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Context

We are currently witnessing increased adverse maternal-newborn outcomes due to the ongoing
closures or downgrading of rural health services in British Columbia, Canada and internationally.1,2,3
Challenges recruiting and retaining practitioners, assumptions of rural fiscal inefficiencies4 and the
larger context of risk aversion have all contributed to the loss of services, which is perhaps most keenly
felt in small surgical and maternity services.5 In BC alone, close to 25 rural maternity services have
closed since 2000, and many more are in a sustainability-threatening crisis.6 The loss of local services
and related need for women and families to travel has resulted in poorer maternal-newborn health
outcomes and a number of social challenges associated with leaving the community and dissociation
from family ties and larger community social supports.7,8,9 There are additional financial burdens
borne by families who relocate, often before the onset of labor, mitigated only slightly by subsidies
through First Nations Health Benefits for status First Nations families.
The health and social–psychological implications of the closures and changes to health services have
been documented in British Columbia10 and elsewhere11 and have contributed, in part, to policy
directions recognizing the need for maintaining local maternity services.12,13 Although some rural
communities can support a local surgical infrastructure thereby offering local access to caesarean
section capacity, smaller communities (~ < 7-10,000) struggle to keep such services viable. Best
available evidence gathered internationally suggests such services are safe within the context of
effective inter-professional teams of care providers and access to effective emergency transport
should a higher level of care be needed.14 Despite this, these communities are marked by a high
outflow of women who leave to give birth in larger centers to secure immediate access to caesarean
section should it be needed. This outflow has been observed in Canada and internationally.15,16,17

The policy imperative to sustain rural maternity services,18 reflective of the wishes of many rural
communities, has gained political traction through supporting networked models of surgical and
maternity care linking obstetrical providers in rural communities with regional specialists. The
networks are predicated on determining the appropriate level of local care based on population,
isolation and the vulnerability of the population. This approach recognizes that not all communities

providing local maternity care will warrant local surgical services and emphasizes the imperative for
establishing and maintaining pathways of care between the primary maternity care (no local
caesarean section) communities, small surgical services and regional referral centers. However, scant
attention and system planning has been paid to primary maternity services.
The First Nations Health Authority received funding from the Joint Standing Committee on Rural
Issues in March 2017 to develop a decision aid for choice in place of birth for rural women from low
resource (no caesarean section) communities. A decision aid is an evidence-based method of
codifying key priorities of both care providers and patients to come to an appropriate clinical decision
when evidence is ambiguous and precise guidelines do not exist. The application to the North Island
childbearing population was grounded in the need for a clear understanding of patient preferences in
the decision-making process to augment clinical indications for appropriate case selection for local
delivery. The two-phased project proposed a community consultation on perceived risks of staying in
community or of leaving to give birth (phase I) while phase II included the integration of communitybased values into clinical evidence to develop a tool to aid shared decision-making. What we heard
through community consultations in phase I necessitated we re-evaluate the appropriateness of
creating a decision aid at this time.
In 2015-2016, 7 deliveries occurred in the Port McNeill hospital out of approximately 110 pregnancies
in the population catchment (PSBC data). In comparison, 12 deliveries occurred in Port Hardy hospital,
a community that does not offer planned local deliveries. Although research evidence does not
attribute a correlation between procedural volume and outcomes in maternity care,19,20 there is a
known correlation between low volume and provider sustainability.21,22 The current procedural volume
in Port McNeill is not sustainable, due primarily to the lack of practice opportunities afforded to
(primarily) nurses. This demands we not only evaluate the utility of creating a choice in place of birth
decision aid, but at this time consider what system supports are needed to sustain low volume services
in North Vancouver Island in the immediate term.
Given the instability of maternity services on the North Island, a revised proposal was presented to the
JSC (June 2017; see Appendix A) to determine the feasibility of sustaining maternity services on the
North Island from a care provider perspective. Phase I of the revised project remained rooted in
understanding and documenting community preference regarding place of birth (see below for a
description of findings). We also heard from care providers and administrators regarding what is
needed to sustain maternity care services in the North Island.

Approach

The project team consists of Jude Kornelsen, Principle Investigator (PI) and Kira Barwich, Research
Coordinator (RC). The project is supported by UBC Student Research Assistants (SRA) Evonne Tran,
Lisa Hodgson and Regina Chan. Phase I of the project was also supported by two UBC medical FLEX
students, Krista Loewen (UBCO) and Hannah Chester (Northern Medical Program).

Integrated knowledge translation has been a key component throughout the project. The project
knowledge translation plan can be found in Appendix B. We have engaged in an iterative process
bringing “what we heard” back to the participants. Feedback was gained by working collaboratively
with communities on North Vancouver Island to ensure local voices drove the process. We created a
community-facing summary that we brought back to moms and community member at the health
centers to update them on Building Blocks progress including preliminary findings and discuss the
transition of the focus of the project (Appendix C). (October 2017)

We have included community members and key decision makers in our advisory committee and
involved them from the beginning and throughout the evolution of the Building Blocks project. The
project has a productive multi-stakeholder advisory committee that meets via teleconference biweekly where updates are shared and feedback and comments provided. This advisory group includes
representatives from Island Health, Perinatal Services BC, First Nations Health Authority and North
Island community representatives.

Building Blocks is working closely with the North Island physicians through the physician
representation group (two physicians from Port Hardy, two from Port McNeill). This core group is our
liaison with the larger physician community.
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Qualitative data collection
Phase I included six fieldwork trips to the North Island. The PI and RC participated in these fieldwork
trips. Fieldwork occurred:
•
•
•
•
•
•

May 11 – 17th 2017
June 19 – 23rd 2017
October 2 – 6th 2017
November 16 – 17th 2017
March 4 – 6th 2018
April 22 – 26th 2018

The main focus of these trips was data collection by way of conducting focus group discussions (FGD)
and interviews. We also spent time during each trip to connect back with participants and community
members in an iterative way to share emerging findings, provide project updates and receive and
feedback. The key-stakeholder participant group includes moms and community members, care
providers, allied health professionals, community health workers and health administrators. Some
participants who fall into both categories were organized according to the perspective given during
their interview (i.e. the perspective of a moms experience or a system level/care provider
perspective). Table 1 depicts the number of participants included in the qualitative portion of the
project (n=124).

Table 1. Qualitative data collection number of participants, focus group discussions (FGD) and
interviews
Community
Members
Number of participants
62
Number of FGD
5
Number of interviews
10
*FGD is a participant group > 2 individuals

Key-stakeholders

Total

62
7
20

124
12
30

5
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Participants were from eight North Island communities (depicted in Figure 1).

Figure 1. North Island communities participating in the study

Quantitative data collection
To provide a context for what we are hearing from the community and care providers, it is crucial to
understand the current numbers of pregnancies in the population catchment (the geographies that
would safely and reasonably refer to Port McNeil). We requested chart data for the population
catchment from Island Health to understand this, as well as where women from the North Island
catchment deliver, the number of women who deliver elsewhere, and why they deliver elsewhere.

6
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Results

We heard from moms, community members and care providers of the precarious sustainability of
the Port McNeill maternity services. Over the past 5 years, there was an average of 103*
pregnancies annually in North Vancouver Island, with an average of 3 deliveries at Port Hardy
hospital and 4 at Port McNeill hospital. The majority of mothers left their community to deliver at
hospitals in Campbell River, Comox or elsewhere in BC. Table 2 depicts where women from the
North Island catchment population delivered in the past 5 years.
Table 2. Where North Island women delivered (2012 – 2017)
Year

Vancouver
General
Hospital

2012
2013
2014
2015
2016
sum

11
4
5
4
5
29

Nanaimo
Regional
General
Hospital
16
6
13
22
16
73

*does not include home births

Cowichan
District
Hospital
1
1
0
1
0
3

West
Coast
General
Hospital
0
3
0
1
0
4

St.
Joseph’s
General
Hospital
55
46
33
31
22
187

Campbell
River
Hospital
28
34
42
40
35
179

Port
Hardy
Hospital

Port
McNeill
Hospital

2
4
3
1
5
15

9
2
3
2
6
22

Cormorant
Island
Health
Centre
1
0
0
0
2
3

Following community-consultation to understand women’s experiences of birth, often entailing
7

Su
m
123
100
99
102
91
515
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their experiences travelling for birth, we heard of their desire for local maternity care. We heard
from care providers and administrators as to what is needed to sustain maternity care services in
the North Island. Emerging from these consultations are five core ‘building blocks’ to sustainable
rural maternity care in the North Island, within an overarching context. The five building blocks are
depicted in Figure 2 below.

Figure 2. Building blocks to sustain rural maternity care
Feedback to date from local care providers indicates a perceived lack of support from the Ministry
and Health Authority for local maternity services. We heard of the importance that all five building
blocks progress concurrently and for maternity care to be sustainable, there must be explicit and
stated support for primary maternity services (no local caesarian-section) from the Ministry of
Health and Health Authorities.

Inter-professional care teams

8
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Findings from the fieldwork have demonstrated a demand by birthing women and their families for
midwifery care, with many women reporting leaving the community to access such care. The
midwifery model of care is built on key tenants of 1) choice in place of birth (home or hospital); 2)
informed consent and shared decision making; 3) continuity of care and 4) collaborative care. These
are very well suited to support rural, low-resource deliveries. Midwives are extensively trained in lowresource environments due to their mandate to attend births at home. Likewise as ‘guardians of
normal birth’, they receive extensive instruction on when to transfer for consultation. Both of these
skills and qualities, as well as the normalized perspective of birth, position midwives to be well-suited
to support birth in rural communities. Previous evaluations of midwifery outcomes in lowresource environments have shown maternal health outcomes as good as, or better than, when
compared to provincial averages.23,24 However, introducing a new provider group into the North Island
must be done with caution so as not to destabilize existing providers. This will require attention to the
health human resource conditions in the North Island, the needs of the providers, and a localized vision
for how an inter-professional model of care may work. From surveys and focus groups with North
Island nurses, we heard of a strong desire to practice in an inter-professional team with midwives. We
are working closely with the physician representatives to determine what an inter-professional model
of maternity care, with a midwife, could look like in the North Island.
The feasibility analysis for this building block will include focus groups and key stakeholder interviews
surrounding how an inter-professional model of care could be integrated into the North Island. Key
stakeholders will include Midwives Association of BC, First Nations Health Authority and Island Health
Authority around reasonable implementation.

Feasibility Analysis
In this feasibility analysis, we consider what it would look like for midwives to practice alongside
Physicians and Nurse Practitioners in the North Island by learning from other successful interprofessional maternity care teams in rural settings such as Haida Gwaii. This feasibility analysis has
been grounded in provider-focused focus groups and interviews with North Island care providers.
To date, we have hosted a videoconference session with a physician, administrator and midwife from
Haida Gwaii and the physician representatives and administrators in North Island (March 5th, 2018).
The Haida Gwaii team shared their maternity care model, as their community faces similar isolation
and demographic challenges to the North Island. This session answered basic questions around
working in an inter-professional maternity care model. Following the discussion, the physicians and
administrators drafted a job description for a North Island midwife position. The role would be suited
to someone with a midwifery background and include work that is beyond the scope of MSP billable
care. This draft job description was then sent to the Kwakwaka'wakw Maternal, Child and Family
9
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Health project manager for comments. The job description is currently with FNHA awaiting approval
from their Human Resources department. From discussions and learnings from other communities, it
is understood that a one-midwife model of care would be unsustainable in the North Island. We are
currently looking to secure alternate funding sources to hire a second midwife.

Next Steps:
 Operationalizing the midwifery job description in terms of reporting structures
 Provider and community-based process for selection of potential midwifery candidate
 Secure funding for another 0.5 FTE midwife position

Increased Provider Confidence
In small communities with only a few local deliveries a year, it is difficult for care providers to feel
confident attending births. This is due primarily to low incidences of birth (such as on the North Island)
and the concomitant lack of experience afforded to nurses. Through focus groups and interviews with
current providers on the North Island, the theme of low provider confidence has been clearly
articulated. We heard from the both physicians and nurses themselves of a lack of nursing confidence
with deliveries. This has resulted in a lack of support for maternity care in general, which in turn, is
reflected to the community. This has led to the destabilization of the primary maternity services which
are currently viewed by most to be sub-optimal or unsafe.
UBC Flex medical student and former North Island nurse, Hannah Chester, has been participating in
work on this building block. As part of this feasibility analysis, she facilitated a survey of North Island
nursing staff (n= 15) in the Port McNeill and Port Hardy Hospitals to understand the current level of
confidence towards maternity care of the nursing staff. We then held follow-up focus groups and
interviews with the nurses to further understand what they would need to feel confident providing
maternity care in the North Island (findings are presented in Appendix D). Hannah conducted a
literature review on the topic and is currently compiling a report on the findings.

10
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To begin to address the lack of nursing confidence and birth, we hosted a Continuing Medical
Education (CME) session on birth for North Island care providers. Dr. Kotaska, OBGYN from
Yellowknife to come to the North Island lead the session, held in Port McNeill and attended by over
30 participants including paramedics, physicians, nursing staff, midwives and students both in-person,
and by videoconference, three additional sites across the North Island (Port Hardy, Sointula and Alert
Bay). Dr. Kotaska began the session by posing the question, ‘What are your biggest clinical fears about
birth on the North Island?’ and proceeded to address the issues raised. Topics included appropriate
management of post-partum hemorrhage, shoulder dystocia and other labor-related questions the
group raised. (March 2nd, 2018)
Acknowledging what we are hearing from nursing staff, we submitted a proposal to FNHA to fund a
Continuing Nursing Education session on ‘normal physiological birth’ on the North Island. The proposal
was approved and Celina Laursen, RM from Haida Gwaii and Kim Campbell, RN, RM, MN from UBC
Continuing Professional Development led two full-day sessions on ‘normal physiological birth’ with
North Island nurses. Topics included deﬁning normal labor and birth, identifying clinical assessment
criteria and applying it to risk assessment, labor management skills and approaches to avoid and
manage labor dystocia. The session was hosted in both Port Hardy and Port McNeill. Six nurses
attended the Port Hardy CNE session and three nurses attended the Port McNeill CNE session.
Evaluation forms were completed by participants and a report on the CNE sessions can be found in
Appendix E. (April 23rd and 24th, 2018)
Based on the success and positive feedback from the first session, we invited Dr. Kotaska (OBGYN,
Yellowknife) to lead another session in Port Hardy – this time the focus was on how to support birth in
low-resource maternity communities. Over 30 nurses, community members, care providers and
moms attended the session. Dr. Kotaska discussed the ethical, medical, legal, and pragmatic
considerations when supporting birth in small communities and talked about risk, decision making,
consent and outcomes in low-resource maternity settings. The session was recorded and can be found
at http://crhr.med.ubc.ca/supporting-normal-birth/. (April 23rd, 2018)

Feasibility Analysis
The feasibility analysis has included discussions with physicians regarding system supports that will
increase their sense of confidence in the local birthing service. Particularly, we heard that this
requires:
• Increased nursing competence
• Support from the Health Authority (resource and other)
• Access to reliable patient transport
11
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Next Steps:
 Thematic analysis of care provider transcripts.
 Support ongoing nursing education. Part of this continuing nursing education will be fulfilled with the
hiring of a midwife with a mandate to provide mentorship and continuing education to North Island
nurses around maternity.

Timely and Reliable Patient Transport

Through intensive community consultation with primary and allied health care providers, we learned
that a significant concern regarding local deliveries was in regards to delayed transport and the risk of
not being able to transfer high acuity laboring women efficiently. Local providers have documented
that this inhibits offering the option of birthing on the North Island for those women who would
otherwise meet the risk screening criteria. Local key stakeholders have identified several root causes
of delays including (1) protracted processes of requesting emergency transport; (2) difficulty securing
a receiving site, and (3) delayed departure due to shift change. The best-case return trip from the
North Island to Campbell River is ~6 hours (depending on departure site). If non-LLTO Life, Limb,
Threatened Organ) and inter-facility ground transport is requested up to 6 hours prior to shift change,
departure may be delayed until shift change to reduce paramedic overtime. This has significant
consequences for laboring patients as women with dilation greater than 4 cm are not usually
transported to avoid en-route deliveries. This delay in departure and consequent increased rate of local
deliveries may lead to worsened clinical conditions.

Feasibility Analysis
This feasibility analysis is looking at the best way to transport moms and how to improve the
experience of emergency transport by understanding challenges moms, care providers and key
stakeholders are facing for safe and efficient transport. A Policy Brief has been submitted to the Rural
Transport Working Group, part of the provincial Access and Flow committee, requesting a proof of
concept trial of a staggered start time on the North Island to avoid delay and dispatch due to shift
change (April 30th, 2018; Appendix F).
12
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Next Steps:
 Implementing a no refusal policy at the referral hospital. As a temporizing solution, we will work with
the Obstetricians and Pediatricians at Campbell River hospital to create a strong working relationship
between Port Hardy hospital, Port McNeill hospital and their referral center, Campbell River hospital,
to ensure a woman can be transferred to a higher level of care, at minimum, as a temporizing
solution. Having a guaranteed accepting site will mitigate current delays in transport as articulated
by key-stakeholders. Similarly, we will work with Port McNeill to extend the same necessary norefusal policy for patients needing transfer from Alert Bay or Port Hardy, as Port McNeill offers a
higher level of care, again as a temporizing solution.
 Hiring two midwives to serve the North Island birthing population will aid to mitigate delays in
transport that arise due to staffing challenges. In the case of transport, we heard of difficulties
arranging a care provider escort to the referral center in situations where more care was needed to
transfer. With a salaried two-midwife model, one midwife can safely leave the community with the
birthing mom while the other midwife will cover the community while the first is away. This solution
mitigates delays in transport that occur when there is uncertainty around the women’s condition and
whether she is safe to transport without a care provider who can provide a higher level of support.
This also overcomes staffing challenges that occur in a small community, such as having to close the
Emergency Department when a nurse or physicians are pulled away from the community to transport
a laboring mom.
 Challenges to be overcome in this model include midwife privileging at the referral center (it is
unclear whether the midwife would be able to provide care for the mom once at the referral center).
An additional logistical challenge is transport back to the community for the midwife. Resolution to
these issues will be sought through discussions with the Midwives Association of BC and the midwife,
once hired.

Expanded Inclusion Criteria for Low-Risk Deliveries
In part, the reduced number of deliveries on the North Island is due to stringent exclusion criteria for
local birth. It is well understood that providers must err on the side of caution when determining
13
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appropriate level of care that is likely to be required for a birthing woman. However, an unintended
consequence of restricting criteria for local deliveries is the aggravation of low procedural volume. This
is particularly notable in the case of eliminating nulliparous women (those who have not given birth
previously) from delivering in the North Island. Not only does this drastically reduce the number of
eligible woman to give birth in the community, but once women leave the community their care
patterns are established and they are likely to repeat their care pathway for subsequent births.
Deciding appropriate exclusion criteria for local delivery requires consideration of the clinical and
social risks – of both staying and leaving. Working closely with specialist colleagues from the Society
of Obstetricians and Gynecologists of Canada and through a review of existing literature, we will look
at best practice inclusion criteria for births in locations without access to local caesarian section.

Feasibility Analysis
UBC Medical Flex student, Krista, worked on this building block by reviewing relevant literature and
presenting her findings to the physician representatives in the North Island. This analysis includes a
review of existing policies and guidelines used by other rural communities and a working session with
local care providers and specialist obstetricians to look at criteria that make sense at a local level
(Appendix G). Krista also created a risk matrix decision tree that is in the process of being
workshopped with care providers and individuals at the Society of Obstetricians and Gynecologists of
Canada. (March 4th, 2018)
We hosted discussions with Dr. Kotaska and the North Island physician representatives on the
philosophy of birth and appropriate risk in rural low-resource maternity settings exploring the ideas
of autonomy and beneficence. Dr. Kotaska spoke on the importance of maintaining the therapeutic
alliance between the mom and care provider. (March 4th, 3018)

Next Steps:
 Workshop decision making matrix with North Island care providers and referral center specialists
 Publish literature and policy review on appropriate inclusion criteria for low-resource maternity
communities

14
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Linkages with Referral Centre
Findings from a systematic realist review have shown that care may be safely provided in rural settings
without local caesarian section given three caveats:
1) Efficient access to emergency patient transport;
2) Appropriate case selection (see above); and
3) Supported providers within regionalized networks of maternity care. When local
providers feel supported by their specialist colleagues and know that they are available
should emergency consultation be necessary, the level of anxiety decreases and
confidences increases.25
Due to rural geography across BC (and Canada) the ‘shoulder to shoulder’ learning that underscores
such relationships is often compromised due to logistical challenges. However the use of virtual
technologies to link rural and referral sites in real time video conferencing not only provides an efficient
mechanism of communication, but also contributes to building relationships that underscore good
care.

Feasibility Analysis
We have the opportunity to work with the MOm (Mobile Maternity care) project, funded through the
Specialist Services Committee, to implement such a network in the North Island. The MOm project
provides the technology and infrastructure to support virtual face-to-face communications in
instances of high acuity obstetrics patients. We are using tablet technology to link care providers in
the North Island with specialists in Campbell River. Emphasis will be placed on strengthening care
provider relationships between Port McNeill and Port Hardy and the referral center, Campbell River.
We have had a preliminary meeting with the pediatricians and obstetricians in Campbell River
(referral centre to update them on the project’s progress and gain insight as to their role in sustaining
maternity services on the North Island.

15
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Next Steps:

 Bring together North Island physicians and Campbell River specialists to solidify relationships and
subsequent feelings of support between the two sites.

 Host a “care provider resilience” session for North Island care providers.

Additional Project Activities

Connecting North Island maternity projects

During our work in the community, we heard of other projects aiming to improve maternal child health
in the North Island. We have collaborated and coordinated with other maternity-related projects
underway in the North Island. The projects are mutually supportive and together provide wrap-around
care for childbearing women and their families throughout the childbearing year and beyond. These
projects are outlined in Appendix H, a brochure we created and disseminated to care providers and
community members in the North Island. Cross-over between advisory committee members for each
project will ensure efficient collaboration between them.

Applicability to other rural communities in BC

As part of understanding how to sustain maternity care in North Vancouver Island, our project team
had conversations with key stakeholders from the other 1A (no C-section capabilities) maternity
communities in BC (Haida Gwaii, Salt Spring Island, Hazelton and Invermere). Consistent throughout
these discussions was the desire to learn about and understand other models of care in 1A
16
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communities across the province and understand successes and challenges. To this end, we secured
funding from the JSC, through Rural Coordination Centre of BC, to hold a one-day symposium to bring
these communities together (see Appendix I for the proposal). On June 15th we brought together a
physician, nurse, midwife and a site administrator from each of the five 1A maternity communities in
BC for discussions around supporting their sustainability. The objectives of the symposium were:
1) To identify and consolidate the system supports needed (using the building
blocks), across all sites, to support sustainable rural maternity care (non C-section
services) in the 5 participating communities
2) To seek agreement on the recommendations to support the common system level
interventions that will inform a proposal (written/presented) to Ministry of Health
and Regional Health Authorities
3) To celebrate a shared understanding of similarities and differences across sites
4) To host networking opportunity to foster relationships with professional peers
The discussions at the symposium were community-focused and remained committed to hearing from
the 1A local care providers directly. The day was organized to achieve a flow starting in the morning
developing the context of each care provider group and the unique context of each 1A community. We
then moved into understanding common challenges, followed by asking ‘what will it take?’ and ‘what is
required for this change to occur?’ Each table discussion was grouped either by community or by
profession. From what was discussed during the symposium, the group identified five urgent
recommendations to sustain services in these low-resource maternity communities. These are:
1.

That the BC Ministry of Health (MoH) and Regional Health Authorities (RHA) responsible for
1A sites issue a clear statement of system support for rural maternity care without local access
to caesarean section.

2. That the Midwives Association of BC (MABC), MoH, RHAs, General Practice Services
Committee (GPSC) and Shared Care work together to create strong inter-professional rural
maternity care teams.
3. That MABC and MoH agree to discuss alternative models of funding to adequately support
midwives in low-volume communities, including locum coverage.
4. That the Association of Registered Nurses of BC work with the MoH and RHAs to achieve
compensation for: a) ongoing training and education for rural maternity care; b) paid exposure
to high volume sites; and c) where appropriate, funding for additional nurses to attend labour
and delivery in an educational capacity.

17
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5. That the GPSC, MoH, MABC and RHAs work to recognize midwives as key players in Primary
Care Networks.
Proceedings from the symposium have been sent to attendees. Following review and consensus from
attendees, the finalized proceedings will be available to be shared with communities, professional
bodies, and other key stakeholders.

Presentations to date

As noted above, knowledge translation has been a prioritized pillar of the building blocks project.
In addition to the iterative feedback loop with communities on the North Island, we have also
presented in the following venues:
•

•
•
•
•
•

Quality Forum, February 22nd – 23rd, 2018 (Vancouver)
Poster presentation; Appendix J
“Healthy Mothers & Healthy Babies, PSBC, March 1st – 2nd 2018 (Vancouver)
Keynote presentation; Appendix K
Society of Rural Physicians of Canada (SRPC) Rural and Remote Medicine April 12th 20 14th,
2018 Oral presentation; (St. John’s, Newfoundland)
Ministry of Health Policy Rounds (March 14, 2018, Victoria); *
Building Intersections: Interior Health Research Conference (May 30, Nelson BC);
Society of Obstetricians and Gynecologists of Canada (invited plenary June 26, 2018, Victoria)

In addition to the invited presentations, Dr. Kornelsen was interviewed by CBC National News
regarding the rural maternity care situation in BC (February 20, 2018; See Appendix L for
accompanying news article) and was interviewed by the Haida Gwaii Observer after the June
symposium (see appendix M)

*

Interest in the work of sustaining maternity care in North Island was generated and two representatives from the Ministry of Health
joined us on our fieldwork trip to the North Island April 23rd – 26th 2018 as a result of the interest generated at the policy rounds.

18

Further Research

The need to conduct a health outcomes evaluation of level 1A sites is a clear priority emerging from
the Building Blocks project. This need emerged at the 1A Community Symposium attended by Port
McNeill care providers and the other 1A site providers and administrators. A thorough evaluation will
require a mixed-methods approach in order to capture the clinical, social and cultural impacts of local
maternity care in the North Island. A cost-effectiveness analysis is also needed.
The utility of a decision aid for birthing mothers will re-emerge once maternity services have been
stabilized on the North Island. Patient Decision Aids have increasingly been seen as an effective way
to support shared decision making in health care in a way that ensures the clear representation of
patient values and preferences. Evidence regarding the risks of rural primary maternity care currently
exists in the absence of community perceptions of risk. Findings from this work will enhance such
perspectives to create a holistic and multi-dimensional presentation of risks involved.
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Appendix A

Updated Work Plan July 6, 2017
Project Background
The policy imperative to sustain rural maternity services,1 reflective of the wishes of many rural
communities, has gained political traction through supporting networked models of surgical and
maternity care linking obstetrical providers in rural communities with regional specialists. Mechanisms
underscoring the networks include increased scope and volume in rural OR’s, clinical coaching,
continuous quality improvement, telepresence technology and robust evaluation. The networks are
predicated on determining the appropriate level of local care based on population, isolation and the
vulnerability of the population. This approach recognizes that not all communities providing local
maternity care will warrant local surgical services and emphasizes the imperative for establishing and
maintaining pathways of care between the primary maternity care (no local caesarean section)
communities, small surgical services and regional referral centres. However, scant attention and system
planning has been paid to primary maternity (PMC) services.
The First Nations Health Authority received funding from the Joint Standing Committee on Rural Issues
in March 2017 to develop a decision aid for choice in place of birth for rural women from low resource
(no caesarean section) communities. A decision aid is an evidence-based method of codifying key
priorities of both care providers and patients to come to an appropriate clinical decision when evidence
is ambiguous and precise guidelines do not exist. The application to the North Island childbearing
population was grounded in the need for a clear understanding of patient preferences in the decisionmaking process to augment clinical indications for appropriate case selection for local delivery. The twophased project includes this community consultation on perceived risks of staying in community or of
leaving to give birth (phase I) and the integration of community-based values into clinical evidence to
develop a tool to aid shared decision-making (phase II). We anticipated that clarity in the decisionmaking process may increase local deliveries and contribute to sustainability of the services.
Current Situation
In 2015-2016, 7 deliveries occurred in the Port McNeill hospital out of approximately 110 pregnancies in
the population catchment (PSBC data). In comparison, twelve deliveries occurred in Port Hardy hospital,
a community that does not offer planned local deliveries. Although research evidence does not
attribute a correlation between procedural volume and outcomes in maternity care,2,3 there is a known
correlation between low volume and provider sustainability.4,5 The current procedural volume in Port
McNeill is not sustainable, due primarily to the lack of practice opportunities afforded to (primarily)
nurses. This demands we not only evaluate the utility of creating a choice in place of birth decision aid,
but consider what system supports are needed to sustain low volume services in British Columbia.

1

Anticipated Benefit
A gap currently exists between system imperatives of birth ‘closer to home’ and health service supports
that enable such care. We have not systematically looked at how we can support small rural maternity
services to provide excellent, high-quality and sustainable maternity care. This opportunity is a decisive
first step.

Updated Work Plan and Deliverables
Phase 1 of the project will remain the same as the original project proposal (see Choice and Place of
Birth for Rural Women, Comprehensive Decision Aid May 2016). Phase 1 will maintain its communitybased focus and its prioritization of clinical and social influences on the culture of birth in the North
Island as prioritized by the stakeholders involved. The original goals of working alongside community
based researchers from the Kwakwaka’wakw community to document and summarize key priorities
around supported birthing and integrating findings with existing clinical and health system evidence will
be maintained.
We will meet the objectives of phase 2 through deliberative dialogue with all key stakeholder groups
in the North Island (community members, care providers, and administrators) through interviews
and focus groups. A key quality of this process will be an engagement feedback loop at every phase
in the data gathering with both the local community and the local and referral care provider team
to ensure that community values and best clinical practices are appropriately captured and
summarized. We anticipate that lessons learned regarding tenants of sustainable rural maternity
care can be applied to other low-resource communities. We will continue our engagement with
communities to understand perspectives on the five building blocks for sustainable maternity care.
See appendix for building blocks diagram.
1.

Increased Provider Confidence

Through focus groups and interviews with current providers on the North Island, the theme of reduced
provider confidence has been clearly articulated. This is due primarily to low incidences of birth on the
North Island and the concomitant lack of experience afforded to nurses. This has resulted in a lack of
confidence in maternity care in general, which in turn, is reflected to the community. This has led to the
destabilization of the primary maternity services which are currently viewed by most to be sub-optimal.
Developing this building block will include:
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1) discussions with communities surrounding their confidence in the local birthing service and
what they would require to have increased confidence;
2) data gathering with nurses to determine their needs to increase their confidence (i.e.
continued nurse education, rotations through larger centers, additional health human resource
supports) – this will be done through face to face interviews and a survey to all nurses on North
Island; and
3) discussions with physicians regarding system supports that will increase their sense of
confidence in the local birthing service.*

2.

Timely and Reliable Patient Transport

This building block will:
1) articulate from a rural perspective the barriers to efficient patient transport;
2) work with key stakeholders in the local community and referral community to develop
regional solutions (i.e. no refusal policy in Campbell River for maternity patients); and
3) engage with current provincial processes on rural transport led by BCEHS.

3.

Expanded Inclusion Criteria for Low-Risk Deliveries

In part, the reduced number of deliveries on the North Island is due to extensive exclusion criteria for
local birth. It is well understood that providers must err on the side of caution when determining
appropriate level of care that is likely to be required by the community. However, an unintended
consequence of restricting criteria for local deliveries is the elimination of potential births on the North
Island. This is particularly notable in the case of eliminating primiparous women from delivering in the
North Island. Not only does this drastically reduce the number of eligible woman to give birth in the
community, but once women leave the community their care patterns are established and they are
unlikely to have subsequent deliveries in the North Island. Working closely with specialist colleagues
from the Society of Obstetricians and Gynecologists of Canada and through a review of existing
literature, we will look at best practice inclusion criteria for births in locations without access to local
caesarian section.

3
*It is anticipated that the system supports to increase confidence will overlap with some of the other building blocks such as
transport and midwifery models of care. We recognize this overlap but for organizational purposes will present each one discretely.

4.

Virtual Technologies to Link with Referral Centre

Findings from a systematic realist review have shown that care may be safely provided in rural settings
without local caesarian section given three caveats:
1) efficient access to emergency patient transport;
2) appropriate case selection (see above); and
3) supported providers within regionalized networks of maternity care. When local providers feel
supported by their specialist colleagues and know that they are available should emergency
consultation be necessary, the level of anxiety decreases and confidences increases.
Due to rural geography across BC (and Canada) the ‘shoulder to shoulder’ learning that underscores
such relationships is often compromised due to logistical challenges. However the use of virtual
technologies to link rural and referral sites in real time video conferencing not only provides an efficient
mechanism of communication, but also contributes to building the relationships that underscore good
care. We have the opportunity to work with the MOM (Mobile Maternity care) project, funded through
the Specialist Services Committee, to implement such a network in the North Island. The MOM project
will provide the technology and infrastructure to support virtual face-to-face communications in
instances of high acuity obstetrics patients. We will evaluate the implementation of the MOM project in
the North Island and determine through participant interviews and focus groups any additional virtual
technology supports to support the rural sites.

5.

Inter-professional Teams (midwives/GPs)

Findings from the fieldwork have demonstrated a demand by birthing women and their families for
midwifery care, with the majority of women reporting leaving the community to access such care. The
midwifery model of care is built on key tenants of 1) choice in place of birth (home or hospital); 2)
informed consent and shared decision making; 3) continuity of care; and 4) collaborative care. These are
very well suited to support rural low-resource deliveries. Midwives are extensively trained in lowresource environments due to their mandate to attend births at home. Likewise as ‘guardians of normal
birth’, they receive extensive instruction on when to transfer for consultation. Both of these skills and
qualities, as well as the normalized perspective of birth, position midwives to be well-suited to support
birth in rural communities. Previous evaluations of midwifery outcomes in low-resource environments
have shown maternal health outcomes as good as, or better than, when compared to provincial
averages.6 However, introducing a new provider group into the North Island must be done with caution
so as not to destabilize existing providers. This will require attention to the health human resource
4

conditions in the North Island, the needs of the providers and a localized vision for how an interprofessional model of care may work. The feasibility analysis for this building block will include focus
groups and key stakeholder interviews surrounding how an inter-professional model of care could be
integrated into the North Island. Following this, we will engage the Midwives Association of BC around
reasonable implementation.

Project Timeline
Project Phase
Phase One

•

Output
Project report summarizing themes from
community consultation using 1:3:25
approach

•

Timeline
9 – 12 months
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•
Phase Two

•

Community-prioritized communication of
findings
Feasibility analysis for each building block
(done concurrently)
1) Increased Provider Confidence;
2) Timely and Reliable Patient Transport;
3) Expanded Inclusion Criteria for Low-Risk
Deliveries;
4) Virtual Technologies to Link with Referral
Centre;
5)Inter-professional Teams (midwives/GPs)

Feasibility analysis includes:
1) Literature review on best practices
2) Engagement with key stakeholders through
research interviewing to develop feasibility
framework
3) Development of draft implementation plans to
be reviewed with community
4) Revision of implementation plans
5) Final document addressing the feasibility of
implementation

•
•

Month 12 – 15
Month 12 – 18

•

Month 18 – 20

•
•

Month 20 – 21
Month 22 – 24

Evaluation Measures
Project Phase
Phase One:
Iterative

•

Evaluation measures
Accuracy with which experiences of
risk around place of birth (home or

Mode of data collection
• Data gathered iteratively
throughout the project
6

Evaluation

•

away) are documented
Breadth of key stakeholder
participation

through verbal feedback and
participant surveys
• Analysis of participant groups
represented
• Oral reports
• Community surveys

Phase One: End
of Project
Evaluation

Standard evaluation measures including:
(1) Whether research objectives were
accomplished;
(2) Thoroughness (saturation) or
community participation;
(3) Community satisfaction with output
(see deliverables, below)
Additional indicators of “success” as defined
by the community will be developed
iteratively throughout the project.

Phase Two:
Feasibility
Analysis of
Building Blocks
to Sustainable
Maternity Care

•

Verisimilitude of findings with
participant experiences

•

•

Feasibility of application within current
health services contexts

•

Check and re-check with
communities,
workshopping preliminary
findings with communities
and care providers
(interviews and survey
data)
Focus groups, meetings
and discussions with local
and regional authorities in
FHNA and Island Health
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Appendix B

Knowledge Translation Objectives:
This project relies on integrated KT methodology. We have included community members and key
decision makers in our advisory committee and involved them from the beginning and throughout the
evolution of the Building Blocks project.

Objectives include clear communication of the process and findings from fieldwork (community
experiences and provider experiences), quantitative data analysis and feasibility analysis to:
a. Community citizens (knowledge producers and end-users)
b. Care providers on the North Island (knowledge producers and end-uses)
c. North Island administrators and decision makers (Island Health, First Nations Health Authority,
Ministry of Health, Joint Standing Committee on Rural Issues)
d. Research community

Knowledge broker:
I.
II.
III.

Health Director at community health centers; community representatives; key stakeholders
(community-based organizations ie. Promising Babies)
Health director in region; physician representatives
FNHA project manager

Knowledge broker defined as an intermediary (an organization or a person), that aims to develop relationships and
networks with, among, and between producers and users of knowledge by providing linkages, knowledge sources,
and in some cases knowledge itself.

KT PROCESS:
An iterative process bringing “what we heard” back to the participants (knowledge producers and endusers) with check and re-check methodology.
KT Activity
Infographics

-

Description
1-pager informative brochures made with the end-user in
mind (ie. Community-appropriate language or providerfocused language)

Audience
a, b, c

Check-ins with knowledge
brokers

-

1-on-1 meetings in person
Delivery of a 1-pager – dialogue/conversation
Email update/check in
Facebook group for Mom’s group
Facebook for nurses!

a, b, c

Community events

-

Hiring event (midwife) – according to cultural practices

a, b, c

Host symposium

-

Symposium to support of 1A communities/sites
(knowledge sharing between sites)

b, c

Conference poster/speaking
opportunities to date

-

Perinatal Services BC 2018
Quality Forum 2018
Rural Health Research Conference 2018

c, d

Publications/policy briefs

-

“Community Experiences” paper – Summer 2018
“Provider Experiences” paper – Fall 2018
Transport policy brief – Spring 2018
“Transport” paper – Late fall 2018
“Inclusion criteria in low-resource settings” – Spring 2018
(Maybe?) “Increasing Nursing Confidence” paper –
Summer 2018
(Maybe?)“Community-based process” paper – Summer
2018

c, d

c, d

Twitter

-

Updates in maternity care regionally, internationally
Progress and process and fieldwork updates

CRHR Website

-

Blog updates from fieldwork

b, c, d

Appendix C
building blocks for sustainable rural maternity care
the north island project
About the Project

We have learned from over 80 community members about
experiences of birth on the North Island. We listened to
birthing women, families and elders, as well as nurses,
physicians and health administrators.

We have made 3 trips to
North Vancouver Island
to talk with communities.
November 2016
May 2017
June 2017

We learnt from...
Fort Rupert
Gwa'sala-'Nakwaxda'xw Nation
Port Hardy Primary Health Centre
Port McNeill and District Hospital
Port McNeill Medical Clinic
Quatsino
Sacred Wolf Frienship Centre
We learnt by listening!
People came together in groups and we talked
with people one-on-one to learn about their
experiences and hear suggestions.

In Phase 1, we engaged with
community members to learn about
their experiences of birth.

Now in Phase 2, we will create a roadmap
of how to support maternity services
in the North Island.

Funding for the 2 year project is through the Joint Standing Committee on Rural Issues.
The project is being led by Jude Kornelsen in the Department of Family Practice at the
University of British Columbia and is coordinated by Kira Barwich. Jude and Kira both work in the
Centre for Rural Health Research. We are working closely with Hannah Scrivens and the Kwakwaka'wakw
Maternal Child and Family Health Project, Vancouver Island Health and community members.

Out of approximately 110 pregnancies
in the area,

deliveries occurred in

the Port McNeill hospital and 12
deliveries in the Port Hardy hospital.
(2015-2016 Perinatal Services BC data)

~10 deliveries locally
~10 deliveries out
of community

The North Island Project began with the goal of
creating a patient Decision Aid to help women
decide where they should give birth (Port McNeill
hospital or out of the community). However,
after spending time in the community speaking
with women and other community members,
it became clear that the maternity service needs
support. We worked with care providers and
others on the North Island to develop the
Building Blocks for Sustainable Rural
Maternity Care.

Another part of the project will involve
looking at the outcomes of women who
live in the North Island, no matter where
they give birth. This will help us
understand the actual number of
deliveries taking place, where they took
place and the conditions and situation
around the birth experience.

We heard from women about
the challenges they face in
having to leave the
community to give birth.
Challenges include:
- It is often difficult to arrange
transportation and becomes
challenging to travel if there
are other children in the
family.
- For many families,
it is too expensive for
partners or other family
members to travel down
the island with them, and
the whole travel experience
can make women feel very
anxious.
- Leaving the community
also means that women and
families have to find a place
to stay to wait until they go
into labour, and again for a
few days after they have had
their baby. This can be
difficult as women do not
know how long they will
need to be out of their
community.

Experiences of leaving the North Island

““

I would definitely prefer to like give birth up here
and be able to be home and comfortable, (be)cause
travelling does take a lot out of you... I had to be in [city]
for so long. (Mom)

“

Reasons for leaving the community to give birth
- Moms being unaware that they can deliver in North Island
- Being high risk
- Wanting Midwifery care
- Low confidence in the local service

““

I think there’s so many different perceptions about the doctors and nurses
and their abilities and capabilities in delivering up here, so I think that
would need to change somehow, that we have the services. If we change the
services, that’s great, but we also have to change the perception of... that people
have about safety up here, and whether that would be an option for them.
(Mom and nurse)

But definitely… you were just told… You just don’t have babies up
here. That’s just the way it is… you go down island to give birth. (Mom)

Provider experiences

“

“

I think a lot of traditions and cultures are lost because they are not even an option
and historical birthing practices are not even relevant because it’s not really
possible. Or having to go through emergency services and the stress of a hospital
that can’t deal with it. (Community health worker)

“

Now we are working on a framework for what sustainable rural maternity care in the North Island could
look like. We are creating a plan by looking at the five community- and provider-developed
“building blocks for sustainable rural maternity care”. We will continue coming back to the North
Island at every stage of the project so we can continue to work with the communities.

Increased Provider Confidence
In small communities with only a few local deliveries a year, it is difficult for care providers
to feel confident attending births because they don’t get enough experience. To understand how to
increase provider confidence, we will be doing a survey with nurses to ask them about their experiences
with labour and delivery, and what they need to feel more confident. We will also be talking with
physicians about what they need to feel more confident.
Who can stay to deliver?
Right now, many mothers are told they
have high risk pregnancies and because
of this, can’t give birth in Port McNeill.
Health care providers must be cautious
when making decisions about who
can birth on the North Island as there
is no possibility to do caesarean sections
locally if a birthing woman runs into
trouble.The safety of the mom and baby
must always come first. We will work
with specialist physicians
from the Society of Obstetricians
and Gynecologists of Canada
and local care providers to look
at what other communities
without local caesarean section
are doing to determine safe
and acceptable risk criteria.
Inter-professional Care Teams
When talking with mothers in the North Island,
we are hearing that many leave their community
for midwifery care. In this building block, we
will consider what it would look like for midwives
to practice alongside Physicians and Nurse
Practitioners in the North Island.

Timely and Reliable Patient Transport
We will be looking at the best way to transport
moms. We will talk with paramedics and
care providers in the North Island and in
Campbell River to understand what
challenges they face. We will also be talking
with moms who have been transported in
labour to better understand
how to improve the experience of
emergency transport. Together, all of
these perspectives will lead to
recommendations for emergency
transport for pregnant women.
Virtual Technologies to
Link with Referral Centre
We are working with the MOM
(Mobile Maternity care) project,
using tablet technology to link
care providers in the North Island
with specialists in Campbell River. Mobile Maternity
also allows the patient to “meet” with her out-of-town
Obstetrician using a computer monitor, video camera and
microphone. This lets the patient and specialist doctor feel as
if they were both in the same room. By talking to moms and care
providers, we will look at how we can use this technology to make
giving birth in the North Island a more comfortable option.

What would make you comfortable to give birth in the community?
If you have any further questions or feedback we would love to hear from you!
Email: kira.barwich@ubc.ca
Phone: 604-827-2544

??

?

Appendix D
Building Blocks for Sustainable Rural Maternity Care:
The North Island Project
Increased Nursing Confidence and Competence

Background
In 2016, the Centre for Rural Health Research, UBC
received funding from the Joint Standing Committee
on Rural Issues to look at what it would take to
sustain maternity care on North Vancouver Island.
Following a year of intensive fieldwork to
understand the challenges faced by rural moms,
community members and care providers in North
Vancouver Island, five “building blocks” to sustain
rural maternity care emerged. They are:
• Increased provider confidence
• Inter-professional care teams
• Timely & reliable patient transport
• Expanded inclusion criteria for low-risk deliveries
• Linkages with the referral center
Now, we are looking at what it would take to action
each of the proposed building blocks. The following
reports back on what we heard from nurses in the
North Island around increasing provider confidence.

Approach
We surveyed nursing staff (n= 15) in Port
McNeill and Port Hardy Hospital to
understand the current level of
confidence in maternity care of the
nursing staff. We then held follow-up
focus groups and interviews with the
nurses to further understand what they
would need to feel confident providing
maternity care in the North Island.

“[We need] More consistent
education based on the
North Island-Maternity
focused.”
[North Island nurse]

What We Heard
Through focus groups and interviews, nurses told us they need:
 More education: The nurses said they need consistent education that is based on the North Island and
is applicable to the rural setting. They would like regularly scheduled simulations and NRP
 Increased number of deliveries: The nurses said that to become competent and to maintain their
competency they need to attend more deliveries. They want to go to a site that has a high volume of
vaginal deliveries to get more experience.
 A midwife: The nurses would like to see the addition of a midwife to the North Island maternity team. They
said they would feel more supported and that this may increase the amount of deliveries occurring on the
North Island as many women like working with midwives.

 Surgical Back up: The nurses identified they would like an OR to feel comfortable so that the
North Island can perform emergency C-sections when needed.
Findings
from the
surveyThe
revealed
following:
 Consistent
Staffing:
nursesthe
need
consistent staffing to feel comfortable and supported.
 Reliable Transport: Many nurses have experienced delays when trying to transport a laboring
mom. The nurses want more reliable transport to feel comfortable

Would Midwifery be a
positive addition to the
North Island?

How prepared do nurses
feel to attend a birth on the
North Island?

The North Island has adequate
on-going training to do low risk
deliveries

strongly disagree
Yes

No

“We want midwives. I’d feel
a lot more supported”

prepared

not prepared

"We are doing deliveries
and we aren't trained.”

disagree
agree

“I feel that every women who
delivers here is taking a big risk. I
don't feel that we are supported
or prepared”

Next Steps
The Building Blocks project, with the support of the Kwakwaka'wakw Maternal Child Family
Health project, responded to what the nurses told us by offering Continuing Nursing Education.
To date, 10 nurses have attended a workshop on normal birth and we will continue to advocate
for more local support for the nursing staff on the North Island. Increasing confidence is tied to
having a local midwife and discussions are underway with First Nations Health Authority to
secure funding for two salaried midwives resident to the North Island.
We will be presenting these findings to the Health Authority. We have heard from the nurses
that we cannot move forward with increasing maternity services on the North Island without
concurrently working to improve the other four building blocks.

If you have any questions or feedback please contact
Hannah Chester: hannah.chester@alumni.ubc.ca or Kira Barwich: kira.barwich@ubc.ca

Appendix E
Continuing Nursing Education Report
April 23 and 24th, 2018 Port Hardy and Port McNeill, North Vancouver Island
Context
One of the ‘building blocks’ to sustain rural maternity care in the North Island that emerged through
engaging community members and care providers was the need for increased confidence and
competence in maternity care for the nurses on the North Island. We heard from many nurses in both
Port Hardy and Port McNeill of feelings of low confidence in nursing maternity skills and the concomitant
reluctance to be a part of deliveries in Port Hardy and Port McNeill. We heard this trepidation is due to
several factors including a very low volume of births (according to Island Health records there are an
average of 7 births annually in Port Hardy and Port McNeill combined) leading to a lack of experiences
afforded and a lack of training and education opportunities due, in part, to high nursing staff turnover.
We heard from several nurses that they have never been at a ‘normal vaginal birth’. We also heard from
the North Island physicians of the crucial role of nurses in the delivery team. To address what we heard
from the nurses, we arranged a one day CNE session on ‘normal physiological birth’ for the North Island
nurses.

Details
Celina Laursen, RM from Haida Gwaii and Kim Campbell, RN, RM, MN led the 2 full day sessions. Dr.
Kotaska, OBGYN from Yellowknife led a session on supporting birth in low-resource maternity
communities.

6 nurses attend the Port Hardy CNE session April 23rd, 8am – 3:00pm
3 nurses attended the Port McNeill CNE session April 24th, 8am – 3:00pm
Over 30 nurses, community members, care providers and moms attended a session around
considerations in supporting birth in small communities, led by Dr. Kotaska.

Topics included:
•
•
•
•

Deﬁning normal labor & birth
Identify clinical assessment criteria and apply to risk assessment
Labor management skills
Approaches to avoid and manage labor dystocia

Dr. Kostaka discussed the ethical, medical legal, and pragmatic considerations when supporting birth in
small communities and talked about risk, decision making, consent and outcomes in low-resource
maternity settings.

Continuing Nursing Education Report
April 23 and 24th, 2018 Port Hardy and Port McNeill, North Vancouver Island
Summary of feedback
We used an evaluation form to gauge the learning experience of participants. Full completed evaluation
forms are attached.
I am now more confident in
supporting normal
physiological birth.

Agree

Strongly Agree

Neutral

The session was
applicable to my work
context.

Agree

Strongly Agree

I am confident that I am developing the
skills and obtaining the required knowledge
from this session for normal physiological
birth.

Agree

Strongly Agree

Neutral

What would you like to see as your next step in your education in maternity care?

- More normal birth simulations

-

Witness a delivery without being required to provide care
Continuous education
More in-depth scenarios
More First Nations cultural knowledge around birth
Specifics around cord blood gasses

As part of the final project report, we will integrate the needs for continuing education specific to maternity care
expressed by the nurses on the North Island through focus groups and interviews with provincial curriculum
developed to support rural and low acuity maternity care. Recommendations will be made with respect for the
local (North Island) context.

Building Blocks for Sustainable
Rural Maternity Care

Faculty of Medicine (Vancouver Campus)
Centre for Rural Health Research
Department of Family Practice
320 – 5950 University Blvd
Vancouver, BC V6T 1Z3
Phone: 604-827-2193 | Fax: 604-827-2396
www.crhr.ca

Appendix F
Rural High Acuity Maternal Transport:
A Case Study of North Vancouver Island
Summary
A proof of concept system intervention to improve rural maternal transport and stabilize lowrisk maternity care on North Vancouver Island.
The Context
The Mt. Waddington region covers 21,157 square kilometers of northern Vancouver Island and
the adjacent mainland and is comprised of a number of isolated communities. The current
population is 11,506, and over 26% of the population identify themselves as members of the
Kwakwaka’wakw Family. The population has a high degree of social vulnerability represented
in the high rate of teen pregnancies, single parent families, alcohol consumption and death from
illicit drug use. Despite these known health disparities, these communities have less access to
health services than populations of like size in other parts of BC. Access to stable maternity
services is a key deficit in the region. Many women currently travel from their communities to
Campbell River (2.5 hours) or Courtenay/Comox (3.5 hours) to receive primary or specialist
maternity care.
In 2015-2016, 7 deliveries occurred in the Port McNeill hospital out of approximately 110
pregnancies in the population catchment (PSBC data). In comparison, twelve deliveries occurred
in Port Hardy hospital, a community that does not offer planned local deliveries. Through
funding from the Joint Standing Committee on Rural Issues, researchers from the Centre for
Rural Health Research have undertaken a community-based project with all key stakeholders to
understand the enablers of sustainable maternity care on the North Island. One of the ‘building
blocks’ of sustainable local maternity care is efficient transport for moms who may need more
resources during labor or post-partum.
The Problem
Through intensive community consultation with primary and allied care providers, we learned
that a significant concern regarding local deliveries was in regards to delayed transport thus the
risk of not being able to transfer high acuity laboring women efficiently. Local providers have
documented that this inhibits offering the option of birthing on the North Island for those
women who would otherwise meet the risk screening criteria.
Local key stakeholders have identified several root causes of delays including (1) protracted
processes of requesting emergency transport; (2) difficulty securing a receiving site, and (3)
delayed departure due to shift change. We are aware of the focus on systems issues impeding
rural transport by the Rural Transport Committee; focus on the community-level, easily address
issues may lead to a ‘quick win.’

Building Blocks for Sustainable
Rural Maternity Care

Faculty of Medicine (Vancouver Campus)
Centre for Rural Health Research
Department of Family Practice
320 – 5950 University Blvd
Vancouver, BC V6T 1Z3
Phone: 604-827-2193 | Fax: 604-827-2396
www.crhr.ca

Towards a solution
We respectfully request that the Rural Transport Committee use the North Island as a test case
to work through some of the ‘quick wins’ that would enhance rural transport efficiency, namely;
facilitating expedient departure by the EMS.
(1) The best-case return trip from the North Island to Campbell River is ~6 hours
(depending on departure site). If non-LLTO inter-facility ground transport is requested
up to 6 hours prior to shift change, it may be delayed until shift change to reduce
paramedic overtime. This has significant consequences for laboring patients as active
labour (usually ~4cm dilation) precludes transport to avoid en-route deliveries. Further,
delay in departure may lead to worsened clinical conditions.
We request a proof of concept trial of a staggered start time on the North Island to
avoid delayed local dispatch due to shift change.
There are system level implications to each request. We propose a proof-of-concept study in the
North Island to comprehensively work through the broad implications of staggered shift change
and other potential system level changes to facilitate efficient maternal transport from the North
Island. This will enhance local transport response while larger system issues are being
addressed and lead to the capacity to support more laboring women on the North Island.

Best regards,

Jude Kornelsen, PhD | Associate Professor Department of Family Practice, UBC | Co-Director, Centre for Rural Health Research | Director Applied Policy Research Unit | 3rd Floor
David Strangway Building 5950 University Boulevard Vancouver, British Columbia CANADA V6T 1Z3 P. 250-653-4325 www.crhr.ca

Appendix G
Building Blocks for Sustainable Rural Maternity Care – Risk Screening Evidence Review
As part of the Building Blocks for Sustainable Rural Maternity Care project, we searched for literature and
clinical guidelines that might help inform the process of developing inclusion/exclusion criteria for planned
deliveries on the north island. We found literature describing the risk screening practices from communities
in Nunavut, New Mexico, Australia, and Scotland. We also heard directly from health care providers in Haida
Gwaii and the Northwest Territories.
 In communities that provide intrapartum care with no local Caesarean section (NLCS), risk screening for
planned deliveries is a highly localized and contextual process. No published clinical guidelines were found
that specifically addressed maternal risk screening for women planning delivery in a rural NLCS community.
 A low-risk pregnant woman is broadly defined as having no current pregnancy complications, no medical
conditions that increase risk of complications, no complications in any prior pregnancies and deliveries, no
known fetal anomalies, and delivering at term. Well-managed medical conditions may be considered for
rural NLCS delivery, which are generally defined at the community level.
 The importance of maintaining the ability to assess each patient’s situation within the local context was
apparent in both the literature and in conversations with other NLCS communities. Any type of risk
screening or inclusion/exclusion criteria that is developed for the north island, or for NLCS communities in
general, should remain broad enough for care providers to make an individual decision for each case.
 Careful risk screening was reported to be on ongoing process, and a key factor in the ability to have a
successful rural delivery service.6,12 Some communities reported the use of interdisciplinary perinatal
committees, including family physicians, nurses, midwives and/or referral community obstetricians, who
together make a decision on appropriateness of local delivery for each patient case.3,12
 True incidence of emergencies in lower-resource settings are not well known, but we do know that the
likelihood of a low-risk birthing woman to develop an urgent complication in labour is very low.
o
A large cohort study in the UK found the risk of adverse outcome to be very low in all settings,
among healthy women with low risk pregnancies.1 Subsequent analysis estimated the requirement
of an urgent Caesarean section for a low-risk woman due to “immediate threat to the life of the
mother or fetus” would be less than 4 in 1000.10
o A Cochrane review which discussed serious complications among low-risk women planning home
birth suggested rates as low as 1 in 10,000 for placental abruption and cord prolapse, and that
complications such a shoulder dystocia and plummeting fetal heartrate could often be managed
with conservative measures and manoeuvres which could be performed in any setting.9
 UK clinical guidelines for intrapartum care recommend non-hospital birth units for low-risk women, which
do not have immediate access to operative delivery and can include rural birth centres in NLCS communities.
This reflects not only the low likelihood of adverse outcome among low risk women, but known benefits for
women giving birth in non-obstetrical settings: higher likelihood of spontaneous vaginal birth, lower
likelihood of interventions, and higher rates of breastfeeding.8

 Women in NLCS communities do sometimes require intrapartum transfer. Most transfers, however, were
reported as non-urgent. The most commonly reported reason of transfer was for prolonged first stage of
labour. Emergent transfers were found to be uncommon.1,5,6,10
 Nulliparous women are recognized as having an increased incidence of CS and an increased likelihood of
requiring intrapartum transfer from community settings to hospital with operative delivery, when compared
to multiparous women. However, a large cohort study in the UK showed no difference in outcomes for
nulliparous women who plan their births in midwifery-led maternity units compared to those who plan their
births in hospital obstetrical units with operative delivery1. Subsequent analysis of the UK data confirmed
these findings and that transfer times from freestanding midwifery units, including rural locations, did not
increase negative outcomes.2,10Evidence from other NLCS communities is similar.4 This suggests there is no
additional risk imparted by need of transfer.
 No NLCS communities found in the literature, or that we talked to directly, excluded nulliparous women
from local delivery for that reason alone.
Examples of NLCS communities from the literature:
 The region of Nunavik in northern Quebec has a successful primary maternity service run by midwives and
GP’s without any local Caesarean section since 1986. Over 86% of local women remained in the region to
deliver between 2000-2007. Mortality rates are on par with Canadian averages. This population is notably
higher risk in general, with elevated rates of substance use and socioeconomic challenges. Ultrasound access
is limited. Transfer time to the closest tertiary center in Montreal is up to 8 hours.3,12,13
 A rural community hospital in New Mexico, led by GP’s and nurse-midwives, does 65% of deliveries from the
local population. Effective perinatal screening was reported as the primary factor behind the success of their
service. A review of obstetrical emergencies and urgent transfers showed there was no negative impact by
the lack of on-site surgery and transfer time, and perinatal mortality was comparable to national averages.
Travel time to center with operative delivery is 30 minutes.6
 Rural primary maternity units in Australia host between approximately half to two-thirds of local women’s
deliveries, with average volume of about 59 births/year. Comparisons of outcomes between rural units and
tertiary units showed higher likelihood of spontaneous vaginal birth with fewer interventions for the rural
units, with no significant difference in post-partum hemorrhage and good neonatal outcomes. Centers with
operative delivery are up to 75 minutes away, and the intrapartum transfer rate was reported at 13.2%.4,5,7
 In rural Scotland, rural freestanding midwifery units deliver approximately half of local women assessed at
low-risk at the outset of pregnancy. Higher rates of intrapartum transfers for nulliparous women at these
units were not found to result in any increase in negative outcomes. Centers with operative delivery are up
to 60 miles away by ground, and the intrapartum transfer rate was reported at 9%.2,10,11
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Appendix H

Sustaining Care for Moms,
Babies and Families Through
the Childbearing Year
The Mt. Waddington region covers 21,157 square kilometers of northern
Vancouver Island and the adjacent mainland is comprised of a number of isolated
communities. The current population is 11,506 and over 26% of the population
identify themselves as members of the Kwakwaka’wakw Family. The population
has a high degree of social vulnerability represented by high rates of teen
pregnancies, single parent families, alcohol consumption and death from illicit
drug use.
Despite these known health disparities, these communities have less access to
health services than populations of comparable size in other parts of BC. Many
women currently travel from their communities to Campbell River (2.5 hours) or
Courtenay/Comox (3.5 hours) to receive primary or specialist maternity care.
Research has shown that the correlation between distance to care and compromised outcomes is significant for both the mother and her newborn.
Additionally, the social costs of leaving the community to birth for women, their
families, and communities are severe, and are an ongoing concern of these
communities. Access to stable health services in the childbearing year has become
a mandate for residents of the North Island, Island Health Authority and the First
Nations Health Authority. This interest and support has given rise to a series of
projects on the North Island intended to address service deficits. The projects are
mutually supportive and together provide wrap-around care for childbearing
women and their families throughout the childbearing year and beyond. The
following is a brief description of four projects and their relationship to the larger
goal of providing maternal-child health care.

North Vancouver Island

Kwakwaka’wakw Maternal,
Child & Family Health Project

Focus: Prenatal and post-partum care for women from the North Island, regardless of
where care is received
Description: The Kwakwaka’wakw Maternal, Child & Family Health Project is a partnership
between First Nations Health Authority and Island Health and is funded through the Joint
Project Board funding. The project works in collaboration with communities and various
service providers with a goal of supporting maternity care that is closer to home,
culturally safe, trauma-informed and women- and family-centred.
The overall aim is for all Indigenous women and families who are pregnant in North
Vancouver Island to have access to a single, coordinated maternal, child and family health
program. Care will be provided by a collaborative “teamlet” that includes a physician
and/or midwife, nurse and health coach as well as other supports that may include nurse
practitioners, traditional healers and doulas.
The project started in December 2015.

Pathways to Healing Partnerships

Focus: Intensive, trauma-informed care for parent-child dyads
Description: Pathways to Healing Partnership (PTHP), funded by Children’s Health
Foundation of Vancouver Island and Island Health, with contribution from MCFD, is a
North Island trauma intervention demonstration project that utilizes an innovative
attachment-neuroscience lens with mothers who are addicted and their babies, as well as
families who have suffered significant adversity. PTHP is an early intervention program for
children under the age of twelve (some of their clients are unborn babies), who have
suffered chronic trauma, chaos, adversity and/or neglect. PTHP works with the entire
family system (both children and caregivers), in educating a support network to better
understand their current functioning and needs.

Building Blocks to Sustainable
Rural Maternity Care
(The North Island Project)
Focus: Stabilizing local access to labor and delivery services for low-risk women on the
North Island
Description: The Building Blocks project is a collaboration between the First Nations
Health Authority and the Centre for Rural Health Research (UBC), and is funded through
the Joint Standing Committee on Rural Issues since March 2017. The project is community-focused and grounded in responding to the needs, experiences and insights of
community members with an interest in maternity care. Following in-depth community
and care provider engagement and listening, Building Blocks developed a framework to
support intrapartum care (labor and delivery) on the North Island. A feasibility analysis
is currently being done to inform how each block may look on the North Island and the
resources needed to support it. The building blocks to sustainable rural maternity care
include:
(1) Timely and reliable patient transport;
(2) Expanded inclusion criteria for low-risk deliveries;
(3) Increased provider confidence;
(4) Virtual technologies to link with referral centre and
(5) Inter-professional care teams.

Pregnancy Outreach Program
Focus: Providing comprehensive support during pregnancies for childbearing women
and families
Description: The Pregnancy Outreach Program is in its early stages of creating an
inviting, comfortable and culturally safe drop-in space open to all pregnant women,
parents and families. This involves access to practical supports like a phone, a computer
with a printer, washers and dryers and also reproductive health care supports such as
contraceptive care. The Coordinator will be able to provide supervised visitation
support, so parents can meet with children who are in Ministry care. There will be
educational and self-care activities scheduled to learn about rights and processes of
MCFD involvement and talk about healthy relationships. Program staff will be hired
locally and continue to receive ongoing training.

Hanna Scrivens
Project Manager, Kwakwaka’wakw Maternal
Child and Family Health Project
Hanna.Scrivens@fnha.ca

Jane Worton
Consultant, Pregnancy Outreach Program
jworton@queenswoodconsulting.com

Jan Ferrence
Director, Pathways to Healing Parnership
jan@cvcda.ca

Kira Barwich
Coordinator, Building Blocks
to Sustainable Rural Maternity Care
kira.barwich@ubc.ca

Appendix I

BRINGING TOGETHER KEY STAKEHOLDERS FROM
LOW-RESOURCE RURAL MATERNITY SERVICES:
A Proposal for An Invitation Meeting

Background
The First Nations Health Authority received funding from the Joint Standing Committee on
Rural Issues in March 2017 to develop a decision aid for choice in place of birth for rural women
from primary maternity care (no cesarean section) communities, focusing on the Kwakwaka'wakw
territory on North Vancouver Island. After preliminary fieldwork on the North Island, the research
team recognized that the volume of births in the designated site (Port McNeill) did not give rise to a
sustainable service,* one of the largest obstacles being lack of practice volume afforded to care
providers (primarily nurses). In consultation with local key-stakeholders, the research team decided
that the urgency of ‘going up-stream’ to consider system supports of low-resource birthing services
was a higher priority. With permission from the JSC in May, 2017, the project re-focused on
‘Building Blocks’ for sustainable rural maternity care (see appendix A), built around a feasibility
analysis of how to achieve (1) increased confidence of providers, (2) efficient access to emergency
transport, (3) appropriate inclusion criteria for low-risk deliveries, (4) virtual linkages with specialists
in referral communities and (5) interprofessional models of care (GP-Midwife). The feasibility
analysis is currently underway and will yield a productive framework for sustainable services in the
North Island.

To enhance our understanding of effective models for primary maternity care communities,
we completed an environmental scan of all other communities in BC offering maternity care
without local access to cesarean section. There are currently 5 such communities (Port McNeill,
Haida Gwaii, Hazelton, Salt Spring Island and Invermere), down from over 25 in 2000 (ref), with
population ranges from ~3000 (Invermere) to over 10,000 (Salt Spring Island) with between 22 – 35
local deliveries/year. In all communities aside from Port McNeill, a midwife either works in solo
practice (Salt Spring, Haida Gwaii and Hazelton) or with local GPs (Invermere) to provide maternity
care. In four of the five communities, level of sustainability was judged to be ‘not sustainable’, with
one community noting that after five years, sustainability was in sight.
Current Opportunity
The desire to learn about challenges, solutions and models of care in other primary
maternity care communities was common to all of the key-stakeholder providers we spoke to. Each
asked how other communities organized funding models, dealt with sustainability in the face of low
volume, managed Continuing Professional Development, maintained nursing competence and
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confidence and mitigated challenges with transport when required, giving rise to common themes
of concern to birth without local access to cesarean section.
Request
We would like to bring 4 key-stakeholders from each rural primary maternity care
community together (n = 20) for an invitational meeting to discuss common challenges and
solutions to sustainable care. We propose representatives from each community include a
physician, midwife, nurse and health care administrator. Although we prioritize honoring rural
location, efficiency and cost make Vancouver a sensible meeting location.
Anticipated Output and Benefit
Outputs of the meeting will include proceedings detailing thematic challenges and solutions
to providing maternity care in low-resource settings and community-identified system interventions
necessary to sustain these communities. We anticipate making these proceedings available to the
Health Authorities and Ministry of Health as they continue to plan rural maternity services.
Bringing key-stakeholders from rural maternity services together will foster learning across
rural settings and potentially lead to the creation of a community of practice for care providers
faced with like circumstances.

Attachments:
Budget
Revised proposal to JSC
Building Blocks project update to communities

*

In 2015-2016, 7 deliveries occurred in the Port McNeill hospital out of approximately 110 pregnancies in the
population catchment (PSBC data). In comparison, twelve deliveries occurred in Port Hardy Hospital, a community that
does not offer planned local deliveries. Although research evidence does not attribute a correlation between procedural
**
volume and outcomes in maternity care, there is a known correlation between low-volume and provider
sustainability.
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BUILDING BLOCKS TO SUSTAINABLE RURAL MATERNITY CARE
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The North Island Project

Jude Kornelsen, PhD and Kira Barw1Ch, MSc, Centre for Rural Health Research, Department of Family Practice USC

ACTIONING LOCAL CARE

ATTRITITION OF RURAL MATERNITY CARE
We are currently witnessing adverse ovtcomes due to the
ongoing closure.s or downgrading of rural health services in
British Columbia, Canada and Internationally.l
In BC alone, close to 25 rural maternity servkes have
dosed since 2000, and many more are in a sustainability•
threatening cr isis.: This is reflected in other rural
jurisdictions across Canada and lntemationauy.i

FoJlowin.g a year of intensive fieldwork to understand the challenges faced by rural
moms, community members and care providers in North Vancouver Island, we
looked at how to action each of the proposed building blocks for sustainable care.
Timely & Reliable Patient Transport
We are looking at the best way to transpon moms and how to improve
• the experience of emergency transport by understanding challenges
� moms, care providers and key stakeholders are facing for safe and
efficient transport.

The loss of local services and related need for women
and families to travel has re-sulte<t in poorer maternat
newborn health outcomes. c
There- are social challenges related to leaving the
community including dissociation from family ties and
larger community social supp-orts}'
There i.s a policy gap between rural maternity service
need and system interventions to support sustainable
services.:

Inter-Professional Care Teams
rn this feasibility analysis, we consider what it would look like for
midwives to practice alongside Physicians and Nurse Practitioners in the
North Island by learning from other successful inter-professional
matemity care teams in rural settings, such as Haida Gwaii.

THE CASE OF NORTH VANCOUVER ISLAND
Need for Sustainable Care
Over the past 5 years, there were an average of 103•
pregnancies in North Vancouver Island, with an average of 3
i
del veries at Port Hardy hospital and 4 at Port McNeil! hospital.
The majority of mothers left their community to deliver at
hospitals in Campbell River, Comox or elsewhere in B C .
•-!=• =1 "'-dodo&-,¢ �;,cb
Importance of a Community•Driven Process
i
We worked collaborat vety with communities on the North
Island to ensure local voices were represente-d.
i
Interv ews and focus groups (n=80)
Strong advisory committee (community repreientatives,
Health Authority and health professionals}
Regular community updates (infographics, brochures and in..
person discussions)

Increased Provider Competence & Confidence
ln small communities with only a few focal deliveries a year, it is difficult
for care providers to feel confident attending births because of a low
- volume of births and a lack of experience and training opportunities. This
feasibility analysis includes surveys and focus groups with nursin,g .staff
and f"ilitition of relevant maternity ,are edu,ation opportunitie.s
Expanded lndusioo Criteria for low-risk Deliveries
Deciding appropriate exclusion criteria for local delivery requires
consideration of clinical and social risks- of both staying and leaving.
• This analysis includes a review of existing policies and guidelines used by
� other rural communities and a working session with local care providers
and specialist obstetricians to look at criteria that make sense at a local
level.
Virtual Links with Referral Centre
We are using tablet technotogy to link care providers in the North Island
with specialists in Campbell River.
,
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What We learned
Birthing moms suggested the following reasons for leaving the community to give birth:
low confidence in local maternity care;
a desire for midwifery care;
"W e stayedi n ohotef. ltwos, well1
• being considered high ri.sk; and
cMn'f really lilce it It was for owoy from
• a lack of awareness that they can give birth in the North Island.
home . And, Ijustfeft lonely. My
husband was at WOlt, he was working
i
up ot {focotion}. He didn't get to meet
Moms spoke of the challenges travelling for maternity care includ ng:
our daughter umil she was obout o
difficulties making arrangements for accommodation and tfansp-ort;
week
old, when hefinally was done 11;s
financial cost; and
job, beca/JSe they wouldn't allow him to
experiences of loneliness, anxietV and a lack of suppor t .
leave... {NOl"ftl island Mom)
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"So, if, had the option I would hove
scoyed, but because they (core providers]

were scored_ they didn't wont to risk it.•

(North Island Mom)
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Research Coordinator, Centre
for Rural Health Research,
DFP, UBC

Co-Director, Centre for
Rural Health Research,
DFP, UBC.

Consider the applicability to other rural communities in BC

Discuss the development and implementation of ‘Building Blocks to
Sustainable Maternity Care”

Describe the community-based process in the Kwakwaka’wakw
territory, North Vancouver Island, to determine local priorities for
maternity care

Reflect on the state of rural maternity care in BC

Objectives

Kira Barwick, MSc

Jude Kornelsen, PhD

SUPPORTING 1A SERVICES

BUILDING BLOCKS TO SUSTAINABLE
RURAL MATERNITY CARE:
Canada Health Act

• Recognized that maternity care services in rural BC could
be negatively impacted by regionalization;
• suggested expanding the function of general practitioners
to make more services including perinatal surgery,
available.

‘STANDARDS OF ACCESSIBILITY’
(BC MINISTRY OF HEALTH SERVICES AND HEALTH PLANNING 2002):

“[M]edically necessary services must be provided in, or as near to,
the patient’s place of residence as is consistent with quality and costeffective health care”
(B.C. Royal Commission on Health Care and Costs 1991: A-6).

‘THE ROYAL COMMISSION ON HEALTH CARE AND COSTS’
(THE SEATON REPORT 1991):

‘Closer to Home’

[Canada Health Act, 1984, c-6, s-3]

“To protect, promote and restore the physical and mental wellbeing of residents of Canada and to facilitate reasonable access
to health services without financial or other barriers.”

nThe SOGC strongly supports and promotes the return of birth to
rural and remote communities for women at low risk of
complications. Training and protocols need to be established to
ensure proper identification of women with low-risk pregnancies.”

Returning Birth to Aboriginal, Rural and
Remote Communities Policy Statement (SOGC)

• ‘Women who live in rural and remote areas want highquality maternity care as close to home as possible.’
(p23)

• ‘All British Columbians requiring maternity care will have
timely, local access to a primary maternity provider or
network.’ (p20)

PRIMARY AND COMMUNITY CARE IN BC: A STRATEGIC
POLICY FRAMEWORK

CROSS SECTOR POLICY DISCUSSION PAPER 2015

Prioritizing Primary Maternity Care

Appendix K
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• 158 articles included from Canada, Australia,
United States, Norway, Sweden, Scotland, New
Zealand, France, Germany, England,
Netherlands, Iceland, Italy.

• Realist Review methodology (Pawson)

1. What is the relative safety of rural maternity
health services without local access to
caesarean section?
2. Is it safer for a rural population to have no local
intrapartum services, or primary maternity
services?

REVIEW QUESTIONS:

Building the evidence

+
Comprehensive
Risk Screening

+

Effective
Emergency
Transport

Focus on resources for
prenatal period, continuity of
care

Support providers in low
resource communities within
a regional network of care

Determine an evidence-base
for provision of services

We haven’t paid enough attention to communities
without local cesarean section services.

SSecond key message from the data:

Networks of
Provider
support

First key message from the data:

=

Safe rural
maternity care

Focus on resources for
prenatal period, continuity of
care

BMC Health Services Research 2015, 15:410

Support providers in low
resource communities within
a regional network of care

Determine an evidence-base
for provision of services

We haven’t paid enough attention to communities
without local cesarean section services.

SSecond key message from the data:
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• Kwakwaka’wakw region
covers 21,157 square
kilometers of northern
Vancouver Island and
adjacent mainland;
comprised of a number of
isolated communities
• The current population is
11,506, and over 26% of the
population identify
themselves as members of
the Kwakwaka’wakw Family.
• One designated maternity
site (Port McNeill)

Kwakwaka’wakw Territory (North
Vancouver Island )

RECCOMENDATIONS:
Phase 1: Introduce two
community midwives
into the NI and build
local capacity for
maternity care;
Phase 2: Foster an
active midwifery-led
birthing service for the
NI; and
Phase 3: Introduce
local cesarean section
services to the NI,
subject to feasibility.

Port McNeill Hospital

Port Hardy Hospital

Kwakwaka’wakw Territory (North
Vancouver Island )

• The population has a high degree of social vulnerability
represented in the high rate of teen pregnancies, single
parent families, alcohol consumption and death from illicit
drug use.
• Despite these known health disparities,, these communities
have less access to health services than populations of like size
in other parts of BC.
• Many women currently travel from the their communities to
Campbell River (2.5 hours) or Courtenay/Comox (3.5 hours)
to receive primary or specialist maternity care

Kwakwaka’wakw Territory (North
Vancouver Island )
Interviews and focus groups (n=80)
Strong advisory committee
Regular community updates
Commitment to OCAP

4 Community Engagement Trips:
• May 2017
• June 2017
• October 2017
• November 2017

Gwa’sala-Nakwaxda’xw Nation
Sacred Wolf Friendship Centre
Fort Rupert
Quatsino

Community-Driven Process

•
•
•
•

Community-Driven Process

Sointula

Port Hardy
Alert Bay
Port McNeill

14.6

5.8

37.4

St. Joseph’s
General
Hospital

35.8

Campbell
River
Hospital

3

Port Hardy
Hospital

4.4

Port McNeill
Hospital

~ 10 deliveries locally
~ 10 deliveries out of
community

•
•
•
•

low confidence in local maternity care
a desire for midwifery care
being considered high risk
a lack of awareness that they can give birth in the North
Island

Birthing moms suggested the following reasons for leaving the
community to give birth:

Women’s Experiences: Travelling for Birth

Nanaimo
Regional
General
Hospital

Vancouver
General
Hospital

Where NI Moms Deliver:

Out of 103 pregnancies a year in North
Vancouver Island, there are an average of 3
deliveries at Port Hardy hospital and 4 at
Port McNeill hospital.

Current Situation

•
•
•
•

Uncomfortable
Inconvenient
Expensive
Inclement weather conditions

A sense of safety (OR, confident
providers)

Often, these positive experiences led to
a referral pattern.

•

Not all respondents had negative
experiences, positive experiences in
referral communities include:

Women’s Experiences: Transport

Moms spoke of the challenges travelling
for care.
•
Arranging accommodation and
transport
•
Cost
•
Experiences of loneliness, anxiety
and a lack of support

Women’s Experiences: Travelling for Birth

•
•
•
•

Desire for local birth
Family and community supports
Narrative of local birth
Concerns with local birth

Local Birth

To go down, it was alright but it was really bumpy and stuff and my
stomach was hurting. On the way back, because I was having a Csection, I tried to stay in the front of the bus so it wasn’t so bouncy, and
yeah it hurt a lot. It was bouncy, and [the driver] was stopping places,
he was braking… And plus it was hard to carry, you know, all your
luggage and stuff that you’re needing, and supplies for the baby,
supplies for yourself, and then your partner too.
– North Island Mom

Women’s Experiences: Transport

• Low confidence of care providers
• Low-resource setting
• High turnover of nurses
• No OR
• No access to epidural

But in a perfect world, if we had births here, we’d have family around.
There may be a doula there. There may be some of the, the family, the
very support people need… Who are there, and who are visiting in the
hospital before, during labour, afterwards. And the hospital staff will
know who some of the support people are. The Ministry will know who
some of the support people are. - North Island Mom

I actually believe that if we had just in our community
alone three or four good births, where people had folks
around and then they shared those stories… Everybody
would come running.
- North Island Mom

Strong historical birth narrative
Common current birth narratives include:
•
Fear of birth
•
Lack of safety

Concerns with Local Birth

•
•

Narrative of Local Birth

Family and Community Supports

It would be really nice to stay home and not have to go down
and… just being away from home and not in your
environment and you’re nesting, but you don’t have your
nest. – North Island Mom

Desire for Local Birth
• Well supported local care
• Culturally appropriate safe care
• Midwifery
• Confidence in local care providers

What Moms Want

ŝƌĞĐƚŝǀĞηϳ͗&ƵŶĐƚŝŽŶĂƚĂ,ŝŐŚ
Operational Standard

ŝƌĞĐƚŝǀĞηϲ͗ĞtŝƚŚŽƵƚWƌĞũƵĚŝĐĞƚŽ
First Nations Interests

ŝƌĞĐƚŝǀĞηϱ͗ĞǀĞůŽƉ,ƵŵĂŶĂŶĚ
Economic Capacity

ŝƌĞĐƚŝǀĞηϰ͗&ŽƐƚĞƌDĞĂŶŝŶŐĨƵů
Collaboration and Partnership

ŝƌĞĐƚŝǀĞηϯ͗/ŵƉƌŽǀĞ^ĞƌǀŝĐĞƐ

ŝƌĞĐƚŝǀĞηϮ͗/ŶĐƌĞĂƐĞ&ŝƌƐƚEĂƚŝŽŶƐ
Decision-Making and Control

ŝƌĞĐƚŝǀĞηϭ͗ŽŵŵƵŶŝƚǇ-Driven,
Nation-Based

Building Blocks to Sustainable
Rural Maternity Care

• ‘Ground up’ articulation of provider needs for sustainability
• North Island physician reference group
• Regular extended meetings (Support from Kwakwaka’wakw
Maternal Child Family Health project, Divisions of Family
Practice and Facilities Engagement funding)

• Have secured funding through FNHA Joint Project Board
funding to hire 2 midwives (Spring 2018)
• Will work in a collaborative shared care model with local
physicians

Interprofessional Care Teams

• Findings from community field work indicated a strong desire
for midwifery care on the North Island (many women were
leaving to seek out such care);
• Previous experiences of midwives starting practice
• Challenge of low volume in a course of care billing model
• Some physicians wish to remain involved
• Developed local model & draft job description

Interprofessional Care Teams

Focus groups revealed concern of local nurses regarding on-site
deliveries due to:
• Low volume (lack of maintenance of skills)
• Lack of previous experience with deliveries
• Concerns regarding transport to referral centre should it
be necessary and
• Vulnerability of the population

Increased Provider Confidence

Lead by Hannah Chester, UNBC Medical Student
Focus groups revealed concern of local nurses regarding on-site
deliveries due to:
• Low volume (lack of maintenance of skills)
• Lack of previous experience with deliveries
• Concerns regarding transport to referral centre should it
be necessary and
• Vulnerability of the population

Increased Provider Confidence

Screening process is highly localized and developed within the
community context
local resources, patient population, provider skills, remoteness
use of multidisciplinary decision-making panels or committees

No published clinical guidelines were found that specifically apply
to risk screening for planned delivery in rural communities without
local Caesarean section

E
Expanded
Inclusion Criteria for Local
Deliveries
D

Krista Loewen in Alert Bay BC

• Led by Krista Loewen, UBCO Medical Student
• Literature review looking for existing guidelines on
appropriate criteria for local delivery/outcomes studies
• Consolidated local community experience

E
Expanded
Inclusion Criteria for Local
Deliveries
D

• Building Block discussion led by Dr. Andrew Kotaska (OBGYN
Yellowknife) regarding locally appropriate criteria (March 5th)

E
Expanded
Inclusion Criteria for Local
Deliveries
D

• *We anticipate the NI MW will alleviate some of the
transport challenges

PLANNED ACTIVITIES:
• Meeting between North Island providers/paramedics to
discuss transport challenges
• Meeting with Campbell River specialists (pediatricians/Obs)
to discuss optimal integration
• Policy brief to Access and Flow Rural Transport subcommittee regarding addressing the NI transport challenges

Timely and Reliable Patient Transport

Concerns regarding timely intrapartum transport
• ‘4 cm cutoff’
• Communication between rural sites and PTN
• Weather/geography
• Referral site refusal
• Transport escort & staff shortage
• Shift change
• Time concerns

Timely and Reliable Patient Transport

• Consultations range from booked, elective tele-video
appointments to urgent bed-side assessments in hospital, clinic or
at home.
• Improved shared care of high-risk pregnancies to reduce patient
travel to see a specialist, and, in less common situations, support
for precipitous deliveries in communities without a local maternity
care program.

The MObile Maternity Project (MOM)

• Less that 4% of OBGYN’s practice in communities with
populations less than 25,000
• Creates +++ vulnerability for rural providers
• MOM project
• pilot initiative to increase primary health care capacity and
improve patient and population outcomes by providing a
specialist obstetrics telehealth service
• Allows the patient to “meet” with her out-of-town specialist
using a computer monitor, video camera and microphone;
• Facilitates 3-way conversation between specialist, GP and
patient/family
• ’MOMI Rounds’ (distributed and synchronous CME)

Virtual Technology Link with
Referral Centre

Need for system support

Importance of community-driven processes

Importance of simultaneous development of all building blocks

Overarching Principles

Care Provider Support
Next Steps

Next Steps

Next Steps
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