margaret Holtz opened 
Norfolk’s first Baby Café in Wymondham 
in 2005. There are now nine across the 
county, some with weekly attendance 
rates as high as 20. Holtz is now the 
breastfeeding team lead for East Coast 
Community Healthcare CIC, a social 
enterprise contracted to provide services 
for the local primary care trust (PCT). She is 
also responsible for training professionals 
who will then go and work in Norfolk’s 
Baby Cafés. 

This success in attracting so many 
people to the Baby Cafés is largely down 
to partnership working – midwives run 
antenatal groups and breastfeeding 
education groups in children’s centres 
alongside the Baby Cafés, so that mothers 
see the Baby Café as an intrinsic part of 
their care. ‘It’s not something that has to be 
introduced postnatally, so it can influence 
women who may not have thought to 
breastfeed in the first place,’ says Holtz. In 
antenatal groups, fathers are encouraged 
to attend Baby Café, and in most cases 
they do come with their partners on their 
first visit: Holtz feels that having their 
partner’s support at home is invaluable for 
women, and helps to prevent fathers from 
feeling useless.  
 
Holtz recognises that much professional 
support is directed towards the wellbeing 
of the baby rather than the mother. Baby 
Cafés take a different approach: ‘Baby 

Cafés have been focused on nurturing 
women at a very sensitive time of their 
life to make women feel extremely 
relaxed and precious and looked after.’  In 
Norfolk, they have increased the numbers 
of women who breastfeed long-term. 
Audits of participating mothers show 
that 90 percent say they didn’t expect to 
breastfeed for as long as they have done, 
or to enjoy it so much. ‘Developing the 
skills with experts to hand gives them 
much more confidence to keep going,’ 
says Holtz. ‘With their peers around them, 
they can see the evidence that things get 
better.’ Typically the mothers will go on to 
form friendship groups and to continue to 
meet when they no longer need to attend 
Baby Café. 

Oxfordshire’s mobile Baby Café
Julie Osborne also faced the challenge 
of how to reach out to mothers who 
breastfeed in rural Oxfordshire. Having 
set up Oxford’s first Baby Café in 2006, 
she went on, with the help of National 
Lottery funding, to run a mobile Baby 
Café – a specially refurbished bus, with 
blacked-out windows for privacy, and tea- 
and coffee-making facilities, which she 
drove around the county. The bus visited 
both rural villages and children’s centres 
in deprived areas of Oxford, and Osborne 
says that it was ‘a lovely, calm, safe space 
and very private.’ The service ran for four 
years and even now, she adds, people talk 
about it with great affection. As more and 
more children’s centres opened in the 
county, she decided that it made more 
sense to use them for Baby Café sessions, 
so the bus was transferred to Baby Café 
headquarters in West Sussex.

Osborne still manages eight Baby Cafés 
throughout Oxfordshire, four of which she 
runs herself, including one in the small 
village of Wheatley. The sessions take 
place in a community centre that also 
houses the children’s centre sessions. This 
works well, because when women have 
stopped attending Baby Café they can 
attend a stay-and-play session run by the 
children’s centre at the same time. 

Meg Zeyfert, a mother of two, began 
attending the Baby Café bus when her son 
(now three) was four weeks old. She 

Supporting mothers who breastfeed in rural areas attended for four months, and then trained 
as a peer supporter. She now volunteers 
for Baby Café at her local rural children’s 
centre. She has found the service 
invaluable: ‘I really struggled to adjust to 
motherhood and suffered some quite 
severe depression, and knowing Baby 
Café was there made a massive difference. 
Virtually all of my friends from antenatal 
classes formula fed their babies and 
sometimes I was in great need of someone 
who understand normal breastfed baby 
behaviour, and who understood why I 
didn’t feel the need to leave my baby and 
give him bottles.’ 

As a volunteer she is proud of the service 
offered by baby cafés: ‘Rural parents are 
used to being told that they will need to 
travel to have any sort of specialist service 
and so mothers who come to our Baby 
Café are often blown away to find such 
good advice and support on their doorstep. 
Baby Café is still often the highlight of the 
week for me – it’s just such a laid back 
environment, it’s great to chat and get to 
know other mothers and babies, and as a 
volunteer to feel like I’m giving back a bit 
of the amazing support I’ve received.’
 
Although supporting women to breastfeed 
is the key focus of Baby Café’s work, it is 
also helping women to feel confident as 
mothers and to develop their own support 
networks. As Osborne says, ‘Sometimes 
the mothers go on and become friends 
and start meeting in each other’s houses, 
and you feel you’ve done a good job, 
bridging those gaps.’ 

Service, development & policy Service, development & policy
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Facebook, Twitter and other social media technologies have 
transformed the way we communicate. But they can also be a 
great way for branches and practitioners to keep people informed, 
writes Kim Thomas.

Social media: a new way of offering services

When her daughter was eight weeks old, 
Mel Sims started to attend the weekly 
Bumps & Babies sessions held by her 
local branch in Dunmow & Braintree, Essex. 
At the time the sessions were attracting 
about half a dozen mothers but Sims, who 
runs her own marketing agency, saw the 
potential to attract far more than that. 
These days, there are two Bumps & Babies 
sessions a week – one in Dunmow that 
attracts 60 people, and one in Braintree 
attracting 40.

So how did she do it? Sims, now 
branch chair, began by setting up a 
local Facebook page (www.facebook.
com/NCTDunmowandBraintree) and 
advertising it through leaflets. This was 
followed by a decision to invite local 
businesses specialising in baby products 
or crafts, to come to the group meetings 
and do taster sessions. Each business 
that came was asked to make a £20 
donation to the branch, so it was also a 
useful fundraiser.

This two-pronged approach quickly 
brought results. The business taster 
sessions drew people in, and Facebook 
became a natural way to let people know 
what was going on. Al l  the branch’s 
printed material mentions the Facebook 
page, and the page itself is used to let 
people know about local NCT events and 
other events that may be of interest. Sims 
sees it as ‘one-stop shop’ – a place that 
local parents will naturally turn to if they 
want to find out what’s going on.

But it’s more than just an electronic diary. 
The page also publishes articles from the 
local NCT newsletter, has a printable 
booking form for NCT First Aid courses 
and a list of Who’s Who in the local branch, 
complete with photos and contact details, 
so that new members don’t feel intimidated 
coming along to Bumps & Babies for the 
first time. (Sims makes a point of greeting 
every new person the first time they 
attend and making introductions.)

The page allows people to add comments, 
so people can ask a question for others 

to answer, or start a discussion thread 
on a topic in the news. The one no-no is 
advertising: any adverts are removed from 
t h e  p a g e  b y  o n e  o f  t h e  p a g e ’ s  f i ve 
administrators. The Dunmow & Braintree 
branch also works with the Bishop’s 
Stortford and Harlow and Epping branches 
to share information and newsletter 
articles on each other’s Facebook pages.

A new demographic
One of the achievements that Sims is 
most pleased about is that the Bumps 
& Babies groups are now attended by a 
much broader demographic than previously, 
and many of those who attend travel from 
outside the area. Previously isolated 
women have been welcomed by the 
branch and helped to get involved; one 
woman who suffered from postnatal 
depression for several months now runs 
the Nearly New Sales. Sims was particularly 
pleased to draw in a 24-year old mother 
who had felt very low after the birth of her 
baby and was reluctant to attend a group 
run by what she describes as ‘posh older 
ladies’. After being persuaded to come 
along once, she began attending regularly, 
says Sims: ‘She bloomed and bloomed 
over four weeks, and now she single-
handedly runs the Braintree baby group 
on Wednesday.’ 

Staying in touch
Many other NCT branches and other 
local organisations are now using 
Facebook pages as a way of keeping in 
touch with members. It’s a simple way of 
letting people know what’s going on – 
breastfeeding peer supporters in Great 
Yarmouth & Waveney, for example, have 
created a Facebook page called Breast 
Friends to inform people of local events. 
Facebook is so widely used (there are 
30 million Facebook accounts in the UK 

alone) that it has become one of the 
easiest and most effective ways of sharing 
news and information.

Another option is to create a Facebook 
group (unlike pages, groups are invitation-
only). Kathryn Kelly, an NCT antenatal and 
Relax, Stretch and Breathe teacher based 
in Gosport, Hampshire, says that, following 
a suggestion from a colleague, she now 
encourages classes to set up a Facebook 
group, which they then invite her to join. 
This enables her to see the messages they 
post, so she can occasionally pick up on 
someone’s need for extra support (such as 
a breastfeeding counsellor) and then post 
a message to the group or the individual as 
needed. ‘The group also share knowledge 
between themselves,’ she says.  ‘A recent 
one was a mum who told the others about 
using a mirror during labour to help birth 
the baby, and great support has been 
offered around expressing and dealing 
with baby weight loss.’

Facebook is not the only social media 
tool, of course, for sharing information 
and offering support. NCT has a Twitter 
account to keep people informed about 
events nationally, and last year it launched 
a free iPhone app, NCT Babychange, that 
enables parents to find the nearest baby-
changing facility in their locality and view 
its star ratings. Parents-to-be can also 
sign up for a free weekly email about 
pregnancy. 

The use of social media has its pitfalls. 
Some internet forums have been 
sabotaged by people deliberately creating 
arguments or dissent. There are also legal 
risks relating to libel and privacy, and 
forum owners could in some cases be 
made liable for misleading information 
posted by members, which is why careful 
moderation is hugely important. NCT is in 
the process of drawing up guidelines for 
social media use that will help with some 
of these issues.

But the good news is that social media is 
helping to bring members together and, 
used effectively, can demonstrate the 
strengths of NCT as a place where people 
can make new friends as well as find 
support and information about pregnancy, 
birth and parenting.

‘Previously isolated women 
feel welcomed by the branch 
and helped to get involved.’

www.facebook.com/nationalchildbirthtrust
twitter: @NCTcharity
www.nct.org.uk
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Cynthia Clarkson, NCT research networker, explains how forceps are 
used and considers their role in the UK in the 21st century alongside 
the alternative, emergency caesarean section. 

Avoiding surgery
A potential benefit of delivery with 
Kielland forceps, when the baby is not 
descending due to mal-position but is 
not seriously distressed, compared with 
the main alternative (caesarean section), 
is that major surgery can be avoided. This 
means that in a future pregnancy the 
woman remains low-risk, having no scar 
on her uterus. She then has a high chance 
of a straightforward vaginal birth (80%). 
A retrospective review of 735 Kielland 
rotational forceps performed in Edinburgh 
over an eight-year period has been carried 
out. Overall the rates of neonatal trauma 
and women with anal sphincter damage 
and haemorrhage (>1000mls) were 
higher than after spontaneous vaginal 
birth but not significantly different from 
rates following other assisted vaginal 
births. This suggests that there is still a 
place for Kielland forceps in a unit where 
obstetricians are well-trained in their use.1 

If their baby needs assistance, some 
mothers may prefer an attempted vaginal 
birth with forceps, with everything prepared 
to proceed to a caesarean if the baby is not 
born easily, whereas others may prefer to 
go directly for a caesarean birth. While 
it is known that more mothers go on to 
give birth again after complicated assisted 
vaginal births than after emergency 
caesarean births in second stage,2 NCT was 
unable to locate any qualitative research 
on women’s experiences of rotational 
forceps deliveries. Not only are there 
medium-term consequences to consider, 
in the short-term, caesarean section 
at full dilatation can be a demanding 
procedure as the baby’s head may be 
deeply impacted in the mother’s pelvis. 
Compared with an emergency caesarean 
in first stage, a caesarean at full dilatation 
carries increased risks. Freeing the baby’s 
head carries risk of trauma. For the mother 
there is an increased risk of haemorrhage 
and extension of the uterine incision. The 
risk of trauma for the baby is less, however, 
than after an attempted assisted vaginal 
birth, whether the birth is accomplished 
vaginally or by caesarean.
The pros and cons of a rotational assisted 
vaginal birth have to be individually 

Do Kielland forceps have a role in modern obstetrics?
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determined, taking into account the exact 
position of the baby within the woman’s 
pelvis, the condition of the mother and 
baby, the age and obstetric history of the 
mother, and the experience and training 
of the obstetric team, all of which make a 
contribution to the likelihood of achieving 
an assisted vaginal birth with minimum of 
trauma to mother or baby. The informed 
wishes of the mother are very important. 
Research shows clearly that when women 
feel fully involved in decision-making 
during labour they feel more satisfied in 
retrospect, and the extent of interventions 
is less important than the sense of 
remaining in control.3 To help women 
and their partners feel well-informed they 
need to be aware of the various factors 
that affect outcomes. 

Research

In this article we will look at how to 
search for evidence-based information 
on a chosen topic, taking the example of 
fathers’ needs in antenatal education. 

NCT website
First, find out what is available online 
on NCT’s website under the Research 
tab. Drop-down menus divide up the 
subject areas on which evidence-based 
information is available. Information about 
fathers can be found under Parenting, 
then Becoming a parent, then Becoming 
a father: www.nct.org.uk/professional/
research/parenting/becoming-parent/
becoming-father. Here you will find articles 
that have been published in Perspective 
(or New Digest up to January 2011). 
Further material, relating more generally 
to parents, can be found under Antenatal 
courses at www.nct.org.uk/professional/
research/pregnancy-birth-and-postnatal-
care/pregnancy/antenatal-courses and 
NCT services under the Pregnancy, Birth 
and Postnatal care tab. 

These resources are all produced by 
NCT. NCT also provides a directory of 
information by topic on babble (tinyurl.
com/NCT-AtoZ). This provides a way to 
access short summaries of evidence-
based information from MIDIRS, NCT, 
Family and Parenting Institute, royal 
colleges, NICE and others. 

To search for other sources of information, 
you can go to BREO (if you are a student or 
a tutor with a username and password) or 
to MIDIRS Reference database, a resource 
now available to all NCT practitioners, via 
the MIDIRS website. 

Tutors are entitled to free copies of 
research papers to enable them to 
work with students, raising awareness 
of research, reviewing studies in terms 
of their strengths and limitations, 
and encouraging an evidence-based 
approach to providing information. 

MIDIRS reference database: logging on
From the MIDIRS homepage (www.midirs.
org) click on Login and enter your email 
address and password. When you have 

Searching effectively for evidence-based information 

logged in, click on the Reference Database 
icon on the right-hand side of the screen. 

If you have any difficulties, call the 
helpline number, 0800 581009, or 
email nctlibrary@midirs.org. 

Searching MIDIRS Reference Database
There are three ways of searching the 
Reference Database: Basic Search, 
Advanced Search and Standard Searches 
search.

Basic Search
This search gives you a box into which you 
enter keywords. In order to retrieve the 
most relevant results, keep your search 
terms simple. If you want to put in more 
than one keyword, you will need to join 
them with ‘and’. Putting in ‘fathers’ needs 
in antenatal education’ returns no results, 
while ‘fathers and needs and antenatal 
education’ brings up 27 results. By clicking 
on ‘Search options’ underneath the search 
box you can include word variants or 
similar words. Clicking on ‘Include similar 
words’ brings up 40 results.

Your search results can be sorted by 
relevance, by date and refined by type (e.g. 
original research, commentary, overview.)

Advanced Search
Advanced Search enables you to select 
options before starting your search, which 
will give you more specific results. Put one 
keyword into each line and add another 
row if necessary, up to a total of five, by 
clicking on the ‘add row’ button. ‘Search 
options’ will give you the option of sorting 
your search by date range, by article type 
or by newest or oldest article.

Standard Searches search
MIDIRS Standard Searches are pre-
prepared literature searches compiled 
from a range of resources. Choose the 
Standard Searches option from the 
toolbar. There are two ways of searching 
this option – by topic, or browse by 
category. Enter a keyword in the Standard 
Searches search box. If there are no results, 
think of a synonym or a broader keyword. 

A search for ‘fathers’ came up with 12 
different standard searches. Choose the 
one that seems most relevant to your 
needs. There is a Standard Search on 
Antenatal education and Fathers/Partners 
that includes items on becoming a father.

Viewing your results
Each result is presented in a tabbed box: 
Details; Abstract; References; Purchase/
Save. The References tab will show the 
item referenced either in Vancouver or 
Harvard format. When you see an article 
that you wish to read in full, either click on 
the Purchase/Save tab and Add to basket 
or create a folder in Your Personal Folders 
and save the reference. 

Purchase
Articles usually have to be purchased in 
twos. By purchasing your items in this way, 
you do not have to complete a separate 
copyright declaration. When you have 
finished searching, go to Your basket and 
delete anything you no longer require 
before moving on. Click Continue with 
order and ignore ‘add a voucher code’. 
(Relevant NCT staff, including tutors, have 
additional support provided by the library 
service as they are working for the whole 
charity. They can order one item at a time 
and they will not be charged.)

Your Personal Folders
You can create a new folder when you are in 
the Purchase/Save section and add items 
to that folder from your search. There is a 
Personal Folders tab in the toolbar where 
you can create, view and organise your 
folders. Click on the name of the folder 
to open it. The only way to export the 
information in the folder is by clicking on 
the printer-friendly view and printing them 
off. Articles originally published in MIDIRS 
Midwifery Digest are available to access 
from the database. You will see these 
when you click on the Purchase/Save tab.

Other features
The last ten searches you performed can 
be seen on the left hand side of the screen. 
Just click on one to open.

A PowerPoint presentation on how to use 
the Reference Database can be viewed at 
babble.nct.org.uk/info-resources/library-
services/research-resources/tools-help-
your-research and you will also find an 
article originally published in Essentially 
MIDIRS on the same page available to 
download called ‘Top 10 tips for using the 
MIDIRS Online Service’.

Lynn Balmforth, information officer and librarian NCT, and Charlotte 
Ince, joint head of information services, MIDIRS, explain how 
to search for information on NCT’s website, babble and MIDIRS 
reference database.

Research

10 11

A planned vaginal birth is most frequently 
assisted with forceps or ventouse during 
the second stage of labour if there is 
delay in progress or concern that the 
baby is distressed. The aim is to mimic 
spontaneous vaginal birth and to complete 
the birth with a minimum of trauma to 
both the mother and the baby. Forceps or 
ventouse may be offered when the cervix 
is fully dilated and the baby’s head is at or 
below mid-cavity of the mother’s pelvis. 
Straightforward lift-outs using forceps or 
ventouse are the most common assisted 
vaginal births but complications increase 
when the baby is large, his head is still 
relatively high (in the mid-cavity of the 
pelvis) or mal-positioned (e.g. with occiput 
posterior). In these more complex cases, 
Kielland (or Kielland’s) forceps offer a 
means of rotating the baby to correct his 
position in the mid-cavity of the pelvis. 
They are larger than other types of forceps 
and have no pelvic curve. A sliding lock 
enables any tilt to one side of the baby’s 
head to be corrected. Their use carries 
additional risks compared with other types 
of forceps and requires specific expertise 
and training.

Out of favour
Following a number of poor outcomes with 
Kielland’s in the 1970s, their use was no 
longer universally taught to obstetricians, 
with the result that usage was abandoned 
in some units, while rigorous training 
and use continued elsewhere. Some 
consultant units use rotational ventouse 
(which fails more frequently), or manual 
rotation (with a gloved hand) followed by 
forceps or ventouse, as alternative ways 
to achieve a vaginal birth when assistance 
is needed and the head is still relatively 
high and poorly positioned. Obstetricians 
should be confident and competent in the 
use of a minimum of one technique for 
rotation. Others offer a caesarean at full 
dilatation (a procedure requiring greater 
skill and experience than a caesarean 
earlier in labour when the head is higher 
in the pelvis). Recent reports that the use 
of Kielland’s is associated with increased 
complications and litigation have led to 
renewed controversy over whether they 
have a role in modern obstetrics.

To find out more about assisted 
vaginal birth read:
• Assisted vaginal birth - part 1 - 

evidence based briefing (2003) 
http://tinyurl.com/NCT-AVB 

• Assisted vaginal birth - part 2 - 
evidence based briefing (2004) 
http://tinyurl.com/NCT-AVB2 

• RCOG Green top guideline no. 26 
Operative vaginal birth 

• RCOG Consent Advice no. 11 
Operative vaginal birth

As a practitioner how do you help parents 
to think about the factors that might 
influence their decision-making when 
some aspect of labour does not go 
according to plan?

Factors that influence outcomes for the 
mother and baby, and parents’ feelings, 
include:
• Obstetric history
• Baby’s condition
• Age of mother
• Preferences for birth
• Your confidence in the obstetric 

team
• Usual practices of the obstetric team
• A chance to hear the pros and 

cons and make decisions (to give 
informed consent).
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By Maggie Redshaw, Karen Hamilton, Rachel Rowe, Julie Jomeen and 
Mary Newburn

The policy of choice and individualised 
care1 and the NICE guidelines on 
antenatal, intrapartum and postnatal care 
have implications for how maternity care is 
organised. In rural areas there are particular 
challenges because of low population 
density and geography. This is the first of 
two linked articles, published in this issue 
of Perspective, based on an investigation 
carried out for the Commission for 
Rural Communities in 2009.2 This article 
provides a framework by setting out the 
key issues affecting provision of services, 
informed by published literature and 
interviews with service commissioners 
and providers. 

Choosing where to give birth
In some areas, women with a 
straightforward pregnancy have a realistic 
choice between four different options for 
planning where they will have their baby: 
a hospital obstetric unit (OU), a midwifery 
unit or birth centre ‘alongside’ or on the 
same site as a hospital with obstetric and 
paediatric facilities (AMU), a midwifery 
unit in a community setting which is 
‘freestanding’ or separate from obstetric 
and paediatric facilities (FMU), and birth 
at home with the care of a midwife. In 
many areas the options are more limited 
either because of the services provided by 
the NHS or because women feel that the 
distances to travel limit their options. 

Transfers between settings
When complications arise in an ‘out of 
hospital’ setting this can mean transfer 
to a hospital obstetric unit by ambulance. 
Results from the Birthplace study in 
England showed that for women at low risk 
at the start of labour care, transfers varied 
considerably according to parity. Around 
9-13% of multiparous women transferred 

during labour or immediately afterwards 
compared with 36-45% of nulliparous 
women.3

In England transfer from most freestanding 
midwifery units involves a journey of up 
to 25 miles, with a median distance of 17 
miles; from a very small number of more 
remote FMUs the distance is longer.4 The 
duration of transfer itself has the potential 
to influence outcomes for women 
and their babies and transfer times 
may vary according to time of day and 
traffic conditions. Birthplace found that 
outcomes for women and babies using 
FMUs and AMUs were good, with low rates 
of intervention and few adverse outcomes. 
For multiparous low risk women there 
are no differences in adverse perinatal 
outcomes between settings. The risk of an 
adverse perinatal outcome appears to be 
higher for nulliparous women who plan to 
give birth at home (9.3 primary outcome 

Maternity care in rural areas: key issues events per 1000 births vs. 5.3 per 1000 
births in an OU).3 

In 2007 all NHS trusts reported to the 
Healthcare Commission’s Maternity 
Services Review that they had guidelines 
in place that covered transfer during 
labour, but recent research has indicated 
that these guidelines are not always good 
quality.5 Other early findings from this 
research indicate that the management 
of transfer during labour varies. Acute 
trusts and ambulance trusts may have 
different policies on factors such as 
whether the woman’s husband or partner 
is permitted to accompany the woman in 
the ambulance and whether the midwifery 
unit midwife continues to care for the 
woman on arrival at the hospital, both of 
which have the potential to impact on 
women’s experience of transfer and on 
outcomes for women and their babies.6 

Access to specialist services
The Healthcare Commission maternity 
review collected evidence on specialist 
services that may be required by women 
in the perinatal period.5 Nearly all obstetric 
units (95%) had an adult intensive care 
unit (ITU) on site, and all had at least one in 
the same trust. Virtually all obstetric units 
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(96%) had a blood transfusion service on 
site, and for those that did not, 13 miles 
was the longest reported distance to such 
a centre. 

The National Audit Office6  and the Neonatal 
Taskforce addressed the complex issues 
associated with providing and organising 
neonatal care in England, particularly 
those associated with capacity, staffing 
and transport.7 All obstetric units have 
some form of neonatal facility on site, but 
only half have a level 3 unit providing the 
full range of intensive care for babies at all 
gestations. So for very sick babies transfers 
may be necessary. 

Research studies on women in rural 
areas
Relatively little information is available on 
women’s perceptions of rural maternity 
care. Two UK-based studies have looked 
at consultant-led versus midwife-led 
maternity care in rural areas. One, based 
in a small town in rural England explored 

the impact of changes from a consultant-
led to midwife-led service,8 finding that 
the women using midwife-led care were 
satisfied with the care they received, 
particularly in relation to continuity of 
care. Further, women giving birth at the 
midwife-led unit and at home required less 
pain relief and were more likely to have an 
intact perineum than a similar group of 
women giving birth in hospital. However, 
transfer for complications during the 
birthing process caused anxiety and stress 
for women and their partners and, although 
the establishment of a midwife-managed 
unit provided increased choice for some 
women, the removal of the consultant 
unit disadvantaged others. Similar issues 
arose in a Scottish study of women’s 
preferences.9 Most rural women preferred 
delivery in a maternity unit to home 
birth and consultant-led care to midwife-
managed care, associating the latter with 
covering every eventuality and increased 
safety. Although women preferred shorter 
travel times, they indicated a willingness to 

travel for approximately two hours to get 
their preferred choice which depended 
on their previous experience, risk status, 
geographic location, perception of care 
and family circumstances. 

Following on from a review of Scottish 
maternity services, a series of publications 
looked at the delivery of care, staff 
perceptions and inter-professional 
working in maternity care in rural areas.10-13 
One explored midwives’ and general 
practitioners’ perceptions about their 
relative professional roles in remote and 
rural general practice, noting a number 
of areas of dissonance between the two 
groups. Another highlighted several 
issues: the perceived ‘distance’ between 
senior managers imposing change and the 
wider community of staff and residents; 
perceptions of community vulnerability; 
and tensions arising from working in small 
teams and living in small communities. 
Investigation of staff views about their 
roles, skills and training to deliver high 

NCT practitioners can be nominated by their peers, colleagues 
and parents they have supported and others through an 
online nomination form available on NCT’s website from 27 
April: www.nct.org.uk/practitionerawards
 
The awards will be presented at a special ceremony on 29 
September and nominations can be made in the following 
categories: antenatal teacher of the year, breastfeeding 
counsellor of the year, postnatal leader of the year and NCT 
visionary – for the NCT practitioner who best exemplifies 
NCT’s vision in their practice with parents.  
 
NCT currently has approximately 1,000 qualified practitioners 
who support parents throughout the UK during pregnancy 
and early family life. They undergo high quality, university-
accredited training allowing them to develop the skills 
needed to support thousands of parents every year.
 
NCT has been running courses for new and expectant parents 
for over 50 years and support over 80,000 new parents each 
year. If you are interested in becoming an NCT practitioner, 
applications are now being taken for our new training 
programmes starting in September. 

Information can be found at: 
www.nct.org.uk/nct-college (see back page)

‘Many families are on low 
incomes without access to 
a car or the means to travel 

frequently.’

Kathleen Fraser and baby Ailsa, born in the Aboyne Birth Unit. The unit is under the 
threat of closure, as part of an ongoing Grampian Maternity Review, with Community 
Maternity Units being reconfigured in Aberdeen, Peterhead and Inverurie.
Kathleen has campaigned to save her local unit.
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Reconfigurations and threatened closures
NCT is also aware of recent or proposed changes and closures of 
midwifery units in Derbyshire (Darley Dale), East Yorkshire (Jubilee) 
Berkshire (Heatherwood, Ascot), Mid Glamorgan, South Wales (Aberdare).

Sponsored by

NCT has launched 
its 2012 Practitioner 
Awards. The awards, 
which are sponsored by 
lights by TENA,  reward 
and recognise high 
quality practice among 
NCT’s practitioners.
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quality and local intrapartum services in 
remote and rural settings against national 
recommendations explored these issues 
further. Prominent among them were 
medical specialisation, workforce and 
competency, and throughput, which 
were associated with concerns about 
the sustainability and safety of services, 
particularly for rural maternity care 
teams and for medical cover in small 
district general hospitals with large 
rural catchments. Risk assessment and 
decision-making around transfer were 
seen as central for effective rural practice 
and these were influenced by rural 
context. Staff reported that competence 
and confidence varied according to 
the procedures required. Both groups 
reported facing barriers to continuing 
professional development, with distance 
to training being a significant issue for 
rural midwives. A range of educational 
and support models, including the 
use of telecommunication and video 
conferencing, have aimed to support skills 
and knowledge of rural midwifery and 
obstetric practice. 

Provider perspectives
In 2007, the Commission for Rural 
Communities requested information 
about maternity services in rural areas. 
Given the relative paucity of UK evidence, 
the views of providers and commissioners 
of maternity services working across 

rural or remote areas were sought from a 
sample of three heads of midwifery and 
two maternity commissioners from areas 
within Yorkshire, Cumbria and Dorset. 
While there were commonalities, there 
were also some issues specific to particular 
localities. Many of the issues described are 
interrelated, and it is clear that there are 
significant challenges to be overcome in 
providing high quality maternity care in 
rural or remote areas. 

The main challenges
The issues raised by services providers 
and commissioners broadly fall under six 
themes: workforce and resources; travel 
and distance; caring for vulnerable groups 
of women; caring for high risk women; 
the way in which services have been 
configured and women’s options for care.

Workforce and resources
In remote and rural areas the recruitment 
of staff, and, to a lesser extent, retention 
can be a problem. If home birth is to 
be encouraged, and home birth rates 
increased, reconfiguration of the workforce 
may be required to increase capacity to 
support the service. In urban areas this 
has often been addressed by closing 
smaller units and consolidating tertiary 
care, to facilitate more outreach care and 
homebirth. This is less acceptable in rural 
environments because closing smaller 
units may disadvantage women further in 

terms of travel distance to services. The 
midwife-to-woman ratio needs to take 
into account travel time, and urban ratios 
may be misleading as they are unlikely to 
reflect the geographical distances covered 
during the working day in rural areas. In 
planning services, it is also necessary to 
take account of the midwifery workforce 
demographics and the implications of 
this for the future. In rethinking midwifery 
staffing establishments, the effective use 
of midwifery support workers or assistant 
practitioners should be explored.

Midwives caring for women in isolated and 
remote settings need to be skilled and 
confident in their clinical skills. Enhanced 
support and communication skills are 
particularly important for midwives caring 
for women in marginalised communities, 
including traveller communities where 
care is often not sought by women 
themselves.

Travel
Centralisation of services can mean 
long travel distances for midwives and 
for women. Travelling long distances is 
time-consuming and this can impact 
significantly on midwives’ workload and 
the number of women seen within the 
day. The quality of roads to rural and 
isolated locations and weather conditions 
constrain travel, and to safeguard staff 
robust lone worker policies must be in 
place.

The nearest maternity unit can be more 
than 40 miles away from a woman’s home. 
Although women living in rural areas 
often expect to have to travel to access 
services and accept it as the norm, this 
should not induce complacency. For some 
women and their partners travel may be 
less of an issue, particularly for those who 
have made a conscious choice to live in 
rural areas and have the resources for 
private transport and additional support. 
However, many women and families 
are on low incomes without access to 
a car or the means to travel frequently. 
Poor public transport can limit access to 
routine antenatal care, antenatal classes, 
breastfeeding workshops and clinics. 

Vulnerable groups
Providing effective maternity care for 
vulnerable groups can be particularly 
difficult as there is no critical mass to justify 
the provision of specialist services in rural 
and remote areas. The type of population 
served within an area, its nature and 
profile, shapes the kind of services that 
can be delivered within current resources. 
Care for vulnerable women and families 
has to be individualised and tailored, 
which is in turn expensive. Similarly, 
transient populations, especially in holiday 
locations, can make it difficult to sustain 
specialist services. 

High-risk women
Providing care for women with high-risk 
pregnancies presents several challenges. 
Women need to be truly informed, 
and careful planning and ongoing risk 
assessment are essential. Often in cases of 
high risk, other services and systems come 
into play, requiring effective co-ordination 
and management. For example, neonatal 
services, particularly higher-level services, 
may not be available, or have capacity, 
even within the same region. When women 

or babies have to be admitted to a regional 
centre providing higher-level care, they 
may be many hours’ journey from home 
and isolated from their support network 
and families.

Configuration of services
Maternity care provision may cross a 
number of different provider boundaries 
and regional healthcare borders, and be 
composed of a mixture of midwifery-
led units or birth centres and obstetric 
units offering both low- and high-
risk care. However, trusts are under 
constant pressure to rationalise services, 
and networks of small units are often 
vulnerable to economic pressures. 
Although effective, there are fewer 
children’s centres in rural areas, with 
consequences for integrated health and 
social care services. Similarly, seaside 
towns and holiday resorts can experience 
problems with transient and unpredictable 
populations, including many temporary 
residents. This can significantly increase 
the population accessing maternity 
services on a seasonal basis and present a 
challenge for service delivery.

Being based in a remote or rural area can 
present difficulties, as well as benefits, for 
maternity healthcare professionals. Caring 
for relatively small numbers of women 
may facilitate continuity and contribute to 
job satisfaction. However, running clinics 
in rural areas and home visiting can involve 
driving long distances and greater travel 
time. In some areas it may be difficult to 
actively promote midwife-led care and 
home births due to lack of confidence, as 
well as limited staff and other resources.

These factors all influence women’s 
opinions for care which are discussed in 
the following article from a service user 
perspective.2

Examples of good practice
Despite some of the challenges 
articulated, there are numerous examples 
of good practice, where maternity service 
providers recognise the importance of 
high quality care and are aiming to develop 
models that reflect women’s desire to 
receive care and give birth in their own 
community or local to it.

‘Outcomes for women and 
babies using midwifery units 
are good.’

Resources for midwives and NCT practitioners
www.nctprofessional.co.uk or call 08458 100 100   

Teaching aids to help you in your antenatal classes and work with parents

The first few weeks with a new baby bring 
a whole range of emotions and changes to 
new parents’ lives. Many women see their 
partner as their main source of support 
with breastfeeding. It has been shown that 
if fathers are supportive of breastfeeding, 
women are much more likely to continue. 
This information sheet aims to take an 
honest look at breastfeeding from a father’s 
viewpoint.

Why is breastfeeding important? 

Breastfeeding has many advantages over 
formula feeding. It is healthier for both 
mother and baby as well as being natural, free 
and convenient.

Overall, formula fed babies have: 

• a greater risk of sickness and diarrhoea

• more ear infections

• more chest infections 

• greater risk of allergies such as asthma
                  and eczema

• more chance of being overweight as  
children.

Breastfed babies also have better jaw and eye 
development and are likely to be healthier 
as children and adults. There are health 
differences for the mother too. Women 
who don’t breastfeed have a slightly greater 
chance of breast cancer, some forms of 
ovarian cancer, and diabetes in later life.
Breastfeeding is convenient as you don’t 
have to carry around, sterilise or make up 
bottles. The greatest benefit occurs if the 
baby has only breastmilk for the first six 
months and then carries on breastfeeding 
while starting on solid foods, particularly if 
there are allergies in the family.

How long should a mother 
breastfeed her baby for? 

As long as she and her baby want to:

• breastfeeding for three months makes   
infections less likely for at least a year 

• breastmilk is a complete food for the

          baby for at least six months

• babies who are breastfed for a year don’t 
need to have formula at all

• breastfed toddlers continue to benefit 
from breastfeeding. 

Can the father really make a 
difference?

Yes. A woman is more likely to choose to 
breastfeed if she’s sure her partner is positive 
about it. In addition, a mother who decides 
to breastfeed is much more likely to have a 
good experience if her partner supports her 
decision.

Some common concerns of 
fathers

“I’m worried I’ll feel left out”
With breastfeeding, parents do have different 
roles to play and it can take a while to get 
used to this. Fathers may feel jealous or 
left out, especially as the mother and baby 
can have a very close relationship. But 
breastfeeding is only one aspect of caring for 
your baby. You can still be involved with her 
in lots of different and rewarding ways, for 
example by: 

• playing 
• soothing 
• bathing 
• changing nappies 
• entertaining
• winding 
• talking 
• taking him for a walk 
• laying him on your chest, skin-to-skin
• carrying him in a sling.

Even though your baby probably won’t smile 
for the first 4–6 weeks, from birth she will 
be interested in looking at things, especially 
people’s faces, and hearing gentle sounds.

“I really want to share the feeding.” 
Surprisingly, this may be less important than 
you expect if you are involved with your 
baby in other ways. But if you are still keen 
to feed your baby you could give expressed 
breastmilk. However, it is normally better 

Fathers and breastfeeding

               NCT Information sheet

Keep your baby close for that essential 
bonding. The revolutionary BabaSling has 
seven carrying positions and adjusts eas-
ily to fit mums or dads and babies from 
birth to two years. 

Code: 4476 £39.95.

Available from NCT Shop at
www.nctshop.co.uk
or 08458 100 100

NCT Pregnancy & Birth Line

0300 330 0772
NCT Breastfeeding Line

0300 330 0771
Find support near you

www.nct.org.uk

Fathers and BreastFeeding.indd   1 15/9/08   16:32:14

Childbirth Charts 
A5 size, versatile and carried easily. 
16 illustrated pictures of labour and 
birth. 

Was £5.00 now £3.00.  
code 3253

MIDIRS Pinard
MIDIRS aluminium pinard 
fetal stethoscope - your 
essential tool for
midwifery practice. 

£5.05 
code 3257

Information sheets
£4.50 for a pad of 50.

(Fathers and breastfeeding, What’s in 
a nappy, When do I introduce solids 
to my baby, Understanding Your 
baby’s sleep).

Kathleen Fraser and her daughters, Isla and Ailsa, supporting the Aboyne Birth Unit.
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By Vanita Bhavnani, research and evaluation officer, NCT, and Mary 
Newburn, head of research and information, NCT

Maternity care in rural areas: the user perspective

This article is based on a rapid appraisal of 
the views and understandings of parent 
representatives living in rural areas about 
the challenges for parents in accessing 
maternity and parent support services. It 
is the second of two linked articles based 
on a research paper commissioned by 
the Commission for Rural Communities, 
which was abolished after the election 
in 2010.1,2 The focus is on service 
provision for healthy women with a 
straightforward pregnancy, women with a 
high-risk pregnancy or complex social and 
psychological needs, young parents, and 
the provision of support for breastfeeding.
 
A rapid appraisal was carried out using a 
convenience sample of 17 women who 
were active within NCT networks and had 
experience of life for families with young 
children, and provision of maternity care, 
in rural areas of England and Wales: 

• Nine parent representatives on 
Maternity Services Liaison Committees 
(MSLCs), of whom five were also NCT 
practitioners

• Eight NCT practitioners who were not 
members of MSLCs

• A head of midwifery delivering 
maternity services in Powys, mid-Wales, 
who spoke at the NCT members’ annual 
conference in Swansea in June 2009  

The appraisal used three complementary 
methods of data generation:

• A short, self-completion questionnaire 
sent to an established NCT network  
of MSLC representatives

• Telephone interviews with NCT-
registered MSLC representatives

• Face-to-face interviews with NCT 
practitioners and NCT-registered MSLC 
representatives at the NCT members 
annual conference in June 2009

The analysis identified challenges and 
opportunities for meeting needs in the 
rural communities.

The challenges - Respondents highlighted 
a number of key challenges for women 
in accessing high-quality, individualised 
care in rural areas relating to location 

of services, choice of place of birth and 
continuity of care, each of which are 
discussed. 

Location and accessibility - Women in 
remote and rural areas can have difficulties 
with access to services because of the 
low density of population, and the way in 
which care services are configured.3 

Respondents described journey times 
from home to the nearest midwifery or 
consultant unit of up to two hours. The 
problems of physical geography and 
distance were compounded by infrequent, 
poorly scheduled, unpredictable and 
costly public transport. Respondents 
felt that young parents, families on low 
income and women who had high-risk 
pregnancies were affected by travel 
difficulties more profoundly. 

‘They have even greater distances to 
reach a hospital that is able to manage 
their particular risks e.g. a neonatal unit 
for premature babies...and there are 
more frequent visits to antenatal clinics, 
therefore increased travel and parking 
costs. These are not to be underestimated 
as an issue with current fuel prices.’ 
(Antenatal teacher, Worcestershire)

Choice of place of birth - Respondents 
said that geographical location and 
distance to maternity units, coupled 
with concerns about ambulance services 
response times, limited women’s choices. 

‘Ambulances are unable to transfer; 
midwives are unable to reach in the 
set timeframe, therefore there is a lack 
of options for where to have a baby.’ 
(Antenatal teacher and MSLC rep, 
Cornwall) 

Midwife-led birth centres, either alongside 
a hospital obstetric unit or freestanding, 
were not available in many areas, and 
there was often only one hospital within 
a reasonable journey time. Access to low-
technology facilities, such as a birth pool, 
to facilitate a straightforward birth and 
provide non-pharmacological options 
for working with pain during labour, was 
considered minimal in some areas – even 

though such access is recommended.4,5 
 
‘There is not an option for a birth centre 
or even a different hospital, which if you 
happen to live “close” to a hospital with 
a high caesarean rate is just depressing 
not empowering.’ (MSLC rep, South West 
Wales)

‘Both hospitals are many miles away and 
offer such different services. One has one 
birthing pool and the other one doesn’t. 
Midwives don’t encourage the use of the 
pool. ’(Breastfeeding counsellor, West 
Cumbria)

Respondents felt that health professionals 
did little to make women aware of the 
full range of birth choices they should be 
able to access. In some areas home birth 
was not presented positively as a realistic 
option for low-risk women. Women 
were less confident about choosing a 
home birth when they were aware of the 
difficulty midwives have in covering large 
geographical areas. 

‘Where women have their babies is a real 
issue. Midwives are not encouraging 
[home birth] as there are major resource 
issues…they don’t have time and distances 
are too far.’ (Postnatal leader, Somerset)

‘Women don’t have a choice as midwives 
are not promoting home births or a 
real choice for women and we need to 
improve the availability of services nearby 
(in case) things go wrong.’ (Breastfeeding 
counsellor, West Cumbria)

Respondents in some areas identified 
professionals’ attitudes as a limiting factor.
 
‘Home births are promoted depending on 
the attitude of the midwife. They often 
don’t dispel the myth that home births are 
dangerous.’ (Postnatal leader – Somerset)

Lack of access to continuing training 
and support as a result of time and travel 
constraints were seen as contributing to 
these attitudes. 

Continuity of care and carer - Continuity 
of care refers to staff working in integrated 
teams with a consistent approach to 
providing care, information, choices and 
support. As women and their families get 
to know the same health professionals, 
it enables them to build up mutual 
understanding, feel valued as a known 
individual and feel more confident that 

• Children’s centres, when working well, 
replace the old ‘communities in streets’ 
culture; they create a community 
of which women can become a 
part, helping to overcome isolation. 

• Home booking of all women, which 
enables an assessment of the social 
context for individual women and 
their families.

• Outreach clinics in rural locations, 
which are maintained despite 
financial challenges and include: 
midwifery-led clinics, consultant-
led clinics, scanning clinics, 
antenatal education, breastfeeding 
workshops, specialist midwife clinics. 

• Birth centres/midwifery-led units 
which provide for high-risk antenatal 
care to improve accessibility and 
reduce travel distance, and providing 
24-hour telephone advice and support 
across the maternity spectrum. 

• Strategies to increase home birth 
rates through reconfiguration of 
community teams and on-call systems 
to promote and accommodate home 
birth requests, and pre-runs to remote 
areas to test road type and enable 
assessment of potential difficulties.  

• Integrated midwifery services which 
promote a flexible workforce and 
enable the protection of smaller 
units, maintaining reasonable 
and ‘safe’ travel times for women. 

• Use of midwifery support workers 
and assistant practitioners to enable 
midwives to work more effectively. 

• All high-risk women under consultant 
care are assisted with transport for 
antenatal appointments.

Conclusion
Meeting the needs of a local rural 
population is a challenge in the context 
of healthy low-risk women and babies 
and more so for women and babies who 
need more specialised care. Maternity 
care pathways in the context of rurality 
may be more complex as a function of 
geographical distance, limited provision 
of services, longer response times, and 
distance to higher levels of care. The 
extent to which rural communities’ 
maternity care needs have so far been 
identified is varied. 

Resource issues are likely to continue to be 
part of the debate about commissioning 
and to affect the way in which care is 
provided. Consultation with user and 
provider groups will also continue to be 
critical to the evolution of such care, as will 
the development of innovative practice 
in overcoming some of the challenges 
described.

Creative ways need to be sought to provide 
the care, information and support that 
women and families living and working in 
rural areas need. These may include rural 
drop-in centres and mobile antenatal and 
postnatal services. Research is required to 
further explore the safety, appropriateness, 
access and acceptability of maternity care 
in rural communities in the UK and how 
skilled staff can be effectively supported 
within remote and rural practice. 
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their views, concerns and preferences are 
understood and respected. 

One consequence of a lower population 
and fewer midwives was better continuity, 
with women more likely to be attended 
by the same midwife during the antenatal 
period, birth and the postnatal period. 

‘There is more continuity because women 
have to go the GP to see a designated 
midwife and it’s always the same midwife.’ 
(Antenatal teacher, Lincolnshire)

However, care from a small number of 
health professionals also meant fewer 
options to change midwife or ‘shop 
around’ between different NHS trusts. The 
quality of the women’s care and choices 
could also be limited by the beliefs, 
competencies and attitudes of a small 
number of individuals.

‘It’s possibly better in rural areas where 
midwives and health visitors come from 
one GP practice but women are at the 
mercy of the attitude of the midwife or 
health visitor and can get consistently bad 
information.’ (Postnatal leader, Somerset)

Accessing antenatal and postnatal 
care and breastfeeding support - Easy 
access to ‘routine’ antenatal, postnatal 
and breastfeeding services was seen 
as particularly challenging. Antenatal 
classes were mainly hospital-based, 
considered to get full very quickly and 
comprise large groups, so were of limited 
effectiveness in providing detailed 
information, opportunities for discussion 
and development of mutual parent-to-
parent support. Health professionals 
working under time pressures reduced the 
number and length of postnatal visits and 
limited opportunities for women to raise 
concerns about feeding and other issues. 

‘There are some issues around the 
reduction in the number of postnatal visits 
by midwives and I am concerned that there 
is less opportunity for new mums to raise 
concerns about feeding. Taking babies to 
hospital for postnatal checks rather than 
a home visit is more problematic in rural 
areas where distances is an issue and new 
mums need to rest and to be relaxed when 
getting the hang of breastfeeding.’ (MSLC 
rep, West Cumbria).

Lack of support was perceived to impact 
most on women without local extended 
family support, teenage mothers, 

women with complex medical, social 
or psychological needs, and women 
requiring breastfeeding support. Isolation 
was mentioned repeatedly. 

‘There are no buildings to hold groups 
in and chocolate box villages (have few) 
amenities for pregnant and new mums. 
They become isolated and depressed 
with no village life and no one to talk to.’ 
(Breastfeeding counsellor, Bedfordshire)

Meeting the challenges Children’s 
centres -  Initiatives aimed at meeting 
some of the challenges faced by women 
and families in rural areas included 
provision of Sure Start centres or new 
children’s centres in some larger villages. 
A variety of services were offered 
including teenage pregnancy groups, 
drop-in breastfeeding support groups and 
antenatal services. 

Maternity Services designed for rural 
communities - Powys offers maternity 
services designed for women in very rural 
areas of Wales, with limited road networks 
and sparse farming communities. They 
have eight teams of expertly skilled 
midwives who provide antenatal and 
postnatal care to all women. For low-risk 
women, they offer the choice of birth 
at home, in a freestanding birth centre 
or district general hospital. They have a 
shared philosophy and work closely with 
health visitors to ensure continuity of care. 
On-call midwives, working with trained 
breastfeeding peer supporters and several 
breastfeeding groups across Powys, 
provide 24-hour breastfeeding support 
and advice.

Working with other services - Multi-
agency working can extend provision of 
public services. A partnership between 
the youth service, a school nurse and a 
GP practice were used successfully in 
Worcestershire, to improve the quality of 
healthcare services for young people. The 
Indigo project offers a range of services 
including those for young women who are 
pregnant. In North Yorkshire, the mental 
health services provide care for rural 
populations, with mental health workers 
in GP practices providing a service for low 
level problems and carrying out home 
visits for those unable to access surgeries. 
This includes pregnant and postnatal 
women who may have short-term mental 
health problems. 

Telephone, SMS and other media
Telephone support from professionals and 
voluntary groups, and two-way support 
including the use of SMS, social and digital 
media can extend involvement and care, 
including breastfeeding support.6 

Conclusions
This rapid appraisal was carried out to 
complement the review of published 
literature and interviews with service 
commissioners and providers, reported 
in the linked article. It provided the 
perspective both of some parent 
representatives active in NCT and of 
a midwife, invited by NCT to describe 
services in Powys, a rural county of mid-
Wales whose maternity services functions 
well without a district general hospital 
within the county. The appraisal is limited 
in that the sample is not representative. 
However, many of those interviewed were 
involved on their MSLC so were actively 
engaged in working with professionals 
to plan and monitor care for their local 
community. The challenges for parents 
of accessing services in rural areas 
arise from the population being widely 
dispersed and often remote from urban 
areas. They frequently face geographical 
barriers including mountainous areas 
and narrow roads. Transport options are 
limited and expensive, and there are 
constant pressures on services in terms of 
the configuration of services and financial 
constraints. Creative approaches to 
providing care, information and support for 
women and their families include strong 
community-based midwifery leadership, 
partnership working (such as work with 
voluntary organisations and peer support), 
mobile antenatal and postnatal facilities 
and telephone and online support. The 
user perspective is an essential element 
in planning and developing new services 
and MSLCs and NCT practitioners are a 
valuable link in this process. 
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By Juliet Rayment, Christine McCourt, Susanna Rance 
and Jane Sandall

Maternity services in rural areas: learning from two trusts
 serving rural communities

Many of the challenges facing maternity 
services in England, including staff 
shortages, changes to medical training 
and rising caesarean rates, seem near 
universal. Trusts covering rural areas 
share these problems, and also face 
other challenges that are particular to the 
geography of the areas they serve. When 
making decisions about their maternity 
care, women living in rural areas are 
affected by different considerations from 
those living in towns and cities.

Research has highlighted a number 
of experiences particular to maternity 
services in remote or rural areas,1,2  
including women’s concerns about 
birthing far from obstetric support and 
away from their local communities; the 
skills of local midwives; and the closure 
of local community services. A recent 
research priority setting exercise in 
Scotland has also highlighted such issues.3

This paper presents some findings from 
two case studies of rural English NHS 
trusts, Hillside NHS Trust and Shire 
NHS Trust, carried out as part of the 
Organisational Case Studies component 
of the Birthplace in England Research 
Programme.4 All names used in the case 
study are pseudonyms. The case studies 
examined the maternity services of four 
English trusts identified by the Healthcare 
Commission as ‘better or best performing’5 
to explore what aspects of maternity 
systems might affect the provision of high 
quality, safe care. Interviews were carried 
out with service users and their partners 
[n=29] and staff and local stakeholders 
[n=39] at Hillside and Shire. Twenty 
observation visits were also made to these 
two trusts during 2010.

Hillside NHS Trust 
Hillside NHS Trust had two Obstetric Units 
(OU) and a Freestanding Midwife-led Unit 
(FMU). The trust cared for 3,000 births 
per year across their three sites with two 
percent of women from black and minority 
ethnic (BME) groups. Rural deprivation was 
a significant problem following the demise 
of heavy industry.

Shire NHS Trust
The population served by Shire was a 
mix of people living in urban areas and 
those living in small rural towns, villages 
and farms. The trust ran a ‘hub-and-
spoke’ model where a single OU and 
accompanying Alongside Midwife-led 
Unit (AMU) supported a network of FMUs 
across the region. Shire was a relatively 
affluent rural area, with less deprivation 
than Hillside, but the numbers of women 
from BME communities was similarly low.

Hillside and Shire’s rural location gave 
them a number of advantages over their 
urban counterparts that helped them to 
provide high quality and safe care. These 
included:

• A stable workforce
• Community-based services
• FMUs integrated into communities 

with local political support
• Dedicated time for postnatal care.  

However, they faced challenges that were 
particular to rural trusts. Community 
midwives struggled to cover large areas 
and maintain the skills and confidence 
necessary to provide a sustainable home 
birth service. Journeys to give birth or 
during transfer were perceived by women 
as more risky because of the distances 
involved. This meant that, although 
women valued the same things in their 
maternity care as their urban counterparts, 
they felt that they would not always be 
able to choose their preferred option. 

Choice of place of birth
Whilst the women at Shire and Hillside 
ostensibly had a choice of where to 
have their babies, almost all the women 
interviewed defaulted to giving birth 
in their local unit because of the travel 
involved in going elsewhere:

‘[The FMU is] just a bit far…I don’t think I’d 
have handled an hour’s journey, [laughs] I’d 
be on the roof! And as well I’ve got all… like 
my mum lives round the corner so as soon 
as I had the baby she come in. So it made it 
better.’  [Postnatal woman, Hillside] 

The provision of home birth was also 
hampered by the distances community 
midwives had to travel to women’s homes 
and concerns about the safety of transfer 
in an emergency from the most remote 
corners of the region. 

By maintaining a number of FMUs, 
Shire was able to offer more choices to 
women, although these were still limited 
by distance. They had developed a well-
integrated service with a community 
base and respectful team-working with 
obstetricians as well as midwife-led care:

‘Community midwives 
struggled to cover large 

areas and maintain skills and 
confidence necessary to 

provide a sustainable home 
birth service’
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‘We’ve got an obstetrician that goes out to 
[FMU], so he provides a consultant clinic at 
[FMU], so it’s basically taking a consultant 
unit, if you like, to the community, to 
where the patients live, rather than them 
having to travel all the way in.’ [Midwife 
manager, Shire]

The FMUs were well integrated into the 
community and provided dedicated 
postnatal care to local women, even when 
they had birthed in the obstetric unit. 

Care and continuity
Women valued continuity of carer during 
pregnancy. At Hillside, continuity of care 
in the antenatal period was a particular 
strength because the community was 
stable, with low staff turnover. A local 
commissioner noted how this helped 
women to access maternity care: 

‘Some of the community midwives have 
been known for generations of families. 
[…] This continuity creates stability and 
whilst some of the more complex families, 
particularly in [some parts] of the county, 
might not be good at accessing healthcare 
such as GPs, they will virtually always 
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book to see the midwife.’ [Commissioner, 
Hillside].
At Shire, midwives rotated around the 
service so that community midwives 
maintained their skills in caring for women 
during birth, but this meant less continuity 
for local women:

‘We’ve had a bit of a raw deal so far, I think, 
with midwives because […] I think in Shire 
they work on like a rotation basis, but the 
first woman we saw she was like the last 
week before she rotated so we did our 
booking with her. […] yeah, just like, well 
I’ve seen someone different every time.’ 
[Antenatal woman, Shire]

Stable workforces also helped teamwork 
amongst staff and improved safety when 
complications developed during labour:

‘I know the staff and I know their strengths 
and weaknesses and they know mine, and 
we’ve done it before; we’ve done drills 
together but we’ve also done the real 
thing together plenty of times, and that 
really helps support us in an emergency 
situation.’ [Obstetrician, Hillside]
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However, the distances involved 
made transfer complex, and this was 
compounded by poor roads, agricultural 
traffic and urban-based ambulance 
services unfamiliar with the local area. The 
distances meant relying on air ambulances 
that were not set up for maternity patients.

In conclusion, it is important to understand 
how women’s choices may be limited by 
factors outside of their control. This can 
help those who are supporting women to 
make decisions during pregnancy, birth 
and the transition to parenthood.


