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“You don’t know what you’ve got till
it’s gone”*: the role of maternity care
in community sustainability

Introduction: Many small hospitals in British Columbia are altering their role in
maternity care or abandoning it altogether. This paper explores the role of maternity
care in the sustainability of rural communities in northern BC.
Methods: We carried out a qualitative case study by conducting an ethnographic
examination of 4 communities with varying levels of maternity care services.
Results: Although maternity care is not the only factor to influence community sus-
tainability, it does intersect with other economic and social conditions. Maternity care
affects a variety of forms of community capital, including economic development,
social ties and relations, and the cultural meanings of childbirth.
Conclusion: Decision-makers should take into account the community-wide conse-
quences of changes to the role and function of maternity care facilities.

Introduction : Beaucoup de petits hôpitaux de la Colombie-Britannique modifient leur
rôle dans les soins en maternité ou l’abandonnent entièrement. Dans cette communica-
tion, nous analysons le rôle des soins en maternité dans la viabilité des communautés
rurales du nord de la Colombie-Britannique.
Méthodes : Nous avons procédé à une étude de cas qualitative en analysant l’ethnogra-
phie de quatre communautés offrant divers niveaux de services de soins en maternité.
Résultats : Même si les soins en maternité ne sont pas le seul facteur qui joue sur la
viabilité des communautés, ils se conjuguent à d’autres conditions économiques et
sociales. Les soins en maternité ont une incidence sur divers aspects du capital commu-
nautaire, y compris le développement économique, les relations et les liens sociaux,
ainsi que la signification culturelle de l’accouchement.
Conclusion : Les décideurs devraient tenir compte des répercussions à l’échelle com-
munautaire de la modification du rôle et du fonctionnement des établissements de
soins en maternité.

INTRODUCTION

The purpose of this paper is to explore
the relation between maternity care 
services and community sustainability.
It has been hypothesized that maternity
care plays an important, yet often hid-
den, role in the life of communities and
that service reductions or closures can
result in a cascade of negative outcomes
for individuals, families and communi-
ties.1 In many instances, these changes
disproportionately affect the poor, First

Nation communities and other disad-
vantaged groups. We explore how deci-
sions affecting maternity care services
within rural communities can create
changes to various aspects of commun -
ity life, including economic sustainabil -
ity, and pre- and postnatal care that
women receive, as well as the social
fabric of the community.

BACKGROUND

In British Columbia, small hospitals are
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losing their capabilities for maternity care, and some
centres with  capability for cesarean delivery are clos-
ing or being downgraded. In 1997 in BC, there were
63 facilities providing maternity care and serving few-
er than 500 births. By 2005, there were only 50 such
facilities. This shrinkage is caused by a number of 
factors including the following: declining birth rates;
extremely small delivery volumes, leading to concerns
about the maintenance of competency of hospital staff
to handle both normal and complicated births; the 
closure of operating rooms to perform cesarean deliv-
eries; the loss of nursing staff specialized in maternity
care; the loss of medical staff comfortable with mater-
nity care; and, often, the ability of small surgical pro-
grams to support a continued maternity care service.2,3

Although this is a controversial issue, there is a
literature base that shows that small units without
capability for cesarean delivery can continue to func-
tion safely, provided that they are a part of a well-
functioning perinatal regional system.4,5 Although
nurses in small units have always been generalists,
nurses in larger rural hospitals have increasingly had
to become generalists, while previously, when birth
volumes were greater, they were able to specialize in
maternity or maternal and newborn care.

When access to local maternity care is reduced
and women travel to distant locations to give birth,
problems of access and perinatal outcome ensue.6–8

Although outcomes for small premature infants are
improved by centralization, outcomes for babies of
average size and weight are not.9–10 When a commun -
ity no longer has maternity care and the care is not
available in another community relatively close by,
premature births, neonatal asphyxia, and other mater-
nal and newborn complications increase, despite
women ultimately receiving competent care in a dis-
tant location.11–15 Although the effects of centralization
in some settings may not have a negative impact on the
health of women and their babies, based on the gener-
al literature, we hypothesized that this change in the
way in which maternity care is provided to small rural
communities has wide-ranging effects, “including
reduced patient choice, quality of care, safety and sus-
tainability of maternity services, [and] lack of trained
staff and professional development.”16

METHODS

The structure for understanding the role of mater-
nity care in community sustainability was interpret-
ed based on qualitative methods. Methods of data
collection consisted of key informant interviews,
focus groups and observational data. To collect the

relevant data from each of the case study communi-
ties, we conducted a series of interviews and focus
group discussions with the following populations:
phy sicians, nurses, midwives and other providers of
maternity support services (e.g., doulas, childbirth
educators, breastfeeding counsellors, outreach
workers), hospital administrators, health officers,
local business leaders, economic development offi-
cials, local elected officials (e.g., mayor, city and
band councillors), social workers, pregnant women
in their last trimester and women who had given
birth within the past 12 months. Participants were
selected using a snowball sampling technique. Key
informants from each community were asked to
suggest representatives from various stakeholder
groups. 

Questions concentrated on participants’ percep-
tions of the role of local maternity care in the sus-
tainability of their communities. Focus group dis -
cussions and interviews were tape-recorded and
transcribed. These transcripts, along with field notes,
were analyzed using a grounded theory approach.17

Transcripts were independently reviewed by the pri-
mary co-investigators and research assistants and
grouped into themes that reflected similar opinions,
experiences and attitudes. Contrary views and areas
of disagreement among respondents were noted.
Data interpretation was discussed and agreed on by
the primary co-investigators and validated with a
sample of those involved in maternity care in each
community. This included sharing preliminary re -
sults with community members and asking them to
verify, correct or enhance the thematic framework
developed by the researchers.

Research sites

We studied 4 communities that were experiencing
many of the key stresses in providing maternity care
in rural and remote BC. These stresses include de -
clining populations and lower birth rates, challenges
in attracting and retaining health professionals inter-
ested in providing maternity care, and increasing eco-
nomic pressures to centralize health care services. 

Two communities, Quesnel and Vanderhoof,
have hospitals with the full range of primary mater-
nity services, including capability for cesarean de -
livery, and represent examples of relatively stable
maternity care. Quesnel has a population of about
9000, with about 230 births in fiscal year 2006/07,
and Vanderhoof has a population of about 4000 and
had about 130 births in 2006/07. 

In contrast, Fort St. James, with a population of
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about 1400 and about 50 births in 2006/07, repre-
sents a much less stable situation. At the Stuart Lake
Hospital in Fort St. James, the operating room
closed in 2001, which means that pregnant women
thought to be at risk of complications or who require
epidural analgesia are sent to larger hospitals, usual-
ly Vanderhoof, which is 60 km away. In the summer
of 2007, the hospital suspended maternity care
because of a physician shortage. Thus, most births
took place outside of the community. 

Finally, Fraser Lake, with a population of about
1200 and about 18 births in 2006/07, is an example
of a community without capability for any intra-
partum maternity services. Women receive prenatal
care at the Community Health Centre until between
32 and 36 weeks’ gestation, at which point they are
referred to a physician in Vanderhoof for late third
trimester, delivery and immediate postpartum care.
Fraser Lake is unique in our sample in that all staff
are on salary and group care is common for prenatal
and other types of care.

RESULTS

We conducted 51 interviews and 12 focus group dis-
cussions with members from the following sample
populations: physicians, nurses, midwives and other
providers of maternity support services, hospital
administrators, health officers, local business leaders,
economic development officials, local elected officials,
social workers, pregnant women and new mothers.
The themes that emerged speak to the various ways
in which respondents felt that maternity care affects
community sustainability. These relationships touch
on economic, social and cultural capital, all of which
are critical for community sustainability. The quotes
used in this paper have been chosen because they
typify a common view or theme.

Theme 1: maternity care affects current and
future potential for economic development

A number of studies have noted the relation between
health care services and economic development, par-
ticularly for rural communities.18–22 Although most
respondents in this study felt that the lack of mater -
nity care services would not cause long-established
families to leave the area, it would have a potentially
negative effect on the recruitment of young families
to the region.

Health care is a major concern … for young families. … One of
the things that we’ve targeted is not just retirees … but also

“footloose entrepreneurs,” people who can have their businesses
anywhere. There are lots of people out there in the weeds like
that in rural communities, as broadband telecommunications
improve. … Living here isn’t for everybody, obviously, but it’s
very appealing to some people. So if health care gradually is
ground away, then living here may not be as attractive to those
people. — Community leader

In addition to difficulties in attracting new resi-
dents, the lack of maternity care services can have a
negative effect on local businesses. Work absences
would be predicted to increase if residents had to go
out of town for appointments, which would affect
the productivity of an operation. Finally, attracting
young people to rural communities is particularly
important as the existing population ages and the
younger generation moves away.

The other part of [community sustainability] is people coming
in, which is a future life blood for you in terms of your business,
in terms of your community and some of the livelihood or iden-
tity for the community, [it] just doesn’t exist anymore because
people are going to be hesitant [to move here]. — Human
resources manager

Theme 2: maternity care affects other maternal
and health care services and continuity of care

Labour and delivery services are embedded with-
in much larger systems of health services and
supports, including pre- and postnatal care. Hav-
ing access to these services is held to be critical
for the health of both the mothers and their
babies. However, the availability of these services
may also be reduced or eliminated when most
births take place outside of the community. In
addition, the loss of maternity care services to
hospitals may affect the provision of other linked
medical and surgical services.

Those in the health care field that we spoke with
suggested that intrapartum maternity services were
critical to the continuity of antenatal and postpar-
tum services. However, in communities in which
women were sent elsewhere to give birth, there was
the feeling that continuity of care was lacking.

There was a huge disconnect on the continuity of the care
because … [the women were] taken on as an emergency case so
that [the doctors at the referral hospital] really didn’t develop
the relationship with the mom. So the mom went there, she
delivered and sometimes they would send her back within a
couple of hours the next day and it was like “off we go.” Then
we would try and pick up the pieces here. I found that really
disjointed and disconnected and I’m sure lots [of women] did
too because we weren’t sure what they were told there and
what we needed to tell [them] here. — Nurse
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For hospitals, having a full range of maternity
care services, including capability for cesarean deliv-
ery, requires the maintenance of an operating room
and trained staff. The skills and equipment necessary
to provide cesarean deliveries benefit the community
in other ways through supporting the maintenance
of a functioning operating room in the hospital. The
existence of an operating room available for general
surgery helps maintain the anesthetic and surgical
skill sets required but, alone, is not sufficient for
maintaining cesarean delivery capability. Physicians
from a hospital with full maternity services stressed
the relationship between having an operating room
on site and maintaining maternity care in the com-
munity. According to one physician,

We wouldn’t have maternity care if we didn’t have OR. If we
didn’t have the kind of backup and [other] stuff that we do.
Likewise, we’ve always made the argument that we need the
OR because we do maternity care. So I think it is almost foun-
dational to what we have.

Theme 3: maternity care affects retention and
recruitment of physicians and other health care
providers

The recruitment and retention of physicians and oth-
er medical staff is vital to the sustainable functioning
of both hospitals and the wider community.23–26 With-
in small communities, medical staff can play critical
social roles within rural communities. They are often
embedded within the larger social fabric and may
participate in “organizing local events and arbitrate
in disputes among neighbours; findings that infer 
a role in community ‘leadership.’”27 However, an
unstable maternity care situation, decreasing birth
volume and concerns about the safety of local mater-
nity care without cesarean delivery can result in
stress for providers of rural maternity care, and
affect retention and recruitment.28

The loss of maternity care may result in some
doctors leaving the area. In our study, physicians in
stable maternity care situations enjoyed providing
maternity care and stated that they would leave
their current position if maternity care was reduced
or eliminated. It was seen as “part of who we are
and why we came here.” A point mentioned by sev-
eral participants was that a different type of physi-
cian would then arrive, one whose motivations were
different and less committed to the community. One
hospital administrator noted that,

I think that it is the provision of care through that continuum
that is one of the reasons why GPs are GPs. If they wanted to
focus on pathology they would become a specialist. They are a

GP because they have an interest in the delivery of service
through the continuum of care from birth literally right through
to palliative care or old age. If you pull out the maternity part in
the middle, I don’t see how stable the rest of it can actually be. I
would think it would have an impact on your ability to attract
and retain physicians.

In addition, general or family physicians provid-
ing anesthetic services (general practitioner anes-
thetists) would lose a significant proportion of their
professional practice and ongoing experience.
According to one nurse,

If maternity goes then you’ve lost half your docs and … you’re
probably going to lose your GPs doing anesthesia along with
the maternity because they are called on a fair amount with
those maternities. These docs are in their professions for certain
reasons and they have these specialties they need to practise.
And if they can’t practise it in the community they’re in, and
they can go somewhere else and practise it, then they aren’t
going to stay in that community.

There were skeptics about the importance of
maternity care to the retention of providers. Apart
from an emotional attachment by the health care
providers and the community at large, 2 inter -
viewees (a hospital administrator and a health offi-
cer) felt that removing maternity services would not
affect any other aspect of health service delivery:

If it was neutral, if emotions weren’t involved, then notionally
[removing maternity services from a community] shouldn’t affect
[any other aspect of health care]. Logically, it shouldn’t affect any-
thing. [However] it would because it would create a huge uproar
in the community. Not just the community at large, but the health
care community itself as well. — Hospital administrator

Though we did not find this in our study, the
younger generation of family physicians in rural set-
tings may be willing to give up the burdens of com-
plete continuity for a system of “hard call,” in which
they attend births for all the family physicians in the
group on a rota system and take care of needed pre-
and postnatal care as well.9

Theme 4: maternity care affects the social fabric
and sense of place within a community

Health care facilities can also play an important role
in how the community interacts with health care ser-
vices. For many respondents, the ability of women to
give birth in their community was an important part
of creating and maintaining positive social ties within
the community and between the community and 
the hospital. Having women give birth outside of 
the community was viewed as a major disruption.
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Participants commented on the effect that requiring
women to leave the community to give birth has on
the community, the family and the woman.

I think it fragments the community when you take women and
ship them out to give birth. It creates a big distance between the
natural support that a woman and her partner need during that
process, both with the bonding and with community acceptance
of this new community member. As soon as you lose those ser-
vices and start shipping these women out you really start frag-
menting families and fragmenting communities. I think that we
have to go back to that ability to attract and retain people in the
communities and build the community bonds. — Hospital
administrator

One community leader articulated the difference
between the significance of birth compared with
other hospital procedures, such as surgery. He said
that he would be fine to have his appendix removed
in Prince George, but he thought that his being
born and his children giving birth in Quesnel was a
whole other matter:

[If deliveries were not performed in the community anymore] I
suppose that the community would still be here, but I think that
there are certain aspects of health care, maternity is one of them
and end of life is another one of them, where there’s a need for
family and friends to be around. That’s particularly true with
maternity and much more so with end of life care. So I think
that those 2 elements are very important to the sustainability of
the community. — City councillor

According to one community member, being
able to provide maternity care may also be a source
of pride to the community:

I think it strengthens the community and its growth. With
death comes birth and the idea that you’re getting new commu-
nity members born and raised in our community, it may not
have a real, [but] it has a very symbolic impact on the commu-
nity in the sense that “Oh. That so and so, he was born and
raised in our town.” … The thought of a child not being born
here when 5 generations are, that could be very upsetting, and
that is that strong sense of connection to the community which,
with our town, they definitely have. Having to go away is sig-
nificant — you break the chain.

Providing maternity services is also viewed as a
positive function of hospitals:

I think [maternity care] is an important service from a general
hospital vibrancy standpoint. Hospitals without maternity ser-
vices, I think, sort of become elder care centres. It keeps us full
spectrum and it keeps us vibrant. It keeps young people coming
here. It gives people that initial good feeling about the organiza-
tion so you don’t start skewing toward [the perception that] it’s
the place to go when you are really sick and/or dying. In a com-
munity like this that kind of feel can start to become a spiral
downwards. — Hospital administrator

DISCUSSION

The purpose of this research was 3-fold. First, we
sought to situate maternity care within the spectrum
of goods and services that contribute to a healthy
and sustainable community. Based on our research,
we argue that maternity care can affect the physical,
cultural, spiritual and economic makeup of a com-
munity. It is not a service that can be removed or
altered without having some effect on a variety of
other sectors of the community. This is particularly
true for rural areas that depend heavily on available
local resources. 

What we found by examining communities with
different levels of services for maternity care is that
it is the lack of stability that creates the greatest
impact. In Fraser Lake, which in recent history has
never had services for maternity care, structures
have been put in place to mitigate problems that
might arise. For example, physicians in Fraser Lake
have a set protocol for transferring their patients to
Vanderhoof, mitigating continuity of care issues. In
settings where the maternity care services are un -
certain, it is difficult for staff and women to be fully
prepared for what may come, though contingency
plans are in place. For those communities with sta-
ble maternity care services, maternity care is consid-
ered an important or essential resource. Yet, even
apparently stable systems can come under intermit-
tent internal or external pressures.

Second, we argue that when maternity care deci-
sions are made, based on legitimate safety issues or
severe financial or funding constraints, they never-
theless need to be made with an appreciation of the
broad context of community sustainability. Al -
though communities may adapt to changes in mater-
nity care services, the secondary effects of such
changes should be taken into consideration. For
women living in rural areas, and particularly for
First Nation women, loss of control about where
they give birth may have significant effects on their
perceptions and feelings about birth.

Third, we suggest that when maternity care
must change, policy-makers need to put systems or
programs in place that buffer any losses. This is par-
ticularly true as the demographics of rural BC ages
and the need for, or appropriateness of, local mater-
nity care changes. At the same time that health poli-
cy must ensure that services meet the needs of an
aging population, it is vital to also acknowledge the
needs of younger generations. Although the existent
system of maternity care may not be feasible or even
desirable in some rural communities, ensuring that
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the continuum of maternal and child health does not
collapse is vital for community sustainability. This
means developing creative alternatives that meet the
specific needs of each community and ensuring that
a continuum of care remains in place, even if some
elements cannot be provided locally. New organiza-
tional models of care also need to be developed to
support and preserve the precious resource of phy -
sicians providing maternity care.29

CONCLUSION

The role of maternity care in community sustainabil-
ity is a complex one, with various factors interacting.
For example, a declining birth rate means that gen-
eral practitioners may not be able to keep up their
skills and, therefore, may be reluctant to include
intrapartum maternity care because of difficulties in
coverage schemes when fewer physicians are avail-
able to attend births. This would result in more
wom en being referred outside of their communities.
At the same time, a nonexistent or unstable system
of maternity care may be a factor influencing where
young families locate. The lack of a young workforce
may affect decisions around potential for economic
development and could be a factor contributing to
the viability of other services, which further dimin-
ishes the social and economic life of a community.
The relationship between medical services and pop-
ulation trends is an area that demands further study.
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