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Chair of the Board                                               May 2nd, 2007                                             
Dr. Nigel Gripper 
Stevenson Memorial Hospital 
200 Fletcher Crescent, PO Box 4000 
Alliston, Ontario  
L9R  1W7 
 
 
Dear Dr. Gripper, 
 
The members of the Expert Panel are pleased to submit our report,   A Future 
Direction: A Regional Collaborative Model for Maternity Services at Stevenson 
Memorial Hospital. 
 
The Expert Panel appreciates the cooperative approach the hospital Board and 
Administration has taken to this task.  We also want to commend the Community 
Advisory Committee for their commitment and hard work to repatriate the 
birthing services to their community. 
 
We thank you for the opportunity to present the report to the Board of Directors 
and to the Community Advisory Committee on May 2nd, 2007.   We wish you 
well, as you deliberate and make your decisions on this important service. 
 

Sincerely, 

    

Dr. Karyn Kauffman Ms. Jessica Hill 
 

      
 
Dr. Glen Hunter      Dr. Jenny Medves 
 
 

 

Ms. Ann Mitchell 



Regional Collaborative Maternity Care at Stevenson Memorial Hospital 

  Page 3 

EXECUTIVE SUMMARY 
 
In March of 2007 Stevenson Memorial Hospital established an Expert Panel to advise the 
Hospital on the feasibility of repatriating maternity care services to the hospital. 
 
The panel was asked to assess the current issues and challenges to the provision of 
safe, quality and sustainable maternity services in New Tecumseth; provide advice about 
the current and emerging concepts in maternity care; and evaluate models of service 
delivery that would be suitable for this hospital, in this community and region. 
 
The panel was made up of clinical experts from medicine, nursing, and midwifery, as 
well as a convener and writer to coordinate the project and produce a consensus report. 
The panel conducted interviews, visited the hospital and toured the maternity care unit. 
It also reviewed literature, shared experiences, established success factors and 
discussed the options that could be considered for this community. 
 
The panel identified such success factors as:  a healthy and collaborative relationship 
between the Board, administration and the community; recruiting and retaining an 
obstetrician with excellent leadership skills; growth in birthing volumes; building a strong 
and stable clinical team; maintaining standards and high quality of care.  It was 
determined that all of these success factors are interdependent, and each crucial to the 
recommended model. 
 
The panel considered several options: 

 Maintaining the current situation and leaving the maternity service closed;  
 Creating a model where intrapartum care would be offered at Southlake Regional 

Health Centre, and antenatal, prenatal and postpartum care provided at Stevenson 
Memorial Hospital;  

 Rebuilding a stand alone maternity service at SMH 
 

These three options were rejected in favour of a fourth option.  The panel is 
recommending a Regional Collaborative Model, using a Program Management structure.  
Southlake Regional Health Centre (SRHC) will lend its strengths to both leading and 
supporting the level I service of Stevenson Memorial Hospital.  This model offers the 
community and the hospital maternity care services within the New Tecumseth area.  
SRHC’s leadership will facilitate increased satisfaction and retention of staff, 
implementation of best practices, increased clinical accountability, decreased 
fragmentation of care, and increase the sustainability of the obstetrical program for this 
community. 
 
The panel recognizes that this model will face many challenges with implementation, 
however we believe it is an exciting opportunity to build a high quality level I maternity 
care service within a regional health care system.  The model is practical, affordable, 
sustainable and executable. 
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INTRODUCTION  
 
At the recommendation of the Ministry of Health and Long Term Care, an expert panel 
was convened to provide advice about the provision of maternity care services at 
Stevenson Memorial Hospital.  The panel was charged with providing advice about:  the 
current issues and challenges with the provision of safe, high quality and sustainable 
maternity services in New Tecumseth; the current and emerging concepts surrounding 
the provision of birthing services; and evaluation of service delivery models for fit and 
application in a small hospital environment.  
 
The panel was comprised of professionals in the maternal and newborn care field, 
contributing clinical expertise from obstetrics and gynecology, nursing, and midwifery.  
The panel also included a convener and an assistant who coordinated the project, 
collected the findings and prepared the report.  The panel members have extensive 
knowledge of maternity care in Ontario and have experience working in small and large 
communities, building new services and teaching professionals in this field.  The panel 
members are familiar with the challenges facing maternity care in Ontario and Canada 
and have been able to apply this knowledge to the particular aspects of the situation at 
Stevenson Memorial Hospital. 
 
This report has been prepared in response to the ongoing challenges faced by 
Stevenson Memorial Hospital to stabilize and provide a maternity care service to its 
community.  The report reflects the consensus of the panel members as the best way to 
move forward.  The following provides an overview of the panel’s inquiry, the analysis, 
and recommendations.  Work began in late March 2007 and continued through the 
month of April.  On May 2nd, 2007 the panel presented its recommendations to the 
hospital Board of Directors and then to the Community Advisory Committee. 
 
This report reflects the panel’s commitment to high quality maternity care for the 
citizens of Ontario. The recommendations address how best to offer quality maternity 
services to the residents of the New Tecumseth and surrounding areas.  
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BACKGROUND 
 
Stevenson Memorial Hospital (SMH) is a 43 bed hospital, providing level I obstetric 
services in the town of Alliston, in Simcoe County.  Currently the hospital offers acute 
inpatient care, day surgery, diagnostic imaging, ambulatory care clinics, mental health 
services, and a 24/7 Emergency Room.  Most recently, in February 2007, the hospital 
added a part time women’s health clinic.   
 
While babies have been born at SMH for over 70 years, the obstetrics unit was 
enhanced in 1997, with the opening of two new labour, birthing, delivery and post 
partum rooms.  In 2000, the hospital opened two more such rooms. 
 
During the past several years, Stevenson Memorial Hospital has experienced several 
challenges in providing stable and consistent maternity care.  A decline in the volume of 
births, difficulties with physician recruitment and retention, and unpredictable gaps in 24 
hour, 7 day per week on call coverage have created obstacles to service consistency.   
 
The number of births per year has hovered at about 300 per year for the past seven 
years, but has been trending downward during the last 4 years.  When the obstetrics 
department closed temporarily in December of 2006, there had been only 169 births 
between the months of April to December (representing 75% of the fiscal year).  
 
SMH has supported interdisciplinary maternity care and in particular intrapartum care.  
Until Dr 1 joined SMH in 1988, most babies had been delivered by family physicians.  In 
1996, midwives began offering maternity care at SMH.  Prior to the unit closing last 
December, women have had the opportunity to select a midwife, an obstetrician, or, 
until 2005, a family physician doing obstetrics.  In 2005, the last two family physicians 
practicing obstetrics at SMH ceased to do so.   
 
Since 2003, the hospital has had difficulty staffing the unit with obstetricians, which has 
had an impact on its ability to provide services at a consistent level.  The graph below 
shows recent obstetrician staffing along a timeline.   
 

 
Figure 1:  SMH Obstetricians on Staff 1993-2007 

 
From 1988 to 2005, Dr 1 practiced obstetrics at SMH.  In 1999, he was joined by a 
second obstetrician, Dr 2, who subsequently left in 2003.  In October of 2004, Dr 3, an 
International Medical Graduate, joined the obstetrics team at SMH.  Under the 
requirements of the IMG program, he required supervision until completing his licensure 
requirements.  Dr 3 is still on staff at SMH, but unable to practice.  In May of 2005, 
another obstetrician (Dr 4) was recruited to SMH, but departed the following July 2006. 
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During the last three years, the obstetrics unit has been closed sporadically as a result 
of insufficient coverage by an obstetrician.  These closures have affected local 
availability of maternity services to the community.  In 2004, the obstetrics unit was 
closed for the month of August.  
 
In May of 2006, a local working group put together a new birthing center model, which 
proposed an integrated approach to maternity care for SMH.  The model proposed 
continuity of care throughout the pre-conception to post partum phases, with 
involvement from a multi-professional team.  
 
Subsequently, the hospital initiated discussions with the Ministry of Health and Long 
Term Care.  While a budget for the model had not been developed, the Ministry 
expressed concerns about the cost and sustainability of the proposed model.  Further, 
changes in legislation, practice standards, and care provider compensation models were 
required. 
 
In the fall of 2006, negotiations were underway to recruit an obstetrician to bring the 
total number on staff to two, but mutual agreement could not be reached.  The hospital 
was reliant, at this point, on a single obstetrician with a restricted license requiring 
supervision, and on itinerant coverage to support him.  In January 2007, supervision for 
that obstetrician was withdrawn.  As a result, he became unable to practice. 
 
In late November of 2006, the hospital proposed a second model to the community; one 
in which SMH partnered with Southlake Regional Health Center (in Newmarket) to offer 
a model of birthing services.  SMH proposed to offer all antenatal and prenatal services 
to expectant mothers at the SMH site, with all intra-partum care occurring at the 
Southlake site.  The community rejected this proposal.    
 
The Medical Advisory and the Nursing Advisory committees passed resolutions to 
support the November Southlake/SMH partnership model, as well as a resolution 
regarding the need to find a viable and sustainable solution to repatriating birthing 
services to the hospital.   
 
Further motions were passed by the Medical Advisory Committee (MAC) and the Nursing 
Advisory Committee (NAC) which specified opening the labour and delivery unit only 
when 24/7 obstetrician availability is assured.  The NAC also recommended 24/7 
neonatal resuscitation support as a standard of care.   
 
In December of 2006, the hospital board submitted a funding request to the Ministry for 
an additional $1.4 million, over the next three years, to sustain maternity care at the 
hospital.  In March of 2007, the board received a letter from the Minister stating that 
additional funding was not approved, but a recommendation was made for an expert 
panel to provide advice on the provision of birthing services.   
 
Unable to access consistently available obstetricians, the hospital temporarily closed 
labour and delivery services in December.   
 
In January 2007, in response to strong community dismay at the closing, the hospital 
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formed a Community Advisory Committee tasked with examining options for reopening 
the unit.  The CAC presented a report with recommendations on March 31st, 2007, which 
was received by the board on the 2nd of April. 
 
The expert panel was selected in March 2007 with the goal of completing its report by 
May 2007. 
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EVALUATION CRITERIA 
 
The panel identified several criteria to evaluate the various alternatives under 
consideration.  It was thought that each of these criteria must be met before a model 
was suitable for recommendation.  These are: 
 

 the model is sustainable for the long term, with an adequate pool of care 
providers; 

 
 the model has a realistic budget that does not take money from other core 

programs offered at the hospital; 
 

 the model is based upon evidence of best practices; 
 

 the model can function within an integrated health system; 
 

 the model is suited to a low risk rural population; 
 

 the model is designed to meet the needs of the New Tecumseth area population 
for the future; in three, in five, and in ten years’ time; and  

 
 the model meets patient safety and quality of care standards. 
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CONTEXT 
 
The Province of Ontario’s Health System Transformation Agenda has, at its centre, client 
focused health care within a comprehensive and integrated delivery system that is 
results-driven, integrated, and sustainable.  Further, the strategy seeks, through the 
Local Health Integration Networks (LHINs) initiatives, to focus health care development 
and delivery at the community level, within a regionally based system of care. 
 
The Central LHIN’s strategic focus on developing collaborative partnerships, establishing 
local priorities and consumer confidence, and developing seamless continuity of care are 
an important backdrop to this inquiry. The location of New Tecumseth and Alliston, in 
the north-west portion of the Central LHIN boundaries, presents interesting challenges: 
its rural, low density area is quite different from the areas in the southern parts of the 
LHIN. 
 
One of the key emerging themes of the Central LHIN is the need to develop access to 
services that takes into consideration issues of distance, access and available 
transportation within rural locations.  Prenatal, intrapartum, and postnatal care can be 
delivered by a variety of professional service providers.  Building effective access, a 
continuum of care, and protocols that allow for effective transfer between these provider 
groups are issues of relevance to both the Central LHIN and the Province’s health 
systems strategies (such as primary care).  This has also been a critical aspect of the 
regional perinatal education/outreach programs that have existed for a very long time in 
both the southwest and the eastern parts of the Province.  Regional networks have been 
a mainstay in the maternal newborn care field, and a key ingredient in the creation and 
maintenance of quality of care across regions. 
 
Health human resources are stretched to capacity in the current health system, and in 
Ontario, Canada and generally, on a global level.  This is having a direct impact on the 
number of nurses, family practice physicians, and specialists in the maternity field.  As 
the population ages, the supply of nurses and physicians is declining, as many enter 
retirement without the sufficient providers in the new cohorts to replace them. 
 
Not only is the number of physicians entering family practice declining (1997-2003)1, but 
the number of family physicians providing obstetrics has also declined2, leaving 
intrapartum, if not complete maternity care, to specialists.  The number of family 
physicians in Canada who deliver babies decreased by 28% between 1990 and 2004; 
CIHI data suggests that only 19% provided intrapartum care (according to 2001 OHIP 
billing data)3.   
 
While the number of obstetricians in Canada has appeared to remain fairly constant, 
only 63% of obstetricians in Canada are insured for intrapartum care.  A 1999 SOGC 
survey found that at least 34% of Canada's obstetricians had planned to retire within 

                                        
1 Health Canada, May 2004 
2 Ontario Medical Association, 2006 
3 SOGC., A National Birthing Strategy for Canada, 2006 
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the following five years.  There was a 9% decrease per year, during the ten years 
between 1992 and 2002, in the number of obstetricians who delivered babies4.   
 
This has resulted in net loss of physicians providing intrapartum care to mothers in 
labour and delivery in Ontario5.  The impact of this upon service availability is further 
complicated by differences in practice patterns between older and younger physicians. 
The younger generation of obstetricians, replacing those heading into retirement, seems 
to be carrying lower caseloads and delivering fewer babies than their more senior 
counterparts6.  The anticipated retirement of full time obstetricians with high numbers of 
births per year, and a trend toward more specialized obstetric/gynaecology practice 
(e.g. infertility, oncology) will result in a decreased number of obstetricians available to 
attend high volume, low risk women giving birth. 
  
While the exact number of registered nurses in obstetrics in Ontario is not specifically 
known, approximately 5.7% identify themselves as providing maternity care 7.  The 
supply of available nurses will also decline as those belonging to the baby boom 
generation retire in increasing numbers in the coming years.  
 
The number of midwives in Ontario is steadily increasing it is still a small profession. The 
number of students entering midwifery education programs is capped, so growth will 
continue to be slow.  Midwives will not soon fill the gap left by the decline in 
participation by family physicians.   
 
Currently, midwives attend about 8% of total births in the province.  However, in 
smaller communities they often make a much higher contribution to the overall provision 
of maternity care services.  Midwives are limited in the spectrum of care they can 
provide, and access to a physician for consultation or transfer of care is necessary for 
interventions (such as induced or augmented labour, and epidural analgesia) outside the 
current scope of practice.  Individual hospitals often impose further restrictions on those 
aspects of practice.  In recent years, recommendations by the College of Midwives of 
Ontario have encouraged expanding the scope of practice, especially for midwives in 
rural and/or remote locations.8   
 
Attracting paediatricians to provide newborn care in hospital has also become a 
challenge, as there is a province wide shortage of community paediatricians.  Most level 
I obstetrics centres are reliant upon an active family practice group of physicians (with 
or without a paediatrician) for in-hospital care of the newborn.  However, family 
physicians with active hospital privileges are declining, and not all family physicians 
include newborn care in their practice.   All hospitals need a well-planned system for the 
assessment and management of well newborns (family physician, midwife or 
paediatrician) and a well planned strategy to manage emergencies.  One strategy might 
be, for example, a newborn resuscitation team that consists of a combination of nurses, 
midwives and physicians (paediatrician, family physician, anaesthetist or emergency 

                                        
4 ibid 
5 Ontario Maternity Care Expert Panel Report, page 17 
6 OMA Response to the Ontario Maternity Care Expert Panel Report, page 1 
7 Personal communication between J. Medves and Paul Sagan of Canadian Institute for Health Information 
8 Rogers, 2006 
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room physician).   
 
Obstetricians and nurses are a valuable resource, and often have many choices of a 
location in which to practice, as do paediatricians, anaesthetists, and other specialists. 
This makes it very challenging for a small community with lower birthing volumes to 
attract practitioners providing maternity care. 
 
The Ontario Hospital Association, in the report on The Core Service Role of Small 
Hospitals in Ontario, confirms the essential role that small hospitals play in rural 
communities.  The report offers guidelines for recommended core services offered by 
small hospitals.  Two categories of small hospitals are described:  “very small” and 
“small” hospitals are defined by the number of “weighted cases” at the hospital9.  
Obstetrics services were determined to be a core service of small hospitals (those with 
more than 1,500 total weighted cases) more than an hour driving time from the closest 
non-small hospital providing obstetrics.10  If the closest hospital is also a small hospital, 
it is posited that these hospitals may agree to offer obstetrics from one of the locations, 
in order that volumes from both areas support the one department; and that this might 
be the choice of the two small hospitals even if they were not connected formally as 
part of a multi-site organization. 
 
The paper also suggests that when small hospitals decide to provide care beyond core 
services there should be criteria such as:  accessibility, sustainable volumes and patient 
safety, the community’s specific needs as defined through the LHIN’s planning process, 
the isolation of the community being served, and the range of services available within 
the community.   
 
That small hospitals often see a lower number of patients, or fewer complex cases, 
further affects their ability to attract staff.  Although there is no evidence that identifies 
the minimum number of births one must attend to maintain skills, as numbers decline, it 
becomes harder to maintain confidence and competence.11 It may be harder for staff to 
attain and maintain skills when there is limited clinical experience, with infrequent 
exposure to demanding clinical events.   This has an impact on the number of people 
who are willing to come to a small community to work.  
 
Most hospitals have a goal of providing 24/7/365 coverage but this presents another 
challenge for a small level I hospital.  A typical “1 in 4” on-call roster in a larger 
community maternity facility is impossible without 4 full and/or part time physicians 
doing obstetrics.  In a small community where the birthing volumes may support one – 
or perhaps two – obstetricians, on-call duties are extremely onerous, if not impossible, if 
the hospital wants to maintain a 24/7 service 365 days of the year.  Locums and 
itinerant on-call doctors are an expensive method of filling on-call coverage, often 
lacking in reliability.   

                                        
9 A weighted case is a relative unit of work to be done by a hospital, comparable from hospital to hospital.  
A task performed for an in-patient is assigned a weight (ie:  0.5 or 0.8), called a Resource Intensity 
Weighting (RIW) that is multiplied by the number of procedures and added to get the relative number of 
weighted cases provided by each hospital for a specific period of time.   
10 Ontario Joint Policy & Planning Committee (JPPC) Report, p. 13 
11 SOGC, Level of Births to Maintain Competence, 2002  
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Maternity care in small community hospitals has been declining in Canada, as small 
hospitals struggle with these issues, and those with very low birthing volumes close 
obstetrical units12.  While there is plenty of evidence to suggest that keeping women in 
their communities to give birth is not only safe, but that it may even improve maternal 
and neonatal outcomes13; other studies raise issues of quality of care and cost 
effectiveness of lower volume obstetrical units.  The recent Ontario Maternity Care 
Expert panel report, the MCP214 report, and the Ontario College of Family Physician’s 
Babies Can’t Wait are among the recent reports discussing current issues in maternity 
care.  There is a general agreement that women should be able to obtain primary 
maternity care close to where they live and access higher risk care regionally. 
 
The World Health Organization estimates that approximately 70-80% of pregnancies are 
considered low risk or normal15.  That figure would vary in Ontario, according to 
geographical and socio-economic circumstances.  There is a need for, and demand for, 
low-risk maternity services such as those offered at level I hospitals across the province.   
 
A 2002 opinion article points to the interdependence between the continued ability of 
mothers to give birth in their communities and the future economic health of the 
community.  The closure of an obstetrical unit seems to initiate a series of gradual 
declines in health care in a community:  the paediatric care declines, other physicians 
give up their practice and the community is unable to attract replacements, younger 
people move out of the community to be closer to services, and the community slowly 
declines16.  When hospitals close their birthing units, the availability of experienced 
nurses declines17, other professional services, support and backup erode, making it very 
difficult to reopen in subsequent years18.   
 
One solution to sustaining birthing in small communities is to support collaborative 
professional practice models.19  In Ontario, there is some support for coordinated, 
integrated approach to maternity care, as is seen in other domains of health care.  
Current studies are examining integrated maternity care20, with a spectrum of 
practitioners providing various aspects of maternal and newborn care.  Models of 
collaboration differ, and there is recognition that no single model is suitable for every 
situation; levels of high or low risk pregnancies, needs of urban vs rural women, and 
levels of support from one practitioner to the other, all vary.  There is, however, a 
general willingness among the disciplines to work together to develop models of 
maternal care that embrace collaboration and scopes of practice. 
 
Integrated collaborative models of maternity care are not, however, currently supported 
by Ontario’s existing funding models, scopes of practice or the existing regulatory 

                                        
12 Chance and Campbell, 1992; and Hutten-Czapski, 1999 
13 Leeman and Leeman, 2002 
14 MCP2:  Multi-disciplinary Collaborative Primary Care Project 
15 Ontario Maternity Care Expert Panel Report, page 4 
16 Klein, Johnston & Christilaw, 2002 
17 Goodwin, 1999, page 1059 
18 Hughes & Rosenbaum, 1989 
19 Nesbitt, 1996; Rogers, 2003; Houd, 2002 
20 Rogers, 2006; and Ontario College of Family Physicians, 2006 
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frameworks.   Funding models for obstetricians are, for the most part, fee-for-service.  
Where there are fewer births for an obstetrician to attend, there is a disincentive to 
“sharing” maternal care with a midwifery practice, as volume will dictate a physician’s 
total income.  Some lower volume hospitals have adopted the practice of offering “top-
up” fees to physicians, in order to provide a guaranteed income level.  The Ministry of 
Health and Long Term Care strongly discourages hospitals from making payments to 
physicians for services that are paid through OHIP. 
 
Obstetrician/Gynaecologists earn income by building a gynaecology practice in addition 
to providing obstetric care, which, in smaller communities, provides women access to a 
greater range of service in their own communities.  Recent advances in gynaecological 
procedures enable many services to be performed in an office setting that had 
previously required a more expensive surgical setting. 
 
Hospital on-call – HOCC – stipends provide additional income for physicians performing 
on-call coverage for a hospital; this fee is administered through the hospital and includes 
a stipulation that a physician may not receive other monies for the purposes of being 
on-call. 
 
Quality assurance programs receive a great deal of attention in health care delivery.  
Maternity care is no exception.  Quality considerations include the qualifications, 
knowledge and competence of all the health care providers and their ability to work 
together, maternal and infant health outcomes, the safety and comfort of the physical 
environment, provision of necessary supplies and equipment, responsiveness of 
communication systems and the framework for accountability.  There are well developed 
continuous quality improvement programs available such as MORE OB.  In addition to 
formal continuing education programs, hospital committees should conduct case 
reviews, particularly of adverse outcomes and “near misses”, with the intent of learning 
and correcting identified problems.  There should be regular reports, including public 
report cards about important clinical indicators.  These are most relevant when 
referenced against performance benchmarks from comparable facilities.  Periodic 
external review by experts in the field can also assist in identifying and solving problems 
and supporting best practices.   
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INFORMATION GATHERED  
 
In preparation for an assessment of possible maternity care models at Stevenson 
Memorial Hospital, the panel sought information from a number of sources.   
 
The models proposed in May of 2006 and November of 2006 were reviewed, as was the 
model submitted by the Community Advisory Committee (CAC) in April 2007.  Historical 
information regarding maternity care services at SMH, birthing hospital choice patterns, 
and the ongoing efforts of the hospital to maintain services at the hospital was collected.  
The panel reviewed the work of the CAC, literature regarding best practices and 
research on recent thought in the field.   
 
The convener attended a CAC meeting and was present for the presentation of their 
report to the hospital board. This provided the panel with an appreciation for the 
community’s perspective and commitment to maintaining a birthing services unit at 
SMH.  
  
Hospital administration provided a tour of the obstetrics department and birthing 
facilities at SMH.  Interviews were held on-site, with members of the nursing staff, the 
Caring Hands midwife group, and with members of the hospital administration.   The 
panel also spoke with a representative of the family doctors in the area.  Due to time 
constraints, the panel was unable to meet with a number of local family practice 
physicians to assess their views about the obstetrical services offered by SMH or their 
reasons for referring to other providers in the region. 
 
Hospital administration was responsive to ongoing requests for information and 
assistance throughout the process.  Several discussions with Ministry of Health and Long 
Term Care representatives took place to explore the existing funding mechanism for 
primary care and specialists. In addition, members of the panel met with representatives 
of Southlake Regional Health Centre to gather additional perspectives and explore 
partnership opportunities.  Information was requested from the Central LHIN who 
assisted with population projections and data from the Public Health database. 
 
The panel’s recommendations draw upon materials from the Society of Obstetricians 
and Gynaecologists of Canada (SOGC), Child Health Network (CHN); recent national 
and provincial reports on maternity care and the collective experience of panel members 
in maternity care.   
 
   
The Hospital  
With the number of weighted21 cases at approximately 2200, Stevenson Memorial 
Hospital would be classified, under the terms of the OHA report on the role of small 
hospitals in Ontario, as a “small” hospital.  SMH’s weighted cases are increased due to 
their inpatient and day surgery activity.  SMH provided level I obstetrics services.   
 

                                        
21 See footnote 9 for a definition of weighted cases 
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SMH is located in the town of New Tecumseth (population 27,701), the only hospital in 
New Tecumseth.  There are two level II hospitals and two level I hospitals within 40-60 
minutes driving distance, in good weather, of Alliston.  The map in Figure 2 shows these 
locations circled in red.  The town has easy access to Highway 400, which is a 17 
kilometer drive.  Barrie, and Newmarket are nearby, both locations of the level II 
hospitals.   
 

 
Figure 2:  Map of South Simcoe County 

 
SMH is within the small hospital report’s guidelines and current opinion that suggests a 
30-60 minute driving time access to level II hospitals.  Alliston’s location offers 
acceptable access to level II services, for transfer of cases requiring level II care, and 
acceptable – if not ideal – access to level I birthing services, if there were none available 
at SMH.   
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Birthing Volumes 
Demographics are a key element to this analysis; specifically, the projected population, 
women of childbearing age, and the number of births in the area.  As the number of 
births at SMH has been in decline for the past several years, it was important to know 
whether the numbers could support a maternity care unit.  Figure 3 shows the number 
of births at SMH per year, for the past seven years.   
 

 
Figure 3:  Annual Number of Births at SMH 1999/00 to 200622 

 
For each of these years, the hospital has seen less than one birth per day.  With these 
volumes, it is difficult to sustain a separate maternity unit, unless it is part of the general 
inpatient unit - a model which functions well in the vast majority of low volume 
hospitals.   
 
The specific factors resulting in declining birthing volumes and increasing outflows are 
not known but may include: sporadic and unexpected closures as a result of uneven on-
call coverage, a decline in community confidence, as well as a decline in referring 
physician confidence, lack of available obstetricians, etc.   
 
Families come from several townships and municipalities to give birth at SMH, including 
Simcoe, Peel, Dufferin, and York.  An analysis of births in recent years at SMH shows 
that 69% of the births are mothers living in New Tecumseth, Adjala-Tosorontio, and 
Essa.  A total of 84% of the birthing mothers come from these three townships, plus 
Caledon, Shelburne, and Innisfil.  Figure 4 shows the projected population and expected 
growth in the counties where these towns are located, over the next 10 years.   
 

                                        
22 Stevenson Memorial Hospital Data 
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Figure 4:  Projected Population for Simcoe & Surrounding Counties23 

 
Population growth is expected in each of the counties.  The population of women in 
their childbearing years follows similar trends.  Figure 5 shows the projected growth rate 
of women between the ages of 20 and 49 for the next ten years.   
 

 
Figure 5:  Projected Growth Rate for Women 20-49 in Simcoe & Surrounding Counties24 

 
 
In order to determine what percentage of the population in surrounding areas chose to 
                                        
23 Central LHIN projections based on Statistics Canada and on Provincial Health Planning Data Base (PHPDB) 
data, extracted 12 April 2007. 
24 ibid 
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give birth at SMH, total births to women in surrounding townships were compared to the 
number of births at SMH.  The graph (figure 6) below shows SMH’s “share of births” for 
the past five years, from women living in eleven of the surrounding townships. 
 

 
Figure 6:  Projected Growth Rate for Women 20-49 in Simcoe & Surrounding Counties25 

 
To estimate future sustainability, the number of births SMH might anticipate was 
projected, for the 3, 5, and 10 year timeframes specified by the panel’s criteria.  Using 
the current (2005) market share applied to a rather rough calculation of projected births 
for each of these townships, a maternity unit at SMH could expect the following volumes 
in each of the identified years.  
 

                                        
25 Calculations shown are based on data extracted from Provincial Health Planning Data Base on April 12, 
2007 
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Table 1:  Projected SMH Births Based on Current Market Share26 

 
With market share at current levels, it is probable that a maternity unit at SMH will 
continue to support a modest number of births in the future.  If it is expected that a 
volume of approximately 200-222 births is required to support an adequate income for 
one obstetrician, these projections indicate some challenges to sustainability.  
Historically, the number of births brought to SMH by midwives are approximately 130, 
therefore a total volume of 310 to 350 births could, theoretically, provide sufficient 
income for 1 obstetrician practicing maternity care, as well as gynaecological procedures 
out of a clinic and the hospital.  On-call, however, would not be sustainable in the long 
term for 24/7/365 coverage. 
 
The graph in Figure 6, however, suggests there may be opportunity to build market 
share and thereby increase volumes.  Increasing SMH’s market share of potential births 
results in a different picture of possible volumes.  The chart in Table 2 shows possible 
projections based on the premise that an increased number of birthing mothers will 
choose SMH for maternity care. 
 

                                        
26 Market share projections in Table 1 and Table 2 are based on calculations applying a 5 year 
average (2001-2005) birth rate in each township to population projections for that township.  
Populations were projected for each township based on the projected population growth, per 
year, of the county where it is located.  Current populations for each township were sourced from 
Statistics Canada, 2006 community census data.  Population projections for the Counties were 
obtained from the Central LHIN and are based on data from the Provincial Health Planning 
Database, extracted on 12 April 2007. 
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Table 2:  Projected SMH Births with Increased Market Shares 

 
Aggressive efforts at increasing share of potential births, first by repatriating birthing 
families in the New Tecumseth communities, in the areas immediately adjacent, then in 
some of the other areas from which women come to give birth at SMH, has the potential 
to substantially increase the birth numbers – and substantially increases the probability 
that SMH can sustain maternity care services27.  This will also increase the attractiveness 
of the hospital to new recruits of both obstetrical physicians and nurses looking for rural 
positions.   
 
It is essential, given the current fee for service funding model, to ensure that 
obstetricians who come into the area will be able to build a practice sufficient to make a 
good income.  Further, a steadily increasing volume is essential for the recruitment of 
more than one obstetrician, which, in turn, is essential to a reasonable on-call schedule.  
A reasonable on-call schedule can have a positive influence on the retention of 
obstetricians (as well as family physicians) practicing obstetrics. 
 
 

                                        
27 As it is estimated that approximately 75-80% of births are low risk births, a hospital with level I 
maternity care would not expect to exceed an 80% share of the total potential births in any area. 
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Health Human Resources 
Another factor the panel reviewed was the number and makeup of maternity care 
practitioners at SMH and in the New Tecumseth area.   
 
Currently, there is one obstetrician at SMH, who is unable to do active practice.  There 
are 5 full time and 7 part time RNs on staff.  One nurse is a certified lactation 
consultant, and offers lactation assistance to new mothers. There are 3 anaesthetists on 
a 24/7 on-call roster, who also act as back-up for Emergency Room duty when they are 
on-call or onsite, or within 10-15 minutes’ drive of the hospital. 
 
There are 4 practicing midwives in Alliston, members of Caring Hands Midwives, who 
have active privileges at SMH, and courtesy privileges at Southlake Regional Health 
Centre.  Of the 25 family practice physicians in the area, 15 have privileges at SMH.  
None of the family practitioners currently perform deliveries and it appears that few of 
them refer birthing mothers to SMH.  Many of the family practitioners used to cover the 
newborns of the mothers in their practice, but few have attended newborns for the last 
two obstetricians.  A single paediatrician, near retirement, has practiced in the area for 
the past 35 years and has provided 24/7 on-call coverage for newborn care for most of 
that time.   
 
The current general surgeon on staff does not perform caesarian sections.  Operating 
room staff are available on 24/7 call for c-sections; in the past, these have been 
performed by the obstetricians and assisted by the patient’s family practitioner or the 
Emergency Room back-up physician on call.  Emergency Room physicians and 
anaesthetists also provide emergency newborn resuscitation, assisted by RNs and 
midwives. Availability of surgical assistants has been a difficulty at SMH.  
 
Midwives have a long standing presence at SMH; one practicing midwife in the area 
precedes regulation.  The nurses and midwives at SMH have a very cooperative and 
supportive relationship.  SMH nurses can attend midwife conducted births as the second 
attendant (obviating the need to call a second midwife) under the provisions of a formal 
agreement authorized by the College of Midwives.  This endeavor is to be commended 
and is an important contributor to increased inter-professional collaboration.  Continuing 
education activities have been readily shared by the two groups.  The midwives appear 
to have had good relationships with the previous obstetricians.  The midwifery clinic was 
located at the hospital which facilitated immediate consultation when needed.  Very 
recently, their clinic has moved offsite to another location in Alliston, with an unknown 
impact on future relationships.  The midwives’ scope of practice at SMH includes 
maintenance and monitoring of women with induced labour, and with epidurals, upon 
the written order of a physician following consultation.  The current midwife group is 
open to opportunities for expanded scope, such as operating room assists, if the 
regulations were to be changed.  The SMH maternity unit seems to be building the 
foundation of an inter-professional approach to birthing.  
 
Some of the current nursing staff will begin to retire shortly, and the ubiquitous 
challenges of recruiting experienced nurses will have an impact on the hospital’s ability 
to re-staff.  One of the maternity unit nurses has left SMH to find work in obstetric units 
at other hospitals since the closure in December 2006.  Others have enrolled in courses 
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to enhance operating room skills.  Due to declining maternity volume, the nurses care 
for predominantly medical-surgical patients.  It will be an ongoing challenge to recruit 
obstetric nurses if the service is not perceived to be sustainable and the majority of the 
patients are medical-surgical and rather than obstetric.  The unit currently has one 
manager who also has responsibilities in addition to the maternity unit, and one team 
leader shared with the perioperative unit. 
 
The interviewing process revealed that the hospital and the nurses strongly believe that 
the maternity service must have 2 obstetric nurses on the unit 24/7 to ensure quality of 
care.  The presence of two nurses allows support for review and interpretation of fetal 
monitor strips, discussion and planning of care, managing emergencies, and attending 
births (e.g.  one nurse works with the obstetrician or midwife to assist at the birth, while 
one cares for the baby). 
 
 
Physical Layout of the Birthing Unit at SMH 
The OBS unit at SMH has 4 LDRP rooms, 6 bassinets, 2 postpartum/gynaecological 
beds, and 4 medical/surgical beds.  The surgical and maternity units are co-located on 
an L-shaped corridor, separated by a nursing station.  The hallway in the obstetric unit 
is accessible to outside visitors, which is reported to be distracting for labouring women 
who want to walk the hallways with some privacy.  Although the unit is several decades 
old, the rooms are a reasonable size and have the necessary equipment and supplies.   
 
When the panel visited in early spring, it was reported that the birthing rooms are not 
air conditioned, and that the unit can become very hot during the summer.  Medical air 
is not piped into the unit; in order to meet the new neonatal resuscitation guidelines 
regarding use of room air, it would be necessary to bring in portable medical air. There 
may be other aspects of the space that need to be updated; however the panel was not 
mandated to do an exhaustive review. 
 
 
Family Health Teams in New Tecumseth 
Currently, there is one Family Health Team and one Family Group Practice in Alliston.   
 
 
Recruitment 
Recruitment has been a challenge for SMH, especially in attracting obstetricians.   
 
A community and hospital joint initiative Recruitment Committee provides guidance, 
leadership and support to the hospital’s part-time recruitment coordinator.  While the 
hospital has had success recruiting obstetricians over the last several years, issues 
pertaining to the right fit have affected retention.  The area is supported under the 
MOHLTC’s Underserviced Area Program (UAP), and is listed on the Rural Ontario Medical 
Program website.  The hospital has accessed physicians under the Ontario International 
Medical Graduate (IMG) Program.   
 
 



Regional Collaborative Maternity Care at Stevenson Memorial Hospital 

  Page 24 

24/7/365 On-Call Coverage 
One aspect of the recruitment and retention challenge is the on-call coverage roster.  
For several years, a single obstetrician provided maternity services at SMH.  When there 
were two additional recruits, on-call would have been less arduous, but a “1 in 3” roster 
is still difficult to maintain.  As staffing broke down, however, on-call coverage suffered.  
The hospital sourced itinerant physicians to cover weekends.  Unfortunately, this proved 
unreliable, and at times expensive.   Accountability issues resulted in insufficient 
planning for absences, and led to unpredictable closures, ad hoc arrangements and 
unnecessary risks in the provision of care.  SMH has resolved that the services must be 
available 24/7, 365 days of the year.   
 
 
Quality of Care  
SMH’s obstetrical unit was last accredited in 2003.  It was not included in the 2006 
accreditation.  The hospital does not participate in the Niday Perinatal Database.  Nurses 
and Midwives participate in the neonatal resuscitation program (NRP) and some nurses 
have completed the STABLE program.  To date, the hospital has not participated in 
other risk management programs such as Managing Obstetrical Risk Efficiently (MOREOB) 
or Acute Care of the At-Risk Newborn (ACoRN).   With a small unit, a small staff group, 
and no dedicated clinical educator or other resources, it is challenging to provide 
continuing professional development and maintain current policies and procedures.  It 
appears that the hospital has instituted some of these programs, but not all.  Quite 
appropriately, the panel did not have access to specific information regarding any 
adverse events, but there have been some concerns expressed about quality of care 
issues. 
 
 
Funding Mechanism 
As a result of the difficulties in recruiting obstetricians, the hospital has offered “top-up” 
fees, as income guarantees, to attract and retain physicians.  This is a practice which 
has been gradually eroding SMH’s operating budget.  The Ministry of Health and Long 
Term Care has a funding mechanism for hospital on-call coverage services (HOCC), and 
strongly discourages the use of other funding to pay for on-call.  The Ministry has made 
it clear in its expectation that birthing has been, in the past, provided within SMH’s 
balanced budget, and this should continue to be the case. The hospital is required to 
submit a Hospital Annual Planning Submission, which commits the hospital to a balanced 
budget, as well as a Hospital Accountability Agreement.  
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CONSIDERATIONS 
 
In the course of discussing all of the available information, the panel determined that 
there are several key success factors to a sustainable and viable maternity care unit at 
SMH.  The key elements include:  
 

 A healthy & collaborative relationship between the board, the staff and the 
community 

 Recruiting & retaining a strong obstetrician/gynaecologist 
 Growth in birthing volumes 
 Building a strong & stable clinical team 
 Maintaining standards & good clinical quality 
 A sustainable funding mechanism 

 
Further discussion about each of these key success factors follows.  That they are inter-
related and interdependent will be apparent; each must be considered as part of the 
totality when applied to the possible options. 
 
 
Volume of Births  
One of the critical success factors to any proposed maternity care unit at Stevenson 
Memorial Hospital is the active repatriation of birthing families.   
 
The support of the community, other physicians, nurses and midwives will be essential 
to building a higher volume of births.  Perceived advantages of giving birth in a low 
volume, level I hospital must be discussed and supported in the community.  A small 
local hospital maternity unit may lend itself to more personalized care, greater access 
and convenience for families and greater continuity of care throughout the prenatal, 
birth and postpartum period.  Lower volumes mean more personal care, and one-to-one 
support, for example.  Pregnant moms-to-be living closer to the larger centres might be 
attracted to a level I birthing experience.  While approximately 20-30% of births are 
high risk, and therefore require the higher level of maternity care available at a level II 
or III hospital, approximately 80% of birthing women are safely able to give birth at a 
level I maternity unit such as SMH.   
 
Approximately 130 of SMH’s maternity cases each year are women who are brought in 
and attended to by the midwives.  Our assumption is that this volume will continue at 
the same level at least in the short term.  An obstetrician can expect to be consulted for 
20-30% of the midwifery caseload, and to acquire further cases for his/her own 
practice.   
 
Based on recent numbers, this would amount to only 100 births; a low volume 
compared to the provincial norms for obstetrical caseloads and not a viable practice on 
an ongoing basis.  It is necessary, therefore, that referrals increase from women, family 
physicians and midwives in the New Tecumseth area to assist the  obstetrician in 
building the volumes necessary to sustain viability.  There is an opportunity to repatriate 
birthing mothers to SMH; however it will require a great deal of effort. 
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Recruitment & Retention  
The first obstetrician is the key to the success of this venture.  The personality and 
professional characteristics required of the first obstetrician include:  leadership; strong 
clinical experience; professionalism; and the ability to plan, build and organize both the 
hospital’s maternity care service as well as a strong office practice.  The obstetrician will 
also need to be enthusiastic about collaborating with an interdisciplinary team of 
professionals, fostering a collegial working environment, supporting strong clinical 
practices and have the maturity afforded by several years of experience.  Team building 
skills would be beneficial.  The panel recommends that the obstetrician/gynaecologists 
recruited be Royal College certified with an independent practice license with the CPSO; 
distance supervision has proven difficult to arrange and maintain.  This will facilitate 
stability as well as the respect of colleagues.  
 
Recruitment for the future requires the hospital to take a different approach than it has 
in the past.  Effective recruitment requires the assembly of a professional package 
outlining incentives, benefits, and the potential of the opportunity.  The recruitment 
package (and the consideration of incentives) needs to be created in part by the hospital 
and it also needs the active support of the community.  Professional assistance from a 
firm specializing in recruiting physicians may be beneficial.     
 
It is also important to consider the factors that facilitate retention.  A firm commitment, 
from the hospital and community, to recruiting a second obstetrician within a specific 
timeframe will reassure potential recruits that the initial challenges will be time limited.  
Assistance with the growing volumes of births, initially heavy on-call duties, the 
challenges of building a gynaecological clinic, and the reassurance of future professional 
support would be important.  Support for – and success in – creating a viable practice 
with sufficient volumes to earn a competitive income is important.  The ability to build 
collegial relationships with a nearby colleague and with colleagues in the region will 
assist with referrals, transfers of care and mutual respect.  Support for professional 
development also contributes to retention. 
 
One of the keys to the panel’s recommendations will be recruiting obstetricians who can 
rebuild a high quality service, to regain family practitioners’ confidence and referrals, 
and demonstrate to the women in the communities of Alliston and the surrounding 
townships that the service is reliable, predictable and safe.  
 
 
Building a Strong Clinical Team  
The panel believes it will be important to build the service quickly so that one, and then 
a second, obstetrician is recruited.  Two physicians will work and support each other in 
clinical, quality, and professional capacities. Given that the maternity service must also 
be viable for two providers, as well as the midwives, the service must be constructed to 
emphasize the partnerships necessary to build and deliver cohesive service to the 
women of the community.  Competition for the patient is not necessary or desirable. 
 
Building effective collaboration with each other, with the midwives, the nursing staff, 
and the family practitioners in the community will foster a better continuum of care for 
clients, and it will help prevent outflow to other hospitals.  
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Planned recruitment and retention of obstetrics nursing staff will be an important 
element to building a strong clinical team.  Replacements for retiring nurses need to be 
hired and trained well in advance of need to ensure stability. 
 
Anesthetists and family physicians need to be a part of the team and contribute to well-
planned systems of care for newborns. 
 
 
Standards & Clinical Quality  
High quality of care is expected.  To this end, several quality assurance efforts need to 
be in place. 
 
Regional groups such as PPPESO (Perinatal Partnership Program of Eastern and 
Southeastern Ontario, CHN-GTA (Child Health Network of the Greater Toronto Area), 
and national groups such as SOGC (Society of Obstetricians and Gynaecologists of 
Canada), provide up to date information to guide clinical practice.  Demonstrable 
dedication to continuous quality improvement builds confidence and credibility for the 
service.  This is important from a client perspective, but also for the community as a 
whole and the other professionals that refer to the hospital’s maternity service. 
 
High quality care requires that resources be dedicated to continuing education and the 
maintenance of skills for all care providers.  All maternity care staff should have access 
to ongoing continuing education programs (such as NRP, ALARM, MOREOB, ACoRN) in 
order to continually maintain/upgrade knowledge and skills.  Benchmarking, collection, 
and assessment of clinical outcomes against other Level I hospitals should be routine 
and include participation in the Niday Perinatal Database.  Periodic external reviews by 
expert peers, or working collaboratively with one or more other obstetrical programs in 
other centres, are other strategies to promote quality improvements. 
  
SMH Medical Advisory Committee and the Nursing Advisory Committees have passed 
resolutions insisting on 24/7 on-call coverage.  On-call coverage has been one of the 
hospital’s past challenges, resulting in unplanned closures, ad hoc arrangements, 
unnecessary stress for staff, and potential risks for patients.  Organized coverage for 24 
hour, 7 day per week, 365 days of the year is the expected standard, but this will not be 
immediately possible at SMH with one obstetrician on staff.  Building to this standard will 
require a systematically applied plan of coverage, which needs to be communicated to 
the hospital, colleagues, and patients.  Transfer of care should be arranged as much in 
advance as possible of the anticipated birth date.  Once two obstetricians are hired, the 
hospital will be closer to meeting its goal of 24/7/365 coverage. 
 
 
Healthy & Collaborative Partnership between Hospital and Community  
An essential element in the future success of a maternity care service is the degree to 
which the community and hospital board and administration can work together toward a 
common goal.  Where relationships are collegial and functional, they provide an inviting 
environment to new recruits, and for the building of a new maternity service.  
Practitioners will be attracted to the Alliston community, and want to bring their families 
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and establish a business.  On the other hand, where relationships are conflicted and 
tense, working environments become toxic and unstable – a significant barrier to 
recruiting an obstetrician with the sorts of characteristics necessary to the rebuilding of 
the team and the service.   The Board, administration and community need to find a 
way to support each other in order for a maternity service to build and thrive. 
 
 
Sustainable Funding Mechanism 
A funding model which works within the parameters of the current fee for service 
funding model is recommended.  The Ministry does provide HOCC payments for 
physicians that provide on-call services, and this can supplement the fee for service 
income.  As well, the hospital can provide a stipend for a Chief of Obstetrics.  Fee for 
service billings in the first three years may not be sufficient to cover all the costs faced 
by a new physician establishing a new practice in this community.  Typically, a large 
amount of a physician’s income in the first few years is dedicated to setting up the 
practice and covering overhead costs. 
 
Part of the approach to attracting a suitable recruit is to build an incentive package 
tailored to the characteristics of this situation and the personality of obstetrician being 
sought.  Presenting this as an opportunity to build a business from the ground up with 
the support of the community - with plenty of evidence to suggest the opportunities for 
future income, as well as the attractiveness of the surrounding areas – creates a 
package that will appeal to an entrepreneurial obstetrician looking for a leadership 
position in such a community. 
 
An incentive package assembled through a community/hospital partnership would assist 
a new obstetrician in establishing an office and clinic.  Creating an attractive clinic 
environment with room for a group practice is an attractive part of an incentive 
package.  As the first obstetrician establishes and builds clients and reputation, the 
opportunity to bring on a second physician will be a natural extension of the practice. 
 
When the time comes to recruit the second and future obstetrician(s), the up-front costs 
of setting up a practice will not be necessary, as clinic space and staff will ideally be 
shared by the physicians.  However, other recruitment incentives, such as interest-free 
loans for housing, will again be shared by the hospital and community. 
 
These are, for the most part, one-time costs.  No additional funding from the Ministry is 
required to cover physician costs. It allows the hospital to balance its budget which is 
also a requirement of the Ministry.  There are no unknown financial commitments which 
fluctuate from year to year.  This does, however, require finding the physician with the 
motivation to create his or her own business, work hard, build referral networks and 
create a viable service.  This is a key element in creating a viable and sustainable 
maternity service.   
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In Summary 
The panel believes that all these factors need to be present and working in a cohesive 
manner.  To reiterate, the factors which will determine the success of a new maternity 
care venture at Stevenson Memorial Hospital are:   
 

 A healthy & collaborative relationship between the board, the staff and the 
community 

 Recruiting & retaining an obstetrician/gynaecologist 
 Growth in birthing volumes  
 Building a strong & stable clinical team 
 High clinical quality & care standards 
 A sustainable funding mechanism 

 
As the situation is a complex interweaving of issues, so will be the solution.  In the 
panel’s opinion, however, the present situation presents the opportunity to create an 
innovative solution. 
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OPTIONS CONSIDERED 
Each of the models described below were examined in light of the key success factors 
identified during the investigation phase.   
 
Four options were considered: 

 Permanent closure of maternity care services at SMH 
 Prenatal and postpartum support, and gynaecological clinics at SMH, with 

intrapartum care at another hospital 
 A stand alone maternity unit at SMH 
 Recommended option:  A regional collaborative maternity care model at SMH 

 
The panel also reviewed the Integrated Maternity Care proposal presented by the 
community working group in May, and determined that there are too many systemic 
barriers to consider this as an option that could be implemented at this time.  Current 
limits to the scopes of practice, regulatory and funding mechanisms do not support the 
model.  In addition, specific details regarding practice volumes per practitioner, the 
funding required, etc. needed to be further developed.  
 
 
1. Permanent Closure of Maternity Care at SMH 
The New Tecumseth community and the Hospital have tried for 6 years, in very 
challenging conditions, to build a sustainable maternity unit.  The model has not been 
successful, and the entire process seems to have been exhausting for all involved.  Most 
of the women in New Tecumseth and the surrounding townships are choosing to give 
birth elsewhere.  Once closed, it is difficult to re-open a maternity unit.   
 
While the panel understands the reasons for the closure, it has, after careful 
deliberation, rejected this option.  There are many advantages to the community to 
maintaining a maternity service.  In addition, the nursing, midwifery and other staff are 
highly motivated to return care to SMH; the facility is in good condition and it provides 
an inviting place for women and their families.  A level I facility is an excellent venue for 
family centered birthing, and SMH has built a foundation for inter-disciplinary care.   
 
The panel believes it is possible to create a viable and sustainable level I service at SMH, 
if all of the key success factors are addressed. 
 
 
2. Prenatal and postpartum support, and gynaecological clinics at SMH; 
intrapartum care at another hospital 
In this model presented by the hospital in November of 2006, prenatal and postpartum 
services are provided by family physicians (some of whom are organized in Family 
Health Teams), midwives, public health nurses and other community based providers of 
care.  Fundamentally, this model is similar to the first in that intrapartum care is 
provided by other hospitals.  
 
The one advantage to this model is that it does increase the availability of 
gynaecological day surgery and clinics for women, which is a valuable addition to the 
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community’s services.  An organized pre and postnatal service could improve access, 
coordination and referrals for patients needing a family doctor. 
 
Although hospitals in small communities often provide primary care services or act as a 
catalyst for the development of these services and then spin them out to the 
community, such services (with the exception of day surgery) do not need to be 
administered or delivered at the hospital.   
 
The panel has rejected this option, as well.  This model depends upon externally located 
obstetrician/gynaecologists coming to Alliston for day clinics and surgeries, which may 
not be sustainable in the longer term.   
 
 
3. Stand Alone Maternity Care Service at SMH 
Sustainability is built on growth, predictability and the ongoing stability of the team.  
Strong and predictable protocols are necessary.  A stable team, with carefully thought 
out standards and protocols that will engender confidence and trust, is needed. 
 
Recent turnover in obstetricians, uneven service and the resulting need for provisional 
arrangements has eroded confidence at the community level, stretched the capacity of 
nursing staff, and worn network relationships with other hospitals and physicians.  
Unpredictability can foster inconsistent practices.  Obstetrician recruitment and retention 
has not been successful.  The volume of births is declining, and as such, not likely to 
support a large number of physicians.  Continued efforts along the lines of past efforts 
are unlikely to produce new results and sustainability will continue to be a major 
problem.   
 
The panel gave this option serious consideration.  It does not, however, meet the 
criteria of viability, sustainability, and clinical quality control.  This model has not been 
successful in the past several years. 
 
Repatriation of births depends on stability and a steady increase in confidence in the 
service.  Recruitment and retention is also served by attention to high clinical quality 
assurance and attention to the maintenance of standards.  There is a clear direction in 
current thinking toward integration and systems of care. In many parts of the province 
(for example, in the southwest and the eastern regions of Ontario), there are well 
developed regional perinatal education outreach programs which strengthen systems of 
care.  This has informed the development of the fourth and recommended option for 
maternity care at SMH.   
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RECOMMENDED OPTION 
Regional Collaborative Maternity Care Program 

 
The panel recommends a regional collaborative program for maternity care at Stevenson 
Memorial Hospital.  This option offers the community the most effective and exciting 
opportunity to reestablish a maternity care service.  We recommend that Southlake 
Regional Health Centre lead a program management model for the maternity care 
service with Stevenson Memorial Hospital. 
 
 
Rationale 
SMH participates in a number of regional programs with Southlake Regional Health 
Centre (SRHC) and some these have been in place for a number of years.  They include 
the cataract surgery program, cardiac rehab program, and diabetes education, as well 
as information management support.  Planning is currently underway for collaborative 
programming for cancer care services, mental health programs, and chronic disease 
management. 
 
SRHC’s leadership through the program management model will facilitate increased 
satisfaction and retention of staff, implementation of best practices, increased clinical 
accountability, and quality assurance, decreased fragmentation of care and sustainability 
of the obstetrical program for this community. 
 
A model of regional and small hospital program delivery has been demonstrated to have 
a positive impact on the quality and sustainability of services.  It is not a panacea but a 
very strong addition to the service system.  We believe this model should be utilized for 
obstetrical services as it could, if successful, not only create a high quality maternity 
care program for this area, it will also act as a model for other parts of the Province.  
 
 
Collaboration 
The model is collaborative on several levels:  it fosters inter-professional partnerships, 
leverages existing regional network collaboration, provides obstetrical administrative 
expertise, encourages professional partnership between the new obstetricians, and 
depends heavily upon a collaborative working relationship between the hospital and the 
community.   
 
As discussed above, a positive partnership between hospital and community is essential 
to the success of any new maternity service at SMH.  The New Tecumseth community 
shares joint responsibility, with SMH and SRHC for successful implementation of the 
recommended model.   
 
Initially, this will require the community’s financial and logistical assistance with the set-
up of the new obstetrics clinic and new recruitment incentive package.  Once the 
birthing unit has re-opened, all members of the community have a responsibility to 
support both the clinic and the unit with positive word-of-mouth marketing and referrals.  
The birthing unit at SMH will survive only to the extent that it is able to build sufficient 
volumes.  A new obstetrics clinic is viable only to the extent that the new specialists 
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recruited are able to make a good living, competitive with other professional 
opportunities. 
 
 
Administration 
Maternity care services will be operated via an integrated program management model.   
Common program leadership will be shared between a medical director (e.g. Chief of 
Obstetrics or delegate) and an administrative director (e.g. Director of Maternal and 
Newborn Care).  They will have joint accountability and responsibility for the maternal 
newborn program across both sites (SMH and SRHC).  
 
The SRHC Director of the Maternal Newborn Program will report to the Vice President, 
Chief of Nursing at SRHC and inform/consult with the Vice President, Chief of Nursing at 
SMH.  A team leader or unit manager at the SMH site will report to the Director at SRHC.  
SMH nursing staff will remain employees of SMH and continue to receive compensation 
and benefits from SMH.  Finances/budgets will remain separate for each site, but will be 
managed by the administrative and medical leads.  Reports will be received by both 
hospital Boards regarding quality and functioning of the maternity service.  Ultimately, 
governance responsibility for this service lies with the SMH Board of Directors.  
 
The Medical Director (Chief of Obstetrics) will report to the Chief of Staff at SRHC and 
inform/consult with the Chief of Staff at SMH as appropriate.  The obstetricians 
practicing at SMH will be recruited jointly by SMH and SRHC, and the unit will function 
as a satellite/subdivision of SRHC.  The SMH service will be led by an SMH Obstetrics 
Department/Division head.  The obstetricians at SMH will be members of the SRHC 
medical staff and will also be actively involved with the medical staff at SMH.  The 
Department Head has dual accountability to both the Chief of Staff at SMH and to the 
Chief of Obstetrics at SRHC.   
   
A similar model is recommended for Midwifery at SMH, with the Head Midwife at SMH 
reporting to the Head Midwife at SRHC.  
 
The program management model allows the hospitals to work closely together to 
enhance the delivery of patient care, ensure the best use of resources, and improve 
health human resource recruitment and retention.   This collaborative partnership will 
enable the sharing of clinical expertise and continuing professional development 
opportunities and the standardization of policies/processes and best practice.  Quality 
assurance, utilization and performance measures will also be enhanced.  All members of 
the team should have current NRP certification, and undertake ACoRN and MOREOB.     
 
 
The Maternity Care Service 
As in the past, women can choose a primary provider (obstetrician, midwife, family 
physician doing shared care with obstetrics), and benefit from the collaboration between 
all of the practitioners doing maternity care at the hospital.  Nurses, general practice 
anaesthetists at the hospital, as well as the surgical team, pediatrician and family 
practitioners offering newborn care are part of the inter-professional team providing 
services. All of these clinicians are essential to build a cooperative and carefully planned 
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maternity service.  Once the service is established, a maternity care committee should 
be established to include members of the team and a consumer representative to 
monitor the ongoing service and make suggestions for improvements. 
 
Midwives, obstetricians and family practitioners provide prenatal care and risk 
assessments.  In cases of high risk, women are referred to the level II unit, or to tertiary 
care if needed.  Low risk cases remain under the care of the obstetrician and or 
midwives in Alliston, and, if it continues to be appropriate, labour and deliver at SMH 
under the same care.  Higher risk maternity cases will deliver at the regional maternity 
centre.   At any point that labour or delivery becomes a higher risk, the case is 
transferred to the regional maternity centre.  With a consistent and constant approach 
to risk assessment, and discussion with women and their families, the need for 
emergency transfer to a larger centre may be minimized.  
 
The program management model and collaborative relationship between SMH and SRHC 
will lead to a more seamless continuum of care for patients in the region requiring level 
II care.  The hospitals currently share information technology systems and should work 
toward common electronic documentation so that in the event of a patient transfer 
records would be easily accessible at the regional centre.  Development of regional 
maternal-fetal and neonatal transfer policies and protocols and the use of CritiCall will 
enhance care of high-risk obstetrical and newborn patients. 
 
Care of the newborn is an important component of all maternity centres.  Given the 
limited number of general pediatricians locally and provincially, creative models are 
required to ensure adequate normal newborn and emergency care at SMH.  Clear 
accountability and responsibility for newborn care needs to be identified.     
 
Building to the 24/7/365 goal within SMH requires a systematic plan: the first 
obstetrician needs to be willing to be on call 2 out of 4 weekends, plan holidays well in 
advance, and put clear alternate arrangements into place with colleagues in the regional  
centre during times of absence.  This arrangement needs to be communicated to 
patients at the outset of care and all arrangements must be in place for transfer of 
records as needed.   
 
Until such time as 24/7 care is available 365 days of the year, closures should be 
planned well in advance of the event.  Women will know exactly when the SMH 
maternity centre is closed, and what alternative arrangements have been made for their 
labour and birth, as this will be an element of communication between the family and 
her doctor and/or midwife as the anticipated date of delivery nears.    The level II site 
covering SMH unit closures will have prior notice of expected or possible deliveries, as 
well as the full health record of any anticipated deliveries. 
 
We also recommend that the obstetricians operate a shared clinic near the hospital; 
ideally, this space is shared with the midwifery group also attending births at SMH. 
However, immediate co-location may not be practical, as Caring Hands has recently 
moved into new clinic space.   Patients referred to the clinic have an opportunity to 
meet with and be seen by any (or all) of the obstetricians at that clinic.  This serves two 
purposes: first, each patient meets all of the obstetricians who may attend her labour 
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and birth, and second, that no one of the obstetricians “owns” a client.  This allows the 
fee-for-service funding model to be fairly shared, and reduces the need for (and impact 
of) competition for births in a small centre.  In the long term, this recommendation will 
support a high degree of collegiality and interdependence between the obstetricians. If 
it is possible to co-locate with the midwifery group it will lead to even greater 
cooperation.  All births attended by obstetricians are performed at SMH.  In addition, 
each obstetrician is responsible for building his/her own gynecological practice, and 
receives the fee income as a result of office visits and in-office procedures.  SMH can 
also offer physicians and their patients enhanced access to gynaecological day surgery. 
 
 
Recruitment 
It is recommended that the recruitment of the lead obstetrician be one of the first 
priorities.  SRHC and SMH should jointly recruit the obstetricians at approximately 6 to12 
month intervals.   It is recommended that the Recruitment Committee seek the 
assistance of a professional headhunting firm.   
 
The incentives package should take a very practical form, supporting the concept that 
the new obstetrician will be expected to take on the challenge of building a practice in 
an area that has potential.  A professional package should be assembled, profiling the 
community and its advantages, the potential for building a solid practice around birthing 
volumes and gynaecological surgeries, and the proposed plan for building.  The package 
should contain a full description of the incentives the community and the hospital are 
offering. 
 
Incentives must be sourced from both the hospital as well as the community.  These 
should be tailored to the positioning of the offer and the physician.  It would be 
expected that the hospital would provide the stipend for acting as Obstetrics 
Department Head at SMH, a signing bonus, and a provision for moving expenses.  The 
hospital, in conjunction with the community, might also offer such incentives as 
assistance with clinic space, leasehold improvements on that space, and rent for 2 years 
(incl. taxes, maintenance & interest) and an interest free loan to establish a home.  A 
return of service agreement for 3-4 years should be tied to this package of incentives 
and formalized in a contractual agreement.  
 
The regional centre can provide assistance with the recruitment of nursing staff, as well 
as undertake recruitment for the administration leadership positions. 
  
 
Funding Required 
Additional funding required for this model includes the stipend for division head, a 
signing bonus, funding for approximately 1.5 dedicated leadership positions (shared 
between the sites), resources for continuing clinical education, costs of participating in 
telemedicine, travel for staff;  and one-time funding for incentives which the hospital has 
already identified.  The community can be expected to raise matching funds for the 
incentive package for the obstetrician.  A detailed costing will need to be done by SRHC 
and SMH.  However, it is clear that the most burdensome amount for physician top-ups 
and locums can be avoided.   
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CONCLUSION 

 
The panel has offered its best advice and respectfully submits this report for the Board’s 
deliberation and decision.  The hospital and the community must decide to move 
forward together.  The panel believes that this is an exciting opportunity to re-open 
maternity care in New Tecumseth.  The model has real potential to build a vibrant and 
innovative centre for low risk birthing moms, ideal for those in the surrounding 
communities who want access to a specific kind of birthing experience.  However, the 
venture only works as a joint partnership, and will not work without collaboration.   
 
The panel recommends that the board adopt the key success factors as indicators to 
monitor progress against the goal of creating a successful maternity care services at 
Stevenson Memorial Hospital.  The community may choose to adopt these indicators as 
well, in order that they may share in the responsibility for successful implementation and 
sustainability of the service in Alliston.   
 
Once the board has agreed to move forward, discussions can begin with the Ministry 
and the Central LHIN, so that support can be obtained from these sources.  Initial 
discussions with Southlake Regional Health Centre should establish the opportunities for 
pursuing an obstetrics partnership between the two hospitals. 
 
It is the panel’s recommendation that if the hospital and the community are not able to 
come to a joint agreement regarding this recommended approach, maternity services at 
SMH should remain closed. 
 
If all goes well, and the Boards, the hospital staff, and the community agree to move 
forward, the panel recommends the following implementation steps. 
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IMPLEMENTATION STEPS 
 
The panel recommends that SMH and the community jointly raise the funds for the 
elements of the first obstetrician’s incentive package.  Each should match the other’s 
contribution. 
 
The panel recommends that once the elements of the recruitment package are ready, a 
professional search firm be engaged to assemble a professional recruiting package and 
begin seeking out potential recruits for the new obstetrician position. 
 
The panel recommends that Stevenson Memorial Hospital and Southlake Regional 
Health Centre and the first obstetrician, agree upon key success factors and indicators 
for the purposes of monitoring progress. 
 
The panel recommends SRHC undertake a review of the maternal newborn unit, to 
identify what is working well and where there are gaps or opportunities for improvement 
(e.g. equipment, supplies, policies & procedures, emergency plans, continuing 
professional development).   
 
The panel recommends that the maternity team work with the College of Midwives to 
set the parameters of expanded scope of practice to include operating room assist (ie. 
for cesarean sections).  This should be a pilot project in year three or four and evaluated 
in cooperation with the College and liability carriers. 
 
The panel recommends that the hospital develop a joint communication plan for the 
local and regional community regarding this exciting new partnership. 
 
The panel recommends that SRHC and SMH develop a joint plan for quality assurance 
(morbidity & mortality review, review of adverse events and near misses, identification 
of quality clinical indicators etc). 
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RECOMENDATIONS 
 
The recommended model for obstetrical services at Stevenson Memorial Hospital is a 
Regional Collaborative Model for maternity care. This service would be managed through 
a Program Management Model led by a regional centre, such as Southlake Regional 
Health Centre, in collaboration with Stevenson Memorial Hospital. 
 
The panel recommends that this model be assessed after two years of operation to 
determine how successful it has been and determine whether stability and repatriation 
objectives are being met.  If they are not being achieved, the intrapartum service at 
SMH should be closed. 
 
The panel recommends that the success indicators for this initiative need to include birth 
volume targets of 300 for year 1, and 400 for year 2 and 3, and 500 for year 4 and 5. 
 
The panel recommends that Southlake and Stevenson recruit two obstetricians for this 
service, at approximately 6 to 12 month intervals.  The first obstetrician would establish 
the service and recruit the second obstetrician in collaboration with the Obstetrical 
Service Team, Stevenson Memorial Hospital, Southlake Regional Health Centre, and the 
community of Alliston.  If targets and repatriation are increasing sufficiently, a third 
obstetrician or family physician practicing obstetrics can be recruited. 
 
The panel recommends that the physicians be Royal College Certified, with an 
independent practice license with the College of Physicians and Surgeons of Ontario. 
 
The panel recommends that the hospital begin to participate immediately in the Niday 
Perinatal Database.  
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APPENDIX A:  Expert Panel Member Short Biographies 
 
 
The Expert Panel consisted of the following members: 
 

Convener: Jessica Hill, MSW, MEd 
Consultant:  Strategy, Policy and Stakeholder Relations 

 
Expert:  Dr. Karyn Kaufman, BSc, MSc, PHD 

Professor Emeritus, McMaster University 
 

Expert:  Dr. Jennifer Medves, RN, PhD 
  Associate Professor, School of Nursing,  

Queen’s University 
 
Expert:  Ann Mitchell, RN, BNSc, MEd 

Program Operational Director, Obstetrics/Gynecology & Pediatrics 
Program, Kingston General Hospital & Hotel Dieu Hospital 
Director, Maternal Child Program, Quinte Health Care 
 

Expert:   Dr. Glen Hunter, MD, FRCS(C) 
OB/GYN Practice, Halton Health Services 

 
Writer:  Joanne Cox, BA, BC, MBA 

Consultant, Dijon Group 
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Jessica Hill 
BA, MSW, MEd                               
Consultant:  Strategy, Facilitation and Stakeholder Relations 
Jessica Hill has held senior leadership positions in the Ontario and federal public service, 
in some of the most challenging positions for policy and administration.  Her most recent 
position, as Deputy Minister for the Ontario Ministry of Children and Youth Services, 
involved creating a new Ministry with a budget of over 3 billion dollars and thousands of 
employees.  
 
Jessica has extensive senior executive experience as an Assistant Deputy Minister in 
several ministries, including:  Training, Colleges and Universities; Community and Social 
Services; and the Ministry of Health, where she had primary responsibility for women’s 
health and mental health.  
 
Jessica also has senior level experience during her 10 years working for the federal 
government in Health Canada. 
 
She has been recognized as being a leader who encourages teams, fosters effective 
partnerships and collaborates with colleagues to find solutions. Her problem-solving and 
analytical skills allow her to pursue creative possibilities and delivers results. 
 
In her consulting work, her clients have included the Ontario Association of Community 
Care Access Centres, Grey Bruce Health Services, the Ontario Prevention Clearinghouse, 
the Women’s Health Council and the Ontario Perinatal Network. 
 
 
Dr. Karyn Kaufman 
BSc, MSc, DrPH 
Professor Emeritus, McMaster University 
Karen is a Professor Emeritus at McMaster University.  She received an undergraduate 
nursing degree from the University of Michigan, a Master’s degree in maternal and 
newborn care, including midwifery, from New York Medical College, a doctorate in 
maternal and child health from the University of North Carolina and an honorary Doctor 
of Laws from the University of British Columbia.  She was a faculty member at McMaster 
from 1974 until 2007.  From its inception in 1993, she was Assistant Dean in the Faculty 
of Health Sciences and Director of the Midwifery Education Program, a program formed 
as a consortium of Laurentian, McMaster and Ryerson Universities. She was a practicing 
midwife in the Hamilton community and a member of the staff of St Joseph’s Healthcare 
and Hamilton Health Sciences.  
 
Dr Kaufman was a member of the government appointed Ontario Task Force on the 
Implementation of Midwifery from 1986-1987 and was seconded to the Ministry of 
Health as the midwifery coordinator from 1988-1991 to implement those 
recommendations.  She served for several years on the Board of the Association of 
Ontario Midwives and continues to participate in the work of reporting the outcomes of 
midwifery services.  Her special interests include maternity care policies and evaluation 
of care.  
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Dr. Jennifer Medves 
RN, PhD 
Associate Professor, School of Nursing, Queen’s University 
Jennifer is an associate professor in the School of Nursing at Queen’s University. She is 
the Director of the Practice and Research in Nursing (PRN) group and an Ontario 
Ministry of Health and Long Term Care Career Scientist.  Dr Medves is a member of 
local, provincial and federal committees whose mandate is to examine maternity practice 
and sustain health care for women at a time when there are looming health human 
resource shortages.   

Her research program, entitled Sustaining Rural Maternity Practice, examines the 
context of maternity nursing practice, collaborative practice between physicians, nurses 
and midwives, outcomes of rural births compared to urban births, and community 
practice to support sustaining rural health care.  Her teaching areas are maternal child 
health, philosophy of nursing science, and research methods. Recent publications 
include collaboration in teams to reduce the effects of pandemic influenza, evidence for 
practice in maternity care, and rural collaborative practice to sustain maternity practice.   

Dr Medves is one of three PI’s who were recently funded for an inter-professional 
collaborative education initiative to align teaching in the pre-licensure, post licensure 
and continuing education with a view to promoting collaborative practice that will 
enhance patient care. The Queen's University Inter-Professional Patient-Centred 
Education Direction (QUIPPED) project seeks to create an inter-professional educational 
environment, through various initiatives, including the development of innovative clinical 
opportunities for students where collaborative practice is modeled as well as educational 
sessions for faculty to enhance teaching of inter-professional collaborative practice. 

 
 
Ann Mitchell 
RN, BNSc, MEd 
Program Operational Director, Obstetrics/Gynecology & Pediatrics 
Program, Kinston General Hospital & Hotel Dieu Hospital 
Director, Maternal Child Program, Quinte Health Care  
Adjunct Assistant Professor, Queen’s University 
Ann completed her Baccalaureate in Nursing and Master of Education at Queen's 
University in Kingston Ontario.  Her clinical expertise is neonatal intensive care.  For 14 
years, she was a Coordinator with the Perinatal Partnership Program of Eastern and 
Southeastern Ontario (PPPESO).  During that time, she was actively involved in the 
introduction of the AHA/AAP Neonatal Resuscitation Program in Ontario, editor of the 
PPPESO clinical guidelines, and co-developer of the Niday Perinatal Database.   

Ann’s research and authorship have focused on aspects of neonatal care; including co-
author of the ACoRN - Acute Care of the At-Risk Newborn - textbook and education 
program.  Most recently, she collaborated on funded research inquiring into the factors 
influencing women’s choices in giving birth in rural Ontario and Alberta.   
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Currently, Ann is the Program Operational Director of the Obstetrics/Gynaecology and 
Pediatric Programs at Kingston General Hospital and Hotel Dieu Hospital, and the 
Director of the Maternal Child Program at Quinte Health Care. 

 

Dr. Glen Hunter 
MD, FRCS(C) 
Milton Centre for Women’s Health 
Glen Hunter practices Obstetrics and Gynecology, full time, at Halton Health Services in 
Milton Ontario.  He is Co-Chief of Obstetrics and Gynaecology at both the Milton and 
Georgetown campuses of Halton Health Services, and owns and operates the Milton 
Centre for Women’s Health Clinic.  As a member of the Medical Advisory Committee 
Halton Health Services team, he also serves as Vice President of Medical Staff at Halton 
Health Services, and is a voting member of the Halton Health Services Board of 
Directors. 
 
Glen graduated with a medical degree from the University of Western Ontario in 1989, 
performed his residency at the McMaster University Obstetrics and Gynaecology 
Residency program from 1998 to 2002, and is a member of the Ontario Medical 
Association.  He is a Licensed Member of College of Physicians of Ontario and a Fellow 
of Royal College of Physicians and Surgeons. 
 
As a General Family Practitioner (1990-1998), Dr Hunter practiced G.P. obstetrics at a 
Level I centre in Milton, Ontario, gaining first hand experience with the challenges facing 
the general practitioner in a small town with limited obstetrical back–up.  In 2002, he re-
opened Milton District Hospital Obstetrics, which had been previously closed due to loss 
of sole obstetrician.  Since that time, he has expanded that level I obstetrics unit from 
300 deliveries per year with 1 OB/GYN, to approximately 1000 births per year with 5 
OB/GYN specialists on-site. 
 
In other capacities, he is a member of the Hospital Board, a member of the Medical 
Advisory Committee, Vice President of medical staff, and has served on numerous other 
hospital committees.  Dr Hunter has also sat as the Halton Health Services IRC-3 Child 
Health Network Representative. 
 
 
Joanne Cox  
B.A., B.C., MBA 
Senior Associate, Dijon Group 

Over the last twenty years, Joanne has involved herself in management and consulting 
positions, building operational, tactical, and strategic perspectives, as well as the ability 
to envision how each part contributes to the whole.  Strong interpersonal, facilitation, 
analysis and writing skills support her lead and team roles in a wide variety of change, 
strategy, and communications projects.  She holds graduate and undergraduate degrees 
in business, with a focus in finance and marketing. 

Joanne’s diverse background includes both for-profit and not-for-profit sectors in a 
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range of corporate and organizational settings.  She has extensive experience with social 
service organizations - including community health care, shelter, youth, drop-in and 
women’s services agencies - as well as in business, educational and association 
environments.   

Joanne holds a Bachelor of Arts in English Literature from the University of British 
Columbia.  Her subsequent degrees, Bachelor of Commerce (Honours) and Master of 
Business Administration, focused on marketing and finance.  Joanne is currently a senior 
associate with the Dijon Group, a boutique consultancy focusing on healthcare, social 
services and technology. 
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