ORIGINAL RESEARCH

Midwives' competence: is it affected by working
in a rural location?
VA Hundley1, JS Tucker2, E van Teijlingen2, A Kiger2, JC Ireland3, F Harris4, J Farmer5, JL Caldow2,
H Bryers6
1

NMAHP Research Unit, University of Stirling, Stirling, United Kingdom
2

3

University of Aberdeen, Scotland, United Kingdom

School of Nursing & Midwifery, Robert Gordon University, Aberdeen, Scotland, United
Kingdom
4

Community Health Science - General Practice, University of Edinburgh, Aberdeen,
Scotland, United Kingdom
5

UHI Millenium Institute, Centre for Rural Health, United Kingdom
6

HNS Highland, Scotland, United Kingdom

Submitted: 8 April 2007; Resubmitted: 27 June 2007; Published: 10 August 2007
Hundley VA, Tucker JS, van Teijlingen E, Kiger A, Ireland JC, Harris F, Farmer J, Caldow JL, Bryers H
Midwives' competence: is it affected by working in a rural location?
Rural and Remote Health 7: 764. (Online), 2007
Available from: http://www.rrh.org.au

ABSTRACT

Introduction: Rising health care costs and the need to consolidate expertise in tertiary services have led to the centralisation of
services. In the UK, the result has been that many rural maternity units have become midwife-led. A key consideration is that
midwives have the skills to competently and confidently provide maternity services in rural areas, which may be geographically
isolated and where the midwife may only see a small number of pregnant women each year. Our objective was to compare the
views of midwives in rural and urban settings, regarding their competence and confidence with respect to ‘competencies’ identified
as being those which all professionals should have in order to provide effective and safe care for low-risk women.
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Method: This was a comparative questionnaire survey involving a stratified sample of remote and rural maternity units and an ad
hoc comparison group of three urban maternity units in Scotland. Questionnaires were sent to 82 midwives working in remote and
rural areas and 107 midwives working in urban hospitals with midwife-led units.
Results: The response rate from midwives in rural settings was considerably higher (85%) than from midwives in the urban areas
(60%). Although the proportion of midwives who reported that they were competent was broadly similar in the two groups, there
were some significant differences regarding specific competencies. Midwives in the rural group were more likely to report
competence for breech delivery (p = 0.001), while more urban midwives reported competence in skills such as intravenous fluid
replacement (p <0.001) and initial and discharge examination of the newborn (p <0.001). Both groups reported facing barriers to
continuing professional development; however, more of the rural group had attended an educational event within the last month
(p <0.001). Lack of time was a greater barrier for urban midwives (p = 0.02), whereas distance to training was greater for rural
midwives (p = 0.009). Lack of motivation or interest was significantly higher in urban units (p = 0.006).
Conclusion: It is often assumed that midwives in rural areas where there are fewer deliveries, will be less competent and confident
in their practice. Our exploratory study suggests that the issue of competence is far more complex and deserves further attention.
Key words: clinical competence, midwifery, questionnaire survey, rural health services.

Introduction
Rising health care costs and the need to consolidate expertise
in tertiary services have led healthcare providers in some
countries to reconsider how health services are provided and
to move towards more centralised services1,2. The effects of
such changes are hotly debated with some arguing that
centralisation reduces the quality of care, due to increased
patient volume or by placing additional burdens regarding
access on the patient2-4. Others suggest that higher-volume
hospitals have been found to have better outcomes, notably
in studies of complex surgical procedures5. Maternity
services, both in Europe6-8 and North America9, have
struggled to find a balance between the need to centralise
acute services and ensuring that women have access to care
as close to their locality as possible. A key consideration has

number of deliveries attended and maternal or perinatal
outcomes11, there is evidence that health professionals who
see low numbers of women tend to refer more readily11,
perhaps indicating a lack of confidence. Practitioners in rural
locations have been found to exhibit more caution regarding
referral, often referring more readily than would have been
indicated by national guidelines14. In Scotland the definition
of ‘rural’ has been based on: (i) degree of remoteness;
(ii) population

density;

(iii) settlement

patterns;

(iv) demographic profiles; and (v) economic profiles15. In
2005 the Scottish Executive defined rural as ‘settlements
with a population of less than 3,000 inhabitants’16. These
settlements could be either remote rural (areas with ‘a
greater than 30-minute drive time to the nearest settlement
with a population of greater than 10,000’) or accessible rural
(areas with a 30-minute or less drive time).

been ascertaining that health professionals have the skills to
competently and confidently provide maternity services.
Much discussion has focused on the challenges of attaining
and maintaining competence in rural areas which may be
geographically isolated and where health professionals may
only care for a small number of pregnant women each
year7,10-13. Although no association has been found between

In the UK, it is midwives who have been most affected by
maternity service changes as obstetric and anaesthetic
services have been centralised in tertiary units. Many rural
units have moved towards becoming midwife-led, requiring
changes both in the organisation of the service and in the
culture of the unit17-18. Professional development programs,
involving training in advanced life support, have been used
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with the aim of developing the competence and confidence
18

a wider definition of competence is accepted, that is, one
which considers not only performance but also capability19,

of the midwives to work as autonomous practitioners .

then clearly confidence has a role to play. However,
Defining competence in midwifery has proved difficult, with

developing confidence in a skill often requires practice and

definitions ranging from those that take a narrow

thus, for some skills which can only be practised in a

performance-based approach (the ability to perform a

simulated situation (eg managing an obstetric emergency), it

particular skill or activity) to more detailed definitions that

is

include a combination of knowledge, attitudes, skills and

uncertainties,

19

behaviour . Some reports document the general activities of

arguable

whether
we

this

is

considered

possible.
it

Given

important

to

these
assess

competence and confidence separately.

20

a midwife , while specific midwifery competencies are
more usually spoken about in relation to the essential skills

Background

and knowledge required of a practitioner to enter into
practice21-23

midwifery

or

to

achieve

midwifery

In 2002 the Expert Group on Acute Maternity Services

registration . The International Confederation of Midwives

(EGAMS) in Scotland conducted a review of national and

(ICM) identifies six broad-based competencies, underpinned

international approaches to intrapartum care to assist

24

25

by specific skills and knowledge . Some argue that such

National Health Service (NHS) Boards ‘to plan and

statements or standards are often too broad and do not

configure their acute maternity services’ and to ‘identify the

present competence in a way that allows objective and

range of professional skills required by the Scottish

a

maternity workforce’31 p3. The work was conducted by a

consequence, research has tended to focus on midwives’

multi-professional group including midwives, obstetricians,

ability to carry out specific skills, such as suturing a

anaesthetists, paediatricians, GPs, paramedics, nurses and

perineum, siting an intravenous (IV) infusion, or managing

allied healthcare professionals. The result was a detailed

an obstetric emergency27-29. However, even measuring this

report which included a list of ‘skills and competencies’ that

more narrowly-defined interpretation of competence has

EGAMS identified as essential for professionals to have in

been far from straightforward. Fleming et al. used a four-

order ‘to provide effective and safe care for low-risk women

point Likert-type rating scale, based on the Glasgow Royal

and to manage obstetric emergencies within remote and non-

Maternity Skills Inventory27, to elicit midwives’ own reports

specialist units’31 p22. These ‘skills’ are listed (Fig1).

independent

measurement

and

assessment26.

As

of their competence for individual skills29. The categories
used were ‘I don’t have these skills yet’, ‘I require a lot of

A commissioned study explored the challenges that health

practice’, ‘I require some practice’ and ‘I am fully

professionals in remote and rural areas of Scotland face in

competent’. Thus, the scale appeared to include an indicator

the provision of maternity care, intrapartum care in

of the quality of the performance, and it could be argued that

particular, and asked the professionals to self-report their

this might raise the issue of confidence in the mind of the

competence and degree of confidence with regard to some of

respondent. There is some evidence that practitioners are

these ‘skills’12,32. As a follow up we undertook a sub-group

uncertain about whether competence is about being adequate

analysis of the rural midwives’ responses and a survey of

30

or being expert . A response of ‘I require some practice’

midwives working in three urban units to examine whether

could therefore be interpreted as an indicator of lack of

confidence and competence assessments differed between

confidence rather than a lack of ability. The scale used by

rural and urban areas. This article reports the comparison.

Persad et al. ranged from ‘unwilling’ to ‘very competent’28
and was criticized for a similar reason; ‘because “unwilling”
does not necessarily mean “incompetent”, there were
immediate concerns about the validity of the scale’

29 p296

. If
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Management of normal delivery - supporting normal labour and childbirth
Clinical judgment and decision-making skills
Maternal history taking
Counselling and communication skills
Risk assessment and management skills
Intravenous cannulation
Managing IV fluid replacement
Management of antepartum haemorrhage
Management of cord prolapse
Management of shoulder dystocia
Management of breech delivery
Management of postpartum haemorrhage
Adult resuscitation
Basic obstetric life support
Neonatal resuscitation - assess, resuscitate and stabilise the neonate prior to on-going management
Repair of perineal trauma
Pain management
Initial and discharge examination of the newborn - inspection and detailed examination of the baby
Prescription of drugs – such as analgesia in labour, drugs used in resuscitation and those involved in normal
childbirth such as Konakian and Anti D.
Additional competencies required for remote units - should be achieved by at least one team member:
• Ultrasonic scanning
• Undertaking a Ventouse lift-out delivery
Figure 1: Core skills or competencies identified by Expert Group on Acute Maternity Services as being necessary for staff
providing intrapartum care. Skills included in the questionnaire are shown in bold. IV, Intravenous.

Methods

subsequently sent to a convenience sample of midwives in
urban units to enable the comparisons to be made.

Objective
Our objective was to compare the views of midwives in rural
and urban settings regarding their competence and
confidence with respect to the competencies identified by the
EGAMS as being essential for all maternity care providers.
Design

Questionnaire development
The questionnaire was developed using key themes
identified from 72 interviews with staff in remote and rural
areas12,32 and the policy questions identified by the
EGAMS31. It contained seven sections:
a.

the individual’s experience and the area in which

b.

protocols and procedures for transfer in that area

c.

training

d.

skills and competence

e.

skills and confidence

f.

continuing professional development (CPD)

g.

maternity care in rural areas.

s/he worked
The Scottish study of remote and rural maternity care was
conducted in three phases: (i) mapping of units; (ii) site case
studies

with

staff

interviews;

and

(iii) questionnaire

survey12,32. The data reported here are the responses from
midwives in the questionnaire phase. The questionnaire was
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Most of the questions were closed-ended to help improve

Sample

response rates, for ease of coding and data entry. This paper
reports findings from sections D to F.
Respondents were asked to indicate their competence and

Questionnaires were sent to two groups in 2003:
1.

Rural midwives - Midwives involved in the study of

confidence with respect to skills or ‘competencies’ that the

remote and rural maternity care (n = 82), identified

EGAMS had highlighted as essential. Some skills noted in

by senior midwives in a stratified sample of units.

the EGAMS report were very broad (eg communication) and

The units were identified from routine data as those

were therefore excluded in this study. Fifteen key skills

with low annual deliveries (<300) or small district

required to support practice in rural and remote settings were

general hospitals with large rural catchments

selected for the questionnaire survey. These key skills were

(annual deliveries of approximately 1200)12,32.

identified through triangulating the literature review,

2.

Urban midwives - Midwives from three urban units

interviews, and input from experts in the advisory group and

in Scotland, which have ‘alongside’ midwife-led

within the research team. The skills ranged from skills in a

units (n = 107), identified by heads of midwifery.

defined procedure (eg IV cannulation) to complex skills

The heads of midwifery in urban units were asked

(eg basic obstetric life support). The skills are listed in bold

to apply a sampling ratio to staff establishment lists

in Figure 1. The literature suggests that competence is

to avoid selection bias. All three units had more

usually conceptualised either as a person ‘being competent’

than 3000 deliveries per annum7.

or ‘not’ or as ‘being half way along a continuum’ (ie,
adequate but not outstanding)30. Given the challenges of

Ethical approval was obtained from the appropriate local

measuring competence previously discussed, we decided to

research ethics committees and permission to contact

use the simple question: ‘Are you competent to do this?’ for

participants was obtained from heads of midwifery.

each item, offering respondents the option of ‘yes’ or ‘no’.

Participants gave informed consent at two levels: (i) verbal

Confidence was assessed using a separate five-point Likert-

consent to the interview was obtained from each individual

type rating scale ranging from ‘Not at all confident’ to ‘Very

participant in the rural group; (ii) implied consent to the

confident’. Respondents were also offered a separate box to

questionnaire survey was assumed through return of the

tick if they felt that the skill was not applicable to their post.

questionnaire in both groups. For the questionnaire survey,

The next section presented a number of barriers to CPD,

the cover letter provided participants with details of the

which had been identified from the interviews. Respondents

study, the researchers involved and an assurance of

were asked to rate these barriers as ‘not important’,

confidentiality. Participants were informed that there was no

‘important’ or ‘very important’. They were also given the

obligation to participate in the study.

opportunity to add additional barriers that were not listed.
Data collection and analysis
Respondents could make additional comments on the final
page of the questionnaire. The questionnaire was reviewed

Questionnaires were posted direct to study participants along

by the researchers and the steering group for content

with a pre-paid envelope to facilitate return. Each

validity. Pilot testing (involving two midwives, two general

questionnaire contained a unique identifying number to

practitioners and two obstetricians) led to some minor

enable reminders to be sent after 3 weeks. However,

amendments being made.

participants were assured that all data would be anonymised
and that neither the participant nor the unit would be
identifiable in the reporting of the results.
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Data were collated and analysed using the statistical package
33

SPSS for Windows

Competence

(SPSS Inc; Chicago, IL, USA). Data

checking revealed a data entry error rate of 0.35%. These

For many of the competencies, the proportion of midwives

errors were corrected prior to data analysis. Descriptive

who reported that they were competent was similar in the

statistics were produced for all variables. Categorical

two groups, for example repair of perineal trauma (Table 2).

2

variables were analysed using the χ test and continuous

Although self-reported competence in emergency situations

variables with a normal distribution by the Student’s t-test.

was consistently higher in the rural group, this was only

Results were considered to be statistically significant at the

statistically significant for breech delivery. Significantly

5% level.

more urban midwives reported competence in skills more
commonly conducted in hospital, such as IV fluid
replacement and initial and discharge examination of the

Results

newborn. Competence in prescribing drugs was also reported
to be higher in the urban group.

The response rate from midwives in rural settings was
considerably higher (85%; 70/82) than from midwives in the

Confidence

three urban settings (60%; 64/107).
Respondents’ ratings of confidence followed a similar
Respondent characteristics

pattern to competence (Table 3), but the differences between
urban and rural groups with respect to emergency situations

Midwives in urban settings were predominantly hospital
based, while those in rural settings were more likely to work
in both hospital and the community (Table 1).

were less marked. The only statistically significant
difference was with respect to initial and discharge
examination of the newborn.

Of the urban midwives, only 16 (25%) were currently
working within the delivery suite. Others worked in

Continuing professional development

antenatal or postnatal wards (n = 18), clinics (n = 4), day
care and ultrasound departments (n = 4), neonatal units
(n = 1) and community midwifery (n = 13). Eight midwives
did not specify the area in which they worked. The majority
of urban midwives (92%) spent more than 75% of their time
involved in maternity care. In contrast, more than a quarter
of the rural midwives spent 50% or less time on maternity
care. In most cases, these respondents had double or triple
duty posts (n = 16/19); that is they also held a post as a
community nurse or health visitor (in remote and rural areas
of Scotland the community midwife has traditionally been a
key health professional and the role has usually been carried
out in combination with a nursing role – community nurse

Significantly more respondents in the rural group (59%;
41/69) than the urban group (22%; 14/64) had attended a
CPD event within the last month (χ2 = 21.793, df = 3,
p<0.001). Barriers to attending CPD events were similar in
the two groups (Table 4), but lack of time was reported to be
a significantly greater barrier by urban midwives, whereas
distance to training was a greater barrier for rural midwives.
Lack of motivation or interest was significantly greater
among midwives in urban units. Of the respondents who
reported lack of motivation to be a barrier, 50% in the rural
group and 90% in the urban group spent more than 75% of
their time involved in maternity care.

[double duty], community nurse and health visitor [triple
duty])34. Rural midwives in this study had been qualified for
significantly longer than urban midwives.
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Table 1: Demographic data
Rural†
(n = 70)
n (%)

Urban
(n = 64)
n (%)

20 (29)
16 (23)
34 (49)

9 (14)
46 (72)
9 (14)

14 (20)
5 (7)
1 (1)
50 (71)
19.3 [8.2]

0
0
1 (2)
62 (98)
14.4 [9.6]

Variable

Work place
Community based
Unit or hospital based
Both
Proportion of work relating to maternity care
0–25%
26–50%
51–75%
>75%
How long since competed basic training (years;
mean [SD])

Statistic

t = -3.172
df = 132, p = 0.002

†53 were single duty (midwife only; 76%), 14 double duty (community nurse and midwife; 20%) and 3 triple duty
(community nurse, health visitor and midwife; 4%).

Table 2: Proportion of midwives who reported that they were competent to carry out skill
Skill

Rural
n (%)
28 (41)
41 (60)

Urban
n (%)
18 (29.5)
55 (90)

66 (96)
10 (14.5)
68 (100)
66 (96)
61 (88)
40 (58)

56 (92)
4 (7)
60 (98)
52 (85)
46 (75)
17 (28)

Undertaking a Ventouse lift-out delivery (R=67; U=61)
Management of postpartum haemorrhage (R=69; U=61)
Basic obstetric life support (R=69; U=61)
Neonatal resuscitation (R=69; U=61)
Repair of perineal trauma (R=69; U=61)
Initial and discharge examination of newborn (R=69; U=60)

4 (6)
67 (97)
65 (94)
65 (94)
42 (61)
31 (45)

0
56 (92)
53 (87)
52 (85)
38 (62)
49 (82)

Prescription of drugs (R=68; U=61)

26 (38)

41 (67)

Intravenous cannulation (R=69; U=61)
Managing IV fluid replacement (R=68; U=61)
Management of antepartum haemorrhage (R=69; U=61)
Ultrasonic scanning (R=69; U=61)
Management of normal delivery (R=68; U=61)
Management of cord prolapse (R=69; U=61)
Management of shoulder dystocia (R=69; U=61)
Management of breech delivery (R=69; U=61)

Statistic
NS
χ2 = 13.542,
df = 1, p<0.001
NS
NS
NS
NS
NS
χ2 = 10.724,
df = 1, p=0.001
NS
NS
NS
NS
NS
χ2 = 16.863,
df = 1, p<0.001
χ2 = 9.687,
df = 1, p=0.002

IV, Intravenous; NS, not significant; R, rural; U, urban.
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Table 3: Proportion of midwives who were confident or very confident to carry out skill
Skill†
Intravenous cannulation (R=53 + 16NA; U=54 + 10NA)
Managing IV fluid replacement (R=49 + 20NA; U=59 + 5NA)
Management of antepartum haemorrhage (R=64 + 4NA; U=63 +1NA)
Ultrasonic scanning (R=36 + 33NA; U=31 + 32NA)
Management of normal delivery (R=69 + 1NA; U=61 + 3NA)
Management of cord prolapse (R=68 + 2NA; U=62 + 2NA)
Management of shoulder dystocia (R=68 + 2NA; U=59 + 5NA)
Management of breech delivery (R=68 + 2NA; U=52 + 12NA)
Undertaking a Ventouse lift-out delivery (R=40 + 30NA; U=25 + 39NA)
Management of postpartum haemorrhage (R=68 + 2NA; U=61 + 3NA)
Basic obstetric life support (R=68 + 2NA; U=62 + 2NA)
Neonatal resuscitation (R=69 + 1NA; U=59 + 5NA)
Repair of perineal trauma (R=63 + 7NA; U=60 + 4NA)
Initial and discharge examination of newborn (R=51 + 19NA; U=53 + 10NA)

Rural
n (%)
26 (49)
34 (69)
54 (84)
12 (33)
67 (97)
56 (82)
54 (79)
29 (43)
2 (5)
62 (91)
62 (91)
58 (84)
34 (54)
33 (65)

Urban
n (%)
17 (31.5)
48 (81)
50 (79)
6 (19)
58 (95)
46 (74)
43 (73)
14 (27)
0
50 (82)
49 (79)
45 (76)
36 (60)
46 (87)

Prescription of drugs (R=42 + 28NA; U=51 + 13NA)

25 (59)

41 (80)

Statistic
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
χ2 = 5.786,
df = 1, p=0.016
NS

†

A ‘not applicable’ option was offered in this question. Percentages calculated using the number who answered that the question was applicable
to them as the denominator.
IV, intravenous; NA, not applicable; NS, not significant; R, rural; U, urban.

Table 4: Barriers to continuing professional development
Barrier

Not
important
%
R
U
17
3

Important
%
R
45

U
43

CPD not being seen as a priority (R=66; U=61)
Maternity care not being seen as a priority
(R=65; U=61)
Getting funded to attend (R=67; U=62)
Distance to training (R=66; U=62)

38
43

38
44

45.5
31

43
34

17
26

20
21

28
12

26
29

33
35

35
42

39
53

39
29

Lack of motivation/interest (R=64; U=62)

64

37

23

48

12.5

14.5

Getting staff cover (R=65; U=63)
Attitude of staff at unit providing the training
(R=67; U=62)
Lack of support from management
(R=67; U=63)
Lack of appropriate training (R=65; U=63)
Other† (R=4; U=1)

9
34

14
35.5

46
43

49
45

45
22

36.5
19

NS
χ2 = 9.367,
df = 2, p=0.009
χ2 = 10.092,
df = 2, p=0.006
NS
NS

42

32

34

43

24

25

NS

29
25

30
100

46
50

46
-

25
25

24
-

NS
NS

Lack of time (R=65; U=63)

Very
important
%
R
UU
38.5
54

Statistic

χ2 = 7.646,
df = 2, p=0.02
NS
NS

†Other comments included: 'Community midwifery is practiced differently in this area'; ‘Mainly working in the community’;
'Distance to travel adds to time away'; 'Managers not interested in maternity care'.
CPD, Continuing professional development; NS, not significant; R, rural; U, urban.
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Discussion

repeated performances will increase familiarity with the
result that the practitioner is more likely to report that they

This was an exploratory study and therefore has a number of
limitations. The data on rural midwives were obtained as
part of a larger survey of the views of health professionals

are competent. However, it also raises the question of
whether a practitioner can ever really develop competence in
rare events.

involved in remote and rural maternity care in Scotland12 and
the comparison with urban units was opportunistic, being
conducted as an ad hoc survey afterwards. The sample size
was not calculated with a view to making comparisons, but
was purposively chosen in the rural areas to ensure views
from representative sample of units and staff12,32 and was one
of convenience in the urban units. The sample size was small
and it is possible that the study did not have the adequate
power to detect differences in competence and confidence. A
larger sample size would also have allowed exploration of
the relative importance of other factors, such as length of
experience and current place of work. The different sampling
methods could have resulted in differences between the
groups other than those reported in Table 1; thus, caution
must be exercised in interpreting the results. Data on the
number of deliveries were available at unit level only and it
cannot be assumed that midwives in units with larger
throughput actually had greater exposure to relevant events

Various tools exist to measure the competence of nursing
and midwifery students; however, two recent systematic
reviews have raised concerns about their use37,40. Problems
include the fact that little consideration has been given to
validity and reliability when developing such instruments37,40
and the finding that the potential for subjectivity when
carrying out the assessment has not been addressed37.
Assessment of competence of qualified practitioners has
tended to rely on self-report28,29 and this was the method
used in this study. There is limited research into the validity
and reliability of self-report measures37, and no evidence of
their transferability to actual practice. A recent study used
non-participant observation and interviews to observe
competency elements as part of a validation of competency
standard41. However, the study was concerned with
validating that the competency standards were applicable to
midwifery practice, rather than assessing whether midwives
met these standards.

than those in smaller units.
We attempted to measure competence and confidence
separately; however, the two aspects are clearly related.
Identifying exactly what is meant by the term ‘competence’,
and how it can be determined, has long challenged health
care13,19,35-38 as well as other professional groups30. One of
the main reasons for this seems to be the range of different
definitions or terminology, which may be used differently

Our study is unique in comparing confidence and
competence assessments from practitioners in rural and
urban areas. Previous studies of midwifery competence have
focused on midwives as a single group28 or compared them
by type of training29. Thus, despite these limitations, the
findings of this study can usefully contribute to the debate on
the centralisation of maternity services.

even within the same professional group19,30,37. Although it
has been suggested that there is a distinction between
competence and the performance of a skill39, identifying the
features involved in making a practitioner competent is not
straightforward.

Worth-Butler

et

al.

suggest

that

performance relates to something a person is capable of
doing in some situations (the quality of the performance may
vary), while competence draws on multiple performances19.
This implies that confidence may play an important role, as

Previous research into maternity services suggests that health
professionals who see low numbers of women11, and
practitioners in more rural practices14 tend to refer more
readily. The reasons for these associations are not clear, but
might be thought to be due to a lack of confidence. However,
our findings suggest that confidence is not low among
midwives in rural Scotland. Self-reported competence and
confidence with regard to emergencies was as high among

© VA Hundley, JS Tucker, E van Teijlingen, A Kiger, JC Ireland, F Harris, J Farmer, JL Caldow, H Bryers, 2007. A licence to publish this
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rural midwives as among urban midwives, despite the fact

can renew their authorization to practice10. However, our

that more emergencies are seen in tertiary units in urban

findings indicate that there may also be significant

areas. Indeed, for breech delivery, now often viewed as an

challenges to maintaining competence in urban maternity

emergency situation, rural midwives appeared to feel

units. Although CPD courses are more readily available to

significantly more competent than their urban colleagues. It

those in tertiary units, urban respondents reported that it was

is unclear why this should be. Some have suggested that the

difficult to find time to access such courses. Indeed, the

medicalisation of childbirth and an over-reliance on medical

comments indicated that for many urban midwives, even

technology have led to the de-skilling of midwives

42,43

and,

attending mandatory update sessions was difficult. An

because this is more likely to occur in urban units, it could

unexpected finding was that more urban midwives reported

be argued that this is one reason for the lower reports of

lack of motivation or interest to be a barrier to CPD. This

competence in this group with regard to breech delivery.

was despite the fact that a greater proportion of rural
midwives had commitments other than maternity care. The

The limitation of the study design means that place of

picture is complicated by the fact that many rural units in

practice is confounded by a number of factors, including job

Scotland, including small district general hospitals, are in a

description and time spent providing maternity care.

period of transition and undergoing considerable change in

However, notably only a quarter of the midwives in the

order to remain viable. The move towards community

urban group were actually working within the delivery suite

maternity units that are midwife-led has put considerable

at the time of the survey and, thus, lack of recent experience

pressure on practitioners to maintain and update their

in obstetric emergencies could have been an issue in both

skills18, and this could explain the rural midwives’ more

groups. Because these events are rare, even in tertiary units,

recent attendance at CPD events. However, it has been

maintaining competence could have been an issue even for

suggested that job dissatisfaction and disillusionment are

those currently working in the delivery suite.

higher in tertiary units43, and this needs further investigation.

Continuing professional development is often relied upon to

Not

maintain competence and confidence with regard to rare

competence with skills more commonly associated with care

events. Government reports have recommended that CPD

of the high-risk woman, such as IV fluid replacement and

events, in particular life support training, be used to maintain

prescribing of drugs. Confidence was lowest in both groups

44

surprisingly,

the

urban

group

reported

greater

competence with regard to obstetric emergencies ; however

with regard to ultrasonic scanning and Ventouse delivery.

a recent systematic review found little evidence about

However, these competencies were ones which the EGAMS

whether such courses can improve the actual management of

states should be considered as a ‘team competency’ and thus

obstetric emergencies45. The review did find that all studies

achieved by at least one team member in remote areas31.

reported participants had a significant increase in confidence

Training courses in these aspects are now being made

in handling obstetric emergencies, and one study found that

available to staff in remote units in Scotland.

45

this was maintained for 12 months after the course . In our
study more rural than urban midwives had recently

Conclusions

undertaken CPD, which may explain the increased
confidence regarding breech delivery.

It might be assumed that midwives working in rural areas,
with fewer deliveries, will be less competent and confident

Staff in remote and rural areas face significant challenges in
maintaining their skills. In some countries this has led to a
substantial reduction in the number of midwives who are

in their practice. Our exploratory study tentatively suggests
that the issue of competence is far more complex and
deserves further attention, especially in light of recruitment

able to demonstrate that they are competent and, therefore,
© VA Hundley, JS Tucker, E van Teijlingen, A Kiger, JC Ireland, F Harris, J Farmer, JL Caldow, H Bryers, 2007. A licence to publish this
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and retention problems in rural areas, and the re-design of

7. Scottish Executive Health Department. Expert Group on Acute

maternity services.

Maternity

Services

Reference

Report.
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Scottish

Executive, 2002.
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