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LAY ABSTRACT

Quality abortion care improves the lives, health, and wellness of reproductive-aged
people. Abortion is time-sensitive and people face barriers to this care. Reproductive-aged people
benefit from healthcare systems that make abortion simple, safe, and effective. Internationally,
midwives play a significant role in abortion care by delivering comprehensive services within
sexual and reproductive healthcare. In Canada, however, the potential of midwifery in providing
abortion care has not been fully realized. As an exception, Ontario’s Expanded Midwifery Care
Models (EMCMs) - innovative sexual and reproductive healthcare delivery programs - have
made it possible for midwives to provide abortion services. Midwifery-led abortion care in
EMCMs includes providing early abortion care in ways that make it easier for people who find it
difficult to access care. This research explores and compares the personal and professional

experiences of medication abortion care delivered by midwives across three regions in Ontario.
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ABSTRACT

The World Health Organization, the International Confederation of Midwives, and the
Canadian Association of Midwives advocate for the inclusion of comprehensive abortion care
within midwifery practice. International evidence shows positive outcomes in terms of efficacy,
safety, acceptability, and post-abortion contraception uptake when midwives provide abortion
services. In Canada, midwifery services are available across various populations, including
urban, rural, remote, and Northern areas, suggesting a potential to enhance access and quality of
abortion care, particularly for underserved people. Expanding the role of Canadian midwives to
include comprehensive abortion care could improve accessibility, address gaps in service
provision, support community needs, ensure professional sustainability, foster interprofessional
collaboration, and offer continuity of care. Since 2017, the Ontario Ministry of Health has funded
Expanded Midwifery Care Models to support midwifery integration, interprofessional
collaboration, and delivery of midwifery-led sexual and reproductive care that is not funded
under the current payment model. This research explores the individual and shared experiences
of midwifery-led medication abortion delivered through Expanded Midwifery Care Models
across three distinct regions in Ontario. The study employs interpretive description methodology
to understand how midwifery influences the experiences of medication abortion for midwives,
collaborating healthcare professionals, and clients. The methodology focuses on exploring how
integrating a midwifery model of abortion care supports medication abortion services and
promotes Reproductive Justice within primary care settings. By gathering insights from multiple
perspectives, the findings hope to inform clinical practice, interest policymakers, and identify
outcomes valued by midwives, clients, and healthcare professionals for future research on

midwifery-led abortion care.
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Chapter 1: Introduction and background

Access to safe abortion is essential to health. Quality abortion care improves the lives,
health, and wellness of reproductive-aged people. Even though accessing abortion services is
time-sensitive, people who need abortions face barriers to care. Reproductive-aged people
benefit from healthcare systems that make abortion simple, safe, and effective. However, many
people living in Canada who need an abortion continue to face intersectional discrimination and
barriers to care. Internationally, midwives are contributing to safe abortion by providing
comprehensive abortion care as professionals in sexual and reproductive healthcare delivery. In
Canada, the potential of midwives to provide comprehensive abortion care has not yet been fully
realized. Ontario’s Expanded Midwifery Care Models - innovative sexual and reproductive
healthcare delivery programs - are broadening midwifery services to include abortion care. This
consists of the development and delivery of services to reach populations with barriers to
accessing quality sexual and reproductive healthcare. This research explores and compares the
personal and professional experiences of medication abortion care delivered by midwives across
three regions in Ontario while seeking to understand what makes midwifery-led abortion care

valuable.

Historical overview of medication abortion in Canada

Canada is one of the few countries where abortion is considered essential and treated as a
regular part of reproductive health. In 1998, abortion was decriminalized in Canada and struck
from the criminal code as unconstitutional. (1-3) The Canada Health Act indirectly protects
abortion rights by mandating funding and accessibility for all essential healthcare “without
financial or other barriers.” (2-8) Under the International Covenant on Economic, Social, and

Cultural Rights, which Canada is a signatory, reproductive people are entitled to accessible

1
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abortion care as a fundamental element for fulfilling the human right to health and well-being.
(3,5,6) Canadian law has policies enacted to protect abortion, such as considering clinic abortion
services as medically necessary, thereby recognizing abortion as vital to reproductive health and
requiring provinces and territories ensure abortion care for residents. (8) Provinces and
territories individually govern how abortion care is delivered; all have deemed abortion
medically necessary and use a combination of federal and provincial funds to cover the costs of
abortion services for residents. (3,9,10) The only law currently in violation of the Canada Health
Act restricting abortion access occurs in New Brunswick: despite having only three hospitals that
provide procedural abortion care, Regulation 84-20 in the Medical Services Payment Act limits
funded procedural abortions to hospitals, thus preventing independent clinics from providing

provincially-funded procedural abortions. (11)

Equitable access to abortion is crucial for improving the social, economic, and overall
health and well-being of reproductive-aged people. (12-16) The World Health Organization’s
Abortion Care Guideline asserts that abortion must be timely, affordable, geographically
reachable, person-centred and of equal quality despite social and economic determinants of
health. (17) Access to abortion depends on the availability of enough trained healthcare
professionals willing and able to offer the care. (12,18) Barriers to receiving quality abortion care
include legal restrictions, lack of social support, delays in seeking care, negative attitudes from
healthcare workers, discrimination within healthcare systems, low socio-economic status, and
poor quality of services, impacting abortion access, experiences, and outcomes. (13) Disparities
in abortion access are intensified by intersecting factors such as stigma, discrimination, racism,
ability, gender identity, sexual orientation, and geography. (14,15,19-22) Furthermore, the

political and cultural stigma surrounding abortion and a lack of trust in the healthcare system are
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significant barriers for underserved populations in many places. (2,12,23-27) To improve
equitable access to abortion, healthcare needs to address impeding social-ecological factors, for
example, providing transportation and childcare to make attending appointments easier,
facilitating interpretive services, extending clinic hours, locating services closer to where people
live and work, ensuring a welcoming and culturally safe practice environment, offering care

through outreach services, and partnering with community groups and organizations. (25,28)

Access to abortion remains a human rights issue across Canada. (2,14) Geographical
location is the most common barrier to accessing an abortion, and increasing the availability and
accessibility of abortion services can expand access for all people regardless of where they live.
(2,4,29,30) Before the approval of mifepristone and misoprostol for medication abortions in
2015, most abortions across Canada were performed procedurally and only by medical doctors at
fewer than 100 facilities primarily located in larger urban centres. (29-31) As of 2012, there
were fewer than 300 physicians offering abortion services in Canada. (30) For procedural
abortions, many Canadian hospitals have a 12-week gestational duration limit based on the
availability of clinicians with the skills required and the availability to manage the potential for
complications that may arise with abortions at more advanced gestational durations. (2) Concern
for the inadequate and inequitable access to abortion in Canada is expressed in the literature,
such as the 2016 report from the Committee on Elimination of Discrimination Against Women,
the United Nations Human Rights Commissioner calling the government of Canada to improve
abortion access and the 2023 submission by Action Canada for Sexual Health & Rights in
partnership with stakeholders across Canada to submit recommendations to the Universal
Periodic Review at the United Nations Human Rights Council outlining how Canada is failing to

provide equal access to abortion. (14,16,32-35)
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In July 2015, Health Canada approved the combined prescription of mifepristone and
misoprostol for use in medication abortion, with a proven history of success, safety, and
satisfaction globally. (17,29,36) Although the prescription for mifepristone and misoprostol
became publicly available in Canada in January 2017, initially, there were mandated limitations
such as physician-only prescribing and dispensing, registration with the manufacturer,
compulsory online training, and requiring obstetric ultrasound to rule out ectopic pregnancy or
pregnancy of unknown location. (17,22,29,37-39) These regulations were considered
unconstitutional by the physicians required to follow them, the company approved to import and
distribute the drug, and allied healthcare workers, activists, and advocates who supported
Reproductive Justice and human rights. (3,31,40-43) As such, the manufacturer and distributor
of the medication abortion prescription, Celopharma Inc., applied to Health Canada to change the
distribution and administration of the medications. By November 2017, the restrictions were
removed (44), resulting in a globally unique practice of allowing non-physician medical
professionals such as nurse practitioners to prescribe, any pharmacist to dispense, and abortion-
seeking people to take the medication abortion prescription autonomously. (4,31,34,45-48)
Canada’s regulatory approach facilitates self-managed medication abortions with the support of
healthcare, where people manage some or all of the following components of care: self-
assessment of eligibility, self-administration of the medications, choosing where and when to
have the abortion outside of a healthcare centre, and self-assessment of completion. (31,49-51)
Access to safe, timely, affordable, and personalized medication abortion is supported by enabling

people to organize part of their care. (49,50)

By early 2019, medication abortion prescriptions were funded in every province and

territory across Canada, protecting abortion rights for residents and guaranteeing interprovincial
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coverage for residents travelling, working, or studying out of their home province but within
Canada. (31,52) However, the prescription is not funded for uninsured Canadians and people

without valid provincial or territorial health insurance. (14,53)

As the prescription for medication abortion was not widely funded until 2019 and few
healthcare professionals were able to provide medication abortion services, most abortions in
Canada have been procedurally performed. (4,4,16,34,54,55) People living in urban centres have
better access to abortion, in part because of the availability of more primary healthcare
professionals offering care, freestanding sexual and reproductive health clinics, and more
hospitals providing abortion services, compared to those from northern, rural and remote
communities. (29,55-59) Many Canadians needing an abortion have incurred and continue to
face substantial financial costs, limiting time delays, and significant social burdens. With the
unrestricted approval of mifepristone and misoprostol for medication abortion, access to timely
abortion appears to have improved, human rights seem better respected, and experiences of
pregnancy termination can be viewed as more person-centred. (3,4,22,60) A study linking
population-based administrative health data to create a cohort of reproductive-aged female
residents in Ontario who had abortions from January 2012 to March 2020 compared trends in
incidence before and after the medication abortion prescription’s approval and funding. The
research found that the overall abortion rate remained stable despite a rapid rise in the number of
medication abortions (from 2.2% to 31.4%), with no increase in complications or adverse

outcomes. (4,31)

Medication abortion is chosen by people who want to avoid surgery, who consider the
method more natural and private, and for those without reasonable access to procedural abortion

services. (61-65) Thus, many first-trimester abortions in Canada are now medical and self-
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managed within supportive healthcare systems. (22,30,54,66,67) The call for ‘no-touch’ or ‘low-
touch’ abortions has increased because of the COVID-19 pandemic, and international
professional associations have published guidelines for medication abortion care delivery by
telemedicine. (13,68-72) In Canada, the Society of Obstetricians and Gynecologists of Canada
released guidelines that waived the need for ultrasound dating and other in-person tests,
supported by studies showing telemedicine abortion care is safe, effective, and highly acceptable.
(73-77) Primary healthcare professionals across Canada now commonly deliver medication
abortion services through a combination of in-person and virtual visits to support taking
mifepristone and misoprostol for medication abortion where and when someone chooses, with
access to healthcare as wanted or needed. (31,49,63,78) This model of providing self-managed
medication abortion has the potential to address inequities in access by expanding the number
and location of abortion providers, making the process more convenient, private, and person-

centred, and respecting human reproductive rights. (13,31,71,74,75,78)

Despite the established benefits, the general lack of restrictions, and the increase in
telemedicine services, equitable access to medication abortion in Canada remains complex.
(22,37,79,80) Canadians face obstacles such as varying provincial regulations, healthcare
professionals refusal or reluctance, poor availability of services, travel from remote and rural
locations, over-medicalization of procedures, and access disparities from intersecting factors
such as language, knowledge, race, gender, insurance status, and socioeconomic issues that limit
or prevent timely care. (14,16,18,28,29,55,55,81-83) Improving the accessibility and
acceptability of abortion needs to include routinely training healthcare professionals and allied
healthcare workers in medication abortion, regulating the quality and provision of

comprehensive abortion care, improving post-abortion follow-up, and expanding the type of
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professionals providing abortion care, e.g., including midwives. (79,84-88) Comprehensive
abortion care is an essential health service, and removing barriers protects the lives, health, and
human rights of those needing an abortion (17,84,89,90). Having well-trained and willing
healthcare professionals and allied healthcare workers within supportive systems that embrace
building collaborative healthcare teams, networks, and cultures of safe care can support better

abortion experiences, improve outcomes, and protect sexual and reproductive health. (17,86,91)

Glossary of terms and concepts

My thesis uses inclusive language, unless referencing a direct quote, to acknowledge all
people, including those who identify as gender nonbinary and transgender, who have abortions.
In addition, healthcare professionals use the terms patient and client to describe the person
accessing healthcare, depending on the context in which care is delivered (e.g.,
hospital/community). As per the midwifery model of care, and for this thesis, | use the term

client to describe the person receiving healthcare.

Clinician

The term clinician refers to a healthcare professional who practices clinically through a
recognized scientific knowledge base by working directly with clients to deliver personal health
services. (92) Medical doctors, nurse practitioners, registered nurses, registered midwives,

counsellors, and other allied health professionals are considered clinicians in healthcare.

Community Health Centres

Community Health Centres (CHCs) are non-profit organizations that provide primary

healthcare and health promotion programs for individuals, families, and communities. They are
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established and governed by a community-elected board of directors. CHCs work with
individuals, families, and communities to strengthen their capacity and promote individual and
community responsibility for health and well-being through education and access to resources
from other community agencies, schools, housing developments, and workplaces. In addition,
CHC:s link healthcare consumers with support and self-help groups, offer peer education and
coping support, and work to address conditions that affect health. (93) Two of this study's three

expanded midwifery programs are within community health centres. (94,95)

Comprehensive abortion care

Comprehensive abortion care is affordable abortion services integrated within health
systems to equitably meet the needs of people seeking an abortion without discrimination, where
healthcare professionals offer up-to-date information, medical support, medication management,
post-abortion follow-up, treatment of complications, and contraceptive counselling and services
within centralized and enabling environments. (17,96) Abortion care is within the midwifery
scope of practice, and internationally, midwives are involved in comprehensive abortion care
provision to varying degrees. (84,85,97,98) To address the global morbidity associated with
barriers to safe abortion, World Health Organization agencies partnered to develop a publicly
available database describing laws, policies, health standards, and guidelines for comprehensive
abortion care. (17) The objective of the abortion care database is to make information and global
comparisons transparent for use by any country considering its positions on abortion-related

care. (99)
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Expanded Midwifery Care Models

Expanded Midwifery Care Models (EMCMs) refer to a funding mechanism developed by
the Association of Ontario Midwives and the Ministry of Health to support midwives working in
practice arrangements that the traditional midwifery ‘course of care’ model does not fund. These
arrangements may involve midwives working in expanded roles and providing episodic care.

(100,101) All three midwifery practices in this study are funded as EMCMs. (100)

Family Health Teams

Family Health Teams (FHTSs) are community-centred primary care organizations that
include teams of interprofessional healthcare professionals. Led by a family physician or nurse
practitioner, the teams commonly include registered nurses, social workers, dietitians, and other
health professionals working together to provide healthcare, programs, and services geared to the
population groups they serve. FHTSs are set up across Ontario based on local health and
community needs, serving rural and northern communities and unique populations of clients and
clients with specialized health needs. (102) One of this study's three expanded midwifery

programs is within a family health team. (103)

Integrated healthcare

Integrated healthcare refers to a process or strategy aimed at better coordinating health
services to meet the needs of clients and healthcare professionals. Integration can mean different
things in different contexts and takes many forms. Integrated healthcare is designed to be person-
centred, collaborative, and continuous, where healthcare team members understand their roles
and the roles of other team members. The goal of integrated healthcare includes continuously

caring for clients' complex needs by creating partnerships to improve their health, outcomes, and
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experiences. (104—106) Expanded Midwifery Care Models within primary healthcare

organizations and hospitals are considered integrated healthcare. (100,101)

Interprofessional collaboration

Interprofessional collaboration occurs when healthcare professionals collaborate with
clients, families, carers, and communities to deliver high-quality care. (107) Midwives across
Ontario collaborate with other healthcare professionals through consultations and transfers of
care to provide comprehensive sexual and reproductive healthcare as needs outside their scope of

practice or authority arise. (108—110)

Medication abortion

The use of pharmacological agents to terminate a pregnancy is termed a medication
abortion. (17) Mifepristone and misoprostol are on the World Health Organization’s list of core
medicines for primary healthcare, a category of the most productive, safe, and cost-effective
medication that should always be available in healthcare systems. (111) Mifepristone is included
in the essential medication lists of at least 16 countries. (45,111-113) Midwives in Canada do
not yet have the authority in most jurisdictions to prescribe medications for abortions in Canada.
(108,114) However, with recently approved changes to the regulations in Quebec, midwives in
that province will soon be able to prescribe mifepristone and misoprostol for medication

abortion. (115)

Mifegymiso

The combination of mifepristone and misoprostol (one mifepristone 200 mg tablet and
four misoprostol 200 pg) commonly used for first-trimester termination of pregnancy is

marketed in Canada under the trade name Mifegymiso for the indication of early medication
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abortion. (29,116) Mifepristone, one of the World Health Organization’s list of essential
medicines, is considered exceptionally safe, effective, and highly acceptable, as proven by the
administration of this medication to millions of people needing an early abortion.

(4,17,37,79,117)

Medical directive

Medical directives are written orders by primary health clinicians to be implemented by
other healthcare professionals, and they specify which clients and what delegated acts are
included. Medical directives provide the authority to carry out the treatments, procedures, or
other interventions specified in the directive under certain conditions and circumstances. Primary
healthcare professionals can delegate controlled acts only when having a medical directive is in
the client's best interest. Only acts that can be performed safely, effectively, and ethically may be
delegated. Delegation promotes safety, facilitates access to care where needed, promotes timely
or efficient healthcare delivery, and contributes to the optimal use of resources. (118) As the
combined prescription of mifepristone and misoprostol for medication abortion is not currently
included in the list of designated drugs midwives can prescribe, midwives providing
comprehensive medication abortion care must work under a medical directive signed by a
healthcare clinician like a medical doctor or a nurse practitioner for prescription support.

(100,114,119)

Midwifery model of care

The midwifery model of care promotes reproductive health, wellness, and rights by
supporting and protecting pregnancy, birth, and postpartum experiences and well-baby health

through person-centredness, continuity of care, and informed choice. (120,121) The midwives
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involved in this study are applying the midwifery model of care to comprehensive abortion

services within their expanded care practices. (94,95,103)

Midwifery course of care

In Ontario, the traditional midwifery course of care funding model through the Ministry
of Health’s Midwifery Program entails bundles payment for a midwifery client’s ‘course’ of
perinatal and newborn services encompassing pregnancy, birth, and up to six weeks postpartum.
(122) In contrast, midwives working in salaried models as employees funded by the Ministry of
Health Midwifery Program are paid as employees or independent contractors by the healthcare

organizations where they work. (100,101)

Post-abortion care

Post-abortion care includes the provision of services after an abortion, such as the
management of complications, reproductive health planning, contraceptive care, and counselling.

(17) Midwifery-led abortion care includes comprehensive post-abortion follow-up. (120)

Primary healthcare

Primary healthcare is the first point of contact between a client and the healthcare system
and includes illness prevention, health promotion, diagnosis, treatment, rehabilitation and
counselling. Primary healthcare aims to consider the equitable distribution, coordination, and
best possible location of resources in the healthcare system that contribute to the determinants,
treatment, and promotion of individual and community health and wellness. In addition, primary
healthcare responds to community needs through the provision and coordination of first-contact
services and by ensuring continuity and ease of movement across the system. (123,124)

Midwives across Canada are considered primary healthcare professionals, practicing

12
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autonomously to provide sexual and reproductive healthcare within their scope of practice and
authority to pregnant and postpartum people. (125,126) A pregnant person can self-refer for
midwifery care and is not required to see another healthcare professional during their midwifery
care. (127) Midwifery clients and their newborns see their midwives for pregnancy, labour, birth,
and up to 6 weeks postpartum. (108,121,126) Midwives can consult directly with other primary

healthcare professionals when needs extend beyond the midwifery scope of practice. (125,126)

Primary healthcare in Ontario has evolved from a primarily fee-for-service system of
individual physicians providing care to include other payment models and integrated team-based
care with various interprofessional healthcare professionals working in group-based practices.
(128) Different governance and funding models exist as the range and organization of primary
healthcare services vary between communities. Community health centres are examples of
integrated primary healthcare teams where professionals are salaried employees working in
collaboration with other employee professionals to deliver connected care for individuals and
communities. (93) Community-sponsored Family Health Teams are a blended salary model
where the majority of income for healthcare professionals comes from being salaried employees

of the Family Health Team. (129)

Ontario midwifery practice groups, Indigenous midwifery practices, and expanded
midwifery care models are all examples of how midwives work as primary healthcare
professionals. Midwives working in these models may be based in independent midwifery

clinics, hospitals, community health centres, or family health teams. (100,119,121,130,131)

13



Masters Thesis — R. Hautala; McMaster University — Midwifery

Quality healthcare

The World Health Organization identifies six areas that are required for quality
healthcare: effectiveness is evidence-based care that results in improved health outcomes for
individuals and communities based on need; efficiency is care that optimizes resource use and
avoids waste; accessibility, care that is timely, geographically appropriate, and provided in
settings where skills and resources are relevant to need; acceptability/person-centredness, care
that considers the preferences and goals of consumers and the cultures of their communities;
equitability, care that does not vary in quality because of individual characteristics such as
gender, race, ethnicity, geographical location or socioeconomic status; and, safety, care that
minimizes risks and harm to service users (132,133) The midwifery philosophy is centred around

high-quality, person-centred healthcare. (120)

Reproductive Justice

Reproductive Justice is a term coined in 1994 by Women of African Descent for
Reproductive Justice, now SisterSong, that describes a movement founded through the advocacy
of people of colour by grassroots health organizations in the United States to illustrate links
between human rights, sexual and reproductive healthcare, and social justice. Reproductive
Justice in healthcare includes recognizing and addressing the intersecting, collective, and often
insurmountable political, social, and ecological barriers that equity-deserving people face to
realizing their freedom and human right to have a child, not to have a child, live in a safe and
supportive environment, and to enjoy sexual and reproductive health and care that is free from
discrimination and stigma. (19,134,135) See Chapter 3, Theoretical scaffolding, for a more
detailed explanation of how midwifery and Reproductive Justice overlap as part of my

theoretical scaffolding of midwifery-led abortion care.
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Scope of practice

Individual healthcare professionals' activities, including controlled acts, that they have the
authority to perform within their profession are regulated and standardized according to their
scope of practice and determined by education and law. The context within which a healthcare
professional practices, including the community's needs and the health service's policy
requirements, influences individual professionals’ scope, confidence, and practice competence.
(96) The midwifery scope of practice in Ontario is defined and regulated by the Midwifery Act

and the College of Midwives of Ontario. (108,136)

Self-managed abortion

In this study, self-managed abortion refers to the promotion of person-centred
management of some or the entire process of medication abortion, including self-assessment of
eligibility, administration of medicines, and assessment of completed abortion. (38,116) The
midwifery practices featured in this research provide both virtual and in-person medication
abortion care tailored to client needs for those that are appropriate for self-managed medication

abortion. (50,137)

Task-shifting

Task-shifting is the redistribution of appropriate tasks from one health professional to
another health professional to increase productivity within healthcare systems. (86,91,138)
Midwives providing comprehensive abortion services within primary care settings under medical

directives is an example of task-shifting within primary healthcare. (86)
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Study aim

The World Health Organization states that abortion is an essential healthcare service. (13)
Canadian experts, including the Canadian Association of Midwives and the Society of
Obstetricians and Gynecologists of Canada, support increasing midwifery care to include a
broader range of sexual and reproductive health services. (84-86,89) In Ontario, where this study
is situated, midwifery stakeholders such as the Canadian Association of Midwives, the
Association of Ontario Midwives, and the Midwifery Education Program support an expansion
of midwifery roles to include comprehensive abortion care. (84,98,139,140) In 2017, the Ontario
Ministry of Health announced funding for expanded midwifery care models through the Ontario
Midwifery Program, allowing midwives to offer broader sexual and reproductive health services
in primary care settings. (101,122) Three expanded midwifery programs in different areas of
Ontario provide medication abortion services. (94,95,103) This study will explore midwives,
clients, and other healthcare professionals’ experiences of midwifery-led medication abortion
care within these three programs. My research asked midwives, clients, and other healthcare
clinicians to share their experiences and opinions of midwifery-led medication abortion care. The
findings describe the participants' experiences in their own words and create an understanding of
how midwifery-led care is provided and how midwives are supporting access to quality, safe,

and personalized medication abortion care.

Research question

What are the individual and shared experiences of midwives, collaborating healthcare
professionals, and clients of medication abortion when provided through Ontario’s Expanded

Midwifery Care Models?
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Research context

The data collection for my thesis was embedded within a larger multiple-case study
exploring how Ontario’s expanded midwifery care models impact midwifery integration into
primary care settings. The larger multiple-case study involved participant interviews, focus
groups, and relevant document analysis. For my thesis, interview questions specific to
midwifery-led medication abortion services were created, and data were collected, coded, and
analyzed separately within the context of my thesis research. Details about the study’s methods

are provided in Chapter 3.
Research settings

Integrated healthcare teams such as community health centres and family health teams
promote interprofessional collaboration and continuity of care, working to improve the quality,
accessibility, and promotion of health-related services and community-based wellness programs.
(141) This study focuses on two expanded midwifery care models embedded in community
health centres (Northern and Southern Ontario) and one expanded midwifery care model
working collaboratively with a family health team (Southern Ontario) to provide medication
abortion services to Northern, rural, remote, urban, and underserviced people across Ontario.
(94,95,103) These expanded midwifery practices consist of small groups of midwives
collaborating with other healthcare professionals, including medical doctors and nurse
practitioners, to offer low-barrier abortion care. This report does not include location-specific
information to protect and respect the organizations’ and study participants' privacy. All
location-specific information below has been researched, but references will not include

identifiable sources.
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The Northern community

The Northern location is the healthcare hub for surrounding rural and remote
communities. The estimated population of this district is approximately 150,000, according to
the 2021 census (142). Primary healthcare is not available to all residents of this area due to a
shortage of clinicians like a nurse practitioner or medical doctors, creating significant gaps in
essential healthcare such as sexual and reproductive planning, contraceptive care, and abortion.

(57,143,144)

In Northern Ontario, abortion services, including procedural termination of pregnancy,
can be accessed up to 14 weeks gestation. People needing an abortion after 14 weeks gestation
duration must travel to a larger centre, most commonly Toronto, Ontario or Winnipeg, Manitoba.
Although the Northern Travel Grant reimburses the costs of receiving healthcare services
unavailable in the region, the up-front cost and time involved in travelling to urban centers are
significant, and many people cannot afford the cost, time, childcare, travel, or accommodation to
go. (29,56,59,59,145,146) Research shows that increasing medication abortion services can
improve access to abortion in rural and remote areas. (16,50,55,56,147,148) Publicly available
medication abortion has been provided in the Northern location through the community health
centre featured in this study in three regional locations and via the hospital’s termination of

pregnancy referral pathway.

The Northern expanded midwifery care program

The Northern expanded midwifery care model is embedded within a large community

health centre with sites situated across Northern Ontario. The Northern location offers primary
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healthcare and health promotion programs in the city and surrounding communities, focusing on

supporting people who experience barriers to healthcare and wellness.

The Northern location’s expanded midwifery care practice was funded in 2018 and began
seeing pregnant clients immediately. The organization where the midwifery practice is situated
employs three registered midwives who are trained in expanded midwifery services such as
extended well-baby care, comprehensive abortion care including medication abortion, long-
acting reversible contraception counselling, insertions, and removals, and sexual and
reproductive healthcare like screening and treatment for sexually transmitted infections, cervical
screening (PAPSs), and family planning. The midwives provide integrated care through internal
and external consultation and referrals with nurse practitioners, medical doctors, obstetricians
and gynecologists, social workers, Indigenous health workers, mental health workers,
community health workers, dietitians, harm reduction workers, Fetal Alcohol Syndrome
Disorder Program, outreach workers, ultrasound facilities, staff at the main clinic and satellite
clinics in surrounding rural communities, and through outreach. The midwifery practice also
collaborates with two local midwifery practice groups and an Indigenous midwifery practice.

(131)

The Southern 1 community

The Southern 1 community is situated in a large urban region with an estimated
population greater than 500,000, according to the 2021 census profile. Primary healthcare is
available through most organizations. The main hospital has a termination of pregnancy program
that provides procedural abortion up to 16 weeks and six days gestation without the need for
referral. Medication abortion services are publicly available at the Southern 1 location’s family

health centre and two free-standing sexual health clinics.
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The Southern 1 expanded midwifery care program

The Southern 1 location’s expanded midwifery model is within an interprofessional
family health team that works to build a healthier community for people living nearby with
barriers to healthcare access. Four midwives from a local midwifery practice group collaborate
with the Southern 1 location to offer expanded midwifery services to the surrounding
community. As part of a large Family Health Team, the expanded midwifery program aims to

provide low-barrier access to sexual and reproductive healthcare.

As one of the first expanded midwifery care models funded in 2018, midwifery services
include prenatal and postpartum midwifery care, comprehensive abortion care including
medication abortion, long-acting reversible contraception services, sexually transmitted infection
screening and treatment, PAPs, and reproductive health counselling. The goal of the Southern 1
location is to improve access to midwifery care for people with low socioeconomic status within
high-priority communities and vulnerable populations in the family health centre’s
neighbourhood. The expanded midwifery care model works collaboratively with on-site medical
doctors, dietitians, registered nurses, pharmacists, mental health counsellors, administrative staff,
and other local midwifery practice group midwives, obstetricians, and gynecologists at several

public healthcare centres.

The Southern 2 community

The Southern 2 community is located in a major city region with an estimated population
of more than 2,000,000. Primary healthcare services are located in many areas of the city. Within
this large region, several hospitals and healthcare organizations offer medication and procedural

abortion services up to 24 weeks gestation.
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The Southern 2 expanded midwifery care program

The Southern 2’s expanded midwifery model works within a multi-service community
health centre with social and community outreach services and an emphasis on health promotion
and disease prevention to improve access to healthcare for people who face barriers to physical,
mental, spiritual, and social well-being. As a leader in health equity and social justice, the
Southern 2 location offers primary healthcare, health promotion, harm reduction, environmental
health, community food centres, and population-based community programs for marginalized

peoples.

The Southern 2 location’s midwifery model was funded in 2018 and offers well-
gynecological and pregnancy care services. The midwifery team includes six full-time
Registered Midwives and one social worker. The program provides comprehensive abortion
care, including medication abortion services, abortion navigation at any gestational duration, and
social services support for case management, housing needs, crisis intervention, one-on-one
counselling, resource navigation, and assistance acquiring necessary supplies related to
pregnancy for all people living in the area. The Southern 2 location’s midwives collaborate with
in-house healthcare professionals such as physicians, nurse practitioners, social workers,
community midwifery practice groups, obstetricians and gynecologists, and community and

hospital-based sexual healthcare programs.

Summary

My research question seeks to generate co-constructed and meaningful knowledge from
experiences, opinions, and beliefs about midwives providing comprehensive abortion care. As a

skilled midwife practicing in an expanded midwifery care model that offers abortion services, |
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have a uniquely informed perspective on midwives leading abortion care. | have experienced
how the midwifery philosophy and model promote the quality of abortion care advocated for by
the World Health Organization. (17,84) | recognize the professional limitations imposed by
outdated legislation related to my scope of practice as a registered midwife in Ontario and
understand how these limitations impact interprofessional relationships and, ultimately, the

access and experiences of medication abortion care for clients.

In Chapter 2, | review what is known in the literature about midwives as abortion
providers, internationally and within Canada. Chapter 3 provides an overview of my study’s
methodology and methods, including a summary of the conceptual framework | have developed
from my exploration, values, and understanding of midwives as abortion providers and how
these aspects of my personal and professional knowledge apply to Reproductive Justice and
translate into providing comprehensive abortion care. In Chapter 4, | summarize and present
findings from the interview data I have collected, analyzed, and synthesized, including the
themes that emerged from exploring the participant experiences of midwifery-led medication
abortion care. Chapter 5 discusses my findings within broader categories, including gaps,
strengths, barriers, and enablers of midwifery-led medication abortion in Ontario and Canada.
This chapter concludes by examining what is missing from my data, its implications for
midwifery practice, and future research needs. Finally, chapter 6 summarizes my thesis and

highlights the essential aspects of the newly constructed knowledge.
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Chapter 2: Review of relevant literature

To situate my study within what is known and discover what is missing, | conducted an
in-depth review of the literature relating to the role of midwives in abortion, focusing on
midwifery-led medication abortion. Finally, | searched for literature from Canada related to
midwives’ role in abortion and peoples’ experiences of medication abortion in general, as there
is no research related to midwifery-led medication abortion in Canada. Searches in McMaster
University Health Sciences databases, CINAHL, PubMed and OVID, as well as Google Scholar,
used the following keywords:

midwife, midwifery model of care, midwifery-led abortion, medical abortion, medication

abortion, therapeutic abortion, experiences, reproductive justice, expanded midwifery
care, scope of practice, abortion, Canada, Ontario midwifery, human rights, access

| reviewed titles and abstracts and selected relevant studies and information. | scanned reference
lists of articles for additional research to inform my understanding of midwives in medication
abortion care. Grey literature, websites, media and news articles were explored through internet
searches, attended conferences, and networking within the Ontario midwifery community.
Relevant resources that informed my understanding of midwifery-led medication abortion in
Canada were included. I continued to review the literature during my design, data analysis, and

description and interpretation of this study’s findings.

This chapter begins with the international role midwives play in abortion and what is
known globally about the experiences of midwifery-led medication abortion. As there is little
known about the role of Canadian midwives in abortion, | provide an overview of the literature
about medication abortion in Canada that may be relevant to midwifery, including what is

appropriate and transferable to understanding the experiences of midwifery-led abortion in
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Ontario. Finally, I review the literature about experiences of medication abortion in Canada and

end the chapter by describing my study’s significance.

The international role of midwives in abortion care

The World Health Organization encourages midwives to provide abortion services to
increase access to care. (17,89) The skills needed for first-trimester medication abortion
provision fall entirely within the scope of practice of midwives as reproductive healthcare
professionals. (147) Midwives are highly skilled in sexual and reproductive services, including
the full spectrum of abortion care such as pregnancy confirmation and gestational dating,
evidence-based informed choice discussions, reproductive life counselling, pregnancy
prevention, contraceptive counselling, interprofessional referrals, administration of medications,
management of complications and obstetric emergencies, and post-pregnancy care and support.

(66,96,147,149)

In addition to providing routine perinatal care, midwives commonly manage perinatal
care, births, and obstetric complications with the ability to diagnose and address complex,
critical, emergent conditions such as ectopic pregnancy, bleeding and hemorrhage, pain
management, and infection. (66,90,149) In many settings, it is within the midwifery scope of
practice to insert and remove intrauterine devices and contraceptive implants. (150-153)
Compared to providing low and moderate-risk perinatal care, the provision of comprehensive
medication abortion care requires similar knowledge, skills, and judgment. (96,147) As such, the
role of midwives in abortion care is growing to address the global demand for health human

resources and reduce the costs of healthcare delivery. (66,96,137,154—157)
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In 2008, the International Confederation of Midwives (ICM), representing midwifery
associations in 113 countries, released a position statement, Midwives’ Provision of Abortion-
Related Services, to address the rising mortality rates due to unsafe abortion. (85) In 2011, the
ICM updated their Essential Competencies for Basic Midwifery Practice to include abortion care
services. (66,85,99,120) The ICM encourages midwives to acquire the knowledge and skills to
deliver additional procedures across the reproductive healthcare continuum to meet the needs of
the communities in which they practice. (99) Berer’s 2009 comparative study of non-physician
mid-level abortion providers, including midwives managing medication or procedural abortion
care, demonstrated the benefits of non-physician abortion provider policies. (99,147,154) The
way abortion is provided internationally has broadened from physician-dominated services to
being led by midwives and other non-physician providers. In countries such as Great Britain,
France, Denmark, and the United States of America (USA), midwives commonly deliver
comprehensive abortion care. (66,99,147,154) In Vietnam, midwives manage medication
abortion under physician supervision, and South Africa permits trained midwives to provide all
aspects of medication abortion care. In Tunisia, most medication abortion procedures are carried
out by midwives independently (147). In Cambodia, abortion law protects the right to first-
trimester abortion on any grounds and permits qualified midwives to perform abortion
procedures at public or private health facilities. (154) In Kenya, nurse-midwives carry out post-
abortion care for complications of incomplete abortion using manual vacuum aspiration. (154) In
Myanmar, midwives are involved in abortion care and link contraceptive care with post-abortion
follow-up, including home visits for post-abortion complications and the provision of

contraception. (4)
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In 2018, Fullerton et al. published a literature review about the appropriateness of
midwives providing three essential abortion services: referral for abortion and provision of post-
abortion care, medication abortion, and vacuum aspiration abortion. (99) In terms of safety and
quality of care, the research found high agreement that abortion should be an essential midwifery
knowledge and skill, supporting midwives who choose to provide abortion services. (99) In
many countries, midwives are providing abortion services safely and effectively, although
specific practices vary. (99,154) Most midwifery-led abortion care involves early abortion with
medication. (96,99,154,156) In some settings, physicians supervise midwives, while in others,
midwives provide abortion services autonomously with access to physician involvement when
needed. (82,96,99,147,154,158) Midwives face obstacles in delivering safe care when
restrictions on their training and authorization to perform abortions exist and when the provision

of abortion is limited. (99,154,155)

A series of studies conducted in Nepal from 2011 through 2018 demonstrated the safety
and efficacy of medication abortion led by trained nurse-midwives in under-resourced areas.
(159,160) In addition, a 2011 randomized equivalence trial from Sweden, a country where
midwives routinely deliver contraception, family planning, abortion and sexual and reproductive
health education services, compared midwifery-led and physician-led medication abortion with
midwives trained to provide medication abortions using ultrasound for low-risk abortions at less
than 63 days gestation. The findings demonstrated that midwifery-led medication abortions were
more cost-saving, equally effective, and highly acceptable compared to the medication abortions
provided by physicians. (61,80) Participants in the midwife-led medication abortion group also
had a much higher uptake of contraceptives post-abortion. (61,80) In 2016, the Ipas Impact

Network, a global nonprofit organization working with governments across five continents to
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train healthcare professionals in abortion care, reported results from abortion provision by
midlevel healthcare professionals, including midwives, across Asia, Africa, Ethiopia, and
Bangladesh. (161) The Ipas evaluation found that the midwives offered high-quality, safe
abortion and follow-up care, increased sustainable coverage in healthcare facilities, expanded
access to safe abortion and postabortion care for underserved people, improved services for
people in remote and rural areas, and brought accessible reproductive healthcare to at-risk

populations. (161)

Alonso’s 2020 article, Integrating the midwifery model of care into abortion services,
described how some midwives in Mexico integrate the midwifery model of care into abortion
services in a location where protocols and regulations do not include midwives as abortion
providers. (162) Within the midwifery model of care, a group of midwives working in Mexico
City autonomously provide comprehensive abortion services, including counselling, medication
and procedural abortion, and contraception outside of the public system without regulation by
their profession. The midwives described optimizing choice by offering all methods of early
termination and ensuring the method used “best matches the pregnant person’s lifestyle and
choices and [optimizes] their capacity to care.” (162). The article described continuity of care,
especially for clients who have had previous pregnancy experiences with the same midwives, for
new clients who are referred by family and friends familiar with the midwives, and by the same
midwives offering comprehensive abortion services, including testing, counselling, procedures,
referrals to specialists, and post-abortion care and contraception. The midwives supported
culturally sensitive care by engaging in ceremonies to honour abortion through person-centred
cultural and spiritual values and wishes. The midwives have developed relationships with other

specialists to order additional services such as testing, ultrasounds, antibiotics, and medications
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that support the midwives in providing abortion services more autonomously. Other healthcare
professionals are reported to refer clients to midwives for abortion care. Midwives are not
overseen by physicians but instead rely on support from national and regional networks such as
Ipas, an international, non-governmental abortion advocacy organization, for abortion-related
training, supplies, and education and have adopted protocols according to international
guidelines for abortion care. (161) Notably, midwives continued to deliver early abortion
services during the COVID-19 pandemic, including medication and procedural options, with a
dramatic increase in the number of midwifery-led abortions performed from 2019 to 2020, to fill
the significant gap in public services created by complexities and restrictions in delivering

hospital-based abortion services created by COVID-19 pandemic. (162)

A 2020 scoping review of the role of nurses and midwives as abortion providers
demonstrated that midwifery-led services are essential to abortion provision in many countries.
(96) This review concluded that midwives working in abortion care have been over-regulated
and that the risk profile of abortion is lower than that of advanced-practice midwifery, including
intrapartum care. The authors found that expanding midwives' scope of practice encouraged
high-quality abortion care away from the hospital. (96) Client-managed medication abortions
were shown to be acceptable, and the findings suggest that the risk profile of abortion medication
in many countries needs review to make it more available in the midwifery scope of practice.
(17,96) The barriers to midwifery-led models of abortion included lack of training, varying
support from general practitioners and other stakeholders such as local health professionals,
restrictive funding models, persistent abortion stigma, and uneven distribution of work between
physicians and other healthcare professionals. (96) This review highlighted that little is known

about the education and training midwives receive before providing abortion services, and what
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is taught in midwifery curricula needs reviewing. (96) This scoping review called for more
research to inform the scope of midwives in abortion care frameworks and to increase the

availability, accessibility, and affordability of midwifery-led abortion. (96)

In the United States, abortion has been part of the midwifery scope of practice since
1979. (163) In 2017, the US Food and Drug Administration changed the regulations, changing
who can prescribe mifepristone from physician to healthcare provider, permitting midwives,
advanced practice nurses, and physician assistants to prescribe and manage medication abortion.
(164) In addition, the gestational duration for medication abortion was expanded to 70 days,
decreasing the number and location of visits, reducing the dosage of mifepristone and, thus, the
overall cost, and updating the timing, dose, and route of administration for the second drug,
misoprostol, to reflect research evidence. (164,165) These changes aligned with the increasing
role of midwives as autonomous providers in medication abortion care, making midwifery-led
medication abortion more accessible. (97,164—166) In 2020, the American College of Nurse-
Midwives recognized medication abortion as a core competency of midwifery practice and an
advanced practice midwifery skill by state scopes of practice and licensing statutes. (97,155,165)
To meet core competencies in abortion care, midwifery education programs across the United

States are updating curricula to include abortion management. (155)

On June 24, 2022, the Dobbs v. Jackson Women's Health Organization decision by the
US Supreme Court removed federal abortion protection, resulting in new state laws. (26,27,167)
In states where laws banned or restricted abortion access, midwives faced additional challenges
to supporting reproductive rights. They were forced to manage more complex abortions,
especially for people who historically experienced disproportionate disparities in accessing

sexual and reproductive healthcare. (137,155) Midwives working near states with restrictions
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experienced an influx of people seeking abortion and have needed to alter their practice to ensure
access. (155) For example, midwives in Springfield, Massachusetts, started offering medication
abortion services for people seeking care from out of the state in addition to those connected with
their facility, providing continuity for established midwifery clients, improving access for urban
and rural patients, and increasing regional capacity for people travelling from out of state seeking
abortion services. (156) US midwives are seeing an increase in self-managed abortions outside of
clinical settings: they are working to provide supportive care, counsel people on what to expect,
and increase access to accurate, non-judgemental information to promote harm reduction and

protect reproductive rights for those facing legal restrictions to abortion. (137)

My review of the role midwives play globally in abortion care revealed how and why
midwives are essential in many countries as providers of medication abortion. However, the way
midwifery policy and practices are situated poses challenges to decentralizing abortion services
and incorporating high-quality, comprehensive medication abortion care into midwifery practice.
Further research is required to support and expand the role of midwives in abortion globally.

(96,161)
Global experiences of midwifery-led abortion care

There is little research exploring the experiences of midwives who provide
comprehensive medication abortion care. It has been established that integrating the midwifery
model and philosophy of care increases the quality of abortion services through person-
centredness, relationship-building, informed choice, and continuity of care.
(18,84,85,90,97,99,137,155,156,162,168) As autonomous primary healthcare professionals,
midwives will have different personal and professional opinions and values about participating in

abortion care, which can create challenges in separating the global call for midwives to offer
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abortion services from personal views, contexts, values, and beliefs. Some countries such as
Iceland, Finland, and Sweden disallow conscientious objection to abortion provision in practice
if it is within the healthcare professional's professional duties. Some research supports that
disallowing healthcare professionals to object is associated with improved access, reduced
barriers and delays to care, and has no negative impacts on healthcare professionals who choose
to find work in another branch of medicine. (169,170) Clarifying the values, attitudes, and duties
of the midwifery profession while exploring midwives' wishes and responsibilities is
fundamental to the expansion of midwifery-led abortion care. (62,99,162) Conflicts between
professional expectations, human rights, and conscientious objectification have been examined,
and research shows this tension can prevent or hinder midwives from expanding into
comprehensive abortion care, potentially affecting the health and rights of the pregnant people

they serve. (171)

Abortion is highly stigmatized and arouses religious, moral, ethical, sociocultural, and
medical fears when considering the provision of abortion services. (62,172) A systematic review
published in 2018 explored the reasons midwives object to providing abortion care and found no
evidence supporting or contradicting conscientious objection, in part because little was written
on the subject at the time and midwives were not “visible” in the debate. (173) The authors
called for more theoretical and practical research exploring changing abortion practices and how

they affect the roles and responsibilities of midwives. (173)

A more recent study from the United Kingdom in 2022 found that some midwives
objected to providing abortion services. (174) Although most participants believed that pregnant
people have the right to have an abortion, some struggled to find a balance that allowed them to

opt out of providing abortion care while maintaining their clients’ reproductive rights. This
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hierarchy of rights was argued from both the client's and the midwife's perspectives, where
participants expressed difficulties in determining what constitutes providing abortion care.
Overall, the right to object was seen as complex, particularly with the growing role in the United
Kingdom of midwives in abortion, along with an overall sense that the profession considers the
care of the client as the priority and an obligation, which seemed in direct competition with the
midwife’s rights. The authors recommended further research to explore how midwives who

object find balance in abortion care. (174)

In Canada and the US, professional associations have strongly advocated for midwives to
improve access to comprehensive sexual and reproductive healthcare and deliver abortion
services, as evident in the American College of Nurse-Midwives (ACNM) and the Canadian
Association of Midwives (CAM) position statements. (84,97) The ACNM recognizes the
potential for moral distress for some midwives and states, “[midwives] who exercise
conscientious objection must consider the added cost and risk of delaying care, which are
unintended consequences that the individual seeking care must shoulder” and ultimately
negatively impact the human right to timely abortion. (175) The CAM’s position statement
makes no mention of midwives who may object to abortion care but rather “calls on midwives
and all reproductive healthcare professionals to work to ensure access to abortion care in

Canada.” (84)

Despite the debate over conscientious objection, studies that have explored midwives'
opinions and experiences as implementers and service providers of medication abortion show
support for expanding the role of midwives to include abortion care. (18,18,90,90,176) In
Sweden, where abortion for any reason is legal up to 18 weeks gestation, the provision of

abortion is commonly practiced by midwives in primary care, educational institutions, youth
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centres, and specialist gynecology settings. (169,177-180) Lindstrom et al.’s study from 2007
explored the clinical and emotional experiences of Swedish midwives working in abortion and
found the majority felt abortion should be part of their midwifery work and agreed with the shift
from procedural to medication abortions managed within primary healthcare. Even though
Swedish law allows healthcare professionals to object to providing abortion care, more than 50%
of participants in this study expressed a belief that healthcare professionals who can provide
abortion services should not have the ability to opt-out. (177) Among the midwives in the
survey who offer abortion care, two-thirds expressed positive experiences with their work. (177)
Four years later, some of the same researchers conducted focus groups with gynecologists,
midwives, and nurses involved in abortion care from three different cities in Sweden. (180)
When asked about medication and home abortions, gynecologists said most of the care was
delivered by midwives and nurses and expressed some concerns about losing their abortion-
related skills. (180) Midwives in the study described working from a client-centred approach
and thought abortion care was more ideal when they knew the person. No healthcare
professionals expressed hesitation in working to support people through abortions, and the

participants wished for ongoing guidance and professional development in abortion care. (180)

A 2017 qualitative study surveyed the experiences of Italian nurses and midwives
involved in the termination of pregnancy, including medication abortion care. (181) Italy is a
country where, although voluntary abortion is legal until 90 days of gestation, early abortions are
reported as rare. (181) Of note, in this study, medication abortions were only conducted in health
centres. The midwife participants linked the number of years of working in abortion care to their

growing skills, acceptance of the process, and increased non-discrimination. Participants valued
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their multidisciplinary team setting and called for more continuous training to improve the

quality of care. (181)

A 2018 qualitative descriptive study conducted in New England, USA, explored the
experiences of nurse practitioners and certified nurse-midwives providing community-based
early abortion care, where the midwife and nurse practitioner participants had the legal and
regulatory authority to prescribe and manage medication abortions and attitudes and laws around
abortion were more favourable. (182) The primary investigator was a nurse practitioner with 25
years of clinical experience in sexual and reproductive health and abortion. The study found that
providing comprehensive early medication abortion care in a primary healthcare setting was seen
as an overwhelmingly positive experience for the nurse-midwife participants. (182) The
midwives and nurse practitioners delivering abortion care expressed satisfaction with their work,
appreciation for a person-centred approach, strong support for their role as abortion providers
within their personal and professional lives, and minimal to no concerns about their safety. (182)
In contrast to other studies that have focused on the potential moral distress (62,177,183),
participants in these supportive settings expressed feeling energized from abortion work and a
robust moral conviction in alignment with their professional and personal beliefs. (182) The
midwives and nurses reported conscientiously choosing to offer dignified and safe abortion care
and expressed that the provision of abortion can be a deliberate choice for healthcare workers.
(182) The reasons given for providing abortions were reported as exposure to social movements,
family values and beliefs, mentors and role models, introduction to abortion during their
education, and prior personal or professional abortion experiences, like helping others or having
an abortion themselves. (182) Professional enablers involved supportive laws, regulations, and

relationships that sustained participants’ subjective and practical experiences of providing
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abortions, including backing from colleagues, friends, and family and the organizations where
they practiced. (182) Finally, participants identified a need for more professional support for
midwives providing abortion services, especially when working with communities that have

increased demands for services and complex social needs. (182)

A 2022 systematic Integrative review explored thirty-one studies published between 2000
and 2020 from five continents on the experiences of midwives and nurses implementing abortion
policies. (62) Most countries where the research was conducted were classified as upper-middle
or high-income, and not all countries allowed early abortion upon request. In terms of delivering
client-managed first-trimester medication abortions, studies with midwives and nurses providing
the care from Sweden, Canada, South Africa, Uganda, and the USA found the providers were
overall satisfied with abortion work and expressed feeling positive, satisfaction, pride, and
reward when describing how they provided care that meets the person’s needs. (62,169) Some of
the studies reported participants’ feelings negatively towards repeat abortions and teens not using
contraception, with the perception that some were using abortion as a convenient option as
opposed to a human right. (62) In many studies, midwives and nurses identified the importance
of non-coercive counselling and decision-making in abortion care. They expressed concern that
non-midwife providers may not take the necessary time to explain and support the abortion
process. (182) There were a few studies where midwives admitted to not wanting to offer choice,
referring to another professional, judging people seeking abortions and expressing efforts to
conceal their emotions in response to their professional responsibility and human rights. The
studies that found conflicting feelings from midwives and nurses about providing abortion care
also reported more significant degrees of work stress and dissatisfaction. (62) Finally, many

studies found that supportive relationships with colleagues related to midwives providing
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abortion improved participants' knowledge and feelings of belonging. However, midwives and
nurse participants in some settings reported being cautious about telling people outside of their
professional circle about offering abortion care due to stigma. Other factors that negatively
impact midwives’ experiences of abortion care include insufficient funding and resources, lack
of support from healthcare systems, and discrimination. (62) Finally, this systematic review
identified significant gaps in midwifery training and education regarding ethical decision-making
in abortion care and suggested improvements to the practical and ethical competencies required

for midwives to provide high-quality abortion care. (62)

A study from 2024 investigated Chilean midwives’ experiences of abortion care, where
abortion remains strictly regulated, with high levels of conscientious objection among healthcare
professionals. (183) Midwives in Chile provide only hospital-based abortion care for three
specific legal reasons where abortion is allowed (pregnancy threatening a person’s life, fetal
anomalies incompatible with extrauterine life, and pregnancy resulting from rape up to 12 weeks
for people aged 14 or older or until 14 weeks for people aged 13 and under). (183) The findings
suggested midwives involved in restricted hospital-based abortion found their work
professionally, ethically, and emotionally challenging. Participants described the concept of
traditional midwifery as accompanying people in their sexual and reproductive lives through
childbearing and expressed a high value in treating life with respect. For these midwives, the
idea of working with “expected and scheduled death” in this highly regulated way was very
emotionally challenging. (183) Participants had conflicting thoughts about being required to
provide abortions under these circumstances, where some saw abortion as a human right
supporting free choice, and others felt abortion was their professional obligation only under

lawful circumstances. Despite the different opinions, the midwives unanimously agreed that
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abortion was within the midwifery scope of practice. (183) Some expressed their views on
abortion had changed as they became more comfortable and accepting due to their increased
training and day-to-day experiences, which shifted personal beliefs towards abortion being part
of everyday life and acceptable midwifery practice. (183) Although the participants identified
conscientious objection as being the most significant barrier to quality abortion services in their
healthcare system, many believed that requiring a healthcare professional to deliver abortion
against their beliefs was detrimental to the objector and would ultimately affect the quality of
care. (183) This study concluded that midwives providing abortion care in Chile would benefit
from increased support and training to promote emotionally safe, high-quality care and develop a
greater understanding of the differences and responsibilities of midwives as autonomous

healthcare professionals and the profession as a whole. (183)

The Reproductive Health Access Project promotes access to sexual and reproductive
information in the USA and beyond. (184) As a midwife, | find the information accessible,
research-based, up-to-date, and relevant to Reproductive Justice and I frequently refer clients to
their website and resources. When searching for literature about midwives’ experiences as
medication abortion providers, | came across an article on the website from July 5, 2018, titled
“Midwives: Reclaiming Abortion.” (185) In this article, the author, a midwife who works as an
abortion provider in New York, expressed her dedication and calling to abortion care and her
respect and appreciation for the advocacy and support from the American College of Nurse-
Midwives. (185) This commentary speaks to the lived experiences of midwives who choose to
work to their fullest scope as a model of Reproductive Justice within healthcare systems where

access to abortion is complex.
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Midwifery and abortion in Canada

International studies have explored experiences of midwifery-led abortion and report
overall satisfaction with the care and acceptance of midwives in this role. (61,74,80,154,186) No
research has examined the experiences of midwifery-led abortion in Canada, as the potential for
midwives to provide comprehensive abortion care has not been widely realized due to
legislation, policies and regulation restrictions limiting the ways that midwifery care is delivered.

(18,90)

Canada does not have laws that restrict abortion care to physicians. (2) Within the
construct of normal pregnancy in the first trimester, the World Health Organization, the
International Confederation of Midwives, the Canadian Association of Midwives, and the
Association of Ontario Midwives endorse midwives in Canada as medication abortion providers.
(82,84-86,187,188) Qualitative studies from two Canadian provinces, Ontario and British
Columbia, explored the opinions of midwives about abortion within the midwifery scope of
practice and philosophy of care. (18,90) In 2016, attitudes and opinions among registered
midwives from Ontario about abortion and their readiness to offer abortion services were
explored. (90) Of the 523 practicing registered midwives, 359 participated in the survey,
representing most of Ontario’s midwifery workforce. (90) Most participants were educated in the
Ontario Midwifery Education Program (188), and some had international education in
midwifery. Most of the participants recalled receiving some education on abortion counselling,
some had instruction on the different techniques, few had been involved in abortion in a
professional setting, and 14% said they had no education or training related to abortion. Most
respondents supported abortion, and 83% of participants agreed with first-trimester abortion with

decreasing acceptability for abortion for any reason. In response to the statement “[abortion]
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should be included in the scope of practice of Ontario Midwives,” midwives were evenly
divided; however, many responded in favour of abortion, which was consistent with the
philosophy of midwifery care (90). The majority of midwives were willing to provide abortion
services to meet community needs. Concerns with midwives in abortion care included potential
threats to personal safety or the safety of family and community, opposition from other clients,
and concern for clients’ safety and comfort. (90) Participants also expressed concerns with
incorporating abortion care into the current midwifery model, such as the ongoing challenges of
integration, practicing to the fullest scope, the funding model, and the demands of the profession.
(90) Finally, midwives had concerns about how built environments would accommodate abortion
along with child-bearing practices and had concerns for clients’ safety and privacy. (90) There
was a willingness to provide first-trimester medication abortion with an expansion of the
midwifery pharmacopeia, and many midwives felt the administration of drugs for abortion was
within their current skill set. (90) However, openness to provide abortion beyond the first
trimester decreased as skills for later abortion were perceived as more complex and needed
further training and compensation. Seventeen percent of participants identified as objectors to
abortion under any circumstance; some voiced concerns about the inclusion of abortion into the
midwifery scope of practice for all midwives, while six percent stated that they would not refer

clients to abortion care. (90)

A 2019 study with midwives from British Columbia exploring thoughts about providing
abortion found the participants unanimously in favour of integrating medication abortion into
their practice, expressing the belief that the midwifery model of informed, continuous, client-
centred autonomous choice aligned well with high-quality abortion care. (18) All practicing

midwives were invited to participate, and 15 of the 274 registered and practicing midwives in
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British Columbia were interviewed to achieve thematic saturation. (18) Participants were from
urban and rural settings and, on average, had practiced for 5.8 years. The participants felt their
knowledge, skills, and judgement would transfer to abortion and that midwifery-led medication
abortion would help address access issues across the province, such as privacy concerns and the
need for care closer to home for people living far from larger centres. In addition, participants
thought increasing the number of abortion providers and improving the quality of care would
benefit people living in vulnerable circumstances and decrease barriers to abortion. (18) The
interviewees identified a need for shifting the midwifery paradigm to promote midwifery-led
abortion, as abortion may be seen as “discordant” with current midwifery care. (18) Furthermore,
the midwives felt that leading abortion care would increase their professional autonomy and
ability to have a more significant role in healthcare systems, provide new ways to work, and
support sustainability. (18) Like the Ontario study, concerns about the practicalities of expanding
the midwifery scope to abortion were found, namely, barriers to incorporating abortion services
into the built environments of independent midwifery practices, remuneration mechanisms,

conscientious objection, and balancing the current demands of the profession. (18,90)

The idea of midwifery-led medication abortion in Canada has received a lot of attention
in the media, within sexual and reproductive healthcare publications, and from professional
organizations' communications: many stakeholders believe the midwifery model has a unique
place in high-quality abortion care, including the ability to support care in a variety of settings,
provide continuity across multiple pregnancy experiences, bring abortion services to places
where there are no abortion providers, offer support through on-call availability to address urgent
needs more efficiently and give personalized support when needed for youth, uninsured people,

or those living in precarious situations. (82,168,176,189—194) In 2022, Quebec was announced

40



MSc Thesis, R. Hautala, McMaster University, Midwifery

as the first province to enable midwives to prescribe mifepristone and misoprostol for medication
abortion legally; however, the profession is still negotiating how to implement medication
abortion into midwifery practice. (195-197) News articles have called for an expansion of
midwifery services to include comprehensive contraception and abortion care, and abortion
advocacy organizations such as the Abortion Rights Coalition of Canada and Action Canada for
Sexual Health and Rights, the National Abortion Federation of Canada, and the Abortion Rights
Coalition of Canada promote midwives doing more for Reproductive Justice through news
articles, webpages, social media campaigns, and publicly available policy briefs.

(35,59,189,190,198-201)

The University of British Columbia’s Contraception and Abortion Research Team
(CART) received over $4.2 million in funding from the Federal Sexual and Reproductive Health
Fund through the 2021 budget. (202,203) With the help of investigators and partner
organizations across Canada, CART has developed a research strategy called Canada’s
Midwifery Abortion Implementation Study to support the inclusion of abortion in the role of
midwives across Canada to remove barriers and promote high-quality abortion care. (82) In April
2019, stakeholders from across the country, including the Association of Ontario Midwives, the
College of Midwives of Ontario, the Women’s Health Research Institute, the Canadian Institute
for Health Research, midwifery regulators, association representatives, researchers, healthcare
workers, students, health authority leaders, and community organizations, met to identify and
plan research priorities. (82) The “take-home” messages from this research planning meeting
included recognizing midwives as experts in sexual health across the globe, highlighting the
inequitable access to abortion across Canada, particularly in rural, remote and underserved

communities, and supporting midwifery as well-situated to improve abortion services. (82)
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Action Canada for Sexual Health and Rights actively advocates for midwives to provide
abortion care in Canada. (204) The organization received $428,236 in funding from the Canadian
Government to expand its access phone line and sexual health information hub programs and to
support financial assistance to cover travel and accommodations for those needing to relocate for
services. (202) In 2023, Action Canada released a policy brief, Increasing Abortion Access In
Canada Through Midwife-led Care, and, along with other Canadian stakeholders, produced a
submission for the United Nations Universal Periodic Review with recommendations about how

Canada can improve access to abortion for everyone. (14,35,204)

Midwifery-led abortion in Ontario

Ontario midwifery’s model of care is based on five principles: professional knowledge
and practice, person-centred care, leadership and collaboration, integrity, and commitment to
self-regulation. (110,120) In 1991, midwifery became a regulated profession in Ontario,
protecting the title of Registered Midwife with the exception of Indigenous Midwife, allowing
only individuals registered with the College of Midwives of Ontario (CMO) or Indigenous
Midwives providing traditional midwifery services to Indigenous people or members of an
Indigenous community to practice legally. (114) With the regulation of midwifery in Ontario, the
scope of practice was set in the profession-specific Midwifery Act of 1991. (108,136) The scope
for Ontario midwives includes “the assessment and monitoring of women during pregnancy,
labour and the postpartum period and of their newborn babies, the provision of care during
normal pregnancy, labour and the postpartum period and the conducting of spontaneous normal
vaginal deliveries.” (114,136) To interpret the scope of practice, the CMO defines the terms
normal and spontaneous, where normal refers to an overall clinical picture that is uncomplicated,

and spontaneous is a birth that occurs with the pregnant person’s effort only and is not assisted.
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(108) In addition, acts included in the midwifery scope include pregnancy diagnostic ultrasounds
to identify and date pregnancy and assess for retained products of conception, insertion of
intrauterine devices/systems and contraceptive implants, and prescription and administration of

substances designated in the regulations. (108,121,136)

The ability of midwives to work to their fullest scope is determined by intrinsic and
extrinsic factors such as personal experience, opportunities, interprofessional relationships and
collaborations, practice settings and context, and client population needs. (205-207) Midwives
practicing in Ontario typically provide all aspects of care for labour, birth, postpartum, and
newborn wellness, including some or all of the authorized acts. (108) The CMO states that
healthcare systems should enable midwives to practise to the fullest extent of their scope so
midwives can optimally contribute and offer “high-quality patient-centred care without
compromising patient safety.” (108) Midwives practicing to their full scope require the
knowledge, skills and experience to do so. They are encouraged to gain new competencies that
align with professional standards when providing care based on unique client and community

needs that may not be typically offered in other settings. (108,110)

In 2008, the CMO advocated for an extended scope of practice to fill gaps in sexual and
reproductive health services outside of the perinatal period for communities facing health human
resource shortages. (57) In response, the Regulated Health Professions Statute Law Amendment
Act (2009) allowed some amendments to the Midwifery Act of 1991. Still, these amendments
did not result in midwives expanding their scope to include care outside the perinatal period.
(136,191) Despite this, Ontario midwives routinely provide preconception counselling,
pregnancy planning, perinatal and gynecological services, and reproductive health planning, in

addition to postpartum and newborn care. (100,108,121,187)
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Midwives across Ontario have created innovative ways to provide comprehensive
medication abortion services within their current governing regulations. Ontario midwifery
services are publicly funded through the Ontario Midwifery Program. (122) Three expanded
midwifery care models situated in team-based primary care settings provide services through
interprofessional collaboration and offer comprehensive sexual and reproductive healthcare,
including abortion and contraception. (94,95,103) The Connected Care Act of 2019 was enacted
in Ontario to “empower providers to work directly with one another to offer the highest quality,
coordinated care, protecting patients from disruptive transitions through the system.” (141)
Barriers to interprofessional collaboration exist due to low awareness about the skills and
qualifications of other health professionals, fear of liability risk, and incompatible funding
mechanisms. (107,109,208,209) Team-based care provides better integration, such as that
offered through the three expanded midwifery care models based in the community health

centres and family health teams featured in this research. (57,105,205,208,210,211)

Ontario midwives delivering comprehensive medication abortion services through
expanded midwifery care models work under medical directives with nurse practitioners and
physicians to provide prescriptions for abortion-related care not included in their designated drug
list. The Midwifery Act, 1991, Ontario Regulation 884/93’s designated drugs list includes
misoprostol, one of the medications that can be used for medication abortion, listed in section 4
of the act as a drug that a midwife may prescribe on their responsibility, but only for postpartum
hemorrhage. (114) Thus, midwives who offer abortion services through expanded midwifery
care models must collaborate with other primary healthcare professionals who do not have
restrictive drug classes for prescription support. According to the CMO’s professional standards,

midwives offering medication abortion services need to have the knowledge, practice principles,
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skills, and professional judgment to provide abortion care and participate in leadership and
collaboration. (84,100,108,110) In addition, midwives who provide medication abortion must
offer care based on current evidence and up-to-date resources on abortion in Canada.
(84,108,110,212) It is essential that midwives provide personalized, non-judgemental care and
informed choices to clients presenting with unwanted pregnancies. (120,121,149) Providing time
for decision-making supports the client’s right to choose, gives access to information throughout
their abortion process, and ensures personalized follow-up, reducing reliance on hospital or
emergency department visits for non-urgent questions or concerns. (110,213) Successfully
integrating midwives into interprofessional primary healthcare settings through expanded
midwifery care models depends on qualified midwives working alongside supportive healthcare
professionals who embrace collaboration by developing new roles and task-shifting to meet
community needs and improve access, quality, and efficiency. (57,86,169,205,214,215)
Midwives working under medical directives need strong relationships, leadership, and
collaboration skills to work autonomously with other midwives and in collaboration with other
healthcare professionals when some aspects of abortion care lie outside the midwives’ current

pharmacopeia. (110,114,216)

From my professional networks, abortion-related peer reviews, and the National Abortion
Federation of Canada conference | attended in the fall of 2023, I know that midwives across
Ontario are providing abortion care within midwifery practice groups, under additional funding
mechanisms, and within hospital-based programs through early pregnancy clinics. However,
there is no documentation about the systems developed to provide midwifery-led abortion care in

these settings.
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Experiences of medication abortion in Canada

Globally, the experiences of people having medication abortions have been well
documented and shown to be highly acceptable, especially when provided within healthcare
systems that offer high-quality services and support autonomy, access, privacy, and convenience.
(61,64,65,80,217) In Canada, access to medication abortion has improved with the approval and
funding for mifepristone and misoprostol prescriptions for residents of all provinces and
territories, with fewer restrictions and requirements for routine care, and since the introduction of
telemedicine abortion. (36,44,48,53,60,76-78,218-220) Since the availability of mifepristone
and misoprostol for medication abortion in Canada, a few studies have documented the
experiences of people living in Canada having medication abortions. (64) Research published in
2020 by LaRoche and Foster interviewed 64 Canadians between 2017 and 2019 about their
abortion experiences. The participants were aged 17 to 41, lived in seven provinces, and mostly
identified as white, with some identifying as racialized, Indigenous, Inuit, or Metis. Their
pregnancies ranged from 28 to 62 days gestation. Participants who chose medication abortions
reported positive experiences and successfully self-managed their medications, symptoms, and
decisions about when to seek care for follow-up. (64) The biggest drawback participants
identified was the length of time needed to complete the abortion, especially for those required to
interact with multiple healthcare professionals in different locations for tests, ultrasounds, and
prescriptions. (64) The study identified several ways medication abortion could improve,
including better information on what to expect, pain management, the products of conception,
different bleeding patterns, and more up-to-date knowledge from clinicians and pharmacists. In

addition, participants commented on how publicly available medication abortion information on
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healthcare websites was beneficial and expressed a desire for real stories from people who

experienced medication abortion to gain a better understanding of the process. (64)

Virtual abortion care is more widely available since the COVID-19 pandemic, with good
evidence to support the safety, efficacy, and acceptability of delivering abortion services through
telemedicine. (71,74,75,77,219,221) In Canada, medication abortion care is commonly provided
through telemedicine in the absence of contraindications or risk factors. (116,219) Telemedicine
abortion services improve experiences for rural and remote residents, increase access to abortion
in underserved areas, and protect the privacy and convenience of everyone involved.
(73,77,78,219,222,223) A recent study explored peoples’ experiences of early pregnancy
termination, including medication and procedural abortions, across five provinces in Canada
during the COVID-19 pandemic and found those who had medication abortions expressed the
value and acceptability of virtual care to increase access to services. (222) The obstacles
participants navigated to secure timely abortions included multiple in-person encounters without
a support person present, incorrect information about insurance coverage, inability to access
services in their preferred language, and experiences of judgment and discrimination. (222) The
authors called for policymakers and clinicians to consider peoples’ experiences of early abortion
and for a move towards de-medicalizing and centralizing abortion services through person-

centred options like telemedicine. (222)

Significant barriers exist for people living in Canada who want a medication abortion.
(14,16,55,116,223) No research has explored how people facing marginalization due to systemic
discrimination experience medication abortion. Vast geographical areas without services,
uninsured status, systemic discrimination and inequitable access to health care, low

socioeconomic status with barriers to accessing and receiving services, and poor healthcare
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professional knowledge, understanding, or willingness to provide abortion prevent many
Canadians from getting timely care. (2,16,22,28,35,59,82,117,219) In 2023, Action Canada for
Sexual Health & Rights partnered with stakeholders to submit recommendations to the Universal
Periodic Review (UPR) at the United Nations Human Rights Council about how Canada must
improve access to abortion, highlighting issues such as homelessness, migration status,
geography, non-medical expenses, transportation, stigma, and systemic exclusion, judgement,
and discrimination within the public healthcare system due to intersecting factors such as racism,
xenophobia, ableism, and criminalization as significant issues for equitable abortion access.

(14,35)

In Canada, there is little known about medication abortion experiences, and no research
has explored experiences of midwifery-led abortion. This research addresses a gap in knowledge
by exploring midwifery-led medication abortion across Ontario, one of the first provinces to fund
and initiate innovative programs of midwifery-led comprehensive abortion care through
expanded midwifery care models. (82,116,204) Through qualitative interviews with midwives,
collaborating clinicians, and clients with experiences delivering, supporting, and accessing

midwifery-led abortion care, clinically relevant and valuable knowledge will be produced.

Reproductive Justice through midwifery-led abortion research

The World Health Organization recommends centring abortion in primary care to
improve universal coverage and access. (17,86,188) In their research on the expansion of mid-
level abortion providers, such as midwives offering first-trimester abortion care, Berer states,
“change needs to begin... with different cadres of health professionals working side-by-side to
ensure accessibility and availability of abortion.” (154) As experts in normal pregnancy,

midwives have the skills, knowledge, and judgement to offer the full spectrum of sexual and
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reproductive services in appropriate settings. In addition, midwives across Canada have
expressed interest in providing comprehensive abortion services, and some are already providing
abortion care within midwifery practices. (82,84,90,168,176) As abortion access is limited across
Canada due to structural, political, and social barriers caused by intersection discrimination,
understanding the barriers and facilitators to comprehensive abortion care is essential to
optimizing midwifery’s role in improving access to safe, equitable, high-quality abortion

services.

Summary

The professional practice of midwifery in Canada is dedicated to self-regulation and
committed to upholding the profession's standards while promoting the best interests of clients
and the public. (110) Access to abortion is limited in Canada, particularly in rural and remote
communities and for underserved populations. (2,59,82,204,219) Expanding the role of
midwives in Canada to include broader sexual and reproductive services, including medication
abortion services, is a crucial step to facilitate equitable access to abortion. (82,84,204)
Midwives can provide comprehensive sexual and reproductive healthcare that extends beyond
the perinatal period, with the potential to improve access to high-quality medication abortion
care in settings where access is limited or does not exist. (16,82,84,116) Midwives providing
abortion services can improve postpartum and post-abortion care, including reproductive life and
family planning, through continuity of care and established relationships.
(18,57,82,90,137,155,162,206) This study will generate new knowledge about how midwifery-
led medication abortion is experienced from multiple perspectives to inform clinical practice,
engage policymakers, and identify outcomes that clients and healthcare professionals value to

apply to future studies about midwife-led medication abortion. (210,224) Finally, disseminating
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knowledge among provincial and national midwifery stakeholders will inform how midwives
affect, influence, facilitate, support, and deliver medication abortion care and demonstrate how
medication abortion provided through the midwifery model helps normalize abortion.

(28,81,82,96,99)
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Chapter 3: Methodology, study design, and methods

To answer my research question, | chose a qualitative research design that allows for the
description, exploration, and explanation of people's perceptions, values, beliefs and experiences
of midwifery-led medication abortion to better understand how structures and social contexts
influence reproductive rights. Qualitative methodology compares different perspectives through
an iterative process of analysis, critique, reiteration, reanalysis, and synthesis. (225-228)
Qualitative research findings are built and described from the inquiry process, where the
researcher is acknowledged as part of the reality being studied, co-constructing new knowledge
from textual data. (227,229-231) A qualitative scholar will use theoretical foregrounding to
argue why their research is needed, to guide their process, and to justify how their approach will
contribute to their chosen field in a valuable way. (225,226,229,232,233) Qualitative researchers
must also identify their positionality within a project's background and design stages by defining
who they are, what they represent, and what they are trying to accomplish through theoretical

scaffolding and reflexive research practice. (225,228,234,235)
Study purpose and goals

To safeguard every person's right to body autonomy, the World Health Organization, the
International Confederation of Midwives, and the Canadian Association of Midwives advocate
for midwifery to include comprehensive abortion care. (66,84,85,89,90,236) International
midwives provide abortion services and demonstrate good outcomes related to efficacy, safety,
acceptability, and post-abortion contraception uptake. (80,99,154,236,237) In Canada, midwifery
services are situated among urban, rural, remote, and underserved populations with the potential
to improve access to quality abortion care. (18,82,85,90,115) By expanding Canadian midwives’

role and reach to include comprehensive abortion care, we may expand accessibility, bridge
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gaps, support community needs, improve professional sustainability, encourage interprofessional
collaboration and integrated healthcare, and offer continuity of care for people needing an

abortion closer to where they live. (82)

Since 2017, the Ontario Ministry of Health has funded expanded midwifery care models
to support integration, interprofessional collaboration, and delivery of midwifery-led care that
the traditional ‘course of care’ model does not fund. (100) No research has examined the impact

of the midwifery philosophy and model of care on abortion experiences in Canada.

My research question asked, “What are the individual and shared experiences of
midwives, collaborating healthcare professionals, and clients of medication abortion when
provided through Ontario's Expanded Midwifery Care Models?”. This study explores midwifery-
led medication abortion care within three expanded midwifery care models based in primary
healthcare organizations across Ontario through interpretive description methodology to generate
an account and an understanding of how midwifery-led abortion services influence the
experiences of medication abortion. | aimed to create knowledge from multiple perspectives to
inform clinical practice, interest healthcare policymakers, and identify client- and healthcare
professional-valued outcomes to apply to future research on midwifery-led abortion care.

(210,224,225)

Methodology

My research uses interpretive description methodology to explore how the midwifery
model of care supports expanded midwifery care models based within primary care settings

across Ontario to provide medication abortion services and promote Reproductive Justice.
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Interpretive description

Interpretive description research generates applied knowledge from the real-world study
of clinical phenomena. The researcher applies a disciplinary lens to their work to deeply
understand what is known and how it is known and to provide the judgment and authority to lead
the inquiry, describe and interpret the data, and construct meaningful and practically relevant
information. (225,238) Within interpretive description, various methods such as interviewing,
observation, and documentary or collateral data review may be used, and triangulation of
multiple data sources (i.e., comparing and contrasting clinician versus client observations and

experiences) can ensure robust findings. (225)

Foremost, interpretive description methodology involves a comprehensive literature
review, as covered in Chapter 2, that concludes something of clinical interest related to
experiences, behaviours, or consciousness that has not been adequately documented, described,
or interpreted. Identifying a knowledge gap supports the reason for choosing interpretive
description to allow for a better understanding of the phenomenon in practice. In Interpretive
Descriptive studies, the clinician researcher’s theoretical and disciplinary beliefs must be
identified and positioned to recognize how their thoughts, perspectives, experiences, and
personal relationship to the phenomenon in question have shaped the study. (225) Asa
registered midwife working within an expanded midwifery care model, | selected interpretive
description as most appropriate to explore how midwifery care impacts medication abortion
experiences, to examine the unique and shared relationships within and across different contexts,
and to construct practical, helpful knowledge for future practice. (225,239-242) Interpretive
description methodology allowed me to critically examine how midwifery's philosophy and

model of care promote high-quality abortion services. (225,238,242,243) | centred the voices of

53



Masters Thesis — R. Hautala; McMaster University — Midwifery

participants to produce an understanding of how midwifery supports personalized abortion
experiences and Reproductive Justice. (19,244-246) By encouraging ethically based, reliable,
and strategically collected data, interpretive description facilitated my exploration and
understanding of the different contextual factors influencing midwifery-led medication abortion

experiences. (238,242,244,247)

Reflexivity statement and my positionality

Reflexivity is critical to understanding my role in data collection and knowledge
construction and comes from tracking reflections made during engagement with the study.
(225,228) Reflexivity happens when researchers engage in open self-awareness to explore how
their background, gender, social class, ethnicity, values, and beliefs affect the construction of
new truths. (234,248) Researchers relate to their data in many ways, and it is their responsibility
to choose and justify what interwoven pieces are relevant to their study to manage their role in
data collection and analysis. (225,234,235) Power relations occur during all stages of research,
including the initial recruitment, data collection, analysis, report production, and writing of
additional publications. Disclosing how the researcher is intertwined in the process protects
participants' experiences, strengthens the study's integrity, and enhances the authenticity of how

the knowledge was produced. (225,228,235)

| position myself within this research as a white person of European settler ancestry
fortunate enough to be educated, financially stable, in good mental health, and to have a healthy
family because | have been given opportunities unavailable to others through my inherited
privilege. In my work and research, | prioritize listening deeply to people facing discrimination,
disadvantage, and racism and who experience social and economic disadvantage so that | can

provide better care, advocacy, and allyship. (249-252) Professionally, | have worked as a
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registered midwife since graduating from the Ontario Midwifery Education Programme in 2007.
| provide expanded midwifery care in urban, rural, northern, and remote communities across
Northern Ontario. Through my professional and personal standards, values, and philosophy, |
strive to provide high-quality, person-centred, culturally safe reproductive healthcare for
everyone, specifically for equity-deserving people who are underserved within healthcare
systems. | hope my research informs and expands the ability of midwives to lead high-quality

and accessible sexual and reproductive healthcare to advance Reproductive Justice.

As the primary investigator, | continue to reflect on the potential differences between my
privileges and the participants' social positions. I have influenced and actively co-constructed the
data collection, selection, and interpretation. My professional role as a midwife in Ontario
practicing in an expanded midwifery care model that provides medication abortion services may
have elicited or constrained participants’ responses, particularly for those in my community of
practice. In addition, my interests, relationships, and conceptual lens impacted the knowledge |
have produced. (4,73,74) Throughout this research, | have adopted a reflexive approach by
keeping a journal to record thoughts, decisions, and reflections on what is happening in terms of
my values, beliefs, and interests. | acknowledge that this study contains my values as a midwife
and speaks to what interests me. Through my clinical experience and expertise, | approached this
work to accurately describe the participants’ responses and interpret the subjective meanings,
differences, and similarities of the experiences shared with the intention for the newly generated

knowledge to be applied to clinical practice.

Theoretical scaffolding

According to Thorne, scholarly foregrounding and scaffolding are foundational to

interpretive description research design. (225,247) Foremost, reviewing the relevant literature
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covered in Chapter 2 helped to scaffold my study by grounding the inquiry within existing
knowledge, discovering what is known and not known, and identifying gaps. (225) The next
step in my scaffolding was locating myself fundamentally, theoretically, and within my field of
work. (225,247) Thus, scaffolding has strengthened this research by identifying my logic for
choosing interpretive description, clarifying my epistemological disposition and theoretical
forestructure, and helping to guide the study. (225,247,254) In this chapter, | will describe how |
locate the midwifery profession within my research, my theoretical allegiances, and my values as

a sexual and reproductive healthcare professional and advocate.

As an expanded care midwife, my research considered how expanded midwifery care
models within primary care settings influence medication abortion experiences.
(18,19,94,100,255-257) The salutogenic nature of midwifery, which includes the principles of
relationship-building, person-centredness and individual choice, is considered throughout the
study. (121,258,259) | draw on the philosophical underpinnings of Reproductive Justice, a
human rights theory developed by SisterSong, to explore how expanded midwifery care models
impact access to reproductive rights (19,86,255-257,260). See Appendix A: Theoretical

Scaffolding, a visual representation of my study’s foregrounding.

The midwifery model of care

My knowledge and experience of the midwifery profession’s philosophy and model of
care have shaped this study. (225) In 1994, Ontario became the first province to regulate
midwifery and currently has the most practicing midwives in Canada. (126,205) As regulated by
the College of Midwives of Ontario, midwifery care focuses on individualized services that
promote health and wellness through informed choice in decision-making, continuity, and choice

of birthplace and services (clinic, home, hospital, and community) throughout pregnancy, labour,
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and birth, and postpartum. (110,121) The holistic nature of midwifery is grounded in
understanding intersecting social, emotional, cultural, spiritual, psychological, and physical
factors that shape experiences and worldviews, recognizing the human right to self-

determination. (110,120,121,261)

Relationship building

Midwives can offer person-centred encounters by listening to, informing, respecting, and
involving clients in decision-making while honouring their wishes and authority over their
bodies and lives. (148,262,263) In midwifery care, individuals are called clients, not patients, to
respect that pregnancy is not a disease but rather a normal part of sexual and reproductive life
and that people understand their bodies and are ultimately responsible for their clinical choices.
Supportive relationships are built by focusing on the client’s needs, values, and preferences in
individualized healthcare encounters. (110) Person-centred care is oriented towards mutual
understanding, cultural responsiveness, and respect for unique social worlds; positioning the
client at the centre of care respects their values, beliefs, knowledge, feelings, experiences, and

lifestyle and empowers them to make personalized choices about their health. (24,110,121,213)

Informed choice

Informed choice is fundamental in the midwifery model of care. Midwives engage in
informed choice discussions with their clients designed to allow time for individualized decision-
making to ensure care is provided appropriately with informed and voluntary consent, supporting
human rights. (110) The professional standards midwives meet to offer informed choice include
active listening, communicating in ways the client can understand, and providing information

about the nature, benefits, side effects, alternatives, and expected outcomes of having or not
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having any proposed treatment while supporting the client as the primary decision-maker.
(110,213) Achieving informed choice requires building relationships through verbal and written
information sharing on current evidence and up-to-date resources, including counselling on
available options, location of services, information on what to expect, and comprehensive
follow-up tailored to the client’s unique needs and shared in a non-urgent and mutual way. (213)
Informed choice discussions encourage clients to consider medical information within their
personal experiences, values, and beliefs. (110,212,213) With informed choice discussions,
midwives can better understand what motivates a client’s choices, provide adequate time for
discussion and decision-making, and support the right to accept or decline any aspect of care

offered. (110,213)

Continuity of care

Continuity in healthcare refers to the coordination and experience of services over time
and can be explained as a series of healthcare events connected and consistent with the person’s
healthcare needs and individual context. (264) There are three different types of continuity of
care - informational, management, and relational - and the emphasis of each type varies
depending on the healthcare and setting: informational continuity uses information on past events
and personal circumstances to make care more appropriate; management continuity emphasizes a
consistent and coherent approach to managing a client’s changing needs; relational continuity
involves an ongoing relationship between a client and one or more healthcare professional and
provides a sense of consistency in primary care. (264) Continuity of care results in a more
informed midwife available for future client encounters and improves mutual trust, connection,
and mutual responsibility. (264-266) The midwifery model incorporates informational,

management, and relational continuity and is highly valued by clients. (266,267) Midwifery care
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offers all three types of continuity and emphasizes relational continuity within small teams of
midwives to promote client satisfaction, increase uptake of preventative services, and improve

clinical outcomes while decreasing costs to the healthcare system. (23,110,268)

Within medication abortion services, many people encounter episodic care offered
through specialized clinics from healthcare professionals with whom they have no relationship or
connection. (143) Although healthcare professionals commonly provide follow-up abortion
services, lacking a continuous relationship and navigating fragmented services may impact
access to post-abortion care, like the management of complications, preventative care, and
contraception counselling and uptake, affecting overall abortion experiences and future sexual
and reproductive health. (143) By providing continuity, midwives offer clients access to known
healthcare professionals throughout their care encounters and for future sexual and reproductive
healthcare needs. (110,120) Internationally, midwifery-led, continuous abortion care has been
shown to improve abortion outcomes, increase contraceptive uptake, and promote overall client

satisfaction. (137,154,162)

Expanded midwifery care models

This study utilizes my growing expertise in expanded midwifery care and medication
abortion services. (94) Expanded midwifery care models are funded midwifery service delivery
models originally negotiated in 2017 by the Association of Ontario Midwives and supported by
the Ontario Ministry of Health as alternate funding arrangements for midwives working in
settings that cannot be funded by the traditional midwifery ‘course of care’ funding model (care
throughout pregnancy, birth, and six weeks postpartum for parent and baby). (100) To be funded
through the Ontario Ministry of Health, an expanded midwifery care model must meet the

following criteria:
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« Aninability to provide specific pregnancy and newborn services within the existing

course of care midwifery models

o Address gaps in service provision and support high-quality and client-centred care

e Support the effective use of healthcare resources

o Maximize midwifery scope of practice

e Support coordination and integration of pregnancy and newborn care with

interprofessional primary care and

« Contribute to an efficient and sustainable healthcare system without negatively impacting

or duplicating existing pregnancy and newborn services (100)

Midwives working within expanded care can offer services that extend their role beyond the
traditional midwifery practice group course of care model to meet the needs of individuals and
communities and may provide contraceptive services, sexually transmitted infection treatment,
perimenopausal counselling, immunizations, well-baby care up to 18 months of life, and abortion
care. (94,95,103) Some expanded midwifery care models are prioritizing and supporting access
to healthcare for people with complex needs at increased risk for poor outcomes due to barriers,
inequities, and discrimination, such as people who are new to Canada or uninsured, homeless or
precariously housed, living with food insecurity, disabled people, and folks who use substances
or receive treatment for substance use disorders. (100) In the three expanded care practices
selected for this study, organizational conditions were optimal for promoting system change to
meet individual and community needs and allowed teams of midwives to provide expanded
sexual and reproductive healthcare under medical directives, overcoming professional barriers
imposed by policy and legislation. (205)
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Reproductive Justice

As a midwife, | have a role in increasing access to high-quality sexual and reproductive
healthcare by working to address the intersecting barriers and discrimination that prevent people
from reaching sexual and reproductive health and well-being. (256,269) Reproductive Justice, as
a framework, a movement, a praxis, and a vision, underpins my understanding of how
midwifery-led abortion care recognizes and helps to address the systemic inequities that exist

within healthcare systems.

Reproductive Justice moves beyond the concept of pro-choice by centring fundamental
human rights, autonomy, equality, and self-determination in sexual and reproductive wellness,

including

v the human right to a healthy and safe sex life without fear of discrimination,
coercion, or violence
v' the freedom to decide whether, when, and how often to have children
v" the right to have the information and ability to make autonomous decisions on
reproductive health
v" The right to parent children in a safe and healthy environment
(19,134,135,257,270)
Furthermore, Reproductive Justice identifies the social, economic, and political conditions such
as race, class, sexuality, disability, marginalization, geographical location, and other markers of
difference that prevent people from accessing sexual and reproductive healthcare and impact
their ability to make meaningful choices and have healthy reproductive and sexual lives.
(19,257,260,271) To achieve Reproductive Justice, those of us working in healthcare systems

must address the quality, acceptability, and cultural safety of the services we provide by
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addressing the everyday acts of power, dominance, discrimination, and racism that equity-
deserving people are facing. (19,135,257,271) Health facilities such as hospitals and clinics,
educational institutions such as colleges and universities, and professional regulatory bodies are
key systems responsible for ensuring equitable, safe, informed, and accessible abortion services.
(257) Reproductive Justice is strengthened by healthcare professionals who continue to be well-
informed and aware of systemic discrimination, such as colonialism’s historical impacts on
Indigenous, Black and People of Colour, ongoing culturally inappropriate healthcare delivery,
and persistently poor socioeconomic determinants of health that people face and how this
intersectionality affects sexual and reproductive rights, access, safety, and outcomes.

(19,134,135,257,261)

By engaging in abortion research, | position myself and my work in broader social and
political contexts. (271) | have reflected on my positionality and privilege within and across this
research process to help recognize, identify, and propose actions for how my work can address
inequities and close the gap between science and practice. (257) | supported a sense of joint
ownership and respect between myself as the researcher and the participants to ensure my
findings are meaningful and contribute to change for those that will benefit the most. (271) By
viewing my research through a Reproductive Justice lens, | centre the needs and rights of equity-
deserving people while exploring and identifying how midwifery can help actively dismantle
systematic barriers and address discrimination within our healthcare systems to respect and

support all clients’ reproductive rights and promote social justice. (162,257,260,261,272)

The organization SisterSong constructs its collective identity through storytelling.
(19,134) Based on the three tenets of Reproductive Justice — equitable access to care, bodily

autonomy, and self-determination - | will share three stories of midwifery-led abortion

62



MSc Thesis, R. Hautala, McMaster University, Midwifery

experiences to illustrate how and why my beliefs, values, and growing knowledge have shaped

this research.

Equitable access: self-managed abortion

May, an uninsured newcomer, contacted our program requesting abortion care after
learning about midwifery-led abortion care from a nurse at a walk-in clinic. May had
experienced a medication abortion two months earlier by prescription from another healthcare
professional. At that time, May chose not to attend follow-up visits as they felt the abortion was
complete without complication. Their current pregnancy was unplanned and unwanted, and May
requested a medication abortion. May was sure of their last menstrual period, having had one
menstrual cycle since the abortion, which dated the pregnancy at less than seven weeks gestation.
| offered a diagnostic ultrasound in the community to confirm gestational duration, but May
declined, commenting that the ultrasound was too expensive last time. As | am trained to provide
point-of-care ultrasounds, | offered a point-of-care ultrasound scan, explaining that it would not
be diagnostic but could confirm the pregnancy location and possibly provide an estimated
gestational duration. I also offered to do bloodwork for a pregnancy hormone (BHcG) level to
compare to after the abortion was complete and sexually transmitted infection screening, asking
May if the cost for these tests was reasonable and affordable. After our phone discussion, May
attended an in-person visit the next day, requesting a scan, bloodwork, and sexually transmitted
infection screening. The point-of-care ultrasound identified an intrauterine gestational sac of
approximately six weeks since May’s last menstrual period, I drew bloodwork, and May
collected self-administered vaginal swabs. After an informed choice discussion on pregnancy
options, May requested a medication abortion. | asked if May could read English and reviewed

our written information on what to expect and how to take the medications, pain management
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strategies, and when to seek urgent care. When | provided May with a tote bag with some
supplies we offer to clients experiencing a pregnancy loss or abortion, May thanked me, sharing
how they appreciated having things to make this abortion more comfortable. With the help of our
collaborating medical doctor and prescriber, we also applied for a compassionate medication
abortion prescription through the drug company, as May said they would find it difficult to
afford a second prescription within such a short time. | contacted May within four days of our
office visit, and they had since received the medication abortion prescription. We discussed the
ideal and preferred timing for completing a medication abortion, and May chose to take the
medications following their student exams two weeks later. Subsequently, May was seen for an
in-person visit five days after the medication abortion was completed and requested a repeat
BHcG. Contraceptive counselling was offered, and May was considering having a copper
intrauterine device placed for pregnancy prevention. May made an appointment two weeks later
for an intrauterine device insertion but chose to cancel this and requested a phone visit instead. |
phoned May to inquire into any unmet post-abortion needs and to offer support. May did not
want an intrauterine device inserted at that time, did not wish to start another form of
contraception, understood the risks of unintended pregnancy, and planned to use condoms for
sexually transmitted infection protection and pregnancy prevention for now. | encouraged May
to contact our program for future sexual and reproductive healthcare needs. May expressed

gratitude for our care and said they would happily contact a midwife in the future.

Through May’s story, we see that barriers to safe abortion in Canada persist despite
legalization and ‘universal’ funding when social resources determine access to services. (49)
Many people in Canada face inequitable or lack of access to comprehensive abortion care,

magnified for those affected by precarious migration status and lack of health insurance.
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(14,20,257,271) In this story, May’s self-managed abortion promoted health equity and made
care more accessible, acceptable, and appropriate by weaving it into the fabric of their everyday
life. (49) Treating clients with dignity, respecting them as primary decision-makers, creating safe
spaces, allowing extra time in visits for addressing complex health and social needs, being
knowledgeable about local resources for specific challenges, and having the resources, training,
and ongoing support to provide comprehensive care is essential for equitable access to abortion.

(25,273)

Autonomy: disability and abortion

Trina identifies as having a disability and lives with their partner, who is not disabled.
They presented to a walk-in clinic with an unintended and unwanted pregnancy for early
abortion care. Trina had a dating ultrasound and initial BHcG bloodwork. The walk-in clinician
referred Trina to our program as they thought Trina would benefit from client-centred
information sharing and support. Upon receiving the referral, | organized a phone visit with
Trina the same day. We briefly reviewed their unwanted pregnancy, including the ultrasound,
which dated the pregnancy to nine weeks. I asked Trina questions to explore her unique needs,
and we made an in-person appointment for the next day around her work schedule. Trina
attended this visit with their partner and clearly stated they did not want to be pregnant, give
birth, or raise a child and that they did not feel they could support. Their partner expressed
concerns about Trina’s ability to handle having an abortion. In addition, their partner expressed
they wanted Trina to continue the pregnancy but supported Trina’s decision to terminate the
pregnancy. By the end of the visit, Trina requested a medication abortion prescription,
concluding that they wanted to be at home with their partner for the abortion and felt they could

handle it with support. | organized a medication abortion prescription with our centre’s on-call
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clinician to be sent to the pharmacy of their choice. I gave Trina a bag of supplies along with
visually descriptive paperwork, reviewing the information with the couple by asking if how I
explained the information made sense to them. We arranged a follow-up phone call the next day,
so Trina had time to ask more questions or voice any concerns that might arise. The next day,
Trina discussed the plan to take the medication abortion prescription over the weekend to avoid
missing work and when their partner could be home. Trina expressed concern with waiting until
the weekend to have an abortion but said that it was important for them not to miss work during
the week. We discussed the guidelines for medication abortion, determined it would be safe to
proceed with abortion at home over the weekend based on their unique needs, and reviewed
when and how to seek urgent care through the emergency department for complications or
concerns after our office hours. We scheduled a phone visit following the weekend on Monday
and planned an in-person visit one week later for post-abortion care. At the phone visit, Trina
reported the pregnancy had passed, as | had explained, that they felt supported by their partner
and felt relieved to no longer be pregnant. Trina confirmed that the blood loss was minimal now,
they were feeling physically well enough, and they wanted to return to work. One week later, |
met with Trina in person for post-abortion care, where they requested a referral for counselling
and expressed thanks for the care the midwives provided. After an informed choice discussion
on sexually transmitted infections and cervical screening, contraception, and reproductive
planning, Trina chose to take more time to consider post-abortion options. Subsequently, Trina
attended two more visits, where they had cervical cancer screening and sexually transmitted
infections screening and requested a prescription for oral contraception, stating they would also

use condoms for pregnancy and infection prevention. We encouraged Trina to contact our
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program for care in the future. Following their last visit, Trina dropped off colourful, heartfelt,

and personalized thank you cards for both midwives involved in her care.

The principles of autonomy dictate that healthcare professionals aid decision-making by
engaging in discussions and mutual understanding of unique personal choices, accepting both
action and inaction. Agency is vital for human rights and body autonomy, and access to abortion
and contraception needs to be empowering. (134,135) Offering abortion as a regular part of
healthcare includes getting a prescription from primary healthcare clinicians without restrictions
and improving personal autonomy. Within a supportive system, medication abortion
prescriptions can be self-administered at home when the person deems it appropriate, with
follow-up support as needed. (274) Autonomous choices within self-managed abortion can be a
source of reprieve from indignities such as mistreatment and stigma people with disabilities

made vulnerable may encounter in more formal settings. (20,49)

Self-determined: pregnancy decision-making

Lynn identifies as an Indigenous person and struggles with health concerns and low
socioeconomic status. Lynn had midwifery care through an expanded midwifery care program,
receiving care for two previous pregnancies. Lynn’s postpartum care included extended well-
baby care, postpartum care, and contraceptive counselling. Lynn did not choose to start a form
of contraception despite contraceptive counselling at the postpartum and well-baby visits and a
history of having a return of menses three months postpartum with previous births. Lynn was
concerned that they had not had a period since their most recent birth and took a home pregnancy
test, which was positive. Lynn called the midwives and requested an abortion, explaining they
had experienced a medication abortion in the past with no concerns and did not want to have

more children. The next day, Lynn had an in-person visit, BHcG bloodwork, and made an
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appointment for a dating ultrasound. When the midwife provided abortion-related information
and supplies to take home, Lynn commented that her previous abortion experience did not
involve much care and expressed gratitude for the extra support. The ultrasound facility
contacted the midwives two days later, stating that Lynn had missed the appointment. When the
midwife called to ask if Lynn needed help rebooking the ultrasound, they discovered Lynn’s had
experienced an immediate family member’s death. Lynn stated they did not know what to do
about the current pregnancy. The midwife offered compassionate listening, acknowledged
Lynn’s tragic loss and the complex circumstances surrounding the current pregnancy, and
offered to provide whatever care was needed when Lynn was ready. Lynn appreciated the
support and requested a phone visit in five days. At the next phone visit, Lynn was unsure how to
proceed and asked the midwife for help to rebook a dating ultrasound as soon as possible. The
following day, Lynn’s pregnancy was dated at six weeks and five days gestation. The midwife
followed up with Lynn by phone, explained her pregnancy dating and options, and offered visits
whenever Lynn felt it might be most helpful. Lynn scheduled weekly phone visits for support
and pregnancy planning. A month later, Lynn continued their pregnancy and prenatal care with

the midwives.

The World Health Organization defines social determinants of health as the conditions in
which people are born, grow, work, live, and age. (273) Social determinants are the broader
forces and systems that shape daily life, including income, social support, early childhood
development, education, employment, housing, and gender. (273,275) Many conditions people
face result from upstream and insidious structural forces like the ongoing challenges and impacts
of colonization, intergenerational trauma, systemic racism, and lack of self-determination, which

further influence determinants of health. (276-278) Healthcare professionals support clients in
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achieving self-determination by inviting respectful discussions and sharing compassionately and
caringly. (25) Empowering those who seek abortion care to make decisions autonomously
outside of the healthcare setting may improve comfort and privacy and provide better access for

equity-deserving populations at greater risk for poor health. (15,134)

Study design

Ethics

Before, during, and after a study, researchers need to protect professional ethics and
respect participants. To avoid imbalances of power, participants should understand the meaning
of the study and freely volunteer to participate to the best of their abilities. (248,279,280) Before
starting, the researcher must consider the study's reasons and goals, commit to protecting the
population's well-being and privacy, and ensure their ability to present the research clearly and
honestly. (279) During the process, the researcher must consider how they present themselves,
carefully select the language they will use, acknowledge power relations during data collection,
inform participants about the nature of the research, acknowledge both researcher and participant
thoughts and feelings as they emerge, and ensure a reasonable balance between potential benefits
and possible burdens. (248,279,280) Following data collection, the researcher should recheck the

well-being of participants and stay true to the meaning of their voices. (248,279)

Ethics approval was obtained for this study within the larger multiple-case study that |
helped develop from the Hamilton Integrated Research Ethics Board at McMaster University.
All research team members were accountable for the study protocol and maintained appropriate

ethical standards throughout the study. Regular check-ins with my supervisor, thesis committee
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meetings, and monthly graduate student group sessions guided the investigation and ensured the

research was appropriately and ethically conducted.

Potential risks to participants

The risks to the study participants were minimal. However, as participants were asked
questions regarding abortion care, some of the risks involved imbalances of power and privilege,
privacy concerns related to the stigmatized nature of the phenomenon in question, and concerns
regarding breaches of confidentiality of their personal information. Furthermore, participants
were from various socio-economic backgrounds and may have had disadvantages that made
involvement in the study more challenging. Finally, participants were asked questions that
recalled sensitive and potentially complex life events, which may have involved psychological

discomfort, distress, or experiences they wished to keep private.

To manage and minimize potential risks, the research team applied and maintained the
Tri-Council Policy Statement's three core principles. (281) Participants could choose not to
answer any given question or to withdraw from the study at any time up until data synthesis was
commenced. In addition, the research team carefully considered the quality of participants'
experiences to minimize possible psychological pain or distress by utilizing social and mental
health services embedded in the community health centre and family health team settings when
needed. The researchers immediately anonymized the information collected, transcribing raw
data as soon as possible, extracted quotations carefully to exclude contextual details that may
have made the participant identifiable, and shredded all hard copies with sensitive information

(e.g., handwritten notes taken during interviews) as soon as feasible.
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Privacy, data storage, and protection

Participants’ personal contact information was collected and stored in REDCap
separately from the survey responses, so they could not be linked. Consent forms were securely
stored using REDCap. Survey data was collected and managed in REDCap. Survey data were
de-identified and organized by assigning study codes to participants, giving each participant a
unique code and storing the encrypted, password-protected study key in a secure, online data
storage platform, MacDrive, hosted by McMaster University. | only kept an electronic copy of
the study key. Raw interview data was initially stored using secure McMaster University Zoom
cloud storage. The researchers did not record audio-visual files onto devices. Recorded interview
files were transcribed as soon as possible and destroyed once the transcription was completed.
De-identified and completed transcripts were stored on MacDrive. See Appendix B: Blank study

key.

Equity, diversity, and inclusion

Considerations for equity-deserving groups and respect for participants included
accountability and transparency throughout the research process. (281) While the research team
was not comprised of people who identify as Indigenous, Black, and People of Colour, the
participants recruited included midwives, healthcare clinicians, and clients who identified as
racialized and equity-seeking people facing social and structural barriers to healthcare in
northern, urban, and underserved locations across Ontario. Because the Northern healthcare
organization and expanded midwifery care program are located in areas where under-served
populations reside, participants included equity-seeking people with diverse social determinants
of health such as disability, mental health challenges, substance involvement, housing insecurity,

low socioeconomic status, racialized identities, Indigenous identities, learning issues.
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Client participants were recruited through midwives who were familiar with their care
and sensitive to their unique needs. Clients with vulnerable circumstances were given special
consideration to be able to participate. We could offer clients accommodations such as
interpretation services, transportation assistance, device access, and flexible interview times and
locations (phone, online, home, clinic, and community) if needed. If there was no internet device
access, we could offer a verbal consent process and for the individual to complete the consent
with privacy, on-site with a tablet. We could provide verbal support for clients with visual or
literacy issues. We had grant funding to provide additional accessibility (e.g., translation)

services as needed.

This research considers how experiences of medication abortion care might have been
affected by intersecting factors such as language, gender, sexual orientation, racial/ethnic group,
racialized identity, Indigenous identity, disability identity, services received, and geographical
location (19,255-257). Our health equity survey collected demographic data and information
related to social determinants of health and services received. (282-285) In addition, qualitative
interviews allowed participants to describe their experiences, needs, and preferences in their own
words. Finally, the research findings will be shared with midwifery stakeholders and
policymakers to expand understanding about access to abortion services and to meet the unique
and everyday sexual and reproductive healthcare needs of equity-seeking and underserved

people.

Consent

Consent was obtained through informed choice before each part of the study. Information
letters were emailed to participants, and consent was reviewed before the interview. The

researchers emailed participants a unique link to REDCap to provide online consent and
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confidentially complete the health equity survey. Consent was obtained directly from participants
over the age of 16. Parental consent and participant assent would be obtained for any participant
between the ages of established menarche and fifteen. Finally, all participants were competent

enough to consent and participate freely.

Participants were securely mailed or given a signed copy of the information letter and
verbal consent form following the discussion. After providing consent, no survey or interview
questions were mandatory. Participants received a unique REDCap link to the health equity
survey that allowed the research team to identify and remove their data should they wish to
withdraw after submitting their data. The participants could contact the supervising investigator
on the provided information sheet to request removal from the study during the interviews until

data analysis was completed. See Appendices D, E, and F: Participant information letters.

Methods

Purposeful sampling

This research focused on the medication abortion experiences of the midwives,
collaborating healthcare clinicians, and clients from three expanded midwifery care practices
across Ontario that offer and provide abortion services. (94,95,103) My study aimed to produce
knowledge about midwife-led medication abortion from individualized and shared experiences to
apply to clinical practice and not generalizations that would pertain to the general public; thus, |
used purposive sampling so that the findings would best represent the experiences of midwives
providing care for people needing medication abortions. (225,286) Three groups were invited to
participate: 1) midwives providing abortion services within expanded midwifery care models, 2)

healthcare clinicians with experiences of midwifery-led abortion care, and 3) clients who had
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received abortion services from midwives. | chose these three groups to explore their knowledge

and experiences relevant to midwifery-led medication abortion care. (286)

Recruitment strategies

Expanded care midwives providing comprehensive abortion care were identified from a
publicly available list through the Association of Ontario Midwives of Ontario and known to me
through mutual learning and peer review opportunities. Midwives were approached in person, by
phone, or by email and provided with information on the study. Those who expressed interest in
participating were contacted again by email or text, provided a link to review the study
information, and sent a link to collect virtual consent to participate. Virtual consent was obtained

before completing the health equity survey in REDCap.

Next, midwives enrolled in the study were asked to introduce the research directly to
clients and clinicians with experience in midwifery-led medication abortion care and to obtain
permission for those interested to be contacted for research purposes. The recruiting midwives
could enter potential participants' contact information directly into REDCap for those who gave
permission. (287) Recruitment to the study occurred after client and healthcare clinician
participants responded to the invitation from the research team. The researchers contacted client
and clinician participants by phone, email, or text with a letter of information and an invitation to
participate. As with midwife participants, virtual consent was obtained before completing the

health equity survey in REDCap.

| am one of three midwives providing midwifery-led medication abortion services at the
Northern location. While the midwife-client relationship is non-authoritarian, there is an inherent

power imbalance in my relationship with participants connected to me. To minimize the negative
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impact on participants, | was not involved in the care or interviewing of midwife, client, or
healthcare clinician participants who had been actively engaged in my care at the Northern

location. See Appendix C: Recruitment script.

Sample size

Invitations to participate in the research were sent to midwives known to be providing or
supporting medication abortion services at the three sites included in this study. Four midwives
at the Northern location, four at the Southern 1 location, and five at the Southern 2 location were
invited to participate and to help purposefully recruit collaborating healthcare clinicians and
clients who had had experiences with midwifery-led medication abortion within their
organizations. The final number of midwife, client, and clinician interviews depended on the
response rate and time constraints for completing my thesis. See Chapter 4: Findings for the final

number and description of participants.

Data collection

Four data types were collected from three locations and multiple participant types: health
equity surveys, interview audio recordings and transcripts, internal clinical practice documents,
and field notes. A confidential health equity survey developed for the larger multiple-case study
was used to collect demographic information like language, gender, sexual orientation,
racial/ethnic group, racialized identity, Indigenous identity, disability identity, and expanded
midwifery care services received and information about location-specific expanded midwifery
care services. All participants completed similar versions of the health equity survey except for
rephrasing questions related to services offered (midwives, clinicians) or received (clients).

Participants gave online consent through a uniqgue REDCap link before virtually completing the

75



Masters Thesis — R. Hautala; McMaster University — Midwifery

health equity survey. As no question was mandatory, some participants chose the "prefer not to
answer" option. In addition, participants could quit the health-equity survey at any time. Of note
is that participant demographics are not reported in my study to protect participant

confidentiality. See Appendices H & I: Health equity surveys.

In-depth, semi-structured interviews were planned to generate subjective textual data
exploring participants’ thoughts, perceptions, and experiences of midwifery-led medication
abortion care within unique expanded midwifery care settings. The semi-structured interviewing
technique allowed the researchers flexibility to follow ideas of interest raised by participants
while continuing to focus on the topic of interest. (244,288) It also allowed participants to
describe their perceptions of expanded midwifery care and experiences of midwifery-led
abortion in their own words. Questions related to experiences, impressions, concerns, and
satisfaction with midwifery-led medication abortion care allowed documentation of thoughts,
values, and beliefs about midwives as abortion providers. Interviews were conducted via Zoom
or telephone. Informed consent was confirmed immediately before each interview. All
interviews were audio recorded through Zoom, and the interviewer took field notes during the
data collection period. (289,290) The study’s theoretical scaffolding informed interview
questions to explore how expanded midwifery care models integrate the philosophy of midwifery
care into abortion services, impact abortion experiences, and ultimately contribute to

Reproductive Justice. See Appendices J, K, L: Interview guides.

The midwife participants were asked to identify practice and organizational documents
that could inform the study. The purpose of including documentary data for this study was to
review information on how midwives provide medication abortion care under medical directives,

what may be shared with clients, and what the clinical pathways are for interprofessional
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medication abortion care at the three expanded midwifery care sites. In addition, field notes kept
during the participant interviews and meetings with my thesis committee members were
considered throughout the research to inspire reflexivity, iteration, and data analysis.

(225,253,291)

Data analysis

Multiple-layered readings, writing, comparison, coding, and self-reflection are standard
in qualitative analysis. (243,292,293) Early in the process, | recorded what | saw in the data and
created tentative codes to explore further, direct, and focus further on data collection. (294,295)
Later-stage memo writing helped me to place initial codes and categories within themes and
subthemes to describe, compare, categorize, subcategorize, refine, and make conjectures about
the data. (291,295) In addition, memo writing helped me to challenge assumptions, thoughts,
actions, relationships, and decisions that shape the study through reflexive research practice.
(291,295) Furthermore, | employed the six steps of Thematic Analysis, as outlined by Braun and
Clarke, commonly used in qualitative research, including familiarizing myself with multiple
readings, selecting keywords from transcripts, coding keywords while staying true to the
participant's meanings and experiences, developing themes that relate to my data set, research
question, and aim and purpose of this study, and conceptualizing the data into findings to
produce co-constructed new truths. (293,296,297) Using interpretive description methods and
thematic analysis has helped me see through and beyond the data, develop meaningful
relationships between themes for analysis, and synthesize the data into meaningful findings.

(295)

Within this interpretive description study, | led the data analysis and made informed

connections and associations between the participant's unique and shared experiences to generate
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new knowledge. (293) As Thorne suggests, my initial open coding was made simple by memo-
writing and field notes taken during transcript review that effectively highlighted thematic
similarities. (293) Through constant comparative analysis, my themes were developed and left
open well into my analysis and synthesis of the data to prevent misinterpreting code frequencies
as themes. (293) To increase rigor and produce trustworthy findings, | was encouraged to
confirm my biases, expand associations, and study relationships, and consider alternative
hypotheses throughout the research process with ongoing feedback from my supervisor and

committee members. (225,292,297-299)

For my thesis, memo writing, coding, and analysis occurred concurrently using
qualitative software. (300) My theoretical scaffolding, interpretive description methodology, and
Thematic Analysis guided this iterative process and helped me understand, describe, interpret,
and synthesize the data collected. (301-303) I conducted an open-coding qualitative analysis of
interview transcripts, personal emails, and field notes using NVivo software. (300) Finally, my
analysis involved reviewing documents internal to the expanded midwifery care programs shared
with me, such as protocols, clinical pathways, medical directives, and client information related
to expanded midwifery-led medication abortion care. | iteratively analyzed the transcripts,
memos, and documents within my research process, and preliminary thematic insights informed
my subsequent sampling and data collection. Finally, the analysis and conceptualization of the
data created individualized descriptions within unique contexts of midwifery-led medication
abortion that were synthesized across three locations and multiple participant types to produce

co-constructed and meaningful truths. (244,304)
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Data synthesis

Unlike the formal structures for organizing quantitative research, there is no set style for
writing and reporting qualitative findings. (225,298,305) Synthesizing my qualitative data has
involved academic and creative skills, balancing scholarly and original writing to maintain
credibility while exciting the reader. (225,298) As thinking comes before writing, | read my
notes, reviewed other studies related to this research, and talked to my colleagues to generate
ideas. (225,298,305) Sandelowski encourages qualitative researchers to transform or re-present
data by balancing the facts, analyzing to manage and see data in new ways, and interpreting to
generate new meanings. (305) My choice of what story to tell fits my research purpose and
methods. (305) Thorne explains how interpretive descriptive studies describe elements of human
subjective experience to expand the ability of a practice discipline to solve problems. (225)
Following interpretive description methodology, | created a clear outline before writing,
separated the 'whole' into parts, and organized and ordered the parts into a sequential argument.
(225) Next, | returned to the data to distinguish what was contextually essential from what was
peripheral or diverting. (225,298,305) Finally, | identified and explored common threads across
participant interviews, compared data and themes between locations, and considered unexpected
findings to build a story from multiple accounts of midwifery-led abortion within primary

healthcare settings. (297,301,306)
Trustworthiness and rigor

A clear intention is vital to rigorous research and encourages consideration beyond
theoretical understanding to determine whether findings will be applied to improve research

quality. (247) By identifying theoretical underpinnings, using multiple data collection methods,
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and studying different aspects of a phenomenon, | have enriched my study and increased the

credibility and validity of my findings. (307,308)

Thorne suggests enhancing the quality and credibility of interpretive description research
through four principles: epistemological integrity, representative credibility, analytic logic, and
interpretive authority. (225) As such, | have collected data that supports the social construction of
new knowledge. Decisions regarding what expanded midwifery care locations, participant types,
and interview questions to include were informed by my professional knowledge, skills, and
experience, and I carefully chose to offer multiple views of the phenomena. My study’s analytic
logic included appropriate methodology, methods, analysis, synthesis, descriptions, and
interpretations to answer the research question. My professional designation as a registered
midwife working in expanded midwifery care supports my interpretive authority: it gives readers
confidence that my findings represent a rich understanding of participants’ subjective
experiences of midwifery-led medication abortion and my interpretation of how the findings
relate to midwifery and contribute to Reproductive Justice. While some readers may not agree
with my thoughts, values, and beliefs, they can follow my story, understand the phenomena
experienced from multiple perspectives, appreciate how | constructed my findings, and choose

how the knowledge presented may be used in practice.

The McMaster Midwifery Research Centre supported my research through the 2023
Grant Program Graduate Research Award and mentorship from experienced staff. In addition,
data about experiences of midwifery-led medication abortion was collected within participant
interviews for a multiple-case study investigating the impact of midwifery integrating into
primary care settings across Ontario, facilitating input and member checking with a larger

research team. Rigor was ensured through the triangulation of methods (health equity surveys,
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interviews, and document analysis), different data sources (midwife, clinician, and client
informants), and member checking with my supervisor and thesis committee members. My thesis
committee included Dr. Liz Darling, RM, Ph.D. (Director/Assistant Dean, Midwifery Education
Program, Associate Professor, Department of Obstetrics and Gynecology, Associate Member,
Department of Health Research Methods), Dr. Susan Jack, RN, Ph.D. (Professor, School of
Nursing, Associate Member, Department of Health Research Methods), and Dr. Meredith
Vanstone, Ph.D., (Associate Professor, Department of Family Medicine). The experiences of my
committee members related to midwifery knowledge and qualitative health research supported

my study's development, conduction, rigour, trustworthiness, and completion.

Summary

This study viewed participants’ experiences of midwifery-led medication abortion
through a Reproductive Justice lens to explore the impact of midwifery care on abortion
experiences when provided through expanded care models within primary healthcare settings. |
chose interpretive description methodology to examine and compare midwifery-led medication
abortion experiences through participant interviews, demographic surveys, and location-specific
practice document review. As a midwife and researcher, | analyzed, described, and interpreted
the data using interpretive description and thematic analysis to consolidate meanings, theorize
relationships, and produce co-constructed truths to apply to clinical practice. The knowledge
generated may help inform midwifery practice, meet the needs of clients, healthcare
professionals, communities, and the midwifery profession, and be of interest to decision-makers

and policymakers.
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Chapter 4: Findings

This chapter describes the initiation, provision, understanding, and experiences of
midwifery-led medication abortion within three expanded midwifery care models across Ontario.
| begin with a brief explanation of the participants interviewed. Next, my findings are organized
within constructed themes from my data analysis and synthesis. A Reproductive Justice lens

continually informs this description of midwifery-led medication abortion experiences.
Participants

A total of 18 participants were interviewed. This study will not report personal
information to protect the confidentiality of the organizations, midwives, healthcare clinicians,

and clients who participated. See Table 1 for participant types, locations, and numbers.

Table 1: Interviews by participant type and location

Participant type Location N Total

Midwives Northern 4 8

(RM=Registered Southern 1 2

Midwife) Southern 2 2

Clinicians (NP=Nurse | Northern 3 5

Practitioner, Southern 1 1

MD=Medical Doctor) | Southern 2 1

Clients (C=Client) Northern 5 5
Southern 1 0
Southern 2 0

Total 3 18

Eight midwives who work within interprofessional teams participated. The expanded
midwifery care model programs were located within primary healthcare organizations funded
and located to increase access and promote health services for diverse clients and communities,

including two community health centres and one family health centre. (93,102)
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All midwife participants were familiar with members of the research team through shared
professional opportunities and experiences in abortion care. See Table 2 for a collective

description of the midwives' roles in medication abortion care within their organizations.

Table 2: Midwife participant experiences in medication abortion care

Midwife participants have or currently are: Northern Southern 1 Southern 2
Initiated and established expanded midwifery v v v
care services

Co-lead program development v v v
Work within the organization before v v v
medication abortion was offered

Work to support midwifery-led abortion in v v v
other communities

Work as an employee midwife v v v
Develop and implement medical directives v v v
Offer care in Northern communities v

Participate in abortion-related leadership and v v v
professional education

Work in midwifery practice groups v v

Collaborate with Indigenous midwifery v v
practices

Collaborate with other expanded midwifery v v v
programs offering abortion services

Refer clients to expanded midwifery care for v

abortion and contraception care

Provide post-abortion care, including v v v
contraceptive counselling, screening, and

treatments

Insert and remove long-acting reversible v v

contraceptives

We interviewed two nurse practitioners and three medical doctors across the three

locations who worked interprofessionally with midwives to support some aspects of expanded
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midwifery care. The healthcare clinicians who participated offered varying degrees of
collaboration for comprehensive abortion care, including authorizing midwives to provide
abortion medications and contraception through medical directives or ordering services for tests
and procedures that may arise during comprehensive abortion care like thyroid screening, pelvic
ultrasounds, sexually transmitted infection treatments, and contraceptive prescriptions listed
within Ontario midwives’ pharmacopeia as defined by the Midwifery Act of 1991 and the

Laboratory and Specimen Collection Centre Licensing Act, R.S.0. 1990, c. L.1. (136,216)

Five clients were recruited midwives familiar with their care and voluntarily agreed to be
interviewed. Clients were only recruited from the Northern location due to the time constraints
for purposeful recruitment and completing a master’s thesis. The clients had unique midwifery-
led medication abortion experiences, including multiple pregnancies with the same midwives,
repeat medication abortion experiences, and medication abortions for incomplete miscarriages.

All clients had post-abortion care with their midwifery team.

Findings

Themes were constructed during the research process and finalized after collecting,
analyzing, and synthesizing the data to describe where, why, and how midwives are providing
expanded midwifery care and medication abortion services through primary care organizations.
First, I describe access to medication abortion from multiple perspectives. Next, themes and
subthemes related to building relationships, developing expertise, and gaining credibility
describe the development and provision of medication abortion within the three locations.
Finally, the themes of increasing access and normalizing abortion help to explain midwifery

models of medication abortion care and how midwives impact abortion experiences.
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My thoughts, values, and experiences as a midwife providing medication abortion
services inform these findings. Concepts related to Reproductive Justice were considered
throughout my analysis of interviews, practice documents, slide decks of presentations, medical
directives, charting templates, personal and professional observations, and reflections I have

collected along the way.

The nature of the problem: access to medication abortion

In their interviews, midwives and clinicians described the barriers, hurdles, and pathways
they negotiated when midwifery-led medication abortion care was initiated, including managing
some hesitations around conscientious objections and concerns about on-call responsibilities.
Midwives and clinicians from all locations described how midwives worked to educate other
team members about medication abortion and explained how midwives designed comprehensive

abortion care services to meet community needs.

Before the integration of midwifery-led abortion into these primary care locations,
midwives, nurse practitioners, and medical doctors recalled barriers to abortion, such as a lack of
services, few or no clinicians offering abortion, long wait times to see specialists, and negative
attitudes and discrimination towards clients needing abortion care, all of which made getting
contraception and abortion more difficult or impossible for some clients. In the Southern 2
location, participants commented on the lack of medication abortion services in their region
before midwives established expanded midwifery-led medical abortion care, recalling that no
outpatient clinics and few primary healthcare clinicians were comfortable offering medication
abortions at that time. Despite being a large urban centre, clients often had to “leave the city” if
they wanted a medication abortion. (MD3, RM7, RM8) In the Northern location, before

midwives offered abortion services, midwives, nurse practitioners, and medical doctors
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interviewed explained that very few clinicians offered medication abortion across their region,
and people who presented for early abortion had to navigate services through a free-standing
sexual health clinic or referral to a specialist for medication abortion prescriptions. A Northern
clinician explained the hesitation from primary care doctors to provide medication abortions:
| don't think there's a lot of physicians actually prescribing [mifepristone and
misoprostol/ or feeling comfortable with the knowledge to prescribe...the SOGC [Society

for Obstetricians and Gynecologists] has a course, but you have to pay for it, you know?
So, there's a lot of barriers for physicians to be prescribing. (MD1)

In the Southern 2 location, midwives and the nurse practitioner described how, despite being a
major centre with more abortion services, they were seeing uninsured people without residency
status who could not afford an abortion and would often present for care later in pregnancy
before midwives started offering low-barrier abortion care.

The clients interviewed identified one of the barriers to getting medication abortion care
including a lack of support from their family, friends, and other healthcare professionals. One
client explained, “the people I hang around with are kind of, like, close-minded” and said they
did not know how to find an abortion provider in the community. (C4) Some clients called
multiple healthcare facilities to see a clinician willing to offer medication abortion care. One
client remembered thinking: “What am I supposed to do now? Like...the [midwifery practice
group] midwives don’t want me. Like, my doctor's not calling me back. Like, what do I do
now?” before being referred to the expanded midwifery care program. (C5) Several clients said
they had previously experienced poor treatment when accessing healthcare for unwanted
pregnancies. One client who faced negative attitudes and a lack of compassion at the emergency
department compared that experience to having a medication abortion with midwives:

...in the hospital, my experiences there have been so poor. Like, in the emerg department

when everyone there is like, ‘go, go, go, go, go’ and has no time to see you. So, going

through the midwife program, it was really good ‘cuz they actually, you know, could sit
with me and understand the pain that | was going through. (C4)
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Midwives and clinicians described how their primary healthcare organizations cared for
diverse clients and described some of the priority populations as lower income, newcomers,
uninsured, substance involved, precariously housed, racialized, Indigenous, and complex, with
disproportionate barriers to care and increased needs for comprehensive health services.
Midwives, nurse practitioners, and medical doctors from all locations described how their clients
often had poorer social determinants of health and higher rates of unintended pregnancies. In
addition, in the Northern location, participants described geographical challenges, a shortage of
primary healthcare professionals, and inadequate access to specialists, hindering people from
getting timely abortion care. All three locations reported seeing increased needs in terms of
access to abortion care with uninsured clients such as new Canadians and international students,
people who have lost or stolen health cards, unable to keep track of their healthcare because of
substance use, street involvement, or living in precarious and unsafe environments. In addition,
every location described how wrap-around services within their organizations, including
dieticians, diabetes specialists, counsellors, psychiatrists, health workers, addictions support,
drop-ins at shelters and community agencies, and outreach workers try to address social and
ecological determinants of health by bring together health workers and equity-deserving people
at risk with increased barriers to care. To address community needs for better access to abortion
services, midwives and clinicians credited their organizations for encouraging healthcare tailored

to individual needs and circumstances.
Initiation of midwifery-led abortion care

The midwives initiated, developed, and integrated comprehensive medication abortion
care in their locations, introducing midwifery-led abortion services at different stages for various

reasons. The Southern 1 location midwives started providing medication abortion in partnership
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with an external obstetrician-gynecologist soon after their expanded midwifery services began in
2018 to address the lack of medication abortion care in their region. As some of the first
midwives to provide medication abortion through expanded midwifery care, these midwives
described how developing medical directives and clinical pathways for midwifery-led abortion
was challenging and time-consuming work:
We did our own independent research, developed our own care pathways, administrative
pathways, medical directives, and documentation templates and handout for clients.... [

mean, | think because we started at the very beginning, we were one of the first; it felt a
lot like creating the wheel for the first time. (RM7)

The Southern 1 location participants explained that because their organization was the only
option offering outpatient medication abortion services within a large region, they started caring
for clients from other communities who had to travel long distances for midwifery-led
medication abortion. Since the midwives initiated abortion services through their expanded care
program, two other outpatient clinics began providing medication abortion in their city.
However, the midwives and clinicians interviewed identified an ongoing need for low-barrier

medication abortion access for people experiencing barriers to accessing care in their region.

When the Southern 2 location midwives began seeing clients in 2018, they supported
clients rostered to primary healthcare professionals internal to their organization who were
referred to the expanded midwifery care program for extra support. A Southern 2 location
midwife remembered their first call for abortion services:

Our first request for abortion care came through the [addictions program]. So, it was a

patient who was an opioid user, and one of the harm reduction outreach workers called

upstairs and said, 'Is there a midwife? Could you come down to us? We know somebody's
pregnant and doesn't want to come upstairs. Can you come down and talk to her?' (RM6)

The midwives explained that despite living in a large city, many clients who needed an abortion
had issues accessing care, like not having access to a phone or transportation, struggling with

substance use disorders, living in precarious environments, or not having health insurance to pay
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for services. To help address these challenges, the Southern 2 location midwives decided to offer
low-barrier services in partnership with medical doctors, nurse practitioners, and leadership
within their organization, accepting referrals for anyone needing an abortion across their large
region. Midwives from every location commented on the number of clients who needed an
abortion but could not afford the associated costs and how their expanded midwifery programs
and organizations have worked to reduce or eliminate some of the costs for uninsured health

services for people who could not afford them.

The Northern midwives started seeing abortion clients in a supportive role in 2018. Their
expanded midwifery care program was initially aimed at increasing access to perinatal and
postpartum care, providing sexual and reproductive services, and extending care for parents and
babies to six months of age. When their organization started to receive more requests for
abortion support, including post-abortion contraception, the midwives began offering post-
abortion follow-up. They partner with an external obstetrician-gynecologist to train in
intrauterine contraceptive device insertions and an internal clinician for support placing
subdermal contraceptive implants beyond the initial postpartum period. One Northern midwife
explained how, within their expanded postpartum and well-baby care, some parents were
presenting with unplanned pregnancies and requesting medication abortions:

It became more and more that clients would be saying, ‘Well, why do I have to go see this

person? Why have to go see another person get this medication prescription?... And we

kept saying, ‘Well, you know, this is at the limits of how midwives work, and this is what

we were able to do here.” And then people would have trouble getting to the
appointments, or they would just be reluctant to go and see a new provider. (RM1)

The Northern location participants identified two ways of accessing medication abortion
before the midwives offered this care: through a central intake and referral to specialist care or

from the only free-standing health clinic that provided openly available medication abortion.
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Unfortunately, the free-standing clinic closed suddenly in 2020 at the height of the COVID-19
pandemic. Consequently, the Northern location experienced a sharp increase in abortion
requests, and the midwives approached their management to initiate midwifery-led medication
abortion services. When the idea was introduced at an organizational staff meeting, one nurse
practitioner recalled how the team was primed to offer support: “I think that the team was fed up
with the lack of services and how long it was taking. And so, we were really all excited when
they brought this idea.” (NP1) However, there were initial hesitations and low uptake for the
idea, particularly from healthcare professionals who expressed conscientious objections or
worried about on-call responsibilities, as one medical doctor explained:

We have 5 [medical doctors] on site, and most of them have some religious belief or

whatnot that they don't, and they won't provide medication abortion. It's not necessarily

that they don't support it, but they won't be the ones to prescribe it.... So, by having
[midwives], we've been actually able to provide this service. (MD1)

To address these concerns, the Northern midwives presented virtually at another all-staff round
on medication abortion, inviting midwives and clinicians from the two Southern locations to
attend and provide insight into how midwifery-led medication abortion was being delivered in
similar settings. This event was highly successful and encouraged several clinicians to offer
support by signing a medication abortion directive the next day and facilitating comprehensive

midwifery-led medical services to begin immediately.

Clinicians from all three locations explained initial concerns about managing abortion
responsibilities and complications after hours, as described by a Southern 1 location clinician:

... there's the 4 [medical doctors] in our office which are similarly minded, but I can
guarantee you and tell you that out of the 23 of us [on-call] we are not all going to
approach a situation like this in the same or similar way. So, it's difficult for us to, you
know, be expected to support something like that, given the constraints of our on-call
system. (MD3)
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To address concerns raised by on-call clinicians within their organizations, midwives at every
location described creating open communication pathways, on-call services, and outreach care,
helping to alleviate the other clinicians' concerns about managing abortion-related work. In
addition, the impact and timing of the COVID-19 pandemic affected access to abortion
everywhere, and healthcare systems tried to minimize the number of places and professionals
that clients needed to see to access abortion care. One Northern midwife described how “people
themselves were more reluctant to go to all these different sets.” (RM1). The timing of the
pandemic coincided with increased requests for medication abortions across all three locations,

and midwives felt prepared to meet rising needs.

Location-specific challenges to initiating midwifery-led abortion included creating
pathways for the first time, realizing the unique barriers faced by their organization’s client
populations, and a sudden lack of services in an already under-resourced region. Midwives and
clinicians from two locations identified initial hesitation around midwives providing medication
abortion care related to personal values and concerns about on-call responsibilities. Common
gaps, barriers, and issues across the three locations included a lack of accessible services,
populations with increased socioeconomic barriers and diverse abortion needs, and the COVID-
19 pandemic’s influence on access. Initiating midwifery-led abortion care in these three primary
care locations has provided solutions for de-fragmenting and centralizing abortion services

before, during, and since the pandemic.

Midwives and clinicians from these three expanded midwifery care programs described
similarities and differences between their midwifery workforce and abortion-related services.

Table 3 compares the three locations' services, which are described within the following themes.
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Table 3: Location-specific abortion services

Location Northern Southern 1 Southern 2

Healthcare community health family health team community health

organization centre centre

Number of midwives | 3 (2 full-time, 1 part- | 4 (one fill-time, 6 (full-time)
time) divided)

Authorizing clinicians | Internal MDs and External MD Internal MDs and
NPs specialist NPs

Open referral pathway v 4 4

Community-based v 4 4

outreach services

Option for virtual care v v

On-call availability
during clinic hours

After-hours/weekend | Not funded 4 v
care

Point-of-care 4 infrequent v
ultrasound (when

required)

Dispensing 4 v
prescriptions

Providing abortion- v 4 v
related supplies

Upper gestational 11 weeks 11 weeks 11 weeks

duration for low-risk
medication abortion

LARC insertions and | midwifery-led midwifery-led MD, internal referral
removals

Themes

Five themes and related subthemes describe the experiences of midwifery-led abortion
and explain why and how midwifery-led medication abortion was initiated and continues to be
supported. The data have been interpreted through my disciplinary lens and theoretical
scaffolding. While creating the findings, my supervisor and committee members helped

challenge and name themes and subthemes that represent the data and relate to my study’s
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foregrounding. | have identified patterns, similarities, and differences in how participants
experience midwifery-led medication abortion. See Table 4: Overview of thematic analysis.

Table 4: Overview of thematic analysis

Themes Subthemes

Building relationships Knowing each other
Collaborating
Centring the client

Developing expertise Expanding abilities
Leading services
Working with medical directives

Gaining credibility Task shifting and sharing
Appreciating the midwifery philosophy
Feeling valued

Increasing access Timely access, better care
Providing person-centred care

Normalizing abortion Expanding midwifery-led abortion care
Educating midwives

Theme 1: Building relationships

‘Cause, it's really about building the relationship. Yeah, that was huge for us. (MD1)

Midwives have built relationships through continuity, information sharing, and mutual
respect. From the introduction, we saw how relationships between midwives, other healthcare
professionals, and clients have supported and expanded midwifery care to include medication
abortion. Pre-existing relationships, mutual goals, supportive communities of practice, and
working within like-minded organizations that centre the needs of diverse clients have facilitated
midwifery-led sexual and reproductive services. Thus, relationship building is associated with

the integration of medication abortion in these primary care settings.
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Knowing each other

The midwives’ preexisting relationships have contributed to creating medication abortion
services new to midwifery and Ontario healthcare systems and helped support midwives to lead
the care. Midwife and clinician participants described working together in many ways through
connecting, collaborating, supporting, and informing one another. Participants met each other
through professional experiences, educational opportunities, conferences, mutual acquaintances,
and attending each other's presentations. The expanded midwifery care programs shared practice
documents, consulted each other on care-related questions and challenges, and referred clients
between locations. Midwife participants described mutual connections within and between the
emerging expanded midwifery care models. A Southern 2 location midwife recalled the
Northern location reaching out for help when applying for funding and developing protocols.
When they discovered that a friend and colleague was working at the Northern location, one
Southern 2 location midwife said it “felt good” to help another expanded midwifery care model
and create a community of practice, stating, “we've been like orbiting around each other all this
time.” (RM6) In addition, midwife participants from each described working with other
expanded care midwives within and outside of their organizations through midwifery practice
groups. For example, a Northern midwife who had worked with another midwife participant as
their preceptor, practice partner, midwife, and co-initiator of the expanded midwifery care
program recalled co-conceptualizing midwifery-led medication abortion in 2018 when the
expanded midwifery care model was founded to address the regional gap in services and need for

better access to abortion care.

Midwives and clinicians described how understanding the midwifery model of care

before working together within their organization was instrumental to the success of midwifery-
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led medication abortion because of their mutual trust built from previous relationships and
experiences of midwifery care. A Northern midwife who refers to the expanded midwifery care
program suggested these strong relationships helped to build credibility and support for one of
the midwives to work in an expanded way within the Northern location: “[this midwife] is a
known, well-reputable healthcare provider in our community.... I have no doubt that [those
relationships] helped.” (RM3) Nurse practitioners and medical doctors from all three locations
commented how trusting the midwives’ care has helped them feel comfortable referring clients

to the expanded midwifery care programs for medication abortion care.

Clinicians and midwives at every location have worked within the same interprofessional
teams since their expanded midwifery care program started and credited this continuous
relationship to the ongoing support for midwives leading medication abortion care. Southern 1
and Northern location clinicians described building relationships from previous connections,
such as providing health and midwifery care for each other, mutually referring clients, precepting
and learning from each other within interprofessional education and teaching opportunities and
sharing acquaintances within social circles. A Southern 1 location clinician explained how
personal experiences of receiving midwifery care helped integrate an expanded midwifery care
model into their organization:

I have family experience with midwifery care.... And my [partner's] always saying, ...been

saying ever since the kids were babies, ‘you know, I wish we could just take the kids to

the midwives.... It certainly made a whole lot of sense when I heard about the proposal
for the [expanded midwifery care model] (MD3)

In addition, midwives from all locations said good relationships between midwives and other
healthcare professionals within their region have helped to “pave the way for these kinds of
projects.” (RM7). For example, the idea to have midwives work within the Southern 1 location

sprouted from a community event where a medical doctor sat with a midwife. The two discussed
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how a broader population would benefit from midwifery services offered through primary
healthcare, and the medical doctor’s personal experience in midwifery care influenced their

support for midwives to join their organization.

Midwives and clinicians from all locations explained how locating expanded midwifery
care within interprofessional primary healthcare organizations facilitated medication abortion
services. The organizations’ built environments have encouraged relationships and collaboration.
Midwives and clinicians from all locations commented that having established staffing, locating
midwives “just down the hall” from other healthcare professionals, and working within shared
administrative spaces have contributed to integrating midwifery services. Participants spoke
about how collaborations within shared workspaces, staff meetings, and hallway chats have
enabled them to get to know one another, encouraged daily connections, and helped them to
better understand how midwives provide care. Clinicians from all locations commented on how
sharing space helps them see midwives as part of the team, as a Southern 1 location medical
doctor explained:

... because they work out of, you know, the same types of exam rooms as we do, and

we're all kind of at the same hallways and things, and you know we run into each

other.... It's easy to have those kind of ‘quick’ conversations...if there are any difficult
cases... as opposed to a formal consult.” (MD3)

Midwives from all three locations described how positive relationships with their
management teams have helped establish and support midwifery-led medication abortion. A
Southern 2 location midwife described working with their organization as an external consultant
years before initiating the expanded midwifery care model. Thus, midwives were already known
within the organization when the call came to offer expanded midwifery care services. Midwives
from all locations described fast support and autonomy for leading medication abortion services

to meet community needs, as one Southern 2 location midwife stated:
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We've never had any input where leadership has said, ‘No, that's not the direction you're
gonna go’....[The] program is totally developed and based on our needs and interests
and desires, and we've only ever had support from leadership (RM6)

In addition, midwives from all locations commented on how their organization’s management
encouraged support from other staff and helped authorize abortion-related medical directives in

timely ways.

Midwives from all locations had support from management and primary care teams to
create and revise their medication abortion-related directives based on evidence and community
needs. Examples included increasing gestational durations (all locations), dispensing
mifepristone and misoprostol for medication abortion directly (Northern, Southern 2 locations),
decreasing or removing age limits for services (Northern, Southern 1 locations), removing
requirements such as dating ultrasounds and in-person visits (all locations), and adding
medication abortion for missed or incomplete spontaneous abortions (all locations). Furthermore,
midwives from the Southern 2 and Northern locations explained how they successfully
advocated for organizational funds to provide prescriptions, supplies for clients, point-of-care
ultrasound, and continued education to improve the quality of medication abortion services.
Participants attributed the enthusiastic support for midwives to lead medication abortion services
to their relationships of mutual trust built over time and working within organizations that

encourage midwives and other healthcare professionals to work together.

Collaborating

I've learned a lot from them. It’s been a really good experience. (MD1)

The relationships midwives have built support interprofessional collaboration to improve
abortion access. The midwives and clinicians described the ways they work together to offer

medication abortion. Collaborating for program development, medical directives, informal
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consultations, and formal referrals were identified by midwives and clinicians from all three
locations as ways they provide medication abortion intra- and inter-professionally. Midwives
have been supported by clinicians who provide prescriptions not included in the midwifery drug
list, like mifepristone and misoprostol for medication abortion, sexually transmitted infection
treatments, and contraceptives through prescriptions provided within electronic medical record
pathways and through medical directives. In addition, nurse practitioners and medical doctors
from all locations described organizing tests that midwives are not permitted to order for clients
upon request from the midwives for needs that arise. One Northern clinician described how
working with the midwives over time has helped them feel comfortable collaborating to support
expanded midwifery care:

...if ' was handing over my prenatal [patient] to them, or if they were asking me to order

things or certain antibiotics, or you know, something that maybe a little bit technically

out of their scope, but they have much experience with to help guide and treat the patient,
I might be hesitant with without knowing them. (MD1)

Different values, opinions, and responsibilities involved in medication abortion care have
created some tensions. Some members of the Northern locations’ healthcare team expressed
conscientious objections to providing abortion. However, as the organization is large, the team
wanted to make medication abortion services available and was able to accommodate requests to
opt out by having supportive clinicians sign the medical directives. One clinician who is not
involved in medication abortion care expressed support and respect for expanding midwifery
care within their organization:

It's been terrific that we have had midwives integrated into practice, for | found that they

have levels of knowledge in areas that exceed my own. And it's not uncommon where |

refer patients to the midwives because they have questions that | don't know how to
answer. They have somebody with more experience to answer those questions. They have

improved access to care. There are more providers. You can see there are shorter wait
times. They've improved the quality of care and all around. (MD2)
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Clinicians from each location recalled being introduced to the idea of midwifery-led
medication abortion. They described initial concerns around on-call responsibilities and how
they were mitigated by understanding how midwives can provide support outside and within
their regular scheduled clinic. Nurse practitioners and medical doctors said midwives often
consult with them on weekdays while they are the on-call clinicians, specifically for care outside
the midwives’ ordering ability or scope of practice. Midwives and clinicians from all locations
explained how this system of consulting within the clinic day for timely needs that may arise,
such as contraceptive prescriptions or additional tests, has worked well to increase access to care.
However, every midwife and clinician interviewed commented on how consulting for care
midwives should be able to provide is extra work and seems unnecessary, as one Southern 2
location nurse practitioner commented:

When | think sometimes of the things I'm consulted on, like some of the blood work and

stuff that [midwives] can't order... I'm just blown away when it's the logical next step in
this workup. (NP2)

Nurse practitioners and medical doctors from each location credited the midwives for
enabling other healthcare professionals to support medication abortion, and those from the
Southern 1 and Northern locations said abortion care would not be provided within their
organizations if it were not for the expanded midwifery care programs initiating services. A
Southern 2 location nurse practitioner explained how midwives support other clinicians to offer
medication abortion services:

So, when I do have somebody who presents in early pregnancy, unwanted, for abortion...
often my brain kind of explodes a bit.... And so, I send a message or a text, or  walk

down the hall, and the midwifery team is always really available to help and guide
whatever needs to happen at that point. (NP2)

Midwives interact and collaborate between the three expanded midwifery care programs.

Northern midwives explained how they have referred clients who are more than 14 weeks
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pregnant and required to travel for an abortion to a larger centre for continuous midwifery
support when possible. One client who received collaborative care from the Northern and
Southern 2 locations for medication abortion care described their inter-practice abortion
experience:
Because | was in [Southern 2 community], where | personally don't have any healthcare
providers, | was able to connect with [my midwife] right away and have it sorted out

because they connected me with people at [Southern 2 location] who were totally
great....I had everything sorted out by the midwives. (C3)

Some Northern and Southern 1 location midwives interviewed also work in midwifery practice
groups and refer clients to expanded midwifery care programs for management of both
incomplete spontaneous and therapeutic abortions. They explained how referring to midwifery-
led abortion care offers access to timely appointments, personalized follow-up, and continuity. A
Northern midwife who works within an Indigenous midwifery practice described how the two
practices collaborate when one or the other program can meet clients’ needs: they said there is a
mutual feeling of confidence that referring to other midwives provides person-centred, safe, and
culturally sensitive care. Midwives from all locations described increased comfort with intra-
midwifery practice referrals, knowing that their clients will receive continuous midwifery care

for medication abortions.

Providing continuity

Midwives, clinicians, and clients from every location described how continuity of care
improved their abortion experiences and encouraged healthcare uptake. Midwives explained how
their relationships with clients were fundamental to understanding personal contexts influencing
decisions, helping respect unique needs, and increasing satisfaction with care. Nurse
practitioners, medical doctors, and clients from every location commented on the extra time

midwives spent with clients, getting to know them within appointments. In addition, clinicians
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and clients remarked how having continuity of midwifery care across multiple pregnancy
experiences has helped clients who need an abortion access services sooner through a known
healthcare professional within a familiar organization, improving their comfort and confidence

when having an abortion.

Experiences of continuity, such as receiving care with the same midwives for multiple
pregnancies, post-abortion care, and reproductive life planning, were described by participants at
all locations. A Northern nurse practitioner saw continuity as a significant benefit to midwifery-
led abortion for addressing clients’ ongoing sexual and reproductive healthcare needs:

They're seeing the woman prenatally and postpartum, and they're in the perfect

position...to discuss birth control with them in the post-period...and if they do want an

intrauterine contraceptive or Nexplanon, they can set up that appointment.... These same
women feel way more comfortable coming back to them if they do want abortion care if

they want...a change in their family planning care, ...if they have a subsequent
pregnancy. That door is always open, they have that connection. (NP1)

Midwives from all locations reported caring for clients for different pregnancy experiences. One
of the Northern midwives articulated how continuity through midwifery-led medication abortion
has helped clients access abortion care with more trust:
I've had several clients now, even in 4 years, where I've seen them for one or two initial
pregnancies and then seen them for a termination experience....They express so much

gratitude for having that continuity across their pregnancies, for knowing me, for being
able to just book in with me and say, ‘Hey, I'm pregnant again.’ (RM1)

One client described how the same team of midwives had provided their care for pregnancy and
a fetal loss, a term birth, two postpartum periods, post-partum contraception and removal, well-
baby care, and a missed spontaneous abortion. They articulated how having the same midwifery
team has helped improve their comfort in accessing care for questions or concerns:

| know I'd be able to get a hold of them, you know...that brings comfort... especially after

stillbirth...I could just pick up the phone and get answers.... [My midwives] all knew
what was going on. It must be hard. I wasn’t their only patient. (C3)
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Furthermore, clients commented on how the amount of time their midwives provided within
appointments allowed them to get to know each other, improved their understanding of care
options, and helped them make personalized choices that accommodated their unique needs. One
client who had a medication abortion over the holidays explained how their medication abortion
experience was comfortable because midwives were easy to reach and took time to answer
questions:

They're not a hard person to get a hold of. They explain more of, like, the part of the

situation that you're gonna go through or ‘you're going to feel this... . It was like daily
conversations.... I had a very, very good relationship with them. (C2)

Two clients interviewed described having continuous midwifery care for more than one
medication abortion. Both clients commented that their midwives were non-judgemental,
friendly, and encouraged open communication on reproductive life planning, as one client
described: “I didn’t feel like I was doing something wrong, like taking care of myself...when I
came to see [my midwife], [they] made everything feel better.” (C4) Some clients also
recognized that the continuous care they received with midwives was unique within healthcare
and expressed a special connection with their midwifery team. Some compared their midwifery
care to other healthcare experiences and highlighted how they valued the continuity, information

sharing, and respectful care they received.

Participants emphasized how the midwifery model of abortion care helped to build
relationships through continuity of care and improved abortion experiences. These descriptions
of how midwives have initiated medication abortion care continue through the next themes,

developing expertise and gaining credibility.
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Theme 2: Developing expertise

It's been a process for our entire team of starting to really believe in our expertise and
skills. (RM6)

The theme of developing expertise describes how midwives have learned to provide
quality, comprehensive abortion care and how clients and other healthcare professionals see
midwives as specialists within their organizations. | analyzed the interview transcripts and site-
specific practice documents and drew from my professional experiences of medication abortion
care to understand how midwives are developing their expertise. There are similarities and
differences between the three locations, including the ways that midwifery-led medication
abortion care has evolved, the number of midwives working, differences in funding for their

expanded midwifery care programs, and the services midwives offer.

Expanding abilities

Midwives from all locations described how support from other healthcare professionals
and continuing education related to comprehensive medication abortion practices have helped to

increase the quality of midwifery-led medication abortion care.

The Southern 1 location midwives have partnered with an external obstetrician-
gynecologist for their medical directives. The midwives credited their previous and ongoing
connection with the authorizing specialist in abortion care for helping support the development
of their expertise. The midwives have also completed the Society of Obstetrician and
Gynecologists of Canada’s training courses related to comprehensive abortion care, including the
Intrauterine Contraception Insertion Preceptorship, Extended-Release Subdermal Implant
Preceptorship Program, and the Medication Abortion Training Program. In addition, Southern 1

location midwives provide leadership as clinical instructors for Canada's Society of Obstetricians
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and Gynecologists and within midwifery education programs for intrauterine and subdermal

contraceptive care.

Midwives from the Southern 2 location described how the National Abortion Federation
of Canada’s Medication Abortion Training for Primary Care Providers and related resources
informed their model of medication abortion through well-informed client handouts, online
support, virtual education sessions, and research-based, up-to-date guidelines:

We follow the [National Abortion Federation] recommendations like to a ‘t’ because,

like, it says it's reasonable to offer [medication abortion] up to 11 weeks if you have

close follow-up, and we do, that we do.... I don't think we have specific like protocols.

We don't have like a specific protocol on how to do [medication abortion]. But we do
have a directive. (RM5)

Like the Southern 1 program, some Southern 2 location midwives provide leadership in abortion
by instructing medication abortion training for other primary healthcare professionals through

the National Abortion Federation of Canada.

Northern midwives have completed the above-listed courses from the Society of
Obstetricians and Gynecologists and the National Abortion Federation, in addition to Organon
Canada’s etonogestrel extended-release subdermal implant course. They have listed these
training resources within their medical directives to encourage high-quality midwifery-led
abortion service provision. Two Northern midwives are preceptors for the Society of
Obstetricians and Gynecologists of Canada and Organon Canada’s training programs to support
other healthcare professionals to learn skills for comprehensive post-abortion contraception. In
addition, the midwives from all locations mentioned utilizing the World Health Organization’s
2022 Abortion Care Guidelines to ensure up-to-date best practices for comprehensive abortion

care. (17)
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Interestingly, the nurse practitioners and medical doctors interviewed were divided in
their knowledge about what training midwives had for expanded midwifery and medication
abortion care. As expected, participants who signed the medical directives has knowledge of the
midwives’ comprehensive training and experience. They explained how the midwives wrote and
revised the medical directives and expressed respect for the ways midwives lead abortion care.
The two clinicians interviewed who were not authorizers for directives said they were unsure
how the midwives had learned to offer expanded midwifery care. Despite this, these clinicians
confidently referred clients for expanded midwifery and medication abortion services based on
their experiences of seeing how midwives provide care, as one medical doctor explained:

I'll be honest: I don't know all the training of advanced [midwives] ... But I think anyone

with the level of training the midwives that | work with have, that level absolutely should
be integrated more into primary care. (MD2)

Point-of-care ultrasound is a skill that midwives in all three locations have completed
training to provide within their medication abortion care. Midwives at each location said they use
ultrasound occasionally for abortion care as per the changing landscape and recommendation that
a dating ultrasound is not always necessary. The Southern 2 and Northern location midwives
have offered point-of-care ultrasounds for clients without health insurance and for clients with
limited abilities to follow up due to challenging circumstances. All midwives described offering
other point-of-care services like dispensing medications, giving supplies, testing and treating
sexually transmitted infections, and offering contraceptives, especially for clients with poorer
social and ecological determinants of health, to encourage timely access to healthcare and

reproductive life planning.

We asked midwives how they thought providing medication abortion care influenced

their practice. They described an enhanced ability to encourage open communication on
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pregnancy intention, counsel clients on abortion options, be more mindful of the wording and
language they use, offer violence-and trauma-informed care, provide non-judgemental and harm-
reducing care, and work to meet their clients “where they are at”. (RM1, RM3, RM6, RM7)
Midwives from each location had gained a better understanding and appreciation of how difficult
accessing abortion care can be for both clients and the healthcare professionals who are caring

for them, especially for clients facing intersecting discrimination.

Midwives from all locations described how supporting clients through abortion has
increased their desire to offer more support and “do a little bit extra” (RM4) during abortion
experiences and post-abortion care, encouraging them to develop skills and gain knowledge to

provide high-quality medication abortion care.

Leading services

In response to community needs, midwives have led the provision of medication abortion
within their organization. In the Southern 1 and Southern 2 locations, midwifery-led medication
abortion was one of the first expanded midwifery care services their programs offered. In
contrast, in the Northern location, midwives initiated medication abortion care after other
services like intrauterine contraceptive care and expanded well-baby care were successfully
established. Seeing how the Northern midwives provided high-quality care for different sexual
and reproductive health needs has encouraged other healthcare professionals to recommend
midwifery-led medication abortion, as one medical doctor interviewed explained: “my level of
comfort was even that much more because we had already built that relationship and knowing

that their skills are fantastic, they go above and beyond the call of duty, and so forth.” (MD1)
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Nurse practitioners and medical doctors said the midwives introduced medication
abortion care to their organization. As a nurse practitioner commented, “they're like a
force...they're leading a lot of the care initiatives...bringing things to the table, seeing needs.”
(NP2) However, midwives from all locations recognized how their organizations have supported
midwifery-led comprehensive medication abortion care, acknowledging the shared values,
positive work cultures, respect for midwifery care within the broader community, and
partnerships with like-minded professionals. Midwives and clinicians from each location
described how midwives have become the landing place for pregnancy care and that nurse
practitioners and medical doctors support midwives to work as autonomously as possible and
lead medication abortion care despite requiring medical directives. However, some midwives
spoke about protecting their autonomy as primary healthcare professionals within employees’

models and large organizations, as one Northern midwife explained:

[The organizations] do let the midwives guide them to a certain degree, but on the
negative side, it's been more of, ‘we could get a little bit further,” where there's perhaps
a manager that needs to make that decision but doesn't fully understand the potential or
the capacity of a midwife working. So, it's just increasing knowledge.... We are really
cautious that we don't get on that runaway train after all of that we've worked for. (RM2)

Across all locations, the demand for midwifery-led medication abortion has grown.
However, some locations have faced difficulty securing additional funding through the Ministry
of Health to hire more midwives. The Southern 2 location began with four midwives funded for
on-call work and now has six full-time midwifery positions. These midwives described how
they have organized into two teams with different on-call responsibilities focusing on early
pregnancy services or intrapartum care. They say their teams’ responsibilities are “driven by the
needs of all midwives.” (RM6) The Northern location began with one full-time position without

on-call funding. The Northern midwives interviewed said having one midwife working without
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on-call availability was an initial barrier to offering medication abortion services. The Northern
location applied for more midwifery positions with on-call funding to support better access for
two years without success. Finally, they received funding to hire one more full-time midwife
without on-call compensation. It took two more applications for the Northern location to secure
its current complement of three full-time midwives, but they have not received funding for on-
call work. Despite these challenges, the Northern midwives provide medication abortion care
successfully within the weekdays with informed choice and creative scheduling. The Southern 1
location has only been funded for one full-time position despite applying for more midwifery
positions each year to support community midwifery outreach programs. Four local midwives
share one full-time position while working within a midwifery practice group, coordinating their

expanded midwifery services and on-call support accordingly.

Although there are differences in how the expanded midwifery care programs are funded,
the three locations have created innovative ways of providing medication abortion safely and
effectively through writing medical directives, optimizing the delivery of services and on-call

work, and creatively organizing their midwifery workforce.

Working with medical directives

Don’t be fooled. Like, it's so nice we work together, I've enjoyed it. And we never should
have had to do that in the first place. We're making the best of the day. (RM6)

Midwives, nurse practitioners, and medical doctors described medical directives as both
helpful and problematic. In addition, medical directives have served different purposes at each
location. Southern 1 location midwives provide comprehensive medication abortion services
within their organization by partnering with an external obstetrician-gynecologist for mentorship,

collaboration, and authorization of their medical directives. The Southern 1 location midwives
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organize medication abortion prescriptions through a pharmacy across the street from their
organization, ensuring the medications are stocked. Under medical directives, these midwives
provide comprehensive post-abortion care such as long-acting reversible contraception
insertions, cervical screening, and sexually transmitted infection screening and treatment beyond
the ordinary midwifery course of six weeks postpartum care. The midwives felt that having an
obstetrician-gynecologist sign their directives directly allowed clients to access specialist
services. They also commented that providing medication abortion under medical directives has
increased the visibility and acceptability of expanded midwifery care in their community. Based
on new research supporting virtual care, the Southern 1 location midwives have drafted a
medical directive for completely no-touch services, offering prescriptions and support entirely

over the phone.

At the Southern 2 location, midwives began providing medication abortions soon after
their program was initiated by consulting internal clinicians for prescriptions and referring
internally for post-abortion long-acting reversible contraception insertions. More recently, the
Southern 2 location midwives implemented a medical directive to dispense medication abortion
prescriptions during clinical visits. One midwife explained how their pathway has evolved and
how collaborating with other clinicians has generated credibility for midwives doing abortion

work:

When we did [medication abortion] early on, | consulted on every single case. And when
we moved to the directive, now I don't....I do a full abortion visit. I give out the med, and
| don't talk to a doctor. But, because of all the cases that we had done in the past,
especially with this one doctor...I can go to [them] and feel like, ‘Yeah, [they] trust me.
[They] see my skill. /They re] really curious about and interested in this work. (RM6)

Southern 2 location midwives felt that medical directives encourage interprofessional

understanding, save midwives and clinicians time, and help clients get prescriptions quickly.
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The Northern midwives work with internal clinicians for their medication abortion
directives to define quality abortion services, dispense prescriptions, and place subdermal
contraceptives. As previously explained, their intrauterine contraceptive directive is signed by an
external obstetrician-gynecologist who precepted them as no clinicians at their location insert
intrauterine devices, allowing midwives to provide comprehensive contraception care beyond six
weeks postpartum. One Northern midwife explained how creating research-based medical
directives that cover most clinical situations has allowed midwives to work autonomously and

supported trust in expanded midwifery care within their interprofessional healthcare team.

Although midwives expressed feeling supported by medical directors, most were
uncomfortable relying on the willingness of other clinicians to authorize their abortion care. One
Northern midwife commented on how authorized medical directives depended on the “goodwill”
of everyone involved because “abortion can be stigmatized.” (RM1) Midwives at every location
felt that having systems that rely on medical directives puts access to midwifery-led medication

abortion in a precarious position.

Despite describing the advantages of working collaboratively, midwives were critical of
medical directives and wanted to provide medication abortion services independently. Midwives
from the Southern 1 and Southern 2 locations expressed how having directives authorized by
clinicians who potentially have less experience than those implementing the care is complicated
and problematic from a medical-legal standpoint when the professionals involved “may not fully
understand their responsibilities.” (RM8) Midwives from all locations felt that medical
directives essentially become redundant when implementors develop more knowledge, skills,
and experience providing the delegated care than the clinicians who are authorizing it. In

addition, Southern 1 and Northern location midwives explained how updating their directives has
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been time-consuming and has affected their ability to make autonomous decisions as primary
healthcare professionals with the most experience and up-to-date information. One Southern 1

location midwife commented:

| wish that the systems and the legislation were set up in a way where | didn't have to ask
permission to switch who I give Rhogam to, whether | do virtual visits, whether | go from
9o 10 to 11 weeks. Those are all things that | feel comfortable making decisions about
now, and it is extremely frustrating that | need to get permission from somebody else to
make those changes. (RM7)

Another example of the time-consuming nature of updating directives was provided by
Northern midwives when they described revising their medical directive in the fall of 2023 to
incorporate recommendations from the most recent National Abortion Federation of Canada’s
Clinical policy guidelines for abortion care and World Health Organization’s Abortion Care
Guidelines. (17,70) In order to implement the updated recommendations, the midwives had to
first revise their medical directive, explain and review the revisions with management and
authorizing clinicians, and obtain new signatures. The midwives described how working within a
supportive organization that prioritized abortion access in their community helped approve the
new directive promptly. However, as previously highlighted, balancing medication abortion
systems on the willingness of others created a potential barrier to providing the most up-to-date

care and meeting community needs.

The Southern 1 location midwives gave examples of how directives have impacted their
professional decision-making and access to care for younger clients. The midwives created
abortion-related directives that did not overly limit the ages for care. However, their medical
director suggested adding an age limit for intrauterine contraceptive insertions that ultimately

conflicted with comprehensive medication abortion care, making it challenging for younger
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clients to have intrauterine contraceptives inserted post-abortion. One midwife described the

process of changing this limitation:

A couple of years later, I came back, and I said, ‘Hey, I want to drop the age,’...and |
presented a new medical directive for intrauterine contraceptive insertion and emergency
contraception, and it was approved at that time. So, like, there has been a bit of an

evolution.... Over time, we've definitely been achieving some of the goals that we initially
wanted. (RM8)

When recalling this situation, the midwife stated that directives created barriers to providing
autonomous, person-centred care, especially when authorizers not delivering the care do not fully

understand the issues medical directives can present.

When exploring thoughts about how and why midwives initiated interprofessional
medication abortion, clinicians from all locations believed it was in response to population needs
and the lack of services in their community. A Southern 2 location clinician optimistically
expressed how they thought midwifery-led interprofessional medication abortion could be
offered in any organization, stating, “I don't see why it couldn't work in another space if there
were the support of management and clinicians.” (NP2) However, midwives, nurse practitioners,
and medical doctors from all three locations suggested their organizations were primed to
integrate midwifery-led medication abortion from established relationships and similar

philosophies of care, as one Southern 1 location midwife commented:

| think that if we had been paired with somebody else that hadn't been in the same area,
that didn't work with the same population, that didn't historically really work with folks
who experience barriers to care, they may not have recognized the benefit of working
collaboratively ...and may not have been as open to doing the specific work that we're
doing with those populations (RM7)

Despite the value of collaboration, one Southern 1 location medical doctor questioned the
transferability of offering midwifery-led medical-abortion care through medical directives in

other primary care settings, stating that support for interprofessional medication abortion “ may
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not always be the case” due to personal and professional priorities, particularly within fee-for-

service models. (MD3)

Midwives from all locations noted that other clinicians seemed comfortable task-sharing
with midwives through well-developed medical directives. In addition, midwives, nurse
practitioners, and medical doctors from every location remarked that interprofessional
collaboration through medical directives facilitated consultations and referrals when unusual or
complicated situations arose. However, the midwives who have developed expertise in
comprehensive medication abortion care felt that task-sharing for abortion care now seemed

unnecessary.

Theme 3: Gaining credibility

Certainly, one benefit is in the expertise level of knowledge from somebody who focuses
on a topic and does that topic very frequently. (MD2)

Midwives providing comprehensive expanded midwifery services have gained respect
and trust through task-shifting and -sharing abortion care, where other healthcare professionals
and clients have gained an appreciation for the midwifery model of care, and midwives have felt

valued as abortion providers.

Task-shifting and sharing

Participants associated midwifery-led abortion services with better use of healthcare
resources and improved access. Midwives, nurse practitioners, and medical doctors explained
task-shifting and task-sharing in different ways. Clinicians from all locations identified with
task-shifting through interprofessional consultations, authorizing medical directives, providing
tests and prescriptions, referring pregnancy-related care to midwives, and warmly referring to

expanded care midwives for more complex pregnancy needs. A “warm referral” is a term that
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describes the essential aspects of equity-oriented healthcare and relates to a trauma- and
violence-informed approach to facilitating referrals where a warm referral focuses on helping
clients who face structural, systemic, and institutional disadvantages to engage with health and
community services. (309) A warm referral from another healthcare professional to a midwife
involves encouraging relationships between midwives, other healthcare professionals, and clients
by confirming the referral meets the client’s needs, facilitating introductions, and providing
follow-up to ensure the referral has been successful. (309) Clinicians from all locations
expressed warmly referring clients with more complex needs for midwifery-led abortion care
with satisfaction and relief, as one Northern medical doctor explained:
So | think [this community] being unique in the sense that we don't have the amount of
providers that we need, and also midwives...have a little bit more time to spend with the
patients. Our health literacy is lower. We have many refugees that speak second
languages. So, midwives are perfectly poised to be able to help in that situation as well,
as these people may be unattached. They actually need more than the average person

who is probably more likely to be attached to a primary provider. So | think it helps fill a
wonderful gap for that too. (MD1)

Midwives and clinicians highlighted how relationships of trust help them feel more
comfortable and confident with shifting and sharing responsibilities. When we asked nurse
practitioners and medical doctors about their experiences supporting midwives to provide
abortion services through medical directives, all clinicians thought that, in general, midwives
were better suited for abortion work than other primary care clinicians because of their model of
care and experience providing on-call support for urgent care and that shifting abortion and post-
abortion services to midwives ultimately improved clients’ continuity and experiences of care.

While Southern 1 location midwives work with an external specialist to provide
medication abortion and long-acting reversible contraceptive care, other clinicians internal to the
organization continue to offer some sexual and reproductive services for clients. However, a

Southern 1 location medical doctor explained how the midwifery team does the majority of the
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care for abortions and long-acting reversible contraceptive insertions and removals. The clinician
who works with the Southern 2 location appreciated having access to midwifery knowledge and
experience and frequently consulted the midwives with clinical questions or referred clients to
for midwifery care. When describing the services midwives offer in the three locations, nurse
practitioners and medical doctors said having midwives provide sexual and reproductive health
services has benefitted clients by offering a clinician with more experience in providing this care
as one Northern medical doctor explained:

If I was doing my own [intrauterine contraceptive insertions], | would probably maybe

do a couple a year, so | don't think it's the best experience for a patient to have me put in

an intrauterine contraceptive...versus [the midwives] doing it every single day...I can be
confident and comfortable sending my patients with them. (MD1)

This same clinician raised a potential concern for maintaining their knowledge and skills while
task-shifting most sexual and reproductive care to midwives. However, although specific skills
may not be well maintained, referring clients to the most appropriate clinician has freed them up
to offer care for other primary healthcare needs. In addition, A Northern midwife described how
having midwives who are willing and able to provide extra time and support for sexual and
reproductive needs optimally distributes healthcare responsibilities and potentially takes work

“off of the plates of the other physicians...who maybe never wanted to do it anyway.” (RM3)

Midwives expressed negative feelings when explaining how Ontario’s restrictive
legislation makes task-sharing necessary for midwives to offer abortion-related services, limiting
the midwifery profession, creating unnecessary systems where one professional group is giving
orders or making clinical decisions on behalf of another group with more skill, knowledge, and

expertise, and potentially causing injury to the midwives’ dignity.
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Appreciating the midwifery philosophy

Many participants highlighted ways midwives have applied their model of care to
medication abortion. Clinicians from all locations have referred clients to midwifery-led
medication abortion care because of the continuity and support midwifery offers. Nurse
practitioners and medical doctors explained how midwifery offered flexible care in different
locations such as the main clinics, through outreach in the community, at drop-ins, in remote

communities, by phone, text, and email, and within other programs in the organization.

When exploring how nurse practitioners and medical doctors see midwifery care
impacting abortion experiences, a Southern 1 location doctor compared midwifery care to what
they feel family physicians should be offering in primary healthcare settings:

...theoretically, the philosophy of care that family doctors are supposed to have...the

same being, you know, patient-centred and being a resource to the community.... That's

the ideal for what primary care should be from a medicine perspective...but it doesn't

always happen. So, I think [the expanded midwifery care models] worked out well
because of that. (MD3)

A Northern nurse practitioner who worked within a walk-in and satellite clinic in a low-income
area of the city explained how the midwifery team started to travel there weekly to offer
comprehensive sexual and reproductive care, including medication abortion services, providing
continuity and building relationships with clients who may not otherwise access midwifery
services. A Southern 2 location nurse practitioner highlighted how the midwives at their location
have made extra efforts to connect with clients who live “all over the city” to improve
medication abortion accessibility and experiences by couriering supplies, providing home and
community visits, offering flexible appointments, and providing care virtually and by phone.

(NP3)
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In their interviews, clients highlighted the holistic nature of midwifery-led medication
abortion care. Each client commented on the flexible care they received and reported accessing
care in different locations depending on their unique needs like at the clinics, in their homes, and
by phone, email, or text. Clients liked being able to reach a midwife by phone, text, or email to
address questions or concerns between appointments. In addition, every client commented on the
longer appointments that midwives offered to ensure information sharing, answer questions, and
build relationships. Clients also described receiving extra services during their midwifery
appointments, such as supplies to increase their comfort while having an abortion, prescriptions
for contraceptives or infections, blood work, and point-of-care ultrasound, highlighting the

number of services midwives offered within medication abortion visits.

Clinicians who supported for midwifery-led medication abortion services expressed
appreciation for the midwifery model of care, commenting on how medication abortion seems
like a natural extension of midwifery as a Southern 1 location medical doctor explained:

It makes sense, given what [midwives] are already doing....I think it makes complete

sense. And that [midwifery] is sort of focused on people and their own, you know,

autonomy and choices that they want to make, their own agency over their bodies and

things...And so, I think that all fits in with what’s already happening and what
[midwives] are already doing. (MD3)

Nurse practitioners and medical doctors at each location noted the efforts midwives made to
support clients with complex care needs, like organizing interpretation services and going out
into the community to reach people who may not receive timely care, such as newcomers,
international students, people living precariously, and those using substances. One Northern
nurse practitioner stated that “not every office is that flexible” and that the model of medication

abortion care midwives provide is “in fact, very rare.” (NP1)
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One Northern midwife hoping to offer medication abortion care commented on wanting
to initiate midwifery-led abortion services at their primary healthcare organization that primarily
cares for Indigenous clients and explained how abortion services aligned with their philosophy of
care. They described that, although specialists have traditionally been the go-to for abortion in
their region, they felt that abortion should not be “medicalized more than it needs to be” and
explained how midwifery-led abortion offers clients a more normalized and supported

experience through flexible, culturally safe, and person-centred care. (RM4)

Midwives from all three locations described how they have integrated the midwifery
philosophy into their organizations’ medical directives and expanded midwifery services to
encourage person-centred care by embedding continuity, accessible information sharing, and
extended visits for all sexual and reproductive services. One Northern midwife explained that
offering the midwifery philosophy of care for different pregnancy experiences utilizes “all the

different aspects of midwifery” to improve abortion experiences and health outcomes. (RM3)

All three locations reported commonly receiving external referrals for midwifery-led
medication abortion from nurse practitioners, medical doctors, health units, walk-in clinics,
outreach workers, health workers, organizations, and other communities. Midwives described
how referrals from other healthcare professionals and organizations are often warm and
appreciative, especially from those who have experienced midwifery care, received positive
feedback from clients, or have gained an appreciation for the ways midwives are providing

abortion services.
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Feeling valued

All midwives interviewed felt valued and fulfilled through providing abortion care. The
midwives' job satisfaction was reported as high, and every midwife described a growing
confidence and pride in their profession by working within interdisciplinary teams that valued
how midwives provide medication abortion services, as one Southern 2 location midwife
explained:

Working in this way...has just increased my confidence and my pride in midwifery... I

have skills that my physician colleagues don't have... in my training and knowledge, to be

able to work alongside people with different skill sets and to have that reflected back over
time has been really positive. (RM5)

Midwives have realized their potential for learning new skills by integrating their
experience working within midwifery into medication abortion care. Midwives believed their
expanded midwifery services had improved access to abortion within their communities, and
they described how referrals from other clinicians, allied health professionals, and organizations
make them feel valued as sexual and reproductive healthcare providers. For example, the
midwives interviewed who consult or refer to the Northern location for medication abortion care
highlighted the value that midwifery-led abortion offered. One Northern midwife described how
a recent consultation with a midwife providing abortion care at the Northern location helped their
client make an informed choice to have a procedural abortion. They described the interactions
between the midwives and the client as role affirming:

[They] had come out of the appointment [with the physician who provides procedural
abortion]and said, ‘I felt so informed going into that. I had all the information. There
was no new information that I didn't know going into the appointment...I was kind of
nervous in the office, so I didn't really ask any questions... Thankfully, I didn't have any
because they were all answered ahead of time.’ That was reassurance or reaffirmance,

like, ‘Okay, making a difference. Yeah, [midwives] do this, like, we make a big
difference.’ (RM4)
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Midwives expressed satisfaction with abortion work through phrases like “I love abortion
work” (RM5, RM7), “I would do this 100% of the time” (RM6), and “it’s good work.” (RM1)
Midwives felt like they were making a difference by providing low-barrier, comprehensive care
for people facing obstacles to getting an abortion. Some midwives expressed a preference for
abortion work because of the increased sense of credibility and confidence that comes with
providing accessible care and contributing to better abortion experiences. Midwives said leading
expanded midwifery care within their organizations and communities of practice has helped

them gain credibility and generated appreciation for the profession.

Midwives from every location linked continuity of care with greater job satisfaction, and
many explained how caring for returning clients throughout their reproductive lives made them
feel more helpful as providers. For example, while treating an abortion client and their partner
for concurrent sexually transmitted infections, a Southern 2 location midwife described how
satisfying and affirming it was to provide the care that was needed:

| felt like that little Saturday chlamydia visit was one of my favourite visits. | left there

being like, ‘Yeah, so good’. And so yeah, I think ...dignity, self~confidence, and all those

pieces.... I didn't realize how shitty it has felt that I couldn't treat chlamydia for ten years.
And, like, it turns out, I love treating it. (RM6)

Midwives described how positive feedback from clients and other professionals helped
them feel their care was trustworthy and important. Nurse practitioners and medical doctors from
all locations expressed their appreciation for expanded midwifery care and for midwifery-led
abortion services. One Northern clinician said they had gain knowledge about abortion services
from midwives leading the care within their organization, stating, “I know this, we're talking
more creatively about medication abortion.... so, it's been excellent continuing medical
education as well.” (MD1) A Southern 2 location clinician expressed regard for midwifery team,

explaining how they are helpful, accessible, and well-liked within the organization:
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You can always ‘e-consult’ or find someone.... This particular group of midwives is very,
very kind and very approachable....[They] never make me feel like the question is silly.
Like, they're fantastic. It's made a huge difference. It's been great. Yeah, | love them. |
hope they never leave us. (NP2)

In all locations, midwives reported high job satisfaction, felt valued, and had gained credibility

by leading abortion services within their communities of practice.
Theme 4: Increasing access

| think it's made medication abortion seem a lot more accessible and definitely more
successful. (NP1)

Midwives providing abortion services are working to address intersecting factors that
hinder timely access to care by offering solutions for transportation, childcare, communication
and information-sharing needs, flexible clinical appointments, point-of-care services, affordable
medications, services closer to where people live and work, safer practice environments, and

outreach.
Timely access, better care

All participants described how the fragmented nature of abortion-related services made
accessing care more challenging. Nurse practitioners and medical doctors explained the obstacles
clients typically navigated, like finding abortion services, booking timely appointments, having
to access care through walk-ins with inexperienced clinicians, waiting for specialist referrals,
attending ultrasounds, finding pharmacies with stocked medications and up-to-date information,
trying to coordinate disjointed services, and coping with discrimination and racism within the

healthcare system.

Before integrating expanded midwifery care programs, clients of the Southern 1 and

Northern organizations faced geographical challenges and few clinicians offering medication
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abortions within large regions. One Northern client experienced difficulty finding a medication
abortion provider, contacting several healthcare organizations, including a midwifery practice,
the local health unit, and another sexual health clinic, before locating the midwives at the

Northern location for medication abortion support for an incomplete miscarriage.

Nurse practitioners and medical doctors from each location highlighted robust pathways
that midwives have created to facilitate care, such as verbal, electronic, fax, email, phone, text,
and self-referral options, offering timely intakes for clients needing an abortion. By locating
comprehensive services within primary care organizations that clients and other healthcare
professionals are familiar with, midwifery-led medication abortion has increased accessibility
and comfort. In addition, all three locations reported offering clients help with transportation and
child-care needs, providing services in different locations like satellite clinics, hospital-based
early-pregnancy programs, and in the community through outreach services, and prioritizing

non-judgemental, person-centred and safe healthcare environments.

Participants from each location highlighted how midwifery outreach services have helped
encourage timely access and more sensitive abortion care for people living precariously who
experience systemic violence and discrimination. One Southern 1 location midwife described
how midwives have addressed barriers to care by going to where people live and offering
flexibility:

...[midwives’] ability to move and meet people outside of the clinical setting....whether

that’s within the shelter system, whether that's in homes, whether that's going to the

hospital for people that aren't sort of core midwifery care....We are a group of people

who bring our stuff with us and can provide care anywhere. And for some populations,
that makes a really big difference. (RM7)

Midwives from all locations described giving extra support during abortions, like phone

visits on the day clients take medications, client handouts that visually explain the process and

122



MSc Thesis, R. Hautala, McMaster University, Midwifery

when to contact a midwife or go to the hospital, and supplies such as menstrual pads, clean
underwear, snacks, thermometers, and over-the-counter medications that relieve uncomfortable
symptoms such as antipyretics and anti-emetics. A Southern 2 location clinician commented on
the increased comfort for clients being able to contact their midwife with questions, concerns, or
rising needs, especially for those with complex lives:

They're available. 24/7. There's a pager. They will call people.... I don't have the ability

to do that over a weekend.... I refer my patient primarily for, you know, that extra
support, should it be needed. (NP2)

In addition, midwives who refer to expanded midwifery care for abortion services explained how
having a connection with other midwives offering medication abortion care “speeds up the
referral process” and brings midwives and clients reassurance in knowing how they will be

treated and what they can expect from their interactions with expanded care midwives. (RM4)

As previously reported, midwives at the Northern location provide abortion support
during clinic hours as they are not funded to be on-call. To manage abortion needs, they have
one midwife available every day for outreach and community care happening outside of
regularly scheduled appointments. Northern midwives explained how medication abortion clients
are given an informed choice and know their midwives’ available hours. The midwives
explained that some clients choose to take the abortion medications earlier in the week to align
with the midwives’ availability. The midwives described how they provide detailed information
about what clients should expect, give comprehensive handouts to help answer questions that
may arise, and inform clients when to access the hospital’s emergency department for urgent
concerns as they would if they were receiving abortion care from any other abortion provider.
To facilitate timely access to care, the Northern midwives have implemented more ways for

clients to reach them, including a mobile number to contact the outreach midwife for urgent
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questions during the day and a direct phone number to their office space to leave private, non-

urgent messages.

Midwives, nurse practitioners, and medical doctors from all locations recognized the
experience midwifery brings to supporting medication abortions at home. Some participants
commented on how midwives are very well-positioned from providing perinatal and postpartum
care, confidently triage common abortion-related questions and concerns, and have the
experience to manage uncomfortable symptoms and side effects outside of a clinical setting, as
one Southern 2 location midwife explained:

...we are confident and comfortable in doing that work...in a way that very few if any,

other providers in the system have been trained to do.... And there's a confidence in our

skill...to do an auditory assessment over the phone the way that we do with labour ...
we've been able to apply [our experience] to abortion care and miscarriage

management...to make diagnoses and care plans with confidence outside of any kind of
formal setting.... Nobody else gets that kind of training. (RM5)

Participants at each location described how the flexibility of midwives providing abortion
care in different locations had increased access to abortion, facilitated timely intakes, met
childcare needs, addressed geographical issues by reducing travel barriers, and decreased barriers
to abortion due to other life circumstances such as substance use and unstable housing. One
client who lives outside of the Northern location’s city described how their midwives improved
access to medication abortion by providing care over a holiday through telemedicine, therefore
decreasing their need to travel far from home and find childcare. Another client who has several
children described accessing medication abortion services where and when it worked best for
their family. This client described attending appointments at the main clinic, a satellite centre
near their home, and by phone and text, expressing how the midwives' flexibility offered the
convenience of “just picking up the phone and getting answers” during their medication abortion

experience. (C3) A third client with a history of substance use explained how having access to
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midwifery care from the midwifery team attending a satellite clinic close to their home where

they could walk in for care helped support their reproductive and sexual health needs.

Participants from the Southern 2 and Northern locations described how expanded
midwifery care improved access for people unattached to a primary healthcare provider. The
Northern clinicians explained how many clients that their expanded midwifery program cares for
do not have a primary clinician, and these unattached clients often have complex needs. The
Northen clinicians described how midwifery-led abortion is filling “gaps” in their healthcare
system by offering care for anyone who needs it, providing point-of-care services, organizing
interpreters and culturally appropriate care, and connecting clients with community health

workers to facilitate addressing unmet healthcare needs. (NP1, MD1, MD3)

Midwives from every location described providing virtual abortion care during and since
the COVID-19 pandemic with support from emerging research and best practice guidelines.
Virtual abortion care has also extended all three organizations’ catchment areas significantly.
Midwives routinely offer virtual abortion care for clients who prefer it or need it. In addition, all
locations have removed dating ultrasound as a requirement for low-risk medication abortion and

reduced the minimum number of in-person visits to increase access to low-barrier care.

Finally, participants noted that continuity of midwifery care for repeated unwanted
pregnancies has helped clients to seek abortion care sooner and increased their potential for
better experiences and outcomes, especially for Northern location clients who must travel far
from home after 14 weeks gestation to access abortion services. One Northern midwife
explained:

We see some clients coming late into care because they didn't know where to go or didn't

know what to do. But then we see a scenario happen again, whether it is a pregnancy that
they want to continue or not... being able to come back knowing that they don't have to
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get a referral or go to a clinic where they don't know anyone...knowing that [our
program] exists and is accessible...means for that individual [care] happens a lot sooner
the second time when they feel connected. (RM1)

With support from large healthcare organizations that prioritize person-centred, non-
judgemental healthcare, outreach services, and flexible care coordination, expanded-care
midwives have effectively reduced barriers, improved access, and offered clients safe, client-

centred abortion experiences.

Providing person-centred care

Midwives are providing medication abortions through person-centred models of care.
Each midwife spoke about offering care for different types of abortions, including counselling on
options and providing post-abortion follow-up and contraceptive support. One Northern midwife
who worked primarily with pregnant clients who use substances described how flexibility and
choice of location for services improve comfort and confidence within the healthcare system for
clients who experience discrimination and feel unsafe in hospital settings. This midwife said
midwifery-led medication abortion has made having an abortion “a lot easier” and more
successful for their clients who request medication abortion care. (RM4) Midwives, nurse
practitioners, and medical doctors at all three locations described caring for clients who use
substances and experience discrimination by offering a low-barrier, nonjudgmental, harm-

reduction model of abortion care.

All participants highlighted the services midwives provide within visits that encourage
more continuity and consideration for unique needs and barriers, such as bloodwork, point-of-
care services, extra supplies, and medications free of charge. In addition, midwives, nurse
practitioners, and medical doctors from the Southern 2 and Northern locations explained how
midwives have advocated for their organizations to support dispensing medication abortion
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prescriptions directly to clients free of charge to address rising concerns that clients have
reported, such as pharmacies’ negative attitudes, misinformation, or attempts to charge for

medications during pickup that created unnecessary delays.

Clients appreciated being offered availability and flexibility within midwifery care. Some
commented that, even though they did not need to contact a midwife during their abortion or
between scheduled appointments, they felt more comfortable and confident having a medication
abortion at home because of their option to contact a midwife if they needed to. One client who
chose to have a medication abortion in their remote community needed to contact their midwife
for information about bleeding patterns. This client explained how reassured they felt after
speaking with their midwife by phone and how they felt comfortable staying home. Another
client who had two medication abortions with the same midwifery team explained that being able
to contact a midwife between appointments with questions or concerns increased their comfort:

| called once because, like, we did the prescription for, um, the abortion pill. And, um,

and | called after it came out. | was worried about the bleeding, and, um, I just felt like

[my midwife] made sure that I was ok...she comforted me, she gave me tips, and she told

me that if | bled a little too long to go to the hospital. So, she made sure that | knew what
to do if it continued to get worse. Like, it relieved a lot of stress. (C4)

Clients said having midwifery-led abortions helped them decide what types of abortion
were best for them and offered a choice for service locations, making their abortion more
accessible and possible within their everyday lives. Clients expressed that seeing a midwife soon
after being referred or leaving a message helped them access timely care, commenting: “I called
and left a voicemail and got a call back on probably the next day. It was swift, and | didn't wait
too long.” (C4), and “I was able to talk to them right away and have it sorted.” (C1) In addition,
clients reported only needing to see their midwives for abortion care and did not need to see

another healthcare clinician. A Southern 2 location midwife described this pathway:
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...in terms of a patient experience...they see me. I do all the things, I give them the
[prescription].... In the background, I have either sent a message or had a conversation
and said, “Hey, this person... “. That's it. It's a prescription from [another clinician].
(RM6)

Clients described how having the same midwives for contraception, cervical and sexually
transmitted infection screening, family planning, and well-baby care was convenient, more
personal, and “more comfortable” than having to see different clinicians (C1, C2, C3, C4) One
client expressed that seeing midwives for sexual and reproductive needs felt more supportive,

like receiving care from one of their “favourite Aunties.” (C4)

Northern and Southern 1 location midwives described inserting and removing long-acting
reversible contraceptives, and midwives from all locations provided comprehensive
contraception counselling and facilitated prescriptions. The Southern 2 location midwives refer
clients for long-acting contraceptive care to medical doctors internal to their organization who
wish to provide sexual and reproductive healthcare services for their organization. However,
midwives from this location noticed that clients often did not show up for their insertion
appointments and wondered if this was a result of a loss of continuity and lack of comfort seeing
a new healthcare clinician. In contrast, the Northern and Southern 1 location participants
described good uptake and attendance for midwifery-led long-acting reversible contraception
insertions. All clients received post-abortion care from midwives; two had intrauterine
contraceptive insertions, one had a subdermal implant placed, and two requested a prescription
for combined oral contraception. Interestingly, two clients reported subsequently having their
midwives remove their intrauterine contraceptive devices, one for planned pregnancy and
another to change contraceptives due to uncomfortable side effects. Clients receiving
comprehensive midwifery-led medication abortion described increased support for personalized

abortion care, contraception, and reproductive life planning.
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Theme 5: Normalizing abortion

Midwives are ideally suited to provide both contraception and abortion because we know
pregnancy so well. (RM1)

Midwives have worked to reduce barriers and make abortion a routine part of healthcare
within their organizations and communities. Both clients and midwives described how
midwifery-led care had de-medicalized medication abortion and centralized services. Midwives
from all locations described their role in abortion the same way they described their role in
pregnancy and birth, as providers of person-centred care and informed choice, as a Northern
midwife described:

... choice of option and location, and choice of provider for termination is just as

important as being able to pick their provider to deliver a baby.... Being able to have a

baby is just as important as being able not to have a baby if you're not ready... we don't
look at midwifery care as just being the delivery of a baby. (RM4)

Participants from all locations believed that having midwives offer abortion services
reduces stigma by providing non-judgemental support for different pregnancies. Midwives
described how working in abortion care has expanded their ability to “really be present with
someone without any judgment” (RM1), enhanced their ability to counsel on pregnancy options,

and helped them learn about the ways clients experience pregnancies and make choices.

Clients explained how normal and comfortable their abortion experiences were. Some
recalled other experiences of pregnancy loss, such as previous abortions or miscarriages, and felt
they may have been better supported by midwifery care. One client who had a prior pregnancy
loss before having expanded midwifery care for an incomplete spontaneous abortion stated how
happy they were that midwives were offering medication abortion “regardless of why they need

the [abortion] medication or care.” (C5)
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Midwives from all locations explained how providing abortion care has felt like a natural
extension of midwifery and gave examples of how abortion fits into their everyday practice. For
example, a Southern 1 location midwife had just finished an abortion visit and was dropping
bloodwork off at a lab on their way home during our interview for this research and commented
lightly on how abortion work was “just part of [their] day.” (RM8) A Northern midwife said they
were grateful to offer more continuous care and believed that midwifery-led abortion normalizes
that pregnancies end, stating: “there are miscarriages and abortions and all kinds of other
pregnancy outcomes, and people still need really good continuity of care.” (RM1) Illustrating
this, a client who had two comprehensive midwifery-led medication abortions for unwanted
pregnancies described how their continuity with midwives helped them to feel safe and cared for:

1 got pregnant by accident, and I wasn’t planning it, so it was very stressful ... and [my

midwife] explained that there were options and that there were different kinds of birth

controls. ...And so, I knew that I could go on birth control to prevent this from happening

and having to go through the same process again.... I didn't feel like I was doing
something wrong, taking care of myself. (C4)

Participants from every location credited midwifery-led care for making abortion services
feel like regular healthcare. Southern 1 location participants described how other facilities now
offer medication abortion since their expanded midwifery care program initiated outpatient
medication abortion care, offering clients more places to access abortion services. Midwives who
referred intraprofessionally to other midwives for medication abortion said they have been
inspired to provide medication abortion within other organizations. Nurse practitioners and
medical doctors from all locations commented on how midwifery has informed them about
abortion safety, efficacy, acceptability, and best practices through presentations at staff meetings,
informal and formal consultations, hallway chats, and shared clinical spaces, encouraging other

healthcare professionals and staff to support medication abortion services.
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Midwives have normalized medication abortion by offering virtual care for people in
rural and remote areas in collaboration with other local midwives or healthcare professionals
who can be available for urgent needs. Midwives from all locations reported providing low- and
no-touch care in combination with in-person support as needed or wanted for low-risk abortions.
An example of how midwives have normalized medication abortion occurred when a Southern 2
location clinician explained how they were inspired to offer a virtual abortion with the support of
the midwives for one of their primary care clients who requested continuity and lived 40 minutes

away from the healthcare centre.

Clients described their abortion experiences with words like normal, comfortable, less
clinical, more homey, non-judgemental, positive, right, less stressful, and routine. They
expressed liking their midwives, feeling comfortable talking with midwives about pregnancy
options, feeling like they were listened to and supported to take care of themselves, and feeling
like they were treated with care. One client who had multiple pregnancy experiences in
midwifery care explained: “...with the midwives, it's more like...there's the technical aspect, but

then there's also, | don't know, like, a more homey feel” (C1)

Expanding midwifery-led abortion care

Participants from every location mentioned the disjointed nature of abortion services.
They felt that de-centralizing abortion care away from everyday health services was challenging
for healthcare professionals and harmful to clients. Many clinicians and clients described how
having access to midwifery-led abortion has helped to centralize abortion services. However,
participants from every location observed a lack of knowledge within their community about

what services expanded midwifery care programs could provide and wondered if people who are
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not aware of expanded midwifery care have different perceptions of “what midwives can do with

their schooling.” (MD3)

Midwives called for a shift in the midwifery paradigm to fully support reproductive rights
by enabling midwives to meet more sexual and reproductive healthcare needs. In addition,
midwives from all three locations explained how the midwifery model of care is suited for
abortion work and supported expanding the role of midwifery to fully embrace expanded
midwifery care, as one Northern midwife commented:

...it would be amazing to get to a point where people automatically call a midwife when

they are pregnant or maybe go to walk in under their family physician and then go to the

midwife.... [Then], you know, some people will continue, some will terminate, and it's
figuring out your risk factor.... [Midwives] need to be able to do everything. (RM3)

Midwives who worked outside of an expanded midwifery care model said they looked forward
to when all midwives could offer care beyond what their model currently allows and believed

that midwives are ideal providers for abortion. (RM3, RM4)

Midwives expressed the need for more low-touch and no-touch options in abortion care,
especially for people living with geographical barriers and for people unable to attend in-person
visits. Some midwives explained that requiring clients who live far away to come for in-person
visits was a massive barrier to abortion, and requiring clients from communities that do not offer
medication abortion services to attend in-person appointments is not convenient or even
necessary if they do not need an ultrasound, as one Northern midwife illustrated:

A person should not have to come in, especially in an outlying community. 1 should just

be able to prescribe [mifepristone and misoprostol] for them to go get the medication and
get it done. That's how I see it.” (RM3)

Seeing the benefit of midwifery-led medication abortion, clinicians from each location and every
client interviewed mentioned that they would like more people to know about how midwives
provide abortion care.

132



MSc Thesis, R. Hautala, McMaster University, Midwifery

Educating midwives

As previously discussed, midwives providing abortion care have completed Canadian-
based training and rely on publicly available, up-to-date medication abortion guidelines to
inform their practice. The Northern midwives recognized how other expanded midwifery care
programs providing abortion services were instrumental when initiating medication abortion care
at the Northern location. In addition, all midwives explained how peer reviews, conferences for
abortion providers, and educational opportunities through Ontario’s midwifery education
program have supported midwifery-led medical-abortion models of care. However, every

midwife mentioned an interest in medication abortion training specifically for midwives.

In addition, midwives imagined midwifery-led abortion care expanding to other services,
such as early procedural options like manual vacuum aspiration and supporting abortions beyond
the first trimester, such as midwifery-led abortion inductions. However, one midwife new to
medication abortion questioned the upper limits of expanding their scope:

At what point do | stop expanding my scope? Because it feels like my skills are definitely

going to build. I can build upon it so much, but at some point, does it fit within what a
midwife should be doing? (RM3)

This question highlighted the need for midwifery-led education, information sharing, and design

for expanding midwifery-led abortion care.

Summary

Participants described how medication abortion is more accessible and acceptable within
the three primary care organizations and their surrounding communities because of expanded
midwifery care programs initiating comprehensive midwifery-led medication abortion care.
Midwives have provided abortion care since 2018 when funding supported their integration into

primary care organizations, aided by pre-existing and new relationships and supported by
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interprofessional healthcare teams and organizations. Despite some initial concerns and
professional regulations and policy limitations, midwives led the development and provision of
high-quality abortion care, creatively managing funding limitations, embracing intra- and inter-
professional collaboration, and prioritizing low-barrier, client-centred access to abortion services.
All participants described high satisfaction and acceptability with midwifery-led abortion care
and expressed respect and enthusiasm for midwives in this role. Finally, midwives wished to see
midwifery care expand to include education and autonomy to offer sexual and reproductive
healthcare independently to support reproductive rights, improve access to care, and help to

normalize abortion.
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Chapter 5: Discussion

This research described experiences of midwifery-led medication abortion within three
primary healthcare organizations across diverse regions in Ontario. I aimed to generate
conclusions and highlight opportunities for further thought and action to apply to clinical
practice in a consistent, logical, and credible way that aligns with the principles and values of the
profession of midwifery. (247) As this is the first Canadian study to describe midwifery-led
medication abortion from diverse perspectives, the review of relevant literature from Chapter 2
situated my research within experiences of midwifery-led comprehensive medication abortion
care internationally. Next, Chapter 3 introduced the midwifery model of care and Reproductive
Justice as guiding frameworks for my thesis to emphasize the human right to healthy sexuality,
the freedom to decide on reproduction, and the right to autonomy in reproductive health. In
Chapter 4, I detailed and interpreted my qualitative findings related to the experiences of
midwifery-led medication abortion across three regions in Ontario. I will now discuss my
research findings and review how midwifery models of abortion care help to overcome political,
social, and economic conditions that prevent people from getting timely care and normalize

abortion experiences within primary healthcare.

I interpreted the co-constructed knowledge within what is known and not known about
midwifery-led medication abortion and aligned my discussion with the call for midwives to
deliver abortion care in Canada. My professional disciplinary knowledge as a midwife and my
subjective experiences, values and beliefs have shaped how I viewed, documented, shared, and
interpreted the experiences of midwifery-led medication abortion within this research. (247)

With knowledge and experience working as a midwife providing expanded care in an
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interprofessional healthcare environment, I clarify what can be taken to inform practice and what

may require further study. (225)

Summary of findings

This research explored the midwifery-led provision of medication abortion services in
three distinct primary healthcare locations across Ontario, including a Northern city and
surrounding community, a Southern urban city, and a Southern major centre. The hurdles that
clinicians and clients faced before midwives began offering comprehensive abortion care
included uninsured costs for prescriptions, transportation, and supplies, navigating referrals and
multiple appointments, locating abortion providers, and fragmented, suboptimal care. The
participants interviewed emphasized the need for more streamlined and comprehensive abortion
services in their communities to ensure universal access and coverage to this essential healthcare
as recommended by the World Health Organization. (17,45) To better meet community needs,
midwives working in these expanded care models initiated, developed, and gained expertise in
abortion services. Some clinicians described the initial hesitations and concerns within their
organizations when midwives proposed integrating medication abortion services into their
practice, such as conscientious objections from other clinicians and concerns about abortion-
related on-call responsibilities. The concerns raised were addressed by midwives sharing
information and educating other healthcare professionals about medication abortion, engaging
with other expanded midwifery programs, collaborating with like-minded professionals, creating
comprehensive medical directives, and offering direct referral and communication pathways. In
addition, my findings explored how midwives are addressing the barriers that clients struggle
with while having an abortion, working to make medication abortion care more accessible,

especially for equity-deserving populations facing discrimination and intersecting social and
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ecological barriers to sexual and reproductive health. Overall, the integration of expanded
midwifery care into these three primary care settings has improved access to medication abortion

and addressed the diverse needs of their communities.

From clients’ perspectives, this research demonstrated how midwives improved sexual
and reproductive healthcare access by providing low-barrier and continuous care such as point-
of-care services, pregnancy options counselling, supportive self-managed medication abortion
care, comprehensive post-abortion follow-up, sexual and reproductive care, and full-spectrum of
contraception services. Furthermore, these midwifery programs offer comprehensive abortion
services free of charge for all current, referred, or presenting clients through direct referral

pathways, outreach services, flexible communication, and accessible service delivery.

Leading comprehensive medication abortion care has increased the midwives’ job
satisfaction, where midwives interviewed reported feeling more helpful to clients and valued
within their healthcare systems. In addition, nurse practitioners and medical doctors explained
how they refer pregnant clients for midwifery-led sexual and reproductive services because many
were aware that midwives offer expertise with this care, prioritize person-centred support during
abortion experiences, and deliver abortion services through a model that can remove barriers and
provide more time for relationship building and information sharing. Finally, clients with
experiences of midwifery-led medication abortions appreciated the continuous midwifery care

they received, especially across different pregnancy and post-pregnancy experiences.

Key research findings and how they align with what is known

Despite laws that protect abortion as essential healthcare in Canada, universal access to

abortion services has not been established, and people continue to face barriers when seeking
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early abortion services. (8,14,45) Participants described how the ability to get an abortion is
more difficult for underserved and equity-deserving populations due to intersecting political,
social, and economic factors such as uninsured status, new residency, low income, poorer
determinants of health, racialization, discrimination, homelessness, and precarious living. (14,82)
Midwives described systemic barriers to offering abortion, including their profession’s limiting
regulations, poorly designed healthcare delivery systems, and few healthcare professionals who
support medication abortion in primary care settings. (96,148) Integrating midwifery care into
primary healthcare organizations has improved the accessibility and quality of sexual and
reproductive health services. In addition, midwifery models of abortion care support and provide
trauma and violence-informed care to protect the safety and privacy of clients having abortions.
(310,311) Midwifery-led medication abortion is made possible because of strong relationships
between midwives, healthcare professionals, supportive organizations, and clients that endorse
abortion care within these organizations. The midwives leading the abortion services have
developed expertise in sexual and reproductive healthcare delivery to be able to offer accessible

client-centred care and normalize abortion within primary healthcare. (96)

Theme 1: Building relationships

The key finding in building relationships revolves around the initiation, development,
and provision of midwifery-led medication abortion. Continuous relationships between
midwives, other healthcare professionals, and clients are essential to successfully offering
midwifery-led medication abortion. As research on the importance of relationships for
successful models of interprofessional collaboration in reproductive healthcare indicates, this

study highlights the significance of pre-existing relationships, mutual goals, supportive
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communities of practice, and organizations that prioritize the needs of diverse and equity-

deserving people that promote midwifery-led sexual and reproductive services. (148,262,263)

Midwives across the globe face barriers to autonomously providing abortion services,
such as professional restrictions and limitations and over-regulation of medication abortion care.
(96,99,154,155) Although Canada does not limit the provision of abortion to physicians,
Ontario’s legislation prevents midwives from providing all aspects of abortion care by limiting
what medications, tests, and procedures midwives can order and conduct and containing
renumerations for midwifery care within the perinatal and immediate postpartum periods.
(18,90,122) Collaborating with other clinicians is necessary for midwives to provide
comprehensive sexual and reproductive services within primary healthcare systems.
(100,191,215) This research showcases how midwives and other healthcare professionals
continue to work in partnership for program development, medical directives, informal
consultations, and formal referrals to support midwifery-led abortion. In alignment with prior
research on models of midwifery-led abortion, the findings demonstrate how interprofessional
collaboration that supports midwives to deliver abortion care promotes better access to services,
accommodates healthcare professionals who conscientiously object, and negates factors that
limit the provision of medication abortion within primary care. (62,147,170,173,312) In addition,
clients appreciate having informational, management, and, in particular, relational continuity
with midwives for different pregnancy experiences and care needs to help inform, support, and
improve their sexual and reproductive healthcare experiences. These findings align with previous
research demonstrating how interprofessional relationships improve the accessibility and
acceptability of sexual and reproductive healthcare and support midwifery-led services.

(61,96,109,154,162,313-315)
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In summary, this research underscores how midwives build and maintain relationships
within healthcare systems to integrate and implement models of midwifery-led medication
abortion successfully. Although these relationships, characterized by collaboration, mutual trust,
and continuity of care, significantly improve access to abortion and promote client-centred
healthcare, midwives providing abortion services feel they should be able to deliver abortion care

autonomously as primary healthcare professionals.

Theme 2: Developing expertise

The key finding of developing expertise centres around the multifaceted aspects of how
midwives lead medication abortion services within their organizations, including challenges and
innovations that arose in different locations. My findings align with international research and
demonstrate midwives successfully delivering medication abortion care safely and effectively
with high satisfaction within primary healthcare. Midwives in this study have taken training,
promoted organizational support, established medical directives, and creatively organized their
midwifery work to offer high-quality medication abortion care, underscoring their commitment
to improving their midwifery skills and services. As previously established, the benefit of
working through medical directives to provide prescriptions for medication abortion relates to
building interprofessional relationships of trust, where midwives work within primary healthcare
teams through interprofessional education and learning, informal and formal consultations and
referrals, and prioritizing the needs of clients, supporting the concept of having the right
healthcare professional offering the right care to the right client. (316) However, midwives see
working through directives as problematic as they unnecessarily confound professional
responsibilities, hamper the ability to provide up-to-date care, and ultimately make delivering

abortion services more complicated. These findings highlight the negative impacts of requiring
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midwives to work through medical directives on their autonomy as primary care providers and
ultimately limit the evolving nature of expanding midwifery roles. (110,118) Despite facing
challenges with regulatory limitations, medical directives, and program funding, midwives
provide comprehensive medication abortion safely and effectively through organizational
support, partnerships between and within expanded midwifery care programs, and incorporating
abortion-related work within their regular practice. As such, these expanded midwifery care
programs compare to other international models of midwifery-led abortion and support the

essential role midwives play in ensuring equitable access to healthcare. (61,96,99,147,154,162)

Professional guidelines and policy statements from across the globe outline the optimal
delivery of comprehensive abortion services. (17,69,70,84,97,187) This study demonstrate how
midwives are providing comprehensive abortion care through person-centred models that support
individual needs and reproductive rights by embedding the midwifery philosophy within
abortion care and empowering clients to decide how, what, and where their abortion care is
received. (84,110,120,121) In addition, this research shows how enabling midwives to offer
abortion services integrates midwifery knowledge, skills, and experience for managing concerns
and complications, providing comprehensive contraceptive services, and offering ongoing
reproductive health planning within familiar primary healthcare organizations, supporting high-

quality, comprehensive abortion care. (17,37,45,70,96)

Theme 3: Gaining credibility

The key finding from gaining credibility emphasizes how midwives are valued providers
of medication abortion and advocates for Reproductive Justice. Despite professional limitations,
midwives in these locations provide medication abortion care for anyone who needs their

support. (151,256) This study highlights how midwives can take a leading role in medication
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abortion and contraceptive care. As the participants explained, shifting pregnancy and
medication abortion-related care to midwives can allow for confident sharing of professional
responsibilities and meet the unique needs of diverse reproductive-aged clients efficiently and
effectively. (86,313) In addition, midwifery-led medication abortion resonates positively with
referring healthcare clinicians and clients. Clinicians describe midwifery models of abortion care
that align with client-centred philosophies promoted by their primary healthcare organizations.

Clients see expanded midwifery care as beneficial, trustworthy, safe, and appreciated.

Contrary to literature that acknowledges the potential for moral distress and safety
concerns for clinicians, midwives, and clients when delivering abortion services
(16,24,39,50,51), my findings grounded in the experiences of Ontario midwives who choose to
provide abortion services reflect feelings of confidence in working as abortion providers that
contribute to job satisfaction. Similar to other studies exploring midwives' experiences of
providing abortion care within supportive healthcare systems, midwives in this study feel that
providing abortion care in a way that increases continuity of care has resulted in their work being
more valued than when they worked in the course of care model, and report positive feedback
from their clients and other healthcare professionals. (162,182) Overall, the midwives were in
consensus in their assessment that their practices contribute to positive outcomes for clients
through their provision of high-quality, low-barrier abortion within supportive healthcare
organizations. The degree of professional experience these midwives have, the safety and support
their large healthcare organizations offer, and the accomplishments like overcoming professional
limitations, learning new skills, and filling gaps in their communities likely contribute to the

satisfaction and credibility midwives feel as medication abortion providers.
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Theme 4: Increasing access

The key finding of increasing access relates to how midwives offer low-barrier abortion
services to address the practical aspects of accessing care. Access to abortion varies by province
and is affected by geography, administrative barriers, ongoing impacts of colonialism, racism,
and institutional disregard for abortion services. (14,83,260) In addition, uninsured individuals in
Canada often cannot afford abortion care, undermining Canada’s human rights obligation for
universal abortion access and affordability. (14) In this study, participants identified existing and
ongoing barriers to abortion that are not being adequately addressed within their communities,

like geographical challenges to care, fragmented services, and socioecological disparities.

Studies related to abortion for rural, remote, and equity-deserving people show gaps in
sexual and reproductive healthcare that negatively affect their health and well-being. (55,57—
59,144,217) To address the challenges people face when accessing healthcare services, these
midwives have created robust referral and communication pathways to facilitate low-barrier
abortion care and provide flexible, client-centred services within and beyond their healthcare
facilities to prioritize access to safe, non-judgmental abortion care. Since the COVID-19
pandemic, access to low-touch and no-touch abortion through telemedicine has increased across
the world. (74,77,317) Virtually provided abortion improves access for underserved populations,
protects privacy, and increases autonomy. (77,219,317,318) In addition, sexual and reproductive
health experts support respecting clients’ autonomy to choose what elements of care are possible
and acceptable for them within supportive healthcare environments. (17,18,55,70,182,217)
Midwives in all locations describe offering hybrid models of medication abortion that encourage
clients to tailor low-risk abortions to unique lives and needs. By integrating the midwifery model

into abortion services, midwives support abortion experiences through longer visits, different
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options for service locations, building relationships, and safer healthcare and abortion

experiences. (4,17,31,45,70,260)

Continuity within midwifery care helps clients seek care sooner, promotes greater uptake
of sexual and reproductive health services, and enhances the potential for better healthcare
experiences and long-term outcomes. (61,86,155,156,182) Low socioeconomic status increases
the likelihood that an individual may experience unintended and unwanted pregnancy and can
delay seeking care: this outcome is related to lower expectations of healthcare, experiences of
disrespect and lack of compassion, and distrust in healthcare professionals due to stigma and
discrimination towards their poverty that act as barriers to accessing care. (24,143,260) In
addition, relations of power between clients and healthcare professionals within healthcare
settings can lead to interpersonal tensions, embarrassment, silence, and judgment. (319,320) The
flexible, continuous, and trauma- and violence-informed approach to care midwives provide
significantly contributes to building stronger relationships, addressing the complex needs of
clients underserved by healthcare systems, and providing safe environments for people who have
faced disrespectful care in the past. (14,24,82,162,256,257,318) The findings from this research
demonstrate that access to comprehensive and respectful abortion care with trusted healthcare
professionals within familiar environments helps clients who face discrimination feel safe and

improves their abortion experiences.

Theme 5: Normalizing abortion

The key finding from the theme of normalizing abortion involves how integrating
midwifery-led abortion care within familiar healthcare environments improves the accessibility
of abortion and reduces stigma. The persistent lack of knowledge about the safety, efficacy, and

acceptability of medication abortion is a known barrier to providing and accessing abortion
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services across Canada. (14,16,55,83,257) The clinicians interviewed acknowledge the barriers
to medication abortion in primary care, such as pharmacies that do not stock mifepristone and
misoprostol for medication abortion, conscientious objectors who will not provide abortion, and
clinicians who feel unprepared or unsupported to offer on-call support for abortion-related
concerns. (16,35,46,55) Through building relationships, developing expertise, and gaining
credibility, midwives have raised awareness about the acceptability of medication abortion and

normalized abortion care within primary healthcare.

Expanded midwifery care models aim to integrate midwifery services into primary
healthcare settings and improve access to care by reshaping community perceptions of what
midwives can offer. (100,101) Illustrating this, the findings describe how midwives actively
work to de-medicalize and centralize services by providing abortion care as an extension of
midwifery practice. Midwives offer low-barrier, non-judgmental support for all pregnancy
experiences, actively reducing abortion stigma. Clients describe their experiences of midwifery-
led abortion care as comfortable, flexible, and less clinical, highlighting how they felt listened to,
supported, and treated with care. Continuity with the same midwives is beneficial for receiving
care across multiple pregnancy experiences that support personalized needs and promote sexual

and reproductive health within established relationships of trust. (120,121,162,264,266)

Other healthcare professionals see midwifery-led medication abortion as a natural
extension of midwifery care and describe how midwives are centralizing services, offering
support outside of clinical settings, and expanding the availability of medication abortion in large
regions. In addition, midwives play a crucial role in educating other healthcare professionals
about medication abortion best practices. Clients emphasize the positive aspects of having

midwifery-led medication abortion offered within everyday primary healthcare. (316,321,322)
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The comprehensive, low-barrier services provided within expanded midwifery care align
with recommendations from the World Health Organization for increasing abortion access and
respecting human rights. (17) The convenience and comfort participants expressed with
midwifery-led abortion care stems from the midwives' flexibility, availability, and support for
unique needs that make having an abortion more successful. The findings also highlight the
advantages of clients to self-managing aspects of medication abortion with access to healthcare
when needed to promote empowering and client-centred care. Midwifery-led services offer
medication abortion through hybrid models of virtual and in-person care, such as low- or no-
touch options that reduce barriers and promote self-managing elements of low-risk abortions.
Some research suggests that self-managed abortions can be a purposeful act of bodily autonomy
rather than a less desirable option where the perceived risks are less than expected and can be
predictable features that clients can manage with accurate information and access to emergency

care if necessary. (49,51,137,323)

Nurse practitioners and medical doctors interviewed credit midwives for making
medication abortion accessible, acceptable, and normalized within their organizations. These
findings challenge assumptions about where medication abortion services can be safely provided
and expand the definition of who can manage abortion care, reducing power dynamics in support

of reproductive rights and social justice. (11,256,257,260)

Relevance of the findings to midwifery-led abortion in Canada

In this research, midwives were seen by other healthcare professionals, organizations, and
clients as ideal abortion providers because of their extensive knowledge and experience and
flexible model of person-centred care. Clinicians and clients described positive experiences of

centralized midwifery-led services and non-judgmental support for different pregnancy
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outcomes, highlighting the normalcy that research associates with midwifery-led abortion care.

(18,61,82,84,97,137,156)

Canada approved mifepristone and misoprostol for medication abortion in 2015 and
made it publicly available in 2017, years after the medication’s availability in many other
countries. (22,37,324) The perceived barriers to offering abortion services within primary care
limit or prevent organizations from providing medication abortion care.
(62,90,170,173,312,325,325,326) Despite the international calls for action, governments and
professional bodies have failed to establish policies that support midwives as autonomous
abortion providers. The suggested reasons that governments limit midwives’ ability to provide
medication abortion care include ambivalence or lack of commitment to abortion, failure to
update outdated policies to reflect current clinical and scientific evidence, lack of experience due
to delays in approval and implementation of mifepristone and misoprostol for medication
abortion, and competing interests caused by siloed remuneration structures that incentivize or
restrict who can provide abortion care. (18,147,150,189) This rings true in most Canadian
jurisdictions, including the province of Ontario, where midwifery continues to be limited,
preventing midwives from autonomously providing comprehensive, low-risk sexual and

reproductive healthcare. (82,90,189,256)

This research highlights the need for expanding midwifery services to include
comprehensive abortion care to help increase equitable access to safe, accessible, and culturally
sensitive services. The findings emphasize the suitability of midwives to address a broader range
of pregnancy-related needs with acceptability and value, aligning with calls from international
and national midwifery and abortion stakeholders. (82,84,85,89,97,189) Furthermore, this study

shows that midwives can conscientiously choose to provide abortion services and that many look
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forward to seeing their professional role expand to a broader spectrum of healthcare needs.
(18,90,162,182) This research underlines the importance of educating midwives and raising
public awareness about midwifery’s role in providing quality abortion care. Midwifery-led
abortion is improving the accessibility and acceptability of sexual and reproductive services for
equity-deserving people who face intersecting social, political, and economic barriers to health

and systemic discrimination within healthcare and society.

Strengths

This research was created and completed by skilled midwives with experience practicing
in midwifery practice groups and expanded models of midwifery care. In alignment with
Thorne’s criteria for enhancing the credibility and dependability of interpretive descriptive
studies, the investigators’ disciplinary designations offered an informed perspective on the
philosophy, model, and core values of midwifery as they apply to comprehensive abortion care.
(225) In addition, as midwives in Ontario, the investigators recognized the professional
limitations imposed by provincial midwifery legislation and understood how restrictions impact
interprofessional relationships and experiences of midwives leading medication abortion
services. My professional knowledge allowed me to understand and interpret unique and shared
experiences of midwifery-led medication abortions and describe how midwifery care influences
the quality of abortion services. In addition, the knowledge my committee members offered
related to qualitative health research supported my study's development, conduction, rigor,

trustworthiness, and completion.

This study explored experiences of midwifery-led medication abortion from multiple
perspectives across Ontario, providing triangulated and co-constructed knowledge to increase the

trustworthiness and reliability of the findings. Data source triangulation included exploring
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medication abortion experiences within three distinct locations, employing multiple data
collection methods, and collecting data through interviews with different participant types to
ensure diverse perspectives, contributing to the rigor and trustworthiness of my research. In
addition, variances in midwifery-led medication abortion services were compared and contrasted
between three expanded midwifery care programs in distinct regions across Ontario.
Furthermore, clients who voluntarily agreed to be interviewed identified as populations
deserving of Reproductive Justice. This research has allowed different people to voice their

experiences of midwifery-led abortion care.

Limitations

When designing this research, | intended to interview midwives, healthcare clinicians,
and clients from all three locations. This study’s findings are informed by the experiences of
midwives, nurse practitioners, medical doctors, and clients within three primary healthcare
organizations in different locations across Ontario. However, the nature and delivery of
medication abortion services and the experiences of comprehensive abortion care were not
explored from the perspectives of clients from all locations due to constraints related to
completing a master’s thesis and my inability to recruit clients from the Southern 1 and Southern
2 locations. Exploring clients’ experiences from all three locations would provide information
on the shared and unique aspects of midwifery-led medication abortion relevant to different
expanded midwifery care programs and healthcare environments. In addition, missing from the
data are the experiences of support staff, outreach workers, and management, whom some
participants identified as instrumental in supporting midwifery-led medication abortion. This

study is continuing beyond the submission of my Master of Science thesis, and our research team
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hopes to interview clients and staff from all three locations for a larger multiple-case study. Any

future participant contributions will be included in scholarly papers submitted for publication.

Despite collecting demographic information as part of the larger multiple case study,
participant demographics have not been reported to maintain privacy. Some participants
voluntarily identified as racialized or Indigenous; however, I acknowledge the limited
representation of Indigenous, Black, and racialized midwives, nurse practitioners, medical
doctors, and researchers who understand the potential health impacts of systemic racism on
individual and population level health outcomes and who are instrumental in championing

change within and across the healthcare system to ensure equitable healthcare access. (257)

Finally, no midwives interviewed reported conscientious objection to providing abortion
care. Although collaborating clinicians had unique personal opinions of abortion, they
represented a small percentage of the healthcare workforce within the three primary healthcare
organizations featured. Within the purposeful sampling and recruitment frame utilized, there was
consensus among the midwives who participated that abortion care is suitable for the profession,
provides an opportunity for professional growth, and increases credibility and value within the
healthcare system, contributing to job satisfaction. However, as research suggests, one can
anticipate that there are midwives who conscientiously object to providing abortion care in
Canada. (173,174,312) Therefore, for future research in this area, utilizing a process of negative
case sampling may help find and interview individuals who hold these views and would provide

more dimensionality to future findings.
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Implications for clinical practice, policy, and research

This research supports the ongoing discourse advocating for midwives to provide
abortion services in Canada and calls for a shift in the midwifery paradigm to meet a broader
spectrum of sexual and reproductive healthcare needs. (18,82,90,189,191,204) The findings
describe how people experience midwifery-led medication abortion within primary healthcare,
which is relevant to clinical practice and may be of interest to midwifery and abortion
stakeholders. Although midwifery-led abortion is not yet common in Canada, these expanded
midwifery care models demonstrate tangible ways for midwives to improve the accessibility,

acceptability, and quality of medication abortion for commonly underserved people.

The joint stakeholders’ submission to the United Nation’s 44th Universal Periodic
Review suggests that Canada needs better information on the needs and experiences of people
who face complex systemic barriers to reproductive health to inform service delivery and create
low-barrier pathways to abortion care. (14) This research describes how midwives, referring and
collaborating healthcare professionals, and clients experience midwifery-led medication abortion
within primary healthcare across three distinct communities across Ontario. Further research is
needed to contrast and compare clients’ experiences of medication abortions in different settings
with other healthcare professionals to fully understand what people face when seeking abortion

carc.

In terms of applying the findings to midwifery practice, this study provides information
on the groundwork, training, challenges, successes, and impact of midwives leading medication
abortion care within primary healthcare organizations. It offers advice on how to improve the
overall quality and accessibility of low-risk medication abortion care within midwifery practice.

In addition, the research demonstrates how providing low-barrier medication abortion services
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within regular clinic hours is possible within supportive healthcare environments. In addition,
midwifery-led medication abortion can be supported through interprofessional collaboration and
education on the safety, efficacy, and acceptability of medication abortion with midwifery care.
Finally, this study provides new knowledge illuminating midwives’ suitability for addressing a

more comprehensive range of pregnancy-related needs. (82,84,85,89,97)

Midwifery has been shown to improve health outcomes for populations that are
underserved by current systems, such as people with low socioeconomic status facing
discrimination and racism, by empowering clients to tailor care to their unique lives and
circumstances. (24,137,205) This research supports how midwifery-led models of medication
abortion increase access to essential sexual and reproductive healthcare for equity-deserving
people and support Reproductive Justice. (19,57,58,144,256) Furthermore, expanded midwifery
care provides a possible solution for under-resourced areas such as Northern, rural, and remote
communities that may have smaller volumes of clients needing perinatal and birth care and more
need for other high-quality sexual and reproductive health services and the provision of a broader
mix of services would help create a sustainable workload. (327,328) In addition, enabling
midwives to provide autonomous care across reproductive lifespans may improve sustainability

and address attrition within the profession by offering opportunities to work in new ways.

The World Health Organization states that high-quality abortion care is “supportive,
universally accessible, affordable and well-functioning.” (17) Integrating midwifery-led
medication abortion into supportive primary healthcare organizations promotes the safe delivery
of medication abortion for populations at risk for poorer outcomes. By demonstrating how

expanded midwifery care models offer comprehensive sexual and reproductive health services
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with acceptability, satisfaction, and value, other settings may be inspired to increase the quality

of medication abortion care. (14,82,84,204)

As current research suggests, my findings suggest that little is known about the education
and training available for midwives to provide abortion-related care. (96,267,329) In addition, a
recent qualitative study on the nurse practitioners’ role in medication abortion provision shows
that other healthcare professionals report having no formal training in abortion and learn to
provide medication abortion through independent pathways similar to the midwives in this study
through self-education, developing protocols, supporting and mentoring colleagues, providing
informal education to other healthcare professionals, and advocating with allied healthcare
services. (46) These comparative findings support a need to create, improve, and incorporate

discipline-specific medication abortion education within primary healthcare education.

Training programs for medication abortion in Canada are primarily aimed at primary
healthcare clinicians who can order mifepristone and misoprostol. (330,331) Research with
medical doctors who prescribe mifepristone and misoprostol shows that providing medication
abortion in primary care is “relatively simple, compatible with...practice, and easy to learn
through self-study.” (45,326) Likewise, the midwives in this study used their knowledge, skills,
and experience in perinatal and postpartum healthcare to provide abortion care and state that
delivering medication abortion services is fairly simple, acceptable, and satisfying work.
Midwife participants expressed an interest in creating midwifery-specific education for
comprehensive medication abortion care to raise awareness about midwifery’s unique role in

improving continuity, accessibility, and choice in sexual and reproductive health services.

Canadian midwifery regulators, with the necessary support of lawmakers, can eliminate

barriers to medication abortion by ensuring that healthcare regulation and policy include
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midwifery in the provision of expanded sexual and reproductive services so as to improve
reproductive life planning, reduce the rate of unintended pregnancies and provide more people
with access to high-quality sexual and reproductive healthcare. (17)

Summary

Improving the quality of abortion care can reduce stigma, increase access, and enhance
knowledge about pregnancy prevention and reproductive health. (17) Midwifery-led medication
abortion is considered “effective, efficient, accessible, person-centred, equitable, and safe” in
alignment with the World Health Organization’s framework on quality abortion care. (17) As
research on client-centred access to healthcare recommends, Ontario’s expanded midwifery care
models are improving the ease with which people can find and use sexual and reproductive
services most appropriate to their unique needs. (210) The expanded midwifery care presented in
this study demonstrates how midwifery-led medication abortion provides high-quality services,
decreases stigma, and improves access to safe, acceptable, and client-centred abortion care,
particularly for commonly underserved populations deserving of health equity and Reproductive

Justice.
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Chapter 6: Conclusion

While international research has explored midwifery-led abortion with positive results,
there is a lack of evidence specific to Canada as midwifery-led abortion is not yet common due
to legislative and regulatory constraints on the midwifery profession. As Canada does not restrict
the provision of abortion care to physicians, many Canadian experts and stakeholders endorse
midwives as abortion providers within a framework of offering midwifery care for all normal
pregnancies. Midwives across the country express willingness to offer abortion care, and some
are already providing services. Some midwives working within expanded midwifery care models
in Ontario provide comprehensive sexual and reproductive health services in collaboration with
nurse practitioners and medical doctors. Under the current system, interprofessional
collaboration is necessary for the successful delivery of comprehensive midwifery-led

medication abortion care.

This research provides an understanding of midwifery-led medication abortion across
three distinct primary healthcare organizations in Ontario, aligning with the World Health
Organization's recommendation to integrate abortion into primary care to ensure universal
coverage. Understanding the barriers and facilitators to abortion is crucial for optimizing
midwifery’s role in improving access to equitable, high-quality abortion care. The midwives,
nurse practitioners, medical doctors, and clients featured in this research have illuminated how
expanded midwifery care improves medication abortion experiences. This study offers new
knowledge to inform clinical practice and engage policymakers. The findings underscore the
positive impact midwifery has on normalizing abortion and improving the quality of care.
Through this research, | hope to promote midwifery-led abortion care to achieve meaningful

change and support equitable access to sexual and reproductive healthcare.

155



Masters Thesis — R. Hautala; McMaster University — Midwifery

Bibliography

1. Rv Morgentaler. 1988.

2. Shaw D, Norman WV. When there are no abortion laws: A case study of Canada. Best Pract
Res Clin Obstet Gynaecol. 2020 Jan;62:49-62.

3. Canadian newspapers support Mifepristone medication abortion to improve fulfillment of
the AAAQ Right to Health Framework (2015-2019). Womens Health Issues [Internet].
2023 Nov 1 [cited 2024 Jan 23];33(6):592-9. Available from:
https://www.sciencedirect.com/science/article/pii/S1049386723001081

4. Schummers L, Darling EK, Dunn S, McGrail K, Gayowsky A, Law MR, et al. Abortion safety
and use with normally prescribed mifepristone in Canada. N Engl J Med [Internet]. 2022
Jan 6 [cited 2022 Mar 3];386(1):57—67. Available from:
https://doi.org/10.1056/NEJMsa2109779

5.  United Nations Committee on Economic, Social and Cultural Rights. General comment 14:
the right to the highest attainable standard of health. United Nations Committee on
Economic, Social and Cultural Rights; 2020.

6. International Covenant of Economic, Social, and Cultural Rights. United Nations; 1966.

7. Erdman JN, Grenon A, Harrison-Wilson L. Medication abortion in Canada: a right-to-health
perspective. Am J Public Health [Internet]. 2008 Oct [cited 2024 Jan 30];98(10):1764—9.
Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2636450/

8. Minister of Health and Welfare, Canada. Federal policy on private clinics. Ministry of
Health and Long-Term Care; 1995.

9. Canada. Canada Health Act [Internet]. Available from: http://www.hc-sc.gc.ca/hcs-
sss/medi-assur/ overview-apercu/index_e.htm

10. Canadian Medical Association [Internet]. [cited 2024 Jan 29]. Health care funding in
Canada. Available from: https://www.cma.ca/news/health-care-funding-canada

11. Reproductive Rights, Justice & Issues in Canada [Internet]. CCLA. [cited 2024 Jan 26].
Available from: https://ccla.org/major-cases-and-reports/reproductive-rights/

12. Espey E, Dennis A, Landy U. The importance of access to comprehensive reproductive
health care, including abortion: a statement from women'’s health professional
organizations. Am J Obstet Gynecol [Internet]. 2019 Jan 1 [cited 2023 Sep 6];220(1):67-70.
Available from: https://www.sciencedirect.com/science/article/pii/S0002937818307567

13. World Health Organization. Abortion [Internet]. 2021. Available from:

https://www.who.int/news-room/fact-sheets/detail/abortion

156



MSc Thesis, R. Hautala, McMaster University, Midwifery

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

Joint stakeholder report - Universal Periodic Review of Canada 44th session October -
November, 2023 | Action Canada for Sexual Health and Rights [Internet]. [cited 2023 Aug
26]. Available from: https://www.actioncanadashr.org/sites/default/files/2023-
04/UPR%2044%20Canada_%20J5%20Action%20Canada%20et%20al%20and%20the%20SR
19620 _WEB.pdf

Carson A, Paynter M, Norman WV, Munro S, Roussel J, Dunn S, et al. Optimizing the
nursing role in abortion care: considerations for health equity. Nurs Leadersh [Internet].
2022 Mar 8 [cited 2023 Sep 21];35(1). Available from:
https://www.longwoods.com/content/26750/nursing-leadership/optimizing-the-nursing-
role-in-abortion-care-considerations-for-health-equity

Hulme J, Dunn S, Guilbert E, Soon J, Norman W. Barriers and facilitators to family planning
access in Canada. Healthc Policy [Internet]. 2015 Feb [cited 2021 Nov 5];10(3):48-63.
Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4748342/

World Health Organization. Abortion care guideline [Internet]. World Health Organization;
2022 [cited 2023 Mar 21]. Available from: https://iris.who.int/handle/10665/349316.

Dowler M, Rushton E, Kornelsen J. Medical abortion in midwifery scope of practice: a
gualitative exploration of the attitudes of Registered Midwives in British Columbia. J
Midwifery Womens Health [Internet]. 2020 [cited 2022 Nov 4];65(2):231-7. Available
from: http://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.13059

Sister Song. Sister Song Women of Colour Reproductive Justice Collective. [cited 2022 Nov
28]. Reproductive Justice. Available from: https://www.sistersong.net/reproductive-justice

Reproductive Justice for disabled women: ending systemic discrimination [Internet].
Center for American Progress. 2022 [cited 2023 Feb 14]. Available from:
https://www.americanprogress.org/article/reproductive-justice-for-disabled-women-
ending-systemic-discrimination/

Stettner S, Burnett K, Hay T. Abortion: history, politics, and Reproductive Justice after
Morgentaler. UBC Press; 2017. 383 p.

Dunn S, Cook R. Medical abortion in Canada: behind the times. CMAIJ [Internet]. 2014 Jan
7 [cited 2023 Mar 28];186(1):13—4. Available from:
https://www.cmaj.ca/content/186/1/13

Darling EK, Bennett N, Burton N, Marquez O. Outcomes of uninsured midwifery clients in
Ontario, Canada: A retrospective cohort study. Midwifery. 2019 Oct;77:24-31.

Darling EK, Grenier L, Nussey L, Murray-Davis B, Hutton EK, Vanstone M. Access to
midwifery care for people of low socio-economic status: a qualitative descriptive study.
BMC Pregnancy Childbirth [Internet]. 2019 Nov 12 [cited 2022 Nov 26];19:416. Available
from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6849230/

157



Masters Thesis — R. Hautala; McMaster University — Midwifery

25.

26.

27.

28.

29.

30.

31.

32.

33.

Andermann A. Taking action on the social determinants of health in clinical practice: a
framework for health professionals. CMAJ [Internet]. 2016 Dec 6 [cited 2023 Sep
24];188(17-18):E474-83. Available from: https://www.cmaj.ca/content/188/17-18/E474

Overturning Roe v. Wade an assault on fundamental human rights | AOM [Internet]. [cited
2022 Jul 17]. Available from: https://www.ontariomidwives.ca/overturning-roe-v-wade-
assault-fundamental-human-rights

International Federaton of Gynecology and Obstetrics. FIGO statement: as the US Supreme
Court overturns Roe v Wade, global health care organisations call on all governments to
defend access to safe and quality abortion care [Internet]. 2022 [cited 2024 Feb 15].
Available from: https://www.figo.org/us-supreme-court-overturns-roe-v-wade-global-
organisations-defend-abortion

Sethna C, Doull M. Far from home? A pilot study tracking women’s journeys to a Canadian
abortion clinic. J Obstet Gynaecol Can JOGC J Obstet Gynecol Can JOGC. 2007
Aug;29(8):640-7.

Norman WV, Munro S, Brooks M, Devane C, Guilbert E, Renner R, et al. Could
implementation of mifepristone address Canada’s urban—rural abortion access disparity: a
mixed-methods implementation study protocol. BMJ Open [Internet]. 2019 Apr [cited
2022 Oct 1];9(4):e028443. Available from:
https://bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2018-028443

Norman WV, Guilbert ER, Okpaleke C, Hayden AS, Steven Lichtenberg E, Paul M, et al.
Abortion health services in Canada. Can Fam Physician [Internet]. 2016 Apr [cited 2022
Nov 28];62(4):e209-17. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4830677/

Munro SB, Dunn S, Guilbert ER, Norman WV. Advancing Reproductive Health through
Policy-Engaged Research in Abortion Care. Semin Reprod Med [Internet]. 2023 [cited 2023
Sep 23];40(05/06):268-76. Available from:
https://journals.scholarsportal.info/details/15268004/v40i05-06/268_arhtpriac.xml

Dunn, Sheila, Cook, Rebecca. CMAJ Canadian Medical Association Journal. 2014 [cited
2023 Mar 28]. Medical abortion in Canada: behind the times | CMAJ. Available from:
https://www.cmaj.ca/content/186/1/13

UN Committee on the Elimination of Discrimination against Women (65th sessssion) :
2016 : Concluding observations on the combined 8th and 9th periodic reports of Canada :
committee on the elimination of discrimination against women. 2016 Nov 25 [cited 2024
Jan 29]; Available from: https://digitallibrary.un.org/record/3802136

158



MSc Thesis, R. Hautala, McMaster University, Midwifery

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Norman WV, Soon JA. Requiring physicians to dispense mifepristone: an unnecessary limit
on safety and access to medical abortion. CMAJ [Internet]. 2016 Dec 6 [cited 2024 Jan
29];188(17-18):E429-30. Available from: https://www.cmaj.ca/content/188/17-18/e429

UPR 4th Cycle: Barriers to Abortion in Canada | Action Canada for Sexual Health and Rights
[Internet]. [cited 2023 Aug 26]. Available from: https://www.actioncanadashr.org/upr-4th-
cycle

The politics of Mifegymiso in Canada: key dates and milestones | Action Canada for Sexual
Health and Rights [Internet]. [cited 2022 Nov 29]. Available from:
https://www.actioncanadashr.org/resources/factsheets-guidelines/2018-11-05-politics-
mifegymiso-canada-key-dates-and-milestones

Costescu D, Guilbert E, Bernardin J, Black A, Dunn S, Fitzsimmons B, et al. Medical
abortion. J Obstet Gynaecol Can [Internet]. 2016 Apr 1 [cited 2022 Jun 29];38(4):366—89.
Available from: https://www.jogc.com/article/S1701-2163(16)00043-8/fulltext

World Health Organization. Clinical practice handbook for quality abortion care [Internet].
World Health Organization; 2023 [cited 2023 Sep 29]. Available from:
https://iris.who.int/bitstream/handle/10665/369488/9789240075207-
eng.pdf?sequence=1

Vogel L. More doctors providing abortion after federal rules change. CMAJ [Internet]. 2018
Feb 5 [cited 2024 Jan 29];190(5):E147-8. Available from:
https://www.cmaj.ca/content/190/5/E147

Raj, Althia. HuffPost. 2016 [cited 2024 Jan 29]. Abortion pill company wants restrictions
lifted in Canada. Available from: https://www.huffpost.com/archive/ca/entry/abortion-
pill-canada_n_11146338

Vogel L. Doctors, pharmacists push back on medical abortion rules. CMAJ [Internet]. 2017
Mar 27 [cited 2024 Jan 29];189(12):E480—1. Available from:
https://www.cmaj.ca/content/189/12/E480

Tuns P. Activists want limits lifted on newly legal abortion drug [Internet]. The Interim.
2016 [cited 2024 Jan 29]. Available from:
https://theinterim.com/issues/abortion/activists-want-limits-lifted-on-newly-legal-
abortion-drug/

Advocates fight to ease hurdles to abortion pill in Canada | CTV News [Internet]. [cited
2024 Jan 29]. Available from: https://www.ctvnews.ca/health/advocates-fight-to-ease-
hurdles-to-abortion-pill-in-canada-1.3127518

Government of Canada HC. Health Canada updates prescribing and dispensing information
for Mifegymiso - recalls, advisories and safety alerts — Canada.ca [Internet]. Government
of Canada, Health Canada, Communications and Public Affairs Branch; 2021 [cited 2024

159



Masters Thesis — R. Hautala; McMaster University — Midwifery

45,

46.

47.

48.

49.

50.

51.

52.

53.

Jan 29]. Available from: https://recalls-rappels.canada.ca/en/alert-recall/health-canada-
updates-prescribing-and-dispensing-information-mifegymiso

Munro S, Guilbert E, Wagner MS, Wilcox ES, Devane C, Dunn S, et al. Perspectives among
Canadian physicians on factors influencing implementation of Mifepristone medical
abortion: a national qualitative study. Ann Fam Med [Internet]. 2020 Sep 1 [cited 2023 Sep
18];18(5):413-21. Available from: https://www.annfammed.org/content/18/5/413

Carson A, Cameron ES, Paynter M, Norman WV, Munro S, Martin-Misener R. Nurse
practitioners on “the leading edge” of medication abortion care: A feminist qualitative
approach. J Adv Nurs. 2023 Feb;79(2):686—-97.

Ross S, Reporter Ctvn ca D, Contact F|, Roy L, Reporter Ctvn ca D, Contact. Montreal. 2022
[cited 2022 Aug 4]. Ultrasounds no longer required in Quebec before getting abortion pill.
Available from: https://montreal.ctvnews.ca/ultrasounds-no-longer-required-in-quebec-
before-getting-abortion-pill-1.5973986

LaRoche KJ, Labeca-Gordon IN, Foster AM. How did the introduction of mifepristone
impact the availability of abortion care in Ottawa? A qualitative study with abortion
patients. FACETS [Internet]. 2020 Jan [cited 2024 Feb 19];5(1):559-70. Available from:
https://www.facetsjournal.com/doi/full/10.1139/facets-2020-0019

Erdman JN, Jelinska K, Yanow S. Understandings of self-managed abortion as health
inequity, harm reduction and social change. Reprod Health Matters [Internet]. 2018 Nov 8
[cited 2023 Sep 24];26(54):13-9. Available from:
https://doi.org/10.1080/09688080.2018.1511769

World Health Organization. WHO recommendations on self-care interventions: self-
management of medical abortion, 2022 update [Internet]. World Health Organization;
2022. Available from: https://iris.who.int/bitstream/handle/10665/362984/WHO-SRH-
22.1-eng.pdf?sequence=1

Stevenson, J, Taylor, J. Self-managed abortion in Canada: a status report [Internet].
Women'’s Legal Education and Action Fund (LEAF); 2022 [cited 2023 Dec 13]. Available
from: https://www.leaf.ca/wp-content/uploads/2022/04/SMA-Report-April-2022.pdf

Zusman EZ, Munro S, Norman WV, Soon JA. Dispensing mifepristone for medical abortion
in Canada: Pharmacists’ experiences of the first year. Can Pharm J CPJ [Internet]. 2023 Jun
8 [cited 2024 Jan 22];156(4):204—14. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10331362/

Canadian Pharmacists Association. Mifegymiso: access and coverage in Canada [Internet].
Canadian Pharmacists Association; 2019. Available from:
https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-
issues/Mifegymiso_Access_Scan.pdf

160



MSc Thesis, R. Hautala, McMaster University, Midwifery

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

Norman WV. Induced abortion in Canada 1974—-2005: trends over the first generation with
legal access. Contraception [Internet]. 2012 Feb 1 [cited 2022 Nov 28];85(2):185-91.
Available from: https://www.sciencedirect.com/science/article/pii/S0010782411004240

Norman WV, Soon JA, Maughn N, Dressler J. Barriers to rural induced abortion services in
Canada: findings of the British Columbia abortion providers survey (BCAPS). PLOS ONE
[Internet]. 2013 Jun 28 [cited 2022 Jun 29];8(6):e67023. Available from:
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0067023

Sethna C, Doull M. Spatial disparities and travel to freestanding abortion clinics in Canada.
Womens Stud Int Forum [Internet]. 2013 May 1 [cited 2024 Jan 29];38:52—62. Available
from: https://www.sciencedirect.com/science/article/pii/S0277539513000186

Morgan, Lisa. The perceptions of women in Northern Ontario about their reproductive
healthcare [Internet] [Doctor of Philosophy]. Laurentian University; 2021. Available from:
https://zone.biblio.laurentian.ca/bitstream/10219/3788/1/PhD%20Thesis%20-
%20Lisa%20Morgan%20FINAL%2015N0OV2021.pdf

Leipert BD, Reutter L. Developing Resilience: How Women Maintain Their Health in
Northern Geographically Isolated Settings. Qual Health Res [Internet]. 2005 Jan 1 [cited
2023 Nov 13];15(1):49-65. Available from: https://doi.org/10.1177/1049732304269671

Abortion rights coalition of Canada. Position paper #7: access to abortion in rural/remote
areas [Internet]. Abortion rights coalition of Canada; 2020. Available from:
https://www.arcc-cdac.ca/media/position-papers/07-Access-Rural-Remote-Areas.pdf

Press - TC. CBC. 2017 [cited 2023 Mar 28]. Health Canada eases restrictions on abortion pill
Mifegymiso | CBC News. Available from: https://www.cbc.ca/news/health/mifegymiso-
abortion-pill-health-canada-1.4391267

Sjostrom S, Kopp Kallner H, Simeonova E, Madestam A, Gemzell-Danielsson K. Medical
abortion provided by nurse-midwives or physicians in a high resource setting: a cost-
effectiveness analysis. PLoS ONE [Internet]. 2016 Jun 30 [cited 2023 Mar
28];11(6):e0158645. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4928948/

Carvajal B, White H, Brooks J, Thomson AM, Cooke A. Experiences of midwives and nurses
when implementing abortion policies: A systematic integrative review. Midwifery
[Internet]. 2022 Aug 1 [cited 2022 Sep 23];111:103363. Available from:
https://www.sciencedirect.com/science/article/pii/S0266613822001152

Kerestes CA, Stockdale CK, Zimmerman MB, Hardy-Fairbanks AJ. Abortion providers’
experiences and views on self-managed medication abortion: an exploratory study.
Contraception. 2019 Aug;100(2):160-4.

161



Masters Thesis — R. Hautala; McMaster University — Midwifery

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

LaRoche KJ, Foster AM. “It gives you autonomy over your own choices”: a qualitative study
of Canadian abortion patients’ experiences with mifepristone and misoprostol.
Contraception [Internet]. 2020 Jul 1 [cited 2022 Jul 24];102(1):61-5. Available from:
https://www.sciencedirect.com/science/article/pii/S0010782420301104

Cappiello J, Merrell J, Rentschler D. Women's experience of decision-making with
medication abortion. MCN Am J Matern Nurs [Internet]. 2014 Oct [cited 2024 Feb
15];39(5):325. Available from:
https://journals.lww.com/mcnjournal/fulltext/2014/09000/Women_s_Experience_of Dec
ision_Making_With.9.aspx

Tillman S, Levi AJ. Midwives in abortion care: a call to action. J Midwifery Womens Health.
2020 Mar;65(2):195-8.

CIHI. Statista. 2019 [cited 2021 Nov 11]. Abortions by patient age Canada 2019. Available
from: http://www.statista.com/statistics/988712/canada-abortions-by-patient-age/

RCOG [Internet]. [cited 2024 Jan 30]. Coronavirus (COVID-19) infection and abortion care.
Available from: https://www.rcog.org.uk/guidance/coronavirus-covid-19-pregnancy-and-
women-s-health/coronavirus-covid-19-infection-and-abortion-care/

Society of Obstetricians and Gynaecologists of Canada. Induced abortion - pandemic
guidance [Internet]. Available from:
https://sogc.org/common/Uploaded%20files/Induced%20Abortion%20-
%20Pandemic%20Guidance%20-%20FINAL.PDF

National Abortion Federation. 2020 Clinical policy guidelines for abortion care [Internet].
National Abortion Federation; 2020. Available from: https://prochoice.org/wp-
content/uploads/2020_cpgs_final.pdf

RCOG [Internet]. [cited 2024 Jan 30]. RCOG and FSRH welcome telemedicine for early
medical abortion care being made permanent in England. Available from:
https://www.rcog.org.uk/news/rcog-and-fsrh-welcome-telemedicine-for-early-medical-
abortion-care-being-made-permanent-in-england/

Jayaweera RT, Moseson H, Gerdts C. Misoprostol in the era of COVID-19: a love letter to
the original medical abortion pill. Sex Reprod Health Matters [Internet]. 2020 Jan 1 [cited
2024 Jan 30];28(1):1829406. Available from:
https://doi.org/10.1080/26410397.2020.1829406

Cohen M. Why the abortion pill is more important than ever during the coronavirus
[Internet]. Macleans.ca. 2020 [cited 2024 Jan 29]. Available from:
https://macleans.ca/opinion/why-the-abortion-pill-is-more-important-than-ever-during-
the-coronavirus/

162



MSc Thesis, R. Hautala, McMaster University, Midwifery

74.

75.

76.

77.

78.

79.

80.

81.

82.

Wiebe E, Campbell M, Ramasamy H, Raymond E. Comparing telemedicine to in-clinic
medication abortions. Contraception [Internet]. 2020 May 1 [cited 2024 Jan
29];101(5):358-9. Available from:
https://www.sciencedirect.com/science/article/pii/S0010782420301220

Endler M, Lavelanet A, Cleeve A, Ganatra B, Gomperts R, Gemzell-Danielsson K.
Telemedicine for medical abortion: a systematic review. BJOG Int J Obstet Gynaecol
[Internet]. 2019 Aug [cited 2024 Jan 30];126(9):1094-102. Available from:
https://obgyn.onlinelibrary.wiley.com/doi/10.1111/1471-0528.15684

Canada H. Health Canada approves updates to Mifegymiso prescribing information:
ultrasound no longer mandatory [Internet]. 2019 [cited 2023 Apr 28]. Available from:
https://www.canada.ca/en/health-canada/services/drugs-health-products/drug-
products/fact-sheets/mifegymiso.html

Guilbert E, Costescu D, Wagner MS, Norman WV, Dunn S, Fitzsimmons B, et al. Canadian
protocol for the provision of medical abortion via telemedicine [Internet]. Society of
Obstetricians and Gynecologists of Canada; 2020. Available from:
https://sogc.org/common/Uploaded%20files/CANADIAN%20PROTOCOL%20FOR%20THE%
20PROVISION%200F%20MA%20VIA%20TELEMEDICINE-%20FINAL2.pdf

Ennis M, Wahl K, Jeong D, Knight K, Renner R, Munro S, et al. The perspective of Canadian
health care professionals on abortion service during the COVID-19 pandemic. Fam Pract
[Internet]. 2021 Aug 23 [cited 2024 Jan 30];38(Suppl 1):i30—6. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8414916/

Ngo TD, Park MH, Shakur H, Free C. Comparative effectiveness, safety and acceptability of
medical abortion at home and in a clinic: a systematic review. Bull World Health Organ.
2011 May 1;89(5):360-70.

Kopp Kallner H, Gomperts R, Salomonsson E, Johansson M, Marions L, Gemzell-Danielsson
K. The efficacy, safety and acceptability of medical termination of pregnancy provided by
standard care by doctors or by nurse-midwives: a randomised controlled equivalence trial.
BJOG Int J Obstet Gynaecol [Internet]. 2015 [cited 2023 Mar 28];122(4):510-7. Available
from: https://onlinelibrary.wiley.com/doi/abs/10.1111/1471-0528.12982

2019 launch of access at a glance identifies realities of abortion access in Canada | Action
Canada for Sexual Health and Rights [Internet]. [cited 2021 Nov 5]. Available from:
https://www.actioncanadashr.org/news/2019-09-19-2019-launch-access-glance-
identifies-realities-abortion-access-canada

Planning Canada’s midwifery abortion implementation study [Internet]. Contraception and
Abortion Research Team; 2019 [cited 2022 Nov 28]. Available from: https://med-fom-cart-
grac.sites.olt.ubc.ca/files/2018/07/Planning-Canadas-Midwifery-FINAL.pdf

163



Masters Thesis — R. Hautala; McMaster University — Midwifery

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

Action Canada for Sexual Health and Rights. Abortion access and Indigenous Peoples in
Canada [Internet]. 2021 [cited 2024 Jan 30]. Available from:
https://www.actioncanadashr.org/resources/factsheets-guidelines/2021-05-21-abortion-
access-and-indigenous-peoples-canada

Canadian Association of Midwives. New position statement: midwives’ provision of
abortion [Internet]. 2022 [cited 2022 Aug 4]. Available from:
https://canadianmidwives.org/new-position-statement-midwives-provision-of-abortion/

International Confederation of Midwives. Position statement: midwives’ provision of
abortion-related services [Internet]. Glasglow Council Meeting; 2008. Available from:
https://internationalmidwives.org/assets/files/statement-files/2018/04/midwives-
provision-of-abortion-related-services-eng.pdf

Kim C, Sorhaindo A, Ganatra B. WHO guidelines and the role of the physician in task
sharing in safe abortion care. Best Pract Res Clin Obstet Gynaecol [Internet]. 2020 Feb 1
[cited 2022 Sep 23];63:56—66. Available from:
https://www.sciencedirect.com/science/article/pii/S1521693419300951

Nurse practitioners, midwives, and physician assistants as abortion providers [Internet].
AP Toolkit. [cited 2023 Mar 22]. Available from: https://aptoolkit.org/nurse-practitioners-
midwives-and-physician-assistants-as-abortion-providers/

Fay KE, Diouf K, Butler SK, Onwuzurike C, Wilkinson BE, Johnson NR, et al. Abortion as
essential health care and the critical role your practice can play in protecting abortion
access. Obstet Gynecol [Internet]. 2022 Nov [cited 2024 Jan 30];140(5):729-37. Available
from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9575566/

World Health Organization. Health worker roles in providing safe abortion care and post-
abortion contraception [Internet]. Geneva: World Health Organization; 2015 [cited 2022
Jul 24]. 92 p. Available from: https://apps.who.int/iris/handle/10665/181041

Handa M, Rosenberg S. Ontario midwives’ attitudes about abortion and abortion
provision. Can J Midwifery Res Pract. 2016;15(1):28.

Task shifting in primary care to tackle healthcare worker shortages: An umbrella review -
PMC [Internet]. [cited 2023 Jun 25]. Available from: https://www-ncbi-nIm-nih-
gov.ezproxy.lakeheadu.ca/pmc/articles/PMC8330741/

Definition of CLINICIAN [Internet]. 2024 [cited 2024 Apr 9]. Available from:
https://www.merriam-webster.com/dictionary/clinician

Government of Ontario M of H and LTC. Community health centres - health services in
your community - MOHLTC [Internet]. Government of Ontario, Ministry of Health and
Long-Term Care; [cited 2022 Sep 30]. Available from:
https://www.health.gov.on.ca/en/common/system/services/chc/

164



MSc Thesis, R. Hautala, McMaster University, Midwifery

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

NorWest Community Health Centres [Internet]. [cited 2022 Nov 29]. Midwifery Program.
Available from: https://www.norwestchc.org/locations/thunder-bay/programs/midwifery-
programs

MATCH Midwifery — SRCHC [Internet]. [cited 2022 Sep 23]. Available from:
https://www.srchc.ca/programs/community-health/match-midwifery-and-toronto-
community-health/

Mainey L, O’'Mullan C, Reid-Searl K, Taylor A, Baird K. The role of nurses and midwives in
the provision of abortion care: A scoping review. J Clin Nurs. 2020 May;29(9-10):1513-26.

American College of Nurse-Midwives. Position statement midwives as abortion providers
[Internet]. 2018. Available from:
https://www.midwife.org/acnm/files/acnmlibrarydata/uploadfilename/000000000314/ps
-midwives-as-abortion-providers-final-19-mar-18.pdf

Reproductive Choice | AOM [Internet]. [cited 2022 Sep 23]. Available from:
https://www.ontariomidwives.ca/reproductive-choice

Fullerton J, Butler MM, Aman C, Reid T, Dowler M. Abortion-related care and the role of
the midwife: a global perspective. Int J Womens Health [Internet]. 2018 Nov 23 [cited
2022 Jun 29];10:751-62. Available from: al

Expanded Models | AOM [Internet]. [cited 2022 Sep 23]. Available from:
https://www.ontariomidwives.ca/expanded-models

Ontario Midwifery Program. Introduction to expanded midwifery care models (EMCM) and
guide to completing an application [Internet]. Ministry of Health; 2020. Available from:
https://www.allianceon.org/sites/default/files/documents/Intro%20and%20Guide%20to0%
20EMCM%20Application%20-%20July%202020.pdf

Government of Ontario M of H and LTC. Family health teams - Ministry programs - health
care professionals - MOHLTC [Internet]. Government of Ontario, Ministry of Health and
Long-Term Care; [cited 2023 Oct 2]. Available from: https://www.ontario.ca/page/family-
health-teams

CROWN POINT FAMILY HEALTH CENTRE - LOWER LEVEL [Internet]. [cited 2022 Sep 23].
MIDWIVES New. Available from: https://www.crownpointfhc.ca/midwives-new

Leatt P, Guerriere G, Pink, Michael. Towards a Canadian model of integrated healthcare.
Healthc Pap [Internet]. 2000 Mar 15 [cited 2023 Oct 2];1(2). Available from:
https://www.longwoods.com/content/17216/healthcarepapers/towards-a-canadian-
model-of-integrated-healthcare

Integrated community-based care | CHCA [Internet]. 2019 [cited 2024 Jan 23]. Available
from: https://cdnhomecare.ca/integrated-community-based-care/

165



Masters Thesis — R. Hautala; McMaster University — Midwifery

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

Integrated care [Internet]. 2017 [cited 2024 Jan 23]. Available from:
https://www.ccohealth.ca/en/what-we-do/general-health/integrated-care

Health Professions Network Nursing & Midwifery Human resources for Health. Framework
for action on interprofessional education & collaborative practice [Internet]. World Health
Organization; Available from:
https://iris.who.int/bitstream/handle/10665/70185/WHO_HRH_HPN_10.3_eng.pdf?sequ
ence=1

College of Midwives of Ontario. Midwifery scope of practice [Internet]. College of
Midwives of Ontario; 2021. Available from: https://cmo.on.ca/wp-
content/uploads/2020/09/Midwifery-Scope-of-Practice.pdf

Smith DC. Midwife—physician collaboration: a conceptual framework for interprofessional
collaborative practice. ] Midwifery Womens Health [Internet]. 2015 [cited 2022 Nov
23];60(2):128-39. Available from:
http://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.12204

College of Midwives of Ontario. Professional standards for midwives 2021. 2018; Available
from: https://cmo.on.ca/wp-content/uploads/2021/04/Professional-Standards-for-
Midwives-Effective-June-1-2021.pdf

WHO model list of essential medicines - 23rd list, 2023 [Internet]. [cited 2023 Sep 23].
Available from: https://www.who.int/publications-detail-redirect/ WHO-MHP-HPS-EML-
2023.02

EMLs around the world [Internet]. [cited 2023 Sep 23]. Available from:
https://global.essentialmeds.org/dashboard/medicines/1225

Map of Mifepristone approvals - Gynuity Health Projects [Internet]. [cited 2023 Sep 23].
Available from: https://gynuity.org/resources/map-of-mifepristone-approvals

Government of Ontario. Midwifery Act, 1991 Ontario Regulation 884/93 Designated Drugs
[Internet]. Government of Canda; 2010. Available from:
https://www.ontario.ca/laws/regulation/930884

Roy L, Reporter Ctvn ca D, Contact. Montreal. 2022 [cited 2022 Aug 4]. Quebec midwives
will be able to prescribe abortion pills by the fall. Available from:
https://montreal.ctvnews.ca/quebec-midwives-will-be-able-to-prescribe-abortion-pills-by-
the-fall-1.5999336

Munro SB, Dunn S, Guilbert ER, Norman WV. Advancing reproductive health through
policy-engaged research in abortion care. Semin Reprod Med [Internet]. 2022 Nov [cited
2023 Sep 23];40(05/06):268-76. Available from: https://journals-scholarsportal-
info.libaccess.lib.mcmaster.ca/pdf/15268004/v40i05-06/268_arhtpriac.xml_en

166



MSc Thesis, R. Hautala, McMaster University, Midwifery

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

Murray ME, Casson M, Pudwell J, Waddington A. Patients’ motivation for surgical versus
medical abortion. J Obstet Gynaecol Can [Internet]. 2019 Sep 1 [cited 2021 Nov
5];41(9):1325-9. Available from: https://www.jogc.com/article/S1701-2163(19)30025-
8/fulltext

College of Physicians and Surgeons of Ontario. CPSO - Delegation of controlled acts
[Internet]. [cited 2023 Oct 31]. Available from:
https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Delegation-of-Controlled-
Acts

Working outside of the midwifery practice group model [Internet]. [cited 2024 Jan 26].
Available from: https://cmo.on.ca/working-outside-of-the-midwifery-practice-group-
model/

International Confederation of Midwives, editor. Philosophy and model of midwifery care
[Internet]. International Confederation of Midwives; 2014 [cited 2023 Oct 1]. Available
from: https://www.internationalmidwives.org/assets/files/definitions-files/2018/06/eng-
philosophy-and-model-of-midwifery-care.pdf

Midwifery Care | AOM [Internet]. [cited 2022 Sep 16]. Available from:
https://www.ontariomidwives.ca/midwifery-care

Government of Ontario M of H and LTC. Midwifery in Ontario - Programs and Services -
Public Information - MOHLTC [Internet]. Government of Ontario, Ministry of Health and
Long-Term Care; [cited 2023 Oct 1]. Available from:
https://www.health.gov.on.ca/en/public/programs/midwife/

Primary health care [Internet]. [cited 2024 Jan 23]. Available from:
https://www.who.int/news-room/fact-sheets/detail/primary-health-care

Canada H. About primary health care [Internet]. 2005 [cited 2023 Oct 2]. Available from:
https://www.canada.ca/en/health-canada/services/primary-health-care/about-primary-
health-care.html

Allison Campbell MA. Midwife as practitioner. 2017 [cited 2024 Jan 26]; Available from:
https://ecampusontario.pressbooks.pub/cmroleofmidwifery/chapter/midwife-as-
practitioner/

Discover midwifery across Canada [Internet]. Canadian Association of Midwives. [cited
2022 Oct 27]. Available from: https://canadianmidwives.org/about-midwifery/

Find a midwife | AOM [Internet]. [cited 2024 Jan 26]. Available from:
https://www.ontariomidwives.ca/find-midwife

Government of Ontario M of H and LTC. Primary care payment models in Ontario - health
care professionals - MOHLTC [Internet]. Government of Ontario, Ministry of Health and

167



Masters Thesis — R. Hautala; McMaster University — Midwifery

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

Long-Term Care; [cited 2024 Jan 23]. Available from:
https://www.health.gov.on.ca/en/pro/programs/pcpm/

Ontario Health Force. Family medicine compensation and practice models in Ontario
[Internet]. Ministry of Health and Long-Term Care; 2019. Available from:
https://www.healthforceontario.ca/UserFiles/file/PracticeOntario/FM%20Compensation%
20Practice%20Models%20EN.pdf

Hospital’s Alongside Midwifery Unit named a Centre of Excellence — Markham Review
[Internet]. [cited 2022 Sep 22]. Available from: https://markhamreview.com/hospitals-
alongside-midwifery-unit-named-a-centre-of-excellence/

Indigenous Midwifery | AOM [Internet]. [cited 2023 Feb 17]. Available from:
https://www.ontariomidwives.ca/indigenous-midwifery

World Health Organization. Introducing the WHO quality toolkit: supplemental overview
[Internet]. World Health Organization; 2022. Available from:
https://iris.who.int/handle/10665/353566

Quality of care [Internet]. [cited 2024 Mar 18]. Available from:
https://www.who.int/health-topics/quality-of-care

Price K. What Is reproductive justice? How Women of Color activists are redefining the
pro-choice paradigm. Meridians [Internet]. 2020 Dec 1 [cited 2023 Oct 7];19(51):340-62.
Available from: https://read.dukeupress.edu/meridians/article/19/51/340/167566/What-
Is-Reproductive-Justice-How-Women-of-Color

Ross, Loretta, Solinger, Richie. Reproductive Justice: an introduction. 1st edition.
University of California Press; 2017. 360 p.

Government of Ontario. Ontario.ca. 2014 [cited 2023 Sep 1]. Midwifery Act, 1991, S.O.
1991, c. 31. Available from: https://www.ontario.ca/laws/statute/91m31

Eagen-Torkko M, Yanow S. The critical role of midwives in safe self-managed abortion. J
Midwifery Womens Health [Internet]. 2021 [cited 2023 Nov 3];66(6):795-800. Available
from: https://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.13289

Fulton BD, Scheffler RM, Sparkes SP, Auh EY, Vujicic M, Soucat A. Health workforce skill
mix and task shifting in low income countries: a review of recent evidence. Hum Resour
Health. 2011 Jan 11;9:1.

Association of Ontario Midwives. Midwives and abortion care - Q&A [Internet]. Available
from: https://www.ontariomidwives.ca/sites/default/files/2019-
1/Midwives%20and%20Abortion%20Care%20Q&A%20-%20Feb%202019.pdf

168



MSc Thesis, R. Hautala, McMaster University, Midwifery

140.

141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

Midwifery — School of Graduate Studies [Internet]. [cited 2023 Jul 28]. Available from:
https://gs.mcmaster.ca/program/midwifery/

Government of Ontario. Connecting Care Act, 2019 [Internet]. 2023. Available from:
https://www.ontario.ca/laws/statute/19c05

Government of Canada SC. Profile table, Census Profile, 2021 Census of Population -
Thunder Bay, District (DIS) [Census division], Ontario [Internet]. 2022 [cited 2024 Jan 26].
Available from: https://www12.statcan.gc.ca/census-recensement/2021/dp-
pd/prof/index.cfm?Lang=E

Chor J, Hebert LE, Hasselbacher LA, Whitaker AK. Prevalence and correlates of having a
regular physician among women presenting for induced abortion. Womens Health Issues
[Internet]. 2016 Sep 1 [cited 2023 Sep 6];26(5):517—-22. Available from:
https://www.sciencedirect.com/science/article/pii/S1049386716300147

Orrantia E, Hutten-Czapski P, Mercier M, Fageria S. Northern Ontario’s obstetrical services
in 2020: a developing rural maternity care desert. Can J Rural Med [Internet]. 2022 [cited
2023 Nov 15];27(2):61. Available from:
http://www.cjrm.ca/text.asp?2022/27/2/61/341024

Northern Health Travel Grant Program | ontario.ca [Internet]. [cited 2024 Jan 15].
Available from: http://www.ontario.ca/page/northern-health-travel-grant-program

Johnstone, R, Macfarlane, E. Public policy, rights, and abortion access in Canada. IntJ Can
Stud [Internet]. 2015;51:97-120. Available from:
https://www.emmettmacfarlane.com/resources/abortion%20access%20-
%20johnstone%20and%20macfarlane%20-%202015.pdf

Yarnall J, Swica Y, Winikoff B. Non-physician clinicians can safely provide first trimester
medical abortion. Reprod Health Matters [Internet]. 2009 [cited 2023 Oct 20];17(33):61-9.
Available from: https://www.jstor.org/stable/40647611

Angus JE, Lombardo AP, Lowndes RH, Cechetto N, Ahmad F, Bierman AS. Beyond barriers
in studying disparities in women’s access to health services in Ontario, Canada: a
qualitative metasynthesis. Qual Health Res [Internet]. 2013 Apr 1 [cited 2023 Sep
6];23(4):476-94. Available from: https://doi.org/10.1177/1049732312469464

Levi A, Angel James E, Taylor D. Midwives and abortion care: a model for achieving
competency. ] Midwifery Womens Health [Internet]. 2012 [cited 2022 Sep 23];57(3):285—
9. Available from: http://onlinelibrary.wiley.com/doi/abs/10.1111/j.1542-
2011.2012.00182.x

Currie B, Marquez O, Darling E. The Safety and Feasibility of Contraception Care by
Midwives and Other Nonphysician Providers: A Scoping Review of Randomized Control
Trials. Can J Midwifery Res Pract. 2020;19(1):6—-19.

169



Masters Thesis — R. Hautala; McMaster University — Midwifery

151.

152.

153.

154.

155.

156.

157.

158.

159.

Gallimore A, Craig A, Cameron S, Milne D, Lakha F. Developing the role of midwives as
‘contraceptive champions’ to support early access to effective postnatal contraception for
women. BMJ Sex Reprod Health [Internet]. 2019 Oct 1 [cited 2024 Feb 18];45(4):309-12.
Available from: https://srh.bmj.com/content/45/4/309

British Columbia College of Nurses & Midwives. Framework for midwife certification in
hormonal contraceptive therapy [Internet]. 2020. Available from:
https://www.bccnm.ca/Documents/education_program_review/RM_Framework_for_Cer
tification_in_Hormonal_Contraceptive_Therapy.pdf

Walker SH, Hooks C, Blake D. The views of postnatal women and midwives on midwives
providing contraceptive advice and methods: a mixed method concurrent study. BMC
Pregnancy Childbirth [Internet]. 2021 Jun 2 [cited 2024 Feb 18];21(1):411. Available from:
https://doi.org/10.1186/s12884-021-03895-2

Berer M. Provision of abortion by mid-level providers: international policy, practice and
perspectives. Bull World Health Organ [Internet]. 2009 Jan [cited 2023 Jan 15];87(1):58—
63. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2649591/

Niemczyk NA, Arrington LA, Avery MD. Navigating the changing abortion landscape:
implications for midwives and midwifery practice. ] Midwifery Womens Health [Internet].
2022 [cited 2023 Oct 23];67(5):541-3. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.13411

Weintraub SA, Versace A, Winston L, Graff B, Kattan D. Midwives safeguarding abortion
access: establishing medication abortion services. ] Midwifery Womens Health [Internet].
2023 [cited 2023 Oct 23];n/a(n/a). Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.13556

Johnson BR, Maksutova E, Boobekova A, Davletova A, Kazakbaeva C, Kondrateva Y, et al.
Provision of medical abortion by midlevel healthcare providers in Kyrgyzstan: testing an
intervention to expand safe abortion services to underserved rural and periurban areas.
Contraception. 2018 Feb;97(2):160—6.

Jones RK, Henshaw SK. Mifepristone for Early Medical Abortion: Experiences in France,
Great Britain and Sweden. Perspect Sex Reprod Health [Internet]. 2002 May 1 [cited 2024
Feb 17];34:154-61. Available from:
https://www.guttmacher.org/journals/psrh/2002/05/mifepristone-early-medical-
abortion-experiences-france-great-britain-and

Warriner IK, Wang D, Huong NTM, Thapa K, Tamang A, Shah |, et al. Can midlevel health-
care providers administer early medical abortion as safely and effectively as doctors? A
randomised controlled equivalence trial in Nepal. Lancet Lond Engl. 2011 Apr
2;377(9772):1155-61.

170



MSc Thesis, R. Hautala, McMaster University, Midwifery

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

Rocca CH, Puri M, Shrestha P, Blum M, Maharjan D, Grossman D, et al. Effectiveness and
safety of early medication abortion provided in pharmacies by auxiliary nurse-midwives: A
non-inferiority study in Nepal. PLoS ONE [Internet]. 2018 Jan 19 [cited 2023 Mar
28];13(1):e0191174. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5774715/

Ipas Impact Network. Expanding roles of providers in safe abortion care: a programmatic
approach to meeting women’s needs [Internet]. 2016. Available from:
https://www.ipas.org/wp-content/uploads/2020/07/PMDEXPE16-
ExpandingRolesofProvidersinSAC.pdf

Alonso C. Integrating the midwifery model of care into abortion services. Sex Reprod
Health Matters [Internet]. 2020 [cited 2023 May 1];28(1):1795448. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7888103/

Education Committee, American College of Nurse-Midwives. Core competencies in nurse-
midwifery expected outcomes of nurse-midwifery education. J Nurse Midwifery [Internet].
1979 Jan 1 [cited 2023 Nov 3];24(1):32-6. Available from:
https://www.sciencedirect.com/science/article/pii/0091218279901939

Simmonds KE, Beal MW, Eagen-Torkko MK. Updates to the US Food and Drug
administration regulations for mifepristone: implications for clinical practice and access to
abortion. J Midwifery Womens Health. 2017 May;62(3):348-52.

Jenkins J, Woodside F, Lipinsky K, Simmonds K, Coplon L. Abortion with pills: review of
current options in the United States. ] Midwifery Womens Health [Internet]. 2021 [cited
2023 Nov 3];66(6):749-57. Available from:
https://journals.scholarsportal.info/details/15269523/v66i0006/749 _awprocoitus.xml

American College of Nurse-Midwives. Position Statement: expansion of midwifery practice
and skills beyond basic core competencies [Internet]. American College of Nurst-Midwives;
2022 [cited 2023 Jun 20]. Available from:
https://www.midwife.org/acnm/files/acnmlibrarydata/uploadfilename/000000000066/20
22 ps_expansion-of-midwifery-practice-beyond-core-competencies.pdf

Reingold RB, Gostin LO. The leaked supreme court ruling opinion: implications for abortion
access. JAMA [Internet]. 2022 Jul 5 [cited 2024 Feb 14];328(1):13—4. Available from:
https://doi.org/10.1001/jama.2022.10204

Safe Access to Abortion Care | AOM [Internet]. [cited 2023 Sep 7]. Available from:
https://www.ontariomidwives.ca/safe-access-abortion-care

Endler M, Cleeve A, Sdav |, Gemzell-Danielsson K. How task-sharing in abortion care
became the norm in Sweden: A case study of historic and current determinants and

171



Masters Thesis — R. Hautala; McMaster University — Midwifery

170.

171.

172.

173.

174.

175.

176.

177.

178.

events. Int J Gynecol Obstet [Internet]. 2020 [cited 2024 Feb 26];150(S1):34—42. Available
from: https://onlinelibrary.wiley.com/doi/abs/10.1002/ijgo.13003

Fiala C, Gemzell Danielsson K, Heikinheimo O, Gudmundsson JA, Arthur J. Yes we can!
Successful examples of disallowing ‘conscientious objection’ in reproductive health care.
Eur J Contracept Reprod Health Care [Internet]. 2016 May 3 [cited 2024 Feb
26];21(3):201-6. Available from: https://doi.org/10.3109/13625187.2016.1138458

Fleming V, Ramsayer B, Zakiek TS. Freedom of conscience in Europe? An analysis of three
cases of midwives with conscientious objection to abortion. J Med Ethics [Internet]. 2018
Feb 1 [cited 2024 Feb 14];44(2):104-8. Available from:
https://jme.bmj.com/content/44/2/104

Hessini L. A Learning Agenda for Abortion Stigma: Recommendations from the Bellagio
Expert Group Meeting. Women Health [Internet]. 2014 Oct 3 [cited 2024 Feb
14];54(7):617-21. Available from: https://doi.org/10.1080/03630242.2014.919987

Fleming V, Frith L, Luyben A, Ramsayer B. Conscientious objection to participation in
abortion by midwives and nurses: a systematic review of reasons. BMC Med Ethics
[Internet]. 2018 Apr 27 [cited 2024 Feb 14];19(1):31. Available from:
https://doi.org/10.1186/s12910-018-0268-3

Maxwell C, Ramsayer B, Fleming V. It's about finding a balance...exploring conscientious
objection to abortion with UK midwives. Midwifery [Internet]. 2022 Sep 1 [cited 2024 Feb
15];112:103416. Available from:
https://www.sciencedirect.com/science/article/pii/S0266613822001668

American College of Nurse-Midwives. Position statement: access to comprehensive sexual
and reproductive health care services [Internet]. American College of Nurse-Midwives;
2016. Available from:
https://www.midwife.org/acnm/files/ACNMLibraryData/UPLOADFILENAME/00000000008
7/Access-to-Comprehensive-Sexual-and-Reproductive-Health-Care-Services-FINAL-04-12-
17.pdf

News - MF- C. CBC. 2017 [cited 2023 Mar 28]. Ontario midwives urge government to allow
them to perform abortions | CBC News. Available from:
https://www.cbc.ca/news/health/midwives-ontario-abortion-1.4380297

Lindstrom M, Jacobsson L, Wulff M, Lalos A. Midwives’ experiences of encountering
women seeking an abortion. J Psychosom Obstet Gynecol [Internet]. 2007 Jan 1 [cited
2024 Feb 14];28(4):231-7. Available from: https://doi.org/10.1080/01674820701343505

Hoglund B, Larsson M. Ethical dilemmas and legal aspects in contraceptive counselling for
women with intellectual disability—Focus group interviews among midwives in Sweden. J

172



MSc Thesis, R. Hautala, McMaster University, Midwifery

179.

180.

181.

182.

183.

184.

185.

186.

187.

188.

Appl Res Intellect Disabil [Internet]. 2019 [cited 2023 Feb 7];32(6):1558—-66. Available
from: http://onlinelibrary.wiley.com/doi/abs/10.1111/jar.12651

Wickstrom M, Larsson M, Hoglund B. How can sexual and reproductive health and rights
be enhanced for young people with intellectual disability? — focus group interviews with
staff in Sweden. Reprod Health [Internet]. 2020 Jun 3 [cited 2023 Feb 6];17(1):86.
Available from: https://doi.org/10.1186/s12978-020-00928-5

Lindstrom M, Wulff M, Dahlgren L, Lalos A. Experiences of working with induced abortion:
focus group discussions with gynaecologists and midwives/nurses. Scand J Caring Sci
[Internet]. 2011 [cited 2024 Feb 16];25(3):542-8. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1471-6712.2010.00862.x

Mauri PA, Squillace F. The experience of Italian nurses and midwives in the termination of
pregnancy: a qualitative study. Eur J Contracept Reprod Health Care [Internet]. 2017 May
4 [cited 2024 Feb 16];22(3):227-32. Available from:
https://doi.org/10.1080/13625187.2017.1318846

Simmonds K. Nurse practitioners’ and certified nurse midwives’ experiences providing
comprehensive early abortion care in New England. Open Access Diss [Internet]. 2018 Jan
1; Available from: https://digitalcommons.uri.edu/oa_diss/699

Carvajal B, White H, Brooks J, Thomson AM, Cooke A. Chilean midwives’ experiences while
providing induced abortion care after the enactment of a law decriminalising abortion.
Women Birth [Internet]. 2024 Feb 8 [cited 2024 Feb 15];0(0). Available from:
https://www.womenandbirth.org/article/S1871-5192(24)00033-7/fulltext

Reproductive Health Access Project [Internet]. [cited 2024 Feb 15]. The reproductive
health access project. Available from: https://www.reproductiveaccess.org/

Project RHA. Reproductive Health Access Project. 2018 [cited 2024 Feb 15]. Midwives:
Reclaiming Abortion. Available from:
https://www.reproductiveaccess.org/2018/07/midwives-the-original-abortion-providers/

Hajri S, Belhadj H. The role of midwives in first-trimester abortion care: A 40-year
experience in Tunisia. Int J Gynecol Obstet [Internet]. 2020 [cited 2022 Sep
23];150(S1):43-8. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1002/ijgo.13010

Reproductive Choice | AOM [Internet]. [cited 2022 May 8]. Available from:
https://www.ontariomidwives.ca/reproductive-choice

WHO Guidelines: Health worker roles in providing safe abortion care and post-abortion
contraception | Action Canada for Sexual Health and Rights [Internet]. [cited 2023 Feb 16].
Available from: https://www.actioncanadashr.org/resources/factsheets-guidelines/2015-

173



Masters Thesis — R. Hautala; McMaster University — Midwifery

189.

190.

191.

192.

193.

194.

195.

196.

197.

198.

199.

08-04-who-guidelines-health-worker-roles-providing-safe-abortion-care-and-post-
abortion-contraception

Updated CC. Midwives Can Do More—Why Won’t We Let Them? [Internet]. Chatelaine.
2022 [cited 2022 May 5]. Available from: https://www.chatelaine.com/health/midwives-
in-canada/

Turner M. The Tyee. The Tyee; 2022 [cited 2023 Apr 26]. Why can’t midwives provide
abortion? Available from: https://thetyee.ca/Opinion/2022/08/23/Midwives-Provide-
Abortion/

Varner, C. Ontario ponders expanded prescribing by midwives. CMAJ [Internet]. 2020 Mar
16;92(11):293-4. Available from:
https://www.cmaj.ca/content/cmaj/192/11/E293.full.pdf

Tuns P. Ontario midwives lobby to do abortions [Internet]. The Interim. 2017 [cited 2024
Feb 20]. Available from: https://theinterim.com/issues/ontario-midwives-lobby-to-do-
abortions/

Midwives in Ontario pushing to offer abortion services [Internet]. 2017 [cited 2024 Feb
20]. Available from: https://www.youtube.com/watch?v=ZDDytJOtvns

Sense S. So Glad You Asked Blog Post: Abortion Access in BC [Internet]. Options for Sexual
Health. 2023 [cited 2024 Feb 20]. Available from:
https://www.optionsforsexualhealth.org/abortion-access-in-bc/

My Abortion Options [Internet]. 2020 [cited 2024 Feb 17]. Available from:
https://www.myabortionoptions.ca/abortion-in-quebec/

Québec O des sages-femmes du. Ordre des sages-femmes du Québec. [cited 2024 Feb 17].
Enoncé de position interruption de grossesse - communiqués de presse - actualités de
I’OSFQ. Available from: https://www.osfq.org/fr/actualites/communiques-de-
presse/enonce-de-position-interruption-de-grossesse

Contact LRCtvn ca DR. Montreal. 2022 [cited 2024 Feb 17]. Quebec midwives will be able
to prescribe abortion pills by the fall. Available from: https://montreal.ctvnews.ca/quebec-
midwives-will-be-able-to-prescribe-abortion-pills-by-the-fall-1.5999336

Action Canada | Action Canada for Sexual Health and Rights [Internet]. [cited 2021 Nov 5].
Available from: https://www.actioncanadashr.org/

Increasing abortion access in Canada through Midwife-led care | Action Canada for Sexual
Health and Rights [Internet]. [cited 2024 Feb 17]. Available from:
https://www.actioncanadashr.org/resources/policy-briefs-submissions/2023-03-07-
increasing-abortion-access-canada-through-midwife-led-care

174



MSc Thesis, R. Hautala, McMaster University, Midwifery

200.

201.

202.

203.

204.

205.

206.

207.

208.

209.

210.

National Abortion Federation Canada [Internet]. [cited 2024 Feb 17]. NAF Canada Home.
Available from: https://nafcanada.org/

Abortion Rights Coalition of Canada [Internet]. [cited 2024 Feb 20]. Abortion Rights
Coalition of Canada. Available from: https://www.arcc-cdac.ca/

Government of Canada. Government of Canada strengthens access to abortion services.
Available from: https://www.canada.ca/en/health-canada/news/2023/05/government-of-
canada-strengthens-access-to-abortion-services.html

CART-GRAC | CART-GRAC [Internet]. [cited 2024 Feb 17]. Available from: https://cart-
grac.ubc.ca/

Action Canada for Sexual Health and Rights. Increasing abortion access in Canada through
midwife-led care [Internet]. 2023. Available from:
https://canadianmidwives.org/sites/canadianmidwives.org/wp-
content/uploads/2023/03/ActionCanada_PolicyBrief EN_Midwife-led-Abortion-
Care_V2.pdf

Mattison CA, Lavis JN, Wilson MG, Hutton EK, Dion ML. A critical interpretive synthesis of
the roles of midwives in health systems. Health Res Policy Syst [Internet]. 2020 Dec [cited
2022 Sep 12];18(1):1-16. Available from:
http://health.policy.systems.biomedcentral.com/articles/10.1186/s12961-020-00590-0

Mattison CA, Lavis JN, Hutton EK, Dion ML, Wilson MG. Understanding the conditions that
influence the roles of midwives in Ontario, Canada’s health system: an embedded single-
case study. BMC Health Serv Res [Internet]. 2020 Mar 12 [cited 2022 Nov 26];20(1):197.
Available from: https://doi.org/10.1186/s12913-020-5033-x

Darling EK, MacDonald T, Nussey L, Rm MD, Vanstone M. Making midwifery services
accessible to people of low SES: a qualitative descriptive study of the barriers faced by
midwives in Ontario. 2020;19(3):13.

Sangaleti C, Schveitzer MC, Peduzzi M, Zoboli ELCP, Soares CB. Experiences and shared
meaning of teamwork and interprofessional collaboration among health care professionals
in primary health care settings: a systematic review. [Review]. JBI Database Syst Rev
Implement Rep. 2017;15(11):2723-88.

Kirby N, Midwifery HB. Maternity care collaboration in Ontario: the perspectives of
obstetricians and midwives.

Levesque JF, Harris MF, Russell G. Patient-centred access to health care: conceptualising
access at the interface of health systems and populations. Int J Equity Health. 2013 Mar
11;12:18.

175



Masters Thesis — R. Hautala; McMaster University — Midwifery

211.

212.

213.

214.

215.

216.

217.

218.

219.

220.

Harris SJ, Janssen PA, Saxell L, Carty EA, MacRae GS, Petersen KL. Effect of a collaborative
interdisciplinary maternity care program on perinatal outcomes. CMAIJ [Internet]. 2012
Nov 20 [cited 2023 Jan 5];184(17):1885-92. Available from:
https://www.cmaj.ca/content/184/17/1885

National Abortion Federation [Internet]. [cited 2023 Feb 16]. Quality/Standards. Available
from: https://prochoice.org/providers/quality-standards/

MacDonald ME. The making of informed choice in midwifery: a feminist experiment in
care. Cult Med Psychiatry [Internet]. 2018 Jun 1 [cited 2023 Sep 71;42(2):278—-94. Available
from: https://doi.org/10.1007/s11013-017-9560-9

Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of Innovations in
Service Organizations: Systematic Review and Recommendations. Milbank Q [Internet].
2004 Dec [cited 2022 May 19];82(4):581-629. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690184/

Avery MD, Montgomery O, Brandl-Salutz E. Essential components of successful
collaborative maternity care models: The ACOG-ACNM Project. Obstet Gynecol Clin North
Am [Internet]. 2012 Sep 1 [cited 2022 Nov 23];39(3):423—-34. Available from:
https://www.sciencedirect.com/science/article/pii/S0889854512000551

Government of Ontario. Laboratory and Specimen Collection Centre Licensing Act
[Internet]. 2023. Available from: https://www.ontario.ca/laws/regulation/220045#BK55

Hulme-Chambers A, Temple-Smith M, Davidson A, Coelli L, Orr C, Tomnay JE. Australian

women’s experiences of a rural medical termination of pregnancy service: A qualitative

study. Sex Reprod Healthc [Internet]. 2018 Mar 1 [cited 2024 Feb 19];15:23-7. Available
from: https://www.sciencedirect.com/science/article/pii/S1877575617302021

Government of Canada HC. MIFEGYMISO (mifepristone and misoprostol tablets) -
Canadian Distribution and Administration Program - Recalls, advisories and safety alerts —
Canada.ca [Internet]. Government of Canada, Health Canada, Marketed health products;
2021 [cited 2024 Jan 29]. Available from: https://recalls-rappels.canada.ca/en/alert-
recall/mifegymiso-mifepristone-and-misoprostol-tablets-canadian-distribution-and

Renner RM, Ennis M, Kyeremeh A, Norman WV, Dunn S, Pymar H, et al. Telemedicine for
First-Trimester Medical Abortion in Canada: Results of a 2019 Survey. Telemed E-Health
[Internet]. 2023 May [cited 2024 Feb 15];29(5):686—95. Available from:
https://www.liebertpub.com/doi/full/10.1089/tmj.2022.0245

Yalahow A, Doctoroff J, Mark A, Foster AM. Trends in medication abortion provision
before and after the introduction of mifepristone: A study of the National Abortion
Federation’s Canadian member services. Contraception [Internet]. 2020 Aug 1 [cited 2024

176



MSc Thesis, R. Hautala, McMaster University, Midwifery

221.

222.

223.

224.

225.

226.

227.

228.

229.

230.

Feb 19];102(2):119-21. Available from:
https://www.sciencedirect.com/science/article/pii/S001078242030127X

Chong E, Shochet T, Raymond E, Platais |, Anger HA, Raidoo S, et al. Expansion of a direct-
to-patient telemedicine abortion service in the United States and experience during the
COVID-19 pandemic. Contraception [Internet]. 2021 Jul 1 [cited 2024 Feb 15];104(1):43-8.
Available from: https://www.sciencedirect.com/science/article/pii/S0010782421000913

Hukku S, Ménard A, Kemzang J, Hastings E, Foster AM. “I just was really scared, because
it’s already such an uncertain time”: Exploring women’s abortion experiences during the
COVID-19 pandemic in Canada. Contraception [Internet]. 2022 Jun [cited 2024 Feb
15];110:48-55. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8812083/

Abortion care in BC: Evolving practice and next steps | British Columbia Medical Journal
[Internet]. [cited 2024 Feb 17]. Available from: https://bcmj.org/articles/abortion-care-bc-
evolving-practice-and-next-steps

Hall C, D’Souza RD. Patients and health care providers identify important outcomes for
research on pregnancy and heart disease. CJC Open [Internet]. 2020 Nov 1 [cited 2022 Oct
24];2(6):454-61. Available from:
https://www.sciencedirect.com/science/article/pii/S2589790X2030069X

Thorne S. Interpretive Description. Walnut Creek, California: Left Coast Press, Inc.; 2008.
272 p.

Carter SM, Little M. Justifying knowledge, justifying method, taking action: epistemologies,
methodologies, and methods in qualitative research. Qual Health Res [Internet]. 2007 Dec
1 [cited 2023 Feb 24];17(10):1316-28. Available from:
https://doi.org/10.1177/1049732307306927

Labonte R, Robertson A. Delivering the goods, showing our stuff: the case for a
constructivist paradigm for health promotion research and practice. Health Educ Q
[Internet]. 1996 [cited 2023 Feb 24];23(4):431-47. Available from:
https://www.jstor.org/stable/45051091

May T, Perry B. The SAGE Handbook of Qualitative Data Analysis [Internet]. SAGE
Publications Ltd; 2014 [cited 2024 Mar 5]. Available from:
https://methods.sagepub.com/book/the-sage-handbook-of-qualitative-data-analysis

Sandelowski M. Whatever happened to qualitative description? Res Nurs Health. 2000
Aug;23(4):334-40.

Chun Tie Y, Birks M, Francis K. Grounded theory research: A design framework for novice
researchers. SAGE Open Med [Internet]. 2019 Jan 2 [cited 2023 May
28];7:2050312118822927. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6318722/

177



Masters Thesis — R. Hautala; McMaster University — Midwifery

231.

232.

233.

234.

235.

236.

237.

238.

239.

240.

241.

Phillips DC. The good, the bad, and the ugly: the many faces of constructivism. Educ Res
[Internet]. 1995 [cited 2023 Feb 24];24(7):5-12. Available from:
https://www.jstor.org/stable/1177059

Collins CS, Stockton CM. The central role of theory in qualitative research. Int J Qual
Methods [Internet]. 2018 Dec 1 [cited 2023 May 21];17(1):1609406918797475. Available
from: https://doi.org/10.1177/1609406918797475

Allen CG, Barbero C, Shantharam S, Moeti R. Is Theory Guiding Our Work? A Scoping
Review on the Use of Implementation Theories, Frameworks, and Models to Bring
Community Health Workers into Health Care Settings. J Public Health Manag Pract JPHMP
[Internet]. 2019 [cited 2023 Mar 28];25(6):571-80. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6395551/

Pillow W. Confession, catharsis, or cure? Rethinking the uses of reflexivity as
methodological power in qualitative research. Int J Qual Stud Educ [Internet]. 2003 Mar 1
[cited 2024 Mar 5];16(2):175-96. Available from:
https://doi.org/10.1080/0951839032000060635

Patnaik E. Reflexivity: Situating the researcher in qualitative research. Humanit Soc Sci
Stud. 2013 Sep 1;2:98-106.

Barnard S, Kim C, Park MH, Ngo TD. Doctors or mid-level providers for abortion. Cochrane
Database Syst Rev [Internet]. 2015 [cited 2023 Jan 15];(7). Available from:
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD011242.pub2/full

Renner RM, Brahmi D, Kapp N. Who can provide effective and safe termination of
pregnancy care? A systematic review*. BJOG Int J Obstet Gynaecol. 2013 Jan;120(1):23—
31.

Thompson Burdine J, Thorne S, Sandhu G. Interpretive description: A flexible qualitative
methodology for medical education research. Med Educ [Internet]. 2021 [cited 2022 Oct
15];55(3):336—43. Available from:
http://onlinelibrary.wiley.com/doi/abs/10.1111/medu.14380

Holloway I. EBOOK: Qualitative research in health care. McGraw-Hill Education (UK); 2005.
321 p.

Held MBE. Decolonizing research paradigms in the context of settler colonialism: an
unsettling, mutual, and collaborative effort. Int J Qual Methods [Internet]. 2019 Jan 1
[cited 2022 Sep 9];18:1609406918821574. Available from:
https://doi.org/10.1177/1609406918821574

Peralta KJ. Toward a deeper appreciation of participatory epistemology in community-
based participatory research. 2017;14.

178



MSc Thesis, R. Hautala, McMaster University, Midwifery

242,

243.

244,

245.

246.

247.

248.

249.

250.

251.

St George S. Applied interpretation: a review of Interpretive Description by Sally Thorne.
Qual Rep [Internet]. 2010 Nov [cited 2022 Nov 30];15(6):1624-8. Available from:
http://www.proquest.com/docview/854983589/abstract/E4B283291B3E442CPQ/1

Bradshaw, Carmel, Atkinson, Sandra, Doody, Owen. Employing a qualitative description
approach in health care research. Glob Quanitative Nurs Res [Internet]. 2017 [cited 2023
Nov 20];4. Available from: https://journals-sagepub-
com.ezproxy.lakeheadu.ca/doi/10.1177/2333393617742282

Jack SM, Orr E, Campbell KA, Whitmore C, Cammer A. A framework for selecting data
generation strategies in qualitative health research studies. J Hum Nutr Diet [Internet].
[cited 2023 Mar 28];n/a(n/a). Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/jhn.13134

Altshuler AL, Whaley NS. The patient perspective: perceptions of the quality of the
abortion experience. Curr Opin Obstet Gynecol [Internet]. 2018 Dec [cited 2022 Sep
23];30(6):407—13. Available from: https://journals.lww.com/co-
obgyn/fulltext/2018/12000/the_patient_perspective__perceptions_of the.12.aspx?casa_
token=N19KZryWmaUAAAAA:acX1HYgcLD7TGdA9XPLUYtyU62wF6I9t7wFNfhAXArVAshNQ
rcTYLEX_ltus20oph43k3LYsrLx7_K90jGEIDzg

Government of Canada Cl of HR. Strategy for patient-oriented research - patient
engagement framework - CIHR [Internet]. 2014 [cited 2022 Sep 27]. Available from:
https://cihr-irsc.gc.ca/e/48413.html

Thorne SE. Applied Interpretive Approaches. In: Leavy P, editor. The Oxford Handbook of
Qualitative Research [Internet]. Oxford University Press; 2020 [cited 2023 Apr 9]. p. O.
Available from: https://doi.org/10.1093/oxfordhb/9780190847388.013.14

Sword W. Accounting for presence of self: reflections on doing qualitative research. Qual
Health Res [Internet]. 1999 Mar 1 [cited 2023 Jul 29];9(2):270-8. Available from:
https://doi.org/10.1177/104973299129121839

Diversity, Equity & Inclusion position statement | AOM [Internet]. [cited 2022 Sep 23].
Available from: https://www.ontariomidwives.ca/diversity-equity-inclusion-position-
statement

Brearley, L. Chapter 3: Deep listening and leadership: An Indigenous model of leadership
and community development in Australia. In: Restorying Indigenous leadership: wise
practices in community development 2nd ed. 2nd ed. Alberta: Banff Centre Press; 2015. p.
92-126.

Racial Justice position statement | AOM [Internet]. [cited 2022 Sep 23]. Available from:
https://www.ontariomidwives.ca/racial-justice-position-statement

179



Masters Thesis — R. Hautala; McMaster University — Midwifery

252.

253.

254.

255.

256.

257.

258.

259.

260.

261.

New Position Statement: Combatting Anti-Indigenous Racism [Internet]. Canadian
Association of Midwives. 2021 [cited 2022 Sep 23]. Available from:
https://canadianmidwives.org/new-position-statement-combatting-anti-indigenous-
racism/

Finlay L. Negotiating the swamp: the opportunity and challenge of reflexivity in research
practice. Qual Res [Internet]. 2002 Aug 1 [cited 2023 Jul 29];2(2):209-30. Available from:
https://doi.org/10.1177/146879410200200205

Jabareen Y. Building a conceptual framework: philosophy, definitions, and procedure. Int J
Qual Methods [Internet]. 2009 Dec 1 [cited 2022 Nov 30];8(4):49-62. Available from:
https://doi.org/10.1177/160940690900800406

Reproductive justice. In: Wikipedia [Internet]. 2022 [cited 2022 Sep 25]. Available from:
https://en.wikipedia.org/w/index.php?title=Reproductive_justice&oldid=1111863587

Midwives - champions of Reproductive Justice, victims of gender penalty | AOM [Internet].
[cited 2022 Sep 21]. Available from: https://www.ontariomidwives.ca/midwives-
champions-reproductive-justice-victims-gender-penalty

Coen-Sanchez K, Idriss-Wheeler D, Bancroft X, El-Mowafi IM, Yalahow A, Etowa J, et al.
Reproductive justice in patient care: tackling systemic racism and health inequities in
sexual and reproductive health and rights in Canada. Reprod Health [Internet]. 2022 Feb
16 [cited 2022 Nov 28];19(1):44. Available from: https://doi.org/10.1186/s12978-022-
01328-7

Matthews M. Midwifery in Ontario, Canada: building a “birth model that works”
[Internet]. Midwifery Around the World. 2018 [cited 2022 Sep 23]. Available from:
https://medium.com/midwifery-around-the-world/midwifery-in-ontario-canada-building-
a-birth-model-that-works-6a81f2886ee4

Ontario Agency for Health Protection and Promotion (Public Health Ontario).
Salutogenesis and health promotion [Internet]. King’s printer for Ontario; 2024. Available
from: https://www.publichealthontario.ca/-/media/Documents/S/2023/salutogenesis-
health-
promotion.pdf?rev=d3eb524e3e9645e0b262bdc1d1f5430f&sc_lang=en#:~:text=Salutoge
nesis%20

Paynter, M. Abortion to abolition: reproductive health and justice in Canada. Nova Scotia:
Fernwood Publishing; 2022. 190 p.

Sharp ES. Ethics in reproductive health care: a midwifery perspective. J Nurse Midwifery
[Internet]. 1998 May 1 [cited 2023 Sep 8];43(3):235-45. Available from:
https://www.sciencedirect.com/science/article/pii/S0091218298000111

180



MSc Thesis, R. Hautala, McMaster University, Midwifery

262.

263.

264.

265.

266.

267.

268.

269.

270.

271.

Begley K, Daly D, Panda S, Begley C. Shared decision-making in maternity care:
Acknowledging and overcoming epistemic defeaters. J Eval Clin Pract [Internet]. 2019
[cited 2023 Sep 6];25(6):1113-20. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/jep.13243

Epstein RM, Street RL. The values and value of patient-centered care. Ann Fam Med
[Internet]. 2011 Mar 1 [cited 2023 Sep 6];9(2):100-3. Available from:
https://www.annfammed.org/content/9/2/100

Haggerty JL, Reid RJ, Freeman GK, Starfield BH, Adair CE, McKendry R. Continuity of care: a
multidisciplinary review. BMJ [Internet]. 2003 Nov 20 [cited 2023 Sep 6];327(7425):1219—
21. Available from: https://www.bmj.com/content/327/7425/1219

Kristjansson E, Hogg W, Dahrouge S, Tuna M, Mayo-Bruinsma L, Gebremichael G.
Predictors of relational continuity in primary care: patient, provider and practice factors.
BMC Fam Pract [Internet]. 2013 May 31 [cited 2023 Sep 7];14(1):72. Available from:
https://doi.org/10.1186/1471-2296-14-72

Sandall J, Soltani H, Gates S, Shennan A, Devane D. Midwife-led continuity models versus
other models of care for childbearing women. In: The Cochrane Collaboration, editor.
Cochrane Database of Systematic Reviews [Internet]. Chichester, UK: John Wiley & Sons,
Ltd; 2013 [cited 2023 May 1]. p. CD004667.pub3. Available from:
https://doi.wiley.com/10.1002/14651858.CD004667.pub3

Hewitt L, Dahlen HG, Hartz DL, Dadich A. Leadership and management in midwifery-led
continuity of care models: A thematic and lexical analysis of a scoping review. Midwifery
[Internet]. 2021 Jul 1 [cited 2022 Sep 23];98:102986. Available from:
https://www.sciencedirect.com/science/article/pii/S0266613821000656

Stoll K, Titoria R, Turner M, Jones A, Butska L. Perinatal outcomes of midwife-led care,
stratified by medical risk: a retrospective cohort study from British Columbia (2008—2018).
CMA [Internet]. 2023 Feb 27 [cited 2023 Mar 6];195(8):E292-9. Available from:
https://www.cmaj.ca/content/195/8/E292

Reproductive choice | AOM [Internet]. [cited 2023 Feb 5]. Available from:
https://www.ontariomidwives.ca/reproductive-choice

Tlalang Mofokeng. Report of the Special Rapporteur on the right of everyone to the
enjoyment of the highest attainable standard of physical and mental health [Internet].
United Nations; 2021. Available from: https://documents-dds-
ny.un.org/doc/UNDOC/GEN/N21/195/83/PDF/N2119583.pdf?OpenElement

Eaton AA, Stephens DP. Reproductive Justice Special Issue Introduction “Reproductive
Justice: Moving the Margins to the Center in Social Issues Research.” J Soc Issues

181



Masters Thesis — R. Hautala; McMaster University — Midwifery

[Internet]. 2020 [cited 2023 Oct 6];76(2):208-18. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/josi.12384

272. Avery LR, Stanton AG. Subverting the mandates of our methods: tensions and
considerations for incorporating Reproductive Justice frameworks into psychological
science. J Soc Issues [Internet]. 2020 [cited 2023 Oct 6];76(2):447-55. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/josi.12386

273. Social determinants of health [Internet]. [cited 2023 Sep 24]. Available from:
https://www.who.int/health-topics/social-determinants-of-health

274. Prescribing the abortion pill without restrictions is safe and effective [Internet]. [cited
2022 May 8]. Available from: https://brighterworld.mcmaster.ca/articles/prescribing-the-
abortion-pill-without-restrictions-is-safe-and-effective/

275. Marmot, Michael, Wilkinson, Richard. Social determinants of health. Second. New York:
Oxford University Press Inc.; 2006. 357 p.

276. Raphael, Dennis, Bryant, Toba, Mikkonen, Juha, Raphael, Alexander. Social determinants
of health: the Canadian facts. 2nd ed. Ottawa: Ontario Tech University Faculty of
Health Sciences and Toronto: York University School of Health Policy and
Management; 2020. 91 p.

277. Shaw, Mary, Dorling, Danny, Smith, George Davey. Poverty, social exclusion, and
minorities. In: Social Determinants of Health. 2nd ed. Oshawa: Ontario Tech
University Faculty of Health Sciences and Toronto: York University School of Health Policy
and Management; 2006. p. 207-12.

278. Knibb-Lamouche. Culture as a social determinant of health [Internet]. Leveraging culture
to address health inequalities: examples from Native communities: workshop summary.
National Academies Press (US); 2013 [cited 2021 Oct 30]. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK201298/

279. Karnieli-Miller O, Strier R, Pessach L. Power relations in qualitative research. Qual Health
Res [Internet]. 2009 Feb 1 [cited 2023 Jul 29];19(2):279—-89. Available from:
https://doi.org/10.1177/1049732308329306

280. Rose G. Situating knowledges: positionality, reflexivities and other tactics. Prog Hum Geogr
[Internet]. 1997 Jun 1 [cited 2023 Jul 29];21(3):305-20. Available from:
https://doi.org/10.1191/030913297673302122

281. Government of Canada IAP on RE. Tri-Council policy statement: ethical conduct for
research involving humans — TCPS 2 (2018) [Internet]. 2019 [cited 2022 Nov 29]. Available
from: https://ethics.gc.ca/eng/policy-politique_tcps2-eptc2_2018.html

182



MSc Thesis, R. Hautala, McMaster University, Midwifery

282.

283.

284.

285.

286.

287.

288.

289.

290.

291.

292.

293.

294.

Freeman, B, Van Katwyk, T. Navigating the waters: understanding allied relationships
through a Tekeni Teyoha:ke Kahswenhtake two row research paradigm. J Indig Soc Dev
[Internet]. 2020 [cited 2022 Nov 28];9(1):60—76. Available from:
https://journalhosting.ucalgary.ca/index.php/jisd/article/view/70238/53997

Black Health Equity Working Group. Engagement, governance, access and protection
(EGAP): a data governance framework for health data collected from Black communities in
Ontario [Internet]. 2021. Available from: blackhealthequity.ca

Schnarch B. Ownership, control, access, and possession (OCAP) or self-determination
applied to research. 2004;16.

Mashford-Pringle A, Pavagadhi K. Using OCAP and 1Q as Frameworks to Address a History
of Trauma in Indigenous Health Research. AMA J Ethics [Internet]. 2020 Oct 1 [cited 2022
Sep 18];22(10):868-73. Available from: https://journalofethics.ama-assn.org/article/using-
ocap-and-ig-frameworks-address-history-trauma-indigenous-health-research/2020-10

Etikan I. Comparison of Convenience Sampling and Purposive Sampling. Am J Theor Appl
Stat [Internet]. 2016 [cited 2022 Oct 15];5(1):1. Available from:
http://www.sciencepublishinggroup.com/journal/paperinfo?journalid=146&doi=10.11648
/j.ajtas.20160501.11

REDCap [Internet]. [cited 2023 Apr 23]. Available from: https://www.project-redcap.org/

HPER Module 3 lecture 7: focus groups & interviews [Internet]. 2020 [cited 2023 May 9].
Available from: https://www.youtube.com/watch?v=NBAfTjuELmk

Gubrium JF, Holstein JA, Marvasti AB, McKinney KD. The SAGE handbook of interview
research: the complexity of the craft. SAGE; 2012. 625 p.

Zoom [Internet]. UTS. [cited 2024 Feb 5]. Available from:
https://uts.mcmaster.ca/services/computers-printers-and-software/zoom/

Charmaz, K. Memo writing. In: Constructing grounded theory: a practical guide through
gualitative analysis. Los Angeles: SAGE Publications Ltd; 2014.

Ekin, J. Qualitative analysis and interpretation II: key principles and analytical devises
[Internet]. E-module presented at: Qualitative Methods; 2018; Toronto. Available from:
https://www.youtube.com/watch?v=0geT7UPTTgl

Braun, V, Clarke, V. Thematic analysis: a practical guide. Los Angeles: SAGE Publications
Ltd; 2022. 338 p.

Charmaz, K. Theoretical sampling, saturation, and sorting. In: Constructing Grounded
Theory: A Practical Guide Through Qualitative Analysis. Los Angeles: SAGE Publications
Ltd; 2014. p. 192-224.

183



Masters Thesis — R. Hautala; McMaster University — Midwifery

295.

296.

297.

298.

299.

300.

301.

302.

303.

304.

305.

306.

Saldana, J. The coding manual for qualitative researchers [Internet]. Los Angeles: SAGE
Publications Ltd; 2013. 329 p. Available from: https://emotrab.ufba.br/wp-
content/uploads/2020/09/Saldana-2013-TheCodingManualforQualitativeResearchers.pdf

Naeem M, Ozuem W, Howell K, Ranfagni S. A step-by-step process of thematic analysis to
develop a conceptual model in qualitative research. Int J Qual Methods [Internet]. 2023
Mar 1 [cited 2024 Feb 1];22:16094069231205789. Available from:
https://doi.org/10.1177/16094069231205789

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006 Jan
1;3:77-101.

Yin, RK. Case study research and applications: design and methods. Sixth. Thousand Oaks,
California: SAGE Publications, Inc.; 2018.

Brulé E. Thematic analysis in HCI [Internet]. Design and Society. 2020 [cited 2023 Jul 2].
Available from: https://sociodesign.hypotheses.org/555

Lumivero [Internet]. [cited 2023 Apr 23]. NVivo. Available from:
https://lumivero.com/products/nvivo/

Hollweck T, Yin, RK. Case study research design and methods. Can J Program Eval. 2016
Mar 1;5th edition:282.

Baxter P, Jack S. Qualitative case study methodology: study design and implementation for
novice researchers. Qual Rep [Internet]. 2008 Dec 1;13(4):544-59. Available from:
https://nsuworks.nova.edu/tgr/vol13/iss4/2

Crowe S, Cresswell K, Robertson A, Huby G, Avery A, Sheikh A. The case study approach.
BMC Med Res Methodol [Internet]. 2011 Dec [cited 2023 Feb 27];11(1):1-9. Available
from: https://bmcmedresmethodol.biomedcentral.com/articles/10.1186/1471-2288-11-
100

Thorne S, Kirkham SR, O’Flynn-Magee K. The analytic challenge in interpretive description.
Int J Qual Methods [Internet]. 2004 Mar 1 [cited 2022 Oct 15];3(1):1-11. Available from:
https://doi.org/10.1177/160940690400300101

Sandelowski M. Writing a good read: Strategies for re-presenting qualitative data. Res
Nurs Health [Internet]. 1998 [cited 2023 Jul 20];21(4):375-82. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1002/%28SICI%291098-
240X%28199808%2921%3A4%3C375%3A%3AAID-NUR9%3E3.0.CO0%3B2-C

Vaismoradi M, Turunen H, Bondas T. Content analysis and thematic analysis: Implications
for conducting a qualitative descriptive study. Nurs Health Sci [Internet]. 2013 [cited 2023
Jan 16];15(3):398-405. Available from:
http://onlinelibrary.wiley.com/doi/abs/10.1111/nhs.12048

184



MSc Thesis, R. Hautala, McMaster University, Midwifery

307.

308.

309.

310.

311.

312.

313.

314.

315.

Noble H, Heale R. Triangulation in research, with examples. Evid Based Nurs [Internet].
2019 Jul 1 [cited 2023 May 9];22(3):67-8. Available from:
https://ebn.bmj.com/content/22/3/67

Carter N, Bryant-Lukosius D, DiCenso A, Blythe J, Neville Al. The use of triangulation in
gualitative research. Oncol Nurs Forum [Internet]. 2014 Sep 1 [cited 2023 May
9];41(5):545-8. Available from:
https://go.gale.com/ps/i.do?p=AONE&sw=w&issn=0190535X&v=2.1&it=r&id=GALE%7CA3
82806651&sid=googleScholar&linkaccess=abs

Campbell K. Warm referrals: a trauman- & voilence-informed approach to supporting
clients’ engagement with commmunity services [Internet]. Public Health Ontario
educational rounds presented at; 2023 Jul; Internet. Available from:
https://www.publichealthontario.ca/-/media/Event-Presentations/2023/07/warm-
referrals-trauma-violence-approach-community-services.ashx?rev=-1&sc_lang=fr

Midwives Recognize and Respond to Family Violence [Internet]. Canadian Association of
Midwives. [cited 2024 Mar 12]. Available from: https://canadianmidwives.org/family-
violence/

LoGiudice JA, Tillman S, Sarguru SS. A Midwifery Perspective on Trauma-Informed Care
Clinical Recommendations. J] Midwifery Womens Health [Internet]. 2023 [cited 2024 Mar
12];68(2):165-9. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.13462

Fleming V, Maxwell C, Ramsayer B. Accommodating conscientious objection in the
midwifery workforce: a ratio-data analysis of midwives, birth and late abortions in 18
European countries in 2016. Hum Resour Health. 2020 Jun 8;18(1):42.

Darling EK, Lemay SB, Ejiwunmi ‘Remi, Miller KJ, Sprague AE, D’Souza R. The impact of
funding models on the integration of Ontario midwives: a qualitative study. BMC Health
Serv Res [Internet]. 2023 Oct 11 [cited 2024 Feb 24];23(1):1087. Available from:
https://doi.org/10.1186/s12913-023-10104-7

Reszel J, Sidney D, Peterson WE, Darling EK, Van Wagner V, Soderstrom B, et al. The
Integration of Ontario Birth Centers into Existing Maternal-Newborn Services: Health Care
Provider Experiences. ] Midwifery Womens Health [Internet]. 2018 [cited 2023 Jan
2];63(5):541-9. Available from:
http://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.12883

Murray-Davis B, Grenier LN, Mattison CA, Malott A, Cameron C, Hutton EK, et al.
Promoting safety and role clarity among health professionals on Canada’s First Alongside
Midwifery Unit (AMU): A mixed-methods evaluation. Midwifery [Internet]. 2022 Aug 1
[cited 2022 Sep 22];111:103366. Available from:
https://www.sciencedirect.com/science/article/pii/S0266613822001188

185



Masters Thesis — R. Hautala; McMaster University — Midwifery

316.

317.

318.

319.

320.

321.

322.

323.

324.

325.

Government of Canada Cl of HR. The right care at the right time: Improving equity and
access to quality primary health care in Canada - CIHR [Internet]. 2022 [cited 2024 Feb 26].
Available from: https://cihr-irsc.gc.ca/e/53161.html

Ennis M, Renner R, Guilbert E, Norman WV, Pymar H, Kean L, et al. Provision of first-
trimester medication abortion in 2019: Results from the Canadian abortion provider
survey. Contraception. 2022 Sep;113:19-25.

Mukherjee TI, Khan AG, Dasgupta A, Samari G. Reproductive justice in the time of COVID-
19: a systematic review of the indirect impacts of COVID-19 on sexual and reproductive
health. Reprod Health [Internet]. 2021 Dec 20 [cited 2023 Oct 6];18(1):252. Available
from: https://doi.org/10.1186/s12978-021-01286-6

Ollivier R, Aston M, Price S. Let’s talk about sex: a feminist poststructural approach to
addressing sexual health in the healthcare setting. J Clin Nurs. 2019 Feb;28(3—-4):695-702.

LaRoche KJ, Foster AM. “I kind of feel like sometimes | am shoving it under the carpet”:
Documenting women'’s experiences with post-abortion support in Ontario. FACETS
[Internet]. 2017 Jan [cited 2024 Feb 15];2:754—63. Available from:
https://www.facetsjournal.com/doi/10.1139/facets-2017-0059

Maxwell KJ, Link to external site this link will open in a new window, Hoggart L, Link to
external site this link will open in a new window, Bloomer F, Link to external site this link
will open in a new window, et al. Normalising abortion: what role can health professionals
play? BMJ Sex Reprod Health [Internet]. 2021 Jan [cited 2023 Apr 13];47(1):32—6. Available
from:
https://www.proquest.com/docview/2626918607/abstract/36E1096A98DC4DD5PQ/1

Purcell C, Maxwell K, Bloomer F, Rowlands S, Hoggart L. Toward normalising abortion:
findings from a qualitative secondary analysis study. Cult Health Sex [Internet]. 2020 Dec 1
[cited 2024 Jan 22];22(12):1349-64. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7611965/

Understanding and Advocating for Self-Managed Abortion | Reproaction [Internet]. 2018
[cited 2024 Jan 30]. Available from: https://reproaction.org/campaign/self-managed-
abortion/

Guilbert ER, Hayden AS, Jones HE, White KO, Lichtenberg ES, Paul M, et al. First-trimester
medical abortion practices in Canada: National survey. Can Fam Physician [Internet]. 2016
Apr 1 [cited 2023 Sep 18];62(4):e201-8. Available from:
https://www.cfp.ca/content/62/4/e201

Kawonga M, Blanchard K, Cooper D, Cullingworth L, Dickson K, Harrison T, et al.
Integrating medical abortion into safe abortion services: experience from three pilot sites
in South Africa. J Fam Plann Reprod Health Care [Internet]. 2008 Jul 1 [cited 2022 Sep

186



MSc Thesis, R. Hautala, McMaster University, Midwifery

326.

327.

328.

329.

330.

331.

23];34(3):159-64. Available from:
https://jfprhc.bmj.com/lookup/doi/10.1783/147118908784734846

Rominski SD, Lori J, Nakua E, Dzomeku V, Moyer CA. What makes a likely abortion
provider? Evidence from a nationwide survey of final-year students at Ghana’s public
midwifery training colleges. Contraception [Internet]. 2016 Mar 1 [cited 2024 Feb
14];93(3):226—-32. Available from:
https://www.sciencedirect.com/science/article/pii/S0010782415006459

Candian Association of Midwives. Position statement for enabling environments for
midwifery in Candada [Internet]. 2023 [cited 2024 Mar 10]. Available from:
https://www.cmaj.ca/content/195/8/E306

25 years on: What midwifery in Canada has achieved and what it still needs [Internet].
[cited 2022 Sep 21]. Available from: https://brighterworld.mcmaster.ca/articles/25-years-
on-what-midwifery-in-canada-has-achieved-and-what-it-still-needs/

Briscoe CM Lesley. British Journal Of Midwifery. 2020 [cited 2024 Feb 15]. An exploration
of the perceptions of student midwives about midwifery education related to abortion.
Available from: https://www.britishjournalofmidwifery.com/content/research/an-
exploration-of-the-perceptions-of-student-midwives-about-midwifery-education-related-
to-abortion/

Medical Abortion Training Program 2.0 [Internet]. [cited 2024 Feb 26]. Available from:
https://sogc.org/en/en/rise/Events/event-display.aspx?EventKey=MATP2

National Abortion Federation Canada [Internet]. [cited 2024 Feb 26]. Medication Abortion
Virtual Course. Available from: https://nafcanada.org/medication-abortion-virtual-course/

187



Masters Thesis — R. Hautala; McMaster University — Midwifery

Appendix A: Theoretical scaffolding
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Appendix B: Blank study key

Participant Phone Email Study ID | Preferred
contact

Key to study ID:

Participant = first name

Study ID = site by initials (N=Northern, S1=Southern 1, S2=Southern 2) + participant category
by initials (RM = Registered Midwife, C = client, MD = Medical Doctor, NP = Nurse
Partitioner) + number in order of interview at site
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Appendix C: Recruitment scripts

Midwife invitation: initial contact (in person or by phone):

I want to tell you about a research project some of my colleagues are conducting where
midwives are researching new ways of working in healthcare across Ontario. The research team
consists of two midwife researchers exploring how having midwives join primary healthcare
organizations helps people access high-quality sexual and reproductive care.

If you are interested in joining the project, the team will invite you to fill out a short online
survey and participate in a virtual interview with one of the research team members. They will
ask questions about you and the care you provide as a midwife to learn more about your
experiences with expanded midwifery services in primary care settings. It takes five to ten
minutes to complete the survey and about one hour to participate in the interview. All the
collected information will be de-identified. If you are interested, I will provide your contact
information (name, phone number, email) to the research team so they can tell you more about
the project and answer any questions.

Would you be ok if I shared your information with the researchers? If so, how do you prefer to
be contacted (by email, text, or phone call)?

Follow-up text/telephone message from the research team:

Hi, I am contacting you today because you are listed as an expanded midwifery care model
provider through the Association of Ontario Midwives website to invite you to participate in a
research study we are conducting about midwifery integration into the healthcare system.

Our study is exploring new ways midwives are working in primary care settings. As part of this
project, we welcome midwives, clients, and other healthcare providers (HCPs) to share their
experiences with health services led and delivered by midwives in primary care settings. We will
invite you to answer a short survey and participate in an online interview with one of our team
members. We will also ask you to invite potential clients and HCP participants who work with
expanded midwifery care model programs to be contacted by the research team for recruitment
to the study. Within our study’s budget, we can offer client participants only an honorarium as a
gesture of appreciation.

I have sent you an email with more information. Please feel free to contact me at this number via
text or phone call or reply to our email.

Thanks again!
[name of researcher]

A follow-up email from the research team:
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Hi, I am contacting you today because you gave your consent to your midwife for our research
team to contact you and tell you more about a research study we are conducting about midwifery
integration.

I am a midwife and researcher with McMaster University's Midwifery Graduate Program. As
part of our research study, our team will ask midwives, clients, and healthcare providers (HCPs)
about their experiences with the health services midwives deliver in primary care settings.
If you choose to participate in our study, we will ask you to:
1. complete a short online survey with questions to help us learn about who is being cared
for by midwives (5-10 minutes),
2. be interviewed virtually, online through Zoom, about your experience of midwifery care
by a member of our team (30-60 minutes) and,
3. invite potential client and HCP participants to be contacted by our research team.

For both the survey and the interview, you may choose to answer or not answer any of the
questions at any time.

Please review our letter of the information below and feel free to contact us at:
email:
text/phone:

Take good care,

Rebecca Hautala, pronouns: she/her

Registered Midwife, Master of Science in Midwifery student
Research Coordinator, EMC? Study
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Healthcare provider invitation

Initial contact by a recruiting midwife participant (in person or by phone):

I would like to tell you about a research project some of my colleagues are conducting. These
midwives are researching new ways of working in healthcare across Ontario. The research team
is exploring how having midwives join primary healthcare organizations helps people access
high-quality sexual and reproductive care.

If you are interested in joining the project, the team will invite you to fill out a short online
survey and participate in a virtual interview with one of the research team members. They will
ask questions about you and the care you see midwives providing and the ways you may
collaborate to learn more about your experiences with expanded midwifery services in primary
care settings. It takes five to ten minutes to complete the survey and about one hour to participate
in the interview. All the collected information will be de-identified. If you are interested, I will
provide your contact information (name, phone number, email) to the research team so they can
tell you more about the project and answer any questions.

Would you be ok for me to share your information with the researchers? If so, how do you prefer
to be contacted (by email, text, or phone call)?

Follow-up text/telephone message from the research team:

Hi, I am contacting you today because you gave consent to tell you more about a research study
we are conducting exploring new ways midwives work in primary care settings. As part of this
project, we welcome healthcare providers to share their experiences with healthcare services led
and delivered by midwives. We invite you to answer a short survey and participate in an online
interview with one of our team members.

I have sent you an email with more information. Please feel free to contact me at this number via
text or phone call or reply to our email.

Thanks again!
[name of researcher]

A follow-up email from the research team:

Hi, I am contacting you today because you gave your consent for our research team to contact
you and tell you more about our research study exploring midwifery integration into primary
care.

I am a midwife and researcher with McMaster University's Midwifery Graduate Program. As

part of our research study, our team will ask healthcare providers about their experiences
working with midwives providing expanded health services in their primary care settings.
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If you choose to participate in our study, we will ask you to:
2. complete a short, online survey with questions to help us learn about who is being cared
for by midwives (5-10 minutes) and,
4. be interviewed virtually, online through Zoom, about your experience of expanded
midwifery care by a member of our team (30-60 minutes).

For both the survey and the interview, you may choose to answer or not answer any of the
questions at any time.

Please review our letter of the information below and feel free to contact us at:
email:
text/phone:

Take good care,

Rebecca Hautala, pronouns: she/her

Registered Midwife, Master of Science in Midwifery student
Research Coordinator, EMC? Study
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Client invitation

Initial contact by a midwife (in person or by phone):

I would like to tell you about a research project other midwives are doing. The midwife
researchers are exploring new ways of working in healthcare across Ontario. The research team
is exploring how having midwives join primary healthcare organizations helps people access
high-quality sexual and reproductive care

If you are interested in joining this project, the midwife researcher will invite you to fill out a
short online survey and participate in a virtual interview with one of the research team members.

They will be asking questions about you and the care you received from your midwives to learn
more about people's experiences while accessing expanded midwifery care. It takes five to ten
minutes to complete the survey and about one hour to participate in the interview. All the
collected information will be de-identified and not contain your personal information, so it
cannot be linked to you or your health care records.

If you are interested, I can provide your contact details, such as your name, phone number, and
email address, to our research team so they can tell you more about the project and answer any
questions you may have.

Would you be ok for me to share your information with the researchers? If so, how do you prefer
to be contacted (by email, text, or phone call)?

Follow-up text/telephone message from the research team:

Hi, I am contacting you today because you gave your consent to your midwife for our research
team to contact you and tell you more about a research study we are conducting about midwifery.

Our study is exploring new ways of midwives working in primary care settings. As part of this
project, we welcome clients to share their experiences with health care led by midwives. We will
invite you to answer a short survey and participate in an online interview with one of our team
members.

I have sent you an email with more information. Please feel free to contact me at this number via
text or phone call or reply to our email.

Thanks again!
[name of researcher]

A follow-up email from the research team:
[If the client has no email, the following will be sent via text message]
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Hi, I am contacting you today because you gave your consent to your midwife for our research
team to contact you and tell you more about a research study we are conducting about midwifery.

I am a midwife and researcher with McMaster University's Midwifery Graduate Program. As
part of our research study, our team will ask clients/patients about their experiences receiving
health services from midwives in primary care settings.

If you choose to participate in our study, we will ask you to:
3. complete a short, online survey with questions to help us learn about who is being cared
for by midwives (5-10 minutes) and,
5. be interviewed virtually, online through Zoom about your experience of midwifery care
by a member of our team (30-60 minutes).

For both the survey and the interview, you may choose to answer or not answer any of the
questions at any time.

Please review our letter of the information below and feel free to contact us at:
email:
text/phone:

Take good care,

Rebecca Hautala, pronouns: she/her

Registered Midwife, Master of Science in Midwifery student
Research Coordinator, EMC? Study
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Appendix D: Midwife information letter

McMaster
+ BN
University St
%’a.:ﬁ'
MIDWIFE PARTICIPANT INFORMATION (EMC?2 STUDY)

Title of Study: Expanded Midwifery Care Models Multiple-Case Study (EMC? Study):
Integrating midwifery into primary care settings across Ontario

Principal Investigator: Dr. Liz Darling, RM, MSc, PhD

Student-Investigators: Rebecca Hautala, RM, MSc Candidate

Invitation to participate in research

Expanded Midwifery Care models are a new way for midwives to work in primary care settings
across Ontario. We invite midwives working within expanded midwifery care models to share
about their midwifery services, their experiences of delivering expanded midwifery care, their
collaborations with other healthcare providers (HCPs), and basic information about themselves.
Participation in this research is voluntary.

Why is this study being done?

This project will explore how midwives working in new ways help people access high-quality
sexual and reproductive care. We are also collecting information from clients and other HCPs to
understand who is accessing midwifery services and how they experienced this care.

How many participants will be in this study?

People with experiences of expanded midwifery care through one of seven expanded midwifery
care model sites across Ontario will be asked to participate. Each site will talk to 10-15 people,
including clients/patients, midwives, and collaborating HCPs.

What will happen to participants in this study?

If you consent to participate, you agree to fill out a short online survey that collects information
such as language, gender, identity, and postal code. Next, participants will have a 30—60-minute
online interview with a team member. Your total time commitment will be approximately 1-1.5
hours.

In addition, you will be asked to approach clients and other HCPs you know with experiences of
expanded scope midwifery care for consent to provide their contact information (name, phone
number, email) to the research team to offer them information on the research project and an
invitation to participate in the study.

Are there any risks or discomforts associated with participating?

The risks to study participants are minimal. Some of the risks may involve discomfort in
answering sensitive questions, concerns for privacy related to the sensitive nature of some of the
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topics we are exploring, and concerns regarding breaches of privacy of your personal
information. Furthermore, you may have personal challenges and responsibilities that make
participation more challenging.

You do not need to answer questions that you do not want to answer or that make you feel
uncomfortable. Following your interview, we can connect you with healthcare professionals who
have experience with debriefing after difficult conversations should you want or need additional
support. Below, we explain the steps we are taking to protect your privacy.

Are there any benefits for me and/or society?

This research will not benefit you directly. Participation may benefit others in the future as the
information you provide will be used to inform expanded midwifery services and improve
quality sexual and reproductive health care in Ontario. This research will also be used to decide
if similar midwife-led projects should be created in other parts of the province and country.

Will I be paid to participate in this study?
There is no payment for participating.

Will there be any costs to me in this study?
There are no costs for participating.

What will happen to my personal information?

Every effort will be made to protect your confidentiality and privacy. Your name and any
information that would identify you will not be used throughout data collection and analysis.
Participants will be de-identified upon entry into the survey. The research coordinator will assign
each participant a unique code and keep an electronic study key. The key will be, password-
protected, and storedin a securely encrypted database to protect research data. The research team
can only access the data through a password-protected system. To allow you the option to
withdraw from the study, you will be given a unique code linked to the password-protected study
key to access the REDCap survey that will allow the research team to remove your data if you
change your mind about participating. Once the study is complete, an anonymous record of the
information you provided will be kept for ten years and then destroyed.

Can participation end early?

Your participation in this study is voluntary. If you decide to be part of the study, you can change
your mind for any reason, even after completing the consent form. You can also participate in the
study but not answer all the questions. If you decide to withdraw, there will be no effects to you.
If you withdraw, any information you have provided will be destroyed unless you indicate
otherwise. To withdraw from the study, call or email a team member using the contact
information below.

Who should I call if I have questions about this study or want to withdraw my
participation?

If you have any questions or wish to withdraw from the study, please get in touch with Dr. Liz
Darling, RM MSc PhD, McMaster University:
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Dr. Liz Darling
darlinek@mcmaster.ca
905-525-9140 ext. 21597

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HIREB). The
HIREB is responsible for ensuring that participants are informed of the risks associated with the
research and are free to decide if participation is right for them. If you have any questions about
your rights as a research participant, please call the Office of the REB Chair, HIREB, at 905-
521-2100 x 42013.
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Appendix E: Healthcare provider information letter

McMaster
+ BN
University St
%’a.:ﬁ'
HEALTHCARE PROVIDER PARTICIPANT INFORMATION (EMC 2 STUDY)

Title of Study: Expanded Midwifery Care Models Multiple-Case Study (EMC? Study):
Integrating midwifery into primary care settings across Ontario

Principal Investigator: Dr. Liz Darling, RM, MSc, PhD

Student-Investigators: Rebecca Hautala, RM, MSc Candidate

Invitation to participate in research

Expanded Midwifery Care models are a new way for midwives to work in primary care settings
across Ontario. We are inviting people to share about the midwifery services they received, their
experiences of midwifery care, and basic information about themselves. Participation in this
research is voluntary.

Why is this study being done?

This project will explore how midwives working in new ways help people access high-quality
sexual and reproductive care. We are also collecting information from clients to understand who
is accessing midwifery services and how they experienced this care.

How many participants will be in this study?

People who receive expanded midwifery care through one of seven sites across Ontario will be
asked to participate. Each site will talk to 10-15 people, including clients/patients, midwives, and
other care providers.

What will happen to participants in this study?

If you consent to participate, you agree to fill out a short online survey that collects information
such as language, gender, identity, and postal code. Next, participants will have a 30—60-minute
online interview with a team member. Your total time commitment will be approximately 1-1.5
hours.

Are there any risks or discomforts associated with participating?

The risks to study participants are minimal. Some of the risks may involve discomfort in
answering sensitive questions, concerns for privacy related to the sensitive nature of some of the
topics we are exploring, and concerns regarding breaches of privacy of your personal
information. Furthermore, you may have personal challenges and responsibilities that make
participation more challenging.

You do not need to answer questions that you do not want to answer or that make you feel
uncomfortable. Following your interview, we can connect you with healthcare professionals who
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have experience with debriefing after difficult conversations should you want or need additional
support. Below, we explain the steps we are taking to protect your privacy.

Are there any benefits for me and/or society?

This research will not benefit you directly. Participation may help others in the future as the
information you provide will be used to inform expanded midwifery services and improve
quality sexual and reproductive health care in Ontario. This research will also be used to decide
if similar midwife-led projects should be created in other parts of the province and country.

Will I be paid to participate in this study?
There is no payment for participating.

Will there be any costs to me in this study?
There are no costs for participating.

What will happen to my personal information?

Every effort will be made to protect your confidentiality and privacy. Your name and any
information that would identify you will not be used throughout data collection and analysis.
Participants will be de-identified upon entry into the survey. The research coordinator will assign
each participant a unique code and keep an electronic study key. The key will be encrypted,
password-protected, and stored. Your information will be kept in a securely encrypted database
to protect research data. The research team can only access the data through a password-
protected system. To allow you the option to withdraw from the study, you will be given a
unique code linked to the password-protected study key to access the REDCap survey that will
allow the research team to remove your data if you change your mind about participating. Once
the study is complete, an anonymous record of the information you provided will be kept for ten
years and then destroyed.

Can participation end early?

Your participation in this study is voluntary. If you decide to be part of the study, you can change
your mind for any reason, even after completing the consent form. You can also participate in the
study but not answer all the questions. If you decide to withdraw, there will be no effects to you.
If you withdraw, any information you have provided will be destroyed unless you indicate
otherwise. To withdraw from the study, call or email a team member using the contact
information below.

Who should I call if I have questions about this study or want to withdraw my
participation?

If you have any questions or wish to withdraw from the study, please get in touch with Dr. Liz
Darling, RM MSc PhD, McMaster University:

Dr. Liz Darling
darlinek@mcmaster.ca
905-525-9140 ext. 21597
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This study has been reviewed by the Hamilton Integrated Research Ethics Board (HIREB). The
HIREB is responsible for ensuring that participants are informed of the risks associated with the
research and are free to decide if participation is right for them. If you have any questions about
your rights as a research participant, please call the Office of the REB Chair, HIREB, at 905-
521-2100 x 42013.
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Appendix F: Client information letter

McMaster
University

CLIENT PARTICIPANT INFORMATION (EMC?2 STUDY)

Title of Study: Investigating the impact of Expanded Midwifery Care Model funding on
midwifery integration in primary care settings across Ontario

Principal Investigator: Dr. Liz Darling, RM, MSc, PhD
Student-Investigators: Rebecca Hautala, RM, MSc Candidate

Invitation to participate in research

Expanded Midwifery Care models are a new way for midwives to work in primary care settings
across Ontario. We are inviting people to share about the midwifery services they received, their
experiences of midwifery care, and basic information about themselves. Participation in this
research is voluntary.

Why is this study being done?

This project will explore how midwives working in new ways help people access high-quality
sexual and reproductive care. We are also collecting information from clients to understand who
is accessing midwifery services and how they experienced this care.

How many participants will be in this study?

People who receive expanded midwifery care through one of seven sites across Ontario will be
asked to participate. Each site will talk to 10-15 people, including clients/patients, midwives, and
other care healthcare providers.

What will happen to participants in this study?

If you consent to participate, you agree to fill out a short online survey that collects information
such as language, gender, identity, and postal code. Next, participants will have a 30—60-minute
online interview with a member of the team. Your total time commitment will be approximately
1-1.5 hours.

Are there any risks or discomforts associated with participating?

The risks to study participants are minimal. However, you will be asked questions regarding
health care you have received, and some of the risks may involve discomfort in answering
sensitive questions, concerns for privacy related to the sensitive nature of some of the topics we
are exploring, and concerns regarding breaches of privacy of your personal information.
Furthermore, you may have personal challenges and responsibilities that make participation more
challenging.
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Whether or not you choose to participate will not impact your care now or in the future. You do
not need to answer questions that you do not want to answer or that make you feel
uncomfortable. Following your interview, we can connect you with healthcare professionals who
have experience with debriefing after difficult conversations should you want or need additional
support. Below, we explain the steps we are taking to protect your privacy.

Are there any benefits for me and society?

This research will not benefit you directly. Participation may benefit others in the future as the
information you provide will be used to inform expanded midwifery services and improve
quality sexual and reproductive health care in Ontario. This research will also decide if similar
midwife-led projects should be created in other parts of the province and country.

Will I be paid to participate in this study?
You will be offered an honorarium in the form of a $25 gift card for completing the health equity
survey and participating in the interview.

Will there be any costs to me in this study?
There are no costs for participating.

What will happen to my personal information?

Every effort will be made to protect your confidentiality and privacy. Your name and any
information that would identify you will not be used. Your information will be kept in a secure
database designed to protect research data. The research team will only be able to access the data
through a password-protected system. To allow you the option to withdraw from the study, you
will be given a unique code linked to the password-protected study key to access the REDCap
survey that will allow the research team to remove your data if you change your mind about
participating. Once the study is complete, an anonymous record of the information you provided
will be kept for ten years and then destroyed.

Can participation end early?

Your participation in this study is voluntary. If you decide to be part of the study, you can change
your mind for any reason, even after completing the consent form. You can also choose to
participate in the study but only answer some of the questions. If you decide to withdraw, there
will be no effects to you. If you withdraw, any information you have provided will be destroyed
unless you indicate otherwise. To withdraw from the study, use the contact information below to
call or email a team member.

If I have questions about this study or want to withdraw my participation, who should I
call?

If you have any questions or wish to withdraw from the study, University please get in touch
with Dr. Liz Darling, RM MSc PhD, McMaster University:

203



Masters Thesis — R. Hautala; McMaster University — Midwifery

Dr. Liz Darling
darlinek@mcmaster.ca
905-525-9140 ext. 21597

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HIREB). The
HIREB is responsible for ensuring that participants are informed of the risks associated with the
research and that participants are free to decide if participation is right for them. If you have any
questions about your rights as a research participant, please call the Office of the REB Chair,
HIREB, at 905-521-2100 x 42013.
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Appendix G: Participant electronic consent: REDCap

CONSENT STATEMENT

[ELECTRONIC CONSENT] Consenting below indicates that:

e You have read the above information.
e You voluntarily agree to participate.

You may choose one of the following options:

1 consent to provide this information to the research team for the EMC? Study to be used in a
research study in which my information will remain anonymous.

OR

11 do not consent.

[NOTE: Participants will not be able to access or answer the remainder of the survey in REDCap
without providing consent]
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Appendix H: Midwife and Healthcare provider health equity survey

HEALTH EQUITY SURVEY

[Consent Embedded in REDCap. Consenting provides access to the survey.]

Thank you for agreeing to participate in our online survey!

1. What language are you most comfortable speaking?
[open text field]

2. What is your gender? Please choose all that apply.
, Man

1

2, Non-binary

3, Two-Spirit

4, Woman

5, Another gender not listed (Please specify)
6, Unsure

55, | do not wish to answer this question

Please specify:[open text field]

3. Do you identify as trans or transgender?

1, Yes

2, No

3, Unsure

55, | do not wish to answer this question

4. What is your sexual orientation? Please choose all that apply:

1, Bisexual
2, Gay
3, Heterosexual
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Lesbian

Pansexual

Queer

Two-Spirit

Another sexual orientation not listed (Please specify):

© ©o N o o A

Unsure
55, I do not wish to answer this question

Please specify:[open text field]

5. Do you self-identify as First Nations, Metis or Inuk/Inuit? Please check all that apply
1, Yes, First Nations

2, Yes, Metis
3, Yes, Inuk/Inuit
4, No

55, | do not wish to answer this question

6. Do you identify as racialized?

The term racialized is defined by the Government of Canada in the Employment Equity Act as
persons, other than Indigenous peoples, who do not identify as Caucasian, European, and/or
White in race, ethnicity, origin, and/or colour, regardless of birthplace or citizenship.

1, Yes
0, No
55, | do not wish to answer this question

7. Which of the following best describes your racial and/or ethnic group(s)? Check ALL

that apply.

1, Asian — East (e.g., Chinese, Japanese, Korean)

2, Asian — South (e.g., Indian, Pakistani, Sri Lankan)

3, Asian — South East (e.g., Malaysian, Filipino, Vietnamese)
4, Black — African (e.g., Ghanaian, Kenyan, Somali)

5, Black — Caribbean (e.g., Bajan, Trinidadian, Jamaican)
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Black — North American (e.g., Canadian, American)

Indo — Caribbean (e.g., Guyanese with origins in India)

Jewish

© o N O

Latin, Central, or South American (e.g., Argentinean, Chilean, Salvadorian,
Mexican)

10, Indigenous (e.g., First Nations, Metis, Inuk/Inuit)

11, Middle Eastern (e.g., Afghani, Armenian, Egyptian, Iranian, Iraqgi, Jordanian,
Algerian, Lebanese, Palestinian, Syrian, Yemeni)

12,  Pacific Islander or Polynesian/Melanesian/Micronesian (e.g., Cook Island Maori,
Hawaiian Maori, Fijian, Marquesan, Marshallese, Niuean, Samoans, Tahitian,
Maori, Tongan, New Zealand Maori)

13,  White (including European, White-Canadian/American/Australian/South African)
14,  Another identity not listed (Please specify below)

15, Do not know

55, | do not wish to answer this question

Please specify:[open text field]

8. Whether or not it affects your day-to-day life, are you a person with a disability?

A person with a disability is someone who has a long-term or recurring physical, mental,
sensory, psychiatric, or learning disability and considers oneself to be disadvantaged by reason
of that disability or believes that society is likely to consider them to be disadvantaged by reason
of that disability. A person with a disability may also be someone whose functional limitations
owing to their disability have been accommodated in their environment.

1, Yes
0, No
55, | do not wish to answer this question

[If yes to disability] What type of disability do you have? Please check ALL that apply
1, Chronic illness
2, Chronic pain
3, Developmental disability
4, Drug or alcohol dependence
5, Learning disability

208



MSc Thesis, R. Hautala, McMaster University, Midwifery

6, Mental illness and/or psychiatric disability

7, Physical, functional, or mobility disability

8, Sensory disability (i.e. hearing or vision loss)
9, Speech disability

10,  Another disability not listed

Please specify:[open text field]

11, Do not know

55, | do not wish to answer this question

10. Services offered through the expanded midwifery care model? Check ALL that apply.

Prenatal visit

Medication abortion

Abortion referral

PAP test

Sexual health screening

STI treatment

IUD insertion/removal

Nexplanon insertion/removal

© oo N oo o M~ w D P

Contraception

=
o

Infant feeding consultation

-
=

Menopause counseling

=
N

Well baby care

mental health

i
> w

Postpartum visit

Immunization

=
o

16,  Another reason not listed (Please specify:)
Please specify:[open text field]

55, | do not wish to answer this question
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10. How did you hear about the expanded midwifery care model?

Physician

Midwife/Midwifery practice group

Nurse Practitioner

Nurse

Health Unit referral

Social media

Friend or family member

Poster

© oo N oo o M~ w D P

Referral from anther health centre
10,  Other
Please specify:[open text field]

55, | do not wish to answer this question
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Appendix I: Client health equity survey

HEALTH EQUITY SURVEY (EMC?2 STUDY)

[Consent Embedded in REDCap. Consenting provides access to the survey.]

Thank you for agreeing to participate in our online survey!

9. What language are you most comfortable speaking?
[open text field]

10. What is your gender? Please choose all that apply.

Man

Non-binary

Two-Spirit

Woman

Another gender not listed (Please specify)

o oA W N P

Unsure
55, | do not wish to answer this question

Please specify:[open text field]

11. Do you identify as trans or transgender?

1, Yes

2, No

3, Unsure

55, | do not wish to answer this question

12. What is your sexual orientation? Please choose all that apply:

1, Bisexual
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Gay

Heterosexual

Lesbian

Pansexual

Queer

Two-Spirit

Another sexual orientation not listed (Please specify):
Unsure

| do not wish to answer this question

Please specify:[open text field]

13. Do you self-identify as First Nations, Metis or Inuk/Inuit? Please check all that apply

w0 e

Yes, First Nations
Yes, Metis

Yes, Inuk/Inuit
No

I do not wish to answer this question

14. Do you identify as racialized?

The term racialized is defined by the Government of Canada in the Employment Equity Act as
persons, other than Indigenous peoples, who do not identify as Caucasian, European, and/or
White in race, ethnicity, origin, and/or colour, regardless of birthplace or citizenship.

1,
0,
55,

Yes
No

| do not wish to answer this question

15. Which of the following best describes your racial and/or ethnic group(s)? Check ALL
that apply.

1,
2,

Asian — East (e.g., Chinese, Japanese, Korean)

Asian — South (e.g., Indian, Pakistani, Sri Lankan)
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Asian — South East (e.g., Malaysian, Filipino, Vietnamese)

Black — African (e.g., Ghanaian, Kenyan, Somali)

Black — Caribbean (e.g., Bajan, Trinidadian, Jamaican)

Black — North American (e.g., Canadian, American)

Indo — Caribbean (e.g., Guyanese with origins in India)

Jewish

© 0o N oo o b~ w

Latin, Central, or South American (e.g., Argentinean, Chilean, Salvadorian,
Mexican)

10, Indigenous (e.g., First Nations, Metis, Inuk/Inuit)

11, Middle Eastern (e.g., Afghani, Armenian, Egyptian, Iranian, Iraqgi, Jordanian,
Algerian, Lebanese, Palestinian, Syrian, Yemeni)

12,  Pacific Islander or Polynesian/Melanesian/Micronesian (e.g., Cook Island Maori,
Hawaiian Maori, Fijian, Marquesan, Marshallese, Niuean, Samoans, Tahitian,
Maori, Tongan, New Zealand Maori)

13,  White (including European, White-Canadian/American/Australian/South African)
14,  Another identity not listed (Please specify below)

15, Do not know

55, | do not wish to answer this question

Please specify:[open text field]

16. Whether or not it affects your day-to-day life, are you a person with a disability?

A person with a disability is someone who has a long-term or recurring physical, mental,
sensory, psychiatric, or learning disability and considers oneself to be disadvantaged by reason
of that disability or believes that society is likely to consider them to be disadvantaged by reason
of that disability. A person with a disability may also be someone whose functional limitations
owing to their disability have been accommodated in their environment.

1, Yes
0, No
55, | do not wish to answer this question

[If yes to disability] What type of disability do you have? Please check ALL that apply
1, Chronic illness

2, Chronic pain
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Developmental disability

Drug or alcohol dependence

Learning disability

Mental illness and/or psychiatric disability

Physical, functional, or mobility disability

, Sensory disability (i.e. hearing or vision loss)

© 0o N oo o b~ w

, Speech disability

10,  Another disability not listed
Please specify:[open text field]

11, Do not know

55, | do not wish to answer this question

11. Reason for visiting the expanded midwifery care model? Check ALL that apply.

Prenatal visit

Medication abortion

Abortion referral
PAP test

Sexual health screening

STI treatment

IUD insertion/removal

Nexplanon insertion/removal

© oo N oo g M~ w DD

Contraception

[EY
o

Infant feeding consultation

-
.!A

Menopause counseling

[N
N~

Well baby care

[EY
w

mental health

[EY
>

Postpartum visit

Immunization

e
o o

Another reason not listed (Please specify:)
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55,

11.

Please specify:[open text field]

55, | do not wish to answer this question

How did you hear about the expanded midwifery care model?

Physician

Midwife/Midwifery practice group

Nurse Practitioner

Nurse

Health Unit referral

Social media

Friend or family member

Poster

© oo N oo g M~ w DN P

Referral from anther health centre
10, Other
Please specify:[open text field]

I do not wish to answer this question
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Appendix J: Midwife interview guide

Midwife participant interview guide

For three specific EMCM sites (Norwest CHC, South Riverdale CHC, Crown Point FHT)
offering MAB care

Research Question

What are the experiences of clients, midwives, and other primary healthcare professionals of
medication abortion care when provided through Ontario's Expanded Midwifery Care Models?

Do you have any questions for me before proceeding to the interview?

As part of our study on midwifery integration, we are researching medication abortion
experiences within Expanded Midwifery Care Models (EMCMs). | am a Registered Midwife
providing medication abortion care. Because of my practical knowledge, | will ask general and
specific questions about your experience providing medication abortion care. You may decline to
answer any of the questions asked at any time.

Please explain why and how interprofessional medical care is delivered at your facility.

» What brought you to collaborate with other primary care providers to offer medication
abortion care?
o Was there a call for abortion care within your organization or community?
o Who initiated the collaboration?
» What is the clinical pathway? How was this established?
» Through what channels do clients present for medication abortion care?
» How many medication abortion clients do you typically connect with over a week?
» How many visits do clients commonly attend for their care?
» How is follow-up care delivered?
» What are other reproductive health services offered with medication abortion care?

Please describe your experience providing MAB care.

» How do you think your professional model influences abortion care?

» What do you feel are the strengths of midwives offering MAB care?

» In what ways has offering medication abortion influenced your clinical practice?

> Are there ways you would like to see abortion care improve or be done differently?

What is your experience working with other providers to deliver abortion care?

» With whom do you collaborate?

» How does collaborating under a medical directive influence your experience providing
abortion care?

» What do you value in offering care in this way?
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» What do you think are the strengths of interprofessional abortion care?
» What are the limitations?

Given what we discussed today, is there anyone you think we should speak to?
Are there any documents you can share related to what we discussed today?

Here, speak to recruiting clients and collaborators to the study and the process.
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Appendix K: Healthcare provider interview guide

Provider participant interview guide
For three specific EMCM sites (Northern, Southern 1, Southern 2) offering abortion services
Research Question

What are the experiences of clients, midwives, and other primary healthcare professionals of
medication abortion care when provided through Ontario's Expanded Midwifery Care Models?

Do you have any questions for me before proceeding to the interview?

As part of our study on midwifery integration, we are researching medication abortion
experiences within Expanded Midwifery Care Models (EMCMs). | am a Registered Midwife
with experience providing medication abortion services. Because of my practical knowledge, |
will ask general and specific questions about your experience providing medication abortion
care. You may decline to answer any of the questions asked at any time.

Please explain why and how interprofessional MAB care is delivered at your facility.

» What brought your organization to offer medication abortion care?
o Was there a call for abortion care within your organization or community?
o Who initiated the collaboration?
What is the clinical pathway? How was this established?
Through what channels do clients present for abortion care?
How many medication abortion clients do you typically connect with over a week?
How many visits do clients commonly attend for their medication abortion care?
How is follow-up care delivered?
What are other reproductive health services offered with medication abortion care?

YVVYVYYY

What is your opinion of midwives providing MAB care?

» How do you think the midwifery model influences abortion care?

» What do you feel are the strengths of midwives offering abortion services? What are the
limitations?

» How do you think collaborating with a medical directive influences care provision?

Please describe your experience of working with midwives to offer MAB care.

» How do you think professional models of care influence abortion care?

> In what ways has offering interprofessional medication abortion care influenced your
clinical practice?

» What do you value in providing medication abortion in this way?

» In what ways has offering collaborative medication abortion care influenced clinical
practice?
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> Are there ways you would like to see abortion care improve or be done differently?
Given what we discussed today, is there anyone you think we should speak to?

Are there any documents you can share related to what we discussed today? (If these aren’t
publicly available documents, ensure appropriate permission is obtained to share them.)
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Appendix L: Client interview guide

Client participant interview guide

For three specific EMCM sites (Northern, Southern 1, Southern 2) offering medication abortion
care

Research Question

What are the experiences of clients, midwives, and primary care providers of medication
abortion care when provided through Ontario's Expanded Midwifery Care Models?

Do you have any questions for me before proceeding to the interview?

As part of researching how midwives work within health care settings, we are exploring peoples'
[medication abortion/SRHC] experiences in Ontario's Expanded Midwifery Care Models
(EMCMs).

| am an EMCM midwife providing sexual and reproductive health care (SRHC) along with
physicians and nurse practitioners. Because of my experience, | am asking clients about their
care experiences. You may choose not to answer any of the questions | ask at any time.

| want to share how we view midwives' working in health care as a starting point for today's
interview.

We see midwives helping the most in health care systems when:

1. patients and providers know about the care midwives can provide,

2. midwives and other providers work together to support the best care for patients and,
3. midwives feel included and valued working within the health care system.

Do you have any questions for me before proceeding to the interview?

» Denotes probes
Ontario midwives offer expanded SRHC in collaboration with other care providers.
Can you tell me about your experience receiving [abortion/SRH] care from midwives?

Prompts:
Person-centred care:

» How did you hear that midwives were offering [abortion/SRH] care?

» Were you referred by someone, or did you seek care? If so, who referred you?
» How easy was it for you to contact a midwife?

» How long did you wait to see a midwife?
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> Can you tell me about the time and opportunity you had in your appointments to ask
questions and explore your choices?

> Did you contact a midwife with questions or concerns between your appointments? If so,
how did you get a hold of them? How did this go for you?

Continuity of care/relationship building:

» How many midwives did you see for your care? How did this go for you? How did you
feel meeting one/several midwives?

» What other care providers in addition to a midwife did you see for your care? How do
you feel the providers seem to work together?

Informed choice/choice of birthplace:

» What kind of visits were you offered? In-person, phone, home, virtual visits?

» How do you think the location of the healthcare clinic and the choice of location of visits
affected your access to care?

» How did talking with a midwife about your options helped you make a choice that was
right for you?

» What "take home" information was shared with you? How was the information shared
with you (paper, email, text)? How did you feel about the amount of information you
received?

Health promotion:

» What supplies were you offered to support your care? How did they help?

» What was your experience with follow-up care? How many visits did you have? Were
they in person, at home, over the phone?

» What other [contraception/SRHC] services in addition to your original care needs? How
did [having contraception, LARC insertion, PAP testing, STI screening, etc.] go for you?

Can you tell me what you valued most about having your [abortion/SRH] care with midwives?
What do you think is unique or special about midwives providing this care?

Can you explain why you do or don’t feel that midwives were the right provider for your needs?
Did you have any needs that were not addressed?

What do you think, if anything, could have been done differently?

Is there anything else you would like to add regarding your experience with midwifery care?
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