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ABSTRACT 
,Q�2QWDULR��VXSSRUWLQJ�³D�V\VWHP�RI�FDUH�WKDW�SURYLGHV�ZRPHQ�DQG� their families with equitable 
FKRLFH� LQ� ELUWK� HQYLURQPHQW� DQG� SURYLGHU�´� �3&0&+� 	� 02+/7&�� ������ S����� KDV� EHHQ�
identified as one of the central objectives of the Provincial Council for Maternal and Child 
+HDOWK¶V� /RZ� 5LVN� 0DWHUQDO� 1HZERUQ� 6WUDWHJ\�� ,Q� WKHRry, pregnant people in Ontario can 
choose to seek maternity care from a midwife, a family physician, or an obstetrician; however, in 
SUDFWLFH�� SUHJQDQW� SHRSOH¶V� FKRLFH� RI� SURYLGHU� UHPDLQV� FRQVWUDLQHG�� ([WDQW� OLWHUDWXUH� VXJJHVWV�
that in order to afford pregnant people the opportunity to exercise autonomous choice of 
provider, health systems must ensure that an acceptable range of provider options is available 
and accessible within the local organization of maternity care, that pregnant people are made 
aware of and knowledgeable about the available provider options, and that pregnant people have 
the ability and resources to navigate access to their provider of choice (Mackenzie, 2014; 
Sutherns, 2004). As a result, I designed this thesis to fill a gap in the evidence base to determine 
whether or not provincial policies had translated into the levels of access, awareness, and 
resourcing required to afford pregnant people the opportunity, ability and propensity to exercise 
DXWRQRPRXV�FKRLFH�RI�SURYLGHU�ZLWKLQ� WKH� ORFDO�PDWHUQLW\�FDUH� V\VWHP� LQ�2QWDULR¶V�&KDPSODLQ�
Region. I sought to elicit the structural conditions that would be necessary to equitably support 
SUHJQDQW� SHRSOH¶V� DFFHVV� WR� DQG� FKRLFH� RI� D� PDternity care provider. In the pursuit of these 
objectives, I adopted an integrated knowledge translation approach (Bowen & Graham, 2013), 
using an explanatory sequential mixed methods design (Creswell, 2014), which encompassed 
two complementary stages: (1) quantitative geospatial mapping WR� DVVHVV� SUHJQDQW� SHRSOH¶V�
access to the full range of maternity care providers across the Champlain Region; and (2) 
qualitative focus groups and individual interviews with parents, providers, and policy-makers to 
explore the individual, organizational, and system-level factors that are enabling or restricting 
access and autonomy. Using a systems approach to the investigation of this locally-identified 
issue, I demonstrate in this thesis that pregnant people within the Champlain Region have 
inequitable opportunities to exercise autonomous choice of maternity care provider due to (1) 
system and organizational-level factors that are creating imbalances in the supply, distribution 
DQG�PL[�RI�PDWHUQLW\�FDUH�SURYLGHU�RSWLRQV��DQG�����SUHJQDQW�SHRSOH¶V�GLIIHUHQWLDO�DFFHVV�WR�WKH�
enabling information and resources required to exercise autonomous choice of provider and to 
navigate access to their services.  
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CHAPTER 1: INTRODUCTION  

,Q�2QWDULR��VXSSRUWLQJ�³D�V\VWHP�RI�FDUH�WKDW�SURYLGHV�ZRPHQ�DQG� their families with equitable 

FKRLFH� LQ� ELUWK� HQYLURQPHQW� DQG� SURYLGHU�´� �3&0&+� 	� 02+/7&�� ������ S����� KDV� EHHQ�

identified as one of the central objectives of the Provincial Council for Maternal and Child 

+HDOWK¶V� /RZ� 5LVN� 0DWHUQDO� 1HZERUQ� 6WUDWHJ\�� ,Q� WKHRry, pregnant people in Ontario can 

choose to seek maternity care from a midwife, a family physician, or an obstetrician1; however, 

LQ�SUDFWLFH��SUHJQDQW�SHRSOH¶V�FKRLFH�RI�SURYLGHU�UHPDLQV�FRQVWUDLQHG��([WDQW�OLWHUDWXUH�VXJJHVWV�

that in order to afford pregnant people the opportunity to exercise autonomous choice of 

provider, health systems must ensure that an acceptable range of provider options is available 

and accessible within the local organization of maternity care, that pregnant people are made 

aware of and knowledgeable about the available provider options, and that pregnant people have 

the ability and resources to navigate access to their provider of choice (Mackenzie, 2014; 

Sutherns, 2004). As a result, I designed this thesis to fill a gap in the evidence base to determine 

whether or not provincial policies had translated into the levels of access, awareness, and 

resourcing required to afford pregnant people the opportunity, ability and propensity to exercise 

DXWRQRPRXV�FKRLFH�RI�SURYLGHU�ZLWKLQ� WKH� ORFDO�PDWHUQLW\�FDUH� V\VWHP� LQ�2QWDULR¶V�&KDPSODLQ�

Region. I sought to elicit the structural conditions that would be necessary to equitably support 

SUHJQDQW�SHRSOH¶V�DFFHVV�WR�DQG�FKRLFH�RI�D�PDternity care provider. Using a systems approach to 

the investigation of this locally-identified issue, I demonstrate in this thesis that pregnant people 

within the Champlain Region have inequitable opportunities to exercise autonomous choice of 

maternity care provider due to (1) system and organizational-level factors that are creating 

 
 
1 While all obstetricians in Ontario are trained as obstetrician/gynecologists, and some have additional training in 
subspecialties such as maternal-fetal medicine, I will refer to these providers as obstetricians throughout this thesis 
as this component of their scope of practice, which involves the provision of care during pregnancy and childbirth, is 
most relevant to its stated purpose.  
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imbalances in the supply, distribution and mix of maternity care provider options, and (2) 

SUHJQDQW� SHRSOH¶V� GLIIHUHQWLDO� DFFHVV� WR� WKH� HQDEOLQJ� LQIRUPDWLRQ� DQG� UHVRXUFHV� UHTuired to 

exercise autonomous choice of provider and to navigate access to their services.  

BACKGROUND & REGIONAL CONTEXT 

The Champlain Region, which encompasses Ottawa, the national capital of Canada, and its 

surrounding communities, including Cornwall, Pembroke, Hawkesbury, Almonte, and Carleton 

Place, has a population of 1.3 million people (Champlain LHIN, 2018). This Region includes 

both urban and rural areas, and displays population densities, demographic profiles, and 

socioeconomic indicators that vary significantly across subregions. These variations highlight the 

importance of adopting comparative approaches that account for the distribution of workforce 

VXSSO\�DQG�SUHJQDQW�SHRSOH¶V�QHHGV�DFURVV�WKH�5HJLRQ��:KHQ�,�LQLWLDWHG�WKLV� thesis in 2018, the 

ChDPSODLQ�5HJLRQ� FRQVWLWXWHG�RQH� RI�2QWDULR¶V� /RFDO�+HDOWK� ,QWHJUDWLRQ�1HWZRUNV��:KHQ� WKH�

Government of Ontario instituted a series of health system reforms in 2019, including the 

dissolution of the Local Health Integration Networks, I chose to maintain the geographic 

boundaries of the Champlain Region as a planning geography for three reasons: 1) the need for 

this type of analysis within the Region remained; 2) the capacity planning initiatives that 

preceded this thesis had used these geographic boundaries; and 3) this planning geography 

encompassed urban, suburban and rural areas, representing an excellent case site for the methods 

I intended to develop.  

The Champlain Maternal Newborn Regional Program (CMNRP) is a network of maternal-

newborn care providers and organizations, which, through a secretariat, engage in an integrated 

SURJUDP�RI�LQLWLDWLYHV�DLPLQJ�WR�LPSURYH�SHULQDWDO�FDUH�DFURVV�2QWDULR¶V�&KDPSODLQ�DQG�6RXWK-

East Regions. Through extensive consultation with families, healthcare providers, and 
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community organizations, CMNRP has identified variability in the availability of different 

healthcare providers as a barrier to optimal access to perinatal healthcare in the Champlain 

Region (CMNRP, 2017). Furthermore, while health workforce considerations were explicitly out 

RI�VFRSH�LQ�&0153¶V�ILUVW�&DSDFLW\�3ODQQLQJ�5HSRUW��ZKLFK�ZDV�SURGXFHG�E\�.30*�LQ�������D�

QXPEHU�RI� WKH� UHSRUW¶V� ILQGLQJV�DQG� UHFRPPHQGDWLRQV�SRLQWHG� WR� WKH�QHHG� IRU� a more in-depth 

assessment of maternal health workforce capacity within the Region (see Textbox 1 on p.4 for a 

list of the relevant findings and recommendations). 

TEXTBOX 1 - Relevant Findings from Phase 1 of CMNRP Regional Capacity Planning 
                    Source: KPMG, 2019 
 

Ɣ Finding 3 ± Physician Capacity: Physician capacity is an important consideration in 
planning future maternal newborn services, particularly in the lower volume hospitals 
in rural areas 

Ɣ Finding 4 ± Midwifery Capacity: Demand for midwifery services is increasing and 
appears to exceed existing capacity in certain areas within the [Region] 

Ɣ Finding 7 ± Maternal Care: 0HHWLQJ�WKH�QHHGV�RI�WKH�>5HJLRQ@¶V�UXUDO�SRSXODWLRQV�
likely requires maintaining all existing obstetric programs; however, low expected 
growth implies a need to explore changes in the mix of provider types over time 

Ɣ Recommendation 8 ± Low Risk Birth Service: Recognizing that obstetricians, family 
physicians and midwives play a critical role in providing low risk maternal-newborn 
FDUH��WKHLU�UHVSHFWLYH�UROHV�VKRXOG�EH�FRQVLGHUHG�LQ�WKH�FRQWH[W�RI�HDFK�RWKHU¶V�WR�
promote appropriate access and care. This should be done by bringing stakeholders 
together to establish the appropriate provider mix for each community, now and in the 
future, while exploring innovative integrated models of care. In addition, given women 
in the region requested increased access to midwifery services, midwifery privileging 
processes at each hospital should be reviewed and opportunities to increase the number 
of midwifery-supported births at [the Ottawa Birth and Wellness Centre] should be 
explored. 

As of 2018, 75.41% of births in Ontario were attended by Obstetricians, 10.82% were attended 

by midwives, and 6.73% were attended by family physicians (BORN Ontario, 2019).  While 

midwives (11.66%) and family physicians (8.90%) in the Champlain Region attended a higher 

proportion of births than the provincial average as of 2018, obstetricians remained the principal 

providers of maternity care in the region, attending 68.39% of all births (BORN Ontario, 2019). 
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Evidence suggests that this distribution is not fully reflective of population needs or demand for 

these services (CMNRP, 2015). For instance, in fiscal year 2017/18, 109 pregnant people 

requesting midwifery care in the Champlain Region were initially unaccommodated, but were 

eventually cared for by a midwifery practice group; a further 269 pregnant people who requested 

midwifery care remained unaccommodated throughout their pregnancy (BORN Ontario, 2019). 

It should be noted, however, that as is reflected in Table 1 (p.5), unaccommodated cases 

appeared to be trending downward across the years at both the regional and provincial level. 

While data on unaccommodated requests reflect known rates of unmet demand for midwifery 

services, these rates exclude those who might have preferred midwifery services but did not seek 

care. For instance, barriers to access and lack of awareness could be serving as deterrents for 

care-seeking. 

TABLE 1:  
Unaccommodated cases for 
midwifery care across the 
Champlain Region and the 
Province of Ontario 

Total Number and  
Percent of all Births 

Number of residents who requested 
midwifery care and remained 

unaccommodated throughout their 
pregnancy 

Number of residents who requested 
midwifery care, were initially 
unaccommodated, but were 
eventually accommodated 

2013/14 2014/15 2015/16 2016/17 2017/18 2013/14 2014/15 2015/16 2016/17 2017/18 

Champlain 
Region Total 

# 703 423 333 295 269 310 168 115 96 109 

% 5.29% 3.20% 2.55% 2.29% 2.07% 2.33% 1.27% 0.88% 0.74% 0.84% 

Ontario 
Provincial Total 

# 5578 5387 5120 5113 4966 2181 2197 2230 2073 2206 

% 3.98% 3.84% 3.64% 3.62% 3.51% 1.56% 1.57% 1.59% 1.47% 1.56% 

Local stakeholders within CMNRP recognized that this emerging evidence pointed to the need 

for more in-depth DQDO\VLV� RI� WKH� V\VWHP� RI� IDFWRUV� HQDEOLQJ� RU� UHVWULFWLQJ� SUHJQDQW� SHRSOH¶V�

opportunity to choose and access a maternity care provider within the Champlain Region. In 

partnership ZLWK�&0153�� ,� VXFFHVVIXOO\� VRXJKW� IXQGLQJ� IURP� WKH�:RPHQ¶V�&ROOHJH�+RVSLWDO�
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���.�&KDOOHQJH�*UDQW�DQG�WKH�&DQDGLDQ�,QVWLWXWHV�RI�+HDOWK�5HVHDUFK¶V�+HDOWK�6\VWHP�,PSDFW�

Fellowship Program to explore this locally-identified issue.  

RESEARCH QUESTIONS & OBJECTIVES 

The objectives of this thesis were threefold. I first set out to understand how access to the full 

range of maternity care providers was distributed across the Champlain Region. Once I had 

described the distribution of access across the region, I sought to explore the individual,  

organizational, and system-level factors shaping access to the full range of maternity care 

SURYLGHUV� DQG� SUHJQDQW� SHRSOH¶V� DXWRQRP\� LQ� FKRRVLQJ� D� PDWHUQLW\� FDUH� SURYLGHU�� )LQDOO\�� ,�

sought to identify locally-relevant solutions that could be effective in alleviating gaps in access 

and autonomy. 

To achieve these objectives, I adopted an integrated knowledge translation approach (Bowen & 

Graham, 2013), using an explanatory sequential mixed methods design (Creswell, 2014), which 

encompassed two complementary stages. In Stage 1, I employed a quantitative geospatial 

PDSSLQJ�H[HUFLVH�WR�DVVHVV�SUHJQDQW�SHRSOH¶V�DFFHVV�WR�WKH�IXOO�UDQJH�RI�PDWHUQLW\�FDUH�Sroviders 

across the Champlain Region. In Stage 2, I completed a series of focus group and individual 

interviews with parents, providers and policy-makers to explore the individual, organizational, 

and system-level factors that were enabling or restricting access and autonomy within the local 

maternity care system. Through this process, I sought to leverage the wealth of experience, 

knowledge and expertise available within the community to elicit information about the 

structural conditions that would be neceVVDU\�WR�HTXLWDEO\�VXSSRUW�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\�

to choose and access a maternity care provider. In Textbox 2 (p.7), I provide a full list of the 

research questions used to frame this thesis.  
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TEXTBOX 2 - Research Questions 
 

1. How is access to provider-specific maternity care distributed across the Champlain 
Region? 

2. What individual, organizational, and system-level factors are shaping access to the full 
range of maternity care providers? 

3. What individual, organizational, and system-level factors are shDSLQJ�SUHJQDQW�SHRSOH¶V�
autonomy in choosing a maternity care provider? 

4. What locally-relevant solutions could be effective in alleviating gaps in access and 
autonomy?  

For the purposes of this study, I have defined access to the full range of maternity care providers 

as access to family physicians, midwives, and obstetricians who provide intrapartum care. The 

scope of this study is, therefore, restricted to the three groups of maternity care providers all 

residents of the Champlain Region can choose as their primary birth attendant. While Indigenous 

midwives play a critical role in providing Indigenous People in Ontario with access to culturally 

safe and acceptable care, the services they provide were outside of the scope of this study as 

access to these services is restricted to a defined subset of the population. I also acknowledge 

that by restricting the scope of this study to providers who can serve as primary birth attendants, 

this study does not reflect the workforce capacity and trends of a number of other health 

professionals vital to the provision of comprehensive maternity care, including nurses, 

anaesthetists, family physicians who provide prenatal and postpartum care, paediatricians, 

doulas, and lactation consultants. Most notably, nursing resources were acknowledged by many 

participants as a critical challenge within the region. While this issue was out of scope for this 

study, nursing capacity within the local maternity care workforce merits further investigation. 
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THEORETICAL FRAMEWORK 

Leischow et al. (2008) proposed systems thinking methods as the most appropriate tools to 

model the complex adaptive behaviour of health systems. Accordingly, ,� HPSOR\HG� $GD\¶V�

(2004) Framework for Analysis of Equity - a more recent iteration of the Framework for the 

Study of Access to Medical Care originally proposed by Aday and Andersen in 1974 - to 

structure my understanding of the system of factors shaping access and choice within the local 

maternity care system. This framework was amenable to a systems thinking approach as it 

outlined the complex interplay between components of health system structures, their influence 

on the processes of realized access and the emergence of health risks, and their ultimate impact 

on health outcomes within target populations. As is illustrated in Figure 1 (p.9), this framework 

posits that health policy shapes the characteristics of the healthcare delivery system, of the 

population at risk, and of the physical, social, and economic environments within which they 

live. These factoUV�� LQ� WXUQ� VKDSH� WKH� SRSXODWLRQ¶V� H[SRVXUH� WR� KHDOWK� ULVNV� DQG� WKHLU� UHDOL]HG�

access to care, including their utilization of and satisfaction with healthcare services. Finally, the 

health and wellbeing of patients and their communities are presented as the ultimate outcomes 

generated by the processes of realized access and exposure to risk. This version of the framework 

also integrates the three components of the Donabedian (1988) model for the assessment of 

quality of care: structure, process and outcomes. 
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FIGURE 1 - Framework for Analysis of Equity (Aday, 2004) 

 

 

This framework posits that in systems that have achieved equitable access to care, most variance 

in use and outcomes can be attributed to the demographic and need characteristics of the 

population. In systems characterized by inequitable realized access to care, however, variance is 

shaped by: 

Ɣ the characteristics of the healthcare delivery system, including financing, education, 

organization, and the availability and distribution of providers; 

Ɣ the enabling characteristics that provide individuals with the means of accessing available 

services, including income and financial resources, knowledge of the system and 

available resources, insurance coverage, attachment to a healthcare provider, and 

transportation; and 

Ɣ LQGLYLGXDOV¶�SRVLWLRQDOLW\�ZLWKLQ�WKHLU�SK\VLFDO��VRFLDO��SROLWLFDO�DQG�HFRQRPLF�

environments.  
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In other words, equitable access to care is only realized when the healthcare delivery system is 

equipped to provide acceptable care to all target populations, and when all pregnant people, 

regardless of their social identity within their environment, have the enabling resources 

necessary to avail themselves of the services that have been made available. By adopting a 

systems perspective, I aimed to capture the complexity of the organization of maternity care and 

develop a robust and dynamic representation of the multiple factors that interact at all levels of a 

JLYHQ� V\VWHP� WR� UHJXODWH� SUHJQDQW� SHRSOH¶V� RSSRUWXQLWLHV to exercise autonomy in choosing a 

maternity care provider.  

I also applied the feminist theory of relational autonomy (Mackenzie, 2014; Sherwin, 1998) as a 

cross-FXWWLQJ�OHQV�RI�DQDO\VLV�WR�HPEUDFH�FRPSOH[LW\�LQ�P\�H[DPLQDWLRQ�RI�D�V\VWHP¶V�FDSDFLW\�WR�

eTXLWDEO\� VXSSRUW� SUHJQDQW� SHRSOH¶V� DXWRQRP\� LQ� FKRRVLQJ� D� PDWHUQLW\� FDUH� SURYLGHU�� DQG� WR�

H[SOLFLWO\� DWWULEXWH� YDOXH� WR� WKH� NQRZOHGJH� JHQHUDWHG� E\� SUHJQDQW� SHRSOH¶V� OLYHG� H[SHULHQFHV�

(Hesse-Biber, Leavy, & Yaiser, 2004; Morgan et al., 2016). Attending to issues of equity, 

diversity and inclusion, I integrated this analysis to account for the dynamic determinants of 

autonomy and choice within the target population, understand the inequities present within the 

system, and elucidate and address the social and structural drivers of these inequities. Relational 

autonomy recognizes that autonomy is both internally and externally derived (Oshana, 2006). 

Mackenzie (2014) presents three essential dimensions of relational autonomy: self-

determination, self-governance, and self-authorization. Self-determination refers to the external 

or structural conditions that are required to enable individual autonomy; individuals must be free 

from social and political constraints that might interfere with exercising autonomy and must have 

access to opportunities to exercise that autonomy by choosing from an acceptable range of 

options. Self-governance UHIHUV� WR� LQGLYLGXDOV¶� FDSDFLW\� WR� PDNH� WKHVH� FKRLFHV�� )LQDOO\�� self-
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authorization UHIHUV� WR� DQ� LQGLYLGXDO¶V� GLVSRVLWLRQ� WR� UHJDUG� WKemselves as agents with the 

QRUPDWLYH�DXWKRULW\� WR�PDNH� WKHVH�FKRLFHV��$V�ZDV�V\QWKHVL]HG�E\�6XWKHUQV� ��������³,QIRUPHG�

choice requires at least 3 elements: a range of options, knowing what they are, and being able to 

DFW�RQ�WKHP´��S�������,�XVHG�WKHVH�GLPensions of relational autonomy to frame my understanding 

of the prerequisites required to enable pregnant people to exercise autonomous choice of 

provider.  

In all, through theoretical triangulation (Guion, Diehl, & McDonald, 2011), I engaged in a 

comprehensive examination of the multi-WLHUHG�QHWZRUN�RI�IDFWRUV�WKDW�UHJXODWH�SUHJQDQW�SHRSOH¶V�

opportunity, ability and propensity to exercise autonomous choice of provider within a regional 

maternity care system. The individual, organizational, and system-level factors at play within 

this system are intertwined and cannot be understood discreetly. In each of the following 

chapters, which represent finite segments of the system dynamics I uncovered, I describe how 

system-level structures shape organizational-level policies and practices, which in turn shape the 

LQGLYLGXDO� EHKDYLRXUV� RI� ERWK� SUHJQDQW� SHRSOH� DQG� SURYLGHUV� ZLWKLQ� WKH� &KDPSODLQ� 5HJLRQ¶V�

local maternity care system.  

STATE OF KNOWLEDGE 

In this section, I provide an overview of the current state of knowledge. In an effort to describe 

the key trends in the organization of maternity care, I first discuss issues surrounding the 

provision of appropriate levels of maternity care before moving on to the scopes of practice and 

models of care that can be observed within the maternity care system, interprofessional 

collaboration in maternity care, and the effective integration of midwifery into formal health 

systems. I then provide an overview of extant evidence on the three prerequisites of autonomous 

FKRLFH�� WKH� DYDLODELOLW\� DQG� DFFHVVLELOLW\� RI� D� UDQJH� RI� SURYLGHU� RSWLRQV�� SUHJQDQW� SHRSOH¶V�
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NQRZOHGJH� DQG� DZDUHQHVV� RI� WKH� DYDLODEOH� SURYLGHU� RSWLRQV�� DQG� SUHJQDQW� SHRSOH¶V� DELOLW\� WR�

navigate access to their provider of choice. 

Organization of Maternity Care 

Providing Appropriate Levels of Maternity Care 

With economic development come socioeconomic, demographic, epidemiological transitions 

(Graham et al., 2016). The combined effects of these shifts result in an obstetric transition - or a 

shift in reproductive health trends - through which countries achieve reduced fertility and 

maternal mortality rates, and lingering maternal mortality shifts from direct obstetrical to indirect 

causes (Graham et al., 2016). The obstetric transition coincides with trends towards facility-

based births and the medicalization of birth. Under such circumstances, pregnant people 

increasingly receive specialty-care, regardless of need or evidence (Sakala, & Newburn, 2014). 

The obstetric transition also coincides with increased disparities within populations, leaving 

behind pregnant people who are vulnerable to barriers of access to quality care based on their 

income, race, ethnicity, geography, age, marital status, or migrant status (Koblinski et al., 2016).  

Pregnant people in low-income settings, and marginalized populations in middle and high-

income settings, are often subject to what Miller et al. (2016) qualify as too little too late or 

³care with inadequate resources, below evidence-based standards, or care withheld or 

unavailable until too late tR�KHOS´��S��������2Q�WKH�RSSRVLWH�VLGH�RI� WKH�VSHFWUXP��0LOOHU�HW� DO��

(2016) explain that high income countries, and many emerging or middle-income economies, 

along with upper wealth quintiles in low-income settings, are facing their own challenges 

regarding quality of care, which can be characterized as too much too soon RU�³WKH�URXWLQH�RYHU-

medicalisation of normal pregnancy and birth. [This] includes unnecessary use of non-evidence-
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based interventions, as well as use of interventions that can be life-saving when used 

DSSURSULDWHO\��EXW�KDUPIXO�ZKHQ�DSSOLHG�URXWLQHO\�RU�RYHUXVHG´��S������� 

Facility-based intrapartum care has been promoted as an effective model to reduce maternal and 

neonatal mortality rates. In theory, this setting provides an enabling environment, including 

supportive supervision, to maternity care providers, with access to timely referral, transport, and 

management in the event of complications (Smith & Hyre, 2009). In practice, if facility-based 

approaches are not complemented by an adequate focus on the principles of comprehensive 

midwifery care, strong regulatory frameworks, and the implementation of evidence-based 

clinical guidelines, childbirth will be medicalized, leading to unnecessary and inappropriate 

intervention at increasingly untenable cost (Miller et al., 2016; Renfrew et al., 2014; Shaw et al., 

2016). The vast majority of births take place in hospitals in high income countries. For instance, 

data released by BORN for the purposes of this thesis revealed that in fiscal year 2017-2018, 

95.4% of all births in the Champlain Region, and 96.6% of births in the Province of Ontario, 

occurred in hospitals. While the timely access to obstetrical intervention offered by hospitals is 

of critical importance to high risk births, low risk births occuring in these highly medicalized 

contexts are more susceptible to experiencing expeditious and excessive intervention (Shaw et 

al., 2016). Fear of liability and high malpractice premiums are also drivers of increased rates of 

intervention (Shaw et al., 2016). Midwifery-led birthing units in hospitals, free-standing birthing 

units, and home births have been suggested as birth settings that are more optimized to the needs 

of low risk births (Sandall et al., 2016, Shaw et al., 2016).  

Models of Maternity Care and Scopes of Practice  

Diverging models of care between maternity care providers can influence trends toward the 

medicalization of birth. Models of care can be defined as ³WKH� ZD\� KHDOWKFDUH� VHUYLFHV� DUH�
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GHVLJQHG�DQG�GHOLYHUHG´�(Bourgeault & Merritt, 2015). Sandall and colleagues (2016) outline a 

typology of six principal models of care adopted in the provision of maternity care (Table 2 on 

p.14). 

TABLE 2: Typology of models of maternity care (Sandall et al., 2016) 

Model of Care Definition 

Midwifery-led 
continuity model of 

care 

³7KH�PLGZLIH�LV�WKH�OHDG�SURIHVVLRQDO�LQ�WKH�SODQQLQJ��RUJDQL]DWLRQ�DQG�
delivery of care given to a woman from initial booking to the postnatal 
SHULRG´��This model of care involves: ³FRQWLQXLW\�RI�FDUH��PRQLWRULQJ�
the physical, psychological, spiritual and social well-being of the 
woman and family throughout the childbearing cycle; providing the 
woman with individualized education, counseling and antenatal care; 
attendance during labor, birth and the immediate postpartum period by 
a known midwife; ongoing support during the postnatal period; 
minimizing unnecessary technological interventions; and identifying, 
referring and coordinating care for women who require obstetric or 
RWKHU�VSHFLDOLVW�DWWHQWLRQ´� 

Team midwifery ³>0LGZLYHV@�SURYLGH�FRQWLQXLW\�RI�FDUH�WR�D�GHILQHG�JURXS�RI�ZRPHQ�
WKURXJK�D�WHDP�RI�PLGZLYHV�VKDULQJ�D�FDVHORDG´� 

Caseload midwifery 
³>0LGZLYHV@�DLP�WR�RIIHU�JUHDWHU�UHODWLRQVKLS�FRQWLQXLW\��E\�HQVXULQJ�
that childbearing women receive their ante-, intra- and postnatal care 
IURP�RQH�PLGZLIH�RU�KHU�KLV�SUDFWLFH�SDUWQHU´� 

Obstetrician 
provided care 

³2EVWHWULFLDQV�DUH�WKH�SULPDU\�SURYLGHUV�RI�DQWHQDWDO�FDUH�IRU�PRVW�
childbearing women. An obstetrician (not necessarily the one who 
provides antenatal care) is present for the birth, and nurses provide 
LQWUDSDUWXP�DQG�SRVWQDWDO�FDUH´� 

Family doctor 
provided care 

³2EVWHWULF�QXUVHV�>���@�SURYLGH�LQWUDSDUWXP�DQG�LPPHGLDWH�SRVWQDWDO�
care but not at a decision-making level, and a medical doctor is present 
fRU�WKH�ELUWK´� 

Shared models of 
care 

³5HVSRQVLELOLW\�IRU�WKH�RUJDQL]DWLRQ�DQG�GHOLYHU\�RI�FDUH��WKURXJKRXW�
initial booking to the postnatal period, is shared between different 
KHDOWK�SURIHVVLRQDOV´� 

 

Models of practice also inform the ways in which health workers enact their roles within 

maternity care systems. Models of practice reflect ³KRZ� KHDOWK� SURIHVVLRQDOV� XQGHUWDNH� WKHLU�
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scope of practice. Attention to these different models of practice can make more apparent the 

XQLTXH�ZD\V�LQ�ZKLFK�GLIIHUHQW�KHDOWKFDUH�SURIHVVLRQDOV�SURYLGH�WKH�VDPH�VHUYLFH´� (Bourgeault 

& Merritt, 2015). For instance, physicians and midwives adopt very different approaches to the 

provision of maternity care. 

The midwifery model of care in Ontario (Mattison et al., 2018), and more broadly across Canada 

(Wilson & Sirois, 2010), has been associated with increased rates of satisfaction, compared to 

care provided by obstetricians. The model has a number of key features that appear to be driving 

demand for these services, including: access to 24 hour support by telephone, choice of birth 

setting, continuity of care, longer appointments with shorter wait times, comprehensive 

postpartum support, home care, and a philosophy of informed choice (Darling et al., 2019a). 

Individuals scoring higher on natural birth philosophy have also been identified as a population 

prone to choosing a midwifery model of care (Wilson & Sirois, 2010).  Adjacently, previous 

studies within Ontario have highlightHG�SUHJQDQW�SHRSOH¶V�FRQFHUQV�DERXW�WKH�ORQJ�ZDLW�WLPHV�IRU�

DQG� VKRUW� OHQJWK� RI� DSSRLQWPHQWV� ZLWK� SK\VLFLDQV�� ZKLFK� LQIOXHQFHG� SUHJQDQW� SHRSOH¶V� FDUH�

VDWLVIDFWLRQ��DQG�OLPLWHG�SURYLGHUV¶�FDSDFLW\�WR�DQVZHU�TXHVWLRQV��Darling et al., 2019a; Jimenez 

et al., 2010). Midwifery clients also exhibit higher levels of autonomy than individuals who 

access physician care (Vedam et al., 2019).  

A Cochrane review (Sandall et al., 2016) examined the morbidity and mortality, effectiveness 

and psychosocial outcomes of midwifery-led continuity of care models, as compared to other 

models of care, including obstetrician and family physician-provided care. This review found 

that pregnant people at low risk of obstetrical complication who had midwifery-led continuity of 

care models were less likely to experience a number of obstetrical interventions, and displayed 

higher rates of satisfaction, without incurring any additional risk of complication or adverse 
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maternal outcome (Sandall et al., 2016). This review also confirmed the cost-saving effects of 

midwifery-led continuity of care models.  

Homer (2016) corroborated these findings, adding that midwifery-led continuity of care models 

present a number of benefits to systemically disadvantaged populations, and induce high levels 

of job satisfaction and decreased occupational burnout amongst midwives. Successful 

implementation of this model is challenging, however, and must be accompanied by systems 

reforms to promote widespread access, and facilitate interprofessional collaboration based on 

respect for midwifery (Homer, 2016).  

Furthermore, in the United States, higher rates of midwifery integration into health systems have 

been associated with higher rates of physiological birth, fewer obstetric interventions, and fewer 

adverse neonatal outcomes (Vedam et al., 2018). The National Institute for Health and Care 

Excellence Guidelines on intrapartum care for healthy women and babies reinforce these 

findings, stating that midwifery-led units offer lower rates of interventions, without any 

difference in neonatal outcomes compared to obstetrical units (NICE, 2014). As a result, these 

guidelines recommend midwifery-led units as a particularly suitable setting for both nulliparous 

(i.e. has never birthed before) and multiparous (i.e. has birthed before) birthing people at low risk 

of complication (WHO, 2018). The 2018 WHO Recommendations for Intrapartum Care for a 

Positive Childbirth Experience affirm midwifery services as influencing positive childbirth 

experiences and recognize the midwifery workforce as effective professionals in maternal and 

child health programs. 

$�KHDOWK�SURIHVVLRQ¶V�VFRSH�RI�SUDFWLFH�UHIHUV�WR�³ZKDW�KHDOWK�SURIHVVLRQDOV�FDQ��DQG�FDQQRW��GR��

WR�ZKRP��ZKHUH��DQG�KRZ´� (Bourgeault & Merritt, 2015). As is represented in Table 3 (p.17), 
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KHDOWK�SURIHVVLRQV¶�VFRSH�RI�SUDFWLFH�LV�VKDSHG�E\�D�G\QDPLF�DUUD\�RI�PLFUR��PHVR��DQG�PDFUR-

level factors (Nelson et al., 2014). These scopes of practice are often actively constrained as they 

move from what they are trained to perform, to what they are allowed to perform within 

regulatory structures, to what they are enabled to perform within organizational environments. 

As a result, both theoretical and actualized scopes of practice shape the different roles within 

models of maternity care. 

TABLE 3: Barriers and enablers: optimal scopes of practice within collaborative care arrangements 
at the macro, meso, and micro levels (Source: Nelson et al., 2014) 

Barriers Enablers 

Macro 

Health care 
professional 

accountability/liability 
concerns 

Ɣ Educating professionals and courts on changes to legislation that 
recognize the principles of shared care models 

Educational 
needs/requirements that 

inhibit professionals 
working to full or 

optimal scope 

Ɣ Establishing practicums and residencies that foster inter-
professional competencies 

Ɣ Post-licensure credentialing for continued competency 
development over the course of a career 

Rigid legislation/ 
regulations 

Ɣ Expanding adoption of more flexible legislative frameworks that 
can be interpreted at the local setting 

Payment models that do 
not support changes in 

scopes of practice 

Ɣ Alternative funding (e.g., bundled or mixed payment schemes) to 
include all health care professionals and to be aligned with desired 
outcomes 

Meso 

Communication across 
multiple care settings 

Ɣ Implementation and upkeep of electronic medical records essential 
for all respective health care professionals (and for patients 
themselves) to have timely access to the most up-to-date 
information on treatment and status 

Professional 
protectionism 

Ɣ Representation of the interests of professions in the context of 
collaborative care arrangements and inter-professional 
standards/overlapping scopes of practice 

Accountability 
Ɣ Broader application of collaborative performance measures and an 

overall quality assurance framework through involvement of 
accrediting bodies 
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Availability of evidence 
Ɣ Systematic monitoring and evaluation (with specific focus on 

inputs and outputs) to estimate cost incurred for introducing 
change and the long-term return on investments 

Micro 

Professional 
hierarchies 

Ɣ Change management team: a designated role for managing changes 
in scopes of practice and models of care 

Professional cultures 
(lack of trust and role 

clarity; job 
protectionism, turf 

wars, task escalation) 

Ɣ Continuing professional development to cultivate team thinking 
and develop levels of trust around relative competencies 

Ɣ Team vision: to reinforce that the ultimate goal is the improved 
well-being of the patient; who provides the care is secondary to the 
quality and accessibility of services provided 

Communication among 
health care 

professionals 

Ɣ Instilling group mentality: internalization of shared responsibility 
across health care professions 

Ɣ Scheduling of regular meetings for health care team members to 
consult on appropriate care strategies and problem-solving 
strategies; integrating information communication technologies 

Ɣ Co-location to have different types of health care professionals 
and services functioning in a shared space 

 

Interprofessional Collaboration in Maternity Care 

Interprofessional models of collaborative maternity care have frequently been highlighted as a 

key solution to address the shortage of maternity care providers, improve the work/life balance 

and retention of maternity care providers, adapt to evolving population needs in a cost-effective 

manner, enhance the quality of maternity care delivered to pregnant people, and promote better 

access to care in rural areas (King, Laros & Parer, 2012; Martin & Kasperski, 2010; Haque, 

Nigam & Sibbald, 2017; Malott, 2017; Iglesias et al., 2015; Sutherns & Bourgeault, 2008; 

Rogers, 2003; Sutherns, 2004; Klein et al., 2002; Peterson et al., 2007; Miller et al., 2012; 

Munro, Kornelsen & Grzybowski, 2013). Interprofessional collaboration can also enhance policy 

development, planning and problem-solving, prevent resource duplication and service 

fragmentation, and promote more effective service delivery (Psaila & Schmied, 2017). Other 

posited benefits of interprofessional maternity care for pregnant people include improved access 

to care, choice of provider, and appropriateness of care provider (Munro, Kornelsen & 
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Grzybowski, 2013). This is particularly salient, given that pregnant people are expressing a 

desire for hybrid models of care that enable them to benefit from access to the services of both 

physicians and midwives (Fawsitt et al., 2017).  

Despite the recognized importance of interprofessional collaboration, existing literature has 

identified a number of persistent barriers that continue to impede the implementation of 

collaborative models of maternity care. These barriers, along with key enablers that are critical to 

successful interprofessional collaboration in maternity care, are summarized in Table 4 (p.20).  

Interprofessional tensions stemming from competition between providers for a limited number of 

births in select communities has already been documented within the Ontarian context, and 

across Canada (Bourgeault & Darling, 2008; Behruzi et al., 2017; Peterson et al., 2007; Haque, 

Nigam & Sibbald, 2017). These tensions, which are more likely to arise in contexts where 

providers are remunerated fee-for-service (i.e. billing for each service provided over the course 

of a pregnancy, birth, and postpartum period) or per course of care (i.e. billing a single standard 

fee for all care provided across the pregnancy, birth, and postpartum period), emerge when a 

provider group feels that within current fee structures the presence of another group within the 

community is impeding on their ability to sustain an adequately sized call group and level of 

remuneration (Bourgeault & Darling, 2008). Existing studies have shown that these tensions are 

exacerbated in rural settings, where a small number of providers are covering small birth 

volumes, and the introduction of new providers, namely midwives, can constitute a perceived 

threat for existing maternity providers (Munro, Kornelsen & Grzybowski, 2013).  
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TABLE 4: Barriers & Enablers to Interprofessional Collaboration in Maternity Care 

Barriers Enablers 

Ɣ different scopes of practice and 
philosophies of care 

Ɣ UHFRJQLWLRQ�DQG�YDOXDWLRQ�RI�HDFK�RWKHU¶V�
contribution to the provision of care 

Ɣ lack of awareness about the skills, training 
and approach of other health professionals 

Ɣ understanding each other¶s model of care 
Ɣ professional competence and expertise 

Ɣ lack of clarity about roles and 
responsibilities 

Ɣ clear roles and responsibilities 

Ɣ lack of communication and respect 
between provider groups 

Ɣ strong interprofessional communication, 
trust and respect 

Ɣ rivalry and competition between provider 
groups 

Ɣ resistance to change 

Ɣ a common orientation toward shared 
vision, values and goals (patient-centred 
care and addressing local maternity care 
challenges) 

Ɣ lack of dedicated time, resources and 
space for collaboration 

Ɣ availability of dedicated time, resources, 
and spaces to build relationships 

Ɣ concerns surrounding liability and 
insurance 

Ɣ conducive legislative, regulatory, liability 
environments 

Ɣ concerns surrounding the threat to 
professional autonomy 

Ɣ mechanisms to maintain professional 
autonomy 

Ɣ inadequate, inequitable and incompatible 
funding arrangements and remuneration 
mechanisms 

Ɣ funding and remuneration arrangements 
that alleviate competition and incentivize 
collaboration 

Ɣ lack of organizational support for the full 
range of providers 

Ɣ lack of midwifery representation in 
hospital administration 

Ɣ challenges gaining privileges and being 
integrated into hospitals 

Ɣ supportive national and organizational 
leadership, coordination and culture 

Ɣ shared power in coordination and 
decision-making 

Sources: Behruzi et al., 2013; Behruzi et al., 2017; 
Bourgeault & Darling, 2008; Haque et al., 2017; 
Kirby, 2016; Martin & Kasperski, 2010; Mattison et 
al., 2020; Miller et al., 2012; Munro et al., 2013; 
Perdok et al., 2016; Peterson et al., 2007; Smith et al., 
2009; Ratti et al., 2014 

Sources: Bourgeault & Darling, 2008; van Helmond et 
al., 2015; King et al., 2012; Malott, 2017; Martin & 
Kasperski, 2010; Munro et al., 2013; Perdok et al., 
2016; Peterson et al., 2007; Psaila & Schmied, 2017; 
Smith, 2015, Smith, 2016 
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Tensions arising from the importance placed on informed choice within the midwifery model of 

FDUH� KDYH� DOVR� EHHQ� GRFXPHQWHG�� WKH� RXWFRPHV� RI� FDVHV� ZKHUH� PLGZLIHU\� FOLHQWV¶� FKRLFHV�

introduce higher perceived levels of risk into the birthing process can impaFW� SK\VLFLDQV¶� DQG�

RWKHU� SURYLGHUV¶� SHUFHSWLRQV� RI� PLGZLves themselves (Bourgeault & Darling, 2008). 

)XUWKHUPRUH�� PLGZLYHV¶� VXSSRUW� RI� KRPHELUWK�� SDUWLFXODUO\� LQ� UXUDO� VHWWLQJV�� FDQ� JHQHUDWH�

tensions due to SK\VLFLDQV¶� concerns surrounding the safety of homebirth and liability in the 

event of transfer to hospital following complications (Munro, Kornelsen & Grzybowski, 2013). 

This, despite evidence that homebirths that occur more than 30-minutes away from a hospital are 

not associated with any increased risk of adverse neonatal outcomes when compared with 

planned homebirths within 30-minutes of a facility (Darling et al., 2019b).  

Furthermore, effective interprofessional collaboration is constrained by fundamental differences 

in philosophies and attitudes between maternity care providers, and their lack of understanding 

RI� HDFK� RWKHU¶V� UROHV� ZLWKLQ� WKH� RUJDQL]DWLRQ� RI�PDWHUQLW\� FDUH (Klein et al., 2009; Morrison, 

2014; Munro, Kornelsen, & Grzybowski, 2012). Lack of common ground and competing 

institutional frameworks between maternity care providers can limit the effective integration of 

midwifery, and the achievement of optimal function within the organization of maternity care 

(Scott, 1994). Conducive regulatory, educational, and remuneration models, alongside 

appropriate interprofessional communication and favourable professional cultures, are 

considered to be essential enablers to the achievement of optimal scopes of practice within 

collaborative care arrangements (Nelson et al., 2014). 

Researchers in this field have proposed a number of solutions to improve interprofessional 

relationships in maternity care (Ratti et al., 2014; Martin & Kasperski, 2010; Malott, 2017), 

including: 
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Ɣ interprofessional pre-registration education and continuing professional development; 

Ɣ interprofessional working groups and inclusive participation in policy-making (including 

clear guidelines for shared care and transfers of care); 

Ɣ increased opportunities for collaboration in patient care and exposure to HDFK� RWKHU¶V 

skills and model of care; and  

Ɣ better communication, understanding, trust, and respect of HDFK�RWKHU¶V roles within the 

care team. 

Interprofessional education, in particular, is described as an opportunity to expose professionals 

to the approaches of other professional groups, enhancing interprofessional communication, 

trust, and respect, and fostering mutual recognition and valuation of each other¶s roles and 

contributions within care teams (Psaila & Schmied, 2017; Peterson et al., 2007). Furthermore, a 

SUHYLRXV� VWXG\� WKDW� HQJDJHG� ZLWK� VWDNHKROGHUV� ZLWKLQ� 2QWDULR¶V� PDWHUQLW\� FDUH� V\VWHP�

highlighted the need for system-level reform in order to enable workforce adaptation and self-

organization to meet local needs (Martin & Kasperski, 2010). Stakeholders in this study noted 

that local flexibility in models of collaborative care should be accompanied by coordination and 

leadership at the provincial level to establish a common and consistent vision for the maternity 

care system (Martin & Kasperski, 2010). 

Effective Integration of Midwifery 

Despite the known benefits of midwifery integration into formal systems of care, successful 

implementation of midwifery-led continuity of care can present a number of challenges 

associated with establishing policy, regulatory, legal, and practice environments that support 

PLGZLYHV¶� SURIHVVLRQDO� DXWRQRP\�� DQG� HQDEOH� WKHP� WR� SUDFWLFH� WR� RSWLPDO� VFRSH� �Fauveau, 

Sherratt, De Bernis, 2008; Filby, McConville, & Portela, 2016; UNFPA, 2014). Furthermore, 
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gendered workforce dynamics and the dominance of medicine that is ingrained in the formal 

structures of health care systems limit the recognition, status, agency, and integration of 

midwifery within the organization of maternity care.  

In 2014, the United Nations Population Fund and the World Health Organization released the 

6WDWH�RI�WKH�:RUOG¶V�0LGZLIHU\�UHSRUW��81)3$���������7KH�UHSRUW�SUHVHQWHG�0LGZLIHU\�����DV�

a strategy to promote the availability, accessibility, acceptability, and quality of midwifery 

personnel in support of the achievement of universal health coverage. The goals and actions 

proposed within the Midwifery2030 framework span all levels of the health system, including: 

Ɣ Creating an enabling system environment through supportive public policy, planning, 

and funding; 

Ɣ Creating an enabling professional environment through quality education, continuous 

professional development, and appropriate professional regulation and association; 

and 

Ɣ Creating an enabling practice environment through effective resource management, 

supportive supervision, and seamless referral and collaboration between a team of 

health workers involved in the provision of person-centered maternity care. 

Governments play a critical role in the provision and organization of maternity care by defining 

the package of maternity services that are provided, and the role of all stakeholders in the 

provision of this care (Benoit et al., 2015). Accordingly, political will, leadership, and support 

are of critical importance to the development of the enabling policy, regulatory, legal, and 

practice environments required to achieve effective integration of midwifery care and to allow 

midwives to practice to their full or optimal scope of practice (Fauveau, Sherratt, De Bernis, 

2008; Filby, McConville, & Portela, 2016; UNFPA, 2014). Nevertheless, as a female-dominated 
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profession, whose productive role is relegated to the domestic domain, midwifery faces a 

constant struggle to gain and maintain respect and recognition within health care organizations, 

and broader health systems (Fauveau, Sherratt, De Bernis, 2008; Filby, McConville, & Portela, 

2016). 

A number of studies have demonstrated that despite public regulation and funding of midwifery, 

midwives have yet to be fully integrated into Canadian maternity care systems, and their 

relationships with other care providers remain strained (Ratti et al., 2014; Mattison et al., 2020; 

Behruzi et al., 2017). In a comparative study of eight high income countries, Malott et al. (2009) 

found that despite growth of midwifery in Canada, the profession makes a relatively small 

contribution to the total provision of maternity care in Canada. In all seven other high-income 

countries examined, midwives represent the primary caregivers for the majority of low risk 

pregnancies. The size of the Canadian midwifery workforce is also significantly smaller in 

comparison to those of other industrialized nations.  

Midwifery is a regulated health profession in all Canadian provinces and territories. In many 

provinces and territories, the current workforce cannot meet demand for midwifery services 

(Butler, Hutton & McNiven, 2016; Malott et al, 2009; Mattison et al., 2020). Increasing public 

awareness means that most midwifery practice groups have accrued long wait lists for their 

services (Butler, Hutton & McNiven, 2016; AOM, 2015; Thiessen et al., 2016). The small size of 

the existing midwifery workforce not only limits the current availability of services but poses 

obstacles to the growth and sustainability of the profession by presenting barriers to self-

regulation, and constraining the production capacity of midwifery education programmes due to 

the limited availability of preceptors and instructors (Thiessen et al., 2016, Morrison, 2014; 

Butler, Hutton & McNiven, 2016). These constraints on the expansion of midwifery are 
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particularly problematic given the growing shortage of maternity care providers, which is 

compounded by a declining proportion of family physicians opting to provide maternity care 

(Butler, Hutton & McNiven, 2016; Redding, 2015). 

Benoit et al. (2010) contend that despite the integration of midwifery into public health systems 

in high income countries, neoliberal reforms have not unseated medical dominance in the 

provision of maternity care services, which is structurally embedded into the context, 

organization, and models of maternity care (Bourgeault & Mulvale, 2006; Kuhlmann et al., 

2010). Medical dominance over the organization of maternity care tends to devalue midwifery 

knowledge and skills, and constrains the leadership and decision-making opportunities available 

to midwives (Sakala & Newburn, 2014; ICM, WHO, & WRA, 2016). Persistent power 

imbalances within hospitals mean that obstetricians continue to exert a disproportionate amount 

of influence on decision-making, and a considerable amount of control over other provider 

groups practicing within the organization, including family physicians, midwives and nurses who 

engage in intrapartum care (Behruzi et al., 2017, Bourgeault & Darling, 2008). In response to 

these challenges, a review published in 2018 by Thumm and Flynn highlights five attributes that 

characterize a supportive midwifery practice environment: effective leadership, adequate 

resources, collaboration, control of one's work, and support of the midwifery model of care.  

In a system that continues to be dominated by the medical profession, midwifery is often 

overlooked in health policy and lacks representation at primary care decision-making tables, 

which limits its UROH� DQG� LQWHJUDWLRQ� ZLWKLQ� 2QWDULR¶V� KHDOWK� V\VWHP� �Mattison et al., 2020). 

Overwhelmingly, the midwifery profession lacks power, agency and status in the organization of 

maternity care, and despite their potential insight into what measures should be undertaken to 

improve the quality of maternity care, the voices of midwives themselves are often excluded 
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from the process of change (ICM, WHO, & WRA, 2016). This exclusion, which is reflective of 

the gendered nature of the division of labour in maternity care, contributes to a lack of 

recognition of the importance of midwifery in the political realm, and by extension, inadequate 

investment in the development of the midwifery workforce and the establishment of enabling 

environments, including regulations and policies that support and protect midwives (Fauveau, 

Sherratt, De Bernis, 2008; Filby, McConville, & Portela, 2016). This lack of recognition, and the 

presence of gender inequity within the maternal health workforce, is most readily observed in the 

pay afforded to midwives, which is disproportionately low as compared to similar health 

professions that are not female-dominated (ICM, WHO, & WRA, 2016). This was confirmed in 

WKH�+XPDQ�5LJKWV�7ULEXQDO� RI�2QWDULR¶V�6HSWHPEHU� ����� UXOLQJ� WKDW� WKH� GLIIHUHQWLDO� WUHDWPHQW�

and remuneration of midwives in Ontario constitutes gender-based pay discrimination (Human 

Rights Tribunal of Ontario, 2018).  

Prerequisites of Autonomous Choice of a Maternity Care Provider  

Availability & Accessibility of a Range of Provider Options 

2YHU� WKH� ODVW� ��� \HDUV�� SXEOLFDWLRQV� KDYH� GHVFULEHG� &DQDGD¶V� PDWHUQLW\� Fare crisis, which 

introduces supply-VLGH� UHVWULFWLRQV� RQ� SUHJQDQW� SHRSOH¶V� VHOI-determination by constraining the 

availability of an acceptable range of provider options. This shortage of maternity care providers 

has resulted from SK\VLFLDQV¶� GHFUHDVLQJ� SDrticipation in maternity care, and the midwifery 

ZRUNIRUFH¶V� LQDGHTXDWH� FDSDFLW\� WR� ILOO� WKLV� HPHUJLQJ� JDS� �%RXUJHDXOW� 	� 'DUOLQJ�� ������

Bourgeault, 2001; Benoit, Carroll & Westfall, 2019).  

The last decades have seen a steady decline in the proportion of family physicians providing 

intrapartum care (Hedden et al., 2019; Price, Lane & Klein, 2005). A recent study also suggests 

that this decline has been accompanied by a decline in the volume of obstetrical care provided by 



27 

family physicians who do participate in the maternity care sector (Hedden et al., 2019).  A 

number of factors deter family physicians from providing intrapartum care, including issues 

surrounding challenging lifestyles and inadequate on-call arrangements, insurance costs, risks of 

liability and litigation, insufficient remuneration, and lack of exposure to obstetrics (Smith et al., 

2009; Bourgeault & Darling, 2008; Bourgeault, 2001). In rural settings, family physicians are 

also deterred by the stressors and challenges associated with maintaining competence and 

confidence despite low birth volumes, keeping up with rapid technological advancements, 

practicing with limited access to specialist and surgical back-up, coping with the stress of 

demanding rural call schedules, and lacking access to on-call funding (Sutherns & Bourgeault, 

2008; Grzybowski, Kornelsen & Cooper, 2007; Kornelsen, McCartney & Williams, 2016; 

Munro, Kornelsen & Grzybowski, 2013).  

Adequate on-call arrangements, appropriate funding models, and the presence of obstetrical 

back-up have been identified by providers as key enablers to the initiation and continuation of 

intrapartum care provision (Smith et al., 2009; Price, Lane & Klein, 2005). Reducing risk of 

litigation appears to be an important motivator for physicians, while the presence of a respectful 

work environment has been identified as an important motivator for midwives (Smith et al., 

2009).  

Across Canada, demand for midwifery services exceeds supply, and knowledgeable consumers 

are aware that contacting a midwifery practice as soon as a pregnancy is confirmed is necessary 

in order to gain access to their services (Darling et al., 2019a; Jimenez et al., 2010; Behruzi et al., 

2017). This presents a barrier of access for those who are not informed about midwifery care 

upon their first contact with the maternity care system (Darling et al., 2019a). A survey of 

Western Canadian midwives found that more than one third of participants had seriously 
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considered leaving the profession (Stoll & Gallagher, 2019). The negative impact of on-call 

schedules on their personal lives, mental health concerns, and physical health concerns, were all 

commonly cited reasons for considering a departure from the profession (Stoll & Gallagher, 

2019). The most prevalent stressors identified by midwives in this study were heavy workloads 

accompanied by insufficient time off, interprofessional conflict, intraprofessional conflict, 

adverse patient outcomes, and challenges supporting physiological birth in hospital settings 

(Stoll & Gallagher, 2019).  

Beyond availability, barriers of access can often impede optimal utilization of the available 

health workforce. Access to maternity care is shaped by a number of key dimensions (Campbell 

et al., 2013) including: 

Ɣ Spatial accessibility: the geographic distribution of health workers, and the 

availability of appropriate transportation infrastructure; 

Ɣ Temporal accessibility: the proportion of time that health facilities are open and 

appropriately staffed; 

Ɣ Physical accessibility: the attributes of the physical infrastructure of health facilities, 

including whether they are disability-friendly; 

Ɣ Organizational accessibility: the strength of referral networks to connect patients 

with appropriate health workers; and 

Ɣ Financial accessibility: the formal and informal financial costs associated with the 

use of available services. 

Quantitative shortages in the availability of health workers are often compounded by issues of 

geographic maldistribution, which impede access to quality care (Koblinski et al., 2016). Health 

provider geographic mobility can also result in maldistribution between and within health 
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systems (Bhutta et al., 2010). Health professional mobility often results in a relative oversupply 

of health workers in urban settings, and challenges in recruiting and retaining health workers in 

rural and remote areas (Gupta et al., 2011; UNFPA, 2014).  Spatial definitions of access, 

therefore, account for both the availability and accessibility of health care services. Spatial 

access is contingent upon whether the available service capacity is sufficient to meet all health 

needs within a planning geography, and whether the dispersion of service capacity across the 

planning geography aligns with the spatial distribution of these health needs (Lewis, 2015). In 

the event that the distribution of health care services is considered to be misaligned with the 

distribution of needs, measures of access can serve to inform policies to promote a more 

equitable and efficacious distribution of resources (Lewis, 2015). 

Proximity to care is positively correlated with care seeking behaviour and utilization of health 

care services (Murray & Grubesic, 2015). As the distance between patients and these services 

increases, their knowledge of available services declines, resulting in reduced care seeking 

behaviours (Cromley & McLafferty, 2012; Luo & Qi, 2009). Greater distances between patients 

and providers also introduce geographic impedance for care seeking due to the added time, 

resources and effort associated with accessing care (Cromley & McLafferty, 2012). These time-

space constraints are particularly problematic for women whose activity spaces are constrained 

by the triple burden of their productive, reproductive, and domestic roles (Cromley & 

McLafferty, 2012; Fauveau, Sherratt & De Bernis, 2008; Filby, McConville & Portela, 2016).  

$V� LV� UHIOHFWHG� LQ� WKH� 6RFLHW\� RI� 2EVWHWULFLDQV� DQG� *\QDHFRORJLVWV� RI� &DQDGD¶V� MRLQW� SRVLWLRQ�

paper on rural maternity care published in 2012 (Miller et al., 2012), there is consensus amongst 

policy-makers, clinicians, pregnant people and scientists alike that pregnant people should be 

offered the opportunity to birth as close to home as possible (Iglesias et al., 2015; Sutherns, 
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2004). In many rural settings across Canada, however, access to maternity care has been further 

compromised by the closure of maternity care programs at local hospitals. A number of factors 

contribute to rural program closures, including workforce shortages, recruitment and retention 

challenges, limited availability of specialist and surgical services, decreasing birth rates, 

concerns regarding the safety and quality of care in small facilities, concerns surrounding 

medico-legal liability, budgetary and financial constraints, and trends toward centralization of 

services to achieve economies of scale (Haque, Nigam & Sibbald, 2017; Iglesias et al., 2015; 

Kornelsen, Stoll & Grzybowski, 2011; Miller et al., 2012). Resulting gaps in service availability 

in rural areas result in decreased access to services, negative effects on maternal and neonatal 

outcomes, increased financial costs incurred by pregnant people to access care, additional 

challenges associated with employment disruptions and securing childcare, and heightened levels 

of stress for the pregnant person (Haque, Nigam & Sibbald, 2017; Sutherns & Bourgeault, 2008; 

Sutherns, 2004; Klein et al., 2002; Kornelsen & Grzybowski, 2005; Grzybowski, Stoll & 

Kornelsen, 2011; Iglesias et al., 2015). Notably, in a study of 52 communities across British 

Columbia, pregnant people who did not have access to intrapartum care close to home, and who 

were forced to travel outside of their communities to access care, were found to be 7.4 times 

more likely to experience moderate to severe stress, compared to those with local access to 

maternity services (Kornelsen, Stoll & Grzybowski, 2011). A separate study in British Columbia 

also found that longer distances to services are associated with adverse maternal and neonatal 

outcomes, increased rates of unplanned out-of-hospital births, and higher rates of obstetrical 

intervention, including inductions for logistical reasons (Grzybowski, Stoll, & Kornelsen, 2011). 

Furthermore, needing to travel outside their home community to give birth has been associated 

with lower levels of satisfaction amongst childbearing people in Ontario (Mattison et al., 2018).  



31 

Network models involving interprofessional teams of providers across smaller rural maternity 

care programs, regional referral, and tertiary care centres have been proposed as means of 

providing rural populations with better access to appropriate levels of maternity care (Iglesias et 

al., 2015). Evidence suggests no minimum number of births is necessary to maintain clinical 

competence, and that even small maternity care programs are capable of providing safe care to 

pregnant people who exhibit appropriate risk profiles, and allowing pregnant people to benefit 

from better outcomes and higher satisfaction at a lower cost to the system (Iglesias et al., 2015; 

Sutherns & Bourgeault, 2008; Kornelsen & Grzybowski, 2005; Miller et al., 2012). Mobile or 

rotating services have also been proposed as a means of increasing access to prenatal and 

postpartum care in rural settings (Sutherns & Bourgeault, 2008). Finally, on-call remuneration 

agreements have been proposed as means of incentivizing the recruitment and retention of family 

physicians into the provision rural maternity care (Kornelsen & Grzybowski, 2010).  

Existing literature also describes a number of strategies that can be adopted by health 

professional education programs to facilitate rural recruitment and retention (Kornelsen, 

McCartney & Williams, 2016; Miller et al., 2012), including: 

Ɣ establishing recruitment & admission policies that prioritize applicants who are 

predisposed to work in rural settings (e.g. rural residents); 

Ɣ ensuring that curricula are relevant to the rural context; 

Ɣ exposing students to rural practice learning experiences; 

Ɣ ensuring that faculty values and attitudes support rural practice; 

Ɣ providing students with the advanced skills required to practice in rural settings, and  

Ɣ offering rural providers opportunities for professional development  
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However, low birth volumes and limited preceptor availability are recognized barriers to 

providing students with more obstetrical training in rural contexts (Grzybowski, Kornelsen & 

Cooper, 2007). 

Knowledge & Awareness of Available Provider Options 

Information also constitutes a critical enabling resource for access to care; the first prerequisite to 

care seeking is knowledge of the services available to meet your needs (Sutherns & Bourgeault, 

2008). Information and education are foundational to the achievement of family-centered 

maternity care that empowers families to become active participants in the decision-making 

process (PHAC, 2017). Extant literature, however, recognizes lack of awareness of the range of 

available providers and birth settings amongst childbearing people, including those living in 

Canada, as a factor that continues to impede informed choice (Jimenez et al., 2010; Zadoroznyj, 

2000). 

3URYLGHUV�WKDW�VHUYH�DV�SUHJQDQW�SHRSOH¶V�SULPDU\�SRLQW�RI�HQWU\�LQWR�WKH�PDWHUQLW\�FDUH�V\VWHP��

namely family physicians, do not consistently provide them with comprehensive information 

about the models of care and/or provider options available to them, including midwifery care 

(Darling et al., 2019a; Jimenez et al., 2010; Stevens et al., 2016; Zadoroznyj, 2000; Sutherns & 

Bourgeault, 2008). The barriers to interprofessional collaboration between maternity care 

providers described above are particularly problematic given that they can result in pregnant 

people experiencing barriers to obtaining the information required to navigate access to care 

(Psaila & Schmied, 2017).  Studies have found that the knowledge and attitudes of family 

physicians toward midwifery care can influence the volume and nature of information they 

SURYLGH�WR�SUHJQDQW�SHRSOH��DQG�E\�H[WHQVLRQ�LPSDFW�SUHJQDQW�SHRSOH¶V�DFFHVV�WR�PLGZLIHU\�FDUH��

either by omitting information on this provider option, or by suggesting that the individual is not 
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a suitable candidate for this type of care (Darling et al., 2019a). Improved interprofessional 

collegiality has been proposed as a necessary step toward improving preJQDQW�SHRSOH¶V�DFFHVV�WR�

timely and complete information, and to reducing barriers to referral (Sutherns, 2004).  

Existing studies acknowledge word of mouth and social networks as important sources of 

knowledge and awareness about provider options (Darling et al., 2019a; Jimenez et al., 2010). A 

growing body of literature is also revealing the internet, including social media and applications, 

as a key source where pregnant people are seeking their pregnancy-related information (Alamer 

& Al-Edreese, 2021; Tizzard & Pezaro, 2019; Wright, Matthai & Meyer, 2019). In rural areas, 

limited social networks, combined with the rapid pace of change in the rural healthcare 

landscape, can result in a stronger reliance on the information provided by family physicians, and 

LQWURGXFH� OLPLWDWLRQV� RQ� SUHJQDQW� SHRSOH¶V� DZDUHQHVV� RI� WKH� FDUH� RSWLRQV� DYDLODEOH� WR� WKHP�

(Sutherns & Bourgeault, 2008; Sutherns, 2004). First-time parents are also at a significant 

disadvantage in the exercise of choice given their limited knowledge of the options available to 

them, and the processes required to navigate access to care (Jimenez et al., 2010; Zadoroznyj, 

2000). 

A study in Australia found that despite strong desire for information on available models of care 

and to actively participate in decision-making, only one in four participants were aware of all 

available models of care. This study identified nine priority information needs as important to 

enabling comparison of available models and informed choice: cost, access to choice of mode of 

birth and care provider, after hours provider contact, continuity of carer in labour/birth, mobility 

during labour, discussion of the pros/cons of medical procedures, rates of skin-to-skin contact 

after birth, and availability at a preferred birth location (Stevens et al., 2016). Decision aids 

providing information about the full range of available options and their characteristics have 
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been raised as promising tools to improve access to information and enable informed decision-

making (Stevens et al., 2016).  

Past experiences, whether they be positive or negative, are also recognized as an important factor 

ZHLJKLQJ�RQ�SUHJQDQW�SHRSOH¶V�FKRLFH�RI�SURYLGHU��ZLWK�XQVDWLVI\LQJ�H[SHULHQFHV�SXVKLQJ�WKHP�

toward a different provider, and positive experiences encouraging continuity with the same 

provider (Darling et al., 2019a). Quality of care is, therefore, of vital importance as its effects on 

care seeking behaviors can amplify geographic barriers of access (Dogba & Fournier, 2009) 

When the quality or acceptability of the care provided at the nearest facility is perceived to be 

inadequate, birthing people will often bypass this facility in favor of a further facility that is 

perceived to provide more satisfactory service (Campbell et al., 2016, ten Hoope Bender et al., 

2014; Sutherns & Bourgeault, 2008).  

Ability to Navigate Access to Provider of Choice 

$W�DQ� LQGLYLGXDO� OHYHO��SUHJQDQW�SHRSOH¶V� LGHQWLWLHV� VKDSH�GLIIHUHQWLDO�DFFHVV� WR�NQRZOHGJH�DQG�

social capital and introduce significant disparities in the ability (self-governance) and propensity 

(self-authorization) to exercise autonomy (Christensen & Jensen, 2012) amongst 

socioeconomically disadvantaged groups, and amongst those with non-dominant racial, cultural 

and linguistic identities in settings where culture-matched care is not available. Such a context 

disproportionately constrains the opportunities to exercise autonomous choice afforded to 

socially, politically and economically marginalized groups (Thachuk, 2007).  

For instance, while midwifery care is acknowledged as an acceptable and appropriate model of 

care to meet the needs and improve the health outcomes of individuals of low socioeconomic 

status, previous studies have demonstrated that individuals of low socioeconomic status face 
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increased barriers of access to midwifery care in Ontario, and are therefore less likely to utilize 

midwifery services (Darling et al., 2019a). These barriers include lack of knowledge of and 

misconceptions about midwifery. These barriers are compounded by limited awareness of 

midwifery services within their social networks and a tendency toward a more passive approach 

to care seeking, leading to a deference to the expertise of the referring physician within a system 

that favours medical models of care (Darling et al., 2019a).  

Systemically disadvantaged populations experience reduced autonomy and barriers of access 

within the Canadian maternity care system (Vedam et al., 2019; Malott, 2017). Notably, 

individuals with medical or social risks, without postsecondary education, or who perceive racial 

discrimination by their provider exhibit lower levels of autonomy (Vedam et al., 2019). 

Indigenous People, ethnic minorities, people who have low income, people who face housing 

instability, people who have mental health disorders, and people who use substances have also 

been identified as populations who face barriers of access to acceptable maternity care 

(Bourgeault, 2001; Sutherns & Bourgeault, 2008). For pregnant people of low socioeconomic 

status who live in rural areas, geographic barriers of access are compounded by challenges 

associated with accessing transportation, taking time off work, and finding childcare in order to 

access services outside of their home community (Haque, Nigam & Sibbald, 2017). 

Notably, federal medical evacuation policies in Canada have forced Indigenous pregnant people 

who live on reserve in rural and remote communities to travel outside of their communities at 36-

38 weeks gestation to access intrapartum care in urban settings ill-equipped to provide them with 

culturally safe and appropriate care, negatively impacting their birth experiences and outcomes 

(2¶Driscoll et al., 2011; Kolahdooz et al., 2016��/DZIRUG�	�*LOHV��������� ,QGLJHQRXV�3HRSOH¶V�

higher risk of needing to travel long distances to access maternity care is particularly problematic 
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given the cultural and social importance of birthing on or near traditional lands, surrounded by 

family and community within this population (Smylie et al., 2021; Vang et al., 2018). The 

revitalization of Indigenous midwifery has emerged as a key strategy to decolonize birth, return 

birth to Indigenous communities, increase access to culturally safe and appropriate care for 

Indigenous pregnant people, and promote positive maternal outcomes and experiences within 

this population (Lawford & Giles, 2012; Olson & Couchie, 2013). 

Similar studies from Europe, the United States, and New Zealand identify a number of 

subpopulations that are at higher risk of delayed care seeking or non-engagement with the 

maternity care system, including young people, people with higher parity (i.e. people who have 

birthed more children), people who are experiencing an unplanned pregnancy, ethnic minority 

groups, people with poorer educational attainment, people who are single, people with lower 

socioeconomic status, and people who use substances (Bartholomew et al., 2015). In New 

Zealand, a study found that young people, people of mƗori, pacific or asian ethnicity, and people 

living in more deprived households were less likely to experience choice of maternity care 

provider (Bartholomew et al., 2015).  This study also found that pregnant people who had not 

accessed a maternity care provider at all were more likely to be under the age of 20 or over the 

age of 40, RI�PƗRUL��SDFLILF�RU� DVLDQ�HWKQLFLW\� have poorer educational attainment, and live in 

more low resource households (Bartholomew et al., 2015). 

Extant literature suggests that health systems that offer the opportunity to exercise choice of 

provider, may, in fact, increase inequities rather than maintaining equity (Bartholomew et al., 

2015). In these systems, the individuals with access to enabling resources are most apt to 

exercise choice, limiting the availability of options for systemically disadvantaged populations 

(Bartholomew et al., 2015). Mitigation strategies that enable these populations to navigate choice 
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of and access to an appropriate provider are, therefore, necessary to prevent the perpetuation and 

amplification of existing inequities when policies of choice are implemented (Bartholomew et 

al., 2015).  

SUMMARY  

In sum, what is clearly known in the literature is that health policy, as well as the characteristics 

of health care delivery systems, populations, and environments interact to shape realized access 

to care (Aday, 2004). Within the current Canadian context, many maternity care systems are 

characterized by a shortage of maternity care providers that has emerged as a result of family 

SK\VLFLDQV¶� GHFUHDVLQJ� SDUWLFLSDWLRQ� LQ�PDWHUQLW\� FDUH�� DQG� WKH� FXUUHQW� PLGZLIHU\�ZRUNIRUFH¶V�

inadequate capacity to fill this emerging gap (Bourgeault & Darling, 2008; Bourgeault, 2001; 

Benoit, Carroll & Westfall, 2019). In rural settings, challenges with the recruitment and retention 

of maternity care providers and rural maternity program closures can amplify barriers of access, 

WKUHDWHQ� SUHJQDQW� SHRSOH¶V opportunity to birth close to home, and adversely impact health 

outcomes and satisfaction (Haque, Nigam & Sibbald, 2017; Sutherns & Bourgeault, 2008; 

Sutherns, 2004; Klein et al., 2002; Kornelsen & Grzybowski, 2005; Grzybowski, Stoll & 

Kornelsen, 2011; Iglesias et al., 2015).  

While access to maternity care has been examined by others, very few studies have compared 

access to provider-specific maternity care. Also, to our knowledge, no studies have employed 

geospatial analysis as a means of descrLELQJ� WKH� JHRJUDSKLF� GLVWULEXWLRQ� RI� SUHJQDQW� SHRSOH¶V�

opportunity to exercise choice across a range of maternity care providers. This thesis contributes 

to knowledge by filling these two critical gaps in the literature on access to maternity care. 
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Furthermore, despite the recognized importance of interprofessional collaboration and a growing 

desire amongst pregnant people for integrated models of care, literature in this field has 

highlighted a number of persistent barriers that continue to impede the implementation of 

collaborative models of maternity care. In particular, while the benefits of midwifery integration 

into formal health systems are well established, existing studies have revealed that successful 

implementation of midwifery-led continuity of care can present a number of challenges 

associated with establishing policy, regulatory, legal, and practice environments that support 

PLGZLYHV¶�SURIHVVLRQDO�DXWRQRP\�DQG�VWDWXV��DQG�HQDEOH�WKHP�WR�EH�RSWLPDOO\�LQWHJUDWHG�LQWR�WKH�

organization of maternity care (Fauveau, Sherratt, De Bernis, 2008; Filby, McConville, & 

Portela, 2016; UNFPA, 2014). Moving beyond the barriers and enablers to collaboration and 

integration within the organization of maternity care, the dynamics of how system-level policies 

and structures influence interprofessional dynamics, and LQ� WXUQ� VKDSH� SUHJQDQW� SHRSOH¶V�

opportunity to choose from and navigate access to the full range of maternity care providers have 

yet to be fully elucidated in literature. As such, by adopting a systems approach in this thesis, I 

address this gap in the evidence base on interprofessional collaboration in maternity care. 

Finally, because very few publicly-funded maternity care systems internationally offer pregnant 

people who are at low risk of obstetrical complication the opportunity to choose between primary 

DQG�WHUWLDU\�FDUH�SURYLGHUV��OLWHUDWXUH�RQ�WKH�IDFWRUV�LQIOXHQFLQJ�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\�WR�

exercise autonomous choice of provider, and the factors influencing this choice, is scarce. The 

limited literature in this field suggests that in order to afford pregnant people the opportunity to 

exercise autonomous choice of provider, health systems must ensure that an acceptable range of 

provider options is available and accessible within the local organization of maternity care, that 

pregnant people are made aware of and knowledgeable about the available provider options, and 
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that pregnant people have the ability and resources to navigate access to their provider of choice. 

Lack of consistency and comprehensiveness in the information provided by health care 

providers, and the resulting reliance on word of mouth and past experience, can impede informed 

choice, particularly for first time parents, parents living in rural settings, parents with limited 

social networks, and parents who are socially, politically or economically marginalized (Darling 

et al., 2019a; Jimenez et al., 2010; Stevens et al., 2016; Zadoroznyj, 2000; Sutherns & 

Bourgeault, 2008). In systems that offer choice of provider, the achievement of equitable access 

to care requires the implementation of mitigation strategies to ensure that all populations are 

equipped with the enabling resources required to choose and navigate access to their preferred 

provider (Bartholomew et al., 2015). The mixed-methods I adopt in this thesis represent a unique 

opportunity to contribute to this nascent area of research by exploring the interaction between the 

geographic accessibility of provider-VSHFLILF�PDWHUQLW\� FDUH� DQG� SUHJQDQW� SHRSOH¶V� GLIIHUHQWial 

access to the broader range of prerequisite knowledge and resources required to support their 

ability, opportunity and propensity to exercise autonomous choice of provider. 

Building on the context and literature presented in this chapter, this thesis is organized as 

follows. In chapter 2, I present the methodological approach I adopted to describe the 

distribution of access to the full range of maternity care providers across the Champlain Region, 

elicit the individual, organizational and system-level factors shaping access and autonomy within 

the local maternity care system, and identify locally-relevant solutions to address the challenges 

identified. In chapter 3, I describe the distribution of access to the full range of maternity care 

provideUV�DFURVV�2QWDULR¶V�&KDPSODLQ�5HJLRQ�DQG�H[SORUH�WKH�JHRJUDSKLF�GHWHUPLQDQWV�RI�DFFHVV�

present within this region. In chapter 4, I describe the system-level factors, including health 

policy and the characteristics of the healthcare delivery system, that are shaping access to 
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integrated maternity care within the region. In chapter 5, I explore the network of factors that are 

VKDSLQJ�SUHJQDQW�SHRSOH¶V�DELOLW\��RSSRUWXQLW\�DQG�SURSHQVLW\� WR�H[HUFLVH� LQIRUPHG�FKRLFH�RI�D�

maternity care provider within this regional maternity care system. Finally, in chapter 6, I 

conclude with a discussion of the key findings of this thesis, grounding its theoretical, 

methodological, and practical contributions in a revised Framework for the Promotion of 

Equitable Access and Autonomy in Maternity Care Systems.  

Throughout this thesis, I have chosen to use the gender-LQFOXVLYH� WHUP� ³SUHJQDQW� SHRSOH´� WR�

recognize gender diversity within the birthing population. I have also chosen to use the term 

³SDUHQW´� SDUWLFLSDQW�� UDWKHU� WKDQ� ³SDWLHQW´� SDUWLFLSDQW� WR� DFNQRZOHGJH� WKHLU� EURDGHU� VRFLDO�

identities, unique needs, and potential contributions to the design and provision of care beyond 

the traditional unidirectional clinical interactions between patients and providers. Finally, I have 

chosen to use the provider-LQFOXVLYH� WHUP� ³PDWHUQLW\� FDUH� SURJUDPV´� UDWKHU� WKDQ� ³REVWHWULFDO�

SURJUDPV´� WR� UHFRJQL]H� WKH� FRQWULEXWLRQV� RI� WKH� IXOO� UDQJH� RI�PDWHUQLW\� FDUH� SURYLGHUV� WR� FDUH�

delivery. I have, however, maintained the original terminology used in direct quotations. Some 

RI� WKHVH� TXRWDWLRQV�� WKHUHIRUH�� UHIHU� WR� ³ZRPHQ´�� ³PRWKHUV´�� ³SDWLHQWV´�� DQG� ³REVWHWULFDO�

SURJUDPV´�� 
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CHAPTER 2: METHODOLOGY 

In this thesis, I adopted an integrated knowledge translation approach (Bowen & Graham, 2013), 

using an explanatory sequential mixed methods design (Creswell, 2014), which encompassed 

two complementary stages: 

Ɣ 6WDJH����D�TXDQWLWDWLYH�JHRVSDWLDO�PDSSLQJ�H[HUFLVH�WR�DVVHVV�SUHJQDQW�SHRSOH¶V�DFFHVV�WR�

the full range of maternity care providers across the Champlain Region 

Ɣ Stage 2: qualitative focus groups and individual interviews with parents, providers, and 

policy-makers to explore the individual, organizational, and system-level factors that are 

enabling or restricting access and autonomy 

7KH�8QLYHUVLW\� RI�2WWDZD¶V� 6RFLDO� 6FLHQFHV� DQG�+XPDQLWLHV�5HVHDUFK�(WKLFV�%RDUG� FRQIHUUHG�

ethical approval for both stages of this thesis (S-11-19-2363 and S-12-19-5320). 

In keeping with systems thinking, adopting a mixed methods approach was conducive to a 

thorough and multi-leveled investigation of all proposed research questions. First, it enabled a 

GHVFULSWLRQ�RI�WKH�V\VWHP¶V�FXUUHQW�FDSDFLW\�WR�HTXLWDEO\�VXSSRUW�SUHJQDQW�SHRSOH¶V�DFFHVV�WR�WKH�

full range of maternity care providers and their opportunity to exercise autonomy in choosing a 

maternity care provider. It also fostered a more robust understanding of the structural conditions 

WKDW�VKDSH�WKH�V\VWHP¶V�FDSDFLW\�WR�DFKLHYH�WKLV�REMHFWLYH��)LQDOO\��WKLV�PL[HG�PHWKRGV�DSSURDFK�

allowed for the identification of strategies that could serve to remedy system imbalances 

identified. 

I chose to adopt a social constructionist epistemological perspective throughout this thesis in 

order to garner a holistic, nuanced, and contextualized representation of the local maternity care 

V\VWHP��6XFK�D�SHUVSHFWLYH�UHFRJQL]HV�WKDW�³DOO�NQRZOHGJH��DQG�WKHUHIRUH�DOO�PHDQLQJIXO�UHDOLW\�

as such, is contingent upon human practices, being constructed in and out of interaction between 

https://uottawa.evision.ca/uottawa/faces/commons/piDashboardForm.xhtml?windowId=fd4
https://uottawa.evision.ca/uottawa/faces/commons/piDashboardForm.xhtml?windowId=fd4
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human beings and their world, and developed and transmitted within an essentially social 

FRQWH[W´��&URWW\��������S�������7KH�VRFLDO�FRQVWUXFWLRQLVW�SDUDGLJP�ZDV�UHOHYDQW�WR�WKH�SXUVXLW�RI�

my stated objectives given that health systems are inherently human systems shaped by social 

processes. A critical stance toward taken for granted knowledge incited a full exploration of the 

social, political, economic, and geographic determinants of the dynamics observed in the system 

at study (Burr, 2008; Crotty, 1998). In adopting a social constructionist approach, I sought to 

exercise reflexivity in my examination of this system within the local context.   

AGRSWLQJ�DQ�LQWHJUDWHG�NQRZOHGJH�WUDQVODWLRQ�DSSURDFK�� LQ�ZKLFK�³research is designed to be a 

FROODERUDWLYH�YHQWXUH�EHWZHHQ�UHVHDUFKHUV�DQG�NQRZOHGJH�XVHUV´ (Bowen & Graham, 2013, p.17-

18), was aligned with my desire to address an issue identified by the local community, to engage 

with community and knowledge user partners in all phases of the research process (including 

methodological design, data collection, analysis and interpretation, and dissemination), and to 

produce applicable knowledge equipped to inform evidence-based action toward the promotion 

of access and autonomy within the local maternity care system (Jull, Giles & Graham, 2017). In 

line with this approach, I completed this thesis in collaboration with an advisory committee 

composed of researchers, maternity care providers, and community organizations and policy-

makers who have an intimate knowledge of, and are positioned to affect change within, the local 

system (Nguyen et al., 2020) (see Textbox 3 on p.44 for a full list of members). This advisory 

committee was initially formed as I was preparing my funding applications for the Women¶s 

xChange $15K Challenge Grant and Health System Impact Fellowship, and was refined to 

ensure appropriate representation when I entered into my fellowship with CMNRP. I met with 

the advisory committee at key points over the course of the thesis to define the research 

questions and objectives, validate the proposed approach, develop and operationalize our 
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recruitment and data collection strategy, and guide the interpretation of preliminary findings. 

Meaningfully integrating the expertise and experience of knowledge users, including providers, 

policy-makers, and parents, into all phases of this thesis was of critical importance to answering 

my guiding research questions and enabling their translation into evidence-based action within 

the local maternity care system. 

While birthing people were not represented on my advisory committee, parents were engaged 

and consulted throughout the research process. First, the research questions guiding this thesis 

were in direct response to the challenges identified by CMNRP through extensive consultation 

with families, healthcare providers, and community organizations during phase 1 of their 

capacity planning work. I also frequently consulted with &0153¶V�$GYLVRU\�&RPPLWWHH� DQG�

Family Advisory Committee, both of which include parent representatives. Finally, as is 

discussed in my description of my own positionality, throughout the implementation of much of 

this thesis, I was a pregnant person myself with lived experience of the phenomenon and context 

at study.  

TEXTBOX 3 - Advisory Committee Membership 
� Ivy Lynn Bourgeault (uOttawa/CHWN) 
� Mari Teitelbaum (CHEO / CMNRP) 
� Darlene Rose (CMNRP) 
� Mark Walker (BORN Ontario / CMNRP Obstetrical Community of Practice) 
� Daisy Moores (CMNRP Family Medicine Community of Practice) 
� Rosemarie Parisien (CMNRP Midwifery Community of Practice) 
� Elyse Banham (Ottawa Birth & Wellness Centre) 
� Elizabeth Heller (Canadian Association of Midwives) 

 

My ability to adopt an integrated knowledge translation approach (Bowen & Graham, 2013) was 

strengthened by the opportunity to complete this thesis as an embedded research project within 



45 

WKH�&KDPSODLQ�0DWHUQDO�1HZERUQ�5HJLRQDO�3URJUDP��&0153��WKURXJK�&,+5¶V�Health System 

Impact Fellowship program. This embedded approach was crucial to the success of this thesis, 

supporting the mobilization of necessary funding, facilitating participant recruitment and data 

collection, and enabling engagement with key community stakeholders throughout the WKHVLV¶ 

conceptualization and implementation. I participated in monthly meetings with the Regional 

Director of CMNRP to share progress updates, consult on interim reports of quantitative and 

qualitative findings, and elicit guidance for upcoming activities. I also provided regular updates 

WR�� DQG� VRXJKW� IHHGEDFN� IURP�� &0153¶V� SHUinatal consultants during team meetings. This 

SDUWQHUVKLS�DOVR�HQDEOHG�UHJXODU�FRQVXOWDWLRQV�ZLWK�PHPEHUV�RI�&0153¶V�$GYLVRU\�&RPPLWWHH��

Network Council, Family Advisory Committee, and professional Communities of Practice. 

STAGE 1 

In stage 1, I used a geogUDSKLF�LQIRUPDWLRQ�V\VWHP�WR�XQGHUVWDQG�KRZ�SUHJQDQW�SHRSOH¶V�VSDWLDO�

access to the full range of maternity care providers was distributed across the Champlain Region. 

,Q�GRLQJ�VR��,�VRXJKW�WR�LGHQWLI\�XQGHUVHUYLFHG�DUHDV�ZKHUH�SUHJQDQW�SHRSOH¶V�FKRLFH�RI�maternity 

care provider may have been restricted by issues of service capacity and geographic access.  

Data Collection 

Multiple sources of data were required to populate layers of mapping and analysis, including: 

Ɣ geographic boundary files delimiting both the Champlain Region and the aggregate 

dissemination areas that fall within its boundaries; 

Ɣ network datasets simulating the transportation network within the Champlain Region; 

Ɣ DGPLQLVWUDWLYH�ELOOLQJ�GDWD� IURP� WKH�&DQDGLDQ� ,QVWLWXWH� IRU�+HDOWK� ,QIRUPDWLRQ¶V� (CIHI) 

National Physician Database on the maternity care service capacity generated by 

obstetricians and family physicians practicing within the Champlain Region; 
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Ɣ census survey data from midwifery practice groups on the maternity care service capacity 

generated by midwives practicing within the Champlain Region; and  

Ɣ aggregate birth registry data from BORN Ontario on the maternity care service 

UHTXLUHPHQWV� RI� WKH� SRSXODWLRQ� UHVLGLQJ� ZLWKLQ� HDFK� RI� WKH� &KDPSODLQ� 5HJLRQ¶V�

constituent aggregate dissemination areas.  

Geographic Files 

To conduct this geospatial analysis, a number of geographic network and boundary files were 

required. Namely, the DMTI Network Data Set provided a comprehensive illustration of the 

transportation network in Ontario, and enabled travel time estimates through its inclusion of 

speed limits on roadways (DMTITM Spatial, 2018). I used the Ministry of Health¶V 2011 Region 

%RXQGDULHV�VKDSHILOH�WR�RXWOLQH�WKH�SHULPHWHU�RI�WKH�&KDPSODLQ�5HJLRQ��DQG�6WDWLVWLFV�&DQDGD¶V�

2016 Census Digital Boundary File to outline the perimeter of each aggregate dissemination area 

ZLWKLQ�WKH�5HJLRQ¶V�ERXQGDULHV��6WDWLVWLFV�&DQDGD������D���&,+,�DQG�%251�ERWK�XVHG�&DQDGD�

3RVW¶V�3RVWDO�&RGH�&RQYHUVLRQ�)LOH�WR�DWWULEXWH�SK\VLFLDQV�WR�DQ�DJJUHJDWH�GLVVHPLQDWLRQ�DUHD of 

practice using their postal code of practice, and parents to an aggregate dissemination area of 

residence using their postal code of residence.  

,� FKRVH� 6WDWLVWLFV� &DQDGD¶V� DJJUHJDWH� GLVVHPLQDWLRQ� DUHDV� �$'$V�� DV� WKH� JHRJUDSKLF� XQLW� RI�

analysis for this thesis because they were the most granular level of geography that covered the 

entire planning area for which data could be released by stewards without encountering high 

levels of small cell data suppression. Where possible, ADAs have a population between 5,000 

and 15,000 people, and were created in 2016 to enable the release of census data for all areas of 

Canada. I used ArcGIS ® (ESRI, 2020) to calculate a central point that fell within the boundaries 

RI�HDFK�$'$�SRO\JRQ��,�WKHQ�XVHG�$UF*,6¶V�FDOFXODWH�Oocations tool to match this central point 

with its closest network location on the DMTI Network Data Set (i.e. route file).  
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Service Capacity 

To gain access to the data required to estimate the service capacity generated by obstetricians 

and family physicians who provide intrapartum care within the Champlain Region, I submitted a 

data request to CIHI. Through this request, CIHI generated provider profiles for all physicians 

who met two inclusion criteria. First, their total number of births attended must have exceeded 

zero in any of the three most recent years for which data were available (FY2015/16-

FY2017/18). Second, their postal code of practice location must have fallen within the 

&KDPSODLQ�5HJLRQ¶V�JHRJUDSKLF�ERXQGDULHV�LQ�DQ\�RI�WKH�WKUHH�PRVW�UHFHQW�\HDUV�IRU�ZKLFK�GDWD�

is available. The provider profiles generated by CIHI included the following information: 

1. scrambled physician identifier; 

2. fiscal year; 

3. ADA of practice location; 

4. gender; 

5. physician specialty; 

6. physician subspecialty; and 

7. total number of births attended as the principal care provider. 

In order to collect the requisite data to estimate the service capacity generated by midwives who 

provide intrapartum care in the Champlain Region, I conducted a census survey of all midwifery 

practice groups serving the Champlain Region between October 2019 and February 2021. I 

designed the survey instrument to collect the data required to populate the accessibility index 

score calculations, and refined the instrument based on feedback from leadership at CMNRP. In 

addition to contact information, the survey instrument (see Appendix 1) encompassed a series of 

questions related to:  

1. the number of midwives within the practice group by employment category; 

2. WKH�SUDFWLFH�JURXS¶V�ODQJXDJH�V��RI�VHUYLFH�SURYLVLRQ� 
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3. the postal code of practice office(s), and, if applicable, the proportion of their care that is 

delivered at each office; 

4. WKH�ERXQGDULHV�RI�WKH�SUDFWLFH�JURXS¶V�FDWFKPHQW�DUHD� 

5. the hospitals where midwives within the practice hold privileges; 

6. the yearly volume of births that midwives within the practice attend as the primary 

attendant (FY2013-14-FY2018-19); 

7. the yearly volume of billable courses of care that midwives within the practice attend as 

the principal care providers (FY2013-14-FY2018-19); 

8. WKH�\HDUO\�SURSRUWLRQ�RI�WKH�SUDFWLFH¶V�WRWDO�YROXPH�RI�FDUH�WKDW�LV�GHOivered to residents of 

the Champlain LHIN (FY2013-14-FY2018-19); 

9. whether the midwifery practice group maintains a waitlist; and 

10. the average number of requests for care that the practice is unable to accommodate on a 

yearly basis due to caseloads being at full capacity.  

$� NH\� FRQWDFW� DW� HDFK� PLGZLIHU\� SUDFWLFH� JURXS� LGHQWLILHG� WKURXJK� &0153¶V� 0LGZLIHU\�

Community of Practice received an email signed by the Regional Director of CMNRP, my thesis 

supervisor, and myself, asking them to coordinate the completion of a single survey within their 

practice group. I offered the midwifery practice groups the option of completing the survey 

online via Qualtrics, by email using a Word document, on paper using a printed version of the 

Word document, or in the form of an interview scheduled at the time and location of their 

convenience. I made the survey available to midwifery practice groups in both French and 

English. While some of our key contacts within the midwifery practice groups were quick to 

respond to the survey and were familiar with the reports they would need to pull from their 

administrative portals to answer the survey questions, I engaged in considerable amounts of 

follow-up and technical assistance in order to obtain accurate and complete data from other 

midwifery practice groups. For example, I completed a number of site visits to select midwifery 

practice groups to inquire about the status of their survey and offer my assistance in pulling the 
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required data. I also collaborated with BORN Ontario to offer practices a step-by-step technical 

guide to support pulling the required data from their BORN Ontario accounts.  In the end, I was 

able to obtain the necessary information from all midwifery practice groups who have practice 

locations within the Champlain Region.  

Service Requirements 

Through a data request, BORN Ontario pulled birth records for all births that occurred between 

fiscal years 2015/16 and 2017/18 for which the maternal postal code of residence fell within the 

geographic boundaries of the Champlain Region, and released aggregate data on the yearly 

volume of births generated by residents of the Region. 

 
Data Analysis 

Estimating Service Capacity 

Drawing on the census survey of midwifery practice groups and the data requested from the 

&DQDGLDQ�,QVWLWXWH�IRU�+HDOWK�,QIRUPDWLRQ¶V�1DWLRQDO�3K\VLFLDQ�'DWDEDVH��,�ILUVW�XVHG�$UF*,6���

(ESRI, 2020) software to map the service capacity generated by obstetricians, family physicians, 

and midwives providing intrapartum care across the Champlain Region.  

Using the data provided by CIHI, I geolocated each provider using a representative point for 

their ADA of practice location, and calculated their service capacity using the average yearly 

volume of births they attended as the principal care provider (i.e., as the provider who attended 

the birth) over the three fiscal years (FY2015/16-FY2017/18).  

Using the data collected through the census survey of midwifery practice groups, I calculated the 

service capacity for each geolocated midwifery practice group office by multiplying the average 

yearly volume of births the midwives within the practice attended as the principal care provider 
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(i.e., as the provider who attended the birth) over the three fiscal years (FY2015/16-FY2017/18) 

E\�WKH�SURSRUWLRQ�RI�WKH�PLGZLIHU\�SUDFWLFH�JURXS¶V�WRWDO�FDUH�WKDW�was delivered at the office in 

question. This adjustment was necessary as many midwifery practice groups provide services 

across multiple practice locations.  

Estimating Service Requirements 

I then added the distribution of maternity care service requirements as an additional layer of 

mapping, drawing on aggregate data from BORN Ontario, which houses records for all births 

that occur in Ontario. I used these aggregate data to map the distribution of maternity care 

service requirements, measured using the average yearly volume of births generated by residents 

of each ADA over three fiscal years (2015/16-2017/18). Whereas I included all births generated 

by residents in the service requirements for obstetricians, in the case of midwives and family 

physicians, I limited my estimate of service requirements to births classified as low risk 

DFFRUGLQJ� WR� WKH�3URYLQFLDO�&RXQFLO� IRU�0DWHUQDO�DQG�&KLOG�+HDOWK¶V� �3&0&+��GHILQLWLRQ� �VHH�

Appendix 2 for this definition). 

Calculating Accessibility Index Scores 

Using a variation of the Enhanced Two-Step Floating Catchment Area Method (Luo & Qi, 

2009), I calculated a provider-specific accessibility index score for each census ADA within the 

Champlain Region. I produced accessibility indices using both 30-minute and 45-minute drive-

time thresholds. In both cases, I weighted the service capacity and service requirements measures 

within these catchment areas based on the distance between population and provider locations. 

There is great variability in the drive-time thresholds used by similar studies within existing 

literature. These are largely normative thresholds, in that by defining a threshold, you are stating 
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that within your system, this threshold is the maximum drive-time characterized DV�³DFFHSWDEOH´�

spatial access to a particular type of provider for a particular type of population. The only two 

studies I could identify that examined access to maternity care in a similar way (Gao et al., 2016; 

Vadrevu & Kanjilal, 2016) used thresholds that were considered to be either overly aggressive 

(15-minute drive-time threshold) or overly conservative (60-minute drive-time threshold) within 

our local context. The 30-minute threshold commonly-used in maternity care is, in fact, related 

to time from decision to birth (Darling et al., 2019b), but I did not find any literature on 

acceptable drive-time thresholds for prenatal and postpartum care, which rendered this the only 

threshold available within the evidence-base to inform my initial conversations with local 

stakeholders surrounding an appropriate normative threshold for access across the continuum of 

maternity care. I consulted the 30-minute threshold with CMNRP, and they agreed that this 

represented an acceptable threshold within their local context. They also requested the addition 

of the 45-minute threshold to better reflect the realities of the rural residents of the Region, and 

to H[SORUH�WKLV�DOWHUQDWLYH�WKUHVKROG¶V�LPSDFW�RQ�FDOFXODWHG�DFFHVVLELOLW\�LQGH[�VFRUHV�� 

Luo and Qi (2009) propose a two-step process to measure geographic accessibility of care and to 

identify areas of workforce shortage. The fundamental measure upon which the original 

methodology is built is a provider-to-population ratio. Provider-to-population ratios are widely 

employed to measure workforce availability. The use of workforce-to-population ratios as 

thresholds to assess workforce sufficiency can present a number of benefits including their ease 

of use and understanding by decision-makers, their minimal data requirements, and their utility 

for cross-jurisdictional benchmarking and comparison. However, the use of normative provider-

to-population ratios across geographies can be particularly problematic given that this approach 

leans on the assumption that population health needs, and the resulting workforce requirement, 
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are consistent across planning geographies and time (Dal Poz et al., 2010; ten Hoope-Bender et 

al., 2017). Furthermore, these ratios assume constant activity and participation rates amongst 

providers and do not reflect variability in workforce configurations or provider practice patterns 

(Dal Poz et al., 2010; Dreesch et al., 2005; Hongoro & McPake, 2004; McQuide, Stevens & 

Settle, 2008). 

Alternatively, workforce sufficiency can be assessed by conducting more data-intensive health 

workforce planning exercises that assess the alignment between service capacity, and service 

requirements (McQuide, Stevens, & Settle, 2008; Tomblin Murphy et al., 2016). Beyond 

headcount, the service capacity of maternity care providers is shaped by the participation rates, 

activity rates, and practice patterns present within the workforce. As a result, the use of 

unadjusted headcounts can generate overestimates of available service capacity, since these 

estimates do not account for: (1) the presence of part-time work within the workforce; (2) the 

time maternity care providers dedicate to non-clinical tasks; (3) the time that maternity care 

providers dedicate to other sectors of care; or (4) variability within and between cadres of 

maternity care providers in the volume and types of services provided. 

,Q� RUGHU� WR� EXLOG� XSRQ� /XR� DQG� 4L¶V� ������� DSSURDFK�� DQG� DFFRXQW� IRU� D� more nuanced 

representation of the match between the service requirements generated by population health 

needs, and the service capacity generated by provider practice patterns, I replace provider-to-

population ratios with service capacity-to-requirement ratios in my adapted methodology. 

In the first step of this adapted methodology, once I had geolocated representative points for 

providers and populations, I identified all of the population locations that fell within a weighted 
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drive-time threshold from each practice location and computed a service capacity-to-requirement 

ratio for the defined catchment area. 

,GHDOO\��HDFK�JHRORFDWHG�SURYLGHU¶V�VHUYLFH�FDSDFLW\�LV�PHDVXUHG�XVLQJ�WKH�DYHUDJH�\HDUO\�YROXPH�

of births they attended as the principal care provider, adjusted for the proportion of care 

delivered to residents of the Champlain Region and for the proportion of care delivered at the 

practice location at study. Unfortunately, due to data limitations and resource constraints, I was 

unable to apply an adjustment for the proportion of care delivered to Residents of the Champlain 

region for this exercise. 

Therefore, the total service capacity attributed to a particular provider location represents the 

sum of the service capacity of all professionals within the provider group whose postal code of 

practice falls within a particular ADA. I used the service areas function in ArcGIS to create a 

catchment area with three equidistant breaks (i.e. travel time distances) for each provider 

location. When deploying the 30-minute drive-time threshold, these breaks were set at 10, 20, 

and 30 minutes. When deploying the 45-minute drive-time threshold, these breaks were set at 15, 

���� DQG� ��� PLQXWHV�� 8VLQJ� $UF*,6¶V� VSDWLDO� MRLQ� IXQFWLRQ�� ,� FDOFXODWHG� WKH� WRWDO� VHUYLFH�

requirement input into this step using the weighted sum of the service requirements attributed to 

each population location falling within the established drive-time threshold from the provider 

location in question. As is prescribed by Luo and Qi (2009), I calculated Gaussian weights for 

the mid-point of each break and applied them to the service requirements of population centres 

falling in the first, second, and third band of the catchment areas (0.9649; 0.7014; 0.2544). The 

calculations executed in this first step can be represented by the following equation: 
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 Where: 

Ɣ R represents the service capacity-to-requirement ratio for provider location j; 

Ɣ V represents the average yearly volume of births provider s - who is a member of 

provider group g and practices at provider location j - attended as the principal care 

provider; 

Ɣ B represents the average yearly volume of (low risk) births generated by residents of 

population location k, whose distance d from provider location j falls within band r of 

drivetime threshold D; and 

Ɣ W represents the gaussian weight for band r of drivetime threshold D 

In the second step of this adapted methodology, I produced a provider-specific accessibility 

index score for each population location, using the spatial join function in ArcGIS to calculate 

the weighted sum of the service capacity-to-requirement ratios of all provider locations that fall 

within the established drive-time threshold from the population location. I produced the 

catchment areas for population locations using the same procedures used to calculate the 

provider location catchment areas. I applied the same gaussian weights to adjust the service 

capacity-to-requirement ratios of provider locations falling in the first, second and third band of 

the population catchment areas. The calculations executed in this second step can be represented 

by the following equation: 
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Where: 

Ɣ A represents the Accessibility Index Score for provider group g at population location k; 

Ɣ R represents the service capacity-to-requirement ratio for provider g at provider location 

j, whose distance d from population location k falls within band r of drivetime threshold 

D; and 

Ɣ W represents the gaussian weight for band r of drivetime threshold D 

Following these steps, I was able to produce choropleth maps, which visually represent the 

provider-specific accessibility index scores calculated for each ADA, and allow us to compare 

relative accessibility within the region and across provider groups (see p.80). An accessibility 

index score of 0, which is represented in white in these maps, indicates that the population in this 

ADA has no access to the provider group in question within the established drive-time threshold. 

As scores increase and the shades of purple become darker, relative access to this provider group 

increases, accounting for the distance between population and provider centres, and the 

alignment between the service requirements generated by population and the service capacity 

generated by the workforce within a particular area. It should be noted that these scores are 

relative measures that allow us to compare levels of access within the Champlain Region and 

across provider groups, but no particular score is a normative threshold for adequacy of access. 

In other words, we can say that certain ADAs have more or less access to a particular provider 

group than others, but we cannot definitively determine whether access is considered to be 

adequate in any of these ADAs. 

For some population locations, accessibility scores reflect combined access to multiple 

SURYLGHUV¶�FDSDFLW\��)RU�H[DPSOH�� WKH�SUHJQDQW�SRSXODWLRQ�OLYLQJ�LQ�FHQWUDO�2WWDZD�FRXOG�OLNHO\�

reach multiple providers within a 30-minute drive-time. For others, such as some suburban 

populations, accessibility scores would only reflect access to the service capacity generated by a 
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single provider. Finally, some rural population locations would have absolutely no access to any 

providers within a 30-minute drive-time, resulting in an accessibility index score of zero. The 

weighted rings used in this methodology also allowed me to account for the distance between 

populations and providers in my measurement of access. This acknowledged that a provider 

wKRVH�SUDFWLFH�ORFDWLRQ�ZDV�ZLWKLQ���PLQXWHV�RI�DQ�LQGLYLGXDO¶V�UHVLGHQFH�ZRXOG�SURYLGH�PRUH�

access to them than a provider who practices 25 minutes away from this residence.  

STAGE 2 

In stage 2 of this explanatory sequential mixed methods design (Creswell, 2014), I conducted 

semi-structured individual and focus group interviews with parents, providers and policy-makers 

across the Champlain Region.  

Recruitment 

I used stratified purposive sampling (Patton, 2002) to promote maximum variation within each of 

the samples, and promote the capture of diverse perspectives and experiences across stakeholders 

and subregions for comparative analysis. Using targeted recruitment efforts, I endeavoured to 

promote equitable representation across subregions, hospitals, stakeholder groups, provider 

groups, and parent groups. For instance, once I had completed the provider and policy-maker 

focus groups, I completed a series of targeted individual interviews with representatives of 

hospital sites that were not represented in the original focus groups to ensure that all sites had the 

opportunity for their perspectives and experiences to be captured in these findings. Furthermore, 

during parent recruitment, I asked interested participants a series of screening questions - 

including when they had birthed their child, where they resided within the Champlain Region, 

and which type of provider attended their birth ± to track the profile of participants recruited to 

date and inform targeted recruitment efforts to balance the sample. While I considered focus 
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groups my preferred form of data collection in this stage, targeted recruitment of individual 

interviewees was used as a pragmatic strategy to enable me to account for the challenging 

schedules of maternity care providers as I attempted to promote representation within my sample 

across provider groups and maternity care programs. 

Focus groups were my preferred method of data collection in stage 2 for four principal reasons. 

First, I adopted a social constructionist epistemological perspective throughout this thesis. This 

perspective views knowledge as constructed through the interaction between human beings, and 

between human beings and their environment, which renders focus groups, where individuals 

interact in formulating their answers to interview questions, an ideal setting for knowledge 

generation. Second, I felt that participants may feel more comfortable engaging in a rich 

discussion about this relatively complex topic in a group setting, where they could feed off of 

each other and brainstorm, while affording them space to agree, disagree, and build upon what 

others were communicating. Third, the focus groups themselves were also in line with an 

integrated knowledge translation approach, granting participants the opportunity to share and 

discuss these issues and experiences with their peers, and identify locally acceptable 

interventions to address the challenges identified. Finally, from a purely practical perspective, 

focus groups enabled me to reach more participants more efficiently.  

I recruited policy-PDNHU� SDUWLFLSDQWV� WKURXJK� &0153¶V� $GYLVRU\� &RPPLWWHH� DQG� 1HWZRUN�

Council. Members of the Advisory Committee and Network Council were notified during one of 

their regular meetings, and through a follow up email, that their next meeting would involve a 

IRFXV�JURXS�RQ�WKLV�WRSLF��&0153¶V�1HWZRUN�&RXQFLO�LV�FRPSRVHG�RI CMNRP leadership and 

an executive or director-OHYHO� UHSUHVHQWDWLYH� IURP� HDFK� RI� &0153¶V� VLJQDWRU\� RUJDQL]DWLRQV. 

C0153¶V�$GYLVRU\�&RPPLWWHH�LV�FRPSRVHG�RI�CMNRP staff and leadership, clinical directors, 
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physicians, and midwives representing hospitals across the region, managers and supervisors 

from Public Health Units, executive directors from Community Health Centres, a family 

representative, and the chairs of CMNRP committees and workgroups.  The vast majority of 

policy-maker participants were members of these groups; however, policy-maker representatives 

of maternity care programs who were not regularly represented within these groups were 

extended special invitations to attend the meetings within which I would be conducting the focus 

groups. Following the completion of the focus groups, I recruited representatives of maternity 

care programs who were unavailable to attend the focus group discussions to complete individual 

interviews. Through these activities, I was able to connect with policy-makers from all but one of 

WKH�UHJLRQ¶V�PDWHUQLW\�FDUH�SURJUDPV��7KH�PLVVLQJ�SURJUDP�FKRVH�QRW�WR�SDUWLFLSDWH�LQ�WKLV�VWXG\� 

,�UHFUXLWHG�SURYLGHU�SDUWLFLSDQWV� WKURXJK�&0153¶V�2EVWHWULFDO�&RPPXQLW\�RI�3UDFWLFH��)DPLO\�

Medicine Community of Practice, and Midwifery Community of Practice. As was the case for 

policy-makers, members of these communities of practice were notified during one of their 

regular meetings, and through a follow up email, that their next meeting would involve a focus 

group on this topic. Once focus groups had been completed with the Obstetrical Community of 

Practice, the Family Medicine Community of Practice, and the Midwifery Community of 

Practice, respectively, I engaged in targeted recruitment of family physicians from maternity care 

programs that had not been represented during the initial focus group with family physicians, and 

of midwives from midwifery practice groups who had not been represented during the initial 

focus group with midwives. Obstetricians from all maternity care programs across the region 

identified by the head of the Obstetrical Community of Practice were offered the opportunity to 

engage in one of multiple scheduled focus groups, or in an individual interview scheduled at 

their convenience. Through these activities, I was able to connect with midwives from eight of 
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the nine midwifery practice groups active in the Region, family physicians from six of the seven 

maternity care programs where family physicians provide intrapartum care across the Region, 

and obstetricians from three of the eight maternity care programs where obstetricians provide 

intrapartum care across the Region. 

Due to the emergence of the COVID-19 pandemic and the onset of my parental leave, 

recruitment of patient participants was postponed from Winter 2020 to Winter 2021. As the 

focus of this study was not the impact of COVID-19 on access and/or choice, when recruitment 

and data collection resumed in January 2021, I adjusted the parent inclusion criteria to capture 

the experiences of pregnant people who had chosen and accessed their maternity care provider 

prior to the emergence of the pandemic. Parent participants were therefore eligible to participate 

if they were residents of the Champlain Region who had birthed between January 2018 and 

September 2020. Parents who had birthed their children in September 2020 were chosen as the 

cutoff group because they had most likely completed their first trimester of pregnancy, and had 

presumably chosen and accessed their maternity care provider, before the emergence of the 

pandemic in March 2020. )ROORZLQJ�D�FRQVXOWDWLRQ�ZLWK�&0153¶V�)DPLO\�$GYLVRU\�&RPPLWWHH��

,�UHFUXLWHG�SDUHQWV�WKURXJK�&0153¶V�RQOLQH�SODWIRUPV�DQG�GLVVHPLQDWLRQ�FKDQQHOV��DQG�WKURXJK�

social media, including posts by partner organizations and targeted posts on local parent groups 

on Facebook. To promote diverse representation in parent participants, I reached out to 

administrators of Facebook groups for which I did meet inclusion criteria, and asked if they 

could post my recruitment materials on their page or grant me temporary access to the group to 

allow me to post the materials myself. I provided parents with an honorarium for their 

participation in the form of a $20 gift card.  
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Data Collection 

Between February 2020 and August 2021, I completed 20 data collection activities with 69 

participants, including 20 parents, 28 providers, and 21 policy-makers. In Table 5 (p.60), I 

present a full description of data collection activities and participants.  I conducted two initial 

focus groups with policy-makers, a focus group with family physicians, and a focus group with 

midwives between February and March of 2020. Qualitative data collection was then suspended 

at the onset of the COVID-19 pandemic, and further delayed by my own parental leave. 

Recruitment and data collection resumed in January 2021. 

 

TABLE 5:  Qualitative Data Collective Activities and Participants 

Stakeholder 
Group Data Collection Activities Participation 

Stratified 
Purposive 

Sampling Criteria 

Parents ����(QJOLVK�SDUHQW�IRFXV�JURXSV 
����)UHQFK�SDUHQW�IRFXV�JURXS 

20 parents: 
�����SDUHQWV�ZKR�KDG�
sought care from an 
obstetrician 
����parent who had 
sought care from a family 
physician 
����SDUHQWV�ZKR�KDG�
sought care from a 
midwife 

Equitable 
representation of: 
�VXEUHJLRQV 
�KRVSLWDOV 
�VWDNHKROGHU�JURXSV 
�SURYLGHU�JURXSV 
�SDUHQW�JURXSV 

Obstetrician
s ����REVWHWULFDO�IRFXV�JURXSV 

3 obstetricians 
(3/8 hospital sites 
represented) 

Family 
Physicians 

����IDPLO\�PHGLFLQH�IRFXV�JURXS 
����WDUJHWHG�LQWHUYLHZ�ZLWK�D�IDPLO\�
physician 

6 family physicians 
(6/7 hospital sites 
represented) 

Midwives 
����PLGZLIHU\�IRFXV�JURXS 
����WDUJHWHG�interviews with 
midwives 

19 midwives 
(8/9 midwifery practice 
groups represented) 

Policy-
Maker 

����SROLF\-maker focus groups 
����WDUJHWHG�LQWHUYLHZV�ZLWK�SROLF\-
makers 

21 policy-makers 
(7/8 hospital sites 
represented) 

Total �����GDWD�collection activities 69 participants 
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I conducted all provider and policy-maker focus groups in English. I offered providers and 

policy-makers participating in individual interviews the option of completing this interaction in 

either French or English, but all interviewees requested an English interview. I offered the parent 

participants the option of completing a focus group in French or in English; one parent focus 

group was completed in French and six parent focus groups were completed in English.  

During these semi-structured focus groups and individual interviews, I adopted the interview 

guide approach described by Patton (2002). This approach prescribes the creation of an interview 

guide outlining a series of questions and topics that should be addressed over the course of each 

interview, while affording the researcher the freedom to adapt the structure and style of 

conversations, and to use probes in order to explore emerging topics. In my interview guide, I 

asked participants to engage in: 

1. the validation and interpretation of the maps produced in stage 1; 

2. the exploration of individual, organizational, and system-level factors that are shaping 

access and autonomy within the local maternity care system; and  

3. the identification of locally-relevant policy recommendations.  

After presenting the maps produced in stage 1, I asked participants whether or not the 

accessibility indices displayed in the choropleth maps were congruent with their experiences 

within the local maternity care system, whether they deemed access to be adequate and/or 

equitable, and whether they identified any areas in the Region as being either over or 

underserviced for provider-specific care. I then asked participants to discuss the individual, 

organizational, and system-level factors either enabling or restricting access within the local 

maternity care system. Throughout both focus group and individual interviews, I populated a 

matrix in real time for participants to see, which synthesized the factors identified by participants 

and served as a common visual reference point to guide further discussion. Once the discussion 
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of factors shaping access was complete, I presented a definition of the precursors to relational 

autonomy, and asked participants to supplement the existing matrix with factors that were either 

enabling or restricting autonomy within the local maternity care system. Finally, once the matrix 

was fully populated, I asked participants to identify key interventions that could serve to alleviate 

barriers and reinforce the enablers they had identified. 

During the three focus groups that were conducted in-person prior to the emergence of the 

pandemic, I used color coded post-its to create the matrix on a wall. Following the emergence of 

the pandemic and the transition to virtual platforms, I converted the interview guide and matrix 

into a Microsoft PowerPoint format (see Appendix 3).  

I audio-recorded all individual and focus group interviews and transcribed these recordings using 

Otter.ai software. I hired a transcription professional to transcribe the parent focus group that was 

conducted in French. Finally, prior to the initiation of data analysis, I reviewed all transcripts 

while listening to the audio recording to promote the accuracy of the transcribed records.   

Data Analysis 

I thematically analyzed (Braun & Clark, 2006) the interview and focus group transcripts using 

Nvivo 12 Pro to organize each coded excerpt. I first read through the entire dataset in order to 

familiarize myself with its content (Braun & Clarke, 2006). I then initially inductively coded a 

sample of 4 focus group transcripts. I reviewed these codes with my thesis supervisor and with 

the Regional Director of CMNRP, who both provided comments on potential thematic 

groupings. This initial coding was also used to produce an interim report for CMNRP, which was 

circulated internally for feedback. Following this consultative process, these initial codes were 

collated into initial themes to develop an inductive coding scheme, which was then applied to the 
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remaining transcripts (Braun & Clarke, 2006). Excerpts of text were assigned to all relevant 

thematic codes. In the event that a salient excerpt of text did not align with any of the thematic 

codes, an additional inductive code was added to the coding scheme. Through a subsequent 

review, I generated a thematic map that refined the themes, the interaction between themes, and 

the relationships between their constituent codes (Braun & Clarke, 2006) in order to develop a 

FRKHVLYH� OLVW� RI� WKH� IDFWRUV� DIIHFWLQJ� SUHJQDQW� SHRSOH¶V� RSSRUWXQLW\� WR� H[HUFLVH� DXWRQRP\� LQ�

choosing a maternity care provider within the Champlain region.  The process of writing, and 

generating rich thick descriptions of the data, also assisted in my analysis. Synthesizing the 

quotes attributed to a particular code into a cohesive narrative enhanced my understanding of the 

theme itself, and of the relationship between themes, which in turn enabled the higher level of 

analysis described in my discussion. 

 
POSITIONALITY 

Throughout this thesis, I exercised reflexivity to recognize my positionality as a researcher and 

an individual. This was particularly important given that in many ways, I could have been 

considered the 70th participant in this study; I fit my own inclusion criteria as a parent 

participant. I was a resident of the Champlain Region, and during the final stages of thesis 

conceptualization, I became pregnant and was navigating the very process I was studying: 

choosing and accessing a maternity care provider. Despite my extensive knowledge of the 

options that were available to me, my understanding of the challenges associated with accessing 

care, and the wealth of resources at my disposal, I was on wait lists at four different midwifery 

practice groups for my first trimester, until I was eventually accepted into care. During many of 

my meetings with the Advisory Committee and during the first round of data collection with 

providers and policy-makers, I was visibly pregnant. In a climate of interprofessional tensions 
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and reluctance towards capacity planning work, I feared that my choice to access the care of any 

particular provider would be construed as proof of bias toward that provider group, and chose to 

keep my choice of provider private. When my son was born a month early at the height of the 

first wave of the pandemic, many of the care providers and administrators who were caring for 

us knew me because of their engagement with this thesis. During the second round of data 

collection, many parent participants were my peers; parents with children who had been born at 

the onset of the pandemic, or who had been parenting in a pandemic for over a year. In this 

round of data collection, providers would also share their experiences caring for pregnant people 

just like me during the pandemic. 

While the findings presented in this thesis resonate with my own experience within the local 

maternity care system, in light of this unique confluence of my personal and professional life, I 

made a conscious effort to ensure that the themes and findings that emerged from this study were 

thoroughly grounded in the experiences and perspectives of study participants rather than my 

own. For example, after having completed the first draft of my findings, I reviewed the document 

± paragraph by paragraph ± referring back to my dataset to confirm that I had sufficient evidence 

to support each statement. I do, however, acknowledge, that the common experience and 

understanding I shared with participants enabled me to embody the principles of empathetic 

interviewing prescribed by Fontana and Frey (2005), who describe interviews as collaborative 

FUHDWLRQV�GXULQJ�ZKLFK�³WKH�LQWHUYLHZHU�EHFRPHV�DQ�DGYRFDWH�DQG�SDUWQHU�LQ�WKH�VWXG\��KRSLQJ�WR�

be able to use the results to advocate for social policies and ameliorate the conditions of the 

LQWHUYLHZHH´��S�������7KLV�SRVLWLRQ�LV�DOLJQHG�ZLWK�ERWK�WKH�IHPLQLVW�SHUVSHFWLYH and integrated 

knowledge translation approach I assumed throughout this thesis.  
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I also completed this work as an embedded research project and was therefore required to 

balance a dual identity as both a fellow with CMNRP ± internal to the organization ± and an 

independent student researcher completing a thesis on this topic ± a scientist who would adopt 

rigorous methods to explore this issue. CMNRP and I had framed this thesis as an extension of 

&0153¶V�H[LVWLQJ�FDSDFLW\�SODQQLQJ�ZRUN��ZKLFK�ZRXOG�HQDEOH�WKH�RUJDQL]DWLRQ�WR�GHOYH�GHHSHU�

into the health workforce considerations that were outside the scope of their previous capacity 

planning report produced by KPMG. While this provided a clear impetus for my work, it also 

imbued this new exercise with the legacy of the previous report. The last round of capacity 

planning had been perceived by many providers as biased toward midwifery, generating 

significant resistance towards any new capacity planning work. This fear of bias amongst family 

SK\VLFLDQV�DQG�REVWHWULFLDQV�ZDV�FRPSRXQGHG�E\�ORFDO�VWDNHKROGHUV¶� IDPLOLDULW\�ZLWK�P\�WKHVLV�

supervisor, who is a well-known researcher on midwifery. As a result, I invested considerable 

time and effort into demonstrating the methodological rigor and impartiality of this exercise to 

gain the confidence and buy-in of local stakeholders, including members of the advisory 

committeH�� ,Q� DGGLWLRQ� WR� KRVWLQJ� FRQVXOWDWLRQV� ZLWK� &0153¶V� 1HWZRUN� &RXQFLO�� $GYLVRU\�

Committee, Family Advisory Committee, and Communities of Practice, I held a series of 

meetings with the leads and members of the Obstetrical Community of Practice, the Family 

Medicine Community of Practice, and the Midwifery Community of Practice prior to the 

initiation of data collection to ensure that all provider groups had the opportunity to provide 

input on the methodology.  

From the thesis¶�LQFHSWLRQ��,�DLPHG�WR�UHFRJQL]H�Whe contribution of all intrapartum care providers 

to our local maternity care system. My approach acknowledged that access to obstetricians is 

essential to providing appropriate care to pregnant people who are considered high risk, and that 
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pregnant people who are considered to be at low risk of complication require access to all three 

provider groups in order to be granted the opportunity to choose a maternity care provider. While 

WKLV�XQGHUVWDQGLQJ�RI� WKH�FRQGLWLRQV� UHTXLUHG� WR�XSKROG�SUHJQDQW�SHRSOH¶V� ULght to reproductive 

autonomy and to equitable access to care is in line with provincial priorities within the Ontarian 

context, the assumption that pregnant people should have equitable access to the full range of 

providers was not apolitical, and was not universally accepted by stakeholders and participants 

who engaged with this study. As is described in the following chapters, the local maternity care 

system was characterized by competition between provider groups, which led certain providers 

to call into question equitable access to the full range of providers, and by extension equitable 

opportunity to choose a provider, as an achievable or desirable health system outcome.  

Finally, I must acknowledge that my own experiences within the local maternity care system, 

and my interactions with participants in this study, are shaped by my privileged position within 

society. I am a white, cisgender female who is well-educated, well-resourced, and attached to a 

collaborative family practice while I was conducting this study. As such, I explicitly recognized 

the critical importance of capturing a diversity of perspectives in this study and made conscious 

efforts to incorporate the experiences of individuals with social identities that reflect intersecting 

forms of marginalization into its findings.  

SUMMARY 

In this chapter, I have presented the methodological approach I adopted to describe the 

distribution of access to the full range of maternity care providers across the Champlain Region, 

elicit the individual, organizational and system-level factors shaping access and autonomy within 

the local maternity care system, and identify locally-relevant solutions to address the challenges 

identified. In the next chapter, I will begin my presentation of the findings generated through this 
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methodological approach by describing the distribution of access to the full range of maternity 

FDUH�SURYLGHUV�DFURVV�2QWDULR¶V�&KDPSODLQ�5HJLRQ�DQG�H[SORULQJ�WKH�JHRJUDSKLF�GHWHUPLQDQWV�RI�

access present within this region. 
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CHAPTER 3 ± Stuck in the Middle: Mapping Access to the Full Range of Maternity Care 

3URYLGHUV�LQ�2QWDULR¶V�&KDPSODLQ�5HJLRQ 

In this chapter, I first describe the full findings stemming from stage 1 of this study, including a 

profile of the local maternity care workforce, estimates of the maternity care needs of the local 

population, and choropleth maps reflecting the distribution of access to the full range of 

PDWHUQLW\� FDUH� SURYLGHUV� DFURVV� 2QWDULR¶V� &KDPSODLQ� 5HJLRQ�� ,� WKHQ� PRYH� RQ� WR� SUHVHQWLQJ�

relevant qualitative findings from stage 2 of this study that serve to enable the validation and 

interpretation of the maps produced in stage 1, and to deepen our understanding of the 

geographic determinants of access reflected in these same maps.  

Physician Workforce Profile 

The cohort of physicians with postal codes of practice within the Champlain Region who 

attended at least one birth between 2015/16 and 2017/18 included 104 obstetricians (63 female 

obstetricians, 41 male obstetricians) and 132 family physicians (83 female family physicians, 47 

male family physicians, and 2 family physicians of unknown sex). While there are more family 

SK\VLFLDQV�WKDQ�REVWHWULFLDQV�LQ�WKLV�FRKRUW��REVWHWULFLDQV¶�OHYHO�RI�SDUWLFLSDWLRQ�LQ�WKH�PDWHUQLW\�

care sector and the volume of births they attend on a yearly basis exceeds that of family 

physicians. In other words, this cohort encompasses a high number of family physicians 

providing relatively lower volumes of maternity care. For instance, obstetricians in the cohort 

attended an average of 105 births per year (average among male obstetricians: 109.29; average 

among female obstetricians: 101.69), whereas family physicians attended an average of 12 births 

per year (average among male family physicians: 12.37, average among female obstetricians: 

11.30). On average, of the 132 family physicians included in this cohort, 50 (37.88%) attended 

no more than one birth per year, and 83 (62.88%) attended no more than ten births per year. 
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These trends are clearly illustrated in the histograms presented in figures 2 and 3 (p.71). 

Additional descriptive statistics on the overall average yearly volume of births attended can be 

found in Table 6 (p.70).  

Average service capacity varied across age groups, as is depicted in figures 42 (p. 71) and 5 

(p.72), in addition to slight variations in service capacity generated by male and female 

physicians. Furthermore, this cohort demonstrated that not all obstetricians can be counted in the 

same way, with obstetricians engaging in variable levels of activity and participation in 

LQWUDSDUWXP�FDUH��1RWDEO\��REVWHWULFLDQV¶� DYHUDJH�\HDUO\�YROXPHV� UDQJHG� IURP� OHVV� WKDQ�RQH� WR�

more than 300 births attended per year.   

TABLE 6: Descriptive Statistics on Average Yearly Volume of Births Attended by 
Individual Physicians3 

Statistic Obstetricians Family Physicians 

Minimum 0.33 0.33 

First Quartile4 15 0.67 

Median5 120.67 3.5 

Mean 104.83 11.99 

Third Quartile6 164.83 18.92 

Maximum 336.67 90.33 

 

 
 
2 Please note that the solid lines for male obstetricians and all obstetricians depicted in Figure 4 are superimposed for 
all years up to 1955 because the cohort did not include any female obstetricians born before 1956.  
3 Please note that some statistics in these tables indicate values of less that one birth per year because physicians 
were included in the dataset as long as they had attended at least one birth in at least one of the three years for which 
data were pulled. This means that the average yearly volume of births for certain individual physicians within the 
cohort is inferior to one. For instance, a physician who attended 1 birth in 2015/16 but no births in 2016/17 or 
2017/18 would have an average yearly volume of births attended of 0.33. 
4 25% of values are equal or inferior to the first quartile 
5 50% of values are equal or inferior to the median 
6 75% of values are equal or inferior to the third quartile 
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Midwifery Workforce Profile 

At the time of data collection, the midwifery practice groups included in this study encompassed 

a total of 91 midwives and midwifery students, of which 65 were permanent members practicing 

full time, 6 were permanent members practicing part time, 5 were locums, 5 were students, and 

10 were on leave. On average, 9.5 licensed midwives practiced within each group, ranging from 

a minimum of 5 midwives to a maximum of 13 midwives within a single practice. The average 

yearly volume of births attended by each midwifery practice group ranged from a minimum of 

99.67 to a maximum of 422.67, with a mean of 244.37 and a median of 277. Additional 

descriptive statistics related to the service capacity generated by midwifery practice groups in the 

region can be found in table 7 (p.73). This table includes descriptive statistics on the average 

yearly volume of births attended by midwifery practice groups, as well as the average yearly 

volume of courses of care billed, which also encompass the clients for whom midwives within 

the practice provided at least 12 weeks of care, but whose care was transferred to another 

maternity care provider before or during the birth. While the latter provides additional context 

around the average number of clients to whom midwifery practice groups provide care, the 

average yearly volume of births attended as the principal care provider was used to calculate 
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available midwifery service capacity in order to align these estimates with those produced for 

family physicians and obstetricians.  

TABLE 7: Descriptive Statistics for Average Service Capacity Generated by Midwifery Practice 
Groups 

Statistic Average Yearly Volume of Births 
Attended 

Average Yearly Volume of 
Courses of Care Billed 

Minimum 99.67 106.00 

First Quartile 129.33 141.33 

Median 277.00 289.67 

Mean 244.37 269.30 

Third Quartile 329.67 352.67 

Maximum 422.67 442.67 

 
Service Capacity Generated by the Full Maternity Care Workforce 

In aggregate, obstetricians generated an average yearly service capacity of 10,903 births, family 

physicians generated average yearly service capacity of 1,559 births, and midwives generated an 

average yearly service capacity of 2,199 births across the ChaPSODLQ� 5HJLRQ�� 2EVWHWULFLDQV¶�

service capacity was spread across 30 of the 135 ADAs in the Champlain Region, while family 

SK\VLFLDQV¶� VHUYLFH� FDSDFLW\�ZDV� VSUHDG� DFURVV����ADAs�� DQG�PLGZLYHV¶� VHUYLFH� FDSDFLW\�ZDV�

spread across 15 ADAs. 

Service Requirements Generated by the Population 

The residents of the Champlain Region generated an average of 12,992 births per year as a 

service requirement, of which an average of 7,228 (55.6%) were classified as low risk as per the 

PCMCH definition used by the BORN Ontario database. Table 8 (p.74) provides descriptive 
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statistics on the service requirements generated by residents of individual ADAs across the 

Champlain Region. 

TABLE 8: Descriptive Statistics for Population Service Requirements across ADAs 

Statistic 

Yearly Average 
Number of Births 

Generated by Residents 
of an ADA 

Yearly Average 
Number of Low Risk 
Births Generated by 
Residents of an ADA 

Percent of All ADA 
Resident Births 

Categorized as Low Risk 

Minimum (1-5)7 0 0.00% 

First Quartile 69.67 39.33 52.56% 

Median 90.33 49.00 55.81% 

Mean 96.24 53.54 55.34% 

Third Quartile 115.17 65.50 58.19% 

Maximum 302.33 157.33 72.09% 

 
As is depicted in figures 7-9 (p.75-76), maternity care service requirements, for all levels of risk, 

were unevenly distributed across the Champlain Region, with some ADAs displaying a higher 

volume of demand for services than others (for ease of reference and geographic bearings, a base 

map of the Champlain Region is presented in figure 6 on p.75). For example, Barrhaven & 

2UOHDQV�� WZR� RI� 2WWDZD¶V� PDMRU� VXEXUEV�� DSSHDUHG� WR� JHQHUDWH� KLJK� YROXPHV� RI� GHPDQG� IRU�

maternity care. One ADA in the Eastern Champlain Region, which encompasses the growing 

rural communities that line the highway 417, including Limoges, Casselman, The Nation & St-

Isodore, also appeared to be generating significant demand for services. These figures also 

demonstrate that not all populations across the Champlain Region shared the same risk profile, 

with some ADAs displaying a greater proportion of births categorized as low risk than others.  

 
 
7The yearly number of births generated by residents was suppressed by BORN Ontario for select ADAs in which 
this number ranged between one and five. For these ADAs, I assumed a yearly average number of births of three 
(the median of the range of possible values).  
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Figure 6: Map of Champlain Region 
6RXUFH��4XHHQ¶V�3ULQWHU�IRU�2QWDULR������ 

 

 
 

Figure 7: Yearly Average Number of Births Generated by Residents 
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Figure 8: Yearly Average Number of Low Risk Births Generated by Residents 

 

 

Figure 9: Percent of All Resident Births Categorized as Low Risk 
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Accessibility Index Scores  

When comparing relative accessibility across provider groups for a 30-minute drive-time 

distance threshold, the average accessibility index score for care provided by obstetricians (0.82) 

was significantly higher than the average accessibility index score for care provided by family 

physicians (0.22) or midwives (0.28). As is displayed in the descriptive statistics presented in 

table 9 (p.77), this trend remained consistent when applying a 45-minute drive-time distance 

threshold. There was, however, variability in the way that moving from a 30-minute and 45-

minute drive-time threshold impacted the accessibility scores of individual ADAs, regardless of 

provider type. In some cases, accessibility index scores increased because population centres 

could access a larger number of providers as their acceptable drive-time increased from 30 

minutes to 45 minutes. In other cases, however, accessibility index scores decreased, presumably 

EHFDXVH� SURYLGHUV¶� FDWFKPHQW� DUHDV� DOVR� EHFDPH� ODUJHU�� HQFRPSDVVLQJ� D� ODUJHU� YROXPH� RI�

population need for services, and decreasing their service capacity-to-requirement ratio. The 

distribution of provider-specific accessibility indices can also be observed in figures 10-12 (p.78-

79).  

TABLE 9: Descriptive Statistics for Provider-Specific Accessibility Indices Calculated for ADAs 

 Obstetricians 
(30-Minute) 

Obstetricians 
(45-Minute) 

Family 
Physicians 

(30-Minute) 

Family 
Physicians 

(45-Minute) 

Midwives 
(30-Minute) 

Midwives 
(45-Minute) 

Minimum 0.00 0.00 0.00 0.00 0.00 0.00 

First 
Quartile 0.44 0.47 0.12 0.17 0.23 0.27 

Median 0.91 0.94 0.22 0.25 0.31 0.33 

Mean 0.82 0.82 0.22 0.22 0.28 0.29 

Third 
Quartile 1.25 1.09 0.31 0.28 0.37 0.35 

Maximum 1.36 1.19 1.02 0.51 0.87 0.65 
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For all three provider groups, the range of accessibility index scores calculated using the 30-

minute threshold was wider than for those calculated using the 45-minute threshold, with the 

third quartile and maximum values being consistently higher and the first quartile values being 

consistently lower for the 30-minute threshold as compared to the 45-minute threshold. As is 

displayed in figure 10, the range of accessibility index scores for obstetricians (0-1.36) was 

significantly higher than for family physicians and midwives, who, with the exception of a select 

number of outlier ADAs, generally displayed accessibility index scores for the 30-minute 

threshold ranging from 0-0.56 and 0-0.52, respectively.  

As is displayed in figures 11 and 12 (p.79), the accessibility index scores for obstetricians were 

more evenly distributed across the range of possible values, while both family physicians and 

midwives display more pronounced modes. Using the 30-minute threshold, the vast majority of 

ADAs displayed accessibility index scores of 0.1-0.4 for family physicians and 0.2-0.4 for 

midwives. Using the 45-minute threshold, these modes became even more pronounced, with 

more than half of all ADAs displaying accessibility index scores of 0.2-0.3 for family physicians 

and of 0.3-0.4 for midwives.  
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As is illustrated by the colour gradient displayed in figures 13-18 (p.80-83) access to all three 

provider groups was inequitably distributed across the Champlain Region. In some regions, 

access to one provider group was compensating for lack of access to others, allowing for access 

to care without necessarily affording pregnant people the opportunity to exercise choice of 

provider. 

For example, the area surrounding Hawkesbury exhibited higher levels of access to family 

physicians, with minimal access to obstetricians, and no access to midwifery care. Focus group 

participants in stage 2 attributed this trend to the model of care that has been established at the 
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ORFDO� KRVSLWDO�� 6LPLODUO\�� LQ� WKH�%DUU\¶V�%D\� DQG�.LOODORH� DUHD�� SUHJQDQW� SHRSOH� KDG� UHODWLYHO\�

high access to midwifery care because of a satellite practice that had been established by one of 

the midwifery practice groups, but had no access to any other provider group. The effects of 

midwifery satellite practices on access to care in rural areas was also exemplified by the darker 

shades of purple displayed in the Southern Champlain Region, where another midwifery practice 

group had distributed their provision of services across three satellite practices.  

Figure 13: Accessibility Index Scores for Intrapartum Care Provided by Obstetricians (30-
minute drive-time distance threshold) 
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Figure 14: Accessibility Index Scores for Intrapartum Care Provided by Obstetricians (45-
minute drive-time distance threshold) 

 

 

Figure 15: Accessibility Index Scores for Intrapartum Care Provided by Family Physicians 
(30-minute drive-time distance threshold) 
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Figure 16: Accessibility Index Scores for Intrapartum Care Provided by Family Physicians 
(45-minute drive-time distance threshold) 

 
 

Figure 17: Accessibility Index Scores for Intrapartum Care Provided by Midwives (30-
minute drive-time distance threshold) 
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Figure 18: Accessibility Index Scores for Intrapartum Care Provided by Midwives (45-
minute drive-time distance threshold) 

 

7KLV�VSDWLDO�DQDO\VLV�HQDEOHG� WKH� LGHQWLILFDWLRQ�RI�XQGHUVHUYLFHG�DUHDV�ZKHUH�SUHJQDQW�SHRSOH¶V�

choice of maternity care provider may have been restricted by issues of service capacity and, or, 

geographic access. With access concentrated in urban centres, a number of smaller rural 

communities were left with little to no access to any provider group and forced to drive long 

distances and leave their community to access maternity care. Namely, the Ottawa Valley region 

appeared to be significantly underserviced for maternity care, consistently displaying low levels 

of accessibility across provider groups. Participants in subsequent qualitative consultations 

partially attributed this trend to the closure of the maternity care program at Renfrew Victoria 

Hospital in June 2014. Physician participants acknowledged that there was a complete absence of 

obstetricians and family physicians providing this type of care in the area, and that midwives 

providing home care were the only providers filling this gap. An ADA in the Eastern Champlain 

Region, which represented a source of concentrated demand for maternity care, also appeared to 
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be significantly underserviced, with low levels of access to family physicians and midwives, and 

no access to obstetricians. This area also appeared to be ³VWXFN�LQ�WKH�PLGGOH´��IRUFLQJ�SUHJQDQW�

people residing within its boundaries to drive long distances in all directions to access facilities 

and providers. In contrast, Winchester and its surrounding area represented an example of a rural 

maternity care program that was providing relatively high levels of access to its local population 

across all three provider groups. This provides a clear example of the critical importance of rural 

maternity care programs and satellite practices to upholding access to care closer to home, and 

the effects that program closures can have on access to care. 

Qualitative Validation & Interpretation 

As a means of validating and interpreting the maps produced in stage 1, participants in stage 2 

were asked whether the distribution of access reflected within these maps were congruent with 

their experience within the local maternity care system. Based on their experience within this 

system, and the maps produced, participants were also asked to assess whether access to each 

SURYLGHU¶V�FDUH�ZDV�DGHTXDWH�DQG�RU�HTXLWDEOH�DFURVV� WKH� UHJLRQ�� DQG� WR� LGHQWLI\�DQ\�DUHDV� WKDW�

they would deem either over or underserviced for care delivered by each provider group. Overall, 

the 69 parents, providers and policy-makers who participated in focus groups and individual 

interviews in stage 2 confirmed that the accessibility maps produced reflected their experiences 

within the system, providing isolated examples where trends may have shifted since the data 

used were pulled. They generally regarded access to midwives and family physicians to be both 

inadequate and inequitably distributed across the Region. A number of physicians participants 

did, however, believe that access to midwifery care was adequate, often citing the need to 

maintain the practice viability of all provider groups. While participants agreed that access to 

obstetricians was also inequitably distributed across the region, they deemed it to be generally 
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adequate in urban centres, with some issues surrounding timely access to referrals and heavy 

workloads adopted by obstetricians to maintain this level of access. 

Underserviced areas for family physicians who provide intrapartum care identified by 

participants in stage 2 include: the Ottawa Valley Region (i.e. Renfrew County), Deep River, 

3HPEURNH�� %DUU\¶V� %D\�� .LOODORH�� 5HQIUHZ��:KLWH� /DNH�� &OD\WRQ�� /DQDUN� &RXQW\�� /HHGV� DQG�

Grenville United Counties, and Cornwall. Areas that participants identified as particularly well 

serviced for family physicians who provide intrapartum care included Ottawa, Orleans, 

Winchester and Hawkesbury. Areas where trends may have changed since the data used in these 

maps were pulled include Almonte, where access has likely increased due to the emergence of a 

family medicine program at the local hospital, and Pembroke, where access has likely decreased 

due to the recent retirement of a family physician.  

Underserviced areas for obstetrical care identified by participants in stage 2 include: the Ottawa 

Valley Region, Deep River, the rural areas sXUURXQGLQJ� 3HPEURNH�� %DUU\¶V� %D\�� .LOODORH��

Renfrew, Whitney and the outlying areas, Lanark, Richmond, Carleton Place, Kemptville, 

Smiths Falls, Russell, Casselman, Limoges, Vankleek Hill. Areas that participants identified as 

particularly well serviced for obstetrical care included Ottawa, Orleans, Pembroke, Almonte, 

Winchester and Cornwall. Areas where trends may have changed since the data used in these 

maps were pulled include Pembroke, where access has likely decreased as a result of the loss of 

two obstetricians, Hawkesbury, where access has likely increased as a result of new obstetricians 

establishing practice at the local hospital, and Almonte, where access has likely increased as a 

result of the growth of the obstetrical program at the local hospital.  
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Underserviced areas for midwifery care identified by participants in stage 2 include: the Ottawa 

Valley Region, Whitney and outlying regions of the valley, rural areas surrounding Almonte, 

Renfrew, Carleton Place, Smiths Falls, East of Orleans, the 417 corridor, Hawkesbury, and 

Vankleek Hill. It should be noted that participants explained that some pregnant people in the 

Hawkesbury area are accessing midwifery care through the Centre de Naissance across the 

provincial border in Blainville, Quebec. Almonte was identified by participants as an area that 

was particularly well serviced for midwifery care. It appears that Ottawa exhibits low 

accessibility index scores for midwifery care because the density of population and demand is 

exceeding the concentration of midwifery service capacity available within the area.  

³it really feels like in the last 10 years interest in midwifery care 
has really exploded. And like demand really exceeds supply in the 
big population centers.´�± Parent 

Geographic Determinants of Access 

Qualitative consultations in stage 2 also allowed me to deepen my understanding of the 

geographic determinants of access that were reflected in the maps I produced in stage 1. 

Participants explained that providers are concentrated in population centers that offer high 

density of demand & proximity to hospitals with maternity care programs. Not all hospitals 

provide intrapartum care, further limiting access in rural areas. This results in an inequitable 

distribution of access to the full range maternity care providers and of choice of birth setting 

across the region, requiring rural populations to drive long distances to access care, which in turn 

influences the care options that are made available to them.  

Long distances between pregnDQW�SHRSOH¶V�UHVLGHQFHV�DQG�WKH�FORVHVW�KRVSLWDO�ZHUH�LGHQWLILHG�E\�

participants as sources of stress for both pregnant people and their maternity care providers, 

influencing care choices, and choice of setting. Parents described a number of examples of 
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circumstances when this distance influenced their care choices, including: going to the hospital 

sooner because of fears of a precipitous birth during the long drive to the hospital; meeting their 

midwives at the hospital rather than at home to perform checks during early labour; or choosing 

an epidural instead of other pain relief options that would have enabled them to labour at home.  

³if you¶UH�D�ILUVW�WLPH�PRP��RU�\RX�GRQ¶W�NQRZ�ZKDW¶s coming, you 
can¶t expect, you don¶t know how long your labor is going to be. 
My sister, as an example, babies, both of them came in hot and 
heavy and very early, she had to get to a hospital stat, because 
they were coming out. It was a little fearful for me. So knowing 
that I was far away, essentially, once my contractions started, I 
was a Nervous Nellie and wanted to go to the hospital, I feel like if 
I was a little bit closer, I would have stayed at home labored a bit 
more, just feeling confident that you know, access to care wasn¶t 
far away.´�± Parent 

Participants noted that rural populations also have limited choice of birth setting because they are 

often far from hospitals and the birth centre, and comfort with home birth can be limited because 

of the distance from hospital in the event of an emergency.  

My findings suggest that these geographic barriers of access for rural populations are attenuated 

by the presence of rural maternity care programs and satellite clinics, which are critical to 

bringing care closer to home for these populations and increasing the visibility and awareness of 

care options. Participants did, however, note that care teams require sufficient capacity to 

establish satellite practices, which can be challenging within a context of workforce shortages 

and demanding workloads.  

ParWLFLSDQWV� DOVR� KLJKOLJKWHG� WKDW� JHRJUDSKLF� EDUULHUV� WR� DFFHVV� DUH� DWWHQXDWHG� E\� PLGZLYHV¶�

ability to uncouple access to care from the distribution of facilities and cover large geographic 

areas through their provision of home care. For instance, some rural midwifery practices have 

chosen to expand the reach of their service capacity by distributing their midwives across their 
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large catchment area. Finally, parent participants explained that the use of virtual care for a 

subset of prenatal appointments since the advent of COVID has attenuated some of these 

barriers. 

On the other hand, participants identified a number of population subgroups for whom 

geographic barriers of access are compounded, including pregnant people who: 

Ɣ had a risk profile requiring frequent visits to tertiary care centres; 

Ɣ lacked access to transportation; 

Ɣ had inflexible employment models that forced them to sacrifice income to attend 

appointments; and/or  

Ɣ faced inclement weather.  

Participants also noted that these challenges will be amplified as many of the rural communities 

in the region experience population growth without timely increases in service capacity within 

these communities. Parent participants identified increased access to home care (i.e. maternity 

care providers GHOLYHULQJ�FDUH�ZLWKLQ�FOLHQWV¶�SDWLHQWV¶�KRPHV�, drive programs (i.e. services that 

transport clients/patients from their homes to the clinics or hospitals where they need to access 

maternity services), and pop-up prenatal and postpartum clinics in underserviced areas (i.e. 

maternity care providers periodically travelling to a rural community and using local facilities to 

provide prenatal and postpartum care to the local population)  as locally relevant interventions to 

improve access to care for rural and systemically disadvantaged populations.  

Challenges with Rural Recruitment 

One of the key drivers of the inequitable distribution of providers that is shaping these 

geographic barriers of access are persistent challenges with the recruitment and retention of 

providers in rural settings. Participants explained that these challenges stem from: 
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Ɣ a lack of exposure to, training for, and comfort in rural practice amongst graduating 

students; 

Ɣ new graduates hesitating to take on the amplified challenges associated with building a 

new practice in a rural setting; 

Ɣ lack of educational and professional development opportunities available in rural settings; 

Ɣ large catchment areas and small practice teams resulting in demanding call schedules, 

challenging lifestyles, and compromised provider wellbeing; and 

Ɣ rXUDO� IDFLOLWLHV¶� GLIILFXOWLHV� JHQHUDWLQJ� VXIILFLHQW� Yolume to maintain the competence, 

ensure the financial viability, and justify the lifestyle of rural providers. 

According to participants, the factors listed above UHGXFH�SURYLGHUV¶�SUHSDUHGQHVV�WR�SUDFWLFH�LQ�

rural areas because they learn to rely on greater access to resources available in urban tertiary 

care centres, including pediatricians, neonatal intensive care units, and maternal fetal medicine 

specialists. Many providers are uncomfortable with the broader scope of practice that is required 

of providers in the absence of these resources, deterring them from practicing in rural settings. 

As a result, a number of hospitals in the region described their efforts to recruit a pediatrician as 

a means of bolstering their ability to recruit other providers.  

³the training of Obs and family medicine for the most part does 
not set people up to want to practice rurally, and having to 
potentially do a little bit more outside of your standard scope that 
you¶d see at a tertiary care centre where the most of us trained.  As 
a family doctor, I never thought I¶d be resuscing a 33 weeker 
without pediatric or neonatal support.  [Rural family physician] 
laughs, because he¶s done it too.  I think there¶s a lack of training 
for rural positions.  We¶re also mandating now that our Obs be 
[neonatal rescuscitation program] trained, which most Obs aren¶t 
exactly thrilled with, but when it¶s them and us as the only 
SK\VLFLDQV� DYDLODEOH�� ZH� QHHG� DOO� KDQGV� RQ� GHFN�´� ± Family 
Physician 
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Lack of Training for Rural Practice 

A number of participants explained that maternity care providers lack training for rural practice. 

Limited capacity to precept and train obstetricians, family physicians, and midwives in rural 

centres, combined with the challenges associated with providing trainees with sufficient volume 

of experience in these settings, means that many providers receive their training in urban tertiary 

care centres.  

³It¶s tough, right, because we don¶t have the volume out in a rural 
centre to be able to give them the experience they need.  I can go 
two months on call and not have anything, but I can also have a 
weekend where I¶ve sent three babies to the city.  It¶s really tough, 
but even just exposing people to outside of the city.  I always swore 
I¶d never deliver at a centre that dLGQ¶W� KDYH� D� 1,&8�� \HW� ,¶m 
somehow in [rural area] at a level one centre with no peds.´� ± 
Family Physician 

In the case of midwifery, this trend is set to worsen as the 2021 closure of Laurentian 

8QLYHUVLW\¶V�PLGZLIHU\�HGXFDWLRQ�SURJUDP�± one of only three programs in Ontario and the sole 

program that offered bilingual programming and was rurally located ± increases the proportion 

of midwifery students trained in urban tertiary care centres.  

³if more midwifery students are being trained in large urban 
centers, that means they¶re also being trained in large tertiary 
care hospitals. It also reduces skills, because when you can just 
ring a button and 62 people come in and swoop in and take over. 
Whereas when you work in a community hospital, it¶s a lot more 
work and a lot more responsibility, and you take on a lot more 
liability because you¶re it, there is not necessarily a pediatrician, 
or a NICU team or an obstetrician to swoop in in two minutes and 
save the day. So that¶s something that frightens new people from 
coming into small rural practices too, because if you¶ve spent your 
lifetime as a midwifery student, or as a person working in a large 
urban center, coming to work at a level one community hospital 
with very little services is incredibly frightening.´�± Midwife 
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Limited Opportunities for Ongoing Training & Professional Development 

For those who choose to practice rurally, participants identified limited opportunities for ongoing 

training and professional development as a barrier to retention. CMNRP was, however, identified 

as an enabler of access to these training opportunities. One participant suggested that intensive 

OHDUQLQJ�RSSRUWXQLWLHV�LQ�XUEDQ�FHQWUHV�FRXOG�EROVWHU�UXUDO�SURYLGHUV¶�OHDUQLQJ�RSSRUWXQLWLHV�DQG�

enable them to build networks with their urban referral sites. This was seen as particularly 

beneficial given the difficulties associated with building collaborative relationships between rural 

DQG� XUEDQ� SURYLGHUV� ZKR� GR� QRW� NQRZ� HDFK� RWKHU�� &0153¶V� RXWUHDFK� ZDV� KLJKOLJKWHG� DV� D�

useful exercise to establish and maintain those networks and connections. Provider participants 

also identified participating in the Acute Care of at-Risk Newborns Program (AcoRN) ± a 

program that teaches neonatal stabilization to multidisciplinary teams ± as a valuable tool to 

support these collaborative relationships.  

Demanding Call Schedules 

Participants identified primary call ± where an individual provider is solely responsible for the 

prenatal, intrapartum, and postpartum care of their birthing patients, and therefore on-call to 

attend their births ± a as a model that provides quality care to the pregnant person, but a 

particularly demanding lifestyle for the provider, whether it be adopted by midwives, family 

physicians, or obstetricians. This was identified as a significant barrier to recruitment and 

retention of professionals in rural settings, where small practice teams often result in demanding 

call schedules.  

³We tend to be much smaller practices with a really shitty on-call 
system compared to large practices. Anything that has more than 
eight midwives, there¶s a lot of flexibility in how midwives can 
choose to work and set up their lives. Whereas, when you cover a 
very large geographical area with you know, currently there are 
three of us in this huge area. Everybody is on call 24/7 10 months 
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of the year, so we don¶t have weeks on and weeks off and we don¶t 
get call coverage and so you¶re just on all the time. And you¶re 
GHOLYHULQJ�SULPDU\�FDUH�>«@�WKHUH¶s no other way to figure it, we 
can¶t figure out another way to cover the entire area. [...] We have 
people who have left, people who live here who were midwives 
who¶ve left the profession, because they just, it¶s not sustainable 
with small children and working partners to work this way for 
them. So we¶ve lost two midwives, well, three midwives now 
because of thDW� LQ� WKH� ODVW� IRXU� \HDUV�� >«@�:H� KDYH� DQ� RQJRLQJ�
revolving ad that keeps being posted. And we keep revamping the 
ad and reposting it and trying to find creative ways to attract 
people. But the moment people, we¶ve had people hang up at 
interviews and say, ³I¶m sorry, the interview is over´, because we 
can¶t, when they hear about our call system, they are not interested 
in that lifestyle.´�± Midwife 

Participants explained that it is much more lucrative and attractive for providers to complete shift 

work in urban hospitals than to take on primary call in a rural hospital.  

³2EVWHWULFV� LQ� D� PDMRU� FHQWHU� DUH� WKH� JROGHQ� KDQGFXIIV�� 7KH�
quantity of money you generate in one 12-hour call at the 
Queensway [Carleton Hospital], or let¶s say a 24-hour call 
Queensway is more than a rural obstetrician will make in a month. 
So yeah, they, all the women tend to be trying to get to those high-
volume centers, where it¶s very lucrative to do obstetrics as 
RSSRVHG�WR�D�*3�LQ�D�UXUDO�FHQWHU�´�± Obstetrician  

Participants noted that it can be difficult to resolve inequities in access in rural areas because 

these areas do not necessarily generate sufficient demand to sustain the team of physicians that 

would be required to establish sustainable call schedules and provide backup coverage. Certain 

participants suggested that interprofessional call schedules could enable more even distribution 

RI�ORFDO�FDVHORDGV�DQG�PRGHUDWH�DOO�SURYLGHUV¶�WLPH�RQ�FDOO�LQ�WKHVH�VHWWLQJV�� 

Sustainability of Remuneration 

Many participants suggested that all rural providers should be on a salary model to promote the 

viability and sustainability of their practice in these settings. Participants noted that the 

obstetricians at one of the low volume centres in the region had moved to an alternative funding 
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plan to stabilize their workforce, but family physicians were not being remunerated the same 

way, which meant that the viability of their obstetrical practice remained a concern.  

Financial incentives were identified by participants as enablers of rural recruitment and retention 

in rural settings. For example, the Northern and Rural Recruitment and Retention Initiative ± an 

initiative offering financial incentives to attract physicians to establish full-time practice in 

specific eligible communities identified based their Rurality Index for Ontario scores (Ministry 

of Health, 2022a) - was identified as an enabler of physician recruitment, particularly for family 

physicians who are classified as in high demand. In the case of midwifery, the existing travel 

allowances that cover the costs associated with serving a large catchment area and the 

availability of funding to aid in the establishment of satellite practices were also recognized as 

enablers of access to care present within the current system. These system-level incentives are 

particularly important given that individual rural hospitals do not necessarily have the resources 

to offer the sign-on bonuses and other incentives that may be offered by larger centres. 

Catchment Areas & Privileging 

Participants also described how catchment exclusivity can constrain where providers can 

establish and expand their practices. For example, at select hospitals, the obstetricians have 

established exclusive catchment areas that constrain where new obstetricians would be allowed 

to practice. Furthermore, provincial approval processes prevent overlap between midwifery 

catchment areas, which limits the expansion of practices and the establishment of new offices to 

adapt to the needs of their clientele.  
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For midwifery practice groups serving large catchment areas, midwifery participants explained 

that holding privileges8 at a single hospital can impede access by forcing clients to choose 

between accessing their provider of choice and accessing care closer to home. For example, 

midwifery clients may be forced to travel long distances to the hospital with which they have 

privileges if they have chosen a hospital birth, or if they require transfer to hospital in the event 

of complications during a home birth. At times these barriers result in transfers of care to 

hospitals where the midwife is not privileged or known, introducing significant barriers to care 

continuity and integration. Participants also explained that these large catchment areas can pose a 

significant challenge for midwives who are required to drive long distances to provide home care 

to their clientele. In some cases, midwifery practice groups reported not accepting clients from 

certain areas that are within their formal catchment because it is simply not feasible to provide 

them with home care given the distance that midwives would need to travel.  

Finally, provider participants underlined the importance of recruiting local individuals into rural 

positions as an enabler of retention, explaining that providers who have no connection to their 

practice community are more prone to leaving their positions to move to other locations.  

Precarity of Rural Maternity Care Programs 

As a result of these challenges with recruitment and retention, rural programs are often in 

precarious situations, where one or two providers reducing or discontinuing their services can 

destabilize the program, leaving the remaining providers covering an excessive amount of work 

to keep the program running, or leading to temporary or permanent program closures.  
 

 
8 As independent health practitioners, most maternity care providers are not employees of the hospitals where they 
provide intrapartum care, but rather hold privileges to admit patients and practice their profession within the facility. 
In order to establish a practice within a particular community, maternity care providers, or their practice groups, 
must therefore apply for privileges at one or more local hospital that hosts a maternity care program. It is at the 
discretion of the hospital to determine the process through which privileges are granted and managed.  
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³If you¶re in a community where there is a small program, and 
hence a small number of providers, it just takes two people having 
some personal thing happen in their world to then all of a sudden 
cripple your program.  Is that fair? And same with you guys who 
are doing newborn care, if two of you have to go off sick, or go 
away, or have a baby, or something, then all of a sudden there¶s 
two people taking care of your 600 babies´�± Family Physician 

For example, participants explained that two programs across the region are occasionally 

required to close their programs because of lack of obstetrical or neonatal coverage, forcing 

birthing people to drive even further to access care. Participants noted that there is no provincial 

backup system to prevent these temporary closures.  Participants also explained that permanent 

program closures can have negative impacts on access to maternity care close to home, and have 

ripple effects on other sectors of care, including pediatrics, family medicine, emergency 

medicine, and anesthesia, if the closure leads to an exodus of providers. In the case of the closure 

of the maternity care program at Renfrew Victoria Hospital, its strategic location in the middle of 

the Ottawa Valley has left a large area underserviced.  

Furthermore, according to participants, provincial and national care guidelines are rendering the 

policy environment more difficult for rural maternity care programs. They explained that these 

guidelines are often urban-centric and prescribe expectations that cannot readily be met by rural 

level 1 centres. For example, in centres where providers remain off-site while on-call, it can be 

very difficult to meet prescribed timeframes for c-sections, or to require these providers to come 

in every time oxytocin needs to be initiated or discontinued.  

SUMMARY 

Overall, to address research question 1, I employed geospatial analysis of access to the full range 

of maternity care providers to describe how access to provider-specific maternity care is 

distributed across the Champlain Region. I found that access to care was inequitably distributed 
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across provider groups and geographic areas, raising important implications for pregnant 

SHRSOH¶V� RSSRUWXQLW\� WR� DFFHVV� DQG� FKRRVH� D� PDWHUQLW\� FDUH� SURYLGHU� DFURVV� WKH� UHJLRQ�� 7KLV�

description eQDEOHG� PH� WR� LGHQWLI\� XQGHUVHUYLFHG� DUHDV� ZKHUH� SUHJQDQW� SHRSOH¶V� FKRLFH� RI�

maternity care provider, care options, and birth setting may be restricted by issues of service 

capacity and, or, geographic access.  

Complementing my maps of access with qualitative findings from stage 2, I also highlighted the 

critical importance of rural maternity care programs, satellite practices, and home care to 

upholding access to care closer to home, and underscored the negative effects that maternity care 

program closures can have on access to care. Finally, I explored the persistent challenges with 

recruitment and retention in rural settings that threaten the sustainability of rural maternity care 

programs and perpetuate the inequitable distribution of maternity care service capacity and 

access across the region.  

The qualitative findings presented in this chapter also begin to answer research questions 2, 3, 

and 4, which I will continue to explore in the next chapter of this thesis, where I delve into the 

system-level factRUV� WKDW� VKDSH� WKH� LQWHJUDWLRQ� RI� SURYLGHUV� LQWR� WKH�&KDPSODLQ�5HJLRQ¶V� ORFDO�

maternity care system.  
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CHAPTER 4 ± Competition & Attrition: Understanding the System-Level Factors Shaping 
Access to Integrated Maternity Care Provided by the Full Range of Maternity Care 
3URYLGHUV�LQ�2QWDULR¶V�&KDPSODLQ�5HJLRQ 
 

In this chapter, I describe findings from stage 2 of this thesis that help us understand the system-

level factors, including health policy and the characteristics of the healthcare delivery system, 

which are shaping access to the full range of maternity care providers across the Champlain 

Region. In my analysis of the focus groups and individual interviews I conducted with parents, 

providers, and policy-makers, the following themes emerged regarding system-level factors 

enabling or constraining access. I begin by describing workforce trends that are constraining the 

maternity care service capacity available across all three provider groups. I then move on to 

exploring how current models of organizational funding and provider remuneration limit 

opportunities for interprofessional collaboration and constrain the sustainable integration of 

providers into the local maternity care workforce. Finally, I describe the conditions required to 

establish enabling environments for collaborative maternity care across facilities and provider 

groups.  

Workforce Trends Constraining Potential Access 

Across both rural and urban settings, workforce trends appeared to be constraining potential 

access by limiting the service capacity generated by all three provider groups. Participants 

described limits on the number of students trained, alongside organizational and system-level 

barriers to the equitable distribution and integration of available providers, which limited 

workforce supply within the region. A number of participants across all stakeholder groups 

indicated that current workforce availability restricted access to the full range of providers, and 

additional providers would be required to moderate existing workloads, improve provider 

lifestyles, enable alternative work arrangements, and increase access to care. This cycle leaves 
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providers adopting heavy workloads and demanding lifestyles to meet growing population needs 

with limited resources.  

³Lifestyle is really very important. And burnout too, so you know, 
you don¶t have infinite time to be so active when you¶re opening 
your practice as we used to be before. So definitely, a competitive 
salary or alternative funding plan would make it easier. And yes, 
definitely, once you get alternative funding, you can have more 
staff come in, more personnel coming in to make the workload 
HDVLHU�DQG�PRUH�TXDOLW\�RI�OLIH�IRU�HYHU\ERG\�´   -Obstetrician 

 

Participants explained that in this sector of care, the joy of birth work can constitute a strong 

source of motivation for providers, whose work with new families can be very rewarding. The 

heavy workloads and arduous lifestyle required by this sector of care were, however, described 

as unsustainable by participants, leading to burnout, leaves of absence, and attrition, even 

amongst early career practitioners. This was particularly true when providers were required to 

cover for various types of leaves of absence and to compensate for the lost capacity of providers 

transitioning into retirement, without the introduction of new resources. This unsustainable level 

of activity was leading to decreased participation in intrapartum care. Provider and policy-maker 

participants noted that all of these trends point to the need for a sufficiently large workforce and 

adequately resourced teams with strong intraprofessional collaboration to meet population needs 

while ensuring sustainable workloads and call schedules for providers. I will now discuss the 

workforce trends described by participants that were specific to family physicians, midwives, 

and obstetricians, in turn.  

Family Physicians ± Participants recognized that it can be particularly challenging for family 

physicians to balance the demands of intrapartum care, primary care, and the various other roles 

they fulfill within a community, in addition to their personal responsibilities. They explained that 

fewer family medicine graduates were interested in adopting the lifestyle required to provide 
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intrapartum care, and some of the providers who had the flexibility in their scope of practice to 

do so, including family physicians and obstetricians, were either suspending or decreasing their 

intrapartum activities and on-call work. Others who were choosing to continue their engagement 

in intrapartum work were restricting their engagement in other sectors of care. Participants 

expressed the opinion that the new generation of family physicians is no longer interested in the 

JHQHUDOLVW�³ELUWK-to-GHDWK´�PRGHO�� 

³It seems like it¶s almost a dying breed. People are not interested 
in being everything to everyone. And as a [family physician who 
provides intrapartum care], you¶re doing your clinic, you¶re 
delivering babies, you¶re looking after sick babies, you¶re possibly 
looking after patients on med surg, you might be doing a couple of 
HPHUJ�VKLIWV��,W�UHDOO\�KDV�WR�EH«\RX¶re all in for this. If you¶re a 
specialist, you come in and do your OR time, you go home. You 
may be doing call once a month or whatever. But for GP Obs, it 
has to be a passion and a lifestyle. And it seems like people have 
moved away from that. We¶re finding that we don¶t have residents 
interested in doing that [...] It just seems like they¶re everything to 
everyone when they come to our hospitals. So I don¶t know if 
there¶s a way of being able to help with that work-life balance, 
because that¶s what seems to be the biggest issue with our GP Obs 
is that it¶s a work life balance type of thing. The ones that we¶ve 
had here have been you know, workhorses. They want to work all 
day, all night, they do all the things. One just retired, she was on 
all of the [committees] [...] she was part of everything [...] from 
birth to death, she did deliveries all the way to palliative care, and 
that¶s what our GP ObV�GR�KHUH�´ -Policy Maker 

Under these conditions, participants reported that many family physicians were tightening their 

scope and choosing to serve a specific demographic. Participants explained that providers need 

to be passionate about obstetrics in order to adopt the arduous lifestyle, which involves a lot of 

time on-call, and often requires them to make up for a lost day of primary care clinic as a result 

of a birth, or to complete a full clinic day after an overnight birth to avoid further rescheduling.  

³a few months ago, there were three family doctors, and now we¶re 
down to one. The one retired and the one just couldn¶t manage 
being a family doctor and an intrapartum provider as well. And so, 
I mean, it¶s an extremely demanding job, I think, being a family 
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doctor who provides intrapartum care. And so in order for it to be 
sustainable in the long run, you need to have a team of family 
doctors, an adequate number of doctors who work together so that 
they have sufficient off-call time. So they have to be willing to work 
together as a team as well. Right?´�-Midwife 

%H\RQG� OLIHVW\OH�� SDUWLFLSDQWV� SDUWLDOO\� DWWULEXWHG� IDPLO\� SK\VLFLDQV¶� WUDQVLWLRQ� DZD\� IURP�

obstetrics to the prohibitive cost of their liability insurance. This added barrier rendered the 

financial viability of this activity even more tenuous given that the payments they receive for a 

number of the births they attend went directly to recovering the costs of liability insurance. 

Finally, participants explained that it can also be challenging for family physicians to meet the 

minimum birth requirements set by hospitals to ensure the maintenance of competence in 

intrapartum care while balancing their other roles and responsibilities.  

Midwives ± Parent, policy-makers, and midwifery participants expressed the opinion that the 

current supply of midwives within the region was inadequate to meet growing demand for their 

services; additional midwives would be required to increase capacity and reduce the number of 

unaccommodated cases. Within the context of shortage participants described, active midwives 

often had no choice but to remain full-time to accommodate requests for care and maintain their 

SUDFWLFH�JURXS¶V�ELOODEOH�FRXUVHV�RI�FDUH��)XUWKHUPRUH��FKDOOHQJHV�DVVRFLDWHG�ZLWK�ODFN�RI�DFFHVV�

to locums for leaves of absence or sudden departures meant that remaining midwives were 

required to absorb additional workload to cover the remaining caseload. Participants stated that 

in the case of permanent departures, this surge capacity had to be sustained over long periods due 

to the length of the process required to formally onboard a new midwife.  

Midwife participants were also concerned that the high demands of midwifery education 

programs were limiting access to midwifery education and shaping the profile of the midwifery 

workforce. Midwifery training involves expenses such as maintaining a car to travel far to attend 
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the academic portion of the training and then again to complete various placements, without the 

opportunity to engage in any paid work because of their call schedule during placements. 

Midwife participants also noted that the entry of new midwives into the workforce was further 

constrained by obstacles to the integration of internationally trained midwives. Midwifery is not 

currently categorized as a profession in high demand by the federal government, limiting 

PLGZLYHV¶� DELOLW\� WR� LPPLJUDWH� DV� VNLOOHG� ZRUNHUV�� )XUWKHUPRUH�� WKRVH� ZKR� ZHUH� DEOH� WR�

LPPLJUDWH� GLG� QRW� QHFHVVDULO\� KDYH� WKH� ZHDOWK� RI� UHVRXUFHV� QHFHVVDU\� WR� FRPSOHWH� 2QWDULR¶V�

bridging program, which is not subsidized by the Government of Ontario. Midwifery participants 

noted that these economic and social barriers to midwifery education and bridging were shaping 

the profile of the midwifery workforce by limiting the economic and racial diversity of those 

who have the means to gain access into the profession.  

Obstetricians ± Physician and policy-maker participants noted that there continued to be strong 

interest in obstetrical residencies amongst medical students, but that they often moved away from 

Ottawa after their residency because the local hospitals do not have positions to offer them as a 

result of low levels of turnover in the current workforce, who continue to work late into their 

career. Participants noted that obstetrics as a profession generally maintained a higher supply of 

SURYLGHUV� LQ�RUGHU� WR� OLPLW� LQGLYLGXDO�SURYLGHUV¶� WLPH�RQ�FDOO��7KLV� WUHQG�HPHUJHG�RYHU� WLPH�DV�

new generations sought more work-life balance and the profession transitioned from primary 

call, to team practices, to 12-hour shifts to improve lifestyles and render workloads more 

sustainable.  

³Oh, listen, everybody wants to do it. It¶s just, once they¶ve done it 
IRU����\HDUV�� WKH� WDQN¶V�HPSW\�� DQG�HYHQ� VRPHWLPHV�DW� WKH� HQG�RI�
residency. So, you know, practices are, like at the [urban hospital] 
now they¶ve gone to, they¶ve gone to 12-hour shifts. When I started 
as a resident people covered their own practice individually. And 
then they went to team practices, lifestyle was better, now they¶re 
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into 12-hour shifts. Because the demands are so high, and I think 
values have changed. And people are also cognizant of the fact 
that after 24 hours of sleeplessness, it¶s probably not a good idea 
to do another full day of surgery or practice. So, that has a lot of 
workforce implications, because although there's a lot more 
people, individuals are doing less�´�± Obstetrician 

Impact of Model of Remuneration on Care Integration 

Many participants noted that pregnant people were expressing a desire for more integrated 

models of care, where they could avail themselves of the benefits of midwifery care, including 

continuity of provider, more extensive prenatal support, and home care, while still having access 

to the medical expertise of obstetricians to address any risk factors they exhibit.  

³for me, really, in an ideal world, I would have liked to have a 
midwife and an OB. So, that's what I find really sad. There are 
countries in the world where you can do that. Right? I wanted to 
have the quality of service of a midwife or like the opportunity to 
call at any time, but also, with the more medical side´ ± Parent 
(translated from French) 

Despite this emerging desire, provider and policy-maker participants indicated that the current 

model of remuneration FUHDWHG� FRPSHWLWLRQ� IRU� OLPLWHG� ³PDUNHW� VKDUH´� EHWZHHQ� DQG� ZLWKLQ�

provider groups. This competition impeded interprofessional collaboration by fostering tensions 

and disincentivizing interprofessional support, and led to suboptimal use and duplication of 

resources as a result of the absence of compensation mechanisms for integrated care. Participants 

also explained that this dynamic constrained choice by rendering it challenging for maternity 

care programs to generate sufficient volumes to maintain the financial viability of all three 

provider groups. 

³If we look at [the] system level, I think it has to do with the 
contracts and agreements for remuneration for all levels of 
providers: obstetricians, family physicians, and midwifery.  If we 
had a system that provided compensation on more of a 
collaborative model or some kind of an alternate funding plan 
where we did not have competition for market share, it would 
allow us to look at models of care that are more collaborative, 
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more integrated, and better able to meet the preferences of 
patients, but then to more seamlessly transfer those patients to the 
next level of care, without necessarily losing the previous 
relationship, whether that¶s midwifery, or family physician, or 
general OB who need to go up to maternal fetal medicine 
specialists.  I think that¶s one of the biggest restricting factors in 
driving our ability to change how we do business in the region. 
[...] I think it goes back to the first point that at the lowest level of 
the triangle; how we compensate providers drives how the 
providers practice, and that then spins into credentialing at 
organizations, where they deliver, what the insurance implications 
DUH�� WKH� FDSDFLW\� RI� DQ� RUJDQL]DWLRQ�� >«@� /HW¶s imagine a world 
where we have collaborative practices with midwives and 
obstetricians, and you have patients who come in who really want 
a midwife, but oops, they have whatever chronic health condition 
or previous obstetrical history and really should be followed ± at 
least consulted ± by an OB, and there should be a collaborative 
care model established.  Well, if they¶re not competing to be paid 
for their work, and we all like to get paid for our work, so it¶s not a 
judgement statement, it¶s a fact.  If we could get beyond that in a 
model that allows for compensation for the individual involved in 
the care, imagine a world where we have lots of credentialed 
midwives and lots of patients going home within six to 12 hours, 
who are getting their follow-up care in the community.  Isn¶t that a 
good thing for the health system ± reducing hospital exposure time, 
length of stay?  You¶re using skills to a full scope of abilities, and 
you¶re not competing between classes of providers to allow 
patients to access a truly patient-centered model of care.  Why 
can¶t we get there?  Because of number one, the contracts and 
agreements, and perhaps it¶s the provincial and national 
guidelines and restrictions´��± Policy Maker 

Participants explained that alternative remuneration and funding models could support pregnant 

SHRSOH¶V� DFFHVV� WR� WKH� IXOO� UDQJH� RI�PDWHUQLW\� FDUH� SURviders by fostering innovative, person-

centered models of collaboration that could provide appropriate levels of care to pregnant people 

at an appropriate cost to the system.  

³I think the way forward is really looking at innovative 
collaborative models, which can decrease costs, decrease 
workload for the individual care providers, enhance the care 
experience for the client, and promote better options, more choice 
in terms of where they go to be seen, where they go to give birth, 
DQG�ZKR�DWWHQGV�WKHP�´ -Policy Maker 

 



105 

The development of alternative remuneration and funding models, namely placing all maternity 

care providers on salary, was also seen by participants as an opportunity to ensure the financial 

viability of establishing and maintaining practice, particularly in rural low-volume centres, and to 

support flexible work arrangements and retention within the maternity care workforce.  

³if we got away from the fee-for-service model, and you know had 
alternate funding plans at the appropriate level, it would become 
OHVV�WHUULWRULDO�´ -Obstetrician 

While participants acknowledged that resistance to alternative remuneration and funding models 

existed within the current physician workforce, they felt that the new generation of family 

physicians and obstetricians was no longer interested in the solo-practice fee-for-service model, 

preferring to practice in teams under alternative remuneration models, presenting a window of 

opportunity for the introduction of new models. 

Midwifery participants conveyed enthusiasm with respect to the opportunities that alternative 

midwifery models could present. First, participants highlighted the potential of alternative 

models IXQGHG� WKURXJK� 2QWDULR¶V� ([SDQGHG� 0LGZLIHU\� 0RGHOV� to adapt service provision to 

better meet population needs and increase equity in access for systemically disadvantaged 

populations and underserved geographic areas. These models, participants expanded, could also 

enable midwives to reduce their engagement in on-call intrapartum care while remaining active 

within the workforce, which could enable them to sustain their practice over the long term. 

Within the traditional midwifery funding model, which tied remuneration to full courses of care9, 

midwives explained that they were required to provide intrapartum care, and it could be 

 
 
9 In Ontario, in order to bill for a course of care under the traditional midwifery funding model, a midwife must 
either have attended a birth as the principal care provider, or provided at least 12 weeks of care to the client. Under 
the traditional funding model, midwives can only bill for full courses of care (i.e. prenatal, intrapartum and 6 weeks 
of postpartum care combined into a single fee), and not for finite portions of maternity care (e.g. separate fee for 
prenatal care, separate fee for intrapartum care, or separate fee for postpartum care) 
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challenging for them to adopt a part-time caseload. This lack of flexibility meant that midwives 

were prevented from adapting their practice to their personal needs and responsibilities, leading 

to unnecessary attrition within the profession.  

³The demands for midwives, the constant on call nature of the 
work and if you as a midwife don¶t have any flexibility to say work 
part time, because there¶s no funding for that, or if there¶s no 
model or funding for you to work a different kind of midwifery 
model at a certain time in your life.  Certainly, anyone who is 
struggling with a health issue, or maybe a personal situation at 
home, or even has young children, it¶s going to absolutely affect 
their ability to do the work as it¶s currently ± as it exists to be able 
to be done.  In terms of the amount of midwives who are out there 
who are working, and we do know there¶s quite a high attrition 
rate of midwives.  I don¶t know how it compares to other 
professions in the healthcare field, but it¶s something kind of 
known that a lot of midwives wind up leaving practice after a 
relatively short amount of time�´�-Midwife 

The flexibility of alternative midwifery models was seen by participants as particularly beneficial 

for young parents and other midwives who have heavy personal and familial responsibilities, and 

late career midwives who are beginning their transition into retirement. The services to be 

included in the models proposed by participants included: well woman care (e.g., pap smears), 

well baby care, prenatal, postpartum and newborn care for unattached individuals (i.e. who do 

not have a consistent primary care provider), vaccinations, breastfeeding support, mental health 

support, contraception, and termination services. A number of participants highlighted promising 

examples of innovative models of care that have been funded to enable interprofessional 

collaboration and enhance the satisfaction of pregnant people, including the ORACLE program 

(midwives and maternal fetal medicine specialists offering collaborative perinatal care and 

outreach services to systemically disadvantaged populations), and the Montfort Postnatal Care at 

Home Program (midwives offering early hospital discharge and at-home postnatal care to parents 

whose births were attended by a family physician or obstetrician at the Montfort Hospital).  
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Participants acknowledged public funding of all three provider groups as an enabler of access 

DQG�FKRLFH�ZLWKLQ� WKH� UHJLRQ��7KH�0LQLVWU\�RI�+HDOWK¶V� ILQDQFial support to cover the costs of 

liability insurance for all provider groups and the costs associated with maintaining a practice for 

midwives were also identified as enablers. Policy-maker participants also discussed the potential 

opportunity to enable better access through the establishment of Ontario Health ± a central 

agency created upon the dissolution of the Local Health Integration Networks in 2019 with a 

mandate to administer, coordinate, and connect health care service delivery in Ontario (Ontario 

Health, 2020) ± and Ontario Health Teams, in which providers and organizations within a 

community are funded to work collaboratively as a team to deliver coordinated care to an 

attributable population (Ministry of Health, 2022b). They did, however, acknowledge that this 

context of health system transformation was also creating reluctance to invest in new models 

and/or implement new initiatives other than the Ontario Health Teams, none of which have a 

maternity care focus despite having the discretion to do so. Furthermore, these participants noted 

that as the Ontario Health Teams were designed to address the primary care needs of the 

population ± which include maternity care ± the ministry should mandate that each OHT have an 

obstetrician, family physician, and midwife on their advisory boards.  

Interprofessional Dynamics 

Participants identified a number of interprofessional tensions between midwives, obstetricians, 

and family physicians. In some settings, tensions and resistance toward midwifery extended 

beyond obstetrics and family medicine to some members of the nursing profession and other 

medical specialties that contribute to maternity care. Policy-makers described that these tensions 

were longstanding, stemming from a legacy of critical events and incidents that continue to 

QHJDWLYHO\� LQIOXHQFH� KHDOWK� SURIHVVLRQDOV¶� RSLQLRQ� RI� PLGZLYHV� LQ� VRPH� FHQWUHV�� Some 
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obstetricians and family physician participants expressed that midwives were taking on too much 

risk, and that at times, they were choosing to transfer care too late. This perspective fostered 

increased animosity when providers who were already working with limited resources felt 

overstretched as a result of midwifery referrals or transfers of care. Physicians also 

FRPPXQLFDWHG� WKDW�PLGZLYHV¶� SURYLVLRQ� RI� FDUH� WR� KLJh risk individuals, combined with their 

model of care predicated on low volumes, was constraining access to midwifery care for the low 

risk pregnancies for whom this type of care was most appropriate, and leading to duplication of 

resources in the event that their high risk clients were receiving parallel care from an 

obstetrician, or even a maternal-fetal medicine specialist.  

³the midwives are sometimes following higher risk pregnancies or 
women that are going to be elective repeat C-section, or those 
types of things, that aren¶t necessarily falling within a midwife¶s 
³mandate´, and then so the true low risk women that could get the 
most benefit out of a low risk midwife care, aren¶t able to access 
that because they¶ve been taken up by these higher risk women that 
are being followed by [a maternal fetal medicine specialist] or OB 
DQ\ZD\�´ -Family Physician 

Some of these participants did recognize that some midwifery clients refuse to be transferred 

GHVSLWH�PLGZLYHV¶� EHVW� HIIRUWV� WR� LQIRUP� WKHP� DERXW� the risk factors, and that midwives must 

UHVSHFW� SUHJQDQW� SHRSOH¶V� FKRLFHV� DQG� DUH� QRW� DOORZHG� E\� &ROOHJH� RI� 0LGZLYHV� RI� 2QWDULR�

regulations to abandon these clients. Participants explained that better mechanisms for care 

integration and collaboration could allow for more efficient use of public resources. 

The historical origins of these tensions also appeared to be financial, with providers citing 

inequity in remuneration across provider groups, and lack of fee schedule transparency as 

sources of frustration. While family physicians cited inequities between the midwifery and 

family medicine fee schedule as a source of attrition and frustration, midwives cited their 
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ongoing pay equity case with the Government of Ontario as an example of the lack of 

recognition and respect they were afforded within the current system.  

A family physician participant raised the lack of base on-call funding (i.e. base remuneration for 

time on-call regardless of billable services rendered) as a factor restricting access to care. 

Midwife participants explained that they understood that the absence of base on-call funding for 

physicians could spur interprofessional tensions when providers were limited in their capacity to 

bill for an on-call shift because all of the clients that arrive at the hospitals are attached to other 

provider groups. Participants noted that some hospitals alleviate challenges associated with 

variable incoming volume of births by pooling and redistributing payments across all providers 

on the call schedule.  

A number of provider and policy-maker participants felt that the co-location of the full range of 

providers in a multi-specialty clinic, alongside complementary providers (e.g. nurses, lactation 

consultant) and laboratory services could foster stronger interprofessional relationships, enable 

care integration, and increase access to care. Participants envisioned that all providers in this 

clinic would be on salary, and that the pregnant people would be enabled to choose their 

provider, with access to obstetrical consultation throughout the pregnancy, including a standard 

appointment at 20 weeks to identify any risk factors.  

The variable degrees of interprofessional collaboration that have been achieved across the region 

were also reflected in parent participanWV¶� H[SHULHQFHV�� 6RPH� SDUHQWV� FRQILUPHG� WKDW� WKHLU�

obstetricians and family physicians had encouraged them to continue seeking care from a 

midwife, while others recognized the lack of respect for midwifery present within the system and 

explicitly outlined its impact on the care they received.  
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Organizational Environments 

Participants confirmed that some hospitals across the region had established collaborative 

relationships between provider groups, enabled all providers to work to their full scope of 

practice, and had meaningfully integrated all providers into the facility¶V� SROLF\� DQG� GHFLVLRQ-

making process. While participants agreed that hospitals generally constitute a supportive 

environment for physicians, some hospitals within the region did not appear to have achieved 

these features of a supportive or enabling environment for midwives. Policy-makers at select 

sites confirmed lingering tensions between provider groups. Many of these hospitals were 

actively seeking to build stronger relationships between the providers engaged in their maternity 

care program. A number of participants working in different hospital sites noted the moreOB ® 

program (Salus Global, 2019) ± an interdisciplinary performance improvement program targeted 

at increasing patient safety in facilities that provide maternity care ± as an opportunity to build 

collaborative relationships between provider groups. 

Participants who worked in the settings where enabling environments for midwifery had yet to 

be established remarked on the lack of recognition and invisibilization of midwifery within 

KRVSLWDOV¶�Rrganizational structure. Midwives did not have their own department, and lacked a 

voice in hospital decision making. In situations where midwifery was represented, participants 

described this seat at the table as tokenistic and inadequate, leaving the balance of power with 

the medical profession. Midwifery participants also expressed a desire for more paid leadership 

opportunities, explaining that their lack of recognition and respect rendered them ineligible for 

positions they were otherwise qualified to occupy.  Midwifery participants expressed feeling 

heavily scrutinized and unsupported by their maternity care colleagues within these 
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environments, where they felt that they were only tolerated because of consumer demand for 

their services.  

³You¶re scrutinized ± you¶re just so heavily scrutinized. You walk 
in there just hoping everything goes absolutely perfectly because if 
it does not, then you know what you did is going to get picked 
apart at a level [...] There is no benefit of the doubt. When we 
come in with a transfer, it¶s not, ³Okay, how can we help? This 
person in labour is in trouble.´  It¶s, ³What did you do?´  ³+RZ�
GLG�WKH�PLGZLIH�IXFN�XS"´´ ± Midwife 

 

Midwifery participants noted that support must come from all levels within the hospital structure, 

because a lack of support at the administrative level trickles down to nurses, doctors, and 

trainees. They expanded, noting that under these suboptimal working conditions, the midwifery 

profession is seeing high rates of leaves of absence and turnover. Participants explained that 

PLGZLYHV¶� VWDWXV� DV� LQGHSHQGHQW� KHDOWK� SUDFWLWLRQHUV� IXUWKHU� FRPSOLFDWHG� WKHLU� VWDWXV� ZLWKLQ�

hospital settings as they are not covered by the Occupational Health and Safety Act, limiting 

KRVSLWDOV¶� UHVSRQVLELOLW\� WR� support their health and wellbeing within their clinical work 

environments.  

One participant attributed the imbalance in support experienced by midwives compared to 

physiciDQV�WR�VHOHFW�KRVSLWDOV¶�DFDGHPLF�UHTXLUHPHQWV��SURYLGHUV�ZRUNLQJ�ZLWK�KRVSLWDOV�DIILOLDWHG�

with the University of Ottawa were required to teach family medicine and obstetrical residents, 

but were not required to teach midwifery students due to the absence of a midwifery education 

program at the University of Ottawa. The absence of a midwifery education program in the 

region also limited opportunities for interprofessional education of trainees. Participants 

considered this to be a significant challenge, given that interprofessional education opportunities, 

ZKHUH�WUDLQHHV�OHDUQ�DERXW�HDFK�RWKHU¶V�VFRSHV�RI�SUDFWLFH�DQG�PRGHOV�RI�FDUH��ZHUH�UHFRJQL]HG�

as opportunities to alleviate interprofessional tensions and improve interprofessional 
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collaboration. According to midwifery participants, the absence of a local midwifery program 

also limited awareness of midwifery as a career option, access to midwifery education for the 

local population, and access to continuing education for local midwives. Midwife participants 

QRWHG�WKDW�XQWLO� WKH�SURJUDP¶V�UHFHQW�FORVXUH�� WKH�UHJLRQ�GLG�KRVW�PLGZLIHU\�SODFHPHQWV�IRU�WKH�

students from the midwifery education program at Laurentian University. The limited supply of 

preceptors was, however, identified as a factor restricting placement opportunities within the 

Region. Furthermore, participants acknowledged that hosting midwifery placements did not 

necessarily result in ability to recruit because of the lack of availability of hospital privileges, 

which limited midwifery practice gURXSV¶�DELOLW\�WR�UHFUXLW�DQG�RQERDUG�QHZ�PLGZLYHV�RQ�D�PRUH�

permanent basis��3DUWLFLSDQWV�QRWHG�WKDW�WKH�UHFHQW�FORVXUH�RI�/DXUHQWLDQ�8QLYHUVLW\¶V�PLGZLIHU\�

HGXFDWLRQ� SURJUDP�ZDV� VHW� WR� IXUWKHU� FRQVWUDLQ� WKH� UHJLRQ¶V� VXSSO\� RI�PLGZLIHU\� WUDLQHHV� DQG�

practicing midwives.  

In contrast, a number of participants highlighted the Ottawa Birth and Wellness Centre as an 

enabling environment for midwifery in Ottawa as a midwifery-led space that is enabling the 

growth of the profession, increasing access, and offering space for education. The Ottawa Birth 

and Wellness Centre offers a number of community programs to pregnant people, new parents, 

and families, and offers clients of affiliated midwives the option of birthing their babies within 

WKH�IDFLOLW\¶V�ELUWKLQJ�Vuites (Ottawa Birth and Wellness Centre, 2022).  

Conditions Required to Support the Integration of the Full Range of Providers within the 

Current Model 

Under the current model of remuneration, hospitals appeared to be forced to differentially 

prioritize and support the integration of obstetricians, family physicians, and midwives into their 

maternity care programs. This meant that pregnant people could choose between all three 
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provider groups at some hospitals, but not at others. Participants noted that first and foremost, 

hospitals felt pressure to maintain the practice viability and retention of obstetricians because of 

their reliance on obstetricians for transfers and consultations in the event of complications during 

birth, for surgical backup of cesarean sections, and for gynecological care. The retention of 

obstetricians was, therefore, considered essential to the sustainability of maternity care programs. 

Notably, physician and policy-maker participants explained that in rural maternity care programs 

that provided care for a relatively low volume of births��REVWHWULFLDQV¶�IHH�VFKHGXOH�GLG�QRW�HQDEOH�

them to simply provide surgical backup and consults to their low risk colleagues; in order for 

their practice to remain financially viable, they needed to engage in the provision of care to a 

greater proportion of low risk births. As was described by participants, this meant that within 

current organizational structures, obstetricians often yielded the power to block or restrict the 

privileging of other provider groups.  Within the current system, certain conditions needed to be 

met in order for hospitals to be enabled to support the integration of family physicians and 

midwives. Based on the cases described by participants, hospitals appeared to be enabled to 

support family physicians and midwives who provide intrapartum care under three common 

conditions: 

1. the obstetricians had established viable practices; 

2. the hospital was seeking resource-effective program growth by bringing in new low risk 

births; and 

3. respectful and collaborative relationships had been established between the provider 

groups. 
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Family physicians did appear to be at reduced risk of these barriers to privileging when 

compared to midwives, with participants highlighting that many hospitals relied on their 

contributions across other sectors of care, including pediatrics, neonatal resuscitation, the 

emergency department, and primary care. Participants noted that within the current fee structure, 

newborn care was not lucrative, which meant that in hospitals that depend on family physicians 

to provide newborn care, these providers needed to supplement their income with obstetrics or 

other forms of service provision. Participants also recognized that these family physicians 

required sufficiently large teams to moderate their workload and improve their lifestyle, which 

led certain hospitals to prioritize the expansion of their family medicine program. This left 

midwives particularly susceptible to constraints on their privileges and birth volumes, which 

were used to maintain the practice viability of the other maternity care provider groups active 

within the hospital, upon which they relied so heavily.  

³we have policies that we¶re not going to take any more midwives 
for the short term. For the midwives, the policy restricts them 
because we¶re not giving more privileges right now. Because we 
need to assure that we can give some pregnancies to the new 
family docs who will be coming in, just because we need them for 
other parts such as postpartum resusc, that kind of stuff. Whereas 
midwives can¶t really fill that role themselves�´ - Family Physician 

 
³The [rural hospital] has placed a cap on midwife births.  They 
haven¶t placed a cap on privileges, but on midwife births, and they 
are a hospital who would like to actually grow their obstetrical 
program, but they¶ve placed a cap on midwife births because of 
pressures they feel it places on the obstetrician and family 
physicians providing care at the institution. In the viability of the 
program, in terms of recruiting family physicians to be able to 
continue to provide newborn care, and then needing to do 
obstetrical care along with that.  Then, the obstetricians need to be 
able to maintain their financial viability with the relatively low 
birth volume. Those are the pressures that were explained to me in 
terms of the rationale for restricting the midwifery births.  
Basically, the hope was that by restricting midwifery births that 
people would choose other providers more frequently. For our 
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practice group, what that has meant is there¶s been quite a 
dramatic shift in the ratio of births that have been done at [rural 
KRVSLWDO@�YHUVXV�>XUEDQ�KRVSLWDO@�´�± Midwife 

Participants did, however, offer select examples of hospitals where midwives were encouraged to 

increase their birth numbers because they enabled the hospital to increase their birth volumes 

without utilizing additional nursing resources. Furthermore, one participant described an 

example of a midwifery practice group who had chosen not to advertise their services or expand 

their practice because they were consciously maintaining steady numbers so as to not infringe on 

the practices of their medical colleagues. 

³:H�DV�PLGZLYHV��ZH�ZDQW�WKHP�WR�EH�KDSS\�WRR��ZH�ZDQW�WKHP�WR�
have enough workload to stay and not be tempted by a higher 
caseload somewhere else. So I don¶t think it would benefit us in the 
long run to advertise and to move to 8 or 10 midwives and service 
more people because it would impact them and their income. And 
we feel like we don¶t want to do that, because we desperately want 
them to stay. So while we don¶t necessarily meet everybody¶s needs 
who wants a midwife in the county, it¶s a hard one to really 
balance. I feel we¶UH�EDODQFLQJ�ERWK�VLGHV�´�± Midwife 

Policy Barriers to Integration of Maternity Care Providers into the Local Workforce 

$W� WKH�RUJDQL]DWLRQDO� OHYHO�� IDFLOLWLHV¶�SROLFLHV�DQG�SUDFWLFHV� ± including caps on birth volumes 

and privileging ± that were designed to ensure program sustainability and, or, address budgetary 

constraints can pose barriers to the recruitment and optimal integration of providers into the local 

maternity care workforce.  

Policy-maker participants identified a number of operational factors that were shaping these 

constraints on privileging. They explained that organizational caps were influenced by 1) the 

volume of births hospitals could accommodate within their existing physical infrastructure and 

fiscal budget; 2) the finite resources at their disposal to provide emergency backup; and 3) their 
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capacity to absorb additional births when the family medicine and midwifery groups had gaps in 

their coverage due to provider availability or sleep deprivation.  

³>WKH�WHUWLDU\�FDUH�KRVSLWDO�KDV@�QR�PRQH\��DV�ZH�DOO�NQRZ��VR�WKH\�
don¶t want any more births, and they don¶t want to take any more 
[providers] on in any capacity, whether it¶s obstetrics, or family 
medicine, or midwifery, because they don¶t want to increase their 
volumes because they don¶t have to spend more money on the 
program, because of the incredible lack of funding overall to the 
KRVSLWDO�´�-Family Physician 

Midwifery participants explained that the way that liability insurance and hospital privileging 

were disbursed to midwifery practice groups also limited their integration into the local 

maternity care system, and the availability of part-time work for midwives. A certain number of 

insured positions were disbursed to practice groups on an annual basis and these insured 

positions could not be shared between midwives working part-time. Furthermore, a number of 

midwifery practice groups described challenges gaining hospital privileges and restrictions on 

the number of births they can attend within the hospital, which represented a barrier to 

establishing and growing their practice within the area. Participants explained that midwifery 

practice groups were limited in their capacity to accommodate alternative work models or to 

allow midwives with a half caseload occupy a full insured and privileged position. These 

constraints were due to pressures to meet the targeted billable courses of care required to keep 

their practice afloat and to prevent their transfer payment agency10 from clawing back their 

approved billable courses of care. These disbursement mechanisms also meant that if a midwife 

left a practice group midway through the year, they brought their liability insurance and their 

 
 
10 Most midwives in Ontario are independent contractors who remunerated through contracts with a midwifery 
practice group that has a contract with a transfer payment agency, which, in turn, has a contract with the Ontario 
Midwifery Program at the Ministry of Health. Midwifery practice groups are required to complete an annual budget 
approval process, which includes the estimated number of courses of care for which they are requesting to be 
compensated.  
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KRVSLWDO� SULYLOHJHV� ZLWK� WKHP�� OLPLWLQJ� WKH� SUDFWLFH¶V� DELOLW\� WR� UHSODFH� WKH� ORVW� FDSDFLW\��

Participants noted that these policy constraints are particularly problematic in a highly feminized 

workforce, many of whom were in their childbearing years, during which time midwives enter 

and exit maternity leaves, and could benefit from accommodations to meet the demands of their 

family responsibilities. 

Need for Leadership & Coordination 

Policy-maker and provider participants indicated that given the absence of a single coordinating 

body for maternal and newborn care at the provincial level, there was a need for more 

coordinated leadership at both the regional and provincial level. This included the need to 

establish and implement a common vision and guidelines to foster an enabling environment for 

collaborative maternity care across facilities and provider groups. Participants explained that 

these coordinated efforts, accompanied by appropriate resources for organizations, providers, 

and parents, could serve to generate integrated and interprofessional solutions to the challenges 

that were being experienced across multiple hospital sites. Notably, participants identified the 

need for a provincial system-wide review of how maternity care is funded, delivered, and 

planned in Ontario. They explained that system change would require changes to the funding 

model, and that a funding overhaul would be necessary to ensure that pregnant people can access 

the care that they want and need ZLWKRXW�FRPSURPLVLQJ�RWKHUV¶�DFFHVV�RU�OHDGLQJ�WR�GXSOLFDWLRQ�

of resources. Participants noted that resolving lingering tensions and inefficiencies present within 

the current system would require administrative leadership from individuals who do not have a 

financial interest in the outcome to encourage widespread trust and buy-in. This is particularly 

relevant given that an obstetrician participants acknowledged that many physicians within the 
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system were resistant to and mistrusting of health system transformation, citing the introduction 

of alternative funding plans as an example.  

SUMMARY 

Overall, the findings presented in this chapter point to the need for a sufficiently large workforce 

and adequately resourced teams with strong interprofessional and intraprofessional collaboration 

to meet population needs while ensuring sustainable workloads and call schedules for providers. 

Alternative funding models and coordinated leadership were highlighted by participants as 

enablers of access to the full range of maternity care providers by fostering innovative, person-

centered models of collaboration that could provide appropriate levels of care to pregnant people 

at an appropriate cost to the system. The development of alternative remuneration and funding 

models was also seen as an opportunity to ensure the financial viability of establishing and 

maintaining practice, and to support flexible work arrangements that could promote the 

sustainability of practice within the maternity care workforce and greater integration across 

provider groups and models of care. Coordinated leadership at both the regional and provincial 

level, accompanied by appropriate resources, could foster an enabling environment for this type 

of collaborative maternity care across facilities and provider groups. These collaborative models 

would also require investment in the training and integration of additional providers to moderate 

existing workloads, increase flexibility in models of care and scopes of practice, and increase 

access to care. Finally, resolving lingering tensions and inefficiencies present within the current 

system would require administrative leadership from individuals who do not have a financial 

interest in the outcome to encourage widespread trust and buy-in. 
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Chapter 5 
Intimate Decisions: Understanding the Factors Shaping 
3UHJQDQW�3HRSOH¶V�2SSRUWXQLW\��$ELOLW\�DQG�3URSHQVLW\�WR�
Exercise Autonomous Choice of a Maternity Care 
Provider   



120 

CHAPTER 5 ± ,QWLPDWH�'HFLVLRQV��8QGHUVWDQGLQJ�WKH�)DFWRUV�6KDSLQJ�3UHJQDQW�3HRSOH¶V�

Opportunity, Ability and Propensity to Exercise Autonomous Choice of a Maternity Care 

Provider  

In this chapter, I present the remaining findings from the Stage 2 focus groups and interviews 

with parents, providers and policy-makers conducted for this study. This chapter focuses on the 

experiences of pregnant people and the network of factors that are shaping their opportunity, 

ability, and propensity to exercise informed choice of a maternity care provider within this 

regional maternity care system, based on experiences reported by parents themselves as well as 

observations and perceptions reported by provider and policy-maker participants. I begin by 

characterizing the local populatioQ¶V�DELOLW\� WR�H[HUFLVH� LQIRUPHG�FKRLFH�EDVHG�RQ� WKH� OHYHOV�RI�

knowledge and awareness about the provider options available and their characteristics. I then 

move on to describing how access to primary care as a gateway to information, referral, and care, 

DQG�WKH�UHIHUUDO�SDWWHUQV�RI�SULPDU\�FDUH�SURYLGHUV��DUH�LQIOXHQFLQJ�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\�

to exercise informed choice. Finally, I explore the full breadth of factors influencing pregnant 

SHRSOH¶V� FKRLFH� RI� SURYLGHU� LQ� WKH� DEVHQFH� RI� DGHTXDWH� FRRUGinated informational resources to 

guide this decision, and identify a number of specific populations who experience amplified 

barriers of access and choice, and by extension display lower propensity to exercise autonomy.  

Knowledge & Awareness of Options Available and their Characteristics 

To exercise autonomous choice at the individual level, pregnant people must first be informed 

about the options that are available to them. Many participants, however, described a lack of 

awareness amongst pregnant people in the region regarding the full range of maternity care 

provider options available, their relative scopes of practice, and models of care. Participants 
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indicated that obstetricians were the most commonly known provider, which meant they were 

accepted as the default option by many pregnant people and referring providers.  

³,� WKLQN� D� ORW� RI� SHRSOH� GRQ¶t know about midwife care. I didn¶t 
even know, I didn¶t know about the GP option. So you have to 
know about your options, I think, in order to advocate for yourself. 
You know, my experience in the system is that my family doctor 
was like, ³well, you¶re pregnant. Well, we¶re gonna refer you to an 
OB´ like, that was what, there was no broader conversation about 
what options were. And when I brought up midwife care, it was 
kind of dismissed. So now that¶s, I don¶t think most family doctors 
are like that. I think that¶s just a function of my family doctor. Like 
he¶s a great family doctor. But he¶s old school. So yeah, I think, so 
,�WKLQN�SDWLHQW�NQRZOHGJH�LV�D�KXJH�UHVWULFWLQJ�IDFWRU�´�± Parent 

This pattern resulted in what many participants described as an overutilization of obstetricians 

trained in high risk pregnancies for those at low risk of complication who could otherwise be 

accommodated by family physicians or midwives. Participants did, however, describe select sites 

across the region where obstetricians had chosen to restrict their practice to high risk 

pregnancies, leaving low risk pregnancies to other maternity care providers.  

As for family physicians, all participant groups described a general lack of awareness about this 

option unless your primary care provider or their team provided these services. Participants also 

communicated some lack of awareness about the characteristics of this provider option, 

including not knowing that they engaged in intrapartum care in addition to prenatal care, or that 

they had received specialized training in maternity care. For pregnant people whose family 

physician did not provide this type of service, participants identified the need for a referral as an 

additional barrier to knowledge and access for this provider group, particularly because the 

current organization of primary care disincentivizes referrals between family physicians.  

³,�ZRXOG�VD\�WKDW�XQOHVV�\RXU�IDPLO\�GRFWRU�GRHV�REVWHWULFDO�FDUH��
most people wouldn¶t go searching for another family doctor who 
does obstetrical care. So I think unless your family doctor does it, 
you¶re not going to go looking for it. Or at least people don¶t know 
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that they can go looking for it, they just assume you¶re with your 
family doctor, you get transferred to OB. Generally, by talking to 
the Obs, I don¶t think a lot of people are told that there are other 
options for care. I think you get pregnant, you go to your family 
doctor, they confirm you¶re pregnant, and they say ³we¶ll care for 
you until 28 weeks, and we¶ll transfer you over to OB´�´�± Policy-
Maker 

Finally, while participants acknowledged that awareness and demand for midwifery care was 

growing through word of mouth, and that midwives had a strong foothold in some rural areas 

where practices were longstanding, they explained that many people remained unaware of this 

option. This lack of awareness extended to the characteristics of this provider option, including 

their coverage under provincial funding, their ability to practice in hospital, the pain relief 

options they could offer, and the breadth of their scope of practice and training.  

³,� WKLQN� \RX� KDYH� WR� SXOO� LW� DOO� WRJHWKHU� \RXUVHOI�� ,� UHPHPEHU�
mentioning midwife care to a few of my colleagues, and their first 
reaction was ³why would you want to give birth at home?´ They 
had no idea the scope of practice of midwives and that they had 
admitting privileges and that they were, you know...it¶s not some 
granola person with a crystal collection birthing people in the 
garage or something; it's a full medical professional with 
admitting privileges. People can give birth at home if they want to, 
but it¶s certainly not exclusively what midwives provide, and yeah, 
I think if there had been like information available that kind of laid 
out the options and what was provided in terms of the care that 
you would get with each provider, that would help generally 
improve people¶s ability to make informed choices about what type 
of care they want to seek for their pregnancy. Assuming that all 
those choices are accessible to them, which obviously, given your 
maps, is noW�WKH�FDVH�\HW´�± Parent 

While self-referral is an acknowledged enabler of access to midwifery care, participants 

explained that lack of awareness about the referral process could result in delayed care seeking 

and barriers of access when the pregnant person reached out to the primary care provider for 

confirmation and referral, rather than reaching out directly to a midwifery practice group. Within 
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the current context of shortage, participants explained that there was no time to go talk to your 

family physician about your options before seeking out midwifery care.  

Participants agreed that due to workforce supply constraints, pregnant people needed to choose 

and access their maternity care provider of choice early in their pregnancy, and once the decision 

was made, it was difficult to change your mind. Most notably, participants described a boom of 

demand for midwifery care in recent years, which had not been met with a commensurate 

increase in supply. As a result, midwifery practice groups filled their caseloads very quickly and 

were forced to put many people who requested their services on waitlists. In some cases, 

pregnant people on waitlists were eventually taken on by a midwifery practice group, but some 

remained unaccommodated throughout their pregnancy, and were required to redirect their 

choice to a different provider group. This meant that only participants who decided they wanted 

midwifery care before they were pregnant, and were aware of the need to seek out their services 

as soon as their pregnancy was confirmed, experienced ease of access to midwifery care.  

³,�FDQ�RQO\�VSHDN�WR�2WWDZD��EXW�,�GR�NQRZ�IRU�PLGZLYHV��DV�VRRQ�
as ± even just my friends, or I¶ll see on a Facebook group ± as 
VRRQ�DV�VRPHRQH�VD\V��³2K��,¶m interested in midwifery care, I just 
found out I¶P�SUHJQDQW´��HYHU\�VLQJOH�SHUVRQ�ZLOO�VD\��³FDOO�ULJKW�
now, call any practice you can, because if you don¶t get in now, 
you¶UH� QRW� JRLQJ� WR� EH� DEOH� WR´�� � ,� NQRZ� LW¶s definitely a hot 
commodity here in Ottawa to be able to have a miGZLIH�´�± Parent 

Participants also explained that pregnant people who had previously accessed midwifery care, or 

who had friends and family who had accessed midwifery care, experienced fewer challenges 

accessing care because midwifery practice groups prioritized accepting repeat clients.  

³LI� \RX� GRQ¶t get in right away, it¶s really hard to get access to 
midwifery care. Yeah, and so, for example, for my second child, it 
was really easy to get midwifery care, because I already had a 
midwife. And so, they prioritize people they¶ve already served. But, 
EXW� IRU�P\� ILUVW�� ,� WKLQN� ,�JRW� WKH�RQO\�PLGZLIH� OHIW� LQ�2WWDZD�´� ± 
Parent 
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While isolated provider, hospital, or practice-specific advertising campaigns have occurred 

within the region, participants noted that there have not been coordinated system-level efforts to 

raise awareness about the full range of provider options available to pregnant people. This 

absence left it up to individual providers, who had a financial interest in promoting their own 

services over the services of others, to market themselves and raise awareness about their 

services. Physician participants perceived that while midwives had more freedom to advertise 

their services (e.g., social media, pamphlets, radio spots), family physicians and obstetricians 

were more constrained in their ability to advertise their services to the public. This appeared to 

EH�D�VRXUFH�RI�WHQVLRQ�EHWZHHQ�SURYLGHU�JURXSV��ZLWK�PLGZLYHV�EHLQJ�ODEHOOHG�DV�³H[FHOOHQW�VHOI-

SURPRWHUV´�E\�RQH�SK\VLFLDQ�SDUWLFLSDQW��+RVSLWDOV in the region did, however, report featuring 

the various providers available at their facility in their external communications.  

Referral Patterns 

Participants described significant variability in the information being offered to pregnant people 

by the provider confirming their pregnancy. Some providers offered informed choice and asked 

which provider the pregnant person would prefer. Others would provide options while either 

implicitly or explicitly pushing the pregnant person towards a particular provider based on their 

opinions of options available. For example, some parent participants communicated that their 

family physician dismissed their desire to seek care from a midwife, while others felt that their 

IDPLO\�SK\VLFLDQ�³UHVSHFWHG´�RU�³DSSURYHG´�RI�Wheir decision to seek care from an obstetrician.  

³,� WKLQN� WKH� SHUVRQDO� RSLQLRQV� RI� ZKRHYHU� GRHV� \RXU� UHIHUUDO�
[influence choice]; so your family doctor, or whoever it is. When I 
had my first baby, I felt like my doctor, you know, kind of respected 
Obs more. I don¶t know; it¶s hard to put into words, but I felt like 
VKH�DSSURYHG�RI�P\�GHFLVLRQ�WR�JR�ZLWK�DQ�2%�´�± Parent 
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Multiple parent and midwifery participants shared their own experiences and the experiences of 

clients and friends in which some providers had gone so far as to actively discourage midwifery 

care by making extreme and unfounded statements about the safety of midwifery care or 

threatening to withhold primary care if the pregnant person chose to seek care from a midwife. 

Finally, some providers would assume rather than inform, dictating that the pregnant person 

would remain with them for prenatal care and then be transferred to obstetrics. Systemically 

disadvantaged populations, including Indigenous People, young parents, first-time parents, and 

peoples with comorbidities, were considered by family physician and midwifery participants to 

be particularly susceptible to this approach. Furthermore, participants communicated that if the 

confirming provider identified any type of risk within the pregnant person, they pushed them 

towards obstetrical care, which meant that midwifery was not offered as a viable option unless 

the pregnant person fit into a very narrow profile of what was perceived to be an acceptably low 

risk profile for this provider group. Some participants attributed this trend to lack of awareness 

rather than paternalism; explaining that the primary care providers confirming pregnancies were 

not necessarily knowledgeable about the full range of options available, and were therefore not 

equipped to provide the pregnant person with informed choice.  

Parent participants felt that by not being made aware of their options, they were deprived of the 

opportunity to exercise choice. Amongst those who were made aware of their options, some 

parents reported being overwhelmed by a decision they were not aware they were going to have 

to make, in which case they defaulted to the option they knew best ± an obstetrician. Others, who 

had pre-existing knowledge of the providers available and made their decision prior to 

confirmation of pregnancy, were equipped to assert more control over the consultation and 

referral process. Participants explained that many pregnant people trusted that their confirming 
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provider would provide them with all of the information they needed and were disappointed 

when they learned that this was not necessarily the case.  

³I would say that my family doctor, my first pregnancy, I would 
have thought they would have given you some more information. I 
thought they would have listed options for me instead of just ³Oh, 
you¶re here. I guess you¶re staying with the like medical stream, 
you know, family doctor-OB line of things´, I thought they would 
have shared, or given you more information that way. I just trust in 
them that they¶re going to guide me in the right direction, I trusted 
my OB to guide me in the right direction. And boy, I was clueless. 
So, you really have to ask questions. And when you¶re a naive first-
time parent, or you¶re in a rural area where you don¶t have these 
things in front of you all the time. There¶s no billboards, or signs 
for a midwife, or this is what you do when you¶re pregnant. Like 
there¶s no big arrows pointing this is what you do. I found it really 
challenging that the providers didn¶t just, they weren¶t 
IRUWKFRPLQJ�ZLWK�WKH�LQIRUPDWLRQ��<RX�KDG�WR�GLJ�IRU�LW�\RXUVHOI�´�± 
Parent 

Family physician participants communicated that many urban family physicians were reluctant 

to refer to other family physicians for intrapartum care for fear of losing that patient permanently 

following a positive birth experience, acknowledging that this fear may be less prevalent in 

select rural settings. This reluctance also stemmed from financial disincentives present within 

certain primary care models. For instance, family physician participants explained that family 

SK\VLFLDQV� ZKR� SUDFWLFHG� LQ� 2QWDULR¶V� )DPLO\� +HDOWK� 2rganization model ± a comprehensive 

primary care payment model in which groups of physicians are primarily paid through capitation, 

while also being eligible for specific fee-for-service payments, and enrollment-based bonuses 

and premiums (Ministry of Health, 2020) ± were hesitant to refer to other family physicians 

because select fee codes used by family physicians who provide intrapartum care, namely those 

that fall within the primary care basket (e.g. after hours care, urine dips), could result in 

negatiRQV�� RU� ILQDQFLDO� SHQDOWLHV�� IRU� WKH� LQGLYLGXDO¶V� SULPDU\� FDUH� SK\VLFLDQ�� 2QH� SURYLGHU�
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participant noted that the younger generation of family physicians appeared to be more willing to 

refer to family physicians who provide intrapartum care in other clinics.  

Participants explained that family physicians often displayed established patterns of referral and 

consistently referred to the same providers with whom they and their patients have had positive 

experiences in the past. Some parent participants communicated that their confirming provider 

referred to their own birth experience, or that of their spouse, when making recommendations 

about choice of provider and birth setting. Some parent participants also explained that their 

family physicians exhibited a preference for referral to a provider within their clinic, or within 

their charting system/communication network, to ensure that they would be updated about the 

status of their patient throughout the pregnancy. Parent participants who had sought care outside 

of this communication network and who wanted their family physician to be informed about 

their status were required to advocate for their primary care provider to be included in all 

paperwork throughout their pregnancy. 

Access to Primary Care as a Gateway 

Participants highlighted the importance of primary care attachment as a gateway to access 

information, referrals, prenatal care, postpartum care, and newborn care. Participants across all 

stakeholder groups noted that for many pregnant people across the region, lack of attachment 

constituted a significant barrier to access and choice and an added layer of challenge in 

navigating the maternity care system. 

³,�WKLQN�VLPSO\�KDYLQJ�D�*3�LV�UHDOO\�EHQHILFLDO for accessing. You 
know, they can make referrals directly to Obs or you know, my 
doctor went on maternity leave, but she had made 
recommendations for Obs and then a person replacing her had 
actually made another recommendation for another OB who is, 
you know, giving equal; they¶re sharing really great stories about 
each OB. So I think it¶s really helpful because, you know, like 
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[parent participant] said, the internet can be a really dark dive. 
And you know, it¶s a pretty intimate decision. It¶s a pretty intimate 
decision as to who¶s going to be caring for you throughout 
pregnancy and birth and postpartum. So being able to have that 
GLVFXVVLRQ�ZLWK�VRPHERG\�WKDW�\RX�NQRZ��7KDW�UHIHUUDO�LV�KHOSIXO�´�
± Parent 

Participants attributed this lack of attachment to the broader shortage of family physicians within 

the Region, which was worsening due to inadequate replacement of retiring physicians, and the 

variable participation in maternity and newborn care exhibited by the family physicians who 

were available within the current system. Parent participants who were attached to a primary care 

provider felt lucky to have a family physician, and explained that within the current context of 

shortage, individuals were pushed to accept the provider that was available to them, and were not 

afforded the opportunity to select a practice that provided maternity and newborn care. 

HealthCare Connect - a centralized referral system that matches unattached individuals with a 

primary care provider who is accepting patients, which prioritizes finding family physicians for 

pregnant people who are on their wait list was identified as a system-level policy that was 

enabling access for this population by a parent participant who had used the service to gain 

access to a family physician during her pregnancy, and by policy-maker participants.  

The consequences of lack of attachment identified by participants included barriers of access to 

information and referrals, and barriers of access to prenatal, postpartum, and newborn care. 

Notably, family physician and midwife participants reported significant challenges referring 

newborns to a primary care provider who was both available and comfortable providing newborn 

care in the community following discharge. In order to fill these gaps in access, unattached 

individuals were forced to rely on walk-in clinics and emergency rooms. For example, a number 

of participants reported that for many unattached individuals, particularly those in rural settings, 

emergency rooms were the only available service to access newborn and postpartum care. 
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Participants described examples of circumstances when lack of attachment resulted in 

suboptimal outcomes including postpartum complications going untreated, and rapid repeat 

pregnancies due to lack of access to birth control. Participants explained that these barriers of 

access rendered the midwifery model of care particularly attractive for unattached individuals 

because it included six weeks of postpartum and newborn care. Participants also highlighted the 

Monarch Centre ± a multidisciplinary team of providers, including family physicians, registered 

nurses, and lactation consultants, WKDW�VXSSRUW�SDUHQWV¶�WUDQVLWLRQ�KRPH�DIWHU a birth at the Ottawa 

Hospital ± as an enabler of access to newborn and postpartum care.  

Participants further explained that at times, lack of attachment resulted in suboptimal use of 

specialist care. For example, pregnant people who were classified as low risk being referred to 

obstetricians by emergency department and walk-in physicians very early on in their pregnancy 

to receive prenatal care that could otherwise have been delivered by their primary care provider, 

or pregnant people being referred to an obstetrician by a midwife for an antibiotic prescription 

that could have otherwise been filled by their primary care provider. In contrast, some rural 

family physicians reported keeping their attached patients until 32 weeks gestation due to limited 

availability of obstetricians within their area.  

Factors Shaping Opportunity to Exercise Choice 

The lack of awareness about provider options exhibited by pregnant people was shaped by a 

QXPEHU�RI�IDFWRUV�WKDW�ZHUH�FRQVWUDLQLQJ�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\�WR�H[HUFLVH�DXWRQRPRXV�

choice of provider. Participants described a maternity care system that was characterized by: 

Ɣ a lack of coordinated informational resources tailored to pre-conception and early 
pregnancy and designed to inform choice of provider; 

Ɣ variable support of informed choice by the providers confirming pregnancies; and 
Ɣ variable access to information through personal networks 
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Participants explained that existing resources ± including prenatal courses offered by public 

health and informational packages offered by maternity care providers ± were limited and 

targeted to the third trimester of pregnancy, covering the birthing process and newborn care 

rather than informing pregnant people about the providers available and guiding their care 

seeking decision. 

This placed the onus on pregnant people to seek out information, self-select into an appropriate 

provider group, and navigate access to their services. Under these constrained system-level 

conditions which perpetuated inequities, participants described two different categories of 

individuals: 

1. the informed self-advocate, whose knowledge of the process and options enabled them to 

assertively navigate access to their provider of choice; and 

³,� WKLQN� LQIRUPDWLRQ� DQG� VXSSRUW� IRU� KHDOWKFDUH� FKRLFHV� LV� UHDOO\�
dependent on so many personal factors, right? I personally was 
informed and made a decision on my behalf. But I don¶t think that 
the system provided me with information, that was incumbent upon 
me to do the research, and to make a choice that best fit for my 
IDPLO\�´�± Parent 

2. the constrained adherent, whose lack of awareness of the process, options, and 

characteristics prevented them from exercising choice on time to gain access to their 

preferred provider. 

³,�WKLQN�D�ORW�RI�WKRVH�SDWLHQWV��WKH\�JR�WR�D�ZDON-in clinic or their 
family doctor, and they have their pregnancy confirmed, and then 
that doctor just sends them somewhere, and that¶s where they go.  
They don¶W� XQGHUVWDQG� WKDW� WKH\� HYHQ� KDYH� RSWLRQV�´� ± Family 
Physician 

,Q� PDQ\� FDVHV�� SDUWLFLSDQWV¶� H[SHULHQFHV� UHYHDOHG� WKDW� WKH� EXUGHQ� RI� LQIRUPDWLRQ� VHHNLQJ�

remained squarely with the pregnant person throughout their pregnancy due to models of care 

that limited access to providers. Participants explained that ten-minute appointments did not 

afford the provider or the pregnant person the time to fulfill their informational needs. This 
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burden was described as particularly heavy for pregnant people who did not have the time, 

ability, and resources to carry out these searches.  

³0\� DSSRLQWPHQWV�ZLWK�P\� GRFWRUV�ZHUH� YHU\� VKRUW�� 6R, it¶s, it¶s 
not like you¶re having a long conversation with all your questions 
getting answered. So, there¶s a lot of work expected of the patient 
to be finding answers to their own questions when you¶ve got like a 
10-minute appointment with your OB, you know? So if the 
information was more compiled and accessible, that would, I think, 
PDNH�D�ELJ�GLIIHUHQFH�´�± Parent 

Participants noted that for first time parents, who had yet to announce their pregnancy, the 

EHQHILWV�RI�OHDUQLQJ�IURP�WKHLU�IULHQGV¶�DQG�IDPLO\¶V�SUHJQDQF\�H[SHULHQFHV�PD\�FRPH�WRR�ODWH��

which, combined with their reliance on the information provided by the provider confirming 

their pregnant, constrained their ability and opportunity to exercise autonomy in choosing a care 

provider. By the time they learned about the options available to them, or began the process of 

searching, it was too late in the pregnancy. In contrast, for experienced parents, or parents who 

had learned from the experience of others in their social networks, their pre-existing knowledge 

of the options available to them and of the process required to navigate access to their services, 

combined with a more assertive attitude toward care, enabled them to exercise autonomy in 

choosing and accessing a maternity care provider. 

In response to these informational gaps, participants highlighted the value of developing 

coordinated and tailored education and resources to facilitate informed choice of an appropriate 

provider by providing evidence-based and unbiased information about provider options, the 

characteristics of providers, their availability within the area, and the process to access care. 

Participants recommended the development of a central information portal coordinated by a 

provincial or regional body, including a decision aid written with parent engagement to guide 

pregnant people and their families through the process of choosing and accessing the most 
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appropriate maternity care provider for their circumstances. This information portal could have 

DOO�RI�WKH�QHFHVVDU\�LQIRUPDWLRQ�WR�DQVZHU�RQH�VLPSOH�TXHVWLRQ��³,¶P�SUHJQDQW�LQ�2QWDULR��:KDW�

GR� ,� GR� QRZ"´�� 7KLV� W\SH� RI� WRRO� ZDV� FRQVLGHUHG� SDUWLFXODUO\� YDOXDEOH� DV� LW� ZRXOG� UHQGHU�

information directly accessible to pregnant people and would enable informed choice, regardless 

of where the pregnant person began their journey in the maternity care system ± with their 

primary care provider, in a walk-in clinic, in the emergency room, or on the internet. Participants 

also pointed to pre-conception education in provincial curricula or through public health as a 

means of normalizing the full range of provider options. Participants acknowledged that the most 

appropriate gateway for awareness about options was directly to pregnant people because so 

many did not have a primary care provider, and for those who did have providers, there was too 

much variability in the information that was conveyed. 

Factors Influencing Choice 

While numerous factors influencing choice emerged in our discussions ± including risk profile, 

gender, language, culture, preferred setting, and model of care ± participants acknowledged that 

in the absence of coordinated informational resources to inform these decisions, the most 

VLJQLILFDQW�IDFWRU�VKDSLQJ�SHRSOH¶V�FKoice of provider was word of mouth and past experiences 

(see Textbox 4 on p.134 for a full list of factors influencing choice). Whether this information 

was transmitted through friends, family, or social media platforms, pregnant people who had 

become informed self-advocates had often first been made aware of these options through their 

informal social networks. This informal channel of information, however, did not guarantee that 

pregnant people had access to the full breadth of information and evidence required to select the 

most appropriate provider for their circumstances; participants recognized that the information 

they received was shaped by the knowledge and judgement of those around them. 
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³,� WKLQN� WKDW� >DQ� HDVLO\� DFFHVVLEOH� LQIRUPDWLRQDO� resource] is 
definitely something that is missing.  I think from a patient 
perspective, everything really seems to be word-of-mouth.  
Someone will ask their friends, their family members, or they¶ll ask 
online. Either they¶OO�DVN�³ZKR�GLG�\RX�OLNH"´��³:KDW kind of care 
SURYLGHU� GLG� \RX� KDYH"´� � 6RPHWLPHV� SHRSOH�ZLOO� VD\�� ³,�ZDQW� WR�
give birth at this specific hospital, so does anyone know any Obs 
that have privileges ± RU� PLGZLYHV� WKDW� KDYH� SULYLOHJHV� WKHUH"´��
Really, from my perspective, it¶s really all word of mouth, and then 
they¶re only getting one piece of all the information that¶s out 
there, based on who they¶re talking to.  So I think that would be a 
YHU\�YDOXDEOH�WRRO�WR�KDYH�´�± Parent 

Participants noted that friends and family often shared knowledge of options available and their 

experience with particular maternity care providers and birth setting with expecting parents. 

Adjacently, provider participants acknowledged that their reputation and the reputation of their 

facility within the community influenced demand for their services.   

³2QH� WKLQJ� WKDW� UHDOO\� KHOSHG� PH� ZDV� MXVW� OLNH� ZRUG� RI� PRXWK��
talking to people you knew, or friends, or those like love-hate 
relationships I¶m sure we all have with the Facebook mom groups, 
you know, you can just do a search for Obs, or midwives or other 
people¶s experiences. Being that I¶m in a rural community. 
Honestly, that¶s what I did; just talk to other people that I knew 
that was pregnant to get information, or had already had children, 
or I did that Google search, you know, I kind of took it into my own 
hands. But it is kind of nice, having that, you know, the web at our 
fingertips. I don¶t know what people would have done years ago 
when you couldn¶W�GR�WKDW�´�± Parent  

In the absence of a comprehensive portal of information, participants described the process 

through which pregnant people were piecing together the information required to choose and 

access a care provider using disparate sources of information on various websites and social 

media platforms. Parent participants described their experiences using Google searches and 

requests for recommendations on Facebook mom groups to research options and learn from other 

SHRSOH¶V� H[SHULHQFHV� ZLWK� SDUWLFXODU� SURYLGHUV�� 3URYiders and policy-makers described the 

information that had been made available through individual organization websites, social media 
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accounts, pamphlets, and other promotional materials, while recognizing that these sources of 

information were not all up-to-date or comprehensive. 

TEXTBOX 4 ± FACTORS INFLUENCING CHOICE 

Gender: Participants explained that many pregnant people, whether for cultural or religious 

reasons or not, exhibit a preference for female maternity care providers, resulting in higher 

demand for their services.  

Culture: Participants explained that immigrant populations from certain countries of origin 

associated maternity care with a particular provider group, which guided their choices. 

Furthermore, one participant noted that some conservative Catholic communities are refusing 

to seek care from pro-choice providers or providers and facilities that provide termination 

services. 

Language: Participants explained that populations whose first language is not English often 

seek out care from a provider who speaks their first language. For instance, Muslim 

obstetricians who speak Arabic were reported by providers to be in high demand as they were 

HTXLSSHG�WR�SURYLGH�FXOWXUDOO\�VHQVLWLYH�FDUH�LQ�WKH�ODQJXDJH�RI�SUHJQDQW�SHRSOH¶V�FRPIRUW�� 

Risk profile: Participants noted that the presence of risk factors often redirected choice 

towards urban obstetrical care in tertiary care centres. This was particularly salient in light of 

the increasing acuity of the obstetrical population, with participants explaining that an 

increasing proportion of this population exhibited advanced maternal age and more 

comorbidities (e.g. diabetes, hypertension, obesity) and fell into the high risk category. For 

instance, participants reported that obstetricians at some low risk facilities with cesarean 

capability were restricting the profile of pregnant people they accepted into care, resulting in a 
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greater proportion of the population being forced to drive further to access urban secondary 

and tertiary care centres becauVH�WKH\�ZHUH�³WRR�ULVN\´�WR�DFFHVV�FDUH�FORVH�WR�KRPH�� 

Bias, stigma & misconceptions: Participants explained that lingering stigma attached to 

midwifery care, combined with lack of awareness about their model of care, training and scope 

of practice, could be influencing both referral and care seeking patterns. For instance, parent 

participants described circumstances in which their friends and family expressed concerns 

about midwifery care and home birth.  

Model of care: Certain features of the midwifery model of care appeared to be particularly 

desirable to parents, including their non-medicalized approach to birth, the provision of 

postpartum home care, and longer prenatal appointments that granted providers the opportunity 

WR�DQVZHU�SUHJQDQW�SHRSOH¶V�TXHstions, address their concerns, and make them feel supported 

through the provision of additional information and guidance. Midwives acknowledged that 

their model of care allowed them to take on fewer clients and spend more time caring for each, 

which was not a luxury afforded to other providers under current system pressures. Participants 

remarked that this increased the quality of access for those who did have a midwife, but 

reduced the volume of clients who could gain access to these services.  

Timeliness of access: A number of participants indicated that they had not investigated their 

family physician as an option for maternity care because their wait times for primary care 

appointments were so long. Parent participants also noted that ongoing access to midwives 

who were on-call should they have any immediate questions or concerns was a desirable 

feature of midwifery care, noting that pregnant people who were in other models of care might 

be required to access emergency departments for immediate concerns and/or after-hours care. 



136 

Finally, parent participants noted that despite the shortness of their appointments with 

obstetricians, they were often required to spend extended periods of time in their waiting 

rooms before being seen, or before being able to access follow-up testing, which extended the 

period of time they were required to spend away from their work and their families. 

Participants suggested that a more optimal use of available resources, combined with 

alternative models of remuneration, could serve to reduce wait times at obstetrical clinics by 

diverting low risk pregnancies toward more appropriate levels of care.  

Desire for continuity: Some parent participants communicated the importance they placed on 

being able to give birth with a known provider and being able to build a relationship with this 

person. For some, this meant choosing the midwifery model of care which prioritized 

continuity. For others, this meant choosing to remain in the care of the family physician with 

whom they had developed a positive relationship or within their broader primary care team. 

For this reason, a number of participants felt that more pregnant people would choose their 

family physicians as their maternity care provider if this option was available to them. This 

desire for continuity extended beyond the perinatal period, with parent participants who had a 

positive provider experience describing a desire to access the same provider for subsequent 

pregnancies. Conversely, other parent participants communicated their choice to switch 

providers and settings for subsequent pregnancies following suboptimal birth experiences. It 

should be noted that select parent participants communicated that continuity of provider was 

not a priority for them.  

Fit with individual provider: Some parent participants explained that provider fit was 

LPSRUWDQW�IRU�DQ�H[SHULHQFH�DV� LQWLPDWH�DV�FKLOGELUWK��EXW�SUHJQDQW�SHRSOH¶V�DELOLW\�WR�FKRRVH�
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between individual providers was either enabled or constrained by the levels of access present 

within their community. In urban settings where supply of providers was higher, participants 

explained that pregnant people did have opportunities to choose which obstetrician, family 

physician, or midwife they would like to access, with some parents explaining that they had 

³LQWHUYLHZHG´�PXOWLSOH�SURYLGHUV� WR�KHOS�DVVHVV� WKHLU� ILW�� ,Q�DUHDV�ZKHUH�SURYLGHU�VXSSO\�ZDV�

more constrained, participants communicated that it was not possible to choose a provider 

based on fit, because you were lucky to gain access to any provider at all.  

Preferred setting: In some cases, pregnant people appeared to be choosing a provider based on 

who is privileged at a particular preferred hospital or facility. For instance, if a pregnant person 

wished to birth at home or at the Ottawa Birth and Wellness Centre, their only provider option 

was a midwife. Participants also explained that while some facilities had amenities that were 

considered highly desirable, pregnant people avoided other facilities based on past issues 

and/or practices that continued to shape their reputation within the community, even if the 

providers involved no longer worked at the facility. In some instances, participants described 

bypassing their closest facility to access their preferred setting and/or provider. Furthermore, 

select rural participants who worked in an urban centre described choosing a provider based on 

their proximity to their place of work, rather than their place of residence, to promote ease of 

access for prenatal appointments that occured during business hours.  

Preference for specialized care: Select parent participants communicated that they had a 

preference for a specialist, rather than a generalist, with obstetricians considered to be 

specialists in high risk pregnancy, midwives considered to be specialists in low risk pregnancy, 

and family physicians perceived to be generalists.  
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Social Determinants of Access & Choice 

Through my engagement with local stakeholders, I was able to explore several social 

determinants of access and autonomy that widen the gaps described above. All participants 

groups identified a number of populations who face amplified barriers of access and choice 

within WKH�&KDPSODLQ�5HJLRQ¶V��local maternity care system, including: 

Ɣ young parents; 

Ɣ SHRSOH�ZKR¶V first language is not 
English (see textbox 5 on p.139); 

Ɣ people who have lower levels of 
education and literacy; 

Ɣ people who have inflexible and/or 
insecure employment (see textbox 
5); 

Ɣ people who have low income; 

Ɣ people whose family responsibilities 
and characteristics tie them more 
closely to their homes (see textbox 
5); 

Ɣ people of colour; 

Ɣ Indigenous Peoples; 

Ɣ newcomers to Canada and the region 
(see textbox 5); 

Ɣ people who lack access to a vehicle 
or reliable transportation; 

Ɣ the LGBTQ2+ community; 

Ɣ people with disabilities; and 

Ɣ people who have mental health 
conditions or use substances 

 
³,� GLG� D� OLWWOH� SUHVHQWDWLRQ� DW� <RXYLOOH�� ZKLFK�
was the high school for pregnant teens, and a lot 
of them were so interested in midwives.  They 
already knew about them.  They thought it was 
great.  They loved it.  They wanted the home 
care afterwards, because they don¶t have cars 
and stuff, but they don¶t have their stuff together.  
They¶re not five weeks pregnant, they miss their 
period a day ago, and they¶re already calling 
the midwifery office, because that¶s not ± they¶re 
teenagers, so they get around to it when they¶re 
10 or 12 weeks or whatever, and then 
everything¶s booked solid, completely booked 
solid.  They¶ve got no chance at all of getting a 
midwife, and those are ideal clients for us.  
They¶re pretty low risk most of the time.  They¶re 
young, they¶re healthy, they really need the care, 
and we can¶W�´�± Midwife 
 
³+DZNHVEXU\� LV� DQ� DUHD� WKDW� WKHUH¶s a lot of 
poverty, a lot of substance use. Most of my 
clients don¶t have access to transportation, most 
of my clients are very, very limited in resources 
in their social network. So if you don¶t have a 
friend who can drive you to your appointments, 
and you don¶t happen to live right down the 
street from your doctor, you know, like you¶re 
not going to walk very far when you are eight 
months pregnant to go see your doctor. So 
there¶s, it¶s definitely, it¶s definitely more 
GLIILFXOW� IRU� WKRVH� PRPV� WR� VHHN� VHUYLFH´� ± 
Parent
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TEXTBOX 5 ± EXPANDING ON SOCIAL DETERMINANTS OF ACCESS AND 

AUTONOMY 

Ɣ Language: According to participants, limited access to services in languages other than 

English, combined with restrictions on the availability of formal and informal 

translation support in the context of COVID, have amplified the language barriers 

between providers and pregnant people. Participants explained that under these 

circumstances, providers could not communicate available options to the pregnant 

person, which meant that they were simply being directed to an obstetrician. These 

language barriers could also result in miscommunications that could cause distress to 

the pregnant person. Participants provided examples of organizations that had taken the 

initiative to have multilingual providers on staff and to translate their materials into 

multiple languages. In the case of midwifery, participants explained that the French 

ODQJXDJH�UHTXLUHPHQW�WR�ZRUN�DW�0RQWIRUW�OLPLWV�FHUWDLQ�SUDFWLFHV¶�DELOLW\�WR�UHFUXLW�E\�

restricting the pool of eligible candidates. This trend may worsen with the closure of 

the Midwifery Education Program at Laurentian University, which was the only 

bilingual program in the country.  

Ɣ Employment: Participants noted that taking time off work for prenatal appointments 

can be challHQJLQJ�LI�WKH�SUHJQDQW�SHUVRQ¶V�HPSOR\HU�ZDV�LQIOH[LEOH��RU�LI�WKH�SUHJQDQW�

person was required to sacrifice income in order to seek care. This was seen as  

particularly challenging for high risk individuals who had frequent lengthy visits to 

tertiary care centres that may have been outside of their communities. 

Ɣ Personal & Familial Circumstances: Participants provided examples of how personal 

and familial circumstances could pose barriers of access, which had been exacerbated 
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since the onset of the pandemic. For example, participants noted that single parents, 

military spouses, and parents of multiple children were facing challenges accessing 

care as they could not leave their children at home, or bring them to the 

prenatal/postpartum appointments. Furthermore, with restrictions on support people 

being present for appointments during the pandemic, some participants reported 

instances where pregnant people who were in abusive relationships were unable to 

access appropriate prenatal care because their partners did not want them accessing 

services alone.  

Ɣ Residency: Participants, including parents with lived experience, identified immigrant 

communities and military families who were new to the region as populations that were 

not necessarily familiar with the local system or the options available to them. 

According to participants, their lack of attachment to a primary care provider and their 

reliance on walk-in clinics and emergency rooms for care further limited their access to 

the information and referrals that could have facilitated their navigation of this new 

system. Participants expanded, explaining that for newcomers, these barriers of access 

to information and referrals were compounded by the complications associated with 

transferring or initiating their public insurance coverage. Upon arrival in the province 

of Ontario, there was a 3-month waiting period before an individual was covered under 

the Ontario Health Insurance Plan (OHIP). During this time, newcomers to Canada 

arere uninsured, and Canadian residents who have moved between provinces face 

EDUULHUV� UHODWHG� WR� YDULRXV� SURYLGHUV¶�ZLOOLQJQHVV� RU� DELOLW\� WR� DFFHSW� RXW-of-province 

insurance. Participants described the agreement that midwives within the region had 

with their Transfer Payment Agency, which allowed them to provide care to pregnant 
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people who did not have OHIP coverage and for other providers who they consulted 

during this course of care to be remunerated for their services. Midwife participants 

explained that other providers and hospital administrators did not always understand 

this agreement, leading to concerns about whether they would be paid, which posed 

barriers to access and consultation, and created an additional burden of education and 

coordination for midwives. 

According to participants, the culmination of these barriers meant that pregnant people who fell 

into one or more of these categories may not have been aware that they had options within the 

system and accepted the course of care that was offered by the confirming provider.  

³7KHUH¶s certainly that large group of vulnerable patients who are 
MXVW�KDSS\�WR�JHW�DQ\�FDUH�´�± Family Physician 

As a result, participants believed that the demographic group that was best informed about 

midwifery as an option, and best equipped to navigate access to their services was not 

necessarily the population that would benefit the most from this model of care. Select midwifery 

practice groups had chosen to reserve a portion of their caseload for the systemically 

disadvantaged high-needs populations who typically sought care later in their pregnancy. This 

practice could be a more stressful balance for midwives who were concerned about maintaining a 

full-time caseload, but participants reported that these spots did fill up eventually. Other 

midwifery practice groups offered a greater volume of home care prenatally to pregnant people 

who faced barriers of access, including old order Mennonite communities, pregnant people with 

minimal access to transportation, and rural parents who could not bring their children into the 

FOLQLF� GXULQJ� WKH� SDQGHPLF�� 7KLV� W\SH� RI� VHUYLFH� LQFUHDVHG�PLGZLYHV¶� DOUHDG\� KLJK�ZRUNORDG��

which meant that they could only provide this type of service to a limited number of clients, or 
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were forced to limit their overall caseload, to accommodate the additional workload. Participants 

highlighted the value of co-locating maternity care providers with other community and social 

services as a means of increasing access and enabling more holistic support for systemically 

disadvantaged populDWLRQV��)RU�H[DPSOH��RQH�PLGZLIHU\�SUDFWLFH�JURXS¶V� VDWHOOLWH�SUDFWLFH� LQ� D�

rural area served a largely young, rural, low-income population and was co-located in a 

community centre with other social services. Finally, one midwifery practice group chose to 

establish a satellite practice that was easily accessible by public transportation to enable access 

for individuals who did not have access to a vehicle. 

SUMMARY 

7KH� ILQGLQJV� SUHVHQWHG� LQ� WKLV� FKDSWHU� GHPRQVWUDWH� WKDW� WKH� H[LVWLQJ� V\VWHP¶V� RYHU-reliance on 

informal informational channels generated significant inequities in access to the information and 

resources required to exercise autonomous choice, and introduced disproportionate barriers of 

access and autonomy for those who do not have the knowledge, social capital, and agency to 

overcome the barriers present within the maternity care system. In response to these 

informational gaps, participants highlighted the value of developing coordinated and tailored 

education and resources. These need to be universally accessible early on in pregnancy to 

facilitate informed choice of an appropriate provider by providing evidence-based and unbiased 

information about provider options, the characteristics of providers, their availability within the 

Region, and the process to access care. This type of tool was considered particularly valuable as 

it would render information directly accessible to pregnant people and would enable informed 

choice, regardless of where the pregnant person began their journey in the maternity care system; 

with their primary care provider, in a walk-in clinic, in the emergency room, or on the internet.   
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CHAPTER 6 ± Discussion & Conclusion  

In this discussion, I begin by summarizing key findings across the four research questions that 

guided this thesis and integrate these findings with existing theory and evidence to present a 

Framework for the Promotion of Equitable Access and Autonomy in Maternity Care Systems. I 

then move on to describe the contribution of this body of work to knowledge, methods, and 

practice. Finally, before concluding, I acknowledge the limitations of this thesis.  

SYNTHESIS OF KEY FINDINGS 

How is access to provider-specific maternity care distributed across the Champlain 

Region? 

Measuring the interaction between service requirement and capacity trends within the Region 

using my adapted enhanced two-step floating catchment area methodology, I described the 

distribution of access to provider-specific maternity care across the Champlain Region. Through 

this description, I first demonstrated that access to obstetricians, family physicians, and 

midwives who provide intrapartum care is inequitably distributed across the Champlain Region. 

The second key finding emerging from this description was that when comparing relative 

accessibility across provider groups, the average accessibility index score for care provided by 

obstetricians was significantly higher than the average accessibility index scores for care 

provided by family physicians or midwives, with higher accessibility scores indicating higher 

levels of access to this provider group. This analysis also demonstrated that in some areas, access 

to one provider group was compensating for lack of access to others. This allowed for access to 

care without necessarily affording pregnant people the opportunity to exercise choice of 

provider. Finally, with access concentrated in larger population centres, I identified a number of 

smaller rural communities left with little to no access to any provider group forcing pregnant 
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people to drive long distances and leave their community to access any maternity care, let alone 

their preferred provider.  

What individual, organizational, and system-level factors are shaping access to the full 

range of maternity care providers? 

Geographic Determinants of Access to Maternity Care Providers 

Using qualitative data collected in stage 2, I was able to deepen my understanding of the 

geographic determinants of access. These qualitative data confirmed that providers were 

concentrated in population centres that offer high density of demand & proximity to hospitals 

with obstetrical programs. This resulted in an inequitable distribution of access to the full range 

maternity care providers and choice of birth setting across the region.  

These geographic barriers of access for rural populations were attenuated by the presence of rural 

obstetrical programs and satellite sites, which were identified as critical to bringing care closer to 

home for these populations. They were also attenuated by midwives¶ ability to uncouple access 

to care from the distribution of facilities and cover large geographic areas through their provision 

of home care. Furthermore, since the onset of COVID, the use of virtual care for a subset of 

prenatal appointments had attenuated some of these barriers. On the other hand, geographic 

barriers of access to maternity care were compounded for parents who: (1) had a risk profile 

requiring frequent visits to tertiary care centres, (2) lacked access to transportation, (3) had 

inflexible employment models that forced them to sacrifice income to attend appointments, or (4) 

faced inclement weather.  

Persistent challenges with recruitment and retention of providers in rural settings were identified 

by participants as key drivers of the inequitable distribution of providers that were shaping these 
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geographic barriers of access. Participants explained that these challenges stemmed from: (1) 

lack of exposure to, training for, and comfort in rural practice amongst graduating students, (2) 

new graduates hesitating to take on the amplified challenges associated with building a new 

practice in a rural setting, (3) large catchment areas and small practice teams resulting in 

GHPDQGLQJ� FDOO� VFKHGXOHV�� DQG� FRPSURPLVHG� SURYLGHU� ZHOOEHLQJ�� DQG� ���� UXUDO� IDFLOLWLHV¶�

difficulties generating sufficient volume to maintain the competence, ensure the financial 

viability, and justify the lifestyle of rural providers. As a result of these challenges with 

recruitment and retention, rural programs were often in precarious situations, where one or two 

providers reducing or discontinuing their services could destabilize access to services for an 

entire region, leaving the remaining providers covering an excessive amount of work to keep 

services running, or leading to temporary or permanent service closures. 

Extant literature recognizes that quantitative shortages in the availability of health workers are 

often amplified by issues of geographic maldistribution, which impede access to quality care 

(Koblinski et al., 2016). Accordingly, the Champlain Region appears to be facing similar 

FKDOOHQJHV�WR�RWKHU�MXULVGLFWLRQV��SDUWLFLSDQWV¶�LGHQWLILFDWLRQ�RI�WKH�VXVWDLQDELOLW\�UXUDO�SURJUDPV�

and challenges with recruitment and retention of providers as key contributors to this 

maldistribution is strongly aligned with extant literature on the causes and impacts of rural 

maternity care program closures on access to care close to home (Haque, Nigam & Sibbald, 

2017; Iglesias et al., 2015; Kornelsen, Stoll & Grzybowski, 2011; Miller et al., 2012).  The gaps 

in access present within the Champlain Region are particularly problematic in light of the strong 

body of evidence on the adverse impacts that being forced to travel long distances to access 

maternity care outside your home community can have on maternal and neonatal outcomes, rates 

RI� REVWHWULFDO� LQWHUYHQWLRQ�� UDWHV� RI� XQSODQQHG�RXW� RI� KRVSLWDO� ELUWKV�� ELUWKLQJ� SHRSOH¶V� OHYHO� RI�
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VDWLVIDFWLRQ�� ELUWKLQJ� SHRSOH¶V� OHYHO� RI� VWUHVV�� FRVWV� LQFXUUHG� and disruptions experience by 

birthing people to access maternity care (Kornelsen & Grzybowski, 2005; Grzybowski, Stoll & 

Kornelsen, 2011; Haque, Nigam & Sibbald, 2017; Iglesias et al., 2015; Klein et al., 2002; 

Kornelsen, Stoll & Grzybowski, 2011; Mattison et al., 2018; Sutherns & Bourgeault, 2008; 

Sutherns, 2004).  

Workforce Trends Constraining Potential Access 

Based on the insights shared by participants, workforce trends appeared to be constraining 

potential access to maternity care by limiting the service capacity generated by all three provider 

groups across both rural and urban settings. First, limits on the number of students trained and 

barriers to the integration of available providers limited workforce supply within the region. This 

left providers adopting heavy workloads and demanding lifestyles to meet growing population 

needs with limited resources. These heavy workloads were unsustainable, leading to burnout, 

leaves of absence and attrition. This was particularly true when providers were required to cover 

for various types of leaves of absence and to compensate for the lost capacity of providers 

transitioning into retirement, without the introduction of new resources. This unsustainable level 

of activity was leading to decreased participation in intrapartum care in particular. Participants 

described fewer graduates being interested in adopting the lifestyle required to provide 

intrapartum care, and that some providers who had flexibility in their scope of practice to do so 

were either suspending or decreasing their intrapartum activities and on-call work. Participants 

noted that all of these trends pointed to the need for a sufficiently large workforce and team to 

meet population needs while ensuring sustainable workloads and call schedules for providers.  

These findings are aligned with extant literature on the capacity of the maternity care workforce 

to meet population health needs and offer pregnant people the opportunity to choose from an 
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acceptable range of options. Existing studies have described a state of maternity care workforce 

shortage resulting from SK\VLFLDQV¶�GHcreasing participation in maternity care and the midwifery 

ZRUNIRUFH¶V� LQDGHTXDWH� FDSDFLW\� WR� ILOO� WKLV� HPHUJLQJ� JDS (Benoit, Carroll & Westfall, 2019; 

Bourgeault, 2001; Bourgeault & Darling, 2008; Butler, Hutton & McNiven, 2016; Hedden et al., 

2019; Price, Lane & Klein, 2005; Redding, 2015). This trend is not constrained to the maternity 

care sector, with emerging trends towards specialization amongst family physicians, who are 

increasingly adopting focused practice (Kabir et al., 2022; Oandasan et al., 2018).  Many of the 

drivers of decreased participation in maternity care discussed by participants, including the 

demands of the heavy workloads and call schedules associated with maternity care and the 

impacts on providers personal lives and mental and physical health, have also been described by 

others (Bourgeault, 2001; Bourgeault & Darling, 2008; Smith et al., 2009; Stoll & Gallagher, 

2019). The workforce trends in the Champlain Region cannot, therefore, be considered unique, 

but rather reflective of a cycle of attrition present within maternity care that has had, and will 

continue to have, significant repercussions on the sustainability of the local maternity care 

ZRUNIRUFH�DQG�LWV�FDSDFLW\�WR�VXSSRUW�SUHJQDQW�SHRSOH¶V�DFFHVV�WR�DQG�FKRLFH�RI�D�SURYLGHU�� 

Impact of Funding and Remuneration on Integration of the Local Workforce 

Many participants noted that pregnant people seek more integrated models of interprofessional 

maternity care. Despite this emerging trend, provider and policy-maker participants indicated 

that the current model of remuneration for maternity care providers created competition for 

OLPLWHG� ³PDUNHW� VKDUH´� EHWZHHQ� DQG� ZLWKLQ� SURYLGHU� JUoups. This constrained choice by 

rendering it challenging for maternity care programs ± particularly in rural contexts ± to generate 

sufficient volume to maintain the financial viability of all three provider groups. These models of 

remuneration were also reported to impede interprofessional collaboration by fostering tensions 
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and disincentivizing interprofessional support, and led to suboptimal use and duplication of 

resources as a result of the absence of compensation mechanisms for integrated care.  

These financial disincentives, combined with historical tensions between maternity care provider 

groups, meant that sites across the region had achieved remarkable variability in 

interprofessional collaboration and integration. While some hospitals across the region had 

established collaborative relationships between provider groups, enabled all providers to work to 

WKHLU� IXOO� VFRSH� RI� SUDFWLFH�� DQG� KDG� PHDQLQJIXOO\� LQWHJUDWHG� DOO� SURYLGHUV� LQWR� WKH� IDFLOLW\¶V�

policy and decision-making process, others had yet to fully realize these characteristics of an 

enabling organizational environments for the integration of all three provider groups.  

Under the current models of remuneration, hospitals differentially prioritized and supported the 

integration of obstetricians, family physicians, and midwives into their maternity care programs. 

First and foremost, hospitals were required to prioritize maintaining the practice viability and 

retention of obstetricians because of their reliance on obstetricians for surgical backup and 

gynecological care. In contrast, within the current system, certain conditions needed to be met in 

order for hospitals to be enabled to support the integration of family physicians and midwives. 

Based on the cases described by participants, hospitals appeared to be enabled to support family 

physicians who provide intrapartum care and midwives under three common conditions: 

1. local obstetricians have established viable practices; 

2. the hospital is seeking resource-effective program growth by bringing in new low risk 

births; and 

3. respectful and collaborative relationships have been established between the provider 

groups. 
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$W� WKH�RUJDQL]DWLRQDO� OHYHO�� IDFLOLWLHV¶�SROLFLHV�DQG�SUDFWLFHV� ± including caps on birth volumes 

and privileges ± can pose barriers to the recruitment and optimal integration of providers into the 

local maternity care workforce. Family physicians did appear to be at reduced risk of these caps 

when compared to midwives, with participants highlighting that many hospitals relied on their 

contributions across other sectors of care, including pediatrics, neonatal resuscitation, the 

emergency department, and primary care. This left midwives particularly susceptible to 

constraints on their privileges and birth volumes, which were used to maintain the practice 

viability of the other maternity care provider groups active within the hospital, upon which they 

relied so heavily.  

Tensions between maternity care providers stemming from competition for births, such as those 

described by the participants engaged in this study, have already been well documented in 

previous studies conducted within the Canadian context (Bourgeault & Darling, 2008; Behruzi et 

al., 2017; Peterson et al., 2007; Haque, Nigam & Sibbald, 2017; Munro, Kornelsen & 

Grzybowski, 2013). My findings are also aligned with those of previous studies pointing toward 

the persistence of medical dominance within the organization of maternity care, which affords 

physicians, and particularly obstetricians, a disproportionate level of power and influence over 

decision-making within hospital-based maternity care programs, and control over the integration 

and activities of other maternity care providers (Benoit et al., 2010, Bourgeault & Mulvale, 2006, 

Kuhlmann et al., 2010, Behruzi et al., 2017, Bourgeault & Darling, 2008). In the case of the 

Champlain Region, this power imbalance, combined with suboptimal remuneration structures, 

appear to have allowed for the financial sustainability of SK\VLFLDQV¶�SUDFWLFHV�WR�WDNH�SUHFHGHQFH�

over the development of a workforce that affords pregnant people equitable opportunity to 

choose a maternity care provider.  
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What individual, organizational, and system-OHYHO�IDFWRUV�DUH�VKDSLQJ�SUHJQDQW�SHRSOH¶V�

autonomy in choosing a maternity care provider? 

Knowledge and Awareness of Options and Characteristics 

Beyond the availability and accessibility of the full range of maternity care providers at the 

system and organizational levels, pregnant people must be informed about the options that are 

available to them in order to exercise autonomous choice at the individual level. However, 

participants expressed that there was a lack of awareness amongst both pregnant people and 

primary care providers in the Region regarding the full range of maternity care provider options 

available, and their relative scopes of practice and models of care.  

Obstetricians were the most commonly known provider, which meant they were accepted as the 

default option by many. As for family physicians, participants described a general lack of 

awareness about this option unless their primary care provider or their team provided these 

services. Participants also communicated some lack of awareness about the characteristics of this 

provider option, including not knowing that they engaged in intrapartum care in addition to 

prenatal care, or that they had received specialized training in maternity care. Finally, while 

participants acknowledged that awareness and demand for midwifery care was growing through 

word of mouth, and that midwives had a strong foothold in some rural areas where practices 

were longstanding, they explained that many people remained unaware of this option. This lack 

of awareness extended to the characteristics of this provider option, including their coverage 

under provincial funding, their ability to practice in hospital, the pain relief options they could 

offer, and the breadth of their scope of practice and training. 

As a core prerequisite to both access and autonomy, the emergence of knowledge and awareness 

of the full range of provider options as a key theme in my study of the factors shaping pregnant 
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SHRSOH¶V�DXWRQRP\�LQ�choosing a maternity care provider within the Champlain Region came as 

no surprise. Furthermore, the general lack of awareness amongst both parents and providers in 

the Champlain Region that was described by participants in this study was not unexpected, with 

multiple previous studies pointing to lack of awareness as a persistent barrier to informed choice 

in maternity care (Jimenez et al., 2010; Zadoroznyj, 2000), and others reporting similar 

challenges with respect to the inconsistent information being provided by family physicians upon 

confirmation of pregnancy (Darling et al., 2019a; Jimenez et al., 2010; Psaila & Schmied, 2017; 

Stevens et al., 2016; Sutherns & Bourgeault, 2008; Zadoroznyj, 2000). 

Factors Shaping Opportunity of Exercise Choice 

The lack of awareness about provider options exhibited by pregnant people was shaped by a 

QXPEHU�RI�IDFWRUV�WKDW�ZHUH�FRQVWUDLQLQJ�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\�WR�H[HUFLVH�DXWRQRPRXV�

choice of provider. Participants described a maternity care system that was characterized by: 

x a lack of coordinated informational resources tailored to pre-conception and early 

pregnancy and designed to inform choice of provider; 

x variable support of informed choice by the providers confirming pregnancies;  and 

x variable access to information through personal networks 

This placed the onus on pregnant people to seek out information, self-select into an appropriate 

provider group, and navigate access to their services. Under the constrained system-level 

conditions which perpetuated inequities, participants described two different categories of 

individuals: (1) the informed self advocate, whose knowledge of the process and options enabled 

them to assertively navigate access to their provider of choice, and (2) the constrained adherent, 

whose lack of awareness of the process, options and characteristics prevented them from 

exercising choice on time to gain access to their preferred provider 
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While numerous factors influencing choice emerged in our discussions ± including risk profile, 

gender, language, culture, preferred setting and model of care ± participants acknowledged that 

in the absence of coordinated informational resources to inform these decisions, the most 

VLJQLILFDQW�IDFWRU�VKDSLQJ�SHRSOH¶V�FKRLFH�RI�SURYLGHU�ZDV�ZRUG�RI�PRXth and past experiences. 

Whether this information was transmitted through friends, family, or social media platforms, 

pregnant people who had become informed self-advocates had often first been made aware of 

these options through their informal social networks. 

7KHVH�ILQGLQJV�EXLOG�RQ�D�JURZLQJ�ERG\�RI�OLWHUDWXUH�GHVFULELQJ�SUHJQDQW�SHRSOH¶V�strong reliance 

on past experience, word of mouth, social networks, and the internet ± including social media 

platforms and applications ± as key sources of pregnancy-related information, including 

information about provider options (Alamer & Al-Edreese, 2021; Darling et al., 2019a; Jimenez 

et al., 2010; Tizzard & Pezaro, 2019; Wright, Matthai & Meyer, 2019). Given current societal 

trends, in which the pandemic has moved many of our personal, professional, and social 

interactions online, the prevalence of information-seeking via the internet will likely continue to 

grow, underlining the importance of evidence-based and comprehensive online tools and 

resources to more equitably support the informed choice of a maternity care provider.  

Access to Primary Care as a Gateway 

Participants highlighted the importance of primary care attachment as a gateway to access 

information, referrals, prenatal care, postpartum care, and newborn care, and noted that for many 

pregnant people across the Region, lack of attachment constituted a significant barrier to access 

and choice. Participants attributed this lack of attachment to the broader shortage of family 

physicians within the Region, which was worsening due to inadequate replacement of retiring 
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physicians, and the variable participation in maternity and newborn care exhibited by the family 

physicians who were available within the current system. 

The consequences of lack of attachment identified by participants included barriers of access to 

information and referrals, and barriers of access to prenatal, postpartum and newborn care.  In 

order to fill these gaps in access, unattached individuals were forced to rely on walk-in clinics 

and emergency rooms. Participants further explained that at times, lack of attachment resulted in 

suboptimal use of specialist care.  

The interplay between access to a primary care and access to and choice of a maternity care 

provider revealed in this study appears to be a critical gap within the current evidence base. This 

understudied topic certainly merits further investigation moving forward given the growing 

proportion of the population within the Champlain Region, and beyond, who are not attached to 

a primary care provider, which may expose a greater number of pregnant people to the associated 

barriers to information, access and referral described by participants in this study.  

Social Determinants of Access & Autonomy 

Through my engagement with local stakeholders, I was able to identify a number social 

determinants that widen gaps in access and autonomy. Participants identified a number of 

populations who face amplified barriers of access and choice within WKH�&KDPSODLQ� 5HJLRQ¶V�

ORFDO�PDWHUQLW\�FDUH�V\VWHP��LQFOXGLQJ��\RXQJ�SDUHQWV��SHRSOH�ZKR¶V�ILUVW�ODQJXDJH�LV�QRW�(QJOLVK��

people who have lower levels of education and literacy, people who have inflexible and/or 

insecure employment, people who have low income, people whose family responsibilities and 

characteristics tie them more closely to their homes, people of colour, Indigenous Peoples, 

people with disabilities, newcomers to Canada and the region, people who lack access to a 
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vehicle or reliable transportation, the LGBTQ2+ community, and people who have mental health 

conditions or use substances. 7KHVH�VRFLDO�GHWHUPLQDQWV�LPSDFW�D�SUHJQDQW�SHUVRQ¶V�SRVLWionality 

within the local maternity care system. Pregnant people who are systemically disadvantaged are 

at heightened risk of falling within the definition of a ³constrained adherent´, with significant 

systemic constraints on their opportunity, ability & propensity to exercise autonomous choice of 

provider.   

Participants¶ identification and characterization of these communities is aligned with extant 

literature describing systemically disadvantaged SRSXODWLRQV¶� UHGXFHG� DXWRQRP\� DQG� LQFUHDVHG�

barriers of access within the Canadian maternity care system (Bourgeault, 2001; Sutherns & 

Bourgeault, 2008; Darling et al., 2019a; Vedam et al., 2019; Malott, 2017), and internationally 

(Bartholomew et al., 2015). Evidence also suggests that in the absence of tailored supports to 

assist these populations in navigating the process of choosing and accessing a maternity care 

provider,  health systems that offer the opportunity to exercise choice of provider, may, in fact, 

increase inequities rather than maintaining equity (Bartholomew et al., 2015). As such, efforts to 

remedy these barriers would require and equity-based approach tailored to the unique needs of 

each of these communities to afford them the supports required to autonomously choose and 

access a maternity care provider.  

What locally-relevant solutions could be effective in alleviating gaps in access and 

autonomy?  

First, this thesis enabled the identification of underserviced areas of the Champlain Region where 

SUHJQDQW�SHRSOH¶V�FKRLFH�RI�PDWHUQLW\�FDUH�SURYLGHU�DUH�UHVWULFWHG�E\�LVVXHV�RI�VHUYLFH�FDSDFLW\�RU�

geographic access. It also highlighted the critical importance of rural maternity care programs, 

VDWHOOLWH�SUDFWLFHV��DQG�SURYLVLRQ�RI�FDUH�LQ�SUHJQDQW�SHRSOH¶V�KRPH�WR�XSKROGLQJ�DFFHVV�WR�FDUH�
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closer to home. Participants in stage 2 were surprised that family physicians and midwives did 

not fill gaps in access in rural areas that do not have hospitals to support large obstetrical 

practices. In the absence of regional planning and matched incentives, providers do not 

inherently distribute themselves based on population needs. This underscores the importance of 

integrated, coordinated and transparent workforce planning efforts, accompanied by conducive 

health workforce policies and management practices, to guide the development of a fit-for-

purpose maternal health workforce. 

These findings also highlighted the potential of alternative remuneration and funding to foster 

PRUH�LQWHJUDWHG�PRGHOV�RI�FDUH�WR�VXSSRUW�SUHJQDQW�SHRSOH¶V�DFFHVV�WR�WKH�IXOO�UDQJH�RI�PDWHUQLW\�

care providers by fostering innovative, person-centered models of collaboration that could 

provide appropriate levels of care at an appropriate cost to the system. The development of 

alternative remuneration and funding models was also seen as an opportunity to ensure the 

financial viability of establishing and maintaining practice, particularly in rural low-volume 

centres, and to support flexible work arrangements and retention within the maternity care 

workforce. Furthermore, a number of participants felt that the collocation of the full range of 

providers in a multi-specialty clinic, alongside complementary providers and laboratory services 

could foster stronger interprofessional relationships, enable care integration, and increase access 

to care. 

Participants indicated a need for more coordinated system-level leadership at both the regional 

and provincial level, accompanied by appropriate resources ± including the establishment and 

implementation of a common vision and guidelines ± in order to foster an enabling environment 

for collaborative maternity care across facilities and provider groups. Resolving lingering 

tensions and inefficiencies present within the current system would require administrative 
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leadership from individuals who do not have a financial interest in the outcome to encourage 

widespread trust and buy-in. These collaborative models would also require investment in the 

training and integration of additional providers to moderate existing workloads, increase 

flexibility in models of care and scopes of practice, and increase access to care.  

Finally, participants highlighted the value of developing coordinated and tailored education and 

informational resources to facilitate informed choice of an appropriate provider by providing 

pregnant people with evidence-based information about provider options, the characteristics of 

providers and their models of care, their availability within the area, and the process to access 

care.  

FRAMEWORK FOR THE PROMOTION OF EQUITABLE ACCESS AND 

AUTONOMY IN MATERNITY CARE SYSTEMS  

Building on existing theories of access (Aday, 2004), relational autonomy (Mackenzie, 2014; 

Sherwin, 1998), and quality of care (Donabedian, 1988), I have used these findings to develop a 

Framework for the Promotion of Equitable Access and Autonomy in Maternity Care (presented 

in figure 19, p.161), which describes the structural conditions that would be necessary to 

HTXLWDEO\� VXSSRUW� SUHJQDQW� SHRSOH¶V� RSSRUWXQLW\�� DELOLW\�	� SURSHQVLW\� WR� H[HUFLVH� DXWRQRPRXV�

choice of a maternity care provider. My guiding theoretical frameworks were integrated into the 

design of this thesis, the implementation of data collection (e.g. explicit questions in the 

interview guide) and analysis activities (e.g. pertinent thematic codes), as well as my synthesis of 

findings. This framework not only allows for the integration of my guiding theoretical 

frameworks, but allows me to build upon their combined structure to make a substantive 

contribution to advancing theory in this space. 
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I present this framework in lieu of traditional evidence-based policy recommendations. As this 

thesis was conducted as an embedded research project and in partnership with an advisory 

committee, I committed to limiting the scope of this work to the generation of evidence and the 

presentation of recommendations generated by participants, leaving the translation of this 

evidence into policy recommendations and actions to my partner organizations. This framework 

does, however, constitute an integrated overview of the conditions required to support access and 

choice based on existing literature and the evidence generated through this thesis. As such, it 

should provide knowledge-users within the Champlain Region, and elsewhere, with a tool to 

identify strategic areas for evidence-based policy action as they seek to promote of equitable 

access and autonomy in maternity care systems. 

At the policy level, the Framework posits that leadership, coordination and integration across 

stakeholders, facilities and provider groups is required to enable the development of a system of 

maternity care thDW� HTXLWDEO\� VXSSRUWV�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\�� DELOLW\� DQG�SURSHQVLW\� WR�

exercise autonomous choice of provider. This system-level leadership, coordination and 

integration is critical to enable the translation of maternal health policies that support access and 

choice in theory into structures and processes that fulfill these targeted outcomes in practice.  

7KH�)UDPHZRUN�GLYLGHV�WKH�VWUXFWXUHV�UHTXLUHG�WR�VXSSRUW�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\��DELOLW\�

and propensity to choose a provider into three key areas of intervention: the maternity care 

system, the birthing population, and the environment within which they interact.  

First, a maternity care delivery system that is equipped to support access and autonomy has a 

supply, distribution & mix of maternity care providers that is aligned with population needs, 

supportive of care close to home, and adequate to maintain sustainable workloads and call 
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schedules. This requires particular attention paid to the sustainability of rural maternity care 

programs, and to the education, recruitment and retention of rural maternity care providers. 

Furthermore, within such a system, educational, financial, organizational, physical & 

technological structures should foster integration of and collaboration across all provider groups 

in person-centred models of care.  

Second, in order to avail themselves of the full breadth of resources available within this 

maternity care delivery system, the birthing population requires direct access to information 

about provider options available, and to the resources required to navigate access to their 

services. Ideally, access to information and maternity care providers is facilitated through 

attachment to a primary care provider who supports informed choice and serves as a gateway 

into the maternity care delivery system. System structures that promote access to information and 

resources limit the presence of constrained adherents within the birthing population, prevent the 

need for pregnant people to serve as informed self-advocates, and level the playing field for the 

emergence of a birthing population that is equitably equipped, supported and empowered to 

exercise informed choice.  

Third, proactive strategies that offer equity deserving populations resources to support their 

access and autonomy can mitigate the further entrenchment of inequities present within physical, 

social, political and economic environments. Cross-sectoral partnerships can supplement these 

efforts by enabling investment in upstream strategies to address the root causes of these 

inequities.  

These structures interact to shape the three prerequisites that enable pregnant people to actively 

engage with the process of choosing and accessing a maternity care provider. The first 
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prerequisite to the achievement of equitable access and autonomy, which aligns with 

0DFNHQ]LH¶V� ������� FRQFHSW� RI� VHOI-determination, is that all pregnant people have the 

opportunity to exercise autonomous choice from an acceptable range of providers available 

within their local community. The second prerequisite, which aligns with Mackenzie¶V (2014) 

concept of self-governance, is that all pregnant people are equipped with the enabling knowledge 

and resources required to support their ability to exercise informed and autonomous choice of 

provider. The third and final prerequisite, which aligns with Mackenzie¶V (2014) concept of self-

authorization, is that all pregnant people are empowered and recognized as agents with the 

normative authority to exercise autonomous choice of provider.  

Finally, maternity care systems that have established the policy and structures required to enable 

the fulfillment of these three prerequisites have the means of achieving two targeted outcomes: 

1) equitable realized access to the full range of maternity care providers, and 2) equitable 

UHDOL]HG�DXWRQRP\�LQ�FKRRVLQJ�D�PDWHUQLW\�FDUH�SURYLGHU��$�V\VWHP¶V�VXFFHVV�LQ�DFKLHYLQJ�WKHVH�

goals, and the lessons learned along the way, can be fed back into maternal health policy to 

enable the refinement of person-centred care, information, and resources.
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FIGURE 19: Framework for the Promotion of Equitable Access and Autonomy in Maternity Care Systems  
(Adapted from Aday, 2004, Mackenzie, 2014, Sherwin, 1988 & Donabedian, 1988) 
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CONTRIBUTION TO KNOWLEDGE 

Throughout the implementation of this thesis, I have been struck by how strongly aligned the 

findings of this thesis have been with extant literature on the organization of maternity care. In 

many ways, this is discouraging; decades later, studies continue to highlight the same persistent 

and pervasive challenges that have yet to be addressed. Inequities in access and autonomy within 

the maternity care sector, therefore, are not the result of lack of evidence, but rather due to the 

social, political, and economic barriers impeding the implementation of known solutions.  

The findings of this thesis may echo and reinforce the existing body of evidence within this field, 

but the systems thinking approach I adopted in the conceptualization, design and implementation 

of this thesis offers a significant contribution to literature by enabling a robust examination of the 

FRPSOH[�V\VWHP�RI�IDFWRUV�WKDW�GLIIHUHQWLDOO\�HQDEOH�DQG�FRQVWUDLQ�SUHJQDQW�SHRSOH¶V�DFFHVV�DQG�

autonomy within the ChamplDLQ� 5HJLRQ¶V� ORFDO� PDWHUQLW\� FDUH� V\VWHP�� :KLOH� GLVFUHWH�

components of the dynamics presented here have been addressed in isolation within the existing 

body of evidence ± including the geographic access to maternity care, the capacity and practice 

patterns within the maternity care workforce, the influence of system and organizational-level 

policies on integration and collaboration, interprofessional dynamics within the maternity care 

system, knowledge and awareness as precursors to choice, and the social determinants of access 

and autonomy ± this thesis has addressed critical gaps in our knowledge about how individual, 

organizational, and system-level factors interact to shape the availability and accessibility of 

provider-VSHFLILF�FDUH��DQG�SUHJQDQW�SHRSOH¶V�H[SHULHQFH�FKRRVLQJ�D�PDWHUQLW\�FDUH�SURYLGHU�DQG�

navigating access to their services. Similarities between the findings presented here and the 

experiences described in studies conducted in other Ontarian and Canadian locales suggest that 

these findings are not unique, may be relevant across contexts, and could serve to better 
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XQGHUVWDQG� WKH� V\VWHP� G\QDPLFV� LQIOXHQFLQJ� SUHJQDQW� SHRSOH¶V� RSSRUWXQLW\�� DELOLW\�� DQG�

propensity to exercise choice of provider in other Regions across Ontario, and nationally.  

Through this thesis, I have also contributed to the body of knowledge by filling two critical gaps 

in the literature on access to maternity care. First, while access to maternity care has been 

examined by others, very few studies have compared access to provider-specific maternity care. 

Second, to my knowledge, no studies have employed geospatial analysis as a means of 

describing the geographic distribution of pregnant peopOH¶V�RSSRUWXQLW\�WR�H[HUFLVH�FKRLFH�DFURVV�

a range of maternity care providers. By adopting a systems approach in this thesis, I was also 

able to fill a gap in the evidence on interprofessional collaboration in maternity care by moving 

beyond the barriers and enablers to collaboration and integration within the organization of 

maternity care to examine how system-level policies and structures influence interprofessional 

G\QDPLFV��ZKLFK�LQ�WXUQ�VKDSH�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\�WR�FKRRVH�IURP�DQG�QDYLJDWH�access 

to the full range of maternity care providers. This had yet to be fully elucidated in literature.  

My contributions to both of these bodies of literature stem from my integrated examination of 

access and autonomy. Most of the health services literature adopts a strong focus on availability 

and accessibility, leaving discussions of autonomy to the fields of ethics and feminist and gender 

studies. By examining the factors shaping both access and autonomy within a local maternity 

care system, I have contributed to both of these fields by highlighting the interactions and 

interdependencies between these two concepts. Access is a necessary but independently 

insufficient prerequisite to the achievement of reproductive autonomy, and inequities in 

autonomy within a birthing population can actively constrain access for those with limited 

gateways to enabling information and resources. 
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Finally, because very few publicly-funded maternity care systems internationally offer pregnant 

people who are at low risk of obstetrical complication the opportunity to choose between tertiary 

DQG�SULPDU\�FDUH�SURYLGHUV��OLWHUDWXUH�RQ�WKH�IDFWRUV�LQIOXHQFLQJ�SUHJQDQW�SHRSOH¶V�RSSRUWXQLW\�WR�

exercise autonomous choice of provider, and the factors influencing this choice, is scarce. The 

mixed-methods I adopted in this thesis represented a unique opportunity to contribute to this 

nascent area of research by exploring the interaction between the geographic accessibility of 

provider-VSHFLILF�PDWHUQLW\�FDUH�DQG�SUHJQDQW�SHRSOH¶V�GLIIHUHntial access to the broader range of 

prerequisite knowledge and resources required to support their ability, opportunity and 

propensity to exercise autonomous choice of provider.   

CONTRIBUTION TO METHODS 

As a contribution to methods, I developed an innovative methodology that leveraged promising 

practices in workforce planning to address key challenges in the field and align workforce 

VXSSO\�� GLVWULEXWLRQ�� DQG� PL[� ZLWK� SUHJQDQW� SHRSOH¶V� FKRLFHV� DQG� QHHGV�� 7KLV� DGDSWHG�

methodology allowed me to account for LQGLYLGXDO�SURYLGHUV¶�SUDFWLFH�SDWWHUQV�ZKHQ�PHDVXULQJ�

the service capacity they offer within the local maternity care system. This proved to be essential 

to the validity of my measures of access. Using a simple headcount-based provider-to-population 

ratio would have led me to a considerably overestimate access to maternity care provided by 

family physicians because the Champlain Region has a high number of family physicians 

providing relatively low volumes of maternity care compared to their obstetrical counterparts. 

This adapted methodology also allowed me to account for the unique demographic and risk 

profiles of local populations when measuring the maternity care needs they generate. This also 

proved to be essential to the validity of my measures of access given that the birth rates and 

proportion of births classified as low risk were variable across the region. 
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Finally, the addition of consultations with local parents, providers and policy-makers enabled me 

to 1) mitigate limitations associated with data lag in administrative databases by creating 

opportunities to validate where trends reflected in the maps remain relevant and highlight any 

areas where change may have occurred since the data were produced, and 2) deepen my 

understanding of the determinants of access that were reflected in the maps I produced.  

:KLOH�,�GHVLJQHG�WKLV�DGDSWHG�PHWKRGRORJ\�IRU�DSSOLFDWLRQ�WR�WKH�&KDPSODLQ�5HJLRQ¶V�PDWHUQLW\�

care system, it is readily adaptable to other planning geographies and sectors of care within and 

beyond Ontario, and has the potential to make significant contributions to the field of health 

workforce planning. Other regions across Ontario have expressed an interest in applying this 

methodology within their own regional maternity care system, and I am currently applying this 

methodology to the examination of access to psychotherapy amongst adults with mood and 

DQ[LHW\�GLVRUGHUV�ZLWKLQ�0DQLWRED¶V�3UDLULH�0RXQWDLQ�+HDOWK�5HJLRQ�� 

CONTRIBUTION TO PLANNING & POLICY 

In line with the integrated knowledge translation approach I adopted, and my embedded scientist 

role with CMNRP, my primary goal in conducting this thesis was to use rigorous methods to 

inform evidence-based improvements to our local maternity care system.  Beyond contributions 

to literature, examining whether or not the conditions required to equitably support autonomous 

choice of provider had been established within the Champlain Region was of inherent value to 

LQIRUP�IXWXUH�SROLF\�DQG�SUDFWLFH�ZLWKLQ�WKH�5HJLRQ¶V�PDWHUQLW\�FDUH�V\VWHP��7KHVH�FRQWULEXtions 

were achieved by complementing a description of the current geographic alignment between 

workforce supply and population health needs with an exploration of the individual, 

organizational, and system-level factors that fed into, and emerged from, the trends displayed in 

the maps produced. 
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As a contribution to practice, this study enabled the identification of underserviced areas where 

SUHJQDQW� SHRSOH¶V� FKRLFH� RI� PDWHUQLW\� FDUH� SURYLGHU� PD\� EH� UHVWULFWHG� E\� LVVXHV� RI� VHUYLFH�

capacity and, or, geographic access. In doing so, this study is providing local health system 

planners and policy-makers with an evidence base to support better alignment between 

ZRUNIRUFH� VXSSO\�� GLVWULEXWLRQ� DQG� PL[�� ZLWK� SUHJQDQW� SHRSOH¶V� FKRLFHV� DQG� QHHGV�� $PRQJVW�

maternity care providers and organizations, this thesis could inform more informed practice 

ORFDWLRQ�DQG�H[SDQVLRQ� FKRLFHV� LQ� OLQH�ZLWK�SUHJQDQW�SHRSOH¶V�QHHGV�� DQG provide professional 

associations with tools for advocacy.  

Furthermore, by identifying the broader range of individual, organizational and system-level 

IDFWRUV�VKDSLQJ�SUHJQDQW�SHRSOH¶V�H[SHULHQFHV�FKRRVLQJ�DQG�DFFHVVLQJ�D�PDWHUQLW\�FDUH�SURYLGHU��

eliciting locally-relevant solutions to the gaps in access and autonomy identified, this thesis 

could inform the development of policies, practices, and resources designed to equitably support 

SUHJQDQW� SHRSOH¶V� DFFHVV� WR� DQG� FKRLFH� RI� D� PDWHUQLW\� FDUH� SURYLGHU� Zithin the Champlain 

5HJLRQ¶V�ORFDO�PDWHUQLW\�FDUH�V\VWHP��DQG�EH\RQG�� 

The acceptability, utility, validity and impact of my final results were supported by my integrated 

knowledge translation approach, which engaged a diverse array of providers, policy makers, and 

parents in all stages of this thesis, and by my considerable efforts to secure trust and buy-in 

across knowledge user groups. Moving forward, findings from this thesis are directly feeding 

LQWR�&0153¶V�QH[W�F\FOH�RI�VWUDWHJLF�SODQQLQJ��DQG�SURMHFW�SDUWQHUV�KDYH�EHHQ�LQ�FRQWDFW�ZLWK�

the Ministry of Health, Ontario Health and the Provincial Council on Maternal Child Health to 

explore opportunities to translate this approach to other regions across the province.  
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LIMITATIONS AND FUTURE RESEARCH 

Recognizing that all research has limitations, I would now like to reiterate the scope and 

acknowledge the limitations of this study and suggest areas future research could attend to these 

limitations.  

Stage 1 

)LUVW��,�HPSOR\HG�³$YHUDJH�<HDUO\�1XPEHU�RI�Births $WWHQGHG�DV�WKH�3ULQFLSDO�&DUH�3URYLGHU´�DV�

a measure of service capacity. This was the most feasible proxy for a course of care available 

within our existing data infrastructure but did not capture transfers of care at any stage during the 

prenatal or intrapartum period and, therefore, does reflect the full spectrum of interprofessional 

maternity care. While this measure prevented the attribution of a single birth to more than one 

provider (i.e. double counting births), I may have underestimated the service capacity generated 

by family physicians and midwives, and overestimated service capacity generated by 

REVWHWULFLDQV��7KLV�PHWKRGRORJ\�ZDV�DOVR�VXVFHSWLEOH�WR�FDSWXULQJ�³DFFLGHQWDO´�RU�³VXERSWLPDO´�

births that occur within our system. I mitigated this limitation by adjusting for the volume of care 

delivered by each provider included in our cohort. 

Second, wKLOH� ,QGLJHQRXV� 3HRSOHV¶� DFFHVV� WR� DFFHSWDEOH� PDWHUQLW\� FDUH�� DQG� SDUWLFXODUO\� WR�

Indigenous midwifery, is an issue of critical importance that merits further study, I was unable to 

address this topic within the scope of this study. A study on access to Indigenous midwifery 

would have been an entirely separate study requiring different population data, different 

workforce data, and likely a different methodology that accounted for Indigenous ways of 

knowing and for the precarity of profession-specific service capacity available within the 

Region. Furthermore, even in the event that administrative data were available for this subset of 

the birthing population and the workforce, it would likely not have been released by data 
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stewards at the granular level of geography required to conduct this type of geospatial analysis 

due to small cell sizes and risk of reidentification. I also recognize that I, as a white woman, 

simply do not have the lived experience to lead a study focused on access to Indigenous 

midwifery. Furthermore, given the existing volume of work required to complete the other 

components of this thesis, I felt that I did not have the time or resources required to engage in the 

level of meaningful partnership with Indigenous communities that would have been required to 

do justice to this work.  

Third��,�DWWULEXWHG�SURYLGHUV¶�VHUYLFH�FDSDFLW\�WR�DQ�ADA based on their postal code of practice. 

As a result, my findings did not reflect the full breadth of geographic coverage that midwives 

provide through home care and may have misallocated the service capacity of physicians in the 

event that the postal code of practice available in administrative databases was inaccurate.  

Fourth, my use of administrative databases introduced certain limitations with respect to the 

timeliness of the data used in this exercise. Due to the lag that occurs between the reporting of 

data, its input into administrative databases, and its release to researchers and knowledge users, 

the most recent year of data available for this exercise was fiscal year 2017/18. As a result, any 

trends that have emerged since April 2018 were not reflected in the maps I produced. My 

consultations with local patients, providers and policy-makers mitigated this limitation by 

creating opportunities to confirm where trends that were reflected in the maps remained relevant 

and highlight any areas where change may have occurred since 2018. 

Fifth, the catchment areas were calculated using drive-times and did not account for public 

transportation travel times. Creating catchments that reflected travel times using public 

transportation would have required a separate network file reflecting public transportation routes, 
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and would have required the creation of six additional series of accessibility index scores. As is 

reflected in my qualitative findings, lack of access to a vehicle or reliable transportation 

represents a significant barrier of access to maternity care.  The accessibility index scores 

produced in this study are, therefore, likely an overestimate of the level of access experienced by 

individuals who rely on public transportation.  

Finally, edge effects are a common limitation of geospatial analysis of defined regions that 

represent artificial rather than absolute boundaries. While the data I employed in this study were 

OLPLWHG� WR� SDWLHQWV� DQG� SURYLGHUV� WKDW� UHVLGHG� RU� SUDFWLFHG� ZLWKLQ� WKH� &KDPSODLQ� 5HJLRQ¶V�

geographic boundaries, both residents and providers in and around the Champlain Region are 

free to access and provide maternity care services within and beyond these boundaries.  

For the purposes of this study, I defined the patient population as the residents of the Champlain 

Region. However, non-residents can seek care within its geographic boundaries, and providers 

within the Region are free to provide services to these non-residents. This means that non-

residents represent an incoming source of demand and service requirements that was 

unaccounted for in this exercise. As such, across the Region, I may have overestimated the 

service capacity available to meet the needs of residents given that a portion of this service 

capacity was occupied by demand incoming from neighbouring regions, as well as residents of 

Québec, and birth tourists. 

Similarly, residents of the Champlain Region may access their care outside the geographic 

boundaries of the Region, and providers outside the Region, particularly those who practice in 

bordering regions, may represent additional access points for these residents. Therefore, I may 

have underestimated access to care for peripheral ADAs whose residents may have been 
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accessing providers outside the Region who are not being captured in our surveys or 

administrative datasets. 

The edge effects of the Champlain Region are theoretically mitigated by the fact that the region 

is bound by a provincial border, an international border, and a provincial Park, all of which 

represent natural and administrative barriers that would deter cross-border care seeking. The area 

that is most susceptible to edge effects in the Champlain Region is the South-Western corner that 

borders the South-East Region. The original methodology I developed for this study prescribed a 

linkage between provider and patient records in order to 1) include providers outside the Region 

who provided care to Region residents in ouU� FRKRUW�� DQG� ��� DGMXVW� HDFK� SURYLGHU¶V� VHUYLFH�

capacity for the proportion of care delivered to residents of the Region. This linkage proved to be 

impossible to operationalize within this WKHVLV¶ budget and timelines. In future applications of 

this methodology, I will endeavour to apply these adjustments in order to further mitigate edge 

effects. This type of linkage would also facilitate examination of access to culture-matched and 

linguistically acceptable care 

Stage 2 

First, while I achieved a sufficient sample size and endeavoured to capture a variety of voices, I 

do not contend that participants in this study constitute a representative sample. These findings 

reflect the perspectives and experiences of this group participants alone and may or may not 

reflect the perspectives of other parents, providers, and policy-makers within and beyond the 

Champlain Region.  

Second, data collection was interrupted in March 2020 due to the emergence of COVID-19 and 

further delayed by my own parental leave. As the focus of this study was not the impact of 
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COVID-19 on access or choice, when data collection resumed in January 2021, I adjusted my 

patient inclusion criteria to capture the experiences of pregnant people who had chosen and 

accessed their provider prior to the emergence of the pandemic. This adjustment to my inclusion 

criteria also resulted in an adaptation of my patient recruitment strategy. Unfortunately, despite 

my best efforts, patients who accessed intrapartum care provided by a family physician are 

under-represented in the resulting sample.  

Finally, I must also acknowledge that these findings do not reflect the perspectives of one 

hospital site within our Region, and underrepresent the perspectives of certain provider groups 

who chose not to participate in this study. 

Future Research 

Future research in this field should endeavor to examine 1) rural models that can simultaneously 

VXSSRUW� SUHJQDQW� SHRSOH¶V� DFFHVV� DQG� DXWRQRP\� DQG� SURYLGHUV¶� SUDFWLFH� YLDELOLW\� DQG�

sustainability, 2) the role of the broader range of providers that contribute to the provision of 

maternal newborn care in supporting access and autonomy, 3) structures required to promote 

access and choice amongst pregnant people who are not attached to a primary care provider, and 

3) readiness to adopt and potential impact of adoption of alternative remuneration and funding 

models on collaboration and integration in maternity care.  

Pending the availability and accessibility of necessary data, future projects should also seek to 

adapt this approach to account for (1) access to care through public transportation, (2) the 

proportion of care delivered and accessed within and beyond the geographic boundaries of a 

planning region, (3) access to Indigenous midwifery, and (4) access to culture-matched and 

linguistically acceptable maternity care.  
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PERSONAL REFLECTIONS 

When this thesis was first conceptualized, I was a 25-year-old woman with all the passion in the 

world for maternal and child health, who had witnessed and supported many births as both a 

researcher and a birth companion, but who had no lived experience of my own of the birthing 

process. Four years later, equipped with lived experience choosing and accessing a maternity 

care provider within the region at study, and immersed in the rich insights and experiences so 

generously offered by the parents, providers, and policy-makers who participated in this study, 

my firm belief that all pregnant people should be supported in exercising autonomous choice of 

SURYLGHU�LV�VWHDGIDVW��DQG�P\�FRQILGHQFH�LQ�WKH�V\VWHP¶V�FDSDFLW\�± under the right conditions ± 

to support this choice, has been bolstered.  

As was so eloquently articulated by parent participants, the ability to choose a provider and 

PRGHO�RI�FDUH�WKDW�LV�EHVW�DOLJQHG�WR�PHHW�\RXU�IDPLO\¶V�QHHGV�DW�RQH�RI�WKH�PRVW�LPSRUWDQW�DQG�

LQWLPDWH�MXQFWXUHV�RI�RQH¶V�OLIH�LV�FULWLFDO�WR�Whe achievement of person and family-centred care. 

Furthermore, in a pandemic era where access to personal and familial support structures may be 

limited, the importance of choosing a provider and model of care that meets your needs has 

become all the more poignant. This choice should not be a privilege reserved for those with the 

knowledge, agency and social capital to avail themselves of the limited resources available, but 

rather an opportunity afforded to all pregnant people. These beliefs led to the conceptualization 

of this thesis, and served as a foundational assumption and lens through which data were 

collected and analyzed.  

The honesty exhibited by providers and policy-makers when articulating the system and 

organizational-level factors that fostered competition and prevented optimal integration of the 

full range of providers, while somewhat shocking and disheartening at first, indicated to me that 
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if the hard work of establishing more conducive structures at the system and organizational level 

could be accomplished, interprofessional collaboration and integration ± and by extension choice 

± could be achievable. This thesis has also deepened my appreciation for the role of the full 

range of maternity care providers included in this study, and for the tireless efforts made by these 

professionals who share a common dedication to providing quality maternity care to the parents 

of this region. Recognizing the value of each of their models of care, I can honestly state that I 

will find it challenging to choose a single provider for my next pregnancy, but I am hopeful and 

grateful that I will have the means and the opportunity to do so.  

CONCLUSION 

In the case of the Champlain Region, the findings of this thesis have demonstrated that pregnant 

people have inequitable opportunities to exercise autonomous choice of maternity care provider 

due to (1) system and organizational-level factors that are creating imbalances in the supply, 

GLVWULEXWLRQ� DQG�PL[� RI�PDWHUQLW\� FDUH� SURYLGHU� RSWLRQV�� DQG� ���� SUHJQDQW� SHRSOH¶s differential 

access to the enabling information and resources required to exercise autonomous choice of 

provider and to navigate access to their services. Building on extant literature on access and 

autonomy, the barriers, enablers and locally-relevant solutions identified by parents, providers 

and policy-makers have been synthesized into a Framework for the Promotion of Equitable 

Access and Autonomy in Maternity Care Systems. By describing the structural conditions that are 

QHFHVVDU\� WR� HTXLWDEO\� VXSSRUW� SUHJQDQW� SHRSOH¶V� RSSRUWXQLW\�� DELOLW\�	�SURSHQVLW\� WR� H[HUFLVH�

autonomous choice of a maternity care provider, I hope that the findings of this thesis are more 

readily translated, adapted and built upon across settings and user groups, and inform the 

development of systems of maternity care that are equipped to provide support the full range of 

maternity care providers, and the families they serve. 
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APPENDIX 1 ± SURVEY OF MIDWIFERY PRACTICE GROUPS 

1. Please Provide the following Contact Information: 

Name of Midwifery Practice Group       
Name of Contact Person       

Email Address       
Phone Number       

 
2. Please provide the total number of midwives within your practice group in each of the 

following categories:  

Permanent - Full-time       
Permanent - Part-Time       

Locum       
On Leave       

Student       
 
3. In what language(s) is your midwifery practice group capable of providing services?  

 English 
 French 
 Other (please specify)       

 
4. What is/are the postal code(s) of your midwifery practice group office(s)?  

Office 1        
Office 2 (optional)        
Office 3 (optional)        
Office 4 (optional)        

 
N.B. If your midwifery practice group has two (2) or more offices, please proceed to question 5. 
If your midwifery practice group has one (1) office, please proceed to question 6.  
  
5. Please estimate the percentage of care within your practice group that is delivered at each 

of your offices:  

Office 1       % 
Office 2       % 

Office 3 (optional)       % 
Office 4 (optional)       % 

Total 100% 
 
6. 3OHDVH�GHVFULEH�WKH�ERXQGDULHV�RI�\RXU�PLGZLIHU\�SUDFWLFH�JURXS¶V�FDWFKPHQW�DUHD�� 
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7. At which of the following hospitals do midwives within your practice group hold 
privileges?  

 Almonte General Hospital 
 Brockville General Hospital 
 Cornwall Community Hospital 
 Hawkesbury and District General Hospital 
 Hôpital Montfort 
 Pembroke Regional Hospital 
 Queensway Carleton Hospital 
 The Ottawa Hospital - General Campus 
 The Ottawa Hospital - Civic Campus 
 Winchester District Memorial Hospital 
 Other (please specify)       

 
N.B. If midwives within your midwifery practice group hold privileges at two (2) hospitals, 
please proceed to question 8. If midwives within your midwifery practice group hold privileges 
at one (1) hospital, please proceed to question 9. 
 
8. Estimate what percent of all hospital births attended by midwives within your midwifery 

practice group occur at each of the hospitals at which they hold privileges: 

Hospital 1 (please specify) -            % 
Hospital 2 (please specify) -            % 

Total 100% 
 
9. In each of the following fiscal years, what is the total number of births that midwives 

within your practice group attended as primary midwives? 

FY 2018-2019        
FY 2017-2018        
FY 2016-2017        
FY 2015-2016        
FY 2014-2015        
FY 2013-2014       

 
10. In each of the following fiscal years, what is the total number of billable courses of care 

that midwives within your practice group completed as primary midwives?  

FY 2018-2019        
FY 2017-2018        
FY 2016-2017        
FY 2015-2016        
FY 2014-2015        
FY 2013-2014       
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11. In each of the following fiscal years, estimate what percentage of births attended by all 

midwives within your practice group occurred at home, in hospital, and at the Ottawa 
Birth and Wellness Centre: 

 Home Hospital Ottawa Birth and 
Wellness Centre Total 

FY 2018-2019                    100% 
FY 2017-2018                    100% 
FY 2016-2017                    100% 
FY 2015-2016                    100% 
FY 2014-2015                    100% 
FY 2013-2014                   100% 

 
12. In each of the following fiscal years, estimate what percentage of care within your practice 

group was delivered to residents of the Champlain LHIN: 

FY 2018-2019        
FY 2017-2018        
FY 2016-2017        
FY 2015-2016        
FY 2014-2015        
FY 2013-2014       

 
13. Does your midwifery practice group maintain a waitlist? 

 Yes - we maintain a waitlist for each of our midwives 
 Yes - we maintain a practice group-level waitlist 
 Yes - we maintain a coordinated waitlist with other midwifery practice groups (please            
specify the midwifery practice groups in question):       

No - we do not maintain a waitlist (please specify why):       
 
14. Please estimate the number of requests for care that your practice is unable to 

accommodate on a yearly basis due to caseloads being full:  

      
 
15. 'R�\RX�HYHU�H[SHULHQFH�GLIILFXOWLHV�ILOOLQJ�\RXU�PLGZLYHV¶�GHVLUHG�FDVHORDGV"� 

 Yes (explain as needed):       
 No (explain as needed):      

 
16. How many new midwives do you anticipate recruiting into your midwifery practice group 

in the next five (5) years? 
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17. How many of the existing midwives within your midwifery practice group do you anticipate 

will leave active practice in the next five (5) years? 

      
 
 
18. Would midwives within your practice group be interested in participating in a focus group 

discussion on factors influencing women's access to the full range of maternity care 
providers across the Champlain LHIN?  

 Yes (explain as needed):       
 No (explain as needed):       
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APPENDIX 2 ± PCMCH DEFINITION OF BIRTHS CLASSIFIED AS LOW RISK 

Pregnant people classified as low risk are those whose pregnancies fall into Robson criteria 1 to 
4: 
 

Ɣ 5REVRQ����1XOOLSDUD��VLQJOHWRQ�FHSKDOLF�������ZHHNV��VSRQWDQHRXV�ODERXU� 
Ɣ Robson 2: NulliparD��VLQJOHWRQ�FHSKDOLF�������ZHHNV��LQGXFHG�RU�&DHVDUHDQ�VHFWLRQ�EHIRUH�

labour 
Ɣ 5REVRQ����0XOWLSDUD�� VLQJOHWRQ� FHSKDOLF�� �� ���ZHHNV�� VSRQWDQHRXV� ODERXU�� QR� SUHYLRXV�

Caesarean 
Ɣ 5REVRQ� ��� 0XOWLSDUD�� VLQJOHWRQ� FHSKDOLF�� �� ��� ZHHNV�� LQGXFHG� RU� &DHVDUHDQ� VHFWLRQ�

before labour, no previous Caesarean 
 
In order to be considered low risk, individuals falling within these four categories must also not 
have any of the following health conditions: Lupus; Rheumatoid Arthritis; Autoimmune Other; 
Cancer Diagnosed in Pregnancy; Cancer Medication exposure in pregnancy-Chemotherapeutic 
Agents; Acquired Heart Disease; Antihypertensive Therapy Outside of Pregnancy; 
Cardiovascular Disease; Congenital Heart Defect; Congenital Heart Disease ; Pre-existing 
Hypertension; Renal Disease; Cardiovascular Other; Diabetes; Liver/ Gallbladder - 
&KROHF\VWLWLV�� &ROLWLV�� &URKQ¶V�� +HSDWLWLV�� /LYHU�� *DOOEODGGHU� - Intrahepatic Cholestasis of 
Pregnancy; Acquired Renal (Insufficiency; Chronic Infections); Congenital/ Genetic Renal 
(Renal Agenesis; Pelvic Kidney); Renal Disease; Uterine Anomalies; Genitourinary Other; 
Gestational Thrombocytopenia; Haemophilia (A; B Von Willebrand); Idiopathic 
Thrombocytopenia; Sickle Cell Disease; Thalassemia; Thrombophilia; Haematology Other; 
Gestational Hypertension; Eclampsia; HELLP; Preeclampsia; Preeclampsia Requiring 
Magnesium Sulfate; Pre-existing Hypertension with Superimposed Preeclampsia; Maternal 
Hypertension Unknown; Muscular Dystrophy/ Neuromuscular Disorder; Myotonic Dystrophy; 
Osteogenesis Imperfecta; Achondroplasia; Musculoskeletal Other; Cerebral Palsy; Multiple 
Sclerosis; Myasthenia Gravis; Spina Bifida/ Neural Tube Defect; Neurology Other; Placenta 
Accreta; Placenta Increta; Placenta Percreta; Placenta Previa; Placental Abruption; Placental 
Other; Cystic Fibrosis; Previous Pulmonary Embolism/ Deep Vein Thrombosis; Pulmonary 
Hypertension; Pulmonary Other; Anomalies; Isoimmunization/ Alloimmunization; Intrauterine 
Growth Restriction; Oligohydramnios; Fetal other; CGH Microarray Abnormality 
Polymorphism; Chromosome Abnormality; Other Birth Defects; Other Genetic Inherited 
Disorders/ Syndromes. 
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APPENDIX 3 ± MICROSOFT POWERPOINT VERSION OF INTERVIEW GUIDE 
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