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Executive Summary

The objective of the 2nd Invitational Rural Midwifery Symposium was to bring together rural
midwives and decision makers to articulate the barriers to sustainable rural midwifery and to
brainstorm innovative solutions for positive change. A complete list of the barriers, solutions, and
target decision makers articulated at the symposium can be found in Appendix 1 (page 29) of
these proceedings.

The decision makers at the meeting consisted of representatives from the following organizations
(see Appendix 2 for full list):

Interior Health Authority

Vancouver Island Health Authority

Society of Obstetricians and Gynecologists of Canada

BC Medical Association Joint Standing Committee on Rural Issues
BC Ministry of Health

Midwifery Education Program at UBC

First Nations and Inuit Health

BC Perinatal Health Program

College of Midwives of BC

Midwives’ Association of BC

The guiding principles that underpinned this meeting, as agreed upon by all participants at the
outset of Day 2, are as follows:

The importance of
interprofessional
collaboration and respect

The importance on
focusing on how best to
provide care to women

The importance of
respecting choice for
women in birth

Guiding Principles in rural communities
The importance of The importance of
recognizing the need for a acknowledging profes-
generalist approach in rural sional sustainability for all
communities health care providers

Day 1, which included 13 midwives from rural communities across BC and members from the
Centre for Rural Health Research Team, began with reflections on the outcomes of the first

vii
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invitational meeting. The agenda then moved on to an open-ended discussion among midwives on
rural practice issues, followed by the prioritization of barriers and issues that midwives brought
forward on Day Two. The barriers articulated included the following thematic categories:

® |Interprofessional collaboration
® Education

® Sustaining local birthing services
® International recruitment

® Expanded scope of practice

Research presentations from two rural midwives, llene Bell, RM (Nelson), and Maggie Ramsey,
RM (Salt Spring Island), reviewed preliminary findings from their studies of care providers’
experiences of the integration of registered midwifery in a rural community and maternal and
newborn outcomes in a midwifery-led rural practice, respectively.

Day 2, which included key decision-makers and professional stakeholders along with rural
midwives, began with an overview of models of midwifery care in rural British Columbia, focusing
on the following communities:

Salt Spring Island Midwifery-led maternity care with no local physician back-up

Nelson Midwifery practice with local obstetrician back-up

Campbell River Midwifery practice with local obstetrician back-up

Sechelt Midwifery practice with local GP Surgeon back-up

Creston Shared physician/midwifery practice with local GP Surgeon back-up

The midwives from each community described their model of practice, summarized the barriers
they encounter, and took questions and comments from decision makers. These presentations
provided the context for a discussion of rural practice as they delineated the range of current
models and the associated — and unique — challenges inherent in each one. This provided the
context for the next session, individual presentations of decision makers’ barriers to the support
and integration of sustainable rural midwifery. The following list summarizes the barriers that
representative decision makers identified:

College of Midwives of BC
® Shortage of registered midwives in British Columbia

® Need for an expanded drug prescription schedule

Health Authorities
® Llack of systematic planning for rural maternity care and urban-centric nature of
priorities
® Lack of framework for interprofessional models of care
® Lack of opportunities for rural care providers for continuing education

® Lack of guidance for midwives regarding Health Authority norms and protocols,
particularly regarding hospital privileges

First Nations and Inuit Health
® Lack of First Nations midwives

® Lack of framework for educating providers regarding culturally sensitive care for First
Nations communities

® Lack of knowledge about Midwifery care in First Nations communities
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® Lack of system resources to mitigate the social, financial, and cultural stressors faced
by First Nations women when they leave their communities to give birth

UBC Midwifery Education Program
® Lack of rural-specific skills training

® Need for early onset (e.g., 1t year) of rural mentorship and clinical experience in a
rural setting

® Lack of distance education options for rural midwifery students

® Need for training for an expanded scope of practice to off-set logistical challenges
of low volume practice in rural communities

Midwives’ Association of BC (MABC)
®  Midwives remuneration structure is unsustainable in the context of rural practice
e Delays in granting hospital privileges to midwives affects rural recruitment

® Llack of advertising for rural midwifery practice spaces to facilitate international
recruitment

Physician Representatives

® lack of education of other care providers on midwifery profession and safety of
home birth

® Decline number of family physicians interested in rural practice

® |nequitable funding for maternity care between the professions

Society of Obstetricians and Gynaecologists of Canada (SOGC)
® Diminishing number of rural obstetricians to back-up midwives in rural communities
® Lack of attention to providing appropriate care for Aboriginal communities

® Lack of wide-spread implementation for programs like MoreOB to support and
facilitate interprofessional collaboration

Small group workshops in the afternoon of Day 2 provided the opportunity for participants to
brainstorm solutions to barriers in the thematic categories of Education, Aboriginal Midwifery,
Interprofessional Collaboration, and Decision Making. Below is a summary of the solutions that
were addressed:

Education

® Increase funding support for midwifery education program to allow expansion of
activities to include a rural focus including: Providing a rural stream, rural specific
courses, and distance education program for midwifery students

® Fund preceptor pay

e Create temporary faculty positions for rural midwives for practicum supervision to
continue over university holiday breaks

® Establish a third year direct entry stream for rural nurses wishing to pursue midwifery
education.

® Improve access to continuing education through funding, online components, and
education retreats/intensives
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Aboriginal Midwifery

Establish an Aboriginal midwifery pilot project in a rural reserve community in BC
Educate Aboriginal communities on midwifery model and traditional birthing practices
Provide an expanded scope for midwives in low-volume communities

Advertise midwifery as a career for Aboriginal women

Create access to Aboriginal-specific education electives and practicum placements for
Aboriginal midwifery students

Interprofessional Collaboration

Amend funding model to support collaborative practice (e.g., fee for service per-visit
billing to allow for shared care)

Provide care providers with evidence-based education and workshops on:
the midwifery model of care, home birth and the safety of midwifery without
cesarean section back-up

Support and encourage collaborative team practice, beginning at the student level

Policy and Decision Making

Revive the BCPHP’s Rural Sub-Committee to act as a multidisciplinary provincial
advisory group for rural midwifery decision making and obijectively reviewing
midwives’ requests for hospital privileges

Ensure midwifery representation in Health Authority Medical Advisory Committees
(HAMAC) through designated seats

Establish regional Departments of Midwifery throughout the province

Ensure rural midwives decide who will speak on behalf of rural midwifery at the
decision making table

Ensure that midwives are provided with copies of the provincial hiring by-laws,
hospital act, and local by-laws.

Provide a start-up stipend for rural midwives based on assessment of community need

The expansive list of barriers, solutions, and target decision makers was agreed upon at the close
of the meeting and represent the first steps in moving forward in the effort to make rural
midwifery practice more sustainable.

Rural midwives Maggie Ramsey and Leah
Barlow connect during a break on Day One

of the symposium.
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October 23

Room: Port Alberni, Sheraton Wall Centre

2:00-2:15 Introduction, welcome, and updates since last symposium
2:15-3:15 Open sharing and discussion
3:15-3:30 Coffee break

3:30-4:30 Prioritization of barriers and discussion for Friday
(Identify small group participants)

4:30-5:00 Discussion of mechanisms to best meet the needs of rural women from a
professional practice perspective

7:00-9:00 Dessert Reception
(Room: Azure, South Tower, Sheraton Wall Centre)

October 24
Room: Port McNeil, Sheraton Wall Centre

8:00-8:30 Breakfast Served

8:30-9:00 Welcome/ Introductions/Context
Jude Kornelsen and Stefan Grzybowski, CRHR

9:00-9:30 Presentation of existing models of rural midwifery in BC
Salt Spring Island, Nelson, Creston, Sechelt, Campbell River

9:30-10:00 Presentation of Barriers to Rural Midwifery Practice
Jude Kornelsen, CRHR and llene Bell, Nelson, RM

10:00-10:30 Discussion

10:30-10:45 Break

cont'd —

xi
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11:00-12:30

12:30-1:30

1:30-2:30

2:30-3:45

3:45-4:00

4:00-4:45

4:45-5:00

Presentations of challenges to rural midwifery from key stakeholder
perspectives

College of Midwives of BC — Jane Kilthei

Health Authority — Dr. Peggy Yakimoff (Interior) & Jeannie Wheeler
(Vancouver Island)

Ministry of Health — Beverlee Sealey

First Nations and Inuit Health — Elizabeth Harrold & Penny Stewart
Education, UBC School of Midwifery — Saraswathi Vedam, RM
Midwives’ Association of BC — Shannon Norberg, RM & June Friesen, RM
BC Perinatal Health Program, Vancouver Coastal Health Authority —
Dr. Brenda Wagner

BC Medical Association Joint Standing Committee on Rural Issues —
Dr. Granger Avery

Society of Obstetricians and Gynecologists of Canada — Dr. Andre
Lalonde

Networking lunch

Theme-based small group sessions

Education
Aboriginal midwifery
Interprofessional collaboration

Decision making (Ministry of Health and Health Authorities)

Small group reporting strategy

Break

Group discussion: Prioritization of barriers and solutions

Closing and Next Steps
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The Second Invitational Symposium on Rural Midwifery was planned as part of a sequence of
engagements with practitioners and decision-makers to identify and document barriers to
rural midwifery practice and engage in strategic discussion about the best ways to address
these barriers. The context of the meeting was the increasing urgency of the need to find
interdisciplinary, sustainable solutions for providing care to rural parturient women in BC and

an acknowledgement of the role midwives can play in solutions.

The initial meeting with rural midwives in June of 2008 focused on documenting challenges to
practice as a precursor to further discussion. Participants recognized the need for follow-up
through dialogue with the larger community of affected care providers, policy and decision
makers, and community members and saw the June meeting as laying the groundwork. This
approach reflected a systems view of the problem: that is, an acceptance of the inter-related
roles and relationships of all key players and the importance of understanding and
acknowledging all perspectives and challenges in effecting an integrated solution. Beyond
simply accepting the reality of the need for inter-disciplinary solutions, however, the notion of

the strength of such an approach clearly emerged.

“Key players” effecting solutions were seen to include other rural care providers, Health
Authority and Ministry decision makers, and professional leaders from a variety of disciplines.
This approach demands the good will of everyone involved, the ability to step outside
traditional professional or political silos, and the mutual commitment to work towards solutions
that will best serve rural women and their families within the context of safety and

sustainability. Without a doubt, an audacious pursuit.

Audacity, however, sometimes yields results that we would not otherwise see; in this case
results included the productive and dynamic dialogue of interested parties who had not
previously had the opportunity to gather around a table together. Whether the discussion was
formal, as in the case of invited presentation, or informal, through the sharing of spontaneous
insights at lunch time or between sessions, interactions were characterized by a sense of facing

a common challenge and the desire to take it up.

xiii
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Discussions were also marked by a sense of realism, however, which gave rise to an
understanding of the barriers to integrating midwives into rural communities. According to
symposium participants, these barriers include interprofessional challenges stemming from
models of care and remuneration that are not easily merged; they include pragmatic barriers
around inadequate funding and resources for the profession, and the educational program,
and they stemmed from the lack of precedent and protocol for integrating the profession into
new environments without destabilizing existing services. These thematic areas are large and
daunting. Breaking them down systematically into discrete issues, however, and targeting who

can initiate change gives us a blueprint for moving forward.

The following proceedings endeavor to capture the key barriers — if not nuanced discussion —
covered at the symposium. As such they are a tentative first step in providing a map for
moving towards solutions for those who attended and, we hope, those who were unable to
attend but can provide guidance on how best to achieve the goals of sustainable rural
midwifery care within the context of sustainable maternity services. Our heartfelt appreciation
goes out to all who attended the meeting. We look forward to engaging in the sustained

relationships that will be necessary to effect change.

Respectfully,

Jude Kornelsen & Stefan Grzybowski on behalf of the Centre for Rural Health Research Team
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In June 2008, ten years after the regulation of midwifery in British Columbia, the Centre for Rural
Health Research and Midwives’ Association of BC Rural Sub-Committee co-hosted the Tst
Invitational Rural Midwifery Symposium. The event was an opportunity to bring together rural
midwives to honour their commitment to rural birthing services and to discuss barriers of rural
practice and solutions to those challenges. Concurrent with this meeting, the centre was also
conducting a research study investigating the regulatory and legislative barriers to
interprofessional collaboration between midwives and other rural maternity care providers in BC.
Many communities across the province are interested in local midwifery services, but significant
barriers to integration exist. The symposium presented an opportunity for rural midwives to
articulate these barriers from practice and professional perspectives. The discussion focused on
articulating rural midwives’ barriers to sustainable practice. This discussion was captured through
proceedings, which were circulated to midwives and decision makers. A second product of the

symposium was a collaboratively authored commentary on barriers to practice.

As the objective of the first meeting was to bring together midwives to articulate barriers,
participants recognized the necessity of a follow up meeting to share the findings with decision
makers who can implement change. The 2nd Invitational Rural Midwifery Symposium brought the
rural midwives together with representatives from Interior Health Authority, the Vancouver Island
Health Authority, the Society of Obstetricians and Gynecologists of Canada, the BC Medical
Association Joint Standing Committee on Rural Issues, the BC Ministry of Health, the Midwifery
Education Program at UBC, First Nations and Inuit Health, BC Perinatal Health Program, College
of Midwives of BC, and the Midwives’ Association of BC. These stakeholders participated in an
evening reception followed by a day of presentations and facilitated discussion to identify

decision makers’ barriers to rural midwifery and solutions for mitigating challenges.

Day One consisted of open-ended discussion among midwives and began with a reflection on the
outcomes of the first invitational meeting, followed by a discussion of the barriers and issues that
midwives wished to discuss with policy makers on Day Two. The midwives outlined their strategic
approach for the following day’s discussion with policy makers, which focused on the need for
multi-stakeholder dialogue; evidence-based decision making; and goals grounded in the needs of

rural women.
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Participants articulated the values (see diagram below) that they believed should inform the

discussions at the symposium.

The importance of
interprofessional
collaboration and respect

The importance on
focusing on how best to
provide care to women

in rural communities

The importance of
respecting choice for
women in birth

Guiding Principles

The importance of The importance of
recognizing the need for a acknowledging profes-
generalist approach in rural sional sustainability for all

communities health care providers

These guiding principles were ratified by all the participants at the beginning of day two and

provided the context for the ensuing discussion.

Many key stakeholders were unaware of the barriers to rural midwifery practice. To establish a
common knowledge base for dialogue, day two began with a presentation of models of
midwifery care in communities across the province, followed by presentations by individual
decision makers articulating their perceived barriers to interprofessional collaboration. The
afternoon consisted of small, interdisciplinary group sessions to identify barriers specific to

different key stakeholder topics. These topics included:

e Education,
e Aboriginal midwifery,
e Interprofessional collaboration, and

e Decision making.

From these discussions, Centre for Rural Health Research staff compiled and thematically
organized a list of the barriers, solutions, and target decision makers, which was presented to

participants in the final session of the symposium.

The following proceedings outline the discussions that took place during the two-day symposium
and present the barriers outlined by participants. The road to sustainable rural midwifery requires

the collaboration of rural women, midwives, and the extended community of care providers and
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Day One provided an opportunity for the rural midwives to gather together and reflect on the
outcomes of the 1st Invitational Rural Midwifery Symposium, as well as discuss the key points for
discussion with decision makers. The barriers and solutions discussed were originally listed in the
Proceedings of the 1st Invitational Rural Midwifery Symposium (Available online at:

http://www.ruralmatresearch.net/documents /RM-NETMidwiferySymposiumProceedings.pdf).

Midwives’ Barriers
The following sections represent the thematic solutions midwives discussed: interprofessional
collaboration, education, sustaining local birthing services, international recruitment, and expanded

scope of practice. Each is described below.

Theme Solution
Interprofessional Facilitate respect for the profession of midwifery from other care pro-
Collaboration vider groups.

Increase education to care providers on the profession of midwifery.
Create trusting relationships with other care providers.

Improve and facilitate midwives’ efforts at gaining rural hospital privi-
leges.

Create regional departments of midwifery.

cont’'d —

Participants in the day one afternoon session (left to right): Jacqueline Humchett (UBC Midwifery
student); Shannon Norberg, RM (MABC); Sarah Hilbert-West (UBC Midwifery student); Leah Bar-
low, RM (Creston); Carolyn Thibeault, RM (Cranbrook).
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Evening reception (left to right): Sheila Jager, RM (Campbell River); Maggie Ramsey, RM (Salt Spring Island); and Sarah
Hilbert-West (UBC Midwifery student, from Quesnel).

Theme

Midwifery
Education

Solution

Establish and maintain students’ existing relationships with rural commu-
nities and rural care providers.

Create distance education options for rural students.
Provide rural-specific skills training to students.

Begin clinical experience earlier in program and lengthen practicum
placements.

Secure funding for preceptors.

Utilize temporary faculty to mitigate full-time instructors’ workloads.
Provide advanced standing for nurses (Year 3).

Improve access to continuing education.

Increase number of interdisciplinary maternity care courses.

Train more Aboriginal midwives.



Theme

Sustaining local
birthing services

International
recruitment

Expanded scope of
practice

Oct. 23-24, 2008, Sheraton Wall Centre Hotel, Vancouver

Solution

Develop evidence and examples of successful communities with local
birthing services with no local cesarean section back-up.

Establish maternity care pathways for women who have to travel for
birthing services.

Support community needs.

Support evidence-based community-responsive maternity service plan-
ning.

Streamline immigration and accreditation process for international ma-
ternity care providers

Increase incentives for rural practice

Create a structured BC training program for GP Surgeons.

Provide remuneration for services such as sex education and abortion
counseling

Rural midwives (left to right): Terri Murray, RM, and Maggie Ramsey, RM, (Salt Spring Island); Deborah Kozlick, RM
(Courtenay /Comox); and Sheila Jager, RM (Campbell River).
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midwives’ voices

It's about the bigger picture. Women in rural communities deserve health

care. Midwives are ideal to deliver that care. It doesn’t matter if Bella Coola

only has 30 births per year, that community deserves care and needs certain

people to provide it. I's about improving maternal health, education, and
outreach. After the last symposium, | felt that our work is not about what we

do, it's about our communities’ health.

Years ago | came to the community in the shadow of a fabulous established
midwife who was an icon in the community, and the turning point of my ac-
ceptance came about 9 months after arriving. There was a woman who re-
fused to go to the referral community at 42 + weeks: | was baptized by fire

and the nursing staff saw that | could perform in an emergency.

When | first met one of the physicians near my community, she looked at me
and demanded, “Are you doing homebirths2” And | said, “Yes, if the client
wishes.” And she went “Hmphf.” And my first thought was, “Who are you and
why are you reacting this way.” And we began to talk and | could hear the
fear in her voice. We were able to form a good relationship and work well
together. | had to get off my high horse and start at square one with her in

order to develop a good relationship and get acceptance.
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resedarch presentations

On day one of the symposium, community-based researchers llene Bell (RM, Nelson) and Maggie
Ramsey (RM, Salt Spring Island) presented preliminary findings from their studies on rural
midwifery practice. Both researcher are supported through initiatives of the Centre for Rural
Health Research, including Community-Based Clinician Investigator and Seed Grant programs. The
Community-Based Clinician Investigator (CBCl) program provides research fellowships in the form
of buy-out time for rural practitioners interested in developing a program of research. The Seed
Grant program provides $5000 in research and infrastructural support for independent,
community-focused research projects addressing issues in rural maternity care. Through the CBClI
program, llene Bell has conducted a qualitative investigation into Nelson’s experience with
integration of regulated midwifery and subsequent interprofessional collaboration; through the
Seed Grant program, Maggie Ramsey’s involves a chart review of outcomes of midwifery clients

on Salt Spring Island from 1998-2008.

“The Integration of Registered Midwifery into a Rural Maternity Care
Delivery System”
llene Bell, RM

At the first invitational symposium, llene Bell, RM, gave a presentation on the preliminary results of
her qualitative study of interprofessional collaboration in Nelson, British Columbia. Her research

update at this meeting outlined her publication plans and directions for moving forward.

Outcomes from this research project include findings of local care providers’ early responses to the
integration of midwifery, how those attitudes changed, and their perceptions of different
professions’ approaches to childbirth and maternity. One significant finding was on the complex
relationship between nurses and midwives. Nurse participants expressed feelings of exclusion, fear
of losing their role, and, conversely, a desire to give midwives more responsibilities in order to
mitigate nurses’ increasing workload. The methods midwives employed to overcome
interprofessional challenges with nurses centred on communication, clarification of roles and

responsibilities, and socializing with nurses in neutral environments apart from the maternity ward.

Various outcomes from this project include plans to create a policy brief, publish multiple academic
papers, create a video based on the recorded interviews, and to facilitate workshop sessions for

other rural communities facing interprofessional collaboration challenges.



2nd |nvitational Rural Midwifery Symposium

“Midwifery-Led Rural Maternity Care in BC: A Case Study of Salt Spring
Island, Preliminary Results”
Maggie Ramsey, RM

Summary and Overview
As the only community in the province where local intrapartum care is provided solely by
midwives, Salt Spring Island is a unique research setting for the investigation of the safety of

midwifery-led maternity practices in British Columbia. The objectives of this case study were to:

e Document maternal and newborn outcomes; and
e |dentify maternity care system characteristics, including
— Organization of primary care practice,
— Relationship to consultants in referral communities,
— Intrapartum emergency transport procedures,
— Local infrastructure (resources at hospital),
— Risk assessment protocols, and
—  Local interdisciplinary communication with other care providers.

Preliminary results from the chart review portion of the project indicate good maternal /newborn
outcomes for the study population. The results of this case study are significant as they provide
decision makers with evidence to buttress the integration of midwifery in other rural and remote

regions of British Columbia.

Context

Since 1998, registered midwifery has been the primary mode of maternity care on Salt Spring
Island, with birth taking place locally at women’s homes or at Lady Minto Hospital. Women who
must receive intrapartum care at a tertiary centre typically travel to Victoria or Duncan for care.

For charting purposes, the Salt Spring midwives indicate “place of birth” as the place where, once

Rural midwives Sheila Jager, RM
(Campbell River) and llene Bell,
RM (Nelson) catch up during a
break on Day One.
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a woman has gone into labour, she plans to have her baby. Thus a woman who hopes for a home
birth and goes into labour at 28 weeks, delivering at Victoria General, has a planned hospital
birth. Women with planned births off-island (10-15%) may still receive primary care from the Salt
Spring midwives until transfer to the care of another practice in the community they intend to
deliver. The local hospital, Lady Minto, has become an accepted and often preferred birth
location for many women in the community, who are attracted to the comfortable, private room

with birthing tub.

Transfer of care to providers off-island is the biggest challenge to the Salt Spring model of
practice, due to the associated financial disincentives. For instance, if a woman who plans to birth
in Victoria presents on Salt Spring Island in precipitous labour, the local midwives will provide care
until transport can be secured. In the current funding model, these services are not remunerated,

which presents a challenge to financially sustainable rural midwifery practice.

Method of transport out of the community varies depending on whether or not the transfer is
emergent. Helicopter transfer depends on BC Bedline and ranges from 1 hour to 2-3 hours from
transfer request to arrival at tertiary destination, weather, and daylight permitting. Private
vehicles traveling by BC Ferries take a minimum of 1.5 hours between destinations. The water taxi
service, which travels between the Gulf Islands, takes 40 minutes from neighbouring islands to Salt

Spring, and another 45 minutes to Swartz Bay.

Total sample 589 births (1998-2008)

Average gestational age | 39 weeks, 2 days

Parity More primiparous births than multiparous (parity not an exclusion factor for
birth on-island)

Place of birth 70% of women on-island
30% off-island (10-15% of pregnancies deemed off-island deliveries at
start of pregnancy — ex. no VBACs)

Mode of delivery 83% SVD
1.5% assisted delivery
15.4% c-section

Cesarean section 7.3% (n=43) intrapartum; 8.1% (n=48) planned (22 breech, 22 repeat, 6
other)

Nutrition 7/10 (average client self-rating)

Trends Increase in number of water births; decrease in home births; increase in clients

with complex social needs

Detailed findings are outlined in the powerpoint slides on the following page.
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TOTAL
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Introduction

Jude Kornelsen, PhD, Centre for Rural Health Research

Dr. Kornelsen began by noting that the symposium was an opportunity to bring together rural
midwives, decision makers, and researchers to engage in strategic planning and collaboration to
determine the barriers to sustainable rural midwifery and solutions for mitigating these challenges.
At the T+t Invitational Rural Midwifery Symposium, rural midwives identified the barriers they
encounter in practice. The intention of this follow-up meeting was to provide decision makers with a
forum to name the barriers they recognize to supporting and sustaining the integration of midwives

into rural practice.

The Centre for Rural Health Research has engaged in a number of studies related to rural
midwifery, and the symposium represented an opportunity for sharing their research findings and
identifying research questions for future studies. Dr. Kornelsen reviewed preliminary findings from
the “Collaborative Maternity Care in Rural Environments” project undertaken in Trail, Campbell

River, Smithers, and Creston.

Turning again to the guiding principles established by rural midwives on day one of the meeting,
Dr. Kornelsen opened the floor to all participants to comment on and ratify the common values
underpinning the meeting (see page 2). All symposium participants agreed to these underlying

principles.

In addition to these guiding principles, research on rural midwifery care was central to the day’s
discussion. Evidence from the Centre for Rural Health Research study of interprofessional

collaboration indicates:

®  Many BC communities are interested in rural midwifery as an option for local
maternity care;
® Barriers include:
— Limited care provider and community education on the model of midwifery
care,
— Financial disincentives to midwifery practice, and
—  Recruitment and retention challenges;
® Decision makers are interested in solutions to the declining numbers of physicians
practicing maternity care in low-volume communities; and

® Women desire to have choice in care provider, continuity of care, and improved
access to midwifery care.
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Models of Midwifery Care in Rural BC

Models of midwifery care in rural British Columbia vary province-wide, depending in large part

on the needs and birth volume of local populations, the skills and experience of individual

midwives, and their relationships with other care providers in the community. The following

representative community descriptions illustrate the characteristics and distinct challenges that each

service model encounters.

The following five examples are models of midwifery care in the province, ranging from

independent midwifery care with no local physician or surgical back-up to midwifery care in a

community with local support from obstetric and pediatric specialists.
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challenges

Rural midwives gathered together to articulate their barriers to practice at the 1st Invitational
Rural Midwifery Symposium. These barriers were ratified and explored further on Day One of the
second symposium. As solving the challenges relies on collaboration and input from decision
makers, Day Two of the symposium brought key stakeholders and decision makers into the
discussion. To this end, the agenda prioritized short presentations from these groups regarding
their barriers to supporting rural midwifery practice. Below is a summary of the key barriers

expressed by each stakeholder group.

College of Midwives of BC

Jane Kilthei, Registrar and Executive to include additional drug prescribing.
Director for the College of Midwives of BC, Solutions put forward by participants

opened the session through a video included drawing on the support of the

presentation of the barriers the college faces
in contributing to the sustainability of rural
midwifery. The key barriers she addressed
included the current shortage of registered
midwives and practical challenges to
expanding midwives’ scope of practice,

including changes to the Canada Health Act

Decision maker

College of
Midwives of BC women.

Society of Obstetricians and Gynecologists
of Canada to expedite these legislative
processes. Ms. Kilthei suggested that
midwives in British Columbia will likely have
an expansion to their scope of practice in

Spring 2009.

Barrier

There is a shortage of registered midwives to meet the needs of rural

Health Canada determines the timeline to approve an expanded drug
prescription schedule for midwives.

There is a communication lag between policy makers and the profession
of midwifery, sometimes leading to frustration for midwives who are
awaiting new legislation that affects their scope of practice.
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Dr. Peggy Yakimoff, (Interior Health), Marty
Willms (Interior Health), Dr. Brenda Wagner
(Vancouver Coastal Health), and Jeannie
Wheeler (Vancouver Island) presented the
barriers they face in supporting and
integrating midwifery into rural communities.
Key barriers include limited planning by
health authority regarding: rural maternity
care in general, and specifically rural

midwifery. This has led to inadequate

Decision maker

Health Avuthorities

Health Authorities of British Columbia

communication with existing care providers
regarding midwives’ training, accreditation,
and scope of practice, which has made
interprofessional relationships difficult at
times. Likewise, midwives have not had
orientation into health authority protocol. To
this end, it was recognized that planning
rural maternity services requires a holistic,

integrated, system approach.

Barrier

There is no systematic planning for funding, human resources, and infra-

structure for rural maternity care.

There is no education for midwives regarding health authority norms and

protocol.

Other care providers need education on the practice and profession of

midwifery.

Cesarean section capability is the lynchpin of sustaining a rural midwifery
service; we need more care providers with cesarean section skills.

Decision making is generally urban-centric; there is a limited rural voice.

To maintain competence and confidence in practice, rural maternity care
providers need more continuing education opportunities and funding.

Interdisciplinary models of care are not widely taught in the education
programs; midwives and other care providers must learn how to work

together.

Centralization of services, under-funding, and urban-centric resource
allocation have adversely affected women’s health care.

Health authorities lack paid physician positions as perinatal advisors.
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First Nations and Invit Health identified
barriers to providing Aboriginal populations

with adequate, culturally sensitive maternity
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First Nations and Inuit Health

knowledge on the midwifery model of care
and traditional Aboriginal birthing practices.
To provide care close to home for Aboriginal

women, more Aboriginal care providers and

care. Local midwifery care for Aboriginal care providers working in Aboriginal

communities has the potential to meet the communities are needed, in addition to
cultural and social needs of Aboriginal culturally-sensitive education programs to

birthing women. However, communities lack train them.

Decision maker Barrier

First Nations and
Invit Health

The scope of challenges to rural maternity care is amplified in small
Aboriginal communities (most have populations less than 2,500).

Many Aboriginal communities do not know that midwifery care is an
option for them and have forgotten their traditional birthing practices.

Aboriginal communities need more Aboriginal care providers, but there
are limited resources for role models, training, and cultural components of
education.

Non-Aboriginal midwives need support and resources to provide
culturally sensitive care.

More doulas are needed in Aboriginal communities.

Midwives in Aboriginal communities must have expanded roles to miti-
gate low birth volume.

Aboriginal women face greater risks (social, financial, cultural) when they
leave a community to give birth than if they stayed in the community with-
out adequate intrapartum care.

Rural midwives and decision
makers brainstorm solutions
during the networking lunch
on Day Two.

19



2nd |nvitational Rural Midwifery Symposium

20

Saraswathi Vedam, RM, PhD (Hon.), Director
of the Midwifery Education Program at UBC,
presented via video on the challenges
currently faced by the UBC Midwifery
Program. She emphasized that it is our social
responsibility as educators and decision
makers to prepare and support midwives to
practice in rural environments. To this end,
Dr. Vedam noted that the midwifery

program plans to provide midwives with

Decision maker

UBC Midwifery
Program

UBC Midwifery Education Program

more rural-specific skills training, to work
more closely with rural mentors, and to open
more seats to Aboriginal midwifery students
to support the effort to bring local birth to
rural Aboriginal communities in the province.
The presentation on educational barriers
created lively discussion among the group.
The following summary outlines the barriers

that emerged from this discussion.

Barrier

Some practicing midwives observed that new graduates are unprepared
for the challenges and scope of rural midwifery practice.

It was the experience of some practicing midwives that the program does
not fully utilize their expertise and mentorship.

Clinical mentorship and observation should begin in the first year of

study.

Rural health education programs do not currently work together to pool
resources for initiatives such as continuing and distance education, and for
educators to travel to rural communities to provide local training.

Practicing rural midwives need support for continuing education and to
connect with the evolving evidence base.

Lack of midwives from Aboriginal and other ethnic communities.

Low volume precipitates the need for expanded roles in rural communities.

Opposite page: Participants during welcome and introductions on Day Two of the symposium (left to right): Shannon
Norberg, RM (MABC); Andre Lalonde, MD (SOGC); Leah Barlow, RM (Creston); Sylke Plaumann, RM (Gray Creek);
Karin Gerlach, RM (Prince George); Terri Murray, RM (Salt Spring Island); Maggie Ramsey, RM (Salt Spring Island);

and Sheila Jager, RM (Campbell River).
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Midwives Association of BC (MABC)

Shannon Norberg, RM, spoke on behalf of
the MABC to identify the association’s
barriers to the support of sustainable
midwifery care. She expressed the MABC’s
mandate to increase the professional profile
of midwifery in British Columbia, integrate
midwives into the public health system, and

encourage interdisciplinary, woman-centred

maternity care. She reiterated that the
MABC works on the behalf of urban and
rural midwives to overcome these barriers
and promote the sustainability and growth of
the profession. However, from the MABC'’s
perspective, key legislative and funding
barriers pose challenges to the growth of the

midwifery profession.

Decision maker Barrier

MABC Despite a high consumer demand for midwifery care, there are not
enough registered midwives to serve the childbearing population in British

Columbia, particularly in the Interior and Northern Health Authorities.

The profile of the midwifery profession in the province needs to be en-
hanced through care provider education and workshops, with support
from the Ministry of Health and Health Authorities.

Limited funding and seats available in the UBC Midwifery Education pro-
gram pose challenges to recruitment and retention of midwives.

Without advertising for rural midwifery practice spaces, it is difficult to
recruit international midwives to rural British Columbia.

Delays in the granting of hospital privileges prevent midwives from inte-
grating into rural communities and create a backlog of midwives waiting
to begin rural practice.

Midwives’ remuneration structure must change to promote sustainable
rural practice.
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Granger Avery, MD, Chair of the BC
Medical Association (BCMA) Joint Standing
Committee on Rural Issues, provided his
observations of the challenges to sustainable
rural maternity practice from the perspective
of a rural physician. Issues common to both
provider groups include the lack of a
responsive funding model. Dr. Avery noted

the lack of agreement on the safety of low

Decision maker

Physicians/BCMA

Physician Representatives

risk intrapartum care without local cesarean
section back up and the influence this
dissonance has on decision making. He
suggested rural maternity care providers
must be flexible and collaborate in order to
overcome the historical friction between the
professions and to improve the quality of

care for rural women and their babies.

Barrier

There is a lack of education of care providers on the midwifery profes-

sion and practice and the safety of home birth.

There is a decline in the number of family physicians interested in rural

practice.

There is inequitable funding for maternity care between the professions.

Ministry of Health
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Beverlee Sealey, pointed out that despite

challenges around integrating and
supporting rural midwifery practice, there is
currently a high level of interest at the
Ministry of Health commitment to support
maternity care in British Columbia. She noted
the positive relationships that have been

developed with physicians and midwives as

the context for engaging in productive
planning and priority setting. She recognized
the need for existing infrastructure to support
new midwives in new communities, and
expressed a desire for developing models of
rural midwifery care that will likely lead to

success.
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Society of Obstetricians and
Gynaecologists of Canada (SOGC)

Andre Lalonde, MD, FRCPS, Executive Vice-
President, SOGC, provided an overview of
the society’s support for midwifery, rural
maternity care, and women'’s right to choice
of care provider and place of birth. The
SOGC advocates for interprofessional
collaboration in practice and the
representation of all voices in policy making,
through mechanisms such as joint committees

and joint memoranda or position statements

Decision maker

on maternity care issues. Key barriers to
successful collaboration include the lack of
formal distinction between rural and urban
scopes of practice, limited communication
between care provider colleges and
societies, and limited access to team-building
programs such as MoreOB. Dr. Lalonde
emphasized the SOGC’'s commitment to

support and advocate for rural midwives.

Barrier

SOGC There is a diminished number of rural obstetricians to provide full obstet-
rical back-up for midwives practicing in rural communities.

No attention has been given to solving the challenge of providing appro-
priate care to Aboriginal communities.

There is limited access to the MoreOB program to facilitate interprofes-
sional collaboration and the establishment of a common evidence base.

Rural midwives and decision
makers gather together to
collaboratively address solu-
tions for the challenges of
rural midwifery.
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Workshop

Participants split into four theme-based groups: Education, Aboriginal Midwifery, Interprofessional

Collaboration, and Decision Making. Together, all key stakeholders in each group brainstormed

solutions to the barriers to rural midwifery practice that were outlined. They identified key activities

and target decision makers instrumental in solving each challenge. Below is a summary of the solutions

brainstormed by each group. Issues of Funding were addressed in detail during the final discussion

session of the day and are outlined in Appendix 1.

Education

Participants in the Education group identified a
range of constructive activities and solutions that
may mitigate the educational challenges faced
students, new

by rural graduates, and

established midwives seeking continuing
education. Underpinning these suggestions was
the recognition that the UBC Midwifery Education
Program needs increased funding to sustain
existing educational instruction and implement

the additional initiatives suggested below.

To overcome the lack of support for students

interested in rural practice, participants
proposed:
® Creating a rural stream for midwifery

students;

® Alerting students to existing rural midwifery
loan forgiveness and bursary programs;

e Creating a start-up stipend for rural
midwives to establish new practices in rural
communities ; and

® Making distance education available for first
year of study to allow rural students to stay
in their home communities.

Regarding clinical training and the difficulty of

securing preceptors for rural midwifery students,
solutions include funding and providing incentives
for rural preceptors midwife, physician and nurse

preceptors.

During their education, midwifery students lack
rural-specific training, which can lead to a lack of

confidence and undermine, rural practice. To

address this, participants suggested that the UBC
Midwifery Program do the following:

® Where possible, provide practicum placements
for students in the community in which they
intend to practice;

® Establish a coordinator position for practicum
placements  (responsible  for  overseeing
logisitics, mediating between the university and
rural practitioners and being a resource for
both students and communities);

® Establish temporary faculty positions so that
rural midwives can supervise students during
holiday months to allow students to continue
practical experience;

® Provide rural clinical (observational)
experience for students in their first year;

e Create courses that are more directly linked to
the conditions of rural practice; and
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® Establish a third year direct entry stream for
rural nurses wishing to pursue midwifery
education.
It was noted that the UBC Midwifery program
has made a significant contribution to the
profession of midwifery in British Columbia and
the province’s maternity care system and that
currently there is an urgent need for increased
institutional and financial support for the
training program to ensure its sustainability.
Institutional support could be through increasing
other institutions’ awareness of the program
(UVIC, UNBC) and establishing partnerships for
rural interprofessional placements and satellite
teaching for rural students. Additionally, more
funding, resources, and student seats are
necessary, which are being pursued through
ongoing dialogue between the UBC Midwifery
program and the Ministries of Health and

Advanced Education.

Practicing rural midwives also face continuing
education challenges due to difficulties gaining
time off, finding locums, and lack of funding to
travel for CME events. Increased funding to the
Midwifery Education Program could lead to

resources that may contribute to increased
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opportunities for rural midwives to access

continuing education by:

® Providing easier access to continuing education
for rural midwives through online and
teleconference components; and

® Organizing education intensives, which would
also establish communities of practice for
isolated rural midwives.

Aboriginal Midwifery

The discussion of this small group was focused on
an acknowledgement of the importance of provid-
ing culturally and physically safe care to Aborigi-
nal populations. Where possible, this should occur
on or close to their traditional land. Group mem-
bers felt midwives are well-positioned to meet the
maternity care needs of rural and isolated Abo-
riginal reserve communities due to the principles
underscoring the model of care (e.g., continuity of
care and informed decision-making) and the
mechanisms used to actualize these principals (e.g.
longer prenatal visits). Group members were un-
clear, however, what the uptake of local access to
midwifery care would be by First Nations women.
To this end, the group brainstormed a proposal for

an Aboriginal midwifery pilot project that could

Rural midwives (clockwise from top
left): llene Bell, RM (Nelson); Petra
Pruiksma, RM (Roberts Creek);
Karin Gerlach, RM (Prince
George); Sylke Plaumann, RM
(Gray Creek); Maggie Ramsey,
RM (Salt Spring Island); Deborah
Kozlick, RM (Courtenay/Comox);
Sheila Jager, RM (Campbell
River); and Sadie Parkin, RM
(Courtenay/Comox).



address the need for culturally sensitive care for
Aboriginal women close to home. Additional
strategies for increasing the provision of mid-
wifery care to Aboriginal communities and sup-
porting midwives who practice with Aboriginal

populations include:

e Creating linkages between existing Aborigi-
nal Community Health Workers and mid-
wives;

® Educating communities on the midwifery
model of practice and the history of tradi-
tional Aboriginal birthing practices;

® Training students and currently practicing
midwives in an expanded scope of mid-
wifery care for low volume communities;

e Considering alternative funding schemes that
would allow for billing for services exceed-
ing currently billable services (e.g., sexual
health in schools, etc.);

® Provide education to all care providers on
the cultural needs of Aboriginal women; and

® Providing Aboriginal women who must leave
their homes to give birth with the option of
midwifery care in their referral community.

Regarding the education of Aboriginal mid-

wifery students, the group suggested the follow-

ing:

® Advertise midwifery as a career for Aborigi-
nal women, and

e Guarantee access to Aboriginal-specific edu-
cation electives and practicum placements.

Interprofessional
Collaboration

Successful and sustainable rural midwifery care
depends on the collaboration of all rural maternity
care providers which is predicated on ongoing

communication, and opportunities for shared learn-

Oct. 23-24, 2008, Sheraton Wall Centre Hotel, Vancouver

Rural midwives taking a break for discussion (clockwise from
left): Sheila Jager, RM (Campbell River); Maggie Ramsey,
RM (Salt Spring Island); Leah Barlow, RM (Creston); and
Sarah Hilbert-West (UBC Midwifery student, from Quesnel).

ing. Considering the current lack of mechanisms to
support interprofessional collaboration, group

members recommended:

® Providing care providers with evidence-based
education and workshops on the midwifery
model of care, safety of homebirth, and what
is currently known about the safety of care
without local cesarean section back-up;

® Supporting and encouraging collaborative
team practice at a community level (e.g.,
through policies and incentives geared to re-
ward such practice);

® Encouraging interprofessional collaboration at
the student level; and

® Expanding and advertising the UBC Interpro-
fessional Rural Placement Program.

Many physicians are uncomfortable with home-
birth and rural maternity care without cesarean
section back-up. To facilitate the introduction of
midwives into low-resource environments and in-
crease physicians’ level of comfort with the mid-
wifery model of practice, group members sug-
gested creating an ongoing dialogue between ru-
ral midwives and physicians to collaboratively es-
tablish standards of care for the rural communities

they jointly serve.
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Policy and Decision
Making

Rural midwives currently have a limited voice in
decision making. To bring the issues rural mid-
wives face to the attention of policy makers, this

small group proposed the following:

® Revive the BCPHP's Rural Sub-Committee to
act as a multidisciplinary provincial advisory
group for rural midwifery decision making.
The mandate of the group would be to pro-
vide evidence-based standards and proto-
cols to Ministry of Health, Health Authorities,
and communities on the safety of rural prac-
tice in low resource environments;

® Ensure midwifery representation in Health
Authority Medical Advisory Committees
(HAMAC) through designated seats;

e Have HAMAGCs and BCPHP Rural Sub-
Committee work together to address re-
gional and provincial rural midwifery issues
such as privileging;

® Ensure rural midwives decide who will repre-
sent their concenrs at the decision making
table; and

® Establish regional Departments of Midwifery
throughout the province.

Decision makers within Health Authorities have
paid limited attention to rural maternity care
issues in general. The following activities may
encourage greater prioritization of perinatal

issues:

® Create in Health Authorities paid physician
positions for representatives with specific
perinatal experience; and

® Have rural representatives work with Health
Authorities to make programs responsive to
rural needs.

Decision makers also identified significant barri-
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ers for midwives who seek to begin practice in
rural communities with no current registered mid-
wives. Historically, these midwives seeking hospi-
tal privileges have met resistance from local phy-
sicians and in some cases physicians have
blocked a midwife’s request for hospital privi-
leges. It can also be difficult to gain permission
to practice in a rural hospital as many midwives
have not been provided information on the
privileging process. Some solutions the group

posed include:

® Establishing a provincial body responsible
for privileging of midwives;

® Having regional multi-disciplinary maternal
child committees undertake impact analyses
to provide evidence-based recommendations
on the impact midwifery would have on a
community;

® Enforcing Health Authority by-laws to move
privileging process forward in a timely fash-
ion; and

® Ensuring that midwives are provided with
copies of the provincial hiring by-laws, hospi-
tal act, and local by-laws.
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Barriers and Solutions to Sustainable Midwifery

The following barriers and solutions were discussed throughout the two day symposium and were ratified at

the close of the meeting. Target decision makers were identified to move solutions forward. This document

represents the first steps toward supporting sustainable rural midwifery practice.
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