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Problem being addressed: Aboriginal and non-Aboriginal women in rural and remote
settings struggle to access obstetric care close to home.
Objective of the program: To deliver a full range of modern and safe obstetric care to
28 remote Aboriginal communities served by rural-based health care.
Program description: Rural family physicians provide intrapartum, cesarean delivery
and anesthesia services to 350 rural, primarily Aboriginal women in a collegial, supportive environment.
Conclusion: Rural and remote obstetric services need support before they fail. Patient
volume, remote location and organizational culture are key elements. Evidence teaches
us that outcomes are best when women deliver closer to home.
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Problème abordé : Les femmes autochtones et non autochtones vivant en région
rurale et éloignée ont du mal à obtenir des soins obstétricaux près de chez elles.
Objectif du programme : Offrir une gamme complète de soins obstétricaux modernes
et sécuritaires à 28 communautés autochtones éloignées, desservies par des services de
soins de santé ruraux.
Description du programme : Prestation de services intrapartum, de césariennes et
d’anesthésie obstétricale par des médecins de famille exerçant en milieu rural, à
350 femmes, surtout autochtones, dans un contexte de collégialité et d’entraide.
Conclusion : Il faut soutenir les services obstétricaux en région rurale et éloignée,
faute de quoi ils pourraient disparaître. Le volume de patientes, l’éloignement géographique et la culture organisationnelle sont des éléments clés dont on doit tenir
compte. L’expérience nous enseigne que l’issue des grossesses est meilleure lorsque les
femmes peuvent accoucher plus près de leur lieu de résidence.

INTRODUCTION
Delivery of obstetric services to remote
communities in Canada will always be
challenging. Despite decades of experience there are limited descriptions of
successful models of care.
In 1997, the Joint Working Group
of the Society of Rural Physicians of
Canada, the College of Family Physicians of Canada and the Society of
Obstetricians and Gynaecologists of
Canada (SOGC) identified an “urgent
need for Canadian research on the
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maternal and neonatal outcomes of
births … in small hospitals.”1 A 2007
SOGC report identified a need for
increased opportunities for Aboriginal
women to deliver close to home in a
familiar environment.2

BARRIERS
Rural women are increasingly required
to travel for obstetric services.3 This
need for travel results in poorer birth
outcomes. 4 For women from remote
Aboriginal communities, the distance
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physicians performing deliveries, and the general
surgeon doing cesarean deliveries with support
from obstetricians on itinerant visits. The family
physicians involved can access additional training in
Timmins. The program, which reopened in 2004,
allows women to stay “in zone” to deliver.25

travelled is even greater and the differences in cultural environments and language compound the
stress of childbearing.
The geographical challenges that accompany a
centralization of obstetric services are identified as
one of multiple factors associated with Canada’s rising induction rate.5 Travel for labour and delivery is
associated with higher delivery complications and
rates of prematurity,4 as well as increased financial,
emotional and psychologic stress.6,7 Most women
choose to deliver in their home community despite
limited obstetric services.8–10 Zelek and colleagues10
documented that 77.8% of the eligible (nonprimigravida) women studied preferred to deliver at the
rural hospital in Marathon, Ont., which had no
cesarean delivery capabilities.
Most studies pertaining to the quality of maternal care by family physicians in rural hospitals indicate safe outcomes comparable to larger urban centres.11–17 A 1984 study of rural obstetrics programs
in northern Ontario found small rural hospitals
that performed cesarean deliveries regularly had
slightly better birth outcomes than urban centres.12
Similar results from a recent study in Bella Coola,
BC, support the conclusion that “low technology
environments” are capable of providing excellent
maternal outcomes even without cesarean delivery
capabilities.16 A 2007 Canadian study that analyzed
5792 cesarean deliveries compared the outcomes of
those performed by general practitioners to those performed by specialists and found similar outcomes.18
Closures and centralization of rural obstetrics
programs in Canada because of physician shortages
is not uncommon 19–21 and is deemed part of the
emerging maternity care crisis by the Ontario
Women’s Health Council.19 The council and others22–26 identify the need for health human resources
and physician retention. Recently, the BC government has allocated funds to re-establish family
physician involvement in obstetrics.24

SIOUX LOOKOUT MENO YA WIN
HEALTH CENTRE PROGRAM
The obstetrics program at the Sioux Lookout Meno
Ya Win Health Centre (SLMHC) has been in operation for 25 years and services 28 remote, fly-in
Aboriginal communities and the town of Sioux
Lookout, Ont., serving a total population of 25 000.
The SLMHC has developed a model of care that
incorporates Aboriginal values and promotes an
environment of culturally sensitive care. The obstetrics program has cesarean delivery, ultrasonography
and version capabilities, delivered by rural physicians with appropriate additional training. The program reduces the need for patients to travel more
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Creative solutions that fit the environment and
resources of a community can reduce women’s need
to travel for obstetric services and allow for the survival of small obstetrics programs. The Weeneebayko Hospital in Moose Factory, Ont., services
6 remote, fly-in communities. The hospital’s obstetrics program of 100 deliveries per year has closed at
times because of physician shortages, requiring
patients to travel to Timmins, Ont., to receive care.
Now once again operational, the program has family
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SOLUTIONS

Four generations pose for a picture in front of the Sioux
Lookout Airport, as Beatrice (Ningewance) Kanate and her
newborn son, Ethan, prepare to go home to North Caribou
Lake First Nation. Ms. Kanate (centre) is pictured with
(from far right, counter-clockwise) her grandmother, Agnes
Ningewance; her father, Merv Ningewance; her brother,
Pawn Ningewance; and her son, Ethan Kanate.

than 300 km to larger centres in Thunder Bay, Ont.,
or Winnipeg, Man. An average of 350 deliveries are
performed at the centre each year.
Prenatal care
Currently there is one federally funded ultrasonography technician who travels to remote communities
performing prenatal ultrasonography. In 2007, he
made 55 community visits, performing 465 portable
obstetric ultrasonography procedures in the local
community nursing stations.
Routine prenatal care throughout the pregnancy
is provided by visiting family physicians and by the
community’s expanded-role nurses with telephone
access to on-call physicians.
Twice weekly prenatal clinics are held in Sioux
Lookout with about 1000 patient visits per year. This
allows patients referred for delivery to be followed
up regularly after 38 weeks. It also allows for the
review of patients referred for earlier complications.

Availability of cesarean delivery
Surgical delivery is performed by 3 family physicians (2 local, 1 locum). Anesthesia services are provided by 4 general practitioner–anesthetists (2 local,
2 locum). Six other family physicians provide oncall services for the hospital-based prenatal clinic,
labour and delivery.
Cultural supports
For many of our patients, English is a second language. We have Aboriginal interpreters available
16 hours a day for routine translation. Further cultural services are provided through the SLMHC
Traditional Healing, Medicine, Foods and Supports Program, which includes a visit by an elder
and access to traditional foods. In these ways the
program tries to provide as culturally appropriate
an environment as close to home as possible.26
Tele-health evaluations

Evaluation of referrals and case management
Multidisciplinary weekly rounds are held to ensure
that the 350 pregnant women per year referred to
the SLMHC obstetrics program are appropriate for
our facility. This provides opportunity for risk
assessment and further testing on specialty referrals.

This component of the program commenced in September 2007 to decrease travel from communities
for a broad scope of consultations, including midtrimester assessments. Last year during a blizzard,
2 babies were born in remote communities, assisted
by the on-call physician in Sioux Lookout via live
video conferencing.

Program coordination
Evaluation
A nurse coordinator facilitates consultations, liaises
with nursing stations and ensures patients are oriented to our facility. This coordinator maintains
contact with the patients and provides prenatal education while they are in Sioux Lookout. This allows
us to ensure complete documentation is received
and that the appropriateness of referrals and risk
assessment for local delivery is developed.
Labour and delivery staff
The hospital continues to work to ensure that staff
covering the labour floor have the appropriate
experience. The SOGC ALARM (Advances in
Labour and Risk Management) program has been
run twice in the past 7 years in Sioux Lookout.
The presence of an in-house registered nurse
/neonatal resuscitation instructor also allows all
care providers to maintain their competence. The
continuing education of both the nursing and
medical personnel attending deliveries is essential.

SLMHC is considered a level-1 obstetrics program
(providing care to women who anticipate healthy
nonemergent births and term newborns), but our
patients often present unique cultural and geographic challenges. Both type 2 diabetes and gestational diabetes are becoming common complications. A 1997 study of Native women delivering in
Sioux Lookout found the rate of gestational diabetes to be 8.4%, when the national average was
4%.27 Data from 2005/06 showed that our region’s
rate of smoking during pregnancy and teenage
mothers to be the highest in the province.28
Outcomes
Our obstetric outcomes compare well with provincial
averages. At 24%, our cesarean delivery rate, from
2005 to 2007, was lower than the provincial averages
of 28% for all hospitals and 27% for all level 1 institutions.29 Most of our cesarean deliveries (73%) were
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urgent/emergent, and 27% were elective primary or
repeats. Of the 627 deliveries, we had 10 failed
attempts at vaginal birth after cesarean (VBAC) and
39 successful VBACs — a success rate of 80% versus
a provincial success rate of 53%.29 All 17 breech presentations were delivered by cesarean (10 happened
to be elective repeat cesarean deliveries).

stepping forward for advanced training where needed. In both anesthesia and cesarean delivery, we
have support from a small number of trusted locum
family physicians with these additional skills. In
Sioux Lookout, such multiskilled locum physicians
provide emergency department and family physician coverage as well as contributing to the obstetrics program.

Complications
Organizational culture
Our rate of gestational diabetes, combined with Aboriginal heritage, resulted in a 25.5% rate of large-forgestational-age babies (> 4 kg), versus a provincial
rate of 11%.30 This is in keeping with information
from other provinces which also demonstrates higher
rates of macrosomia in Aboriginal offspring.31
Between 2006 and 2008 there was no intrapartum fetal or maternal death and only 1 readmission for postpartum infection. Six newborns weighing less than 2500 g were delivered in our facility,
none of which were predicted or avoidable.

DISCUSSION
Key strengths
Three elements account for maintaining the ongoing
success of our program: patient volume, remote
location and organizational culture.
Patient volume
The volume of 300–350 deliveries per year ensures
that physicians and nurses are busy enough to maintain competence, interest and a reasonable comfort
level. The 75 or so annual cesarean deliveries provide enough operative workload to maintain expertise for at least 2 trained family physicians. Programs
that do not sustain reasonable volumes need funding
for physicians and nurses to regularly visit regional
centres to maintain competence without experiencing financial penalties. We note the recent BC initiative to facilitate retraining of family physicians to
rejoin obstetric service provision. 9 Would preemptive funding and maintenance programs help
obstetric service and prevent their closure?
Remote location
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The remote location of our program is an asset. It
ensures that broad-scope family physicians and
multiskilled nurses will be the care providers. This
allows for ownership of the service — including
Can J Rural Med 2009; 14 (2)

The organizational culture of a sustainable program
needs champions, collegiality, coordination, safety
and purpose. The ALARM courses we hosted were
invaluable in identifying and supporting physicians
and nurses keen to provide up-to-date and safe
obstetric care. It contributed to a shared sense of
commitment. Additionally, our largely Aboriginal
population receives most of the rest of their medical
care in Sioux Lookout. This contributes to the cultural competence and experience of care providers.
There is a sense of teamwork among our local
providers. We access collegial and appropriate telephone support from Winnipeg and Thunder Bay
when required. Complex patients requiring more
advanced care are air transferred to one of these
centres as needed.
Needs and challenges
Travel from home communities to distant centres
increases emotional stress and has the potential to
have a negative impact on pregnancy outcomes.
Although SLMHC ensures a more local and familiar facility for most of the patients, the women do
have to spend time away from their families. One of
the greatest limitations of the present program is
inadequate federal funding support for escorts, to
allow women the support of a family member during labour. This option is not funded despite evidence of improved delivery outcomes associated
with labour support.32–33
Our program’s reliance on a small core group of
family physicians to ensure anesthesia and cesarean
delivery capabilities reveals both the strength of the
program and a potential for difficulties in the future.
There is a clear need to develop an employment
package that would attract new physicians interested in providing this type of care, beyond present
fee-for-service funding. Sustainability will need to
be secured by achieving program-specific funding
for service provision, mentoring and training. Such
initiatives are in the planning stages.

In addition, rural and remote obstetric services
need
• local, broadly skilled personnel: physicians,
nurses, midwives, ultrasonography capability
and the establishment of a critical mass of capable clinicians, including support for mentoring;
• regional support for specialist back-up, patient
transfer, training, research, relationship-building, and locum nursing and physician support
when needed.

CONCLUSION
It is crucial that regional and national funding bodies acknowledge the mandate to provide obstetric
services close to the patient’s home. This may
involve identifying key regional programs and providing robust programming support and funding to
enhance longevity.
Programs based on the goodwill and practice
profiles of small groups of individual clinicians can
carry us only so far. We have seen the closing of
many rural obstetrics programs and the decline in
family physicians involved in obstetrics in urban
areas, where specialist obstetricians shoulder the
workload. Such fallback positions are not available
in rural and remote Canada. The time for a more
committed approach is upon us.
Competing interests: None declared.
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