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Complexity in Canadian Healthcare Project:
Part II Complexity Café Script
Moderator: Welcome to this complexity cafe discussion tackling a complex issue in healthcare: obstetric care access for pregnant persons. My name is Audra Kozun and I will be your moderator for this presentation. 
	Before introducing the topic, I would like to take a moment and center this discussion by humbly acknowledging the land and history we stand upon today. In our group, we all come to you from different areas of what is now known as British Columbia. I personally reside on the ancestral lands of the Teechamista and the Lekwungen-speaking people of the Songhees and Esquimalt Nations. Sarah Flynn and Jamie Steele reside on the traditional territory of the Sto:lo people. Erin Goode comes to us from the same area as Thompson Rivers University, Tk’emlups to Secwepmc territory, situated within the unceded ancestral lands of the Secwepemc Nation.
To begin, we will start with viewing our Complexity Project to set the stage for the discussion ahead.
------------------------------------------Play Complexity Video--------------------------------------------
Introduction & Background
Mod.: Now that we have explored the context of the issue at hand, we now invite you into a discussion about practical solutions. I have here online with us three professionals in the healthcare field that have been selected as representatives. Thank you to the three of you for joining us! By way of introduction, could you tell us your role and name? 
Registered Nurse (RN): I can start us off: My name is Sarah and I am a Registered Nurse in public health.
 
Nurse Practitioner (NP): I am a local nurse practitioner, and my name is Erin. 

General Practitioner (GP): And I am Dr. Steele, but you can call me Jamie. I am a family practice physician with obstetric privileges. 

Moderator: After seeing that video and reflecting on your own practice areas, what are current solutions and why do you think they are not working? 

GP: Typically, this demographic has been cared for by GP’s with obstetric privileges, registered midwives, and even some areas have Obstetricians taking on a patient load. However, the GP’s typically take on the lion-share of the responsibility. What we are dealing with now is the same amount of pregnant people needing care, but far less GP’s doing family practice or taking obstetric patient loads. 

NP: In combination with the decreasing numbers of GP’s, the midwives are branching out with their contract’s allowance for consultations. There are more options for midwives than just doing full-course midwifery care. They can provide other services such as lactation consultations, conception counselling, or strictly antepartum or postpartum care. This decreases the caseloads of obstetric patients that can be cared for by midwives leading to more unattached patients. 

RN: Access is also a growing problem. With less GP’s doing obstetrics as part of their family practice due to contract restrictions on their compensation and a historical push for specialization in universities, rural areas are feeling the strain. If a provider cannot be found, patients are resorting to using walk-in clinics or the emergency room for a cobbled-together version of in-person prenatal care. 
First Solution
Mod.: What I am hearing is that the key players that have historically provided care for this population are dwindling impacting the pregnant population. If this is the case what are some other solutions? (Description)

RN:  That’s a great question Audra; one solution that comes to mind is at-home perinatal monitoring, which involves assessing maternal and fetal well-being in the comfort of one's own home. Perinatal monitoring includes assessment data such as non-stress tests (NST), designed to help identify pregnancy complications and prevent adverse outcomes (Miller, 2023). Patients collecting perinatal assessment data independently improves access to perinatal care and decreases barriers to care (Nelson & Holschuh, 2021). Perinatal care providers reported that at-home monitoring reduced their clinic schedule, allowing more time for complex, high-risk pregnancies and effectively maintaining a higher caseload (Atkinson et al., 2023). This could give perinatal patients easier access to a primary care provider much earlier in their gestation.	

Mod.: Would this be the first time this solution has been used? Or has it been trialled elsewhere? (Description)

RN: As of the available evidence in BC, there is no indication of an existing at-home NST monitoring program. Current practice guidelines and scholarly sources state that all NSTs are conducted in a medical facility (Health Link BC, 2022; Miller, 2023). Therefore, the implementation of at-home monitoring for fetal and maternal health, as evidenced in studies conducted in Europe and the United States, would represent an entirely new solution for the province of BC (Hackeloer et al., 2023; Hamm et al., 2022; Zizzo et al., 2021).  There is an at-home antepartum program through BC Women's Hospital, however; the nurse completes home visits rather than virtual, independent patient monitoring (Provincial Health Authority, 2024).

Mod.: Can you please provide more information on what at-home monitoring involves and how it will benefit the complexity of perinatal provider shortage? (Description, Strengths and Rationale) 

RN: During an NST, fetal heart rate is measured in response to fetal movement without external stressors placed on the fetus, such as contractions or maternal movement (American College of Obstetricians and Gynecologists, 2023). This test is particularly recommended for high-risk pregnancies, including those with gestational diabetes, gestational hypertension, fetal growth restriction, post-term pregnancies, pregnancies with multiple fetuses or other pregnancy abnormalities (American College of Obstetricians and Gynecologists, 2023). Based on the NST interpretation or specific indications, some pregnancies may require patient admissions for days to weeks (Vermeulen-Giovagnoli, 2015).

In British Columbia (BC), fetal monitoring is performed in hospitals or clinics (Health Link BC, 2022); however, fetal monitoring can be facilitated electronically in the community (Zizzo et al., 2021). A nurse can educate patients on conducting their assessments, and the data would be transmitted to a computer for a healthcare professional to interpret (Zizzo et al., 2021). This allows patients to be brought into hospitals only if anomalies exist or the patient advocates for an assessment. Monitoring patients virtually can potentially increase perinatal care provider availability by decreasing the number of in-person medical visits, creating more time in their schedule (Zizzo et al., 2021). Having a registered nurse complete patient education and interpret assessments would also decrease the time physicians spend on delegable tasks.

Mod.: How effective do you see this solution in combating the perinatal provider shortage? (Strengths & Rationale)

RN: At-home fetal monitoring presents a shift from the traditional location of perinatal monitoring, which offers many advantages for patients and the healthcare system. The testing frequency varies but could be daily, weekly or as-needed (Vermeulen-Giovagnoli et al., 2015). With NSTs being completed in medical settings in BC, patients are required to travel to the nearest center, creating a disparity in access for some (Atkinson et al., 2023).
Implementing at-home monitoring has been shown to improve maternal and fetal outcomes due to the enhanced quality of care (Zizzo et al., 2021). Patients reported experiencing an increased involvement in their care and cost savings associated with travel and childcare expenses (Hackeloer et al., 2023). Patients engaging in at-home monitoring reported feeling greater support from healthcare providers due to having direct contact day or night and the ability to visit in person without feeling like a burden (Zizzo et al., 2021). This autonomy and involvement in care not only reduces maternal anxiety, but also provides increased freedom for high-risk patients (Zizzo et al., 2021). The data received is also viewed and interpreted in real-time, which furthers the precision and quality of care delivered (Hamm et al., 2023).

From the healthcare system's perspective, at-home fetal monitoring provides many benefits. It could decrease hospital admissions and outpatient visits, a cost-saving for the overall healthcare system (Zizzi et al., 2021). A study completed in Denmark demonstrated significant cost savings, reporting 18 million in 5 years saved due to at-home monitoring for high-risk pregnant patients (Zizzo et al., 2021). The study included 400 pregnant patients, and the implementation of the at-home monitoring program saved over 4200 days of hospitalization (Zizzo et al., 2021).  Of note, despite the pregnancy complications, only 18% of patients required admission, upholding the program's safety and success (Zizzo et al., 2023). By decreasing admission rates, this program can help mitigate the impact of provider shortages, allowing healthcare providers to manage a larger caseload with less burden (Nelson, & Holschuh, 2021). 

Mod.: This sounds promising! However, any new endeavor can have its drawbacks. What do you foresee being an issue for this solution’s implementation? (Challenges of Implementation and Implementation Feasibility)

RN: You are correct, even successful solutions have challenges. Geographical location plays a significant role, as patients living in areas that lack technology and poor network connections may face barriers to accessing monitoring systems (Sabetrohani et al., 2023). The patient's financial status and educational level also create disparities due to the need for smartphones to upload data and the necessity of education on conducting autonomous assessments (Sabetrohani et al., 2023). 
There are also challenges for the healthcare system to implement at-home monitoring programs. Financial barriers such as lack of funding for technology, training and increased staff to monitor the program pose significant challenges (Sabetrohani et al., 2023). Studies have recommended using decision support algorithms to enhance the precision of clinical decision-making; unfortunately, using such systems comes with added training and technology costs (Hackeloer et al., 2023). 
Another potential limitation is the exclusion criteria; pregnancies complicated by uncontrolled hypertension or diabetes, significant fetal anomaly, implanted electronic devices, or lack of access to required resources were excluded from the program (Hamm et al., 2023). These exclusions will still require hospital setting monitoring. This might also double as a benefit because the decreased workload with the pregnancies included in at-home monitoring creates more provider time for high-risk patients (Atkinson et al., 2023). Addressing these limitations creates the potential for effective and equitable implementation of at-home monitoring solutions for pregnant patients. This would help create more capacity for providers to take clients. It could also work exceptionally well if started in a multidisciplinary clinic with different providers in house. 

Second Solution 
Mod.: Thank you Sarah, well said! Now that we’ve heard from our public health RN, lets turn to another of our panelists. Jaime, as a physician, where do you see a solution for this current provider shortage? (Description)

GP: Thank you, Audra. I believe a solution to our current provider shortage lies in exploring how we can better align our existing resources with the needs of the pregnant population that we serve. The concept of a multidisciplinary clinic is not a new entity, and, in fact, is considered a key component of patient-centered care and an essential element in enhancing care delivery (Mulvale et al., 2016). A multidisciplinary clinic offers pregnant patients the convenience of accessing various health services in a single location. This not only makes it easier for them to receive care but also has the potential to improve compliance, since they don’t need to travel to multiple clinics for different aspects of their care. 
In a multidisciplinary clinic, the principle of ‘shared care’ is central (Boesveld et al., 2017). This involves interdisciplinary team members working together in collaboration with the patient to ensure the provision of optimal care (Boesveld et al., 2017). Interdisciplinary team members in a multidisciplinary clinic could include a variety of healthcare professionals, such as obstetricians, general practice physicians like myself, midwives, doulas, certified lactation consultants, and clinical counsellors. By drawing upon both their personal expertise and the collective knowledge of their colleagues within the same office, healthcare providers can effectively address the healthcare needs of pregnant patients throughout pregnancy, delivery, and postpartum (Horan et al., 2023).

Mod.: Now is this a solution that is already happening, or would it be a brand-new concept in BC? (Description)

GP: -While this concept is already established in a few locations across the province, such as the newly opened clinic on Vancouver Island (West Coast Gynecology and Perinatal Care and Full Circle Family Practice), as well as in Abbotsford (Fraser Birth Collaborative), and the Surrey area (Community Birth Program), I believe there is significant potential for more multidisciplinary clinics, especially in rural communities. It’s no secret that patients in rural areas often lack access to adequate healthcare services. Expanding these clinics can help address this gap, providing essential support to pregnant patients as they embark on their new journey in life.  

Mod.: These clinics are intriguing. What about them lends itself to succinctly solving part of the crisis? (Strengths & Rationale; Implementation Feasibility)

GP: A shared care model enables each member of the interdisciplinary team to utilize their specific skills more effectively and efficiently in providing patient care (Boesveld et al., 2017). For example, a pregnant patient seeks care at a multidisciplinary pregnancy clinic. Initially, they may have an appointment with a general practice physician like myself, or a midwife who also works at the clinic. Depending on availability, subsequent appointments might be with the same provider or another midwife of family practice physician. Appointments are often scheduled in a way that allows the patient to meet various team members, as the on-call rotation typically rotates among them—similar to other clinics. 
[bookmark: _Hlk161499984]Now let’s say around 34 weeks this patient develops symptoms of early pre-eclampsia, such as a persistent headache, blurred vision, and their blood pressure is quite elevated in the office. Rather than sending this patient to another clinic to see an obstetrician for a consult, the obstetrician working at the multidisciplinary clinic can see the patient in the following days to plan for further follow up and monitoring. The patient continues to attend appointments at the multidisciplinary clinic, sometimes seeing the obstetrician, or general practice physician or midwife. The continuity of care is maintained, and the patient feels comfortable with any of the providers attending the labour and birth (Murdock et al., 2018). From the perspective of the healthcare provider, collaborating and interacting with colleagues can influence the outcomes of patient health positively (Horan et al., 2023). When the healthcare system cooperates with patients rather than working against them, it reduces the likelihood of patients ‘falling through the cracks’ and experiencing gaps in their care (Horan et al., 2023). 
Another important aspect to consider is healthcare provider burnout. From a physician’s perspective, this phenomenon is not thoroughly researched, and there is a common belief that greater autonomy might reduce burnout rates. However, this correlation lacks definitive evidence (Dow et al., 2019). A multidisciplinary clinic provides opportunities for interdisciplinary members to take much-needed days off, allowing them to recharge and prioritize self care while maintaining the high standard of patient care. The clinic’s structure also facilitates easier provider coverage, thanks to a rotating call schedule that ensures rest days between office shifts and on call duties. By promoting ongoing interprofessional collaboration, such clinics can potentially decrease practitioner burnout by promoting teamwork as a key strategy (Dow et al., 2019; Murdoch et al., 2018). 

Mod.: Do you foresee any challenges that might cause this solution to lose traction or not get off the ground? (Challenges to Implementation)

[bookmark: _Hlk161506123]GP: -The main challenge lies in promoting effective interpersonal communication within the multidisciplinary clinic (Murdoch et al., 2018). Are healthcare providers adequately trained to engage with members of interdisciplinary teams? And more importantly, are they willing to do so? The tendency to exclusively train individuals within similar qualifications creates a ‘siloed’ effect that hampers collaboration (Baecher-Lind et al., 2022). Effective interprofessional collaboration is essential for the clinic to function as intended. Yet, the reluctance of practitioners to engage with colleagues that have differing qualifications can lead to poor communication, limited understanding of the professional roles, and a lack of trust among team members (Murdoch et al., 2018). True collaboration requires recognizing and valuing the unique contributions of each team member, transforming individual expertise into a collective and collaborative practice that enhances patient care (Murdoch et al., 2018). Coordinated care among health care professionals during pregnancy, labour, and birth not only saves lives but also helps prevent birth trauma (Horan et al., 2022). Studies have identified the lack of interaction between patients and providers as a significant risk factor for traumatic birth and the resurgence of post-traumatic stress disorder (PTSD) related to previous birth trauma (Horan et al., 2022). Thus, promoting meaningful communication and collaboration among healthcare professionals is crucial for improving patient outcomes in the multidisciplinary clinic (Horan et al., 2022).

Mod.: What about actual, local implementation? For clinics of this scope and size, with a diverse group of providers, what issues might crop up slowing implementation? (Implementation Feasibility)

GP: -Well clearly, this solution doesn’t directly tackle the problem of the provider shortage-I can’t fix that, nor is it my goal here. Instead, I propose we make the most of what we have: general practice physicians, midwives, obstetricians, and bring them together to utilize our resources more effectively. The shortage of providers isn’t going away, and it can be daunting for new care providers to navigate the field with minimal experience out of school. So, lets facilitate a team atmosphere where we recognize and combine different, yet complementary, skill sets to reach more patients that we would have been able to see independently (Murdoch et al., 2018). Let’s collaborate to provide the best possible patient care, and at the same time promote retention of our colleagues and help alleviate burnout among practitioners (Horan et al., 2022; Dow et al., 2019). 
[bookmark: _Hlk161506632]Undoubtedly, funding poses a significant challenge to the implementation of a multidisciplinary clinic. Without adequate financial resources from key stakeholders, the clinic may struggle to fulfill it’s intended purpose. Addressing the elephant in the room, it is critical to examine the provider pay-scale to ensure fair compensation for their invaluable work (Murdoch et al., 2018). Additionally, funding for interpersonal communication training is essential to equip multidisciplinary team members with the necessary skills for effective teamwork and collaboration (Baecher-Lind et al., 2022). While it is recognized that this style of working and clinic may not suit all practitioners, it represents a positive step forward in addressing the complexities of women’s health and meeting the increasing demands placed on perinatal care providers (Baecher-Lind et al., 2022).

Third Solution 
Mod.: Jamie, that was fantastic! Thank you for explaining how this type of clinic could really help the provider shortage. You’ve given us a lot to think about! 
Now last, but certainly not least, Erin: as a Nurse Practitioner, what solution are you hoping to bring to the conversation? (Description)

NP: Nurse practitioners (NP) are advanced practice nurses (APN) who integrate clinical skills associated with nursing and medicine. NPs have a broad and autonomous scope of practice with the ability to provide a full range of comprehensive health services to individuals across their life span (Staples et al., 2021). In Canada, NPs continue to be underutilized and their scope is often limited due to lagging policy, not education or knowledge. As far as contributing to our complexity issue, increasing access to prenatal care, NPs can play a significant role in increasing accessible and equitable healthcare for this population of patients (Kneller et al., 2023). Currently, in BC, NPs are limited in their scope to provide prenatal care to complex maternal patients or to provide labour and delivery services, including non-complicated births (BCCNM, 2023). One of our solutions is around expanding the NP’s scope to include delivering babies as well as bridging education to include specialized prenatal care to complex obstetrical patients. 
Currently, NPs have the education and skills to provide perinatal and postpartum services to uncomplicated obstetrical patients and have been doing so with great maternal and neonate outcomes (Kneller et al., 2023). Our solution would be to increase access for even complex obstetrical patients through increased education and certification for NPs who want to increase their scope of practice, especially NPs currently working in rural and remote areas of BC. An example of NPs that can care for high-risk obstetrical patients are certified Women’s health nurse practitioners (WHNP). WHNPs are the only nurse practitioner population to hold enumerated competencies in providing high-risk pregnancy and postpartum care (NPWH, 2022). WHNPs are NPs who take extra education and are then certified by the National Association of Nurse Practitioners in Women’s Health (NPWH). WHNPs have been proven to enhance the health outcomes of maternal patients and their babies when there are identified morbidity and mortality risks (NPWH, 2022). WHNPS are currently practicing in the United States, and although there are NPs that specialize in women health in Canada, legislation continues to limit their scope of practice to uncomplicated pregnancies only. 

Mod.: This is fascinating! Are there any NP’s in Canada that have set the precedent and are delivering babies? Or would such a policy shift be completely novel for the country? (Description)

NP:  Well in BC, the only authorized roles to provide labor and delivery services are physicians and midwives. Furthermore, if you are considered a high-risk pregnancy, you are not able to see a NP for prenatal or postpartum care. This undoubtedly decreases access to services for our pregnant population of patients, especially those living in rural or remote areas around BC. Now, interestingly enough, in Manitoba, the scope of practice includes managing the labour and delivery of a baby in a health care facility where labour and delivery services are provided (College of Registered Nurses of Manitoba, 2022). It seems as though this is meant to cover the liability of a NP when there is no physician or midwife available. In saying that, it is also important to mention that nurses and NPs have been supporting deliveries in rural communities due to a lack of the proper “licenced” provider for many years when a birth is imminent and there is no time to be transferred. And it is no secret that labour and delivery nurses all over the world deliver babies when physicians don’t make it in time. So our solution is not trying to do anything new, it is more about removing the limitations. 

Mod.: How do you see carving out a spot for NP’s at the table positively fighting the provider shortage we are seeing in the obstetric population?  (Strengths & Rationale; Implementation Feasibility)

NP: NPs can play a crucial role in obstetrical care through innovative NP-led prenatal clinics (PNC). NPs can run dedicated clinics for routine prenatal checkups, monitor pregnancies and provide education on healthy pregnancy practices. Furthermore, NPs can offer education for childbirth preparation empowering patients to make informed decisions (Kneller et al., 2023). A program in the United States evaluated the effects of a PNC model for high-risk pregnancies in rural communities and found that there were improved rates of appointment attendance and decreased adverse effects of pregnancy (Kneller et al., 2023). Our solution includes using NPs at their full scope and implementing similar programs and prenatal clinics in rural BC contexts.

Mod.: With such a novel concept for BC, I wonder: what are some challenges that might create a roadblock for this to come about? (Challenges of Implementation)

NP: Regulatory Barriers will be the biggest hurdle and although NPs are making big progress in our current province, that progress can be slow-moving. In saying that, increasing the NPs scope is not asking for anything new. Within the last 10 years the gap between the scope of practice of physicians and NPs is closing. Besides labour and delivery services, NPs and family practitioners have a very similar scope of practice in BC. Just recently, the NP scope of practice expanded to include more pharmacotherapy and admitting privileges of involuntary mental health patients (BCCNM, 2023). And if we compare to Manitoba, we aren't asking for something that isn’t already happening, if you get what I mean?
Another hurdle may be the collaboration between physicians, OBs and midwives. Our solution would need to be sold in a non-threatening way to ensure that removing restrictions would not interfere with the already in-place roles of the other providers. Buy-in from these partners is imperative for the successful implementation of our solution.

Mod.: Well that’s very interesting to hear. Besides those bigger challenges you mentioned, do you foresee any smaller issues in the community posing a problem? (Implementation Feasibility)

NP: Yes, public awareness!! Right now, if you go to any health authority website and look for information on choosing a provider for prenatal care, a NP is not even an option. There continues to be a lack of awareness and confusion of what a NP does and the role they play in the healthcare system. Traditional healthcare models continue to prioritize physician-led care, which often overshadows the contributions of the NP. The public, for the most part, continues to be unaware of the capabilities of NPs in providing primary care or specialty services, such as prenatal care. Furthermore, the scope of practice for NPs can vary between provinces due to different regulations and healthcare policies. This variability can lead to confusion among the public about the NP roles and responsibilities. To improve this, healthcare organizations, professional associations and policy makers need to promote the NP role and educate the public about their capabilities and highlight the value they bring to the healthcare system (Staples et al., 2021).

Mod.: Thank you, Erin, for explaining that so well for us. Looking to a future with advanced care NP’s expanding their scope is exciting to say the least!

Summary
Mod.: As we close, I want to thank all our participants for the excellent solutions from the different disciplines. 
Sarah, I appreciated how you showed the value of at-home NST’s and the versatility of flexible, online or telehealth delivery of specialty services. The cost-effective implementation suits it for rapid use by existing public health clinics.
Jamie, from our physicians point of view, it was refreshing to hear of such a shared-care and patient-centred approach to using the resources we have. It reminded me of the old saying, “work smarter, not harder”. By using the skills of many disciplines, the clinics will have more bandwidth to help more of our pregnant population. 
And Erin, getting to hear about how NP’s can be brought into the circle of care for this population was fascinating! I’m excited to see how promoting and educating the general public on the scope of NP’s can help increase the awareness and acceptance of such a valuable asset in combating the provider shortage. 
As we close, do any of you have closing thoughts regarding the solutions you offered?
RN: Thank you, Audra. The evidence screams the potential benefits of at-home monitoring management for pregnant patients, specifically for non-stress testing. This new approach improves patient empowerment and demonstrates long-term cost-effectiveness for patients and the healthcare system (Zizzo et al., 2023). Implementing at-home perinatal monitoring demonstrates a feasible approach to the perinatal care provider shortage. The consideration of implementation in BC could lead to advancements in maternal and fetal care, potentially reshaping the broken perinatal care system. 

GP: Too long has the medical field been hierarchical and siloed. With the breadth and depth of knowledge needed to care for people holistically, it is arrogant to think that one discipline can offer this alone. By using multidisciplinary clinics, patients can get a truly holistic care experience while benefiting greatly from the expertise of different professionals. The patients would not be the only ones to benefit. Interdisciplinary communication, collaboration, and comradery can help stave off burnout in the providers themselves (Horan et al., 2022; Dow et al., 2019).
NP: Lagging public perception and professional acceptance of NP’s scope has hampered a valuable player in the fight against primary provider shortage. Our pregnant population is feeling the strain and abandonment from not having a maternity provider. Small policy changes are all that stands between NP’s and answering the call to join providers in offering high-quality pregnancy care and support. Let’s push for full acceptance and inclusion of NPs as the excellent primary providers they are in all areas of healthcare. 
Mod.: Thank you all for this insightful discussion. Given the complexity of this issue surrounding health inequities for the pregnant population of BC, it is encouraging to know that such innovate solutions are being discussed and--hopefully—implemented soon. I would also like to thank the class and our teachers for your attention during this discussion. We now welcome your questions during this next Q&A session.
-------------------------------------------------------Q&A----------------------------------------------------
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