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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.


