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1. Wicked Problem:
Within the past two years, Kamloops has faced an increasing shortage of prenatal care for women with low-risk and medium-risk pregnancies. Previously, these women received care from local midwives, independent general practitioners (GPs), or through the Thompson Regional Family Obstetrics Clinic (TRFO). Kamloops, specifically Royal Inland Hospital (RIH), is the regional hub for maternity care services (Kamloops Obstetrics, n.d.), yet a shortage of GPs, declining interest in obstetrical care, midwife shortages, and uneven service distribution have created access gaps. According to RIH labor and delivery patient-care-coordinator M. Redmond, who has kept statistics on the issue, while women with high-risk pregnancies are usually cared for by obstetricians, women with low- or moderate-risk pregnancies may be left without care (personal communication, September 9, 2025). Women in rural or Indigenous communities may face additional challenges due to transportation and limited culturally safe options.
To address this gap, the First Steps Clinic was developed by a group of local midwives. First Steps uses a nurse practitioner (NP) and 1–2 midwives to care for pregnant women during their first and second trimesters (First Steps, n.d.). Women are then referred to TRFO for the remainder of their pregnancy care and delivery (First Steps, n.d.). However, TRFO has limited capacity; 10–20 women have been declined care by TRFO each month during the past year and have often not received care during their third trimester (M. Redmond, personal communication, September 9, 2025). These women are instructed to receive care from their primary care provider (GP or NP); however, 40% of Kamloops’ population lacks a primary care provider (Shoults, 2022). All other women are instructed to present to the labor and delivery unit at RIH if they have concerns or when labour commences, where their delivery will be attended to by an on-call physician (M. Redmond, personal communication, September 9, 2025). An average of 10 women per month have presented to RIH over the past year with no prenatal care or only partial care (M. Redmond, personal communication, September 9, 2025). As of September 2025, TRFO is no longer accepting referrals and is providing limited care due to a lack of physician coverage (Interior Health Authority [IHA], personal communication, 2025).
The lack of prenatal care is a wicked problem because it is dynamic, multifaceted, and resistant to simple solutions (Williams & Hof, 2016). Multiple system factors interact including workforce shortages, fragmented funding models, provider role limitations, and geographical challenges presenting complex challenges. No single intervention can resolve the issue without engagement from multiple stakeholders including the health authority, professional colleges, providers, and patients. The wicked nature lies in the problem’s persistence despite past efforts, its interdependence on other systemic issues, and the lack of consensus on the “best” solution.
2. Population:
The population affected by the inadequate access to prenatal care is women in Kamloops and surrounding areas with low-risk and medium-risk pregnancies. This problem particularly affects women experiencing their first pregnancy (a lack of connection to a care provider during previous pregnancies) (M. Redmond, personal communication, September 9, 2025), and women in the reproductive age range, generally 15–35 years, as advanced maternal age is associated with higher-risk pregnancies (Society of Obstetricians and Gynaecologists of Canada [SOGC], 2019). The affected population spans a diverse range of socioeconomic and cultural backgrounds; however, Kamloops has a growing immigrant population (Statistics Canada, 2021), and newer immigrants are often underserved due to system inexperience and language barriers (Khanlou et al., 2017). Women with lower socioeconomic status may face additional barriers, such as limited transportation options, inability to take time off work, or difficulty affording associated costs of travel and care. Additionally, this includes women from outside of Kamloops (e.g., Chase, Merritt, Clinton) who must travel significant distances for prenatal appointments, creating barriers to care.
Kamloops and the surrounding area include Indigenous and Métis populations who have historically faced systemic inequities in maternal healthcare, including a lack of culturally safe care. Factors such as colonization, intergenerational trauma, and mistrust in the healthcare system exacerbate disparities and outcomes (Baccliani et al., 2023). The lack of timely and consistent prenatal care increases stress and anxiety. Furthermore, missed pregnancy screenings as well as prenatal checkups, particularly during the third trimester, may lead to undetected complications and thus worsened maternal and infant health outcomes (Heaman et al., 2019).

3. Context:
1,200 women deliver at RIH each year, with 60% classified as low- to moderate-risk (Kamloops Obstetrics, n.d.). Given that RIH serves a large catchment area of 45,000 square kilometres (Thompson-Nicola Regional District [TNRD], n.d.), women travel great distances to receive care and deliver in this hospital. As the regional population has grown by 2.1%, from approximately 130,000 to 159,000 (BC Stats, 2024), workforce distribution and service design have not kept pace. Culturally, the region includes Indigenous and immigrant populations who often face additional barriers to care due to systemic inequities, mistrust, or language barriers, which further complicates service deliveries 
(Bacciaglia et al., 2023).
Historically, BC’s healthcare system relies heavily on fee-for-service physician models, which disincentivize collaborative or nurse-led care. GP interest in providing obstetrical care is waning, while midwifery remains underfunded with limited local capacity. Resources include motivated and dedicated local providers, practitioners interested in utilizing their entire scope of practice, and emerging telehealth capacity. Constraints include provider shortages, traditional funding models, and a lack of integrated service planning between hospital and community settings.

4. Three Solutions:
Solution 1: Group-Based Prenatal Care
Student name: Jane Haywood-Farmer

Group-based prenatal care involves pregnant women receiving their care in a peer group of 8-12 other women. Women meet in facilitated groups with two healthcare providers that may include NPs, RNs, midwives and physicians. The sessions include a typical medical check-up, but also education and peer-support (Centering Healthcare Institute, n.d). Developed in 1994 in the United States under the name Centering Pregnancy, this model has since been adopted in other parts of BC, Alberta and Ontario (Government of Canada, 2023). The model has consistently led to equivalent birth outcomes as traditional care, with an increased rate of breastfeeding and patient satisfaction (Liu et al., 2021; Moyett et al., 2023; Sadiku et al., 2023). In addition to traditional pregnancy-related medical care, the groups also add social support and knowledge sharing, potentially increasing emotional well-being of pregnant women (Sadiku et al., 2023). Groups can potentially be adapted to provide culturally safe care within Indigenous communities, led by Indigenous health teams. 
Fewer one-on-one appointments are needed for routine low-risk concerns, alleviating time of NPs, physicians and midwives (McNeil et al., 2013). Group care also distributes care responsibilities; RNs complete some of the medical exams, thus reducing reliance of scarce physicians and midwives (McNeil et al., 2013). 
This solution does not come without challenges. It requires dedicated space, coordinating schedules and provider buy-in. Physicians, NPs and midwives will need to become adept at running groups and interprofessional collaboration.  It will also include hiring and training RNs, not typically involved in prenatal care and assessments. Another challenge is patients preferring traditional prenatal care due to privacy concerns and scheduling conflict.

Solution 2: NP-Led Antenatal and Postnatal Clinics
Student name: Megan Lowe 
NPs provide continuity of care for low- to medium-risk pregnancies, working alongside multidisciplinary team members such as midwives, RNs, and OB-GYNs. An NP-led clinic would help relieve the burden on TRFO and address the critical gaps facing Kamloops and the surrounding communities, while reducing pressure on burned-out physicians.
NP-led antenatal and postnatal programs have been shown to improve access to care and enhance the health outcomes for both the mothers and newborns (Kneller et al., 2023). One review found that NP-led models of postnatal care decreased infant mortality rates and improved the management of women with Gestational Diabetes Mellitus, leading to better outcomes for their neonates (Kneller et al., 2023). With physician shortages and limited accessibility, NPs represent a sustainable and evidence-based solution to this crisis. 
NPs play a crucial role in collaborative, tiered models of care, while working alongside physicians, obstetricians, and midwives (Kneller et al., 2023). In these models, NPs provide care for low-to medium-risk pregnancies, freeing obstetricians and family physicians to focus on high-risk and complex cases (Kneller et al., 2023). Another benefit is that NPs often provide longer appointment times, which strengthens therapeutic relationships and ensures that patients and families questions are all answered (Kneller et al., 2023).
Beyond direct care, NP-led clinics can offer antenatal group support, which improves postnatal social networks and can even prevent post-partum depression (Tessema et al., 2025). With their advanced training, NPs are well positioned to lead psychoeducational programs, ensuring mothers receive education, counselling, and consistent support throughout antenatal and postnatal period (Tessema et al., 2025). The World Health Organization also emphasizes the importance of positive postnatal experiences for strengthening maternal-newborn bonds and improving outcomes, an NP-led model directly supports this vision (Wojcieszek et al., 2023).
NPs are therefore critical for enhancing antenatal and postnatal care, especially given the severe physician shortage that we are currently facing in healthcare. However, barriers remain to this solution. Communication with the Interior health NP Director confirmed that funding is currently being prioritized for primary care NPs and not maternal health. Systemic barriers such as fragmented services, administrative delays, and lack of dedicated funding for maternity care remain significant challenges to implementing this model.

Solution 3: Hybrid Telehealth Model
Student name: Brianna Grayson
A hybrid prenatal care delivery model would combine the convenience of telehealth with the continued assurance of essential in-person visits. Rather than replacing in-person care, this solution would streamline visits so that only clinically necessary appointments occur in person. For example, physical exams, fetal heart rate measuring, fundal height measuring, and checking fetal positioning would remain in person, while the remainder of appointments would shift to telehealth visits. Additionally, these in-person clinic visits could be managed by an RN while connecting virtually with an obstetric care provider. These RNs would also provide education, routine monitoring, and ongoing support virtually when necessary. This approach integrates the best parts of both systems, ensuring continuity and safety, while recognizing the lack of prenatal care providers in the Kamloops area. Telehealth systems would enable a group of physicians, NPs, and midwives to work remotely and schedule in person visits as required. Telehealth expands the reach of these practitioners, allowing them to monitor more women while delegating in person visits to local RNs.
Hybrid models represent a modern, patient-centred approach to prenatal care that reduces systemic pressures while simultaneously improving access. Telehealth has been shown to reduce the need for travel, time off work, and childcare arrangements, while also helping to address ongoing provider shortages (Mohamed et al., 2025). Telehealth models for delivering prenatal care acknowledge that pregnancy requires essential in-person assessments but leverages virtual platforms to fill gaps, prevent delays in patient care, and expand the reach of providers that may not be located in the area (Lekshmi et al., 2025). For the Kamloops region, where prenatal care shortages and geographic barriers continue to create access inequities, a hybrid model offers a practical and adaptable solution. 
Challenges to this solution remain, including training RNs for consistent prenatal assessments, adjusting funding models, and recruiting providers who are open to delivering care within this hybrid framework. However, this solution is scalable and evidence informed. It addresses current gaps, ensuring that women in Kamloops and the surrounding communities receive safe and continuous prenatal care.
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