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Background:  
Student attrition presents a considerable concern for the higher education system. Having a 
clear estimation of student retention and attrition in educational programs is critical in 
health human resources planning, especially for the segments of the labour market that 
rely on licensed professionals. The pilot study looking into attrition from Midwifery 
Education Program in Ontario identified that close to 20% of students do not finish their 
education. 
 
Objectives:  
The purpose of this study was to determine the factors that influence the retention of 
midwifery trainees in the early stages of their university program. In particular we focused 
on midwifery students’ career commitment and its determinants. 
 
Methods:  
As part of a longitudinal study, two groups of students, registered in part-time and full-time 
midwifery education programs in Ontario, were invited to participate. In phase one, for 
which the results are presented here, participants were approached right before starting 
their clinical training and asked to complete two online surveys. The surveys, informed by 
findings from our previous study and an extensive literature review, contained questions 
on well-established occupational psychology constructs, including educational stress, 
work/life balance, career physical demands, child-care responsibilities, and participants’ 
general attitude towards children and family life. 
 
Findings: 
The 45 participants ranged in age from 21 to 43 and had diverse educational backgrounds 
and child-care responsibilities. A high level of career commitment was observed and on 
average these students had a moderate predisposition towards children and family life, 
which is an indicator of a balanced work/family lifestyle. However, multiple regression 
analysis showed that students who were more concerned about the physical demands 



required of a midwife expressed significantly lower levels of career commitment when 
compared to students who were less concerned. Moreover, while most students believed 
that it may be difficult to manage their time and achieve a satisfactory level of work/life 
balance as a midwife, this concern did not have a significant effect on their career 
commitment. 
 
Conclusion:  
The physical demands of midwifery are a significant factor in career stress, career 
satisfaction and the retention of practicing midwives. Providing a realistic view of these 
professional demands, particularly in the early stages of training is critical. Practices that 
balance midwives workloads can also increase career commitment in these students. 
 
Take Home Messages:  

1) The physical demands of midwifery might be a factor that influence retention of 
students and practicing midwives. 
 

2) Providing a realistic views of these professional demands is critical to improve 
retention among future midwives. 

 
3) Practices that balance midwives workloads can increase career commitment in 

these students. 

 
A Case Study of the Implementation of Regulated 
Midwifery in Manitoba   

Presenter: Dr. Kellie Thiessen, University of Manitoba  
Co-Authors: Dr. Maureen Heaman, Dr. Patricia Martens, Dr. Javier Mignone and Ms. Kris  
                          Robinson 
 
Background:  
In 2000, midwifery was regulated in the Canadian province of Manitoba. Since the 
inception of the midwifery program, little research has been done to analyze the utilization 
of regulated midwifery services. Currently, many women are denied access to midwifery 
care due to the shortage of midwives in Manitoba. Key components of the original 
implementation plan for midwifery have not met projected targets. Furthermore, a lack of 
successful educational programs has contributed to the shortage of midwives. 
 
Objectives:  
The purpose of this study is (1) To describe the utilization of midwifery health care 
services in Manitoba from 2001/2002 to 2009/2010 and; (2) To explore factors 
influencing the utilization of regulated midwifery services in Manitoba. 
 
 
 



Methods:  
This study used a case study design. The case studied was regulated midwifery services in 
Manitoba. Both qualitative and quantitative methods of data collection were analyzed. The 
case study evidence was derived from three sources; documents, administrative data, and 
interviews. The quantitative analysis was done using population-based administrative data 
from the Manitoba Centre for Health Policy, to study the utilization of midwifery care in 
Manitoba between 2001/02 to 2009/10. Document analysis and the long interview method 
with 24 key informants were used to gather the qualitative data. 
 
Findings: 
There was modest growth in the overall rate of midwifery-attended births, as well as in the 
number of midwives over the 10-year time period. Three main topic areas were identified: 
barriers, facilitators, and future strategies/recommendations. Themes arising under 
barriers included conflict and power; lack of an educational program; perceptions of the 
profession, and a precarious profession. Issues of gender underpinned some of these 
barriers. Constituent influence was a prominent facilitator of the profession. Future 
strategies for sustaining the midwifery profession focused on ensuring avenues for 
registration and education, improving management strategies and accountability 
frameworks, enhancing the work environment, and evaluating the model of practice and 
employment. Results of the document analysis supported the themes arising from the 
interviews. 
 
Conclusion:  
Scientific evidence supports the midwifery model of care, however, there remains an 
inherent struggle to justify and sustain the profession globally. The findings will have 
implications for health professionals to work at improving collaborative efforts regarding 
access to midwifery services. 
 
Take Home Messages:  
In order for midwifery to be a sustainable profession in Manitoba there needs to be: 
 

1) Accountability within government regarding the strategic planning of the services.  
 

2) Evaluation of the employment model as it relates to the workload of the midwives 
and the efficiency of those services. 
 

3) Interprofessional collaboration on research endeavors to inform policy makers and 
key stakeholders regarding the planning of midwifery services. 

 
 
 
 



Midwifery and the Provision of Reproductive Health Care 
Outside of Pregnancy and Postpartum   

Presenter: Ms. Lisa Morgan, Laurentian University 
 
 
Background:  
Midwifery and the Provision of Reproductive Health Care Outside of Pregnancy and 
Postpartum Reproductive Health is defined as “a state of complete physical, mental, and 
social well-being, and not merely the absence of disease of infirmity, in all matters related 
to the reproductive system and to its functions and processes” (United Nations, 1995). The 
five core reproductive health services include: antenatal, intrapartum, postpartum and 
newborn care; family planning including infertility services; abortion services; care for 
sexually transmitted infections and reproductive cancers; and the promotion of sexual 
health (WHO, 2002). 
 
The State of the World’s Midwifery (SoWMy) 2014: A Universal Pathway. A Woman’s Right 
to Health is a report created jointly by the United Nations Population Fund (UNFPA), the 
World Health Organization (WHO), and the International Confederation of Midwives (ICM). 
Although targeted at developing nations, countries like Canada can use the evidence 
presented in order to strive for improved health workforce management and planning, 
particularly in rural, remote, and northern environments and for Aboriginal health care 
The evidence and analysis in SoWMy 2014 is structured into four domains that determine 
whether a health system and its workforce are providing effective coverage. The four 
domains are availability, accessibility, acceptability and quality. 
 
Availability 
The need for services in each country can be converted into a need for a midwifery 
workforce because midwives, when educated and regulated to international standards 
have the competencies to deliver 87% of the service need in the area of sexual, 
reproductive maternal and newborn health (SRMNH).  
 
Accessibility 
Improving accessibility requires ensuring that all barriers to care, including lack of 
transportation, essential medications and health care workers are removed. An accessible 
care system is underpinned by adequate geographical spread of facilities and workers, 
backed up by good transport, information and communication networks. Achieving 
equitable deployment of the workforce requires good information and good planning. 
Rich/poor and urban/rural gaps in access to care are now well documented and in many 
contexts, widening. Certain regions in a country along with marginalized groups can be 
excluded from care, especially reproductive health care.  
 
 
 



Acceptability 
Data on women’s perceptions of midwifery care is scarce and governments acknowledge 
the need for more robust research. The issue of acceptability is strongly linked to 
discrimination and the status of women, both as service users and health workers. Even if 
care is available and accessible, coverage will be reduced if either the care or the workforce 
is unacceptable to women, their families and communities. Lack of respectful care 
continues to be a disincentive to access.  
 
Improving acceptability means listening to the voices of women and their communities and 
building their preferences into policy, training initiatives and feedback loops. It is difficult 
to increase acceptability without understanding current public attitudes towards the 
midwifery workforce and their practices.  
 
Quality 
Essential building blocks include political will, effective leadership and midwifery 
champions who will drive the agenda, supported by regional and international momentum. 
Among the tasks within the scope of midwifery professionals according to the international 
standard classification of occupations is “providing advice to women and families and 
conducting community education on health, nutrition, hygiene, exercise, birth and 
emergency plans, breastfeeding, newborn care, family planning and contraception, lifestyle 
and other topics related to pregnancy and childbirth” (ILO, 2014). Across Canada, 
midwifery is provincially regulated and in many jurisdictions, midwives do not have this 
task included in their current scope of practice. The International definition of the midwife 
also stresses that the midwife’s work should involve antenatal education and preparation 
for parenthood, and extends to certain areas of gynaecology, family planning and 
childcare”. This definition was adopted by the International Confederation of Midwives 
(ICM) in 1972 and the International Federation of Gynaecologists and Obstetricians (FIGO) 
in 1973. It is now used by the World Health Organization (Task Force on the 
Implementation of Midwifery, 1987). 
 
There is a documented need in the literature for an increased understanding of the 
elements that contribute to satisfaction in reproductive health care for women (Weisman, 
Rich, Rogers, Crawford, Grayson & Henderson, 2000). Also, under the current climate of 
fiscal restraint, particularly in health care, there exists interest in examining alternatives 
for care while maintaining quality (Ministry of Health and Long-Term Care, 2010, 
Drummond, 2012). This may be realized through expanded scopes of practice for allied 
health care practitioners (Government of Ontario, 2012). Through my study, I am seeking 
improvements to the current system of reproductive health care for women in northern 
Ontario. I am using a combination of critical realist and feminist traditions of inquiry. The 
feminist approach places the women of northern Ontario at the centre of the research 
process and their experiences inform the analysis. Critical realism asks whether the 
structure of reproductive health care promotes or constrains women’s uptake of services. 
This study involves uncovering the mechanisms, enabling or disabling, which are 
producing the outcomes, uptake or lack of, in order to inform changes to the design of the 
reproductive health care system. Perceptions of health service quality have a positive 
impact on health service satisfaction and a positive impact on behavioural intentions 



(Dagger et al., 2007). It is postulated that by collecting information on perceptions of 
reproductive health service quality, improvements may be made which could increase 
satisfaction, leading to increased uptake of recommended reproductive health care. 
Midwives may be part of the solution when considering improvements to the current 
system. 
 
This research examines issues related to health workforce planning and forecasting, scopes 
of practice/task shifting/models of care/interprofessionalism, rural/remote health 
workforce issues, and work/life balance, satisfaction and well-being of health workers. 
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Objectives:  
Reflect on what we know from the literature concerning what motivates women to access 
reproductive health care, or conversely, which barriers exist that prevent women from 
accessing the recommended care, how the determinants of health inform our approach to 
women’s reproductive health care, particularly for women in rural and remote locations, 
the need for specialized women’s health services, and women’s satisfaction with their 
midwifery experiences as a means to introduce the idea of midwives providing 
reproductive health care. 
 
Describe the current climate of midwifery in Canada including variations in regulations, 
models of care and scopes of practice.  
 
Discuss reproductive health care components and their alignment with midwifery 
competencies. 
 
Review the factors that support improvements to our existing reproductive health care 
services and the provision of reproductive health care by midwives. 
 
Methods:  
Women will be recruited via multiple methods to complete a survey. A portion of these 
women will also be interviewed. The survey data will be analyzed descriptively and 
statistical analysis will be performed if the sample size has statistical power. The interview 
data will be analyzed using a grounded theory approach. Results will be combined at the 
interpretive level in order to understand the barriers and enablers to care (mechanisms). 
Conclusions will be drawn to suggest improvements to the current reproductive health 
care program. 
 
Research questions answered by the survey: 
How do women perceive their reproductive health care?  
 
Do women view midwifery care as an acceptable alternative to current providers or 
options for reproductive health care? 
 
Research questions answered by the interview: 
How do women’s perspectives of their reproductive health care influence their use of 
reproductive health care services? 
 
Findings: 
Research questions answered through interpretation following data analysis: 
What elements of a woman’s reproductive health care experience enable her to more fully 
engage in recommended care?  
 
What elements of a woman’s reproductive health care experience disable her from 
obtaining the services she desires or requires?  
 



Hypothesis: Many barriers to cervical and breast screening exist and women report 
wanting improved communication with their care providers as well as continuity of care. 
Promoting greater awareness of sexual health services is required, particularly among the 
youth and vulnerable populations. Further research can help illuminate incentives to care 
such as attempting to reduce anxiety related to Pap screening and encouraging women to 
become knowledgeable about their own health. Women want it acknowledged that Pap 
smears are uncomfortable and frightening and believe that female providers understand. 
Ideally, women prefer female providers but most importantly, want access to woman-
centred care. The increasing rates of STIs will require timely access to diagnosis and 
treatment. Rural women need better access to care. Women’s access to abortion, 
particularly in northern Ontario is lacking. There is a high satisfaction with midwifery care. 
Midwives are capable of expanding availability of services through information, referrals 
and abortion provision. All of these factors support the vision for improvements to our 
existing reproductive health care services and the provision of reproductive health care by 
midwives. 
 
Conclusion:  
The results will identify both enabling and disabling mechanisms. These are the 
components of the structure of reproductive health care that either facilitate (enable) 
women to access the services or prevent or hamper (disable) women from seeking or 
receiving reproductive health care. These findings, once published, could lead to changes in 
the delivery of reproductive health care that could encourage increased uptake of 
recommended services and screening. The results may show that women could increase 
their uptake of recommended reproductive health care if available by midwives. With the 
support of the College of Midwives of Ontario, these results could be used to lobby the 
Regulated Health Professions Review Board for a change to the Regulated Health 
Professions Act and the Midwifery Act, resulting in an expanded scope of practice for 
Ontario midwives. The results could conversely, suggest that women are satisfied with 
their current care and providers and that the introduction of midwives into this arena will 
not increase women’s uptake of reproductive health care or their satisfaction with their 
healthcare providers nor are there changes required to the current design of reproductive 
health care programs. 
 
Take Home Messages:  

1) Midwives are able to provide 87% of the service need in the area of sexual, 
reproductive maternal and newborn health (SRMNH).  
 

2) Allowing midwives to provide this care through expanded scopes of practice or task 
shifting would contribute to work/life balance for midwives and may improve 
uptake of SRMNH services among women, particularly in rural, remote and/or 
northern settings. 

 
3) Midwifery care has been found to be acceptable to women, cost efficient and capable 

of resulting in good outcomes. 


