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Executive Summary

The Collaborative Primary Maternity Care in Rural Environments Symposium on May 16, 2011 in Vancouver, BC, co-
hosted by the Centre for Rural Health Research and Perinatal Services BC, was organized with the following objec-
tives:

1. To create a forum for discussion and brainstorming interdisciplinary, collaborative solutions between
disciplines and decision makers to best meet the needs of rural women and babies;

2. To develop and apply the idea of a “virtual birthing suite” on a provincial level;

3. To explore and document any perceived or actual barriers to interdisciplinary practice in order to
develop solutions and suggest alternatives.

Presentations and the participants’ discussions highlighted current challenges and solutions for primary maternity
care in rural communities, which the Centre for Rural Health Research compiled and thematically organized. A com-
plete list of “Opportunities for Action” can be found on page 26 of these proceedings.

Participants at the meeting consisted of rural primary maternity care providers from throughout the province, as well
as representatives from Perintatal Services BC, the BC Ministry of Health Services, the University of British Columbia,
the Midwives’ Association of BC, the College of Midwives of BC, and the BC regional health authorities (see Appen-
dix A for full list).

The presentations at the outset of the symposium began with a welcome and introductions led by co-hosts Dr. Stefan
Grzybowski and Dr. Jude Kornelsen, co-directors of the Centre for Rural Health Research, and Alex Sheiber of the
BC Ministry of Health Services.

Research presentations from Drs. Grzybowski and Kornelsen outlined the context of rural maternity care in British
Columbia and the challenges facing birthing families, care providers, administrators, and policy makers. Significant
findings from the presentations are summarized below:

Introduction, Background, and Context

e  Birthing women and care providers incur significant social, financial, and physiological stress when
accessing maternity care away from their home community.

e  Care providers experience significant stress supporting maternity care in low-volume, geographically
isolated rural health service environments, with limited access to locum support and continuing medical
education opportunities.

e Although there has been a significant decline in the number of rural communities offering local materni-
ty care in BC over the last 10 years, the data show that as the level of (surgical) service in a communi-
ty increases, so does the number of women who can give birth locally.

e  Study of maternal-newborn outcomes in rural BC has found that distance from care impacts health,
including rates of perinatal death, premature delivery, admission to NICU2, induction of labour, and
psychological stress to the mother.

eGP Surgery plays a significant role in sustainable local maternity care for small rural communities.
Through GP Surgery-led services, 75% of women can remain in the community to have babies. Howev-
er, GP Surgeons experience significant professional and regulatory challenges.

Planning Sustainable Rural Maternity Services

e In response to the lack of existing policy planning tools for rural maternity services, the Centre for Ru-
ral Health Research developed a three-stage planning model, building on the Rural Birth Index (RBI).

e The RBI is a mathematical model that weights key community characteristics (population, isolation, and
social vulnerability) and calculates a score for maternity service level needs, ranging from no local

vii



Collaborative Primary Maternity Care in Rural Environments

maternity services to local access to services provided by a specialist. (See Appendix B.)

The RBI model “flags” under- and over-served communities, allowing planners to review services in
communities that may have an unsuitable level of service. Communities with an inappropriate level of
service will experience poorer perinatal outcomes.

Models of Rural Interprofessoinal Collaboration

Rural primary maternity care providers in the province face specific funding, regulatory, and lifestyle
challenges. These challenges are felt acutely by rural midwives and impede the growth of interprofes-
sional teams.

Potential solutions for rural interprofessional teams hinge on the development of equitable, appropri-
ate, and sustainable funding models that encourage collaboration between rural midwives and physi-
cians.

Monitoring System Outcomes

There have been improvements in rural data reporting by Perinatal Services BC through the “rural
spreadsheets.”

Future outcomes reporting would be served by the utilization of the three-stage planning model, build-
ing on the Rural Birth Index (RBI).

In the final session of the day, participants reflected on the context of primary maternity care in the province; high-
lighted existing challenges to appropriate, sustainable collaborative care; and discussed opportunities for action. An
expansive list of challenges and potential solutions is included on p. 26 in the “Opportunities for Action” section of

these proceedings.
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Foreword

Underscoring current challenges in health services planning are the difficulties of involving and integrating all stake-
holders in the “solutions” discussion. The Collaborative Primary Maternity Care in Rural Environments symposium had a
range of professional representation from the key disciplines involved in providing rural maternity services along-
side planners with responsibility for establishing and sustaining rural maternity services. Getting people around the
table, however, is only the first step. The discussion must be marked by an openness to considering alternative per-
spectives and letting go of constricting professional and governmental interests.

During the course of the day, areas of interprofessional disagreement were brought to the table and openly dis-
cussed. Some areas of discussion had solutions; others became mired in the larger context of rural health services
planning. Payment models, for example, were identified as being a significant barrier to interprofessional collabo-
ration between midwives and physicians. It became clear that changes to funding models would underlie significant
change in practice. The group recognized, however, that these ideas were encumbered by a system of a priori fund-
ing agreements that provided significant barriers to change. This recognition, however, did not deter discussion of
alternative models. Suggested solutions recognized the need for innovation and working around structures that are
unlikely to change — like the relative value fee guide. Ways of augmenting these existing agreements to make phy-
sicians’ remuneration comparable to midwives — thus facilitating collaborative practice — were on the table. Wheth-
er or not agreement is achieved, there was value in opening the discussion.

The timing of this meeting is significant. It reflects the evolving landscape of rural health services including service
crises in rural communities in not only maternity care but also emergency services and full service family practice. It
is also a response to the growing pressure for midwifery services province-wide. Further, the timing of the meeting
reflects changes in provincial politics and the new priorities that often accompany such changes, in this instance a
focus on a “Family First Initiative.”

The implicit goal of the symposium was “to create a forum for discussion and brainstorming interprofessional collab-
orative solutions between disciplines and decision-makers to best meet the needs of rural women and babies.” High-
lighting the needs of rural women or, as one decision-maker says, “Putting moms and babes at the top of the org
chart,” grounded the day in a common approach. Foundational to this was the integrated knowledge translation
approach defined by involving policy makers and planners in initial dialogue between and among practitioners.

The day ended with discussions of multiple opportunities for action including innovative approaches to funding,
mechanisms for enhancing interprofessional collaboration, enhancing communication around patient care, supporting
the integration of midwifery into rural and environments, and strategies to enhance recruitment and retention of
rural health care providers. Perinatal Services BC, a co-host of the meeting, is a logical coordinator for many of
these action items and a body through which accountability can be facilitated.

The symposium provided a rich set of recommendations for the General Practice Services Committee, Ministry of
Health, the Regional Health Authorities, professional organizations (BCMA, MABC), and educators to consider as the
next round of rural perinatal planning begins. Ultimately, all who participated in the meeting have a common re-
sponsibility in ensuring best services for women and families in British Columbia.

Jude Kornelsen and Stefan Grzybowski
Co-Directors, Centre for Rural Health Research
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Working sessions

1. Introduction, Background, and Context

Drs. Grzybowski and Kornelsen welcomed the participants and asked Alex Sheiber (Ministry of Health Services) to
provide a message from the ministry. Mr. Sheiber’s introduction included the following observations:

e Improving access to maternity care is part of the new premier’s Family First initiative.

e Sustainability in rural environments has been challenging due to a significant care provider shortage, care
providers’ unwillingness to work in remote areas, challenges of interprofessional teams, low patient vol-
umes, and limited geographic access.

e Incentives for care providers to work in rural environments are insufficient in increasing the rural workforce,
though they have made some difference (for instance, see the General Practice Services Committee, Ma-
ternity Care for BC [MC4BC] initiative).

e This primary care symposium builds on a number of different initiatives from years past, including the Multi-
disciplinary Collaborative Primary Maternity Care Project (MCP2) and the Maternity Care Enhancement
Project (MCEP).

o  The Perinatal Services BC (PSBC) Maternity Care Project begun in 2011 includes an inventory of existing
maternity services and seeks to learn the composition of interprofessional teams in the province and the
qualities that make such teams succeed.

e This symposium will promote discussion leading to the development of a provincial action plan for primary
maternity services in BC, with special attention to the unique challenges facing services in rural communities.

Drs. Kornelsen and Grzybowski then gave a presentation on the goals and context of the symposium. They outlined
the context of rural maternity care in British Columbia, presenting data from their extensive program of research.
Findings presented included descriptions of rural women’s experiences of accessing maternity care:

e Rural birthing women’s experiences are characterized by financial, social, cultural, and physiological stress.
Aboriginal women experience this stress more acutely than their non-Aboriginal counterparts due to the
importance of community to their birth experiences, kinship ties, and cultural needs.

e Dr. Kornelsen has interpreted women’s needs in childbirth through an adaptation of Maslow’s hierarchy of
needs, whereby women need to have their primary physiological and safety needs met (access to services;
security and predictability of care) before they can have their social and personal needs met (love and
belonging through social support; positive childbirth experience).

e Many rural women do not have even their primary needs met because of lack of appropriate access to
maternity services. Dr. Kornelsen shared some stories from her studies:

—  One family from Port Hardy stayed in a referral community for 6 weeks before and after the
delivery of their child. They never recovered from the financial costs of this extended stay and
were forced to sell their home.

— One woman from the remote community of Bella Bella was so motivated to access midwifery care
that she regularly flew to an urban centre for routine midwifery visits throughout her pregnancy
and for her delivery.

e  Rural care providers also incur stress in supporting access to maternity care.



Collaborative Primary Maternity Care in Rural Environments

Dr. Grzybowski then presented quantitative data on rural women'’s utilization of intrapartum care by service level
and patient outcomes stratified by service level. There has been a precipitous decline in the number of hospital of-
fering intrapartum services over the past 10 years. As the level of services in a community increases, so does the
number of women who can give birth locally:

85%
75%
55%
30%
Primary care General GP Surgeon Obstetrician
(no local Surgeon
caesareans)

Maternity service closures are due to a confluence of reasons: physician distribution; rural recruitment and retention
issues; decreased birth rate; improved road access; provincial health services policy (a regionalized health care
system with care centered in large referral communities). Proposed solutions to health human resource challenges
include: expanding the scope of practice for rural care providers; improving incentive plans for physicians and nurs-
es; and encouraging interprofessional models of care.

Dr. Grzybowski then presented research on the theme “Distance Matters” with regard to maternal and newborn
outcomes. Existing research from Canadian and international studies finds that small hospitals perform almost as
well as large hospitals in serving populations. These small centres are 1.4x more likely to have a neonatal death
(Moster, 2001), which shows that birth is relatively safe. The social and cultural risks of removing birth from these
small centres are significant. High outflow communities, which are typically small, experience higher costs and higher
maternal stress (Nesbitt, 1990). Perinatal mortality is higher for rural women who live further from hospitals
(Lisonkova, 2010) and women who live more than 20 minutes from hospital have increased mortality (Ravelli, 2010).
The Rural Pregnancy Experience Scale (RPES) finds that rural women are 7x more likely to experience moderate to
high stress during pregnancy (Grzybowski et al, 2011).

A study of maternal and newborn outcomes in rural BC (Grzybowski et al, 2011) also found that “distance matters”
in childbirth. This study defined catchment areas for hospitals (1 hr travel time), defined the obstetrical service level
for each hospital, and through a BC Perinatal Health Database cohort analysis linked outcomes by residence of
mother (postal code). Findings for newborn outcomes include these highlights:
e  Perinatal deaths by service level were highest if a mother lived 4+ hours from care.
e  GP Surgeon-led services have fewer premature births than mixed models; the authors hypothesize that this
is due to reduced maternal stress in giving birth close to home.
e Rates of admission to NICU2 were higher in women living 1-2 hours away from services than women in
obstetrician-led communities.
e Infants whose mothers lived 1-2 hours away from care spent more days in the NICU.

Study of maternal outcomes also found that distance from care impacted health. Rural birthing women are 1.3x
more likely to receive an induction if they live 2-4 hours from care. Qualitative data determined that these
“geographic inductions” reflected women’s desire to return home. Unplanned out of hospital births spiked for women
living 1-2 hours from care.
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GP Surgery plays a significant role in sustainable local maternity care for small rural communities. The specialization
has a long history in Western Canada and communities fight hard to maintain their surgical services. Through GP
Surgery-led services, 75% of women can remain in the community to have babies. Birthing women in GP Surgery
communities have decreased risk of prematurity, admission to NICU 2, and perinatal mortality is less than in commu-
nities without local access to cesarean section (controlled and adjusted for influencing factors). Erosion of these ser-
vices coincides with regionalization, where concerns about regional resources do not always coincide with the needs
and desires of services in individual communities.
GP Surgeons experience significant professional and regulatory challenges, including:

e No professional college,
No health authority support for privileging,
No regulatory or credentialing structure,
No formal education program in BC limits the supply,
Urban-centric specialists train GP Surgeons in Alberta,
Most GP Surgeons recruited internationally (i.e. South Africa), and
Retirement of long-established GP Surgeons.

There are efforts to establish a formal GP Surgery training program through UBC. Currently, students graduating
from medical school who want to pursue GP Surgery must acquire funding from the BC Rural Education Action Plan
(REAP), and find a mentor themselves.

Session 1: Slideshow
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Objectives

= To explore the relationship between
community need and appropriate and
sustainable level of service;

= To review current data on maternal-newborn

outcomes related to access to services and
service model;
= To discuss the challenges and potential of

inter-professional maternity care in rural
environments.

Canada and BC's geography
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British Columbia's Geography and
Population Distribution

British Columbia’s geography is epitomized by the
variety and intensity of its physical relief, which has
defined patterns of settlement and industry since
colonization

+ = 1,000 people

\BC Canada
Population 4,510,858 33,304,000

Area (km2) 944,735 9,970,610
Density (pop. /km2) 4.7

% of Aboriginal |59

% Living Rurally 15%

Motor Vehicles per
1,000 Population

GNI PPP* Per Capita, | $35,310
2007 (US$)

LEVEL OF MATERNITY SERVICE AND
POPULATION BIRTH OUTCOMES FOR
RURAL BRITISH COLUMBIA,
2000-2004

El A == [)

Birth Rates (per 1000) | 9.8

Lifetime Risk of
Maternal Death - 1
Woman in:

Total Fertility Rate
(TFR)
Births Attended by

Skilled Health
Personnel (%)

Infant Mortality Rate
(infant deaths per
1,000 live births)

Objective

= To compare population based
provincial maternal and newborn
outcomes by distance to access
services and level of local services
catchments for 2000-2004




Rural Pregnancy Experience Scale

re Recent Resea

Zhong-Cheng Luo et al. (2010)
Birth outcomes and infant
mortality by the degree of rural
isclation among First nations
and Non-First Nations in
Manitoba

Lisonkova, S et al. (2010) Birth
outcomes amang older mothers
in rural vs urban areas: a
residence-based approach.

Ravelli AC) et al. (2010) Travel
time from home to hospital and
adverse perinatal outcomes in
women at term in the
Netherlands.

Local Health Areas Overlayed

I Hour Hospital Catchments

3

Level of Service

- 150,000 births in Manitoba 1991 - 2000

- Rural vs urban comparison based on propartion of
workforce commuting to urban areas.

- Non-First Nations rural residents had higher
martality, no rural urban gradient for First Nations
outcomes.

- Women age > 35 - 30,000 births 1999 to 2003 in
BC

= Rural (< 10,000 population) vs urban (> 10,000}
and focusing on older mothers

« For rural women increased OR of 1.5 (CI 1.01 -
2.14) for perinatal death, decreased OR for C/S
0.85 (C1 0.79 - 0.91)

= 750,000 births 2000 to 2006 Netherlands

« 20 minutes or more travel time from home to
hospital was associated with increased total
mortality OR 1.17 (CI 1.002 - 1.36)

by

Data Analysis

Exclude mothers who gave birth to twins
and multiples and babies with fetal
anomalies

Bi-variate analysis to test sig.
associations between outcomes and
obstetric service levels

Regression modelling to test predictors
of neonatal and maternal outcomes.
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Moster D, Terpe Lie R, Mackestad T, (2001)
Neonatal mortality rates in communites
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Foundational Research

« Norther Ortario populations served by small hospitals with limited
a5

« Hospitals had perinatal mortaliy rates simiar to populstions

sarved by larger secondary or tertary faciities despite lower rates
of interverttions.

+ Mew Zealand, nation-wide
+ For infarts greater than 1500 g, the lowest lavels of birthweight

specific perinatal mortality were in Lavel | facilities,

+ Rural Washington State
« Communities which were high outflow had a grester proportion of

complicated delivaries, highar rates of prematurity, and highar
costs of necnatal care than low cutfiow communities,

- Finland, large, populstion-based survey
« Compared bith cutcomes for catchment areas of different levels of

care provided in hospitals.

« Found na statistically significant differance in any outcomes

betwean the diffarent ievels of care.

Horway

Examinad necnats! mortality in geographic areas served by
differant sized maternity units

Found statistically sgnificant small incrasses n risk of necnatal
Aaaths e ammallas mabarnins e

Methods

= Define unique catchment area for each rural
hospital using postal codes

= Define obstetrical care service levels

= British Columbia Perinatal Health Database

cohort analysis

= Link perinatal outcomes by residence of
mother

Definition of Service Level

Definition of Service Lavel

Greaber than 240 mirutes (4 Hours) from matamity services

121-240 minutes (2-4 Hours) from maternity services

€1-120 minutes (1-2 Hours) from maternity services

No local C-section availsbiity (Mat Care Via Femily Physician)

Crsection provided by GP surgecns anly

C-section provided by GP surgeon or Speciaist

C-saction providad by Ganers! Surgecn

C-saction provided by Obstetrician

Background

= Rural parturient women are increasingly being
evacuated from their home communities to
access services in referral centres [14-18].

This is part of a general trend towards the
centralization of care [19].

Recent qualitative research has suggested that
rural parturient women from communities
without local maternity services experience high
degrees of stress and anxiety due to the actual
or potential evacuation from their community for
labour and delivery [14,20-24].
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Newborn Outcomes

Prematurity by Service Level
of Mother’s Catchment Area

p=0.004
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NICU 2 admissions by Service
Level
of Mother’s Catchment Area
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Total NICU 2 days per 1000 births by
Service Level
of Mother’s Catchment Area
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240+

Location of Birth by Service Level of
Mother’s Catchment Area (Phase 2)

Percantage of Total Births




Conclusions

= In British Columbia lack of local access to
intrapartum services is associated with
increased rates of neonatal admission to
NICU 2 beds and longer stays in both NICU
2 and NICU 3 beds.

= Greater than 4 hour travel time to access
services is associated with 3 times higher
perinatal mortality

Inductions by Service Level
of Mother’s Catchment Area

p<0.001

I 23 226
216 1 221
—1 g 20 ] |

o el e = jE | = == .
240+ 120- 60- Prim GP Mix Gen OB
240 120 Surg Surg

Birth Outside Hospital by Service Level
of Mother’s Catchment Area

p<0.001

| | &l |
i D e i Mo e e loeed (e
240+ 120- 60- Prim GP Mix Gen OB
240 120 Surg Surg

Summary Conclusions

= Lack of local access to maternity services in
British Columbia is associated with significant
perinatal consequences for rural women and
families.
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Maternal Outcomes

Logistics as a Reason for Induction by
Service Level
of Mother’s Catchment Area

p <0001

=l {
| | | 1 |
i D e il et e loeed (e
240+ 120- 60- Prim GP Mix Gen OB
240 120 Surg Surg

Conclusions

= In British Columbia women who have to
travel 2 to 4 hours to access maternity
services are 1.3 x's more likely to receive an
induction and the reason is logistics of care.

= Women who live 1 to 2 hours from a
maternity service were 9.6 x’s more likely to
experience an unplanned out of hospital
delivery.

Costs of NICU days in BC

= Average public cost of a NICU 2 Day :
=$1300
=Private Cost - $1700

= Average public cost of a NICU 3 Day:
=$2500
= Private cost - $4300
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GP Surgery Maternal and Newborn
QOutcomes 2000 to 2007

= In 2000, there were 76 communities in western
Canada with local surgical services provided by
GP surgery and GP anesthesia teams.

= Twenty of these services were located in British
Columbia. Currently, in British Columbia only 15
of these communities continue to offer local
surgical services.

Challenges Experienced by GP
Surgeons include:

= Lack of collegial and health authority
support,

= Lack of provincial regulatory structure
(procedural privileging occurs at the
Health Authority level), and

= Lack of formal training avenues and
continuing medical education (CME)
opportunities

Perinatal mortality per 1000 by Service
Level
of Mother’s Catchment Area

ol i E
Prim GP Surg
services

NICU 2 admissions per 1000 by Service
Level of Mother’'s Catchment Area

0 ] -
No Prim GP Surg
services

Mudelof Sargical Servier
@ Provided Locally

P Sargery

Speialet & GGF Sargery
[r——y—-

g Over 18,000 posple
i 2,090 10,008 puple
o Mo tham 4000 pesple
o ° Rotrrsal Cruire
8 Surgical Sarvies Closed

Sarghcal Survies b bn s
= e ol “Crm”

*12GPS
communities
* 5 mixed model

communities S

Definition of Service Level
(2000-2007)

Service #of # of Births
s " Catchment
Level Definition of Service Level Areas
No local {4 Hours) from maternity 55 4,672
services (1-2 Hours) from matemity
Primary Mo local C-gection availabitty (Mat Care Via Family 16 4,569
Physician)
GP Surgery | C-section provided by GP surgeons only 15 9,174
Mixed Model | C-section provided by GP surgeon or Specialst 8 | 10,295
Ganeral | C-section provided by Ganeral Surgeon 2 | 3m40
Surgeon
OB/GYN C-section provided by Obstetrican 17 54714
Total

Prematurity (< 37 wks per 1000) by Service
Level of Mother's Catchment Area

20

80 |

70471

60 |

50|

40|

307

207}

1047
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Total NICU 2 days per 1000 by Service Level Total NICU 3 days per 1000 by Service Level
of Mother’s Catchment Area of Mother's Catchment Area

p<0.001
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Conclusions

= Mothers residing in GP surgery communities are
at significantly decreased risk of having a
premature baby (OR's=0.86).
Mothers residing in GP surgery communities are
at significantly decreased risk of having their
infant admitted to NICU 2 (OR's=0.69),
compared to mothers residing in level 6
communities.
Perinatal mortality was 1.6 times more likely to
occur if Mothers resided in communities with
primary mat care without local C Section
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2. Planning Sustainable Rural Maternity Services

Rural maternity service planning, Dr. Grzybowski outlined, takes place in an ad-hoc manner, usually in response to a
local crisis. Due to the absence of planning tools for rural maternity services, the Centre for Rural Health Research
developed a three-stage model. This planning model builds on the Rural Birth Index (RBI), a mathematical model
that weights key community characteristics (population, isolation, and social vulnerability) and calculates a score for
maternity service level needs, ranging from no local maternity services to local access to services provided by a
specialist. A detailed description of the RBI and its utility for maternity service planning can be found in Appendix B.
A summary of the tool is outlined below.

The Rural Birth Index

The development of the RBI was informed by a recognition that in the special circumstances of rural and isolated
communities, two dominant characteristics are predictive of rural service sustainability: population characteristics and
degree of isolation. The model was tested against a sensitivity analysis and extensive qualitative data from field-
work in 23 communities.

The formula is RBI = (PBS x APV) + IF

PBS (Population Birth Score)
The average number of births in a hospital’s one hour catchment over 5 years divided by 10

IF (Isolation Factor)
The degree of isolation based on travel time to cesarean section services

APV (Adjustment for Population Vulnerability)
A social vulnerability score derived from BC Statistics, ranging from 0.8 (advantaged) to 1.4 (disadvantaged)

The RBI score for a community correlates to a recommended service level, as follows:

RBI Score Recommended Service Level

0-7 No local intrapartum services

7-9 Local intrapartum services without operative delivery
9-14 Local GP Surgical services

14-27 Mixed model of Specialists and GP Surgeons

>27 Specialist service

The RBI model “flags” under- and over-served communities, allowing planners to review services in communities that
may have an unsuitable level of service. Communities with an inappropriate level of service will experience poorer
perinatal outcomes. For instance, over-served communities will likely have high intervention rates while under-served
communities may experience out-of-hospital and unassisted deliveries.
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The proposed health service planning model for rural maternity care aims to 1) objectively measure need, 2) ad-
dress feasibility issues, and 3) provide transparency of equitable services between rural communities. To that end,
the three-stage planning process consists of:

1) Determining the appropriate level of service to meet the needs of a given community based on size of
birthing population and degree of isolation using the Rural Birth Index (RBI);

2) Assessing the feasibility of implementing the proposed model of care based on community characteristics;

3) Considering the potential implementation within the planning priorities of the Health Authority.

This model is premised on the understanding that when a community has a level of service that is too high or too low
for its population need, the service will be unsustainable and lead to suboptimal outcomes. Communities with too
high a level of service will likely encounter higher intervention rates (i.e. more cesarean sections), may undermine the
sustainability of intrapartum services in surrounding communities, and may experience problems with recruitment and
retention of care providers. Sites with a level of service that is below the level of population need will encounter
increased physiological and social morbidity. When a community has an optimal level of service for its population’s
needs, it is more likely to encounter optimal outcomes and be more sustainable in the long-term.

Once a community’s appropriate level of service has been determined using the Rural Birth Index, feasibility issues
should be considered—what are the human resource, physical infrastructure, fiscal, and transportation issues that
need to be addressed at the planning table in order to provide a given rural community with an appropriate level
of maternity service? Once these feasibility issues have been considered, planners would then consider current ad-
ministrative, political, and spending priorities.

This model differs from current approaches to rural maternity service planning, in that it provides an evidence-
based, proactive planning approach that privileges the needs of birthing women. Current ad-hoc approaches to
service planning are more likely to consider human resource availability, political mandates, or financial priorities
before population need. These “top-down” approaches have led to unsustainable service planning for many rural
communities.

Session 2: Slideshow

How are Rural Health Services Planned?
Planning Rural
Maternity Services:
A Three Stage Process

= Review of Health Services Policy Literature

= “Closer to Home" BC Royal Commission
1992

= Romanow Report 2002
= "Currently there is no coherent national
approach for addressing issues specific to
rural communities” including:
= "the lack of ci nsus on what ‘adequate’ access
should include
= "the challenges of serving the smallest and most
remote communities”
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g y Rural Maternity Service Closures in British
Goals of a Hypothetical Planning Tool Columbia Since 2000

= Objectively Measure Need
= Address Feasibility Issues

= Provide Transparency of Equitable
Services between Rural Communities

NICU 3 admissions per 1000 by Service
Level of Mother's Catchment Area

p=0.142

o
451 |
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11]
0.51]
[RL e S . .
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The RBI Model RBI Formula

A health service delivery tool to determine RBI = (PBS x APVY) + IF
the appropriate level of rural maternity
service for a given rural community

population. RBI: Rural Birthing Index

PBS: Population Birthing Score
APV: Adjustment for Population Vulnerability
IF: Isolation Factor

Local Health Areas Overlayed
by
1 Hour Hospital Catchments

East Kootenay, British Columbia

Level of Service




Adjustment for Population
Vulnerability (APV)

= Social vulnerability is represented by a score
derived from a BC stats composite score (range
-1 to +1) of several social indicators* and is
weighted in the RBI between:

0.8 (advantaged) to 1.4 (disadvantaged)

Three-stage planning process for rural
maternity care services

1. Determining the appropriate service level to
meet the needs of a given community
based on size of birthing population and
degree of isolation using the Rural Birth
Index (RBI);

Assessing the feasibility of implementing
the proposed model of care based on
community characteristics;

Considering potential implementation within
the planning priorities of the Health
Authority.

II. Feasibility Stage

May 16, 2011 — Empire Landmark Hotel, Vancouver BC

RBI Model: Proximity to nearest
cesarean section service

Measured by an Isolation Factor (IF):
Surface travel time is weighted as follows:
< 30 minutes
31-45 minutes

91-120 minutes
2-4 hour

B M= Y

ation and Sustainable

Population Need & Isolation Score

Merritt

Data: RBI Factors:
Average # of births (5 years): 105 - PBS:10.5

Adjustment for
Population Vulnerability
(APV): 1.35

Socio-economic status: 0.87

. Isolation Factor (IF):
-1

Travel Time to C/S: 53 minutes
RBI = (10.5x 1.35) -1 = 13.2

Recommended level of service: Local intrapartum
services with operative delivery

Level of Maternity Services and Population Need

Under ac Optimal Over Serviced

Expected Effect

Increasing
A ———
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PR Three-Stage Planning Phases for Locating
III. Prioritizing Stage A s s

ice

|. Deterministic Stage

Flanning Options

1. Priositizing Stage

Planning

What does the RBI Score mean? Recommendations for planning

rural maternity services
The calculated score corresponds to the
appropriate level of service for a given rural Map rural services both current and recently
service catchment population in contemporary active and assign service level.

British Columbia: Define catchment areas based on surface travel

e No ol Tt T i time to each service. (GIS or alternative)
7-9 o _intrapargum e Score each catchment using the RBI tool by
without operative delivery linking to perinatal data.

9-14 Local GP Surgical Services Sequence catchments by RBI score and assess
14-27 Mixed model of specialists and GPS natur.lal i offs f(_Jr bl !EVEI?_ : :
>27 Specialist service Examine outliers in detail. Sensitivity analysis.
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3. Models of Rural Interprofessional Collaboration

The growth of midwifery in rural BC faces many challenges. The Centre for Rural Health Research has hosted three
symposia to date on the barriers and solutions to sustainable rural midwifery and interprofessional collaboration.
The centre has also pursued a program of research on interprofessional collaboration in rural BC, the findings from
which include models of collaboration between midwives and other maternity care providers.

The research took place in four BC communities — Campbell River, Creston, Smithers, and Trail — each of which had a
different level of service and composition of maternity care teams. In rural communities, the care providers involved
in the web of care include midwives, family physicians, obstetricians, GP Surgeons, general surgeons, pediatricians,
nurse practitioners, nurses (labour and delivery, surgical, and public health), as well as community health workers
and peer support groups. This study highlighted that the introduction of midwifery to rural communities must include
measures to ensure the stability of existing care providers, who provide a generalist range of services to the com-
munity. Although the integration of midwifery may be perceived as a threat to some physicians and nurses, there is
a significant demand for midwifery care from birthing women.

Dr. Kornelsen outlined the specific funding, regulatory, and lifestyle challenges that rural care providers face in at-
tempting to create interprofessional teams. Some of these barriers include:

e  There is no obstetrical on-call remuneration family physicians, dis-incenting rural doctors from practicing
maternity care;

o  There are no formal mechanisms or funding structures to support interprofessional collaboration in rural en-
vironments;

e Midwives face difficulties in obtaining privileges at some rural hospitals, preventing the establishment of
interprofessional teams; and

e Midwives and physicians have differences in scope of practice that pose challenges to shared care and
continuity of care.

Individual professions also face significant barriers to practice. GP Surgeons, who are the lynchpin of maternity care
in many rural communities, have no formal training, accreditation, or professional support. Rural nurses experience
stress in rural obstetric practice due to low volume of deliveries, and lack of hands-on experience. Nurses with mid-
wifery training (typically from international jurisdictions) face logistical challenges in working as both a nurse and
midwife, juggling both shift and on-call work and switching back and forth between professional roles. Symposium
participants noted that in New Zealand, midwifery-led primary maternity care is a model where midwives can take
on either community caseloads or hospital-employed shift work, and they can move between these environments at
different stages in their life. Some saw the potential for elements of this model to be built into a model of interpro-
fessional collaboration for rural BC. For instance, health authorities could post job positions for applicants that have
both nursing and midwifery skills. As midwives have achieved an expanded scope of practice in BC, so to could
nurses.

Dr. Kornelsen outlined a number of hypothetical models of primary maternity care, including three models for inter-
professional collaboration, including the potential benefits, costs, and issues of feasibility. She then provided recom-
mendations for rural sustainability of primary maternity care, including on-call funding for family physicians, a start-
up stipend for rural midwives, improved communication between referral and satellite communities, a regional ap-
proach to supporting midwives’ applications for hospital privileges, and ongoing evaluation of outcomes.

Barriers to interprofessional collaboration in BC are numerous, but the issue of chief discussion amongst participants
was the lack of funding models to support sustainable collaborative practice. Symposium participants observed that
interprofessional teams must continue to pool their funds in an ad-hoc manner or the provincial government must
change existing funding schemes to facilitate collaborative models of practice.

Dr. Kornelsen ended her session with an observation that, beyond equitable pay schemes, interprofessional collabo-

ration depends on a number of abstract qualities: mutual respect, trust, clarity around roles and responsibilities,
flexibility, adaptability in approaches to care, and communication.
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Session 3: Slideshow

Models of Rural
Inter-professional Collaboration for

Primary Maternity Care

Primary Maternity Care Providers in Rural BC
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Family Physicians

55% of rural births performed by family physicions

Challenges
+ Mo on-call remuneration for maternity call for reral Family Physicans
(disincentive compared to ER coll rota]
« Lock of nurses with maternity training

Lok of h 1o spport inh In ryral
anvironmaents

= Lifestyle concems of new grods
+ Lotk of enonymity in rural communities for core providers

19.2% of Registered midwives practice in rural and semi-rural
communities

Challenges
= Midwifery funding model does not reflact the realities of rural
proctice, leading to burn-out
* Currently no formal shored core models exist supporting the
flat of rural and general proctiti {
informal shared care medel exists)

* Lack of inter-professional support
* Difficulties obtaining privileges.at some rural hespitals

GP Surgeons

GPS are currently procticing in 15 communitiesin British Columbia

Challenges
Mo formal program of training, accreditation, and support
for GP Surgeons
* Where GP Surgery programs exist, local maternity care is

more sustainable
Evidence supports the conclusion that GP Surgeons provide
sofe core




Challenges
* Rural maternity nursing shortage due to retirement, limited

recruitment, and generalist training of new graduates
(limited maternity exposure)
Lack of training in obstetrics makes providing rural
intrapartum care o stressful experience
Rural physicians identify that rural nursing is the most
important issue underpinning their sustainability
GQuestion: Have rural maternity programs been sustained
by foreign-trained nurse midwives?

OBs and General Surgeons

3% of OB-GYN's practice in rural Canada

Challenges
= Small work volume and staffing shortages moke spedalists
reluctant to work in rural communities
* Rural specialists are often the sole surgical service,
requiring 24,7 on-call surgical back-up

Top Challenges of Care Providers in

Rural maternity nursing shortage due 1o retirement, limited
recruitment, and generalist training of new graduates (limited
maternity exposure)

Mo on-call remuneration for maternity call for rural Family
Physicians

Midwifery funding model does not reflect the realities of rural
practice, leading to burn-out

Lack of mechanisms 1o support inter-professional collaboration
in rural environments

-

Mo formal p
GP Surgeons

gram of training, di and support for

Models of Primary Maternity Care

Model A: Physicion-based service with no local C/S
Madel B: Midwifery-based service with no local C/S
Model C: Physician-based service with local C/$

Madel D: Integrated physician and midwifery-based service with
local C/§

model E: midwife-Physicion Collaboration

Madel F: Independent phy + midwifery p [parallel
practice]

Model A: Physician-based service with

no local C/S

Descriphisn Banetits Challenges
*  Local maternity «abiliny to meet the *MNo local cesorean secrion bock-up.
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Model A: Physician-based service with

no local C/S

Feasibility lisves
L lssues

» Challenge of recruitment & retention of providers

* Attractiveness of positions to providers

* Challenge of appropriate coverage for time off call (eg. CME, holidays)

+ Need for strong and supp lationship with referral i

= Mewd for bocums with maternity akills
2. Funding

* Cent of CME for maternity skill maintenance for physicans

= Cont of CPD for maternity skill maintenance for nurses

* Mesd for incentives to wpport enhonced skill providers (nurses end doctors

MOCAP fon-call pramiums for nurses]

Model A: Physician-based service with

no local C/S

Faasibility lssues confinuad
3. Trensport and Travel
+ Moad for subsidized travel for women from cutlying communities
+ Noed for increased funding for First Nations women
* Seasonal weather chall to of women with pregnancy lic

4, Risk manogement
* Macenity of having o reliable regionalized perinetal tranpert system for
aveoiating women in emargency 1ituations
* Guality improvement /oussiment progroms (MoreOB)
* Clear criteria for women who can ettempt lecal birth
5, Community lisues
* Need for dear community understianding of risks and benafits of local birth
* Good communication with referral community 1o ensure needs of moms are met
[occommedations, access o services, doula support)

Model B: Midwifery-based service with
no local C/S

Description Benefits

*Midwives providing primary matemity care 1o *Midwifery core in more rural

local community (min. 2 midwives) communities

+*Expanded role for midwife [ax. well-womon  +Availability of home birth

=care; sexual education in school] *Midwifery model of care well wited to
+Pre- and pastnatal outreach 1o satelite mest the needs of o high risk,/ vulnerable

communities; no midwifery deliveries cuttide of  population
community where there are travel challenges «ability to mest the matemity care nesdh
*On-coll matemity nurse rota supported by of some women within the community
coll-badk funding |opprox. 30-508)
*Hanauring the importance of lacal birth
1o the community a3 o whole
*Batter porinatal cutcomes for the
population than with no local intrapartum
services
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Model B: Midwifery-based service with

no local C/S

Challenges

© Onerous on-call responsibilities for midwives

* Challenge of g midwives fo the ¥

© Chall of k for care (home birth)

Very low valume of births limiting midwifery practice

HNeed for mechanism to define roles and responsibilities
between midwives, nurses, and PHMN's

* High risk moms must travel to referral communities

© Transport issues due to inclement weather
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Funding
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*  Meed for o service contract as fee-for-service billing
is unsustainable in this model

Transport and Travel (see Model A)

*  Cost and time spent for travel to provide cutreach to
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Risk Management
Mecessity of having a reliable regionalized perinatal
transport system for evacuating women in emergency
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Model D: Integrated physician and

Model D: Integrated physician and
midwifery-based service with local C/S

midwifery-based service with local C/S
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*Low volume of births limiting midwifery practice i i
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midwives [ex. Funding and scope of practice) 2. Prefetsioncd luves
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i e L with 5p skills-and * Tho meed for 9 community of prodics 1o wEport e midwife (ox. contost =ith midwtves

midwives Hram asher rurel communitien)
*Recruitment and retention of nurses with enhanced skills 4. Funding

i Midwife could be peid threwgh wlaried feontrae posiricn
‘Maintenance of maternity skills due to low volume Challengs of cros-billing [ex. midwives billing for physician,/paties care]

*Transport issues due to indement weather *  Docscied physicien remearetion b maternity core dua 1o provesce of mid=ie
*Travel time fo next cesarean section service = Meed for & sarvice comtroc ot fee-for-sarvice billing Is unsuniainable in this medal
*if OR services limited fo chion only: Chall to sustainis
ORr

Model F: Collaborative call + community
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midwifery practices [parallel practice]
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+Group prenctal care ed by midwife and GP [Centering Pregnancy Madel] T T o o0 Y
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Barriers to Inter-professional Collaboration
Sustainability

Increased recruitment and retention through an-call funding
of rural GPs doing maternity care
A start-up stipend for rural midwives
Increased mechanisms of communication between hospital
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y-based care | idars in regional an Hame birth .

satellite communities PR A S T ———
4. A reglonal approach to supporting midwives L
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P | care in ik o .
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* Clarity around roles and responsibilities
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4. Monitoring System Outcomes

Dr. Grzybowski gave a short session on data reporting and outcomes monitoring of perinatal health in rural commu-
nities. He spoke to the improvements in rural data reporting by the PSBC through the “rural spreadsheets” and dis-
cussed how the Rural Birth Index and its associated 3-Stage Planning Process could facilitate better rural primary
maternity quality assurance and improvement initiatives.

Session 4: Slideshow

Monitoring Outcomes of Rural
Catchments and Services

Monitoring System Outcomes

British Columbia’s Geography and
Population Distribution

Local Health Areas
British Columbia's geography is epitomized by the
variety and intensity of its physical relief, which has
defined patterns of settlement and industry since
colonization.

Local Health Arcas Overlayed

1 Hour Hospitl Caichments
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5. Group Discussion

Throughout the day, symposium participants commented on barriers to sustainable primary rural maternity care and
strategies for better meeting the needs of rural birthing women. At the close of the day, a general group discussion
yielded further strategies and insights. The content of this discussion is summarized below, while the bulk of the day’s
discussion is organized thematically in the ensuing pages.

Discussion

Volume of deliveries: How do we give care providers enough patients?
e  Good funding = access to more training = sustainable practice

e Administrators and health authorities could take a top down approach and remove red tape where a
program requires funding.

Divisions of Family Practice

e We have to find solutions for local decision making models that can be replicated for all parts of the
province.

e We need to sit down with someone from the ministry and discuss how to make the service contract work
at a local level.
Cost savings
e Decrease transfers out of communities; it will reduce interventions; reduce mortality; save money.
e Speed up return home of NICU infants.
e  Stop paying based on title (MW, GP) — pay for skill, based on competency.
o Improve community supports (i.e. breastfeeding support) so that women can leave hospital sooner.

e There has been no analysis of cost-effective solutions for primary maternity care; are there short-term
strategies to create immediate benefits?

Midwifery locums

e  Regional midwifery leadership could take care of locums (midwifery departments or Health Authority
administration).

e Need to have more flexibility because in some communities they might be better suited to a different
administrative model.

e We need to build back in resilience and flexibility in midwifery positions.

Quick wins

e  Funding models are complicated and take time; salaried positions would be related to contracts and
are not a quick win.

® Increase the number of funded training seats for midwives, family doctors providing maternity care,
and obstetrical nurses. (Appeal to the Ministry of Advanced Education.)

e The fee for service and course of care inconsistencies are a major barrier — need incentives to collabo-
rate.

Newborn health and pediatrics are not well addressed by maternity care planners.

Coordinate interprofessional education such as doula training, swapping roles in training environments, getting ex-
perience in rural environments, and getting exposure to different styles of practice.

Need for a rural locum pool for surgical care providers. This could be organized by the proposed provincial Divi-
sion of Operative Services.

Need for community and care provider buy-in to new models; include communities in the decision making process.

The RBIl is a tool for tackling primary maternity care planning.
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6. Opportunities for Action

Appropriate access to primary maternity care for rural birthing women depends on services that support the sustain-
ability of care providers; the development of collaborative, interdisciplinary teams; and the involvement of commu-
nities in the planning process. Participants at the “Interdisciplinary Primary Care in Rural Environments” meeting dis-
cussed numerous opportunities for action, which are explored below.

Funding

Challenge Action

Resolve funding models between GPSC, MABC, CPSBC and increase
physician funding through GPSC. This process may take time as the
resolution of funding issues can be lengthy and involve service contract
negotiations.

Physicians and midwives have different
funding models, preventing sustainable
interdisciplinary practice.

— Consider alternative payment plans (APP) or pooled funding mod-
els for shared care practices.

— Learn from the funding schemes of successful shared practices (i.e.

There are no formal payment schemes in
South Community Birth Program).

BC for shared practice between physi-

cians and midwives. — This approach may have feasibility challenges as applying for
alternative payment plans take a great deal of administrative
time and effort and would not be a systematic approach to resolv-
ing interdisciplinary funding issues.

Rural care providers lack incentives for Establish an on-call payment scheme for rural coverage of primary
on-call primary maternity care coverage.  maternity care.

Start-up costs for midwives are a barrier

to the growth of rural midwifery. Create a start-up stipend for rural midwives.

In the current funding models, there can
be only one “most responsible person” to
submit billings.

Create new funding models for shared care practices that remove fi-
nancial disincentives to collaboration.
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Interprofessional Teams

Challenge

Midwives, physicians, and nurses have
different scopes and styles of practice,
leading to different expectations in care
and confusion of roles and responsibili-
ties.

Rural communities offer services based
on the skills and personalities of individu-
al care providers, leading to gaps in
care.

Rural surgical services require full teams
of skilled providers, but such specializa-
tion is challenging in a generalist envi-
ronment.

Rural care provider teams are stretched
thin and have limited specialized obstetri-
cal skills.

Regionalized decision making diminishes
care providers’ ability to make locally
responsive decisions.

Communication

Challenge

Rural women often fall through the
cracks during the postpartum period due
to ineffective communication between
care providers.

Rural women seeking unassisted home-
births from unregulated lay providers
lack knowledge to make informed deci-
sions.

Collaborative Primary Maternity Care in Rural Environments

Action

— Educate care provider teams together through MOREOB to facili-
tate shared knowledge and increase confidence of nursing staff.

— Establish roles and responsibilities through regular meetings and
iterative communication.

Recruit and train care providers to offer an “obstetrical package” so
that local services remain sustainable.

—  Use the UNBC nurses’ maternity training program as a template
for a surgical skills training program.

— Provide support for rural GP Surgeons to train their own OR team.

— Use specialists (midwives, obstetricians) as mentors for nurses and
general practitioners.

Utilize midwives’ scope of practice and pay them on salary as
consultants for obstetrical cases in rural communities for family
physicians’ orphaned patients.

Create more local Divisions of Family Practice. Promote interdiscipli-
narity by inviting other disciplines to participate (nurse practitioners,
midwives), and use associated funds for infrastructure projects and
“attached” personnel (i.e. medical office workers).

Action

— Improve communication pathways between primary care provid-
ers, referral and satellite communities, public health, community
health, and peer support groups.

—  Educate care providers on the use and utility of the Maternity
Care Passport.

— Communication between health care professionals depends in
large part on good personal relationships, not just communication
tools.

Rural midwives should continue to provide outreach to populations that
seek unassisted homebirth.



Midwifery Integration

Challenge

Midwives have been unable to practice in
some rural communities because they
have been refused hospital privileges by
physician-led boards.

Rural midwives have a limited voice at
the regional decision making table.

A recent MABC survey of midwives’ ac-
cess to locum coverage shows that few
midwives get time off.

Health Human Resources

Challenge

Rural communities need generalist nurses
with specialized maternity skills.

Rural communities require practitioners
skilled in sexual health and well-woman
care.

GP Surgeons are the lynchpin of materni-
ty care in many rural communities, but
recruitment and retention are a chal-
lenge.

May 16, 2011 — Empire Landmark Hotel, Vancouver BC

Action

— Health Authorities should take responsibility for midwives’ hospital
privileges. They have built-in capacity, administrative support, and
lack inter-professional conflicts of interest.

—  Establish midwifery privileges committees through the perinatal
planning departments of each health authority.

Establish local and regional departments of midwifery to facilitate
locum coverage and professional support.

— Improve locum access for midwives through Health Authority man-
agement of midwifery locum pools or, for OR teams, through the
proposed Provincial Division of Operative Services.

— Hire a locum midwife to rotate through rural midwives’ practices.

Action

— Recruit nurses with appropriate maternity skills and experience,
potentially even with midwifery training.

—  Make rural nursing a practice specialty at BC post-secondary insti-
tutions other than UNBC.

— Challenges may arise in hiring specialist nurses, as specialized
training may not be utilized in low volume environments, leading to
care provider dissatisfaction.

— Utilize midwives’ advanced scope of practice in low-volume com-
munities to make their work sustainable and provide expanded
care.

— Rural midwives should begin providing and billing for well-woman
care.

— Establish for GP Surgeons a professional college, health authority
support, a formal regulatory structure and certification process, a
structure for transfer of hospital privileges, and a formal education
program.

— Move forward in establishing a formal education program for GP
Surgery at UBC.
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Education

Challenge

Recruitment and retention of skilled rural
care providers is an ongoing challenge.

Rural nurses lack time and funding to
acquire advanced training.

Many care providers fear obstetrical bad
outcomes and believe that birth without
immediate cesarean section back-up is
risky.

Midwives face significant interpersonal
and professional barriers to rural prac-
tice, including physicians’ and nurses’
lack of understanding of midwives’ train-
ing and skill set.

Action

Expose students to rural practice environments and rural preceptors.

— Increase funding for rural nurses’ CME/CPD.

— Have existing specialists in the community train nurses locally. GP
Surgeons could train their nurses for the OR while midwives could
train them for obstetrical care.

— Although health care dollars are in short supply, local care provid-
ers would have to be remunerated for their mentorship.

— Increase care providers’ level of comfort through “normal birth”
training experiences.

— Provide nurses and physicians with doula training to develop un-
derstanding of normal birth and women’s experiences.

— Allow for different disciplines to receive maternity training, includ-
ing basic coursework, together in an interdisciplinary manner.

— Have providers from different disciplines swap roles in training
scenarios to understand different styles of practice.

— MABC should educate physicians on regulated midwifery through
Medical Advisory Meetings or through the proposed Provincial
Division of Operative Services.
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Policy Brief

POLICY BRIEF

Issues in Rural Maternity Care Series

A Systematic Approach to Rural Service
Planning—The Rural Birth Index (RBI)

Rural Maternity Care New Emerging Team

Background

— Since 2000, 20 rural BC hospitals have
closed their maternity services, leaving
local matemity care in flux

— Service allocation decisions have often
been made in an ad-hoc manner.

— The need for a systematic approach to
planning rural community matemity ser-
vices is evident.

Rural maternity health services across Canada
are cwrrently in flux. In the past 10 years,
many small, rural maternity services have
closed in British Columbia and across Can-
ada,"* with 20 closures in British Columbia
alone since 2000.** These closures have oc-
curred for a variety of reasons, including the
centralization of services within a health au-
thority,5® concerns about the safety of small
units,” and difficulties recruiting practitioners
to staff rural maternity units.**** The result is
that many communities are left with limited or
no intrapartum services, forcing pregnant
women to travel to access birthing care '3
to employ the “10 cm strategy” (showing up at
the local hospital fully dilated to preclude
transfer out of the community), or to birth at

home umattended '*'¢

CENTRE FOR RURAL

In British Columbia, there is currently no sys-
tematic approach to planning rural maternity
services and a limited evidence-base to inform
such decision making. **™* A review of British
Columbia policy documents from the past
decade provides little evidence of specific plan-
ning for maternity care services in general or
for rural maternity services in particular, indi-
cating that much of the decision making with
respect to health services has been made in an
ad-hoc manner in response to a local or re-
gional sense of crisis ** Accordingly, there is a
need to change planning strategies from reac-
tive to proactive and systematic.

Health planners are tasked with the challenge
of making economically viable and population
sensitive decisions that meet the maternity
care needs of rural populations within a con-
text of competing social, political, and finan-
cial priorities.!” Traditionally, health care sys-
tems have been planned using a predictive
approach that applies one strategy (such as
regionalization of services) to a vast array of
communities. In reality, the health care needs
of each community are unique. In order for
decision makers to plan matemnity care services
that are suited to the dynamic nature of indi-

HEALTH RESEARCH

SUMMARY

In the context of
changing rural mater-
nity services in British
Columbia, the need for
new health services
planning tools is ap-
parent. This policy
brief presents a pre-
dictive model, the Ru-
ral Birth Index (RBI),
for determining the
appropriate level of
maternity services for
small, rural communi-
ties in British Columbia
based on population
need. The RBI high-
lights the importance
of population charac-
teristics and degree of
isolation in determining
service needs. These
approaches and meth-
ods may be applied to
other health service
planning problems and

jurisdictions.
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GLOSSARY

Rural Birth Index (RBI)

A health service delivery
tool to determine the ap-
propriate level of rural
maternity service for o
given community.

Intrapartum Services
Management and delivery
of matemity care to
women in labour

GP Surgeon

A general practitioner
with enhanced skills frain-
ing in surgeries relevant to
a rural environment

Referral Hospital

A hospital offering spe-
cialist (surgical) labour
and delivery services to
outlying communities

The Rvral Maternity Care
Mew Emerging Team (RM-
MET), housed in the Centre
for Rural Health Researdh, is
a colloborative group of
academic and community-
based researchers, palicy
makers, administrators, and
other key stakeholders
waorking fogether to achieve
a comprehensive under-
standing of rural maternity
care services in British Co-
lumbia. The RM-MET is co-
directed by Jude Komelsen
and Stefan Grzybowski and
its core team includes She-
lagh Levangie, Sarah
Munro, Melanie McDonald,
and Bryce Westlake with
student support for this pol-
icy brief from Loura Schum-

mers.

vidual rural communities and health care pro-
grams, a flexible, community-based approach is

DCOCSSBJ'}'_

Why do we need the Rural Birth Index?

Optimal safety, equitable access, and sustainable
cost-effective services are goals that ultimately
drive our rural health service planning. The evi-
dence base needed to drive this planning is, to
date, sparse and largely inadequate. Yet decisions
about specific rural community services need to
be made now.

The Rural Birth Index is based on a systems ap-
proach to small rural maternity services across
British Columbia and extensive field work i 23
communities. **'62* It compares objective charac-
teristics of population need and isolation across
communities using a formula developed through
sensitivity analysis designed to establish a best fit
within the context of rural British Columbia.

In the past, researchers and policy makers have
used analytic approaches to predict health service
delivery. The models have equally weighted a
number of factors in predicting health service
needs, such as geography, feasibility (existing
facilities and human resources), and social demo-
graphic factors (population and socioeconomic
status).*"*** While we don’t disagree with the
need to consider a broad range of characteristics
of a given community, we believe that the most
efficacious approach is to assess objective commu-
nity need first and then subsequently consider
feasibility issues, such as human resources and
physical infrastructure in a multi-stage process.
‘We have developed the Rural Birth Index within
this conceptual approach.

What is the Rural Birth Index?

The Rural Birth Index (RBI) is mathematical model
that weights key community characteristics
(population, isolation, and social vulnerability) and
calculates a score for maternity service level needs,
ranging from neo local maternity services to local
access to services provided by a specialist. The
development of the REI was informed by a recog-
nition that in the spedial circumstances of rural and
isolated communities, two dominant characteris-
tics are predictive of rural service sustainability:
population characteristics and degree of isola-

tfion.

The formula is:

RBI = (PBS x APV) + IF

— PBS (Population Birth Score): The average
number of births in a hospital’s one hour
catchment over 5 vears divided by 10

— IF (Isolation Factor): The degree of isolation
based on the following travel times to cesar-

£an Services:
Distance Score
Less than 30 minutes -3
31-45 minutes -2
45-60 minutes -1
60-90 minutes 1
90-120 minutes 2
2-4 hours 3
Greater than 4 hours 4

— APV (Adjustment for Population Vulnerabil-
ity): A social vulnerability score derived from
BC Statistics, ranging from 0.8 (advantaged)
to 1.4 (disadvantaged).

CENTRE FOR RURAL HEALTH RESEARCH |
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INDEX

What does an RBl Score mean?

The RBI score for a community correlates to a

recommended service level, as follows:

RBI Score | Recommended Service Level

0-6.5 Mo local intrapartum services

6.5-9 Local intrapartum services with-
out operative delivery

9-14 Local GP Surgical services

14-27 Mixed model of Specialists and
GP Surgeons

=27 Specialist service

We have calculated RBI scores for all rural com-
munities in British Columbia with a population
of 25,000 or less. The RBI works to predict ap-
propriate service level in 32 of 42 small rural
services, and our research suggests that 6 of the
remaining 10 communities have unsustainable
and suboptimal levels of care.

How to Use an RBIl Score

—  Use a community’s RBl score as a
guideline for maternity service needs
Conduct a feasibility analysis
Prioritize competing health service
needs

=y
i

The RBI model should be used as a starting point
for decision makers in a three-stage maternity
service planning process:

Stage 1: Use the RBI to determine the appropri-
ate level of maternity service for a rural commu-
nity;

Stage 2: Assess the feasibility of this level of ser-
vice based on community characteristics (such as
a review of existing faclities, availability of
health human resources, consideration of trams-

port, and economic issues); and

Stage 3: Consider the implementation of the
appropriate level of service based on the Health
Authority’s planning prierities (e.g. maternity

care versus palliative care for a given region).

Limitations

The RBI was developed within the social and
geographic context of British Columbia’s rural
health services, and is intended for populations
of 25,000 and under. Generalizability to other
jurisdictions and health services needs to be
tested.

Steps Forward

The REI has the potential to be a foundational
planning tool for health care decision makers. It
highlights communities that have a service level
out of sync with the majority of rural communi-
ties in British Colurmnbia. As cwrrently structured,
it works effectively for maternity care services.
It is likely to work well for other rural health
services, such as emergency rooin care or cancer
treatment. Additionally, as populations grow and
community demographics change, the RBI may
be further applied to plan services based on
population projections. Adaptation of this index
approach to other provinces and other health
service issues provides us with a timely tool to
make sustainable, proactive decisions about rural
health care.

WWW.RURALMATRESEARCH.NET

AT A GLANCE

‘What happens when a
rural community has a
maternity service level
that is too low or too high
for its needs? Our re-
search suggests that cer-

tain effects may occur:

—  When a community is

under-served, a num-
ber of women will
choose alternatives to
traveling to access
maternity care at
referral hospitals in-
cluding the “10 em
strategy,” seasonal
timing of pregnancy,
and unassisted home
birth.15, 1% These ef-
fects are enhanced as
the social resources of

the women decrease.

Communities whose
RBI score is out of
synch with existing
level of service will
have significant chal-
lenges to sustainabil-
ity and suboptimal
maternal-newbom

outcomes 2423

Over-served commu-
nities are likely to
experience increased
intervention rates and
difficulties in provider

retention.
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The Issues in Rural Maternity Care policy brief series addresses current issues in the provision of

maternity care in British Columbia and provides timely recommendations for improving the

quality and safety of rural infrapartum care. Targeted at policy makers and maternity care

providers, it is produced by the Rural Maternity Care New Emerging Team (RM-NET).
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