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Abstract

Background

To describe the maternity care experiences of Aboriginal amdfoes Strait Islander women
in Queensland, Australia and to identify areas for policy and practice improteme

Methods

A culturally-tailored survey requesting both quantitative and quaktanformation was
completed by respondents either independently (online or in hard @opyth the assistange
of a trained peer-interviewer. Data were analysed using gdéseristatistics and thematic
analysis.

t

Eligible women were over 16 years of age, identified as Abwi and/or Torres Strg
Islander, resided in Queensland, and had a live, singleton birth betveerst of July 201]
and the first of July 2012.

-




Results

187 women of 207 respondents were included in analyses. Women reportedtésgbfira
stressful life events in pregnancy, low levels of choice ingptddirth and model of care apd
limited options to carry out cultural practices. High levels affitlence in parenting wefe
also reported. Women were less likely to report being treatedkitimess, understanding
and respect by maternity care staff than women answering a sinailastream survey.

Conclusions

Aboriginal and Torres Strait Islander women have additionadi:i¢o mainstream Australian
women. This study identified a number of recommendations to improvieese including
the need to enhance the cultural competence of maternity seruitgease access |[to
continuity of midwifery care models, facilitate more choigesare, work with the strengths
of Aboriginal and Torres Strait Islander women, families and comieaniand engade
women in the design and delivery of care.
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Background

Aboriginal and/or Torres Strait Islandewomen have a higher prevalence of factors
associated with negative health outcomes for mothers and newborns egrg#reir non-
Indigenous counterparts [1-5]. Aboriginal and/or Torres Strait Istandmen are also at risk
of not receiving culturally tailored care during the maternésiqu [6-8] and have frequently
reported dissatisfaction with hospital-based maternity care ierpes [9-11]. Birthing is
often considered a fearful time for many women, regardlesthoicéy [12]. For Aboriginal
and/or Torres Strait Islander women this experience can Inenevee difficult because of the
lack of culturally competent mainstream systems [7], previoustimegaxperiences with the
health care system, and a high burden of disease [13]. In addition, pigipartions of
Aboriginal and/or Torres Strait Islander women are requiredaweel their communities and
relocate for birth resulting in birthing without support people, wing about their children
left behind and suffering logistical and financial burdens reldtedravelling [14,15].
Aboriginal and/or Torres Strait Islander women are often sulbpe@ broad range of life
stressors such premature and unexpected death of family menntensjal stress, family
violence and socio-economic disadvantage [5,16-18]. Finally, manygkbairand/or Torres
Strait Islander women and families continue to suffer tiygaict of racism, colonisation and
the stolen generation, which can result in fear and distrust of gogetrsarvices and the
hospital environments [7].

Many of the directions of current Queensland [19] and National palty documents
support improvements in maternity care available to Australiamemo with specific
attention given to Aboriginal and/or Torres Strait Islander womanpdrticular, these
reforms aim to enhance consumer involvement and choice in relatioatéonity care and to
ensure that quality, evidence-based, safe and culturally competenis delivered by an
appropriately trained workforce within a sustainable maternity caters\{49,20].



Obtaining consumer input is critical for the design, implementataord evaluation of
maternity care services [21]. Published work around the matexpsriences of Aboriginal
and Torres Strait Islander women in Queensland is limited [22]28$. study aimed to
explore the maternity care experience of Aboriginal and/or TdBtest Islander women
birthing in Queensland using mixed methods and peer interviewer taesmgeviously not
utilised in this area of research. Both quantitative and qualitakate were assessed to
determine opportunities for improving the delivery of maternity cseevices to this
population.

Methods

Research design

The research design involved the construction of a culturally edilatata collection
instrument and selection of sample recruitment and data collecteshods designed to
maximise representation and access to Aboriginal and/or Torres 3#aatelswomen.

Geographic sample selection

A stratified, purposeful sampling technique was used to ensureraalyeographical sample
of participants. Six areas across Queensland were chosé&eifonigh number of Aboriginal
and/or Torres Strait Islander births and to reflect a mix of nyribagional and remote
dwelling women. These were: Brisbane; Townsville/Palm Islavidunt Isa (including
Doomadgee and Mornington Island); Thursday Island; Rockhampton; and Woorabinda.

Data collection instrument

The survey [24] was adapted from the mainstream 2012 Having a Ba@ueensland

(HABIQ) survey [25] to improve cultural relevance to Aboriginald@m Torres Strait

Islander women’s maternity care experience. Modifications ftben mainstream survey
included the changing of wording to improve readability and meaningnf@boriginal and

or Torres Strait Islander audience. Additional items were added to cegpegsences known
to impact on Aboriginal and Torres Strait Islander women. Theseded|stressful events in
pregnancy, specific cultural practices and experiencing rattisough items that elicited
feeling judged, being talked down to and being treated as an individual.

The 24 page survey was adjusted based on a pilot study thed test suitability and
readability of the tool with five Aboriginal women who had recehtyl a baby outside of
Queensland and were known to the Aboriginal researcher on the teamenNvere asked
about the quality of care received during pregnancy, labour atiddrid postnatal periods
and were invited to provide comments on suggested improvements to caregrBeinc
characteristics were also collected.

Some survey items required respondents to select from a numberdat@mnmined responses
(including likert scales). For example, respondents were askepidséion “Where was your
baby born?” with response options including ‘public hospital’, ‘private halgpibirth
centre’, ‘at home’, ‘not sure’ or ‘other’. Data derived from thesestions are described
through this paper as ‘quantitative’ data. Other questions in the stegagsted an open-
ended response, where respondents could provide what they felt wadetamtreletail



without any limitation with regard to the topics they could rale example of such an
open-text question was “What were the good things about your pregname$y”.c
Throughout this paper, data collected from these type of open-ended quasticiescribed
as ‘qualitative’ data.

Sample selection and recruitment

Aboriginal and/or Torres Strait Islander women who had a liveetimiglbirth in Queensland
between | July 2011 and 1 July 2012 were invited to participate. Theeqgeement was 16
to ensure that respondents were of an age where they could condest #hat young
mothers were not excluded from participating. Consistent with sthdres investigating the
health experiences of Aboriginal and/or Torres Strait Islander atigos [26], multiple
methods were used to recruit participants. The study was promotedosial media
(including facebook and twitter), through posters in, maternity sexvic@mmunity hubs
(e.g. Aboriginal Community Controlled Health Organisations) andgustalls at local events
(e.g. National Aboriginal and Islander Day of Commemoration (NAC). Consent to
contact forms were available at the places for women to ieditdagir interest in
participating.

Peer interviewers were recruited to administer the surveyssthe six designated project
sites and were supported by the Aboriginal project lead (#ushor). They were local
Aboriginal and/or Torres Strait Islander women well-connedtedheir community with
good verbal and written communication skills. Use of peer intervieweas to enhance the
engagement of a broad range of Aboriginal and/or Torrest S¢étander women and to
facilitate interviews being conducted in a sensitive and culjuagpropriate manner (thus
enhancing the quality of the data collected). In total, 28 peewietezrs (age range: 20 to
60) were recruited across the project sites. To allow grdribility and reduced
monitoring and recording of hours worked, peer interviewers were paidsyreey
completed, rather than per hour.

Training was provided to all of peer interviewers to ensure thgtuhderstood the project
objectives, their role in the project, and how to follow researchepitres such as gaining
consent, data collection and storage. The training also focused odevie®pment of
practical skills such as how to recruit participants to do tineey, learning interview skills
and what action to take when women needed to access further supporpipoopriate
health professionals. Peer interviewers were actively involvgalamoting the survey, and
recruiting participants from their own informal networks.

Data collection and analysis

Data collection occurred between July and October 2012. Women could tothglesurvey
either online or using a hard copy, or by either method with thistasse of a peer-
interviewer. Data collected via peer interviewers varieth wiost interviews conducted at
the participant’s home or in cafes. A total of 169 (90%) women ueed ipterviewers to
complete the survey and 18 (10%) completed the survey individually. A nuohleser
interviewers had their laptops and internet connection and were aetothe information
directly while they conducted the survey. Only two peer interviewwempleted surveys in
this way with the remainder using hard copy survey forms. Tlortg surveys were
completed on line (including those by peer interviewers) vaghrémainder being completed
on hardcopy.



The quantitative analysis involved the generation of descriptivistgtatusing SPSS (version
21). The qualitative data were subject to a thematic analysisrtakdn by the first and
second authors. NVivo (version 9) was used for these analysesfdnat@risation was

undertaken whereby the researchers read and re-read the deteome familiar with the
content. The data were then systematically assessed for titiéicgdaon of ideas, meanings,
concepts and keywords and relevant ‘codes’ were developed. These cadesheare

compared and contrasted, and similar concepts were grouped into themes.

Each researcher independently assessed a number of open-text cuesagns. Formal
double-coding was not undertaken. However, the authors regularly metismodsed the
decisions being made with regard to the coding of data and the develagmiees. This
collaborative analysis is likely to have enhanced the trustworthimésthe findings.
lllustrative quotes are provided in the results section to further sughorigour of the
analysis and the authenticity of the themes derived.

Ethics

The study was approved by the Human Research Ethics Comrofttdee School of
Psychology, University of Queensland. Written consent was obtaygxbdr interviewers
following reading out the information sheet and prior to complehiegstirvey. Consent was
obtained from women filling out the survey on line through the procedgking on the ‘I
Consent’ button at the bottom of the information statement prior togesigg to the survey
instrument.

Results

Participant characteristics

Demographic characteristics of the women are presented in TableAQotal of 187 women
of 207 respondents were included in analyses. This represents appriyxbataf the 3649
Aboriginal and/or Torres Strait Islander women who birthed in Queensland in 2011 [27].

The sample was representative of Aboriginal and/or Torres Ssiaihder women in
Australia in terms of location, parity and age charactesid@8]. A higher proportion of
women in the sample identified of being of Torres Strait Isladdscent (9.6%) or of both
Aboriginal and/or Torres Strait Islander decent (19.3%) comparebetdotal Australian
population (respectively 6% and 4%) [29]. The sample was more edubatetthe overall
Indigenous population with 10.2% of respondents indicating that they had tedn@giary
studies, compared to the national average of 5.0% for Indigenous Aarstr§B0]. This
observation is consistent with known research participation pattérereiv generally higher
proportions of educated or affluent persons participate in reseamgbared to those who are
less advantaged [31] Table 1.



Table 1 Participant characteristics (n = 187)

% (n)

Indigenous Status (self-reported)

Aboriginal 71.1 (133)

Torres Strait Islander (TSI) 9.6 (18)

Both Aboriginal and TSI 19.3 (36)
Age (at time of birth)
16-24 52.9 (99)
25-29 23.0 (43)
30-39 23.0 (43)
>40 1.1 (2)
Education (highest level completed)
Did not complete primary school 0.5 (1)
Primary school 5.3 (20)
Year 10 or equivalent 44.9 (84)
Year 12 or equivalent 34.8 (65)
Trade/apprenticeship 4.3 (8)
Tertiary qualifications 10.2 (29)
Area of Residenc®
Major cities 34 (64)
Outer Regional 44 (83)
Remote and very remote 20 (38)
Have other children?®
Yes 63.1 (118)
No 35.8 (67)

& This description is used rather than parity as women were ked about the number of
times they had previously given birth, rather they were asked whatmot they had other
children.

® based on the Accessibility and Remoteness Index of Australia.

Antenatal service delivery

The survey investigated a number of aspects of antenatalnciurding the timing, number
and experience of antenatal appointments.

Timing of first antenatal visit

Survey respondents first saw a health professional regafugngpregnancy at an average
gestation of 7.9 weeks (SD 3.71 weeks; range 2 to 28 weeks).

Number of check-ups while pregnant

A minimum number of five antenatal appointments is a national pesfzenindicator [2]
due to its association with improved outcomes [32]. Approximately twdstlaf women r§
126, 67.4%) attended at least five antenatal appointments. The remaonmgn attended
either one f 2, 1.0%), two 1t 8, 4.3%), three r{ 14, 7.5%), or four r{ 19, 10.2%)
appointments, or did not provide data for this questalB( 9.6%).



Choice of gender of health care provider

Women were asked whether they could choose between male or femesafgaviders during
pregnancy. The response options were ‘Yes’, ‘No’, and ‘Unsure’. Owertlard of women
responded that they could not choose their care provider's gemd&, 36.9%) or were
unsure whether a choice was availalié4, 34.2%). The remaining women indicated that
they could choose the gender of their care proviaé2( 27.8%).

Acceptability of questions about particular health topics during the antenatal
period

Women were asked how comfortable they felt being asked routineansestn a range of
issues by their health professional. Approximately ten percentoofenr ( 19, 10.2%)
indicated that they felt uncomfortable when asked about various idsyekealth
professionals during their pregnancy. Among the topics that made mwoieel
uncomfortable, smoking cigarettes, use of other drugs, and domesdtinca were the most
commonly mentioned topics (see Figure 1).

Figure 1 Proportion of women who felt uncomfortable being asked about various topics.

Stressful life events during pregnancy

The majority of women indicated that they had experienced at deasstressful life event
during their pregnancyn(116, 62%). Such stressful life events included moving house,
financial stress or a death in the family. The proportion os#mple experiencing each type
of stressful life event is shown in Figure 2.

Figure 2 Proportion of women experiencing various stressful life events during
pregnancy.

Birthing and hospital stay

The majority of womenn( 183, 97.3%) birthed in a public hospital, with the remainder of
women birthing either in a birth centre 8, 1.6%) or at homen(1, 0.5%). Two thirds of
women ( 123, 66%) indicated that they did not have a choice as to wheredblelyhave
their baby. Two thirds of women indicated that an Indigenous spseificce was available

to them however, only half of women with access to such a service chose to use it.

Women were askedWere you able to carry out any cultural practices during your
pregnancy and birth?"Very few womenif 24, 12.8%) indicated that they were able to carry
out any cultural practices during their pregnancy and birth. A nurabevomen made
comments to indicate that they did not realise that engaging turaupractices within the
hospital setting was an option available to them since an invitadigrarticipate in such
practices was not made by hospital staff.

“I didn't ask, | just presumed that | would not be able to do this in the
hospital” (Respondent 48, Inner regional, had other children)



Some, but not all, maternity staff, were perceived as being sugpoftwomen engaging in
cultural practices surrounding birth.

“If I wanted to | don't think there would have been an issue” (Respori@ent
Major city, had other children)

“Doctors told me | could not take my placenta out of surgical room due to
contamination” (Respondent 144, Major city, had other children)

Post natal experiences

Women were asked to report how confident they felt in looking after their babyh@yckad
returned home. Women’s responses were: ‘extremely confident®7( 52%), ‘fairly
confident’ ( 47, 25%), ‘confident’ if 26, 14%), ‘not very confident'n(9, 5%), ‘my baby
hasn't come yet'r{ 2, 1%) and missing datan @, 2%). When parity was considered, as
expected, multiparous (who reported having other children) women we goafident
caring for their baby when they returned home. Specifically, 63r6%b5) of multiparous
women reported being ‘extremely confident' compared to 35:8%24) of women having
their first baby.

Approximately a quarter of the women interviewed indicated thatditeyot feel that they
had anyone to talk to with regards to how they were feeling tagebirth of their babyn(50,
27%). An equally low number of womem @3, 18%) indicated that they had joined a
mothers and babies group in their local area.

Maternity care service delivery overall

Continuity of carer during pregnhancy

The majority of womenn( 136, 72.7%) indicated that they saw the same health professional
during their pregnancy. Throughout the survey, when women were asketitttate the
positive aspects of their care, women commented on their stibsfavith having a known
midwife or the same midwife during their pregnancy. The quofewbés exemplary
regarding the type of comments women made about the way tbdtaar a known provider
enhanced their maternity care experience.

“Having the same midwife & her personal contact details to call amjtim
(Respondent 8, Major city, had other children).

Relocating for birth

Just under one third of women left their community in order to bisté (n 53, 28.3%). All

lived in an outer regional, remote, or very remote community. Alnibst these women had

a support persom(45, 85%) however, 15.1% @) did not. Most of those who travelled with

a support personn(31, 69.0%), indicated that their support person did not receive any
financial assistance to accompany them when travelling to give birth.

Among women who travelled for birth the majority of women3g, 60.0%) indicated that
they would have preferred to stay in their own community to givih.birhese women



described issues associated with childcare, interruption to theireparwork in order to

travel, feelings of isolation from not having partner or familyréh&ith them and a lack of
adequate financial assistance for travel and accommodation. Bedowome illustrative
guotes from women who indicated that they would have preferred tondtagir community

to give birth.

“It would have saved a lot of hassle and money” (Respondent 126, Remote
location, had other children)

“It would have been a lot easier as my eldest is school age &atd to go
away for a whole month” (Respondent 7, Inner regional, had other children)

| nterpersonal aspects of care

Women were asked about a number of interpersonal aspects ofatteeduring pregnancy,
labour, birth and during the postnatal period. Specifically, women agked how often they
were: treated as an individual; treated with kindness and understandintalked down to’;
and not ‘ignored’ by health staff. The response options were ‘alwayEn’, ‘sometimes’,
‘rarely’, ‘never’, or ‘prefer not to say’. The proportions of womeho indicated how often
they were treated in each of the manners addressed are presehadde 2 with the most
popular response for each question shown shaded. As can be seen in Tablev2r jhalf of
the women (more than 59%) indicated that throughout their care tbey always treated
with respect, as an individual or with kindness and understanding.



Table 2Women'’s evaluation of five components of communicain with hospital staff during three time periods*

A During your labour and birth did you feel like the health professionals or ottaff:
Treated you with respect Treated you as an indatid  Treated you with kindness and understanding ketatlown to you  Judged, insulted or Ignored you
% (n) % (n) % (n) % (n) % (n)

Always 68 (128) 61 (114) 64 (119) 3 (6) 3 (5)

Often 16 (29) 15 (28) 17 (32) 3 (6) 5 9)

Sometimes 10 (29) 11 (20) 13 (24) 10 (18) 8 (15)

Rarely 1 2 3 (6) 2 3) 9 (16) 5 (20)

Never 2 3) 5 (10) 2 (3) 71 (132) 75 (140)

B After giving birth while you were still in hospital did you feel like the health professionals or ottaff:
Treated you with respect Treated you as an indatid  Treated you with kindness and understanding ketatlown to you  Judged, insulted or Ignored you
% (n) % (n) % (n) % (n) % (n)

Always 68 (128) 59 (111) 69 (129) 3 (5) 2 (3)

Often 14 (26) 15 (28) 15 (28) 2 (4) 2 (4)

Sometimes 10 (29) 13 (24) 10 (29) 9 (16) 9 (16)

Rarely 2 3) 2 3) 1 2) 9 @an 9 a7

Never 0 (0) 5 (10) 0.5 (1) 70 (131) 71 (133)

C After giving birth when you returned home did you feel like the health professionals or ottaff:
Treated you with respect Treated you as an indatid  Treated you with kindness and understanding ketatlown to you  Judged, insulted or Ignored you
% (n) % (n) % (n) % (n) % (n)

Always 68 (128) 61 (114) 70 (130) (3) 5 3 (6)

Often 18 (33) 18 (33) 19 (36) (3) 5 2 (4)

Sometimes 6 (12) 6 (12) 2 (4) ) 5 2 )

Rarely 1 2 2 3) 1 2) 12) 22 8 (15)

Never 0.5 (1) 6 (12) 2 3) (72) 136 78 (145)




The qualitative analysis yielded further information on what wornenght were the ‘good’
and ‘not so good’ aspects of their care during pregnancy. Women desgabdtaspects of
their care as seeing the same person, or a familiar person throughoutréheir ca

“‘Having the same midwife help guide me through each stages of my

pregnancy. The midwife was with me also during my doctors’ appointments

which was a big help, as they knew the right questions to ask...” Respondent
110, urban location, primparous.

The comments of women also reflected how the expression of emaathkindness by
caregivers enhanced their experience. The ‘not so good themsted by women included
long wait times, not being able to be seen by the same doatadwife, rude staff and costs
associated with travelling and maternity care.

“Waiting for ages in the waiting room. One time | waited for an hr anc@lé h
because the midwife took the wrong slip.” Respondent 165, remote location,
primiparous.

Transport

Women were asked what mode of travel they used to attend mostrgrégancy check-

ups. The response options were: ‘walked’; ‘drove own car’; ‘gofrbitn partner, friends or
family’; ‘health care worker picked me up’; ‘public transportg(ebus, train)’; or ‘other’.
Women could report using as many modes of transport as were applicablever most
women reported using a single mode of transpoitbQ, 80%). The type of transport used by
these women who used a single mode are shown in Figure 3. Among those who used multiple
forms of transportr( 32, 16.6%), most got a lift from a partner friend or family mantbe

24, 72.7%) in addition to walking, driving themselves or public transport.

Figure 3 Distribution of the types of transport used to attend appointments dung
pregnancy.

Discussion

This study explored Aboriginal and/or Torres Strait Islander wosnperceptions of care
during pregnancy, labour, birth and the postnatal period. Aboriginal and/oesTS8trait
Islander women'’s satisfaction with maternity care has been measwetimber of previous
studies [22,23,33-35].

Antenatal care

The average time at which women first saw a health professiotiair pregnancy was 7.9
weeks (SD 3.71; range 2 to 28 weeks). Whilst this representsliem #aeframe outlined in
a recent paper which found the average time of first prenaalfor Aboriginal women in
South Australia as 10.1 weeks (SD 4.8) [26]. It is, however, simildret@verage time of
first visit among all women in the HABIQ 2012 sample [25] tlegdarted an average of 8.0
weeks gestation (SD 3.90; range 0 to 32 weeks).



Increasing access to quality antenatal care for Aborigimd{ba Torres Strait Islander women
has been noted as an important goal by a number of authors [22,36,37] agdscta

antenatal care delivery has been found to increase service ubes Ipppulation in some

parts of Queensland [37]. Three factors associated with indrgas@cipation in antenatal
care identified by Ship et al. include: awareness of commugetyices, attendance at
childbirth education classes and interest from father and extended family [38].

Postnatal care

The participants in this survey indicated a lack of postnatal supjtbrtigh proportions of
women (63%) indicating that they had no-one to talk to about how they eadiegf after the
birth of their baby and/or who had not joined a local mothers group (7B%%e findings
support other calls to ensure Aboriginal and/or Torres Strammdgr women have access to
quality care and support during pregnancy, birth and the postnatal period fE¢8iicant
investment into strengthening Indigenous maternal and child healtlteseivas occurred
across Australia in recent years through programs such &ethéirections: Mothers and
Babies Services [40], Healthy for Life [41] and Australiaar$¢ Family Partnership [42].
Effectiveness of these programs on Aboriginal and Torres &laitder women and babies
outcomes is not well captured [40].

Feeling respected

Women were asked about a number of interpersonal aspects ofatteeduring pregnancy,
labour, birth and during the postnatal period. Over half of the wor®ga%4) expressed
satisfaction with care, with approximately 30% indicating thay were not ‘always’ treated
as an individual, treated with kindness and understanding, not ‘talked dowend not

ignored, by medical staff. Woman-centred care is a currenbnaht maternity reform

objective [20] and has been defined as:

‘a process in which a woman makes choices and is involved in and has control
over her care...[43].

The results of this study imply that for a considerable numbevoofien a central tenet of
women-centred care, being respected, may not be being met.

Dietsch and colleagues [44] reported that Aboriginal women wergj lmeare likely to be
treated poorly by maternity staff, describing experienceswiea¢ interpreted as bullying.
Approximately 70% in our study reported ‘always’ being treatéti wespect or not being
talked down to. This raises issues for the remaining 30% women whatedl&n alternative
experience.

Differences for Aboriginal and/or Torres Strait Islander wonoempared to mainstream
women can be found in the higher proportions of women in the mainsHédiQ 2012
study [25], who reported ‘always’ being treated with respéét7@o vs 68%), treated as an
individual (75.4% vs 61%), and treated with kindness and understanding (75.8280)s
[25].



Choices in maternity care

The lack of choices available to Aboriginal and/or Torres Skstdander women has been
documented in a number of publications and reports [15,45-48]. The type okshoic
advocated for include the geographical location of birth [48], modedref received [33,36],
choice of who is present at the birth and whether culturally important preta@badhered to
[15]. This study collected data relevant to maternity care eldicluding whether women
had a choice of male or female care providers during their pregnahether women would
have preferred to stay in their local community to give birth pthee of birth, and whether
continuity of care was available.

Over two thirds of women (71.1%) indicated that they were eitherbiet ar were unsure

whether they were able, to choose the gender of their care prduidieg pregnancy. Many
Aboriginal and/or Torres Strait Islander women have culturaétsetegarding gender roles
and patrticipation during the maternity period and have reporteddeeaf ‘shame’ in being

cared for in birth by men [15] and when discussing reproductivehhisalies in general [49].
Therefore, not having a choice in the gender of caregivers coulé cigtsess for some
Aboriginal and/or Torres Strait Islander women.

Sixty percent of women who relocated to give birth indicated thegnghe choice, they

would have stayed in their local community to give birth. Results aliggest that women
may have had a limited choice of birthing venues since the ityamfriwomen surveyed

birthed in public hospitals (97.3%), with very few women birthing in kightres (1.6%) or

at home (0.5%). This assertion that there was a lack of choiceure wveas supported by the
majority of women (66%) expressing that they did not have a choisgms of where they

gave birth.

A number of authors indicate that choice is limited for many Ajooali and/or Torres Strait
Islander women with the focus of existing maternity care dslii®ing on bio-physical
safety, with the provision of culturally safe care being a lomeority [6,15,48]. The
provision of choices in maternity care for all Australian womera igoal of Queensland
specific and national maternity care reforms [19,20] and should betipedr for this
population.

Cultural practices in childbirth

Only a small proportion of women indicated that they were ableatry out any cultural

practices during their pregnancy and birth (12.8%). When asked whieglyerarried out any
cultural practices a number of women mentioned that they were ntadrtei carry out any

cultural practices by maternity care staff. This may ssiggleat without being asked,
Aboriginal and/or Torres Strait Islander women may havettielt they could not engage in
cultural practices.

Travelling for birth

Other studies [11,35] have reported women’s’ feelings of lonelineddear, due to being
sent away from their own communities for birth. These findingsevedso supported by
women in this current study who indicated that travelling awaybikh caused additional
stress. Travelling in order to give birth has been reported awy bmth socially and
emotionally taxing for Aboriginal and/or Torres Strait Islandemen [15,33,48]. Poverty,



and or inadequate financial resources has been noted as an additessalr Sor Indigenous
women travelling to give birth both in Canada [48,50] and Australia [17Adgriginal
and/or Torres Strait Islander women relocating for birth imsyogenses including, their own
travel and accommodation costs and those of their support person [22,52]m@eglso
incur childcare costs for children that are left at home. Tthdysparticularly highlighted the
inadequacy of financial subsidies, and resulting stress for womemverteorequired to travel
to give birth whom comprised nearly one third of the women sampled (28.3%).

Recommendations for policy and practice

A number of opportunities to improve women’s experiences of care idenéfied. These

include the need to: enhance the cultural competence of maternigesermprove access to
continuity of midwifery care models; facilitate more choitescare; and, work with the
strengths of Aboriginal and Torres Strait Islander women, families anohaaities.

Culturally competent care

Internationally it has been acknowledged that women’s perceptindsnaeds during
childbirth are socio-culturally defined [53]. Several Australublications have emphasised
the limitations of maternity services in recognising this [7,15,33,54]. Cultural ¢cengaehas
been defined in terms of the characteristics of organisations and individuals as:

“Organisations [that] have a defined set of values and principles, and
demonstrate behaviours, attitudes, policies and structures that enableadhem t
work effectively cross-culturally. Cultural competence is a lopweental
process that evolves over an extended period. Both individuals and
organisations are at various levels of awareness, knowledge and skills along
the cultural competence continuunj35]

A lack of culturally appropriate care can result in shamenmomen and avoidance of the
health system [15,33,37]. Providing culturally competent care is liteelynprove health
outcomes of Aboriginal and/or Torres Strait Islander women and lihbies by increasing
their use of maternity care services [56,57]. Care providers sbeusspecially mindful of
the high risk of this population to be subject to multiple life sbesincluding, commencing
childbearing at a relatively young age [58] and being of low socro@mic position [17,18].
The impact of many such known stressors for Aboriginal and/or T@test Islander
persons were demonstrated in the findings of this research, includinggrouse, financial
stress, and exposure to violence [30,59]. Thus, this research reinfoecesdd for staff
providing maternity care services to Aboriginal and/or TorreaitSislander women to be
aware of the additional life-stressors faced by this popul@tiainmay impact on their health
and coping during the maternity period.

Improving the education of the workforce specifically in termshefprovision of culturally

competent care is highlighted as a state-wide [19] and nationaldROn objective. This

study provides further support for the importance of these goals. tRépawe been prepared
specifically to assist with guiding the provision of culturally patent care to Aboriginal

and/or Torres Strait Islander Australians and these should be cdnsulbgtimally pursue

this goal [7,22,60].



Continuity of midwifery care

Aboriginal and/or Torres Strait Islander women have been reppdsilive experiences
where care is received by a primary or small group of midsyigdowing women to develop
trust through continuity of care [33,61]. While continuity of care acthesfull child care

continuum (pregnancy, labour and post natal care) was not collectbd istudy, 72.7%

indicated that they saw the same health professional during tlegingrrcy. Qualitative
comments indicated that knowing their midwife was highly valuedvbsnen and supports
the findings by Josif et al. [33].

Given that a high proportion of women (28.0%) travelled to give birth, continuity of care ma
need to be assessed differently for this group. In some Australipons continuity of care
from a known midwife is being successfully implemented for Aborigimamen living in
remote areas [33,45,62] as well urban areas [34,63]. Recent Austradlance suggests that
midwifery-led continuity of care models are safe, cost affedi64] and are highly desired
by women [33,65-67]. The opportunity for continuity of care is promoted astional
maternity reform objective as is providing choices of care to womme range of settings,
including rural settings where a disproportionately high number of Indigewomen are
located [20].

Working with strengths of women and community

This study found higher levels of confidence in parenting compared ten§laed women
responding to the same questions in a mainstream survey in 2012 3jettive of parity,

a higher proportion of Aboriginal and/or Torres Strait Islander woreported the highest
level of confidence (‘extremely confident’) in caring for theitbpaupon returning home
(multiparous 63.6%, and primiparous 35.8%) compared to women in the 2012 HABIQ
overall population study (multiparous 47.0%, and primiparous 10.6%) [25].

Although Aboriginal and/or Torres Strait Islander women experigneater risk factors [1-
5] and suffer higher exposure to stressful life events [16-18] fmiere supported by our
findings), there are many strengths in these families that often overlooked and
underutilised by health service providers.

Confidence in parenting is one example of a strength that should weedeoked. Family
support, connection to country and cultural identify are other examepested in the
literature [68-73] but were not assessed in this current study.

While a strengths-based approach is promoted in the literatureéhfig4s often difficult to
achieve given the different focus on risk between the health systdnsome women [6].
More effort by the maternity sector to work with women and comiywsirengths should
result in more engagement by women, higher compliance and better outcomes [69,73,75].

Engaging women in the design and delivery of senac

It is widely acknowledged that ensuring Aboriginal and/or TortegitSslander Australians
governance and ownership regarding Indigenous maternity care defiviksly to enhance
maternity care satisfaction for this population [36,54,76]. Accessorgem’s experiences is
an important component of the engagement of women in the design aredydefiservices.
This survey demonstrates an effective strategy for achietrirsy Additional strategies



identified in the literature include: working with community eldarsl cultural knowledge
brokers to ensure two way learning and knowledge in the delivergref the establishment
of Aboriginal and/or Torres Strait Islander Advisory Groups; shagmadrnance structures
across mainstream and Indigenous agencies; family involvement tlaadinclusion of
Aboriginal and/or Torres Strait Islander personnel, especially fertzdfd45,77,78].

Limitations and strengths of this study

The observational nature of this study does not allow conclusions aamatlity to be drawn
from the data. The survey did not attempt to capture clinical datadid it measure a
number of lifestyle factors known to contribute to poor perinatal healticomes in
Indigenous populations. These data are available elsewhere [79-81] r@ndotvthe focus of
this study. Rather, the focus of this study was to investigate mavernity care was
evaluated by Aboriginal and/or Torres Strait Islander women tonmfionprovements in
service delivery. Although the responses represented only 5% of thegibabend/or Torres
Strait Islander births in 2011, it was representative in gebgral location with good
participation from remote and very remote dwelling women. Otlrengths include the
focus on women’s perceptions of maternity care services, the @seubturally appropriate
research design using peer interviewers and the application of mixed-methods.

Another unexpected limitation was the lack of qualitative inforomatiecorded by some
interviewers. Remuneration for peer interviewers was per gumaher than per hours
worked. This was to increase flexibility for the peer interdesvand reduce the need for
monitoring and recording of hours worked. This model could have been a disiadent
peer interviewers to encourage the women to talk more about theEriences, or record
these conversations as qualitative data.

Conclusion

This paper has provided some important insights into maternitypcavesion by accessing
and reporting on the voices of birthing Aboriginal and/or TorresitSsiander women in
Queensland. Women reported high rates of stressful life evepiegnancy, low levels of
choice in place of birth and model of care and limited options tg cattrcultural practices.
High levels of confidence in parenting were also reported. Thadengs indicate that
Aboriginal and/or Torres Strait Islander women require smeefid considered care that
addresses their unique cultural, social and historical place intraliaa society.
Recommendations to improve women’s experiences of care includedtam enhance the
cultural competence of maternity services; improve access tmaitytof midwifery care
models; facilitate more choices in care; and, work with trengths of Aboriginal and Torres
Strait Islander women, families and communities.
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