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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 
 Birthing women and care providers incur significant social, financial, and physiological stress when 

accessing maternity care away from their home community. 
 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. 

 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. 

 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. 

 GP 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 

 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). 

 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 
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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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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 

Foreword 
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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: 
 

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

 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). 

 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). 

 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. 

 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: 
 

 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. 

 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). 

 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. 

 Rural care providers also incur stress in supporting access to maternity care. 
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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: 
 

 
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: 

 Perinatal deaths by service level were highest if a mother lived 4+ hours from care. 
 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. 
 Rates of admission to NICU2 were higher in women living 1-2 hours away from services than women in 

obstetrician-led communities. 
 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: 

 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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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: 
 

 
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.  

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 
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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 
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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: 
 

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

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

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

 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.  

3. Models of Rural Interprofessional Collaboration 
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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 
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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? 
 Good funding = access to more training = sustainable practice 
 Administrators and health authorities could take a top down approach and remove red tape where a 

program requires funding. 

Divisions of Family Practice 
 We have to find solutions for local decision making models that can be replicated for all parts of the 

province. 
 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 
 Decrease transfers out of communities; it will reduce interventions; reduce mortality; save money. 
 Speed up return home of NICU infants. 
 Stop paying based on title (MW, GP) – pay for skill, based on competency. 
 Improve community supports (i.e. breastfeeding support) so that women can leave hospital sooner. 
 There has been no analysis of cost-effective solutions for primary maternity care; are there short-term 

strategies to create immediate benefits? 

Midwifery locums  
 Regional midwifery leadership could take care of locums (midwifery departments or Health Authority 

administration). 
 Need to have more flexibility because in some communities they might be better suited to a different 

administrative model. 
 We need to build back in resilience and flexibility in midwifery positions. 

Quick wins 
 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.) 
 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 community and care provider buy-in to new models; include communities in the decision making process. 

The RBI is a tool for tackling primary maternity care planning. 

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

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

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. 

There are no formal payment schemes in 
BC for shared practice between physi-
cians and midwives. 

 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. 
South Community Birth Program).  

 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 
on-call primary maternity care coverage. 

Establish an on-call payment scheme for rural coverage of primary 
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. 

6. Opportunities for Action 
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Interprofessional Teams 

Challenge Action 

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

 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. 

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

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

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

 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. 

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

 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. 

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

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). 

Communication 

Challenge Action 

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

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

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

Challenge Action 

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

 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. 

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

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

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

 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. 

Health Human Resources 

Challenge Action 

Rural communities need generalist nurses 
with specialized maternity skills. 

 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. 

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

 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. 

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

 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 Action 

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

Expose students to rural practice environments and rural preceptors. 

Rural nurses lack time and funding to 
acquire advanced training. 

 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. 

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

 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. 

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. 

 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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Appendix A: Symposium Participants 
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Appendix B: Policy Brief 
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