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Abstract
This qualitative study aimed to understand, document and analyze system supports needed 
to sustain rural maternity care in communities without local access to Caesarean section. 
In-depth interviews and focus groups with 58 healthcare providers and administrators from 
rural British Columbia were conducted in 2017/2018. Themes from the data led to the  
development of five systems interventions necessary to stabilize local maternity care:  
(1) building nursing confidence; (2) supporting interprofessional teams; (3) efficient transport 
to referral sites; (4) clear inclusion criteria for local deliveries; and (5) enhanced relationships 
with referral centres.
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Résumé
Cette étude qualitative vise à comprendre, documenter et analyser les systèmes de soutien 
nécessaires pour maintenir les soins de maternité en milieu rural dans les communautés sans 
accès local à la césarienne. Des entrevues approfondies et des groupes de discussion réunissant 
58 administrateurs et fournisseurs de soins, provenant de régions rurales en Colombie-
Britannique, ont été menés en 2017 et 2018. Les thèmes issus des données ont mené au 
développement de cinq interventions systémiques nécessaires pour stabiliser les soins de 
maternité locaux : (1) renforcer la confiance des infirmières, (2) soutenir les équipes interpro-
fessionnelles, (3) assurer un transport efficace vers les sites de services, (4) établir des critères 
d’inclusion clairs pour les accouchements locaux, et (5) améliorer les relations avec les  
services centraux.

Introduction
The centralization of healthcare in British Columbia (BC) over the past 20 years has resulted 
in the closure of many maternity services, especially in rural settings with low birth num-
bers (Hutcheon et al. 2017). When hospitals close or stop offering intrapartum services, 
childbearing people need to leave their communities to give birth and may experience stress 
associated with the social, psychological and financial consequences of leaving their home 
communities (Grzybowski et al. 2007; Kornelsen et al. 2011). 

The maternity care needs of rural childbearing people, their families and communities 
have been well documented across Canada, including the necessity to access safe care  
as close to home as possible (BC Ministry of  Health 2022, 2015; Canada Health Act 1985; 
Seaton 1991; SOGC 2010). There is consolidated evidence on the health, psycho-social 
and cultural consequences of not providing this care. The Canadian policy context, start-
ing with the Canada Health Act (1985) and including province-specific issuances such as 
the Royal Commission on Healthcare and Costs (Seaton 1991) and successive provincial 
ministry of health service plans (Alberta Health Services 2012; BC Ministry of  Health 
2022; Government of  New Brunswick 2008; Government of  Saskatchewan 2015) empha-
size the need for such care. Moreover, our national obstetrical organization, the Society 
of  Obstetricians and Gynecologists of  Canada (SOGC), endorses this through two policy 
statements: “Returning Birth to Rural, Remote and Aboriginal Communities” (SOGC 2010) 
and the “Joint Position Paper on Rural Maternity Care” (Miller et al. 2012). More recently, 
both the national Truth and Reconciliation Commission of  Canada (2015) and Canada’s 
commitment to the United Nations Declaration on the Rights of  Indigenous Peoples (2007) 
have paved the way for actioning local birth as a cultural mandate and a part of the reconcili-
ation process. Within this supportive policy context and clear articulation of community 
desire, however, there remains a gap: understanding the system supports needed to sustain 
local care providers.

In order to address this gap, a two-year project undertaken in BC aimed to under-
stand, document and analyze the system supports needed to sustain rural maternity care in 
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communities without local access to Caesarean section. Groundwork was done to understand 
and document the needs of birthers and their families. Once this foundation was established, 
system supports necessary to actualize the local care desired by the community were identi-
fied by care providers. While intensive work was done in a focal study community, the third 
phase involved engagement with all provincial sites without local access to Caesarean section 
through telephone interviews and a provincial symposium. This project was built on existing 
evidence gathered between 2009 and 2016 (Table 1). 

TABLE 1. Data sources that informed the building blocks to sustainable rural maternity care

Description Output/Source Year Reference

The need for local maternity care in 
the study community

Report based on community 
consultation

November 
2008–July 2009

Grzybowski et al. 
2009a

Primary evidence derived from BC – 
and Canada – on the safety of rural 
maternity care without local access to 
Caesarean section

Peer-reviewed publications, based on 
analysis of provincial perinatal data

2011
2015

Grzybowski et al. 
2011, 2015

A metric for determining the 
appropriate level of maternity services 
in rural settings and indications for 
health system planning 

Peer-reviewed publications 2005
2009 
2010
2016

Grzybowski et al.  
2009b, 2016; 
Kornelsen and 
Grzybowski 2005; 
Kornelsen and 
Grzybowski 2010

Systematic realist review on the safety 
of maternity services without local 
access to Caesarean section

Report commissioned by the BC 
Ministry of  Health and Perinatal 
Services, BC

2015 Kornelsen and 
McCartney 2015b

Systematic realist review on models 
of distributed maternity care for 
Indigenous communities

Report commissioned by the First 
Nations Health Authority

2015 Kornelsen and 
McCartney 2015a

Understanding how to better support rural maternity services is understood in the  
context of current cross-jurisdictional political priorities, such as a focus on team-based pri-
mary care to achieve seamless patient care. This commitment to interprofessional practice 
(IPC) reflects the growing international literature on the relationship between teamwork  
and optimal outcomes (Cornthwaite et al. 2013; Raab et al. 2013; Siassakos et al. 2013). 
This is particularly crucial in low-volume isolated communities that are supported by a  
generalist skill set and require close professional collaboration to mitigate the tyranny of  
distance to specialized care. Interprofessional collaboration must be understood on a con-
tinuum from collegial relationships between healthcare professionals co-existing in a defined 
geography and extending to fully integrated practice and a shared patient load (Reeves  
et al. 2018). 

Current rural maternity service delivery indicates that sustainable care is not a prob-
lem unique to low-resource sites. Challenges are felt across the continuum, including at 
regional referral centres burdened with additional volume due to closures at smaller sites. 
Interventions to sustain a system of maternity care must be understood and applied at all 
levels of care to mitigate the “domino effect” that the closure of small sites has on the larger 
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ones. This requires a jurisdictional, evidence-informed approach to planning services within 
a framework of iterative evaluation to “course correct,” should it be necessary. One-off solu-
tions to quell the impact of local closures without appreciation of the interconnectedness of 
system parts will not offer a robust solution. Results from this work provide a starting point 
for this larger discussion in many jurisdictions struggling with maintaining local access to 
maternity care.

Background to Current Study
The study focused on a cluster of small communities (population <1,000–4,434) over  
21,157 km2 of  North Vancouver Island, BC. The two largest centres in the region account 
for approximately 77.3% of the population, and 31.2% of the population identify as 
Indigenous (Statistics Canada 2017). There were two hospitals in the region with 24/7 
emergency coverage: one of the hospitals supported low-risk, vaginal deliveries, although the 
service supported less than five annual deliveries during 2012–2017 out of an annual birthing 
population of ~115 over the same time frame. The hospital with undesignated maternity  
services supported 5–10 annual deliveries during this time. No midwives were practising in 
the community at the time of data collection.

The birth rate in the study region was substantially higher than the provincial average: 
between 2011 and 2015, there were on average 78.2 births per 1,000 annually, while in the 
province as a whole, 57.0 births per 1,000 occurred annually in the same time frame (Centre 
for Rural Health Research 2019). 

Geographic isolation posed a significant challenge regarding access to healthcare for resi-
dents in the study communities. Road access to the region is limited to a single lane highway, 
and the nearest regional referral centre lies 200 km to the south, which is over two hours of 
travel time by road in ideal conditions. Although there is a local airport in the region, f lights 
can be subject to delays and cancellations due to poor weather conditions. Interviews with  
62 birthers in 2017/2018 who live on the North Island revealed that there is a strong interest 
in local birth. Participants envisioned culturally safe care, local access to midwifery, a space for 
local traditions and birth in their home community (Centre for Rural Health Research 2019). 

Method and Approach
The objectives of this qualitative study were as follows:

1.	 to understand barriers local care providers and administrators face in providing sustain-
able maternity services to the community; and

2.	 to determine the system supports needed to allow for the provision of sustainable mater-
nity services to childbearing people and their families on the North Vancouver Island.

Participants were recruited from the local communities and invited to key informant 
interviews or focus groups. Data were collected over 18 months, with seven field trips made 
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to the communities between September 2017 and December 2018. In total, 58 participants 
were recruited, with the majority of participants being nurses. We included community 
members and key decision makers on an advisory committee that directed the progress of 
the study, meeting biweekly. The project leads also worked closely with local physicians 
through physician leaders, who served as our liaison with the larger physician community. 
We validated local findings provincially by interviewing physician, nursing, midwifery and 
administrative representatives from all of the provincial sites offering maternity care without 
local access to Caesarean section and by presenting and discussing results at a provincial 
symposium (see Table 2 for a detailed description of the iterative study process).

TABLE 2. Data collection and validation phases

Data collection phase

This phase consisted of interviews and focus groups with childbearing people  
(n = 62), nurses (n = 33), physicians (n = 10), community health workers  
(n = 8) and others – i.e., nurse practitioners, administrators, paramedics and 
midwifery leaders (n = 7). As there were no local midwives practising during 
the study period, the research team interviewed provincial midwifery leadership 
representing the regulatory college and professional association, including a  
discrete rural midwifery committee and the university-based educational program.

Field work with 
people on the 
North Island 

2017–2018

Validation phase

Interviews were conducted with physician, nursing, midwifery and administrative 
representatives from all of the provincial sites offering maternity care without local 
access to Caesarean section (n = 14).

Interviews 2018

Group discussions were held with symposium attendees (n = 26) where the 
foundational “building blocks” were endorsed as relevant to all low-resource 
maternity sites and actions to stabilize maternity care were prioritized.

Provincial 
symposium

2018

In-depth interviews and homogeneous focus groups took place in local hospitals, health 
centres or coffee shops, as per the preference of the participants. All interviews and focus 
groups were audio recorded with participants’ permission and transcribed. Transcriptions 
underwent thematic analysis using a hybrid model of inductive and deductive coding to 
interpret raw data based on the principles of social phenomenology as described in detail by 
Fereday and Muir-Cochrane (2006). The research project was granted approval through the 
University of  British Columbia’s Behavioural Research Ethics Board.

Results

Care providers’ experiences and challenges with maternity care
Participants recognized the practice consequences of low procedural volume including solo or 
dyad practices and the attendant lack of wider professional community of practice. All par-
ticipants articulated the undesirability of solo practice but saw it as an inevitable recourse in 
low-volume settings in the course of a care billing model. 

Outside financial concerns, most participants did not see low procedural volume as 
a barrier to practice efficacy once consolidation of skills had been achieved. However, all 
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participants noted the importance of ensuring provider fit with the local community: “You 
have to find the right people.”

System challenges
Most of the overarching system challenges identified were common among all participants 
and included inadequate procedural volume to maintain confidence, resentment around 
inequitable payment and lack of transparency and expediency regarding hospital privileging. 
Midwifery participants identified the challenges of participation in discussion tables around 
maternity care due to the lack of negotiated funds to support such meetings, and several 
noted that when funds were forthcoming, they were not on par with physician funding. 

All midwifery participants referred to challenges of gaining hospital privileges, a neces-
sary part of full-scope practice. Several felt that there was a lack of transparency on how 
privileging decisions were made, giving the impression that in communities without a history 
of local midwifery practice, decisions were heavily weighted toward the preferences of existing 
physician providers.

An overarching concern, throughout most nurses’ narratives, was the lack of clinical pre-
paredness for local delivery, precipitated by their experience of lack of support. Participants 
stated, “At the best of times, we are hanging on by our fingernails” and “it is scarier than 
trauma (cases) …” Several nurses voiced medico-legal concerns due to high staff turnover and 
the challenge of consistently meeting standards that this leads to, suggesting that these con-
cerns lead to “fear” of local deliveries.

In juxtaposition, almost all nurses interviewed recognized the importance of local 
birth to the community, particularly for populations in vulnerable situations. Participants 
connected lack of local care to several concomitant risks (such as pregnant people going 
“underground” and presenting at the hospital in labour). The risks identified here are high-
lighted by social risks: “One woman[’s] kids had to go into foster care so [that] she could go 
and deliver her baby … She had no family, and there was no one to care for her children.” 
The inevitability of precipitous local deliveries underscored many participant narratives:  
“We can’t close because people are going to have unexpected babies [in the community], 
period. You can’t stop that process.”

Nurses clearly expressed their professional needs, which included increased on-the-
ground training (mock simulations and practice sessions) and rotating through high-volume 
maternity exposure. 

Building blocks to sustainable rural maternity care
The experience of care providers gave rise to the iterative development of a set of system 
interventions necessary to stabilize local maternity care, including increased attention to 
building nursing confidence, interprofessional teams (IPTs), efficient transport to referral 
sites, clear inclusion criteria for local deliveries and enhanced relationship with referral cen-
tres. Each one is described briefly below. 

Building Blocks to Sustainable Rural Maternity Care 



[66] HEALTHCARE POLICY Vol.18 No.1, 2022 

NURSING CONFIDENCE

In small communities with low incidences of birth and the concomitant lack of maternity 
experience afforded to nurses, maintenance of confidence is challenging (Kenny and Duckett 
2003; MacKinnon 2008). Front-line nursing confidence is multifactorial, including initial 
nursing training, nursing management, professional development opportunities, health 
authority infrastructure and supports, team work and support from physician colleagues 
(MacKinnon 2008; Onlock 2014). The following were identified as priorities to stabilize 
rural maternity nursing: (1) exchange programs to train in higher volume communities that 
provide relevant experience (e.g., mentoring with a midwife); (2) relevant ongoing education 
and practical experience and the development of a corresponding curriculum that can be 
delivered locally; and (3) increased education and funding for training and maintaining nurse 
competencies in maternity care, ideally on site.

Interprofessional teams
Nurses and allied healthcare providers in the community expressed support for building 
a local interprofessional maternity care team. There was near unanimous support among 
nurses and physicians for working with midwives locally. Several participants identified the 
advantage of midwives’ focus on and expertise with maternity care and the key role they 
could play in education and training. This was underscored by the normalizing approach 
midwives have to birth and their “most responsible person” role in deliveries.	

NURSING PERSPECTIVES

Many nurses pointed out the positive impact midwives would have on their own maternity 
practice: “I think it [midwifery] would make a significant difference. A significant positive 
difference … I just love the energy that comes from them.” One of the attributes of mid-
wifery that nursing staff recognized and valued was the midwife’s active role and presence 
throughout delivery, relieving nursing staff of being the most responsible provider during 
labour. One participant explained: 

They [the midwife] would come in and they would do the birth, and the nurse could 
assist them, but they would be the primary [care provider], and I think all the nurses 
would be perfectly happy to do that.

Nursing staff also expressed the importance of having a local midwife with cultural con-
text and understanding of the community.

PHYSICIANS ’ PERSPECTIVES

From the local physician perspective, there was a clear articulation of the desire for team-
based care, with midwives playing an integral role on the team, including a potential for 
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midwives to “lead the maternity program for the region.” Some physician participants noted 
their desire to continue performing deliveries with the understanding that if difficulties 
are encountered by the midwife, “all hands will be on deck,” thus underscoring the impor-
tance for all providers to maintain their skills. Others pointed out financial implications of 
physicians staying within a maternity care team, including receiving incentive fees (General 
Practice Services Committee 2021). 

Several participants suggested that unsupported midwifery would “be a struggle” for 
existing providers in the region and the midwife who, given the potential caseload, could be 
at risk for burnout. Others emphasized midwives would not only “take a lot of pressure off ” 
existing providers but could also play an important role in community outreach activities 
(e.g., sexual health education) and a key role in educating nurses. Concerns were expressed 
about “losing the (maternity) service to midwifery” instead of midwifery working within a 
team framework. To this end, emphasis was placed on the need to ensure local input in the 
midwifery hiring process. This referred to IPC, marked by clear communication between 
physicians and midwives. As this framework was theoretical and had not yet been developed, 
explication was limited. 

Efficient emergency transport
Interviews and focus groups with providers and administrators revealed emergency maternal 
and newborn transport as a significant concern for local deliveries, specifically delayed trans-
port and not being able to transfer high-acuity childbearing people during labour efficiently. 
Transport was consistently described in the focus groups as “not working” due to overarch-
ing system characteristics such as difficulty arranging a care provider escort and complex 
inter-organizational communication. This diminished participants’ comfort with offering the 
option of local birth. Subthemes included challenges of the dilation cut-offs for safe transport 
(currently at 4 cm), inclement weather conditions and shift change concerns. All physicians 
expressed concerns regarding the inefficient transport of maternity patients within the con-
text of wider concerns about patient transport. One physician stated: “We [have] come to 
expect that transport will be complicated” – underscoring a widespread frustration with the 
current system. 

A shortage in health human resources (through escorts) was noted as an additional 
transport challenge. Having a nurse or designated care provider who could accompany 
the transport team was suggested to help alleviate this delay. However, pulling a nurse or 
physician from the hospital creates a potential staffing shortage in the local community. 
Additionally, there is no funding mechanism for care providers who escort a patient to an 
accepting site to return to their community. Delays due to complex inter-organizational 
communication arose as another prominent issue. There were experiences of miscalculated 
reporting of a situation between organizing bodies, which led to delays when the transport 
team arrived: 
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The biggest challenge for us in our entire province is acceptance … It’s about accept-
ing that patient and handing over the confidence from one physician to another to 
get that acceptance [from] the hospital. 

Participants expressed frustrations regarding the many phone calls needed to make deci-
sions around transport, which led to further delays. These frustrations were voiced with the 
recognition and understanding of the immutable challenges that weather and geography pose 
to efficient transport; these are challenges that cannot be resolved. There was consensus, 
however, that system-level interventions described earlier could mitigate some of the over-
arching challenges with rural patient transport.

Appropriate inclusion criteria for local deliveries 
Being “risked-out” or considered “high risk” was a reccurring response we heard from com-
munity members and care providers as a rationale for birth outside the community. Many 
mothers and community members indicated that they were “high risk,” though the under-
standing of what their risk factors were was unclear. Although care provider participants had 
an awareness of the social risks that leaving the community for birth incurred (financial risks 
and separation from family and community), the propensity to err on the side of caution in 
response to any potential risk factors was common to most providers. 

Strengthened relationships with regional specialists
We heard from care providers on the North Vancouver Island and midwives working across 
the province in communities without a Caesarean section backup that stronger networks 
of regional care would augment their capacity to provide sustainable, safe care. Nurses in 
low-resource sites expressed a desire to link with maternity nurses at referral centres for 
ongoing mentorship and support. Likewise, there was consensus among providers from all 
low-resource sites that there is a need for networking with specialist colleagues to influence, 
participate and add to the dialogue around sustaining rural maternity care. Participants also 
expressed a desire for mentorship and interprofessional learning between rural providers and 
providers at referral sites in order to engage in reciprocal learning and alert the referral sites 
to the unique challenges of working in a rural setting. Participants identified “trust” as a key 
determinant of successful relationships. Attention and resources need to focus on build-
ing and strengthening networks of care between rural sites and their referral sites as well as 
between all rural sites. 

Provincial validation 
Findings from the field work were validated through interviews with physician, nursing, mid-
wifery and administrative representatives from all of the provincial sites offering maternity 
care without local access to Caesarean section (n = 14) and through discussions at a provin-
cial symposium where the foundational “building blocks” were endorsed as relevant to all 
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low-resource maternity sites. In addition, actions to stabilize maternity care were prioritized. 
The overarching provincial priorities included alternative compensation for midwifery (i.e., 
salaried rather than fee for service) and additional funding for recruitment and retention to 
support rural nurses involved in maternity care (including funding for skills development 
in high-volume centres and local simulation training). There was consensus regarding the 
need to address larger systems challenges with rural transport and interest in building lat-
eral networks between rural sites and with regional referral centres. Lastly, participants also 
identified the need for developing more functional models of  IPTs between physicians and 
midwives and mechanisms to fund such models. The disparate provider funding sources for 
maternity care has resulted in inequity between provider groups and barriers to collaborative 
practice. Participants noted that new interprofessional fund-holding mechanisms needed to 
be developed to allocate regional funding for maternity care, enabling regional geographies to 
determine the most responsive application of the funds to meet community needs. 

Discussion and Conclusion 
Despite the well-documented need for maternity care close to home for rural childbearing 
people across Canada, and the psycho-social, cultural and health-related consequences of not 
providing this care, little research has examined the system supports needed to sustain rural 
maternity care from the perspectives of local care providers

It is important to view challenges in low-resource rural maternity care sites as a systems 
issue. When a rural maternity service closes or is struggling, the impact is felt at surround-
ing hospitals because of an influx of maternity patients. An evidence-informed approach to 
planning services that involves stakeholders from across the region is essential and should be 
evaluated regularly. 

Actions to stabilize maternity care that were identified and prioritized by participants 
included alternative compensation for fee-for-service providers including on-call funding for 
maternity care, additional support for rural nurses and other practitioners involved in mater-
nity care, addressing rural transport system challenges, progress in building lateral networks 
between rural sites and regional referral centres and further need for functional models 
of  IPTs. Following a provincial symposium of healthcare stakeholders, these foundational 
“building blocks” were validated as relevant to all low-resource (no local Caesarean section 
service) maternity sites.

The Canadian rural maternity care landscape, akin to other jurisdictions internation-
ally, is shifting dramatically with both the continued erosion of primary maternity care sites 
without local access to Caesarean section and destabilization of larger services due to the 
influx of additional rural birthing families. Although midwives have made significant contri-
butions in many of the rural jurisdictions across Canada, for most provinces and territories, 
supply has not kept up with demand. At a systems level, the model of remuneration and 
extant challenges to IPC has stymied progress. However, differences in the way midwives 
and physicians are compensated makes interprofessional collaboration difficult. For example, 
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in the study jurisdiction (BC), midwives get paid per course of care and provide continuity of 
care through pregnancy, birth and up to six weeks postpartum. Unlike physicians, midwives 
are not compensated for providing additional care for people with more complex social and/
or medical needs, and they do not receive adequate payment for committee work and other 
interprofessional activities. In addition, the provincial ministry of health needs to create 
a provincial strategic framework that values rural maternity care as part of an integrated, 
wraparound system of care. Key to this is the recognition that closures or understaffing of 
rural hospitals result in more emergency transfers, put more pressure on referral centres 
and can lead to referral hospitals reaching capacity and turning away childbearing people. 
Perturbations in one system stratum have a ripple effect throughout the system. Unabated, 
perturbations in larger sites may lead to consequences – both anticipated and unantici-
pated – in tertiary settings. In short, the challenges in low-volume rural maternity sites lead 
to whole-system challenges. 

In BC, interprofessional care has been theoretically embraced through the Patient’s 
Medical Home model and Primary Care Networks based on aspirational collaboration 
between professions to provide seamless patient care. When applied to maternity care, this 
implies collaboration between physicians, midwives and nurses at the centre, where collabo-
ration is understood on a continuum to mean anything from respectful collegiality between 
professions practising in a shared location to full integration of practice responsibilities 
including sharing patient load. Unfortunately, there is a lack of system infrastructure to 
actualize such relationships, making implementation troublesome. In small rural maternity 
services, there needs to be system recognition and incentivization that interprofessional care 
is essential for safe patient care. This must not limit the autonomy of any profession nor 
the capacity to work to full scope of practice, but it must instead recognize that safe prac-
tice is contingent on having a local community of practice for support should challenges be 
encountered. 

Midwifery scope extension such as well-woman care and skills such as surgical assist 
with Caesarean sections would contribute to better meeting the needs of rural communities. 
However, it is essential that additional skills and scope be accompanied by discrete billing 
codes that allow for appropriate compensation. 

The characteristics of successful IPTs and the mechanisms to support IPC are well 
described in the literature and codified in international, evidence-based frameworks (WHO 
2010). There is consensus that interprofessional education is a “necessary step in preparing a 
‘collaborative practice-ready’ health workforce to respond to local health needs” (WHO 2010: 
7). Achieving this goal requires an openness to revise and renew curricula in medicine, nurs-
ing and midwifery and address how professional cultures and stereotypes impede successful 
interprofessional education. Curricula should also provide education about the roles and 
scope of other health professions and opportunities for interprofessional placements  
(WHO 2013). 
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Successful IPTs are characterized by leaders and champions who role model and actively 
support IPC and facilitate mentorship and learning opportunities for members of the IPT. 
A clear definition of  IPC, role clarity and articulation of a shared vision for successful col-
laboration are important steps in the development of successful IPTs. Other enabling factors 
include administrative, institutional and work culture support and physical environment and 
space design (e.g., appropriate spaces for interprofessional learning) (WHO 2013). 

Several mechanisms facilitate the ability of a collaborative practice-ready workforce to 
provide high-quality care. Institutional mechanisms include governance models, structured 
protocols, shared operating resources, personnel policies and supportive management prac-
tices. Strategies to promote a positive work culture include conflict resolution policies and 
supports, shared decision-making processes and regular opportunities to reflect on successes 
and failures of  IPC (WHO 2010). 

More resources are needed at the regional level to implement local support for maternity 
care, such as funding enough nursing lines, improving hospital infrastructure and resources 
and fostering a culture of acceptance for rural maternity care without Caesarean section 
backup. A significant body of evidence documents the safety of birth in these communities 
(Kornelsen and McCartney 2015a, 2015b) as long as comprehensive risk assessment and a 
well-functioning referral system are in place. 

Another barrier to sustainable rural maternity care is care provider burnout and lack 
of system support (Stoll and Gallagher 2019). Midwives in most Canadian jurisdictions 
lack appropriate critical incident support and a comprehensive retention strategy. Likewise, 
physicians have limited support for professional retention and re-entry. The programs that 
were implemented by BC Emergency Health Services to support paramedics in BC are good 
examples of successful and comprehensive mental health, critical incident and retention 
strategies. For example, BC Emergency Health Services has an award-winning peer counsel-
ling program and an extensive network of vetted counsellors with expertise in supporting 
vicarious trauma and other mental health issues common among healthcare providers (BC 
Emergency Health Services 2017). We can look to models such as this for best practices. 

Although the focus of this study is on the needs of healthcare providers and adminis-
trators, it is essential to appreciate that it responds to the needs of local community members 
(alongside a growing and robust evidence base on safety within a supportive policy context). 
The question of sustainable rural – and urban – maternity care is one that needs to be 
addressed in a timely way with accountability to communities, including healthcare provid-
ers, and to our pan-Canadian commitment to respond to the Calls to Action of the Truth and 
Reconciliation Commission of  Canada (2015) and the United Nations (2007) Declaration on 
the Rights of  Indigenous Peoples. We have enough evidence to support maternity care for low-
risk childbearing people in settings without local access to Caesarean section; it is time to 
address the community skepticism regarding the decades of inaction and show that improve-
ments are possible.
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Findings from this study support the stabilization of rural maternity care in Canadian 
jurisdictions and other low-resource maternity sites around the world.
 
Correspondence may be directed to: Jude Kornelsen. Jude can be reached by e-mail at  
jude.kornelsen@familymed.ubc.ca.

References
Alberta Health Services. 2012, March 15. Strategic Direction 2012–2015: Defining Our Focus/Measuring Our 
Progess. Retrieved August 18, 2021. <https://docplayer.net/5964730-Strategic-direction-defining-our-focus-
measuring-our-progress.html>.

BC Emergency Health Services. 2017, June 29. Health Employers Honour Critical Incident Stress Program. 
Retrieved December 9, 2021. <http://www.bcehs.ca/about/news-stories/stories/
health-employers-honour-cis-program>.

BC Ministry of  Health. 2015. Primary and Community Care in B.C.: A Strategic Policy Framework Executive 
Summary. Retrieved May 22, 2022. <https://www.health.gov.bc.ca/library/publications/year/2015_a/primary-
and-community-care-policy-paper-exec.pdf>.

BC Ministry of  Health. 2022, February. 2022/23 – 2024/25 Service Plan. Retrieved July 23, 2022. <https://
www.bcbudget.gov.bc.ca/2022/sp/pdf/ministry/hlth.pdf>.

Canada Health Act, R.S.C., 1985, c. C-6. Retrieved July 18, 2022. <https://laws-lois.justice.gc.ca/eng/acts/c-6/
page-1.html>.

Centre for Rural Health Research. 2019, March. Building Blocks to Sustainable Rural Maternity Care: The North 
Island Project: Final Report. Retrieved May 20, 2022. <https://med-fom-crhr.sites.olt.ubc.ca/files/2019/09/
Building_Blocks__FINAL.pdf >.

Cornthwaite, K., S. Edwards and D. Siassakos. 2013. Reducing Risk in Maternity by Optimising Teamwork 
and Leadership: An Evidence-Based Approach to Save Mothers and Babies. Best Practice and Research Clinical 
Obstetrics and Gynaecology 27(4): 571–81. doi:10.1016/j.bpobgyn.2013.04.004.

Fereday, J. and E. Muir-Cochrane. 2006. Demonstrating Rigor Using Thematic Analysis: A Hybrid Approach 
of  Inductive and Deductive Coding and Theme Development. International Journal of  Qualitative Methods 5(1): 
80–92. doi:10.1177/160940690600500107.

General Practice Services Committee. 2021. Family Physician Obstetrical Premiums (PG14004, PG14005, 
PG14008, PG14009) and Maternity Care Risk Assessment (PH14002). Retrieved August 18, 2021.  
<https://gpscbc.ca/sites/default/files/uploads/GPSC-Maternity-Billing-Guide-20210101.pdf>.

Government of  New Brunswick. 2008. Transforming New Brunswick’s Health-Care System: The Provincial Health 
Plan 2008–2012. Retrieved August 18, 2021. <https://www.mindbank.info/item/1751>.

Government of  Saskatchewan. 2015. Patient First Review Update: The Journey So Far and the Path Forward. 
Retrieved August 18, 2021. <https://www.saskatchewan.ca/government/health-care-administration-and-
provider-resources/saskatchewan-health-initiatives/patient-first-review>.

Grzybowski, S., J. Fahey, B. Lai, S. Zhang, N. Aelicks, B.M. Leung et al. 2015. The Safety of  Canadian Rural 
Maternity Services: A Multi-Jurisdictional Cohort Analysis. BMC Health Service Research 15(1): 410.  
doi:10.1186/s12913-015-1034-6.

Grzybowski, S., J. Kornelsen and L. Barclay. 2016. Closing Rural Maternity Services: Is It Worth the Risk? 
Canadian Journal of  Rural Medicine 21(1): 17–19. 

Grzybowski, S., J. Kornelsen and E. Cooper. 2007. Rural Maternity Care Services under Stress: The 
Experiences of  Providers. Canadian Journal of  Rural Medicine 12(2): 89–94.

Jude Kornelsen and Kira Koepke



HEALTHCARE POLICY Vol.18 No.1, 2022 [73]

Grzybowski, S., J. Kornelsen, M. McDonald, B. Westlake, D. Hawkins, P. Dickinson and A. Mcintyre-Smith. 
2009a, August. Providing a Birth Support Program for Women of the North Island Region, Vancouver Island. An 
Aboriginal Midwifery Demonstration Project. Centre for Rural Health Research. Retrieved June 14, 2022. 
<https://med-fom-crhr.sites.olt.ubc.ca/files/2013/08/aboriginal-midwifery-community-consultation-final-
report-aug-10-2009.pdf>.

Grzybowski, S., J. Kornelsen and N. Schuurman. 2009b. Planning the Optimal Level of  Local Maternity 
Service for Small Rural Communities: A Systems Study in British Columbia. Health Policy 92(2–3): 149–57.  
doi:10.1016/j.healthpol.2009.03.007.

Grzybowski, S., K. Stoll and J. Kornelsen. 2011. Distance Matters: A Population Based Study Examining 
Access to Maternity Services for Rural Women. BMC Health Services Research 11(1): 147. 
doi:10.1186/1472-6963-11-147.

Hutcheon, J.A., C.A. Riddell, E.C. Strumpf, L. Lee and S. Harper. 2017. Safety of  Labour and Delivery 
Following Closures of  Obstetric Services in Small Community Hospitals. CMAJ 189(11): E431–36.  
doi:10.1503/cmaj.160461.

Kenny, A. and S. Duckett. 2003. Educating for Rural Nursing Practice. Journal of  Advanced Nursing 44(6): 
613–22. doi:10.1046/J.0309-2402.2003.02851.X.

Kornelsen, J. and S. Grzybowski. 2005. Safety and Community: The Maternity Care Needs of Rural 
Parturient Women. Journal of Obstetrics and Gynaecology Canada 27(6): 554–61. doi: 10.1016/
s1701-2163(16)30712-5.

Kornelsen, J. and S. Grzybowski. 2010. Rural Maternity Practice: How Can We Encourage Family Physicians 
to Stay Involved? Canadian Journal of  Rural Medicine 15(1): 33–35. 

Kornelsen, J. and K. McCartney. 2015a, April 24. System Enablers of  Distributed Maternity Care for Aboriginal 
Communities in British Columbia: Findings from a Realist Review. First Nations Health Authority. Retrieved  
July 23, 2022. <https://med-fom-crhr.sites.olt.ubc.ca/files/2015/05/apru_fnha_system-enablers-of-distributed-
maternity-care-for-aboriginal-communities-in-bc_report_final.pdf>.

Kornelsen, J. and K. McCartney. 2015b, November 3. The Safety of  Rural Maternity Services without Local 
Access to Caesarean Section: An Applied Policy Research Unit Review. Retrieved July 19, 2022. <https://med-fom-
crhr.sites.olt.ubc.ca/files/2015/11/apru_the-safety-of-rural-maternity-services-without-local-access-to-c-section_ 
2015.pdf>.

Kornelsen, J., K. Stoll and S. Grzybowski. 2011. Stress and Anxiety Associated with Lack of  Access to 
Maternity Services for Rural Parturient Women. Australian Journal of  Rural Health 19(1): 9–14. 
doi:10.1111/j.1440-1584.2010.01170.x.

MacKinnon, K. 2008. Labouring to Nurse: The Work of  Rural Nurses Who Provide Maternity Care. Rural 
and Remote Health 8(4): 1047. doi:10.22605/RRH1047.

Miller, K.J., C. Couchie, W. Ehman, L. Graves, S. Grzybowski, J. Medves et al. 2012. Rural Maternity Care. 
Journal of  Obstetrics and Gynaecology Canada 34(10): 984–91. doi:10.1016/S1701-2163(16)35414-7.

Onlock, S. 2014. Designing an On-Line Course on Traumatic Childbirth: Considerations for Rural Nurse Educators 
[MSN Thesis]. Retrieved July 19, 2022. <http://dspace.library.uvic.ca:8080/bitstream/handle/1828/5682/
Onlock_Susan_MN_2014.pdf?s>.

Raab, C.A., S.E.B. Will, S.L. Richards and E. O’Mara. 2013. The Effect of  Collaboration on Obstetric Patient 
Safety in Three Academic Facilities. Journal of  Obstetric, Gynecologic and Neonatal Nursing 42(5): 606–16. 
doi:10.1111/1552-6909.12234.

Reeves, S., A. Xyrichis and M. Zwarenstein. 2018. Teamwork, Collaboration, Coordination, and Networking: 
Why We Need to Distinguish between Different Types of  Interprofessional Practice. Journal of 
Interprofessional Care 32(1): 1–3. doi:10.1080/13561820.2017.1400150.

Seaton, P.D. 1991. Closer to Home: The Report of the British Columbia Royal Commission on Health Care and 
Costs. Crown Publications. 

Building Blocks to Sustainable Rural Maternity Care 



[74] HEALTHCARE POLICY Vol.18 No.1, 2022 

Siassakos, D., R. Fox, K. Bristowe, J. Angouri, H. Hambly, L. Robson et al. 2013. What Makes Maternity 
Teams Effective and Safe? Lessons from a Series of  Research on Teamwork, Leadership and Team Training. 
Acta Obstetricia et Gynecologica Scandinavica 92(11): 1239–43. doi:10.1111/AOGS.12248.

Society of  Obstetricians and Gynecologists of  Canada (SOGC). 2010. Returning Birth to Aboriginal, Rural, 
and Remote Communities. Journal of  Obstetrics and Gynecology Canada 32(12): 1186–88. 

Statistics Canada. 2017, February 8. Census Profile, 2016 Census. Retrieved August 12, 2021. <https://
www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/index.cfm?Lang=E>.

Stoll, K. and J. Gallagher. 2019. A Survey of  Burnout and Intentions to Leave the Profession among Western 
Canadian Midwives. Women and Birth 32(4): e441–49. doi:10.1016/j.wombi.2018.10.002.

Truth and Reconciliation Commission of  Canada. 2015. Truth and Reconciliation Commission of  Canada: Calls 
to Action. Retrieved August 18, 2021. <https://www2.gov.bc.ca/assets/gov/british-columbians-our-
governments/indigenous-people/aboriginal-peoples-documents/calls_to_action_english2.pdf>.

United Nations. 2007, September 13. United Nations Declaration on the Rights of  Indigenous Peoples. Retrieved 
May 22, 2022. <https://www.un.org/development/desa/indigenouspeoples/wp-content/uploads/
sites/19/2018/11/UNDRIP_E_web.pdf>.

World Health Organization (WHO). 2010. Framework for Action on Interprofessional Education and 
Collaborative Practice. Retrieved May 20, 2022. <http://apps.who.int/iris/bitstream/handle/10665/70185/
WHO_HRH_HPN_10.3_eng.pdf?sequence=1>.

World Health Organization (WHO). 2013. Interprofessional Collaborative Practice in Primary Health Care: 
Nursing and Midwifery Perspectives: Six Case Studies. Retrieved May 19, 2022. <https://apps.who.int/iris/
bitstream/handle/10665/120098/9789241505857_eng.pdf?sequence=1&isAllowed=y>.

Jude Kornelsen and Kira Koepke

Avoid burnout
Healthcare Jobs: Better Careers | Better Candidates

jobs.Longwoods.com




