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Abstract : The global challenge of midwifery today is to provide care that is relevant and
appropriate for those needing midwifery services. Rural communities have particular care
needs and in this paper a conceptual model of midwifery care appropriate for rural Thai
communities was designed and tested. The aim was to develop a midwifery care model
for a rural community in an area of Southern Thailand. This mixed methods participatory
action research involved qualitative and quantitative analysis of data from nurse-midwives,
village health volunteers and childbearing women. Findings reveal that participants regarded
the overall quality of midwifery care as fairly good and identified changes needed to
improve rural midwifery care: midwifery education for the care team; service linkages and
access to specialist services; psychosocial support for women and family; skills and knowledge
in prevention of maternal complications; volunteers’ participation and education; and
specialist clinical support for nurse-midwives.The rural midwifery care model incorporates
five components: well-connected teamwork; professional development benefits; continuity
of care perspective; integrated care and collaboration; and benefits for women. The implications
of this study are that a similar process could be undertaken in any rural setting in any society
to ensure that the core values of the community and the central concerns of those who use
it are addressed. The midwifery care model developed in the Thai context could be used
as a guide for nurse-midwives to effectively enhance the quality of rural midwifery care
in all rural and remote area contexts.
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communities and locations. However, there is a general
consensus in the Thai context that these risks to maternal
and newborn health could be associated with the
seemingly ambiguous direction of health service provision
and the lack of an appropriate model of midwifery care
for rural communities.

Itis well documented in Thailand and internationally
that rural women have less access to health services
than women residing in urban areas.’”®> The challenges
and issues that uniquely relate to the provision of safe
and effective rural midwifery care have been canvassed
and expounded throughout the literature.*>"* Significant
gaps have been reported in midwives’ knowledge and
expertise regarding rural women’s needs as well as
the childbearing processitself.*"® Several researchers
have linked this lack of skills and knowledge to the low
density of midwifery clients in rural locations and
suggested that this may affect the ability of all providers
of rural care services to maintain adequate clinical practice
proficiency. Further, recruitment and retention of rural
care practitioners is also difficult, and this applies also to
midwifery care.>®® Importantly, a dominant feature of
most midwifery services is that they are fragmented and
centered on organizational imperatives, rather than on
the health and safety needs of women and babies.***

Midwifery service fragmentation by itself or
in conjunction with other factors has been shown to pose
difficulties in accessing services; the delivery services
that are of a poor technical quality; irrational and inefficient
use of resources; unnecessary increases in service
production costs; and low levels of satisfaction by those
receiving the services.'® Also reported as arising from
service fragmentation are difficulties in collaboration
between different levels of care services; poor utilization
of productive capacity; and inappropriate location of

healthcare services within hospitals.'""?

Despite these
challenges, it remains important that childbearing
women can satisfy their strong desire to remain in their
homes or communities, close to family and friends,
and receive midwifery care from practitioners and

support people they know; as well as being able to

avoid incurring travel expenses and undermining their
rural values of self-reliance and mutual aid.*™"®
Internationally, a groundswell of support exists for the
development of appropriate models of midwifery care
that are responsive to rural women’s needs and
augment the unique strengths and challenges of rural

L. 4,13,14
communities.

It is likely that the complexity of
different challenges facing certain rural communities
acts as a deterrent to the development and implementation
of effective and appropriate midwifery services, but this
does not justify the neglect that has occurred in this
regard, and the project reported here demonstrates
that it is feasible to set up a midwifery care service that
meets the challenges faced by particular communities,
in this instance, those in rural Thailand.

Research to elucidate strategies for overcoming
the challenges referred to above has contributed to the
building of several models of midwifery-led care in
similar contexts.”'? A systematic review in 2013 by
Brown & Dietsch'* on the topic identifies midwife-led
services providing continuity of care as important for
all childbearing women, especially those living in rural
communities, but evidence as to the best components
of such a model is limited. Most of midwifery-led care
models focus on ensuring continuity of caregiver.”"*
Nevertheless, the models share a common philosophy
of midwifery with the goal of enhancing existing capacity
within healthcare settings, rather than imposing

. . 15,16
solutions from outside.

These principles have
provided the foundation in this study for developing
a model of rural midwifery care.

In determining what type of midwifery care
model should be developed for rural Thai communities,
it is important to focus on enhancing the role of nurse-
midwives who are the lead providers of midwifery care,
and then to promote collaboration that will ensure
continuity of care. Nurse-midwives in their practice
require organizational support, as well as opportunities
to collaborate with village health volunteers to implement
and sustain rural midwifery care. In this sense, when

developing a midwifery care model for any rural
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community, commitment to the project from organizations
in facilitating continuity of care and collaboration
between nurse-midwives and village health volunteers
(VHVs) is of great significance and crucial to the
success of such a model. In this research, the core
skills needed for rural midwifery care are identified
along with recommendations for improving proficiency
and the components needed to implement a model for

rural midwifery care.

Review of literature

Due to the practical nature of midwifery and
the range of stakeholders involved in developing and
promoting a care model that is appropriate and relevant
for rural communities, participatory action research
(PAR) was identified as the most suitable.'”'® PAR
acknowledges the subjectivity of everyday life and its
often incompatible relationship with scientific research,
a phenomenon known as lebenswelt.">”°  As well,
PAR draws upon critical social theory with its orientation
towards critiquing society and empowering people
and is an approach that supports an interactive inquiry
process that balances the views of different participant
groups in a collaborative way; so that the underlying
issues are identified and resolved by the groups. PAR has
been successfully used to facilitate changes and improve
service provision in education and in healthcare.”
The processes of PAR support the development of
new care models and efforts to change clinical practice
because it involves participants in reflecting on the
process during planning; requires them to take action to
develop practice; and then to participate in further cycles
of observing, reflecting and re-planning. For nursing
and midwifery practitioners, PAR melds well with
the nursing process: steps of assessment, planning,
implementation, evaluation, and re-planning.”*

The role of PAR is to empower nurses through
the construction of their own knowledge in a process
of action and reflection.”® By identifying and addressing

rural midwifery care issues, nurse-midwives in this
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study were able to reflect on why certain procedures
are performed and determined the influence of research
evidence or tradition; and also considered whether
the women’s best interests would be well served by
continuing with these procedures. Participant nurse—
midwives increased their knowledge through reflection,
and were able to act within the ‘safe environment’ of
the PAR context to collaborate in developing a model
of midwifery care more appropriate to the needs and
sensitivities of rural Thai communities. Implementation
of the new model of care will be compared with

May’s”® Normalization Process Theory.

Preparatory processes for PAR

Using the six steps of model development'® the
research process addressed issues around midwifery
care and patient experiences, as well as support for
nurse-midwives and VHVs in the delivery of a different
model of care.

Step 1: Establishing contact with participants
and stakeholders.

The researcher contacted members of the Maternal
and Child Health (MCH) Board, including a community
hospital director, a chief nurse, a supervisory nurse-
midwife, three head nurse-midwives, an obstetrician,
and two representatives from two district public health
offices to inform them about the study and provide
them with information on the objectives, the research
process, and the risks/benefits of the study. It was
essential to raise their awareness and encourage their
interest in the research, so as to secure their commitment
to the study and allowing staff to participate.

Step 2: Forming a core-working group and
planning group activities.

Discussions with senior nurse-midwives to raise
their awareness of rural midwifery care (RMC) problems
and the existing unmet care needs of childbearing
women in the region, six experienced nurse-midwives
expressed their needs to improve quality of RMC and

volunteered to be members of the core-working group
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(CWG). Because they were to be co-researchers it
was necessary to enhance their research ability through
a group workshop organized to share knowledge and
understanding about the PAR process; methods of
qualitative data collection; and the fact that their
statements would be transcribed verbatim and shared
with the group. Their CWG role and responsibility
for model development was explained and an action
plan was created for the work ahead.

Step 3. Assessing participants’ perceptions
of rural midwifery care.

The researcher and the CWG conducted nine
focus group discussions with participants from all
participant groups and conducted individual interviews
with four MCH Board members. A reflection process
using semi-structured, open—ended questions was used
to elicit in-depth information from all participants
about their understanding of the quality of RMC;
quality-related factors; and their views on the midwifery
skills and other factors needed to improve RMC services.

Step 4: Clarification of issues related to rural
midwifery care.

The researcher and the CWG organized group
meetings to analyze and clarify the data collected
from all participants and stakeholders. Through this
process the CWG were able to further increase their
understanding of RMC problems and clarify the need
for RMC improvement. Through critical questioning
and facilitation by the researcher, CWG members
reflected on their own understandings and assumptions
about RMC and explored ways in which they might
influence the development of a midwifery care model
to address the care needs of the rural community. They
accepted the task of identifying any organizational
issues related to RMC improvements and followed up
on these issues during the development process.

Step 5: Developing a tentative model of rural
midwifery care.

Regular team meetings facilitated by the researcher
and CWG members occurred with all members of
midwifery care team (MCT) providing them with

opportunities to clarify the situation of RMC and
unmet care needs of rural women. Through this process
their opinions and consensus were obtained in relation
to developing the RMC model. The CWG then explored
several reports and articles on evidence-based midwifery
practice to identify options and take guidance related
to RMC model development. At the local level, they
also identified contexts of care and the consequences
for quality midwifery care of the existing rural health
structure and current approaches to care provision.
When agreement was reached on the need to design a
model of practice that built on the skills and knowledge
of midwifery care practitioners, the key element endorsed
by the group was the establishment of organizational
and practitioner linkages between antepartum,
intrapartum, and postpartum care services. A draft of
the proposed RMC process and MCT role was provided
to stakeholders for discussion to give them the
opportunity to provide critique and also enhance the
likelihood of role acceptance and optimal role utilization
when the RMC commenced. As a result of their feedback,
greater attention was paid by the CWG to continuity
of care, teamwork, and accountability. The proposed
version of the model of midwifery care for rural
communities was accepted once the RMC design
process and MCT role clarification was approved by
the MCT members and the MCH Board. The action
stage of PAR then continued with plans for piloting
and refining the tentative RMC model.

Step 6 Piloting and refining the tentative RMC
model.

As planned, the RMC model was piloted in a
logical sequence involving orientation of participants
and stakeholders to components of the RMC model.
Potential role-holders acquired the necessary education
and training in midwifery while administrative support
and enabling resources were put in place. At that stage
the field trial commenced. The midwifery care model
for rural communities was considered to be fully
developed when the RMC design process and the MCT
role was successfully transitioned into existing health
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services frameworks, an outcome that occurred after

nine-months of field trials.

Study Aim

This study aimed to develop a midwifery care
model for a rural community by involving nurse-
midwives and VHVs. The article is focused on the

model’s development and implementation.

Methods

Design: Participatory action research (PAR)
using a mixed method approach within a critical social
theory, theoretical framework and utilization of May’s*
Normalization Process Theory to guide implementation.

Study setting: The study took place in a community
hospital and a rural sub-district health promoting
hospital (HPH) in Southern Thailand from August
2008 to December 2009. The 120 bed-community
hospital is located near a bus route on the main road
and services approximately 150,000 people living
in the two districts. Public maternal health services
are implemented through the network of 14 HPHs in
district A; 9 HPHs in district B; and 1,296 VHVs
from both districts. In order to develop a midwifery
care model for rural community, a purposive selection
was made so as to include a community hospital
locates in district A and a sub-district HPH locates in
the mountainous area of district B and 22 VHVs
living within its catchment. The selected HPH serves
a population of approximately 10,200 per year,
including 120-130 women of childbearing age.
The setting for this study was selected as a result of
participants’ and stakeholders’ willingness to participate
in the research, and also because of the high rate of
maternal and neonatal complications when compared
with the national targets. Importantly, support for the
study was provided by the secretary of the MCH
Board, who was also the head nurse-midwife of the
community hospital labor ward.

Vol. 18 No. 4

Sample: Three categories of research participants
were involved:

(1)Experienced nurse midwives. These formed
the CWG of 5 experienced nurse-midwives from the
community hospital and one from the selected HPH.
Their contribution was their extensive experience
working in the rural area; providing direct care for
women; as well as their ability to influence their colleagues
and act as change agents and mentors in the clinical
areas throughout the entire research process.

(2)The midwifery care team (MCT) of 14
nurse-midwives and 22 VHVs. Two teams were
established: a team of one community nurse-midwife
and 22 VHVs who worked in the catchment areas of
the selected HPH; and a team of 13 hospital nurse-
midwives who worked in the community hospital.
Inclusion criteria for these nurse-midwives were that
they be licensed as full-time nurse-midwives; providing
direct care for rural women at any stage of childbearing;
and willing to participate in focus group discussion
and in the MCT. VHVs’ inclusion was based on their
residency of villages in which midwifery services
were being provided; also that they were reliable and
literate; and willing to participate in focus group
discussion and in the MCT.

(3)The client group included 31 young women
living in the catchment area of the selected HPH. In
order to gather the perceptions of women about RMC
and explore their unmet care needs, a range of strategies
was used to recruit four sub-groups of women: (i)
ten pregnant women; (ii) six women who had given
birth within two days; (iii) six women who had given
birth to their first baby within the past month; and
(iv) nine women who had given birth to a second or
subsequent baby within the past month.

Ethical considerations: Ethical approval was
obtained from the Research Ethics Review Committee,
Faculty of Nursing, Chiang Mai University and the
MCH Board of the participating health services. All
participants received written and verbal explanations
about the research purposes and process; the voluntary
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nature of participation; anonymity and confidentiality
issues; and their right to withdraw from the study at
any time without explanation or fear of repercussions.
Those agreeing to participate provided written informed
consent.

Data collection. Data was collected from focus
group discussions with participants; individual interviews
with the MCH Board members; notes taken during
participant observation, group workshops and team
meetings of CWG and MCT; and the researcher’s
reflective diaries. Guidelines for focus group discussions
and individual interviews were developed by the
researcher with the CWG and related to broad questions,
for example: What are the needs of rural women regarding
midwifery care? What are the contexts and consequences
of these needs? What factors contribute to these needs ?
As the RMC model developed, midwifery education and
skill training programs for nurse-midwives and VHVs
were designed to assist them to understand and participate
in the RMC when implemented. Program content included
philosophy of midwifery, continuity of care, quality-related
factors, and update evidence-based midwifery practice
guidelines for antepartum, intrapartum, and postpartum
care. The program was developed by the researcher and
tested for the content validity by 5 experts. The reliability
of instrument for measuring the knowledge and skills
inmidwifery care was tested with 12 nurse-midwives
and 18 VHVs, which resulted in 0.76 and 0.72,
respectively.

Data analysis. Transcribed data from focus group
discussions and individual interviews were analyzed
qualitatively using content analysis.”” The researcher
conducted line-by-line coding on the text and compared
the data with recorded perceptions of nurse-midwives,
VHVs, and childbearing women. This enabled elaboration
of components of the RMC model. Emerging themes
within each category were verified with the CWG and
the MCT members through a reflection and feedback
process.

Rigor and trustworthiness. The principles of
trustworthiness of Guba and Lincoln®® were applied

to ensure the rigor of the study. Multiple methods of
data collection were used to compare a variety of data
sources to confirm the accuracy of findings on key ideas.
Findings were then introduced to participant and
stakeholder discussions to verify their interpretive
accuracy. A clear audit trail was maintained to ensure
that all findings were directly derived from the data and
guarantee confirmability.”

Results

The results of the study are presented in two parts:
(1) midwifery skills needed to improve RMC; and
(2) essential components of midwifery care model
for rural communities.

1. Midwifery skills needed to improve RMC

Six midwifery skill areas were prioritized for
improvement:

1. Specific education for the MCT. Most MCT
members lacked the knowledge and skills needed
to competently care for women over the course of
childbearing and childbirth. The provision of midwifery
education opportunities for all members of the MCT
was deemed essential to increasing team capacity to
deliver safe and appropriate midwifery care. Such
education would keep them abreast of changes in best
practice and help them translate contemporary midwifery
research findings into practice. In response, the CWG
drew on published research and evidence emerging from
the study to organize training and education strategies
to meet the learning needs of MCT members. The CWG
also provided supervised visits and in-services training
to address specific learning needs within each MCT,
as well as recommended management and education
response strategies to address existing shortcomings
of midwifery services.

2. Linkages between MCT and access by
childbearing women to specialist care. The difficulties
faced by rural women in accessing specialist care were
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highlighted by nurse-midwives, VHVs, and childbearing
women. This is especially so when they must travel long
distances to receive obstetric and/or medical care when
their energy and strength is limited by their condition.
Complicated coordination of care across healthcare
services or settings was also identified as problematic.
As aresult, two CWG members and one member of each
MCT volunteered to act as resource nurse-midwife.
This team facilitator role was instrumental in improving
linkages between MCT and access to specialist services,
thereby augmenting existing arrangements with
a variety of health services and resources to support
team practice in offering care for childbearing women
with complications.

3. Psychosocial support for childbearing
women and their families. MCT members acknowledged
that they are ill equipped to address psychological,
social, emotional, and spiritual issues that can arise
at any stage of childbearing. Two strategies to address
this need were implemented: (1) enhancing team
member competence and confidence in providing
psychosocial support to low-risk women and their
partners; and (2) building formal linkages with
hospital-based specialized psychosocial resources
for referral of women who need such support.

4. Preventing maternal complications. Prior
to the development phase of the RMC model, clear
protocols and guidelines for preventing maternal
complications were nonexistent throughout the study
setting and MCT members were unaware of this
information. To overcome this issue and to prevent
future avoidable maternal complications, Maternity
Support Services and Maternity Care Management
programs were established in tandem with the maternal
and neonatal health policy that informs and governs
management and clinical responses in such situations.

5. Volunteers’ participation and education.
VHVs play an important support role to midwifery
services, however, because of time and resource

limitations on nurse-midwives, volunteers’ education

Vol. 18 No. 4

and work organization within maternal and newborn
care contexts was constrained. Without the direction
of the MCT, the capacity of VHVs to devote significant
time to their new role as maternal health supporter
was also limited. To overcome this issue, monthly
team meetings were organized by community
nurse-midwives to enhance VHVs’ knowledge and
performance; increase their confidence in undertaking
tasks; and improve their communication skills.

6. Specialist clinical support for nurse-
midwives. Pre-existing protocols restricting access to
specialist care by rural midwifery services were long
standing. As a result, the responsibility for providing
care to rural women and families with such complications
fell to MCT members who were ill prepared for the
task. As aresult of this project, the researcher and the
CWG provided nurse-midwives with specialist training
programs, such as cardio-pulmonary resuscitation
techniques for both mothers and newborn babies and
critical care for severe postpartum hemorrhage and
severe pre-eclampsia. The CWG also collaborated
with hospital emergency services to establish a process
for identifying women with life threatening conditions;
a system for dispatching them to hospital; and an
operational policy requiring appropriate responses to
calls for tertiary care transfers.

2. Essential components of midwifery

care model for rural communities.

The model grounded in the needs of rural
women and care providers, adopted pre-existing,
widely accepted rural structures and resources
pertaining to maternal health services in the district
health network. Consequently, the general structure
of the RMC model incorporated five essential
components: well-connected teamwork, professional
development benefits, continuity of care perspective,
integrated care and collaboration, and benefit for
women, that are illustrated in Figure 1.

349



Development of a Midwifery Care Model for a Rural Community

Integrated care
and collaboration

Women benefits:
continuity of care

and support

Figure 1. Conceptual model of midwifery care for rural communities

Well-connected teamwork. Well-connected
teamwork underpins a strategy of joint actions to
ensure that shared understanding of the importance
of, and need for, continuity of care continues. Good
connections among and between MCT members, the
team facilitators and the CWG produced benefits for
all involved. It was recognized as a key attribute of
continuity of care perspective and supported through
the women benefits of continuity of care and support
provided by MCT members.

Continuity of care perspective. System awareness

of available supports and resources and how these fit

together to provide midwifery care was identified as
crucial to the RMC. The importance of continuity of
care emerged as a trigger for a joint initiative to inform
all stakeholders about other links in the chain of care
and the benefits to women using the services. Much
of this strategy required MCT members to be ‘with’ or
‘close to’ each other and their patients and families,
fostering opportunities for communication.
Professional development benefits. Professional
development benefits accruing to the professionals
involved in the research included building supportive
relationships and enhancing self-confidence, participatory
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learning opportunities, meaningful work and enjoyment
of their role. With professional development benefits
were facilitated and maintained through collaboration
and joint actions involving MCT members committed
to a continuity of care perspective. Interestingly,
collaboration and shared perspectives within the
MCT seemed to trigger more professional development
and benefits, which consolidated team connectedness
and generated more benefits for women in their care.

Integrated care and collaboration. The main
concern of nurse-midwives was to ensure that all
women benefited and experienced continuity of care
and support throughout their childbearing cycle, which
was also consistent with the women’s needs and
expectations. Collaboration between team members,
such as joint home visits between nurse-midwives
and VHVs; joint parental education classes between
hospital and community nurse-midwives; and joint
clinical care activities between hospital nurse-midwives
broke down divisions between these groups. The
integration of efforts by all involved seemed to be the
central cog of the RMC model that guided service delivery
and enabled all other components of the model to
function effectively. Integration and collaboration activities
also had an expected effect on perceptions of women’s
needs for support and continuity.

Benefits for women. Continuity of care and support
was identified as significant benefits for the women
and were achieved through three strategies: participatory
learning, information transfer and the establishment
and maintenance of supportive relationships. Participatory
learning includes mutual agreement or consensus about
policies and protocols (joint policies) and providing
the women with information about their situations and
the processes they will face, that they can then use to
learn from one another (joint learning). Part of this
strategy involved transfer of general information about
childbearing women during formal and informal
meetings; and also provision of specific information
during joint home visits for individual women in need

of special care/support and continuity of care. The

Vol. 18 No. 4

approach triggered the establishment of establishing
supportive relationship among and between team
members and women. Participants worked to coordinate
all of these strategies to promote continuity of care and
support.

Discussion

The focus of the study is on identifying the essential
components of a midwifery care model that is suitable
for rural communities and as such, is an original approach
to this type of research. In terms of authenticity and rigor,
the use of PAR ensured that the nature of the midwifery
care model is fully understood by all stakeholders and
that researchers can be confident that appropriate
methods of investigation were utilized.

The new midwifery care model was developed
from a strong consultative base involving managers,
clinicians and patients as well as researchers. As a result,
a good theoretical understanding of how the new care
model causes change enabled weak links in the midwifery
services chain to be identified and strengthened.®
This is particularly important given that the components
of the midwifery care model are interlinked and related
closely to organizations and community contexts
in which the model was developed. Considered in
phenomenological terms, this study is consistent with
the life world theory or lebenswelt, which differs sharply
from the world of science by emphasizing the importance
of everyday experiences. In essence, it means in order
to understand a social reality one must analyze the
knowledge members have about that reality. In this
study the pre-theoretical stance of lebenswelt'®>
combined with the synthesis of qualitative studies with
rural women and nurse-midwives enabled essential
components in the RMC to evolve. The results of the
present study share similarities with central concepts
in most midwifery theories and models.”"*"**!

Theoretical knowledge can also inform researcher
understandings of model implementation. Outcomes

thatmay have been expected include institutionalizing,
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32,33 ... 96
and routinizing™ of changes as the process

normalizing
of the RMC model becomes part of everyday work
at the intervention site before being integrated and
embedded into midwifery practice. May’s”® rational
model for assessing and evaluating complex interventions
in healthcare supported researchers and participants
in identifying the conditions required to support the
introduction of the RMC model. A change such as
the introduction of the RMC both within organizations
and communities is expected to impact in many ways,
including alteration of resource allocations, changes to
roles and responsibilities of nurse-midwives, VHVs
and other staff and possibly a different way of working
as well as a changed perception of the service by those
who use it.

The RMC model developed in this study
comprises five essential components that are important
to be embedded as part of the complex changes.?
Well-connected teamwork relates to how the work is
different and how individuals need to work differently
in the midwifery care model. Clearly, a complex change
is required and one that will impact on other links in
the chain of care both within the service and for those
who use the service. Continuity of care perspective
relates to how the work is understood and explores
the share understanding of changes to work allocation
within the midwifery care model for rural communities.
Implementation issues will include the views of all
stakeholders as to the expertise required for any
new roles, and team members’ beliefs about who is
appropriate to undertake certain roles and responsibilities.
Professional development benefits highlight the
significance of the work in the division of team member
roles and the agreed operational governance of who is
responsible for doing or benefiting from the work and
the skills, knowledge and attributes each need to deliver
safe and effective care. Integrated care and collaboration
emerged as a result of contextual integration of how
organizational sponsorship and control of work allows
the midwifery care model to operate collaboratively
within the organization and community, and includes
the allocation of resources for joint activities.

Drawing on the theoretical assumptions of the
Normalization Process Theory for model implementation
and evaluation, ** the following is a brief description
of how the five components of the midwifery care
model might apply to rural communities. Well-connected
teamwork could be identified as shared information
and understanding of the new role, particularly by
If the model
‘normalized,’ the women accessing the service would

those who receive the services.

perceive this as a model of care that they can access
for safe and satisfactory care, with a clear understanding
of the role of the midwifery care team.*> The construct
of continuity of care perspective could reflect peer
and professional perceptions of the model. The MCT
could become normalized if the care provided by
team members was seen to be safe, and if the members
of the team were seen to have the skills needed to
perform their role, and were able to assume their
responsibilities as a team.*® Professional development
benefits are a component that reflects the organizational
division of MCT members in terms of who should do
it, and should benefit from the work. For MCT to be
normalized in both organization and community there
would need to be a clear articulation of team roles and
responsibilities in relation to other staff, including
medical doctors and allied health workers. The
construct of Integrated care and collaboration could
be reflected by changes in MCT practices and care
approaches within the organization and community to
ensure the availability of midwifery care along with
sufficient allocation of resources and appropriately
located to provide continuity of care and support for
the model to “fit’ with the needs of rural women and care
providers. The final construct of Benefits for women,
which focuses on continuity of care and support,
could become normalized in the existing maternal
health services if the RMC model was introduced as
a component of cost effective services and offered as
both organizational and community options.
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Limitations

The study was conducted in a small rural
community in Thailand and therefore was subject to
strong cultural and regional influences on the design
and testing of the midwifery care model. While these
influences are present to some extent in any community,
the Thai emphasis may render the findings unsuitable
for some culturally diverse communities. It may be that
the study has greater relevance for cultures and rural
communities with similar values and characteristics
to that encountered in this research.

Conclusions

The successful development of the RMC model
in this study has hinged primarily on identifying and
addressing the unique needs of rural women, respecting
rural values and strengths, and engaging local partners
to provide quality midwifery care for rural communities.
The six steps of model development and the specific
strategies in each step have enabled researchers to
illustrate five model components and to embed them
in their understanding of many aspects of the development
process, using both qualitative and quantitative methods.
A full description of the process and strategies for
model development and essential components of RMC
model were described. The use of Normalization Process
Theory also deepened understanding of how each model
component contributes to the RMC model and its
legitimacy and thus the likelihood that the Model will
be implemented and evaluated in rural communities.

Implications for practice

This research has implications for midwifery
nursing and service planners hoping to design midwifery
care systems that pay particular attention to the
collaboration and joint action needed to engage any
close knit community and address their core concerns.
By testing the design as well as the process of
implementing such a service, it is likely that similar

Vol. 18 No. 4

processes could be undertaken in any rural setting in
any society to ensure that the model of midwifery care
reflects the core values of the community of interest.

The midwifery care model developed in the Thai
context has proven to be crucial to the success of rural
maternal health development and could be used as
a platform to effectively enhance the quality of rural
midwifery care in all rural and remote area contexts.
Recommendations for future development of this model
include: improving physician involvement; advocating
to other staff for support for ongoing availability of safe
and quality care; and extending collaboration with
other services.
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