Joint Position Paper on Rural Maternity Care

This joint position paper has been prepared by the Joint Position Paper Working Group and
approved by the Councils and/or Executives of the Canadian Association of Midwives, the
Canadian Association of Perinatal and Women’s Health Nurses, the College of Family
Physicians of Canada, the Society of Obstetricians and Gynaecologists of Canada and the

Society of Rural Physicians of Canada.

Principal Authors

Katherine J. Miller, MD, Almonte ON

Carol Couchie, RM, Garden Village Nipissing First Nation, ON
William Ehman, MD, Nanaimo BC

Lisa Graves, MD, Sudbury ON

Stefan Grzybowski, MD, Vancouver BC

Jennifer Medves, RN, PhD, Kingston ON

Joint Position Paper Working Group
Kaitlin Dupuis, MD, Nanaimo BC
Lynn Dunikowski, MLS, London ON
Patricia Marturano, Mississauga ON
Vyta Senikas, MD, Ottawa ON

Ruth Wilson, MD, Kingston ON
John Wootton, MD, Shawville QC



RECOMMENDATIONS

1.

10.

Women who reside in rural and remote communities in Canada should receive high-quality
maternity care as close to home as possible.

The provision of rural maternity care must be collaborative, woman- and family-centred,
culturally sensitive, and respectful.

Rural maternity care services should be supported through active policies aligned with these
recommendations.

While local access to surgical and anaesthetic services is desirable, there is evidence that
good outcomes can be sustained within an integrated perinatal care system without local
access to operative delivery. There is evidence that the outcomes are better when women do
not have to travel far from their communities. Access to an integrated perinatal care system
should be provided for all women.

The social and emotional needs of rural women must be considered in service planning.
Women who are required to leave their communities to give birth should be supported
both financially and emotionally.

Innovative interprofessional models should be implemented as part of the solution for high-
quality, collaborative and integrated care for rural and remote women.

Registered nurses are essential to the provision of high-quality rural maternity care
throughout pregnancy, birth, and the postpartum period. Maternity nursing skills should
be recognized as a fundamental part of generalist rural nursing skills.

Remuneration for maternity care providers should reflect the unique challenges and
increased professional responsibility faced by providers in rural settings. Remuneration
models should facilitate interprofessional collaboration.

Practitioners skilled in neonatal resuscitation and newborn care should be regarded as
essential to rural maternity care.

Training of rural maternity health care providers should include collaborative practice as
well as the necessary clinical skills and competencies. Sites must be developed and
supported to train midwives, nurses, and physicians and provide them with the skills
necessary for rural maternity care. Training in rural and northern settings must be

supported.



11. Generalist skills in maternity care, surgery, and anaesthesia are valued and should be
supported in training programs in family medicine, surgery, and anaesthesia as well as
nursing and midwifery.

12. All physicians and nurses should be exposed in their training to maternity care, and basic
competencies should be met.

13. Quality improvement and outcome monitoring should be integral to all maternity care
systems.

14. Support must be provided for ongoing, collaborative, interprofessional, and locally provided

continuing education and patient safety programs.

Introduction and background

Canadian women deserve quality maternity care regardless of whether they live in urban, rural,
or remote communities. Individual health care providers must work to develop and maintain
models of maternity care adapted to the communities in which women reside and to the
resources available. Building on the 1998 Joint Position Statement on Rural Maternity Care,’
this enhanced document includes new evidence. Acknowledging that interprofessional care of
women through the continuum of prenatal, intrapartum, and postnatal periods is the norm, this
paper represents the collaboration between not only physician organizations but also nursing
and midwifery organizations. The authors of this paper and their respective organizations have
agreed that rural maternity care must include agreement on the following overarching

recommendations.

Recommendations

1. Women who reside in rural and remote communities in Canada should receive high-quality
maternity care as close to home as possible.

2. The provision of rural maternity care must be collaborative, woman- and family- centred,
culturally sensitive, and respectful.

3. Rural maternity care services should be supported through active policies aligned with these

recommendations.



Defining “rural” in Canada remains challenging. Rurality indices attempt to capture the
essence of rural with variables such as the distance between the site and advanced care, between
the site and basic care, as well as the population number and density of the site.? This definition
attempts to cover the variety of rural centres from those that are geographically isolated to
centres that, while close to basic and advanced care, are in regions with low population density.
Rural maternity care is often characterized by maternity care teams led by family physicians,
nurses, and midwives. In some communities, they are the only ones providing maternity care,
and in other cases backup is provided by general surgeons, GP-anaesthetists, obstetrician-
gynaecologists, and/or family physicians with surgical training.

Recent years have seen the closure of rural maternity programs as part of regionalization
of care and cost cutting.’ In addition to administrative pressures, lack of skilled personnel in
maternity care has resulted in service decreases and program closures.* Maternity programs are
dependent not only on clinical personnel but also on support personnel, services such as
diagnostic imaging, laboratory testing and blood banks, appropriate and functional equipment,

and effective transport systems across large distances in all types of weather.



DISCUSSION

Levels of Service

The safety of rural maternity services has been the subject of a number of studies over the past
20 years, and the weight of evidence supports the provision of local services even in communities
without access to local surgical services.”® Several recent studies have examined the importance
of distance to services as it relates to outcomes and have shown that perinatal mortality,
morbidity, and intervention rates increase the farther women live from birthing services.”®
While low-volume units face unique challenges, there is no evidence that a minimum number of
deliveries is required to maintain competence.” The question is not whether to provide birthing
services or not but what level of services is feasible and sustainable.

When a community is unable to sustain local services, almost all women will travel to
access services elsewhere and, depending on the distance to the nearest referral centre, may be
away from their homes and community from 36 weeks’ gestation until they give birth. This
separation can cause substantial degrees of stress for women and their families, and when
socioeconomic vulnerability is a complicating factor, rates of adverse outcomes increase.”"

Other rural communities are able to provide medically supported maternity services. If
surgical services are unavailable, the proportion of women delivering locally is lower because of
both risk-management decisions and patient choice. Factors that influence patient choice are not
always those that motivate their care providers.! Rural maternity care providers have identified
many challenges including determining and accepting risk, obtaining and maintaining
competencies in low-volume environments, and balancing women’s needs against the realities of
rural practice.'”” Evolving models of non-hospital-based maternity care will likely share similar
challenges.

In communities with a surgical service the needs of women are more effectively met
locally. In these communities, the majority (> 75% depending on provider model) of women give
birth locally and the outcomes are good.”"

Models such as the Rural Birth Index have been developed to aid hospitals and health care
planners to measure and quantify the need for and feasibility of local maternity services."* This
model was developed and works well in British Columbia and identifies both catchment

populations that are underserved and overserved."*



Recommendation

4. While local access to surgical and anaesthetic services is desirable, there is evidence that
good outcomes can be sustained within an integrated perinatal care system without local
access to operative delivery. There is evidence that the outcomes are better when women do
not have to travel far from their communities. Access to an integrated perinatal care system

should be provided for all women.

Impact of the Loss of Maternity Services

When rural maternity services are lost, women are required to travel to ensure adequate access
to maternity care providers and services. These women, who may need to leave their
communities for a month or more, report financial, social, and psychological consequences.®
Financial costs almost always include accommodation and food in the referral community, often
for a month or more in the period before and after the birth of the child.* Additional financial
constraints including loss of income and travel costs if the partner wishes to be present at the
birth of the baby, arrangements for other children who may need to remain at home, and the
cost of phone calls to distant support networks.” Studies in British Columbia have shown that
women from some remote communities without maternity services spent an average of 29 days
in the referral community at a cost of almost $4000 per person.'**

Perhaps even more striking than the financial implications of having to travel to give birth
are the social and psychological costs. Women report feelings of isolation, separation, and social
disruption during what should be a joyful period in their lives.” They may be overwhelmed by
the need to navigate resources unfamiliar to them, the pain of missing friends and family
members who could not be with them in the referral community, and worries about how the
newborn will integrate with other children left at home® or the community in general.”” These
social costs may be particularly acute for Aboriginal women because of their strong cultural ties

to the land and their close-knit community values.">""’



Recommendation

5. The social and emotional needs of rural women must be considered in service planning.
Women who are required to leave their communities to give birth should be supported
both financially and emotionally.

Collaborative Care and the Rural Maternity Team

The long-term sustainability of a low-volume maternity unit depends on interprofessional
respect, continuing education opportunities, and collaborative models of practice that include all
providers.'® Models based on multidisciplinary collaboration have been suggested as one solution
to the declining number and changing nature of maternity care providers in Canada.”” Key
elements of successful collaborative maternity programs have been described by the
Multidisciplinary Collaborative Primary Maternity Care Project.?® All rural maternity teams are
unique, but they may include nurses, nurse practitioners, midwives, family physicians, and
specialist physicians and they may be supported by health and social programs.

Registered nurses have been described as multi-specialists'® when they practise in rural
and remote settings. They care for women in labour and birth, which demands complex
knowledge and skills and a high degree of responsibility.” If these skills are not used often,

maintaining proficiency may be challenging,” and programs and continuing education are

important to ensure competence. T e |



